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Meeting Schedule

Business Education & Programming Region Events

Thursday, June 6

Time Description Location
3:00-4:30pm Orientation: Resolutions & Parli-Pro Regency A-C

4:30-5:30pm Candidate Forum & Delegate
Credentialing

Regency A-C

5:30-7:00pm Opening Assembly Regency A-C

7:00-9:00pm Region 1 Business Meeting Acapulco

Region 2 Business Meeting Toronto

Region 3 Business Meeting Hong Kong

Region 4 Business Meeting Gold Coast

Region 5 Business Meeting Water Tower

Region 6 Business Meeting Columbus C/D

Region 7 Business Meeting Columbus E/F

Friday, June 7

Time Description Location
7:00-8:00am Breakfast | Delegate Credentialing Regency A-C

8:00-9:30am General Assembly Regency A-C

8:30-9:15am A Question of Ethics: Perspectives
on End of Life Care and the Role of
Medical Aid in Dying

Alcapulco

9:30-11:30 Region 1 Meeting Columbus C/D

Region 2 Meeting Columbus G

Region 3 Meeting Comiskey

Region 4 Meeting Grand A

Region 5 Meeting Grand B

Region 6 Meeting Hong Kong

Region 7 Meeting Wrigley

12:00-1:00 Standing Committee Meet and
Greet

Regency A-C

12:30-1:00pm Delegate Credentialing Regency A-C

1:00-5:30pm General Assembly Regency A-C

1:00-1:45pm Pop Medicine: The Impact of
Mainstream Media on Patients'
Preconceptions of Health Care

Alcapulco

1:30-2:15pm The Winners and Losers of Climate
Change: Impacting the Health of
Communities

Toronto

2:15-3:15pm Is There a Vaccine for Burnout?
Perspectives on Resiliency and
Wellness

Alcapulco



3:15-4:00pm #MeToo in Medicine: Sexual 
Harassment in the Health Care 
Industry 

Toronto 

4:00-5:00pm Nevertheless, She Persisted: 
Women Leaders in Medicine 

Alcapulco 

4:45-5:15pm Signed, Sealed, Certified: 
Understanding FDA Certifications 
for Wearables 

Toronto 

6:00-8:00pm Region 1 Meeting Acapulco 

Region 2 Meeting Comiskey 

Region 3 Meeting Gold Coast 

Region 4 Meeting Hong Kong 

Region 5 Meeting Toronto 

Region 6 Meeting Water Tower 

Region 7 Meeting Wrigley 

8:00-8:30pm Newly Elected Region Leadership 
Orientation  

Assembly Hall - Regency A-C 

Saturday, June 8 

Time Description Location 

7:00-8:00am Breakfast-Delegate Credentialing Regency A-C 

8:00-12:00pm General Assembly Regency A-C 

9:00-10:00am Where Do We Go Now? The 
Medical Student Debt Crisis 

Field Room 

10:00-10:45am What Does the Science Say About 
Opioid Management? 

Crystal Ballroom C 

10:30-11:30am Health Care Think Tank: Medical 
Students Leading Change  

Field Room 

11:30-12:30pm Central American Forced Migration: 
Public Health Knowledge for Care 
Delivery and Advocacy 

Crystal Ballroom C 

Other Items of Interest 
Friday, June 7 

Time Description Location 

2-3:30 pm Community Service Committee 
National Service Project:  Join us 
at the AMA Offices as we work with 
the Chicago Recovery Alliance to 
prepare recovery kits for those 
people the Alliance serves in the 
local community.  Light 
refreshments will be served. 

Grand Canyon B47 – 47-100 and 
47-110

Saturday, June 8 

Time Description Location 

10:00-10:45am What Does the Science Say About 
Opioid Management? 

Crystal Ballroom C 

11:30am-1:30pm 2019 AMA EXPO: Medical 
Specialty Showcase and Clinical 
Skills Workshop 

Riverside East 

Exhibit Hall 



AMA Student Engagement 
Over forty-five specialties 
represented in the AMA House of 
Delegates will be in attendance at 
the 2019 AMA Annual Expo: 
Medical Specialty Showcase and 
Clinical Skills Workshop to offer 
medical students an opportunity to: 

• Network with physicians
and representatives from a
wide array of medical
specialties and sub-
specialties

• Practice essential clinical
skills such as suturing,
ultrasound, airway
management, and enter a
blood pressure challenge

Visit at least 4 specialties, 1 clinical 
skills station, and the AMA Member 
Programs booth to enter into a 
sweepstakes to win Kaplan study 
tools, gift cards, and travel 
vouchers. 



	

	

Downloading the App 

1. Go to the right store. Access the App Store on iOS
devices and the Play Store on Android. 

If you’re using a Blackberry or Windows phone,         
skip these steps. You’ll need to use the web
version of the app found here: 
https://event.crowdcompass.com/amaannual2019 

2. Install the app. Search for CrowdCompass AttendeeHub
Once you’ve found the app, tap either Download or Install.  

After installing, a new icon will appear on the home screen.    

Get the app 

1. Search the AttendeeHub. Once downloaded,
open the AttendeeHub app and enter     
AMA 2019 Annual Meeting 

2. Open your event. Tap the name of your event
to open it. 

Find your event



© 2013 American Medical Association. All rights reserved. 

The “CrowdCompassAttendeeHub” Mobile App - FAQ 

Where can I download the mobile app? 

Go to the correct store for your device type. Access the App Store on iOS devices and the Play Store on 
Android.  

Install the app. Search for CrowdCompassAttendeeHub. Once you have found the app, tap either 
Download or Install.  After installing, a new icon will appear on your home screen. 

AttendeeHub 

If you’re using a Blackberry or Windows phone, skip these steps. You’ll need to use the web 
version of the app found here https://event.crowdcompass.com/amaannual2019 

How do I find the Event? 

Search the AttendeeHub. Once downloaded, open the AttendeeHub app and enter: AMA 2019 Annual 
Meeting 

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

Once you log in to the mobile app, you will be able to access the same schedules, bookmarks, 
reminders, notes, and contacts on your phone, tablet, and desktop. Below is a list of some other great 
things you can do after logging in: 

• Take notes

• Share photos

• Rate sessions

• Join the attendee list

• Check-in

• Share contacts

• Share over social media

• Take Surveys

• Message fellow attendees
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Where can I get my log-in information? 

The log-in process is largely self-managed. Just follow the steps below to log in from your device: 

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

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

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

I’ve requested log-in information, but I never received an email. 

If you haven’t received your log-in information, one likely culprit may be your spam filter. We try to 
tailor our email communications to avoid this filter, but some emails end up there anyway. Please first 
check the spam folder of your email. The sender may be listed as CrowdCompass.  

I lost my log-in info, and I forgot my confirmation code. How do I log myself back in? 

To have a verification email resent to you, start by accessing the sign-in page. 

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

2. Enter your info: You'll be prompted to enter your first and last name. Tap Next.

3. Click on Forgot Code: If you’ve already logged in before, the app will already know your email
address and will send a verification email to you again.

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

How do I create my own schedule? 

1. Open the Schedule. After logging in, tap the Schedule icon.

2. Browse the Calendar. Switch days by using the date selector at the top of the screen. Scroll up

and down to see all the sessions on a particular day.

3. See something interesting? Tap the plus sign to the right of its name to add it to your personal

schedule.
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How can I export my schedule to my device’s calendar? 

1. Access your schedule.  After logging in, tap the hamburger icon in the top right, then My

Schedule.

2. Here you’ll see a personalized calendar of the sessions you’ll be attending. You can tap a

session to see more details.

3. Export it. Tap the download icon at the top right of the screen. A confirmation screen will

appear. Tap Export and your schedule will be added directly to your device’s calendar.

How do I allow notifications on my device? 

Allowing Notifications on iOS: 

1. Access the Notifications menu. From the home screen, tap Settings, then Notifications.

2. Turn on Notifications for the app. Find your event’s app on the list and tap its name. Switch

Allow Notifications on.

Allowing Notifications on Android: 

Note: Not all Android phones are the same. The directions below walk you through the most common 

OS, Android 5.0. 

1. Access the Notification menu. Swipe down on the home screen, then click the gear in the top

right. Tap Sounds and notifications.

2. Turn on Notifications for your event’s App. Scroll down and tap App notifications. Find your

event’s app on the list. Switch notifications from off to on.

How do I manage my privacy within the app? 

Set Your Profile to Private… 

1. Access your profile settings. If you’d rather have control over who can see your profile, you

can set it to private.

2. After logging in, tap the hamburger icon in the top left, and then tap your name at the top of

the screen.

3. Check the box. At the top of your Profile Settings, make sure that the box next to “Set Profile

to Private” is checked.

…Or Hide Your Profile Entirely
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1. Access the Attendee List. Rather focus on the conference? Log in, open the Event Directory,

and tap the Attendees icon.

2. Change your Attendee Options. Click the Silhouette icon in the top right to open Attendee

Options.

3. Make sure the slider next to “Show Me On Attendee List” is switched off. Fellow attendees

will no longer be able to find you on the list at all.

How do I message other attendees within the app? 

1. Access the Attendee List. After logging in, tap the Attendees icon.

2. Send your message. Find the person you want to message by either scrolling through the list or

using the search bar at the top of the screen. Tap their name, then the chat icon to start

texting.

3. Find previous chats. If you want to pick up a chat you previously started, tap the hamburger

icon in the top right, then My Messages.

How do I block a person from chatting with me? 

1. Access the Attendee List. Rather focus on the conference? Just as before, log in and tap the

Attendees icon.

2. Block the person. Find the person you’d like to block about by scrolling through the list or

using the search bar at the top of the screen. Tap their name, then the chat icon. But, don’t

type anything, instead tap Block in the top right.

I want to network with other attendees. How do I share my contact info with them?  

1. Access the Attendee List. After logging in, tap the Attendees icon.

2. Send a request. Find the person you want to share your contact information by either scrolling

through the list or using the search bar at the top of the screen.

3. Tap their name, then the plus icon to send a contact request. If they accept, the two of you

will exchange info.

I want to schedule an appointment with other attendees. How do I do that? 

1. Navigate to My Schedule. Tap the hamburger icon in the top left, then My Schedule.

2. Create Your Appointment. In the top right corner of the My Schedule page you'll see a plus

sign. Tap on it to access the Add Activity page.

3. Give your appointment a name, a start and end time, and some invitees. When you're

finished, tap done. Invitations will be immediately sent to all relevant attendees.
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How do I take notes within the app? 

Write Your Thoughts... 

1. Find your Event Item. After logging in, find the session, speaker, or attendee you'd like to

create a note about by tapping on the appropriate icon in the Event Directory, then scrolling

through the item list. Once you've found the item you're looking for, tap on it.

2. Write your note. Tap the pencil icon to bring up a blank page and your keyboard. Enter your

thoughts, observations, and ideas. Tap done when you've finished.

…Then Export Them

1. Navigate to My Notes. Tap the hamburger icon in the top right, then My Notes. Here you’ll find

all the notes you’ve taken organized by session.

2. Choose where to send your notes. Tap the share icon in the top right and CrowdCompass will

automatically generate a draft of an email that contains all your notes. All you have to do is

enter an email address, and then tap Send.



ELEVATORS

RESTROOMS

ESCALATORS
AND STAIRS

ACAPULCO
West Tower, Gold Level

ADDAMS
West Tower, Silver Level

ATLANTA
West Tower, Gold Level

BELL DESK
East Tower, Blue Level

BUCKINGHAM
West Tower, Bronze level

BURNHAM
West Tower, Silver Level

BUSINESS CENTER
East Tower, Purple Level

COLUMBIAN
West Tower, Bronze Level

CONCIERGE
East Tower, Green Level

COMISKEY
West Tower, Bronze Level

COLUMBUS HALL (ROOMS A-L)
East Tower, Gold Level

CRYSTAL BALLROOM
West Tower, Green Level

DUSABLE
West Tower, Silver Level

EAST TOWER MAIN ENTRANCE
East Tower, Green Level

EAST TOWER PARKING
East Tower, Gold Level

FIELD
West Tower, Silver Level

FRONT DESK
East Tower, Blue Level

GOLD COAST
West Tower, Bronze Level

GOLD PASSPORT
East Tower, Blue Level

GRAND BALLROOM
East Tower, Gold Level

GRAND BALLROOM REGISTRATION
East Tower, Gold Level

GRAND SUITES
East Tower, Gold Level

HAYMARKET
West Tower, Bronze level

HERTZ
East Tower, Green Level

HONG KONG
West Tower, Gold Level

HORNER
West Tower, Silver Level

MCCORMICK
West Tower, Silver Level

NEW ORLEANS
West Tower, Gold Level

OGDEN
West Tower, Silver Level

PACKAGE PICK-UP
East Tower, Purple Level

PICASSO
West Tower, Bronze Level

PLAZA BALLROOM
East Tower, Green Level

REGENCY BALLROOM
West Tower, Gold Level

RIVERSIDE CENTER
East Tower, Purple Level

SALES, CATERING & CONVENTION SERVICES
East Tower, Bronze Level

SAN FRANCISCO
West Tower, Gold Level

SANDBURG
West Tower, Silver Level

SKYWAY MEETING ROOMS
East Tower, Blue Level

SOLDIER FIELD
West Tower, Bronze Level

STETSON CONFERENCE CENTER
West Tower, Purple Level

TORONTO
West Tower, Gold Level

FITNESS CENTER
West Tower, Blue Level

WATER TOWER
West Tower, Bronze Level

WEST TOWER PARKING
West Tower, Purple Level

WRIGHT
West Tower, Silver Level

WRIGLEY
West Tower, Bronze Level

LAKESHORE MEETING SUITES
East Tower, Bronze level

BIG BAR
East Tower, Blue Level

STETSONS MODERN STEAK + SUSHI
East Tower, Green Level

MARKET CHICAGO
East Tower, Green Level

DADDYO’S PUB & GAME ROOM
West Tower, Blue Level

AMERICAN CRAFT KITCHEN & BAR
East Tower, Green Level

GIFT SHOP
East Tower, Bronze Level

HYATT REGENCY CHICAGO 
GUEST MAP

ESCALATORS, ELEVATORS AND RESTROOMS are indicated on each floor. Elevators are 
conveniently located throughout the hotel for guests with disabilities or where no escalator is present.

CROSSING BETWEEN TOWERS: Cross between towers via the Blue Level Skybridge or the Concourse 
on the Bronze Level. You may also cross on the Green Level via the crosswalk on Stetson Drive.

WELCOME TO HYATT REGENCY CHICAGO. Meeting rooms, ballrooms, 
restaurants and guest amenities are listed in alphabetical order and color 
coded by floor. For help, dial Guest Services at Extension 4460.

EAST TOWER WEST TOWER

REGENCY BALLROOM

ACAPULCO

HONG KONG

TORONTO

NEW ORLEANS

ATLANTA

SAN FRANCISCO

GRAND BALLROOM

COLUMBUS HALL

GRAND SUITES

GRAND BALLROOM, REGISTRATION

EAST TOWER PARKING

SKYBRIDGE 
BETWEEN 
TOWERS

DADDYO’S PUB 
& GAME ROOM

FRONT DESK

GOLD PASSPORT

BELL DESK
BIG BAR

CONCIERGE
HERTZ

SKYWAY MEETING ROOMS

CRYSTAL BALLROOM

CRYSTAL FOYER

EAST TOWER
MAIN ENTRANCE

FRONT DRIVE - STREET LEVEL

LAKESHORE 
MEETING SUITES

PLAZA BALLROOM STETSONS MODERN
STEAK + SUSHI

STETSON DRIVE
CROSSWALK 
BETWEEN TOWERS

WEST TOWER
MAIN ENTRANCE

CONCOURSE 
BETWEEN 
TOWERS

MARKET CHICAGO 

AMERICAN CRAFT
KITCHEN & BAR

SILVER LEVEL MEETING ROOMS

SALES, CATERING
& CONVENTION SERVICES

GIFT SHOP

WEST TOWER
MEETING ROOMS

D

B

C

A

 
FITNESS CENTER

GRAND BALLROOM

COLUMBUS HALL

GRAND SUITES

GRAND BALLROOM
REGISTRATION

REGENCY 
BALLROOM
REGISTRATION

EAST TOWER
PARKING

REGENCY 
BALLROOM

INTERNATIONAL 
AND CITY SUITES

RIVERSIDE CENTER

RIVERSIDE 
ENTRANCE B

RIVERSIDE 
ENTRANCE A

BUSINESS CENTER

WEST TOWER 
PARKING

STETSON 
CONFERENCE 
CENTER

PACKAGE PICK-UP

WACKER DRIVE

STETSON DRIVE
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AMERICAN MEDICAL ASSOCIATION MEDICAL STUDENT SECTION ASSEMBLY 

Resolution 01 
(A-19) 

Introduced by: Region 3 

Subject: Integration of Team-Based Learning in U.S. Medical Education 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, Team-Based Learning (TBL) is defined as, “an instructional strategy that engages 1 

students by giving them the opportunity to wrestle with new concepts and learn new materials 2 

through an assigned task or project”1 that also harbors “the acquisition of teamwork skills”2; and 3 

4 

Whereas, The Liaison Committee on Medical Education (LCME) standards for academic year 5 

2019-2020 outline the goals for education to build communication skills (Standard 7.8) and 6 

interprofessional collaborative skills (Standard 7.9) that can be actualized through TBL3; and 7 

8 

Whereas, The American Association of Medical Colleges (AAMC) standards on medical 9 

education include Entrustable Professional Activities (EPA), which have the goal of training 10 

medical students as collaborative members of an interprofessional team (EPA 9), directly 11 

aligning with TBL4; and 12 

13 

Whereas, TBL has been successfully implemented in a variety of contexts including courses in 14 

preclinical physiology5, professionalism1, medical ethics6, and anatomy7 across all medical 15 

student years; and 16 

17 

Whereas, TBL can also be integrated into existing courses and electives that review patient 18 

cases, allowing students to gain exposure to solving cases as a clinical team and thereby 19 

increase clinical preparedness in future physicians8; and 20 

21 

Whereas, While TBL may be implemented as a separate course, in the case of limited space in 22 

the medical school curriculum, TBL can also be implemented in practical lab-work sessions or 23 

small group sessions that already take place in the curriculum5; and 24 

25 

Whereas, A number of medical schools across the nation have integrated TBL into their 26 

curriculum and reported improvement as compared to traditional lecture-based curriculum in 27 

students’ preparation, quality of in-class discussions, critical thinking, academic performance, 28 

and collaboration among faculty members9; and 29 

30 

NextTable of Contents
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Whereas, Multiple studies on learning outcomes in health professional schools (including a 1 

recent large meta-analysis) have demonstrated an improvement of knowledge of subject matter, 2 

as measured by course examinations, standardized tests, and course grades, after 3 

implementation of TBL as compared to other instructional methods including traditional lecture-4 

based curriculum10, 11; and 5 

  6 

Whereas, the Accreditation Council for Graduate Medical Education (ACGME) Core 7 

Competencies support the acquisition and maintenance of Interpersonal and Communication 8 

Skills, which can be achieved through TBL12; and 9 

 10 

Whereas, The successful integration of TBL into several graduate medical education (GME) 11 

program curricula (including residency programs in internal medicine, psychiatry, and primary 12 

care) has been well-received by residents and faculty educators, who reported statistically 13 

significant increases in knowledge acquisition outcomes through team assessments and 14 

increased learner engagement and interactivity as compared to traditional lecture-based 15 

teaching methods13-16; and 16 

 17 

Whereas, Outside of formal GME program curricula, educational sessions/workshops at 18 

national medical conferences could serve as opportunities to incorporate TBL into continuing 19 

medical education17; therefore be it 20 

 21 
RESOLVED, That the AMA-MSS support the integration of team-based learning 22 
coursework/modules in medical school education, graduate medical education, and continuing 23 
medical education.24 

25 
Fiscal Note: Minimal, 4  
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
H-295.995 Recommendations for Future Directions for Medical Education: (10) Medical
school faculties should continue to exercise prudent judgment in adjusting educational programs
in response to social change and societal needs.

H-295.868 Education in Disaster Medicine and Public Health Preparedness During
Medical School and Residency Training: (2) Our AMA encourages medical schools and
residency programs to utilize multiple methods, including simulation, disaster drills,
interprofessional team-based learning, and other interactive formats for teaching disaster
medicine and public health preparedness.

295.122 MSS Modernization of Medical Education Assessment and Medical School 
Accreditation: AMA-MSS will ask the AMA to: (1) vigorously work to establish medical 
education system reforms throughout the medical education continuum that demand evidence-
based teaching methods that positively impact patient safety or quality of patient care; and (2) 
work with the Liaison Committee on Medical Education (LCME) to perform frequent and 
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extensive educational outcomes assessment of specialized competencies in the medical school 
accreditation process at minimum every four years, requiring evidence showing the degree to 
which educational objectives impacting patient safety or quality of patient care are or are not 
being attained. (MSS Res 9, A-04) (AMA Res 818, I-04 Referred) (Reaffirmed: MSS GC Report 
B, I-09) (Reaffirmed: MSS GC Report A, I-16) 
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Introduced by: Regions 3, Region 4, Region 5, Region 7; Autumn Hargraves, Des Moines 
University; Asmi Panigrahi, Rutgers New Jersey Medical School, M. Usman 
Ahmad, University of South Florida Morsani College of Medicine l 

Subject: Health Impact of Per- and Polyfluoroalkyl Substances (PFAS) Contamination 
in Drinking Water 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, The Environmental Protection Agency (EPA) determines whether a contaminant 1 

should have an enforceable regulatory standard for water contamination based on three criteria 2 

including: a) adverse effect on the health of persons, b) the contaminant is known to occur in 3 

public water often enough at levels of concern, c) regulation provides a meaningful opportunity 4 

for health risk reductions1; and 5 

6 

Whereas, Polyfluoroalkyl chemicals (PFAS) are chemicals used in the manufacturing of 7 

thousands of industrial and consumer products and are recognized by the Center of Disease 8 

Control (CDC) as substances toxic to human health2; and 9 

10 

Whereas, PFAS are non-biodegradable chemicals that accumulate in the human body with 11 

elimination half-lives up to 12 years and as of July 2018 PFAS have been detected at 172 sites 12 

in 40 states and have resulted in more than 3000 environmental and health related publications 13 

since 20002–6; and 14 

15 

Whereas, PFAS’ negative health effects include but are not limited to increased risk of 16 

hypertension, pre-eclampsia, and low birth weight during pregnancy, endocrine disruption, 17 

increased risk of thyroid and kidney disease, and association with various cancers2,7,8; and 18 

19 

Whereas, PFAS cross the placental barrier, are detected in cord blood, are transmitted through 20 

breast milk, and are negatively associated with fetal and postnatal growth, immune function, and 21 

reproductive health9–12; and 22 

23 

Whereas, Children are particularly at risk due to differences in PFAS dosimetry, impact on 24 

physical and cognitive development, and in particular, dose-dependent immunomodulatory 25 

effects which dampen responses to vaccines9,13,14; and 26 

27 

Whereas, The EPA found PFAS in water and soil nationwide, labeled PFAS an “emerging 28 

contaminant,” and in May 2016 released non-enforceable lifetime health advisories for two 29 

specific PFAS chemicals: perfluorooctanoic acid (PFOA) and perfluorooctane sulfonate (PFOS) 30 
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of 70 ppt, above this level the EPA recommends that drinking water systems takes steps to 1 

assess contamination, inform consumers, and limit exposure15,16; and 2 

 3 

Whereas, In November 2016, the American Public Health Association stated that all exposures 4 

to PFAS should be reduced, and in June 2018, the CDC’s Agency for Toxic Substances and 5 

Disease Registry (ATSDR) recommended reducing the minimum risk levels of PFAS ten-fold, 6 

from 70 ppt to 7 ppt due to the chemicals’ significant negative health effects2,17; and 7 

 8 

Whereas, The International Agency for Research on Cancer (IARC), a part of the World Health 9 

Organization (WHO) has classified PFOA as possibly carcinogenic to humans18; and 10 

 11 

Whereas, The EPA sets Maximum Contaminant Level Goals (MCLG) at zero for contaminants 12 

that may cause cancer1, and  13 

 14 

Whereas, The EPA maintains the Integrated Risk Information System (IRIS), an electronic 15 

database that contains information on human health effects from exposure to various 16 

substances in the environment, in which PFOA is not classified as to its carcinogenicity19,20; and 17 

 18 

Whereas, In February 2019, the EPA published its PFAS Action Plan which included as 19 

priorities initiating processes for listing PFOA and PFOS as hazardous substances and 20 

organizing efforts for water supply clean-up, but does not commit to setting maximum 21 

contaminant levels (MCLs)21,22; and 22 

  23 

Whereas, A Congressional PFAS Task Force was established in January 2019 to educate and 24 

draft policies on PFAS based on the latest research, and a Senate bill in March 2019, calls for 25 

PFAS to be designated as a hazardous chemical within a year and require cleanup of 26 

contaminated sites23,24; and  27 

 28 

Whereas, Despite the CDC’s recommendations, urging from various U.S. senators, and 29 

examples from various states which have established their own PFAS water guidelines, no 30 

federal PFAS drinking water standards have yet been implemented16,25–28; and 31 

 32 

Whereas, The CDC blood lead level limits are based on a reference blood lead level based on 33 

the 97.5th percentile of the blood lead level distribution among children 1-5 years old in the 34 

United States, which is currently a 5 ug/dL lead level in children29; and  35 

 36 

Whereas, A similar reference blood PFAS level to aim to reduce average PFAS blood levels in 37 

US children to as low a level as possible could be based on the 95th percentile of total serum 38 

concentration of PFAS in U.S. children, which as per the most recent study of National Health 39 

and Nutritional Examination Survey would be 11 ng/dL (0.11 µg/L) with a limit of detection is 0.1 40 

ng/dL (0.001 µg/L) in children ages 3-11 from 2013-1430; and 41 

 42 

Whereas, In 2006, the EPA announced a Product Stewardship agreement with 8 global 43 

manufacturing companies who pledged to reduce PFOA emissions and product content by 95% 44 
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in 2010 and work towards its elimination by 2015, and as of February 2017 all participating 1 

companies state they met the PFOA Stewardship Program goals31,32; and  2 

 3 

Whereas, The European Union has phased out contamination from PFAS by severely limiting 4 

the use of PFAS and PFAS derivatives in manufacturing via the REACH Regulation33; and 5 

 6 

Whereas, Existing AMA policy addresses water contamination by lead (H-135.928, H-60.918, 7 

440.057MSS), pharmaceuticals (D-135.993), and chlorine (H-135.956), but does not address 8 

contamination of drinking water by PFAS chemicals specifically; and 9 

 10 

Whereas, Blood screening for water contamination is supported by H60.924, but no similar 11 

policy exists for PFAS; therefore be it 12 

 13 
RESOLVED, That our AMA call on the Environmental Protection Agency and the United States 14 
government, with all due urgency, to 1.) establish national enforceable maximum contaminant 15 
levels (MCL) for Per- and Polyfluoroalkyl Substances (PFAS) in national primary drinking water 16 
and 2.) support legislation regarding the mitigation and regulation of Per- and Polyfluoroalkyl 17 
Substances in drinking water; and be it further 18 
 19 
RESOLVED, That our AMA call on the United States Government to establish national goals to 20 
1.) ensure that there is blood level screening set at the 95th percentile based on the National 21 
Health and Nutrition Examination Surveys and 2.) eliminate Per- and Polyfluoroalkyl Substances 22 
exposures to pregnant women and children; and be it further 23 
 24 
RESOLVED, That our AMA call on the Environmental Protection Agency to 1.) officially classify 25 
Per- and Polyfluoroalkyl by its carcinogenicity within their Integrated Risk Information System 26 
(IRIS) electronic database and 2.) regulate manufacturers to limit the use of Per- and 27 
Polyfluoroalkyl Substances and derivatives in all applications.28 

29 
Fiscal Note: Significant, 12  
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
Safe Drinking Water H-135.928 

Our AMA supports updates to the U.S. Environmental Protection Agency’s Lead and Copper 
Rule as well as other state and federal laws to eliminate exposure to lead through drinking water 
by: 
(1) Removing, in a timely manner, lead service lines and other leaded plumbing materials that 
come into contact with drinking water; 
(2) Requiring public water systems to establish a mechanism for consumers to access 
information on lead service line locations; 
(3) Informing consumers about the health-risks of partial lead service line replacement; 
(4) Requiring the inclusion of schools, licensed daycare, and health care settings among the 
sites routinely tested by municipal water quality assurance systems; 
(5) Creating and implementing standardized protocols and regulations pertaining to water 
quality testing, reporting and remediation to ensure the safety of water in schools and child care 
centers; 
(6) Improving public access to testing data on water lead levels by requiring testing results from 
public water systems to be posted on a publicly available website in a reasonable timeframe 
thereby allowing consumers to take precautions to protect their health; 
(7) Establishing more robust and frequent public education efforts and outreach to consumers 
that have lead service lines, including vulnerable populations; 
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(8) Requiring public water systems to notify public health agencies and health care providers 
when local water samples test above the action level for lead; 
(9) Seeking to shorten and streamline the compliance deadline requirements in the Safe 
Drinking Water Act; and 

(10) Actively pursuing changes to the federal lead and copper rules consistent with this policy. 
  
Chemical Analysis Report of Public and Commercial Water D-440.999 

Our AMA: (1) requests the appropriate federal agency to require analysis and appropriate 
labeling of the chemical content, including fluoride, of commercially bottled water, as well as of 
the water supplies of cities or towns; (2) urges the FDA to require that annual water quality 
reports from bottled water manufacturers be publicly accessible in a readily available format; 
and (3) urges the FDA to evaluate bottled water for changes in quality after typical storage 
conditions. 

Lead Contamination in Municipal Water Systems as Exemplified by Flint, Michigan H-
60.918 

1. Our AMA will advocate for biologic (including hematological) and neurodevelopmental 
monitoring at established intervals for children exposed to lead contaminated water with 
resulting elevated blood lead levels (EBLL) so that they do not suffer delay in diagnosis of 
adverse consequences of their lead exposure. 
2. Our AMA will urge existing federal and state-funded programs to evaluate at-risk children to 
expand services to provide automatic entry into early-intervention screening programs to assist 
in the neurodevelopmental monitoring of exposed children with EBLL. 
3. Our AMA will advocate for appropriate nutritional support for all people exposed to lead 
contaminated water with resulting elevated blood lead levels, but especially exposed pregnant 
women, lactating mothers and exposed children. Support should include Vitamin C, green leafy 
vegetables and other calcium resources so that their bodies will not be forced to substitute lead 
for missing calcium as the children grow. 
4. Our AMA promotes screening, diagnosis and acceptable treatment of lead exposure and iron 
deficiency in all people exposed to lead contaminated water. 
  
The Health Risks of Hydraulic Fracturing H-135.931 

1. Our AMA encourages appropriate agencies and organizations to study the potential human 
and environmental health risks and impacts of hydraulic fracturing. 
2. Our AMA: (A) supports the full disclosure of chemicals placed into the natural environment 
during the petroleum, oil and natural gas exploration and extraction process; and (B) supports 
the requirement that government agencies record and monitor the chemicals placed into the 
natural environment for petroleum oil and natural gas extraction and the chemicals found in 
flowback fluids, to monitor for human exposures in well water and surface water, and to share 
this information with physicians and the public. 
3. Our AMA supports research on the implementation of buffer zones or well set-backs between 
oil and gas development sites and residences, schools, hospitals, and religious institutions, to 
determine the distance necessary to ensure public health and safety. 
  
Contamination of Drinking Water by Pharmaceuticals and Personal Care Products D-
135.993 

Our AMA supports the EPA and other federal agencies in engaging relevant stakeholders, 
which may include, but is not limited to the AMA, pharmaceutical companies, pharmaceutical 
retailers, state and specialty societies, and public health organizations in the development of 
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guidelines for physicians and the public for the proper disposal of pharmaceuticals and personal 
care products to prevent contamination of drinking water systems. 
  
Reducing Lead Poisoning H-60.924 

1. Our AMA: (a) supports regulations and policies designed to protect young children from 
exposure to lead; (b) urges the Centers for Disease Control and Prevention to give priority to 
examining the current weight of scientific evidence regarding the range of adverse health effects 
associated with blood lead concentrations below the current "level of concern" in order to 
provide appropriate guidance for physicians and public health policy, and encourage the 
identification of exposure pathways for children who have low blood lead concentrations, as well 
as effective and innovative strategies to reduce overall childhood lead exposure; (c) encourages 
physicians and public health departments to screen children based on current recommendations 
and guidelines and to report all children with elevated blood levels to the appropriate health 
department in their state or community in order to fully assess the burden of lead exposure in 
children. In some cases this will be done by the physician, and in other communities by the 
laboratories; (d) promotes community awareness of the hazard of lead-based paints; and (e) 
urges paint removal product manufacturers to print precautions about the removal of lead paint 
to be included with their products where and when sold. 
2. Our AMA will call on the United States government to establish national goals to: (a) ensure 
that no child has a blood lead level >5 µg/dL (>50 ppb) by 2021, and (b) eliminate lead 
exposures to pregnant women and children, so that by 2030, no child would have a blood lead 
level >1 µg/dL (10 ppb). 
3. Our AMA will call on the United States government in all its agencies to pursue the following 
strategies to achieve these goals: (a) adopt health-based standards and action levels for lead 
that rely on the most up-to-date scientific knowledge to prevent and reduce human exposure to 
lead, and assure prompt implementation of the strongest available measures to protect 
pregnant women and children from lead toxicity and neurodevelopmental impairment; (b) 
identify and remediate current and potential new sources of lead exposure (in dust, air, soil, 
water and consumer products) to protect children before they are exposed; (c) continue targeted 
screening of children to identify those who already have elevated blood lead levels for case 
management, as well as educational and other services; (d) eliminate new sources of lead 
introduced or released into the environment, which may entail banning or phasing out all 
remaining uses of lead in products (aviation gas, cosmetics, wheel weights, industrial paints, 
batteries, lubricants, and other sources), and the export of products containing lead, and setting 
more protective limits on emissions from battery recyclers and other sources of lead emissions; 
(e) provide a dedicated funding stream to enhance the resources available to identify and 
eliminate sources of lead exposure, and provide educational, social and clinical services to 
mitigate the harms of lead toxicity, particularly to protect and improve the lives of children in 
communities that are disproportionately exposed to lead; and (f) establish an independent 
expert advisory committee to develop a long-term national strategy, including recommendations 
for funding and implementation, to achieve the national goal of eliminating lead toxicity in 
pregnant women and children, defined as blood lead levels above 1 µg/dL (10 ppb). 
 

4. Our AMA supports requiring an environmental assessment of dwellings, residential buildings, 
or child care facilities following the notification that a child occupant or frequent inhabitant has a 
confirmed elevated blood lead level, to determine the potential source of lead poisoning, 
including testing the water supply. 
  
Expansion of Hazardous Waste Landfills Over Aquifers H-135.943 

(1) recognizes that the expansion of hazardous waste landfills or the construction of new 
hazardous waste landfills over principal aquifers represents a potential health risk for the public 
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water supply and is inconsistent with sound principles of public health policy, and therefore 
should be opposed; 
(2) will advocate for the continued monitoring of groundwater sources, including principal 
aquifers, that may be contaminated by hazardous waste landfill or other landfill leachate; and 

(3) supports efforts to improve hazardous waste treatment, recycling, and disposal methods in 
order to reduce the public health burden. 
 

Human and Environmental health impacts of chlorinated chemicals H-135.956 
 
(1) Our AMA encourages the Environmental Protection Agency to base its evaluations of the 
potential public health and environmental risks posed by exposure to an individual chlorinated 
organic compound, other industrial compound, or manufacturing process on reliable data 
specific to that compound or process;  
(2) encourages the chemical industry to increase knowledge of the environmental behavior, 
bioaccumulation potential, and toxicology of their products and by-products; and  
(3) supports the implementation of risk reduction practices by the chemical and manufacturing 
industries. 
 
EPA and Green House Gas Regulation H-134.934 
1. Our AMA supports the Environmental Protection Agency's authority to promulgate rules to 
regulate and control green house gas emissions in the United States. 

2. Our AMA: (a) strongly supports evidence-based environmental statutes and regulations 
intended to regulate air and water pollution and to reduce greenhouse gas emissions; and (b) 
will advocate that environmental health regulations should only be modified or rescinded with 
scientific justification. 

Guidance for Worldwide Conservation of Potable Water H-135.947 
Our AMA favors scientific and cultural development of a plan for worldwide potable water 
conservation, especially in countries affected by natural disasters or other events that disrupt 
the potable water supply. 
 
440.057MSS Improving Detection, Awareness, and Prevention of Lead Contamination in 
Water: 
(1) Our AMA-MSS supports future research to improve water sampling techniques and 
protocols to better detect human exposure to lead at the point of consumption;  
(2) Our AMA-MSS supports improved open public access to testing data on health hazardous 
substance levels in public commodities, such as water; and  
(3) Our AMA-MSS supports legislation and efforts to reduce or eliminate lead from public and 
private water infrastructure 
 
135.002MSS Environmental Protection:  
AMA-MSS will ask the AMA to support strong federal enforcement of environmental protection 
regulations.  
 
150.013MSS Mercury in Food as a Human Health Hazard:  
(1) AMA-MSS will ask the AMA to (a) encourage that testing of mercury content in food, 
including fish, be continued by appropriate agencies, and laboratory reporting of results of 
mercury testing be updated and consistent with current Environmental Protection Agency and 
National Academy of Sciences standards; (b) encourage the Food and Drug Administration to 
determine the most appropriate means of testing and labeling of all foods, including fish, 
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determine mercury content; and (c) encourage that the results and advisories of any mercury 
testing of fish should be readily available where fish are sold, including labeling of 
packaged/canned fish.  
(2) AMA-MSS supports the AMA encouraging physicians to educate their patients about the 
potential dangers of mercury toxicity in some food and fish products, especially those that are 
well documented to contain mercury, and to advise pregnant women to limit and parents to limit 
their children’s consumption of such products. 
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Resolution 03 
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Introduced by: Tristan Mackey, Haritha Pavuluri, and Rachel Michelle Shugart, University of 
South Carolina School of Medicine Greenville, SC; Anuradha Kanaparthi and 
Rachana Raghupathy, Northeast Ohio Medical University; Hiba Saifuddin, 
Mayo Clinic School of Medicine 

Subject: Amending H-490.913, Smoke-Free Environments and Workplaces, and H-
490.907, Tobacco Smoke Exposure of Children in Multi-Unit Housing, to 
include e-cigarettes 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, The use of e-cigarettes, otherwise known as vaping, has become increasingly popular 1 

for nicotine usage among youth, new smokers, and those seeking smoking cessation options1,2; 2 

and 3 

4 

Whereas, Among middle school students, current e-cigarette use increased by 48% during 5 

2017-20183; and 6 

7 

Whereas, Among high school students, current e-cigarette use increased from 1.5% in 2011 to 8 

20.8% in 20183; and 9 

10 

Whereas, In 2018, more than 3.6 million U.S. youth, including 1 in 5 high school students and 1 11 
in 20 middle school students currently used e-cigarettes, resulting in a different population 12 
exposed to the toxic effects of secondhand smoke due to e-cigarette use than due to cigarette 13 
use3; and 14 

15 

Whereas, College students who use electronic nicotine delivery systems (ENDS) are more than 16 
twice as likely to initiate cigarette use4; and 17 

18 

Whereas, During an assessment of indoor air quality at an e-cigarette (vaping) convention, it 19 

was found that e-cigarette use was a major source of particulate matter, air nicotine, and real-20 

time total volatile organic compounds, impairing indoor air quality5; and 21 

22 

Whereas, E-cigarette use indoors increased particulate matter concentrations 160-fold at 0.5m 23 

and 103-fold at 1m, showing that particulate matter increases as proximity to the e-cigarette 24 

increases6; and 25 

26 

Whereas, When characterizing nicotine persistence on surfaces over a 72-hr period, residual 27 

nicotine concentrations persisted on both terry cloth and glass surfaces for 72 hours, and was 28 

found to persist long enough to pose a potential third hand nicotine exposure risk7; and 29 
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Whereas, It has been shown that vaping worsens indoor air quality by increasing the 30 

concentration of nicotine, particulate matter, polycyclic aromatic hydrocarbons, and aluminum-- 31 

all substances associated with increased risk for lung and cardiovascular disease and cancer8; 32 

and 33 

 34 

Whereas, Oxidants and reactive oxygen species reactivity in e-cigarette aerosols was similar to 35 

that in traditional cigarette smoke, with copper levels being found at much higher levels in e-36 

cigarettes9; and 37 

 38 

Whereas, A systematic review found that e-cigarette vapor may lead to adverse health effects, 39 

such as an increased risk of cardiovascular and respiratory diseases and certain cancers10,11; 40 

and  41 

 42 

Whereas, These adverse health effects may extend to non-users due to secondhand vapor 43 

exposure, especially those who are pregnant or children11,12; and 44 

 45 

Whereas, Nicotine exposure during adolescence can harm the developing brain, impacting 46 
learning, memory, and attention as well as increasing risk for future addiction to other drugs2; 47 
and 48 
 49 

Whereas, Smoke-free policies were designed to protect non-smokers from toxic irritants, 50 

incentivize smoking cessation, and denormalize smoking13; and  51 

 52 

Whereas, The use of e-cigarettes where smoke-free policies are implemented increases 53 

exposure risk to non-user bystanders, reduces cessation initiatives, and may promote the 54 

renormalization of smoking13; and 55 

 56 

Whereas, Users who were not able to vape indoors would use less frequently and were less 57 
dependent on e-cigarettes14; and 58 
 59 

Whereas, 26.1% (n=1034) of users reported not being able to vape in places where smoking is 60 
typically banned, while 73.9% (n=2926) reported being able vape in places where smoking is 61 
typically banned14; and 62 
 63 

Whereas, 15 states and 814 municipalities have currently prohibited the use of e-cigarettes in 64 

the same places where cigarette smoking is prohibited, which means that approximately 70% of 65 

states remain unprotected15,16; and 66 

 67 

Whereas, Our AMA recognizes the use of e-cigarettes and vaping as an urgent public health 68 

epidemic and is actively working to counteract the marketing and use of addictive e-cigarette 69 

and vaping devices (AMA policy H-495.986); therefore, be it 70 

 71 

RESOLVED, That our AMA amend policies H-490.913, Smoke-Free Environments and 72 

Workplaces, and H-490.907, Tobacco Smoke Exposure of Children in Multi-Unit Housing, to 73 

include e-cigarettes and vaping by insertion and deletion as follows:  74 
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Smoke-Free and Vape-Free Environments and Workplaces, H-490.913 75 

On the issue of the health effects of environmental tobacco smoke (ETS) and 76 

passive smoke and vape exposure in the workplace and other public facilities, 77 

our AMA: 78 

 79 

(1) (a) supports classification of ETS as a known human carcinogen; (b) 80 

concludes that passive smoke exposure is associated with increased risk of 81 

sudden infant death syndrome and of cardiovascular disease; (c) encourages 82 

physicians and medical societies to take a leadership role in defending the health 83 

of the public from ETS risks and from political assaults by the tobacco industry; 84 

and (d) encourages the concept of establishing smoke-free and vape-free 85 

campuses for business, labor, education, and government; (2) (a) honors 86 

companies and governmental workplaces that go smoke-free and vape-free; (b) 87 

will petition the Occupational Safety and Health Administration (OSHA) to adopt 88 

regulations prohibiting smoking and vaping in the workplace, and will use active 89 

political means to encourage the Secretary of Labor to swiftly promulgate an 90 

OSHA standard to protect American workers from the toxic effects of ETS in the 91 

workplace, preferably by banning smoking and vaping in the workplace; (c) 92 

encourages state medical societies (in collaboration with other anti-tobacco 93 

organizations) to support the introduction of local and state legislation that 94 

prohibits smoking and vaping around the public entrances to buildings and in all 95 

indoor public places, restaurants, bars, and workplaces; and (d) will update draft 96 

model state legislation to prohibit smoking and vaping in public places and 97 

businesses, which would include language that would prohibit preemption of 98 

stronger local laws. (3) (a) encourages state medical societies to: (i) support 99 

legislation for states and counties mandating smoke-free tobacco-free schools 100 

and eliminating smoking and vaping in public places and businesses and on any 101 

public transportation; (ii) enlist the aid of county medical societies in local anti-102 

smoking and anti-vaping campaigns; and (iii) through an advisory to state, 103 

county, and local medical societies, urge county medical societies to join or to 104 

increase their commitment to local and state anti-smoking and anti-vaping 105 

coalitions and to reach out to local chapters of national voluntary health agencies 106 

to participate in the promotion of anti-smoking and anti-vaping control measures; 107 

(b) urges all restaurants, particularly fast food restaurants, and convenience 108 

stores to immediately create a smoke-free and vape-free environment; (c) 109 

strongly encourages the owners of family-oriented theme parks to make their 110 

parks smoke-free and vape-free for the greater enjoyment of all guests and to 111 

further promote their commitment to a happy, healthy life style for children; (d) 112 

encourages state or local legislation or regulations that prohibit smoking and 113 

vaping in stadia and encourages other ball clubs to follow the example of 114 

banning smoking in the interest of the health and comfort of baseball fans as 115 

implemented by the owner and management of the Oakland Athletics and others; 116 

(e) urges eliminating cigarette, pipe, cigar, and e-cigarette smoking in any indoor 117 

area where children live or play, or where another person's health could be 118 
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adversely affected through passive smoking inhalation; (f) urges state and county 119 

medical societies and local health professionals to be especially prepared to alert 120 

communities to the possible role of the tobacco industry whenever a petition to 121 

suspend a nonsmoking ordinance is introduced and to become directly involved 122 

in community tobacco control activities; and (g) will report annually to its 123 

membership about significant anti-smoking and anti-vaping efforts in the 124 

prohibition of smoking and vaping in open and closed stadia;(4) calls on 125 

corporate headquarters of fast-food franchisers to require that one of the 126 

standards of operation of such franchises be a no smoking and no vaping policy 127 

for such restaurants, and endorses the passage of laws, ordinances and 128 

regulations that prohibit smoking and vaping in fast-food restaurants and other 129 

entertainment and food outlets that target children in their marketing efforts; (5) 130 

advocates that all American hospitals ban tobacco and supports working toward 131 

legislation and policies to promote a ban on smoking, vaping, and use of tobacco 132 

products in, or on the campuses of, hospitals, health care institutions, retail 133 

health clinics, and educational institutions, including medical schools; (6) will 134 

work with the Department of Defense to explore ways to encourage a smoke-free 135 

and vape-free environment in the military through the use of mechanisms such 136 

as health education, smoking cessation programs, and the elimination of 137 

discounted prices for tobacco products in military resale facilities; and (7) 138 

encourages and supports local and state medical societies and tobacco control 139 

coalitions to work with (a) Native American casino and tribal leadership to 140 

voluntarily prohibit smoking and vaping in their casinos; and (b) legislators and 141 

the gaming industry to support the prohibition of smoking and vaping in all 142 

casinos and gaming venues. 143 

 144 

Tobacco Smoke and Vaping Exposure of Children in Multi-Unit Housing, H-145 

490.907 146 

 147 

Our AMA: (1) encourages federal, state and local housing authorities and 148 

governments to adopt policies that protect children and non-smoking or non-149 

vaping adults from tobacco smoke and vaping exposure by prohibiting smoking 150 

and vaping in multi-unit housing; and (2) encourages state and local medical 151 

societies, chapters, and other health organizations to support and advocate for 152 

changes in existing state and local laws and policies that protect children and 153 

non-smoking or non-vaping adults from tobacco smoke and vaping exposure by 154 

prohibiting smoking and vaping in multi-unit housing. 155 

Fiscal Note: Moderate, 7  

 

Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 

Smoke-Free Environments and Workplaces H-490.913 

On the issue of the health effects of environmental tobacco smoke (ETS) and passive smoke 

exposure in the workplace and other public facilities, our AMA: 

 

(1) (a) supports classification of ETS as a known human carcinogen; (b) concludes that passive 

smoke exposure is associated with increased risk of sudden infant death syndrome and of 

cardiovascular disease; (c) encourages physicians and medical societies to take a leadership 

role in defending the health of the public from ETS risks and from political assaults by the 

tobacco industry; and (d) encourages the concept of establishing smoke-free campuses for 

business, labor, education, and government; 

 

(2) (a) honors companies and governmental workplaces that go smoke-free; (b) will petition the 

Occupational Safety and Health Administration (OSHA) to adopt regulations prohibiting smoking 

in the workplace, and will use active political means to encourage the Secretary of Labor to 

swiftly promulgate an OSHA standard to protect American workers from the toxic effects of ETS 

in the workplace, preferably by banning smoking in the workplace; (c) encourages state medical 

societies (in collaboration with other anti-tobacco organizations) to support the introduction of 

local and state legislation that prohibits smoking around the public entrances to buildings and in 

all indoor public places, restaurants, bars, and workplaces; and (d) will update draft model state 

legislation to prohibit smoking in public places and businesses, which would include language 

that would prohibit preemption of stronger local laws. 

 

(3) (a) encourages state medical societies to: (i) support legislation for states and counties 

mandating smoke-free schools and eliminating smoking in public places and businesses and on 

any public transportation; (ii) enlist the aid of county medical societies in local anti-smoking 

campaigns; and (iii) through an advisory to state, county, and local medical societies, urge 

county medical societies to join or to increase their commitment to local and state anti-smoking 

coalitions and to reach out to local chapters of national voluntary health agencies to participate 

in the promotion of anti-smoking control measures; (b) urges all restaurants, particularly fast 

food restaurants, and convenience stores to immediately create a smoke-free environment; (c) 

strongly encourages the owners of family-oriented theme parks to make their parks smoke-free 

for the greater enjoyment of all guests and to further promote their commitment to a happy, 

healthy life style for children; (d) encourages state or local legislation or regulations that prohibit 

smoking in stadia and encourages other ball clubs to follow the example of banning smoking in 

the interest of the health and comfort of baseball fans as implemented by the owner and 

management of the Oakland Athletics and others; (e) urges eliminating cigarette, pipe, and cigar 

smoking in any indoor area where children live or play, or where another person's health could 

be adversely affected through passive smoking; (f) urges state and county medical societies 

and local health professionals to be especially prepared to alert communities to the possible role 
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of the tobacco industry whenever a petition to suspend a nonsmoking ordinance is introduced 

and to become directly involved in community tobacco control activities; and (g) will report 

annually to its membership about significant anti-smoking efforts in the prohibition of smoking in 

open and closed stadia; 

 

(4) calls on corporate headquarters of fast-food franchisers to require that one of the standards 

of operation of such franchises be a no smoking policy for such restaurants, and endorses the 

passage of laws, ordinances and regulations that prohibit smoking in fast-food restaurants and 

other entertainment and food outlets that target children in their marketing efforts; 

 

(5) advocates that all American hospitals ban tobacco and supports working toward legislation 

and policies to promote a ban on smoking and use of tobacco products in, or on the campuses 

of, hospitals, health care institutions, retail health clinics, and educational institutions, including 

medical schools; 

 

(6) will work with the Department of Defense to explore ways to encourage a smoke-free 

environment in the military through the use of mechanisms such as health education, smoking 

cessation programs, and the elimination of discounted prices for tobacco products in military 

resale facilities; and 

 

(7) encourages and supports local and state medical societies and tobacco control coalitions to 

work with (a) Native American casino and tribal leadership to voluntarily prohibit smoking in their 

casinos; and (b) legislators and the gaming industry to support the prohibition of smoking in all 

casinos and gaming venues. 

 

Sales and Distribution of Tobacco Products and Electronic Nicotine Delivery Systems 

(ENDS) and E-cigarettes H-495.986 

Our AMA: 

(1) recognizes the use of e-cigarettes and vaping as an urgent public health epidemic and will 

actively work with the Food and Drug Administration and other relevant stakeholders to 

counteract the marketing and use of addictive e-cigarette and vaping devices, including but not 

limited to bans and strict restrictions on marketing to minors under the age of 21; 

(2) encourages the passage of laws, ordinances and regulations that would set the minimum 

age for purchasing tobacco products, including electronic nicotine delivery systems (ENDS) and 

e-cigarettes, at 21 years, and urges strict enforcement of laws prohibiting the sale of tobacco 

products to minors; 

(3) supports the development of model legislation regarding enforcement of laws restricting 

children's access to tobacco, including but not limited to attention to the following issues: (a) 

provision for licensure to sell tobacco and for the revocation thereof; (b) appropriate civil or 

criminal penalties (e.g., fines, prison terms, license revocation) to deter violation of laws 

restricting children's access to and possession of tobacco; (c) requirements for merchants to 

post notices warning minors against attempting to purchase tobacco and to obtain proof of age 

for would-be purchasers; (d) measures to facilitate enforcement; (e) banning out-of-package 
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cigarette sales ("loosies"); and (f) requiring tobacco purchasers and vendors to be of legal 

smoking age; 

(4) requests that states adequately fund the enforcement of the laws related to tobacco sales to 

minors; 

(5) opposes the use of vending machines to distribute tobacco products and supports 

ordinances and legislation to ban the use of vending machines for distribution of tobacco 

products; 

(6) seeks a ban on the production, distribution, and sale of candy products that depict or 

resemble tobacco products; 

(7) opposes the distribution of free tobacco products by any means and supports the enactment 

of legislation prohibiting the disbursement of samples of tobacco and tobacco products by mail; 

(8) (a) publicly commends (and so urges local medical societies) pharmacies and pharmacy 

owners who have chosen not to sell tobacco products, and asks its members to encourage 

patients to seek out and patronize pharmacies that do not sell tobacco products; (b) encourages 

other pharmacists and pharmacy owners individually and through their professional associations 

to remove such products from their stores; (c) urges the American Pharmacists Association, the 

National Association of Retail Druggists, and other pharmaceutical associations to adopt a 

position calling for their members to remove tobacco products from their stores; and (d) 

encourages state medical associations to develop lists of pharmacies that have voluntarily 

banned the sale of tobacco for distribution to their members; and 

(9) opposes the sale of tobacco at any facility where health services are provided; and 

(10) supports that the sale of tobacco products be restricted to tobacco specialty stores. 

 

Electronic Cigarettes, Vaping, and Health H-495.972 

1. Our AMA urges physicians to: (a) educate themselves about electronic nicotine delivery 

systems (ENDS), including e-cigarettes, be prepared to counsel patients about the use of these 

products and the potential for nicotine addiction and the potential hazards of dual use with 

conventional cigarettes, and be sensitive to the possibility that when patients ask about e-

cigarettes, they may be asking for help to quit smoking; (b) consider expanding clinical 

interviews to inquire about "vaping" or the use of e-cigarettes; (c) promote the use of FDA-

approved smoking cessation tools and resources for their patients and caregivers; and (d) 

advise patients who use e-cigarettes to take measures to assure the safety of children in the 

home who could be exposed to risks of nicotine overdose via ingestion of replacement e-

cigarette liquid that is capped or stored improperly. 

2. Our AMA: (a) encourages further clinical and epidemiological research on e-cigarettes; (b) 

supports education of the public on the health effects, including toxins and carcinogens of 

electronic nicotine delivery systems (ENDS) including e-cigarettes; and (c) recognizes that the 

use of products containing nicotine in any form among youth, including e-cigarettes, is unsafe 

and can cause addiction.  

 

FDA to Extend Regulatory Jurisdiction Over All Non-Pharmaceutical Nicotine and 

Tobacco Products H-495.973 

Our AMA: (1) supports the U.S. Food and Drug Administration's (FDA) proposed rule that would 

implement its deeming authority allowing the agency to extend FDA regulation of tobacco 
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products to pipes, cigars, hookahs, e-cigarettes and all other non-pharmaceutical 

tobacco/nicotine products not currently covered by the Federal Food, Drug, and Cosmetic Act, 

as amended by the Family Smoking Prevention and Tobacco Control Act; (2) supports 

legislation and/or regulation of electronic cigarettes and all other non-pharmaceutical 

tobacco/nicotine products that: (a) establishes a minimum legal purchasing age of 21; (b) 

prohibits use in all places that tobacco cigarette use is prohibited, including in hospitals and 

other places in which health care is delivered; (c) applies the same marketing and sales 

restrictions that are applied to tobacco cigarettes, including prohibitions on television 

advertising, product placement in television and films, and the use of celebrity spokespeople; (d) 

prohibits product claims of reduced risk or effectiveness as tobacco cessation tools, until such 

time that credible evidence is available, evaluated, and supported by the FDA; (e) requires the 

use of secure, child- and tamper-proof packaging and design, and safety labeling on containers 

of replacement fluids (e-liquids) used in e-cigarettes; (f) establishes manufacturing and product 

(including e-liquids) standards for identity, strength, purity, packaging, and labeling with 

instructions and contraindications for use; (g) requires transparency and disclosure concerning 

product design, contents, and emissions; and (h) prohibits the use of characterizing flavors that 

may enhance the appeal of such products to youth; and (3) urges federal officials, including but 

not limited to the U.S. Food and Drug Administration to: (a) prohibit the sale of any e-cigarette 

cartridges and e-liquid refills that do not include a complete list of ingredients on its packaging, 

in the order of prevalence (similar to food labeling); and (b) require that an accurate nicotine 

content of e-cigarettes, e-cigarette cartridges, and e-liquid refills be prominently displayed on 

the product alongside a warning of the addictive quality of nicotine. 

 

FDA Regulation of Tobacco Products H-495.988 

1. Our AMA: (A) acknowledges that all tobacco products (including but not limited to, cigarettes, 

smokeless tobacco, chewing tobacco, and hookah/water pipe tobacco) are harmful to health, 

and that there is no such thing as a safe cigarette; (B) recognizes that currently available 

evidence from short-term studies points to electronic cigarettes as containing fewer toxicants 

than combustible cigarettes, but the use of electronic cigarettes is not harmless and increases 

youth risk of using combustible tobacco cigarettes; (C) encourages long-term studies of vaping 

(the use of electronic nicotine delivery systems) and recognizes that complete cessation of the 

use of tobacco and nicotine-related products is the goal; (D) asserts that tobacco is a raw form 

of the drug nicotine and that tobacco products are delivery devices for an addictive substance; 

(E) reaffirms its position that the Food and Drug Administration (FDA) does, and should 

continue to have, authority to regulate tobacco products, including their manufacture, sale, 

distribution, and marketing; (F) strongly supports the substance of the August 1996 FDA 

regulations intended to reduce use of tobacco by children and adolescents as sound public 

health policy and opposes any federal legislative proposal that would weaken the proposed FDA 

regulations; (G) urges Congress to pass legislation to phase in the production of less hazardous 

and less toxic tobacco, and to authorize the FDA have broad-based powers to regulate tobacco 

products; (H) encourages the FDA and other appropriate agencies to conduct or fund research 

on how tobacco products might be modified to facilitate cessation of use, including elimination of 

nicotine and elimination of additives (e.g., ammonia) that enhance addictiveness; and (I) 

strongly opposes legislation which would undermine the FDA's authority to regulate tobacco 
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products and encourages state medical associations to contact their state delegations to 

oppose legislation which would undermine the FDA's authority to regulate tobacco products. 

2. Our AMA: (A) supports the US Food and Drug Administration (FDA) as it takes an important 

first step in establishing basic regulations of all tobacco products; (B) strongly opposes any FDA 

rule that exempts any tobacco or nicotine-containing product, including all cigars, from FDA 

regulation; and (C) will join with physician and public health organizations in submitting 

comments on FDA proposed rule to regulate all tobacco products. 

 

Secondhand Smoke H-490.910 

1. Our AMA urges the President of the United States to issue an Executive Order making all 

federal workplaces, including buildings and campuses, entirely smoke free and urges its 

federation members to do the same. 

2. Our AMA supports legislation that prohibits smoking while operating or riding in a vehicle that 

contains children. 

 

Tobacco Smoke Exposure of Children in Multi-Unit Housing H-490.907 

Our AMA: (1) encourages federal, state and local housing authorities and governments to adopt 

policies that protect children and non-smoking adults from tobacco smoke exposure by 

prohibiting smoking in multi-unit housing; and (2) encourages state and local medical societies, 

chapters, and other health organizations to support and advocate for changes in existing state 

and local laws and policies that protect children and non-smoking adults from tobacco smoke 

exposure by prohibiting smoking in multi-unit housing. 

 

Tobacco-Free School Environment H-490.908 

Our AMA: (1) supports and advocates for a tobacco-free school environment (as defined by the 

CDC) as the cornerstone of a comprehensive policy intended to prevent and 

reduce tobacco use and addiction in young people; (2) supports the adoption of tobacco-free 

school laws or policies that incorporate the guidelines developed by the Centers for Disease 

Control and Prevention for school-based health programs to prevent tobacco use and addiction; 

(3) will provide a link on its website of existing resources to assist those at the state and local 

levels who are interested in pursuing tobacco free school environments; and (4) urges its 

Federation members to collaborate with students, parents, school officials and members of the 

community to establish tobacco free schools. 

 

Oppose Efforts to Stop, Weaken or Delay FDA's Authority to Regulate All Tobacco 

Products D-495.993 

1. Our AMA encourages Congress to oppose any legislation that would stop, weaken, or delay 

FDA's authority to fully regulate all tobacco products.  

2. Our AMA will write a letter to the Administration expressing our strong opposition to the 

decision to strike from the Food and Drug Administration's deeming rule on tobacco products, 

the restriction of flavored electronic nicotine delivery systems. 

 

Banning Smoking in All Workplaces D-490.979 
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Our AMA will (1) actively support national, state, and local legislation and actively pursue 

regulations banning smoking in all workplaces; and (2) work to ensure that federal legislation 

banning smoking in all workplaces does not prohibit or weaken more strict state or local 

regulations. 

 

Restricting the Sale of E-Cigarettes to Minors 500.006MSS 

AMA-MSS supports (1) increased clinical research on the effects of electronic cigarettes; and 

(2) education on the effects of e-cigarettes to parents and their children in various settings 

ranging from schools to clinics. (MSS Res 1, A-14) 
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Subject: Support for the Use of Psychiatric Advance Directives 
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(Danny Vazquez, Chair) 

Whereas, Nearly 10 million US adults live with serious mental illness, defined as a mental 1 

illness that “result[s] in serious functional impairment” and “interferes with one or more major life 2 

activities”1-2; and 3 

4 

Whereas, A survey of 213 patients who previously received coercive psychiatric treatment found 5 

that they would like to engage in advance planning to determine their preferences for future care 6 

during psychiatric crises3; and 7 

8 

Whereas, A psychiatric advance directive is a legal document written by a competent individual 9 

with a mental illness, specifying their treatment preferences and/or granting their medical power 10 

of attorney to a surrogate during a future psychiatric crisis that impairs the individual’s capacity4-11 
6; and 12 

13 

Whereas, A psychiatric advance directive differs from generic advance directives due to the 14 

unique nature of psychiatric illness and treatment5-7; and 15 

16 

Whereas, While most states enable psychiatric advance directive creation under broader 17 

advance directive statues, only 25 states have legislation pertaining specifically to the use of 18 

psychiatric advance directives4-6; and 19 

20 

Whereas, In Nevada and New Hampshire, while a patient may designate an agent to make 21 

healthcare decisions for them should they become incompetent, they may only specify in writing 22 

advance instructions on non-psychiatric life-sustaining care4-6 ; and 23 

24 

Whereas, The Patient Self-Determination Act of 1990 states that Medicare and Medicaid 25 

patients should be advised on opportunities to specify treatment preferences prior to the loss of 26 

decision-making capacity when possible8; and  27 

28 

Whereas, The Centers for Medicare & Medicaid Services Inpatient Psychiatric Facility Quality 29 

Reporting Program Manual specifies that a “patient should be allowed the opportunity to appoint 30 

NextTable of ContentsPrevious
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a surrogate decision maker or complete non-psychiatric and psychiatric advance directives”9; 1 

and 2 

 3 

Whereas, The use of psychiatric advance directives can help improve patient autonomy, 4 

treatment adherence, and the physician-patient relationship and reduce the need for coercive 5 

interventions such as involuntary commitment, seclusion, restraints, police transport, and 6 

involuntary medications10-12; and 7 

 8 

Whereas, In the first 6 months following psychiatric advance directive completion, 6.5 percent of 9 

patients experienced a coherence crisis intervention compared to 19.7 percent of non-10 

completers10; and 11 

 12 

Whereas, Patients with serious mental illness who participated in a facilitated psychiatric 13 

advance directive completion session were 1.57 times more likely to experience an increase in 14 

working alliance between themselves and clinicians after 1 month compared to patients who did 15 

not experience the session11; and    16 

 17 

Whereas, Psychiatric advance directive completers were 7.8 times more likely to be adherent to 18 

their psychiatric mediation after 1 years compared to non-completers12; and  19 

 20 

Whereas, In the largest study of psychiatric advance directive usage to date, in over 1,000 21 

patients with mental illness, only 7 percent of respondents had completed a psychiatric AD or 22 

designated a surrogate for future psychiatric crises, while 68 percent of respondents expressed 23 

interest in completing one13; and 24 

 25 

Whereas, A survey of over 400 psychiatrists and psychologists showed that only 37 percent of 26 

respondents demonstrated sufficient legal knowledge regarding psychiatric advance 27 

directives14; and 28 

 29 

Whereas, The use of facilitated psychiatric advance directive, an intervention in which a 30 

psychiatric advance directive is completed by a patient with the assistance of a trained 31 

individual, can reduce most barriers to psychiatric advance directive completion10,15; and 32 

 33 

Whereas, Low usage of psychiatric advance directive has led several states and organizations 34 

to take steps to increase awareness and utilization of psychiatric advance directives, such as 35 

establishing psychiatric advance directive completion clinics16-19; and 36 

 37 

Whereas, Existing AMA policy “encourage[es] the use of advance directives and health care 38 

powers of attorney” (H-140.845, Encouraging the Use of Advance Directives and Health Care 39 

Powers of Attorney), “educating physicians about advance care planning” (H-85.956, Educating 40 

Physicians About Advance Care Planning), and “promotes awareness and understanding of” 41 

advance care planning in the unique situation of pregnancy (H-85.952, Advance Directives 42 

During Pregnancy); and 43 

 44 
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Whereas, As with pregnant women, individuals with serious mental illness constitute a special 1 

population with unique considerations that warrants additional attention in the area of advance 2 

directive usage3-6; therefore be it 3 

 4 
RESOLVED, That our AMA will support efforts to increase awareness and appropriate utilization 5 
of psychiatric advance directives; and be it further  6 
 7 
RESOLVED, That our AMA will support the education of medical students and residents on 8 
psychiatric advance directives.9 

10 
Fiscal Note: Moderate, 9 
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
Encouraging the Use of Advance Directives and Health Care Powers of Attorney H-
140.845 
Our AMA will: (1) encourage health care providers to discuss with and educate young adults 
about the establishment of advance directives and the appointment of health care proxies; (2) 
encourage nursing homes to discuss with resident patients or their health care 
surrogates/decision maker as appropriate, a care plan including advance directives, and to have 
on file such care plans including advance directives; and that when a nursing home resident 
patient's advance directive is on file with the nursing home, that advance directive shall 
accompany the resident patient upon transfer to another facility; (3) encourage all physicians 
and their families to complete a Durable Power of Attorney for Health Care (DPAHC) and an 
Advance Directive (AD); (4) encourage all medical schools to educate medical students and 
residents about the importance of having a DPAHC/AD before becoming severely ill and 
encourage them to fill out their own DPAHC/AD; (5) along with other state and specialty 
societies, work with any state that has technical problems with their DPAHC/AD to correct those 
problems; (6) encourage every state medical association and their member physicians to make 
information about Living Wills and health care powers of attorney continuously available in 
patient reception areas; (7) (a) communicate with key health insurance organizations, both 
private and public, and their institutional members to include information regarding advance 
directives and related forms and (b) recommend to state Departments of Motor Vehicles the 
distribution of information about advance directives to individuals obtaining or renewing a 
driver's license; (8) work with Congress and the Department of Health and Human Services to 
(a) make it a national public health priority to educate the public as to the importance of having a 
DPAHC/AD and to encourage patients to work with their physicians to complete a DPAHC/AD 
and (b) to develop incentives to individuals who prepare advance directives consistent with our 
current AMA policies and legislative priorities on advance directives; (9) work with the Centers 
for Medicare and Medicaid Services to use the Medicare enrollment process as an opportunity 
for patients to receive information about advance health care directives; (10) continue to seek 

https://law.utexas.edu/probono/opportunities/psychiatric-advanced-directives-pad-project
https://law.utexas.edu/probono/opportunities/psychiatric-advanced-directives-pad-project
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other strategies to help physicians encourage all their patients to complete their DPAHC/AD; 
and (11) advocate for the implementation of secure electronic advance health care directives. 
CCB/CLRPD Rep 3, A-14; Reaff: BOT Rep 9, I-15; Reaff: Res 517, A-16; Reaff: BOT Rep 5, I-
16; Reaff in lieu of: Res 121, A-17 
 
Educating Physicians About Advance Care Planning H-85.956 
Our AMA: (1) will continue efforts to better educate physicians in the skills necessary to 
increase the prevalence and quality of meaningful advance care planning, including the use of 
advance directives, and to improve recognition of and adherence to a patient's advance care 
decisions; (2) supports development of materials to educate physicians about the requirements 
and implications of the Patient Self-Determination Act, and supports the development of 
materials (including, but not necessarily limited to, fact sheets and/or brochures) which 
physicians can use to educate their patients about advance directives and requirements of the 
Patient Self-Determination Act; (3) encourages residency training programs, regardless of or in 
addition to current specialty specific ACGME requirements, to promote and develop a high level 
of knowledge of and ethical standards for the use of such documents as living wills, durable 
powers of attorney for health care, and ordering DNR status, which should include medical, 
legal, and ethical principles guiding such physician decisions. This knowledge should include 
aspects of medical case management in which decisions are made to limit the duration and 
intensity of treatment; (4) will work with medical schools, graduate medical education programs 
and other interested groups to increase the awareness and the creation of personal advance 
directives for all medical students and physicians; and (5) encourages development of a model 
educational module for the teaching of advance directives and advance care planning. 
CCB/CLRPD Rep 3, A-14; App: Res 307, A-14; Reaff: BOT Rep 5, I-16; Reaff in lieu of: Res 
121, A-17 
 
Advance Directives During Pregnancy H-85.952 

1. Our AMA vigorously affirms the patient-physician relationship as the appropriate locus of 
decision making and the independence and integrity of that relationship.  
2. Our AMA will promote awareness and understanding of the ethical responsibilities of 
physicians with respect to advance care planning, the use of advance directives, and 
surrogate decision making, regardless of gender or pregnancy status, set out in the Code of 
Medical Ethics.  
3. Our AMA recognizes that there may be extenuating circumstances which may benefit 
from institutional ethics committee review, or review by another body where appropriate.  
4. The Council on Ethical and Judicial Affairs will consider examining the issue 
of advance directives in pregnancy through an informational report. BOT Rep 9, I-15 
 
Maintaining Mental Health Services by States H-345.975 
Our AMA:  
1. supports maintaining essential mental health services at the state level, to include 
maintaining state inpatient and outpatient mental hospitals, community mental health centers, 
addiction treatment centers, and other state-supported psychiatric services;  
2. supports state responsibility to develop programs that rapidly identify and refer individuals 
with significant mental illness for treatment, to avoid repeated psychiatric hospitalizations and 
repeated interactions with the law, primarily as a result of untreated mental conditions; 
3. supports increased funding for state Mobile Crisis Teams to locate and treat homeless 
individuals with mental illness; 
4. supports enforcement of the Mental Health Parity Act at the federal and state level; and  
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5. will take these resolves into consideration when developing policy on essential benefit 
services. Res 116, A-12; Reaff: A-15 
 
E-5.1 Advance Care Planning 
The process of advance care planning is widely recognized as a way to support patient self- 
determination, facilitate decision making, and promote better care at the end of life. Although 
often thought of primarily for terminally ill patients or those with chronic medical conditions, 
advance care planning is valuable for everyone, regardless of age or current health status. 
Planning in advance for decisions about care in the event of a life-threatening illness or injury 
gives individuals the opportunity to reflect on and express the values they want to have govern 
their care, to articulate the factors that are important to them for quality of life, and to make clear 
any preferences they have with respect to specific interventions. Importantly, these discussions 
also give individuals the opportunity to identify who they would want to make decisions for them 
should they not have decision-making capacity.  
 
Proactively discussing with patients what they would or would not want if recovery from illness 
or injury is improbable also gives physicians opportunity to address patients’ concerns and 
expectations and clarify misunderstandings individuals may have about specific medical 
conditions or interventions. Encouraging patients to share their views with their families or other 
intimates and record them in advance directives, and to name a surrogate decision maker, 
helps to ensure that patients’ own values, goals, and preferences will inform care decisions 
even when they cannot speak for themselves. 
 
Physicians must recognize, however that patients and families approach decision making in 
many different ways, informed by culture, faith traditions, and life experience, and should be 
sensitive to each patient’s individual situations and preferences when broaching discussion of 
planning for care at the end of life.  
 
Physicians should routinely engage their patients in advance care planning in keeping with the 
following guidelines: 
 
(a) Regularly encourage all patients, regardless of age or health status, to: 
 
(i) think about their values and perspectives on quality of life and articulate what goals they 
would have for care if they faced a life-threatening illness or injury, including any preferences 
they may have about specific medical interventions (such as pain management, medically 
administered nutrition and hydration, mechanical ventilation, use of antibiotics, dialysis, or 
cardiopulmonary resuscitation); 
 
(ii) identify someone they would want to have make decisions on their behalf if they did not have 
decision-making capacity; 
 
(iii) make their views known to their designated surrogate and to (other) family members or 
intimates. 
 
(b) Be prepared to answer questions about advance care planning, to help patients formulate 
their views, and to help them articulate their preferences for care (including their wishes 
regarding time-limited trials of interventions and surrogate decision maker). Physicians should 
also be prepared to refer patients to additional resources for further information and guidance if 
appropriate. 
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(c) Explain how advance directives, as written articulations of patients’ preferences, are used as 
tools to help guide treatment decisions in collaboration with patients themselves when they have 
decision-making capacity, or with surrogates when they do not, and explain the surrogate’s 
responsibilities in decision making. Involve the patient’s surrogate in this conversation whenever 
possible. 
 
(d) Incorporate notes from the advance care planning discussion into the medical record. 
Patient values, preferences for treatment, and designation of surrogate decision maker should 
be included in the notes to be used as guidance when the patient is unable to express his or her 
own decisions. If the patient has an advance directive document or written designation of proxy, 
include a copy (or note the existence of the directive) in the medical record and encourage the 
patient to give a copy to his or her surrogate and others to help ensure it will be available when 
needed. 
 
(e) Periodically review with the patient his or her goals, preferences, and chosen decision 
maker, which often change over time or with changes in health status. Update the patient’s 
medical records accordingly when preferences have changed to ensure that these continue to 
reflect the individual’s current wishes. If applicable, assist the patient with updating his or her 
advance directive or designation of proxy forms. Involve the patient’s surrogate in these reviews 
whenever possible. AMA Principles of Medical Ethics I, IV; Issued: 2016; Mod: 2017. 
 
E-5.2 Advance Directives 
Respect for autonomy and fidelity to the patient are widely acknowledged as core values in the 
professional ethics of medicine. For patients who lack decision-making capacity, these values 
are fulfilled through third-party decision making and the use of advance directives. Advance 
directives also support continuity of care for patients when they transition across care settings, 
physicians, or health care teams. 
 
Advance directives, whether oral or written, advisory or a formal statutory document, are tools 
that give patients of all ages and health status the opportunity to express their values, goals for 
care, and treatment preferences to guide future decisions about health care. Advance directives 
also allow patients to identify whom they want to make decisions on their behalf when they 
cannot do so themselves. They enable physicians and surrogates to make good-faith efforts to 
respect the patient’s goals and implement the patient’s preferences when the patient does not 
have decision-making capacity. 
 
An advance directive never takes precedence over the contemporaneous wishes of a patient 
who has decision-making capacity. 
 
In emergency situations when a patient is not able to participate in treatment decisions and 
there is no surrogate or advance directive available to guide decisions, physicians should 
provide medically appropriate interventions when urgently needed to meet the patient’s 
immediate clinical needs. Interventions may be withdrawn at a later time in keeping with the 
patient’s preferences when they become known and in accordance with ethics guidance for 
withdrawing treatment. 
 
Before initiating or continuing treatment, including, but not limited to, life-sustaining 
interventions, the physician should: 
 
(a) Assess the patient’s decision-making capacity in the current clinical circumstances. 
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(b) Ascertain whether the patient has an advance directive and if so, whether it accurately 
reflects his/her current values and preferences. Determine whether the patient’s current clinical 
circumstances meet relevant thresholds set out in the directive. 
 
(c) Ascertain whether the patient has named a health care proxy (e.g., orally or through a formal 
legal document). If the patient has not, ask who the patient would want to have make decisions 
should he or she become unable to do so. 
 
(d) Document the conversation, including the patient’s goals for care, and specific preferences 
regarding interventions and surrogate decision maker, in the medical record; incorporate any 
written directives (as available) into the medical record to ensure they are accessible to the 
health care team.  
 
(e) When treatment decisions must be made by the patient’s surrogate, help the surrogate 
understand how to carry out the patient’s wishes in keeping with the advance directive (when 
available), including whether the directive applies in the patient’s current clinical circumstances 
and what medically appropriate interventions are available to achieve the patient’s goals for 
care. When conflicts arise between the advance directive and the wishes of the patient’s 
surrogate, the attending physician should seek assistance from an ethics committee or other 
appropriate institutional resource. 
 
(f)  When a patient who lacks decision-making capacity has no advance directive and there is 
no surrogate available and willing to make treatment decisions on the patient’s behalf, or no 
surrogate can be identified, the attending physician should seek assistance from an ethics 
committee or other appropriate resource in ascertaining the patient’s best interest. 
 
(g) Document physician orders to implement treatment decisions in the medical record, 
including both orders for specific, ongoing interventions (e.g., palliative interventions) and orders 
to forgo specific interventions (e.g., orders not to attempt resuscitation, not to intubate, not to 
provide antibiotics or dialysis). AMA Principles of Medical Ethics I, IV; Issued: 2016; Mod: 2017. 
 
140.007MSS AMA-MSS Support of Advance Directives 
(1) AMA-MSS affirms the need for advance directives for all patients, including young adults, 
and will provide its members with information about advance directives, and recommends 
medical students complete their own; (2) AMA-MSS will ask the AMA to encourage physicians 
to discuss advance directives and organ donation with all patients, including young adults, as a 
part of the ongoing doctor-patient relationship; (3) AMAMSS will ask the AMA to (a) recommend 
that advance directives completed by a patient be placed in a prominent area of the patient’s 
medical record; and (b) recommend the inclusion of information on and eligibility requirements 
pertaining to organ and tissue donation in any advanced directive; (4) AMA-MSS will ask the 
AMA to support policies and legislation mandating physician reimbursement for time spent 
discussing advance directives with patients. (MSS Res 27, I-90, MSS Sub Res 59, I-98, MSS 
Res 20, I-09, MSS GC Rep A, I-06, MSS GC Rep I, I-84, Consolidated: MSS GC Rep F, I-10) 
(Reaffirmed: MSS GC Rep A, I-14) (Modified: MSS Res 04, I-16) 
 
140.024MSS Encouraging Standardized Advance Directives Forms within States 
AMA-MSS will ask the AMA to encourage state societies to develop a standardized form of 
advance directives for use by physicians and other health care providers as a template to 
discuss end-of-life care with their patients. (MSS Sub Res 18, A-11) (AMA Res 5, I-11 Adopted 
as Amended [H-85.957]) (Reaffirmed: MSS GC Report A, I-16) 
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140.033MSS Addressing the Importance of Advance Directive Planning and Education for 
Medical Students 
Our AMA-MSS supports undergraduate medical education on end-of-life care, including 
teaching advance directive planning as a clinical skill through simulation and skills practice, in 
addition to established didactic modalities. (MSS Res 04, I-16) 
 
420.008MSS Advance Directives During Pregnancy 
That our AMA (1) support that pregnant women with decision-making capacity have the same 
right to refusal of treatment through advanced directives as non-pregnant women; and (2) study 
the legality and ethics related to the circumstances under which restrictions and/or exclusions 
are applied to pregnant women’s advance directives. (MSS Res 25, A-14) (AMA Res 1, I-14 
Referred) 
 
Implementation of an Annual Mental Health Awareness and Suicide Prevention Program 
at Medical Schools 345.009MSS 
AMA-MSS supports medical schools to create a mental health awareness and suicide 
prevention screening program that would: 1) be available to all medical students on an opt-out 
basis, 2) ensure anonymity, confidentiality, and protection from administration, 3) provide 
proactive intervention for identified at-risk students by mental health professionals, and 4) 
educate students and faculty about personal mental health and factors that may contribute to 
suicidal ideation. MSS Res 15, I-15 
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Natasha McGlaun, University of Nevada Reno School of Medicine; Ellena 
Popova, University of Pennsylvania; Ian Maynor, University of California San 
Francisco 

Subject: Improving the Health and Safety of Consensual Sex Workers 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, The World Health Organization, UNFPA, UNAIDS, the Global Network of Sex Work 1 

Projects, Amnesty International, and Human Rights Watch all recommend decriminalization of 2 

consensual sex work to improve access to health care for high risk populations, with the WHO 3 

specifying that decriminalization would help reduce HIV incidence1-3; and 4 

5 

Whereas, Sex work is currently legal in the United Kingdom, Australia, Belgium, Argentina, 6 
Denmark, Israel, the Netherlands, New Zealand, Spain, Switzerland, Singapore, and the US 7 
state of Nevada4-11; and 8 

9 
Whereas, Legalization of sex work bestows official legal status on the practice of prostitution, 10 
allowing more regulatory control than mere decriminalization12; and 11 

12 
Whereas, Studies in Australia found statistically significant decreases in HIV and STI rates and 13 
statistically significant increases in condom use with decriminalization13-15; and 14 

15 
Whereas, An Australian study revealed 50% of illegal sex workers were offered more money to 16 
have sex without a condom compared to 13% of legal sex workers, and 52% of illegal sex 17 
workers had been raped by a client in the past year compared to 9% of legal sex workers16; 18 
and   19 

20 
Whereas, In a study on the mental health of legal and illegal sex workers, illegal sex workers 21 
were four times more likely to report mental health issues, possibly due to increased risks that 22 
come with illegal sex work such as assault and arrest16; and 23 

24 
Whereas, In countries where sex work is criminalized, sex workers are less likely to seek 25 
treatment if they get infected with an STI and less likely to disclose their profession to a 26 
physician leading to decreased education and testing17,18;  and 27 

28 
Whereas, Because sex work is illegal in the United States, many sex workers struggle to obtain 29 
health insurance, leading to the majority being uninsured and paying out of pocket for healthcare18; 30 
and  31 
Whereas, A systematic review of the literature estimates that 15-20% of men in the United 32 
States have paid for sex at least once19; and 33 
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 1 
Whereas, Following the brief decriminalization of prostitution in Rhode Island in 2003, 2 
gonorrhea rates declined by 39%, not only for sex workers, but for the general population20; and 3 
 4 
Whereas, In 2016, 33,309 people, many of whom are parents, were arrested for prostitution and 5 
commercial vices in the United States, putting their children at an increased risk for depression, 6 
anxiety, antisocial behavior, drug use, and cognitive delays21,22; and 7 
 8 
Whereas, A recent systematic review found lifetime prevalence of workplace-based violence 9 
among sex workers to be 45-75%, and a recent study of sex workers in Chicago who had a 10 
pimp found that over half of them had experienced violence as coercion with increasing levels of 11 
violence since original recruitment23; and 12 
 13 
Whereas, A study of sex workers in New York City showed 27% had experienced violence and 14 
17% reported sexual harassment, including rape, from police and interactions with the police 15 
are commonplace because sex work is illegal24,25; and 16 
 17 
Whereas, The threat of potential arrest forces sex workers to move their business into sparsely-18 
populated and poorly-patrolled areas such as rural or industrial settings, where pimps and 19 
clients can perpetrate violence with impunity26; and 20 
 21 
Whereas, The legalization of prostitution in the state of Nevada shows that legalization of sex 22 
work reduces violence against sex workers, violence in the community and rates of sexually 23 
transmitted diseases27; and 24 
 25 
Whereas, In a nationwide study 12% of trans women reported earning income through sex 26 
work, with higher rates among trans women of color, and 77% of these women reported intimate 27 
partner violence, 72% reported sexual assault, and 86% reported police harassment28; and 28 
 29 
Whereas Legalization of sex work could allow for sex worker union formation, a measure shown 30 

to decrease income inequality, improve working conditions, and better the health of union and 31 

non-union members, as was the case with the formation of the Exotic Dancers Union in 199329-32 
31; and  33 

 34 

Whereas, The 2018 Fight Online Sex Trafficking Act (FOSTA) prohibits solicitation of illegal, 35 

consensual sex work online, despite internet-vetted sex work causing lower rates of STIs, less 36 

reliance on exploitative pimps, and less violence by dangerous clients32,33; and 37 

 38 

Whereas, A meta-analysis of 134 studies across 13 countries found that repressive policing of 39 

sex workers, their clients, and sex work venues deprioritized the safety, health, and rights of sex 40 

workers and hinders their access to due process of the law2; therefore be it 41 

 42 
RESOLVED, That our AMA recognize the adverse health outcomes of criminalizing consensual 43 
sex work; and be it further   44 
 45 
RESOLVED That our AMA support legislation that advances the sex work industry towards 46 
decriminalization and legalization  47 

48 
49 
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Fiscal Note: Significant, 11 
 
Date Received: 04/21/2019 
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Commercial Exploitation and Human Trafficking of Minors H-60.912 

Our AMA supports the development of laws and policies that utilize a public health framework to 
address the commercial sexual exploitation and sex trafficking of minors by promoting care and 
services for victims instead of arrest and prosecution. 
 
Promoting Compassionate Care and Alternatives for Individuals Who Exchange Sex for 
Money or Goods H-515.958 

Our AMA supports efforts to offer opportunities for a safe exit from the exchange of sex for 
money or goods if individuals choose to do so, and supports access to compassionate care and 
“best practices”.  Our American Medical Association also supports legislation for programs that 
provide alternatives and resources for individuals who exchange sex for money or goods, and 
offer alternatives for those arrested on related charges rather than penalize them through 
criminal conviction and incarceration. 
 

HIV/AIDS as a Global Public Health Priority H-20.922 

In view of the urgent need to curtail the transmission of HIV infection in every segment of the 
population, our AMA: 
(1) Strongly urges, as a public health priority, that federal agencies (in cooperation with medical 
and public health associations and state governments) develop and implement effective 
programs and strategies for the prevention and control of the HIV/AIDS epidemic; 
(2) Supports adequate public and private funding for all aspects of the HIV/AIDS epidemic, 
including research, education, and patient care for the full spectrum of the disease. Public and 
private sector prevention and care efforts should be proportionate to the best available statistics 
on HIV incidence and prevalence rates; 
(3) Will join national and international campaigns for the prevention of HIV disease and care of 
persons with this disease; 
(4) Encourages cooperative efforts between state and local health agencies, with involvement of 
state and local medical societies, in the planning and delivery of state and community efforts 
directed at HIV testing, counseling, prevention, and care; 
(5) Encourages community-centered HIV/AIDS prevention planning and programs as essential 
complements to less targeted media communication efforts; 
(6) In coordination with appropriate medical specialty societies, supports addressing the special 
issues of heterosexual HIV infection, the role of intravenous drugs and HIV infection in women, 
and initiatives to prevent the spread of HIV infection through the exchange of sex for money or 
goods; 
(7) Supports working with concerned groups to establish appropriate and uniform policies for 
neonates, school children, and pregnant adolescents with HIV/AIDS and AIDS-related 
conditions; 
(8) Supports increased availability of anti-retroviral drugs and drugs to prevent active 
tuberculosis infection to countries where HIV/AIDS is pandemic; and 
(9) Supports programs raising physician awareness of the benefits of early treatment of HIV and 
of "treatment as prevention," and the need for linkage of newly HIV-positive persons to clinical 
care and partner services. 
 

Global HIV/AIDS Prevention H-20.898 

Our AMA supports continued funding efforts to address the global AIDS epidemic and disease 
prevention worldwide, without mandates determining what proportion of funding must be 
designated to treatment of HIV/AIDS, abstinence or be-faithful funding directives or grantee 
pledges of opposition to the exchange of sex for money or goods. 
 

Physicians Response to Victims of Human Trafficking H-65.966 
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1. Our AMA encourages its Member Groups and Sections, as well as the Federation of 
Medicine, to raise awareness about human trafficking and inform physicians about the 
resources available to aid them in identifying and serving victims of human trafficking. 
 

Physicians should be aware of the definition of human trafficking and of resources available to 
help them identify and address the needs of victims. 
 

The US Department of State defines human trafficking as an activity in which someone obtains 
or holds a person in compelled service. The term covers forced labor and forced child labor, sex 
trafficking, including child sex trafficking, debt bondage, and child soldiers, among other forms of 
enslavement. Although it's difficult to know just how extensive the problem of human trafficking 
is, it's estimated that hundreds of thousands of individuals may be trafficked every year 
worldwide, the majority of whom are women and/or children. 
 

The Polaris Project - 
In addition to offering services directly to victims of trafficking through offices in Washington, DC 
and New Jersey and advocating for state and federal policy, the Polaris Project: 
- Operates a 24-hour National Human Trafficking Hotline 

- Maintains the National Human Trafficking Resource Center, which provides 

a. An assessment tool for health care professionals 

b. Online training in recognizing and responding to human trafficking in a health care context 
c. Speakers and materials for in-person training 

d. Links to local resources across the country 
 

The Rescue & Restore Campaign - 
The Department of Health and Human Services is designated under the Trafficking Victims 
Protection Act to assist victims of trafficking. Administered through the Office of Refugee 
Settlement, the Department's Rescue & Restore campaign provides tools for law enforcement 
personnel, social service organizations, and health care professionals. 
 

2. Our AMA will help encourage the education of physicians about human trafficking and how to 
report cases of suspected human trafficking to appropriate authorities to provide a conduit to 
resources to address the victim's medical, legal and social needs. 
 

Human Trafficking / Slavery Awareness D-170.992 

Our AMA will study the awareness and effectiveness of physician education regarding the 
recognition and reporting of human trafficking and slavery. 
 
Legal Protection and Social Services for Commercially Sexually Exploited Youth. 
60.023MSS 

That our AMA work with state medical societies to (1) advocate for legal protection for 
commercially sexually exploited youth as an alternative to prosecution for crimes related to 
sexual exploitation, and (2) encourage the development of appropriate, comprehensive, trauma-
informed services as an alternative to criminal detention in order to overcome barriers to 
necessary services and care for commercially sexually exploited youth. (MSS Res 40, A-14) 
(MSS Res 4, I-14 Adopted as Amended [D-60.969]) 
 

Global HIV/AIDS Prevention 250.019MSS 

AMA-MSS will ask the AMA to (1) support continued funding efforts to address the global AIDS 
epidemic and disease prevention worldwide, without mandates determining what proportion of 
funding must be designated to treatment of HIV/AIDS, abstinence or be-faithful funding 
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directives, or grantee pledges of opposition to prostitution; and (2) extend its support of 
comprehensive family-life education to foreign aid programs, promoting abstinence while also 
discussing the role of safe sexual practices in disease prevention. (MSS Late Res 3, A08) (AMA 
Res 438, A-08 Withdrawn) (Reaffirmed: GC Rep B, I-13) 
 

The Identification and Protection of Human Trafficking Victims 515.008MSS 

AMA-MSS (1) supports the development of educational initiatives to train medical students, 
residents and physicians to understand their role in treating and screening for human trafficking 
in suspected patients; (2) supports AMA encouragement of editors and publishers of medical 
training literature to include indications that a patient might be a victim of human trafficking and 
suggested screening questions as created by Department of Health and Human Services; (3) 
Supports the AMA working with the Department of Health and Human Services, and law 
enforcement agencies to develop guidelines for use in hospital and office settings in order to 
better identify victims of human trafficking and to provide a conduit to resources that can better 
address all of the victim's medical, legal and social needs; and (4) encourages physicians to act 
as first responders in addressing human trafficking. 
 

Advocating for Optimal Screening and Management of Human Trafficking Victims by 
Formal Education of Healthcare Professionals on this Issue through Integration of this 
Topic into Continuing Medical Education Requirements and Undergraduate Medical 
Curriculum throughout the USA: The MSS formally establishes support for the following 
HOD policy: H-65.966 Physicians Response to Victims of Human Trafficking 

Our AMA encourages its Member Groups and Sections, as well as the Federation of Medicine, 
to raise awareness about human trafficking and inform physicians about the resources available 
to aid them in identifying and serving victims of human trafficking. Physicians should be aware 
of the definition of human trafficking and of resources available to help them identify and 
address the needs of victims. The US Department of State defines human trafficking as an 
activity in which someone obtains or holds a person in compelled service. The term covers 
forced labor and forced child labor, sex trafficking, including child sex trafficking, debt bondage, 
and child soldiers, among other forms of enslavement. Although it’s difficult to know just how 
extensive the problem of human trafficking is, it’s estimated that hundreds of thousands of 
individuals may be trafficked every year worldwide, the majority of whom are women and/or 
children. The Polaris Project - In addition to offering services directly to victims of trafficking 
through offices in Washington, DC and New Jersey and advocating for state and federal policy, 
the Polaris Project: - Operates a 24- hour National Human Trafficking Hotline - Maintains the 
National Human Trafficking Resource Center, which provides a. An assessment tool for health 
care professionals b. Online training in recognizing and responding to human trafficking in a 
health care context c. Speakers and materials for in-person training d. Links to local resources 
across the country The Rescue & Restore Campaign - The Department of Health and Human 
Services is designated under the Trafficking Victims Protection Act to assist victims of 
trafficking. Administered through the Office of Refugee Settlement, the Department’s Rescue & 
Restore campaign provides tools for law enforcement personnel, social service organizations, 
and health care professionals. (BOT Rep. 20, A-13) 
 
Sexual Assault Survivors’ Rights 515.010 

AMA-MSS will ask that our AMA (1) advocate for the legal protection of sexual assault survivors’ 
rights and will work with state medical societies to ensure that each state implements these 
rights, which include but are not limited to, the right to: (i) receive a medical forensic 
examination free of charge, which includes but is not be limited to HIV/STD testing and 
treatment, pregnancy testing, treatment of injuries, and collection of forensic evidence; (ii) 
preservation of a sexual assault evidence collection kit for at least the maximum applicable 
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statute of limitation; (iii) notification of any intended disposal of a sexual assault evidence kit with 
the opportunity to be granted further preservation; (iv) be informed of these rights and the 
policies governing the sexual assault evidence kit; and (2) collaborate with relevant 
stakeholders to develop recommendations for implementing best practices in the treatment of 
sexual assault survivors, including through engagement with the joint working group established 
for this purpose under the Survivor's Bill of Rights Act of 2016. (MSS Res 21, A-17) 
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Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, Substance Use Disorder (SUD) affects over 20.2 million people in America and have 1 

been shown to cause detrimental effects on mental and physical health1;; and 2 

3 

Whereas, The Center for Disease Control declared the opioid epidemic a public health crisis in, 4 
with over 200,000 deaths resulting from the epidemic in 20182; and 5 

6 
Whereas, There are minimal standards for outpatient addiction rehabilitation facilities on a state 7 
and national level, which is uncharacteristic in other outpatient settings3; and  8 

9 
Whereas, There is a lack of evidence-based practices within outpatient addiction rehabilitation 10 
centers despite solid evidence of the efficacy of alternative treatments4, 5; and 11 

12 
Whereas, The fraudulent activity of outpatient addiction rehabilitation centers is a problem that 13 
faces many states across the country and has led to federal prosecutions in California and 14 
Florida6, 7.  and 15 

16 
Whereas, The lack of regulation of outpatient addiction rehabilitation centers has led to facilities 17 
promoting unconventional and non-evidence-based therapies as effective and proven methods 18 
for treating SUDs3, 8; and 19 

20 
Whereas, The lack of regulation of outpatient addiction rehabilitation centers and their affiliates 21 
has led to the exploitation of patients and their insurance for monetary gain in the form of 22 
disbursements for sober homes who send patients to the respective facilities6, 7, 9; and  23 

24 
Whereas, The success of patients maintaining sobriety and improved social outcomes is largely 25 
dependent on continuing outpatient care following initial treatment10; and 26 

27 
Whereas, Meta-analysis and systematic review suggest that addiction rehabilitation can be 28 

made substantially more efficacious by increasing availability of simultaneous psychosocial and 29 

medication-based interventions11, 12; and 30 

31 

Whereas, Providing medication assisted treatment for SUDs after an inpatient stay or 32 

detoxification stay may help prevent future readmissions13;; therefore be it 33 

34 

NextTable of ContentsPrevious
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RESOLVED, Our AMA advocate for the expansion of federal regulations of outpatient addiction 1 
rehabilitation centers in order to provide patient and community protection through evidence-2 
based care; and be it further 3 

 4 
RESOLVED, Our AMA encourage the enforcement of evidence-based care in outpatient 5 
addiction rehabilitation centers and the use of medication-assisted treatment where appropriate 6 
for the management of substance use disorders in outpatient addiction treatment facilities. 7 

8 
Fiscal Note: Significant, 12 
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
Substance Use and Substance Use Disorders H-95.922  
Our AMA: (1) will continue to seek and participate in partnerships designed to foster awareness 
and to promote screening, diagnosis, and appropriate treatment of substance misuse and 
substance use disorders;  
(2) will renew efforts to: (a) have substance use disorders addressed across the continuum of 
medical education; (b) provide tools to assist physicians in screening, diagnosing, intervening, 
and/or referring patients with substance use disorders so that they have access to treatment; (c) 
develop partnerships with other organizations to promote national policies to prevent and treat 
these illnesses, particularly in adolescents and young adults; and (d) assist physicians in 
becoming valuable resources for the general public, in order to reduce the stigma and enhance 
knowledge about substance use disorders and to communicate the fact that substance use 
disorder is a treatable disease; and (3) will support appropriate federal and state legislation that 
would enhance the prevention, diagnosis, and treatment of substance use disorders.  
Improving Medical Practice and Patient/Family Education to Reverse the Epidemic of 
Nonmedical Prescription Drug Use and Addiction D-95.981  
1. Our AMA:  
a. will collaborate with relevant medical specialty societies to develop continuing medical 
education curricula aimed at reducing the epidemic of misuse of and addiction to prescription 
controlled substances, especially by youth;   
b. encourages medical specialty societies to develop practice guidelines and performance 
measures that would increase the likelihood of safe and effective clinical use of prescription 
controlled substances, especially psychostimulants, benzodiazepines and benzodiazepines 
receptor agonists, and opioid analgesics;   
c. encourages physicians to become aware of resources on the nonmedical use of prescription 
controlled substances that can assist in actively engaging patients, and especially parents, on 
the benefits and risks of such treatment, and the need to safeguard and monitor prescriptions 
for controlled substances, with the intent of reducing access and diversion by family members 
and friends;   
d. will consult with relevant agencies on potential strategies to actively involve physicians in 
being a part of the solution to the epidemic of unauthorized/nonmedical use of prescription 
controlled substances; and  
e. supports research on: (i) firmly identifying sources of diverted prescription controlled 
substances so that solutions can be advanced; and (ii) issues relevant to the long-term use of 
prescription controlled substances.  
2. Our AMA, in conjunction with other Federation members, key public and private stakeholders, 
and pharmaceutical manufacturers, will pursue and intensify collaborative efforts involving a 
public health approach in order to:  
a. reduce harm from the inappropriate use, misuse and diversion of controlled substances, 
including opioid analgesics and other potentially addictive medications;   
b. increase awareness that substance use disorders are chronic diseases and must be treated 
accordingly; and   
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c. reduce the stigma associated with patients suffering from persistent pain and/or substance 
use disorders, including addiction.  
Medicaid Substance Use Disorder Coverage H-290.962  
1. Our AMA will advocate that the Centers for Medicare and Medicaid Services provide 
expanded Medicaid payment coverage for the medical management and treatment of all 
substance use disorders.  
2. Our AMA will advocate for clear billing and coding processes regarding the medical 
management and treatment of all substance use disorders.  
3. Our AMA recognizes the expertise of addiction specialist physicians and the importance of 
improving access to management and treatment of addiction services with Medicaid payment 
for all physician specialties.  
Modernizing Privacy Regulations for Addiction Treatment Records H-315.965  
Our AMA supports: (1) regulatory and legislative changes that better balance patients’ privacy 
protections against the need for health professionals to be able to offer appropriate medical 
services to patients with substance use disorders; (2) regulatory and legislative changes that 
enable physicians to fully collaborate with all clinicians involved in providing health care services 
to patients with substance use disorders; and (3) continued protections against the unauthorized 
disclosure of substance use disorder treatment records outside the healthcare system.  
Support the Elimination of Barriers to Medication-Assisted Treatment for Substance Use 
Disorder D-95.968  
Our AMA will: (1) advocate for legislation that eliminates barriers to, increases funding for, and 
requires access to all appropriate FDA-approved medications or therapies used by licensed 
drug treatment clinics or facilities; and (2) develop a public awareness campaign to increase 
awareness that medical treatment of substance use disorder with medication-assisted treatment 
is a first-line treatment for this chronic medical disease.  
Substance Use Disorders During Pregnancy H-420.950  
Our AMA will: (1) oppose any efforts to imply that the diagnosis of substance abuse disorder 
during pregnancy represents child abuse; and (2) support legislative and other appropriate 
efforts for the expansion and improved access to evidence-based treatment for substance use 
disorders during pregnancy.   
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Survey of Addiction Treatment Centers' Availability H-95.926  

Our AMA: (1) encourages the Substance Abuse and Mental Health Services Administration 
(SAMHSA) to use its national surveys to increase the information available on the type of 
insurance (e.g., Medicaid, Medicare, private insurance) accepted by substance use disorder 
treatment programs listed in SAMHSA’s “treatment locators”; (2) encourages physicians who 
are authorized to provide medication assisted treatment to opt in to be listed publicly in 
SAMHSA’s “treatment locators”; and (3) encourages SAMHSA to include private and group 
practice physicians in its online treatment locator for addiction treatment facilities.  
Role of Self-Help in Addiction Treatment H-95.951  
The AMA: (1) recognizes that (a) patients in need of treatment for alcohol or other substance 
use disorders should be treated for these medical conditions by qualified professionals in a 
manner consonant with accepted practice guidelines and patient placement criteria; and (b) self-
help groups are valuable resources for many patients and their families and should be utilized 
by physicians as adjuncts to a treatment plan; and (2) urges managed care organizations and 
insurers to consider self-help as a complement to, not a substitute for, treatment directed by 
professionals, and to refrain from using their patient's involvement in self-help activities as a 
basis for denying authorization for payment for professional treatment of patients and their 
families who need such care.  
Federal Drug Policy in the United States H-95.981  

The AMA, in an effort to reduce personal and public health risks of drug abuse, urges the 
formulation of a comprehensive national policy on drug abuse, specifically advising that the 
federal government and the nation should: (1) acknowledge that federal efforts to address illicit 
drug use via supply reduction and enforcement have been ineffective (2) expand the availability 
and reduce the cost of treatment programs for substance use disorders, including addiction; (3) 
lead a coordinated approach to adolescent drug education; (4) develop community-based 
prevention programs for youth at risk; (5) continue to fund the Office of National Drug Control 
Policy to coordinate federal drug policy; (6) extend greater protection against discrimination in 
the employment and provision of services to drug abusers; (7) make a long-term commitment to 
expanded research and data collection; (8) broaden the focus of national and local policy from 
drug abuse to substance abuse; and (9) recognize the complexity of the problem of substance 
abuse and oppose drug legalization.  
Perinatal Addiction - Issues in Care and Prevention H-420.962  

Our AMA: (1) adopts the following statement: Transplacental drug transfer should not be subject 
to criminal sanctions or civil liability; (2) encourages the federal government to expand the 
proportion of funds allocated to drug treatment, prevention, and education. In particular, support 
is crucial for establishing and making broadly available specialized treatment programs for drug-
addicted pregnant and breastfeeding women wherever possible; (3) urges the federal 
government to fund additional research to further knowledge about and effective treatment 
programs for drug-addicted pregnant and breastfeeding women, encourages also the support of 
research that provides long-term follow-up data on the developmental consequences of 
perinatal drug exposure, and identifies appropriate methodologies for early intervention with 
perinatally exposed children; (4) reaffirms the following statement: Pregnant and breastfeeding 
patients with substance use disorders should be provided with physician-led, team-based care 
that is evidence-based and offers the ancillary and supportive services that are necessary to 
support rehabilitation; and (5) through its communication vehicles, encourages all physicians to 
increase their knowledge regarding the effects of drug and alcohol use during pregnancy and 
breastfeeding and to routinely inquire about alcohol and drug use in the course of providing 
prenatal care.   
Promotion of Better Pain Care D-160.981  
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1. Our AMA: (a) will express its strong commitment to better access and delivery of quality pain 
care through the promotion of enhanced research, education and clinical practice in the field of 
pain medicine; and (b) encourages relevant specialties to collaborate in studying the following: 
(i) the scope of practice and body of knowledge encompassed by the field of pain medicine; (ii) 
the adequacy of undergraduate, graduate and post graduate education in the principles and 
practice of the field of pain medicine, considering the current and anticipated medical need for 
the delivery of quality pain care; (iii) appropriate training and credentialing criteria for this 
multidisciplinary field of medical practice; and (iv) convening a meeting of interested parties to 
review all pertinent matters scientific and socioeconomic.  
2. Our AMA encourages relevant stakeholders to research the overall effects of opioid 
production cuts.  
3. Our AMA strongly urges the US Drug Enforcement Administration to base any future 
reductions in aggregate production quotas for opioids on actual data from multiple sources, 
including prescribing data, and to proactively monitor opioid quotas and supply to prevent any 
shortages that might develop and to take immediate action to correct any shortages.  
4. Our AMA encourages the US Drug Enforcement Administration to be more transparent when 
developing medication production guidelines.  
5. Our AMA and the physician community reaffirm their commitment to delivering 
compassionate and ethical pain management, promoting safe opioid prescribing, reducing 
opioid-related harm and the diversion of controlled substances, improving access to treatment 
for substance use disorders, and fostering a public health based-approach to addressing opioid-
related morbidity and mortality.  
Community-Based Treatment Centers H-160.963  
Our AMA supports the use of community-based treatment centers for substance abuse, 
emotional disorders and developmental disabilities.  
Naloxone Administration and Heroin Overdose - 100.007MSS 
AMA-MSS will ask the AMA to: (1) recognize the great burden that both prescription and non-
prescription opiate addiction and abuse places on patients and society alike and reaffirm its 
support for the compassionate treatment of patients with opiate addiction; (2) monitor the 
progress of nasal naloxone studies and report back as needed; and (3) work to remove 
obstacles to physicians who wish to conduct ethical and needed research in the area of 
addiction medicine. (MSS Rep A, A-05) (AMA Amended Res 526, A-06 Adopted [D95.987]) 
(Reaffirmed: MSS GC Rep F, I-10) (Reaffirmed: MSS GC Rep D, I-15 
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(Danny Vazquez, Chair) 

Whereas, At the end of 2017, 27.4 million Americans did not have health insurance coverage, 1 

even after the significant expansion of coverage created by the Patient Protection and 2 

Affordable Care Act1 ; and 3 

4 

Whereas, Lack of insurance is associated with higher mortality rates in adult and pediatric 5 
populations2,3; and 6 

7 

Whereas, Uninsured Americans are more than twice as likely to not have access to needed 8 
medical care and prescription medicines compared to those with private insurance4; and 9 

10 

Whereas, The majority of uninsured people are from low income families, and people of color 11 
are at a higher risk of being uninsured than non-Hispanic whites5; and 12 

13 

Whereas, The high cost of insurance is the most commonly reported barrier to obtaining 14 
insurance5; and 15 

16 

Whereas, 45% of U.S. adults between the ages of 19 and 64 identified as inadequately insured 17 
in 2018, many of whom also reported delaying seeking care and/or struggling to pay medical 18 
debt6; and  19 
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 1 

Whereas, The United States spends more than twice as much per capita on healthcare 2 
compared to other high-income countries, yet continues to rank poorly among its peers in many 3 
markers of health outcomes, including infant mortality and mortality amenable to health care7,8; 4 
and 5 

 6 

Whereas, Single-payer systems have been found to perform better than multi-payer systems in 7 
terms of health equity, risk pooling, and negotiation, while boasting lower administrative costs9; 8 
and 9 

 10 

Whereas, The United States has worse health outcomes, including shorter life expectancy, 11 
higher infant mortality, and greater prevalence of chronic disease compared to high-income 12 
countries with a single-payer healthcare system10,11; and 13 

 14 

Whereas, In a recent survey, 56% of physicians strongly or somewhat supported the creation of 15 
a national single-payer health care program12; and 16 

 17 

Whereas, The American Medical Student Association, the American Public Health Association, 18 
National Nurses United, the National Health Care for the Homeless Council, the National 19 
Medical Association, and the American Medical Women’s Association support creation of a 20 
universal, national health program13-18; and 21 

 22 

Whereas, A 2018 survey found that 70.1% of Americans now favor Medicare for All policy19; and 23 

 24 

Whereas, Greater than 25.3% of total US hospital expenditures are administrative costs, which 25 
is more than double that of countries with single payer systems such as Canada (12.42%) and 26 
Scotland (11.59%)20; and 27 

 28 

Whereas, The ACA operates with 22.5 percent ($273.6 billion) administrative overhead costs 29 
with nearly two-thirds of the total ACA overhead costs attributed to private insurance due to the 30 
complexity of managing a competitive marketplace with numerous insurers21; and 31 

 32 

Whereas, It is estimated that for every 10 physicians providing care, almost 7 additional people 33 
are required to be engaged in billing activities, and these billing-related expenses are 34 
continuously growing22,23; and 35 

 36 

Whereas, In the United States, the multi-payer health insurance industry adds about $350 billion 37 
annually in billing and administrative costs, which would be eliminated by a single payer 38 
reform24; and 39 

 40 

Whereas, Private insurance companies have significant variation in the amount they pay to 41 
providers/facilities, resulting in considerable variation in spending and complexity in healthcare 42 
administration, while public insurance providers (e.g. Medicare) have a uniform process 43 
contributing to administrative simplicity25; and 44 

 45 

Whereas, Physicians’ practices in the U.S. spend roughly 4 times per capita what Canadian 46 
practices spend on interacting with payers, with U.S. expenditures in this area expected to rise 47 
without intervention26,27; and 48 

 49 
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Whereas, Expansion of access to government-sponsored health insurance in Oregon led to 1 
higher health care utilization, lower out-of-pocket medical expenses, lower medical debt, and 2 
better self-reported physical and mental health28; and 3 

 4 

Whereas, Expanding access to care in the US through the ACA and through analogous state-5 
level programs such as Massachusetts’ health care reform has not worsened hospital outcomes 6 
such as ICU mortality and length of stay and has not increased wait times for primary care 7 
visits29,30; and 8 

 9 

Whereas, The instability of the ACA marketplace is due to a small risk pool and the increasing 10 
premiums are due to adverse selection caused by deregulating the ACA marketplace with the 11 
individual mandate repeal and less-expensive short-term plans, while a regulated single payer 12 
policy that includes all taxpayers into the risk pool would prevent adverse selection, improve 13 
stability, and lower premiums31,32; and 14 

 15 

Whereas, A single payer system would allow the government to effectively negotiate drug and 16 
device prices for all consumers, a process currently in practice within the VA system and 17 
Department of Defense, allowing them to pay roughly half as much paid by retail pharmacies33; 18 
and 19 

 20 

Whereas, While the AMA currently opposes a single payer solution because it may limit patient 21 
choice of provider (H-165.888), current private health insurance companies limit patients to 22 
particular provider networks34; and 23 

 24 

Whereas, A national single payer system would protect the patient-physician relationship from 25 
interference by third-party, for-profit health insurance companies, which have caused 26 
innumerable obstructions to care, for example, frustrating prior authorization rules, which would 27 
not be profit-driven under a national single-payer system35; and 28 

 29 

Whereas, The AMA lobbied against health care reform during the Roosevelt administration, and 30 
spread propaganda about proposals for single-payer health insurance during the Truman 31 
administration and proposals for Medicare during the Kennedy and Johnson administrations36; 32 
and 33 

 34 

Whereas, The AMA collaborated with other special interest groups during the mid-2000s as part 35 
of the Health Coverage Coalition for the Uninsured (HCCU) to shift the emerging campaign for 36 
health care reform away from single-payer health insurance and toward the market-based 37 
solutions that were implemented as part of the ACA37; and 38 

 39 

Whereas, The AMA currently participates in the Partnership for America’s Health Care Future, a 40 
conglomerate of private insurance companies, private hospitals, and PhRMA that actively 41 
advocates against a national single payer health system38; and 42 

 43 

Whereas, The AMA-MSS currently supports a variety of iteratively progressive solutions to 44 
expand access to care and reduce costs for patients which are all less effective than a national 45 
single payer system in delivering equitable and accessible health care to all Americans 46 
(165.007MSS, 165.011MSS); and 47 

 48 

Whereas, The AMA-MSS supports universal healthcare, the expansion of healthcare coverage, 49 

reform that achieves universal healthcare, and has asked that universal healthcare be “the 50 
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number one priority of the American Medical Association” (165.009MSS, 165.012MSS, 1 

165.017MSS); and 2 

 3 

Whereas, The AMA-MSS supports the implementation of a national single payer system 4 

(165.020MSS); therefore be it 5 

 6 
RESOLVED, That our AMA support the creation of a national single payer system to expand 7 
access to care and reduce costs for patients, providers, and healthcare systems; and be it 8 
further  9 
 10 
RESOLVED, That our AMA delete policies H-165.838-12 and H-165.844, and amend policy H-11 
165.888 as follows:  12 

 13 
Evaluating Health System Reform Proposals H-165.888  14 

1. Our AMA will continue its efforts to ensure that health system reform proposals 15 

adhere to the following principles:    16 

A. Physicians maintain primary ethical responsibility to advocate for their patients' 17 

interests and needs.   18 

B. Unfair concentration of market power of payers is detrimental to patients and 19 

physicians, if patient freedom of choice or physician ability to select mode of practice 20 

is limited or denied. Single-payer systems clearly fall within such a definition and, 21 

consequently, should continue to be opposed by the AMA. Reform proposals should 22 

balance fairly the market power between payers and physicians or be opposed.   23 

CB. All health system reform proposals should include a valid estimate of 24 

implementation cost, based on all health care expenditures to be included in the 25 

reform; and supports the concept that all health system reform proposals should 26 

identify specifically what means of funding (including employer-mandated funding, 27 

general taxation, payroll or value-added taxation) will be used to pay for the reform 28 

proposal and what the impact will be.   29 

DC. All physicians participating in managed care plans and medical delivery systems 30 

must be able without threat of punitive action to comment on and present their 31 

positions on the plan's policies and procedures for medical review, quality 32 

assurance, grievance procedures, credentialing criteria, and other financial and 33 

administrative matters, including physician representation on the governing board 34 

and key committees of the plan.   35 

ED. Any national legislation for health system reform should include sufficient and 36 

continuing financial support for inner-city and rural hospitals, community health 37 

centers, clinics, special programs for special populations and other essential public 38 

health facilities that serve underserved populations that otherwise lack the financial 39 

means to pay for their health care.   40 

FE. Health system reform proposals and ultimate legislation should result in 41 

adequate resources to enable medical schools and residency programs to produce 42 

an adequate supply and appropriate generalist/specialist mix of physicians to deliver 43 

patient care in a reformed health care system.  44 

GF. All civilian federal government employees, including Congress and the 45 

Administration, should be covered by any health care delivery system passed by 46 

Congress and signed by the President.  47 

HG. True health reform is impossible without true tort reform.  48 
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2. Our AMA supports health care reform that meets the needs of all Americans 1 

including people with injuries, congenital or acquired disabilities, and chronic 2 

conditions, and as such values function and its improvement as key outcomes to be 3 

specifically included in national health care reform legislation.  4 

3. Our AMA supports health care reform that meets the needs of all Americans 5 

including people with mental illness and substance use / addiction disorders and will 6 

advocate for the inclusion of full parity for the treatment of mental illness and 7 

substance use / addiction disorders in all national health care reform legislation.  8 

4. Our AMA supports health system reform alternatives that are consistent with AMA 9 

principles of pluralism, freedom of choice, freedom of practice, and universal access 10 

for patients.  11 
 12 
; and be it further   13 
 14 
RESOLVED, That our AMA end its participation in the Partnership for America’s Health Care 15 
Future and any other coalitions that exist to oppose a national single-payer system. 16 

17 
Fiscal Note: Significant, 12 
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
Health System Reform Legislation H-165.838 
1. Our American Medical Association is committed to working with Congress, the 
Administration, and other stakeholders to achieve enactment of health system reforms that 
include the following seven critical components of AMA policy: 

a. Health insurance coverage for all Americans 

b. Insurance market reforms that expand choice of affordable coverage and eliminate denials for 
pre-existing conditions or due to arbitrary caps 

c. Assurance that health care decisions will remain in the hands of patients and their physicians, 
not insurance companies or government officials 

d. Investments and incentives for quality improvement and prevention and wellness initiatives 

e. Repeal of the Medicare physician payment formula that triggers steep cuts and threaten 
seniors' access to care 

f. Implementation of medical liability reforms to reduce the cost of defensive medicine 

g. Streamline and standardize insurance claims processing requirements to eliminate 
unnecessary costs and administrative burdens 

 2. Our American Medical Association advocates that elimination of denials due to pre-existing 
conditions is understood to include rescission of insurance coverage for reasons not related to 
fraudulent representation. 

 3. Our American Medical Association House of Delegates supports AMA leadership in their 
unwavering and bold efforts to promote AMA policies for health system reform in the United 
States. 

 4. Our American Medical Association supports health system reform alternatives that are 
consistent with AMA policies concerning pluralism, freedom of choice, freedom of practice, and 
universal access for patients. 

 5. AMA policy is that insurance coverage options offered in a health insurance exchange be 
self-supporting, have uniform solvency requirements; not receive special advantages from 
government subsidies; include payment rates established through meaningful negotiations and 
contracts; not require provider participation; and not restrict enrollees' access to out-of-network 
physicians. 

6. Our AMA will actively and publicly support the inclusion in health system reform legislation 
the right of patients and physicians to privately contract, without penalty to patient or physician. 

7. Our AMA will actively and publicly oppose the Independent Medicare Commission (or other 
similar construct), which would take Medicare payment policy out of the hands of Congress and 
place it under the control of a group of unelected individuals. 

8. Our AMA will actively and publicly oppose, in accordance with AMA policy, inclusion of the 
following provisions in health system reform legislation: 
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a. Reduced payments to physicians for failing to report quality data when there is evidence that 
widespread operational problems still have not been corrected by the Centers for Medicare and 
Medicaid Services 
b. Medicare payment rate cuts mandated by a commission that would create a double-jeopardy 
situation for physicians who are already subject to an expenditure target and potential payment 
reductions under the Medicare physician payment system 
c. Medicare payments cuts for higher utilization with no operational mechanism to assure that 
the Centers for Medicare and Medicaid Services can report accurate information that is properly 
attributed and risk-adjusted 
d. Redistributed Medicare payments among providers based on outcomes, quality, and risk-
adjustment measurements that are not scientifically valid, verifiable and accurate 
e. Medicare payment cuts for all physician services to partially offset bonuses from one 
specialty to another 
f. Arbitrary restrictions on physicians who refer Medicare patients to high quality facilities in 
which they have an ownership interest 
  

9. Our AMA will continue to actively engage grassroots physicians and physicians in training in 
collaboration with the state medical and national specialty societies to contact their Members of 
Congress, and that the grassroots message communicate our AMA's position based on AMA 
policy. 

10. Our AMA will use the most effective media event or campaign to outline what physicians 
and patients need from health system reform. 

11. AMA policy is that national health system reform must include replacing the sustainable 
growth rate (SGR) with a Medicare physician payment system that automatically keeps pace 
with the cost of running a practice and is backed by a fair, stable funding formula, and that the 
AMA initiate a "call to action" with the Federation to advance this goal. 

12. AMA policy is that creation of a new single payer, government-run health care system is not 
in the best interest of the country and must not be part of national health system reform. 

13. AMA policy is that effective medical liability reform that will significantly lower health care 
costs by reducing defensive medicine and eliminating unnecessary litigation from the system 
should be part of any national health system reform. Res. 203, I-09 

Educating the American People About Health System Reform H-165.844 

Our AMA reaffirms support of pluralism, freedom of enterprise and strong opposition to a single 
payer system. Res 717, I-07 

Evaluating Health System Reform Proposals H-165.888 

1. Our AMA will continue its efforts to ensure that health system reform proposals adhere to 
the following principles: 
  
A. Physicians maintain primary ethical responsibility to advocate for their patients' interests 
and needs. 

 B. Unfair concentration of market power of payers is detrimental to patients and physicians, 
if patient freedom of choice or physician ability to select mode of practice is limited or 
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denied. Single-payer systems clearly fall within such a definition and, consequently, should 
continue to be opposed by the AMA. Reform proposals should balance fairly the market 
power between payers and physicians or be opposed. 

 C. All health system reform proposals should include a valid estimate of implementation 
cost, based on all health care expenditures to be included in the reform; and supports the 
concept that all health system reform proposals should identify specifically what means of 
funding (including employer-mandated funding, general taxation, payroll or value-added 
taxation) will be used to pay for the reform proposal and what the impact will be. 

 D. All physicians participating in managed care plans and medical delivery systems must 
be able without threat of punitive action to comment on and present their positions on the 
plan's policies and procedures for medical review, quality assurance, grievance procedures, 
credentialing criteria, and other financial and administrative matters, including physician 
representation on the governing board and key committees of the plan. 

 E. Any national legislation for health system reform should include sufficient and continuing 
financial support for inner-city and rural hospitals, community health centers, clinics, special 
programs for special populations and other essential public health facilities that serve 
underserved populations that otherwise lack the financial means to pay for their health care. 

 F. Health system reform proposals and ultimate legislation should result in adequate 
resources to enable medical schools and residency programs to produce an adequate 
supply and appropriate generalist/specialist mix of physicians to deliver patient care in a 
reformed health care system. 

G. All civilian federal government employees, including Congress and the Administration, 
should be covered by any health care delivery system passed by Congress and signed by 
the President. 

H. True health reform is impossible without true tort reform. 

2. Our AMA supports health care reform that meets the needs of all Americans including 
people with injuries, congenital or acquired disabilities, and chronic conditions, and as such 
values function and its improvement as key outcomes to be specifically included in national 
health care reform legislation. 

3. Our AMA supports health care reform that meets the needs of all Americans including 
people with mental illness and substance use / addiction disorders and will advocate for the 
inclusion of full parity for the treatment of mental illness and substance use / addiction 
disorders in all national health care reform legislation. 

4. Our AMA supports health system reform alternatives that are consistent with AMA 
principles of pluralism, freedom of choice, freedom of practice, and universal access for 
patients. Res 123, A-09 

Steps in Advancing towards Affordable Universal Access to Health Insurance 
165.007MSS 

(1) AMA-MSS recognizes the efforts of the American Medical Association (AMA) in assembling 
proposals for the AMA-MSS Digest of Policy Actions/ 41 advancement toward affordable 
universal access to health insurance and supports Expanding Health Insurance: The AMA 
Proposal for Reform; (2) AMA-MSS recognizes the efforts of the American Academy of Family 
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Physicians (AAFP) and the American College of Physicians-American Society of Internal 
Medicine (ACP-ASIM) in assembling proposals for advancing towards affordable universal 
access to health insurance and supports engaging in discussions with appropriate members to 
continue to refine existing policies; (3) AMA-MSS supports AMA policy D-165.974, Achieving 
Health Care Coverage for All: Our American Medical Association joins with interested medical 
specialty societies and state medical societies to advocate for enactment of a bipartisan 
resolution in the US Congress establishing the goal of achieving health care coverage through a 
pluralistic system for all persons in the United States consistent with relevant AMA policy. (MSS 
Rep A, A-03) (Reaffirmed: MSS Rep E, I-08) (Modified: GC Rep B, I-13) (Modified: MSS Res 
12, A-17) 

Evaluation of the Principles of the Health Care Access Resolution 165.009MSS 

(1) AMA-MSS supports efforts to make health care more cost-effective by reducing 
administrative burdens, but only to such a degree that quality of care is not compromised; (2) 
AMA-MSS supports means of including both long-term care and prescription drug benefits into 
the guidelines for seeking affordable universal health care access and coverage; (3) AMA-MSS 
encourages the development of evidence-based performance measures that adequately identify 
socioeconomic and racial/ethnic disparities in quality of health care; and that our AMA-MSS 
supports the use of evidence-based guidelines to promote the consistency and equity of care for 
all persons; (4) AMA-MSS will adopt policy to promote outcomes research as an effective 
mechanism to improve the quality of medical care for all persons and urge that the results of 
such research be used only for educational purposes and for improving practice parameters; (5) 
AMA-MSS will adopt policy to address the need to increase numbers of qualified health care 
professionals, practitioners, and providers in underserved areas to increase timely access to 
quality care; (6) AMA-MSS supports the inclusion of adequate and timely payments to 
physicians and other providers into any plan calling for affordable universal health care access; 
(7) AMA-MSS supports the inclusion of the principles of continuity of health insurance coverage 
and continuity of medical care into any plan calling for affordable universal health care access; 
(8)AMA-MSS supports the inclusion of the principle of consumer choice of healthcare providers 
and practitioners into any plan calling for affordable universal health care access; (9) AMA-MSS 
supports the inclusion of reducing health care administrative cost and burden into any plan 
calling for affordable universal health care access. (MSS Rep C, A-04) (Modified: MSS GC Rep 
B, I-09) (Modified: GC Rep A, I-16) 

Medicaid Reform and Coverage for the Uninsured: Beyond Tax Credits 165.011MSS 

AMA-MSS will: (1) actively support the ongoing efforts of the AMA to reform Medicaid in order to 
increase access to health care among the uninsured and underinsured of our nation; (2) support 
the ongoing AMA efforts to implement graduated, refundable tax credits as a replacement for 
Medicaid; (3) make the active promotion and education of the AMA plan for health insurance 
reform a top priority; (4) work with the AMA to create and fund programming that will educate 
both physicians and patients about the AMA plan for insurance reform and publicize that plan to 
the general public. (MSS Rep G, A-04) (AMA Amended Res 703, I-04 [H-290.982]) (Reaffirmed: 
MSS GC Report B, I-09) (Modified: MSS GC Report A, I-16) 

Covering the Uninsured as AMA’s Top Priority 165.012MSS 

AMA-MSS will ask the AMA to make the number one priority of the American Medical 
Association comprehensive health system reform that achieves reasonable health insurance for 
all Americans and that emphasizes prevention, quality, and safety while addressing the broken 
medical liability system, flaws in Medicare and Medicaid, and improving the physician practice 
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environment. (MSS Res 10, I-05) (AMA Amended Res 613, A-06 Adopted [H-165.847]) 
(Reaffirmed: MSS GC Rep F, I-10) (Reaffirmed: MSS GC Report D, I-15) 

MSS Support for State-by-State Universal Health Care 165.017MSS 

AMA-MSS supports state-level legislation to implement innovative programs to achieve 
universal health care, including but not limited to single-payer health insurance. (MSS Res 13, I-
14) 

National Healthcare Finance Reform: Single Payer Solution 165.020MSS 
 (1) AMA-MSS supports the implementation of a national single payer system; and (2) while our 
AMA-MSS shall prioritize its support of a federal single payer system, our AMA-MSS may 
continue to advocate for intermediate federal policy solutions including but not limited to a 
federal Medicare, Medicaid, or other public insurance option that abides by the guidelines for 
health systems reform in 165.019MSS. (MSS Res 12, A-17) 
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Resolution 08 
(A-19) 

Introduced by: Region 3; Region 6; Josee Smith, Wayne State School of Medicine 

Subject: Investigating Acanthosis Nigricans Screening for High-Risk Children and 
Adolescents 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, Diabetes mellitus affects an estimated 30.3 million American adults, and type 2 1 

diabetes mellitus (T2DM) accounts for 90% to 95% of all diabetes cases1; and 2 

3 

Whereas, Overall incidence rates of T2DM in American youths under 20 has increased 7.1% 4 
per year between 2002 to 20122; and 5 

6 

Whereas, Early identification of T2DM susceptibility and subsequent lifestyle interventions 7 
prevent and/or delay the lifetime risk of developing diabetes by 58%3; and 8 

9 

Whereas, D-440.935 and H-440.844 support strategies to increase diabetes awareness and 10 
expand diabetes prevention strategies nationwide; and  11 

12 

Whereas, The management of risk factors associated with T2DM in children and adolescents is 13 
supported by The American Academy of Pediatrics, the American Diabetes Association, the 14 
Academy of Nutrition and Dietetics, the American Heart Association, and the Centers for 15 
Disease Control and Prevention4, 5, 6, 7, 8; and  16 

17 

Whereas, The American Diabetes Association recommends T2DM testing in overweight 18 
children under the age of 18 with a body mass index (BMI) at or above the 85th percentile, who 19 
also have one or more significant risk factors for T2DM, including clinical evidence of insulin 20 
resistance4; and 21 

22 

Whereas, Acanthosis nigricans (AN), a paraneoplastic dermatitis characterized by increased 23 
thickening and darkening of skin folds, was established as a condition associated with insulin 24 
resistance by the American Diabetes Association5; and  25 

26 

Whereas, Studies have demonstrated AN screening tests to be positively and reliably linked 27 
with 78% specificity and 75% sensitivity to the identification of T2DM susceptibility in school-age 28 
children and adolescents9, 10, 11, 12; and 29 

30 

Whereas, Screening for AN in school-age children and adolescents is relatively easy and 31 
noninvasive, since screening usually involves clinical examination of the child’s neck (the most 32 
commonly affected area)7, 9, 13; and 33 

34 

NextTable of ContentsPrevious
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Whereas, AN screening can be easily incorporated into routine school-based health screenings, 1 
which have great public health benefit by providing early detection of several health-related 2 
problems, especially in children who may not be routinely examined by healthcare providers10, 14, 3 
15; and 4 

 5 

Whereas, Texas has implemented AN screening in both public and private schools for all first, 6 
third, fifth, and seventh graders in eleven high-risk regions of the state16; and  7 

 8 

Whereas, School-based AN screening of 1,121,584 children in Texas in the 2017-2018 school 9 
year resulted in 61,051 students positive for AN, but only 7,736 of these children followed up 10 
with a healthcare professional during that school year16; and 11 

 12 

Whereas, Although there was significant positive identification of AN in the Texas high-risk 13 
regions, the research does not investigate a subsequent diagnosis of T2DM among the children 14 
who screened positive for AN16; and  15 

 16 

Whereas, Some studies report the reliability of AN screening in specific ethnic populations, but 17 

admit the lack of data for AN presentation among at-risk Caucasian children and nondiabetic 18 

patients10, 17; and  19 

 20 

Whereas, Evidence is growing to support AN as a reliable marker of insulin resistance and 21 

subsequent T2DM in high-risk children and adolescents, but research gaps need to be further 22 

investigated before widespread implementation of AN screening9, 10, 11, 12, 16, 17; therefore be it 23 

 24 
RESOLVED, That our AMA-MSS supports research and evaluative studies to accurately 25 
determine the reliability and predictive effectiveness of acanthosis nigricans screening for 26 
children and adolescents at high risk of developing type 2 diabetes mellitus. 27 

28 
Fiscal Note: Moderate, 7 
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
MSS Internal Policy Objectives 
(1) Pursuing innovative mechanisms to improve medical student wellness and mitigate burnout; 
(2) Cultivating the delivery of equitable healthcare to diverse patient populations in a dynamic 
environment, including via the promotion of diversity within the medical profession; and (3) 
Addressing emergent public health threats with impactful and evidence- based solutions. 
 
Strategies to Increase Diabetes Awareness D-440.935 

https://rfes.utrgv.edu/resources/TRAT2DC_Legislative_Report_2019.pdf
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Our AMA will organize a series of activities for the public in collaboration with health care 
workers and community organizations to bring awareness to the severity of diabetes and 
measures to decrease its incidence. Res. 412, A-13. 

 
AMA Endorsement of Screening Tests or Standards G-600.064 
(1) Delegates, state, or specialty societies submitting a resolution seeking endorsement or AMA 
adoption of specific screening tests must also submit an evidence-based review that determines 
the strength or quality of the evidence supporting their request, and that evaluates the degree to 
which the test satisfies the minimal criteria for validating the appropriateness of the screening 
test, which are: (a) the test must be able to detect the target condition earlier than without 
screening and with sufficient accuracy to avoid producing large numbers of false-positive and 
false-negative results; and (b) screening for and treating persons with early disease should 
improve the likelihood of favorable health outcomes compared with treating patients when they 
present with signs or symptoms of disease. (2) This review will be made available to the 
reference committee, which will either recommend to the House of Delegates that the resolution 
be referred or not be adopted. CSA Rep. 7, A-02.CC&B Rep. 3, I-08. Reaffirmed: CCB/CLRPD 
Rep. 3, A-12. 

 
Ensuring the Best In-School Care for Children with Diabetes H-60.932  
Our AMA policy is that physicians, physicians-in-training, and medical students should serve as 
advocates for pediatric patients with diabetes to ensure that they receive the best in-school 
care, and are not discriminated against, based on current federal and state protections. CSAPH 
Rep. 4, A-08. Reaffirmed: CSAPH Rep. 01, A-18. 

 
Providing Medical Services through School-Based Health Programs H-60-991 
(1) The AMA supports further objective research into the potential benefits and problems 
associated with school-based health services by credible organizations in the public and private 
sectors. (2) Where school-based services exist, the AMA recommends that they meet the 
following minimum standards: (a) Health services in schools must be supervised by a physician, 
preferably one who is experienced in the care of children and adolescents. Additionally, a 
physician should be accessible to administer care on a regular basis. (b) On-site services 
should be provided by a professionally prepared school nurse or similarly qualified health 
professional. Expertise in child and adolescent development, psychosocial and behavioral 
problems, and emergency care is desirable. Responsibilities of this professional would include 
coordinating the health care of students with the student, the parents, the school and the 
student's personal physician and assisting with the development and presentation of health 
education programs in the classroom. (c) There should be a written policy to govern provision of 
health services in the school. Such a policy should be developed by a school health council 
consisting of school and community-based physicians, nurses, school faculty and 
administrators, parents, and (as appropriate) students, community leaders and others. Health 
services and curricula should be carefully designed to reflect community standards and values, 
while emphasizing positive health practices in the school environment. (d) Before patient 
services begin, policies on confidentiality should be established with the advice of expert legal 
advisors and the school health council. (e) Policies for ongoing monitoring, quality assurance 
and evaluation should be established with the advice of expert legal advisors and the school 
health council. (f) Health care services should be available during school hours. During other 
hours, an appropriate referral system should be instituted. (g) School-based health programs 
should draw on outside resources for care, such as private practitioners, public health and 
mental health clinics, and mental health and neighborhood health programs. (h) Services should 
be coordinated to ensure comprehensive care. Parents should be encouraged to be intimately 
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involved in the health supervision and education of their children. CSA Rep. D, A-88.Reaffirmed: 
Sunset Report, I-98.Reaffirmed: Res. 412, A-05.Reaffirmed in lieu of Res. 908, I-12. 

 
Expansion of National Diabetes Prevention Program H-440.844 
Our AMA: (1) supports evidence-based, physician-prescribed diabetes prevention programs, (2) 
supports the expansion of the NDPP to more CDC-certified sites across the country; and (3) will 
support coverage of the NDPP by Medicare and all private insurers. Sub. Res. 911, I-12. 

 
National Diabetes Education Program H-440.861 
Our AMA formally endorses the work of the National Diabetes Education Program (NDEP), a 
joint venture of the National Institutes of Health, the Centers for Disease Control and 
Prevention, and over 200 organizations, and will seek inclusion in the NDEP Steering 
Committee to help guide the development of diabetes educational materials in line with existing 
AMA policy. BOT Action in response to referred for decision Res. 604, I-07. Reaffirmed: CSAPH 
Rep. 01, A-17. 

 
Obesity as a Major Health Concern H-440.902 
The AMA: (1) recognizes obesity in children and adults as a major public health problem; (2) will 
study the medical, psychological and socioeconomic issues associated with obesity, including 
reimbursement for evaluation and management of patients with obesity; (3) will work with other 
professional medical organizations, and other public and private organizations to develop 
evidence-based recommendations regarding education, prevention, and treatment of obesity; 
(4) recognizes that racial and ethnic disparities exist in the prevalence of obesity and diet-
related diseases such as coronary heart disease, cancer, stroke, and diabetes and 
recommends that physicians use culturally responsive care to improve the treatment and 
management of obesity and diet-related diseases in minority populations; and (5) supports the 
use of cultural and socioeconomic considerations in all nutritional and dietary research and 
guidelines in order to treat patients affected by obesity. Res. 423, A-98. Reaffirmed and 
Appended: BOT Rep. 6, A-04. Reaffirmation A-10. Reaffirmed in lieu of Res. 434, A-12. 
Reaffirmation A-13. Modified: Res. 402, A-17. 
 
Ensuring Best Care for Children with Diabetes in School 60.016MSS 
AMA-MSS will ask the AMA to support the implementation of rigorous training programs under 
physician oversight, including frequent refresher courses, for selected staff members to dose 
and administer injectable medications in emergency situations and to aid the child in their self-
administration of insulin in the case that a licensed medical professional is not available. MSS 
GC Rep B, A-06. CSAPH Rep. 4, A-08, Adopted [H-60.932]. Reaffirmed: MSS GC Rep D, I-1. 
Reaffirmed: MSS GC Report A, I-16. 

 
Public School Screening for Childhood Obesity 170.013MSS 
AMA-MSS will ask the AMA to (1) encourage research and evaluative studies to develop a 
unified, evidence-based tool to accurately determine youth and adolescent weight status; and 
(2) encourage wide-scale, comprehensive, school-based obesity prevention that includes 
didactic curriculum, nutrition standards, physical education programs, and parent and teacher- 
involvement. MSS GC Report E, A-07. AMA Policy Reaffirmed in Lieu of AMA Res 803. 
Reaffirmed: MSS GC Report C, I-12. 
 
Non-Behavioral Methods of Diabetes Prevention in At-Risk Populations: The MSS formally 
establishes support for the following HOD policies:  
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Expansion of National Diabetes Prevention Program H-440.844 
Our AMA: (1) supports evidence-based physician-prescribed diabetes prevention 
programs, (2) supports the expansion of the NDPP to more CDC-certified sites across 
the country; and (3) will support coverage of the NDPP by Medicare and all private 
insurers. Sub. Res. 911, I-12.   
 
Strategies to Increase Diabetes Awareness D-440.935 
Our AMA will organize a series of activities for the public in collaboration with health care 
workers and community organizers to bring awareness to the severity of diabetes and 
measures to decrease its incidence. Res. 412, A-13. 

 
MSS Res 33, I-16.  
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Resolution 09 

(A-19) 

Introduced by: Region 7 

Subject: Endorsing the Creation of a Lesbian, Gay, Bisexual, Transgender, and 
Queer (LGBTQ) Research IRB Training 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

_____________________________________________________________________________________

Whereas, In 2016, the National Institute of Minority Health and Health Disparities, a division of 1 

the National Institutes of Health (NIH), designated sexual and gender minorities a health 2 

disparity population for research purposes1; and  3 

4 

Whereas, The NIH established in 2015 a Sexual and Gender Minority (SGM) Research Office5 

and provides funding earmarked for SGM-specific medical research2,3; and 6 

7 

Whereas, Pursuant to existing AMA policy H-160.991, our AMA believes in “educating 8 

physicians on the current state of research in and knowledge of LGBTQ Health”; and 9 

10 

Whereas, The need for further research with LGBTQ communities is well established, especially 11 

among vulnerable populations such as affecting LGBTQ-identified youth and older adults,and 12 

novel peer-reviewed recommendations for ethical research with transgender populations exist4, 13 
5, 6; and 14 

15 

Whereas, Best-practices for research processes such as sexual orientation and gender identity 16 

(SOGI) data have been documented7; and 17 

18 

Whereas, Because of the patchwork legal protection afforded to LGBTQ populations, disclosure 19 

of research participant SGM status through collection of SOGI data or LGBTQ research 20 

affiliation can negatively impact participants’ livelihood8, 9; and 21 

22 

Whereas, There is no standardized training module from leading LGBTQ health organizations, 23 

such as Fenway Institute, GLMA: Health Professionals Advancing LGBTQ Health Equality, 24 

World Professional Association for Transgender Health, or the William’s Institute, on how to 25 

protect SOGI data and LGBTQ patient identity in research processes10, 11; therefore be it  26 

27 

RESOLVED, That our AMA work with appropriate stakeholders to support the creation of a 28 

model training for Institutional Review Boards to use and/or modify for their unique institutional 29 

needs as it relates to Lesbian, Gay, Bi-sexual, Transgender and Queer research 30 
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RELEVANT AMA AND AMA-MSS POLICY 

Health Care Needs of Lesbian, Gay, Bisexual and Transgender Populations H-160.991 
1. Our AMA: (a) believes that the physician's nonjudgmental recognition of patients' sexual 
orientations, sexual behaviors, and gender identities enhances the ability to render optimal 
patient care in health as well as in illness. In the case of lesbian, gay, bisexual, transgender, 
queer/questioning, and other (LGBTQ) patients, this recognition is especially important to 
address the specific health care needs of people who are or may be LGBTQ; (b) is committed to 
taking a leadership role in: (i) educating physicians on the current state of research in and 
knowledge of LGBTQ Health and the need to elicit relevant gender and sexuality information 
from our patients; these efforts should start in medical school, but must also be a part of 
continuing medical education; (ii) educating physicians to recognize the physical and 
psychological needs of LGBTQ patients; (iii) encouraging the development of educational 
programs in LGBTQ Health; (iv) encouraging physicians to seek out local or national experts in 
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the health care needs of LGBTQ people so that all physicians will achieve a better 
understanding of the medical needs of these populations; and (v) working with LGBTQ 
communities to offer physicians the opportunity to better understand the medical needs of 
LGBTQ patients; and (c) opposes, the use of "reparative" or "conversion" therapy for sexual 
orientation or gender identity. 
 
2. Our AMA will collaborate with our partner organizations to educate physicians regarding: (i) 
the need for sexual and gender minority individuals to undergo regular cancer and sexually 
transmitted infection screenings based on anatomy due to their comparable or elevated risk for 
these conditions; and (ii) the need for comprehensive screening for sexually transmitted 
diseases in men who have sex with men; (iii) appropriate safe sex techniques to avoid the risk 
for sexually transmitted diseases; and (iv) that individuals who identify as a sexual and/or 
gender minority (lesbian, gay, bisexual, transgender, queer/questioning individuals) experience 
intimate partner violence, and how sexual and gender minorities present with intimate partner 
violence differs from their cisgender, heterosexual peers and may have unique complicating 
factors. 
 
3. Our AMA will continue to work alongside our partner organizations, including GLMA, to 
increase physician competency on LGBTQ health issues. 
 
4. Our AMA will continue to explore opportunities to collaborate with other organizations, 
focusing on issues of mutual concern in order to provide the most comprehensive and up-to-
date education and information to enable the provision of high quality and culturally competent 
care to LGBTQ people. 
CSA Rep. C, I-81 Reaffirmed: CLRPD Rep. F, I-91 CSA Rep. 8 - I-94 Appended: Res. 506, A-
00 Modified and Reaffirmed: Res. 501, A-07 Modified: CSAPH Rep. 9, A-08 Reaffirmation A-12 
Modified: Res. 08, A-16 Modified: Res. 903, I-17 Modified: Res. 904, I-17 
 

Support of Human Rights and Freedom H-65.965 

Our AMA: (1) continues to support the dignity of the individual, human rights and the sanctity of 

human life, (2) reaffirms its long-standing policy that there is no basis for the denial to any 

human being of equal rights, privileges, and responsibilities commensurate with his or her 

individual capabilities and ethical character because of an individual's sex, sexual orientation, 

gender, gender identity, or transgender status, race, religion, disability, ethnic origin, national 

origin, or age; (3) opposes any discrimination based on an individual's sex, sexual orientation, 

gender identity, race, religion, disability, ethnic origin, national origin or age and any other such 

reprehensible policies; (4) recognizes that hate crimes pose a significant threat to the public 

health and social welfare of the citizens of the United States, urges expedient passage of 

appropriate hate crimes prevention legislation in accordance with our AMA's policy through 

letters to members of Congress; and registers support for hate crimes prevention legislation, via 

letter, to the President of the United States. 

 



AMERICAN MEDICAL ASSOCIATION MEDICAL STUDENT SECTION ASSEMBLY 

Resolution 10 

(A-19) 

Introduced by: Region 2; Region 6 

Subject: Encouraging the Development of Multi-Language, Culturally-Informed 

Mobile Health Applications  

Referred to:              MSS Reference Committee 

(Danny Vazquez, Chair) 

______________________________________________________________________ 

Whereas, There is a scarcity of mobile health applications addressing the needs of patients 1 
receiving costly care, in poor health, or of low English literacy1; and 2 

3 
Whereas, Longstanding disparities in health burden minority and low-income communities 4 
persist at all levels of health care, from access to health insurance, preventive services, and 5 
high-quality care to condition-specific burden, morbidity, and mortality2,3; and 6 

7 
Whereas, Concern has been raised that current mobile health technologies may exacerbate 8 
existing disparities by precluding individuals of low socioeconomic status from potential financial 9 
rewards or health benefits3,4; 10 

11 
Whereas, Existing national policy fails to address barriers to equal access to mobile health 12 
technologies for vulnerable, culturally diverse, and low-income communities2,5; and 13 

14 
Whereas, The National Standards for Culturally and Linguistically Appropriate Services in 15 
Health and Health Care, published by the U.S. Department of Health & Human Services, do not 16 
contain provisions relating to mobile health application development6; and 17 

18 
Whereas, English language fluency varies widely among cultural subgroups, from 31% of 19 
Hispanics to 51% of Vietnamese Americans who report non-fluency2; and 20 

21 
Whereas, A study of Hispanic migrant farm workers, a patient population with high burden of 22 
chronic disease and limited access to healthcare, found 81% of this population has access to 23 
mobile devices and the majority are receptive to using mobile health platforms for facilitation of 24 
medication adherence and management of chronic conditions7; and 25 

26 
Whereas, A 2018 study noted that a uniquely designed mobile health app could facilitate 27 
smoking cessation in LGBTQ+ young adults, who engage in tobacco use at much higher rates 28 
than the general population8; and 29 

30 
Whereas, The pervasiveness of smartphone use may serve as a means to deliver health-31 
related interventions to racial and ethnic minority groups9; and 32 

33 
Whereas, The timely and convenient interventions offered by mobile devices, such as 34 
personalized medication reminders, have the potential to enhance the health of minority and 35 
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low-income individuals, to reduce the costs of their medical care, and to close health gaps 36 
between populations7,10; and 37 
 38 
Whereas, Our AMA has resolved to “identify and incorporate strategies specific to the 39 
elimination of minority health disparities in its ongoing advocacy and public health efforts” (D-40 
350.996); therefore, be it 41 
 42 
RESOLVED, That our AMA advocate for the revision of the National Standards on Culturally 43 
and Linguistically Appropriate Services of the U.S. Department of Health and Human Services 44 
to include mobile medical applications and devices. 45 
 46 
RESOLVED, That AMA policy D-480.972 be amended by insertion as follows: 47 
 48 

D-480.972 Guidelines for Mobile Medical Applications and Devices  49 
1. Our AMA will monitor market developments in mobile health (mHealth), including the 50 
development and uptake of mHealth apps, in order to identify developing consensus that 51 
provides opportunities for AMA involvement. 52 
2. Our AMA will continue to engage with stakeholders to identify relevant guiding 53 
principles to promote a vibrant, useful and trustworthy mHealth market. 54 
3. Our AMA will make an effort to educate physicians on mHealth apps that can be used 55 
to facilitate patient communication, advice, and clinical decision support, as well as 56 
resources that can assist physicians in becoming familiar with mHealth apps that are 57 
clinically useful and evidence-based. 58 
4. Our AMA will develop and publicly disseminate a list of best practices guiding the 59 
development and use of mobile medical applications. 60 
5. Our AMA encourages further research integrating mobile devices into clinical care, 61 
particularly to address challenges of reducing work burden while maintaining clinical 62 
autonomy for residents and fellows. 63 
6. Our AMA will collaborate with the Liaison Committee on Medical Education and 64 
Accreditation Council for Graduate Medical Education to develop germane policies, 65 
especially with consideration of potential financial burden and personal privacy of 66 
trainees, to ensure more uniform regulation for use of mobile devices in medical 67 
education and clinical training. 68 
7. Our AMA encourages medical schools and residency programs to educate all trainees 69 
on proper hygiene and professional guidelines for using personal mobile devices in 70 
clinical environments. 71 
8. Our AMA encourages the development of mobile health applications that employ 72 
linguistically appropriate and culturally informed content catered to underserved and low-73 
income populations.  74 
 

 
Fiscal note: Significant, 12 
  
Date received: 04/21/19 
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RELEVANT AMA AND AMA-MSS POLICY: 
Integration of Mobile Health Applications and Devices into Practice D-480.967 
Our AMA will: (1) assess the potential liability risks to physicians for using, recommending, or 
prescribing mHealth apps, including risk under federal and state medical liability, 
privacy, and security laws; and (2) assess the feasibility of state and federal legislation, as well 
as other innovative alternatives, in an effort to mitigate the physician's potential risk of liability 
from the use or recommendation of mHealth apps. I-16 
 
Guidelines for Mobile Medical Applications and Devices D-480.972 
1. Our AMA will monitor market developments in mobile health (mHealth), including the 
development and uptake of mHealth apps, in order to identify developing consensus that 
provides opportunities for AMA involvement. 
2. Our AMA will continue to engage with stakeholders to identify relevant guiding principles to 
promote a vibrant, useful and trustworthy mHealth market. 
3. Our AMA will make an effort to educate physicians on mHealth apps that can be used to 
facilitate patient communication, advice, and clinical decision support, as well as resources that 
can assist physicians in becoming familiar with mHealth apps that are clinically useful and 
evidence-based. 
4. Our AMA will develop and publicly disseminate a list of best practices guiding the 
development and use of mobile medical applications. 
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5. Our AMA encourages further research integrating mobile devices into clinical care, 
particularly to address challenges of reducing work burden while maintaining clinical autonomy 
for residents and fellows. 
6. Our AMA will collaborate with the Liaison Committee on Medical Education and Accreditation 
Council for Graduate Medical Education to develop germane policies, especially with 
consideration of potential financial burden and personal privacy of trainees, to ensure more 
uniform regulation for use of mobile devices in medical education and clinical training. 
7. Our AMA encourages medical schools and residency programs to educate all trainees on 
proper hygiene and professional guidelines for using personal mobile devices in clinical 
environments. I-16 
 
Integration of Mobile Health Applications and Devices into Practice H-480.943 
1. Our AMA supports the establishment of coverage, payment and financial incentive 
mechanisms to support the use of mobile health applications (mHealth apps) and associated 
devices, trackers and sensors by patients, physicians and other providers that: (a) support the 
establishment or continuation of a valid patient-physician relationship; (b) have a high-quality 
clinical evidence base to support their use in order to ensure mHealth app safety and 
effectiveness; (c) follow evidence-based practice guidelines, especially those developed and 
produced by national medical specialty societies and based on systematic reviews, to ensure 
patient safety, quality of care and positive health outcomes; (d) support care delivery that is 
patient-centered, promotes care coordination and facilitates team-based communication; (e) 
support data portability and interoperability in order to promote care coordination through 
medical home and accountable care models; (f) abide by state licensure laws and state medical 
practice laws and requirements in the state in which the patient receives services facilitated by 
the app; (g) require that physicians and other health practitioners delivering services through the 
app be licensed in the state where the patient receives services, or be providing these services 
as otherwise authorized by that state's medical board; and (h) ensure that the delivery of any 
services via the app be consistent with state scope of practice laws. 
2. Our AMA supports that mHealth apps and associated devices, trackers and sensors must 
abide by applicable laws addressing the privacy and security of patients' medical information. 
3. Our AMA encourages the mobile app industry and other relevant stakeholders to conduct 
industry-wide outreach and provide necessary educational materials to patients to promote 
increased awareness of the varying levels of privacy and security of their information and data 
afforded by mHealth apps, and how their information and data can potentially be collected and 
used. 
4. Our AMA encourages the mHealth app community to work with the AMA, national medical 
specialty societies, and other interested physician groups to develop app transparency 
principles, including the provision of a standard privacy notice to patients if apps collect, store 
and/or transmit protected health information. 
5. Our AMA encourages physicians to consult with qualified legal counsel if unsure of whether 
an mHealth app meets Health Insurance Portability and Accountability Act standards and also 
inquire about any applicable state privacy and security laws. 
6. Our AMA encourages physicians to alert patients to the potential privacy and security risks of 
any mHealth apps that he or she prescribes or recommends, and document the patient's 
understanding of such risks 
7. Our AMA supports further development of research and evidence regarding the impact that 
mHealth apps have on quality, costs, patient safety and patient privacy. 
8. Our AMA encourages national medical specialty societies to develop guidelines for the 
integration of mHealth apps and associated devices into care delivery. A-17 
 
Ethical Parameters for Recommending Mobile Medical Applications 140.029MSS 
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AMA-MSS ask the AMA to examine the issues related to physicians recommending medical 
software and apps to patients, especially those in which the physician has a vested interest, and 
to make recommendations as to how to conduct these interactions ethically. MSS Res 13, A-15, 
AMA Res 002, I-15 Reaffirmation 
 
Best Practices for Mobile Medical Applications 480.019MSS 
That our AMA develop and publicly disseminate a list of best practices guiding the development 
of mobile medical applications. MSS Res 10, I-14 
 
 
 



AMERICAN MEDICAL ASSOCIATION MEDICAL STUDENT SECTION ASSEMBLY 

Resolution 11 
(A-19) 

Introduced by: Region 4; Cindy Tsui, Eric Hirsch, SUNY Downstate College of Medicine 

Subject: Reimbursement for Post-exposure Protocol for Needlestick Injuries 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, Needlestick injuries (NSI) occur in a clinical setting and introduce the risk of 1 

transmitting bloodborne pathogens such as Hepatitis B, Hepatitis C, and HIV1; and 2 

3 

Whereas, The Centers for Disease Control and Prevention (CDC) estimates that about 385,000 4 
sharps-related injuries occur annually among health care workers with medical students also at 5 
risk of sustaining NSIs2,3; and 6 

7 
Whereas, Due to the risk of contracting aforementioned bloodborne pathogens, the protocol for 8 
NSIs is to receive the appropriate post-exposure prophylaxis (PEP) as a means of disease 9 
prevention with appropriate diagnostic follow up2,3; and 10 

11 
Whereas, According to recommendations from the International Antiviral Society, the protocol 12 
for PEP of HIV specifically for health care workers includes at least 4 weeks of three 13 
antiretroviral drug regimen with appropriate laboratory and clinical follow up3; and 14 

15 
Whereas, A systematic review that analyzed the costs associated with NSIs among healthcare 16 
workers found these costs to range from $650 to $750, while also noting extraneous factors, 17 
such as time lost at work, that led to variations in costs4; and 18 

19 
Whereas, The review also noted that frequent changes in the indicated antiretroviral therapy 20 
further leads to a greater variation and increase in costs, with an approximated median cost of 21 
$1,1874; and  22 

23 
Whereas, A cost analysis published by the Kaiser Family Foundation indicated that since 2014, 24 
the prices of branded common and specialty drugs have risen by 60% and 57%, respectively5; 25 
and 26 

27 
Whereas, In addition to presenting a significant financial implication, aforementioned processes 28 
related to PEP potentially create a severe emotional  burden on those who sustain such an 29 
injury1,2,4; and 30 

31 
Whereas, A study conducted with over 2,000 US medical student participants found that 21.4% 32 
of students sustained a NSI during clinical rotations6; and 33 

34 
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Whereas, Many NSIs often go unreported, with studies citing the fear of punishment, the 1 
financial costs, and the “time consuming process” as a major factor for not immediately 2 
reporting an injury2,6-8; and 3 
 4 
Whereas, Health care workers that sustain NSI are required to undergo appropriate protocol for 5 
exposure, of which all related costs are financially covered under their employer’s workers’ 6 
compensation program9; and 7 
 8 
Whereas, While these programs vary by state, medical students are often exempt from the 9 
mandatory coverage of workers’ compensation that their institution offer to health care workers 10 
since they are not considered employees10; and 11 
 12 
Whereas, As an exception to this, the state of Utah amended policy 53B-14-401 to include 13 
medical students within its definition of “interns” stating that interns can become recipients of 14 
medical benefits from workers’ compensation in the event of occupational injuries and 15 
diseases11; and 16 
 17 
Whereas, Although a majority of medical schools require medical students to have a form of 18 

health insurance prior to matriculation, the comprehensive costs associated with NSIs are not 19 

explicitly stated, and insurance providers inconsistently provide complete coverage of these 20 

costs4; and 21 

 22 

Whereas, Existing AMA policy addresses the costs and debts associated with undergraduate 23 

medical education (H-305.925); therefore be it 24 

 25 
RESOLVED, That our AMA encourages medical schools to ensure medical students can be 26 
reimbursed for the costs associated with post-exposure protocol for needlestick injuries 27 
sustained during clinical rotations either by their insurance provider or the state’s workers’ 28 
compensation, where applicable; and be it further  29 
 30 
RESOLVED, That our AMA encourages state societies to work with their respective workers’ 31 
compensation program to include medical students as recipients of medical benefits in the event 32 
of occupational injury or diseases.33 

34 
Fiscal Note: Significant, 10 
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
Insurance Coverage for Medical Students and Resident Physicians H-295.942 

1. Our AMA urges all medical schools to pay for or offer affordable policy options and, 
assuming the rates are appropriate, require enrollment in disability insurance plans by all 
medical students;  
 
2. Our AMA urges all residency programs to pay for or offer affordable policy options for 
disability insurance, and strongly encourage the enrollment of all residents in such plans;  
 
3. Our AMA urges medical schools and residency training programs to pay for or offer 
comprehensive and affordable health insurance coverage, including but not limited to 
medical, dental, and vision care, to medical students and residents which provides no less 
than the minimum benefits currently recommended by the AMA for employer-provided 
health insurance and to require enrollment in such insurance. 
 
4. Our AMA urge carriers offering disability insurance to: (a) offer a range of disability 
policies for medical students and residents that provide sufficient monthly disability benefits 
to defray any educational loan repayments, other living expenses, and an amount sufficient 
to continue payment for health insurance providing the minimum benefits recommended by 
the AMA for employer-provided health insurance; and (b) include in all such policies a 
rollover provision allowing continuation of student disability coverage into the residency 
period without medical underwriting. 
 
5. Our AMA: (a) actively encourages medical schools, residency programs, and fellowship 
programs to provide access to portable group health and disability insurance, including 
human immunodeficiency virus positive indemnity insurance, for all medical students and 
resident and fellow physicians; (b) will work with the ACGME and the LCME, and other 
interested state medical societies or specialty organizations, to develop strategies and 
policies to ensure access to the provision of portable health and disability insurance 
coverage, including human immunodeficiency virus positive indemnity insurance, for all 
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medical students, resident and fellow physicians; and (c) will prepare informational material 
designed to inform medical students and residents concerning the need for both disability 
and health insurance and describing the available coverage and characteristics of such 
insurance. 
BOT Rep. W, I-91; Reaffirmed: BOT Rep. 14, I-93; Appended: Res. 311, I-98; Modified: 
Res. 306, A-04; Modified: CME Rep. 2, A-14 
 
HIV Postexposure Prophylaxis for Medical Students During Electives Abroad D-295.970 

1. Our AMA recommends that US medical schools ensure that medical students who 
engage in clinical rotations abroad have immediate access to HIV prophylaxis. 
 
2. Our AMA encourages medical schools to provide information to medical students 
regarding the potential health risks of completing a medical rotation abroad, and on the 
appropriate precautions to take to minimize such risks. 
Res. 303, A-02; Reaffirmed: CCB/CLRPD Rep. 4, A-12 
 
Pre-Exposure Prophylaxis (PrEP) for HIV H-20.895 
1. Our AMA will educate physicians and the public about the effective use of pre-exposure 
prophylaxis for HIV and the US PrEP Clinical Practice Guidelines.  
 
2. Our AMA supports the coverage of PrEP in all clinically appropriate circumstances.  
 
3. Our AMA supports the removal of insurance barriers for PrEP such as prior authorization, 
mandatory consultation with an infectious disease specialist and other barriers that are not 
clinically relevant.  
 
4. Our AMA advocates that individuals not be denied any insurance on the basis of PrEP 
use. 
Res. 106, A-16; Modified: Res. 916, I-16; Appended: Res. 101, A-17 
 
Prophylaxis for Medical Students Exposed to Bloodborne Pathogens D-365.999 

1. Our AMA will work with the Department of Health and Human Services to seek that 
references to "staff" in the proposed conditions of participation for hospitals expressly 
include "students and/or trainees" before they are finalized. 
 

2. Our AMA is unsuccessful in achieving the desired outcome in Recommendation 1, our 
AMA will work with OSHA to obtain a clarifying interpretation of the current OSHA 
requirements that would have the effect of broadening the application of their bloodborne 
pathogen standards to include medical students and trainees. 
 

3. Our AMA is unsuccessful in fulfilling Recommendation 2, our AMA will develop model 
legislation to establish new standards to ensure appropriate prophylaxis and counseling are 
made available to medical students and trainees exposed to bloodborne pathogens. 
 

4. Our AMA will make a concerted effort to encourage medical schools to require, as part of 
their affiliation agreements with medical centers, that CDC and other applicable guidelines 
and standards be applied also to medical students and trainees. Additionally, Our AMA draft 
and disseminate model contract language for medical schools to use when contracting with 
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hospitals. And further, Our AMA incorporate an effective enforcement mechanism into the 
model contract language. 
BOT Rep. 21, I-00; Reaffirmed: CSAPH Rep. 1, A-10 
 
Health and Disability Coverage for Health Care Workers at Risk for HIV and Other Serious 
Infectious Diseases H-20.906 

1. Health Insurance 
 
A currently held health insurance policy of a healthcare worker should not be terminated, 
coverage reduced or restricted, or premiums increased solely because of HIV infection.  
 
2. Disability Coverage 
 
a) Each health care worker should consider the risks of exposure to infectious agents posed 
by his/her type of practice and the likely consequences of infection in terms of changes 
needed in that practice mode and select disability insurance coverage accordingly. The 
policy selected should contain a reasonable definition of "sickness" or "disability," an own-
occupation clause, and guaranteed renewability, future insurability, and partial disability 
provisions;  
 
b) In making determinations of disability, carriers should take into consideration the 
recommendations of the professional and institutional staff with whom an infected health 
care worker is associated, including the worker's own personal physician;  
 
c) Since there are a variety of disability insurance coverages available and a diversity of 
practice modes, each health care professional should individually assess his/her risk of 
infection and that of his/her employees and select disability coverage accordingly. 
CSA Rep. 4, A-03; Reaffirmed: CMS Rep. 4, A-13 
 
  
Principles of and Actions to Address Medical Education Costs and Student Debt H-
305.925 

The costs of medical education should never be a barrier to the pursuit of a career in 
medicine nor to the decision to practice in a given specialty. To help address this issue, our 
American Medical Association (AMA) will: 

1. Collaborate with members of the Federation and the medical education community, and 
with other interested organizations, to address the cost of medical education and medical 
student debt through public- and private-sector advocacy. 

2. Vigorously advocate for and support expansion of and adequate funding for federal 
scholarship and loan repayment programs—such as those from the National Health Service 
Corps, Indian Health Service, Armed Forces, and Department of Veterans Affairs, and for 
comparable programs from states and the private sector—to promote practice in 
underserved areas, the military, and academic medicine or clinical research. 

3. Encourage the expansion of National Institutes of Health programs that provide loan 
repayment in exchange for a commitment to conduct targeted research. 
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4. Advocate for increased funding for the National Health Service Corps Loan Repayment 
Program to assure adequate funding of primary care within the National Health Service 
Corps, as well as to permit: (a) inclusion of all medical specialties in need, and (b) service in 
clinical settings that care for the underserved but are not necessarily located in health 
professions shortage areas. 

5. Encourage the National Health Service Corps to have repayment policies that are 
consistent with other federal loan forgiveness programs, thereby decreasing the amount of 
loans in default and increasing the number of physicians practicing in underserved areas. 

6. Work to reinstate the economic hardship deferment qualification criterion known as the 
“20/220 pathway,” and support alternate mechanisms that better address the financial 
needs of trainees with educational debt. 

7. Advocate for federal legislation to support the creation of student loan savings accounts 
that allow for pre-tax dollars to be used to pay for student loans. 

8. Work with other concerned organizations to advocate for legislation and regulation that 
would result in favorable terms and conditions for borrowing and for loan repayment, and 
would permit 100% tax deductibility of interest on student loans and elimination of taxes on 
aid from service-based programs. 

9. Encourage the creation of private-sector financial aid programs with favorable interest 
rates or service obligations (such as community- or institution-based loan repayment 
programs or state medical society loan programs). 

10. Support stable funding for medical education programs to limit excessive tuition 
increases, and collect and disseminate information on medical school programs that cap 
medical education debt, including the types of debt management education that are 
provided. 

11. Work with state medical societies to advocate for the creation of either tuition caps or, if 
caps are not feasible, pre-defined tuition increases, so that medical students will be aware 
of their tuition and fee costs for the total period of their enrollment. 

12. Encourage medical schools to (a) Study the costs and benefits associated with non-
traditional instructional formats (such as online and distance learning, and combined 
baccalaureate/MD or DO programs) to determine if cost savings to medical schools and to 
medical students could be realized without jeopardizing the quality of medical education; (b) 
Engage in fundraising activities to increase the availability of scholarship support, with the 
support of the Federation, medical schools, and state and specialty medical societies, and 
develop or enhance financial aid opportunities for medical students, such as self-managed, 
low-interest loan programs; (c) Cooperate with postsecondary institutions to establish 
collaborative debt counseling for entering first-year medical students; (d) Allow for flexible 
scheduling for medical students who encounter financial difficulties that can be remedied 
only by employment, and consider creating opportunities for paid employment for medical 
students; (e) Counsel individual medical student borrowers on the status of their 
indebtedness and payment schedules prior to their graduation; (f) Inform students of all 
government loan opportunities and disclose the reasons that preferred lenders were 
chosen; (g) Ensure that all medical student fees are earmarked for specific and well-defined 
purposes, and avoid charging any overly broad and ill-defined fees, such as but not limited 
to professional fees; (h) Use their collective purchasing power to obtain discounts for their 



Resolution 11 (A-19) 
Page 7 of 8 

students on necessary medical equipment, textbooks, and other educational supplies; (i) 
Work to ensure stable funding, to eliminate the need for increases in tuition and fees to 
compensate for unanticipated decreases in other sources of revenue; mid-year and 
retroactive tuition increases should be opposed. 

13. Support and encourage state medical societies to support further expansion of state 
loan repayment programs, particularly those that encompass physicians in non-primary care 
specialties. 

14. Take an active advocacy role during reauthorization of the Higher Education Act and 
similar legislation, to achieve the following goals: (a) Eliminating the single holder rule; (b) 
Making the availability of loan deferment more flexible, including broadening the definition of 
economic hardship and expanding the period for loan deferment to include the entire length 
of residency and fellowship training; (c) Retaining the option of loan forbearance for 
residents ineligible for loan deferment; (d) Including, explicitly, dependent care expenses in 
the definition of the “cost of attendance”; (e) Including room and board expenses in the 
definition of tax-exempt scholarship income; (f) Continuing the federal Direct Loan 
Consolidation program, including the ability to “lock in” a fixed interest rate, and giving 
consideration to grace periods in renewals of federal loan programs; (g) Adding the ability to 
refinance Federal Consolidation Loans; (h) Eliminating the cap on the student loan interest 
deduction; (i) Increasing the income limits for taking the interest deduction; (j) Making 
permanent the education tax incentives that our AMA successfully lobbied for as part of 
Economic Growth and Tax Relief Reconciliation Act of 2001; (k) Ensuring that loan 
repayment programs do not place greater burdens upon married couples than for similarly 
situated couples who are cohabitating; (l) Increasing efforts to collect overdue debts from 
the present medical student loan programs in a manner that would not interfere with the 
provision of future loan funds to medical students. 

15. Continue to work with state and county medical societies to advocate for adequate 
levels of medical school funding and to oppose legislative or regulatory provisions that 
would result in significant or unplanned tuition increases. 

16. Continue to study medical education financing, so as to identify long-term strategies to 
mitigate the debt burden of medical students, and monitor the short-and long-term impact of 
the economic environment on the availability of institutional and external sources of financial 
aid for medical students, as well as on choice of specialty and practice location. 

17. Collect and disseminate information on successful strategies used by medical schools 
to cap or reduce tuition. 

18. Continue to monitor the availability of and encourage medical schools and 
residency/fellowship programs to (a) provide financial aid opportunities and financial 
planning/debt management counseling to medical students and resident/fellow physicians; 
(b) work with key stakeholders to develop and disseminate standardized information on 
these topics for use by medical students, resident/fellow physicians, and young physicians; 
and (c) share innovative approaches with the medical education community. 

19. Seek federal legislation or rule changes that would stop Medicare and Medicaid 
decertification of physicians due to unpaid student loan debt. The AMA believes that it is 
improper for physicians not to repay their educational loans, but assistance should be 
available to those physicians who are experiencing hardship in meeting their obligations. 
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20. Related to the Public Service Loan Forgiveness (PSLF) Program, our AMA supports 
increased medical student and physician benefits the program, and will: (a) Advocate that 
all resident/fellow physicians have access to PSLF during their training years; (b) Advocate 
against a monetary cap on PSLF and other federal loan forgiveness programs; (c) Work 
with the United States Department of Education to ensure that any cap on loan forgiveness 
under PSLF be at least equal to the principal amount borrowed; (d) Ask the United States 
Department of Education to include all terms of PSLF in the contractual obligations of the 
Master Promissory Note; (e) Encourage the Accreditation Council for Graduate Medical 
Education (ACGME) to require residency/fellowship programs to include within the terms, 
conditions, and benefits of program appointment information on the PSLF program 
qualifying status of the employer; (f) Advocate that the profit status of a physician’s training 
institution not be a factor for PSLF eligibility; (g) Encourage medical school financial 
advisors to counsel wise borrowing by medical students, in the event that the PSLF 
program is eliminated or severely curtailed; (h) Encourage medical school financial advisors 
to increase medical student engagement in service-based loan repayment options, and 
other federal and military programs, as an attractive alternative to the PSLF in terms of 
financial prospects as well as providing the opportunity to provide care in medically 
underserved areas; (i) Strongly advocate that the terms of the PSLF that existed at the time 
of the agreement remain unchanged for any program participant in the event of any future 
restrictive changes. 

21. Advocate for continued funding of programs including Income-Driven Repayment plans 
for the benefit of reducing medical student load burden. 
CME Report 05, I-18; Appended: Res. 953, I-18 
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Resolution 12 
(A-19) 

Introduced by: Region 5, Celeste Rousseau, University of Florida College of Medicine. 

Subject: Encouraging Mental Health First Aid in the Community. 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas,  46.7 million American adults had a diagnosable mental illness in 20171  ; and 1 

2 

Whereas, Only 44% of adults and less than 20% of children and adolescents with diagnosable 3 
mental health problems received treatment.2; and  4 

5 
Whereas, The most commonly cited reasons for not seeking treatment are stigma, lack of 6 
knowledge about mental healthcare, and inability to recognize symptoms in themselves or 7 
others.3; and 8 

9 
Whereas, Mental illnesses, such as major depressive disorder, post-traumatic stress disorder, 10 
and borderline personality disorder have been shown to be significant suicide risk factors.4; and 11 

12 
Whereas, The age-adjusted suicide rate in 2014, 13.0 per 100,000 people, was 24% higher 13 
than the rate in 1999, making it the 10th leading cause of death in the United States5; and 14 

15 
Whereas, Mood disorders are the third most common cause of hospitalization in the U.S. for 16 
patients 0–44 years of age6; and 17 

18 
Whereas, Mental health disorders cost the United States $320 billion in lost earnings and 19 
disability payments in 20127; and 20 

21 
Whereas, 1 in 8 emergency room visits in the US are for mental health crises, and are twice as 22 
likely as a traditional emergency room visit to result in admission to the hospital8; and 23 

24 
Whereas, Mental Health First Aid is an 8 hour live, interactive, public education program that 25 
introduces participants to risk factors and warning signs of mental health problems, builds 26 
understanding of their impact, and provides an overview of common treatments9; and 27 

28 
Whereas, Mental Health First Aid participants range from members of the general public to 29 
medical professionals.9; and 30 

31 
Whereas, Mental Health First Aid is managed and periodically updated by National Council for 32 
Behavioral Health with optional supplements targeted towards higher risk communities, rural 33 
communities, higher education, and as of 2018, opioid response training10 ; and 34 

35 

NextTable of ContentsPrevious
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Whereas, Mental Health First Aid trainings have proven to decrease stigma against those with 1 
mental health issues.11 ; and 2 
 3 
Whereas, Mental Health First Aid is endorsed by SAHMSA for both professionals and the 4 
general public12 ; and 5 
 6 
Whereas, Multiple studies show that Mental Health First Aid participants had lower levels of 7 
stigmatizing attitudes, higher levels of knowledge and confidence towards mental health 8 
challenges, and an increase in the quality of mental health assistance, in the form of Mental 9 
Health First Aid, provided by 6 months after the training took place.13; and 10 
 11 
Whereas, In a systematic review, Mental Health First Aid was ranked first out of 16 psycho-12 
social interventions to improve emotional well-being.14; and 13 
 14 
Whereas, Mental Health First Aid has been licensed and adapted in over 25 different countries. 15 
15; and  16 
 17 
Whereas, There are more than 1 million trained in Mental Health First Aid by more than 12,000 18 
instructors across the United States alone.10; and 19 
 20 
Whereas, The 114th Congress authorized $20 million in grants to fund countrywide Mental 21 
Health First Aid training programs.16; and 22 
 23 
Whereas, The Crisis Intervention Team (CIT) program is a community partnership of law 24 

enforcement, mental health and addiction professionals, individuals who live with mental illness 25 

and/or addiction disorders, their families and other advocates.17; and 26 

 27 

Whereas, CIT acts as the first-responder model of police-based crisis intervention training to 28 

help persons with mental disorders and/or addictions access medical treatment supported by 29 

the AMA in H-345.97217 ; therefore be it 30 

 31 
RESOLVED, that our AMA amend policy H-130.952 by insertion and deletion as follows:  32 

Community-Wide Training In Basic Life Support and First Aid H-130.952   33 
 Our AMA: (1) encourages education in (a) basic life support, and first aid, and Mental  34 

Health First Aid and (b) effective interventions for reducing, preventing, and treating 35 
mental health crises, injuries, and coronary heart disease; (2) urges state and local 36 
medical societies to participate in the development and promotion of community 37 
programs for adults, children, businesses, community groups, and public servants to 38 
increase awareness of the potential benefits of training in basic life support and first aid 39 
and to increase public knowledge, confidence, and motivation for responding to serious, 40 
or potentially serious illness and injury situations; and (3) encourages physicians to 41 
discuss with their patients: (a) how to recognize and respond to emergency situations; 42 
(b) proper utilization and activation of the local EMS and crisis intervention team (CIT) 43 
system; (c) measures for reducing or eliminating potential risk factors for injuries and 44 
coronary heart disease; and (d) the availability and appropriateness of community 45 
programs in basic life support and first aid.   46 

 47 
Fiscal Note: Moderate, 8 
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
Increasing Detection of Mental Illness and Encouraging Education D-345.994 
1. Our AMA will work with: (A) mental health organizations, state, specialty, and local medical 
societies and public health groups to encourage patients to discuss mental health concerns with 
their physicians; and (B) the Department of Education and state education boards and 
encourage them to adopt basic mental health education designed specifically for preschool 
through high school students, as well as for their parents, caregivers and teachers. 
 
2. Our AMA will encourage the National Institute of Mental Health and local health departments 
to examine national and regional variations in psychiatric illnesses among immigrant, minority, 
and refugee populations in order to increase access to care and appropriate treatment. 
Res 412, A-06; Appended: Res 907, I-12 
 
Community-Wide Training In Basic Life Support and First Aid H-130.952: 
 
Our AMA: (1) encourages education in (a) basic life support and first aid, and (b) effective 
interventions for reducing and preventing injuries and coronary heart disease; (2) urges state 
and local medical societies to participate in the development and promotion of community 
programs for adults, children, businesses, community groups, and public servants to increase 
awareness of the potential benefits of training in basic life support and first aid and to increase 
public knowledge, confidence, and motivation for responding to serious, or potentially serious 
illness and injury situations; and (3) encourages physicians to discuss with their patients: (a) 
how to recognize and respond to emergency situations; (b) proper utilization and activation of 
the local EMS system; (c) measures for reducing or eliminating potential risk factors for injuries 
and coronary heart disease; and (d) the availability and appropriateness of community programs 
in basic life support and first aid. ·  
BOT Rep. 16, 1-95; Modified CSAPH Rep. 1, A-15 
 
Awareness, Diagnosis, and Treatment of Depression and other Mental Illnesses H-
345.984 
 
1. Our AMA encourages: (a) medical schools, primary care residencies, and other training 
programs as appropriate to include the appropriate knowledge and skills to enable graduates to 
recognize, diagnose, and treat depression and other mental illnesses, either as the chief 
complaint or with another general medical condition; (b) all physicians providing clinical care to 
acquire the same knowledge and skills; and (c) additional research into the course and 
outcomes of patients with depression and other mental illnesses who are seen in general 
medical settings and into the development of clinical and systems approaches designed to 
improve patient outcomes. Furthermore, any approaches designed to manage care by reduction 
in the demand for services should be based on scientifically sound outcomes research findings. 
 
2. Our AMA will work with the National Institute on Mental Health and appropriate medical 
specialty and mental health advocacy groups to increase public awareness about depression 
and other mental illnesses, to reduce the stigma associated with depression and other mental 
illnesses, and to increase patient access to quality care for depression and other mental 
illnesses. 
 
3. Our AMA: (a) will advocate for the incorporation of integrated services for general medical 
care, mental health care, and substance use disorder care into existing psychiatry, addiction 
medicine and primary care training programs' clinical settings; (b) encourages graduate medical 
education programs in primary care, psychiatry, and addiction medicine to create and expand 
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opportunities for residents and fellows to obtain clinical experience working in an integrated 
behavioral health and primary care model, such as the collaborative care model; and (c) will 
advocate for appropriate reimbursement to support the practice of integrated physical and 
mental health care in clinical care settings.  
 
4. Our AMA recognizes the impact of violence and social determinants on women’s mental 
health. 
Res. 502, I-96; Reaffirm & Appended: CSA Rep. 7, I-97; Modified: CSAPH Rep. 1, A-10; 
Modified: Res. 301, A-12; Appended: Res. 303, I-16; Appended: Res. 503, A-17 
 
Mental Health Crisis Interventions H-345.972 
 
Our AMA: (1) continues to support jail diversion and community based treatment options for 
mental illness; (2) supports implementation of law enforcement-based crisis intervention training 
programs for assisting those individuals with a mental illness, such as the Crisis Intervention 
Team model programs; (3) supports federal funding to encourage increased community and law 
enforcement participation in crisis intervention training programs; and (4) supports legislation 
and federal funding for evidence-based training programs by qualified mental health 
professionals aimed at educating corrections officers in effectively interacting with people with 
mental health and other behavioral issues in all detention and correction facilities.  
Res. 923, I-15; Appended: Res. 220, I-18 
 
Statement of Principles on Mental Health H-345.999 
 
(1) Tremendous strides have already been made in improving the care and treatment of the 
emotionally disturbed, but much remains to be done. The mental health field is vast and 
includes a network of factors involving the life of the individual, the community and the nation. 
Any program designed to combat mentalillness and promote mental health must, by the nature 
of the problems to be solved, be both ambitious and comprehensive. 
(2) The AMA recognizes the important stake every physician, regardless of type of practice, has 
in improving our mental health knowledge and resources. The physician participates in 
the mental health field on two levels, as an individual of science and as a citizen. The physician 
has much to gain from a knowledge of modern psychiatric principles and techniques, and much 
to contribute to the prevention, handling and management of emotional disturbances. 
Furthermore, as a natural community leader, the physician is in an excellent position to work for 
and guide effective mental health programs. 
(3) The AMA will be more active in encouraging physicians to become leaders in community 
planning for mental health. 
(4) The AMA has a deep interest in fostering a general attitude within the profession and among 
the lay public more conducive to solving the many problems existing in the mental health field. 
Res. A-62 
 
An Initiative to Encourage Mental Health Education in Public Schools and Reducing 
Stigma and Increasing Detection of Mental Illnesses 345.002MSS 
AMA-MSS will ask the AMA to: (1) work with mental health organizations to encourage patients 
to discuss mental health concerns with their physicians; and (2) work with the Department of 
Education and state education boards and encourage them to adopt basic mental health 
education designed specifically for elementary through high school students. MSS Sub Res 22, 
I-05 Adopted in Lieu of Res 12 and 13; AMA Amended Res 412, A-06, Adopted [H-345.984] 
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Improving Physician Mental Health and Reducing Stigma through Revision of Medical 
Licensure Applications 345.007MSS 
AMA-MSS aims to reduce stigmatization mental health issues in the medical community by (a) 
opposing state medical boards’ practice of issuing licensing applications that equate seeking 
help for mental health issues with the existence of problems sufficient to create professional 
impairment and (b) opposing the breach in a physician’s private health record confidentiality by 
requiring access to these records when an applicant reports treatment. MSS Res 17, I-13 
 
Improving the Intersection Between Law Enforcement and the Mentally Ill 345.008MSS 
AMA-MSS recognizes Crisis Intervention Team (CIT) training as an effective tool for 1) 
educating law enforcement officers about the mentally ill, 2) diverting mentally ill offenders from 
jails and prisons to medical treatment centers, and 3) developing a more judicious use-of-force 
by law enforcement in encounters with patients in mental health crises; and supports the 
National Mental Health Alliance and other national and local mental health organizations to 
advocate for the development and nationwide implementation of training programs, such as 
CIT, that are designed to improve law enforcement’s responses to the mentally ill. MSS 
Res 5, A-15 
 
Implementation of an Annual Mental Health Awareness and Suicide Prevention Program 
at Medical Schools 345.009MSS 
AMA-MSS supports medical schools to create a mental health awareness and suicide 
prevention screening program that would: 1) be available to all medical students on an opt-out 
basis, 2) ensure anonymity, confidentiality, and protection from administration, 3) provide 
proactive intervention for identified at-risk students by mental health professionals, and 4) 
educate students and faculty about personal mental health and factors that may contribute to 
suicidal ideation. MSS Res 15, I-15 
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Resolution 13 
(A-19) 

Introduced by: Region 5, Shirin Dey, Columbia University Vagelos College of Physicians 
and Surgeons; Naomi Isaac, Touro College of Osteopathic Medicine – 
Middletown; Thomas Pak, Carver College of Medicine  

Subject: Engaging stakeholders for establishment of two-interval, or pass/fail, grading 
system of non-clinical curriculum in U.S. medical schools. 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, Students in two-interval, or pass/fail, grading systems have better mental well-being 1 

compared to students in multi-tiered grading systems, including experiencing less emotional 2 

exhaustion, fewer feelings of depersonalization, less consideration for dropping out of school, 3 

decreased perceived stress, and greater satisfaction with their medical education and personal 4 

lives1,2,3,4; and 5 

6 

Whereas, Students in a pass/fail grading system experienced increased group cohesion, 7 

collaboration, and cooperation compared to students in a multi-tiered grading system4,5; and 8 

9 

Whereas, Students in a pass/fail grading system had more time to devote to extracurricular 10 

activities, student organizations, and volunteer/service activities compared to students in a 11 

multi-tiered grading system6; and 12 

13 

Whereas, Multiple medical schools that changed to a pass/fail grading system did not have a 14 

statistical difference in United States Medical Licensing Examination (USMLE) Step 1 scores15 

and USMLE Step 2 scores3,4,6,7,8; and 16 

17 

Whereas, Even though there is no study on osteopathic schools with two-interval grading 18 

systems and Comprehensive Osteopathic Medical Licensing Examination of the United States 19 

(COMLEX-USA) Level 1 Scores, the previous literature suggests that COMLEX-USA Level 1 20 

scores will not be affected, since the correlation between COMLEX-USA Level 1 and USMLE 21 

Step 1 scores is statistically significant9; and 22 

23 

Whereas, Non-clinical, or preclinical, grades were ranked 12th out of 14 academic criteria when 24 

selecting for residency according to the 2006 National Program Director Survey, and as of 2016, 25 

residency program directors are no longer surveyed to rank the importance of preclinical 26 

grades10; and 27 

28 
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Whereas, There is a growing trend for allopathic and osteopathic medical schools to adopt a 1 

pass/fail grading system for preclinical courses, from 87 to 108 allopathic schools from 2013 to 2 

2017, and 21 to 27 osteopathic schools from 2012 to 201611,12,13; and 3 

 4 

Whereas, U.S. medical students want a pass/fail grading system; in 2011, pass/fail was the 5 

most requested form of preclinical grading, as exhibited by the responses of 52 medical schools 6 

to the American Association of Medical Colleges (AAMC) Organization of Student 7 

Representatives (OSR) Preclinical Grading Questionnaire14; and 8 

 9 

Whereas, Existing AMA policy recognizes that burnout, defined as emotional exhaustion, 10 

depersonalization, and a reduced sense of personal accomplishment or effectiveness, is a 11 

problem among residents, and fellows, and medical students (H-295.866); and 12 

 13 

Whereas, Existing AMA policy acknowledges the importance of physician health and the need 14 

for ongoing education of all physicians and medical students regarding physician health and 15 

wellness (H-405.961); and 16 

 17 

Whereas, Existing AMA policy acknowledges the benefits of a pass/fail grading system in 18 

medical colleges and universities in the United States for the non-clinical curriculum (H-19 

295.866); and 20 

 21 

Whereas, The AMA policy could use stronger wording in support of pass/fail grading systems; 22 

and  23 

 24 

Whereas, Existing AMA policy states that AMA will encourage the Accreditation Council for 25 

Graduate Medical Education (ACGME) and the AAMC to address the recognition, treatment, 26 

and prevention of burnout among residents, fellows, and medical students (H-295.866); and 27 

 28 

Whereas, The Liaison Committee on Medical Education (LCME) currently does not take a 29 

position on a pass/fail grading system for preclinical courses; and 30 

 31 

Whereas,  Existing AMA policy insufficiently addresses the importance of pass/fail grading 32 

systems, as there remain medical schools that have multi-tiered grading systems5; therefore be 33 

it 34 

 35 
RESOLVED, That our AMA policy H-295.866 be modified to read,  36 
 37 
 Supporting Two-Interval Grading Systems for Medical Education, H-295.866    38 
 Our AMA acknowledges the benefits of supports a two-interval grading system for the 39 
 non-clinical curriculum and will work with stakeholders to strongly encourage its 40 
 establishment in medical colleges and universities in the United States for the non-41 
 clinical curriculum.42 

43 
Fiscal Note: Moderate, 7 
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
Supporting Two-Interval Grading Systems for Medical Education H-295.866 
Our AMA acknowledges the benefits of a two-interval grading system in medical colleges and 
universities in the United States for the non-clinical curriculum. 
 
Physician and Medical Student Burnout D-310.968 
1. Our AMA recognizes that burnout, defined as emotional exhaustion, depersonalization, and 

a reduced sense of personal accomplishment or effectiveness, is a problem among 
residents, and fellows, and medical students.  

 
2. Our AMA will work with other interested groups to regularly inform the appropriate 

designated institutional officials, program directors, resident physicians, and attending 
faculty about resident, fellow, and medical student burnout (including recognition, treatment, 
and prevention of burnout) through appropriate media outlets.  

 
3. Our AMA will encourage the Accreditation Council for Graduate Medical Education and the 

Association of American Medical Colleges to address the recognition, treatment, and 
prevention of burnout among residents, fellows, and medical students. 

 
4. Our AMA will encourage further studies and disseminate the results of studies on physician 

and medical student burnout to the medical education and physician community.  
 
5. Our AMA will continue to monitor this issue and track its progress, including publication of 

peer-reviewed research and changes in accreditation requirements. 
 
6. Our AMA encourages the utilization of mindfulness education as an effective intervention to 

address the problem of medical student and physician burnout. 
 
Physician Health Programs H-405.961 
Our AMA affirms the importance of physician health and the need for ongoing education of all 
physicians and medical students regarding physician health and wellness. 
 



AMERICAN MEDICAL ASSOCIATION MEDICAL STUDENT SECTION ASSEMBLY 

Resolution 14 
(A-19) 

Introduced by: Region 3 

Subject: Integrating Immigrant Rights Training into Residency Education 

Referred to: MSS Reference Committee 
(Danny Vasquez, Chair) 

Whereas, In 2017, total immigration arrests increased by 42% compared to the previous year1; 1 

and 2 

3 

Whereas, Health care professionals must protect the rights, autonomy, and dignity of their 4 
patients; and perceptions of collaboration between providers and law enforcement personnel 5 
may lead to diminished trust and compromised care2; and 6 

7 
Whereas, A survey among emergency medicine residents, fellows, and attendings from two 8 
programs showed that only 16% of physicians from those programs knew in which 9 
circumstances to convey immigration status to ICE officers3; and 10 

11 
Whereas, Physicians cannot disclose their patients’ immigration status without violating HIPAA 12 
unless asked to with a court order4 and can refuse ICE officers out of private exam rooms if they 13 
do not have a valid search warrant5; and 14 

15 
Whereas, Recent policy briefs revealed that Border Patrol agents often shackle immigrants 16 
while they are receiving care and remain in exam rooms with immigrants, violating the patient’s 17 
right to privacy and compromising quality of care6; and 18 

19 
Whereas, Immigration enforcement in hospitals has been found to incite fear and discourage 20 
immigrants from seeking healthcare, which, in turn, has shown increased disease acuity and 21 
health care disparities among presenting patients7-10; and 22 

23 
Whereas, The residency training period is a formal training period for physicians of all 24 
specialties during which the basis of one’s patient practice is developed and during which 25 
attitudes and habits of a physician are formed11; and 26 

Whereas, Training modules implemented during residency have been found to be effective in 27 

improving resident skills in regards to patient care12; and 28 

29 

Whereas, Although our AMA passed legislation to “work with appropriate stakeholders to 30 
educate medical providers on the rights of undocumented patients while receiving medical care” 31 
(D-160.921, Presence and Enforcement Actions of Immigration and Customs Enforcement 32 
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(ICE) in Healthcare), specific residency-level training may prove beneficial and provide a basis 1 
on which to start this educational process;  2 
 3 
Whereas, Research has not been conducted to determine the effectiveness of implementing 4 
training on immigration issues as part of the residency curriculum; and 5 
 6 
Whereas, Pilot studies are beneficial in determining feasibility for larger-scale research studies 7 
and can aid in the development of study procedures13; therefore be it 8 
 9 
RESOLVED, Our AMA supports immigration training pilot studies that aim to study feasibility, 10 
efficacy, and benefits of implementing these programs within resident curriculum. 11 

12 
13 

Fiscal Note: Significant, 11 
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
Presence and Enforcement Actions of Immigration and Customs Enforcement (ICE) in 
Healthcare, D-160.921 
Our AMA: (1) advocates for and supports legislative efforts to designate healthcare facilities as 
sensitive locations by law; (2) will work with appropriate stakeholders to educate medical 
providers on the rights of undocumented patients while receiving medical care, and the 
designation of healthcare facilities as sensitive locations where U.S. Immigration and Customs 
Enforcement (ICE) enforcement actions should not occur; (3) encourages healthcare facilities to 
clearly demonstrate and promote their status as sensitive locations; and (4) opposes the 
presence of ICE enforcement at healthcare facilities. 
 
Addressing Immigrant Health Disparities H-350.957 
1. Our American Medical Association recognizes the unique health needs of refugees, and 
encourages the exploration of issues related to refugee health and support legislation and 
policies that address the unique health needs of refugees. 
 
2. Our AMA: (A) urges federal and state government agencies to ensure standard public health 
screening and indicated prevention and treatment for immigrant children, regardless of legal 
status, based on medical evidence and disease epidemiology; (B) advocates for and publicizes 
medically accurate information to reduce anxiety, fear, and marginalization of specific 
populations; and (C) advocates for policies to make available and effectively deploy resources 
needed to eliminate health disparities affecting immigrants, refugees or asylees. 

 
Opposition to Regulations That Penalize Immigrants for Accessing Health Care Services 
D-440.927 
Our AMA will, upon the release of a proposed rule, regulations, or policy that would deter 
immigrants and/or their dependents from utilizing non-cash public benefits including but not 
limited to Medicaid, CHIP, WIC, and SNAP, issue a formal comment expressing its opposition. 
 
Medical Needs of Unaccompanied, Undocumented Immigrant Children D-65.992 
1. Our AMA will take immediate action by releasing an official statement that acknowledges that 
the health of unaccompanied immigrant children without proper documentation is a 
humanitarian issue. 
 
2. Our AMA urges special consideration of the physical, mental, and psychological health in 
determination of the legal status of unaccompanied minor children without proper 
documentation. 
 
3. Our AMA will immediately meet and work with other physician specialty societies to identify 
the main obstacles to the physical health, mental health, and psychological well-being of 
unaccompanied children without proper documentation. 
 
4. Our AMA will participate in activities and consider legislation and regulations to address the 
unmet medical needs of unaccompanied minor children without proper documentation status, 
with issues to be discussed to include the identification of: (A) the health needs of this unique 
population, including standard pediatric care as well as mental health needs; (B) health care 
professionals to address these needs, to potentially include but not be limited to non-
governmental organizations, federal, state, and local governments, the US military and National 
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Guard, and local and community health professionals; (C) the resources required to address 
these needs, including but not limited to monetary resources, medical care facilities and 
equipment, and pharmaceuticals; and (D) avenues for continuity of care for these children 
during the potentially extended multi-year legal process to determine their final disposition. 
 
Opposition to Criminalization of Medical Care Provided to Undocumented Immigrant 
Patients H-440.876 
1. Our AMA: (a) opposes any policies, regulations or legislation that would criminalize or punish 
physicians and other health care providers for the act of giving medical care to patients who are 
undocumented immigrants; (b) opposes any policies, regulations, or legislation requiring 
physicians and other health care providers to collect and report data regarding an individual 
patient's legal resident status; and (c) opposes proof of citizenship as a condition of providing 
health care.  
 
2. Our AMA will work with local and state medical societies to immediately, actively and publicly 
oppose any legislative proposals that would criminalize the provision of health care to 
undocumented residents. 
 
Patient and Physician Rights Regarding Immigration Status 3.10.015 
AMA-MSS will ask that our AMA support protections that prohibit U.S. Immigration and Customs 
Enforcement, U.S. Customs and Border Protection, or other law enforcement agencies from 
utilizing information from medical records to pursue immigration enforcement actions against 
patients who are undocumented. (MSS Res 15, A-17, Immediate Transmittal) (AMA Res 018, A-
17 Adopted [H-315.966]) 
 
 
 



AMERICAN MEDICAL ASSOCIATION MEDICAL STUDENT SECTION ASSEMBLY 

Resolution 15 
(A-19) 

Introduced by: Region 5, Region 6 

Subject: Emergency Department Observation Units (EDOUs): A Step Toward 
Reducing Healthcare Costs. 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, The rates of emergency department visits has increased by approximately 70% since 1 

the year 2000;1,2  ; and 2 

3 

Whereas, Since 2000 the rates of emergency department visits has increased by approximately 4 
70%;1,2 and 5 

6 
Whereas, The increasing number of emergency department visits will only increase as our 7 
population ages;3 and 8 

9 
Whereas, Increased emergency department visits present a concern for patient safety, as up to 10 
12% of all Emergency Department bounce-backs within 72 hours of discharge returned due to 11 
an adverse outcome related to the healthcare received during the prior visit;4 and 12 

13 
Whereas, In 2015, American College of Emergency Physicians (ACEP) reaffirmed that 14 
“[Emergency Departments] continue to face an array of challenges including overcrowding, 15 
inefficient use of resources, and escalating health care costs;5 and 16 

17 
Whereas, the ACEP supports protocol-driven Emergency Department Observation Units 18 
(EDOUs) as “best practice” when dealing with the challenge of overcrowded emergency 19 
departments;5 and 20 

21 
Whereas, EDOUs are stand-alone, hospital-based outpatient units that take care of patients 22 
who need a higher level of care than provided by emergency department but do not warrant an 23 
inpatient admission;6 and 24 

25 
Whereas, Only 30 percent of emergency departments in the country have EDOUs;6 and 26 

27 
Whereas, EDOUs have shown to use evidence-based protocols to efficiently deal with a 28 
multitude of complaints such as syncope, chest pain, and pediatric emergencies;7-9 and  29 

30 
Whereas, EDOUs expose patients to fewer hours in the hospital environment and a decreased 31 
risk of adverse events when compared to inpatient admissions;5,10 and  32 

33 
Whereas; EDOUs are associated with higher patient satisfaction and patient outcomes;11 and 34 

35 
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Whereas, Evidence-based decisions and dedicated EDOUs teams have shown to reduce the 1 
cost of care for patients and the hospital through better resource utilization;5,12 and 2 
 3 
Whereas, An estimated $5.5 billion can be saved annually if observation units were to be 4 
incorporated nationwide;6 and  5 
 6 
Whereas, AMA policy D-165.938 and H-155.998 support the implementation of measures that 7 

reduce the cost of healthcare; and  8 

 9 

Whereas, AMA policy H-155.960 supports the implementation of measures that increase the 10 

quality and value of care for patients; therefore be it 11 

 12 
RESOLVED, That our AMA support the broader implementation and continued advancement of 13 
Emergency Department Observation Units.14 

15 
Fiscal Note: Moderate, 8 
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
Redefining AMA's Position on ACA and Healthcare Reform D-165.938 

1. Our AMA will develop a policy statement clearly stating this organization's 
policies on the following aspects of the Affordable Care Act 
(ACA) and healthcare reform: 
A. Opposition to all P4P or VBP that fail to comply with the AMA's 
Principles and Guidelines; 
B. Repeal and appropriate replacement of the SGR; 
C. Repeal and replace the Independent Payment Advisory Board (IPAB) with a payment 
mechanism that complies with AMA principles and guidelines;  
D. Support for Medical Savings Accounts, Flexible Spending Accounts, and the 
Medicare Patient Empowerment Act ("private contracting"); 
E. Support steps that will likely produce reduced health care costs, lower health 
insurance premiums, provide for a sustainable expansion 
of healthcare coverage, and protect Medicare for future generations;   
F. Repeal the non-physician provider non-discrimination provisions of the ACA. 
2. Our AMA will immediately direct sufficient funds toward a multi-pronged campaign to 
accomplish these goals. 
3. There will be a report back at each meeting of the AMA HOD. 

 
Strategies to Address Rising Health Care Costs H-155.960 

Our AMA: 
(1) recognizes that successful cost-containment and quality-improvement initiatives must 
involve physician leadership, as well as collaboration among physicians, patients, 
insurers, employers, unions, and government; 
(2) supports the following broad strategies for addressing rising health care costs: (a) 
reduce the burden of preventable disease; 
(b) make health care delivery more efficient; (c) reduce non-
clinical health system costs that do not contribute value to patient care; and 
(d) promote "value-based decision-making" at all levels; 
(3) will continue to advocate that physicians be supported in routinely providing lifestyle 
counseling to patients through: adequate third-party reimbursement; inclusion of lifestyle 
counseling in quality measurement and pay-for-performance incentives; and medical 
education and training; 
(4) will continue to advocate that sources of medical research funding give 
priority to studies that collect both clinical and cost data; use evaluation criteria that take 
into account cost impacts as well as clinical outcomes; translate research findings into 
useable information on the relative cost-effectiveness of alternative diagnostic services 
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and treatments; and widely disseminate cost-effectiveness information to physicians and 
other health care decision-makers; 
(5) will continue to advocate that health information systems be designed to provide 
physicians and other health care decision-makers with relevant, timely, actionable 
information, automatically at the point of care and without imposing undue administrative 
burden, including: clinical guidelines and protocols; relative cost-effectiveness of 
alternative diagnostic services and treatments; quality measurement and pay-for-
performance criteria; patient-specific clinical and insurance information; prompts and 
other functionality to support lifestyle counseling, disease management, and case 
management; and alerts to flag and avert potential medical errors; 
(6) encourages the development and adoption of clinical performance and quality 
measures aimed at reducing overuse of clinically unwarranted services and increasing 
the use of recommended services known to yield cost savings; 
(7) encourages third-party payers to use targeted benefit design, whereby patient cost-
sharing requirements are determined based on the clinical value of a health care service 
or treatment. Consideration should be given to further tailoring cost-sharing 
requirements to patient income and other factors known to impact compliance; and 
(8) supports ongoing investigation and cost-effectiveness analysis of non-
clinical health system spending, to reduce costs that do not add value to patient care. 
(9) Our AMA will, in all reform efforts, continue to identify appropriate cost 
savings strategies for our patients and the health care system. 

 
Voluntary Health Care Cost Containment H-155.998 

(1) All physicians, including physicians in training, should become knowledgeable in all 
aspects of patient-related medical expenses, including hospital charges of both a service 
and professional nature. (2) Physicians should be cost conscious and should exercise 
discretion, consistent with good medical care, in determining the medical necessity for 
hospitalization and the specific treatment, tests and ancillary medical services to be 
provided a patient. (3) Medical staffs, in cooperation with hospital administrators, should 
embark now upon a concerted effort to educate physicians, including house staff 
officers, on all aspects of hospital charges, including specific medical tests, procedures, 
and all ancillary services. (4) Medical educators should be urged to include similar 
education for future physicians in the required medical school curriculum. (5) All 
physicians and medical staffs should join with hospital administrators and hospital 
governing boards nationwide in a conjoint and across-the-board effort to voluntarily 
contain and control the escalation of health care costs, individually and collectively, to 
the greatest extent possible consistent with good medical care. (6) All physicians, 
practicing solo or in groups, independently or in professional association, should review 
their professional charges and operating overhead with the objective of providing quality 
medical care at optimum reasonable patient cost through appropriateness of fees and 
efficient office management, thus favorably moderating the rate of escalation 
of health care costs. (7) The AMA should widely publicize and disseminate information 
on activities of the AMA and state, county and national medical specialty societies which 
are designed to control or reduce the costs of health care. 
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Resolution 16 
(A-19) 

Introduced by: Region 5; Region 6; Region 3; Rohan Khazanchi, University of Nebraska 
Medical Center 

Subject: Strengthening Standards for LGBTQ Medical Education 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, Whereas, Approximately 8 million adults in the United States identify as lesbian, gay, 1 

or bisexual, and 700,000 U.S. adults identify as transgender1; and 2 

3 

Whereas, Individuals with disorders/differences of sex development (DSD) have “congenital 4 

conditions in which development of chromosomal, gonadal, or anatomic sex is atypical,” as 5 

defined by the 2006 Consensus Statement2; and 6 

7 

Whereas, Individuals with DSD comprise approximately 1% of the population and are at 8 

increased risk of cancer, infertility, psychosocial distress, and other issues2; and 9 

10 

Whereas, research has shown significant disparities between sexual and gender minorities and 11 

the general public, with poorer health outcomes in areas including: 1) modifiable risk factors for 12 

cardiovascular disease such as mental distress, obesity, hypertension, and average blood 13 

glucose levels3; 2) risk of mortality from breast cancer4; 3) substance use disorders, including 14 

use of tobacco and electronic nicotine vapor devices5; 4) sexually transmitted infections such as 15 

human immunodeficiency virus and syphilis6; and 5) mental health disorders, including suicidal 16 

behavior7; and 17 

18 

Whereas, The Association of American Medical Colleges recommends comprehensive 19 

coverage of the specific health care needs of lesbian, gay, bisexual, transgender, and queer 20 

(LGBTQ) patients in medical school curricula8 but these recommendations are not reflected in 21 

Liaison Committee for Medical Education (LCME) or American Osteopathic Association (AOA) 22 

accreditation requirements for medical schools, nor are they reflected in the Accreditation 23 

Council for Graduate Medical Education (ACGME) accreditation requirements for medical 24 

residency programs; and 25 

26 

Whereas, A survey of American and Canadian medical school deans found that medical 27 

schools allocate five hours of instruction to LGBTQ health care on average9; and 28 

29 

NextTable of ContentsPrevious



Resolution 16 (A-19) 
Page 2 of 4 

Whereas, Most medical students rate their LGBTQ curriculum as “fair” or worse but feel more 1 

prepared and comfortable caring for LGBTQ patients after additional LGBTQ-focused medical 2 

education10; and 3 

 4 

Whereas, LGBTQ medical education has been demonstrated to improve knowledge, behavior, 5 

and beliefs regarding this patient population among medical students11-13; and 6 

 7 

Whereas, Pursuant to existing AMA policy H-160.991, our AMA believes in educating 8 

physicians on the current state of research in and knowledge of LGBTQ health; and 9 

 10 

Whereas, Numerous health disparities and unique risk factors experienced by LGBTQ people 11 

are not limited to children and adolescents3-7; and 12 

 13 

Whereas, The screening, diagnosis, and treatment of conditions affecting LGBTQ patients are 14 

not fully encompassed by a cultural competency curriculum; therefore be it 15 

 16 
RESOLVED, That our AMA amend policy H-295.878 Eliminating Health Disparities - Promoting 17 
Awareness and Education of Lesbian, Gay, Bisexual, Transgender and Queer (LGBTQ) Health 18 
Issues in Medical Education by insertion and deletion as follows: 19 
 20 
 Eliminating Health Disparities - Promoting Awareness and Education of Lesbian,    21 

Gay, Bisexual, Transgender and Queer (LGBTQ) Health Issues in Medical 22 
Education, H-100.000 23 

 Our AMA: (1) supports the right of medical students and residents to form groups and  24 
meet on-site to further their medical education or enhance patient care without regard to 25 
their gender, gender identity, sexual orientation, race, religion, disability, ethnic origin, 26 
national origin or age; (2) supports students and residents who wish to conduct on-site 27 
educational seminars and workshops on health issues in Lesbian, Gay, Bisexual, 28 
Transgender and Queer communities; and (3) encourages the Liaison Committee on 29 
Medical Education (LCME), the American Osteopathic Association (AOA), and the 30 
Accreditation Council for Graduate Medical Education (ACGME) to include Lesbian, 31 
Gay, Bisexual, Transgender and Queer health issues in the basic science, clinical care, 32 
and cultural competency curriculum curricula for both undergraduate and graduate 33 
medical education; and (4) encourages the Liaison Committee on Medical Education 34 
(LCME), American Osteopathic Association (AOA), and Accreditation Council for 35 
Graduate Medical Education (ACGME) to periodically reassess the current status of 36 
curricula for medical student and residency education addressing the needs of pediatric 37 
and adolescent Lesbian, Gay, Bisexual, Transgender and Queer patients. 38 

39 
Fiscal Note: Moderate, 9 
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
Eliminating Health Disparities - Promoting Awareness and Education of Lesbian, Gay, 
Bisexual, Transgender and Queer (LGBTQ) Health Issues in Medical Education H-295.878 
Our AMA: (1) supports the right of medical students and residents to form groups and meet on-
site to further their medical education or enhance patient care without regard to their gender, 
gender identity, sexual orientation, race, religion, disability, ethnic origin, national origin or age; 
(2) supports students and residents who wish to conduct on-site educational seminars and 
workshops on health issues in Lesbian, Gay, Bisexual, Transgender and Queer communities; 
and (3) encourages the Liaison Committee on Medical Education (LCME), the American 
Osteopathic Association (AOA), and the Accreditation Council for Graduate Medical Education 
(ACGME) to include LGBTQ health issues in the cultural competency curriculum for both 
undergraduate and graduate medical education; and (4) encourages the LCME, AOA, and 
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ACGME to assess the current status of curricula for medical student and residency education 
addressing the needs of pediatric and adolescent LGBTQ patients. 
 
Res. 323, A-05 Modified in lieu of Res. 906, I-10 Reaffirmation A-11 Reaffirmation A-12 
Reaffirmation A-16 Modified: Res. 16, A-18 
 
Health Care Needs of Lesbian, Gay, Bisexual and Transgender Populations H-160.991 
1. Our AMA: (a) believes that the physician's nonjudgmental recognition of patients' sexual 
orientations, sexual behaviors, and gender identities enhances the ability to render optimal 
patient care in health as well as in illness. In the case of lesbian, gay, bisexual, transgender, 
queer/questioning, and other (LGBTQ) patients, this recognition is especially important to 
address the specific health care needs of people who are or may be LGBTQ; (b) is committed to 
taking a leadership role in: (i) educating physicians on the current state of research in and 
knowledge of LGBTQ Health and the need to elicit relevant gender and sexuality information 
from our patients; these efforts should start in medical school, but must also be a part of 
continuing medical education; (ii) educating physicians to recognize the physical and 
psychological needs of LGBTQ patients; (iii) encouraging the development of educational 
programs in LGBTQ Health; (iv) encouraging physicians to seek out local or national experts in 
the health care needs of LGBTQ people so that all physicians will achieve a better 
understanding of the medical needs of these populations; and (v) working with LGBTQ 
communities to offer physicians the opportunity to better understand the medical needs of 
LGBTQ patients; and (c) opposes, the use of "reparative" or "conversion" therapy for sexual 
orientation or gender identity. 
  
2. Our AMA will collaborate with our partner organizations to educate physicians regarding: (i) 
the need for sexual and gender minority individuals to undergo regular cancer and sexually 
transmitted infection screenings based on anatomy due to their comparable or elevated risk for 
these conditions; and (ii) the need for comprehensive screening for sexually transmitted 
diseases in men who have sex with men; (iii) appropriate safe sex techniques to avoid the risk 
for sexually transmitted diseases; and (iv) that individuals who identify as a sexual and/or 
gender minority (lesbian, gay, bisexual, transgender, queer/questioning individuals) experience 
intimate partner violence, and how sexual and gender minorities present with intimate partner 
violence differs from their cisgender, heterosexual peers and may have unique complicating 
factors. 
  
3. Our AMA will continue to work alongside our partner organizations, including GLMA, to 
increase physician competency on LGBTQ health issues. 
  
4. Our AMA will continue to explore opportunities to collaborate with other organizations, 
focusing on issues of mutual concern in order to provide the most comprehensive and up-to-
date education and information to enable the provision of high quality and culturally competent 
care to LGBTQ people. 
 
CSA Rep. C, I-81 Reaffirmed: CLRPD Rep. F, I-91 CSA Rep. 8 - I-94 Appended: Res. 506, A-
00 Modified and Reaffirmed: Res. 501, A-07 Modified: CSAPH Rep. 9, A-08 Reaffirmation A-12 
Modified: Res. 08, A-16 Modified: Res. 903, I-17 Modified: Res. 904, I-17 
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Resolution 17 
(A-19) 

Introduced by: Region 3 

Subject: Amending G-630.140 Lodging, Meeting Venues, and Social Functions 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, The seven regions of our AMA-MSS are a primary link between the national initiatives 1 

of our MSS and student members at the section level; and 2 

3 

Whereas, In the fall of 2018, our AMA started a pilot program hosting individual, geographically-4 

separate MSS Region Meetings with the goal of strengthening Region cohesion, fostering inter-5 

student mentorship, and enriching the student experience; and 6 

7 

Whereas, The pilot included geographically-separate MSS Region Meetings hosted in each 8 

individual Regions because of feedback received from 2015 to 2018, when all Region meetings 9 

were held simultaneously, in conjunction with Advocacy Day in Washington, DC; and 10 

11 

Whereas, During this period of time, MSS leadership and staff received reports that students 12 

had difficulty attending Region meetings due to financial constraints on travel to Washington, 13 

DC and the inflexibility of holding all Region meetings on one day; and 14 

15 

Whereas, Through the Region Meetings pilot program, six Regions planned and held Region 16 

Meetings between January and February 2019; and 17 

18 

Whereas, Region 3 was limited in organizing their Region Meeting due to AMA Policy G-19 

630.140 Lodging, Meeting Venues, and Social Functions, which was amended at A-17 to 20 

ensure that future AMA-organized or -sponsored meetings do not take place in towns, cities, 21 

counties, or states with discriminatory policies; and 22 

23 

Whereas, G-630.140 with the amendment currently restricts the AMA from organizing or 24 

sponsoring meetings in Alabama, Kansas, Kentucky, Mississippi, North Carolina, Oklahoma, 25 

South Dakota, Tennessee, and Texas; and 26 

27 

Whereas, Based on the list of restricted states, Region 3 cannot hold Region meetings in four of 28 

their six states (Kansas, Mississippi, Oklahoma, Texas), and the two remaining states 29 

(Arkansas, Louisiana) are not centrally located; and 30 
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 1 

Whereas, Region 3 held their Region Meeting in Louisiana, and received multiple reports from 2 

students about the difficulty of attending the Region Meeting based on travel distance; and 3 

 4 

Whereas, Based on the list of restricted states, Region 1 cannot hold meetings in South Dakota,  5 

Region 4 cannot hold meetings in three of their six states (Alabama, North Carolina, 6 

Tennessee), and Region 5 cannot hold meetings in Kentucky; and 7 

 8 

Whereas, The AMA Board of Trustees in conjunction with AMA legal counsel determined that 9 

Region Meetings do not qualify for exemption from G-630.140 as a special circumstance; and 10 

 11 

Whereas, While G-630.140 should be enforced for national meetings such as Annual and 12 

Interim to uphold the AMA’s commitment to non-discrimination, enforcement for Region 13 

Meetings reduces participation in small gatherings for students who are financially and 14 

temporally limited in their ability to travel, especially in disproportionately affected Regions; and 15 

 16 

Whereas, The MSS is the only section that has thus far been affected by the amendment to G-17 

630.140, making it the most appropriate body to bring this concern to the HOD; therefore be it 18 

 19 

RESOLVED, That our AMA amend AMA policy G-630.140 Lodging, Meeting Venues, and 20 

Social Functions be amended by addition as follows: 21 

 22 
 Lodging, Meeting Venues, and Social Functions G-630.140 23 

1. Our AMA supports choosing hotels for its meetings, conferences, and conventions 24 
based on size, service, location, cost, and similar factors. 25 
 26 
2. Our AMA shall attempt, when allocating meeting space, to locate the Section 27 
Assembly Meetings in the House of Delegates Meeting hotel or in a hotel in close  28 
proximity. 29 
 30 
3. All meetings and conferences organized and/or primarily sponsored by our AMA will  31 
be held in a town, city, county, or state that has enacted comprehensive legislation 32 
requiring smoke-free worksites and public places (including restaurants and bars), 33 
unless intended or existing contracts or special circumstances justify an exception to this 34 
policy, and our AMA encourages state and local medical societies, national medical 35 
specialty societies, and other health organizations to adopt a similar policy. 36 
 37 
4. It is the policy of our AMA not to hold national meetings organized and/or primarily  38 
sponsored by our AMA, in cities, counties, or states, or pay member, officer or employee 39 
dues in any club, restaurant, or other institution, that has exclusionary policies, including, 40 
but not limited to, policies based on, race, color, religion, national origin, ethnic origin, 41 
language, creed, sex, sexual orientation, gender, gender identity and gender expression, 42 
disability, or age unless intended or existing contracts or special circumstances justify an 43 
exception to this policy. 44 
 45 
5. Our AMA staff will work with facilities where AMA meetings are held to designate an  46 
area for breastfeeding and breast pumping. 47 



 

 

Fiscal Note: Moderate, 8 
 
Date Received: 04/21/2019 
 
References: 
 
RELEVANT AMA AND AMA-MSS POLICY 
Lodging, Meeting Venues, and Social Functions G-630.140 
1. Our AMA supports choosing hotels for its meetings, conferences, and conventions based on 

size, service, location, cost, and similar factors. 
 
2. Our AMA shall attempt, when allocating meeting space, to locate the Section  
 Assembly Meetings in the House of Delegates Meeting hotel or in a hotel in close 
proximity. 
 
3. All meetings and conferences organized and/or primarily sponsored by our AMA will be held 
in a town, city, county, or state that has enacted comprehensive legislation requiring smoke-free 
worksites and public places (including restaurants and bars), unless intended or existing 
contracts or special circumstances justify an exception to this policy, and our AMA encourages 
state and local medical societies, national medical specialty societies, and other health 
organizations to adopt a similar policy. 
 
4. It is the policy of our AMA not to hold meetings organized and/or primarily sponsored by our 
AMA, in cities, counties, or states, or pay member, officer or employee dues in any club, 
restaurant, or other institution, that has exclusionary policies, including, but not limited to, 
policies based on, race, color, religion, national origin, ethnic origin, language, creed, sex, 
sexual orientation, gender, gender identity and gender expression, disability, or age unless 
intended or existing contracts or special circumstances justify an exception to this policy. 
 
5. Our AMA staff will work with facilities where AMA meetings are held to designate an area for 
breastfeeding and breast pumping. BOT Rep. 17, A-17 
 
Meeting Calendar and Locations G-600.130 
AMA policy on the meeting calendar for the House includes the following: (1) Our AMA should 
make reasonable efforts to avoid scheduling future Annual Meetings that conflict with Father's 
Day weekend; (2) The Interim Meeting of the House of Delegates will be held in the second or 
third week in November; and (3) Our AMA supports scheduling more meetings in Washington, 
DC, specifically including Interim Meetings of the House on a rotating schedule as frequently as 
practicable. Our AMA believes, however, that it would not be financially prudent to hold all 
Interim Meetings in Washington, DC, nor would such a decision be equitable for other regions of 
the country. 
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Resolution 18 
(A-19) 

Introduced by: Region 4; Paige Anderson and Anil Mishra, University of Toledo College of 
Medicine and Life Sciences; Avneet Soin, Tufts University School of 
Medicine  

Subject:  Addressing health disparities through improved transition of care from 
pediatric to adult care 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, “Transition of care” refers to the process of transferring from pediatric-focused care to 1 

adult-focused care with an emphasis on increased autonomy and continuity of high-quality, 2 

developmentally-appropriate healthcare1; and 3 

4 

Whereas, A successful transition of care is important for the well-being and health outcomes of 5 

medically complex patients and adolescent/young adults (AYAs) with special healthcare needs1; 6 

and 7 

8 

Whereas, Evidence suggests that the factors of race and ethnicity impact the quality of 9 

transition preparation and its implementation, exacerbating existing health disparities2; and 10 

11 

Whereas, Only 28.7% of non-Hispanic black and 26.3% of Hispanic young adults with increased 12 

medical needs receive transition of care counseling compared to 47.6% of non-Hispanic white 13 

young adults3; and 14 

15 

Whereas, Hispanic and non-Hispanic black youths with special healthcare needs are less likely 16 

to have had discussions with their providers regarding transition of care, future healthcare 17 

needs, increased independence, and changing healthcare coverage in comparison to their non-18 

Hispanic white counterparts3; and 19 

20 

Whereas, Significant disparities in the long-term health outcomes, morbidity, and other health 21 

quality measures of minority patients have been documented in type 1 diabetes, inflammatory 22 

bowel disease, HIV, and sickle cell disease after transitioning from pediatric care4-8; and 23 

24 

Whereas, Graduates from pediatric and internal medicine residency programs report significant 25 

gaps in transition of care training and resulting reduced comfort in serving as the primary 26 

provider in respective, high-risk populations of AYAs with chronic disease or special healthcare 27 

needs9,10; and 28 

29 
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Whereas, Although transition toolkits proposed by the collaboration of the American College of 1 

Physicians, American Academy of Family Physicians, and American Academy of Pediatrics 2 

have recently been updated with general recommendations for “special populations” which 3 

include racial and ethnic minorities, these recommendations were proposed with limited to no 4 

research validating these practices or demonstrating successful implementation in vulnerable 5 

populations of AYAs11,12; therefore be it 6 

 7 
RESOLVED, That our AMA-MSS encourages research focused on transition of care in minority 8 
adolescents and young adults with chronic health conditions or special medical needs to create 9 
culturally sensitive, effective transition of care initiatives and validate existing recommendations 10 
in these specific populations; and be it further 11 
 12 
RESOLVED, That our AMA-MSS encourages the inclusion of transition care training in the 13 
residency curricula for specialties such as internal medicine, pediatrics, family medicine, and 14 
internal medicine-pediatrics with an emphasis on effective care for vulnerable patient 15 
populations such as ethnic and racial minorities.16 

17 
Fiscal Note: Significant, 11 
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
Children and Youth With Disabilities H-60.974 

It is the policy of the AMA: (1) to inform physicians of the special health care needs of children 
and youth with disabilities; 
(2) to encourage physicians to pay special attention during the preschool physical examination 
to identify physical, emotional, or developmental disabilities that have not been previously 
noted; 
(3) to encourage physicians to provide services to children and youth with disabilities that are 
family-centered, community-based, and coordinated among the various individual providers and 
programs serving the child; 
(4) to encourage physicians to provide schools with medical information to ensure that children 
and youth with disabilities receive appropriate school health services; 
(5) to encourage physicians to establish formal transition programs or activities that help 
adolescents with disabilities and their families to plan and make the transition to the adult 
medical care system; 
(6) to inform physicians of available educational and other local resources, as well as various 
manuals that would help prepare them to provide family-centered health care; and 

(7) to encourage physicians to make their offices accessible to patients with disabilities, 
especially when doing office construction and renovations. 
CSAPH Rep. 1, A-11. 
 



AMERICAN MEDICAL ASSOCIATION MEDICAL STUDENT SECTION ASSEMBLY 

Resolution 19 
(A-19) 

Introduced by: Region 5; Student National Medical Association, Latino Medical Student 
Association, Asian Pacific American Medical Student Association 

Subject: Strengthening AMA-MSS collaborations with allied Underrepresented 
Minority Student Organizations at the Local Chapter Level 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, Minority patients often feel more comfortable discussing health problems with minority 1 

health professionals, and a 2018 randomized control trial done by the National Bureau of 2 

Economic Research has shown that black doctors could help reduce cardiovascular mortality by 3 

16 deaths per 100,000 per year, effectively reducing the black-white male gap in cardiovascular 4 

mortality1; and 5 

6 

Whereas, Reducing racial and ethnic barriers to healthcare access and treatment will involve 7 
increasing the number of minority physicians and minority healthcare leaders in medicine2,3,4,5; 8 
and 9 

10 

Whereas, Data collected by the AAMC over the academic years of 2013-2014 to 2015-2016 11 
suggests medical school enrollment by race/ethnicity was on average 55.3% White, 20.5% 12 
Asian, 6.2% Black or African American, 4.7% Hispanic, Latino, or of Spanish origin, 0.22% 13 
American Indian or Alaskan Native, and 0.11% Native Hawaiian/Pacific Islander6; and 14 

15 

Whereas, The AMA’s basic demographic characteristics from 2016 data, including physicians 16 
and students, reported a membership population that is 52.2% non-Hispanic White, 15.2% 17 
Asian/Asian American, 5.4% Hispanic, 4.2% non-Hispanic Black, 0.3% Native American7; and 18 

19 

Whereas, While 350.014MSS Youth Health Pipeline Programs Initiative supports the 20 
development of partnerships with local medical societies and other local chapters of 21 
organization such as SNMA, LMSA, and APAMSA, current policy narrowly promotes these 22 
relationships in the context of creating pipeline programs; and 23 

24 

Whereas, AMA Initiatives Regarding Minorities H-350.971 states the importance of the “mutually 25 
rewarding liaison” between AMA and the National Medical Association and encourages the 26 
AMA to collect and analyze data on minority medical students, as well as respond to concerns 27 
and do outreach for minority medical students; and 28 

29 

Whereas, A sample survey was conducted to study the prevalence of collaboration of AMA-30 

MSS chapters with underrepresented minority student organizations via MSS Minority Liaison or 31 

related positions, and it was found that, of the 18 MSS chapters surveyed, zero of the eight 32 
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chapters that responded in Ohio, Michigan, Indiana, Kentucky, West Virginia, and Maryland had 1 

such a position8; and 2 

 3 

Whereas, Increasing minority representation in AMA-MSS and medical training may broaden 4 

medical student and professional perspectives and create opportunities to challenge biases or 5 

misconceptions, helping medical students develop interprofessional skills allowing for strong 6 

relationships and holistic care of minority patients9; therefore be it 7 

 8 
RESOLVED, That our AMA-MSS support local chapters to collaborate with allied medical 9 
student organizations to serve underrepresented minority medical students, including but not 10 
limited to Student National Medical Association, Latino Medical Student Association, and Asian 11 
Pacific American Medical Student Association; and be it further  12 
 13 
RESOLVED, That our AMA-MSS support regional leadership to provide local chapters with 14 
information on how to establish a Minority Liaison executive board position with constitutional 15 
duties aimed to address underrepresented minority student issues and to increase the 16 
membership of underrepresented minority students within the AMA-MSS.17 

18 
Fiscal Note: Moderate, 6 
 
Date Received: 04/21/2019 
 
References: 

1. Alsan M, Garrick O, and Graziani GC. Does Diversity Matter for Health? Experimental 
Evidence from Oakland. NBER Working Paper No. 24787. Published June 2018. 
Revised September 2018. JEL No. C93,I12,I14. 
https://www.nber.org/papers/w24787.pdf  

2. Nelson A. Unequal Treatment: Confronting Racial and Ethnic Disparities in Health Care. 
J Natl Med Assoc. 2002;94(8):666-668. 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2594273/pdf/jnma00325-0024.pdf. 

3. Sopoaga F, Zaharic T, Kokaua J, Covello S. Training a medical workforce to meet the 
needs of diverse minority communities. BMC Med Educ. 2017;17(1):19. Published 2017 
Jan 21. doi:10.1186/s12909-017-0858-7 

4. Garces LM, Mickey-Pabello D. Racial Diversity in the Medical Profession: The Impact of 
Affirmative Action Bans on Underrepresented Student of Color Matriculation in Medical 
Schools. J Higher Educ. 2015;86(2):264–294. doi:10.1353/jhe.2015.0009 

5. Sorensen J, Norredam M, Dogra N, Essink-Bot ML, Suurmond J, Krasnik A. Enhancing 
cultural competence in medical education. Int J Med Educ. 2017;8:28–30. Published 
2017 Jan 26. doi:10.5116/ijme.587a.0333 

6. Longitudinal Applicant, Matriculant, Enrollment, & Graduation Tables. AAMC Facts 
Figures 2016. Web. http://www.aamcdiversityfactsandfigures2016.org/report-
section/applicants-enrollment/#tablepress-10. Accessed March 28, 2019. 

7. American Medical Association. Report of the Council on Long Range Planning and 
Development: Demographic Characteristics of the House of Delegates and AMA 
Leadership.  https://www.ama-assn.org/sites/ama-assn.org/files/corp/media-
browser/public/about-ama/councils/Council%20Reports/council-on-long-range-planning-
and-development/a17-clrpd-report-2.pdf.  Published 2017.  Accessed April 20, 2019. 

8. Jochum, E. Minority Liaison Position Survey. 
https://docs.google.com/spreadsheets/d/1gR_4A0Om-

https://www.nber.org/papers/w24787.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2594273/pdf/jnma00325-0024.pdf


Resolution 19 (A-19) 
Page 3 of 5 

qSm80LrTvVkajPSBlAGyV6KM3y28xBfKms/edit?usp=sharing.  Created April 21, 2019.  
Accessed April 21, 2019 

9. Smedley BD, Stith AY, Colburn L, et al.; Institute of Medicine (US). The Right Thing to  
Do, The Smart Thing to Do: Enhancing Diversity in the Health Professions: Summary of 
the Symposium on Diversity in Health Professions in Honor of Herbert W.Nickens, M.D.. 
Washington (DC): National Academies Press (US); 2001. Increasing Racial and Ethnic 
Diversity Among Physicians: An Intervention to Address Health Disparities? Available 
from: https://www.ncbi.nlm.nih.gov/books/NBK223632/ 

1.  
 
RELEVANT AMA AND AMA-MSS POLICY 
Strategies for Enhancing Diversity in the Physician Workforce D-200.985 
1. Our AMA, independently and in collaboration with other groups such as the Association 
of American Medical Colleges (AAMC), will actively work and advocate for funding at the 
federal and state levels and in the private sector to support the following: a. Pipeline 
programs to prepare and motivate members of underrepresented groups to enter medical 
school; b. Diversity or minority affairs offices at medical schools; c. Financial aid programs 
for students from groups that are underrepresented in medicine; and d. Financial support 
programs to recruit and develop faculty members from underrepresented groups. 

2. Our AMA will work to obtain full restoration and protection of federal Title VII funding, and 
similar state funding programs, for the Centers of Excellence Program, Health Careers 
Opportunity Program, Area Health Education Centers, and other programs that support 
physician training, recruitment, and retention in geographically-underserved areas. 

3. Our AMA will take a leadership role in efforts to enhance diversity in the physician 
workforce, including engaging in broad-based efforts that involve partners within and 
beyond the medical profession and medical education community. 

4. Our AMA will encourage the Liaison Committee on Medical Education to assure that 
medical schools demonstrate compliance with its requirements for a diverse student body 
and faculty. 

5. Our AMA will develop an internal education program for its members on the issues and 
possibilities involved in creating a diverse physician population. 

6. Our AMA will provide on-line educational materials for its membership that address 
diversity issues in patient care including, but not limited to, culture, religion, race and 
ethnicity. 

7. Our AMA will create and support programs that introduce elementary through high school 
students, especially those from groups that are underrepresented in medicine (URM), to 
healthcare careers. 

8. Our AMA will create and support pipeline programs and encourage support services for 
URM college students that will support them as they move through college, medical school 
and residency programs. 

9. Our AMA will recommend that medical school admissions committees use holistic 
assessments of admission applicants that take into account the diversity of preparation and 
the variety of talents that applicants bring to their education. 
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10. Our AMA will advocate for the tracking and reporting to interested stakeholders of 
demographic information pertaining to URM status collected from Electronic Residency 
Application Service (ERAS) applications through the National Resident Matching Program 
(NRMP). 

11. Our AMA will continue the research, advocacy, collaborative partnerships and other 
work that was initiated by the Commission to End Health Care Disparities. 

12. Our AMA opposes legislation that would undermine institutions' ability to properly 
employ affirmative action to promote a diverse student population. 

CME Rep. 1, I-06; Reaffirmation I-10; Reaffirmation A-13; Modified: CCB/CLRPD Rep. 2, A-
14; Reaffirmation: A-16; Appended: Res. 313, A-17; Appended: Res. 314, A-17; Modified: 
CME Rep. 01, A-18; Appended: Res. 207, I-18 

 
AMA Initiatives Regarding Minorities H-350.971 
The House of Delegates commends the leaders of our AMA and the National Medical 
Association for having established a successful, mutually rewarding liaison and urges that this 
relationship be expanded in all areas of mutual interest and concern. Our AMA will develop 
publications, assessment tools, and a survey instrument to assist physicians and the federation 
with minority issues. The AMA will continue to strengthen relationships with minority physician 
organizations, will communicate its policies on the health care needs of minorities, and will 
monitor and report on progress being made to address racial and ethnic disparities in care. It is 
the policy of our AMA to establish a mechanism to facilitate the development and 
implementation of a comprehensive, long-range, coordinated strategy to address issues and 
concerns affecting minorities, including minority health, minority medical education, and minority 
membership in the AMA. Such an effort should include the following components:  
(1) Development, coordination, and strengthening of AMA resources devoted to minority health 

issues and recruitment of minorities into medicine;  
(2) Increased awareness and representation of minority physician perspectives in the 

Association's policy development, advocacy, and scientific activities;  
(3) Collection, dissemination, and analysis of data on minority physicians and medical students, 

including AMA membership status, and on the health status of minorities;  
(4) Response to inquiries and concerns of minority physicians and medical students; and  
(5) Outreach to minority physicians and minority medical students on issues involving minority 

health status, medical education, and participation in organized medicine. 2008.  
CLRPD Rep. 3, I-98, Reaffirmed: CLRPD Rep. 1, A-08 
 
Reducing Racial and Ethnic Disparities in Health Care D-350.995 
Our AMA's initiative on reducing racial and ethnic disparities in health care will include the 
following recommendations: 
(1) Studying health system opportunities and barriers to eliminating racial and ethnic 
disparities in health care. 
(2) Working with public health and other appropriate agencies to increase medical student, 
resident physician, and practicing physician awareness of racial and ethnic disparities in 
health care and the role of professionalism and professional obligations in efforts to reduce 
health care disparities. 
(3) Promoting diversity within the profession by encouraging publication of successful 
outreach programs that increase minority applicants to medical schools, and take 
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appropriate action to support such programs, for example, by expanding the "Doctors Back 
to School" program into secondary schools in minority communities. 
BOT Rep. 4, A-03; Reaffirmation: A-11; Reaffirmation: A-16 

 
Youth Health Pipeline Programs Initiative 350.014MSS 
AMA-MSS (1) supports the establishment of a Medical Education Outreach Subcommittee for 
Disadvantaged Students, i.e., defined socially, economically, and/or educationally, under the 
umbrella of the Minority Issues Committee and under mentorship of the Minority Affairs Section, 
with the mission of forming long-term partnerships with local medical societies to develop 
pipeline programs that increase underrepresented in medicine (UIM) medical student 
enrollment, as defined by the AAMC and (2) will collaborate with medical school AMA Sections 
to partner with, but not limited to, the Student National Medical Association, the Latino Medical 
Student Association, the Asian Pacific American Medical Student Association, and other 
concerned organizations to support the development of medical career exposure and hands-on 
educational internship programs for underrepresented in medicine (UIM) and disadvantaged 
students. MSS Res 27, I-15 
 
Availability of Medical Education 295.005MSS  
AMA-MSS supports the following principles: (1) A determined, conscientious effort to accept, 
matriculate, and graduate minority physicians must be undertaken. (2) Support for programs 
with a commitment to the training of minority medical professionals, particularly the three 
predominantly black medical schools (Howard, Meharry, Morehouse) must be increased as 
necessary and maintained. (3) Adequate financial aid packages for minority students must be 
provided. These may include combinations of grants, loans, scholarships, or service obligated 
programs. (4) Efforts should be made to increase the proportion of minorities in medical school 
faculties and administrative positions. (5) Efforts must be made to improve retention rates of 
minority students in medical schools. MSS Position Paper 2, A-83; Reaffirmed: MSS COLRP 
Rep B, I-95; Reaffirmed: MSS Rep B, I-00; Reaffirmed: MSS Rep E, I-05; Reaffirmed: MSS GC 
Rep F, I-10; Reaffirmed: MSS GC Rep D, I-15; Reaffirmed: MSS Res 19, I-17 
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Resolution 20 
(A-19) 

Introduced by: Region 6; Antara Afrin, Michigan State University College of Human 
Medicine. 

Subject: Ethical Use of Cadavers in Medical Education and Research 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, Unclaimed bodies are cadavers that have been taken by the state to the medical 1 

examiner’s office and not legally claimed by family or friends within a designated legal period, 2 

which is often a few days1; and 3 

4 

Whereas, An unclaimed body by definition has been procured without the explicit consent of the 5 

donor2; and 6 

7 

Whereas, Bodies may be considered unclaimed before families have discovered the 8 

whereabouts of their loved one1; and  9 

10 

Whereas, About 12% of medical schools use unclaimed bodies for anatomy education3; and 11 

12 

Whereas, Families express that they do not want their lack of funds or lack of timely notification 13 

to cause their loved ones to become property of the state1,4; and 14 

15 

Whereas, A 2016 study in Indiana found that 48% of unclaimed bodies have identified next of 16 

kin but they may decline to claim due to the expense of a funeral2; and  17 

18 

Whereas, The average cost of a funeral in the United States is $9,000 and 12.3% of people 19 

lived under the poverty line in 2018 ($24,600 for a family of four), making funerals prohibitively 20 

expensive for many families and preventing them from claiming their loved ones5,6; and 21 

22 

Whereas, Families describe allowing a body to remain unclaimed due to inability to pay for a 23 

funeral, and the number of unclaimed bodies is related to economic factors7,8; and 24 

25 

Whereas, The International Federation of Associations of Anatomists (IFAA) created ethics 26 

guidelines that require consent for donation in writing, which would preclude the use of 27 

unclaimed bodies9; and 28 

29 

NextTable of ContentsPrevious



Resolution 20 (A-19) 
Page 2 of 6 

Whereas, Despite the IFAA guidelines, medical schools continue to use unclaimed bodies due 1 

to a lack of public knowledge of the practice, long traditions of using unclaimed bodies, concern 2 

about cadaver shortages, and a lack of legal regulation of anatomy programs3; and 3 

 4 

Whereas, The number of donated bodies are increasing, thus rendering the use of unclaimed 5 

bodies to procure adequate numbers of cadavers unnecessary10; and 6 

 7 

Whereas, The IFAA simply provides recommendations to anatomists interested in ethics, and 8 

the AMA has a unique relevance in the use of cadavers for medical education9; and 9 

 10 

Whereas, The AMA has policy in the Code of Medical ethics strongly supporting informed 11 

consent for all procedures including organ donation11,12; and 12 

 13 

Whereas, Even in cases of presumed consent for organ donation of the deceased, the AMA 14 

Code of Medical Ethics stipulates that organ procurement can be based on presumed consent 15 

“only after verifying that there was no documented prior refusal and that the family was not 16 

aware of any objection to donation by the deceased,” which is not possible in the case of 17 

unclaimed bodies13; and 18 

 19 

Whereas, Only a small percentage of individuals are registered to donate their body, making it 20 

unlikely that a given unclaimed individual would have consented to body donation14; and 21 

 22 

Whereas, The medical profession has a history of using unconsenting bodies to study anatomy 23 

and physiology, especially those of the poor and disadvantaged15; and 24 

 25 

Whereas, The use of unconsenting bodies is deeply tied to slavery, racism, and 26 

dehumanization, and unclaimed bodies are more likely to be homeless, younger, and black2,15; 27 

and 28 

 29 

Whereas, The use of unclaimed bodies is considered by many to be ethically dubious3,16,17; 30 

therefore be it 31 

 32 
RESOLVED, That our AMA encourage policies that prohibit the use of unclaimed bodies and 33 
work with the International Federation of Associations of Anatomists to uphold their guidelines 34 
for the use of cadavers for all medical education and research purposes.  35 

36 
Fiscal Note: Moderate, 7 
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
Code of Medical Ethics: 2.1.1 Informed Consent 
Informed consent to medical treatment is fundamental in both ethics and law. Patients have the 
right to receive information and ask questions about recommended treatments so that they can 
make well-considered decisions about care. Successful communication in the patient-physician 
relationship fosters trust and supports shared decision making. 
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The process of informed consent occurs when communication between a patient and physician 
results in the patient’s authorization or agreement to undergo a specific medical intervention. In 
seeking a patient’s informed consent (or the consent of the patient’s surrogate if the patient 
lacks decision-making capacity or declines to participate in making decisions), physicians 
should: 
 
(a)    Assess the patient’s ability to understand relevant medical information and the implications 
of treatment alternatives and to make an independent, voluntary decision. 
(b)    Present relevant information accurately and sensitively, in keeping with the patient’s 
preferences for receiving medical information. The physician should include information about: 
(i) the diagnosis (when known); 
(ii) the nature and purpose of recommended interventions; 
(iii) the burdens, risks, and expected benefits of all options, including forgoing treatment. 
(c)    Document the informed consent conversation and the patient’s (or surrogate’s) decision in 
the medical record in some manner. When the patient/surrogate has provided specific written 
consent, the consent form should be included in the record. 
 
In emergencies, when a decision must be made urgently, the patient is not able to participate in 
decision making, and the patient’s surrogate is not available, physicians may initiate treatment 
without prior informed consent. In such situations, the physician should inform the 
patient/surrogate at the earliest opportunity and obtain consent for ongoing treatment in keeping 
with these guidelines. 
 
Code of Medical Ethics: 6.1.4 Presumed Consent & Mandated Choice for Organs from 
Deceased Donors 
Organ transplantation offers hope for patients suffering end-stage organ failure. However, the 
supply of organs for transplantation is inadequate to meet the clinical need. Proposals to 
increase donation have included studying possible financial incentives for donation and 
changing the approach to consent for cadaveric donation through “presumed consent” and 
“mandated choice.” 
 
Both presumed consent and mandated choice models contrast with the prevailing traditional 
model of voluntary consent to donation, in which prospective donors indicate their preferences, 
but the models raise distinct ethical concerns. Under presumed consent, deceased individuals 
are presumed to be organ donors unless they have indicated their refusal to donate. Donations 
under presumed consent would be ethically appropriate only if it could be determined that 
individuals were aware of the presumption that they were willing to donate organs and if 
effective and easily accessible mechanisms for documenting and honoring refusals to donate 
had been established. Physicians could proceed with organ procurement based on presumed 
consent only after verifying that there was no documented prior refusal and that the family was 
not aware of any objection to donation by the deceased. 
 
Under mandated choice, individuals are required to express their preferences regarding 
donation at the time they execute a state-regulated task. Donations under mandated choice 
would be ethically appropriate only if an individual’s choice was made on the basis of a 
meaningful exchange of information about organ donation in keeping with the principles of 
informed consent. Physicians could proceed with organ procurement based on mandated 
choice only after verifying that the individual’s consent to donate was documented. 
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These models merit further study to determine whether either or both can be implemented in a 
way that meets fundamental ethical criteria for informed consent and provides clear evidence 
that their benefits outweigh ethical concerns. 
 
Physicians who propose to develop or participate in pilot studies of presumed consent or 
mandated choice should ensure that the study adheres to the following guidelines: 
 
(a) Is scientifically well designed and defines clear, measurable outcomes in a written protocol. 
(b) Has been developed in consultation with the population among whom it is to be carried out. 
(c) Has been reviewed and approved by an appropriate oversight body and is carried out in 
keeping with guidelines for ethical research. 
 
Unless there are data that suggest a positive effect on donation, neither presumed consent nor 
mandated choice for cadaveric organ donation should be widely implemented. 
 
Code of Medical Ethics: 6.1.3 Studying Financial Incentives for Cadaveric Organ 
Donation 
Physicians’ ethical obligations to contribute to the health of the public and to support access to 
medical care extend to participating in efforts to increase the supply of organs for 
transplantation. However, offering financial incentives for donation raises ethical concerns about 
potential coercion, the voluntariness of decisions to donate, and possible adverse 
consequences, including reducing the rate of altruistic organ donation and unduly encouraging 
perception of the human body as a source of profit. 
 
These concerns merit further study to determine whether, overall, the benefits of financial 
incentives for organ donation outweigh their potential harms. It would be appropriate to carry out 
pilot studies among limited populations to investigate the effects of such financial incentives for 
the purpose of examining and possibly revising current policies in the light of scientific evidence. 
Physicians who develop or participate in pilot studies of financial incentives to increase donation 
of cadaveric organs should ensure that the study: 
 
(a) Is strictly limited to circumstances of voluntary cadaveric donation with an explicit prohibition 
of the selling of organs. 
(b) Is scientifically well designed and clearly defines measurable outcomes and time frames in a 
written protocol. 
(c) Has been developed in consultation with the population among whom it is to be carried out.  
(d) Has been reviewed and approved by an appropriate oversight body, such as an institutional 
review board, and is carried out in keeping with guidelines for ethical research. 
(e) Offers incentives of only modest value and at the lowest level that can reasonably be 
expected to increase organ donation. 
 
Organ Donation and Honoring Organ Donor Wishes H-370.998 
Our AMA: (1) continues to urge the citizenry to sign donor cards and supports continued efforts 
to educate the public on the desirability of, and the need for, organ donations, as well as the 
importance of discussing personal wishes regarding organ donation with appropriate family 
members; and (2) when a good faith effort has been made to contact the family, actively 
encourage Organ Procurement Organizations and physicians to adhere to provisions of the 
Uniform Anatomical Gift Act which allows for the procurement of organs when the family is 
absent and there is a signed organ donor card or advanced directive stating the decedent's 
desire to donate the organs. 
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Organ Donation and Transplants 370.003MSS  
AMA-MSS will ask the AMA to: (1) use public service announcements to enhance the general 
public's understanding of the procedures surrounding organ donation and transplant and 
increase the number of people who consent to be organ donors; and (2) research other ways of 
increasing the organ donor pool. (AMA Res 141, I-87 Referred) (BOT Rep ZZ, A-88 Adopted) 
(Reaffirmed: MSS Rep D, I-97) (Reaffirmed: MSS Rep B, I-02) (Amended: MSS Rep C, I-07) 
(Reaffirmed: MSS GC Rep B, I-12) 
 
 



AMERICAN MEDICAL ASSOCIATION MEDICAL STUDENT SECTION ASSEMBLY 

Resolution 21 
(A-19) 

Introduced by: Region 2; Region 3; Region 4; Region 6; Region 1; Emma Frost, Central 
Michigan College of Medicine  

Subject: Supporting a Minimum Age Limit for Tackle Football 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, 5 million youth under 18 and 1 million youth specifically between the ages of 6-12 in 1 

the United States play tackle football1,2; and 2 

3 

Whereas, A concussion, or a mild traumatic brain injury (TBI), sustained during sports or 4 
recreation-related activities affects an estimated 1.1 million to 1.9 million youth ages 5-18 in the 5 
United States1; and6 

7 

Whereas, The Centers for Disease Control and Prevention have referred to sports-related 8 
concussions as an epidemic3; and9 

10 

Whereas, Children are more susceptible to coup-contrecoup injuries due to decreased neck 11 

tone and significantly smaller brain-to-skull ratio, causing brain damage at a lower impact level4,5; 12 

and 13 

14 

Whereas, Tackle football players ages 7-8 receive an average of 80 hits to the head per season 15 

and players ages 9-12 receive an average of 240 hits to the head per season at forces of 80 g 16 

or higher, similar to that of a serious motor vehicle crash5; and 17 

18 

Whereas, 8-13 year olds found to have more hits to the head, not necessarily concussions, per 19 

season correlated to more white matter changes in their brains, suggestive of TBIs6; and 20 

21 

Whereas, Participating in tackle football before age 12 predicted earlier cognitive and 22 

behavioral/mood symptom onset by 13.39 and 13.28 years, respectively2; and 23 

24 

Whereas, Children suffer from long-term effects of TBIs, such as scholastic performance, 25 

absenteeism from school, loss of social activities, and lower quality of life6; and 26 

27 

Whereas, Only 38.8% and 43.3% of tackle football team coaches of children under the age of 28 
14 have received any education on concussion management and proper form for tackles, 29 
respectively7; and 30 

31 
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Whereas, There is no current legislation setting a minimum age limit for the start of tackle 1 
football in the United States8; and 2 
 3 
Whereas, Other highly physical sports with rates of concussion similar to tackle football, such as 4 
boxing, soccer, and hockey, have age restrictions for head contact due to presence of national 5 
federations for these sports9-13; and 6 
 7 
Whereas, Minimum age requirements at 13 years instituted by national hockey federations for 8 

body checking and head contact have resulted in a 64% decrease in the concussion rate of 11 9 

and 12-year-old males14; and 10 

 11 

Whereas, The American Academy of Pediatrics (AAP) has issued a policy statement 12 

acknowledging the danger of youth tackle football, with 81% of AAP physicians supporting 13 

limitations on tackle football age15-17;  14 

 15 

Whereas, 78% of American adults believe that it is inappropriate and 63% believe it is unsafe 16 

for children under the age of 14 to participate in tackle football7; 17 

 18 

Whereas, Massachusetts has recently introduced the “Act for No Organized Head Impacts to 19 

Schoolchildren” for review on 1/17/2019, which proposes required monetary fines for organized 20 

football entities that allow tackle football before the age of 12 years old15; and  21 

 22 

Whereas, New Jersey Assembly, No. 3760 is currently under review in the Committee for 23 

Women and Children, seeking to prohibit tackle football in children under the age of 12 years 24 

old16; and 25 

 26 

Whereas, The AMA has current policy aimed at creating concussion care requirements for 27 

schools and organized youth sports and supporting evidence-based management strategies (H-28 

470.959 and H-470.954); therefore be it 29 

 30 
RESOLVED, That our AMA support the establishment of a minimum age limit in tackle football 31 
participants based on recommendations by the American Academy of Pediatrics and/or other 32 
appropriate stakeholders. 33 

34 35 
Fiscal Note: Moderate, 8 
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
 
Reducing the Risk of Concussion and Other Injuries in Youth Sports H-470.959 
(1) Our American Medical Association promotes the adoption of requirements that athletes 
participating in school or other organized youth sports and who are suspected by a coach, 
trainer, administrator, or other individual responsible for the health and well-being of athletes of 
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having sustained a concussion be removed immediately from the activity in which they are 
engaged and not return to competitive play, practice, or other sports-related activity without the 
written approval of a physician (MD or DO) or a designated member of the physician-led care 
team who has been properly trained in the evaluation and management of concussion. When 
evaluating individuals for return-to-play, physicians (MD or DO) or the designated member of 
the physician-led care team should be mindful of the potential for other occult injuries. (2) Our 
AMA encourages physicians to: (a) assess the developmental readiness and medical suitability 
of children and adolescents to participate in organized sports and assist in matching a child's 
physical, social, and cognitive maturity with appropriate sports activities; (b) counsel young 
patients and their parents or caregivers about the risks and potential consequences of sports-
related injuries, including concussion and recurrent concussions; (c) assist in state and local 
efforts to evaluate, implement, and promote measures to prevent or reduce the consequences 
of concussions, repetitive head impacts, and other injuries in youth sports; and (d) support 
preseason testing to collect baseline data for each individual. (3) Our AMA will work with 
interested agencies and organizations to: (a) identify harmful practices in the sports training of 
children and adolescents; (b) support the establishment of appropriate health standards for 
sports training of children and adolescents; (c) promote evidenced-based educational efforts to 
improve knowledge and understanding of concussion and other sport injuries among youth 
athletes, their parents, coaches, sports officials, school personnel, health professionals, and 
athletic trainers; and (d) encourage further research to determine the most effective educational 
tools for the prevention and management of pediatric/adolescent concussions. (4) Our AMA 
supports (a) requiring states to develop and revise as necessary, evidenced-based concussion 
information sheets that include the following information: (1) current best practices in the 
prevention of concussions, (2) the signs and symptoms of concussions, (3) the short-and long-
term impact of mild, moderate, and severe head injuries, and (4) the procedures for allowing a 
student athlete to return to athletic activity; and (b) requiring parents/guardians and students to 
sign concussion information sheets on an annual basis as a condition of their participation in 
sports. 
Res. 910, I-10, Reaffirmed: BOT Rep. 9, A-14, Modified: CSAPH Rep. 3, A-15, Modified: BOT 
Action in response to referred for decision: Res. 409, A-17 
 
Reduction of Sports-Related Injury and Concussion H-470.954 
Our AMA will: (1) (a) work with appropriate agencies and organizations to promote awareness 
of programs to reduce concussion and other sports-related injuries across the lifespan; and (b) 
promote awareness that even mild cases of traumatic brain injury may have serious and 
prolonged consequences. (2) Our AMA supports the adoption of evidence-based, age-specific 
guidelines on the evaluation and management of concussion in all athletes for use by 
physicians, other health professionals, and athletic organizations. (3) Our AMA will work with 
appropriate state and specialty medical societies to enhance opportunities for continuing 
education regarding professional guidelines and other clinical resources to enhance the ability 
of physicians to prevent, diagnose, and manage concussions and other sports-related injuries. 
(4) Our AMA urges appropriate agencies and organizations to support research to: (a) assess 
the short- and long-term cognitive, emotional, behavioral, neurobiological, and 
neuropathological consequences of concussions and repetitive head impacts over the life span; 
(b) identify determinants of concussion and other sports-related injuries in pediatric and adult 
athletes, including how injury thresholds are modified by the number of and time interval 
between head impacts and concussions; (c) develop and evaluate effective risk reduction 
measures to prevent or reduce sports-related injuries and concussions and their sequelae 
across the lifespan; and (d) develop objective biomarkers to improve the identification, 
management, and prognosis of athletes suffering from concussion to reduce the dependence on 
self-reporting and inform evidence-based, age-specific guidelines for these patients. (5) Our 
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AMA supports research into the detection, causes, and prevention of injuries along the 
continuum from subconcussive head impacts to conditions such as chronic traumatic 
encephalopathy (CTE). 
CSAPH Rep. 3, A-15, Appended: Res. 905, I-16 
 
Injuries in Cheerleading H-470.956 
Our AMA: (1) supports the designation of cheerleading as a sport; and (2) recognizes the 
potential dangers of cheerleading, including the potential for concussion and catastrophic injury, 
and supports the implementation of recommendations designed to improve its safety equivalent 
to those that apply to other athletic activities formally recognized as 'sports' by appropriate 
accrediting bodies. These include proper training of coaches, avoidance of inappropriate 
surfaces when performing stunts and adherence to rules for the proper execution of stunts. 
BOT Rep. 9, A-14, Reaffirmed: CSAPH Rep. 3, A-15 
 
Hazards of Boxing H-470.980 
The AMA (1) encourages the elimination of both amateur and professional boxing, a sport in 
which the primary objective is to inflict injury; 
(2) supports communicating its opposition to appropriate regulating bodies; 
(3) supports state medical societies' efforts to work with their state legislatures to enact laws to 
eliminate boxing in their jurisdictions; and  
(4) supports efforts to educate the American public, especially children and young adults, about 
the dangerous effects of boxing on the health of participants. 
Sub. Res. 26, I-84, Reaffirmed: Sub. Res. 408, I-93, Reaffirmed by CLRPD Rep. 3, I-94, 
Reaffirmed by Ref. Cmt. B, A-96, Reaffirmed: CSA Rep. 3, A-99, Reaffirmed: CSAPH Rep. 1, A-
09  
 
Encouraging the Research and Development of Concussion Tracking Technology in the 
Sport of Football 470.008MSS 
AMA-MSS supports the research and development of helmet and/or concussion tracking 
technology in order to develop safer concussion management protocols to protect players from 
long-term consequences of traumatic brain injuries and concussions in the sport of football at all 
levels. 
 
Return to Play After Suspected Concussion 10.010MSS 
AMA-MSS will ask the AMA to support the prohibition of athletes under age 18, who are 
suspected by a coach, trainer, administrator, or other individual responsible for the health and 
well-being of athletes of having sustained a concussion, from returning to play or practice 
without a licensed health care provider's written approval. 
 
Athlete Concussion Management and Chronic Traumatic Encephalopathy Prevention 
470.007MSS 
AMA-MSS will ask the AMA to (1) support collegiate and professional athletic organizations 
adopting evidence-based guidelines for the evaluation and management of concussions; and 
(2) encourage further research into the diagnosis, treatment, and prevention of chronic 
traumatic encephalopathy. 
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Introduced by: Eleanor Burton, Johns Hopkins University School of Medicine 

Subject: Reducing Unnecessary Postoperative Labs 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, Patients commonly undergo postoperative lab testing in order to identify the need for 1 
transfusions or alterations to their treatment plan1; and 2 

3 
Whereas, Many physicians believe postoperative lab tests to be a routine part of care, and 4 
habitual lab ordering is often perpetuated by senior residents demanding lab results from their 5 
junior counterparts without consideration or instruction as to when these labs are actually 6 
indicated1,2; and 7 

8 
Whereas, The tendency to order postoperative labs for low-risk patients varies significantly 9 
between attending physicians, fellows, and frontline physicians1; and 10 

11 
Whereas, Numerous studies have shown that postoperative labs are frequently unnecessary 12 
and can have unintended negative consequences, such as hospital-acquired anemia, increased 13 
length of hospital stay, hospital overcrowding, and needless follow-up testing for false positive 14 
lab results1,3–5; and 15 

16 
Whereas, Despite 0% of patients in the pediatric intensive care unit at the Children’s Hospital of 17 
Philadelphia requiring postoperative transfusions following endoscopic third ventriculostomy or 18 
laryngotracheal reconstruction, greater than 80% and 65% of fellows consider postoperative 19 
labs necessary to assess for the need for transfusion in these respective patient populations1; 20 
and 21 

22 
Whereas, 73% of daily blood loss in the pediatric intensive care unit may be attributed to 23 
phlebotomy, and many patients subsequently require blood transfusion as a result of hospital-24 
acquired anemia1,6; and 25 

26 
Whereas, The Society of Hospital Medicine urges against “repetitive CBC and chemistry testing 27 
in the face of clinical and lab stability” on the basis that such procedures are positively 28 
associated with dangerous declines in patient hemoglobin and hematocrit2,7,8; and  29 

30 
Whereas, Studies have shown that as high as 68% of inpatient labs are either not indicated 31 
given the patient’s clinical presentation or do not alter the clinician’s diagnostic approach or 32 
management of patient care1,9; and  33 

34 
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Whereas, The United States spends more on healthcare per capita than any other country 1 
worldwide and, as of 2010, wasted an estimated $210 billion on unnecessary services10,11; and 2 
 3 
Whereas, Phlebotomy costs for non-intensive care unit patients are estimated at $147.73 per 4 
patient per day2; and 5 
 6 
Whereas, Education of healthcare providers regarding lab test costs and unintended 7 
consequences of redundant laboratory procedures, such as hospital-acquired anemia, has been 8 
shown to reduce postoperative lab overutilization without any subsequent decline in patient 9 
outcomes2,9; and 10 
 11 
Whereas, A survey of over 1400 physicians in the United States found that a majority estimated 12 
that 25% of medical tests are unnecessary and suggested implementing additional guidelines to 13 
combat this issue10; and 14 
 15 
Whereas, One intervention aimed at reducing unnecessary postoperative labs in the pediatric 16 
intensive care unit setting through physician education and auditing succeeded in reducing 17 
costs due to postoperative Complete Blood Counts by 87% over a 6-month period1; and  18 
 19 
Whereas, High value care refers to care that maximizes patient outcomes and experience, while 20 
minimizing costs and waste12,13; and 21 
 22 
Whereas, Healthcare providers nationwide are making an effort to improve the value of care for 23 
patients in the surgical setting, as indicated by the adoption of enhanced recovery after surgery 24 
(ERAS) protocols by over 750 hospitals14,15; and 25 
 26 
Whereas, ERAS protocols outline pathways to guide evidence-based care in the perioperative 27 
setting and have effectively improved patient outcomes, while reducing length of hospital stay 28 
and costs of care13,16,17; and  29 
 30 
Whereas, Implementation of scoring algorithms for evidence-based care have improved patient 31 
outcomes in numerous healthcare settings5,18–20; and 32 
 33 
Whereas, Existing AMA policy H-410.971 provides that algorithms for evidence-based care 34 
should allow room for continuous monitoring and improvement to inform clinical practices 35 
without restricting physicians’ autonomy to care for their patients to the best of their ability; and 36 
 37 
Whereas, Existing AMA policy advocates for continuous efforts to improve value of care through 38 
“quality comparative clinical effectiveness research (CER)” (H-460.909); and 39 
 40 
Whereas, Existing AMA policy H-410.971 delineates steps regarding the development, 41 
implementation, and evaluation of clinical algorithms; therefore be it 42 
 43 
RESOLVED, That our AMA ask relevant stakeholders to develop an evidence-based algorithm 44 
to guide orders of postoperative labs and urge ongoing evaluation and improvement of this 45 
algorithm based on outcomes data; and be it further 46 
 47 
RESOLVED, That our AMA promote the education of healthcare providers regarding costs of 48 
lab services, populations at low-risk for postoperative complications, and potential negative 49 
consequences for repetitive lab procedures in the inpatient setting. 50 
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RELEVANT AMA AND AMA-MSS POLICY 
Comparative Effectiveness Research H-460.909 
The following Principles for Creating a Centralized Comparative Effectiveness Research Entity 
are the official policy of our AMA: 
 
PRINCIPLES FOR CREATING A CENTRALIZED COMPARATIVE EFFECTIVENESS 
RESEARCH ENTITY: 
 
A. Value. Value can be thought of as the best balance between benefits and costs, and 
better value as improved clinical outcomes, quality, and/or patient satisfaction per dollar spent. 
Improving value in the US health care system will require both clinical and cost information. 
Quality comparative clinical effectiveness research (CER) will improve health care value by 
enhancing physician clinical judgment and fostering the delivery of patient-centered care. 
 
B. Independence. A federally sponsored CER entity should be an objective, independent 
authority that produces valid, scientifically rigorous research. 
 
C. Stable Funding. The entity should have secure and sufficient funding in order to maintain the 
necessary infrastructure and resources to produce quality CER. Funding source(s) must 
safeguard the independence of a federally sponsored CER entity. 
 
D. Rigorous Scientifically Sound Methodology. CER should be conducted using rigorous 
scientific methods to ensure that conclusions from such research are evidence-based and valid 
for the population studied. The primary responsibility for the conduct of CER and selection of 
CER methodologies must rest with physicians and researchers. 
 
E. Transparent Process. The processes for setting research priorities, establishing accepted 
methodologies, selecting researchers or research organizations, and disseminating findings 
must be transparent and provide physicians and researchers a central and significant role. 
 
F. Significant Patient and Physician Oversight Role. The oversight body of the CER entity must 
provide patients, physicians (MD, DO), including clinical practice physicians, and independent 
scientific researchers with substantial representation and a central decision-making role(s). Both 
physicians and patients are uniquely motivated to provide/receive quality care while 
maximizing value. 
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G. Conflicts of Interest Disclosed and Minimized. All conflicts of interest must be disclosed and 
safeguards developed to minimize actual, potential and perceived conflicts of interest to ensure 
that stakeholders with such conflicts of interest do not undermine the integrity and legitimacy of 
the research findings and conclusions. 
 
H. Scope of Research. CER should include long term and short term assessments of diagnostic 
and treatment modalities for a given disease or condition in a defined population of patients. 
Diagnostic and treatment modalities should include drugs, biologics, imaging and laboratory 
tests, medical devices, health services, or combinations. It should not be limited to new 
treatments. In addition, the findings should be re-evaluated periodically, as needed, based on 
the development of new alternatives and the emergence of new safety or efficacy data. The 
priority areas of CER should be on high volume, high cost diagnosis, treatment, and health 
services for which there is significant variation in practice. Research priorities and methodology 
should factor in any systematic variations in disease prevalence or response across groups by 
race, ethnicity, gender, age, geography, and economic status. 
 
I. Dissemination of Research. The CER entity must work with health care professionals and 
health care professional organizations to effectively disseminate the results in a timely manner 
by significantly expanding dissemination capacity and intensifying efforts to communicate to 
physicians utilizing a variety of strategies and methods. All research findings must be readily 
and easily accessible to physicians as well as the public without limits imposed by the federally 
supported CER entity. The highest priority should be placed on targeting 
health care professionals and their organizations to ensure rapid dissemination to those who 
develop diagnostic and treatment plans. 
 
J. Coverage and Payment. The CER entity must not have a role in making or recommending 
coverage or payment decisions for payers. 
 
K. Patient Variation and Physician Discretion. Physician discretion in the treatment of individual 
patients remains central to the practice of medicine. CER evidence cannot adequately address 
the wide array of patients with their unique clinical characteristics, co-morbidities and certain 
genetic characteristics. In addition, patient autonomy and choice may play a significant role in 
both CER findings and diagnostic/treatment planning in the clinical setting. As a result, sufficient 
information should be made available on the limitations and exceptions of CER studies so that 
physicians who are making individualized treatment plans will be able to differentiate patients to 
whom the study findings apply from those for whom the study is not representative. 
 
Clinical Algorithm Impact on Patient Care H-410.971 
The AMA has established the following policy that incorporates provisions regarding the use 
and development of clinical algorithms, which may include the following: (1) Clinical algorithms 
are guidelines established to aid a physician in the diagnosis and treatment of patients. As such, 
they should be used by the physicians as guidelines, but recognizing that each patient is an 
individual and has unique needs and problems, the physician should use his or her best 
judgment in the use of the guidelines and should never be forced to specifically follow these 
guidelines rigidly. (2) Clinical algorithms should include suggested tests and procedures to 
arrive at a correct diagnosis in the most direct and expeditious manner. These guidelines should 
suggest criteria as to when referrals to the correct specialist/subspecialist are appropriate and in 
the best interest of the patient. (3) The treating physicians should always have the option of 
ordering the suggested tests, procedures and referrals at their discretion, and may opt to make 
these choices earlier or later than is suggested, and is not mandated to make any of these 
choices, depending on their clinical assessment of the patient and their needs. (4) When the 
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algorithms are created, physicians from the specialty(ies)/subspecialty(ies) who diagnose and 
treat the condition should participate in their creation. These physicians should be 
representatives from their official specialty society(ies). (5) The validity of any clinical algorithms 
should be under constant review and evaluation by the appropriate specialty/subspecialty 
society(ies). (6) Whenever possible consensus clinical data from peer review journals will be 
used. 
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Introduced by: Andrew Huang, Nick Horswill, Samantha Prince, University of Wisconsin 
School of Medicine and Public Health 

Subject: Transparency Improving Informed Consent for Reproductive Health 
Services 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, Federal regulations passed by Health and Human Services in 2018 and state laws 1 
allow organizations to refuse coverage and services for contraceptives and infertility care 2 
mandated in the Affordable Care Act;1,2 and 3 

4 
Whereas, Institutional obligations under those refusals impinge on a physician’s ability to follow 5 
standard of care in consulting and providing reproductive health services3; and 6 

7 
Whereas, American College of Obstetricians and Gynecology (ACOG) guidelines state that 8 
physicians are obligated to inform patients of their prior personal moral commitments and refer 9 
patients to other providers in cases of moral or religious objection for management, medication, 10 
or surgical evacuation4,5; and 11 

12 
Whereas, The American Medical Association advocates for transparency when best practice 13 
medical care may conflict with a physician’s or their institution’s commitments;7 which is not 14 
currently occurring according to a recent national survey of obstetricians and gynecologists 15 
showing that 35% of non-abortion providers would not provide a referral to a different institution 16 
for the service7; and 17 

18 
Whereas, Reproductive healthcare access is vital to the health and wellbeing of both the mother 19 
and her child given that mistimed pregnancies are associated with poor or delayed prenatal 20 
care, negative birth outcomes, Sexually Transmitted Infections (STIs) and cervical cancer of the 21 
mother8,9; and 22 

23 
Whereas, Contraceptive care has applications beyond family planning: improving patient safety 24 
when given in conjunction with teratogenic medications, protecting women who have significant 25 
likelihood of mortality with pregnancy, or during teratogenic disease outbreaks like the 2016 26 
Zika Virus 10, 11; and 27 

28 
Whereas, Emergency contraception is widely utilized as 28.4% of women of reproductive age in 29 
the United States have used emergency contraceptives12; and 30 

31 
Whereas, Public expenditures on family planning services save seven dollars on future 32 
expenditures for each dollar spent on these measures by reducing the incidence of preterm and 33 
low birth weight births, STIs, infertility, and cervical cancer13; and 34 

35 
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Whereas, Infertility services including In-Vitro Fertilization (IVF) and ova/sperm retrieval service 1 
availability varies significantly between states, insurance policies, and hospital systems14; and  2 
 3 
Whereas, Studies have shown patients are, “in dire need of positive rights to information about 4 
and services to avoid the potential gap in care” which non-transparent clinical policies present,9 5 
similar to the Medicare overhauls currently underway for price transparency15; therefore, be it, 6 
 7 
RESOLVED, That our AMA will work with relevant stakeholders (American College of 8 
Obstetricians and Gynecologists, American Academy of Family Physicians, and United Nations 9 
Population Fund (UNFPA)) to establish a list of Essential Reproductive Health Services, 10 
including but not limited to: 11 

● Full contraception counseling including: 12 
o Medication and device related contraceptives 13 
o Prescription/provision of contraception including oral/topical medications 14 
o Insertion and removal of IUDs, implanted devices 15 
o Emergency contraception medication prescription in any circumstance 16 
o Full spectrum sexual assault evaluation including STI testing and treatment and 17 

emergency contraception provision 18 
o Miscarriage and ectopic pregnancy treatment 19 

● Postpartum and interval sterilization 20 
● Infertility treatments that include ovulation medications 21 
● Intrauterine insemination 22 
● In vitro fertilization 23 
● Ova and sperm retrieval and storage for future reproduction needs, and be it further 24 

 25 
RESOLVED, That our AMA will advocate for legislation requiring healthcare organizations to 26 
clearly publish online and in points of service which of these Essential Reproductive Health 27 
Services are available at the organization along with any restrictions on any of these services at 28 
this institution. 29 

Fiscal Note: Significant, 12 
 
Date Received: 04/21/2019 
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infertility treatments, regardless of the institution’s willingness to perform the aforementioned 
services; and (2) endorses the  plus timely referral of patients seeking reproductive services 
from healthcare providers with religious commitments to accessible health care systems offering 
the aforementioned services, all the while voiding any undue burden to the patient. (MSS Res 
13, A-17)” 
 
2. Truth and Transparency in Pregnancy Counseling Centers H-420.954 
“Our AMA supports that any entity offering crisis pregnancy services disclose information on 
site, in its advertising, and before any services are provided concerning the medical services, 
contraception, termination of pregnancy or referral for such services, adoption options or referral 
for such services that it provides; and be it further.” 
 
3. Access to Emergency Contraception D-75.997 
“Our AMA will: (a) intensify efforts to improve awareness and understanding about the 
availability of emergency contraception in the general public” 
 
4. Reducing Unintended Pregnancy H-75.987 
“Our AMA: (1) urges health care professionals to provide care for women of reproductive age, to 
assist them in planning for pregnancy and support age-appropriate education in esteem 
building, decision-making and family life in an effort to introduce the concept of planning for 
childbearing in the educational process; (2) supports reducing unintended pregnancies as a 
national goal; and (3) supports the training of all primary care physicians and relevant allied 
health professionals in the area of preconception counseling, including the recognition of long-
acting  reversible contraceptives as efficacious and economical forms of contraception.” 
 
5. AMA Principles for Physician Employment H-225.950 
1. Addressing Conflicts of Interest 
a) A physician's paramount responsibility is to his or her patients. Additionally, given that an 
employed physician occupies a position of significant trust, he or she owes a duty of loyalty to 
his or her employer. This divided loyalty can create conflicts of interest, such as financial 
incentives to over- or under-treat patients, which employed physicians should strive to recognize 
and address. 
b) Employed physicians should be free to exercise their personal and professional judgment in 
voting, speaking, and advocating on any matter regarding patient care interests, the profession, 
health care in the community, and the independent exercise of medical judgment. Employed 
physicians should not be deemed in breach of their employment agreements, nor be retaliated 
against by their employers, for asserting these interests. 
c) In any situation where the economic or other interests of the employer are in conflict with 
patient welfare, patient welfare must take priority. 
d) Physicians should always make treatment and referral decisions based on the best interests 
of their patients. Employers and the physicians they employ must assure that agreements or 
understandings (explicit or implicit) restricting, discouraging, or encouraging particular treatment 
or referral options are disclosed to patients. 
(i) No physician should be required or coerced to perform or assist in any non-emergent 
procedure that would be contrary to his/her religious beliefs or moral convictions; and 
(ii) No physician should be discriminated against in employment, promotion, or the extension of 
staff or other privileges because he/she either performed or assisted in a lawful, non-emergent 
procedure, or refused to do so on the grounds that it violates his/her religious beliefs or moral 
Convictions. 
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6. Increasing Availability and Coverage for Immediate Postpartum Long-Acting 
Reversible Contraceptive Placement H-75.984 
“Our AMA: (a) recognizes the practice of immediate postpartum and post pregnancy long-acting 
reversible contraception placement to be a safe and cost effective way of reducing future 
unintended pregnancies; and (b) supports the coverage by Medicaid, Medicare, and private 
insurers for immediate postpartum long-acting reversible contraception devices and placement, 
and that these be billed separately from the obstetrical global fee.” 
 
7. Abortion H-5.995 
Our AMA reaffirms that: (1) abortion is a medical procedure and should be performed only by a 
duly licensed physician and surgeon in conformance with standards of good medical practice 
and the Medical Practice Act of his state; and (2) no physician or other professional personnel 
shall be required to perform an act violative of good medical judgment. Neither physician, 
hospital, nor hospital personnel shall be required to perform any act violative of personally held 
moral principles. In these circumstances, good medical practice requires only that the physician 
or other professional withdraw from the case, so long as the withdrawal is consistent with good 
medical practice. 
 
8. Policy on Abortion H-5.990 
The issue of support of or opposition to abortion is a matter for members of the AMA to decide 
individually, based on personal values or beliefs. The AMA will take no action which may be 
construed as an attempt to alter or influence the personal views of individual physicians 
regarding abortion procedures. 
 
9. Increasing Transparency of Hospital Contracts for Clinical and Non-Clinical Services 
H-215.963 
1. Our AMA encourage hospitals to publicly disclose the following parameters of their contracts 
for the delivery of clinical and non-clinical services: 
(a) The entity with which the hospital has contracted; 
(b) The ownership of the entity with which the hospital has contracted; 
(c) What services are being provided in accordance with the contract; 
(d) Which entity owners, if any, serve on any of the hospital's boards or its affiliates' boards; and 
(e) Whether the hospital requires exclusive physician referrals to hospital subsidiaries for 
services. 
2. AMA policy is that the organized medical staffs have an opportunity to be involved in the 
selection of clinical and non-clinical service providers in hospitals with adherence to appropriate 
conflict of interest policies. 
 
10. Price Transparency D-155.987 
1. Our AMA encourages physicians to communicate information about the cost of their 
professional services to individual patients, taking into consideration the insurance status (e.g., 
self-pay, in-network insured, out-of-network insured) of the patient or other relevant information 
where possible. 
2. Our AMA advocates that health plans provide plan enrollees or their designees with complete 
information regarding plan benefits and real time cost-sharing information associated with both 
in-network and out-of-network provider services or other plan designs that may affect patient 
out-of-pocket costs. 
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3. Our AMA will actively engage with health plans, public and private entities, and other 
stakeholder groups in their efforts to facilitate price and quality transparency for patients and 
physicians, and help ensure that entities promoting price transparency tools have processes in 
place to ensure the accuracy and relevance of the information they provide. 
4. Our AMA will work with states to support and strengthen the development of all-payer claims 
databases. 
5. Our AMA encourages electronic health records vendors to include features that assist in 
facilitating price transparency for physicians and patients. 
6. Our AMA encourages efforts to educate patients in health economics literacy, including the 
development of resources that help patients understand the complexities of health care pricing 
and encourage them to seek information regarding the cost of health-care services they receive 
or anticipate receiving. 
7. Our AMA will request that the Centers for Medicare and Medicaid Services expand its 
Medicare Physician Fee Schedule Look-up Tool to include hospital outpatient payments. 
 
11. 75.005MSS Promotion of Emergency Contraception Pills 
AMA-MSS will ask the AMA to: (1) support public health education relating to emergency 
contraception pills (ECPs) by working in conjunction with the appropriate specialty societies and 
organizations to encourage the widespread dissemination of information on ECPs to the 
medical community, women’s groups, health groups, clinics, the public and the media; and (2) 
advocate programs that provide improved access to emergency contraception pills for women 
during after-hours need. (MSS Sub Res 54, I-98) (AMA Amended Res 403, A-99 Adopted [D-
75.999]) (Reaffirmed: MSS Rep E, I-03) (Reaffirmed: MSS Rep E, I- AMA-MSS Digest of Policy 
Actions/ 14 08) (D-75.999 Rescinded: CSAPH Rep. 1, A-09) (Reaffirmed: GC Rep B, I-13) 
 
12. 75.013 MSS Increasing Availability and Coverage for Immediate Postpartum Long-
Acting Reversible Contraception Placement 
AMA-MSS will ask (1) that our AMA recognize the practice of immediate postpartum and 
postabortive  long-acting reversible contraception placement to be a safe and cost effective way 
of reducing future unintended pregnancies, (2) that our AMA support the coverage of immediate 
postpartum long-acting reversible contraception device and placement by Medicaid, Medicare, 
and private insurers, and that this service be billed separately from the obstetrical global fee, 
and (3) that our AMA encourage relevant specialty organizations to provide training for 
physicians regarding (i) patients who are eligible for immediate postpartum long-acting 
reversible contraception, and (ii) immediate postpartum long-active reversible contraception 
placement protocols and procedures. (MSS Res 10, I-15) (AMA Res 101, A-16 Adopted as 
Amended [ ]) 
 
13. 5.005 MSS MSS Stance on Challenges to Women’s Right to Reproductive Health Care 
Access 
AMA-MSS opposes legislation that would restrict a woman’s right to obtain medical services 
associated with her reproductive health, as defined in policy 5.001 MSS, on the grounds that 
they interfere with a physician’s ability to provide medical care. (MSS Res 6, A-06) (Reaffirmed: 
MSS GC Rep D, I- 11) (Reaffirmed: MSS Res 27, A-16) 
 
14. 5.001MSS Public Funding of Abortion Services 
AMA-MSS will ask the AMA to: (1) continue its support of education and choice with respect to 
reproductive rights; (2) continue to actively support legislation recognizing abortion as a 
compensable service; and (3) continue opposition to legislative measures which interfere with 
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medical decision making or deny full reproductive choice, including abortion, based on a 
patient's dependence on government funding. (AMA Sub Res 89, I-83, Adopted [H-5.998]) 
(Reaffirmed: MSS COLRP Rep B, I-95) (Reaffirmed: MSS Rep B, I-00) (Reaffirmed: MSS Rep 
E, I-05) (Reaffirmed: MSS GC Rep F, I-10) (Reaffirmed: MSS GC Rep D, I-15) (Reaffirmed: 
MSS Res 27, A-16) 
 
15. 75.011MSS Informed Consent with Regards to Advertising and Prescribing 
Contraceptives 
AMA-MSS: (1) supports continued research that explores alternative mechanisms of 
contraceptives; and (2) supports the concept of providing accurate and balanced information on 
the effectiveness, safety and risks/benefits of contraception in all public media and urges that 
such advertisements include appropriate information on the effectiveness, safety and 
risk/benefits of various methods with the addition of information regarding possible secondary 
mechanisms of contraceptive methods when conclusive and quantitative data is available. (MSS 
Rep B, A-04) 
 
16. AMA statement on Title X gag rule and funding restrictions 
“This rule interferes with and imposes restrictions on the patient-physician relationship. For all 
intents and purposes, it imposes a gag rule on what information physicians can provide to their 
patients. The patient-physician relationship relies on trust, open conversation and informed 
decision making and the government should not be telling physicians what they can and cannot 
say to their patients.  

“Protecting the sanctity of the patient-physician relationship and defending the freedom of 
communication between patients and their physicians is a fundamental priority for the AMA. 
With this action, the administration wants to block physicians from counseling patients about all 
of their healthcare options and from providing appropriate referrals for care. This is a clear 
violation of patients’ rights in the Code of Medical Ethics. 

“The AMA also strongly objects to the administration’s plan to withhold federal family planning 
funding from entities that provide critical medical services to vulnerable populations. Millions of 
women depend on the Title X program for access to much-needed healthcare including cancer 
screenings, birth control, STI testing and treatment, and other exams. This is the wrong 
prescription and threatens to compound a health equity deficit in this nation. Women should 
have access to these medical services regardless of where they live, how much money they 
make, their background, or whether they have health insurance. 

“Title X is popular, successful, and has had bipartisan support for decades. Our country is at a 
30-year low for unintended pregnancy and an historic low for pregnancy among teenagers — 
largely because of expanded access to birth control. We should not be walking back from that 
progress.” 

17. Preconception Care H-425.976 
1. Our AMA supports the 10 recommendations developed by the Centers for Disease 
Control and Prevention for improving preconception health care that state: 

(1) Individual responsibility across the lifespan--each woman, man, and couple should 
be encouraged to have a reproductive life plan; 
(2) Consumer awareness--increase public awareness of the importance 
of preconception health behaviors and preconception care services by using 
information and tools appropriate across various ages; literacy, including health literacy; 
and cultural/linguistic contexts; 

https://www.ama-assn.org/delivering-care/ethics/patient-rights
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(3) Preventive visits--as a part of primary care visits, provide risk assessment and 
educational and health promotion counseling to all women of childbearing age to reduce 
reproductive risks and improve pregnancy outcomes; 
(4) Interventions for identified risks--increase the proportion of women who receive 
interventions as follow-up to preconception risk screening, focusing on high priority 
interventions (i.e., those with evidence of effectiveness and greatest potential impact); 
(5) Inter-conception care--use the inter-conception period to provide additional intensive 
interventions to women who have had a previous pregnancy that ended in an adverse 
outcome (i.e., infant death, fetal loss, birth defects, low birth weight, or preterm birth); 
(6) Pre-pregnancy checkup--offer, as a component of maternity care, one pre-pregnancy 
visit for couples and persons planning pregnancy; 
(7) Health insurance coverage for women with low incomes--increase public and private 
health insurance coverage for women with low incomes to improve access to preventive 
women's health and pre-conception and inter-conception care; 
(8) Public health programs and strategies--integrate components of pre-conception 
health into existing local public health and related programs, including emphasis on 
inter-conception interventions for women with previous adverse outcomes; 
(9) Research--increase the evidence base and promote the use of the evidence to 
improve preconception health; and 
(10) Monitoring improvements--maximize public health surveillance and related research 
mechanisms to monitor preconception health. 

  
2. Our AMA supports the education of physicians and the public about the importance 
of preconception care as a vital component of a woman's reproductive health. 

AMA Res. 414, A-06; Reaffirmation I-07; reaffirmed CSAPH Rep. 01, A-17 
 
18. Reducing Unintended Pregnancy H-75.987 
Our AMA: (1) urges health care professionals to provide care for women of reproductive age, to 
assist them in planning for pregnancy and support age-appropriate education in esteem 
building, decision-making and family life in an effort to introduce the concept of planning for 
childbearing in the educational process; (2) supports reducing unintendedpregnancies as a 
national goal; and (3) supports the training of all primary care physicians and relevant allied 
health professionals in the area of preconception counseling, including the recognition of long-
acting reversible contraceptives as efficacious and economical forms of contraception. 
Res. 512, A-97 Reaffirmed: CSAPH Rep. 3, A-07 Reaffirmation A-15 Appended: Res. 502, A-15 
Reaffirmation I-16 

 
19. Reproductive Parity H-185.937 
Our AMA supports legislation and policies that require any health insurance products offering 
maternity services to include all choices in the management of reproductivemedical care. 
Support for Access to Preventive and Reproductive Health Services H-425.969 
Our AMA supports access to preventive and reproductive health services for all 
patients and opposes legislative and regulatory actions that utilize federal or state health care 
funding mechanisms to deny established and accepted medical care to any segment of the 
population. Res. 4, I-13 
 
20. Support for Access to Preventive and Reproductive Health Services H-425.969 
Our AMA supports access to preventive and reproductive health services for all patients and 
opposes legislative and regulatory actions that utilize federal or state health care funding 
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mechanisms to deny established and accepted medical care to any segment of the population. 
Sub. Res. 224, I-15; Reaffirmation: I-17 
 
20. 4.2.1 Assisted Reproductive Technology 
Assisted reproduction offers hope to patients who want children but are unable to have a child 
without medical assistance. In many cases, patients who seek assistance have been repeatedly 
frustrated in their attempts to have a child and are psychologically very vulnerable. Patients 
whose health insurance does not cover assisted reproductive services may also be financially 
vulnerable. Candor and respect are thus essential for ethical practice. 
“Assisted reproductive technology” is understood as all treatments or procedures that include 
the handling of human oocytes or embryos. It encompasses an increasingly complex range of 
interventions—such as therapeutic donor insemination, ovarian stimulation, ova and sperm 
retrieval, in vitro fertilization, gamete intrafallopian transfer—and may involve multiple 
participants. 
 
Physicians should increase their awareness of infertility treatments and options for their 
patients. Physicians who offer assisted reproductive services should: 
 
(a)    Value the well-being of the patient and potential offspring as paramount. 
(b)    Ensure that all advertising for services and promotional materials are accurate and not 
misleading. 
(c)    Provide patients with all of the information they need to make an informed decision, 
including investigational techniques to be used (if any); risks, benefits, and limitations of 
treatment options and alternatives, for the patient and potential offspring; accurate, clinic-
specific success rates; and costs. 
(d)    Provide patients with psychological assessment, support and counseling or a referral to 
such services. 
(e)    Base fees on the value of the service provided. Physicians may enter into agreements with 
patients to refund all or a portion of fees if the patient does not conceive where such 
agreements are legally permitted. 
(f)    Not discriminate against patients who have difficult-to-treat conditions, whose infertility has 
multiple causes, or on the basis of race, socioeconomic status, or sexual orientation or gender 
identity. 
(g)    Participate in the development of peer-established guidelines and self-regulation. 
 
AMA Principles of Medical Ethics: I,V,VII 
 
The Opinions in this chapter are offered as ethics guidance for physicians and are not intended 
to establish standards of clinical practice or rules of law. Issued: 2016 
 
21. Family Planning Clinic Funds H-75.992 
Our AMA supports the concept of adequate funding for family planning programs. Res. 102, A-
90 Reaffirmed: Sunset Report, I-00 Reaffirmed: CSAPH Rep. 1, A-10 Reaffirmed: Res. 227, A-
11 
 
22. Extension of Medicaid Coverage for Family Planning Services H-75.988 
The AMA supports legislation that will allow states to extend Medicaid coverage for 
contraceptive education and services for at least two years postpartum for all eligible women. 
Sub. Res. 201, I-93 Reaffirmed: BOT Rep. 28, A-03 Modified: CMS Rep. 4, A-13 
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23. Coverage of Contraceptives by Insurance H-180.958 
1. Our AMA supports federal and state efforts to require that every prescription drug benefit plan 
include coverage of prescription contraceptives. 
2. Our AMA supports full coverage, without patient cost-sharing, of all contraception without 
regard to prescription or over-the-counter utilization because all contraception is essential 
preventive health care. Res. 221, A-98 Reaffirmation A-04 Reaffirmed: CMS Rep. 1, A-14 
Reaffirmation: I-17 Modified: BOT Rep. 10, A-18 
 
24. Patient Information and Choice H-373.998 
Our AMA supports the following principles: 
 1. Greater reliance on market forces, with patients empowered with understandable 
fee/price information and incentives to make prudent choices, and with the medical profession 
empowered to enforce ethical and clinical standards which continue to place patients' interests 
first, is clearly a more effective and preferable approach to cost containment than is a 
government-run, budget-driven, centrally controlled health care system. 
  
2. Individuals should have freedom of choice of physician and/or system of health care 
delivery. Where the system of care places restrictions on patient choice, such restrictions must 
be clearly identified to the individual prior to their selection of that system. 
 
3. In order to facilitate cost-conscious, informed market-based decision-making in health care, 
physicians, hospitals, pharmacies, durable medical equipment suppliers, and other health care 
providers should be required to make information readily available to consumers on fees/prices 
charged for frequently provided services, procedures, and products, prior to the provision of 
such services, procedures, and products. There should be a similar requirement that insurers 
make available in a standard format to enrollees andprospective enrollees information on the 
amount of payment provided toward each type of service identified as a covered benefit. 
  

4. Federal and/or state legislation should authorize medical societies to operate programs for 
the review of patient complaints about fees, services, etc. Such programs would be specifically 
authorized to arbitrate a fee or portion thereof as appropriate and to mediate voluntary 
agreements, and could include the input of the state medical society and the AMA Council on 
Ethical and Judicial Affairs. 
  

5. Physicians are the patient advocates in the current health system reform debate. Efforts 
should continue to seek development of a plan that will effectively provide universal access to 
an affordable and adequate spectrum of health care services, maintain the quality of such 
services, and preserve patients' freedom to select physicians and/or health plans of 
their choice. 
  

6. Efforts should continue to vigorously pursue with Congress and the Administration the 
strengthening of our health care system for the benefit of all patients and physicians by 
advocating policies that put patients, and the patient/physician relationships, at the forefront. 
 
BOT Rep. QQ, I-91 Reaffirmed: BOT Rep. TT, I-92 Reaffirmed: Ref. Cmte. A, A-93 Reaffirmed: 
BOT Rep. UU, A-93 Reaffirmed: CMS Rep. E, A-93 Reaffirmed: CMS Rep. G, A-93 Reaffirmed: 
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Sub. Res. 701, A-93 Sub. Res. 125, A-93 Reaffirmation A-93 Reaffirmed: BOT Rep. 25, I-93 
Reaffirmed: BOT Rep. 40, I-93 Reaffirmed: CMS Rep. 5, I-93 Reaffirmed: CMS Rep. 10, I-93 
Reaffirmed: Sub. Res. 107, I-93 Reaffirmed: BOT Rep. 46, A-94 Reaffirmed: Sub. Res. 127, A-
94 Reaffirmed: Sub. Res. 132, A-94 Reaffirmed: BOT Rep. 16, I-94 BOT Rep. 36 - I-94 
Reaffirmed: CMS Rep. 8, A-95 Reaffirmed: Sub. Res. 109, A-95 Reaffirmed: Sub. Res. 125, A-
95 Reaffirmed by Sub. Res. 107, I-95 Reaffirmed: Sub. Res. 109, I-95 Reaffirmed by Rules & 
Credentials Cmt., A-96 Reaffirmation A-96 Reaffirmation I-96 Reaffirmation A-97 Reaffirmed: 
Rules and Cred. Cmt., I-97 Reaffirmed: CMS Rep. 3, I-97 Reaffirmation I-98 Reaffirmed: CMS 
Rep. 9, A-98 Reaffirmation A-99 Reaffirmation A-00 Reaffirmation I-00 Reaffirmation A-04 
Consolidated and Renumbered: CMS Rep. 7, I-05 Reaffirmation A-07 Reaffirmation A-08 
Reaffirmed: CMS Rep. 4, A-09 Reaffirmed: CMS Rep. 3, I-09 Reaffirmation I-14 Reaffirmed: 
CMS Rep. 4, A-15 Reaffirmation: A-17 Reaffirmed: Res. 108, A-17 
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Whereas, “Veterans courts” are specialized state and local courts that provide alternatives to 1 

incarceration for veterans in the criminal justice system1,2,3 ; and 2 

3 

Whereas, Alternatives to incarceration can include treatment for medical illnesses that may be 4 

related to a veteran’s military service and that may have caused the veteran to commit a 5 

criminal offense1,2,3; and 6 

7 

Whereas, These illnesses can include neurological and psychiatric conditions such as cognitive 8 

impairment, traumatic brain injury (TBI), depressive disorders, anxiety disorders, post-traumatic 9 

stress disorder (PTSD), chronic fatigue syndrome, attention-deficit and hyperactivity disorders, 10 

intermittent explosive disorder, and substance use disorders (SUDs)1,3,4,5; and 11 

12 

Whereas, Veterans courts are based on the model provided by mental health treatment courts 13 

and drug courts, but they also provide specialized programs, resources, and personnel to 14 

support veterans based on their unique life experiences3; and 15 

16 

Whereas, The US Department of Veterans Affairs (VA) found 551 veterans court programs 17 

nationwide in 20182; and 18 

19 

Whereas, The VA requires every VA-affiliated medical center in the US to have a Veterans 20 

Justice Outreach specialist to work with veterans in the criminal justice system, including with 21 

veterans courts2; and 22 

23 

Whereas, Veterans comprise approximately 8% of all federal and state prison inmates6; and 24 

25 

Whereas, 64% of incarcerated veterans were sentenced for violent offenses, compared to 48% 26 

of incarcerated nonveterans6; and 27 

28 

Whereas, Over 25% of a sample of nondeployed Army personnel were found to have 29 

psychiatric disorders, and over 11% were found to have multiple psychiatric disorders4; and 30 

31 

NextTable of ContentsPrevious
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Whereas, 11-30% of veterans of the Iraq, Afghanistan, Gulf, and Vietnam wars have 1 

experienced PTSD, and 27% of veterans with PTSD have co-occurring SUDs7.8; and 2 

 3 

Whereas, Over 20% of a sample of veterans of Iraq and Afghanistan were found to have mental 4 

illness, and over 10% were found to have co-occurring TBI and PTSD9; and 5 

 6 

Whereas, PTSD and alcohol misuse were found to be associated with violent and physically 7 

aggressive behavior in a sample of veterans of Iraq and Afghanistan10; and 8 

 9 

Whereas, Studies have found that treatment offered by Veterans courts results in declines in 10 

recidivism rates by 12%; decreased symptoms of PTSD, depression, substance use, and sleep 11 

disturbances; and improvements in emotional and social well-being11,12,13; and 12 

 13 

Whereas, Existing AMA policy “supports the establishment of drug courts” for individuals with 14 

SUDs14 ; therefore be it 15 

 16 
RESOLVED, That our AMA supports the establishment of Veterans Courts as a method of 17 
intervention for Veterans who commit criminal offenses that may be related to a neurological or 18 
psychiatric disorder.19 

20 
Fiscal Note: Moderate, 9 
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
Support for Drug Courts H-100.955 
Our AMA: (1) supports the establishment of drug courts as an effective method of intervention 
for individuals with addictive disease who are convicted of nonviolent crimes; and (2) 
encourages legislators to establish drug courts at the state and local level in the United States. 
Res 201, A-12 
 
Court-Initiated Medical Treatments in Criminal Cases E-9.7.2 
Court-initiated medical treatments raise important questions as to the rights of prisoners, the 
powers of judges, and the ethical obligations of physicians. Although convicted criminals have 
fewer rights and protections than other citizens, being convicted of a crime does not deprive an 
offender of all protections under the law. Court-ordered medical treatments raise the question 
whether professional ethics permits physicians to cooperate in administering and overseeing 
such treatment. Physicians have civic duties, but medical ethics do not require a physician to 
carry out civic duties that contradict fundamental principles of medical ethics, such as the duty 
to avoid doing harm. 
In limited circumstances physicians can ethically participate in court-initiated medical 
treatments. Individual physicians who provide care under court order should: 
(a) Participate only if the procedure being mandated is therapeutically efficacious and is 
therefore undoubtedly not a form of punishment or solely a mechanism of social control. 
(b) Treat patients based on sound medical diagnoses, not court-defined behaviors. While a 
court has the authority to identify criminal behavior, a court does not have the ability to make a 
medical diagnosis or to determine the type of treatment that will be administered. When the 
treatment involves in-patient therapy, surgical intervention, or pharmacological treatment, the 
physician’s diagnosis must be confirmed by an independent physician or a panel of physicians 
not responsible to the state. A second opinion is not necessary in cases of court-ordered 
counseling or referrals for psychiatric evaluations. 
(c) Decline to provide treatment that is not scientifically validated and consistent with nationally 
accepted guidelines for clinical practice. 

https://www.ptsd.va.gov/understand/related/substance_abuse_vet.asp
https://policysearch.ama-assn.org/policyfinder/detail/drug%20courts?uri=%2FAMADoc%2FHOD.xml-0-42.xml
https://policysearch.ama-assn.org/policyfinder/detail/drug%20courts?uri=%2FAMADoc%2FHOD.xml-0-42.xml
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(d) Be able to conclude, in good conscience and to the best of his or her professional judgment, 
that to the extent possible the patient voluntarily gave his or her informed consent, recognizing 
that an element of coercion that is inevitably present. When treatment involves in-patient 
therapy, surgical intervention, or pharmacological treatment, an independent physician or a 
panel of physicians not responsible to the state should confirm that voluntary consent was 
given. AMA Principles of Medical Ethics: I, III; Issued: 2016; Mod: 2017. 
 
Expansion of US Veterans' Health Care Choices H-510.983 
1. Our AMA will continue to work with the Veterans Administration (VA) to provide quality care to 
veterans. 
2. Our AMA will continue to support efforts to improve the Veterans Choice Program (VCP) and 
make it a permanent program. 
3. Our AMA encourages the VA to continue enhancing and developing alternative pathways for 
veterans to seek care outside of the established VA system if the VA system cannot provide 
adequate or timely care, and that the VA develop criteria by which individual veterans may 
request alternative pathways. 
4. Our AMA will support consolidation of all the VA community care programs. 
5. Our AMA encourages the VA to use external assessments as necessary to identify and 
address systemic barriers to care. 
6. Our AMA will support interventions to mitigate barriers to the VA from being able to achieve 
its mission. 
7. Our AMA will advocate that clean claims submitted electronically to the VA should be paid 
within 14 days and that clean paper claims should be paid within 30 days. 
8. Our AMA encourages the acceleration of interoperability of electronic personal and medical 
health records in order to ensure seamless, timely, secure and accurate exchange of 
information between VA and non-VA providers and encourage both the VA and physicians 
caring for veterans outside of the VA to exchange medical records in a timely manner to ensure 
efficient care. 
9. Our AMA encourages the VA to engage with physicians providing care in the VA system to 
explore and develop solutions on improving the health care choices of veterans. 
10. Our AMA will advocate for new funding to support expansion of the Veterans Choice 
Program. CMS Rep 06, A-17 
 
Access to Health Care for Veterans H-510.985 
Our American Medical Association: (1) will continue to advocate for improvements to legislation 
regarding veterans' health care to ensure timely access to primary and specialty health care 
within close proximity to a veteran's residence within the Veterans Administration health care 
system; (2) will monitor implementation of and support necessary changes to the Veterans 
Choice Program's "Choice Card" to ensure timely access to primary and specialty health care 
within close proximity to a veteran's residence outside of the Veterans Administration health 
care system; (3) will call for a study of the Veterans Administration health care system by 
appropriate entities to address access to care issues experienced by veterans; (4) will advocate 
that the Veterans Administration health care system pay private physicians a minimum of 100 
percent of Medicare rates for visits and approved procedures to ensure adequate access to 
care and choice of physician; (5) will advocate that the Veterans Administration health care 
system hire additional primary and specialty physicians, both full and part-time, as needed to 
provide care to veterans; and (6) will support, encourage and assist in any way possible all 
organizations, including but not limited to, the Veterans Administration, the Department of 
Justice, the Office of the Inspector General and The Joint Commission, to ensure 
comprehensive delivery of health care to our nation's veterans. Sub Res 111, A-15; 
Reaffirmedirmed: CMS Rep 06, A-17 
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Ensuring Access to Care for our Veterans H-510.986 
1. Our AMA encourages all physicians to participate, when needed, in the health care of 
veterans. 
2. Our AMA supports providing full health benefits to eligible United States Veterans to ensure 
that they can access the Medical care they need outside the Veterans Administration in a timely 
manner. 
3. Our AMA will advocate strongly: a) that the President of the United States take immediate 
action to provide timely access to health care for eligible veterans utilizing the healthcare sector 
outside the Veterans Administration until the Veterans Administration can provide health care in 
a timely fashion; and b) that Congress act rapidly to enact a bipartisan long term solution for 
timely access to entitled care for eligible veterans.  
4. Our AMA recommends that in order to expedite access, state and local medical societies 
create a registry of doctors offering to see our veterans and that the registry be made available 
to the veterans in their community and the local Veterans Administration. 
5. Our AMA will strongly advocate that the Veterans Health Administration and Congress 
develop and implement necessary resources, protocols, and accountability to ensure the 
Veterans Health Administration recruits, hires and retains physicians and other health care 
professionals to deliver the safe, effective and high-quality care that our veterans have been 
promised and are owed. Res 231, A-14; Reaffirmed A-15; Reaffirmed: Sub Res 709, A-15; Mod: 
Res 820, I-18 
 
Health Care Policy for Veterans H-510.990 
Our AMA encourages the Department of Veterans Affairs to continue to explore alternative 
mechanisms for providing quality health care coverage for United States Veterans, including an 
option similar to the Federal Employees Health Benefit Program (FEHBP). Sub Res 115, A-00; 
Reaffirmed I-03; Reaffirmed: CMS Rep 4, A-13 
 
Veterans Administration Health System H-510.991 
Our AMA supports approaches that increase the flexibility of the Veterans Health Administration 
to provide all veterans with improved access to health care services. CMS Rep 8, A-99, 
Reaffirmed: CMS Rep 5, A-09 
 
Ethics Reform Act of 1989 (PL 101194) H-510.994 
It is the policy of the AMA to work with representatives of [the] Central Office, Department of 
Veterans Affairs, to develop provisions to exclude either by regulation or by legislation part-time 
Department of Veterans Affairs physicians (as well as attending and consulting physicians) from 
the provisions of the Ethics Reform Act of 1989. Res. 254, A-90; Reaffirmed: Sunset Report, I-
00; Reaffirmed: BOT Rep. 6, A-10 
 
Budgetary and Management Needs of the Veterans Health Administration H-510.995 
Our AMA urges Congress and the President to provide the VHA: (1) with funding sufficient to 
allow its hospitals and clinics to provide proper care to the patients the VHA is mandated to 
treat; and (2) with maximum flexibility in eliminating unneeded or duplicative services and in 
closing clinics or hospitals. BOT Rep. EE, A-89; Reaffirmed: Sunset Report, A-00; Modified: 
CMS Rep. 6, A-10 
 
Veterans Health Administration Health Care System D-510.999 
Our AMA will: (1) urge state medical associations to encourage their members to advise 
patients who qualify for Veterans Health Administration (VHA) care of the importance of 
facilitating the flow of clinical information among all of the patient's health care providers, both 
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within and outside the VHA system; (2) facilitate collaborative processes between state medical 
associations and VHA regional authorities, aimed at generating regional and institutional 
contacts to serve as single points of access to clinical information 
about veterans receiving care from both private physicians and VHA providers; and (3) continue 
discussions at the national level with the VHA and the Centers for Medicare and Medicaid 
Services (CMS), to explore the need for and feasibility of legislation to address VHA's payment 
for prescriptions written by physicians who have no formal affiliation with the VHA. CMS Rep. 1, 
A-03; Reaffirmed: CMS Rep. 4, A-13 
 
Support for Drug Courts 95.004MSS 
AMA-MSS will ask the AMA to (1) support the establishment of drug courts as an alternative to 
incarceration and as a more effective means of overcoming drug addiction for drug-abusing 
individuals convicted of nonviolent crimes; and (2) encourage legislators to establish drug courts 
at the state and local level in the United States. MSS Res 29, I-11; AMA Res 201, A-12 Adopted 
as Amended [H-100.955]; Reaffirmedirmed: MSS GC Report A, I16 
 
Recognition of Addiction as Pathology, Not Criminality 95.005MSS 
AMA-MSS supports encouraging government agencies to re-examine the enforcement-based 
approach to illicit drug issues and to prioritize and implement policies that treat drug abuse as a 
public health threat and drug addiction as a preventable and treatable disease. MSS Res 31, I-
11; Reaffirmed: MSS GC Report A, I-16 
 
Comprehensive Evidence-Based Drug Treatment in Prisons 95.006MSS  
AMA-MSS will ask the AMA to work with appropriate specialty societies to develop and promote 
legislative and policy initiatives that expand comprehensive evidence-based substance abuse 
treatment in federal, state and local prisons and jails. MSS Res 38, A-12; HOD Policies H-
430.994 and H-430.997; Reaffirmed in Lieu of AMA Res 901 
 
Ensuring High Quality Care for All Veterans and Their Families 520.005MSS 
Our AMA-MSS supports all avenues available to guarantee access to high quality health care 
for all eligible veterans and their families. MSS Res 19, I-15 
 
Support for VA Health Services for Women Veterans 525.010MSS  
AMA-MSS recognize the specific healthcare needs of the growing population of women 
veterans. MSS Res 35-I-17 
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Subject: Advocate for a Global Carbon Pricing System 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

____________________________________________________________________________ 

Whereas, A meta-analysis of global systemic risk associated with climate change found that 1 

1,546 papers between 1989 and 2013 indicated that there is a direct link between 2 

environmental change and negative health risks1; and,  3 

Whereas, the World Health Organization estimates that climate change could cause 4 

approximately 250,000 additional deaths per year from 2030 to 2050 due to malnutrition, 5 

malaria, diarrhea, and heat stress2,3; and 6 

7 

Whereas, According to the National Institute of Environmental Health, the most common non-8 

communicable chronic diseases (NCDs)—heart disease, stroke, cancer, diabetes, and 9 

respiratory diseases, which account for 60% of the 58 million global annual deaths—are 10 

significantly exacerbated by climate change, due to increased average temperatures, air 11 

pollution, chemical contaminants, and increased UV radiation exposure in urban communities4-6; 12 

and  13 

14 

Whereas, A meta-analysis of 18 mortality publications representing 3,933,398 elderly mortality 15 

cases from 1980 to 2010 found that a 1°C temperature rise increased cardiovascular mortality 16 

by 3.44%, respiratory mortality by 3.60%, and cerebrovascular mortality by 1.40%7; and 17 

18 

Whereas, The 5th Assessment Report of the Intergovernmental Panel on Climate Change 19 

concluded that “human influence on the climate system is clear” and “recent climate changes 20 

have had widespread impacts on human and natural systems8.9;” and  21 

22 

Whereas, Atmospheric concentrations of the greenhouse gases carbon dioxide are directly 23 

linked to climate change10-13; and  24 

25 

Whereas, Carbon pricing is a method which places a price on carbon dioxide emissions to 26 

account for negative externalities, thus providing an economic incentive to reduce greenhouse 27 

gas emissions14; and 28 

29 
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Whereas, Carbon pricing schemes allow flexibility for participating entities or jurisdictions to 1 

choose “how and when to reduce emissions based on their own assessments of costs and 2 

benefits” (Organization for Economic Cooperation and Development) and “carbon price 3 

leverages the power of the market to enable emission reductions at the lowest possible cost” 4 

(Andrew Leach, Assoc. Professor at Alberta School of Business)15,16; and 5 

 6 

Whereas, William Nordhaus was awarded the 2018 Nobel Prize in Economics for his work 7 

demonstrating that world-wide carbon pricing with full international participation is the most 8 

efficient and effective method to reduce greenhouse gas emissions at the lowest possible cost17-9 
22; and  10 

 11 

Whereas, Nordhaus’s modeling demonstrates it would cost 2.5x as much to reduce carbon 12 

emissions if only half of the world’s carbon emitters participated”18; and  13 

 14 

Whereas, The Economists’ Statement on Carbon Dividends signed on January 17, 2019 by 15 

3508 economists including 4 Former Chairs of the Federal Reserve, 15 Former Chairs of the 16 

Council of Economic Advisors, and 27 Nobel Laureate Economists states that “a carbon tax 17 

offers the most cost-effective lever to reduce carbon emissions at the scale and speed that is 18 

necessary;”23 and 19 

 20 

Whereas, Not only does carbon pricing reduce carbon emissions by discouraging consumption, 21 

but it also creates revenue that can be returned to citizens, used to invest in energy efficiency, 22 

and/or used to research renewable energy technology; 21,23-26; and 23 

 24 

Whereas, The two primary carbon pricing systems are a carbon tax and cap-and-trade18,19,27; 25 

and  26 

 27 

Whereas, The Stanford Energy Modeling Forum conducted a study using 11 economic models, 28 

all of which found that a carbon tax would substantially reduce greenhouse gas emissions and 29 

would decrease the economic growth rate by a maximum of only 0.1%28; and  30 

 31 
Whereas, Ireland implemented a carbon tax system which has led to an emissions drop of 15% 32 
since 2008, including a 6.7% decrease in 2011 emissions as the economy grew29-32; and 33 
 34 

Whereas, Australia implemented a carbon tax in 2012 and saw a sharp decline in the electric-35 

sector carbon emissions and a decrease in brown and black coal use, while a subsequent 36 

repeal of the tax in 2014 immediately produced an undesirable upturn in carbon emissions and 37 

a rebound in coal usage33-35; and 38 

  39 

Whereas, California has established a cap-and-trade system that independently regulates CO2 40 

emissions, increases utilization of alternative energy, and has California on track to reduce CO2 41 

emissions to 1990 levels by 202024,26,36; and  42 

 43 

Whereas, The Regional Greenhouse Gas Initiative (RGGI) is a cap-and-trade system among 44 

nine states in the northeastern United States which led to an economy-wide drop in CO2 45 

emissions of 35% between 2009 and 2014 as compared to a 12% drop in CO2 emissions in 46 

non-RGGI states24,37; and 47 

https://www.theguardian.com/australia-news/2014/dec/19/politics-in-2014-the-coalition-dished-out-slogans-and-its-sentence-is-clear?CMP=share_btn_tw
https://www.theguardian.com/australia-news/2014/dec/19/politics-in-2014-the-coalition-dished-out-slogans-and-its-sentence-is-clear?CMP=share_btn_tw
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 1 

Whereas, Fifty-two national or regional governments, constituting 19.5% of global greenhouse 2 

gas emissions, have either implemented or are scheduled to implement a carbon pricing 3 

initiative24,38; and 4 

 5 

Whereas, Our AMA “supports initiatives to promote environmental sustainability and other 6 

efforts to halt global climate change” (H-135.923, AMA Advocacy for Environmental 7 

Sustainability and Climate); and 8 

 9 

Whereas, Our AMA “recognizes the importance of physician involvement in policy-making at the 10 

state, national, and global level and supports efforts to search for novel, comprehensive, and 11 

economically sensitive approaches to mitigating climate change to protect the health of the 12 

public” (H-135.938, Global Climate Change and Human Health); therefore be it  13 

 14 

RESOLVED, That our AMA amend H-135.977 by addition to read as follows: 15 

 16 

Global Climate Change - The "Greenhouse Effect", H-135.977 17 

Our AMA:  18 

(1) endorses the need for additional research on atmospheric monitoring and climate 19 

simulation models as a means of reducing some of the present uncertainties in climate 20 

forecasting; 21 

(2) urges Congress to adopt a comprehensive, integrated natural resource and energy 22 

utilization policy that will promote more efficient fuel use and energy production; 23 

(3) advocates for a global carbon pricing system to abate climate change;  24 

(4)(3) endorses increased recognition of the importance of nuclear energy's role in the 25 

production of electricity; 26 

(5)(4) encourages research and development programs for improving the utilization 27 

efficiency and reducing the pollution of fossil fuels; and 28 

(6)(5) encourages humanitarian measures to limit the burgeoning increase in world 29 

population30 

. 

Fiscal Note: Significant, 12 
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RELEVANT AMA AND AMA-MSS POLICY 

AMA Advocacy for Environmental Sustainability and Climate H-135.923 

Our AMA (1) supports initiatives to promote environmental sustainability and other efforts to halt 

global climate change; (2) will incorporate principles of environmental sustainability within its 

business operations; and (3) supports physicians in adopting programs for environmental 

sustainability in their practices and help physicians to share these concepts with their patients 

and with their communities. Res. 924, I-16 

 

Global Climate Change and Human Health H-135.938 
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Our AMA: 

1. Supports the findings of the Intergovernmental Panel on Climate Change's fourth assessment 

report and concurs with the scientific consensus that the Earth is undergoing adverse global 

climate change and that anthropogenic contributions are significant. These climate changes will 

create conditions that affect public health, with disproportionate impacts on vulnerable 

populations, including children, the elderly, and the poor. 

2. Supports educating the medical community on the potential adverse public health effects of 

global climate change and incorporating the health implications of climate change into the 

spectrum of medical education, including topics such as population displacement, heat waves 

and drought, flooding, infectious and vector-borne diseases, and potable water supplies. 

3. (a) Recognizes the importance of physician involvement in policymaking at the state, national, 

and global level and supports efforts to search for novel, comprehensive, and economically 

sensitive approaches to mitigating climate change to protect the health of the public; and (b) 

recognizes that whatever the etiology of global climate change, policymakers should work to 

reduce human contributions to such changes.  

4. Encourages physicians to assist in educating patients and the public on environmentally 

sustainable practices, and to serve as role models for promoting environmental sustainability.  

5. Encourages physicians to work with local and state health departments to strengthen the 

public health infrastructure to ensure that the global health effects of climate change can be 

anticipated and responded to more efficiently, and that the AMA's Center for Public Health 

Preparedness and Disaster Response assist in this effort. 

6. Supports epidemiological, translational, clinical and basic science research necessary for 

evidence-based global climate change policy decisions related to health care and treatment. 

CSAPH Rep. 3, I-08 Reaffirmation A-14 

 

Global Climate Change - The "Greenhouse Effect" H-135.977 

Our AMA:  

(1) endorses the need for additional research on atmospheric monitoring and climate simulation 

models as a means of reducing some of the present uncertainties in climate forecasting; 

(2) urges Congress to adopt a comprehensive, integrated natural resource and energy utilization 

policy that will promote more efficient fuel use and energy production; 

(3) endorses increased recognition of the importance of nuclear energy's role in the production 

of electricity; 

(4) encourages research and development programs for improving the utilization efficiency and 

reducing the pollution of fossil fuels; and 

(5) encourages humanitarian measures to limit the burgeoning increase in world population. 

CSA Rep. E, A-89 Reaffirmed: Sunset Report, A-00 Reaffirmed: CSAPH Rep. 1, A-10 

Reaffirmation A-12 Reaffirmed in lieu of Res. 408, A-14 

 

Stewardship of the Environment H-135.973 

The AMA: (1) encourages physicians to be spokespersons for environmental stewardship, 

including the discussion of these issues when appropriate with patients; (2) encourages the 

medical community to cooperate in reducing or recycling waste; (3) encourages physicians and 

the rest of the medical community to dispose of its medical waste in a safe and properly 

prescribed manner; (4) supports enhancing the role of physicians and other scientists in 

environmental education; (5) endorses legislation such as the National Environmental Education 

Act to increase public understanding of environmental degradation and its prevention; (6) 
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encourages research efforts at ascertaining the physiological and psychological effects of abrupt 

as well as chronic environmental changes; (7) encourages international exchange of information 

relating to environmental degradation and the adverse human health effects resulting from 

environmental degradation; (8) encourages and helps support physicians who participate 

actively in international planning and development conventions associated with improving the 

environment; (9) encourages educational programs for worldwide family planning and control of 

population growth; (10) encourages research and development programs for safer, more 

effective, and less expensive means of preventing unwanted pregnancy; (11) encourages 

programs to prevent or reduce the human and environmental health impact from global climate 

change and environmental degradation.(12) encourages economic development programs for 

all nations that will be sustainable and yet nondestructive to the environment; (13) encourages 

physicians and environmental scientists in the United States to continue to incorporate concerns 

for human health into current environmental research and public policy initiatives; (14) 

encourages physician educators in medical schools, residency programs, and continuing 

medical education sessions to devote more attention to environmental health issues;  

(15) will strengthen its liaison with appropriate environmental health agencies, including the 

National Institute of Environmental Health Sciences (NIEHS); (16) encourages expanded 

funding for environmental research by the federal government; and (17) encourages family 

planning through national and international support. CSA Rep. G, I-89 Amended: CLRPD Rep. 

D, I-92 Amended: CSA Rep. 8, A-03 Reaffirmed in lieu of Res. 417, A-04 Reaffirmed in lieu of 

Res. 402, A-10 Reaffirmation I-16 

 

135.012MSS Toward Environmental Responsibility 

AMA-MSS will ask the AMA to recognize the negative impact of climate change on global 

human health, particularly in the areas of infectious disease, the direct effects of heat, severe 

storms, food and water availability, and biodiversity. (MSS Amended Rep A, I-07) (AMA Res 

607, A-08 Referred) (Modified: MSS GC Report A, I-16) 



AMERICAN MEDICAL ASSOCIATION MEDICAL STUDENT SECTION ASSEMBLY 

Resolution 26 
(A-19) 

Introduced by: Region 5; Sadhvi Batra, University of Alabama School of Medicine at 
UAB 

Subject: Amendment to H-150.949 Healthy Food Options in Hospitals 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, Medical Care Facilities include hospitals, skilled nursing facilities, intermediate care 1 
facilities, and correctional treatment facilities such as prisons1,2; and 2 

3 
Whereas, Current AMA policy H-150.949 encourages healthy, plant-based options to be 4 
provided within hospitals, but does not explicitly encourage the same of other Medical Care 5 
Facilities; and 6 

7 
Whereas, There is a lack of consistency in food safety and option regulations among prisons at 8 
the local and state level3-6; and 9 

10 
Whereas, Centers for Medicare & Medicaid Services regulations require nursing facilities to 11 
provide a “nourishing, palatable, well-balanced diet that meets ... daily nutritional and special 12 
dietary needs”, but does not explicitly address plant-based diets7; and 13 

14 
Whereas, A study found 65% of nursing home residents expressed complaints about their food 15 
service and the presence of complaints was related to poor food intake8; and  16 

17 
Whereas, Plant-based diets have been shown to improve health in all people, not just 18 
hospitalized patients9-14; and  19 

20 
Whereas, “Plant-based options also have the potential to be cheaper than alternatives” 21 
depending on the decisions made by individual facilities regarding costs for purchase, storage 22 
and preparation17-19; therefore be it   23 

24 
RESOLVED, That our AMA encourage the availability of healthy, plant-based options at Medical 25 
Care Facilities by amending H-150.949, Healthy Food Options in Hospitals to read 26 

27 
H-150.949, Healthy Food Options in Hospitals Medical Care Facilities28 

29 
1. Our AMA encourages healthy food options be available, at reasonable prices and30 

easily accessible, on hospital the premises of Medical Care Facilities.31 
2. Our AMA hereby calls on US hospitals all Medical Care Facilities— including32 

Hospitals, Skilled Nursing Facilities, Intermediate Care Facilities, and Correctional33 
Facilities—to improve the health of patients, staff, and visitors by: (a) providing a34 
variety of healthy food, including plant-based meals, and meals that are low in fat,35 
sodium, and added sugars; (b) eliminating processed meats from menus; and (c)36 
providing and promoting healthy beverages.37 

3. Our AMA hereby calls for hospital cafeterias and inpatient meal menus to38 
publish nutrition information39 
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RELEVANT AMA AND AMA-MSS POLICY: 
Dietary Intake of Incarcerated Populations D-430.9 

Our AMA: 1) urges the National Commission on Correctional Health Care, the American 
Correctional Association, and individual states to mandate adherence to the current Dietary 
Reference Intakes and Dietary Guidelines for Americans (with adjustments, as needed, for 
special populations) as a criterion for accreditation and/or standards compliance, until national 
dietary guidelines specific for adolescent and adult incarcerated populations becomes available; 
and 2) urges the Food and Nutrition Board of the Institute of Medicine to examine the nutrient 
status and dietary requirements of incarcerated populations and issue guidelines on menu 
planning for adolescent and adult incarcerated populations. 
 

Nutrition Labeling and Nutritionally Improved Menu Offerings in Fast-Food and Other 
Chain Restaurants H-150.945 

Our AMA: 
1. supports federal, state, and local policies to require fast-food and other chain restaurants with 
10 or more units (smaller, neighborhood restaurants could be exempt) to provide consumers 
with nutrition information on menus and menu boards;  
2. recommends that nutrition information in fast-food and other chain restaurants include calorie, 
fat, saturated fat and trans fat, and sodium labeling on printed menus, and, at a minimum, 
calories on menu boards, since they have limited space, and that all nutrition information be 
conspicuous and easily legible;  
3. urges federal, state, and local health agencies, health organizations, and physicians and 
other health professionals to educate people how to use the nutrition information provided in 
restaurants to make healthier food choices for themselves and their families; and  
4. urges restaurants to improve the nutritional quality of their menu offerings--for example, by 
reducing caloric content; offering smaller portions; offering more fruits, vegetables, and whole-
grain items; using less sodium; using cooking fats lower in saturated and trans fats; and using 
less added sugars/sweeteners. 
 

H-150.944 (MSS Endorsed – Res 33, I-13) Increasing Healthy Food Options in School 
Lunches for Elementary and Middle School Students 

The MSS formally establishes support for the following HOD policies:  
H-150.944 Combating Obesity and Health Disparities  
Our AMA supports efforts to: (1) reduce health disparities by basing food assistance programs 
on the health needs of their constituents; (2) provide vegetables, fruits, legumes, grains, 
vegetarian foods, and healthful nondairy beverages in school lunches and food assistance 
programs; and (3) ensure that federal subsidies encourage the consumption of products low in 
fat and cholesterol. (Res. 413, A-07; Reaffirmation A-12; Reaffirmation A-13)  
H-150.962 Quality of School Lunch Program The AMA recommends to the National School 
Lunch Program that school meals be congruent with current U.S. Department of 
Agriculture/Department of HHS Dietary Guidelines. (Sub. Res. 507, A-93; Reaffirmed: CSA 
Rep. 8, A-03; Reaffirmation A-07)  
 

H150.949 (MSS Endorsed – 150.14MSS) Health Food Options in Hospitals  
AMA-MSS will ask the AMA to encourage that healthy food options be available, at reasonable 
prices and easily accessible, on hospital premises. (MSS Res 21, I-03) (AMA Res 410, A-04 
Adopted [H-150.949]) (Reaffirmed: MSS Rep E, I-08) (Reaffirmed: GC Rep B-I-13) 



AMERICAN MEDICAL ASSOCIATION MEDICAL STUDENT SECTION ASSEMBLY 

Resolution 27 
(A-19) 

Introduced by: Region 5; Region 6 

Subject: Liver Transplant Guidelines Regarding Patients with History of Psychiatric 
Disorders 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, Between 2006 and 2010, 27.1 people per 100,000 in the USA were 1 
admitted to the emergency department (ED) due to acetaminophen related toxicity, and of these 2 

over half were due to intentional self-harm1;; and 3 

4 

Whereas, Acetaminophen related overdose (both intentional and unintentional) is the leading 5 
cause of acute liver failure in the USA and results in approximately a fifth of liver transplant 6 
cases2,3; and 7 

8 
Whereas, The impact of a patient’s history of neuropsychiatric disorders on transplant eligibility 9 
differs amongst transplant center and members of a transplant team may disagree about the 10 
candidacy of a patient with a previous history of suicide attempt(s) for a liver transplant, leading 11 
to a delay in treatment4–6; and 12 

13 
Whereas, It is more likely that individual biases will impact the decisions of a transplant team in 14 
psychosocially difficult cases such as an extensive psychiatric history, history of substance use 15 
disorder, nonadherence to their treatment regimen, and/or significant family conflict7; and 16 

17 
Whereas, The denial of a transplantation for patients with a history of suicide attempt due to a 18 
presumed lower long term survival rate is inaccurate and discriminatory4,8,9; and 19 

20 
Whereas, A 2013 study of healthcare providers found that 44% considered 2 or more suicide 21 
attempts as an absolute contraindication to transplant for acute liver failure, and over half 22 
considered a psychiatric illness to be a relative contraindication to transplantation10; and 23 

24 
Whereas, A 2010 study demonstrated no statistically significant difference in long term survival 25 
of liver transplant patients with a suicide attempt as compared to patients with any other 26 
presentation for a liver transplant8; and 27 

28 
Whereas, There is an absence of national policies for liver transplant listings which forces the 29 
transplant team to make the decision, sometimes with insufficient time and information, 30 
especially with acetaminophen overdose patients5; and 31 

32 
Whereas, 2013 Practice guidelines by the American Association for the Study of Liver Diseases 33 
and the American Association of Transplantation includes that “Patients with acetaminophen 34 
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overdose should be evaluated for and meet reasonable expectations for adherence to medical 1 
directives and mental health stability as determined by the psychosocial evaluation”11; and 2 
 3 
Whereas, AMA Policy (H-370.982) states that only factors that pertain to medical need - such as 4 
“likelihood of benefit, urgency of need, change in quality of life, duration of benefit, and…the 5 
amount of resources required for successful treatment” - should be considered when 6 
determining whether or not a patient should receive a scarce medical resource; and 7 
 8 
Whereas, This same policy (H-370.982) states that factors that do not pertain to medical need - 9 

including “ability to pay, social worth, perceived obstacles to treatment, patient contribution to 10 

illness, or past use of resources” - should not influence such decisions; and 11 

 12 

Whereas, Precedent in AMA-MSS Policy (370.019MSS) and AMA policy (H-370.973) has been 13 

established that values specific protections and support for evidence-based guidelines for 14 

vulnerable patient populations in need of liver transplants; therefore be it 15 

 16 
RESOLVED, That our AMA support sound guidelines for national transplant eligibility policies; 17 
and be it further                                                                                                                           18 
 19 
RESOLVED, That our AMA support the appropriate utilization of neuropsychiatric disorders to 20 
assess the eligibility of all patients for liver transplantation  21 

22 
Fiscal Note: Moderate, 6 
 
Date Received: 04/21/2019 
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1.  
RELEVANT AMA AND AMA-MSS POLICY 

Methadone Maintenance and Transplantation H-370.973 

Our AMA: (1) urges transplant centers across the nation to abrogate any policies that 
automatically exclude patients maintained on methadone from liver transplant recipient waiting 
lists; and (2) encourages transplant centers to assess patients maintained on methadone on a 
case-by-case basis using medically appropriate criteria supportable by peer-reviewed and 
published research. 
 
Ethical Considerations in the Allocation of Organs and Other Scarce Medical Resources 
Among Patients H-370.982 
Our AMA has adopted the following guidelines as policy: (1) Decisions regarding the allocation 
of scarce medical resources among patients should consider only ethically appropriate criteria 
relating to medical need. (a) These criteria include likelihood of benefit, urgency of need, 
change in quality of life, duration of benefit, and, in some cases, the amount of resources 
required for successful treatment. In general, only very substantial differences among patients 
are ethically relevant; the greater the disparities, the more justified the use of these criteria 
becomes. In making quality of life judgments, patients should first be prioritized so that death or 
extremely poor outcomes are avoided; then, patients should be prioritized according to change 
in quality of life, but only when there are very substantial differences among patients. (b) 
Research should be pursued to increase knowledge of outcomes and thereby improve the 
accuracy of these criteria. (c) Non-medical criteria, such as ability to pay, social worth, 
perceived obstacles to treatment, patient contribution to illness, or past use of resources should 
not be considered. 
 
(2) Allocation decisions should respect the individuality of patients and the particulars of 
individual cases as much as possible. (a) All candidates for treatment must be fully considered 
according to ethically appropriate criteria relating to medical need, as defined in Guideline 1. (b) 
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When very substantial differences do not exist among potential recipients of treatment on the 
basis of these criteria, a "first-come-first-served" approach or some other equal opportunity 
mechanism should be employed to make final allocation decisions. (c) Though there are several 
ethically acceptable strategies for implementing these criteria, no single strategy is ethically 
mandated. Acceptable approaches include a three-tiered system, a minimal threshold approach, 
and a weighted formula. 
 
(3) Decision making mechanisms should be objective, flexible, and consistent to ensure that all 
patients are treated equally. The nature of the physician-patient relationship entails that 
physicians of patients competing for a scarce resource must remain advocates for their patients, 
and therefore should not make the actual allocation decisions. 
 
(4) Patients must be informed by their physicians of allocation criteria and procedures, as well 
as their chances of receiving access to scarce resources. This information should be in addition 
to all the customary information regarding the risks, benefits, and alternatives to any medical 
procedure. Patients denied access to resources have the right to be informed of the reasoning 
behind the decision. 
 
(5) The allocation procedures of institutions controlling scarce resources should be disclosed to 
the public as well as subject to regular peer review from the medical profession. 
 
(6) Physicians should continue to look for innovative ways to increase the availability of and 
access to scarce medical resources so that, as much as possible, beneficial treatments can be 
provided to all who need them. 
 
(7) Physicians should accept their responsibility to promote awareness of the importance of an 
increase in the organ donor pool using all available means. 
 
Equal Access to Organ Transplantation for Medicaid Beneficiaries H-370.962 
Our AMA supports federal funding of organ transplants for Medicaid patients. 
 
Methadone Maintenance and Transplantation H-370.973 
Our AMA: (1) urges transplant centers across the nation to abrogate any policies that 
automatically exclude patients maintained on methadone from liver transplant recipient waiting 
lists; and (2) encourages transplant centers to assess patients maintained on methadone on a 
case-by-case basis using medically appropriate criteria supportable by peer-reviewed and 
published research. 
 
Teen and Young Adult Suicide in the United States H-60.937 
Our AMA recognizes teen and young-adult suicide as a serious health concern in the US. 
 
Support for the Use of Evidence-Based Guidelines for Determining Liver Transplant 
Waiting Periods in Alcohol-Related Liver Disease 370.019MSS   
Our AMA-MSS supports the use of evidence-based guidelines for determining liver transplant 
waiting periods in alcohol-related liver disease (MSS Res 08, A-18)  
 
Removal of Cannabis as a Relative Contraindication for Potential Organ Transplant 
370.014MSS 
 AMA-MSS opposes utilization of 1) reported marijuana use; and 2) positive cannabis toxicology 
tests as a relative contraindication for potential organ transplant recipients. (MSS Late Res 3, I-
14) 
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Subject: Sunscreen Dispensers in Public Spaces as a Public Health Measure. 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, One in five Americans will develop skin cancer in their lifetime, and five million 1 

Americans will be treated for skin cancer this year alone1; and 2 

3 

Whereas, The annual cost of treating skin cancers in the United States is estimated to be $8.1 4 
billion1,2; and 5 

6 
Whereas, Most skin cancers are a direct result of exposure to the UV rays in sunlight3; and 7 

8 
Whereas, One bad sunburn can demonstrably increase the chances of developing skin cancer 9 
later in life4; and 10 

11 
Whereas, Sunscreen has been conclusively shown to protect from a variety of skin cancers5,6; 12 
and 13 

14 
Whereas, Patients of lower socioeconomic status are less likely to engage in sun-protective 15 
behaviors such as sunscreen use, present with later stages of disease, and experience greater 16 
mortality from skin cancers linked tightly with sun exposure including melanoma and 17 
nonmelanoma cancers7,8,9; and 18 

19 
Whereas, Studies have shown that those of low SES who require year-round protection from 20 
the sun, such as the homeless and those who spend a significant part of any given day 21 
outdoors, may require financial assistance to allow adherence to sun protection guidelines10; 22 
and 23 

24 
Whereas, The provision of free public sunscreen has been shown to lead to increased 25 
systematic application of sunscreen and decrease sunburn occurrence in sun-sensitive 26 
individuals 11, 12; and 27 

28 
Whereas, Clear educational labels placed in areas with sunscreen availability regarding sunburn 29 
protection and likely long-term effects of UV also increases adoption of sun-protective behaviors 30 
and helps reduce social differentiation of sun-protection behaviors13,14,15; and 31 

32 
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Whereas, Free public sunscreen programs have been suggested to be partially responsible for 1 
the declining rates of melanoma in the northeastern United States compared to the increasing 2 
rates nationally 1,16, 27; and 3 
 4 
Whereas, Public sunscreen programs are beginning to gain ground on a local level in the United 5 
States17,18,19,20; and 6 

 7 
Whereas, The CDC supports “interventions in outdoor occupational settings and outdoor 8 
recreational and tourism settings to promote sun protective behaviors” such as “providing 9 
sunscreen or shade”21; and 10 

 11 
Whereas, National policy makers support free public sunscreen programs, including the 12 
Surgeon General’s Office of the United States22; and 13 

 14 
Whereas, The American Society for Dermatologic Surgery, the American Academy of 15 

Dermatology, and the American Cancer Society each support free public sunscreen programs 16 

as a public safety measure23,24,25,26; and 17 

 18 

Whereas, Current AMA policy H-440.839 supports broad-spectrum sunscreen protection and 19 

education programs about the dangers of UV radiation, and AMA policy H-440.841 supports 20 

public health intervention programs to reduce population cancer risk; therefore be it 21 

 22 
RESOLVED, That our AMA support the implementation of free public sunscreen programs, 23 
including sunscreen dispensers and educational labels, in public spaces such as parks, 24 
beaches, schools and other public places where the population would have a high risk of sun 25 
exposure26 

27 
Fiscal Note: Moderate, 9 
 
Date Received: 04/21/2019 
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28.  
 
RELEVANT AMA AND AMA-MSS POLICY 
Protecting the Public from Dangers of Ultraviolet Radiation H-440.839 
1. Our AMA encourages physicians to counsel their patients on sun-protective behavior. 
 
2. Tanning Parlors: Our AMA supports: (1) educational campaigns on the hazards of tanning 
parlors, as well as the development of local tanning parlor ordinances to protect our patients 
and the general public from improper and dangerous exposure to ultraviolet radiation; (2) 
legislation to strengthen state laws to make the consumer as informed and safe as possible; (3) 
dissemination of information to physicians and the public about the dangers of ultraviolet light 
from sun exposure and the possible harmful effects of the ultraviolet light used in commercial 
tanning centers; (4) collaboration between medical societies and schools to achieve the 
inclusion of information in the health curricula on the hazards of exposure to tanning rays; (5) 
the enactment of federal legislation to: (a) prohibit access to the use of indoor tanning 
equipment (as defined in 21 CFR ?1040.20 [a][9]) by anyone under the age of 18; and (b) 
require a United States Surgeon General warning be prominently posted, detailing the positive 
correlation between ultraviolet radiation, the use of indoor tanning equipment, and the incidence 
of skin cancer; (6) warning the public of the risks of ultraviolet A radiation (UVA) exposure by 
skin tanning units, particularly the FDA's findings warning Americans that the use of UVA 
tanning booths and sun beds pose potentially significant health risks to users and should be 
discouraged; (7) working with the FDA to ensure that state and local authorities implement 
legislation, rules, and regulations regarding UVA exposure, including posted warnings in 
commercial tanning salons and spas; (8) an educational campaign in conjunction with various 
concerned national specialty societies to secure appropriate state regulatory and oversight 
activities for tanning parlor facilities, to reduce improper and dangerous exposure to ultraviolet 
light by patients and general public consumers; and (9) intensified efforts to enforce current 
regulations.  
 
3. Sunscreens. Our AMA supports: (1) the development of sunscreens that will protect the skin 
from a broad spectrum of ultraviolet radiation, including both UVA and UVB; and (2) the labeling 
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of sunscreen products with a standardized ultraviolet (UV) logo, inclusive of ratings for UVA and 
UVB, so that consumers will know whether these products protect against both types of UV 
radiation. Terms such as low, medium, high and very high protection should be defined 
depending on standardized sun protection factor level. 
 
Permitting Sunscreen in Schools H-440.841 
1. Our AMA supports the exemption of sunscreen from over-the-counter medication possession 
bans in schools and encourages all schools to allow students to bring and possess sunscreen at 
school without restriction and without requiring physician authorization. 
 
2. Our AMA will work with state and specialty medical societies and patient advocacy groups to 
provide advocacy resources and model legislation for use in state advocacy campaigns seeking 
the removal of sunscreen-related bans at schools and summer camp programs. 
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    (Danny Vazquez, Chair) 

____________________________________________________________________________

Whereas, The Office of the National Coordinator for Health Information Technology (ONC) is 1 

the principal federal entity coordinating the electronic exchange of health information1; and 2 

3 

Whereas, The U.S. Census collects data based on racial self-identification as White, Black or 4 

African American, American Indian or Alaska Native, Asian, and Native Hawaiian or Other 5 

Pacific Islander2; and 6 

7 

Whereas, In addition to existing between racial and ethnic groups, health disparities exist within 8 

U.S. Census-defined racial and ethnic groups3,4; and 9 

10 

Whereas, “Disaggregating racial and ethnic data” is defined for the purpose of this resolution as 11 

subdividing U.S. Census-defined racial or ethnic (i.e. Hispanic and non-Hispanic) designations 12 

into ethnic subgroups (i.e. by splitting “Asian” into Vietnamese, Chinese, Japanese, Laotian, 13 

Burmese, Pakistani, Indian, etc.)4; and 14 

15 

Whereas, A series of systematic literature reviews reported to the Robert Wood Johnson 16 

Foundation identified that within-group disparities were more accurately accounted for by 17 

research methodologies that used disaggregated racial and ethnic data among American 18 

Indian/Alaska Native (AIAN); Asian American, Native Hawaiian, and Pacific Islander (AANHPI); 19 

Latinx; non-Hispanic White Americans; and Black/African American populations4; and 20 

21 

Whereas, Despite being classified as “White” by the U.S. Census and other registries, several 22 

population-level disparities exist between Arab Americans and other “White” ethnic groups5; and 23 

24 

Whereas, Health behaviors, such as dietary practices, vary within Asian and Latino  subgroups 25 

and thus require different interventions and may lead to different health outcomes6,7; and 26 

27 

Whereas, Accurate preferred language data can help identify “hot-spot” geographic areas with a 28 

high density of morbidity and could facilitate addressing social determinants of health8; and  29 

30 
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Whereas, A 2017 randomized controlled trial and retrospective study at an inner-city pain clinic 1 

demonstrated improved adherence to treatment and attendance at scheduled appointments 2 

after an intervention was deployed that utilized accurate preferred language data9,10; and 3 

4 

Whereas, Race, ethnicity, and language (REL) and other socio-demographic data could be 5 

used to identify targeted interventions for high-risk patients or areas for quality improvement11,12; 6 

and 7 

8 

Whereas, Despite recognition that such data can improve care, reliable collection of REL is 9 

uncommon, even in settings that treat large minority and immigrant populations8,11–13; and 10 

11 

Whereas, Several successful systems-level interventions with evidence of improved screening 12 

for accurate REL data have been published to date12,14; and 13 

14 

Whereas, Existing guidelines for electronic health record (EHR) collection of REL data have led 15 

to inaccuracies that could reduce the effectiveness of interventions based on this data13; and 16 

17 

Whereas, Our AMA has supported reducing racial and ethnic disparities in health care by 18 

studying health system opportunities and barriers to eliminating disparities (D-350.995); and 19 

20 

Whereas, Our AMA has advocated for precision in racial, ethnic, and religious designations in 21 

medical records, but has not done so for preferred language (H-315.996); and 22 

23 

Whereas, Our AMA has supported the collection of disaggregated racial data, but current policy 24 

lacks actionable language to engage stakeholders (H-350.954); therefore, be it 25 

26 

RESOLVED, That our AMA amend policy H-315.996 by insertion as follows: 27 

28 

Accuracy in Racial, Ethnic, Lingual, and Religious Designations in Medical 29 

Records, H-315.996  30 

The AMA advocates precision in racial, ethnic, preferred language, and religious 31 

designations in medical records, with information obtained from the patient, always 32 

respecting the personal privacy of the patient. 33 

34 

RESOLVED, That our AMA amend policy H-350.954 by deletion and insertion as follows: 35 

36 

Disaggregation of Demographic Data Within Racial and Ethnic Groups, H-350.954 37 

Our AMA supports encourages the disaggregation of demographic data regarding: (1) 38 

Asian-Americans and Pacific Islanders in order to reveal the within-group disparities that 39 

exist in health outcomes and representation in medicine; and (2) racial and ethnic 40 

groups, including but not limited to American Indian/Alaska Native (AIAN); Asian, Native 41 

Hawaiian, and Pacific Islander (AANHPI); Latinx; Hispanic White; non-Hispanic White; 42 

and Black/African American populations in order to reveal the disparities in health 43 
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outcomes and representation in medicine that exist within current classifications of racial 1 

and ethnic groups. that exist in health outcomes and representation in medicine. 2 

3 

RESOLVED, That our AMA will encourage the Office of the National Coordinator for Health 4 

Information Technology (ONC) to expand their data collection requirements, such that electronic 5 

health record (EHR) vendors include options for disaggregated coding of race and ethnicity. 6 

Fiscal note: Significant, 12 

Date received: 04/21/19 
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doi:10.1007/s11606-014-3102-8 
14.  Standiford CJ, Nolan E, Harris M, Bernstein SJ. Improving the provision of language 

services at an academic medical center: ensuring high-quality health communication for 
limited-English-proficient patients. Acad Med J Assoc Am Med Coll. 2009;84(12):1693-1697. 
doi:10.1097/ACM.0b013e3181bf4659 

 

RELEVANT AMA AND AMA-MSS POLICY: 

Disaggregation of Demographic Data Within Ethnic Groups H-350.954 

Our AMA supports the disaggregation of demographic data regarding: (1) Asian-Americans and 

Pacific Islanders in order to reveal the within-group disparities that exist in health outcomes and 

representation in medicine; and (2) ethnic groups in order to reveal the within-group disparities 

that exist in health outcomes and representation in medicine. 

 

National Health Information Technology D-478.995 

1. Our AMA will closely coordinate with the newly formed Office of the National Health 

Information Technology Coordinator all efforts necessary to expedite the implementation of an 

interoperable health information technology infrastructure, while minimizing the financial burden 

to the physician and maintaining the art of medicine without compromising patient care. 

2. Our AMA: (A) advocates for standardization of key elements of electronic health record 

(EHR) and computerized physician order entry (CPOE) user interface design during the ongoing 

development of this technology; (B) advocates that medical facilities and health systems work 

toward standardized login procedures and parameters to reduce user login fatigue; and (C) 

advocates for continued research and physician education on EHR and CPOE user interface 

design specifically concerning key design principles and features that can improve the quality, 

safety, and efficiency of health care; and (D) advocates for continued research on EHR, CPOE 

and clinical decision support systems and vendor accountability for the efficacy, effectiveness, 

and safety of these systems. 

3. Our AMA will request that the Centers for Medicare & Medicaid Services: (A) support an 

external, independent evaluation of the effect of Electronic Medical Record (EMR) 

implementation on patient safety and on the productivity and financial solvency of hospitals and 

physicians' practices; and (B) develop, with physician input, minimum standards to be applied to 

outcome-based initiatives measured during this rapid implementation phase of EMRs. 

4. Our AMA will (A) seek legislation or regulation to require all EHR vendors to utilize standard 

and interoperable software technology components to enable cost efficient use of electronic 

health records across all health care delivery systems including institutional and community 

based settings of care delivery; and (B) work with CMS to incentivize hospitals and health 

systems to achieve interconnectivity and interoperability of electronic health records systems 

with independent physician practices to enable the efficient and cost effective use and sharing 

of electronic health records across all settings of care delivery. 

5. Our AMA will seek to incorporate incremental steps to achieve electronic health record (EHR) 

data portability as part of the Office of the National Coordinator for Health Information 

Technology's (ONC) certification process. 

6. Our AMA will collaborate with EHR vendors and other stakeholders to enhance transparency 

and establish processes to achieve data portability. 
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7. Our AMA will directly engage the EHR vendor community to promote improvements in EHR 

usability. 

8. Our AMA will advocate for appropriate, effective, and less burdensome documentation 

requirements in the use of electronic health records. 

9. Our AMA will urge EHR vendors to adopt social determinants of health templates, created 

with input from our AMA, medical specialty societies, and other stakeholders with expertise in 

social determinants of health metrics and development, without adding further cost or 

documentation burden for physicians. 

 

Hospital Surveys and Health Care Disparities H-450.924 

Our AMA supports that the goal of hospital quality program assessments should be to identify 

areas to improve patient outcomes and quality of patient care. 

 

Our AMA recognizes the importance of cultural competency to patient experience and treatment 

plan adherence and encourage the implementation of cultural competency practices across 

health care settings. 

 

Sharing Demographic Medicare Data with Other Public Entities by CMS H-330.934  

The AMA supports continued provision of aggregate anonymous demographic information to 

state and local health agencies where its use will promote community health and improve 

utilization of health care dollars, as long as adequate safeguards to protect individual privacy 

are preserved. 

 

Accuracy in Racial, Ethnic and Religious Designations in Medical Records H-315.996 

The AMA advocates precision in racial, ethnic and religious designations in medical records, 

with information obtained from the patient, always respecting the personal privacy of the patient. 

 

Race and Ethnicity as Variables in Medical Research H-460.924 

Our AMA policy is that: (1) race and ethnicity are valuable research variables when used and 

interpreted appropriately; 

(2) health data be collected on patients, by race and ethnicity, in hospitals, managed care 

organizations, independent practice associations, and other large insurance organizations; 

(3) physicians recognize that race and ethnicity are conceptually distinct; 

(4) our AMA supports research into the use of methodologies that allow for multiple racial and 

ethnic self-designations by research participants;  

(5) our AMA encourages investigators to recognize the limitations of all current methods for 

classifying race and ethnic groups in all medical studies by stating explicitly how race and/or 

ethnic taxonomies were developed or selected; 

(6) our AMA encourages appropriate organizations to apply the results from studies of race-

ethnicity and health to the planning and evaluation of health services; and 

(7) our AMA continues to monitor developments in the field of racial and ethnic classification so 

that it can assist physicians in interpreting these findings and their implications for health care 

for patients. 
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Reducing Racial and Ethnic Disparities in Health Care D-350.995  

Our AMA’s initiative on reducing racial and ethnic disparities in health care will include the 

following recommendations:(1) Studying health system opportunities and barriers to eliminating 

racial and ethnic disparities in health care.(2) Working with public health and other appropriate 

agencies to increase medical student, resident physician, and practicing physician awareness of 

racial and ethnic disparities in health care and the role of professionalism and professional 

obligations in efforts to reduce health care disparities.(3) Promoting diversity within the 

profession by encouraging publication of successful outreach programs that increase minority 

applicants to medical schools, and take appropriate action to support such programs, for 

example, by expanding the "Doctors Back to School" program into secondary schools in 

minority communities. (BOT Rep. 4, A-03; Reaffirmation A-11) 

 

Racial and Ethnic Disparities in Health Care H-350.974 

Our AMA recognizes racial and ethnic health disparities as a major public health problem in the 

United States and as a barrier to effective medical diagnosis and treatment. The AMA maintains 

a position of zero tolerance toward racially or culturally based disparities in care; encourages 

individuals to report physicians to local medical societies where racial or ethnic discrimination is 

suspected; and will continue to support physician cultural awareness initiatives and related 

consumer education activities. The elimination of racial and ethnic disparities in health care an 

issue of highest priority for the American Medical Association. The AMA emphasizes three 

approaches that it believes should be given high priority: (1) Greater access - the need for 

ensuring that black Americans without adequate health care insurance are given the means for 

access to necessary health care. In particular, it is urgent that Congress address the need for 

Medicaid reform. (2) Greater awareness - racial disparities may be occurring despite the lack of 

any intent or purposeful efforts to treat patients differently on the basis of race. The AMA 

encourages physicians to examine their own practices to ensure that inappropriate 

considerations do not affect their clinical judgment. In addition, the profession should help 

increase the awareness of its members of racial disparities in medical treatment decisions by 

engaging in open and broad discussions about the issue. Such discussions should take place in 

medical school curriculum, in medical journals, at professional conferences, and as part of 

professional peer review activities. (3) Practice parameters - the racial disparities in access to 

treatment indicate that inappropriate considerations may enter the decision making process. 

The efforts of the specialty societies, with the coordination and assistance of our AMA, to 

develop practice parameters, should include criteria that would preclude or diminish racial 

disparities. Our AMA encourages the development of evidence-based performance measures 

that adequately identify socioeconomic and racial/ethnic disparities in quality. Furthermore, our 

AMA supports the use of evidence-based guidelines to promote the consistency and equity of 

care for all persons. 

 

Disaggregation of Data Concerning the Status of Asian-Americans 350.017MSS 



 
Resolution 29 (A-19) 

Page 7 of 7 
 
AMA-MSS will ask that our AMA support the disaggregation of data regarding Asian-Americans 

in order to reveal the within-group disparities that exist in health outcomes and representation in 

medicine. (MSS Res 27, A-17)  

 

Evaluation of the Principles of the Health Care Access Resolution 165.009MSS 

(1) AMA-MSS supports efforts to make health care more cost-effective by reducing 

administrative burdens, but only to such a degree that quality of care is not compromised; (2) 

AMA-MSS supports means of including both long-term care and prescription drug benefits into 

the guidelines for seeking affordable universal health care access and coverage; (3) AMA-MSS 

encourages the development of evidence-based performance measures that adequately identify 

socioeconomic and racial/ethnic disparities in quality of health care; and that our AMA-MSS 

supports the use of evidence-based guidelines to promote the consistency and equity of care for 

all persons; (4) AMA-MSS will adopt policy to promote outcomes research as an effective 

mechanism to improve the quality of medical care for all persons and urge that the results of 

such research be used only for educational purposes and for improving practice parameters; (5) 

AMA-MSS will adopt policy to address the need to increase numbers of qualified health care 

professionals, practitioners, and providers in underserved areas to increase timely access to 

quality care; (6) AMA-MSS supports the inclusion of adequate and timely payments to 

physicians and other providers into any plan calling for affordable universal health care access; 

(7) AMA-MSS supports the inclusion of the principles of continuity of health insurance coverage 

and continuity of medical care into any plan calling for affordable universal health care access; 

(8)AMA-MSS supports the inclusion of the principle of consumer choice of healthcare providers 

and practitioners into any plan calling for affordable universal health care access; (9) AMA-MSS 

supports the inclusion of reducing health care administrative cost and burden into any plan 

calling for affordable universal health care access.  
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Resolution 30 
(A-19) 

Introduced by: Maya McKeown, Soobin Kim, Jessie Klugman, Alek Kenefake, University of 
Illinois at Chicago 

Subject: Ensuring the Best In-School Care for Children with Sickle Cell Disease 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, Sickle cell disease (SCD) affects approximately 1 in 100,000 Americans, particularly 1 

in communities of color where the incidence is 1 in 365 African Americans and 1 in 16,300 2 

Hispanics in the U.S.1; and 3 

4 

Whereas, 1 in 13 African Americans are born with sickle cell trait, making this autosomal 5 

recessive disease commonly inherited and highly prevalent in African American families and 6 

communities1; and 7 

8 

Whereas, Youth with SCD miss on average 20-30 school days per year because of symptoms 9 

or complications of the disease2; and 10 

11 

Whereas, Adolescents with SCD report having important academic goals, and school 12 

absenteeism becomes an impediment of reaching these goals resulting in worse standardized 13 

test scores and history of repeated grade levels3; and 14 

15 

Whereas, Due to impaired kidney functions, those with SCD need constant access to hydration 16 

and liberal access to the bathroom, both of which are frequently monitored and restricted in the 17 

classroom4-7; and 18 

19 

Whereas, SCD can limit students’ abilities to engage in the same intensity of aerobic physical 20 

activities as those not impacted by SCD due to increased fatigue and further, exercise-induced 21 

acidosis promotes red blood cell sickling4-8; and  22 

23 

Whereas, Educators’ poor understanding of physical limitations and students’ needs for 24 

accommodations, such as adequate hydration, can result in increased pain crises or stroke4-7; 25 

and 26 

27 

Whereas, In a study assessing the needs of educators working with students with chronic 28 

illnesses, researchers found that educators felt least supported and trained to work with 29 

students suffering from sickle cell disease, cystic fibrosis, and epilepsy9; and 30 

31 

NextTable of ContentsPrevious
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Whereas, Studies show that teachers who understand medical conditions such as ADHD, 1 

asthma, and allergy tend to use more evidence-based approaches to accommodating students’ 2 

classroom needs10-11; and  3 

 4 

Whereas, 25.2% of schools in the United States lack a school nurse, thus recognition and 5 

monitoring of potentially emergent medical complications, such as stroke, fall on teachers and 6 

non-healthcare staff in many schools12; and  7 

 8 

Whereas, According to the American School Health Association, school professionals 9 

suggested a need for more support when working with students with conditions such as sickle 10 

cell disease, cystic fibrosis, and epilepsy9; and 11 

 12 

Whereas, Existing AMA policy currently “recognizes sickle cell disease (SCD) as a chronic 13 

illness, (2) encourages educational efforts directed to health care providers and the public 14 

regarding the treatment and prevention of SCD” (H350.973); and 15 

 16 

Whereas, Existing AMA policy currently urges “physicians, physicians-in-training, and medical 17 

students to serve as advocates for pediatric patients with diabetes to ensure that they receive 18 

the best in-school care, and are not discriminated against, based on current federal and state 19 

protections” (H-60.932); and 20 

 21 

Whereas, Existing AMA policy currently “(1) urges all schools, from preschool through 12th 22 

grade, to: (a) develop Medical Emergency Response Plans” for children at risk for anaphylactic 23 

reactions; and “(5) urges physicians to work with parents and schools to ensure that all their 24 

patients with a food allergy have an individualized emergency plan” (D-60.976); therefore be it 25 

 26 
RESOLVED, That our AMA support the development of an individualized sickle cell emergency 27 
care plan by physicians for in-school use, especially during sickle cell crises; and be it further  28 
 29 
RESOLVED, That our AMA support in-school accommodations to create an equitable 30 
educational environment for students with sickle cell disease through measures such as 31 
adequate access to the restroom and water, physical education modifications, seat 32 
accommodations during extreme temperature conditions, access to medications, and policies to 33 
support continuity of education during prolonged absences from school; and be it further 34 
 35 
RESOLVED, That our AMA promote the education of teachers and school officials on policies 36 
and protocols encouraging best practices for children with sickle cell disease, such as 37 
accommodations, to ensure that they receive the best in-school care, and are not discriminated 38 
against, based on current federal and state protections.39 

40 
Fiscal Note: Moderate, 8 
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
Sickle Cell Disease H-350.973 

Our AMA: (1) recognizes sickle cell disease (SCD) as a chronic illness, (2) encourages 
educational efforts directed to health care providers and the public regarding the treatment and 
prevention of SCD; (3) supports the inclusion of SCD in newborn screening programs and 
encourages genetic counseling for parents of SCD patients and for young adults who are 
affected, carriers, or at risk of being carriers; (4) supports ongoing and new research designed 
to speed the clinical implementation of new SCD treatments; and (5) recommends that SCD 
research programs have input in the planning stage from the local African American community, 
SCD patient advocacy groups, and others affected by SCD. CLRPD Rep. 3, I-98 Reaffirmed: 

CLRPD Rep. 1, A-08. Modified: BOT Rep. 12, A-11. 
 
Ensuring the Best In-School Care for Children with Diabetes H-60.932 
Our AMA policy is that physicians, physicians-in-training, and medical students should serve as 
advocates for pediatric patients with diabetes to ensure that they receive the best in-school 
care, and are not discriminated against, based on current federal and state protections. CSAPH 
Rep. 4, A-08. Reaffirmed: CSAPH Rep. 01, A-18. 
 
Childhood Anaphylactic Reactions D-60.976 
Our AMA will: (1) urge all schools, from preschool through 12th grade, to: (a) develop Medical 
Emergency Response Plans (MERP); (b) practice these plans in order to identify potential 
barriers and strategies for improvement; (c) ensure that school campuses have a direct 
communication link with an emergency medical system (EMS); (d) identify students at risk for 
life-threatening emergencies and ensure these children have an individual emergency care plan 
that is formulated with input by a physician; (e) designate roles and responsibilities among 
school staff for handling potential life-threatening emergencies, including administering 
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medications, working with EMS and local emergency departments, and contacting families; (f) 
train school personnel in cardiopulmonary resuscitation; (g) adopt the School Guidelines for 
Managing Students with Food Allergies distributed by FARE (Food Allergy Research & 
Education); and (h) ensure that appropriate emergency equipment to deal with anaphylaxis and 
acute asthmatic reactions is available and that assigned staff are familiar with using this 
equipment; (2) work to expand to all states laws permitting students to carry prescribed 
epinephrine or other medications prescribed by their physician for asthma or anaphylaxis; (3) 
support increased research to better understand the causes, epidemiology, and effective 
treatment of anaphylaxis; (4) urge the Centers for Disease Control and Prevention to study the 
adequacy of school personnel and services to address asthma and anaphylactic emergencies; 
(5) urge physicians to work with parents and schools to ensure that all their patients with a food 
allergy have an individualized emergency plan; and (6) work to allow all first responders to carry 
and administer epinephrine in suspected cases of anaphylaxis. CSAPH Rep. 1, A-07. Modified: 
CCB/CLRPD Rep. 2, A-14. 



AMERICAN MEDICAL ASSOCIATION MEDICAL STUDENT SECTION ASSEMBLY 

Resolution 31 
(A-19) 

Introduced by: Bing April Pei, Mark Phillips, and Drayton Harvey, USC Keck School of 
Medicine 

Subject: Increasing Access to Gang-Related Laser Tattoo Removal in Prison and 
Community Settings 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, Between 2007 and 2012, gang-related homicides were estimated to be approximately 1 

13% of all homicides in the United States1 and, while national rates of violent crime have been 2 

experiencing historic lows, gang-related homicide rates have stagnated or risen2 ; and 3 

4 

Whereas, violent crime results in enormous health care costs, criminal justice system 5 

expenditures, and productivity losses, with estimated total costs of $5.7 million per murder and 6 

$89,250 per aggravated assault3; and 7 

8 

Whereas, Public health insurance programs reimburse the majority of insurance claims 9 

pertaining to firearm-related injuries and, by extension, taxpayers bear most of the healthcare 10 

costs relating to these injuries4; and 11 

12 

Whereas, Gang tattoos present significant barriers to gang detachment and social 13 

reintegration5, and our AMA-MSS in 515.004MSS has pledged to encourage our AMA to 14 

develop community-based programs that mitigate barriers to ending gang membership; and 15 

16 

Whereas, Gang tattoos increase risk of violent victimization6; and 17 

18 

Whereas, The AMA Code of Medical Ethics Opinion 8.10 states that “physicians have an ethical 19 

obligation to take actions to aver the harms caused by violence and abuse” for their patients; 20 

and 21 

22 

Whereas, Visible7 and prison8 tattoos are associated with higher risk for recidivism, putting ex-23 

offenders at risk for wide-ranging negative health outcomes strongly associated with 24 

incarceration9; and 25 

26 

Whereas, Visual markers of gang affiliation are stigmatizing and can lead to discrimination in 27 

employment and legal10 settings; 28 

29 

Whereas, Everyday discrimination mediates the association between former incarceration and 30 

poor mental health outcomes11; and 31 
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 1 

Whereas, Tattoo removal can have profound social, psychological, and economic benefits for 2 

formerly incarcerated and gang-affiliated individuals12,13; and 3 

 4 

Whereas, Former gang members who contributed to Skin Deep: Looking beyond the tattoos 5 

expressed wide-ranging motivations for tattoo removal including employment barriers, family 6 

disapproval, desire for a fresh start, and desire to stem negative public attention and police 7 

harassment14; and  8 

 9 

Whereas, Removal of “branding” tattoos for victims of gang-related human trafficking facilitates 10 

psychosocial healing15-17; and 11 

 12 

Whereas, Demand for tattoo removal is reflected in the creation of free and low cost community-13 

based tattoo removal programs18, including one gang rehabilitation program that performed 14 

11,834 tattoo removal procedures in 201719; and 15 

 16 

Whereas, The average national cost for one session of laser tattoo removal procedure in a 17 

private physician’s office is $40120 and an average of 7-10 sessions are required for full removal 18 

of one tattoo21; and 19 

 20 

Whereas, High cost of tattoo removal has led to proliferation of an unregulated market of more 21 

inexpensive techniques which pose risks such as burns, dyspigmentation, and scarring22; and 22 

 23 

Whereas, Tattoo removal services can serve as a bridge to other rehabilitative social, 24 

psychological, and educational services and opportunities23-25; and 25 

 26 

Whereas, There is public support for government-subsidized tattoo removal services for 27 

incarcerated and gang-affiliated populations26; and 28 

 29 

Whereas, Local law enforcement agencies have recognized the value of tattoo removal services 30 

for inmates and created prison-based tattoo removal programs27, 28; 31 

 32 

Whereas, The AMA has supported expansion of health services in prisons, such as substance 33 

abuse treatment (H-430.994, H-430.987) and infant bonding programs (H-430.990), that enable 34 

a more successful transition from prison to community settings;     35 

 36 
RESOLVED, That our AMA advocates for regulatory reforms, policies, and funding to increase 37 
access to gang-related laser tattoo removal in prison and community settings.38 

Fiscal Note: Significant, 12 
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
Definitions of "Cosmetic" and "Reconstructive" Surgery H-475.992 
Our AMA: (1) supports the following definitions of "cosmetic" and "reconstructive" surgery:  
Cosmetic surgery is performed to reshape normal structures of the body in order to improve the 
patient's appearance and self-esteem. Reconstructive surgery is performed on abnormal 
structures of the body, caused by congenital defects, developmental abnormalities, trauma, 
infection, tumors or disease. It is generally performed to improve function, but may also be done 
to approximate a normal appearance. (2) Our AMA encourages third party payers to use these 
definitions in determining services eligible for coverage under the plans they offer or administer. 
 
Preventing, Identifying and Treating Violence and Abuse Code of Medical Ethics Opinion 
8.10 
All patients may be at risk for interpersonal violence and abuse, which may adversely affect their 
health or ability to adhere to medical recommendations. In light of their obligation to promote the 
well-being of patients, physicians have an ethical obligation to take appropriate action to avert the 
harms caused by violence and abuse. 
 
Laser Surgery H-475.988 
The AMA supports the position that revision, destruction, incision or other structural alteration of 
human tissue using laser is surgery. 
 
515.004MSS: Gang Violence 
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AMA-MSS will ask the AMA to encourage the development of community based programs that 
offer alternatives to gang membership. (AMA Amended Res 401, Adopted) (Reaffirmed: MSS 
Rep B, I-00) (Reaffirmed: MSS Rep E, I-05) (Reaffirmed: MSS GC Rep F, I-10) (Reaffirmed: 
MSS GC Rep D, I-15). 
 
Prison-Based Treatment Programs for Drug Abuse H-430.994 
Our AMA: (1) encourages the increased application to the prison setting of the principles, 
precepts and processes derived from drug-free residential therapeutic community experience; 
and (2) urges state health departments or other appropriate agencies to take the lead in working 
with correction and substance abuse agencies for the expansion of such prison-based drug-free 
treatment programs. 
 
Opiate Replacement Therapy Programs in Correctional Facilities H-430.987 
1. Our AMA endorses: (a) the medical treatment model of employing opiate replacement 
therapy (ORT) as an effective therapy in treating opiate-addicted persons who are incarcerated; 
and (b) ORT for opiate-addicted persons who are incarcerated, in collaboration with the National 
Commission on Correctional Health Care and the American Society of Addiction Medicine. 
 
2. Our AMA advocates for legislation, standards, policies and funding that encourage 
correctional facilities to increase access to evidence-based treatment of opioid use disorder, 
including initiation and continuation of opioid replacement therapy in conjunction with 
counseling, in correctional facilities within the United States and that this apply to all 
incarcerated individuals including pregnant women. 
 
3. Our AMA supports legislation, standards, policies, and funding that encourage correctional 
facilities within the United States to work in ongoing collaboration with addiction treatment 
physician-led teams, case managers, social workers, and pharmacies in the communities where 
patients, including pregnant women, are released to offer post-incarceration treatment plans for 
opioid use disorder, including education, medication for addiction treatment and counseling, and 
medication for preventing overdose deaths and help ensure post-incarceration medical 
coverage and accessibility to medication assisted therapy. 
 
Bonding Programs for Women Prisoners and their Newborn Children H-430.990 
Because there are insufficient data at this time to draw conclusions about the long-term effects 
of prison nursery programs on mothers and their children, the AMA supports and encourages 
further research on the impact of infant bonding programs on incarcerated women and their 
children. The AMA recognizes the prevalence of mental health and substance abuse problems 
among incarcerated women and continues to support access to appropriate services for women 
in prisons. The AMA recognizes that a large majority of female inmates who may not have 
developed appropriate parenting skills are mothers of children under the age of 18. The AMA 
encourages correctional facilities to provide parenting skills training to all female inmates in 
preparation for their release from prison and return to their children. The AMA supports and 
encourages further investigation into the long-term effects of prison nurseries on mothers and 
their children. 
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Resolution 32 
(A-19) 

Introduced by: Region 4 

Subject: Increased Coverage for HPV Vaccination. 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, The Centers for Disease Control and Prevention has stated that Human 1 
Papillomavirus (HPV) vaccination prior to becoming infected with the HPV types covered by the 2 
vaccine has the potential to prevent more than 90 percent of HPV related cancers, or 31,200 3 
cases every year, from ever developing1; and 4 

5 
Whereas, Clinical trials have shown that the 9-valent HPV vaccine is 90% effective in the 6 
prevention of a combined endpoint of persistent infection, genital warts, vulvar and vaginal 7 
precancerous lesions, cervical precancerous lesions, and cervical cancer related to HPV types 8 
covered by the vaccine2; and 9 

10 
Whereas, the Food and Drug Administration has approved the use of the GARDASIL® 9 11 
(Human Papillomavirus 9-valent Vaccine, Recombinant) vaccination in men and women aged 9-12 
45 years3; and 13 

14 
Whereas, The Advisory Committee on Immunization Practice recognizes that the cost per 15 
quality adjusted life year gained does not significantly increase when administering the 16 
GARDASIL® 9 (Human Papillomavirus 9-valent Vaccine, Recombinant) vaccination from ages 9 17 
to 264-6; and 18 

19 
Whereas, Medicaid coverage under the Vaccines for Children Program for the GARDASIL® 9 20 
(Human Papillomavirus 9-valent Vaccine, Recombinant) for male and female patients ends at 21 
age 187; and 22 

23 
Whereas, Medicaid coverage under the Early and Periodic Screening, Diagnostic and 24 
Treatment benefit ends at age 20 for all Advisory Committee on Immunization Practice 25 
recommended vaccines7; therefore be it 26 

27 
RESOLVED, That our American Medical Association advocate for the addition of Medicaid 28 
coverage for the GARDASIL® 9 (Human Papillomavirus 9-valent Vaccine, Recombinant) or 29 
equivalent Human Papillomavirus 9-valent Vaccine for male and female patients between the 30 
ages of 18 and 26.31 

32 
Fiscal Note: Significant, 12 

Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
HPV Vaccine and Cervical Cancer Prevention Worldwide H-440.872] 
1. Our AMA (a) urges physicians to educate themselves and their patients about HPV and 
associated diseases, HPV vaccination, as well as routine cervical cancer screening; and (b) 
encourages the development and funding of programs targeted at HPV vaccine introduction and 
cervical cancer screening in countries without organized cervical cancer screening programs. 
 
2. Our AMA will intensify efforts to improve awareness and understanding about HPV and 
associated diseases, the availability and efficacy of HPV vaccinations, and the need for routine 
cervical cancer screening in the general public. 
 
3. Our AMA (a) encourages the integration of HPV vaccination and routine cervical cancer 
screening into all appropriate health care settings and visits for adolescents and young adults, 
(b) supports the availability of the HPV vaccine and routine cervical cancer screening to 
appropriate patient groups that benefit most from preventive measures, including but not limited 
to low-income and pre-sexually active populations, and (c) recommends HPV vaccination for all 
groups for whom the federal Advisory Committee on Immunization Practices recommends HPV 
vaccination.  
 
Insurance Coverage for HPV Vaccine D-440.955 
AMA-MSS aims to reduce stigmatization mental health issues in the medical community by (a) 
Our AMA:  
(1) supports the use and administration of Human Papillomavirus vaccine as recommended by 
the Advisory Committee on Immunization Practices; 
(2) encourages insurance carriers and other payers to appropriately cover and adequately 
reimburse the HPV vaccine as a standard policy benefit for medically eligible patients; and  
(3) will advocate for the development of vaccine assistance programs to meet HPV vaccination 
needs of uninsured and underinsured populations. 
 
HPV Vaccine in Cervical Cancer Prevention Worldwide 440.028MSS 
AMA-MSS will ask the AMA to: 
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(a) urge physicians to educate themselves and their patients about HPV vaccination; (b) 
encourage the development and funding of programs targeted at reducing HPV transmission 
and screening for infection and precancerous cervical changes in developing countries; (c) 
intensify efforts to improve awareness and understanding about the availability and efficacy 
of HPV vaccinations in the general public; (d) encourage the integration of HPV vaccination 
into reproductive health care settings, including but not limited to routine reproductive 
health care visits for adults and adolescents; and (e) support the availability of the HPV 
vaccine to patient groups that benefit most from preventative measures, including but not 
limited to low-income and pre-sexually active populations. (MSS Res 5, A-06) (Reaffirmed: 
MSS GC Rep D, I-11) (Reaffirmed: MSS GC Report A, I-16) 
 



AMERICAN MEDICAL ASSOCIATION MEDICAL STUDENT SECTION ASSEMBLY 

Resolution 33 
(A-19) 

Introduced by: Region 1; Region 5;  Asmi Panigrahi, Rutgers New Jersey Medical School; 
Sean Liu, Baylor College of Medicine; Dorreen Danesh, University of Florida 
College of Medicine; M. Usman Ahmad, University of South Florida College 
of Medicine; Joanna Jiang, University of Pennsylvania; Hannah Crowder, 
George Washington University School of Medicine 

Subject: Curtailing Greenhouse Gas Emissions to Net Zero in the Health Sector 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, The environmental consequences of climate change, such as degraded air quality, 1 

changes in precipitation and heat patterns, and natural disasters impact social, psychological, 2 

and physical human health1; and 3 

4 

Whereas, High-end emissions projection scenarios show global average warming of 2.6–4.8°C 5 

by the end of the century, with all their regional amplification and attendant impacts2; and 6 

7 

Whereas, There is widespread agreement in the literature reviewed by the Intergovernmental 8 
Panel on Climate Change (IPCC) that remaining below 1.5°C  warming would entail 9 
“significantly greater transformation in terms of energy systems, lifestyles and investment 10 
patterns compared to 2°C”3; and 11 

12 

Whereas, the IPCC has estimated that limiting global warming to 1.5°C would require “global 13 
net human-caused emissions of carbon dioxide to fall by about 45 percent from 2010 levels by 14 
2030, and reach net zero by approximately 2050”3; and   15 

16 

Whereas, Climate change related health costs in the US are projected to be approximately 50% 17 
less per year when global climate is prevented from exceeding 1.5°C 4,5; and 18 

19 

Whereas, More than 50% of heat related deaths and approximately 50% of infectious diseases 20 
cases can be prevented in the US when global climate is prevented from exceeding 1.5°C4; and 21 

22 

Whereas, When global warming exceeds 1.5°C above pre-industrial levels, the estimated global 23 
effects include 92,207 additional heat-related deaths per year by 2030, 350 million more 24 
humans exposed to severe heat by 2050, and 31 to 69 million humans exposed to flooding from 25 
sea level rise by 21003,6; and 26 

27 
Whereas, Compared to at 1.5°C global warming, at 2°C, the estimated global effects include 28 
255,486 additional heat-related deaths by 2050, 25 million more malnourished people, 165 29 
million more cases of Dengue fever per year, 150 million more cases of malaria, up to 10 30 
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million more humans exposed to flooding from sea level rise, and 153 million more premature 1 
deaths caused by pollution by 21006,7-10; and 2 
  3 
Whereas, When global warming exceeds 2°C, the estimated domestic effects include increased 4 
average temperatures between 2.4C-3.1C, 28%-55% increased frequency of extremes in 5 
rainfall, an additional 9,300 deaths per year due to extreme hot and cold temperatures, and 39 6 
million more people at risk of water scarcity4,11-12; and 7 
  8 
Whereas, With every 1°C increase in temperature domestically, there is a correlated 4% 9 
increase in the prevalence of Type 2 diabetes and 2% increase in the prevalence of mental 10 
health issues13,14; and 11 
  12 
Whereas, Previous extreme weather and climate events have significantly increased healthcare 13 
spending, as evidenced by six events across the United States between 2000 and 2009 that 14 
increased spending by over $14 billion through 760,000 additional patient encounters and 1,689 15 
lives lost prematurely15; and 16 
  17 
Whereas, Current climate projections would cost the US healthcare system an additional $1 18 
billion and $3.3 billion per year by 2050 and 2090 respectively in West Nile Virus-related 19 
management, $141 billion per year in heat-related deaths, and $26 billion per year in poor air-20 
quality deaths by 21004,16; and 21 
  22 
Whereas, The US healthcare system alone is responsible for 10% of US greenhouse gas 23 

emissions, and if it were its own country, it would be the 7th largest producer of carbon dioxide 24 

in the world17,18; and 25 

 26 

Whereas, A number of US academic and private medical centers, as well as international 27 

medical systems, have taken steps to improve energy-efficiency, expand recycling 28 

programs,and pursue energy independence, demonstrating the feasibility of reducing energy 29 

expenditures while saving money within the healthcare sector19-23 ; therefore be it 30 

 31 
RESOLVED, That our AMA advocate for the US healthcare system, including but not limited to 32 
hospitals, clinics and ambulatory care centers, to decrease carbon emissions to half of 2010 33 
levels by 2030 and reach net zero carbon emissions by 2050, so as to commit to decreasing the 34 
healthcare sector’s contribution to an increase in temperature beyond 1.5°C over the next 35 
century; and be it further  36 
 37 
RESOLVED, That our AMA urgently advocate for state and national programs that enable 38 
parties within the healthcare system to quantify their energy consumption and carbon emissions 39 
as well as identify avenues to improve energy efficiency and decrease net carbon emissions.   40 

41 
Fiscal Note: Significant, 12 
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
AMA Advocacy for Environmental Sustainability and Climate H-135.923 
Our AMA (1) supports initiatives to promote environmental sustainability and other efforts to halt 
global climate change; (2) will incorporate principles of environmental sustainability within its 
business operations; and (3) supports physicians in adopting programs for environmental 
sustainability in their practices and help physicians to share these concepts with their patients 
and with their communities. 
 
Global Climate Change and Human Health H-135.938 
Our AMA: 

1. Supports the findings of the Intergovernmental Panel on Climate Change's fourth 
assessment report and concurs with the scientific consensus that the Earth is 
undergoing adverse global climate change and that anthropogenic contributions are 
significant. These climate changes will create conditions that affect public health, with 
disproportionate impacts on vulnerable populations, including children, the elderly, and 
the poor. 

2. Supports educating the medical community on the potential adverse public health effects 
of global climate change and incorporating the health implications of climate change into 
the spectrum of medical education, including topics such as population displacement, 
heat waves and drought, flooding, infectious and vector-borne diseases, and potable 
water supplies. 

3. (a) Recognizes the importance of physician involvement in policy making at the state, 
national, and global level and supports efforts to search for novel, comprehensive, and 

https://doi.org/10.1371/journal.pone.0157014
https://practicegreenhealth.org/pubs/toolkit/reports/ClimateChange.pdf
https://practicegreenhealth.org/pubs/toolkit/reports/ClimateChange.pdf
https://practicegreenhealth.org/pubs/toolkit/reports/ClimateChange.pdf
https://sustainability.ucsf.edu/greening_the_medical_center/mc_sustainability_report_fy12_14
https://sustainability.ucsf.edu/greening_the_medical_center/mc_sustainability_report_fy12_14
http://www.healthierhospitals.org/get-inspired/success-stories/gundersen-health-system-achieving-energy-efficiency-and-cost-savings
http://www.healthierhospitals.org/get-inspired/success-stories/gundersen-health-system-achieving-energy-efficiency-and-cost-savings
https://www.nrdc.org/sites/default/files/ohsu.pdf
https://www.nrdc.org/sites/default/files/ohsu.pdf
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economically sensitive approaches to mitigating climate change to protect the health of 
the public; and (b) recognizes that whatever the etiology of global climate change, 
policymakers should work to reduce human contributions to such changes. 

4. Encourages physicians to assist in educating patients and the public on environmentally 
sustainable practices, and to serve as role models for promoting environmental 
sustainability. 

5. Encourages physicians to work with local and state health departments to strengthen the 
public health infrastructure to ensure that the global health effects of climate change can 
be anticipated and responded to more efficiently, and that the AMA's Center for Public 
Health Preparedness and Disaster Response assist in this effort. 

6. Supports epidemiological, translational, clinical and basic science research necessary 
for evidence-based global climate change policy decisions related to health care and 
treatment. 

Stewardship of the Environment H-135.973 
Our AMA: (1) encourages physicians to be spokespersons for environmental stewardship, 
including the discussion of these issues when appropriate with patients; (2) encourages the 
medical community to cooperate in reducing or recycling waste; (3) encourages physicians and 
the rest of the medical community to dispose of its medical waste in a safe and properly 
prescribed manner; (4) supports enhancing the role of physicians and other scientists in 
environmental education; (5) endorses legislation such as the National Environmental Education 
Act to increase public understanding of environmental degradation and its prevention; (6) 
encourages research efforts at ascertaining the physiological and psychological effects of 
abrupt as well as chronic environmental changes; (7) encourages international exchange of 
information relating to environmental degradation and the adverse human health effects 
resulting from environmental degradation; (8) encourages and helps support physicians who 
participate actively in international planning and development conventions associated with 
improving the environment; (9) encourages educational programs for worldwide family planning 
and control of population growth; (10) encourages research and development programs for 
safer, more effective, and less expensive means of preventing unwanted pregnancy; (11) 
encourages programs to prevent or reduce the human and environmental health impact from 
global climate change and environmental degradation.(12) encourages economic development 
programs for all nations that will be sustainable and yet nondestructive to the environment; (13) 
encourages physicians and environmental scientists in the United States to continue to 
incorporate concerns for human health into current environmental research and public policy 
initiatives; (14) encourages physician educators in medical schools, residency programs, and 
continuing medical education sessions to devote more attention to environmental health issues; 
(15) will strengthen its liaison with appropriate environmental health agencies, including the 
National Institute of Environmental Health Sciences (NIEHS); (16) encourages expanded 
funding for environmental research by the federal government; and (17) encourages family 
planning through national and international support. 
 
Green Initiatives and the Health Care Community H-135.939 
Our AMA supports: (1) responsible waste management and clean energy production policies 
that minimize health risks, including the promotion of appropriate recycling and waste reduction; 
(2) the use of ecologically sustainable products, foods, and materials when possible; (3) the 
development of products that are non-toxic, sustainable, and ecologically sound; (4) building 
practices that help reduce resource utilization and contribute to a healthy environment; and (5) 
community-wide adoption of 'green' initiatives and activities by organizations, businesses, 
homes, schools, and government and health care entities. 
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Statement of Sustainability Principles 135.013MSS 
AMA-MSS will (1) develop a model sustainability statement that medical schools can use as a 
template for creating institution-specific sustainability mission statements; and (2) encourage all 
medical schools to adopt mission statements which promote institutional sustainability initiatives 
such as consumption awareness, waste reduction, energy and water conservation, and the 
utilization of reusable/recyclable goods. (MSS Res 2, A-10) (Reaffirmed: MSS Res 10, I-11) 
(Reaffirmed, MSS GC Rep D, I-15) 
 
Promotion of Conservation Practices within the AMA 135.005MSS 
AMA-MSS will ask the AMA to direct its offices to implement conservation-minded practices 
whenever feasible. (AMA Res 16, A-91 Adopted [G-630.100]) (Reaffirmed: MSS Rep B, I-00) 
(Reaffirmed: MSS Rep E, I-05) (Reaffirmed: MSS GC Rep F, I-10) (Reaffirmed: MSS GC Rep 
D, I-15) 
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Introduced by: Danielle Reynolds, Manraj Sekhon, Stephanie Williams, Oakland University 
William Beaumont School of Medicine; Rowena Hann, Touro University  

Subject: The Effects of Employment Discrimination on the Health of Formerly 
Incarcerated Individuals 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, a criminal record reduces the likelihood of a callback or job offer by approximately 1 

50%, and the rate of unemployment of previously incarcerated individuals is approximately 27%, 2 

which is significantly higher than the current U.S. unemployment rate of less than 4%1-3; and 3 

4 

Whereas, studies have shown that formerly incarcerated individuals are more active in the labor 5 
market than the general population, supporting the idea that the high unemployment rate is 6 
attributable to discrimination rather than differences in aspirations and motivation3; and 7 

8 
Whereas, blacks are incarcerated at a rate greater than five times that of whites, contributing to 9 
health disparities, such as obesity and STI, disproportionately affecting minorities4-5; and 10 

11 
Whereas, unemployment has been associated with increased illicit drug use, tobacco use, and 12 
heavy alcohol use; a greater risk of having a premature or low birth weight baby; and decreased 13 
self-perceived mental health6-8; and 14 

15 
Whereas, unemployed individuals are more likely to delay seeking health care due to cost and 16 
are less likely to have access to healthcare than employed individuals9; and 17 

18 
Whereas, the recent and ongoing implementation of Medicaid work requirements poses an 19 
additional barrier for formerly incarcerated individuals to accessing health care when seeking 20 
employment10; and 21 

22 
Whereas, incarceration is associated with limited future employment opportunities and earnings 23 
potential, which are the strongest predictors of recidivism, and an estimated 68% of formerly 24 
incarcerated individuals were arrested within three years of their release, and an estimated 83% 25 
were arrested within nine years of their release11-12; and 26 

27 
Whereas, the EEOC recommends that employers do not ask about convictions on job 28 
applications5; and 29 

30 
Whereas, Hawaii, Minnesota, Massachusetts, and Rhode Island have implemented statewide 31 
private sector “ban the box” laws, which prohibit employers from asking applicants if they have 32 
been convicted of a crime on an initial job application and provide applicants a fair chance to 33 
interview for positions and stand on their qualifications; and 34 
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Whereas, cities and counties in California, Connecticut, Michigan, New Jersey, New York, 1 
Pennsylvania, and Washington have implemented both private sector and government 2 
contractor “ban the box” laws; and 3 
 4 
Whereas, studies focusing on the effects of “ban the box” hiring policies in the public job sector 5 

find that there is a 30% increase in public employment for people with criminal records13; and 6 

 7 

Whereas, since the implementation of the “ban the box” law in Hawaii, a criminal defendant 8 

prosecuted for a felony is 57% less likely to have a prior criminal conviction, demonstrating a 9 

correlation between “ban the box” laws and prevention of recidivism14; therefore be it 10 

 11 
RESOLVED, that the AMA-MSS support policies and practices that prevent employers from 12 
discriminating against formerly incarcerated individuals.13 

14 
Fiscal Note: Minimal, 4 
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
AMA Support for Justice Reinvestment Initiative H-95.931 
Our AMA supports justice reinvestment initiatives aimed at improving risk assessment tools for 
screening and assessing individuals for substance use disorders and mental health issues, 
expanding jail diversion and jail alternative programs, and increasing access to reentry and 
treatment programs. Res. 205, A-16 
 
Long-Term Care Residents With Criminal Backgrounds H-280.948 
1. Our AMA encourages the long-term care provider and correctional care communities, 
including the American Medical Directors Association, the Society of Correctional Physicians, 
the National Commission on Correctional Health Care, the American Psychiatric Association, 
long-term care advocacy groups and offender advocacy groups, to work together to develop 
national best practices on how best to provide care to, and develop appropriate care plans for, 
individuals with violent criminal backgrounds or violent tendencies in long-term care facilities 
while ensuring the safety of all residents of the facilities.  
 
2. Our AMA encourages more research on how to best care for residents of long-term care 
facilities with criminal backgrounds, which should include how to vary approaches to care 
planning and risk management based on age of offense, length of incarceration, violent 
tendencies, and medical and psychiatric history.  
 
3. Our AMA encourages research to identify and appropriately address possible liabilities for 
medical directors, attending physicians, and other providers in long-term care facilities caring for 
residents with criminal backgrounds.  
 
4. Our AMA will urge the Society of Correctional Physicians and the National Commission on 
Correctional Health Care to work to develop policies and guidelines on how to transition to long-
term care facilities for individuals recently released from incarceration, with consideration to 
length of incarceration, violent tendencies, and medical and psychiatric history.  
CMS Rep.8, I-13 
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Resolution 35 
(A-19) 

Introduced by: Cindy Tsui, Eric Hirsch, SUNY Downstate College of Medicine 

Subject: Implementing a Standardized Patient Flag System in the Electronic Medical 
Record 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, Workplace violence is defined as “violent acts (including physical assaults and threats 1 

of assaults) directed toward persons at work or on duty”1; and 2 

3 

Whereas, The Occupational Safety and Health Administration (OSHA) reports that 4 

approximately 25,000 incidences of workplace violence in 2011-2013 occurred in healthcare, 5 

comprising up to 74% of all workplace assaults in that timeframe1; and 6 

7 

Whereas, Workers in healthcare settings are four times more likely to be victimized than 8 

workers in private industry2; and 9 

Whereas, Researchers at Michigan State University estimated that the actual number of 10 

reportable injuries caused by workplace violence may be triple the reported figure3; and 11 

Whereas, Another recent study estimated that incidents of workplace violence against 12 

healthcare workers are undercounted by as much as 70%4; and 13 

Whereas, In 2018, the Joint Commission issued a Sentinel Event Alert to condemn violence 14 

against healthcare workers and encourage reporting of workplace violence5; and 15 

Whereas, A 2015 study showed that implementation of a standardized reporting tool, along with 16 

education about what constitutes workplace violence, led to increased reporting of violent 17 

incidents, with some cases leading to criminal prosecution, suggesting a “decreased tolerance 18 

for the violence”6; and 19 

Whereas, The International Association for Healthcare Security & Safety (IAHSS) recommends 20 

that healthcare facilities use the electronic health system to implement a flag system to identify 21 

patients and/or visitors who perform or pose risk of verbal and physical intimidation7; and 22 

Whereas, Multiple health systems already include a patient safety flag system in place to 23 

identify patients with a history of violent or threatening behavior8-11; and 24 
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Whereas, Our AMA recognizes workplace assault in healthcare as an important issue and is 1 

already committed to “prevent acts of violence against health care providers and improve the 2 

safety and security of providers” (D-515.983, H-515.957, H-515.982); and 3 

 4 

Whereas, Our AMA-MSS supports the development of resources to assist and protect health 5 

care personnel from threats, harassment, and violent acts (515.002MSS); therefore be it 6 

 7 

Whereas, Our AMA already urges all healthcare facilities to “develop a reporting tool that is 8 

easy for workers to find and complete” in order to reduce and prevent workplace violence (H-9 

515.966); and 10 

 11 
RESOLVED, That our AMA encourages all healthcare facilities to implement a standardized 12 
patient flag system in electronic medical records in order to reduce workplace violence. 13 

Fiscal Note: Moderate, 8 
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
515.002MSS Physicians and Other Health Care Personnel as Targets of Threats, 
Harassment, and Violence 
AMA-MSS will ask the AMA to: (1) develop educational materials to assist physicians in 
identifying the legal options available to protect them from targeted harassment, threats and 
stalking; and (2) support greater national and local protection for physicians and support 
personnel providing legal medical services. (AMA Sub Res 215, I- 93 Adopted [H-460.945]) 
(Reaffirmed: MSS Rep B, I-00) (Reaffirmed: MSS Rep E, I-05) (Reaffirmed: MSS GC Rep F, I-
10) (Reaffirmed: MSS GC Rep D, I-15)  
 
Preventing Violent Acts Against Health Care Providers D-515.983 
Our AMA will (a) continue to work with other appropriate organizations to prevent acts of 
violence against health care providers and improve the safety and security of providers while 
engaged in caring for patients; and (b) widely disseminate information on effective workplace 
violence prevention interventions in the health care setting as well as opportunities for training. 
Res 437, A-08; Modified: CSAPH Rep. 2,1-10; Appended: Res. 607, A-15; Modified: CSAPH 
Rep. 07, A-16 
 
Preventing Violent Acts Against Health Care Providers H-515.957 
Our AMA: 
(1) encourages the Occupational Safety and Health Administration to develop and enforce a 
standard addressing workplace violence prevention in health care and social service industries; 
(2) encourages Congress to provide additional funding to the National Institute for Occupational 
Safety and Health to further evaluate programs and policies to prevent 
violence against health care workers; and 
(3) encourages the National Institute for Occupational Safety and Health to adapt the content of 
their online continuing education course on workplace violence for nurses into a continuing 
medical education course for physicians. 
CSAPH Rep. 07, A-16 
 
Violent Acts Against Physicians H-515.982 
Our AMA (1) condemns acts of violence against physicians involved in the legal practice of 
medicine; (2) will continue to take an active interest in the apprehension and prosecution of 
those persons committing assaults on physicians as a result of the physician's acting in a 
professional capacity; (3) will continue to monitor state legislative efforts on increased criminal 
penalties for assaults against health care providers; and (4) will continue to work with interested 
state and national medical specialty societies through all appropriate avenues, including state 
legislatures, when issues related to workplace violence inside and outside of the emergency 
department arise. 
Res. 605, A-92; Reaffirmation I-99; Reaffirmed: CSAPH Rep. 1, A-09; Reaffirmed in lieu of Res. 
608, A-12; Modified: BOT Rep. 2, I-12; Reaffirmed in lieu of Res. 423, A-13. 
 
Violence and Abuse Prevention in the Health Care Workplace H-515.966 

Our AMA encourages all health care facilities to: adopt policies to reduce and prevent all forms 
of workplace violence and abuse; develop a reporting tool that is easy for workers to find and 
complete; develop policies to assess and manage reported occurrences of workplace violence 

https://www.ama-assn.org/practice-management/digital/taking-steps-prevent-violence-health-care-workplace
https://www.ama-assn.org/practice-management/digital/taking-steps-prevent-violence-health-care-workplace
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and abuse; make training courses on workplace violence prevention available to employees and 
consultants; and include physicians in safety and health committees. 
Res. 424, I-98; Reaffirmation I-99; Reaffirmed: CSAPH Rep. 1, A-09; Modified: BOT Rep. 2, I-
12; Reaffirmed in lieu of Res. 423, A-13; Modified: CSAPH Rep. 07, A-16. 
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Resolution 36 
(A-19) 

Introduced by: Haritha Pavuluri and Tristan Mackey, University of South Carolina School of 
Medicine Greenville, SC; Baillie Bronner, University of New Mexico School of 
Medicine Albuquerque; Ellena Popova, University of Pennsylvania Perelman 
School of Medicine; Haidn Foster, University of Cincinnati College of 
Medicine 

Subject: Improving Inclusiveness of Transgender Patients within Electronic Medical 
Record Systems 

Referred to: MSS Reference Committee 
 (Danny Vasquez, Chair) 

Whereas, Approximately 1.4 million individuals in the United States identify as transgender, 1 1 
and 2 

3 
Whereas, 39% of transgender individuals reported experiencing serious psychological distress 4 
and 40% reported having attempted suicide in their lifetime, 3 and 5 

6 
Whereas, 33% of transgender individuals in a survey identified having at least one negative 7 
experience with their healthcare provider in the last year, 3 and 8 

9 
Whereas, 28% of transgender individuals reported postponing needed medical care due to fear 10 
of discrimination, which contribute to the significant health disparities they experience, 4 and 11 

12 
Whereas, A majority of transgender men prefer self-sampling, self-collecting vaginal or cervical 13 
samples at home, to screen for cervical cancer versus provider-administered Pap smear, 5 and 14 

15 
Whereas, Only 49.5% of transgender men have had a Pap smear screening within the past 3 16 
years and 31.9% of transgender men have never had Pap smear screening, 5 and  17 

18 
Whereas, Individuals in a study who classified their gender expression as “female” and sex as 19 
male were significantly more likely to have routine Pap testing compared with individuals who 20 
identified as “transgender,” suggesting a discrepancy in pap smears provided to cisgender 21 
women versus transgender individuals,6 and 22 

23 
Whereas, Transgender individuals may often require specific screenings and considerations, 24 
particularly if they have past or current usage of hormone therapy, such as monitoring for 25 
diabetes mellitus in Transgender women, as they have an increased risk for development of 26 
diabetes mellitus while on estrogen therapy, 7 and 27 

28 
Whereas, In a transgender woman with an intact prostate, it is recommended to regularly 29 
screen for prostate cancer, 7 and 30 

31 
Whereas, The World Professional Association for Transgender Health (WPATH) states that sex-32 
specific organ procedures and diagnoses relating to organs such as the penis, testes, vagina, 33 
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prostate, uterus, etc., should be un-coupled, so that “(as an example) a prostatic ultrasound 1 
may be ordered on a patient registered as female, or a cervical pap smear ordered on a patient 2 
registered as male” 9, and 3 
 4 
Whereas, The US General Accountability Office’s Health Information Technology (HIT) Policy 5 
Committee recommended the inclusion of gender ID data in electronic medical records (EMR) 6 
and recent research demonstrates current proposed Systematized Nomenclature in Medicine 7 
(SNOMED) codes do not reflect these recommendations, 9,10 and 8 
 9 
Whereas, the World Professional Association for Transgender Health (WPATH) executive 10 
committee in 2011 recommended demographic variables in EMR include assigned sex at birth, 11 
gender identity, and pronoun preference, but these practices remain uncommon in the United 12 
States, 11 and 13 
 14 
Whereas, In a study to determine the extent to which patients' notes in EMR contained 15 
transgender-related terms, where ICD codes specific to transgender experience could be 16 
verified as a transgender experience could be verified as a transgender patient’s using free text 17 
searches in the note, 89.3% of patients defined as transgender were identified with transgender-18 
preferred terms,12,14 and 19 
 20 
Whereas, It was found that diagnostic codes alone were not a significantly sensitive identifier or 21 
transgender charts, supporting the need for increased demographic and organ inventory data, 15 22 
and  23 
 24 
Whereas, Pap smears may be traumatic for transgender patients, and EMR indicating 25 
transgender identity and related history can allow the physician and healthcare team to properly 26 
care for the individual during a pap smear, 7 and 27 
 28 
Whereas, Research shows misgendering and misclassification are psychologically disruptive 29 
and are associated with negative affect, negative impact on mental health, and transgender-felt 30 
stigma, 13 and 31 
 32 
Whereas, The above data indicates that EMR can have a negative impact on the mental health 33 
of transgender individuals due to misgendering from EMR that is not fully inclusive of 34 
transgender patients, and  35 
 36 
Whereas, Based on data stated above, discrepancies in EMR system may contribute to poor 37 

health outcomes in transgender individuals, and 38 

 39 

Whereas, The World Professional Association for Transgender Health (WPATH) strongly 40 

recommends including “preferred name, gender identity, and pronoun preference, as identified 41 

by patients,” to be included as demographic variables, along with providing a “means to 42 

maintain an inventory of a patient’s medical transition history and current anatomy,” 9 and 43 

 44 
Whereas, our AMA believes that the physician's recognition of patients' sexual orientations, 45 
sexual behaviors, and gender identities without judgement or bias optimizes patient care in 46 
health as well as in illness, and that this recognition is especially important in addressing the 47 
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specific health care needs of people who are or may be LGBTQ (AMA policy H.160.991); 1 
therefore, be it 2 

 3 

RESOLVED, That our AMA amend policy H-315.967, Promoting Inclusive Gender, Sex, and 4 
Sexual Orientation Options on Medical Documentation by insertion as follows: 5 

 6 

Promoting Inclusive Gender, Sex, and Sexual Orientation Options on Medical 7 
Documentation, H-315.967  8 
 9 
Our AMA: (1) supports the voluntary inclusion of a patient's biological sex, current 10 
gender identity, sexual orientation, and preferred gender pronoun(s), preferred 11 
name, and an inventory of current anatomy in medical documentation and related 12 
forms, including in electronic health records, in a culturally-sensitive and voluntary 13 
manner in order to guide screening, diagnostic, and treatment procedures based 14 
on the presence of appropriate organs rather than biological sex or gender identity; 15 
and (2) will advocate for collection of patient data that is inclusive of sexual 16 
orientation/gender identity for the purposes of research into patient health.  17 

Fiscal note: Moderate, 6 
 
Date received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY: 
H-160.991 Health Care Needs of Lesbian, Gay, Bisexual, Transgender and Queer 
Populations 
1. Our AMA: (a) believes that the physician's nonjudgmental recognition of patients' sexual 
orientations, sexual behaviors, and gender identities enhances the ability to render optimal 
patient care in health as well as in illness. In the case of lesbian, gay, bisexual, transgender, 
queer/questioning, and other (LGBTQ) patients, this recognition is especially important to 
address the specific health care needs of people who are or may be LGBTQ; (b) is committed to 
taking a leadership role in: (i) educating physicians on the current state of research in and 
knowledge of LGBTQ Health and the need to elicit relevant gender and sexuality information 
from our patients; these efforts should start in medical school, but must also be a part of 
continuing medical education; (ii) educating physicians to recognize the physical and 
psychological needs of LGBTQ patients; (iii) encouraging the development of educational 
programs in LGBTQ Health; (iv) encouraging physicians to seek out local or national experts in 
the health care needs of LGBTQ people so that all physicians will achieve a better 
understanding of the medical needs of these populations; and (v) working with LGBTQ 
communities to offer physicians the opportunity to better understand the medical needs of 
LGBTQ patients; and (c) opposes, the use of "reparative" or "conversion" therapy for sexual 
orientation or gender identity. 

2. Our AMA will collaborate with our partner organizations to educate physicians regarding: (i) 
the need for sexual and gender minority individuals to undergo regular cancer and sexually 
transmitted infection screenings based on anatomy due to their comparable or elevated risk for 
these conditions; and (ii) the need for comprehensive screening for sexually transmitted 
diseases in men who have sex with men; (iii) appropriate safe sex techniques to avoid the risk 
for sexually transmitted diseases; and (iv) that individuals who identify as a sexual and/or 
gender minority (lesbian, gay, bisexual, transgender, queer/questioning individuals) experience 
intimate partner violence, and how sexual and gender minorities present with intimate partner 
violence differs from their cisgender, heterosexual peers and may have unique complicating 
factors. 

3. Our AMA will continue to work alongside our partner organizations, including GLMA, to 
increase physician competency on LGBTQ health issues. 

4. Our AMA will continue to explore opportunities to collaborate with other organizations, 
focusing on issues of mutual concern in order to provide the most comprehensive and up-to-
date education and information to enable the provision of high quality and culturally competent 
care to LGBTQ people. 
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H-65.967 Conforming birth certificate policies to current medical standards for 
transgender patients 
 
1. Our AMA supports policies that allow for a change of sex designation on birth certificates for 
transgender individuals based upon verification by a physician (MD or DO) that the individual 
has undergone gender transition according to applicable medical standards of care. 
2. Our AMA: (a) supports elimination of any requirement that individuals undergo gender 
affirmation surgery in order to change their sex designation on birth certificates and supports 
modernizing state vital statistics statutes to ensure accurate gender markers on birth 
certificates; and (b) supports that any change of sex designation on an individual's birth 
certificate not hinder access to medically appropriate preventive care. 
 
H-315.967 Promoting Inclusive Gender, Sex, and Sexual Orientation Options on Medical 
Documentation  
 
Our AMA: (1) supports the voluntary inclusion of a patient's biological sex, current gender 
identity, sexual orientation, and preferred gender pronoun(s) in medical documentation and 
related forms, including in electronic health records, in a culturally-sensitive and voluntary 
manner; and (2) will advocate for collection of patient data that is inclusive of sexual 
orientation/gender identity for the purposes of research into patient health. 
 
65.012MSS Removing Barriers to Care for Transgender Patients 
 
AMA-MSS will ask the AMA to (1) support public and private health insurance coverage for 
treatment of gender dysphoria in adolescents and adults; and (2) oppose categorical exclusions 
of coverage for treatment of gender dysphoria in adolescents and adults when prescribed by a 
physician. (MSS Amended Res 11, I-07) (AMA Res 122, A-08 Adopted as Amended in Lieu of 
AMA Res 114 and 115 [H-185.950]) (Reaffirmed: MSS GC Report C, I-12) 
 
65.017MSS Lesbian, Gay, Bisexual, and Transgendered Patient-Specific Training 
Programs for Healthcare Providers 
 
AMA-MSS will ask the AMA to support the training of healthcare providers in cultural 
competency as well as in physical health needs for lesbian, gay, bisexual, and transgender 
patient populations. (MSS Res 13, I-11) (Reaffirmed Existing Policy in Lieu of AMA Res 304, A-
12) (Reaffirmed: MSS GC Rep A, I-16) 
 
295.191MSS Education Physicians About the Importance of Cervical Cancer Screening 
for Female-to-Male Transgender Patients 
 
AMA-MSS will ask that our AMA amend policy H-160.991 by insertion and deletion to read as 
follows:  

Healthcare Needs of Lesbian Gay Bisexual and Transgender Populations H160.991  
Our AMA will collaborate with our partner organizations to educate physicians regarding: 
(i) the need for women who have sex with women and female-to-male transgender 
patients when medically indicated to undergo regular cancer and sexually transmitted 
infection screenings due to their comparable or elevated risk for these conditions; and (ii) 
the need for comprehensive screening for sexually transmitted diseases in men who 
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have sex with men; and (iii) appropriate safe sex techniques to avoid the risk of sexually 
transmitted diseases. (MSS Res 14, A-17) 

 
310.041MSS Improving Primary Care Residency Training to Advance Health Care for Gay, 
Lesbian, Bisexual, and Transgender Patient 
 
AMA-MSS will ask the AMA to work with the Accreditation Council for Graduate Medical 
Education and the American Osteopathic Association to recommend to primary care residency 
programs that they assess the adequacy and effectiveness of their curricula in training residents 
on best practices for caring for gay, lesbian, bisexual, and transgender (GLBT) pediatric 
patients. (MSS Res 11, A-10) (AMA policy H-295.878 Amended in Lieu of AMA Res 906, I-10) 
(Reaffirmed, MSS GC Rep D, I-15) 
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Subject: Support Expansion of Good Samaritan Laws 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, In 2016, drug overdoses killed 63,632 Americans and the leading cause of 1 

preventable death in the USA1–3; and 2 

3 

Whereas, Opioid overdose can be effectively reversed using the opioid antagonist naloxone4,5;  4 

and 5 

6 

Whereas, Between 21-68% of overdose bystanders call 911, but many delay or refrain from 7 

calling 911 altogether often due to fear of arrest6,7; and 8 

9 

Whereas, Whereas, 46 states have passed some form of a “Good Samaritan Law” (GSL) as 10 

endorsed by our AMA (D-95.977) to provide limited immunity from drug-related offenses to 11 

people who seek medical assistance in the event of an overdose8; and 12 

13 

Whereas, Many people who use drugs are not aware these laws exists, one study found that 14 

two thirds of those surveyed were unaware of GSLs6; and 15 

16 

Whereas, A study in New York found that bystanders with a correct understanding of GSLs 17 

were 3 times more likely to call 911 in the event of an overdose than those who had incorrect 18 

knowledge about GSLs9; and 19 

20 

Whereas, GSLs provide variable legal protection by state, which may confer protection against 21 

prosecution for specific crimes such as the possession of illicit/controlled substances, 22 

paraphernalia, and/or parole/pretrial/probation violations6,10,11; and  23 

24 

Whereas, A drug-induced homicide is defined as a crime in which a person delivered or 25 

provided drugs to another person that resulted in their death12; and 26 

27 

Whereas, GSLs do not provide protections for drug-induced homicide7,13; and 28 

29 

Whereas, Only Vermont and Delaware have specific laws that provide immunity for drug-30 

induced homicide if a person seeks medical assistance10; and 31 
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 1 

Whereas, Some states have enacted “911 Medical Amnesty Laws” to protect individuals from 2 

arrest, prosecution or conviction of certain drug offenses if the evidence results from seeking 3 

medical assistance for someone thought to be suffering from a drug overdose14; and 4 

 5 

Whereas, The enactment of aforementioned medical amnesty policies in cases of underage 6 

drinking have been shown to not increase consumption15; and 7 

 8 

Whereas, As of 2016 there 40 states had implemented medical amnesty laws protecting minors 9 

in alcohol related emergencies16; and 10 

 11 

Whereas, Implementation of Medical Amnesty Protocols (MAP) did not result in increased 12 

drinking, overall consumption, or the incidence of physiological consequences17; and 13 

 14 

Whereas, After the creation of MAP, Cornell students showed an increased willingness to seek 15 

help for alcohol related emergencies, and there was a 61% decrease in the students who cited 16 

fear of getting in trouble as the reason they did not call for help15; and 17 

 18 

Whereas, The number of prosecutions of drug-induced homicide across the country has 19 

increased over 300% since 2011, with the Midwest accounting for a large portion of this 20 

increase; family members, friends, and partners are the frequent victims of these 21 

prosecutions10,18–20; and 22 

 23 

Whereas, Increases in drug-induced homicide prosecutions are correlated with increases in 24 

fatal overdose rates and studies suggest this may be due to increased fear of calling for 25 

help7,10,18; and 26 

 27 

Whereas, Research suggests that a lack of Good Samaritan laws can lead to conditions in 28 

which there are higher opioid-related deaths and decreased medical interventions—29 

representing a real public health concern21; therefore be it 30 

 31 
RESOLVED, That our AMA advocate for the expansion of Good Samaritan Laws and 32 
development of 911 Medical Amnesty Laws nationally to ensure that any person who in good 33 
faith seeks medical assistance for a person experiencing or believed to be experiencing a drug 34 
overdose or who is experiencing a drug overdose him or herself shall not be arrested, charged, 35 
or prosecuted for a drug violation, including but not limited to: possession, parole violations, and 36 
drug-induced homicide, if the evidence for the arrest, charge, or prosecution of such drug 37 
violation resulted solely from seeking such medical assistance; and be it further   38 
 39 
RESOLVED, That our AMA amend policy D-95.977 by insertion as follows: 40 
 41 
 911 Good Samaritan Laws, D-95.977  42 
 Our AMA: (1) will support and endorse policies and legislation that provide protections     43 

from prosecution for any drug-related crime for callers or witnesses seeking medical help 44 
for overdose victims; and (2) will promote 911 Good Samaritan policies through 45 
legislative or regulatory advocacy at the local, state, and national level; and (3) will work 46 
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with the relevant organizations and state societies to develop campaigns to raise 1 
awareness about the existence and scope of Good Samaritan Laws. 2 

 3 
Fiscal Note: Significant, 12 
 
Date Received: 04/21/2019 
 
References: 

1.  U.S. Department of Health and Human Services. U.S. Drug Overdose Deaths Continue 
to Rise; Increase Fueled by Synthetic Opioids.; 2018. 
https://www.cdc.gov/media/releases/2018/p0329-drug-overdose-deaths.html. Accessed 
January 6, 2019. 

2. Ahmad FB, Rossen LM, Spencer MR, Warner M, Sutton P. Provisional Drug Overdose 
Death Counts.; 2018. https://www.cdc.gov/nchs/nvss/vsrr/drug-overdose-data.htm. 
Accessed January 6, 2019. 

3. Rudd RA, Seth P, David F, Scholl L. Increases in Drug and Opioid-Involved Overdose 
Deaths — United States, 2010–2015. MMWR Morb Mortal Wkly Rep. 
2016;65(5051):1445-1452. doi:10.15585/mmwr.mm655051e1 

4. Giglio RE, Li G, Dimaggio CJ. Effectiveness of bystander naloxone administration and 
overdose education programs: a meta-analysis. 2011. doi:10.1186/s40621-015-0041-8 

5. Boyer EW. Management of Opioid Analgesic Overdose. N Engl J Med. 2012;367(2):146-
155. doi:10.1056/NEJMra1202561 

6. Latimore AD, Bergstein RS. “Caught with a body” yet protected by law? Calling 911 for 
opioid overdose in the context of the Good Samaritan Law. Int J Drug Policy. 
2017;50:82-89. doi:10.1016/j.drugpo.2017.09.010 

7. McLean K. Good Samaritans vs. predatory peddlers: problematizing the war on 
overdose in the United States. J Crime Justice. 2018;41(1):1-13. 
doi:10.1080/0735648X.2016.1215932 

8. Corey D. Overview of Naloxone Access and Good Samaritan Laws.; 2017. 
https://www.networkforphl.org/_asset/qz5pvn/legal-interventions-to-reduce-overdose.pdf. 
Accessed January 6, 2019. 

9. Jakubowski A, Kunins H V., Huxley-Reicher Z, Siegler A. Knowledge of the 911 Good 
Samaritan Law and 911-calling behavior of overdose witnesses. Subst Abus. 
2018;39(2):233-238. doi:10.1080/08897077.2017.1387213 

10. Drug Policy Alliance. An Overdose Death Is Not Murder: Why Drug-Induced Homicide 
Laws Are Counterproductive and Inhumane Background: Overdose Crisis and 
Response Increasing Rates of Opioid Overdose Response to Opioid Overdose Crisis.; 
2017. 
http://www.drugpolicy.org/sites/default/files/dpa_drug_induced_homicide_report_0.pdf. 
Accessed September 1, 2018. 

11. Knopf A. Good Samaritan laws undercut by prosecutions. Alcohol Drug Abus Wkly. 
2016;28(3):3-5. doi:10.1002/adaw.30440 

12. US Food and Drug Administration. 21 U.S. Code Subchapter I - Control and 
Enforcement. https://www.law.cornell.edu/uscode/text/21/chapter-13/subchapter-I. 
Accessed January 6, 2019. 

13. Tobin KE, Davey MA, Latkin CA. Calling emergency medical services during drug 
overdose: an examination of individual, social and setting correlates. Addiction. 
2005;100(3):397-404. doi:10.1111/j.1360-0443.2005.00975.x 

14. Representatives Cooper of the 43rd, Oliver of the 82nd, Rutledge of the 109th W of, the 
166th B of the 4th. Georgia’s 911 Medical Amnesty Law -  HB 965/AP. Georgia House 



Resolution 37 (A-19) 
Page 4 of 6 

Bill; 2014:1-10. http://www.legis.ga.gov/Legislation/20132014/144369.pdf. Accessed 
February 3, 2019. 

15. Lewis DK, Marchell TC. Safety first: A medical amnesty approach to alcohol poisoning at 
a U.S. university. Int J Drug Policy. 2006. doi:10.1016/j.drugpo.2006.02.007 

16. The Medical Amnesty Initiative. Medical Amnesty. States with Medical Amnesty . 
https://www.medicalamnesty.org/. Published 2016. Accessed March 28, 2019. 

17. Haas AL, Wickham RE, McKenna K, Morimoto E, Brown LM. Evaluating the 
Effectiveness of a Medical Amnesty Policy Change on College Students’ Alcohol 
Consumption, Physiological Consequences, and Helping Behaviors. J Stud Alcohol 
Drugs. 2018;79(4):523-531. http://www.ncbi.nlm.nih.gov/pubmed/30079866. Accessed 
March 28, 2019. 

18. Beletsky L. America’s Favorite Antidote: Drug-Induced Homicide in the Age of the 
Overdose Crisis. SSRN Electron J. May 2018. doi:10.2139/ssrn.3185180 

19. Goldensohn R. They Shared Drugs. Someone Died. Does That Make Them Killers?; 
2018. https://www.nytimes.com/2018/05/25/us/drug-overdose-prosecution-crime.html. 
Accessed January 6, 2019. 

20. Rothberg RL, Stith K. The Opioid Crisis and Federal Criminal Prosecution. J Law, Med 
Ethics. 2018;46(2):292-313. doi:10.1177/1073110518782936 

21. Rees DI, Sabia JJ, Argys LM, Latshaw J, Dave D. With a Little Help from My Friends: 
The Effects of Naloxone Access and Good Samaritan Laws on Opioid-Related Deaths.; 
2017. http://www.nber.org/papers/w23171. Accessed January 6, 2019. 

22. . 
 
RELEVANT AMA AND AMA-MSS POLICY 
911 Good Samaritan Laws D-95.977 
Our AMA: (1) will support and endorse policies and legislation that provide protections for 
callers or witnesses seeking medical help for overdose victims; and (2) will promote 911 Good 
Samaritan policies through legislative or regulatory advocacy at the local, state, and national 
level. 
  
Prevention of Opioid Overdose D-95.987 
1. Our AMA: (A) recognizes the great burden that opioid addiction and prescription drug abuse 
places on patients and society alike and reaffirms its support for the compassionate treatment of 
such patients; (B) urges that community-based programs offering naloxone and other opioid 
overdose prevention services continue to be implemented in order to further develop best 
practices in this area; and (C) encourages the education of health care workers and opioid 
users about the use of naloxone in preventing opioid overdose fatalities; and (D) will continue to 
monitor the progress of such initiatives and respond as appropriate. 
2. Our AMA will: (A) advocate for the appropriate education of at-risk patients and their 
caregivers in the signs and symptoms of opioid overdose; and (B) encourage the continued 
study and implementation of appropriate treatments and risk mitigation methods for patients at 
risk for opioid overdose. 
  
Harm Reduction Through Addiction Treatment H-95.956 
The AMA endorses the concept of prompt access to treatment for chemically dependent 
patients, regardless of the type of addiction, and the AMA will work toward the implementation 
of such an approach nationwide. The AMA affirms that addiction treatment is a demonstrably 
viable and efficient method of reducing the harmful personal and social consequences of the 
inappropriate use of alcohol and other psychoactive drugs and urges the Administration and 
Congress to provide significantly increased funding for treatment of alcoholism and other drug 
dependencies and support of basic and clinical research so that the causes, mechanisms of 
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action and development of addiction can continue to be elucidated to enhance treatment 
efficacy. 
  
Increasing Availability of Naloxone H-95.932 
1. Our AMA supports legislative, regulatory, and national advocacy efforts to increase access to 
affordable naloxone, including but not limited to collaborative practice agreements with 
pharmacists and standing orders for pharmacies and, where permitted by law, community 
based organization, law enforcement agencies, correctional settings, schools, and other 
locations that do not restrict the route of administration for naloxone delivery. 
2. Our AMA supports efforts that enable law enforcement agencies to carry and administer 
naloxone. 
3. Our AMA encourages physicians to co-prescribe naloxone to patients at risk of overdose and, 
where permitted by law, to the friends and family members of such patients. 
4. Our AMA encourages private and public payers to include all forms of naloxone on their 
preferred drug lists and formularies with minimal or no cost sharing. 
5. Our AMA supports liability protections for physicians and other health care professionals and 
others who are authorized to prescribe, dispense and/or administer naloxone pursuant to state 
law. 
6. Our AMA supports efforts to encourage individuals who are authorized to administer 
naloxone to receive appropriate education to enable them to do so effectively. 
7. Our AMA encourages manufacturers or other qualified sponsors to pursue the application 
process for over the counter approval of naloxone with the Food and Drug Administration. 
8. Our AMA urges the Food and Drug Administration to study the practicality and utility of 
Naloxone rescue stations (public availability of Naloxone through wall-mounted display/storage 
units that also include instructions). 
 
Support for Medical Amnesty Policies for Underage Alcohol Intoxication H-30.938 
Our AMA supports efforts among universities, hospitals, and legislators to establish medical 
amnesty policies that protect underage drinkers from punishment for underage drinking when 
seeking emergency medical attention for themselves or others. 
 
Support for Medical Amnesty Policies for Underage Alcohol Intoxication 30.008MSS 
AMA-MSS will ask the AMA to support efforts among universities, hospitals, and legislators to 
establish medical amnesty policies that protect underage drinkers from punishment when 
seeking emergency medical attention for themselves or others. 
 
Support for Drug Courts 95.004MSS 
AMA-MSS will ask the AMA to (1) support the establishment of drug courts as an alternative to 
incarceration and as a more effective means of overcoming drug addiction for drug-abusing 
individuals convicted of nonviolent crimes; and (2) encourage legislators to establish drug courts 
at the state and local level in the United States.  
 
Recognition of Addiction as Pathology, Not Criminality 95.005MSS  
AMA-MSS supports encouraging government agencies to re-examine the enforcement-based 
approach to illicit drug issues and to prioritize and implement policies that treat drug abuse as a 
public health threat and drug addiction as a preventable and treatable disease.  
 
Comprehensive Evidence-Based Drug Treatment in Prisons 95.006MSS 
AMA-MSS will ask the AMA to work with appropriate specialty societies to develop and promote 
legislative and policy initiatives that expand comprehensive evidence-based substance abuse 
treatment in federal, state and local prisons and jails. 
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Addressing Emerging Trends in Recreational Drug Abuse MSS 95.009 
That our AMA (1) support the appropriate agency to provide continuing medical education 
courses in emerging trends in recreational substance abuse; and (2) support the appropriate 
agency to disseminate current and accurate information regarding emerging trends in 
recreational substance abuse.  
 
Eliminating “Fail First” Policy in Addiction Treatment 95.010MSS  
AMA-MSS will ask that our AMA advocate for the elimination of the “fail first” policy implemented 
by insurance companies for addiction treatment. 
 
Supervised Injection Facilities as Harm Reduction to Address Opioid Crisis 95.011MSS  
AMA-MSS will ask that our AMA our AMA work with state and local health departments to 
achieve the legalization and implementation of facilities that provide a supervised framework 
and enhanced aseptic conditions for the injection of self-provided illegal substances with 
medical monitoring, with legal and liability protections for persons working or volunteering in 
such facilities and without risk of criminal penalties for recipients of such services.  
 
Naloxone Administration and Heroin Overdose 100.007MSS  
AMA-MSS will ask the AMA to: (1) recognize the great burden that both prescription and non-
prescription opiate addiction and abuse places on patients and society alike and reaffirm its 
support for the compassionate treatment of patients with opiate addiction; (2) monitor the 
progress of nasal naloxone studies and report back as needed; and (3) work to remove 
obstacles to physicians who wish to conduct ethical and needed research in the area of 
addiction medicine.  
 
Promoting Prevention of Fatal Opioid Overdose 100.010MSS 
AMA-MSS will ask the AMA to (1) encourage the establishment of new pilot programs directed 
towards heroin overdose treatment with naloxone; and (2) advocate for encourage the 
education of health care workers and opioid users about the use of naloxone in preventing 
opioid overdose fatalities.  
 
OTC Availability of Naloxone 100.013MSS 
AMA-MSS will ask the AMA to support the study of over the counter availability of naloxone.  
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Subject: Development and Implementation of Recommendations for Responsible 
Media Coverage of Drug Overdoses 
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(Danny Vazquez, Chair) 

Whereas, Substance use disorders are highly stigmatized, which results in people being less 1 

likely to seek help and more likely to dropout of treatment programs1,2; and 2 

3 

Whereas, The AMA Opioid Task Force recognizes that the stigma surrounding substance use 4 
disorders continues to be a major barrier to implementation of widespread treatments that will 5 
prevent the disorder sequelae, and it supports ending stigma surrounding substance use 6 
disorder1–3; and 7 

8 
Whereas, A single picture or even a few minutes of a video does not accurately tell the story of 9 
one’s road to addiction, and often results in the perpetuation of myths regarding substance use 10 
disorder4; and  11 

12 
Whereas, Media coverage has a long history of relying on moral panic by publicizing stories 13 
about “crack babies” in the 1980s to “opioid-addicted babies” today, and this moral panic 14 
ultimately disproportionately marginalizes people2; and 15 

16 
Whereas, With the wide accessibility of cell phones with cameras, there has been a growing 17 
trend of “shaming” videos posted on social media and multiple bystanders are able to video an 18 
event, upload it to social media within seconds, and have it published by local news or released 19 
by police within a couple days5; and  20 

21 
Whereas, In Florida, an overdose video posted to Volusia County Sheriff’s Office Facebook 22 
page garnered over 50,000 views and hundreds of comments in just two days, raising concerns 23 
of violation of privacy of those depicted6; and  24 

25 
Whereas, The utilization of “risk language” by press coverage, prior to the opening of a 26 
medically supervised injecting center in Sydney, resulted in public fear and speculation7; and 27 

28 
Whereas, Addiction experts claim that viral drug overdose videos have publicly shamed drug 29 
users and may increase the stigma against them5; and  30 

31 
Whereas, Some police departments have posted these videos claiming that they are trying to 32 
expose the public to the brutal reality they see daily5; and  33 
Whereas, The social stigma created by publishing such videos has a harmful effect in both 34 
prolonging and impeding recovery as well as creating a cycle of humiliation and guilt for the 35 
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individual and their families rather than a desire to seek help for this treatable medical 1 
condition8–10; and  2 

 3 
Whereas, Current AMA policy (H-95.922, D-95.981, H345.981) supports efforts to reduce 4 
stigma surrounding mental illness and substance use disorders; and 5 

 6 
Whereas, Research has demonstrated that media coverage significantly impacts public 7 
opinion11; and 8 

 9 
Whereas, The Centers for Disease Control and Prevention (CDC) includes a division for News 10 

and Electronic Media with guidelines for social media use, and recognizes the impact of health 11 

information disseminated in social media formats12; and 12 

 13 

Whereas, The AMA has previously taken a stance on media coverage of certain issues, as seen 14 

in H-145.971 (Development and Implementation of Recommendations for Responsible Media 15 

Coverage of Mass Shootings); therefore be it 16 

 17 
RESOLVED, That our AMA encourage the Centers for Disease Control and Prevention, in 18 
collaboration with other public and private organizations, to develop recommendations or best 19 
practices for media coverage and portrayal of drug overdoses 20 

21 
Fiscal Note: Significant, 10 
 
Date Received: 04/21/2019 
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1.  
 
RELEVANT AMA AND AMA-MSS POLICY 
Prevention of Opioid Overdose D-95.987 
1. Our AMA: (A) recognizes the great burden that opioid addiction and prescription drug abuse 
places on patients and society alike and reaffirms its support for the compassionate treatment of 
such patients; (B) urges that community-based programs offering naloxone and other opioid 
overdose prevention services continue to be implemented in order to further develop best 
practices in this area; and (C) encourages the education of health care workers and opioid 
users about the use of naloxone in preventing opioid overdose fatalities; and (D) will continue to 
monitor the progress of such initiatives and respond as appropriate. 
2. Our AMA will: (A) advocate for the appropriate education of at-risk patients and their 
caregivers in the signs and symptoms of opioid overdose; and (B) encourage the continued 
study and implementation of appropriate treatments and risk mitigation methods for patients at 
risk for opioid overdose. 
  
Substance Use and Substance Use Disorders H-95.922 
Our AMA: 
(1) will continue to seek and participate in partnerships designed to foster awareness and to 
promote screening, diagnosis, and appropriate treatment of substance misuse and substance 
use disorders; 
(2) will renew efforts to: (a) have substance use disorders addressed across the continuum of 
medical education; (b) provide tools to assist physicians in screening, diagnosing, intervening, 
and/or referring patients with substance use disorders so that they have access to treatment; (c) 
develop partnerships with other organizations to promote national policies to prevent and treat 
these illnesses, particularly in adolescents and young adults; and (d) assist physicians in 
becoming valuable resources for the general public, in order to reduce the stigma and enhance 
knowledge about substance use disorders and to communicate the fact that substance use 
disorder is a treatable disease; and 
(3) will support appropriate federal and state legislation that would enhance the prevention, 
diagnosis, and treatment of substance use disorders. 
 
 
Harm Reduction Through Addiction Treatment H-95.956 
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The AMA endorses the concept of prompt access to treatment for chemically dependent 
patients, regardless of the type of addiction, and the AMA will work toward the implementation 
of such an approach nationwide. The AMA affirms that addiction treatment is a demonstrably 
viable and efficient method of reducing the harmful personal and social consequences of the 
inappropriate use of alcohol and other psychoactive drugs and urges the Administration and 
Congress to provide significantly increased funding for treatment of alcoholism and other drug 
dependencies and support of basic and clinical research so that the causes, mechanisms of 
action and development of addiction can continue to be elucidated to enhance treatment 
efficacy. 
  
Improving Medical Practice and Patient/Family Education to Reverse the Epidemic of 
Nonmedical Prescription Drug Use and Addiction D-95.981 
1. Our AMA: 
a. will collaborate with relevant medical specialty societies to develop continuing medical 
education curricula aimed at reducing the epidemic of misuse of and addiction to prescription 
controlled substances, especially by youth;  
b. encourages medical specialty societies to develop practice guidelines and performance 
measures that would increase the likelihood of safe and effective clinical use of prescription 
controlled substances, especially psychostimulants, benzodiazepines and benzodiazepines 
receptor agonists, and opioid analgesics;  
c. encourages physicians to become aware of resources on the nonmedical use of prescription 
controlled substances that can assist in actively engaging patients, and especially parents, on 
the benefits and risks of such treatment, and the need to safeguard and monitor prescriptions 
for controlled substances, with the intent of reducing access and diversion by family members 
and friends;  
d. will consult with relevant agencies on potential strategies to actively involve physicians in 
being a part of the solution to the epidemic of unauthorized/nonmedical use of prescription 
controlled substances; and 
e. supports research on: (i) firmly identifying sources of diverted prescription controlled 
substances so that solutions can be advanced; and (ii) issues relevant to the long-term use of 
prescription controlled substances. 
2. Our AMA, in conjunction with other Federation members, key public and private stakeholders, 
and pharmaceutical manufacturers, will pursue and intensify collaborative efforts involving a 
public health approach in order to: 
a. reduce harm from the inappropriate use, misuse and diversion of controlled substances, 
including opioid analgesics and other potentially addictive medications;  
b. increase awareness that substance use disorders are chronic diseases and must be treated 
accordingly; and  
c. reduce the stigma associated with patients suffering from persistent pain and/or substance 
use disorders, including addiction. 
 
Increasing Availability of Naloxone H-95.932 
1. Our AMA supports legislative, regulatory, and national advocacy efforts to increase access to 
affordable naloxone, including but not limited to collaborative practice agreements with 
pharmacists and standing orders for pharmacies and, where permitted by law, community 
based organization, law enforcement agencies, correctional settings, schools, and other 
locations that do not restrict the route of administration for naloxone delivery. 
2. Our AMA supports efforts that enable law enforcement agencies to carry and administer 
naloxone. 
3. Our AMA encourages physicians to co-prescribe naloxone to patients at risk of overdose and, 
where permitted by law, to the friends and family members of such patients. 
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4. Our AMA encourages private and public payers to include all forms of naloxone on their 
preferred drug lists and formularies with minimal or no cost sharing. 
5. Our AMA supports liability protections for physicians and other health care professionals and 
others who are authorized to prescribe, dispense and/or administer naloxone pursuant to state 
law. 
6. Our AMA supports efforts to encourage individuals who are authorized to administer 
naloxone to receive appropriate education to enable them to do so effectively. 
7. Our AMA encourages manufacturers or other qualified sponsors to pursue the application 
process for over the counter approval of naloxone with the Food and Drug Administration. 
8. Our AMA urges the Food and Drug Administration to study the practicality and utility of 
Naloxone rescue stations (public availability of Naloxone through wall-mounted display/storage 
units that also include instructions). 
 
Access to Mental Health Services H-345.981 
Our AMA advocates the following steps to remove barriers that keep Americans from seeking 
and obtaining treatment for mental illness: 
(1) reducing the stigma of mental illness by dispelling myths and providing accurate knowledge 
to ensure a more informed public; 
(2) improving public awareness of effective treatment for mental illness; 
(3) ensuring the supply of psychiatrists and other well trained mental health professionals, 
especially in rural areas and those serving children and adolescents; 
(4) tailoring diagnosis and treatment of mental illness to age, gender, race, culture and other 
characteristics that shape a person's identity; 
(5) facilitating entry into treatment by first-line contacts recognizing mental illness, and making 
proper referrals and/or to addressing problems effectively themselves; and 
(6) reducing financial barriers to treatment. 
 
Recognition of Addiction as Pathology, Not Criminality 95.005MSS  
AMA-MSS supports encouraging government agencies to re-examine the enforcement-based 
approach to illicit drug issues and to prioritize and implement policies that treat drug abuse as a 
public health threat and drug addiction as a preventable and treatable disease.  
 
Naloxone Administration and Heroin Overdose 100.007MSS  
AMA-MSS will ask the AMA to: (1) recognize the great burden that both prescription and non-
prescription opiate addiction and abuse places on patients and society alike and reaffirm its 
support for the compassionate treatment of patients with opiate addiction; (2) monitor the 
progress of nasal naloxone studies and report back as needed; and (3) work to remove 
obstacles to physicians who wish to conduct ethical and needed research in the area of 
addiction medicine.  
 
Promoting Prevention of Fatal Opioid Overdose 100.010MSS 
AMA-MSS will ask the AMA to (1) encourage the establishment of new pilot programs directed 
towards heroin overdose treatment with naloxone; and (2) advocate for encourage the 
education of health care workers and opioid users about the use of naloxone in preventing 
opioid overdose fatalities.  
 
OTC Availability of Naloxone 100.013MSS 
AMA-MSS will ask the AMA to support the study of over the counter availability of naloxone. 
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Introduced by: Lavanya Easwaran, Molly Benoit, University of Miami 

Subject: Support of Visual Aids Covered by Medicaid and Further Research in Proper 
Eye Practices  

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, The number of people with blindness and low vision problems is proposed to reach 1 
5.5 million by 2020, which is why vision health continues to be a top priority in public health 2 
policy and part of Healthy People 20201; and 3 

4 

Whereas, The American Academy of Ophthalmology recommends that adults get a complete 5 
eye examination at age 402 and those with history of diabetes, high blood pressure, or family 6 
history of eye disease should get a complete eye examination before the age of 402; and 7 

8 

Whereas, Early signs of age-related eye diseases (e.g. cataract, glaucoma, diabetic retinopathy, 9 
age-related macular degeneration) can begin in midlife but do not noticeably impact vision until 10 
later3; and 11 

12 

Whereas, Vision impairment impacts individuals’ ability to work or care for the themselves and 13 
can affect casual activities such as reading, socializing, and pursuit of hobbies4; and 14 

15 

Whereas, Vision impairment increases the difficulty of performing basic self-care activities of 16 

daily living (e.g. eating, dressing) and instrumental activities of daily living (e.g. shopping, 17 

financial management, medication management, driving)4,5; and 18 

19 
Whereas, The CDC has noted that vision health disparities disproportionately affect those in the 20 
lowest socioeconomic class and those most likely to qualify for benefits from Medicaid6. The 21 
odds of vision impairment for patients from poor and low income backgrounds were 1.35 and 22 
1.28 respectively as compared to patients from a higher socioeconomic position7 and  23 

24 
Whereas, Medicaid users had decreased odds of 0.41 in successfully obtaining an eye care 25 
appointment as compared to those commercial health insurance8; and  26 

27 
Whereas Those with Medicaid coverage were 234% more likely to not receive any glaucoma 28 
testing after initial testing as compared to those with commercial health insurance9; and 29 

30 
Whereas, The estimated annual total financial burden of major adult visual disorders is $35.4 31 
billion ($16.2 billion in direct medical costs, $11.1 billion in other direct costs, and and $8 billion 32 
in productivity loses)10; and 33 
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 1 
Whereas, The quality adjusted life years of routine glaucoma assessments and early treatment 2 
is $46,000 gained as compared to no routine assessment and no treatment11; and 3 
 4 
Whereas, 55% of patients in need of prescription lenses were not able to obtain them and the 5 
most frequent cause was lack of financial ability12; and 6 
 7 
Whereas, Only thirty-three states offer optional, limited Medicaid coverage of eyeglasses and 8 
other visual aids. Many only offer these benefits to children and those with severe eye 9 
conditions (i.e aphakia)13; and 10 
 11 
Whereas, Routine eye examinations in asymptomatic patients lead to the discovery at least one 12 
significant change in eye health for 58% of patients and 16% of patients have a new critical 13 
diagnoses14 yet the USPSTF states current evidence is insufficient to recommend routine eye 14 
screenings in adults15.  15 
 16 

Whereas, Even mild vision deficits can have a significant impact on quality of life, the increased 17 

risk for those in lower socioeconomic classes and lack of vision coverage to have vision deficits 18 

decreases their ability to be independent and having vision deficits lead to barriers in 19 

employment resulting in decreased ability to support family; therefore be it 20 

 21 
RESOLVED, That our AMA support policy that supports coverage of vision screenings and 22 
visual aids as well as support further research into the benefits of routine comprehensive eye 23 
exams24 

25 
Fiscal Note: Moderate, 9 
 
Date Received: 04/21/2019 
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16.  
 
RELEVANT AMA AND AMA-MSS POLICY 
Encouraging Vision Screening for Schoolchildren H-425.977 
Our AMA: (1) encourages and supports outreach efforts to provide vision screenings for school-
age children prior to primary school enrollment; (2) encourages the development of programs to 
improve school readiness by detecting undiagnosed vision problems; and (3) supports periodic 
pediatric eye screenings based on evidence-based guidelines with referral to an 
ophthalmologist for a comprehensive professional evaluation as appropriate. 
 
Eye Exams for the Elderly H-25.990 
Our AMA (1) encourages the development of programs and/or outreach efforts to support 
periodic eye examinations for elderly patients; and (2) encourages physicians to work with their 
state medical associations and appropriate specialty societies to create statutes that uphold the 
interests of patients and communities and that safeguard physicians from liability when reporting 
in good faith the results of vision screenings. 
 
Medical Care for Patients With Low Incomes H-165.855 
It is the policy of our AMA that: 
 
(1) states be allowed the option to provide coverage to their Medicaid beneficiaries who are 
nonelderly and nondisabled adults and children with the current Medicaid program or with 
premium tax credits that are refundable, advanceable, inversely related to income, and 
administratively simple for patients, exclusively to allow patients and their families to purchase 
coverage through programs modeled after the state employee purchasing pool or the Federal 
Employee Health Benefits Program (FEHBP) with minimal or no cost-sharing obligations based 
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on income. Children qualified for Medicaid must also receive Early and Periodic Screening, 
Diagnosis, and Treatment (EPSDT) program benefits and have no cost-sharing obligations.  
 
(2) in order to limit patient churn and assure continuity and coordination of care, there should be 
adoption of 12-month continuous eligibility across Medicaid, Children's Health Insurance 
Program, and exchange plans.   
 
(3) to support the development of a safety net mechanism, allow for the presumptive 
assessment of eligibility and retroactive coverage to the time at which an eligible person seeks 
medical care.   
 
(4) tax credit beneficiaries should be given a choice of coverage, and that a mechanism be 
developed to administer a process by which those who do not choose a health plan will be 
assigned a plan in their geographic area through auto-enrollment until the next enrollment 
opportunity. Patients who have been auto-enrolled should be permitted to change plans any 
time within 90 days of their original enrollment. 
 
(5) state public health or social service programs should cover, at least for a transitional period, 
those benefits that would otherwise be available under Medicaid, but are not medical benefits 
per se. 
 
(6) as the nonelderly and nondisabled populations transition into needing chronic care, they 
should be eligible for sufficient additional subsidization based on health status to allow them to 
maintain their current coverage. 
 
(7) our AMA encourages the development of pilot projects or state demonstrations, including for 
children, incorporating the above recommendations. (Modify Current HOD Policy) 
 
(8) our AMA should encourage states to support a Medicaid Physician Advisory Commission to 
evaluate and monitor access to care in the state Medicaid program and related pilot projects. 
 
Encouraging Vision Screening for Schoolchildren 60.010 MSS 
AMA-MSS will ask the AMA to: (1) encourage and support outreach efforts to provide vision 
screenings for school-age children prior to primary school enrollment and (2) encourage the 
development of programs to improve school readiness by detecting undiagnosed vision 
problems and support periodic pediatric eye screenings with referral for comprehensive 
professional evaluation as appropriate. (MSS Res 15, A-04) (AMA Amended Res 430, A-05 
Adopted [H-425.977]) (Reaffirmed: MSS Res 53, A-15)  

Increasing Access to Healthcare by Correcting Treatable Disturbances in Visual Acuity to 
Improve Public Health Outcomes 440.25 MSS  

AMA-MSS will ask the AMA to: (1) encourage the development of programs and/or outreach 
efforts to support periodic eye examinations for elderly patients; and (2) support referring those 
seeking a driver's license who fail a vision screening at their respective Department of Motor 
Vehicles to an appropriate healthcare provider for a complete dilated eye exam and information 
about free health coverage programs when necessary or applicable. (MSS Res 16, A-05) (AMA 
Amended Res 813, I- 05 Adopted [H-25.990]) (Reaffirmed: MSS GC Rep F, I-10) (Reaffirmed: 
MSS GC Rep D, I-15)  
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Subject: Transgender and Intersex Care Training for School Health Professionals 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, 700,000 adults in the United States identify as transgender1; and 1 

2 

Whereas, Individuals with disorders/differences of sex development (DSD)—also known as 3 

intersex—have “congenital conditions in which development of chromosomal, gonadal, or 4 

anatomic sex is atypical,” as defined by the 2006 Consensus Statement2; and 5 

6 

Whereas, Individuals with DSD comprise approximately 1% of the U.S. population2; and 7 

8 

Whereas, Transgender individuals and those with DSD have unique physical and mental health 9 

care needs; and 10 

11 

Whereas, The American Academy of Pediatrics recognizes school nurses as promoting optimal 12 

biopsychosocial health in school-aged children in the school setting3; and 13 

14 

Whereas, The National Association of School Nurses elaborates in their 2016 position 15 

statement that, “School nurses have an ethical responsibility to provide care to all students, 16 

families, school staff and community equally regardless of sexual orientation, gender identity or 17 

gender expression; to maintain confidentiality and to respect the individual’s right to be treated 18 

with dignity”4; and 19 

20 

Whereas, In 2012, the Surgeon General identified LGBTQ youth to be at heightened risk for 21 

suicide compared to their cisgender, heterosexual peers, a major risk factor for which was not 22 

feeling safe at school5,6; and 23 

24 

Whereas, Transgender youth report elevated risk for suicide, depression, and substance use7,8; 25 

and 26 

27 

Whereas, Individuals with DSD are at increased risk of cancer, infertility, psychosocial distress, 28 

and other issues2; and 29 

30 
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Whereas, National school climate surveys have found that LGBTQ youth are often exposed to 1 

minority stress—a form of chronically high stress faced by members of stigmatized minority 2 

groups—in school settings9; and 3 

 4 

Whereas, LGBTQ youth with greater school connectedness and safety report lower suicidal 5 

ideation and attempts10; and 6 

 7 

Whereas, Comfort with a trusted health care provider correlated positively with mental and 8 

physical health among transgender youth11; and 9 

 10 

Whereas, The Centers for Disease Control and Prevention (CDC) endorse strategies for 11 

schools to meet the needs of LGBTQ youth, including encouraging school staff members to 12 

attend professional development on safe and supportive school environments for all students—13 

regardless of sexual orientation, gender identity, or gender expression—but only 5.5% of 14 

secondary schools follow all five practices recommended by the CDC12; and 15 

 16 

Whereas, In 2017, 45.5% of school-based health systems conducted no medical provider 17 

trainings on LGBTQ care and 54.5% conducted no general staff trainings on providing care for 18 

LGBTQ youth13; therefore be it 19 

 20 
RESOLVED, That our AMA recommends school-based health professionals serving children 21 
and adolescents receive training in the physical and mental development of youth with gender 22 
dysphoria and/or differences in sex development, and that this training be periodically assessed 23 
and renewed.24 

25 
Fiscal Note: Moderate, 9 
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
Providing Medical Services through School-Based Health Programs H-60.991 
(1) The AMA supports further objective research into the potential benefits and problems 
associated with school-based health services by credible organizations in the public and private 
sectors. (2) Where school-based services exist, the AMA recommends that they meet the 
following minimum standards: (a) Health services in schools must be supervised by a physician, 
preferably one who is experienced in the care of children and adolescents. Additionally, a 
physician should be accessible to administer care on a regular basis. (b) On-site services 
should be provided by a professionally prepared school nurse or similarly qualified health 
professional. Expertise in child and adolescent development, psychosocial and behavioral 
problems, and emergency care is desirable. Responsibilities of this professional would include 
coordinating the health care of students with the student, the parents, the school and the 
student's personal physician and assisting with the development and presentation of health 
education programs in the classroom. (c) There should be a written policy to govern provision of 
health services in the school. Such a policy should be developed by a school health council 
consisting of school and community-based physicians, nurses, school faculty and 
administrators, parents, and (as appropriate) students, community leaders and others. Health 
services and curricula should be carefully designed to reflect community standards and values, 
while emphasizing positive health practices in the school environment. (d) Before patient 
services begin, policies on confidentiality should be established with the advice of expert legal 
advisors and the school health council. (e) Policies for ongoing monitoring, quality assurance 
and evaluation should be established with the advice of expert legal advisors and the school 
health council. (f) Health care services should be available during school hours. During other 
hours, an appropriate referral system should be instituted. (g) School-based health programs 
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should draw on outside resources for care, such as private practitioners, public health and 
mental health clinics, and mental health and neighborhood health programs. (h) Services should 
be coordinated to ensure comprehensive care. Parents should be encouraged to be intimately 
involved in the health supervision and education of their children. 
 
CSA Rep. D, A-88 Reaffirmed: Sunset Report, I-98 Reaffirmed: Res. 412, A-05 Reaffirmed in 
lieu of Res. 908, I-12 
 
Health Care Needs of Lesbian, Gay, Bisexual and Transgender Populations H-160.991 
1. Our AMA: (a) believes that the physician's nonjudgmental recognition of patients' sexual 
orientations, sexual behaviors, and gender identities enhances the ability to render optimal 
patient care in health as well as in illness. In the case of lesbian, gay, bisexual, transgender, 
queer/questioning, and other (LGBTQ) patients, this recognition is especially important to 
address the specific health care needs of people who are or may be LGBTQ; (b) is committed to 
taking a leadership role in: (i) educating physicians on the current state of research in and 
knowledge of LGBTQ Health and the need to elicit relevant gender and sexuality information 
from our patients; these efforts should start in medical school, but must also be a part of 
continuing medical education; (ii) educating physicians to recognize the physical and 
psychological needs of LGBTQ patients; (iii) encouraging the development of educational 
programs in LGBTQ Health; (iv) encouraging physicians to seek out local or national experts in 
the health care needs of LGBTQ people so that all physicians will achieve a better 
understanding of the medical needs of these populations; and (v) working with LGBTQ 
communities to offer physicians the opportunity to better understand the medical needs of 
LGBTQ patients; and (c) opposes, the use of "reparative" or "conversion" therapy for sexual 
orientation or gender identity. 
  
2. Our AMA will collaborate with our partner organizations to educate physicians regarding: (i) 
the need for sexual and gender minority individuals to undergo regular cancer and sexually 
transmitted infection screenings based on anatomy due to their comparable or elevated risk for 
these conditions; and (ii) the need for comprehensive screening for sexually transmitted 
diseases in men who have sex with men; (iii) appropriate safe sex techniques to avoid the risk 
for sexually transmitted diseases; and (iv) that individuals who identify as a sexual and/or 
gender minority (lesbian, gay, bisexual, transgender, queer/questioning individuals) experience 
intimate partner violence, and how sexual and gender minorities present with intimate partner 
violence differs from their cisgender, heterosexual peers and may have unique complicating 
factors. 
  
3. Our AMA will continue to work alongside our partner organizations, including GLMA, to 
increase physician competency on LGBTQ health issues. 
  
4. Our AMA will continue to explore opportunities to collaborate with other organizations, 
focusing on issues of mutual concern in order to provide the most comprehensive and up-to-
date education and information to enable the provision of high quality and culturally competent 
care to LGBTQ people. 
 
CSA Rep. C, I-81 Reaffirmed: CLRPD Rep. F, I-91 CSA Rep. 8 - I-94 Appended: Res. 506, A-
00 Modified and Reaffirmed: Res. 501, A-07 Modified: CSAPH Rep. 9, A-08 Reaffirmation A-12 
Modified: Res. 08, A-16 Modified: Res. 903, I-17 Modified: Res. 904, I-17 
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Introduced by: Tabitha Moses, May Chammaa, Taymaz Joneydian, Emily Lau, Lakshmi 
Nerusu, Brianna Sohl, Jacob Wilson; Wayne State University 

Subject: Enhance Protections for Patients Seeking Help for Pedophilic Urges and the 
Physicians Treating Them 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, The Diagnostic and Statistical Manual of Mental Disorders (DSM-5) defines 1 

pedophilic disorder as “recurrent, intense, sexually arousing fantasies, sexual urges, or 2 

behaviors involving sexual activity with a prepubescent child or children” that have been acted 3 

upon or “cause marked distress or interpersonal difficulty”1,2; and 4 

5 

Whereas, Persons with pedophilic disorder may not necessarily engage in sexual crimes 6 
towards children and persons who engage in these crimes may not necessarily have pedophilic 7 
disorder3,4; and  8 

9 
Whereas, Current estimates of the incidence of pedophilic urges in the general population range 10 
between 3% to more than 20%, but most with these urges do not act upon them4,5; and 11 

12 
Whereas, Persons who are convicted of sexual offenses, including sexual crimes towards 13 
children, are required to register on a sex offender registry and follow requirements such as 14 
following up with the local police department and keeping current information updated on the 15 
public registry regarding their address and place of employment6,7; and 16 

17 
Whereas, The Office of Sex Offender Sentencing, Monitoring, Apprehending (SORNA) 18 
guidelines determine guidelines regarding minimum and required standards for sex offender 19 
registration and notification; individual jurisdictions may enhance/increase these requirements, 20 
but not decrease them8; and 21 

22 
Whereas, Persons who are convicted of nonviolent misdemeanor sex crimes generally have a 23 
15-year minimum requirement to be registered on the sex offender list6; and24 

25 
Whereas, Some states including California and South Carolina require a person convicted of 26 
any sex crime (including non-violent misdemeanors) to be placed on the sex offender registry 27 
for life7; and  28 

29 
Whereas, Many people who self-identify as pedophiles want to seek help but feel unable to due 30 
to fear of being reported9,10,11; and 31 

32 
Whereas, Those who have not yet acted on their urges who attempt to seek help are often 33 
turned away by professionals who are either unwilling or not sufficiently trained to help12; and 34 

35 
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Whereas, Psychiatrists are bound by certain legal and ethical obligations that require them to 1 
report a patient who expresses a desire to harm another person; the most famous of these laws 2 
is the Tarasoff law which states that when there is a threat of danger, the duty to warn trumps 3 
patient confidentiality13,14; and 4 

 5 
Whereas, All physicians are also mandated reporters of suspected current or potential child 6 
abuse, a category which includes child neglect and sexual, physical and psychological 7 
abuse15,16; and  8 

 9 
Whereas, The AMA Medical Code of Ethics calls for maintaining confidentiality unless situations 10 
arise when breaking confidentiality is justified17; and 11 
 12 
Whereas, The specific language of these mandated reporting guidelines in at least one state 13 
(New York) is ambiguous enough that some medical professionals feel obligated to report even 14 
pedophilic desires without intended action10; and 15 

 16 
Whereas, A public education program called ‘Stop It Now’ aims to prevent child sexual abuse by 17 
targeting bystanders; however, the warning signs discussed to identify an adult who may harm a 18 
child are ambiguous and include concerns with that person’s ‘relationships, sexual interactions, 19 
and personal safety/responsibility’ including vague examples like missing social cues about 20 
others’ personal limits  and abusing alcohol or drugs18; and 21 

 22 
Whereas, Given the unspecific nature of codes of ethics as well as the ambiguous reporting 23 
guidelines, it is warranted to introduce policy to precisely state certain recommendations for the 24 
benefit of this population18; and 25 
 26 
Whereas, Current AMA policy H-345.981 broadly identifies the importance of decreasing stigma 27 
regarding mental illness, but does not emphasize nor specify the significance of prophylactic 28 
treatment in patient populations with destructive desires to protect patients as well as others; 29 
and 30 

 31 
Whereas, Although current AMA policy (H-345.981, H-345.983, and H-345.984) broadly 32 
supports protections regarding mental health and the nuances of the physician-patient 33 
relationship the specific needs of the population of patients with pedophilic disorder - and the 34 
potential to intervene before harm is done to others – policy specifically designed to protect this 35 
population would help to disseminate the intense stigma of pedophilic disorders; and 36 

 37 
Whereas, Support groups exist (such as Virtuous Pedophiles) that include as many as 1,200 38 
members seeking professional help in resisting their sexual impulses as they face isolation, self-39 
loathing, and suicidal thoughts, and testimonies from members further denote their hesitation to 40 
seek therapy due to fear of current reporting laws11,19,20,21; and 41 

 42 
Whereas, Circles of Support and Accountability in Canada has trained volunteers to act as peer 43 
support, offering confidential therapy and support for offenders; this program resulted in a 70% 44 
reduction in sexual recidivism and 82% reduction in offending22; and 45 

 46 
Whereas, ‘Stop It Now’ campaigns geared toward confidential conversation and support for 47 
offending and non-offending persons with pedophilic disorder in the UK and Ireland saw a 41% 48 
increase in utilization from 2016 to 2017, including 2,251 persons calling the help hotline with 49 
concern about their own behavior or that of a family member in 201723; and 50 

 51 
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Whereas, A study of the Prevention Project Dunkelfield in Germany which offers non-1 
judgmental, confidential therapy and libido reducing medication for offending and non-offending 2 
individuals showed that over half of participants were non-offenders, had sought professional 3 
help previously and never had contact with a minor8; and 4 
 5 
Whereas, Several drug-based therapies- including androgen deprivation therapy and selective 6 

serotonin reuptake inhibitors (SSRIs)- have been shown positive results in treating pedophilic 7 

offenders and non-offenders8,24,25; and 8 

 9 

Whereas, Several drug-based therapies- including androgen deprivation therapy and selective 10 

serotonin reuptake inhibitors (SSRIs)- have been shown positive results in treating pedophilic 11 

offenders and non-offenders26,27; therefore be it 12 

 13 
RESOLVED, That our AMA support the development of clear reporting guidelines for physicians 14 
confidentially treating patients with pedophilic desires who have not acted on these urges; and 15 
be it further  16 
 17 
RESOLVED, That our AMA advocate for increased training and awareness for physicians about 18 
the incidence of these pedophilic desires in the general population and potential preventive 19 
treatment options; and be it further 20 
 21 
RESOLVED, That our AMA support confidential preventive treatment of people with pedophilic 22 
desires who have not acted on these urges.23 

24 
Fiscal Note: Significant, 12 
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
Commercial Exploitation and Human Trafficking of Minors H-60.912 
Our AMA supports the development of laws and policies that utilize a public health framework to 
address the commercial sexual exploitation and sex trafficking of minors by promoting care and 
services for victims instead of arrest and prosecution. 
 
Access to Mental Health Services H-345.981 
Our AMA advocates the following steps to remove barriers that keep Americans from seeking 
and obtaining treatment for mental illness: 
(1) reducing the stigma of mental illness by dispelling myths and providing accurate knowledge 
to ensure a more informed public; 
(2) improving public awareness of effective treatment for mental illness; 
(3) ensuring the supply of psychiatrists and other well trained mental health professionals, 
especially in rural areas and those serving children and adolescents; 
(4) tailoring diagnosis and treatment of mental illness to age, gender, race, culture and other 
characteristics that shape a person's identity; 
(5) facilitating entry into treatment by first-line contacts recognizing mental illness, and making 
proper referrals and/or to addressing problems effectively themselves; and 
(6) reducing financial barriers to treatment. 
 
Protection of Health Care Providers from Unintended Legal Consequences of HIPAA D-
190.983 
Our AMA will: (1) take appropriate legislative, regulatory, and/or legal action to assure that the 
unanticipated negative consequences of the Health Insurance Portability and Accountability Act 
privacy regulations, affecting the patient/doctor relationship and exposing health care providers 
to legal action, are corrected; and (2) initiate necessary legislative, regulatory, and/or legal 
action to assure that HIPAA violations that are not malicious in intent and are not directly related 
to any alleged act of medical negligence may not be attached to such litigation. 
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Introduced by: Region 1 

Subject: Addressing the Racial Pay Gap in Medicine 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, The Civil Rights Act prohibits discrimination based on race, color, religion, sex, or 1 

national origin1; and 2 

3 

Whereas, The racial wage gap persists across the labor market in the United States, meaning 4 
that people of color earn less than their white counterparts in the same professions, conducting 5 
the same work, with the same education and experience2; and 6 

7 

Whereas, The Bureau of Labor Statistics reports a worsening of the racial pay gap.  In 1979 8 
black men earned 80% of what white men earned, compared to 2016 black men earn 70% of 9 
what white men earn3; and 10 

11 

Whereas, The American College of Physicians has shown that after controlling for age, sex, 12 
race, hours worked, and state of residence, Black physicians made $194,444 annually, 13 
compared to $228,585 for White physicians – a difference of $34,144; and 14 

15 

Whereas, Black male physicians earn substantially less than white male physicians after 16 
adjustment for physician specialty practice characteristics, age, and hours worked; and black 17 
female physicians earn even less than their black male counterpart with adjustments accounting 18 
for characteristics of physician and practice5; and  19 

20 

Whereas, White female physicians made 19 percent and Black female physicians made 29 21 
percent less than their white male counterparts after controlling for hours worked, years of 22 
practice, practice ownership status, board certification status, IMG status, type of degree, 23 
demographics of practice, and proportion of Medicare and Medicaid patients5; and  24 

25 
Whereas, Black male physicians are more likely to work in primary care and to treat Medicaid 26 
patients compared with white male physicians, adjustment for these and other practice 27 
characteristics, does not eliminate, or even significantly reduce, the estimated differences in 28 
earnings5; and  29 

30 

Whereas, A study of 128 academic medical centers found that Black or Hispanic faculty 31 

constituted only 5% of new academic hires and had significantly longer promotion timelines 32 

when compared to their white counterparts, after factors such as gender, tenure status, degree, 33 
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and NIH award status were adjusted for. Underrepresented minority (URM) faculty were still 1 

less likely to be promoted at all levels6; therefore be it 2 

 3 

RESOLVED, That our AMA support measures of racial pay awareness and the specific 4 
challenges that minority physicians face in regards to equal pay financial attainment; and be it 5 
further  6 
 7 

RESOLVED, That our AMA support equal pay transparency measures, in which physicians 8 
(regardless of race) have appropriate means to access knowledge of a range of pay 9 
comparable to their white professional counterparts. 10 
 11 

RESOLVED, That our AMA advocate for policy that mandates equal pay for physicians 12 
adjustment for hours worked, years of practice, practice ownership status, board certification 13 
status, IMG status, type of degree, demographics of practice, and proportion of Medicare and 14 
Medicaid patient15 

Fiscal Note: Significant, 10 
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
Gender Disparities in Physician Income and Advancement D-200.981 
 
1. Our AMA encourages medical associations and other relevant organizations to study gender 
differences in income and advancement trends, by specialty, experience, work hours and other 
practice characteristics, and develop programs to address disparities where they exist; 
2. Our AMA supports physicians in making informed decisions on work-life balance issues 
through the continued development of informational resources on issues such as part-time work 
options, job sharing, flexible scheduling, reentry, and contract negotiations; 
3. Our AMA urges medical schools, hospitals, group practices and other physician employers to 
institute and monitor transparency in pay levels in order to identify and eliminate gender bias 
and promote gender equity throughout the profession;  
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4. Our AMA will collect and publicize information on best practices in academic medicine and 
non academic medicine that foster gender parity in the profession; and 
5. Our AMA will provide training on leadership development, contract and salary negotiations 
and career advancement strategies, to combat gender disparities as a member benefit. 

 

Increase the Representation of Minority and Economically Disadvantaged Populations in 
the Medical Profession H-350.979 

1.  Our AMA supports increasing the representation of minorities in the physician population by: 
(1) Supporting efforts to increase the applicant pool of qualified minority students by: (a) 
Encouraging state and local governments to make quality elementary and secondary education 
opportunities available to all; (b) Urging medical schools to strengthen or initiate programs that 
offer special premedical and precollegiate experiences to underrepresented minority students; 
(c) urging medical schools and other health training institutions to develop new and innovative 
measures to recruit underrepresented minority students, and (d) Supporting legislation that 
provides targeted financial aid to financially disadvantaged students at both the collegiate and 
medical school levels. (2). Encouraging all medical schools to reaffirm the goal of increasing 
representation of underrepresented minorities in their student bodies and faculties. 
(3) Urging medical school admission committees to consider minority representation as one 
factor in reaching their decisions. 
(4) Increasing the supply of minority health professionals. 
(5) Continuing its efforts to increase the proportion of minorities in medical schools and medical 
school faculty. 
(6) Facilitating communication between medical school admission committees and premedical 
counselors concerning the relative importance of requirements, including grade point average 
and Medical College Aptitude Test scores. 
(7) Continuing to urge for state legislation that will provide funds for medical education both 
directly to medical schools and indirectly through financial support to students. 
(8) Continuing to provide strong support for federal legislation that provides financial assistance 
for able students whose financial need is such that otherwise they would be unable to attend 
medical school. 

 
Revisions to AMA Policy on the Physician Workforce H-200.955 

 
It is AMA policy that: 
(1) any workforce planning efforts, done by the AMA or others, should utilize data on all aspects 
of the health care system, including projected demographics of both providers and patients, the 
number and roles of other health professionals in providing care, and practice environment 
changes. Planning should have as a goal appropriate physician numbers, specialty mix, and 
geographic distribution. 
(2) Our AMA encourages and collaborates in the collection of the data needed for workforce 
planning and in the conduct of national and regional research on physician supply and 
distribution. The AMA will independently and in collaboration with state and specialty societies, 
national medical organizations, and other public and private sector groups, compile and 
disseminate the results of the research. 
(3) The medical profession must be integrally involved in any workforce planning efforts 
sponsored by federal or state governments, or by the private sector. 
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(4) In order to enhance access to care, our AMA collaborates with the public and private sectors 
to ensure an adequate supply of physicians in all specialties and to develop strategies to 
mitigate the current geographic maldistribution of physicians. 
(5) There is a need to enhance underrepresented minority representation in medical schools 
and in the physician workforce, as a means to ultimately improve access to care for minority and 
underserved groups. 
(6) There should be no decrease in the number of funded graduate medical education (GME) 
positions. Any increase in the number of funded GME positions, overall or in a given specialty, 
and in the number of US medical students should be based on a demonstrated regional or 
national need. 
(7) Our AMA will collect and disseminate information on market demands and workforce needs, 
so as to assist medical students and resident physicians in selecting a specialty and choosing a 
career. 
(8) Our AMA will encourage the Health Resources & Service Administration to collaborate with 
specialty societies to determine specific changes that would improve the agency’s physician 
workforce projections process, to potentially include more detailed projection inputs, with the 
goal of producing more accurate and detailed projections including specialty and subspecialty 
workforces. 



AMERICAN MEDICAL ASSOCIATION MEDICAL STUDENT SECTION ASSEMBLY 

Resolution 43 
(A-19) 

Introduced by: Sophia Spadafore, University of Arizona College of Medicine – Tucson; 
Adam Panzer, University of Colorado School of Medicine; Omar Salman, 
Virginia Tech Carilion School of Medicine; Ellena Popova, University of 
Pennsylvania Perelman School of Medicine; Samuel Dubin, New York 
University School of Medicine 

Subject: Removing Sex Designation from the Public Portion of the Birth Certificate 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, Our AMA believes that the physician's nonjudgmental recognition of patients' gender 1 
identities enhances the ability to render optimal patient care (H-160.991) and opposes any 2 
efforts to deny an individual’s right to determine their stated sex marker or gender identity (H-3 
65.962); and 4 

5 
Whereas, The legal sex designated on the public “upper portion” of a birth certificate by a 6 
physician is typically based solely on an external evaluation and if sex cannot be determined it 7 
is left blank with no entry; sex is also not recorded on the private “lower portion” of the birth 8 
certificate where vital medical data is recorded and reported to public health officials1-3; and 9 

10 
Whereas, The certificate of live birth draws on the information contained in the medical record 11 
but is solely a legal document and is not used for patient care3,4; and 12 

13 
Whereas, Analysis of data from 1955-2000 found that up to 1.7% of births in countries including 14 
the US, Europe, and to a lesser extent Asia and Africa, deviate in some way from binary sex 15 
designation, and therefore are categorized incorrectly as male or female on their birth 16 
certificate5; and 17 

18 
Whereas, Only 9% of transgender people who want to change the sex designation on their birth 19 
certificate actually do so, and 32% of transgender people with an ID who wanted to change the 20 
sex did not do so due to cost6-8; and 21 

22 
Whereas, The National Transgender Discrimination Survey found only 24% of transgender 23 
people were able to correct the gender marker on their birth certificates, 18% were denied the 24 
correction, and 53% had not attempted correction8; and 25 

26 
Whereas, A national survey of transgender individuals showed 32% of transgender people were 27 
harassed, asked to leave an establishment, or assaulted due to presenting identification that did 28 
not match their gender presentation, and 13% were denied coverage for medical services 29 
considered to be gender-specific, including routine sexual or reproductive health screenings 30 
such as Pap smears, prostate exams, and mammograms7,8; and 31 
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 32 
Whereas, The process of changing the sex designation on a birth certificate is complex and 33 
typically requires legal counsel, adding additional cost and a necessary education level that 34 
further disenfranchises the most vulnerable of transgender and intersex people8; and 35 
 36 
Whereas, “Sexual and gender identity are characterized by fluidity and change,” and individuals 37 
can and do identify as genders other than male, female, or other, and would not be aided by 38 
adding a third catch-all gender or sex category to the birth certificate9; and 39 
 40 
Whereas, The German Constitutional Court recently ruled gender markers may be omitted from 41 
birth certificates in children who cannot be assigned to a binary male/female sex, and similar 42 
legislation is being considered in Malta and California10; therefore be it 43 
 44 
RESOLVED, That our AMA advocate for the removal of “sex” as a legal designation on the 45 
public portion of the birth certificate.46 
 
 
Fiscal Note: Significant, 10 
 
Date Received: 04/21/2019 
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RELEVANT AMA POLICY: 
Affirming the Medical Spectrum of Gender H-65.962 
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Our AMA opposes any efforts to deny an individual’s right to determine their stated sex marker 
or gender identity. 
  
Medical Spectrum of Gender D-295.312 
Given the medical spectrum of gender identity and sex, Our AMA: (1) Will work with appropriate 
medical organizations and community based organizations to inform and educate the medical 
community and the public on the medical spectrum of gender identity; (2) Encourages members 
to educate state and federal policymakers and legislators on and advocate for policies 
addressing the medical spectrum of gender identity to ensure access to quality health care; (3) 
Affirms that an individual’s genotypic sex, phenotypic sex, sexual orientation, gender and 
gender identity are not always aligned or indicative of the other, and that gender for many 
individuals may differ from the sex assigned at birth. 
  
Conforming Birth Certificate Policies to Current Medical Standards for Transgender 
Patients H-65.967 
1. Our AMA supports policies that allow for a change of sex designation on birth certificates for 
transgender individuals based upon verification by a physician (MD or DO) that the individual 
has undergone gender transition according to applicable medical standards of care. 
2. Our AMA: (a) supports elimination of any requirement that individuals undergo gender 
affirmation surgery in order to change their sex designation on birth certificates and supports 
modernizing state vital statistics statutes to ensure accurate gender markers on birth 
certificates; and (b) supports that any change of sex designation on an individual's birth 
certificate not hinder access to medically appropriate preventive care. 
  
Accuracy, Importance, and Application of Data from the US Vital Statistics System H-
85.961 
Our AMA encourages physicians to provide complete and accurate information on prenatal care 
and hospital patient records of the mother and infant, as this information is the basis for the 
health and medical information on birth certificates. 
  
Reducing Suicide Risk Among Lesbian, Gay, Bisexual, Transgender, and Questioning 
Youth Through Collaboration with Allied Organizations H-60.927 
Our AMA will partner with public and private organizations dedicated to public health and public 
policy to reduce lesbian, gay, bisexual, transgender, and questioning (LGBTQ) youth suicide 
and improve health among LGBTQ youth. 
  
Health Care Needs of Lesbian Gay Bisexual and Transgender Populations H-160.991 
1. Our AMA: (a) believes that the physician's nonjudgmental recognition of patients' sexual 
orientations, sexual behaviors, and gender identities enhances the ability to render optimal 
patient care in health as well as in illness. In the case of lesbian gay bisexual and transgender 
(LGBT) patients, this recognition is especially important to address the specific health care 
needs of people who are or may be LGBT; (b) is committed to taking a leadership role in: (i) 
educating physicians on the current state of research in and knowledge of LGBT Health and the 
need to elicit relevant gender and sexuality information from our patients; these efforts should 
start in medical school, but must also be a part of continuing medical education; (ii) educating 
physicians to recognize the physical and psychological needs of LGBT patients; (iii) 
encouraging the development of educational programs in LGBT Health; (iv) encouraging 
physicians to seek out local or national experts in the health care needs of LGBT people so that 
all physicians will achieve a better understanding of the medical needs of these populations; 
and (v) working with LGBT communities to offer physicians the opportunity to better understand 
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the medical needs of LGBT patients; and (c) opposes, the use of "reparative" or "conversion" 
therapy for sexual orientation or gender identity. 
2. Our AMA will collaborate with our partner organizations to educate physicians regarding: (i) 
the need for women who have sex with women to undergo regular cancer and sexually 
transmitted infection screenings due to their comparable or elevated risk for these conditions; 
and (ii) the need for comprehensive screening for sexually transmitted diseases in men who 
have sex with men; and (iii) appropriate safe sex techniques to avoid the risk for sexually 
transmitted diseases. 
3. Our AMA will continue to work alongside our partner organizations, including GLMA, to 
increase physician competency on LGBT health issues. 
4. Our AMA will continue to explore opportunities to collaborate with other organizations, 
focusing on issues of mutual concern in order to provide the most comprehensive and up-to-
date education and information to enable the provision of high quality and culturally competent 
care to LGBT people. 
  
Support of Human Rights and Freedom H-65.965 
Our AMA: (1) continues to support the dignity of the individual, human rights and the sanctity of 
human life, (2) reaffirms its long-standing policy that there is no basis for the denial to any 
human being of equal rights, privileges, and responsibilities commensurate with his or her 
individual capabilities and ethical character because of an individual's sex, sexual orientation, 
gender, gender identity, or transgender status, race, religion, disability, ethnic origin, national 
origin, or age; (3) opposes any discrimination based on an individual's sex, sexual orientation, 
gender identity, race, religion, disability, ethnic origin, national origin or age and any other such 
reprehensible policies; (4) recognizes that hate crimes pose a significant threat to the public 
health and social welfare of the citizens of the United States, urges expedient passage of 
appropriate hate crimes prevention legislation in accordance with our AMA's policy through 
letters to members of Congress; and registers support for hate crimes prevention legislation, via 
letter, to the President of the United States. 
  
Access to Basic Human Services for Transgender Individuals H-65.964 
Our AMA: (1) opposes policies preventing transgender individuals from accessing basic human 
services and public facilities in line with one’s gender identity, including, but not limited to, the 
use of restrooms; and (2) will advocate for the creation of policies that promote social equality 
and safe access to basic human services and public facilities for transgender individuals 
according to one’s gender identity. 
  
Appropriate Placement of Transgender Prisoners H-430.982 
1. Our AMA supports the ability of transgender prisoners to be placed in facilities, if they so 
choose, that are reflective of their affirmed gender status, regardless of the prisoner’s genitalia, 
chromosomal make-up, hormonal treatment, or non-, pre-, or post-operative status. 
2. Our AMA supports that the facilities housing transgender prisoners shall not be a form of 
administrative segregation or solitary confinement. 
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Introduced by: Region 4 

Subject: Promote ultrasound as a cost effective measure in diagnostic imaging. 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, Ultrasound is an inexpensive diagnostic tool that can be used immediately upon 1 

patient arrival to allow for faster diagnosis and treatment as well as, in appropriate situations, to 2 

prevent further, more-costly testing from being needed1 ; and 3 

4 

Whereas, In situations where ultrasound allows for the confirmed diagnosis of some diseases, 5 
such as in certain cases of appendicitis, then a subsequent CT and the accompanying radiation 6 
exposure as well as increased cost of that CT can be avoided2; and 7 

8 
Whereas, Ultrasound paired with cystoscopy was found to be the most cost-effective protocol 9 
for diagnosis of certain cancers and other diseases, such as when it was found to be near as 10 
effective at cancer detection as CT alone, cystoscopy alone, and CT and cystoscopy together in 11 
a workup of asymptomatic microscopic hematuria3; and 12 

13 
Whereas, Ultrasound was found to be more than six times less expensive than CT, with 14 
ultrasound costing an average of $88 and CT costing an average of $547 in the case of 15 
appendicitis2; and 16 

17 
Whereas, As opposed to CT, ultrasound use does not result in radiation exposure, which is 18 
likely to decrease cancer deaths by 180 out of 262,000 people and save $339.5 million in terms 19 
of years of life lost2; and  20 

21 
Whereas, Ultrasound was determined to be the most cost-effective and recommended method 22 
of imaging for certain musculoskeletal diseases, such as rotator cuff disease4; and 23 

24 

Whereas, As evidenced by increasing rates of MRI in cases where ultrasound is recommended, 25 

policies are needed to guide appropriate choice of imaging, including promoting increased use 26 

of ultrasound in place of more expensive and less cost-effective diagnostic tools4; and 27 

28 

Whereas, Current AMA policy supports the use of ultrasound, stating that is effective and safe 29 

when used appropriately (H-480.950); therefore be it 30 

31 
RESOLVED, That our AMA amend policy H-480.950 by addition as follows. 32 

33 
Diagnostic Ultrasound Utilization and Education, H-480.950 34 
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 Our AMA affirms that ultrasound imaging is a safe, effective, and efficient tool when 1 
 utilized by, or under the direction of, appropriately trained physicians and supports the 2 
 educational efforts and widespread integration of ultrasound throughout the continuum of 3 
 medical education. Our AMA promote use of ultrasound as an initial cost effective 4 
 diagnostic tool when applicable, particularly when cost is an inhibiting factor for 5 
 patients.6 

7 
Fiscal Note: Moderate, 8 
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
Diagnostic Ultrasound Utilization and Education H-480.950 
Our AMA affirms that ultrasound imaging is a safe, effective, and efficient tool when utilized by, 
or under the direction of, appropriately trained physicians and supports the educational efforts 
and widespread integration of ultrasound throughout the continuum of medical education. 
 
Privileging for Ultrasound Imaging H-230.960 
(1) AMA affirms that ultrasound imaging is within the scope of practice of appropriately trained 
physicians; 
 
(2) AMA policy on ultrasound acknowledges that broad and diverse use and application of 
ultrasound imaging technologies exist in medical practice; 
 
(3) AMA policy on ultrasound imaging affirms that privileging of the physician to perform 
ultrasound imaging procedures in a hospital setting should be a function of hospital medical 
staffs and should be specifically delineated on the Department's Delineation of Privileges form; 
and 
 
(4) AMA policy on ultrasound imaging states that each hospital medical staff should review and 
approve criteria for granting ultrasound privileges based upon background and training for the 
use of ultrasound technology and strongly recommends that these criteria are in accordance 
with recommended training and education standards developed by each physician's respective 
specialty. 
 
Ultrasound Imaging 480.004MSS  
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AMA-MSS (a) affirms that ultrasound imaging is within the scope of practice of appropriately 
trained physician specialists; (b) acknowledges that broad and diverse use and application of 
ultrasound imaging technologies exists in medical practice; (c) affirms that privileging of the 
physician to perform ultrasound imaging procedures in a hospital setting should be a function of 
hospital medical staff and should be specifically delineated on the Department’s Delineation of 
Privileges form; and (d) believes that each hospital medical staff should review and approve 
criteria for granting ultrasound privileges based upon background and training for the use of 
ultrasound technology and ensure that these criteria are in accordance with recommended 
training and education standards developed by each physician's respective specialty society. 
(MSS Emergency Resolution 1, I-99) (Reaffirmed: MSS Rep A, I-04) (Reaffirmed: MSS GC 
Report B, I-09) (Modified: MSS GC Report A, I-16) 
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Resolution 45 
(A-19) 

Introduced by: Da-Eun (Shira) Choi, Paul Cho, Western University, Iris Burgard, Rachel 
Landin, Krista Allen, Rocky Vista University 

Subject: Investigation of Existing Application Barriers for Osteopathic Medical 
Students Applying for Away Rotations 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, By June 30, 2020, all U.S. osteopathic and allopathic residencies will be accredited 1 
under a single graduate medical education (GME) system that is managed under a single 2 
National Resident Matching Program (NRMP)1; and 3 

4 
Whereas, The Accreditation Council for Graduate Medical Education (ACGME) states that the 5 
benefits of the single GME accreditation system include offering all U.S. medical graduates a 6 
uniform education pathway, increasing collaboration among the medical education community, 7 
providing consistency across all residency and fellowship programs, reducing costs and 8 
increasing opportunities for osteopathic graduate medical education1; and  9 

10 
Whereas, Undergraduate medical education will continue to be accredited by the two separate 11 
accreditation bodies of the Liaison Committee of Medical Education (LCME) for allopathic 12 
schools and the Commission on Osteopathic College Accreditation (COCA) for osteopathic 13 
schools2,3; and 14 

15 
Whereas, The Executive Summary of the Agreement among ACGME, American Osteopathic 16 
Association (AOA), and American Association of Colleges of Osteopathic Medicine (AACOM) 17 
specifically outlines that graduates of osteopathic medical schools will be eligible for all 18 
ACGME-accredited programs4; and  19 

20 
Whereas, Both osteopathic and allopathic physicians practice medicine across all specialties, in 21 
all 50 US states and are licensed under the same state licensing boards, as well as have 22 
completed similar undergraduate paths, medical school, clinical rotations and a residency 23 
program5; and 24 

25 
Whereas, Elective visiting clinical rotations - also known as ‘Sub-Internships or ‘Away Rotations’ 26 
are beneficial to fourth year medical students by providing additional clinical experiences in 27 
varying specialties, often at their residencies of interest; promoting networking opportunities; 28 
and allowing students to obtain letters of recommendations to submit with their residency 29 
program application6; and 30 

31 
Whereas, The majority of U.S. medical schools offering visiting medical student clinical rotations 32 
participate in the Visiting Student Application Services program (VSAS), serviced by the 33 
Association of American Medical Colleges (AAMC), which enables students to browse and 34 
apply to electives offered by host institutions7; and  35 
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 1 
Whereas, The AAMC strives “to assure that all medical students possess equal freedom and 2 
opportunity to pursue the career directions of their choice”8; and  3 
 4 
Whereas, At least twenty undergraduate medical education programs participating in VSAS 5 
possess language on their websites excluding osteopathic medical students from applying 6 
and/or language leading to osteopathic medical students inferring that they are unable to apply 7 
to their program including Tufts School of Medicine, University of Iowa, University of Miami, 8 
University of New Mexico, Washington University School of Medicine St. Louis, University of 9 
Utah, University of Maryland, Albert Einstein, New York University, University of Virginia, 10 
Creighton University, Pritzker School of Medicine, Eastern Virginia School of Medicine, 11 
Dartmouth Geisel School of Medicine, Harvard University, Icahn School of Medicine at Mt. 12 
Sinai, Johns Hopkins School of Medicine, Louisiana State University, St. Louis University, 13 
University of Toledo9-31; and  14 
 15 
Whereas, Other programs participating in VSAS have differing rotation fees between allopathic 16 
and osteopathic medical students including University of Utah, University of Colorado, and 17 
University of Florida14, 26, 30; and 18 
 19 
Whereas, There is existing AMA policy Equal Fees for Osteopathic and Allopathic Medical 20 
Students H-295.876 that states “Our AMA, in collaboration with the American Osteopathic 21 
Association, discourages discrimination against medical students by institutions and programs 22 
based on osteopathic or allopathic training. 2. Our AMA encourages equitable fees for allopathic 23 
and osteopathic medical students in access to clinical electives, while respecting the rights of 24 
individual allopathic and osteopathic medical schools to set their own policies related to visiting 25 
students”32; and 26 
 27 
Whereas, Despite having such policy in place, osteopathic medical students continue to face 28 
financial barriers in applying for away rotations26,30; and 29 
 30 
Whereas, The University of Colorado requires a fee of $150 on receipt of an offer for an 31 
externship to an allopathic medical student, while osteopathic and international medical 32 
students are required to pay a fee of $4,150 on receipt of an offer for externship26; and 33 
 34 
Whereas, The University of Florida College of Medicine states, “Effective January 1, 2018, there 35 
will be a weekly rotation fee of $900 and application processing fee of $30.00 for students from 36 
Osteopathic schools outside of the state of Florida and international medical schools”30; and 37 
 38 
Whereas, The University of Iowa Roy J. and Lucille A. Carver College of Medicine states that 39 
they “cannot accept applications from Osteopathic Medicine students” 31;and  40 
 41 
Whereas, An osteopathic student upon finding such language while searching for potential 42 
rotation sites, would likely be deterred from pursuing the away rotation and thus would not 43 
possess equal freedom of opportunity to pursue their desired career direction; and 44 
 45 
Whereas, In our primary research, including contacting aforementioned programs, we were not 46 
able to determine a cause for the discrepancies between accepting osteopathic students for 47 
away rotations at specific programs; therefore be it 48 
 49 
RESOLVED, That our AMA investigate application barriers that result in discrimination against 50 
osteopathic medical students when applying to elective visiting clinical rotations.51 

52 
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Fiscal Note: Moderate, 8 
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
AMA Membership Strategy: Osteopathic Medicine G-635.053 

Our AMA’s membership strategy on osteopathic physicians (DOs) includes the following: Our 
AMA:  

(1) encourages all state societies to accept DOs as members at every level of the Federation; 

(2) encourages state societies with schools of osteopathic medicine to support development of 
Medical Student Sections at those schools; Both the MSS Governing Council and existing MSS 
chapters in states with osteopathic schools should assist in this effort; 

(3) encourages that DO members of our AMA continue to participate in the Membership 
Outreach program; 

(4) will provide recruiters with targeted lists of DO non members upon request; 

(5) will include DOs, as appropriate, in direct nonmember mailings; and 

(6) will expand its database of information on osteopathic students and doctors. 

 

Equal Fees for Osteopathic and Allopathic Medical Students H-295.876 

Our AMA, in collaboration with the American Osteopathic Association, discourages 
discrimination against medical students by institutions and programs based on osteopathic or 
allopathic training. 2. Our AMA encourages equitable fees for allopathic and osteopathic 
medical students in access to clinical electives, while respecting the rights of individual 
allopathic and osteopathic medical schools to set their own policies related to visiting students. 

 

Expanding the Visiting Students Application Service for Visiting Student Electives in the 
Fourth Year H-295.867 

1. Our American Medical Association strongly encourages the Association of American Medical 
Colleges (AAMC) to expand eligibility for the Visiting Students Application Service (VSAS) to 
medical students from Commission on Osteopathic College Accreditation (COCA)-accredited 
medical schools. 

2. Our AMA supports and encourages the AAMC in its efforts to increase the number of 
members and non-member programs in the VSAS, such as medical schools accredited by 
COCA and teaching institutions not affiliated with a medical school. 

3. Our AMA encourages the AAMC to ensure that member institutions that previously accepted 
both allopathic and osteopathic applications for fourth year clerkships prior to VSAS 
implementation continue to have a mechanism for accepting such applications of osteopathic 
medical students. 

 

ACGME Residency Program Entry Requirements H-310.909 

Our AMA supports entry into Accreditation Council on Graduate Medical Education (ACGME) 

https://medicine.uiowa.edu/md/student-support/visiting-student-information-and-application
https://medicine.uiowa.edu/md/student-support/visiting-student-information-and-application
https://policysearch.ama-assn.org/policyfinder/detail/295.876?uri=%2FAMADoc%2FHOD.xml-0-2175.xml
https://policysearch.ama-assn.org/policyfinder/detail/295.876?uri=%2FAMADoc%2FHOD.xml-0-2175.xml
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accredited residency and fellowship programs from either ACGME-accredited programs or 
American Osteopathic Association-accredited programs. 

 

Equality for COMLEX and USMLE  

Our AMA promote equal acceptance of the USMLE and COMLEX at all United States residency 
programs; Our AMA work with appropriate stakeholders including but not limited to the National 
Board of Medical Examiners, Association of American Medical Colleges, National Board of 
Osteopathic Medical Examiners, Accreditation Council for Graduate Medical Education and 
American Osteopathic Association to educate Residency Program Directors on how to interpret 
and use COMLEX scores; and that the AMA work with Residency Program Directors to promote 
higher COMLEX utilization with residency program matches in light of the new single 
accreditation system. 



AMERICAN MEDICAL ASSOCIATION MEDICAL STUDENT SECTION ASSEMBLY 

Resolution 46 
(A-19) 

Introduced by: Pinilla Victoria, University of Miami Miller School of Medicine 

Subject: Laying the first steps towards a transition to a Financial and Citizenship Need 
Blind Model for Organ Procurement and Transplantation 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, as of April 21, 2019 – there are 113,717 people in the U.S. waiting to receive a 1 

transplant1; and 2 

3 

 Whereas, National Organ Transplant Act was passed by congress in 1984 to address concerns 4 

that unfair organ allocation based on financial status and not medical need, would discourage 5 

organ donation in the United States (U.S.)2; and  6 

7 

Whereas, inequity in access to transplant services between organ donors and recipients in the 8 

U.S. exists even after the passing of the 1984 National Organ Transplant Act2,3; and  9 

10 

Whereas, for instance – if a person that is an undocumented immigrant were to expire but were 11 

registered as an organ donor – the person’s organs would most likely be transplanted to an 12 

insured and/or patient that is able to pay for the transplant and anti-rejection medications based 13 

on current policy2,4; and  14 

15 

Whereas, if the undocumented organ donor were to be the patient themselves, they do not have 16 

access to be placed on the transplant list due to their undocumented and/or financial status in 17 

the U.S.5; and  18 

19 

Whereas, increase organ donation in California is attributed to undocumented immigrants 20 

registering to be organ donors making them part of a community of organ donors that give in to 21 

the system but are not considered when allocating organs6; and  22 

23 

Whereas, 6,500 undocumented immigrants with End Stage Renal Disease (ESRD) don’t have 24 

access to organ transplants creating an inequitable gap in needs versus allocation of resources 25 

within our current system3; and 26 

27 

Whereas, 35 years have passed between the last U.S. task force created by congress on organ 28 

transplantation where the demographics of the U.S. have changed substantially2,5,7; and  29 

30 
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Whereas, there are 200+ transplant boards that in practice have used their discretion to 1 

routinely deny placing patients in transplant lists due to their financial and/or undocumented 2 

status in the U.S. with only a few covering the transplant costs of uninsured undocumented 3 

patients5,7; and  4 

 5 

Whereas, transplant center boards state they look at financial and/or undocumented status in 6 

the U.S. because providing transplants to these patients can place these centers in a financial 7 

hardship on hospitals when they don’t get a reimbursement for the transplant services, they 8 

perform5 9 

 10 

Whereas, if we want a transparent equitable organ donation and transplantation of our nation’s 11 

scarce and lifesaving resources, we must ethically have legal status and need blind 12 

Procurement of Organ Transplantation model; therefore be it 13 

 14 
RESOLVED, That our AMA support and advocate for federal laws that remove financial barriers 15 
to transplant recipients such as provisions for expenses involved in the transplantation of organs 16 
incurred by the uninsured regardless of a legally defined United States Citizenship and 17 
Immigration Service (USCIS) status in the country as long as the person can show physical 18 
presence in the U.S. prior to needing the organ; and  19 
 20 
RESOLVED, That our AMA promote and advocate for a 2020 national taskforce for organ 21 
procurement and transplant. Task force to be renewed every 20 years to access the needs of 22 
the generation and account for change in demographics and technology; and  23 
 24 
RESOLVED, That our AMA research a fiscal federal strategy to cover annual transplant costs in 25 
the U.S. for patients without insurance distributed among the over 200 transplant centers in the 26 
U.S.; and  27 
 28 
RESOLVED, That our AMA amend 6.2.1 in the Code of Ethics explicitly state that organs should 29 
be allocated to recipients on the basis of ethically sound criteria without regard to a legally 30 
defined United States Citizenship and Immigration Service (USCIS) status as long as the 31 
recipient can show physical presence in the U.S. prior to needing the organ, thereby keeping 32 
the overall equitability of the system for donating and receiving parties intact.                                          33 
  34 
 Guidelines for Organ Transplantation from Deceased Donors, 6.2.1 AMA code of  35 

Medical Ethics, .2.1 AMA code of Medical Ethics  36 
 37 
 6.2.1 in the Code of Ethics states “Physicians who participate in transplantation of  38 

organs from deceased donors should: … (e) Except in situations of directed donation, 39 
ensure that organs for transplantation are allocated to recipients on the basis of ethically 40 
sound criteria, including but not limited to likelihood of benefit, urgency of need, change 41 
in quality of life, duration of benefit, and, in certain cases, amount of resources required 42 
for successful treatment without regard to a legally defined United States Citizenship and 43 
Immigration Service (USCIS) status.; and let it be further 44 

 45 
RESOLVED, That our AMA amend H-370.982 to also clarify its stance of not regarding 46 
immigration status as long as the person lives in the U.S. thereby keeping the overall equitability 47 
of the system for organ donation and receiving parties intact. 48 
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 1 
 Ethical Considerations in the Allocation of Organ and Other Scarce Medical  2 

Resources Among Patients, H-370.982  3 
 4 
 H-370.982 states “Our AMA has adopted the following guidelines as policy: (1)  5 

Decisions regarding the allocation of scarce medical resources among patients should 6 
consider only ethically appropriate criteria relating to medical need. (a) These criteria 7 
include likelihood of benefit, urgency of need, change in quality of life, duration of 8 
benefit, and, in some cases, the amount of resources required for successful treatment 9 
without regard to a legally defined United States Citizenship and Immigration Service 10 
(USCIS). 11 

 12 
Fiscal Note: Significant, 12 
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
Guidelines for Organ Transplantation from Deceased Donors  

6.2.1 AMA Code of MedicalEthics 

1. “Physicians who participate in transplantation of organs from deceased donors should: 
(e) Except in situations of directed donation, ensure that organs for transplantation are 
allocated to recipients on the basis of ethically sound criteria, including but not limited to 
likelihood of benefit, urgency of need, change in quality of life, duration of benefit, and, in 
certain cases, amount of resources required for successful treatment.” 

https://policysearch.ama-assn.org/policyfinder/detail/organ%20donation?uri=%2FAMADoc%2FEthics.xml-E-6.2.1.xml
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Ethical Considerations in the Allocation of Organs and Other Scarce Medical 
Resources Among Patients H-370.982 

1.  “Our AMA has adopted the following guidelines as policy: (1) Decisions regarding 
the allocation of scarce medical resources among patients should consider only 
ethically appropriate criteria relating to medical need. (a) These criteria include 
likelihood of benefit, urgency of need, change in quality of life, duration of benefit, 
and, in some cases, the amount of resources required for successful treatment. In 
general, only very substantial differences among patients are ethically relevant; the 
greater the disparities, the more justified the use of these criteria becomes. In 
making quality of life judgments, patients should first be prioritized so that death or 
extremely poor outcomes are avoided; then, patients should be prioritized according 
to change in quality of life, but only when there are very substantial differences 
among patients. (b) Research should be pursued to increase knowledge of outcomes 
and thereby improve the accuracy of these criteria. (c) Non-medical criteria, such as 
ability to pay, social worth, perceived obstacles to treatment, patient contribution to 
illness, or past use of resources should not be considered.” 

Directed Donation of Organs for Transplantation 6.2.2 Code of Medical Ethics 

1. “Although public solicitations for directed donation—that is, for donation to a specific 
patient—may benefit individual patients, such solicitations have the potential to 
adversely affect the equitable distribution of organs among patients in need, the 
efficacy of the transplant system, and trust in the overall system” 

 

Transplantable Organs as a National Resource H-370.990 

1. “Our AMA: (1) supports the United Network of Organ Sharing (UNOS) policy calling 
for regional allocation of livers to status 1 (most urgent medical need) patients as an 
effort to more equitably distribute a scarce resource” 

 
Removing Financial Barrier to Living Organ Donation H-370.965 

1. Our AMA supports federal and state laws that remove financial barriers to 
living organ donation, such as: (a) provisions for expenses involved in 
the donation incurred by the organ donor; (b) providing access to health care 
coverage of any medical expense related to the donation; (c) provisions for expenses 
incurred after the donation as a consequence of donation; (d) prohibiting 
employment discrimination on the basis of living donor status; (e) prohibiting the use 
of living donor status as the sole basis for denying or limiting health, life, and 
disability and long-term care insurance coverage; and (f) provisions to encourage 
paid leave for organ donation.  
 

Methods to Increase the US Organ Donation Pool H-370.959 

 
1. In order to encourage increased levels of organ donation in the United States, our 

American Medical Association: (1) supports studies that evaluate the effectiveness of 
mandated choice and presumed consent models for increasing organ donation; (2) 
urges development of effective methods for meaningful exchange of information to 
educate the public and support well-informed consent about donating organs, 
including educational programs that address identified factors influencing attitudes 
toward organ donation and targeted to populations with historically 

https://policysearch.ama-assn.org/policyfinder/detail/organ%20donation?uri=%2FAMADoc%2FHOD.xml-0-3148.xml
https://policysearch.ama-assn.org/policyfinder/detail/organ%20donation?uri=%2FAMADoc%2FHOD.xml-0-3148.xml
https://policysearch.ama-assn.org/policyfinder/detail/organ%20donation?uri=%2FAMADoc%2FEthics.xml-E-6.2.2.xml
https://policysearch.ama-assn.org/policyfinder/detail/organ%20donation?uri=%2FAMADoc%2FHOD.xml-0-3148.xml
https://policysearch.ama-assn.org/policyfinder/detail/organ%20donation?uri=%2FAMADoc%2FHOD.xml-0-3123.xml
https://policysearch.ama-assn.org/policyfinder/detail/increasing%20organ%20donation?uri=%2FAMADoc%2FHOD.xml-0-3117.xml
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low organ donation rates; and (3) encourages continued study of ways to enhance 
the allocation of donated organs and tissues. 

Organ Donor Recruitment H-370.996 

1. Our AMA (1) continues to urge Americans to sign donor cards; (2) supports 
continued efforts to teach physicians through continuing medical education courses, 
and the lay public through health education programs, about transplantation issues in 
general and the importance of organ donation in particular;(3) encourages state 
governments to attempt pilot studies on promotional efforts that stimulate each adult 
to respond "yes" or "no" to the option of signing a donor card.; and(4) in collaboration 
with all other interested parties, support the exploration of methods to greatly 
increase organ donation, such as the "presumed consent" modality of organ 
donation. 

Organ Donor Recruitment H-370.995 

1. Our AMA supports development of "state of the art" educational materials for the 
medical community and the public at large, demonstrating at least the following:  
 
(1) the need for organ donors; 
(2) the success rate for organ transplantation; 
(3) the medico-legal aspects of organ transplantation;  
(4) the integration of organ recruitment, preservation and transplantation; 
(5) cost/reimbursement mechanisms for organ transplantation; and 
(6) the ethical considerations of organ donor recruitment. 
 

The Physician’s Role in Organ Donation H-370.997 

1. Our AMA will continue to promote organ donation awareness. 

Equal Access to Organ Transplantation for Medicaid Beneficiaries H-370.962 

1. Our AMA supports federal funding of organ transplants for Medicaid patients. 
 
List Relevant AMA-MSS Policy:  

Organ Donors and Transplants 370.003 

Increasing Organ Donation Discussions through Medical Education 370.010 MSS 

Organ Donation Education Programs in Driver Training Programs 370.012 MSS 

Targeted Education to Increase Organ Donation 370.016 MSS 

 

https://policysearch.ama-assn.org/policyfinder/detail/increasing%20organ%20donation?uri=%2FAMADoc%2FHOD.xml-0-3154.xml
https://policysearch.ama-assn.org/policyfinder/detail/organ%20donation?uri=%2FAMADoc%2FHOD.xml-0-3153.xml
https://policysearch.ama-assn.org/policyfinder/detail/organ%20donation?uri=%2FAMADoc%2Fdirectives.xml-0-1231.xml
https://policysearch.ama-assn.org/policyfinder/detail/transplant?uri=%2FAMADoc%2FHOD.xml-0-3120.xml


AMERICAN MEDICAL ASSOCIATION MEDICAL STUDENT SECTION ASSEMBLY 

Resolution 47 
(A-19) 

Introduced by: Region 4 

Subject: Improving Accessibility of AMA-MSS Resolutions. 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, Our AMA maintains PolicyFinder, a searchable database of all AMA resolutions, 1 

updated semi-annually, to allow for easy retrieval and review of past actions of our AMA HOD; 2 

and 3 

4 

Whereas, Our AMA-MSS passes meaningful resolutions that should be easily accessible for 5 

review by all members of our AMA but are currently published in a harder to utilize PDF format, 6 

which is often outdated; therefore be it 7 

8 
RESOLVED, That our AMA add AMA MSS resolutions to a similar PolicyFinder, to be updated 9 
semi-annually, for easy retrieval and review of past MSS actions10 

Fiscal Note: Moderate, 7 

Date Received: 04/21/2019 

References: 
None. 

RELEVANT AMA AND AMA-MSS POLICY 
None. 
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AMERICAN MEDICAL ASSOCIATION MEDICAL STUDENT SECTION ASSEMBLY 

Resolution 48 
(A-19) 

Introduced by: Region 3, Region 6, Region 1, Arjun Kumar, Brian Niedzwecki, New York 
Institute of Technology College of Osteopathic Medicine; Naomi Isaac, Touro 
College of Osteopathic Medicine – Middletown; Emma Frost Michigan State 
College of Human Medicine; May Chammaa, Wayne St University School of 
Medicine 

Subject: Affirming the Right of Minors to Consent to Vaccinations 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, The rapid growth of the "anti-vaxxer" movement, otherwise referred to as "vaccine 1 

hesitancy", has led the World Health Organization to call this growing movement one of the top 2 

ten threats to public health worldwide1; and 3 

4 

Whereas, 47 states allow religious exemptions and 17 allow philosophical exemptions and there 5 

is a significant negative correlation between the number of philosophical belief exemptions and 6 

vaccination rates;2,3,4 and 7 

8 

Whereas, In some communities, the vaccine exemption rate is as high as 20%, leading to a 9 

resurgence of diseases due to loss of herd immunity, including recent outbreaks of Hib, 10 

varicella, pneumococcus, measles, and pertussis”;5 and 11 

12 

Whereas, There have been multiple measles outbreaks across multiple states in the last 5 13 

years;6,7 and 14 

15 

Whereas, A non-medical exemption for the MMR vaccine increases the risk of a child to 16 

contract measles to 35 times more than the risk of a vaccinated child;7 and 17 

18 

Whereas, A 5% reduction in MMR vaccination coverage is estimated to cause a 3-fold increase 19 

in annual measles cases nationwide with an additional $2.1 million in public sector costs;8 and 20 

21 

Whereas, Requiring parental consent impedes vaccination coverage, particularly among 22 

adolescents ages 14-17, as shown by a study on HPV vaccination coverage rates;9 and  23 

24 

Whereas, In a survey of primary care providers, many estimate more than half of 17-year-olds 25 

present to appointments alone and identify inability to obtain parental consent as a barrier to the 26 

influenza, Tdap, or HPV vaccinations in 30-50% of adolescents;10 and 27 

28 
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Whereas, The “mature minor doctrine” is an exception to the general parental consent rule, 1 

developed under common law, which defines mature minors as those who are able to 2 

“understand the nature and consequences of their medical treatment” and generally a child 3 

older than 14 years of age is presumed to have such capacity;11,12,13 and    4 

 5 

Whereas, There is ethical support for adolescent self-consent as it respects the adolescent’s 6 

developing autonomy;9,14 and 7 

 8 

Whereas, Laws already exist that allow minors to consent to evaluation and treatment for 9 

sexually transmitted infections, reproductive health services, and substance abuse treatment 10 

without parental consent or notification;15,16 and 11 

 12 

Whereas, Adolescents in twenty-one states do not require parental consent for treatment of 13 

reportable diseases, which include hepatitis B, measles, mumps, and pertussis;3 and 14 

 15 

Whereas, The majority of 300 medical providers surveyed across 43 states support 16 

immunization self-consent at age 14;10 and 17 

 18 

Whereas, In the District of Columbia a bill was introduced on March 5, 2019 to allow minors as 19 

defined by the mature minor doctrine to consent to vaccinations without parental consent;17 and  20 

 21 

Whereas, The AMA is committed to lobbying Congress to ensure that all children in the United 22 

States are immunized on schedule (H-60.969); and 23 

 24 

Whereas, The AMA policy H-440.970 reaffirms that there is a need to intervene in communities 25 

where nonmedical exemptions to vaccinations are common; and 26 

 27 

Whereas, AMA policy H-440.830 reaffirms that declining immunization rates are responsible for 28 

the reappearance of several preventable diseases which may result in death; therefore be it 29 

 30 
RESOLVED, That our AMA support legislation that allows mature minors, who are able to 31 
understand the nature and consequences of their medical treatment, to provide consent for 32 
routine immunizations as recommended by the Center for Disease Control (CDC); and be it 33 
further  34 
 35 
RESOLVED, That this policy immediately be forwarded to the AMA House of Delegates for 36 
consideration at Annual 2019.  37 

38 
Fiscal Note: Significant, 10 
 
Date Received: 04/21/2019 
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Assuring Access to ACIP/AAFP/AAP-Recommended Vaccines H-440.875 
1. It is AMA policy that all persons, regardless of economic and insurance status, receive all 
Advisory Committee on Immunization Practices (ACIP)-recommended vaccines as soon as 
possible following publication of these recommendations in the Centers for Disease Control and 
Prevention's (CDC) Morbidity and Mortality Weekly Report (MMWR). 

 

2. Our AMA will continue to work with the federal government, Congress, and other 
stakeholders to improve liability protection for vaccine manufacturers and health care 
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professionals who provide immunization services and to examine and improve compensation 
mechanisms for patients who were legitimately injured by a vaccine. 
  

3. Our AMA will continue to work with the federal government, Congress, and other appropriate 
stakeholders to enhance public opinion of vaccines and to monitor and ensure the continued 
safety of existing and newly approved vaccines (including providing adequate resources for 
post-approval surveillance) so as to maintain and improve public confidence in the safety of 
vaccines. 
  

4. Our AMA will work with appropriate stakeholders, including vaccine manufacturers, vaccine 
distributors, the federal government, medical specialty societies, and third party payers, to 
guarantee a robust vaccine delivery infrastructure (including but not limited to, the research and 
development of new vaccines, the ability to track the real-time supply status of ACIP-
recommended vaccines, and the timely distribution of ACIP-recommended vaccines to 
providers). 
  

5. Our AMA will work with appropriate federal and state agencies and private sector entities to 
ensure that state Medicaid agencies and private insurance plans pay health care professionals 
at least the approved Relative Value Unit (RVU) administration Medicare rates for payment 
when they administer ACIP-recommended vaccines. 
  

6. Our AMA will work with the Centers for Medicare and Medicaid Services (CMS) to address 
barriers associated with Medicare recipients receiving live zoster vaccine and the routine 
boosters Td and Tdap in physicians' offices. 
  

7. Our AMA will work through appropriate state entities to ensure all health insurance plans 
rapidly include newly ACIP-recommended vaccines in their list of covered benefits, and to pay 
health care professionals fairly for the purchase and administration of ACIP-recommended 
vaccines. 
  

8. Our AMA will urge Medicare to include Tdap (Tetanus, Diphtheria, Acellular Pertussis) under 
Medicare Part B as a national public health measure to help prevent the spread of Pertussis. 
  

9. Until compliance of AMA Policy H-440.875(6) is actualized to the AMA's satisfaction 
regarding the tetanus vaccine, our AMA will aggressively petition CMS to include tetanus and 
Tdap at both the "Welcome to Medicare" and Annual Medicare Wellness visits, and other 
clinically appropriate encounters, as additional "triggering event codes" (using the AT or another 
modifier) that allow for coverage and payment of vaccines to Medicare recipients. 
  

10. Our AMA will aggressively petition CMS to include coverage and payment for any 
vaccinations administered to Medicare patients that are recommended by the ACIP, the US 
Preventive Services Task Force (USPSTF), or based on prevailing preventive clinical health 
guidelines. 
  
Childhood Immunizations H-60.969 
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1. Our AMA will lobby Congress to provide both the resources and the programs necessary, 
using the recommendations of the National Vaccine Advisory Committee and in accordance 
with the provision set forth in the National Vaccine Injury Compensation Act, to ensure that 
children nationwide are immunized on schedule, thus representing progress in preventive 
medicine.  
 
2. Our AMA endorses the recommendations on adolescent immunizations developed by the 
Advisory Committee for Immunization Practices and approved by both the American Academy 
of Family Physicians and the American Academy of Pediatrics.  
 
3. Our AMA will develop model state legislation to require that students entering middle or junior 
high school be adequately immunized according to current national standards.  
 
4. Our AMA encourages state medical societies to advocate legislation or regulations in their 
state that are consistent with the AMA model state legislation.  
 
5. Our AMA will continue to work with managed care groups and state and specialty medical 
societies to support a dedicated preventive health care visit at 11-12 years of age. 
 
6. Our AMA will work with the American Academy of Family Physicians and the American 
Academy of Pediatrics to strongly encourage the Centers for Medicare & Medicaid Services to 
deactivate coding edits that cause a decrease in immunization rates for children, and to make 
these edit deactivations retroactive to January 1, 2013. 
  
Education and Public Awareness on Vaccine Safety and Efficacy H-440.830 
1. Our AMA 

(a) encourages the development and dissemination of evidence-based public awareness 
campaigns aimed at increasing vaccination rates; 

(b) encourages the development of educational materials that can be distributed to patients and 
their families clearly articulating the benefits of immunizations and highlighting the exemplary 
safety record of vaccines; 

(c) supports the development and evaluation, in collaboration with health care providers, of 
evidence-based educational resources to assist parents in educating and encouraging other 
parents who may be reluctant to vaccinate their children; 

(d) encourages physicians and state and local medical associations to work with public health 
officials to inform those who object to immunizations about the benefits of vaccinations and the 
risks to their own health and that of the general public if they refuse to accept them; 

(e) will promote the safety and efficacy of vaccines while rejecting claims that have no 
foundation in science; and 

(f) will continue its ongoing efforts with other immunization advocacy organizations to assist 
physicians and other health care professionals in effectively communicating to patients, parents, 
policy makers, and the media that vaccines do not cause autism and that decreasing 
immunization rates have resulted in a resurgence of vaccine-preventable diseases and deaths. 

2. Our AMA: 

(a) supports the rigorous scientific process of the Advisory Committee on Immunization 
Practices as well as its development of recommended immunization schedules for the nation; 
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(b) recognizes the substantial body of scientific evidence that has disproven a link between 
vaccines and autism; and 

(c) opposes the creation of a new federal commission on vaccine safety whose task is to study 
an association between autism and vaccines. 

  
Nonmedical Exemptions from Immunizations H-440.970 
Our American Medical Association believes that nonmedical (religious, philosophic, or personal 
belief) exemptions from immunizations endanger the health of the unvaccinated individual and 
the health of those in his or her group and the community at large. Therefore, our AMA 
 
(1) supports the immunization recommendations of the Advisory Committee on Immunization 
Practices (ACIP) for all individuals without medical contraindications; 
 
(2) supports legislation eliminating nonmedical exemptions from immunization; 
 
(3) encourages state medical associations to seek removal of nonmedical exemptions in 
statutes requiring mandatory immunizations, including for childcare and school attendance; 
  
(4) encourages physicians to grant vaccine exemption requests only when medical 
contraindications are present; 
  
(5) encourages state and local medical associations to work with public health officials to 
develop contingency plans for controlling outbreaks in medically-exempt populations and to 
intensify efforts to achieve high immunization rates in communities where nonmedical 
exemptions are common; and 
  
(6) recommends that states have in place: 
(a) an established mechanism, which includes the involvement of qualified public health 
physicians, of determining which vaccines will be mandatory for admission to school and other 
identified public venues (based upon the recommendations of the ACIP); and 
(b) policies that permit immunization exemptions for medical reasons only. 



AMERICAN MEDICAL ASSOCIATION MEDICAL STUDENT SECTION ASSEMBLY 

Resolution 49 
(A-19) 

Introduced by: Ryan Englander, Ian Whitall, Alexandra Clement, University of Connecticut 
School of Medicine 

Subject: Ensuring Fair Pricing of Drugs Developed with the United States 
Government 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, The United States spends almost twice as much on healthcare as other comparable 1 

high income countries despite similar utilization rates, driven in part by higher spending on 2 

prescription drugs than other comparable nations1,2,3,4,5,6,7
 ; and 3 

4 

Whereas, The United States spends between 30% and 190% more on pharmaceutical drugs 5 
per capita as compared to other comparable high income countries despite similar utilization 6 
rates3,4,5,6; and 7 

8 
Whereas, Many drugs cost significantly more in the United States than in other comparable 9 
industrialized countries, imposing an undue financial burden on American consumers of 10 
pharmaceutical compounds, particularly the uninsured, Medicare beneficiaries, and those 11 
whose insurance plans do not cover medicines they need3,4,5,6,7,8; and 12 

13 
Whereas, The United States government is the world’s largest funder of the basic science 14 
research that supports the development of new pharmaceutical compounds9,10,11; and 15 

16 
Whereas, The United States government licenses drugs discovered in its laboratories to for-17 
profit entities in order to facilitate commercialization12,13,14; and 18 

19 
Whereas, Numerous examples exist of drugs funded in whole or in part by the US government 20 
being sold in the United States for higher prices than in other comparable industrialized 21 
countries3,15,16,17,18,19,20,21,22,23; and 22 

23 
Whereas, In 2004, Xalatan (latanoprost), a drug developed by the NIH that was licensed to 24 
Pfizer, was sold by Pfizer in the US at 2-5x the price as in Canada and Europe, leading to a 25 
petition to the NIH to take steps to lower Xalatan’s price15; and 26 

27 
Whereas, In 2016, Xtandi (enzalutamide), developed at the University of California-Los Angeles 28 
with NIH-funded research grants and marketed by Japanese firm Astellas, was being sold 29 
wholesale at $129,000 in the US, $39,000 in Japan and Sweden, and $30,000 in Canada, 30 
prompting a group of US Congressmen to petition the NIH to hold hearings regarding taking 31 
steps to lower Xtandi’s price15,16; and 32 

33 
Whereas, In 2015, a US Senate Finance Committee investigation found that Gilead Sciences, 34 
Inc. had set the price of its Hepatitis C drug Sovaldi at $85,000 with the sole goal of maximizing 35 
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revenue, while the same drug was sold in the UK and Germany for $55,000 and $67,000 1 
respectively17,18; and 2 
 3 
Whereas, In 2016, the US Department of Defense developed an experimental Zika vaccine and 4 
announced intent to grant an exclusive license to manufacture that vaccine to Sanofi Pasteur, 5 
Inc.18,19, who subsequently refused requests from the Department of Defense to agree to charge 6 
US patients no more than patients in other countries20,21; and 7 
 8 
Whereas, In 2017, an investigation by the advocacy group Knowledge Ecology International 9 
demonstrated that Sanofi Pasteur, Inc. was charging US patients 4.38-8.38x more for its 10 
multiple sclerosis drug Aubagio (teriflunomide) than in other developed countries, including 11 
Australia, France, Ireland, New Zealand, and the United Kingdom22; and 12 
 13 
Whereas, In 2004, Abbott Laboratories increased the price of its protease inhibitor Norvir 14 
(ritonavir) by 4x only in the United States, prompting calls from advocacy groups for the NIH to 15 
intervene to lower its price23; and 16 
 17 
Whereas, In 2010, an investigation by Knowledge Ecology International demonstrated that 18 
prices for Norvir as a standalone product remained between 4.09-10.29x higher in the United 19 
States as compared to other wealthy developed nations, including Australia, Austria, Canada, 20 
Denmark, France, Italy, the Netherlands, Norway, and Sweden24; and 21 
 22 
Whereas, Pharmaceutical companies and industry advocacy groups excuse high prices by 23 
explaining they are necessary for research and development of new drugs25,26,27; and 24 
 25 
Whereas, A report by the US Government Accountability Office found that pharmaceutical sales 26 
increased by 45% globally over the period from 2006 to 2015 and two thirds of pharmaceutical 27 
companies saw their profit margins increase over that time period, while annual research and 28 
development investment in the United States increased by only 8% over the period from 2008 to 29 
201428; and 30 
 31 
Whereas, Pharmaceutical companies have a higher average profit margin than all comparable 32 
industries, including software development which is often cited as a similar industry with high 33 
upfront R&D costs and low relative distribution costs28,29; and 34 
 35 
Whereas, The United States pays an estimated 70% of all pharmaceutical profits obtained from 36 
OECD nations despite only accounting for 34% of the OECD’s GDP30; and 37 
 38 
Whereas, While the 1980 Bayh-Dole Act grants US government agencies the authority to 39 
unilaterally revoke licenses to companies or order that additional licenses be granted in order to 40 
ensure access (so-called “march in rights”), this extraordinary power has never been used to 41 
ensure fair pricing31,32,33; and 42 
 43 
Whereas, The NIH has repeatedly decided that it does not have the statutory authority to use its 44 
march-in rights to force licensees to set fair prices for American consumers as this is under the 45 
purview of Congress34,35,36; and 46 
 47 
Whereas, 29 European countries currently use a model called international reference pricing 48 
(IRP) to set drug prices whereby insurers and/or socialized healthcare programs agree to pay a 49 
maximum price for drugs set to an index of prices paid by comparable nations or use such an 50 
index as a benchmark for negotiations to set prices37,38; and 51 



Resolution 49 (A-19) 
Page 3 of 10 

 1 
Whereas, Studies of the effectiveness of IRP have found that it lowers prices, increases 2 
utilization of drug classes to which the model is applied, and reduces expenditures with no 3 
negative effects on health outcomes39,40,41,42,43; and 4 
 5 
Whereas, One of the most common concerns regarding IRP is that it may incentivize 6 
pharmaceutical companies to delay or eliminate product launches in countries with a lower 7 
willingness to pay44,45,46,47; and 8 
 9 
Whereas, Analyses of IRP’s effects on pharmaceutical product launch delay have found the 10 
effect is weak and is limited to countries with a lower willingness to pay48,49,50; and 11 
 12 
Whereas, The United States is one of the nations with the highest willingness to pay in 13 
aggregate, implying IRP’s tendency to delay pharmaceutical product launch in lower-income 14 
countries would likely not apply to the United States8,9,47,48; and 15 
 16 
Whereas, The Institute for Medicare and Medicaid Innovation in the Department of Health and 17 
Human Services (HHS) has proposed a new model for Medicare Part B reimbursement for 18 
single-source pharmaceuticals and biologics to be phased into 50% of Medicare Part B plans 19 
between 2020 to 2025 that shifts the reimbursement structure to an IRP model, using 126% of 20 
the average price paid for a drug in 16 comparable OECD countries for which drug pricing 21 
information is widely and publicly available as a benchmark2,49,50,51; and 22 
 23 
Whereas, Over the five years of its implementation, the proposed model is expected to save 24 
$17.2 billion overall including $3.4 billion in direct out-of-pocket savings without changing 25 
Medicare Part B’s benefit structure50,51; and 26 
 27 

Whereas, The AMA has expressed concern that the involuntary nature of the trial program may 28 

pose risks to patient access to necessary medications should third party vendors be unable to 29 

negotiate prices for drugs that fall at or under Medicare’s target price for reimbursement52; and 30 

 31 

Whereas, Existing AMA Policy (H-110.997, H-110.988, H-110.987, D-110.993, H-110.991, D-32 

110.988, H-110.998, D-330.954) highlights the AMA’s continuing commitment to lowering 33 

prescription drug costs, so long as physician freedom of choice is preserved and appropriate 34 

incentives for pharmaceutical research and development are maintained; therefore be it 35 

 36 
RESOLVED, That our AMA advocates for the Administration’s proposed Medicare Part B rule 37 
change wherein Medicare Part B’s target price for reimbursement of single source drugs is set 38 
at 126% of their average prices in sixteen countries (Austria, Belgium, Canada, Czech Republic, 39 
Finland, France, Germany, Greece, Ireland, Italy, Japan, Portugal, Slovakia, Spain, and the 40 
United Kingdom) included in the Health and Human Services Assistant Secretary for Planning 41 
and Evaluation’s analysis of drug price differences between those countries and Medicare Part 42 
B, provided that the rule change be updated to allow voluntary opting-out by physicians and/or 43 
vendors should either party determine the testing program is adversely affecting patient access, 44 
healthcare utilization, drug prices, or health outcomes; and be it further  45 
 46 
RESOLVED, That our AMA study: a) the consequences of Medicare Part B’s new IRP-based 47 
reimbursement model with an emphasis on determining its effects on access to included 48 
pharmaceuticals, the cost of said pharmaceuticals, and overall health outcomes, b) the potential 49 
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impacts on access to pharmaceuticals, their costs, and overall health outcomes were the 1 
current proposed policy expanded to multiple source drugs, and c) alternative IRP-based 2 
models that Medicare Part B could employ, including using a target price identified by IRP as a 3 
set point for negotiations between pharmaceutical companies and the government. 4 

5 
Fiscal Note: Significant, 12 
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
Cost of Prescription Drugs H-110.997 

Our AMA: 

(1) supports programs whose purpose is to contain the rising costs of prescription drugs, 
provided that the following criteria are satisfied: (a) physicians must have significant input into 
the development and maintenance of such programs; (b) such programs must encourage 
optimum prescribing practices and quality of care; (c) all patients must have access to all 
prescription drugs necessary to treat their illnesses; (d) physicians must have the freedom to 
prescribe the most appropriate drug(s) and method of delivery for the individual patient; and (e) 
such programs should promote an environment that will give pharmaceutical manufacturers the 
incentive for research and development of new and innovative prescription drugs; 
 

(2) reaffirms the freedom of physicians to use either generic or brand name pharmaceuticals in 
prescribing drugs for their patients and encourages physicians to supplement medical 
judgments with cost considerations in making these choices; 
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(3) encourages physicians to stay informed about the availability and therapeutic efficacy of 
generic drugs and will assist physicians in this regard by regularly publishing a summary list of 
the patient expiration dates of widely used brand name (innovator) drugs and a list of the 
availability of generic drug products; 
 

(4) encourages expanded third party coverage of prescription pharmaceuticals as cost effective 
and necessary medical therapies; 
 

(5) will monitor the ongoing study by Tufts University of the cost of drug development and its 
relationship to drug pricing as well as other major research efforts in this area and keep the 
AMA House of Delegates informed about the findings of these studies; 
 

(6) encourages physicians to consider prescribing the least expensive drug product (brand 
name or FDA A-rated generic); and 

 

(7) encourages all physicians to become familiar with the price in their community of the 
medications they prescribe and to consider this along with the therapeutic benefits of the 
medications they select for their patients. 
BOT Rep. O, A-90; Sub. Res. 126 and Sub. Res. 503, A-95; Reaffirmed: Res. 502, A-98; 
Reaffirmed: Res. 520, A-99; Reaffirmed: CMS Rep. 9, I-99; Reaffirmed: CMS Rep.3, I-00; 
Reaffirmed: Res. 707, I-02; Reaffirmation A-04; Reaffirmed: CMS Rep. 3, I-04; Reaffirmation A-
06; Reaffirmed in lieu of Res. 814, I-09; Reaffirmed in lieu of Res. 201, I-11; Reaffirmed in lieu 
of: Res. 207, A-17; Reaffirmed: BOT Rep. 14, A-18 

 

Controlling the Skyrocketing Costs of Generic Prescription Drugs H-110.988 

1. Our American Medical Association will work collaboratively with relevant federal and state 
agencies, policymakers and key stakeholders (e.g., the U.S. Food and Drug 
Administration, the U.S. Federal Trade Commission, and the Generic Pharmaceutical 
Association) to identify and promote adoption of policies to address the already high and 
escalating costs of generic prescription drugs. 
 2. Our AMA will advocate with interested parties to support legislation to ensure fair and 
appropriate pricing of generic medications, and educate Congress about the adverse 
impact of generic prescription drug price increases on the health of our patients. 
 3. Our AMA encourages the development of methods that increase choice and competition 
in the development and pricing of generic prescription drugs. 
4. Our AMA supports measures that increase price transparency for generic prescription drugs. 
Sub. Res. 106, A-15; Reaffirmed: CMS 2, I-15; Reaffirmed in lieu of: Res. 817, I-16; Reaffirmed 
in lieu of: Res. 207, A-17; Reaffirmed: BOT Rep. 14, A-18 

 

Pharmaceutical Costs H-110.987 

1. Our AMA encourages Federal Trade Commission (FTC) actions to limit anticompetitive 
behavior by pharmaceutical companies attempting to reduce competition from generic 
manufacturers through manipulation of patent protections and abuse of regulatory exclusivity 
incentives. 
2. Our AMA encourages Congress, the FTC and the Department of Health and Human Services 
to monitor and evaluate the utilization and impact of controlled distribution channels for 
prescription pharmaceuticals on patient access and market competition. 
3. Our AMA will monitor the impact of mergers and acquisitions in the pharmaceutical industry. 
4. Our AMA will continue to monitor and support an appropriate balance between incentives 
based on appropriate safeguards for innovation on the one hand and efforts to reduce 
regulatory and statutory barriers to competition as part of the patent system. 



Resolution 49 (A-19) 
Page 9 of 10 

5. Our AMA encourages prescription drug price and cost transparency among pharmaceutical 
companies, pharmacy benefit managers and health insurance companies. 
6. Our AMA supports legislation to require generic drug manufacturers to pay an additional 
rebate to state Medicaid programs if the price of a generic drug rises faster than inflation. 
7. Our AMA supports legislation to shorten the exclusivity period for biologics. 
8. Our AMA will convene a task force of appropriate AMA Councils, state medical societies and 
national medical specialty societies to develop principles to guide advocacy and grassroots 
efforts aimed at addressing pharmaceutical costs and improving patient access and adherence 
to medically necessary prescription drug regimens. 
9. Our AMA will generate an advocacy campaign to engage physicians and patients in local and 
national advocacy initiatives that bring attention to the rising price of prescription drugs and help 
to put forward solutions to make prescription drugs more affordable for all patients. 
10. Our AMA supports: (a) drug price transparency legislation that requires pharmaceutical 
manufacturers to provide public notice before increasing the price of any drug (generic, brand, 
or specialty) by 10% or more each year or per course of treatment and provide justification for 
the price increase; (b) legislation that authorizes the Attorney General and/or the Federal Trade 
Commission to take legal action to address price gouging by pharmaceutical manufacturers and 
increase access to affordable drugs for patients; and (c) the expedited review of generic drug 
applications and prioritizing review of such applications when there is a drug shortage, no 
available comparable generic drug, or a price increase of 10% or more each year or per course 
of treatment. 
11. Our AMA advocates for policies that prohibit price gouging on prescription medications 
when there are no justifiable factors or data to support the price increase. 
12. Our AMA will provide assistance upon request to state medical associations in support of 
state legislative and regulatory efforts addressing drug price and cost transparency. 
CMS Rep. 2, I-15; Reaffirmed in lieu of: Res. 817, I-16; Appended: Res. 201, A-17; Reaffirmed 
in lieu of: Res. 207, A-17; Modified: Speakers Rep. 01, A-17; Appended: Alt. Res. 806, I-17; 
Reaffirmed: BOT Rep. 14, A-18; Appended: CMS Rep. 07, A-18 

 

Reducing Prescription Drug Prices D-110.993 

Our AMA will (1) continue to meet with the Pharmaceutical Research and Manufacturers of 
America to engage in effective dialogue that urges the pharmaceutical industry to exercise 
reasonable restraint in the pricing of drugs; and (2) encourage state medical associations and 
others that are interested in pharmaceutical bulk purchasing alliances, pharmaceutical 
assistance and drug discount programs, and other related pharmaceutical pricing legislation, to 
contact the National Conference of State Legislatures, which maintains a comprehensive 
database on all such programs and legislation. 
CMS Rep. 3, I-04; Modified: CMS Rep. 1, A-14; Reaffirmation A-14; Reaffirmed in lieu of Res. 
229, I-14 

 

Price of Medicine H-110.991 

Our AMA: (1) advocates that pharmacies be required to list the full retail price of the prescription 
on the receipt along with the co-pay that is required in order to better inform our patients of the 
price of their medications; (2) will pursue legislation requiring pharmacies to inform patients of 
the actual cash price as well as the formulary price of any medication prior to the purchase of 
the medication; (3) opposes provisions in pharmacies’ contracts with pharmacy benefit 
managers that prohibit pharmacists from disclosing that a patient’s co-pay is higher than the 
drug’s cash price; (4) will disseminate model state legislation to promote increased drug price 
and cost transparency and to prohibit “clawbacks” and standard gag clauses in contracts 
between pharmacies and pharmacy benefit managers (PBMs) that bar pharmacists from telling 
consumers about less-expensive options for purchasing their medication; and (5) supports 
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physician education regarding drug price and cost transparency and challenges patients may 
encounter at the pharmacy point-of-sale. 
CMS Rep. 6, A-03; Appended: Res. 107, A-07; Reaffirmed in lieu of: Res. 207, A-17; Appended: 
Alt. Res. 806, I-17; Reaffirmed: BOT Rep. 14, A-18; Appended: CMS Rep. 07, A-18 

 

Prescription Drug Price and Cost Transparency D-110.988 

1. Our AMA will continue implementation of its TruthinRx grassroots campaign to expand drug 
pricing transparency among pharmaceutical manufacturers, pharmacy benefit managers and 
health plans, and to communicate the impact of each of these segments on drug prices and 
access to affordable treatment. 
2. Our AMA will report back to the House of Delegates at the 2018 Interim Meeting on the 
progress and impact of the TruthinRx grassroots campaign. 
Alt. Res. 806, I-17 

 

Cost of New Prescription Drugs H-110.998 

Our AMA urges the pharmaceutical industry to exercise reasonable restraint in the pricing of 
drugs. 
Res. 112, I-89; Reaffirmed: Res. 520, A-99; Reaffirmed: CSAPH Rep. 1, A-09; Reaffirmed in 
lieu of Res. 229, I-14 

 

Prescription Drug Prices and Medicare D-330.954 

1. Our AMA will support federal legislation which gives the Secretary of the Department of 
Health and Human Services the authority to negotiate contracts with manufacturers of covered 
Part D drugs. 
2. Our AMA will work toward eliminating Medicare prohibition on drug price negotiation. 
3. Our AMA will prioritize its support for the Centers for Medicare & Medicaid Services to 
negotiate pharmaceutical pricing for all applicable medications covered by CMS. 
Res. 211, A-04; Reaffirmation I-04; Reaffirmed in lieu of Res. 201, I-11; Appended: Res. 206, I-
14; Reaffirmed: CMS Rep. 2, I-15; Appended: Res. 203, A-17 



AMERICAN MEDICAL ASSOCIATION MEDICAL STUDENT SECTION ASSEMBLY 

Resolution 50 
(A-19) 

Introduced by: Region 2; Creighton AMA Section 

Subject: Request for Benzodiazepine-Specific Prescribing Guidelines for Physicians 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, Benzodiazepines are highly addictive and may cause physical dependence1; and 1 

2 

Whereas, From 1999-2016 there has been an almost eightfold rise in mortality rates from 3 
benzodiazepine overdoses2; and 4 

5 
Whereas, Benzodiazepine overdose rates increased 830% in women aged 30-64 from 1999 to 6 
20173; and 7 

8 
Whereas, The use of benzodiazepines has almost doubled in ambulatory care visits from 2003-9 
20154; and 10 

11 
Whereas, The FDA requires black boxed warnings for the co-prescription of benzodiazepines, 12 
opioid analgesics, and opioid-containing cough products5; and 13 

14 
Whereas, The rate of co-prescribing benzodiazepines and opioids quadrupled from 2003-20154; 15 
and 16 

17 
Whereas, The rate of co-prescribing benzodiazepines and other sedative medications more 18 
than doubled from 2003 to 20154; and 19 

20 
Whereas, Some states and cities, such as Texas, Pennsylvania, and New York City, have 21 
established guidelines for prescribing benzodiazepines6-8; and 22 

23 
Whereas, Some national medical associations, such as the American Family Physician, have 24 
various articles about guidelines9; and 25 

26 
Whereas, The select states and national medical associations that do have guidelines lack 27 
consistency and completeness10; and 28 

29 
Whereas, No national guidelines exist to unify overall benzodiazepine prescription guidelines; 30 
and 31 

32 
Whereas, The passage of CDC guidelines on opioid prescribing in March 2016 marked a 33 

steeper decline in the rate of overall opioid prescriptions11; and 34 

35 
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Whereas, While the CDC has guidelines for opioid prescriptions it currently does not have any 1 

guidelines for benzodiazepine prescriptions12; therefore be it 2 

 3 
RESOLVED, That our AMA collaborate and urge the CDC and relevant stake holders to create 4 
national benzodiazepine-specific prescribing guidelines for physicians.  5 

6 
7 

Fiscal Note: Significant, 12 
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
Informing the Public & Physicians about Health Risks of Sedative Hypnotics, Especially 
Rohypnol H-515.968 
The AMA re-emphasizes to physicians and public health officials the fact that Rohypnol (a 
benzodiazepine), other benzodiazepines, and other sedatives and hypnotics carry the risk of 
misuse, morbidity and mortality. The AMA supports public education and public health initiatives 
regarding the dangers of the use of sedatives and hypnotics in sexual abuse and rape, 
especially when mixed with ethanol ingestion. 
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Benzodiazepine Education H-100.976 

Our AMA encourages physicians interested in the addictive nature of benzodiazepines and their 
rational use to seek information from appropriate sources. 
 
Inappropriate Use of CDC Guidelines for Prescribing Opioids D-120.932 
1. Our AMA applauds the Centers for Disease Control and Prevention (CDC) for its efforts to 
prevent the incidence of new cases of opioid misuse, addiction, and overdose deaths. 
2. Our AMA will actively continue to communicate and engage with the nation’s largest 
pharmacy chains, pharmacy benefit managers, National Association of Insurance 
Commissioners, Federation of State Medical Boards, and National Association of Boards of 
Pharmacy in opposition to communications being sent to physicians that include a blanket 
proscription against filing prescriptions for opioids that exceed numerical thresholds without 
taking into account the diagnosis and previous response to treatment for a patient and any 
clinical nuances that would support such prescribing as falling within standards of good quality 
patient care. A report is due back to the House of Delegates at the 2019 Annual Meeting. 
3. Our AMA affirms that some patients with acute or chronic pain can benefit from taking opioid 
pain medications at doses greater than generally recommended in the CDC Guideline for 
Prescribing Opioids for Chronic Pain and that such care may be medically necessary and 
appropriate. 
4. Our AMA will advocate against misapplication of the CDC Guideline for Prescribing Opioids 
by pharmacists, health insurers, pharmacy benefit managers, legislatures, and governmental 
and private regulatory bodies in ways that prevent or limit patients’ medical access to opioid 
analgesia. 
5. Our AMA will advocate that no entity should use MME (morphine milligram equivalents) 
thresholds as anything more than guidance, and physicians should not be subject to 
professional discipline, loss of board certification, loss of clinical privileges, criminal prosecution, 
civil liability, or other penalties or practice limitations solely for prescribing opioids at a 
quantitative level above the MME thresholds found in the CDC Guideline for Prescribing 
Opioids. 
 
A More Uniform Approach to Assessing and Treating Patients for Controlled Substances 
for Pain Relief D-120.947 
1. Our AMA will consult with relevant Federation partners and consider developing by 
consensus a set of best practices to help inform the appropriate clinical use of opioid 
analgesics, including risk assessment and monitoring for substance use disorders, in the 
management of persistent pain. 
2. Our AMA will urge the Centers for Disease Control and Prevention to take the lead in 
promoting a standard approach to documenting and assessing unintentional poisonings and 
deaths involving prescription opioids, including obtaining more complete information on other 
contributing factors in such individuals, in order to develop the most appropriate solutions to 
prevent these incidents. 
3. Our AMA will work diligently with the Centers for Disease Control and Prevention and other 
regulatory agencies to provide increased leeway in the interpretation of the new guidelines for 
appropriate prescription of opioid medications in long-term care facilities and in the care of 
patients with cancer and cancer-related pain, in much the same way as is being done for 
hospice and palliative care. 
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Resolution 51 
(A-19) 

Introduced by: Matthew J. Klebanoff, Yu Kyung Lee, Yale School of Medicine; Miriam 
Rienstra Bareman, Emma Frost, Sara Teising, Rohit Abraham, Jordan 
Lippincott, Mara Bezerko, Michigan State University College of Human 
Medicine; Mara Darin, Jeremy T. Llaniguez, Wayne State University College 
of Medicine; David Lee,Western Michigan Stryker College of Medicine; 
Rohan Khazanchi, University of Nebraska Medical Center 

Subject: Encourage Federal Efforts to Expand Access to Scheduled Dialysis for 
Undocumented Persons 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, There are 6,480 undocumented immigrants with end-stage renal disease (ESRD) 1 

living in the United States1; and 2 

3 

Whereas, Scheduled hemodialysis is the standard of care in patients with ESRD and is an 4 
effective treatment for prolonging survival and improving quality of life2,3; and 5 

6 
Whereas, Undocumented immigrants with ESRD are more likely to be employed than US 7 
citizens with ESRD,4,5 and they contribute more to the Medicare Trust Fund than they withdraw6; 8 
and 9 

10 
Whereas, Despite this substantial financial contribution to the US economy, undocumented 11 
immigrants are unable to obtain health benefits through Medicaid and Medicare, which cover 12 
dialysis for beneficiaries with ESRD1; and 13 

14 
Whereas, In most states, there is no public funding for undocumented immigrants to receive 15 
scheduled dialysis so they must resort to emergency-only dialysis, meaning they must wait until 16 
they develop critical illness before presenting to the emergency department, where they 17 
undergo dialysis and are often admitted to a medical ward1,7,8; and 18 

19 
Whereas, While emergency departments are mandated to provide emergent dialysis through 20 
the 1986 Emergency Medical Treatment and Active Labor Act (EMTALA),9,10 they can provide 21 
only 1-2 sessions per week (rather than the recommended 3 sessions per week) and even then, 22 
high demand compromises the availability of dialysis chairs8; and  23 

24 
Whereas, Without consistent access to dialysis, many patients have experienced multiple 25 
cardiac arrests and severe psychosocial distress leading to debilitating, long-term health 26 
consequences that add further cost and burden to the healthcare system8;  and 27 

28 
Whereas, Emergency-only hemodialysis patients experienced a 5-year mortality rate >14-fold 29 
higher than patients undergoing scheduled maintenance dialysis, more ICU admissions, and an 30 
almost 10-fold greater use of acute-care days11,12; and 31 
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 1 
Whereas, Compared with emergency-only dialysis, scheduled dialysis involves cost savings of 2 
$72,000 per person per year; extending dialysis coverage to 6,480 undocumented immigrants 3 
nationwide could lead to cost savings of more than $400 million over 1 year13; and 4 
 5 
Whereas, 11 states and the District of Columbia offer scheduled hemodialysis to undocumented 6 
immigrants through state emergency Medicaid programs 8; and 7 
 8 
Whereas, H.R. 2644 Chronic Kidney Disease Improvement in Research and Treatment Act of 9 

2017 was proposed “to understand the progression of kidney disease and the treatment of 10 

kidney failure in minority populations and improve access to kidney disease treatment for those 11 

in underserved rural and urban areas14,15; and  12 

 13 

Whereas, The Renal Physicians Association’s position on dialysis of undocumented individuals 14 

states that “the federal government has a responsibility to provide care for all patients within the 15 

borders of the United States, and the financial burden of care provided to citizens and 16 

noncitizens is both a federal and state responsibility… difficult access to or denial of dialysis 17 

services will invariably hasten the patient’s demise and ultimate death16; therefore be it 18 

 19 
RESOLVED, That our AMA will encourage federal efforts to expand access to scheduled 20 
dialysis for undocumented persons with end-stage renal disease, possibly through additional 21 
funding of emergency Medicaid services.22 

23 
Fiscal Note: Significant, 12 
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
Health Care Payment for Undocumented Persons D-440.985 
Our AMA shall assist states on the issue of the lack of reimbursement for care given to 
undocumented immigrants in an attempt to solve this problem on a national level 

 
Federal Funding for Safety Net Care for Undocumented Aliens H-160.956 
Our AMA will lobby Congress to adequately appropriate and dispense funds for the current 
programs that provide reimbursement for the health care of undocumented aliens. 
 
Federation Payment for Emergency Services for Undocumented Immigrants H-160.917 
Our American Medical Association supports federal legislation to extend Section 1011 of the 
Medicare Modernization Act (MMA, P.L. 108-173), which provides for federal funding to the 
states for emergency services provided to undocumented immigrants. 
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Introduced by: Rahul Ramaswamy, Pious Patel, Daniel Pereira, Thomas Day, Sanjana 
Salwi, Vanderbilt University School of Medicine. 

Subject: A RESOLUTION to Encourage Recovery Homes to Implement Evidence 
Based Policies Regarding Access to Medication Assisted Treatment (MAT) 
for Opioid Use Disorder. 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

Whereas, the opioid epidemic is one of America’s most debilitating crises, resulting in loss of 1 

life, productivity, and increased healthcare expenditure; and 2 

3 

Whereas, recovery homes have historically prohibited medications for opioid use disorder1; and 4 

5 

Whereas, in 2017 Tennessee suffered 1300 opioid overdose deaths and 8000 hospitalizations 6 

from opioid misuse,2 with a rate of 19.4 opioid deaths per 100,000 citizens compared to the 7 

national average of 14.63; and 8 

9 

Whereas, Medication Assisted Treatment (MAT) remains the medical gold standard of care to 10 

reduce long-term opioid use and prevent relapse4; and 11 

12 

Whereas, MAT using buprenorphine/naloxone or methadone has been proven to significantly 13 

reduce illicit drug use, increase productivity,5 and reduce healthcare costs in patients with 14 

substance use disorders6; and 15 

16 

Whereas, only 20.9% of nationally-sampled addiction recovery homes allow buprenorphine 17 

maintenance therapy, only 7.8% allow methadone therapy, only 22.0% allow naltrexone 18 

therapy, and less than half of eligible patients in all these categories successfully received their 19 

medication7; and 20 

21 

Whereas, patients without MAT are more than twice as likely to be readmitted within 30 days,8 22 

the average length of inpatient stay for opioid addiction treatment is 7 days,9 and the average 23 

cost for each hospital inpatient day is $2424, making the average cost of each readmission 24 

$16,96810; and 25 

26 

Whereas, national survey data show common barriers to MAT adoption include cultural 27 

adherence toward 12-step ideology, lack of access to prescribers, and lack of decisive clinical 28 

guidance on policy11; and 29 

30 
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Whereas, the AMA endorses the elimination of barriers to MAT and increasing awareness of 1 

MAT as first line treatment for substance abuse disorder12,13, but does not explicitly endorse 2 

policy change at post-discharge addiction recovery homes; therefore be it 3 

 4 
RESOLVED, That our AMA urges policy changes at recovery homes to allow patients to remain 5 
on Medication Assisted Treatment as prescribed by a provider, including 6 
buprenorphine/naloxone combinations, without restrictions or mandatory tapering of doses. 7 

8 
Fiscal Note: Significant, 10 
 
Date Received: 04/21/2019 
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RELEVANT AMA AND AMA-MSS POLICY 
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Our AMA will: (1) advocate for legislation that eliminates barriers to, increases funding for, 
and requires access to all appropriate FDA-approved medications or therapies used by 
licensed drug treatment clinics or facilities; and (2) develop a public awareness campaign 
to increase awareness that medical treatment of substance use disorder with medication-
assisted treatment is a first-line treatment for this chronic medical disease. 
 
Opiate Replacement Therapy Programs in Correctional Facilities H-430.987  

1. Our AMA endorses: (a) the medical treatment model of employing opiate replacement 
therapy (ORT) as an effective therapy in treating opiate-addicted persons who are 
incarcerated; and (b) ORT for opiate-addicted persons who are incarcerated, in 
collaboration with the National Commission on Correctional Health Care and the American 
Society of Addiction Medicine. 

2. Our AMA advocates for legislation, standards, policies and funding that encourage 
correctional facilities to increase access to evidence-based treatment of opioid use 
disorder, including initiation and continuation of opioid replacement therapy in conjunction 
with counseling, in correctional facilities within the United States and that this apply to all 
incarcerated individuals including pregnant women. 

3. Our AMA supports legislation, standards, policies, and funding that encourage 
correctional facilities within the United States to work in ongoing collaboration with addiction 
treatment physician-led teams, case managers, social workers, and pharmacies in the 
communities where patients, including pregnant women,  are released to offer post-
incarceration treatment plans for opioid use disorder, including education, medication for 
addiction treatment and counseling, and medication for preventing overdose deaths and 
help ensure post-incarceration medical coverage and accessibility to medication assisted 
therapy 
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____________________________________________________________________________ 

INTRODUCTION 1 
2 

At the 2018 MSS Interim meeting, the AMA-MSS referred for study MSS Resolution 28- 3 
“Supporting research into the use of Mobile Integrated Health Care and Community Paramedicine 4 
in addressing the primary care shortage” which states the following:  5 

6 
RESOLVED, That our AMA-MSS study mobile medical units as a means of 7 
delivering healthcare to underserved communities.  8 

9 
The I-18 Reference Committee stated the following as its rationale for recommending MSS 10 

Resolution 28 be adopted as amended: 11 

12 

Testimony was varied for this resolution. Concern was noted that the AMA should not 13 

create extensive policy on paramedicine as our policy should focus on functioning of 14 

physicians and not other medical professions. Amendments were made to address these 15 

concerns. However, your Reference Committee found merit in the AMA-MSS further 16 

studying this issue. 17 

18 
Staff experts expressed the following: 19 

20 
The fiscal note for Resolution 28 was Minimal with a score of 06. Please see fiscal note 21 
rubric for further information. 22 

23 
The MSS Governing Council asked the 2019 Committee on Economics and Quality in Medicine 24 
(CEQM) to review the evidence surrounding the use of community paramedicine in addressing 25 
the primary care shortage, and to make a recommendation regarding AMA-MSS policy towards 26 
it. Accordingly, CEQM produced this report.  27 

28 
BACKGROUND 29 

30 

Community paramedicine is a model of healthcare in which paramedics embrace an expanded 31 

scope of practice and function outside of their traditional emergency response and transport roles, 32 
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to help fill gaps in the healthcare delivery system. Interest in community paramedicine stems from 1 

the existence of health care service gaps in underserved communities and the desire to enhance 2 

access to primary care for these populations. Mobile integrated healthcare refers to the utilization 3 

of patient-centered, mobile resources to deliver care in the out-of-hospital environment, including 4 

services such as telephone advice to 9-1-1 callers (instead of resource dispatch), paramedicine 5 

care, chronic disease management, preventive care, and post-discharge follow-up visits.3  6 

 7 
To date, there is a limited body of research surrounding the use of community paramedicine as a 8 
safe, effective, and cost-saving means of improving the delivery of high-quality healthcare to 9 
underserved areas. Some large observational and retrospective studies have shown promise in 10 
mobile integrated healthcare as a cost-effective and efficient avenue of interest for policymakers,1-11 
3 Additional rigorous, high-quality studies are needed to better parse out the potential impact of 12 
community paramedicine and mobile integrated healthcare.  13 
 14 
In 2017, the AMA House of Delegates (HOD) adopted the following policies, evidently supporting 15 
an improvement in ambulance and emergency medical services - Medicare's Ambulance Service 16 
Regulations H-240.978:6 17 
 18 

1. Our AMA supports changes in Medicare regulations governing ambulance service 19 
coverage guidelines that would expand the term "appropriate facility" to allow full payment 20 
for transport to the most appropriate facility based on the patient’s needs and the 21 
determination made by physician medical direction; and expand the list of eligible transport 22 
locations from the current three sites of care (nearest hospital, critical access hospital, or 23 
skilled nursing facility) based upon the onsite evaluation and physician medical direction. 24 
 25 

2. Our AMA will work with the Centers for Medicare & Medicaid Services (CMS) to pay 26 
emergency medical services providers for the evaluation and transport of patients to the 27 
most appropriate site of care not limited to the current CMS defined transport locations. 28 

 29 
Beginning in January of 2020, the Centers for Medicare & Medicaid Services (CMS) will be 30 
conducting a five-year study entitled Emergency Triage, Treat, and Transport (ET3). The CMS 31 
will pay participating Medicare-enrolled ambulance suppliers and hospital-owned ambulance 32 
providers to 1) transport an individual to a hospital emergency department or other destination 33 
covered under the regulations, 2) transport to an alternative destination (such as a primary care 34 
doctor’s office or an urgent care clinic), or 3) provide treatment in place with a qualified health 35 
care practitioner, either on the scene or connected using telehealth.7 The ET3 will study the health 36 
outcomes and seek to improve quality and lower costs by reducing avoidable transports to the 37 
emergency department and unnecessary hospitalizations following these transports. This study 38 
will be the first of its kind and will help provide findings on how and whether community 39 
paramedicine and mobile integrated healthcare services can make healthcare delivery more 40 
efficient.  41 
 42 
DISCUSSION 43 
 44 
AMA-MSS Resolution 28 asks for research by the AMA-MSS into mobile medical units to help 45 
improve healthcare delivery into underserved communities, which is on par with the current efforts 46 
of large organizations, including CMS. However, as noted by some testimony, the AMA is not a 47 
research institution, and the AMA HOD has also shown its support for improving emergency 48 
medical services transport through the recent adoption of HOD Resolution H-240.978. 49 



Furthermore, CMS has set up and is launching their new ET3 initiatives in coordination with a 1 
number of ambulance suppliers and local governments nationwide in less than a year.  2 
 3 

RECOMMENDATIONS 4 
Your Committee on Economics and Quality in Medicine recognizes this research on mobile 5 
medical units recommends that the remainder of this report is filed: 6 
 7 
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INTRODUCTION 1 

2 

At its Interim 2018 meeting, the AMA-MSS referred for study MSS Resolution 51 titled “Utilizing 3 

Food Insecurity Screenings in the Emergency Medical Setting to Identify At-Risk Individuals”, 4 

which states the following: 5 

6 

RESOLVED, That our AMA-MSS study the effectiveness of food prescriptions and hospital 7 

based food assistance programs for those patients identified as food insecure. 8 

9 

The reference committee noted concerns of feasibility. Specifically, it was noted that it is not 10 

within the purview of the AMA to dictate hospital practices, protocols, and partnerships. 11 

Additionally, the sources in the whereas clauses of Resolution 51 were not found adequate to 12 

support the resolved without further study. As a result, your Governing Council assigned this 13 

report to the Committee of Global and Public Health (CGPH). 14 

15 

In this report we begin by defining food insecurity as it is used in national screening and 16 

establish the implications of food insecurity in regards to public health in the United States as 17 

mentioned in Resolution 51. This report then elaborates on the efficacy of existing food 18 

prescriptions and hospital-based food assistance programs. Finally, we offer recommendations 19 

for AMA-MSS policy and action. 20 

21 

BACKGROUND 22 

23 

1. Definitions24 

25 

The United States Department of Agriculture (USDA) defines “food insecurity” as “the limited or 26 

uncertain availability of nutritionally adequate and safe foods or limited or uncertain ability to 27 

acquire acceptable foods in socially acceptable ways.”1 The USDA has established a four-tiered 28 

categorization based on reported conditions through a food security survey: (1) high food 29 

security where there are “no reported indications of food-access problems or limitations,”2 (2) 30 
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marginal food security with “one or two reported indications – typically of anxiety over food 1 

sufficiency or shortage of food in the house – (and) little or no indication of changes in diets or 2 

food intake,”2 (3) low food security with “reports of reduced quality, variety, or desirability of diet 3 

(and) little or no indication of reduced food intake,”2 (4) very low food security with “reports of 4 

multiple indications of disrupted eating patterns and reduced food intake.”2 It also distinguishes 5 

food insecurity from “hunger,” which is “an individual-level physiological condition that may 6 

result from food insecurity.”2 It is important to note that a vast majority of studies on food 7 

insecurity in the United States use the USDA definition of food insecurity. This suggests a 8 

moderately standardized approach to current literature on this issue in the U.S. and in the data 9 

collected in this report. 10 

  11 

“Food prescriptions” refer to instances where healthcare providers write patients prescriptions 12 

for food to be obtained at a food-distributing location such as a grocery store or farmers market. 13 

Food prescription programs typically involve participating clinics and food distributors. They offer 14 

financial incentives for patients to purchase and consume the foods prescribed.2 Different 15 

programs utilize unique stakeholders and incentivization systems. Throughout this report, “food 16 

prescription programs” will refer to a collaboration between healthcare entities and food retailers 17 

to encourage participating patients to consume foods of a selected diet. 18 

  19 

2. Context 20 

  21 

In 2017, 11.8% (15.0 million) of U.S. households were found to be food insecure with 7.3% 22 

being in the “low food security” stratum and 4.5% being in the “very low food security” stratum.4 23 

Because of the inherently decreased ability of food insecure people to consume a balanced diet, 24 

food insecurity is affiliated with chronic conditions such as inflammation5, diabetes6, chronic 25 

kidney disease7, and hypertension8. Food insecurity has been shown to significantly impact 26 

health outcomes for children as well as adults that experience it when compared to their food 27 

secure counterparts. These include increased risks for asthma, anemia, cognitive problems, and 28 

aggression and anxiety.9 For these reasons, food security status is a condition that has been 29 

identified for preventative health objectives at local, regional, and national levels.3 30 

  31 

It is appropriate to examine hospital-based food assistance and food prescription programs—32 

specifically fruit and vegetable prescription programs—in the context of addressing food 33 

insecurity. While they typically aim to address specific chronic conditions, they do so by 34 

targeting factors that are fundamental to food insecurity: financial prioritization, food availability 35 

in retail environments, and nutrition education.10 Because hospitals and healthcare providers 36 

tend to be trusted by their patients, they have been targeted with increasing frequency as 37 

entities that are well-suited to connect eligible patients to food assistance programs who may 38 

otherwise be either insecure or uneducated about participation.11 This report seeks to examine 39 

the efficacy of these programs toward their originally intended goals and then re-contextualize 40 

them to consider whether sufficient evidence exists for the AMA to support actions that would 41 

broaden their implementation. 42 

  43 

3. Food Insecurity in the Emergency Medical Setting 44 

  45 



The prevalence of food insecurity is several-fold greater (38%) among adults presenting to 1 

emergency departments (ED) in urban areas than it is among the general population (12%) .12 2 

Higher rates of food insecurity have been found in the pediatric population presenting to the ED. 3 

Additionally, the percentage of these patients with food insecurity is substantially higher than the 4 

general population .13 This disparity is likely due to the important function of the ED as a safety 5 

net provider for those with limited access to care, thus making it a particularly valuable 6 

environment to provide screening and services. 7 

  8 

4. Previous AMA Actions 9 

  10 

In previous years, the AMA has reaffirmed support of efforts that reduce health disparities by 11 

basing food assistance programs on the health needs of their constituents (H-150.944). The 12 

AMA has urged legislators at both the state and national levels to continue to support initiatives 13 

related to federal nutrition programs, such as the Supplemental Nutrition Assistance Program 14 

(SNAP) and the Special Supplemental Nutrition Program for Women, Infants, and Children 15 

(WIC). These programs aim to reduce food insecurity and improve health in economically 16 

disadvantaged populations through increased funds, more adequate benefits and increased 17 

enrollment (H-150.937, D-150.983). Furthermore, the AMA expressed their disapproval towards 18 

amendment proposals to the Agriculture Improvement Act of 2018 (commonly referred to as the 19 

Farm Bill) that would have weakened the provisions of the SNAP and WIC programs and would 20 

have affected 2 million SNAP recipients.14,15 Of note, the amendments were ultimately excluded 21 

from the final text of the 2018 Farm Bill, which was signed into law. 22 

  23 

Under the umbrella of food and nutrition policy, the AMA has already established efforts towards 24 

studying the national prevalence, impact, and solutions to the problems of food mirages, food 25 

swamps, and food oases as food environments distinct from food deserts (H-150.925). There 26 

has also been considerable AMA advocacy for the implementation of higher quality nutritional 27 

food options in elementary schools, medical schools, hospitals, health care facilities, and at 28 

AMA functions (D-150.975, D-150.978, H-150.949, H-150.960,  H-150.964). Furthermore, 29 

previous AMA policy has advocated for stronger counseling by healthcare professionals and 30 

nutrition experts to educate patients on how to maintain more nutrition-conscious lifestyles in 31 

order to reduce negative health outcomes, including supporting payments for nutrition services 32 

(H-150.990, H-150.931,H-150.953, D-150.977, D-440.978). Established policies such as these 33 

emphasize the importance, as deemed by this AMA, of food and nutrition counseling in 34 

preventative health and disease management. 35 

  36 

In regards to food security within marginalized populations, the AMA previously issued a 37 

directive that expresses its opposition to any proposed rule, regulations, or policy that would 38 

deter immigrants and/or their dependents from utilizing non-cash benefits from programs such 39 

as SNAP and WIC (D-440.927). Additionally, with regards to children, the AMA opposes 40 

legislation and regulatory initiatives that reduce or eliminate access to federal child nutrition 41 

programs (H-150.962). These policies advocate for increased accessibility of nutrition services 42 

and further emphasize the importance of food counseling in reducing negative health outcomes 43 

in susceptible populations. 44 



  1 

Although major successful advocacy efforts by the AMA have been directed towards federal 2 

nutrition assistance programs and implementation of more nutrition-rich diets in various settings, 3 

notably schools and hospitals, there has been no policy established that addresses the 4 

effectiveness of food prescriptions and hospital-based assistance programs as a means to 5 

reduce food insecurity. 6 

  7 

METHODS 8 

  9 

Your CGPH conducted a systematic review of food assistance programs and food prescriptions 10 

using PubMed, MEDLINE, and Google Scholar for studies and reports published after 1985. 11 

Search terms included food insecurity, food assistance, food prescriptions, food banks, food 12 

mirage, food accessibility, food desert, food oasis, nutrition, nutrition counseling, hospital food 13 

assistance, SNAP, WIC, and chronic disease. Relevant AMA policy was identified using the 14 

same terms in the AMA Policy Finder to provide context of previous and future avenues for 15 

progress. The AMA Correspondence Finder was also explored for correspondences on the 16 

topics examined. Each identified study was then analyzed by committee members and reported 17 

in regards to background, impact on health outcomes, and efficacy. 18 

  19 

RESULTS 20 

  21 

1. Initiatives Addressing U.S. Food Insecurity 22 

  23 

Food insecurity has always played a consistent role in public health, impacting every community 24 

in the U.S. Historically, this was understood as a social problem, however recent advancements 25 

in our understanding of the impact of social determinants on population health have transformed 26 

the practice of medicine. Given that only 20% of health outcomes are attributed to medical care 27 

while social and economic factors comprise 40%, the role of addressing social determinants like 28 

food insecurity is vital to improving the health of communities and patients.16 While private and 29 

community efforts have comprised initial programs to alleviate food insecurity, federal and 30 

hospital programs have been implemented to address this need on a larger scale. 31 

  32 

2. Hospital-based Food Assistance Programs 33 

  34 

To address the multifaceted causes of food insecurity, hospital initiatives have been 35 

implemented and examined across the United States. Programs providing services such as 36 

screening in the electronic medical record, assistance in SNAP and WIC registration, medically 37 

tailored meals (MTM), food banks, and food prescriptions have been implemented and studied. 38 

The efficacy and impact of these programs are discussed below. 39 

  40 

a. Food Insecurity Screening Programs 41 

  42 

In order to screen for households that may benefit from food assistance, a commonly-used tool 43 

in the electronic medical record is the Children’s HealthWatch Hunger Vital Sign, which is based 44 



on the U.S. Household Food Security Survey Module and validated for use among youth and 1 

adults.18,19 This tool asks respondents the following questions: 1) Within the past 12 months, we 2 

worried whether our food would run out before we got money to buy more, and 2) Within the 3 

past 12 months, the food we bought just didn’t last and we didn’t have money to get more.18 It 4 

has been tested with both tablets and verbal interviews among caregivers of pediatric patients in 5 

emergency departments and primary care sites, with results showing a preference for tablet-6 

based screening and higher rates of food insecurity detected through the tablet format as well.20 7 

More respondents expressed comfort with screening in the emergency department than 8 

physicians’ offices, although rates were high for both. A screening tool has also been integrated 9 

into an inpatient admission database at ProMedica, a non-profit health system in Ohio. Patients 10 

who screen positive are connected to social workers and discharged with packages consisting 11 

of dietician-designed meals and a guide to community food assistance resources.19 The results 12 

of these programs show the ease with which screening tools can be integrated into existing 13 

hospital programs to identify patients who can benefit from food assistance. 14 

  15 

b. Link to Government Assistance Programs 16 

  17 

Hospital-based assistance programs have also been designed to connect patients with federal 18 

nutrition programs like SNAP and WIC. These programs are currently underutilized, as only 19 

61% of food-insecure households use these benefits.19 To increase utilization, some hospitals 20 

have set up on-site offices to help patients apply for WIC benefits and food stamps. While these 21 

offices have tracked hundreds of visits from patients, data on the specific impact of these 22 

hospital programs on food insecurity is lacking.19 Overall, the impact of federal programs like 23 

SNAP is mixed; while they enable participants to purchase more food, dietary quality of the food 24 

may not be improved.21,22 Surveys of food-insecure individuals have shown support for methods 25 

of improving the nutritional impact of SNAP, such as through nutrition education, incentives for 26 

fruits and vegetables, restricting purchases of sugary beverages, and increasing total 27 

benefits.23,24 Nonetheless, SNAP has been shown to be associated with lower estimated annual 28 

health care expenditures and reduced likelihood of hospitalization, but not emergency 29 

department use.25,26 30 

  31 

c. Medically Tailored Meals 32 

  33 

Several hospitals have implemented MTMs as a targeted food and nutrition service to assist 34 

high-risk patients. These patients have severe or chronic illnesses who are unable to cook for 35 

themselves and, therefore, are at greater risk of malnutrition, complications, and readmission. 36 

MTMs are designed by registered dietitians as part of a holistic treatment plan for high risk, high 37 

cost patients.27 These meals are designed to precisely address the medical needs of the patient 38 

per their diagnoses and delivered to their home.27 MTMs have been shown to lower mean 39 

monthly healthcare costs, in addition to decreased hospital admissions and shorter lengths of 40 

stay for patients with complex medical conditions. An increase in discharges to patient homes in 41 

comparison to long-term care or subacute rehabilitation facilities has also been observed.28 A 42 

recent randomized controlled trial demonstrated improved food security and health outcomes in 43 

patient populations such as diabetics and individuals with HIV, in addition to improved mental 44 



health in association to improved health-related quality of life.29,30 Patients were found to have 1 

greater adherence to antiretroviral therapy, and fewer sacrificed food for healthcare or 2 

prescriptions.30 While active MTM programs exist in urban U.S. cities, barriers are more 3 

significant in rural settings and include funding constraints, coverage, and implementation as an 4 

accessible service to a full spectrum of patients. 5 

  6 

d. Food Banks 7 

  8 

Public assistance services such as food banks, community kitchens and subsidized community 9 

markets play a role in addressing the food insecurity gap. However, these programs typically 10 

serve as a short-term solution to food insecurity in socioeconomically challenged 11 

communities.31,32 Often emergency food aid efforts are comprised of food bank programs which 12 

offer two types of services: the large redistribution of cooked and uncooked food or a service 13 

directly providing grocery items to those food insecure.33 A systematic review examining the 14 

efficacy of food banks found these services to be used increasingly by those experiencing short 15 

and long term food insecurity, yet often continued to leave many food insecure. Three causal 16 

reasons have been identified in failure of food banks to address client need: (1) food bank 17 

clients continue to increase as (2) donations do not increase with demand or are inappropriate 18 

for community need, and (3) food bank staff lack adequate training to provide nutritional 19 

education to clients. Additionally, findings suggest that food banks are often unable to meet the 20 

nutritional requirements of those in need. Specifically, it has been shown that requirements for 21 

milk, protein, and micronutrients such as vitamin A and C are often unfulfilled.34,35 Given the 22 

aforementioned challenges, food banks may ease food insecurity yet are often unable to 23 

address the nutritional needs of food insecure patients. Systematic methods to collect food with 24 

adequate nutrients and staff education will be required to improve the capacity to address food 25 

insecurity. 26 

  27 

e. Food Prescription Programs 28 

  29 

The concept of “food prescriptions” is a relatively recent phenomenon which was conceived as a 30 

rebuttal to the complexity and interdisciplinary nature of care required to better address 31 

situations of chronic disease. Food prescription programs have taken many forms, but by 32 

principle, they seek to address the nutritional deficits in patients which are foundational to 33 

successful care plans and primary prevention of disease. The philosophy of food prescription 34 

programs is that healthful food is prescribed by physicians (and other health providers) with 35 

equivalent importance to care as prescribing medications, referring to specialists, or ordering 36 

procedures or operations. Nutritional health, according to this framework, is as important of a 37 

factor of medical management as any other intervention – if not more. A food prescription 38 

program seeks to put the prescription of “good food” directly into the hands of the medical 39 

provider. This emphasizes the importance of a healthful diet in part, but more importantly 40 

increases patients’ access to good food and indirectly reduces the cost of a healthful diet.  41 

 42 

Several successful food prescription programs are compared below. 43 

  44 



Case Western University’s Produce Prescription Program for Hypertension (PRxHTN) – 1 

Cleveland, Ohio 2 

PRxHTN is a clinical-community linkage intervention that provided patients with hypertension 3 

from three safety net clinics in Ohio with produce prescription vouchers to twenty partnering 4 

farmers markets. 266 patients were screened using the 2-question Hunger Vital Sign and 224 5 

were enrolled. At each program visit, patients had their blood pressure measured, received 6 

targeted nutrition counselling, and received four $10 vouchers for produce at the farmers 7 

markets. By the post-program visits at month 3, 88% of patients reported increased visits to 8 

farmers markets and 95% said they would continue to shop there. Daily fruit and vegetable 9 

consumption increased, although this was not found to be associated with measures for farmers 10 

market visits and voucher redemption. A decrease in fast food consumption was also 11 

observed.34 12 

  13 

Boston Medical Center’s Preventive Food Pantry – Boston, Massachusetts 14 

The Preventive Food Pantry at Boston Medical Center was initially created in 2001 to assist 15 

pediatric patients and pregnant women facing food insecurity. It was expanded over the years to 16 

eventually serve all food-insecure patients in the hospital, identified through screening upon 17 

outpatient visit or inpatient admission. Those who screened positive received a prescription and 18 

referral to the pantry. The pantry is sustained through donations from the Greater Boston Food 19 

Bank and other community organizations. It assists about 7000 patients per month and provides 20 

them with a three- or four-day supply of food twice a month. About 15,000 pounds of food is 21 

distributed weekly.19 22 

  23 

Food Prescription Pharmacy: ProMedica – Toledo, Ohio 24 

ProMedica is a non-profit organization whose mission is to reduce food insecurity in 25 

northwestern Ohio and southeastern Michigan. They have several innovative programs aiming 26 

to tackle food insecurity, one of which focuses on food prescription programs. They have two 27 

food prescription pharmacies in Toledo for patients who have screened “positive” on their food 28 

insecurity screening. Patients visiting the pharmacies are able to obtain several days’ supply of 29 

food for their entire family and are able to utilize the pharmacy once a month for up to six 30 

months. (Patients are able to obtain a new prescription from a prescribing provider for another 31 

six-month food pharmacy subscription.) The pharmacies work with local hospitals to ensure 32 

their food regimens are compliant with disease-specific diets, and a registered dietitian is 33 

available to provide free nutrition counseling for utilizers. Currently, ProMedica screens up to 34 

51% of patients receiving primary care in the Toledo area. Following the development of the 35 

Toledo food pharmacies, the community has seen a three percent decrease in the number of 36 

emergency department visits amongst food pharmacy utilizers, 53% reduction in readmission 37 

rates, and a four percent increase in primary care visits after implementing the food insecurity 38 

screening process.36 39 

  40 

Access of West Michigan’s Nutritional Options for Wellness (NOW) Program – Kent County, 41 

Michigan 42 

The mission of Access of West Michigan is to “strengthen and develop holistic solutions to 43 

poverty by cultivating equitable systems through education and collaboration.” Their NOW 44 



program provides clients with healthful living classes and increased food system connections to 1 

increase the quality and availability of cost-conscious, healthful food. The organization has 2 

partnered with a local health organization, Spectrum Health (based in Grand Rapids, Michigan) 3 

to prescribe healthful food to eligible patients (those with chronic disease, between the ages of 4 

18 and 65) who are cared for within participating community clinics. The program also sponsors 5 

chronic disease self-management classes and healthful cooking classes. From 2004 to 2008, 6 

their program boasted a 26.4% decrease in emergency department visits, 44% reduction in 7 

hospitalization, improved levels of albumin, glucose, potassium, triglycerides, high-density 8 

lipoprotein (HDL) and cholesterol, and significant weight reduction in clients who completed the 9 

program. Additionally, the NOW program saw reductions in the averages of diastolic blood 10 

pressure, HbA1c, and low-density lipoprotein (LDL) in clients who completed the program.37 11 

  12 

Wholesome Wave’s Fruit and Veggie Prescription (FVRx) Program – multiple states (48) 13 

Wholesome Wave is a non-profit organization whose primary aim is to reduce the cost of 14 

healthful foods by advocating for (1) more federal funding for SNAP and (2) increased provider 15 

buy-in for writing food prescriptions. They are a federally funded, award-winning program whose 16 

work has expanded to 48 American states. In 2016 the FVRx program measured a 206% 17 

increase in the vegetable servings consumed by their community. Per their food insecurity 18 

questionnaire, they noted a 38% decrease in self-reported food insecurity within their 19 

community. 93% of the patients enrolled in their program met national food consumption 20 

guidelines by the end of the program. 57% of respondent participants agreed that the program 21 

had a positive impact on their children’s health.38 22 

  23 

University of Chicago’s Food Rx Program – South Chicago, Illinois 24 

Food Rx is a collaborative food-prescription program developed by the University of Chicago, 25 

Walgreens, a farmer’s market, and six health centers. Physicians provided diabetic patients with 26 

a prescription, a coupon, nutritional information, and a map of locations where their coupon 27 

could be redeemed. Although only preliminary lessons from the program have been published 28 

thus far without direct measures of effectiveness, the publication provided a roadmap for parties 29 

interested in forming their own food prescription network. The study highlights some of the 30 

integrative relationships important for a successful food prescription program, including the 31 

importance of the involvement of local farmer markets, pharmacies, hospitals, and other social 32 

welfare programs.39 33 

  34 

f. Additional Readings on Food Prescription Programs 35 

Many other food prescription programs were not included in this report due to their limited 36 

scope, although the concept of food prescription programs is supported through these papers. 37 

One particularly enlightening study summarizing the ethical considerations of a significant 38 

number of food prescription programs is found in a 2018 AMA Journal of Ethics discussion 39 

entitled “Produce Rx Programs for Diet-Based Chronic Disease Prevention”.40 40 

  41 

DISCUSSION 42 

  43 



Food insecurity is a significant obstacle that many Americans face in achieving good health. 1 

Factors impacting food security are strongly related to those that food prescription programs 2 

and hospital-based food assistance programs seek to address. 3 

  4 

Although food prescription programs have not been well studied due to the fact that the concept 5 

of food prescriptions is relatively novel, some studies have indicated promising results with 6 

regard to effectiveness. The programs studied within this report indicate potential for lowered 7 

cost and utilization of hospital services, perception of increased quality and quantity of healthful 8 

foods consumed, and improved serum levels of several metabolic markers of health. Very few 9 

studies report specific measures relevant to effectiveness; overall, most of the research on food 10 

prescription programs serve as “case reports” of a promising approach to addressing food 11 

insecurity. More large-scale studies which better control for confounding variables and biases 12 

should be conducted before any hard conclusions are made on the effectiveness of food 13 

prescription programs. 14 

  15 

While there have been many programs targeting food insecurity, several of which are discussed 16 

in this report, it is important to take caution and/or care to several points regarding food 17 

prescription programs: 18 

 19 

1. Publications recording the success of community programs is significantly biased in that 20 

there are a disproportionate number of reported successful programs to the number of 21 

reported unsuccessful programs; to provide conclusive discussion of the unsuccessful 22 

food prescription programs would be impossible. It is important not to sensationalize 23 

novel program labels such as "food prescription programs." A more thoughtful and 24 

successful approach would be to recognize that there are a significant number of 25 

programs which, largely due to their infrastructure, serve as successful models for 26 

addressing food insecurity through the unique avenue of food prescription programs. 27 

 28 

2. Food prescription programs take a highly integrative approach and require significant, 29 

multi-enterprise buy-in. The synergy behind the success of food prescription programs 30 

cannot be ignored when considering the inception of new food prescription programs. 31 

The University of Chicago’s Food Rx program, for example, required buy-in from 32 

Walgreens (a nationwide pharmacy company), local farmer’s markets, hospitals, and 33 

other social programs throughout the city, many of which are businesses unique to 34 

Chicago (although such businesses exist in concept in many other cities). 35 

  36 

Several hospital-based food assistance programs have shown promising results on the status of 37 

food insecurity and health outcomes in high-risk populations. Targeted initiatives such as 38 

medically tailored meals have demonstrated improved health outcomes through greater 39 

treatment adherence and food security in the setting of high-risk, food insecure patients. The 40 

positive results demonstrated in these studies indicate lower healthcare costs and 41 

readmissions, in addition to improved patient outcomes, providing an incentive for 42 

implementation in U.S. hospitals. Other hospital-based initiatives, such as food banks and 43 

emergency food aid have not shown to effectively address food insecurity. The benefit of these 44 



services has been limited to short term improvement of food insecurity, however studies 1 

address a failure to resolve food insecurity and a lack of nutritious foods. 2 

  3 

Food insecurity screening has been found to be feasible and acceptable to patients in both 4 

hospital and clinic settings. While hospital-based services to assist with enrolling in federal 5 

nutrition programs like SNAP and WIC have been accessed by many patients, the impact of 6 

these services on food insecurity is unclear. Additional studies are necessary to warrant the 7 

need for implementation in the hospital setting. 8 

  9 

Currently, the AMA does not have any existing policy acknowledging food prescription 10 

programs, medically-tailored meals, or hospital-based food assistance programs. The AMA has, 11 

however, expressed support and action for social services addressing food insecurity including 12 

SNAP and WIC, and has reaffirmed support for protection of social services such as Medicare, 13 

Medicaid, Children’s Health Insurance Program (CHIP), and Temporary Assistance for Needy 14 

Families (TANF), whose recipients often qualify or are already beneficiaries of food assistance 15 

programs. Preliminary results on food assistance programs such as food prescriptions and 16 

MTMs have been promising and demonstrated positive health impacts. 17 

  18 

Food insecurity is a complex issue affecting population health at many levels. Recent advances 19 

in our understanding of the significant impact of food insecurity on the health of individuals and 20 

communities have driven hospitals to address nutrition and access as a significant medical 21 

issue. 22 

  23 

As novel methods to address food insecurity arise, research has shown promise in the impact of 24 

food prescriptions and medically tailored meals in improving health outcomes, reducing 25 

readmission rates, and reducing healthcare expenditures. As food assistance services begin to 26 

grow in size and scope, interdisciplinary coordination between clinicians, researchers and the 27 

community is necessary for the implementation of effective programs, for which studies have 28 

shown a positive impact on health outcomes and a decrease in healthcare expenditures. 29 

   30 

RECOMMENDATION: 31 

  32 

Your Committee on Global and Public Health recommends that the following recommendations 33 

are adopted and the remainder of this report is filed:  34 

 35 

RESOLVED, That our AMA-MSS support evidence-based methods of addressing food 36 

insecurity including food prescription programs and medically-tailored meals. 37 

 38 
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Reform the US Farm Bill to Improve US Public Health and Food Sustainability (H-150.932) 

Our AMA supports the creation of a new advisory board to review and recommend US Farm Bill budget allocations to ensure any 

government subsidies are only used to help produce healthy food choices and sustainable foods, and that advisory committee 

members include physicians, public health officials and other public health stakeholders. 
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Combating Obesity and Health Disparities H-150.944 

Our AMA supports efforts to: (1) reduce health disparities by basing food assistance programs on the health needs of their 

constituents; (2) provide vegetables, fruits, legumes, grains, vegetarian foods, and healthful dairy and nondairy beverages in 

school lunches and food assistance programs; and (3) ensure that federal subsidies encourage the consumption of foods and 

beverages low in fat, added sugars, and cholesterol. 

Improvements to Supplemental Nutrition Programs (H-150.937): 

(1)     Our AMA supports: (a) improvements to the Supplemental Nutrition Assistance Program (SNAP) and Special 

Supplemental Nutrition Program for Women, Infants, and Children (WIC) that are designed to promote adequate nutrient 

intake and reduce food insecurity and obesity; (b) efforts to decrease the price gap between calorie-dense, nutrition-

poor foods and naturally nutrition-dense foods to improve health in economically disadvantaged populations by 

encouraging the expansion, through increased funds and increased enrollment, of existing programs that seek to 

improve nutrition and reduce obesity, such as the Farmer's Market Nutrition Program as a part of the Women, Infants, 

and Children program; and (c) the novel application of the Farmer's Market Nutrition Program to existing programs such 

as the Supplemental Nutrition Assistance Program (SNAP), and apply program models that incentivize the consumption 

of naturally nutrition-dense foods in wider food distribution venues than solely farmer's markets as part of the Women, 

Infants, and Children program. 

(2)     Our AMA will request that the federal government support SNAP initiatives to (a) incentivize healthful foods and 

disincentivize or eliminate unhealthful foods and (b) harmonize SNAP food offerings with those of WIC. 

(3)     Our AMA will actively lobby Congress to preserve and protect the Supplemental Nutrition Assistance Program through the 

reauthorization of the 2018 Farm Bill in order for Americans to live healthy and productive lives. 

Eligibility of Sugar-Sweetened Beverages for SNAP (D-150.975): 

Our AMA will: 

(1) publish an educational brief to educate physicians about the effects of sugar-sweetened beverages (SSBs) on 

obesity and overall health, and encourage them to educate their patients in turn 

(2) encourage state health agencies to include educational materials about nutrition and healthy food and beverage 

choices in routine materials that are currently sent to Supplemental Nutrition Assistance Program (SNAP) recipients 

along with the revised eligible foods and beverages guidelines, and 

(3) work to remove SSBs from SNAP. 

Opposition to Regulations That Penalize Immigrants for Accessing Health Care Services (D-440.927): Our AMA will, 

upon the release of a proposed rule, regulations, or policy that would deter immigrants and/or their dependents from 

utilizing non-cash public benefits including but not limited to Medicaid, CHIP, WIC, and SNAP, issue a formal comment 

expressing its opposition. 

Food Environments and Challenges Accessing Healthy Food (H-150.925) 

Our AMA encourages the U.S. Department of Agriculture and appropriate stakeholders to study the national prevalence, 

impact, and solutions to the problems of food mirages, food swamps, and food oases as food environments distinct 

from food deserts. 



Improving Nutritional Value of Snack Foods Available in Primary and Secondary Schools (H-150.960) 

The AMA supports the position that primary and secondary schools should follow federal nutrition standards that 

replace foods in vending machines and snack bars, that are of low nutritional value and are high in fat, salt and/or 

sugar, including sugar-sweetened beverages, with healthier food and beverage choices that contribute to the nutritional 

needs of the students. 

Healthy Food Options in Hospitals (H-150.949) 

1. Our AMA encourages healthy food options be available, at reasonable prices and easily accessible, on hospital 

premises. 

2. Our AMA hereby calls on US hospitals to improve the health of patients, staff, and visitors by: (a) providing a variety 

of healthy food, including plant-based meals, and meals that are low in fat, sodium, and added sugars; (b) eliminating 

processed meats from menus; and (c) providing and promoting healthy beverages. 

3. Our AMA hereby calls for hospital cafeterias and inpatient meal menus to publish nutrition information. 

Sustainable Food D-150.978 

Our AMA: (1) supports practices and policies in medical schools, hospitals, and other health care facilities that support 

and model a healthy and ecologically sustainable food system, which provides food and beverages of naturally high 

nutritional quality; (2) encourages the development of a healthier food system through tax incentive programs, 

community-level initiatives and federal legislation; and (3) will consider working with other health care and public health 

organizations to educate the health care community and the public about the importance of healthy and ecologically 

sustainable food systems. 

Food Stamp Incentive Program D-150.983. 

"Our AMA supports legislation to provide a meaningful increase in the value of food stamps when used to purchase 

fruits and vegetables." 

Encouraging Healthy Eating Behaviors in Children Through Corporate Responsibility (D-150.977) 

Our AMA: 1) will work with appropriate agencies, organizations, and corporations to educate health professionals and 

the public about healthy food choices in fast food restaurants; and 2) supports personal andparental responsibility to 

encourage healthy childhood behaviors, including the consumption of healthy food. 



Sodium in Processed Foods H-150.990 

Our AMA will: 

(1) Call for a step-wise, minimum 50% reduction in sodium in processed foods, fast food products, andrestaurant meals 

to be achieved over the next decade. Food manufacturers and restaurants should review their product lines and reduce 

sodium levels to the greatest extent possible (without increasing levels of other unhealthy ingredients). Gradual but 

steady reductions over several years may be the most effective way to minimize sodium levels. 

(2) To assist in achieving the Healthy People 2010 goal for sodium consumption, will work with the FDA, the National 

Heart Lung Blood Institute, the Centers for Disease Control and Prevention, the American Heart Association, and other 

interested partners to educate consumers about the benefits of long-term, moderate reductions in sodium intake. 

(3) Recommend that the FDA consider all options to promote reductions in the sodium content of processed foods. 

Payment for Nutrition Support Services H-150.931 

Our AMA recognizes the value of nutrition support teams services and their role in positive patient outcomes and 

supports payment for the provision of their services. 

Availability of Heart-Healthy and Health-Promoting Foods at AMA Functions H-150.964 

The AMA and its constituent medical societies strive to make heart-healthy and other health-promoting foods available 

as options at all functions. 

Quality of School Lunch Program H-150.962 

1. Our AMA recommends to the National School Lunch Program that school meals be congruent with current U.S. 

Department of Agriculture/Department of HHS Dietary Guidelines. 

2. Our AMA opposes legislation and regulatory initiatives that reduce or eliminate access to federal child nutrition 

programs. 

Culturally Responsive Dietary and Nutritional Guidelines D-440.978 

1. Our AMA and its Minority Affairs Section will: (a) encourage the United States Department of Agriculture (USDA) to 

include culturally effective guidelines that include listing an array of ethnic staples and use of multicultural symbols to 

depict serving size in their Dietary Guidelines for Americans and Food Guide; (b) seek ways to assist physicians with 

applying the USDA Dietary Guidelines for Americans and MyPlate food guide in their practices as appropriate; (c) 

recognize that lactose intolerance is a common and normal condition among many Americans, especially African 

Americans, Asian Americans, and Native Americans, with a lower prevalence in whites, often manifesting in childhood; 

and (d) monitor existing research and identify opportunities where organized medicine can impact issues related to 

obesity, nutritional and dietary guidelines, racial and ethnic health disparities as well as assist physicians with 

delivering culturally effective care. 



2. Our AMA will: (a) propose legislation that modifies the National School Lunch Act, 42 U.S.C. § 1758, so as to eliminate 

requirements that children produce documentation of a disability or a special medical or dietary need in order to receive 

an alternative to cow’s milk; and (b) recommend that the U.S. Department of Agriculture and U.S. Department of Health 

and Human Services clearly indicate in the Dietary Guidelines for Americans and other federal nutrition guidelines that 

meat and dairy products are optional, based on an individual’s dietary needs. 

Obesity as a Major Public Health Problem H-150.953 

Our AMA will: (1) urge physicians as well as managed care organizations and other third party payers to recognize 

obesity as a complex disorder involving appetite regulation and energy metabolism that is associated with a variety of 

comorbid conditions; 

(2) work with appropriate federal agencies, medical specialty societies, and public health organizations to educate 

physicians about the prevention and management of overweight and obesity in children and adults, including education 

in basic principles and practices of physical activity and nutrition counseling; such training should be included in 

undergraduate and graduate medical education and through accredited continuing medical education programs; 

(3) urge federal support of research to determine: (a) the causes and mechanisms of overweight and obesity, including 

biological, social, and epidemiological influences on weight gain, weight loss, and weight maintenance; (b) the long-

term safety and efficacy of voluntary weight maintenance and weight loss practices and therapies, including surgery; 

(c) effective interventions to prevent obesity in children and adults; and (d) the effectiveness of weight loss counseling 

by physicians; 

(4) encourage national efforts to educate the public about the health risks of being overweight and obese andprovide 

information about how to achieve and maintain a preferred healthy weight; 

(5) urge physicians to assess their patients for overweight and obesity during routine medical examinations and 

discuss with at-risk patients the health consequences of further weight gain; if treatment is indicated, physicians 

should encourage and facilitate weight maintenance or reduction efforts in their patients or refer them to a physician 

with special interest and expertise in the clinical management of obesity; 

(6) urge all physicians and patients to maintain a desired weight and prevent inappropriate weight gain; 

(7) encourage physicians to become knowledgeable of community resources and referral services that can assist with 

the management of overweight and obese patients; and 

(8) urge the appropriate federal agencies to work with organized medicine and the health insurance industry to develop 

coding and payment mechanisms for the evaluation and management of obesity. 

  

 



REPORT OF THE MEDICAL STUDENT SECTION 
COMMITTEE ON GLOBAL AND PUBLIC HEALTH 

MSS CGPH Report B 

A-19

Subject: Encouraging Stocking Epinephrine Auto Injector Devices at Restaurants 

Presented by: MSS Committee on Global and Public Health 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

____________________________________________________________________________ 

INTRODUCTION 1 
2 

At the 2018 Interim meeting, the AMA-MSS referred for study MSS Resolution 33- “Encouraging 3 
Stocking Epinephrine Auto-Injector Devices at Restaurants” which states the following:  4 

5 
RESOLVED, that our AMA support the stocking of epinephrine auto-injector devices in standard 6 
first aid kits in food service establishments  7 

8 
RESOLVED, our AMA support having employees that are educated in the signs of anaphylaxis 9 

10 
RESOLVED, that AMA Policy D-440.932 be amended by addition to read as follows: 11 

12 
Preventing Allergic Reactions in Food Service Establishments D-440.932 13 

14 
Our American Medical Association will pursue federal legislation requiring 15 
restaurants and food establishments to: (1) include a notice in menus reminding 16 
customers to let the staff know of any food allergies; (2) educate their staff 17 
regarding common food allergens and the need to remind customers to inform wait 18 
staff of any allergies; and (3) identify menu items which contain any of the major 19 
food allergens identified by the FDA (in the Food Allergen Labeling and Consumer 20 
Protection Act of 2004) and which allergens the menu item contains; and (4) 21 
encourage restaurants to keep epinephrine auto-injector devices in their standard 22 
first aid kit and encourage having employees trained in the signs of anaphylaxis. 23 

24 
During the assembly at I-18, testimony was given stating that while the Reference committee 25 
had valid concerns, the issue was too important to not be further investigated. Your assembly 26 
found this compelling.  27 

28 
Staff experts in Chronic Disease Prevention expressed the following in regard to Resolution 05-29 
I-18:30 

31 
Concern was noted that this would be ineffective without training employees, and/or emphasis 32 
on training employees could potentially be a more successful solution. Concern was also noted 33 
regarding the cost and feasibility of the resolved. 34 
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 1 
BACKGROUND  2 

 3 

Epinephrine auto-injectors are used in the community setting to significantly improve outcomes 4 

of anaphylaxis and reduce risk of death. Auto-injectors are used to deliver measured doses of 5 

epinephrine intramuscularly. Reasons for not utilizing the auto-injectors include lack of 6 

availability and concerns over safety of use. The most common cause of anaphylaxis is food-7 

related, and anaphylaxis can occur without prior knowledge of food allergy.1 Consequences of 8 

anaphylaxis can be deadly if not treated properly. 9 

 10 

Anaphylaxis incidence is estimated to be between 50 and 112 episodes per 100,000 people per 11 

year, with a prevalence of 0.3-5.1%. These numbers are estimated to be higher in children 0-4 12 

years old.2 While most initial food reactions occur at home, accidental food allergy exposure is 13 

more likely outside the home. A significant amount of anaphylaxis fatalities occur while 14 

consuming food outside the home when individuals do not have an autoinjector at the time of 15 

reaction.3 Early administration of epinephrine for the treatment of food-induced anaphylaxis is 16 

associated with lower risk of hospitalization.4  17 

 18 

Standard first aid kits required by the U.S Department of Labor and Occupational Safety and 19 

Health Standards do not include any medications.5 Training of food service employees varies by 20 

state and by establishment, with varying degrees of training programs. Formal training programs 21 

and permit requirements vary, but include food handling safety, allergens, hand washing and 22 

hygiene, and incorporate food-borne illness vectors, but do not require CPR training or other 23 

first aid.6  24 

 25 

An alternative and additional treatment for food allergy is administration of antihistamines. 26 

Antihistamines have a longer onset of action and are not effective at reducing the most life-27 

threatening symptoms of anaphylaxis.1  28 

 29 

The auto-injector is a premeasured dose of epinephrine and is intended to be portable and 30 

available to use as needed. Alternatives to the auto-injector include drawn-up dosing of 31 

epinephrine. Studies7 have shown some differences in use between auto-injectors and drawn-32 

up doses, indicating more room for error with drawing up the dose. Epinephrine drawn up with a 33 

syringe has higher risk for incorrect dosing and accidental intravenous administration.7 Studies8 34 

have also proposed another alternative, using pre-measured epinephrine dose syringes, but 35 

absence of the autoinjector and needle safety remain a concern.  36 

 37 

Several studies9 show there is poor understanding for indications and use of epinephrine among 38 

many actors involved in treating anaphylaxis, even in families of children with food allergies, 39 

school nurses, and emergency responders. Even with epinephrine available, some evidence10 40 

indicates a discrepancy in prehospital treatment of anaphylaxis in pediatric patients, with 41 

emergency medical services failing to use epinephrine when indicated. Another study9 of 42 

children presenting to the emergency department for anaphylaxis found that less than half of the 43 

patients received epinephrine before presentation to the hospital for care. Of the patients in the 44 



study, 65% had experienced previous anaphylactic reaction and two-thirds had auto-injectors 1 

available at the time of symptom onset.9 In families of children with food induced anaphylaxis, 2 

56% of parents expressed fear regarding using the auto-injectors, with the main reasons being 3 

fear of hurting the child, using the auto-injector incorrectly, or bad outcomes.11 4 

 5 

With higher prevalence of anaphylaxis in children, most states have legislation allowing schools 6 

to stock epinephrine, and nine states require stocking. Despite legislation, EpiPen4Schools 7 

program surveys from 50 states indicate low rates of programs to stock epinephrine and few 8 

staff trained in recognizing and treating anaphylaxis.12  In one study13 evaluating the cost to 9 

supply auto-injectors in Michigan schools, it was found that few public school patients received 10 

epinephrine for anaphylaxis, and the majority of cases occurred in close proximity to rapid 11 

emergency services response, and around ⅓ of cases students supplied their own medication. 12 

The estimated unsubsidized cost to stock epinephrine auto-injectors in Michigan public schools 13 

ranged from $565,460 to 4,846,800 annually, without estimation of training costs.12 14 

 15 

One pilot program in Ontario placed readily accessible auto-injectors and properly trained staff 16 

through a Stock Epinephrine Program, and had one “critical incident” in a two year time span. 17 

The program was started by a city council vote to place autoinjectors in the local food court and 18 

expanded to 81 locations in the city, including restaurants, recreation centers, and the sports 19 

arenas. In addition, 700 staff were trained to respond to an anaphylactic reaction. The estimated 20 

program cost was $82,000, including staff training.  Up-scaling of this program would require 21 

restaurant participation, staff training and funding for the actual injectors.14 Of note in this study, 22 

participants reported feeling more comfortable dining out if stock epinephrine was available at 23 

food establishments and if staff were trained to recognize anaphylaxis symptoms. Many 24 

individuals in the study continued to carry their own auto-injectors even if stock auto-injectors 25 

were available, which supports the recommendation that stocking epinephrine auto injectors is 26 

meant to complement, not replace an individual’s ability to self-manage.14 Future stocking of 27 

auto-injectors in restaurants may include voluntary adoption by food service versus legislative 28 

action with different degrees of government or private support.3  29 

 30 

Risks associated with public or employee access to auto-injectors without proper training 31 

include misdiagnosis of anaphylaxis leading to administration of epinephrine when not indicated, 32 

and unintentional auto-injector injuries. Accidental injury varies by manufacturer, but use of 33 

auto-injectors in general carries a risk if individuals are not trained or prepared to use them in an 34 

emergency situation. The most common unintentional injury is injection into digits.15 35 

 36 

Previous AMA policy includes 120.008MSS entitled, “Decreasing Epinephrine Auto-Injector 37 

Accidents and Misuse”. This policy highlights the importance of discussing how to properly use 38 

auto-injectors with patients as well as improvement of product design and labeling. However, 39 

there is no previous AMA MSS policy regarding the stocking of auto-injectors in restaurants.16 40 

 41 

Based on a systematic review17 of 23 studies involving patients and parents administering 42 

epinephrine through auto-injectors, 37% of patients and 32% of parents and caregivers 43 

demonstrated correct administration technique before training. For studies which employed a 44 



before-and-after training study design, correct technique was achieved in 77% of patients and 1 

79% of caregivers. 2 

 3 

This highlights the importance of training non-healthcare professionals to correctly administer 4 

epinephrine through auto-injectors as there was significant improvement after training sessions. 5 

However, the implementation of training programs for employees of restaurants across the 6 

country is a complicated task and imposes fiscal and educational challenges. It may be more 7 

practical for restaurants to voluntarily choose if they want to stock auto-injectors as well as 8 

adopt a training program, rather than mandate this through legislation. 9 

 10 

DISCUSSION 11 

 12 

Although it has been shown that training programs are effective in helping non-healthcare 13 

professionals successfully administer epinephrine through auto-injectors, implementing these 14 

programs is a large undertaking. Additionally, requiring food service establishments to stock 15 

epinephrine auto injectors, and keeping staff trained on proper use of the drug raises concerns 16 

and could pose risk to all parties involved, even when the intention is to help those in need. 17 

However, a significant number of anaphylaxis fatalities occur while consuming food outside the 18 

home and early administration of epinephrine before reaching the hospital can save lives. When 19 

weighing the fiscal and educational challenges of this undertaking, having quick access to 20 

epinephrine is not an insignificant benefit and may outweigh the negative impacts of 21 

implementing this policy. Moving forward with this policy change would further expand 22 

accessible, life-saving interventions in public spaces. 23 

 24 

This would take a lot of effort and even people who are trained to use auto-injectors are afraid to 25 

do so in an anaphylactic emergency. Training employees to recognize signs of anaphylaxis will 26 

improve diagnosis and potentially decrease time delays in receiving epinephrine or other 27 

intervention. This policy would only be applicable in states, counties, or establishments where 28 

there is already food handler permits. Implementing more widespread use and requirements for 29 

food handler permits would be a first step toward having employees trained on anaphylaxis and 30 

could include expansion to the use of epinephrine for food induced anaphylaxis. Requiring food 31 

service establishments to stock and train for use of epinephrine is a commitment that requires 32 

more study. 33 

 34 

While this is a gap in existing AMA policy, the current policy is inclusive and reasonable for 35 

helping individuals with known food allergies avoid anaphylaxis in the restaurant setting. The 36 

proposed change in policy seeks to include another major step in management of food-induced 37 

anaphylaxis outside the home. There is evidence that a majority of anaphylaxis is food induced, 38 

a fair amount can happen without prior knowledge of allergy, and events are more likely outside 39 

the home.  40 

 41 

CONCLUSION 42 

 43 



This resolution is well intended and based on evidence displaying a real need in community 1 

health, and is on a frontier of life-saving interventions that can be carried out by trained lay-2 

persons. It is an important topic of conversation to have and keep in mind for the future. With 3 

current use and cost of autoinjectors among those who are trained to do so, including parents, 4 

emergency medical services, and individuals, expanding training and use of epinephrine to a 5 

larger scale does not seem to be the solution at this point in time. 6 

 7 

RECOMMENDATIONS 8 

  9 

There is not enough existing research to justify policy changes to support mandatory stocking of 10 

auto-injectors in first aid kits and training of employees at food services establishments on the 11 

national scale. With the moderate fiscal note and unknown effect or cost of implementing the 12 

policy, this resolution should be kept in mind as it is on the frontier of first aid along with Stop 13 

The Bleed programs, but it is too early to say what impact it will have moving forward. 14 

 15 

Your Committee on Global and Public Health recommends that Resolution 33 be not adopted 16 
. 17 
Your Committee on Global and Public Health recognizes this research and recommends that the 18 
remainder of this report is filed: 19 

20 
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INTRODUCTION 1 

2 

At the 2018 Annual meeting, the AMA-MSS referred for study MSS Resolution 6 - 3 
“Pharmaceutical Advertising in Electronic Health Record Systems” which states the following: 4 

5 
RESOLVED, That our AMA oppose the presence of pharmaceutical advertising 6 
including, but not limited to, digital banner placement, instant messaging, and 7 
pop-up ads within the electronic health record (EHR) to influence or attempt to 8 
influence, through economic incentives or otherwise, the prescribing decision of 9 
a prescribing practitioner at the point of care; and be it further 10 

11 
RESOLVED, That our AMA support legislation banning pharmaceutical 12 
advertising in electronic health record (EHR) systems. 13 

14 
Accordingly, the MSS Governing Council assigned this task to the Committee on Health 15 

Information Technology (CHIT) and the Committee on Economics and Quality in Medicine 16 

(CEQM). Your CHIT and CEQM (referred to herein as “the authors”) studied the current state of 17 

pharmaceutical advertising in EHR systems and the revenue models that currently exist for 18 

pharmaceutical advertising in EHRs. We examined the existing regulations governing 19 

pharmaceutical advertising, and determined how these regulations applied to direct-to-physician 20 

advertising within EHRs. We then looked at current AMA policy on pharmaceutical advertising, 21 

in an effort to determine whether direct to physician advertising at the point of care differs from 22 

general advertising to physicians. Finally, we looked at existing data on the effects of direct-to-23 

physician advertising at the point of care on physician decision making, quality, and cost of care 24 

to determine if additional policy is needed on direct-to-physician advertising at the point of care 25 

in EHRs. 26 

27 

In this report, we start by providing background information on the types and prevalence of 28 

direct-to-physician advertisements in different practice settings and EHR systems for the benefit 29 

of the assembly. We discuss economic perspectives as they related to both big and small 30 

Table of Contents Next Previous



practices, including models that allowed free physician EHR use by offsetting EHR system costs 1 

by the revenue generated by in system advertising. We then provide a detailed analysis of 2 

current AMA policy and existing regulations, and extrapolate how these may apply to direct-to-3 

physician advertising in EHRs. Finally, after summarizing existing data on the effects of direct-4 

to-physician advertising on quality of care and patient safety, we provide recommendations to 5 

the assembly to address the issue at hand. 6 

 7 

BACKGROUND 8 

 9 

1. Current State of Pharmaceutical Advertising in EHRs 10 

 11 

In certain electronic health records (EHR) systems, there exist subtle yet noticeable 12 

advertisements for pharmaceutical drugs. Just beneath detailed patient health information used 13 

by physicians for the diagnosis and management of health conditions may be a distinct 14 

advertisement for a drug used to treat the ailment the patient is seeking care for. 15 

Pharmaceutical advertising in EHRs generally appears in the administrative, consultation, or 16 

prescribing interface of EHR software as text-based advertisements or banners, which are 17 

imaged-based advertisements1. Advertisements within EHRs can include various types of 18 

information, such as treatment suggestions, recommendations for drug initiation and titration 19 

protocols, common side effects of medications, formulary coverage information, pictures of 20 

devices, and clinical trial-based evidence of a drug’s efficacy. Moreover, advertisements can be 21 

targeted based on physician specialty, target list, geography, past prescribing behavior, patient 22 

demographic, current therapy, or patient diagnosis based on ICD-10 codes2. 23 

 24 

There are a variety of potential drawbacks that arise from the current infrastructure of 25 

pharmaceutical advertising in EHRs. This infrastructure raises the obvious concern of whether 26 

advertising viewed by a physician within an EHR either consciously or unconsciously influences 27 

the physician's treatment3. If there is found to be a significant bias towards prescribing drugs 28 

that are heavily advertised, then patients may not receive optimal care due to under-prescribing 29 

of a less heavily advertised drug with better efficacy or lower cost. Advertisements may also 30 

lead to overprescribing, due to a potential bias towards prescribing when there is an 31 

advertisement on the patient’s health record3. On the other hand, there are potential economic 32 

consequences of limiting pharmaceutical advertisements in electronic health records. The 33 

appeal of pharmaceutical advertising in EHRs is that revenue generated from advertising may 34 

offset physician cost of to EHR access, thereby allowing smaller practices access to EHR 35 

systems where it otherwise may be cost prohibitive. Thus, the ethical questions pertaining to 36 

patient beneficence and nonmaleficence are forefront of the discussion of pharmaceutical 37 

advertisements in EHRs. 38 

 39 

2. Existing Revenue Models for Advertising in EHRs 40 

 41 

A variety of revenue models exist for EHR systems, many of which do not rely on advertising for 42 

revenue. For example, companies like Hello Health use a “Pay to Play model” in which the cost 43 

of the EHR is rolled over to patients, while Epic charges hospitals upfront fees for its software 44 



and ongoing upgrade, maintenance, and service fees. Moreover, other companies offer a free 1 

basic EHR system and offer upgrades related to practice management, scheduling, billing, and 2 

patient portals for a cost. Other models include  “pay for play” model - where the EHR services 3 

are first offered for free4,5, with subsequent charges requested for additional services once the 4 

physician and staff are already accustomed to the system, the “data selling” model - where 5 

there is the possibility of selling medical data to third parties in order to keep the physician from 6 

paying fees2, and the “boutique services” model - which allows patients who pay an extra fee for 7 

the physician’s EHR system access to perks such as virtual visits and online scheduling2.    8 

 9 

Certain EHR systems have relied on pharmaceutical advertising for revenue, the most notable 10 

of which was Practice Fusion. Practice Fusion was an electronic health record company that 11 

previously offered free EHR software in exchange for pharmaceutical sponsored advertising6. 12 

The company generated revenue from such advertising as well as fees for a premium version of 13 

its software. Before Practice Fusion was acquired by Allscripts in 2015, its user base grew to 14 

100,000 health care providers, many of whom were small practice owners in fields like primary 15 

care and dermatology.5 While customers attributed Practice Fusion’s popularity to its 16 

affordability and accepted advertisements in exchange for such affordability, media reports of 17 

intrusive advertisements brought attention to the largely unregulated pharmaceutical advertising 18 

practices in EHRs, especially those related to advertising at the point of care. 19 

 20 

3. Existing Regulations on Pharmaceutical Advertising 21 

 22 

Pharmaceutical advertising can be aimed at patients, which is considered “direct-to-consumer” 23 

advertising (DTCA), or can be targeted to physicians. DTCA refers to pharmaceutical 24 

advertising to patients through television, radio, magazine, internet and other media platforms. 25 

DTCA has been criticized for its potential to influence physician prescribing due to patient 26 

request, while advocates of DTCA argue that it increases patient involvement in their care and 27 

education about their care. DTCA is regulated by the FDA Division of Drug Marketing, 28 

advertising, and communications (DDMAC) via the Federal Food, Drug, and Cosmetic Act of 29 

19387, which gave the FDA authority over drug advertising more generally. 30 

 31 

In 1969, regulations were passed specifically for pharmaceutical advertising to physicians. The 32 

regulations stated that ads may not be false or misleading, must present balanced information 33 

of risks and benefits, include facts that are essential to the product’s advertised uses, and must 34 

present a brief summary that mentions every risk that is present in the product labeling. 35 

Changes made in 1985 to these final regulations also determined that the fair balance and brief 36 

summary that were required when advertising to healthcare providers were also sufficient for 37 

consumers. If companies did not comply with FDA requirements, the DDMAC would issue 38 

regulatory warning letters8. However, in 2002, the Secretary of Health and Human Services 39 

passed a ruling that required all draft regulatory letters to be reviewed by the FDA’s office of 40 

chief counsel before they were sent to pharmaceutical companies. This ruling resulted in a 41 

decrease of warning letters from 68 in 2001 to only 28 in 2002. In 2009, only 59 full-time 42 

employees were responsible for reviewing 71,759 submissions, including those pertaining to 43 

DCTA and direct-to-physicians advertising9. In summary, current regulations surrounding both 44 



DTCA and direct-to-physician advertising is regulated by the FDA and have similar 1 

requirements, however the vast number of advertisements to be reviewed by the DDMAC may 2 

exceed what is feasible by the department.  3 

 4 
 5 

4. Existing AMA Policy on Pharmaceutical Advertising 6 

 7 

This section briefly introduces existing AMA policies the authors have identified as either directly 8 

pertinent to pharmaceutical advertising in EHRs or that serve as important guiding framework 9 

regarding physician interactions with the pharmaceutical industry. Policies from the AMA House 10 

of Delegates (HOD), Directives from the HOD, and opinions from the Code of Medical Ethics 11 

were considered for inclusion.  12 

 13 

Since 1974 the AMA has acknowledged the importance of maintaining a relationship with the 14 

U.S. pharmaceutical industry in H-100.995: 15 

  16 

“Our AMA continues to support the American pharmaceutical manufacturing industry in 17 

its efforts to develop and market pharmaceutical products meeting proper standards of 18 

safety and efficacy for the benefit of the American people.” 19 

  20 

It is in the interest of the AMA provider membership and its patients to ensure that prescription 21 

medications integral to care are appropriately supported. Furthermore, it is important that our 22 

AMA ensure appropriate standards of safety are maintained by organizations developing and 23 

distributing therapies. Given the complexities of delivering modern healthcare, pursuing this 24 

interest is non-trivial and often necessarily deferred to different private and public regulatory 25 

organizations more appropriate for specific subject matter (e.g. pharmaceutical industry 26 

professional societies, the United States Food and Drug Administration). At the junction of care 27 

provisioning and decision-making, though, our AMA does provide broad policy. 28 

  29 

Providers have historically been considered separately from consumers as applied to the 30 

development of policies regarding advertising. DTC advertising is addressed under formal policy 31 

H-105.988, in which the AMA supports a ban on DTC advertising and lays out guidelines for 32 

product claim DTC advertising until such a ban is in place. The AMA Code of Ethics E-9.6.7 lays 33 

out physician expectations to remain unbiased given the existence of DTC advertising. On the 34 

other hand, direct-to-physician advertising is addressed as ethical opinions on overt marketing 35 

practices that could compromise patient-provider relationships. Current AMA policies governing 36 

the physician relationship with pharmaceutical marketing are described below.  37 

  38 

E-9.6.2 establishes core guidelines for physicians receiving “gifts” from industry. Cash gifts are 39 

explicitly considered unethical, as are any gifts with a quid pro quo. Only “in-kind” gifts of 40 

“minimal value” that directly help patients are acceptable. This is presumed to not include 41 

pharmaceutical sampling, as that is expressly supported in current AMA policy, and not 42 

considered in the context of marketing to physicians (H-120.991). These existing policies 43 

underscore two very critical principles: (1) advertising mechanisms that undermine a physician’s 44 



ability to provide unbiased care are unethical, while acknowledging that (2) pharmaceutical 1 

advertising can benefit patients in proper circumstances. 2 

  3 

Additionally, outside the confines of “gifts” is the practice of financial support to enable 4 

continuing medical education. The following ethical opinion is delivered in E-9.2.7: 5 

  6 

“CME that is independent of funding or in-kind support from sources that have financial 7 

interests in physicians’ recommendations promotes confidence in the independence and 8 

integrity of professional education, as does CME in which organizers, teachers, and 9 

others involved in educating physicians do not have financial relationships with industry 10 

that could influence their participation. When possible, CME should be provided without 11 

such support or the participation of individuals who have financial interests in the 12 

educational subject matter.” 13 

  14 

The authors consider this opinion to be of critical importance, as it highlights that while 15 

pharmaceutical advertising/influence may be appropriate in certain settings, other settings (e.g. 16 

educational settings in E-9.2.7) reserve special status in which similar influence is unacceptable. 17 

 18 

Advertising within EHRs is unique in that advertising can be shown to physicians directly at the 19 

point of care, including on the same EHR interface through which physicians prescribe. There is 20 

very little existing policy regarding advertising at the point of care, as mechanisms to advertise 21 

so acutely to the delivery of care have only recently developed. One parallel for which the AMA 22 

has existing policy is regarding the presence of industry representatives in clinical settings. AMA 23 

policy E-10.6 recognizes: 24 

 25 

“However, allowing industry representative to be present in clinical settings while care is 26 

being given also raises concerns. Their presence can pose challenges for patient 27 

autonomy, privacy, and confidentiality as well as safety and professionalism in care-28 

giving.” 29 

 30 

Though the policy allows industry representatives in clinical settings, the physician must ensure 31 

that “The representative’s participation will improve the safety and effectiveness of patient care.”  32 

 33 

In summary, these policies show that the AMA has adopted a nuanced approach to 34 

pharmaceutical advertising. The AMA recognizes that pharmaceutical marketing can unethically 35 

influence physicians and endanger the patient/physician if done inappropriately, but when done 36 

appropriately may in fact provide benefit to patients. It outlines that pharmaceutical influence is 37 

only acceptable through certain avenues, and that the point of care deserves special 38 

consideration. Importantly, these policies underscore that pharmaceutical advertising with the 39 

potential to bias physicians (small gifts, medical device representatives) must provide benefit to 40 

patient in order to be acceptable.  41 

 42 

DISCUSSION 43 

 44 



In considering pharmaceutical advertising in EHRs, the authors recognize there exist both 1 
potential positive and negative impacts of the current system. On one hand, pharmaceutical 2 
advertising within EHRs may help physicians learn about new drugs/treatments or may allow 3 
EHR revenue models that reduce physician cost associated with EHR use, which may be 4 
important to small practices. However, pharmaceutical advertising within EHRs may also either 5 
consciously or unconsciously bias the ability of physicians to provide optimal care and/or 6 
undermine the physician/patient relationship. The authors believe a uniquely concerning 7 
element of pharmaceutical advertising within EHRs is its targeting of physicians “at the point of 8 
care,” during the clinical decision-making process, while a physician is formulating a treatment 9 
plan and writing a prescription. The lack of temporal or spatial separation between the influence 10 
of the advertisement and the provision of care may affect prescribing practices and patient in 11 
significant ways. Thus, we believe pharmaceutical advertising in EHRs is a unique type of 12 
advertising that must be scrutinized closely and regulated by its own set of guidelines. 13 
 14 
In accordance with previous AMA policy on advertising, we believe the most important factor to 15 
consider is the clinical effect of these types of advertisement on physician prescribing habits and 16 
patient outcomes. Thus, we surveyed the literature to find existing data on the effects of 17 
pharmaceutical advertising on physician prescribing, patient outcomes, and cost. Unfortunately, 18 
we could find no studies that specifically address pharmaceutical advertising within EHRs. 19 
Researchers have investigated the effects of general direct-to-physician pharmaceutical 20 
advertising. The findings of these studies can be used to speculate on the possible impact of 21 
pharmaceutical advertising within EHRs. A 2013 review by Manchanda and Honka (2013) 22 
conclude that detailing (personal advertisement or sales of drugs to physicians by 23 
pharmaceutical sales representatives) does change physician prescribing practices in the short-24 
term10. However, we do not have enough data to conclude whether these prescribing decisions 25 
positively or negatively affect patient health outcomes or how large this effect may be. Surveys 26 
suggest that physicians believe pharmaceutical sales representatives overstate the 27 
effectiveness of their products and that some physicians report using pharmaceutical 28 
advertisements as a way to learn educate themselves on new therapies, but again, we remain 29 
unsure of the effect of these findings on patient care or how detailing and other advertising 30 
methods compare to advertising within EHRs11. 31 
 32 
Pharmaceutical companies do have a history of profiling physicians based on their patient 33 
caseloads, by collecting prescriptions sent by a practice to pharmacies and using this data to 34 
tailor advertising efforts accordingly to physicians who are frequent or infrequent prescribers of 35 
certain products. Additionally, the FDA is limited in their oversight of pharmaceutical advertising 36 
practices that may unduly affect patient health and may lack sufficient resources to even 37 
complete the regulatory activities that are contained within their mandate12. Without evidence, 38 
we cannot conclude that EHR advertising would significantly impact physician prescribing 39 
practices. However, based on the effect of direct-to-physician pharmaceutical advertising in 40 
general and the strategies used by pharmaceutical companies to target physicians, we are 41 
concerned that EHR advertising may have detrimental effects on prescribing practices. 42 
 43 
With regards to the resolved clauses MSS Resolution 6, we are unable to endorse the resolved 44 
clauses as written due to the paucity of existing data on the topic. The first resolved clause asks 45 
that “our AMA oppose the presence of pharmaceutical advertising, including but not limited to 46 
digital banner placement, instant messaging, and pop-up ads within the electronic health record 47 
(EHR) to influence or attempt to influence through economic incentives or otherwise, the 48 
prescribing decision of a prescribing practitioner at the point of care.” The second resolved 49 
clause asks that “our AMA support legislation banning pharmaceutical advertising in EHR 50 
systems.” We do not believe there exists strong data to support an outright ban of 51 



pharmaceutical advertising in EHRs, and cannot take a clear stance in the absence of evidence 1 
that pharmaceutical advertising within EHRs negatively affects patient health outcomes. 2 
However, the authors do have concerns about the potential impact of EHR advertising based on 3 
studies that have looked at direct-to-physician advertising more generally. We acknowledge that 4 
efforts to study this area further would assist the AMA in making more informed policy 5 
recommendations in the future, and thus believe it is in our best interest for the AMA to 6 
encourage the Center for Medicare and Medicaid Services to study this issue. We also 7 
recognize that direct-to-physician advertising in EHRs, much like DTC advertising, puts the onus 8 
on physicians to remain unbiased. We believe the development of ethical guidelines for 9 
physicians encountering EHR advertising at the point of care, like those that exist in the context 10 
of DTC advertising, would be beneficial to physicians. Thus, we additionally suggest that our 11 
AMA should study the ethics of direct-to-physician advertising at the point of care, including 12 
advertising in EHR systems. 13 

 14 

RECOMMENDATIONS 15 

 16 

In lieu of the A-18 MSS Resolution 6 – “Pharmaceutical Advertising in Electronic Health Record 17 

Systems,” your CHIT recommends adoption of the following resolved clauses: 18 

 19 

1. RESOLVED, that our AMA encourage the Center for Medicare and Medicaid Services to 20 

study the effects of direct-to-physician advertising at the point of care, including 21 

advertising in EHRs, on physician prescribing, patient safety, health care costs, and 22 

EHR access for small practices.  23 

2. RESOLVED, that our AMA study the ethics of direct-to-physician advertising at the point 24 

of care, including advertising in electronic health record systems. 25 

 26 

We recommend that the remainder of this report be filed.  27 
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INTRODUCTION 1 

2 

At the 2018 Interim meeting, the AMA-MSS referred for study MSS Resolution 06 - “Promoting 3 

Research into the Effects of Net Neutrality on Public Health” which states the following: 4 

5 

RESOLVED, That AMA research the effects that the repeal of net neutrality rules 6 

will have on healthcare accessibility, health insurance, online health resources, 7 

electronic health records, telemedicine, and pharmaceutical company 8 

advertising. 9 

10 
Accordingly, the MSS Governing Council assigned this task to the Committee on Health 11 

Information Technology (CHIT). Your CHIT studied the recently changed Federal 12 

Communications Commission (FCC) regulations on net neutrality, explored its financial and 13 

market competition ramifications, and researched its possible effects on medicine and public 14 

health. We examined the existing regulations surrounding net neutrality and then looked at 15 

current AMA policy that involved removing barriers to access of health information technology 16 

(HIT) and minimization of financial burden related to HIT.  17 

18 

In this report, we start by providing background information on the history and current legislation 19 

surrounding net neutrality, relevant definitions essential to the discussion of net neutrality, and 20 

the definition and scope of E-health for the benefit of the assembly. We then provide detailed 21 

analysis on current AMA policy and discuss the ways in which the changes in FCC policy may 22 

impact the healthcare industry from various angles. Finally, we present our opinion regarding 23 

the handling of online electronic data and provide recommendations to the assembly on this 24 

issue.  25 

26 

BACKGROUND 27 

28 

Table of Contents Next Previous



 

Net neutrality is the principle that Internet Service Providers (ISPs) should treat all content on 1 

the internet equally, without discriminating based on the content provided. In 2010, the Open 2 

Internet Order was passed by the FCC, which revolved around three basic tenets: transparency, 3 

no blocking, and no unreasonable discrimination1. The order required that ISPs increase 4 

transparency by “disclosing management practices, performance characteristics, and terms and 5 

conditions of their broadband services”1. Blocking is defined as preventing lawful content, 6 

applications, services, or non-harmful devices from being accessible to internet users. For 7 

example, in 2007 the nation’s second largest internet service provider, Comcast, came under 8 

fire for blocking large file-sharing companies such as BitTorrent from sharing their content with 9 

their high speed customers because these large files required substantial bandwidth which 10 

could in turn affect access speeds of other subscribers2.  11 

 12 

In 2015, the FCC voted to reclassify broadband internet services as telecommunication services 13 

under Title II of the Communications Act, thereby subjecting services to more stringent 14 

regulation including bans on content throttling and paid prioritization. Bandwidth throttling occurs 15 

when Internet service providers (e.g., Comcast) intentionally slow down the speed of a specific 16 

internet service (e.g., BitTorrent)3. Alternatively, paid prioritization occurs when ISPs provide 17 

faster internet service to companies who are willing to pay more based off of a tiered system for 18 

data delivery speed3. Under the Trump Administration in December of 2017, the FCC voted to 19 

reverse its prior decision and subsequently passed the “Restoring Internet Freedom Initiative”4, 20 

which removed the classification of broadband services as a telecommunication platform in Title 21 

II5. On March 8th, 2019, Representative Michael Doyle (D-PA18) introduced the “Save the 22 

Internet Act of 2019” to the House of Representatives6. If passed, the bill would reverse the 23 

Restoring Internet Freedom Initiative of 20176. It has since then been referred to and passed 24 

through the subcommittee on Communications and Technology, and been forwarded to the 25 

House Energy and Commerce Committee as of March 26, 20196. Advocates for the Restoring 26 

Internet Freedom Initiative of 2017 argue that the repeal of net neutrality will promote 27 

investment and broadband implementation4. Advocates of the “Save the Internet Act of 2019” 28 

express concern that the repeal of net neutrality may stifle competition and give ISPs a 29 

disproportionate amount of control over internet access and its functions3. 30 

 31 

RELEVANT AMA POLICY 32 

 33 

Existing AMA policy generally promotes increasing patient access to electronic health data, 34 

encouraging innovation and competition amongst technology vendors, and removing barriers to 35 

internet-based care. These principles are potentially directly impacted by the repeal of net 36 

neutrality and specific policy on net neutrality must remain consistent with these principles. 37 

Existing AMA policy on related issues is summarized in Table 1. In short, existing policy 38 

supports increasing patient access to healthcare information. This is seen in policy promoting 39 

“the elimination of information blocking” (H-478.981) and removing “barriers to internet-based 40 

health records“ (D-478.979). Similarly, AMA policy supports the “expansion of broadband and 41 

wireless connectivity to all rural and underserved areas of the United States” (H-478.980). The 42 

repeal of net neutrality could allow companies to place limits on how, where, and when patients 43 

and providers are able to access this healthcare data. 44 
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 1 

Furthermore, AMA policy encourages innovation and competition in electronic healthcare. The 2 

AMA advocates for innovation in order to “improve usability and decrease costs” of healthcare 3 

technology (D-478.976). Similarly, the AMA encourages “free market competition among all 4 

modes of health care delivery” (H-165.985) and states that “the needs of patients are best 5 

served by free market competition and free choice by physicians and patients” (H-285.998). The 6 

AMA also supports initiatives to “minimize financial burden to physician practices adopting and 7 

maintaining electronic health records” (D-478.996). The repeal of net neutrality could allow 8 

companies to pursue policies that lessen both innovation and competition in healthcare 9 

technology or increase the cost of healthcare delivery, thus negatively impacting both providers 10 

and patients. 11 

 12 

Policy  Pertinent Components 

Health Information Technology Principles H-

478.981  

Promote the elimination of “Information 
Blocking.” 

Promoting Internet-Based Electronic Health 
Records and Personal Health Records D-
478.979 

“Educate physicians about the barriers to 
PHR implementation, how to best minimize 
risks associated with PHR use and 
implementation” 

Increasing Access to Broadband Internet to 
Reduce Health Disparities H-478.980 

“Advocate for the expansion of broadband 
and wireless connectivity to all rural and 
underserved areas of the United States” 

Innovation to Improve Usability and Decrease 
Costs of Electronic Health Record Systems 
for Physicians D-478.976 

“Support collaboration between and among 
proprietary and open-source EHR developers 
to help drive innovation in the marketplace” 
“Continue to advocate for research and 
physician education on EHR adoption and 
design best practices specifically concerning 
key features that can improve the quality, 
safety, and efficiency of health care”  

Opposition to Nationalized Healthcare H-
165.985 

“Free market competition among all modes of 
health care delivery and financing” 

Information Technology Standards and Costs 
D-478.996 

“Continue to advocate for and support 
initiatives that minimize the financial burden 
to physician practices of adopting and 
maintaining electronic medical records” 

Table 1. Existing AMA Policy pertinent to the effects of net neutrality on healthcare. 13 

 14 

DISCUSSION 15 

 16 

1. Financial Impact 17 

 18 



 

The United States spent $3.5 trillion on healthcare expenditures in 2017, representing 17.9% of 1 

gross domestic product (GDP) and over $10,700 per person7. Moreover, the Centers for 2 

Medicare & Medicaid Services (CMS) project that national health expenditures will continue to 3 

grow at an average rate of 5.5% per year for 2018-2027, reaching nearly $6.0 trillion by 20277. 4 

The repeal of net neutrality creates the possibility that internet service providers (ISPs) could 5 

potentially begin charging an additional fee to transmit healthcare data. If this proves necessary 6 

to provide adequate patient care, additional fees at such a scale could add significant costs 7 

which may ultimately be passed on to patients, potentially further crippling the fiscal viability for 8 

Medicare and Medicaid. 9 

 10 

2. Reduced Competition 11 

 12 

The AMA, as previously mentioned, supports policies that promote an open and competitive 13 

healthcare market and is generally opposed to anti-competitive actions. A non-neutral internet 14 

has the potential to raise the barrier of entry for new firms wishing to operate in the healthcare 15 

space and to disrupt the natural process of innovation by placing established, well-funded 16 

companies at an inherent advantage over those which are smaller or less well funded.  17 

  18 

The ability to utilize the internet as a conduit for information exchange lies at the core of many 19 

applications of technology in the healthcare industry. Innovations such as telehealth rely on the 20 

internet to rapidly send and receive data, including videos, images, text, etc. In a non-neutral 21 

internet, data would be treated differently based on a number of factors including type, sender, 22 

or origin. The potential exists for ISPs to establish “fast lanes” which would prioritize the delivery 23 

of specific data over that of others. At their discretion, they would have the authority to sell 24 

access to these fast lanes and choose to place certain types of data within them.  25 

  26 

The existence of pay-to-play fast lanes would give an undue advantage to firms that have the 27 

means to afford access. Any application with fast lane access would perform more quickly and 28 

reliably than those that do not. In this scenario, new companies in the healthcare space would 29 

have to either pay the higher fee or face diminished performance for their products. This would 30 

increase the already high barrier to entry for healthcare products or devices. The net effect 31 

would be a less appealing, less profitable, and more difficult to disrupt healthcare system.  32 

  33 

For example, ISP owned healthcare companies, such as Verizon Wireless’s OnCare, pose an 34 

anti-competitive conflict of interest over rival companies8. In a non-neutral internet, there would 35 

be no compelling force to stop an ISP from giving preference to traffic related to its own 36 

companies or services over that of competing firms. They may charge competitors, including 37 

hospitals, utilizing their network a premium for equivalent service or may waive the cost of data 38 

used to access web-based services they provide. While another hospital or company may 39 

already pay fees to Verizon for their internet access, they would now also incur additional cost 40 

to ensure equivalent quality. Hospitals would either pass this cost onto the customer or, if they 41 

are unable to pay, jeopardize the quality of the care or services they provide. 42 

  43 
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Taken together, a non-neutral internet threatens to have a dampening effect on innovation 1 

within the healthcare space and disrupt market competitiveness. The ability to pay for fast lane 2 

access would supplant merit and innovation as the driving force for company survival. 3 

Companies with more innovative products but an inability to pay would be disadvantaged 4 

compared to those with greater capital resources. ISPs would be granted unyielding power as 5 

market drivers and edge out competitors by raising their cost or offering poorer service. 6 

Patients, healthcare providers, insurance companies, and taxpayers could face fewer options, 7 

lower quality service, and higher costs. On the other hand, with the proper regulations in place, 8 

healthcare competition could potentially be preserved in a non-neutral net. Thus, AMA policies 9 

on net neutrality must focus on preserving competition. 10 

 11 

3. Potential Effects of Repeal of Net Neutrality on Delivery of Care 12 

 13 

Within the context of internet use and its effects on the delivery of care, there are several 14 

important trends to note. First, the provision of healthcare is now more reliant on efficient and 15 

operational networks as the storage and transfer of digital health data becomes increasingly 16 

critical to the care delivery process. Secondly, there is increasing focus on telemedicine as a 17 

solution to reduce cost of care, improve quality, and increase access to the healthcare system. 18 

This modality allows for remote monitoring and consultation with patients, but is data intensive, 19 

requiring significant bandwidth to support high-quality, accurate, and in-the-moment care. The 20 

repeal of net neutrality has many broad implications on healthcare that are not limited to a 21 

telecommunication company’s direct consumers. Discussed here are some possible effects of 22 

the 2017 repeal of net neutrality on healthcare access, telemedicine, and rural health.  23 

 24 

The FCC has previously expressed support for extending and maintaining internet access for 25 

telemedicine services. FCC Chairman Ajit Pai has claimed that, "By ending the outright ban on 26 

paid prioritization, we hope to make it easier for consumers to benefit from services that need 27 

prioritization--such as latency-sensitive telemedicine."9 In addition, the FCC has several 28 

mechanisms in place that specifically promote telemedicine in rural areas, including the Rural 29 

Health Care (RHC) Program4,10. One arm of the RHC Program, the Healthcare Connect Fund 30 

Program, provides a 65% discount for the installation of communications services like DSL, 31 

Internet access, or fiber for qualifying rural-servicing healthcare providers. The other arm, the 32 

Telecommunications Program, subsidizes the difference between urban and rural telecoms 33 

services to eligible rural healthcare providers. The FCC's Connect2Health Task Force has also 34 

collaborated with the National Cancer Institute to improve symptom management for cancer 35 

patients in rural and underserved communities (L.A.U.N.C.H. initiative)11. Despite these heavy 36 

investments in rural telemedicine and the expansion of telecoms coverage, the FCC has yet to 37 

make a statement on how a non-neutral internet would specifically impact telehealth. Currently, 38 

there are no guidelines or rules from the FCC that will ensure the affordability and accessibility 39 

of telemedicine.  40 

 41 

In addition to healthcare access, another area that could be impacted by the repeal of net 42 

neutrality regulations is mobile health (mHealth). mHealth is the use of mobile devices including  43 

fitness applications, wearable monitoring devices, and disease surveillance to supplement 44 
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traditional healthcare modalities. It is increasingly being used as a tool for preventative 1 

healthcare; according to the 2018 consumer sentiment survey from UnitedHealthCare, 36% of 2 

Americans use mobile apps as their first source of information about specific health symptoms, 3 

conditions and diseases12. In another study by the WHO’s mHealth New Horizons for Health 4 

Through Mobile Technologies survey, data shows that Americans are among the highest mobile 5 

health adopters, with rates around 50%13. Furthermore, up to 53% of respondents using 6 

mHealth report a willingness to share mobile health data with physicians. While the FCC argued 7 

in defense of the net neutrality repeal stating that paid prioritization would benefit latency-8 

sensitive telemedicine, it is unclear how those effects would be translated towards mHealth 9 

technologies. In the WHO survey, 39% and 28% of respondents cited operating cost and 10 

infrastructure respectively as primary barriers to mHealth implementation. Paid prioritization has 11 

the potential to further drive up cost requirements for mHealth, thus becoming prohibitive for 12 

many app developers and users.  13 

  14 

CONCLUSIONS 15 

 16 

In considering recommendations regarding net neutrality, your CHIT believes any policies 17 

adopted must support the core principles of accessibility of healthcare, cost reduction in 18 

healthcare, and preserving competition in the healthcare ecosystem regardless of whether the 19 

repeal of net neutrality remains intact. Principally, this can be accomplished by ensuring that 20 

essential healthcare data is not transmitted at a slower rate than any other data on that network. 21 

In a net neutral world, essential healthcare data remains transmitted at similar rates to other 22 

types of data, while in a non-net neutral world, essential healthcare data would be immune from 23 

price gouging associated with paid prioritization. Additionally, policies ensuring at minimum 24 

preservation of essential healthcare data transmission speeds also allows for special 25 

prioritization of healthcare data, which may be warranted in a fashion similar to how emergency 26 

vehicles are given special prioritization in high traffic conditions on the road. We acknowledge 27 

that the discrimination of essential from non-essential healthcare data may be challenging, and 28 

that guidelines would need to be developed to effectively stratify essential from non-essential 29 

health data. Finally, any policy on net neutrality must preserve competition in the healthcare 30 

marketplace. 31 

 32 

RECOMMENDATIONS 33 

 34 

In lieu of the I-18 MSS Resolution 06 – “Promoting Research into the Effects of Net Neutrality 35 

on Public Health” your CHIT recommends adoption of the following resolved clauses: 36 

 37 

RESOLVED, that our AMA advocate for policies that ensure internet service providers 38 

transmit essential healthcare data no slower than any other data on that network. 39 

 40 

RESOLVED, that our AMA collaborate with the appropriate governing bodies to develop 41 

guidelines for the classification of essential healthcare data requiring preserved 42 

transmission speeds.  43 

 44 
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RESOLVED, that our AMA oppose internet data transmission practices that reduce 1 

market competition in the health ecosystem.  2 

 3 

We recommend that the remainder of this report be filed. 4 
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____________________________________________________________________________ 

INTRODUCTION 1 

2 

At the 2018 MSS Annual Meeting, Resolution 34 asked the AMA to collaborate with 3 

stakeholders to study, develop, and implement a system for medical school tuition 4 

reimbursement for electronic medical record/electronic health record (EMR/EHR) 5 

documentation. The AMA-MSS Assembly determined there may be unintended consequences 6 

on medical education and referred the resolution for study to the Committee on Medical 7 

Education (CME) and the Committee on Economics and Quality in Medicine (CEQM).  8 

9 

Your CME and CEQM performed an analysis of current tuition payment options available to 10 

medical students, regulation of these payments, consequences to medical education from the 11 

proposed policy change, and feasibility of enacting these changes. This report begins with an 12 

overview these topics. It then examines then discussing the potential impacts of the resolved 13 

clauses of Resolution 34, A-18. 14 

15 

BACKGROUND 16 

17 

1. Current Payment Options18 

19 

Current undergraduate medical students have several options available to finance their 20 

education.  First, some students are fortunate enough to self-finance their education, but for 21 

those unable to do so, loans tend to be the first option.1 Federally Guaranteed Loans and 22 

commercial lenders offer students the loans necessary for tuition payments which can be repaid 23 

following graduation.2  24 

25 

Additional options exist; however, most options require students to commit to certain career 26 

paths. For example, the Primary Care Loan Program guarantees low-interest loans with the 27 

stipulation that the borrower must practice primary care upon graduation for 10 years or until the 28 

loan is repaid.3  Military based scholarships are available to students such as the Armed Forces’ 29 

Table of Contents Next Previous



Health Professions Scholarship Program, which has the benefit of additional stipends while in 1 

school but requires seven years of service following residency, and also the Edward Hebert 2 

School of Medicine: a military ran medical school that also is tuition free but still requires service 3 

following graduation.4  Additionally, the National Health Service Corps (NHSC) and Public 4 

Service Loan Forgiveness (PSLF) programs are available to students, yet again these options 5 

have requirements following graduation.5,6   6 

 7 

Lastly, tuition reimbursement in the form of scholarship is available at the federal, state, and 8 

institutional level, though these often are based on merit, student needs, or student 9 

demographics and have a certain degree of variability.1 To conclude, there are several avenues 10 

students may use to receive tuition assistance, but there is not a widely available opportunity for 11 

students to receive reimbursement through work completed during the undergraduate medical 12 

education experience. 13 

 14 

2. Regulation of tuition payments 15 

 16 

As it currently stands, little to no formal legislation exists surrounding tuition payments within 17 

medical education. The most important rules a student must adhere to are laid out in the terms 18 

and agreements of the original loan package, whether from a private or public source of funding. 19 

Many students enroll in Federal aid packages to help cover the costs of medical education. If 20 

those funds are not enough to cover the cost of a student’s tuition, they will need to supplement 21 

from personal or third-party private sources. Each loan a student receives has its own unique 22 

agreements of how the money is dispersed, how interest is calculated, and when a student 23 

needs to pay back the loan. In summary, there is no current federal policy that outlines how 24 

medical students should pay back tuition loans. 25 

 26 

3. Effects on learning environment 27 

 28 

Electronic medical records (EMR) account for a smaller but vital portion of medical student 29 

education during their clinical rotations and clerkships. The utility of an EMR during a given 30 

clerkship and rotation varies depending on the preferences of the immediate precepting 31 

physician, the policies of the medical school, and the policies of the clinical partner organization. 32 

Professional societies such as the American Academy of Family Physicians (AAFP) and the 33 

American College of Surgeons (ACS) support medical student EMR documentation 34 

experiences.7–9 35 
 36 

EMR documentation is incorporated in medical student education, as this is a prerequisite set of 37 

knowledge that students need to understand before entering residency and further clinical 38 

practice as an attending physician.7 This benefit is subjective, as licensing exam scores are not 39 

influenced positively or negatively by EMR use.10 EMR documentation by medical students may 40 

approach half of the work hours, with no correlation to better quality patient care, detracting from 41 

education through decreased clinical exposure, decreasing time-off and potentiating 42 

deterioration in physical/mental health of medical students if needing to do documentation at 43 

home.8 44 



 1 

Producing a learning environment that optimally prepares students for residency and practice is 2 

a multidimensional process. Experience with any brand of EMR will suffice to prepare students 3 

for documentation requirements in residency and full clinical practice, and is up to individual 4 

medical schools to design a competency concerning EMR exposure and degree of mastery.1 5 

The medical student notes should be written within the patient’s chart, with orders entered as 6 

appropriate, and include exposure to the typical decision aids that an EMR would present to an 7 

attending physician.7 8 

 9 

Students participation in EMR documentation increased the number of questions asked during 10 

the patient encounter, increased appropriate preventative screening tests ordered, and 11 

increased knowledge of drug-drug interactions. In a conversely critical manner, it must also be 12 

noted EMR documentation usage by students decreased face-to-face communication by nearly 13 

half, and lead to a slightly increased incidence of adverse communication between student and 14 

preceptor.11 From this information it is difficult to determine the overall educational value of EMR 15 

documentation. 16 

 17 

Internal medicine, pediatrics, and surgery clerkship faculty report feeling a negative impact of 18 

EMR use on their learning environments. Clerkship directors currently report that students often 19 

copy provider notes, meaning patient notes are not as accurate as they could be, drawing 20 

further concern about whether the AAMC competencies on EMR documentation training are 21 

met and adhered to by clerkship faculty. Student notes are also frequently used to write resident 22 

or attending notes, meaning some clerkship faculty see negative impacts of student 23 

documentation on patient record integrity and accuracy.12 Overall, EMR use already has varying 24 

effects on the learning environment without tuition reimbursement for medical student notes 25 

considered. 26 

 27 

4. Feasibility 28 

 29 

This proposed resolution faces many challenges in implementation and effective regulation 30 

across medical schools and hospital systems across the country. Certain medical schools have 31 

rules in place during the clinical years on how much time a medical student is allowed to spend 32 

on documentation within an EMR. Other schools do not even allow EMR access for rotating 33 

students, or only allow a limited “view-only” access for students.13 This raises the question of 34 

who will be regulating and overseeing students to ensure that they are adhering to 35 

documentation time rules if there is a financial incentive for note writing. Additionally, EMR 36 

access is often inconsistent within a given school’s clerkship options. Access depends on 37 

clerkship location and thus any potential financial opportunity may not be spread equitably, even 38 

within a single institution, never mind across the nation as a whole.  39 

 40 

It is hard to imagine CMS providing extra compensation for a note because a medical student 41 

was involved in its documentation. Therefore, any tuition reimbursement will come at the 42 

expense of the hospital’s overall revenue. As a result, many hospitals, especially those who are 43 

separate entities from their affiliated medical schools, may not be inclined to adopt new policies 44 



surrounding this proposed resolution. If hospitals changed policies and had a system for 1 

reimbursement for students, this may cause those systems to decrease the amount of student 2 

notes to retain profits by restricting student access or by other means. 3 

 4 

Combined with the previously mentioned ethical concerns and implications on the overall 5 

educational experience, implementation of a tuition reimbursement policy for medical student 6 

documentation provides additional challenges and feasibility concerns for the resolution. 7 

 8 

DISCUSSION 9 

 10 

Although, the notion that undergraduate medical education is costly and can create a financial 11 

burden is well recognized, it is difficult to accept resolution 34 as an appropriate remediation as 12 

the outcome that incentivizing EMR notes may have on student education and performance is 13 

unpredictable. EMR use by students has seen both educational benefits and deficits. Increased 14 

EMR usage is correlated with increased number of questions asked during the patient 15 

encounter, increased appropriate preventative screening tests ordered, and increased 16 

knowledge of drug-drug interactions. On the other hand, increased EMR documentation has 17 

seen decreased face-to-face communication by nearly half, lead to a slightly increased 18 

incidence of adverse communication between student and preceptor, and certain specialties 19 

have seen them as obstacles in learning rather than assets. 20 

 21 

The opportunity of compensation may distract from the educational experience by further taking 22 

away patient interaction and leading to communication errors with preceptors. Additionally, 23 

tuition reimbursement for medical student notes cannot be guaranteed to not coerce students to 24 

see more patients and write less quality notes, nor can guarantee an increase in quality of care 25 

for the patients or the quality of education for medical students. Furthermore, each rotation 26 

around the country is sure to utilize EMR to different degrees, possibly swaying a student to 27 

participate in electives that offer more opportunity to get paid rather than electives that best help 28 

students on specialty decision, desired location, or increased training in a area of interest (such 29 

as global health or wilderness medicine). A wholly unacceptable possible result in the authors’ 30 

opinion. 31 

 32 

Mandating and/or enticing medical student documentation in an EMR for tuition reimbursement 33 

has a high potential to undermine select competencies of the AAMC in medical student 34 

documentation, substituting revenue for education. Even if the educational value is preserved as 35 

much as possible with maximum time/compensation allowed, some intrinsic value is sacrificed 36 

when these notes become business opportunities instead of learning opportunities. 37 

 38 

From a feasibility standpoint, this resolution carries concern. Due to variation in individual 39 

access due to schools’, hospitals’, and clinics’ policies, implementation nationwide would place 40 

the responsibility of the reimbursement on the preceptor location and it’s working relationship 41 

with the student’s home institution. It should also be noted, it is not possible to gauge all effects 42 

of billing medical student notes for tuition reimbursement, as each medical school and their 43 

clinical partner organizations will need to negotiate this financial and educational intersection. 44 



Furthermore, the collaboration between CMS and multiple organizations would be massive to 1 

orchestrate and add to CMS costs to implement such a system causing an indirect cost in 2 

addition the proposed direct costs to CMS, furthering CMS’ barriers to acting upon the desire of 3 

resolution 34. 4 

 5 

To summarize, while the costliness of medical education is a concern of the MSS and overall 6 

AMA, we feel this resolution does not provide a predictable outcome that ensures the 7 

maintenance of appropriate medical education in the attempt to address medical school tuition 8 

nor does the desired outcomes seem feasible in today’s world of increasing medical expenses. 9 

 10 

RECOMMENDATION 11 

 12 

Your Committee on Medical Education and your Committee on Economics and Quality in 13 

Medicine recommend the following: 14 

  15 

1. That Resolution 34 not be adopted. 16 

2. The remainder of this report be filed. 17 

ACKNOWLEDGMENTS 

  

This report was assembled by the 2018-19 AMA-MSS Committee on Medical Education (James 

Docherty, Jarrett Campbell, and Bradley Pfeifer) and the 2018-2019 AMA-MSS Committee on 

Economics and Quality in Medicine (Arpan Patel and Max Deng). 

 

References:  

1.      Marcu MI, Kellermann AL, Hunter C, Curtis J, Rice C, Wilensky GR. Borrow or 
Serve? An Economic Analysis of Options for Financing a Medical School Education. 
Acad Med. 2017;92(7):966-975. doi:10.1097/ACM.0000000000001572 

2.      Interest Rates for New Direct Loans. Federal Student Aid. 
/about/announcements/interest-rate. Published July 17, 2018. Accessed March 21, 
2019. 

3.      Loans for Health Professions Students | Official web site of the U.S. Health 
Resources & Services Administration. https://www.hrsa.gov/loan-
scholarships/loans/index.html. Accessed March 21, 2019. 

4.      AMEDD | HPSP | goarmy.com. https://www.goarmy.com/rpi/amedd/hpsp.html. 
Accessed March 21, 2019. 

5.      Public Service Loan Forgiveness. Federal Student Aid. /repay-loans/forgiveness-
cancellation/public-service. Published December 26, 2018. Accessed March 21, 2019. 

6.      NHSC Scholarship Program Overview | NHSC. 
https://nhsc.hrsa.gov/scholarships/overview.html. Accessed March 21, 2019. 

https://www.goarmy.com/rpi/amedd/hpsp.html


7.      Hammoud MM, Dalymple JL, Christner JG, et al. Medical student documentation 
in electronic health records: a collaborative statement from the Alliance for Clinical 
Education. Teach Learn Med. 2012;24(3):257-266. doi:10.1080/10401334.2012.692284 

8.      Wittels K, Wallenstein J, Patwari R, Patel S. Medical Student Documentation in 
the Electronic Medical Record: Patterns of Use and Barriers. West J Emerg Med. 
2017;18(1):133-136. doi:10.5811/westjem.2016.10.31294 

9.      Robert Englander, Carol A. Aschenbrener, Timothy Flynn, et al. Core Entrustable 
Professional Activities for Entering Residency: Curriculum Developers’ Guide. May 2014. 
https://icollaborative.aamc.org/resource/887/. 

10.    Woolliscroft JO, Grum C. The Electronic Health Record and Development of 
Medical Students’ Mental Patient Models. Trans Am Clin Climatol Assoc. 2018;129:155-
168. 

11.    Rouf E, Chumley HS, Dobbie AE. Electronic health records in outpatient clinics: 
Perspectives of third year medical students. BMC Medical Education. 2008;8(1). 
doi:10.1186/1472-6920-8-13 

12.    Hammoud MM, Margo K, Christner JG, Fisher J, Fischer SH, Pangaro LN. 
Opportunities and challenges in integrating electronic health records into undergraduate 
medical education: a national survey of clerkship directors. Teach Learn Med. 
2012;24(3):219-224. doi:10.1080/10401334.2012.692267 

13.    Welcher CM, Hersh W, Takesue B, Stagg Elliott V, Hawkins RE. Barriers to 

Medical Students’ Electronic Health Record Access Can Impede Their Preparedness for 

Practice. Acad Med. 2018;93(1):48-53. doi:10.1097/ACM.0000000000001829 

 

 

 



REPORT OF THE MEDICAL STUDENT SECTION 

COMMITTEE ON MEDICAL EDUCATION  

MSS CME Report A 

A-19

Subject: Improving Support and Access for Medical Students with Disabilities 

Presented by: MSS Committee on Medical Education 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

INTRODUCTION 1 

2 

At the 2018 MSS Annual Meeting, Resolution 33 asked the AMA to support changes to Liaison 3 

Committee on Medical Education (LCME) and Commission on Osteopathic College 4 

Accreditation (COCA) accreditation standards to meet those of the Americans with Disabilities 5 

Act Amendments Act of 2008 and for the AMA to adopt technical standards as recommended in 6 

a publication by the American Association of Medical Colleges (AAMC). The AMA-MSS 7 

Assembly supported the spirit of the resolution but noted the concerns of the A-18 Reference 8 

Committee and referred the resolution for study to the Committee on Medical Education (CME).  9 

10 

Your CME researched current policy among relevant stakeholders with regards to accessibility, 11 

as well as the relevant parts of the ADA. This report begins with an overview of these policies. It 12 

then examines the resolved clauses of Resolution 33 A-18, and discusses feasibility, scope, 13 

impact and unintended consequences of the resolution.  14 

15 

BACKGROUND 16 

17 

1. Current Policy18 

19 

Our AMA and MSS both have extensive policy in regards to diversity and support among 20 

medical students and medical staff in regards to disability, as is well laid out in the original 21 

resolution. Enhancing diversity, equal access, creating an effective environment, enhancing 22 

accommodations, support groups, and stigmatization are some of the issues on which the AMA 23 

and MSS hold current policy. While AMA has policy to work with LCME on many issues, no 24 

comprehensive standards regarding the ADA and technical standards for disabilities were 25 

outlined in AMA policy.   26 

27 

2. LCME28 

29 

In LCME’s current standards, there is not specific language pertaining to medical students with 30 

disabilities. The LCME’s non-discrimination policy (Standard 3.4) does not mention “ability” or 31 
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disability. For accreditation, the LCME requires that learning objectives (Standard 6.1) and 1 

standards of achievement (Standard 9.6) must be set by faculty members with “appropriate 2 

knowledge and expertise.” Thus, all learning objectives and standards of achievement, are set 3 

by individual medical schools. Additionally, the LCME does require technical standards for 4 

medical students to be published by each school and to be in “accordance with legal 5 

requirements,” (Standard 10.5) which includes the Americans with Disabilities Act, and any 6 

additional statewide legislation.1  7 

 8 

3. COCA 9 

 10 

Unlike the LCME, there is specific language included in COCA’s Colleges of Osteopathic 11 

Medicine (COM) Continuing Accreditation Standards that applies to students with disability. In 12 

the document, published in July of 2017, Element 1.5a lists the overall non-discrimination policy 13 

COM must adhere to, which states that students, administration, faculty, and staff may not be 14 

selected based on a number of factors, including disabilities. Further, Standard 5 of COCA’s 15 

accreditation standards states that the learning environment of medical schools must be “ 16 

professional, respectful, nondiscriminatory, and intellectually stimulating.”2 17 

 18 

These previous standards and elements are reinforced later in standard 6 of the document 19 

which reviews the structure of curricula. Specifically, faculty of COMs are responsible for 20 

ensuring that their program aligns with specific objectives and that students “participate in 21 

required clinical training experiences and environments.”2 These environments for learning, as 22 

described by standard 5, require non-discrimination. This non-discrimination does not 23 

specifically mention “disability”, however. 24 

 25 

Educational objectives, as outlined in Element 6.2, are determined by the individual COM, and 26 

must be defined and accessible to students and faculty. Individual programs may thus have 27 

objectives and policies tied to providing support to those with disabilities. 28 

 29 

4. AAMC 30 

 31 

As of 2016, 2.7% of medical students - compared to 7.6% and 11.1% of all students in graduate 32 

and undergraduate institutions, respectively - self-reported as having a disability ranging from a 33 

physical disability and chronic health concerns to learning and psychological conditions, with the 34 

majority (55.2%) identifying ADHD and learning disabilities. 3 35 

 36 

The report published by the AAMC in March 2018, ‘‘Accessibility, Inclusion, and Action in 37 

Medical Education,” as is referenced in the original A18 resolution, seeks to address a potential 38 

gap in current process. They noted “numerous MD and DO programs do not explicitly refer to 39 

reasonable accommodations, many prohibit the use of intermediaries, and some do not have 40 

technical standards readily available on their websites.”3 41 

 42 

The authors suggest considerations to help guide stakeholders in academic medicine as they 43 

work to improve the climate for learners with disabilities. Structural considerations to improve 44 

the climate for learners with disabilities focus primarily on how to increase meaningful access 45 



 

 

while fostering a culture that is welcoming and inclusive of learners with disabilities through 1 

emphasizing professional development, awareness, and openness.  2 

 3 

5. ACGME 4 

 5 

ACGME has a range of committees which serve the purpose of setting requirements and 6 

developing education initiatives. One such committee is responsible for monitoring the quality 7 

and performance of ACGME education programs and serves as the resource for the 8 

development of new educational initiatives. Another, Committee on Requirements, manages all 9 

of the requirements ACGME lays out. This includes, but is not limited to, recommendations on 10 

proposed institutional requirements, recognition requirements, common program requirements, 11 

and program requirements in specialties, subspecialties, sub-subspecialties, and medical or 12 

medical-related fields. In regards to the resolution, there are no specific mentions of technical 13 

standards.4 There also appears to be a disconnect between standards set by ACGME and the 14 

actual experiences of residents/students - there is not mention of specific accommodations that 15 

will be available. 16 

 17 

6. American with Disabilities Act 18 

 19 

The amended ADA of 2008 along with the 2010 ADA Standards for Accessible Design prescribe 20 

regulations that must be followed to facilitate the most access for those with disabilities. In 21 

general, accommodations and modifications are to be made to “afford goods, services, facilities, 22 

privileges, advantages, or accommodations to individuals with disabilities.”5 The exception to 23 

this is if making these modifications would make a fundamental difference in the purpose or 24 

application of the aforementioned. Not only do these regulations apply to public institutions, 25 

such as our state medical schools, they are also applicable to any institution that receives 26 

federal funding. Therefore, private medical schools which accept federal financial aid for their 27 

students are also required to abide by the ADA regulations.  28 

 29 

DISCUSSION 30 

 31 

1. Feasibility 32 

 33 

ADA protects a student’s right to ask their institution for accommodations as needed to meet 34 

technical requirements. However, it may not be feasible, nor does the ADA require, for every 35 

institution to anticipate the needs of potential future students. This anticipation could potentially 36 

be detrimental to other students whose needs were unanticipated and now face financial 37 

challenges in meeting technical standards of the program.  38 

 39 

2. Scope/Purview 40 

 41 

Support of colleagues is within scope of the AMA and AMA-MSS. However, determining 42 

technical standards are not in the scope of AMA as we are not a research nor accrediting body. 43 

LCME currently has policy which requires each institution to create standards which are 44 

essential to the practice of medicine. As students and not practicing physicians, this may also 45 

be out of the scope of AMA-MSS to suggest essential abilities.  46 



 

 

 1 

3. Impact 2 

 3 

As standards from ADA are already required to be implemented at any public or private 4 

institution which receive federal funding, as well as other regulations enforced by federal and 5 

state laws, there is not sufficient reason to adopt additional standards. Doing so would also 6 

create repetition of current AMA and AMA-MSS policies. 7 

 8 

4. Unintended Consequences 9 

 10 

Adopting the resolves with the submitted language could have unintended consequence. As 11 

publications are susceptible to updates by the original authors or organization, future versions 12 

of AAMC’s recommended technical standards could potentially be in direct conflict with our 13 

AMA and AMA-MSS policies. Additionally, changes to resources and technology could alter 14 

what is considered a truly essential ability rendering anything more specific short sighted. 15 

 16 

CONCLUSIONS  17 

 18 

While we agree with the spirit of the resolution and applaud the authors for a thorough search of 19 

AMA policy to address an important issue, we do not feel our AMA-MSS should bring this 20 

forward to our AMA. As discussed above, supporting these changes in LCME and COCA would 21 

not effectively lead to change in current practices. As the AMA-MSS, we should bring forth more 22 

actionable items to our AMA House of Delegates. 23 

 24 

RECOMMENDATION 25 

 26 

Your AMA-MSS Committee on Medical Education recommends the following: 27 

 28 

1. Amend A-18’s Resolution 33, Resolved 1 as follows:   29 

 30 

RESOLVED, That our AMA supports amending Liaison Committee on Medical 31 

Education (LCME) and the Commission on Osteopathic College Accreditation (COCA) 32 

accreditation requirements to require urge all medical schools update their technical 33 

standards for the admission, retention, and graduation of medical students to reflect the 34 

requirements of the Americans with Disabilities Act Amendments Act of 2008 and other 35 

Federal disability non-discrimination laws, and publish them on public websites to make 36 

the process for appealing ADA determinations related to meeting technical standards for 37 

accommodations more transparent and easily accessible. 38 

 39 

2. Adopt A-18’s Resolution 33, Resolved 1 as amended:  40 

 41 

RESOLVED, That our AMA supports changes to LCME and COCA accreditation 42 

requirements to urge all medical school to make processes for ADA appeals for 43 

accommodations to meet technical standards more transparent and easily accessible. 44 

 45 

3. Not adopt A-18’s Resolution 33 Resolved 2. 46 
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INTRODUCTION 1 

2 

At the 2018 MSS Interim meeting, MSS Resolution 8 asked the AMA to support legislation and 3 

other efforts to promote housing modifications as a means of falls prevention and improved 4 

disability access. The I-18 Reference Committee recommended that MSS Resolution 08 not be 5 

adopted and amended 1) to include a broader range of solutions 2) the AMA and AMA-MSS is 6 

not an expert on housing modifications 3) this is covered in AMA policy but not by the AMA-7 

MSS making it a candidate for internal adoption. The I-18 assembly found the amendments 8 

made by the reference committee were too broad and unactionable and referred the report to 9 

study.  10 

11 

Staff experts expressed the following in regard to Resolution 08-I-18: 12 

13 

The goal of this resolution is laudable and adopting the 2nd and 3rd resolves would be 14 

considered a good addition to our policy compendium. R2 and R3 are widely supported 15 

by existing policy outlined in Geriatric Medicine H-295.981, Healthcare for Older Patients 16 

H-25.999, and Clinical Preventive Services H-425.984. At this time, R1 should not be17 

adopted as there is no evidence…”18 

19 

MSS Resolution 8 has since been referred to the AMA-MSS Committee on Legislation & 20 

Advocacy (COLA) for report to be completed prior to the AMA-MSS A-19 meeting. The 21 

amended resolved statement was as follows: 22 

23 

RESOLVED, That our AMA-MSS support legislation and other efforts to 24 

promote housing modifications as a means of falls prevention and  25 

improved disability access, which may include but are not limited to  26 

a) health insurance coverage of housing modification benefits27 

b) tax credits and other financial incentives to increase the affordability of home28 

modifications29 
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c) other federally or state funded programs that provide home modification 1 

benefits. 2 

  3 

BACKGROUND 4 

 5 

In the United States (US) home injuries cause more than 30,000 deaths and 12 million nonfatal 6 

injuries each year with an estimated cost of $222 billion1. For US adults ages 65 and older in 7 

2012, there were 24,190 deaths and 3.2 million nonfatal fall-related injuries2. Direct medical 8 

costs increased from 2012-2015 from $616.5 to $637.5 million for fatal injuries and $30.3 to 9 

$31.3 billion for nonfatal injuries related to falls for adults >65 years of age2. Total Medicare 10 

expenditures from 2007-09 were 13 billion (95% CI, $9-18 billion) with out of pocket costs per 11 

beneficiary at $1,363 (95% CI, $889-1,837)3. A study estimated that 85% of ED admissions for 12 

fall-related injuries was paid by Medicare at a lifetime cost of ED related visits at $40 billion 13 

dollars4. For trauma admissions, falls accounted for 40.03% of cases and with 49.33% of falls in 14 

patients >65 years of age5. In 2017, 87% of the $299 billion spent on Medicare Part A was 15 

covered by payroll taxes, this deficit is a corollary to the degree that Medicare is underfunded6. 16 

Reducing falls may improve Medicare’s ability to maintain solvency. 17 

 18 

US citizens with low socioeconomic status or greater neighborhood disadvantage had a higher 19 

rate of falls7. Minorities, those with lower levels of education, and those with less social support 20 

were less likely to have home modifications8. However, blacks were less likely than whites (30-21 

40%) to have fall-related injuries even when controlling for these differences9. These factors 22 

may help target strategies to optimally reduce falls and decrease morbidity, mortality, and direct 23 

and indirect costs to the healthcare system. Home modifications led by an occupational 24 

therapist had the greatest potential to affect the most elderly when compared to six other fall 25 

prevention strategies including Tai Chi, Otago, medication management, vitamin D 26 

supplementation, expedited first eye cataract surgery, and single-vision distance lenses for 27 

outdoor activities10. Housing modifications are effective in reducing falls and a cost savings to 28 

the healthcare system11–17.  29 

 30 

Homes are the most likely setting of falls in the elderly with high morbidity and mortality and 31 

prevention in the single most effective intervention5,18,19. Home hazards to the elderly include 32 

physical limitations, loose rugs, unstable furniture, obstructed walkways, and poor lighting give 33 

way to falls within the home20.  Simple modifications aimed at increasing lighting and tacking 34 

down loose rugs or carpets have shown to statistically reduce the risk of falling the home16. 35 

Other interventions include grab bars and grips in the bathroom, hand-rails on both sides of 36 

steps, and lever-style handles on doors and faucets, wheelchair ramps, stair lifts, first-floor 37 

bathroom or kitchen renovations, and other more extensive renovations21. In order to fund 38 

renovations for the at-risk population at an average cost of $2,400 dollars Joint Center for 39 

Housing Studies of Harvard University estimated a figure of $13.2 billion in 2014 to cover 5.5 40 

million homes21. 41 

 42 

Currently there are three insurance-based funding schemes for housing modifications. 43 

 44 



1) In 2018, there was proposed increase in funding for Medicare Advantage, a Medicare 1 

Part C capitated insurance plan, to cover additional services as it relates to home based 2 

care22,23. This would combine the direct costs of prevention and hospital care into the 3 

same funding and expenditure pool per patient and thus the benefits would be directly 4 

measurable.  5 

2) 43 states and the District of Columbia have used the Medicaid “Money Follows the 6 

Person” initiative for the elderly, disabled, and other eligible populations to pay for 7 

housing modifications24. 8 

3) The Veteran’s Health Administration established the Home Improvements and Structural 9 

Alterations (HISA) benefits in 1973 with a current non-service related injury lifetime grant 10 

cap of $6,800 for home modifications25.  11 

 12 

DISCUSSION 13 

 14 

Falls in the elderly cost 30,000 lives and nearly $32 billion dollars every year. Housing 15 

modifications are comparatively clinically effective, cost effective, and actionable in preventing 16 

fall related injuries amongst the elderly. Home modifications are best designed and delivered by 17 

an occupational therapist and were effective in a recent systematic review17.This problem is 18 

expected to grow significantly by 2030 with an estimated a figure of $13.2 billion to cover 5.5 19 

million homes according the Joint Center for Housing Studies of Harvard University Report in 20 

201421. 21 

 22 

The current issue is defining the role of the AMA and AMA-MSS in supporting this prevention 23 

initiative to decrease patient mortality and morbidity. There are several decades of research and 24 

initiatives in prevention, cost measurement, and payment mechanisms including insurance, 25 

state tax credits and federal tax credits23–27. Given the increased emphasis on Medicare 26 

Advantage Plans to cover this service in 2018 and the historical precedence of Medicaid and VA 27 

health programs for the disabled, insurance-based schemes of funding are feasible. In addition, 28 

the most effective home modifications require a health professional’s input. 29 

 30 

It is within the scope of practice of the AMA and AMA-MSS to support housing modifications 31 

due to its: 32 

1) Public health concern with high mortality and morbidity of falls 33 

2) Housing modifications are best implemented by occupational therapists 34 

3) Housing modifications have coverage through health insurance mechanisms  35 

 36 

RECOMMENDATIONS 37 

 38 

Your Committee on Legislation and Advocacy recommends that the following recommendation 39 

be adopted and the remainder of this report is filed: 40 

 41 

1) The AMA support legislation for health insurance coverage of housing modification 42 

benefits for: 43 

a. The elderly 44 



b. Other populations that require this in order to mitigate preventable health 1 

conditions including but not limited to the disabled, soon to be disabled, and 2 

other person(s) with physical and/or mental disability 3 
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INTRODUCTION 1 

2 

At the 2018 Interim meeting, Resolution 4 asked the AMA-MSS to support the requirement of all 3 

state medical boards to report sexual misconduct allegations by physicians to the appropriate 4 

law enforcement agencies. The I-18 Reference Committee recommended the resolution be 5 

referred to report due to: 1) unclear wording of the resolution that could allow for unintended 6 

consequences 2) feasibility and scope. Staff experts did not have comment on this resolution. 7 

8 

The MSS Governing Council asked the 2019-18 MSS Committee on Legislation & Advocacy 9 

(COLA) to report on this issue for the A19 meeting. 10 

11 

BACKGROUND 12 

13 

In 1991, the American Medical Association’s Council on Ethical and Judicial Affairs reviewed the 14 

ethical implications of patient-physician sexual and romantic relationships with the following 15 

conclusions: 1) sexual and romantic contact is unethical with a current patient; 2) the same with 16 

former patients may be unethical; 3) education on this issue should be made standard in 17 

training; 4) reporting colleagues is important1. From 1981 to 1996, 761 physicians were 18 

disciplined for sex related offenses with 147 in 19962. From 1995 to 1997, 375 physicians were 19 

disciplined in the state of California with 10% of those for inappropriate contact with patients3. 20 

From 1991 to 1995 in Oregon, 5.9% of 100 complaints brought against physicians were related 21 

to sexual misconduct4. 22 

23 

In Georgia, a recent investigation by the Atlanta-Journal Constitution found that ⅔ of physicians 24 

disciplined for sexual misconduct were permitted to practice again5. From 1981 to 1996, 25 

nationally, Dehlendorf et al found that of 216 of 761 (39.9%) of physicians disciplined for sexual 26 

offenses were licensed to practice2. From 2003 to 2013, nationally, 1039 physicians had sexual 27 

misconduct claims with only 29.3% having revocations in clinical privileges or 70.7% still in 28 

practice6. An analysis of 101 cases found the following associated characteristics for offenders: 29 
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male physicians, > 39 years of age, not board certified, non-academic practice, and examining 1 

patients alone7. Recently, there have been critiques that sexual misconduct is not reported and 2 

is unpunished by medical boards8,9. An Alabama regulator cited the severe physician shortage 3 

as a reason why physicians did not receive severe punishment for proven allegations of sexual 4 

misconduct9. Although the case of Dr. Larry Nassar received national attention, a recent media 5 

report has shown the degree to which this issue has been underreported. Nassar’s case is 6 

important, but it underestimates and misidentifies perpetrators with relation to geography, 7 

specialty, gender, race, religion, and training environment. Recent cases include: Dr. William 8 

Almon, Georgia; Dr. Ashok Alur, Kentucky; Psychiatrist, California; Physician, Missouri; Dr. Earl 9 

Bradley, Delaware; Dr. Larry Nassar, Michigan; Endocrinologist, New York; Gynecologist, USC, 10 

California; Physician, OSU, Ohio; Physician, North Carolina; Dr. Jacob Ward, Georgia; and Dr. 11 

Frederick Field, Oregon9.     12 

 13 

Consequences of sexual assault and/or abuse by physicians include depression, anger, drug 14 

and/or alcohol abuse, trust issues, and post-traumatic symptoms.7 The issues reported by 15 

victims of physician sexual abuse mirror those reported by survivors of other types of sexual 16 

violence or assault10. 17 

 18 

Mandated reporting of victims of sexual abuse varies by the victim and perpetrator. Typically, 19 

health care providers are responsible for reporting crimes related to sexual abuse to authorities. 20 

All states require reporting of crimes against children or minors11. Most states have laws for 21 

reporting abuse and sexual assault of dependent adults11. There are variable laws requiring 22 

reporting of sexual assault of competent adults by a caregiver or authority figure11. However, 23 

there are limited laws for mandated reporting of crimes of sexual assault of competent 24 

adults11,12.  25 

 26 

DISCUSSION 27 

 28 

In order to preserve the integrity of the physician-patient relationship, Resolution 43 proposes a 29 

solution that will increase cooperation with law enforcement, increasing the transparency of the 30 

disciplinary process. Previously, the AMA CEJA attempted to preempt inappropriate 31 

relationships with patients due to power differential and determined that personal relationships 32 

were unethical by three classifications and making reporting compulsory by colleagues. Over 33 

time, according to literature, the rate of accusations against physicians has increased while the 34 

consequences for physicians has decreased2,6. It is unclear why this trend has emerged, but it is 35 

a failure of the system if the trend is moving in the wrong direction. 36 

 37 

An important consideration is the legal requirements for any mandated reporting of sexual 38 

assault claims. As part of the literature, a comprehensive media exposé highlighted the lack of 39 

oversight and reporting for physician initiated sexual assaults. However, the laws on mandatory 40 

reporting apply to all perpetrators regardless of status with respect to a competent victim. Thus, 41 

in order to remedy the issue of mandatory reporting, the legal requirements must be put under 42 

further scrutiny. The possibility of false claims arising from increasing reporting requirements 43 

has already been addressed by requiring chaperones for sensitive patient examinations. 44 



 1 

This issue was addressed by Resolution 243 at the A-18 national conference presented by the 2 

state of Michigan: 3 

 4 

RESOLVED, That our American Medical Association work with the Federation of State 5 

Medical Boards to create and encourage state adoption of “model public health code 6 

language” that would require all state medical boards to report criminal sexual conduct 7 

or predatory sexual behavior to appropriate law enforcement authorities. (Directive to 8 

Take Action) 9 

 10 

Subsequently, a report by the Reference Committee on this resolution recommended adoption 11 

of a substitute resolution H-515.954 Addressing Barriers to Reporting Health Care Provider Sex 12 

Crimes which states that: 13 

 14 

“Our AMA will support the efforts and work with the Federation of State Medical Boards 15 

to examine disciplinary data, barriers that delay or prevent reporting of sex crimes, and 16 

the cooperation of state medical boards with law enforcement in order to ensure a 17 

comprehensive approach to identifying and addressing sexual crimes within medicine.”  18 

 19 

However, this solves the important issue of licensing, credentialing and practice - but not the 20 

issue of reporting. Reporting is not occurring at sites of care because it is not compulsory and 21 

consolidation of information by the Federation of State Medical Boards (FSMB) would not 22 

address the issue with poor reporting due to a lack of legal requirements in all but 11 states. H-23 

515.954 is an important resolution but it is a separate issue that does not directly provide a 24 

solution to a key component of this problem that deserves unique resources and focus. Given 25 

the vast scope of practice related to licensing and credentialing, the Federation of State Medical 26 

Boards may not be the most appropriate body to address issues relating to drafting mandatory 27 

reporting laws for sexual misconduct claims.  28 

 29 

In addition, with recent reporting in Alabama that identified a regulator willing to overlook these 30 

claims and misconduct due to a lack of medical providers it is even more important that we 31 

place the risk of legal action on those not reporting these claims. It is paramount that above all 32 

else, the safety of patients and the integrity of the patient-physician relationship is preserved. 33 

Thus, it is our belief that this requires consideration by a body of legal and policy experts with a 34 

more defined scope of practice. It may be important to re-consider the state of Michigan’s 35 

original proposal with clarification of intent based on the legal standard of mandatory reporting 36 

with re-examination of current policy initiated by the current medical student authored resolution. 37 

 38 

Prior model legislation that has been able to accomplish parity across states with respect to 39 

healthcare has been accomplished by the Mental Health Parity Act of 1996 Public Law 104-204. 40 

This was legislation that codified standard coverage for mental health care at a national level 41 

and implemented the law by specifically adapting it for each state, amending the appropriate 42 

state codes and creating new titles or chapters. The precedent of model parity legislation 43 

pursued by the American Psychiatric Association in 1996 with the Mental Health Parity Act 44 



under President Bush was later extended with the Patient Protection and Affordable Care Act in 1 

2010 under President Obama. In 2018, the AMA drafted an amicus brief in response to NIFLA 2 

vs. Becerra. Thus, there is precedent in the AMA’s scope of practice as it relates to legal 3 

positions with regard to patient-physician practice and relationships. 4 

 5 

This regulatory requirement for reporting is under the purview of the AMA and AMA-MSS for the 6 

following reasons: 7 

1) Mandated reporters of any sexual assault of minors, dependent adults, or competent 8 

adults assaulted by an authority figure include healthcare professionals. 9 

2) Perpetrators of such assault may include healthcare professionals. 10 

3) This requires a valid and objective process to protect sensitive populations from physical 11 

and emotional abuse   12 

 13 

RECOMMENDATION 14 

 15 

Your Medical Student Section Committee on Legislation & Advocacy recommends that the 16 

following recommendation is adopted and the remainder of the report is filed: 17 

 18 

Our AMA advocate for universal mandatory reporting of sexual, physical, and emotional 19 

assault claims when the alleged perpetrator is any type of health care professional by 20 

convening a working group of AMA lawyers to develop uniform and standard language 21 

that can be adopted by states using the precedent of model parity legislation.   22 
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INTRODUCTION 1 

2 

At the 2018 Annual Meeting, Resolution 6 asked AMA-MSS to support evidence-based 3 

standardization of state driving restriction laws after transient loss of consciousness. While the 4 

importance of such a parameter is well-recognized, the AMA-MSS Assembly, after receiving 5 

mixed testimony, found that there was no current data to support developing a strong policy 6 

position. Even the American Academy of Neurology has not set recommendations for driving 7 

restrictions after an episode of loss of consciousness. Therefore, the resolution was referred for 8 

study to the Committee on Legislation and Advocacy (COLA) to review research conducted on 9 

this topic, as policy adoption and implementation prior to research by experts in the field is 10 

premature. Accordingly, COLA produced this report, which details the various restrictions that 11 

exist across the country, the research conducted on how driving ability is actually impaired post-12 

loss-of-consciousness and within certain timeframes, but, most importantly, how few controlled 13 

studies there are and how recommendations vary by patient.  14 

15 

BACKGROUND 16 

17 

The medical literature has long treated transient loss of consciousness (TLOC) as a catch-all 18 

term for what can be a grab bag of causes and diseases. According to a joint report of the 19 

American College of Cardiology and the American Heart Association, and endorsed by the 20 

American College of Emergency Physicians, “transient loss of consciousness” (TLOC) is 21 

defined as “a self-limited loss of consciousness that can be divided into syncope and non-22 

syncope conditions. Non-syncope conditions include but are not limited to seizures, 23 

hypoglycemia, metabolic conditions, drug or alcohol intoxication, and concussion due to head 24 

trauma. The underlying mechanism of syncope is presumed to be cerebral hypoperfusion, 25 

whereas non-syncope conditions are attributed to different mechanisms.”i As evidenced from 26 

the definition, TLOC encompasses a wide range of diseases, disorders, and pathologies all with 27 

different expected clinical courses, pathophysiologic sequelae, and prognoses. Often, TLOC is 28 

a temporary diagnosis meant to serve as a placeholder while a full diagnostic work-up is 29 

undertaken to determine the underlying cause of the loss of consciousness. Because of the 30 
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extraordinary range of pathology that could present as TLOC, clinical recommendations and 1 

guidelines emphasize identifying the underlying cause as imperative before developing a 2 

treatment plan or providing clinical counseling to the patient.  3 

 4 

Every state regulates driver's license eligibility of persons with certain medical conditions. While 5 

states often consult with medical experts when drafting legislation, the authority to determine the 6 

laws governing public health and safety is firmly within the state’s constitutional power. 7 

Historically, states have largely developed their own legislation governing public health and 8 

safety independent of other states. This non-standardized approach often leads to disparate 9 

laws governing the same situation in different states, creating confusion for those traveling or 10 

moving.ii iii For example, individual state driving laws for people with epilepsy vary greatly, with 11 

some states requiring mandatory reporting and others allowing accommodation for specific 12 

clinical factors.iv vvi Importantly, epilepsy represents one discreet cause of TLOC, yet even within 13 

this category of diagnosis, states have continued to disagree about the appropriate balance 14 

between public safety and individual autonomy.   15 

 16 

DISCUSSION 17 

 18 

TLOC is somewhat of an umbrella term for a variety of diagnoses, some more chronic than 19 

others. However, often TLOC is often synonymous with seizure in the literature. As it currently 20 

stands, most states either have a mandatory seizure-free interval prior to resumption of driving 21 

or individualized assessments on a case-by-case basis. A few states have a hybrid system of 22 

these two. That being said, there are no data showing any of these three system prevent 23 

automobile accidents. Furthermore, studies show that individuals with epilepsy are more likely 24 

to be in serious automobile accidents independent of antiepileptic use. The only measurement 25 

found in the literature that decreases automobile accidents after TLOC is seizure-free interval. 26 

 27 

Currently, there are no guidelines, either medical or legal, to inform decision-making on driving 28 

after transient loss of consciousness. This lack of evidence-based recommendations poses a 29 

challenge for state DMVs regulating driving license after transient loss of consciousness. As 30 

such, states systems widely vary in their regulations on driving after TLOC as shown by the 31 

three systems mentioned earlier. However, there is no data showing reduced accident rates 32 

correlated with specific driving recommendations.  33 

 34 

At this time, there is insufficient evidence to support a standardization of licensure after TLOC 35 

events. 36 

 37 

RECOMMENDATION\ 38 

Your Committee on Legislation and Advocacy recommends that the following recommendation 39 

be adopted and the remainder of this report is filed: 40 

 41 
1. That our AMA-MSS not adopt a formal position on standardization of state laws 42 

governing driving after Transient Loss of Consciousness. 43 
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INTRODUCTION 1 

2 

At the 2018 MSS Interim Meeting, the AMA-MSS passed the MSS Resolution 29 - 3 

“Understanding Philanthropic Efforts to Address Medical Student Tuition” which states the 4 

following: 5 

6 

RESOLVED, AMA-MSS study the financial sustainability of factors enabling the 7 

implementation of tuition-free and tuition-reduced undergraduate medical education 8 

programs; and be it further 9 

10 

RESOLVED, AMA-MSS study the efficacy of using tuition-free and tuition-reduced 11 

undergraduate medical education programs to incentivize primary care specialty choice 12 

among medical students. 13 

14 

The original resolution was brought before the I-18 Reference Committee, who received 15 

testimony in support of the resolution, and felt that the subject-matter was both important and 16 

worthwhile for the MSS to adopt. The MSS Governing Council asked the 2018-2019 Committee 17 

on Long Range Planning (COLRP) and the 2018-2019 Committee on Medical Education (CME) 18 

to conduct the studies and produce a report for the 2019 MSS Interim Meeting. 19 

20 

BACKGROUND 21 

22 

1. Introduction23 

In August of 2018, the New York University School of Medicine (NYU SOM) announced that all 24 

current and future medical students would be provided a tuition-free education by means of 25 

raising $600 million in donations from trustees, school alumni, and friends of the university.1 In 26 

February of 2019, Kaiser Permanente announced that accompanying the opening of their own 27 

medical school in 2020, their school would also waive the tuition for all students matriculating 28 
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between the Falls of 2020 to 2024.2 These announcements made a significant impact in the 1 

medical community, as the cost of obtaining a medical education reached a median debt of 2 

$192,000 in 2018.3 Following the announcement from NYU SOM, numerous discussions began 3 

surrounding the feasibility of more schools transitioning to a tuition-free model, notably within 4 

the pre-medical and medical student communities. Resolution 29 from the 2018 MSS Interim 5 

Meeting provided the first direct request within the AMA-MSS for further studies into other 6 

similar tuition models currently implemented in other medical schools. 7 

  8 

2. Existing Large-Scale Tuition Assistance Models 9 

  10 

Several institutions have enacted programs to cover some or all their medical students with 11 

partial to full tuition aid.  12 

 13 

School officials have described the aim of these programs being to increase the number of 14 

physicians in medical fields (often less lucrative specialties) and geographical regions with 15 

anticipated physician shortages. Robert Grossman, dean of NYU SOM, described the challenge 16 

of relieving medical student debt burdens as a “moral imperative.”1 While donors and schools 17 

may agree on this need, there are differing views on strategies for meeting physician shortages. 18 

 19 

In July of 2018, the University of Houston announced that the inaugural class of 30 students in 20 

the Fall of 2020 will have their tuition covered. This effort was funded by a single anonymous 21 

donation of $3 million to cover an approximate annual cost of $25,000 per student.4 22 

  23 

In October of 2018, Columbia University announced receipt of a $250 million donation, which 24 

was matched up to $500 million with $300 million dedicated towards subsidizing tuition. The 25 

fund is directed towards students demonstrating the greatest financial need (an estimated 20% 26 

of students), with up to 50% of students receiving some form of financial assistance, mostly as 27 

scholarships. The school’s ultimate aim is for the complete replacement of student loan 28 

packages with grants.5 29 

  30 

Beginning in 2008, the Cleveland Clinic Lerner College of Medicine has covered costs of tuition 31 

for approximately 30 students each year who are accepted into a 5-year program that includes 32 

one year of dedicated research. During the dedicated research year, students will receive both 33 

full tuition coverage and a $23,000 stipend. The program is reportedly funded through Cleveland 34 

Clinic endowments and hospital operations.6 35 

  36 

Most notably, the Uniformed Services University of the Health Sciences has waived tuition for 37 

approximately all 170 students per class using taxpayer dollars. In exchange, seven years of 38 

service in the Armed Forces is required after graduation. This support aims to improve care for 39 

veterans and their families by augmenting the quantity of healthcare providers in the Armed 40 

Forces.7 41 

  42 

Programs with existing endowment infrastructure also have begun to act to address medical 43 

student debt. Following NYU’s announcement, a member of the Mayo Clinic Alix School of 44 



Medicine pledged $200 million to the school, with 50% to be used for student scholarships and 1 

financial aid. 8 2 

  3 

3. Comparison on the Structure and Funding of Tuition-Free Programs 4 

  5 

The following table includes a comparison of the type of medical programs which offer tuition 6 

free or tuition reduced programs. Each program was compared by examining the type of 7 

institution (private, public, or federal), whether they offered an allopathic or osteopathic degree, 8 

the starting year of the tuition free program, the approximate value of the total tuition per year, 9 

the percentage of tuition covered, the receipts of the reduced tuition and the funding source of 10 

the program. Your COLRP and CME recognize that this table is a small representative sample, 11 

and not indicative of all tuition-free or tuition-reduced programs available. 12 

Medical 

Program 

Type 

of 

Institut

ion 

Tuition- 

Free 

Program 

Start 

Year 

Total 

Tuition 

% 

Tuition 

Covered 

Recipients Funding Source 

New York 

Universit

y 

School of 

Medicine 

Private 

M.D. 

2018 $55,000 100%; 

students 

still 

responsi

ble for 

living 

expense

s 

All current 

and future 

students 

Predominantly 

donations/endowm

ents from trustees, 

alumni, and friends 

David 

Geffen 

School of 

Medicine 

(UCLA) 

Public 

M.D. 

2002 $40,714 100% 

(addition

ally 

covers 

“the 

entire 

cost of 

educatio

n”) 

Merit based. 

Up to 20% of 

entering 

medical 

students per 

year 

$200 million 

unrestricted 

endowment from 

Mr. David Geffen 

Universit

y of 

Houston 

School of 

Medicine 

Public 

M.D. 

2020 Approx 

$25,000 

100% Full tuition of 

all 30 

students in 

the inaugural 

2020 class 

Anonymous $3 

million donation 



Columbia 

Universit

y 

Valegos 

College 

of 

Physician

s and 

Surgeons 

Private 

M.D 

2017 $62,980 

 (2019 - 

2020) 

100% For those 

with the 

“greatest 

financial 

need” 

others would 

receive 

scholarships 

and/or grants 

instead of 

loans 

$250 million 

donation from Dr. P 

Roy Valegos, with 

$150 million directly 

towards student 

financial aid 

Clevelan

d Clinic 

Lerner 

College 

of 

Medicine

* 

Private 

 M.D 

**Distin

ct 5-

year 

progra

m with 

heavy 

empha

sis in 

researc

h 

2008 $63,262 

(2018 - 

2019) 

100% Full 

scholarship 

that covers 

tuition and 

fees; also 

covers 5% 

continuation 

fee applied to 

year of 

research with 

a stipend for 

students 

Endowments and 

hospital operations 

  

*Cleveland Clinic 

Lerner College of 

medicine is a 

branch of  Case 

Western Reserve 

University SOM 

Uniforme

d 

Services 

Universit

y F. 

Edward 

Hebert 

School of 

Medicine 

Federa

l 

M.D. 

1972 Tuition-

free; 

Addition

al salary 

of 

$64,000 

annually 

as 

active 

duty 

commis

sioned 

officers 

in the 

grades 

O-1* 

100% All students Taxpayer- funded 

through the 

Department of 

Defense 

*i.e. Second 

Lieutenant in the 

Army or Air Force; 

Ensign in the Navy 

or Public Health 

Service 



Kaiser 

Permane

nte 

School of 

Medicine 

Private 

 M.D. 

2020 

through 

2024 

(first 5 

classes) 

$54,719 

(include

s 

disability 

insuranc

e) 

100%; 

students 

still 

responsi

ble for 

living 

expense

s and the 

student 

registrati

on 

deposit 

First 5 

classes (~48 

students per 

class) 

starting in 

2020, 

Potential for 

grant aid for 

students with 

demonstrate

d financial 

need 

“Community 

benefits” revenue 

(the percentage of 

revenue that 

nonprofit hospitals 

are required to 

spend on 

“community 

projects” to 

continue tax-

exempt status) 

  1 

4. Debt Levels and Specialty Choice: 2 

  3 

In 2014, 102 allopathic U.S. MD students across 22 institutions were surveyed and found that 4 

students with higher levels of debt were more likely to choose a specialty with a higher average 5 

annual income, were less likely to plan to practice in underserved locations and were less likely 6 

to choose primary care specialties.9 7 

 8 

A similar study in 2014 found that at higher debt levels, odds of practicing in primary care 9 

declined. However, it does not influence private school graduates based on debt levels.10 10 

Another analysis in 2013 by the AMA found that at debt levels greater than $150,000 at the end 11 

of graduation has a negative impact on choosing primary care specialities.11 12 

  13 

While these studies exist, it is unclear whether or not tuition-free programs will help combat 14 

shortage in underserved areas or primary care specialties. Two studies have also shown that 15 

there is little to no direct correlation with debt levels and specialty choice, once again 16 

highlighting the lack of definitive evidence on the causation between tuition-free programs and 17 

specialty choice.11   18 

 19 

DISCUSSION 20 

  21 

Despite the already high cost of medical education, the price of attendance continues to rise. 22 

This sharp increase in levels of indebtedness is occurring at a rate exceeding the both inflation 23 

rate or increased physician compensation.12–14 In the 2018-2019 academic year alone, medical 24 

school tuition costs increased on average 3.1% for public institutions and 3.2% for private 25 

institutions, totaling an annual tuition of $31,905 and $53,901.15 In efforts to ameliorate this 26 

financial crisis, several institutions both public and private, have implemented tuition-free or 27 

tuition-reduced programs. 28 

  29 

The feasibility of addressing physician shortage through tuition-free medical education may be 30 

limited to a select group of institutions. Based on the sourced existing data on medical school 31 



endowment, enrollment and tuition expenses, only 20 medical schools were demonstrated to be 1 

in an equal or more favorable financial position than NYU. Notably, these schools include 15 of 2 

the top 20 U.S. research institutions. In addition, it took NYU over 11 years to raise the $600 3 

million necessary to enact their program, with $100 million of the fund stemming from a single 4 

donor and additional donations from more than 2,500 alumni, trustees and friends. Based on the 5 

cumulative cost of tuition of $2.2 billion dollars for 86 medical schools who have published 6 

tuition data, it would require an approximate endowment fundraising effort of $53 billion to offer 7 

free tuition indefinitely.16 Still, while these figures are based solely on tuition alone, in 2009 it 8 

was estimated that the annual variable cost, of educating a medical student was $62,887. For 9 

this analysis, the minimum of the 95% confidence interval is a cost of $38,226, which only 33% 10 

of medical schools (all of which are privately funded) could cover utilizing only tuition and fees.17 11 

  12 

While meeting such monumental funding needs may be challenging, the American Association 13 

of Medical Colleges (AAMC) has indicated that most philanthropic contributions to medical 14 

education come from donors who are unaffiliated with the institution. In 2016, 81% of donors to 15 

AAMC member medical schools were from patients, families or other individuals within that 16 

respective community.18 The extent to which this sum may have been able to significantly 17 

diminish the overall need for funding tuition-free education is unclear. As these initiatives 18 

continue to develop, they present not only a method to immediately address the ongoing issue, 19 

but also, and more importantly, provide objective, real-world measures regarding a variety of 20 

interventions to curbside medical student indebtedness. 21 

  22 

In addition to the obvious financial implications of increasing student debt, there exists a 23 

potential, yet substantial, impact on the quantity of undergraduate medical students entering 24 

primary care specialties. Currently, a body of evidence anecdotally and subjectively 25 

demonstrates a causation between medical education debt and student or trainee specialty 26 

choice. However, there is a paucity of studies that objectively investigate this association. Thus, 27 

at this time no definitive conclusion can be stated regarding this subject matter. As more 28 

schools implement tuition-free and tuition-reduced programs, the pool of objective data will 29 

grow, enabling a crucial and objective evaluation of this potential relationship. Subsequent 30 

studies are necessary to analyze the long-term impact of medical student indebtedness and 31 

specialty choice. Further, these subsequent studies shall also investigate the long-term 32 

sustainability of these tuition-free and tuition-reduced programs for the development of future 33 

advocacy efforts. 34 

  35 

RECOMMENDATIONS 36 

  37 

Your Committee on Long Range Planning and your Committee on Medical Education 38 

recommend the following: 39 

  40 

1. That our AMA-MSS continue to study this topic to gain a better understanding of the 41 

sustainability of free and reduced medical tuition programs and of the efficacy of these 42 

programs in effecting medical specialty choice; and 43 



2. That our AMA-MSS regularly track the tuition reimbursement programs across medical 1 

schools to monitor outcomes; and 2 

3. The remainder of this report be filed.3 
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_______________________________________________________________________________ 

INTRODUCTION 1 
2 

In the COLRP Report A - A-17, your MSS Committee on Long Range Planning (COLRP) 3 
assessed each Region’s bylaws to determine if they were in compliance with the minimum 4 
standards set forth in GC Report D, A-15.  Additionally, your COLRP re-evaluated the 5 
bylaws of each MSS Region in an attempt to better understand similarities and differences 6 
between Regions. 7 

8 
The A-17 report recommended the following: 9 

1. In alignment with MSS policy 665.012MSS, your COLRP recommends the10 

following:11 

a. That our MSS Speaker and Vice Speaker monitor all MSS Regions to12 

ensure compliance with the minimum requirements in GC Report D, A-15;13 

and14 

b. That our MSS COLRP reevaluate the accordance of each Region’s bylaws15 

with the categories in Tables 1 – 5b and release its findings in an16 

informational report to the Assembly at A-19;17 

18 
In the recommendations of the A-17 report, your COLRP was tasked to further re-evaluate 19 
each Region’s bylaws as described below.  The findings of this evaluation are to be 20 
released in an informational report to the MSS Assembly at A-19. This report assesses 21 
each region’s adherence to the minimum bylaw requirements outlined in the AMA-MSS 22 
GC Report D, A-15, “Evaluation of AMA-MSS Region Bylaws.” The following report also 23 
identifies how each region bylaw addresses the following categories: quorum, voting, 24 
parliamentary procedure, and policy coordination.  25 

26 
METHODS 27 

28 
The most current bylaws adopted by each region were submitted to your COLRP in March 29 
2019.  Your COLRP acknowledges that some Regions may intend to update their bylaws 30 
at the upcoming Annual meeting, and that the contents of this table may not reflect those 31 
intentions. Your COLRP assessed the inclusion of minimum bylaws based on the AMA-32 
MSS GC Report D, A-15, “Evaluation of AMA-MSS Region Bylaws” as outlined in Table 1 33 
and outlined each region’s process for quorum, voting, parliamentary procedures, and 34 
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policy coordination in Tables 2 - 5b. Region bylaws were compared to the MSS IOP in 1 
effect as of March 2019. 2 
 3 
RESULTS 4 
 5 

I.   Recommended Region Bylaw Provisions Pursuant to GC Report D, A-15 6 

  7 
Table 1 outlines each Region's inclusion of the minimum bylaws as recommended by 8 
AMA-MSS GC Report D, A-15. Each region was analyzed to see if they included the 9 
minimum bylaw (Present), if they did not (Absent), if their bylaws were contrary to MSS 10 
IOP (Present, Different), or lacked the specificity requested in the MSS IOP (Present, 11 
Incomplete). 12 
  13 
All Regions met minimum bylaw standards on the following: description of the Region 14 
Governing Council, and a clause on the purpose of the Medical Student Region is to elect 15 
Regional Delegates to the House of Delegates. 16 
  17 
All seven Regions delineate in their bylaws the responsibilities of the Region Chair. 18 
However, the description of Region Chair responsibilities for Regions 2, 4, 6, and 7 did not 19 
include the level of detail requested per MSS IOP 8.1.3. 20 
 21 
When examining the requirements for Regional Delegate Elections, only Region 7 met 22 
minimum standards set forth by MSS IOP 8.3. Regions 1, 2, 3, 4, 5, and 6 does not 23 
include criteria for applicants who run from the floor and the requirement that they submit 24 
their election materials within 60 days of their election to retain their position. In addition, 25 
Region 2 does not require state endorsement.   26 
  27 
In addition, Regions 1, 2, 3, and 5 specifically detail how to determine the Regional 28 
Delegation Chair. Region 7 does include mention the selection of the Region Delegation 29 
Chair but does not have the level of detail required per MSS IOP 8.4 (no description of the 30 
selection process and which delegates are able to be selected).  Region 6 does include 31 
detail on the selection of a Region Delegation, however it goes against MSS IOP 8.4 by 32 
not allowing Alternate Delegates to be appointed as Region Delegation Chair. Region 4 33 
has no clause detailing the determination of the Region Delegation Chair. 34 
  35 
Region 7 bylaws fully describe the responsibilities of their Regional Delegation Chair. 36 
Regions 1 and 5 are near complete but lack a clause stating that the Region Delegation 37 
Chair will coordinate region authorship to the MSS. Region 2 has a very brief description 38 
of Region Delegation Chair responsibilities; however, it lacks the detail required per MSS 39 
IOP 8.4. Regions 3, 4, and 6 lack such a clause altogether. 40 
  41 
In summation, your MSS COLRP found that no regions completely met the minimum 42 
bylaws as recommended by AMA-MSS GC Report D, A-15 and thus all would require 43 
some additions or changes.  Region 1 had near complete bylaws, but would need to 44 
include additional detail on the selection of the Regional Delegate (MSS IOP 8.3) and 45 
would need to include additional detail on the responsibilities of the Region Delegation 46 
Chair (MSS IOP 8.4). Region 2 had near complete bylaws, with the lack of detail 47 
specifying the responsibilities of the Region Chair (MSS IOP 8.1.3), additional detail on 48 
the selection of the Regional Delegate per (MSS IOP 8.3), and detail on the 49 
responsibilities of the Region Delegation Chair (MSS IOP 8.4). Similarly, Region 3 had 50 
near complete bylaws, with the exception of a missing clause which stated the 51 



responsibilities of the Region Delegation Chair (MSS IOP 8.4) and missing detail on the 1 
selection of the Regional Delegate (MSS IOP 8.3).  In order for Region 4 to meet 2 
minimum bylaw guidelines, the region must include additional details on the process in 3 
which the Region Chair is selected and their responsibilities (MSS IOP 8.1.3) and must 4 
create clauses which detail the determination of the Region Delegates (MSS IOP 8.3) and 5 
the determination and responsibilities of the Region Delegation Chair (MSS IOP 8.4). In 6 
order for Region 5 to meet all requirement, additional detail on the selection of the 7 
Regional Delegate (MSS IOP 8.3) and additional detail on the responsibilities of the 8 
Region Delegation Chair (MSS IOP 8.4) would need to be included. Region 6 is also 9 
lacking details on the process in which the Region Delegation Chair is selected (MSS IOP 10 
8.4) and the selection of the Regional Delegate (MSS IOP 8.3). They must also create 11 
clauses which detail the responsibilities of the Region Delegation Chair (MSS IOP 8.4) 12 
and include that the Region Chair organize regional conferences (MSS IOP 8.1.3).  13 
Region 6 also includes an exclusion where the Region Delegation Chair cannot be an 14 
Alternate Delegate. This is currently at odds with MSS IOP 8.4 which states either a 15 
Regional Delegate or the Alternate may be appointed at Region Delegation Chair.  Region 16 
7 currently lacks detail describing the Region Chair responsibilities (per MSS IOP 8.1.3) 17 
and the selection of Region Delegation Chair (MSS IOP 8.4), and the full responsibilities 18 
of the Region Delegation Chair (MSS IOP 8.4). 19 
 20 

II. Quorum/Voting 21 

  22 
Table 2 outlines each region’s specific criteria for establishing quorum. The most popular 23 
method to determine quorum is one-third of total chapters with a minimum of 3 states in 24 
that region present. Regions 1, 3, 4, 6, 7 abide by the aforementioned method. Only 25 
Regions 2 and 5 require half of all chapters to be present with a minimum of 4 and 3 26 
states, respectively. 27 
  28 
Voting allocation by region varies significantly. Table 3 outlines each region’s criteria for 29 
voting allocation. Regions 2 and 4 all allocate one vote to each medical campus. Regions 30 
3 allocates one vote, however that vote is for each medical school including their satellite 31 
campuses. Region 6 also allocates one vote per medical school; however, it fails to clarify 32 
if that one vote is for each medical school and all its satellite campuses or if each separate 33 
campus would receive its own vote. Region 1 allows for each campus to receive two 34 
votes, one for the Delegate and the second for the Alternate Delegate. Region 5 utilizes 35 
campus enrollment in the AMA as a factor of the number of votes allocated. One vote is 36 
given for every 100 students enrolled with each additional 50 giving the campus another 37 
vote (e.g. 150 students = 2 votes). Region 7 is the only region which allocates votes to 38 
states based on state attendance at the Regional Meeting. Each state is given one vote 39 
for every three chapters that send a delegate to the Regional Meeting. 40 
 41 
III. Parliamentary Procedure 42 

  43 
The AMA- Assembly as per MSS IOP 4.4.5.1 utilizes the Standard Code of Parliamentary 44 
Procedure. Table 4 outlines the body of parliamentary procedure utilized during business 45 
meetings for each region. Regions 1, 2, 3, 4, 6 and 7 follow the Standard Code of 46 
Parliamentary Procedure. Region 5 employs Davis’ Rules of Order. 47 
 48 
IV. Policy Coordination 49 

  50 



Policy coordination includes resolution writing oversight and facilitation, region resolution 1 
sponsorship, and any other efforts which may yield policy for the AMA or the AMA-MSS. 2 
Table 5a outlines the systems each region utilizes to coordinate resolution writing. Every 3 
region has at least one coordinator although the title varies between Legislative Chair, 4 
Advocacy Chair, or Policy Chair. Region 3 also has a Legislative Vice Chair to support the 5 
efforts of the Legislative Chair. In addition to these individuals, Regions 2, 3, 5 and 6 have 6 
policy focused committees.  Regions 2 and 5 create a resolution committee that oversees 7 
the resolution writing process. Region 6 and Region 3 have a legislative committee, but 8 
the bylaws do not detail the explicit purpose of the committee. The methods in which 9 
these committees are assembled and who is qualified to be a part of the committee 10 
across bylaws have various levels of detail, which may be a point of confusion for 11 
members. 12 
  13 
Region sponsorship of resolutions can be found at Table 5b. Only one region, Region 2, 14 
utilizes their Resolution Committee to decide whether a resolution will gain regional 15 
authorship. The remaining Regions all utilize a majority vote in favor to determine 16 
authorship. Regions 1, 3, 5 require that two-thirds of the vote cast be in favor for region 17 
authorship. Region 4, 6, and 7 utilize a simple majority vote in favor for region authorship. 18 
  19 
 20 
CONCLUSION 21 
  22 
In summation, the primary aim of this report was to assess if Regions included required 23 
bylaw elements as outlined in AMA-MSS GC Report D, A-15, “Evaluation of AMA-MSS 24 
Region Bylaws.” Regions 1, 2, 3, 4, 5, 6, and 7 all lack or include incomplete bylaw 25 
elements when compared to AMA-MSS GC Report D.  Your COLRP highly recommends 26 
these Regions update their bylaws to ensure they have included all the minimum required 27 
elements in sufficient detail. 28 
  29 
In addition to the aforementioned assessment, your COLRP was able to compare region 30 
bylaws regarding the categories of quorum, voting allocation, parliamentary procedure, 31 
and policy coordination. Correspondingly to the A-17 report, this report continued to show 32 
that there are differences between region bylaws in all categories compared. Your COLRP 33 
hopes that their analysis will encourage Regions to critically examine their own bylaws as 34 
well as gain insight on the variety of approaches Regions can use to conduct business. 35 
  36 
RECOMMENDATIONS 37 
 38 
In alignment with MSS policy 665.012MSS, your COLRP recommends the following: 39 
  40 

1. That our MSS Speaker and Vice Speaker monitor all MSS Regions to ensure 41 

compliance with the minimum requirements in GC Report D, A-15; and  42 

2. That Region 1 modify their bylaws to specify the selection of the Regional 43 
Delegate and the responsibilities of the Region Delegation Chair to be in 44 
accordance with MSS IOP 8.3 and MSS IOP 8.4; and 45 

3. That Region 2 modify their bylaws to specify the responsibilities of the Region 46 
Delegation Chair and Region Chair and specify the selection of the Regional 47 
Delegate to be in accordance with MSS IOP 8.4, MSS IOP 8.1.3 and MSS IOP 8.3 48 
respectively; and 49 



4. That Region 3 modify their bylaws to specify the selection of the Regional 1 
Delegate and responsibilities of the Region Delegation Chair to be in accordance 2 
with MSS IOP 8.3 and MSS IOP 8.4; and 3 

5. That Region 4 modify their bylaws to include the process in which the Region 4 
Chair and, Region Delegates, and Region Delegation Chair are selected and the 5 
responsibilities of the Region Delegation Chair and Region Chair to be in 6 
accordance with MSS IOP 8.1.3, MSS IOP 8.5, and MSS IOP 8.4; and  7 

6. That Region 5 modify their bylaws to specify the selection of the Regional 8 
Delegate and the responsibilities of the Region Delegation Chair to be in 9 
accordance with MSS IOP 8.3 and MSS IOP 8.4; and 10 

7. That Region 6 modify their bylaws to include details on the process in which the 11 
Region Delegation Chair and Region Delegate is selected and the responsibilities 12 
of the Region Delegation Chair and Region Chair, and eliminate the exclusion 13 
where the Region Delegation Chair cannot be an Alternate Delegate to be in 14 
accordance with MSS IOP 8.1.3. MSS IOP 8.3, and MSS IOP 8.4; and 15 

8. That Region 7 modify their bylaws to describe the Region Chair responsibilities 16 
and the selection and responsibilities of the Region Delegation Chair to be in 17 
accordance with MSS IOP 8.1.3 and MSS IOP 8.4; and 18 

9. That our MSS-COLRP reevaluate the accordance of each Region’s bylaws with 19 

the categories in Tables 1 – 5b and release its findings in an informational report to 20 

the Assembly at A-21; and  21 

10. The remainder of this report be filed.22 
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Table 1: Inclusion of Minimum Bylaw Elements, Pursuant to GC Rep D A-15, By 
Region 

 

 

Clause 
stating a 

purpose of 
the Medical 

Student 
Region is to 

elect 
Regional 

Delegates to 
the HOD 

(MSS IOP 
8.1.1) 

Responsibiliti
es of the 

Region Chair 
(8.1.3) 

Requireme
nts of the 
Region 

Delegate 
Elections 
(MSS IOP 

8.3) 

Descriptio
n of 

Regional 
Governin
g Council 
(MSS IOP 

8.1.4) 

How to 
Determine 
Regional 

Delegation 
Chair 

(MSS IOP 
8.4) 

Responsibiliti
es of 

Regional 
Delegate 

Chair 
(MSS IOP 

8.4) 

Region 1 Present Present 
Present, 

Incomplet
e 

Present Present 
Present, 

Incomplete 

Region 2 Present 
Present, 

Incomplete 

Present, 
Incomplet

e 
Present Present 

Present, 
Incomplete 

Region 3 Present Present 
Present, 

Incomplet
e 

Present Present Absent 

Region 4 Present 
Present, 

Incomplete 

Present, 
Incomplet

e 
Present Absent Absent 

Region 5 Present Present 
Present, 

Incomplet
e 

Present Present 
Present, 

Incomplete 

Region 6 Present 
Present, 

Incomplete 

Present, 
Incomplet

e 
Present 

Present, 
Different 

Absent 

Region 7 Present 
Present, 

Incomplete 
Present Present 

Present; 
Incomplet

e 

Present; 
Incomplete 

Each region was analyzed to see if they included the minimum bylaw (Present), if they did not 
(Absent), if their bylaws were contrary to MSS IOP (Present, Different), or lacked the specificity 

requested in the MSS IOP (Present, Incomplete). 

 



Table 2: Requirements for Quorum by Region 
 

Region 1 
One-third of all active chapters within Region 1 provided that at least three states 

are represented. 

Region 2 
At least fifty percent of all sections within Region 2 provided that at least four 

states are represented. 

Region 3 
One-third of all chapters within the Region 3 provided that at least three states are 

represented 

Region 4 
One-third of all active chapters within Region 4 shall constitute a quorum, 

provided that at least three states are represented 

Region 5 
A quorum shall constitute 1/2 of all active chapters within Region 5 provided that if 

at least 3 states are represented. 

Region 6 
One-third of all chapters within Region 6 shall constitute a quorum provided that at 

least three states are represented. 

Region 7 
One-third of Region 7 active chapters, provided that at least three states are 

represented 

 
 

Table 3: Voting Allocation by Region 
 

Region 1 Each Campus gets two votes 

Region 2 One vote shall be given to each medical school and separate campus 

Region 3 Each medical school (together with its satellite campuses) gets one vote 

Region 4 Each Campus gets 1 vote 

Region 5 

Each school and/or satellite 1 vote for every 100 students enrolled. Any additional 
50 students enrolled gains a vote. (i.e. 150 students = 2 votes) 

In order to vote, at least one representative from the school must be present. Any 
additional votes allocated may be cast via video or teleconference. 

Region 6 Each Medical School represented at the Region 6 meeting shall have one vote. 

Region 7 
Proportional allocation of votes to the states based on their representation at each 

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



Table 4: Parliamentary Procedures by Region 
 

Region 1 Standard Code of Parliamentary Procedure 

Region 2 Standard Code of Parliamentary Procedure 

Region 3 Standard Code of Parliamentary Procedure 

Region 4 Standard Code of Parliamentary Procedure 

Region 5 Davis’ Rules of Order then Standard Code if not covered in Davis’ 

Region 6 Standard Code of Parliamentary Procedure 

Region 7 Standard Code of Parliamentary Procedure 

   
 



Table 5a. Policy Coordination Initiatives by Region 
 

Region 1 Policy chair facilitates region resolution authorship 

Region 2 Advocacy Chair and Annual Resolution Committee 

Region 3 
Legislative Chair, Legislative Vice Chair, and a Resolution Review Committee 

made up of legislative chairs from each section 

Region 4 Resolution and Advocacy Chair 

Region 5 Legislative Chair, Regional External Affairs Committee, Resolution Committee 

Region 6 Legislative Committee Chair and unspecified Legislative Committee 

Region 7 Advocacy Chair 

 
 

Table 5b. Region Resolution Authorship Requirements by Region 
 

Region 1 Receive at least two-thirds vote of support. 

Region 2 
Region 2 members will submit resolutions to the Resolution Committee, who will 

review and vote on region authorship. 

Region 3 The vote in favor must have two thirds of the vote to constitute a majority 

Region 4 
A minimum of 10 chapters must vote, and the vote in favor must reach a simple 

majority. 

Region 5 The vote in favor must have two thirds of the vote to constitute a majority 

Region 6 The vote in favor must have a simple majority vote 

Region 7 
The vote in favor must have a simple majority vote,  

1 vote per State for every three chapters or portion thereof that send a delegate to 
the Regional meeting 

 



REPORT OF THE MEDICAL STUDENT SECTION 
COMMITTEE ON SCIENTIFIC ISSUES 

MSS CSI Report A 

A-19

Subject: Supporting Research into the Therapeutic Potential of Psychedelics 

Presented by: MSS Committee on Scientific Issues 

Referred to: MSS Reference Committee 
(Danny Vazquez, Chair) 

____________________________________________________________________________ 

INTRODUCTION 1 
2 

At the 2018 MSS Interim Meeting, the AMA-MSS referred for study MSS Resolution 17 3 
“Supporting Research into the Therapeutic Potential of Psychedelics”:  4 

5 
RESOLVED, Our AMA calls for the status of psychedelics as Schedule 1 substances be 6 

reviewed with the goal of facilitating clinical research and developing psychedelic-based 7 

medicines; and be it further 8 

9 

RESOLVED, That, given the high regulatory and cultural barriers, our AMA explicitly 10 

supports and promotes research into the therapeutic potential of psychedelics to help 11 

make a more conducive environment for research; and be it further 12 

13 

RESOLVED, That our AMA supports and promotes research to determine the 14 

consequences of long-term psychedelic use. 15 

16 

The MSS Reference Committee received mixed testimony on this resolution, and ultimately 17 
recommended that the resolution be not adopted for the following reasons: the resolution is 18 
“infeasible” due to the high variability of legal implications and the large advocacy effort that 19 
would be required, concerns over the scope of the MSS addressing psychedelics, and the 20 
controversy of this issue potentially leading to unexpected consequences.  The MSS Reference 21 
Committee did not believe the proposed language would achieve the spirit of the resolution.   22 

23 
Regarding Resolution 17-I-18, staff experts expressed three main concerns. First, while the 24 

AMA supports research, the reduction of psychedelics from Schedule 1 drugs has significant 25 

problematic implications for the AMA. The FDA, which controls the scheduling of drugs, is 26 

guided by laws, implying that the AMA would not be able to advocate for the reduction of 27 

psychedelic scheduling without spending a significant amount of political and financial capital. 28 

Doing so would affect AMA’s ability to pursue its current agendas. Second, the political and 29 

public relations aspect of supporting the removal of psychedelics from schedule one would be 30 

significant and difficult to overcome. This again would take significant financial and political 31 
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capital. Lastly, the AMA would need to consider the public health effects of reducing the severity 1 

of psychedelic usages. 2 

 3 

BACKGROUND 4 
 5 
There is a complex cultural and political history regarding psychedelic drugs, which include, 6 
among others, mescaline, lysergic acid diethylamide (LSD), psilocybin, and N,N-7 
dimethyltryptamine (DMT). The first legislative limitation of psychedelic use occurred through 8 
amendments to the Federal Food, Drug, and Cosmetic Act in 1965. In this amendment, 9 
psychedelic drugs were grouped with known drugs of abuse with the adoption of the following 10 
language:15 11 
 12 

“The definition of a depressant or stimulant drug, however, includes the following 13 
significant language: any drug which contains any quantity which the Secretary [of the 14 
Department of Health, Education, and Welfare], after investigation, has found to have, 15 
and by regulation designates as having, a potential for abuse because of its depressant 16 
or stimulant effect on the central nervous system or its hallucinogenic effect.”15 17 

 18 
Following this, the Controlled Substances Act (CSA) of 1970 was passed, which places “all 19 
substances which were in some manner regulated under existing federal law into one of five 20 
schedules.”19. Congress established Schedule I for drugs with (1) high potential for abuse, (2) 21 
no accepted medical use in treatment in the United States, and (3) a lack of accepted safety for 22 
use under medical supervision.10 23 
 24 
The major factor distinguishing substances in Schedule I from the others is established and 25 
accepted medical use in treatment in the United States.6 However, there is D.C. Circuit Court 26 
precedent stating that a substance or drug with “no currently accepted medical use” should not 27 
automatically be placed into Schedule I.9 The court ruling asserted that the legislative history of 28 
the Controlled Substances Act indicates that medical use is but one factor to be considered, is 29 
by no means the most important one, and that to treat medical use as the controlling factor in 30 
classification decisions is to render irrelevant the other findings required by the CSA’s 31 
scheduling criteria. Moreover, scheduling practices currently in place support the conclusion that 32 
substances that lack an established medical use need not always be placed in Schedule 1, 33 
exemplified by substances such as poppy straw that have no currently accepted medical use 34 
but are categorized in Schedule II.6 35 
 36 
Despite the findings in this court ruling, no changes were made as the ruling was filed in dicta, in 37 
other words, as an opinion from an authoritative body and not binding, exemplifying the power 38 
the Drug Enforcement Agency (DEA) holds over scheduling of substances and an explanation 39 
as to why and how the DEA has refused rescheduling of certain substances.6 This is furthered 40 
by a 2001 administrative decision by the DEA to deny a petition to initiate rulemaking 41 
proceedings to reschedule marijuana.10   42 
 43 
Due to the differences in professional entity and authoritative body decisions over substance 44 
scheduling, the DEA’s sole decision-making power over scheduling has been criticized.  It is 45 
argued that scheduling criteria that cannot be consistently followed and that is open to 46 
interpretation is fundamentally flawed, making the scheduling of substances by a political law 47 
enforcement agency at odds with those that want to study substances for their medical or 48 
scientific benefit.6 49 
 50 



There is also significant evidence that the geopolitical context from the early 1900s to the 1960s 1 
was largely responsible for the development of drug schedules, the eventual formation of the 2 
Controlled Substances Act of 1970, and amendments thereafter. According to McAllister8, it was 3 
thought, even at that time, that only opiates and coca-based drugs were deemed addictive, 4 
while central nervous system stimulants and depressants, hallucinogens, and other classes of 5 
drugs acted differently upon the body and therefore could not be addictive.  Thus, they would 6 
not fit the schedule I classification.  It is argued that pro-control advocates used these schedules 7 
as a form of geopolitical and financial control, not a way to regulater psychotropics according to 8 
careful scientific evaluation.8 9 
 10 
Upon closer look at the socio-political environment in the United States at the time of passing of 11 
the Controlled Substances Act, there is concern over the intention of the law.  The original 12 
publicized intent was to rationalize and liberalize American drug policies, and to support 13 
flexibility and innovation in managing substances.  Instead, it is argued that it was used as a 14 
punitive system of drug control.  From the so-called “crack epidemic” and “war on drugs,” there 15 
have been amendments and changes to the Controlled Substances Act that have turned it into 16 
“the chief prop of federal law enforcement and means of underclass criminal incapacitation.”3 17 
 18 
Scientifically speaking, there is a large amount of evidence that psychedelics exhibit promise as 19 
therapeutics for a number of disorders including mood disorders, substance use disorders, and 20 
headaches, among others. One prospective longitudinal study of more than 900 “marginalized 21 
women”, who are disproportionately at risk for suicide, showed that subjects who used 22 
psychedelic drugs were at no significant hazard for suicidal ideation or attempt while subjects 23 
naive to psychedelic drugs were at nearly five times greater risk of suicide ideation or attempt.  24 
Additionally, the study showed that subjects with regular opioid use were at a three time greater 25 
risk of suicidal ideation, whereas psychedelic use did not increase suicidal ideation.1 26 
 27 
A systematic review of published clinical treatment studies using psychedelics showed that 28 
unipolar mood disorders, the current treatment for which is often suboptimal, can be improved 29 
by the psychedelic drugs lysergic acid diethylamide and psilocybin.  These drugs were used 30 
frequently in the treatment of mood disorders prior to their prohibition in the 1960s in the United 31 
States.  This review identified a recent study done in the United Kingdom showing that 32 
psilocybin shows promise in the treatment of resistant depressive disorder.  The review asserts 33 
that psychedelics should be re-examined in modern trials, especially for unipolar mood 34 
disorders.16 35 
 36 
Other studies have shown, for example, that long-term ayahuasca use improves subject’s 37 
positive perception of health and correlates with healthy lifestyles, increased personal values, 38 
and reduced prescription drug use,11 that both psilocybin and ayahuasca may be effective in 39 
treating treatment-resistant depression,13,14 that ketamine psychedelic therapy may help with 40 
alcohol use disorder treatment,7 and that cluster headaches may be effectively treated by both 41 
psilocybin and LSD.18 There has also been research supporting that “microdosing” of 42 
psychedelics led to improved psychological functions of connection, contemplation, focus, 43 
happiness, productivity, and wellness.”15 44 
 45 
Many studies conclude with a general call for further studies in this area.  One study looking at 46 
the use of psychedelics for drug-assisted psychotherapy for mental illness stated that the 47 
current scheduling of psychedelics (at schedule I) has impeded research negatively.2 Another 48 
study looking at the effect of psilocybin and LSD in reducing anxiety and depression in cancer 49 
patients and those with a history of addiction concluded that both these substances showed 50 
great promise. However, these authors also concluded that the studies done thus far have not 51 



had enough subjects or long enough duration to firmly conclude the benefits of these 1 
substances.  The authors also reiterated and stressed the need for new and more thorough 2 
studies and trials.5  3 
 4 
One of the major concerns with rescheduling of psychedelic substances is the potential dangers 5 
associated with using these substances in research or patient treatment.  One study looked at 6 
mutagenicity or genetic damage potentially due to LSD, and found that at “normal” dosages, 7 
there were no findings of chromosomal or genetic damage; however, the authors gave the 8 
qualifier that these effects may still be possible at “extreme” dosages.4 In another study looking 9 
at the use of psychedelics in the treatment of unipolar mood disorders, there was no evidence to 10 
support that psychedelics carried a risk of dependence when used as treatment.16  11 
 12 
While studies generally purport the safety as well as the efficacy of treatment with psychedelics, 13 
one study looking at the effect of LSD on the body showed also that there were no serious acute 14 
adverse events observed, but that the substance carried the risk of sympathomimetic 15 
stimulation. Observed symptoms included increased blood pressure, heart rate, body 16 
temperature, pupil size, cortisol, prolactin, oxytocin, and epinephrine.17   17 
 18 
DISCUSSION 19 
 20 
First and foremost, current scientific findings urge further experimentation over limiting access 21 
and dosage to psychedelics as a group. The large amount of evidence showing the potential of 22 
psychedelics as powerful therapeutics contradict the placement of this drug group in Schedule 23 
1, since the traditional justification of this placement is the criteria of “no present medical use.”  24 
 25 
The continuation of resistance to updates in current drug scheduling in general not only reflects 26 
a reactionary culture, but also hinders our knowledge and innovation in an entire group of 27 
potential medications, which is arguably the bigger threat to the United States’ capacity as a 28 
leader in the scientific and economic realms. In terms of medical use, research has not yet 29 
demonstrated the cause and effect of any single chemical in large trials, which appears to be a 30 
result of limited supply and funding due to the Schedule 1 label.  Eventually, each chemical will 31 
likely need its own individual characterization as  preliminary studies show that they exhibit 32 
different physiological effects.   33 
 34 
Several clinical trials have shown dramatic positive effects of psychedelics for patients with 35 
mental illnesses such as medication-resistant depression, PTSD, and anxiety. However, all 36 
articles state the need for longer term research or greater numbers for their research. The lack 37 
of availability primarily stems from legal regulations. Although researchers can now apply online 38 
on the DEA website (https://www.deadiversion.usdoj.gov/drugreg/index.html) to register with the 39 
DEA and submit their research protocol(s) to conduct research on Schedule 1 drugs, in this 40 
manner the DEA continues to be the authority on whether a substance maintains its 41 
classification in a certain schedule and whether the researchers are allowed to conduct the 42 
studies outlined in their protocol pursuant to meeting certain criteria (e.g. appropriate 43 
qualifications of investigators as noted on CVs, justification of amount of Schedule 1 substance 44 
needed and source of supply, detailed experimental procedures, duration of project, and 45 
security provisions for storing and dispensing the Schedule I substance). As the system 46 
currently stands, we are caught in an impasse even though investigators have published 47 
evidence to suggest that psychedelics are substances with (1) low potential for abuse, (2) 48 
measurable medical use in treatment in the United States, and (3) proven safety while used in 49 
clinical trials under medical supervision. Although these studies have been publicly available, 50 

https://www.deadiversion.usdoj.gov/drugreg/index.html


regulators continue to designate psychedelics in a manner that impedes their further study and 1 
potential use as therapeutics.   2 
 3 
The Committee on Scientific Issues sought guidance from AMA Staff with expertise in drug 4 
scheduling. The current opinion in the realm of policy is that psychedelics have not met the 5 
minimum scientific threshold to be reclassified and that current procedures to register 6 
researchers and institutions and allow them to conduct research on Schedule 1 drugs in a 7 
heavily supervised manner is sufficient to gather evidence on the potential therapeutic use of 8 
psychedelics. However, these substances have shown therapeutic potential for multiple disease 9 
processes and simply making the application process easier to perform investigations on 10 
Schedule 1 drugs, without lowering the barriers to execute the research, does not provide the 11 
necessary incentives for researchers and pharmaceutical companies to carry out high-powered, 12 
Phase III clinical trials to test the safety, efficacy, and effectiveness of psychedelics. 13 
 14 
With these statements in mind, the following conclusions are presented with the understanding 15 
that the likely political and capital investment of implementing this report is substantial and these 16 
recommendations have the potential for uncomfortable discourse at the House of Delegates. 17 
However, the Committee on Scientific Issues believes the scientific findings regarding the 18 
therapeutic uses of psychedelics by multiple investigators deserves re-consideration and further 19 
discourse within the medical community given the potential efficacy of their use in mental and 20 
public health as shown by the available clinical trials to date.  21 
 22 
Regarding the verbiage of this resolution, the Committee on Scientific Issues agrees that, from 23 
the evidence gathered here, all RESOLVED clauses have merit.  It was agreed that the first 24 
RESOLVED, instead of asking the AMA to review the scheduling of psychedelics, should 25 
instead ask for the AMA to call directly for rescheduling of psychedelics.  This also addresses 26 
the concern for feasibility of the current language, as the power of the AMA to “review” 27 
scheduling was in question.  28 
 29 
For RESOLVED 2, there is also sufficient evidence from the legal standpoint to support that 30 
there are “high regulatory and cultural barriers” which have been politicized by placing the 31 
decision-making process of drug scheduling with the DEA. It was also thought that RESOLVED 32 
2 is necessary as a stand-alone clause since it targets the “non-clinical” arguments currently 33 
used by the Drug Enforcement Agency to maintain psychedelics in the Schedule 1 34 
classification. This is a powerful clause that is needed to begin to dissociate the cultural, 35 
religious, political, and personal biases from the clinical world of science. 36 
 37 
The third RESOLVED ties together the ideas introduced in RESOLVED 1 and RESOLVED 2. It 38 
was agreed that introducing “benefits and adverse effects” to the the clause would neutralize the 39 
currently negative language.  It also would focus the aim of the RESOLVED to the efficacy of 40 
these substances in addressing medical issues, in addition to promoting the research and 41 
consequences of using these consequences.   42 
 43 
RECOMMENDATIONS 44 
 45 
Your Committee on Scientific Issues recommends that the following recommendations are 46 
adopted and the remainder of the report is filed:  47 
 48 



1. RESOLVED, Our AMA calls for the status of psychedelics as Schedule 1 substances be 1 

reclassified into a lower schedule class  reviewed with the goal of facilitating clinical 2 

research and developing psychedelic-based medicines; and be it further 3 

2. RESOLVED, That, given the high regulatory and cultural barriers, our AMA explicitly 4 

supports and promotes research into the therapeutic potential of psychedelics to help 5 

make a more conducive environment for research; and be it further 6 

3. RESOLVED, That our AMA supports and promotes research to determine the benefits 7 

and adverse effects consequences of long-term psychedelic use. 8 
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INTRODUCTION 1 

2 

At the 2018 Interim meeting, the AMA-MSS referred for study MSS Resolution 05 - “Inclusion of 3 

Pregnant Women in the Secondhand Smoke Driving Ban” which requests an amendment to 4 

Secondhand Smoke Policy H-490.910 with the following:  5 

6 

RESOLVED, That our AMA amend policy H-490.910, Secondhand Smoke, by addition 7 

as follows: 8 

9 

Secondhand Smoke, H-490.910 10 

11 

1. Our AMA urges the President of the United States to issue an Executive Order making12 

all federal workplaces, including buildings and campuses, entirely smoke free and urges13 

its federation members to do the same.14 

2. Our AMA supports legislation that prohibits smoking while operating or riding in a vehicle15 

that contains children and pregnant women.16 

17 

I-18 MSS Reference Committee received testimony in support of the spirit of this resolution, but18 

harbored extensive concerns that this resolution unintentionally supports the criminalization of19 

pregnant woman who smoke, or pregnant women who are near secondhand smoke, and20 

expressed concerns that Resolution 05 threatens the autonomy of pregnant women.21 

22 

While acknowledging the concerns of the Reference Committee, testimony was given to the I-18 23 

MSS Assembly stating that the issue was too important to not be further investigated. This was 24 

found to be compelling by the assembly. Accordingly, the MSS Women in Medicine Committee 25 

has produced this report, which details the effects of secondhand smoke on pregnancy and 26 

explores alternative methods to legislation to enact the spirit of the resolution. 27 

28 

Table of ContentsPrevious



BACKGROUND 1 

 2 

Smoking during pregnancy is a well-established source of harm to the pregnant mother and the 3 

developing fetus. Smoking during pregnancy can result in premature delivery, low birth weight, 4 

restricted fetal growth, birth defects, and sudden infant death syndrome. Cigarette smoke is a 5 

known teratogen resulting in higher incidences of spontaneous abortion, premature ablatio 6 

placentae, reduced weight at birth, and congenital deformities (cheilognathopalatoschisis, 7 

deformed extremities, polycystic kidneys, aortopulmonary septum defects, gastroschisis, skull 8 

deformation, etc.). In addition, smoking during pregnancy increases an infant’s risk of 9 

developing ear infections, respiratory infections, and asthma. There is also increased risk of 10 

these outcomes for the child when a pregnant woman is exposed to passive or secondhand 11 

smoke (abbreviated SHS henceforth). The woman herself is at higher risk for stroke, coronary 12 

artery disease, lung and bladder cancer due to her increased exposure to smoke. It was 13 

estimated in 2011-2012, 58 million people were exposed to SHS, and SHS exposure causes 14 

more than 41,000 deaths among nonsmoking adults and 400 deaths in infants each year 1. 15 

 16 

Homes and vehicles are the most common place in which people are exposed to SHS, which 17 

can result in the harmful effects outlined above on a pregnant mother and the fetus (CDC). Data 18 

from the US and other countries has shown the value of comprehensive smoke-free legislation’s 19 

impact on exposure levels in public places and further voluntary adoption of smoke-free rules in 20 

homes 2,3. Other interventions, such as counseling pregnant women and members of their home 21 

on the risks of SHS, have also been effective in reducing pregnant women’s exposure to SHS 22 

as well as reducing the risks of low-birthweight or preterm infant 4.  23 

 24 

Research has also shown vulnerable populations are often the ones in which SHS exposure is 25 

most prevalent. This includes non-Hispanic African Americans, those with a lower 26 

socioeconomic status (SES), women who are unwed, and those who rent. 1,5 This further 27 

portrays the necessity to limit smoking to prevent further development of health disparities 28 

among vulnerable populations’ mothers and children.  29 

 30 

Despite more people being taught about the dangers of smoking while pregnant, research 31 

shows that many pregnant mothers across the US still smoke while pregnant. For instance, 32 

West Virginia has the highest prevalence of smoking during pregnancy at 25.1% followed by 33 

Kentucky at 18.4%, Montana at 16.5%, and Missouri at 15.3%.6  Some mothers increase levels 34 

of smoking after birth, and seven of ten women who cease smoking during pregnancy return to 35 

smoking after delivery. 7 A 2012 study found that the majority of smoking parents exposed their 36 

children to SHS in their cars at least some of the time, and only 12% of parents who smoked 37 

were advised about the risks of smoking in their cars by pediatricians.8 38 

 39 

Laws that restrict smoking in the presence of children/pregnant women generally have a 40 

positive impact on children’s health. In California, the introduction of the ban on smoking in cars 41 

with children resulted in a 12% annual decline of students reporting exposure to smoke in cars. 42 

In the 4 years prior to the introduction of this law there was less than a 1% annual decline in 43 

exposure. Additionally, those students who reported being exposed to smoking in cars were 44 



more likely to have asthma and more likely to consider smoking in the future.9  Generally, a 1 

violation of these non-smoking laws results in a fine.10 2 

 3 

DISCUSSION 4 

 5 

Smoking presents many risks to the health of a developing fetus. Cigarette smoke is a known 6 

teratogen, can result in pregnancy complications, and even in the case of normal birth, can 7 

drastically affect a child’s long-term health, and it is evident that SHS can result in the death of 8 

the fetus or long term health complications. 9 

 10 

Methods that have a proven impact on maternal/fetal health include the encouragement of 11 

smoking cessation programs for women who are pregnant, planning for pregnancy, and for their 12 

housemates. Existing smoke-free policies in a wide variety of settings have resulted in 13 

significant reductions in adverse early-life health outcomes. These findings are due to 14 

decreased SHS exposure during pregnancy and childhood, and to successful campaigns to 15 

decrease smoking during pregnancy. States that have implemented legislation prohibiting 16 

smoking in vehicles with children have seen significant reductions in children’s exposure to 17 

smoke in this environment. Violations of these laws generally result in fines for parents. 18 

 19 

While there is clearly a medical need to reduce pregnant womens’ exposure to smoke, 20 

legislation is not a prudent course of action due to the nature of such a law restricting the bodily 21 

autonomy of a mother or unintentionally criminalizing pregnant women who smoke. 22 

Furthermore, the enforcement of such laws may be logistically difficult, with issues such as who 23 

is to be fined and the difficulty of determining whether a woman is pregnant. The pregnant 24 

woman may choose not to disclose such information and it is not always possible to determine if 25 

a woman is pregnant just by her gross appearance). 26 

 27 

Current discussion between physicians and patients regarding adverse effects of SHS are low. 28 

Healthcare workers have a responsibility to discuss the dangers of childhood SHS exposure 29 

with mothers and other relevant family members. Promoting such communication would be a 30 

more valuable allocation of the AMA’s resources (as opposed to advocating for such 31 

legislation). 32 

 33 

RECOMMENDATIONS 34 

 35 

Your Committee on Women in Medicine and Committee of Legislation and Advocacy 36 
recommends that the following recommendations are not adopted and the remainder of the 37 
report is filed:  38 
 39 

RESOLVED, That our AMA amend policy H-490.910, Secondhand Smoke, by addition  40 

as follows: 41 

  42 

Secondhand Smoke, H-490.910 43 

  44 



1. Our AMA urges the President of the United States to issue an Executive Order making 1 

all federal workplaces, including buildings and campuses, entirely smoke free and urges 2 

its federation members to do the same.  3 

2. Our AMA supports legislation that prohibits smoking while operating or riding in a vehicle 4 

that contains children and pregnant women. 5 

 6 
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For the best user experience, please download a copy of this handbook 
to your personal device  

Reference Committee Report 

The Medical Student Section again utilized a completely Virtual Reference Committee (VRC) for 
the 2019 Annual Meeting. The VRC allows students to access, review, and provide testimony 
on the resolutions and reports in advance of the Annual Meeting and in lieu of a standard in-
person Reference Committee Hearing.  

These comments were reviewed by the Reference Committee to create the final Reference 
Committee Report, which will be made available on Thursday, May 30th, one week in advance 
of the MSS Assembly Meeting. The final report and its recommendations will serve as the basis 
for extraction, discussion, and voting at the onsite Assembly Meeting.  

Visit the MSS meeting documents webpage to download the Reference Committee report: 
https://www.ama-assn.org/about/mss-meeting-documents  

https://www.ama-assn.org/about/mss-meeting-documents
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AMA Medical Student Section A-19 Resolution Guide 

The AMA-MSS Resolution Guide serves as a resource to help you craft and submit a resolution. 

Resolution authors are required to complete the tasks described below.  Resolutions will not be 

considered “received” until all required tasks indicated in the Draft Submission Checklist and Final 

Submission Checklist have been completed. 

Questions? Please contact the AMA-MSS Delegates, Joy Lee and Dan Pfeifle, or the AMA-MSS Policy 

Analyst, Hannah Handal. 

Dates and Deadlines* for Resolution Authors 

MSS Annual Meeting 2019 

*All deadlines expire at 11:59 PM PST except for VRC Open/Close time

March 17th (Sun) 
Deadline to post ideas on the MSS Open Forum 

Deadline for authors to share ideas with Region Delegation Chairs 

March 29th (Fri) 

Draft resolutions due –resolution text must be inputted into the Resolution 

Formatting Template. Upload using the A-19 Resolution Draft Submission Form 

Use the Draft Submission Checklist as a guide 

April 7th (Sun) Preliminary scoring and comments on draft resolutions released to authors 

April 21st (Sun) 

Final resolutions due – must be uploaded using the A-19 Resolution Final 

Submission Form. Use the Final Submission Checklist as a guide 

Authors to respond via email to comments by primary reviewer 

May 2nd (Thurs) Virtual Reference Committee (VRC) Opens at 12:00 PM CST 

May 17th (Fri) 
Virtual Reference Committee (VRC) Closes at 11:59 PM CST 

May 30th (Thurs) Reference Committee Report Released 

June 6th – 8th 2019 National Medical Student Annual Meeting 

Region Delegation Chairs 

Region 1: Adam Panzer, ama.mss.region1.delegation@gmail.com  

Region 2: Farhad Ghamsari, farhad.ghamsari@gmail.com  

Region 3: Ankita Brahmaroutu, abrahmaroutu@medicine.tamhsc.edu 

Region 4: Hannah Ficarino, hmf1202@jagmail.southalabama.edu  

Region 5: Arvind Haran, arvharan@iu.edu  

Region 6: Damani McIntosh Clarke, damanimc@gwu.edu  

Region 7: Rohan Rastogi, rrastogi@bu.edu 

https://docs.google.com/document/d/1QUtrElwTWoYV8WQXptX_-H6hdG9o0lo616Zr7E11tuU/edit?usp=sharing
https://docs.google.com/document/d/1vKUZi_V8PjxYSJiZVXAsJCBvlHGXoBXMo2GMBwfvoP0/edit?usp=sharing
https://docs.google.com/document/d/1vKUZi_V8PjxYSJiZVXAsJCBvlHGXoBXMo2GMBwfvoP0/edit?usp=sharing
mailto:mssdelegate1819@gmail.com
mailto:mssaltdelegate1819@gmail.com
mailto:hannah.handal@ama-assn.org
https://www.ama-assn.org/forums/sections/medical-student-section/open-forum
https://drive.google.com/file/d/1FQDEpMCHFxo-HcJW8Ly8D_Jj4S_x6lN8/view?usp=sharing
https://drive.google.com/file/d/1FQDEpMCHFxo-HcJW8Ly8D_Jj4S_x6lN8/view?usp=sharing
https://forms.gle/ekLmfouhEftTCHAPA
https://docs.google.com/document/d/1QUtrElwTWoYV8WQXptX_-H6hdG9o0lo616Zr7E11tuU/edit?usp=sharing
https://forms.gle/VXwxun7PSEEjpwBU9
https://forms.gle/VXwxun7PSEEjpwBU9
https://docs.google.com/document/d/1vKUZi_V8PjxYSJiZVXAsJCBvlHGXoBXMo2GMBwfvoP0/edit?usp=sharing
https://www.ama-assn.org/forums/sections/medical-student-section/virtual-reference-committee
https://www.ama-assn.org/forums/sections/medical-student-section/virtual-reference-committee
mailto:ama.mss.region1.delegation@gmail.com
mailto:farhad.ghamsari@gmail.com
mailto:abrahmaroutu@medicine.tamhsc.edu
mailto:hmf1202@jagmail.southalabama.edu
mailto:arvharan@iu.edu
mailto:damanimc@gwu.edu
mailto:rrastogi@bu.edu
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Researching Your Resolution 

1) Authors must ensure that an MSS resolution is the best means of accomplishing their goals. The following are 

common examples of issues that are NOT best addressed through an MSS resolution: 

The resolution addresses an issue that could be resolved by the AMA-MSS Governing Council, 

specifically by submitting a GC Action Item request. 

The resolution addresses a medical school-specific issue that would be more appropriately addressed by 

medical school faculty or administration. 

The resolution addresses a specialty-specific issue that would be more appropriately addressed by the 

relevant medical specialty society or other member group of the AMA House of Delegates. 

The resolution addresses a state-specific issue that would be more appropriately addressed by a state 

medical society. 

The resolution addresses an issue that is already sufficiently covered by existing AMA Policy or existing 

AMA-MSS Policy. 

2) Resolutions that succeed in the MSS are well-researched and novel, and add value to the policy compendiums 

of the AMA or AMA-MSS. Authors must understand what has been attempted and accomplished in the past in 

order to produce strong resolutions for the future. 

Review the AMA Strategic Focus Areas and MSS Internal Policy Objectives to understand the priority 

issues for our organization (see scoring rubric below). 

Review existing AMA Policy and existing AMA-MSS Policy. 

Review the Proceedings from past years’ MSS meetings (current through A-17, please contact your 

Delegates for further information) for examples of what policy proposals have and have not been 

successful in its Assembly 

 

Writing Your Resolution 

1) Use this Resolution Writing Guide to assist you in writing resolution content, and use the Resolution 

Formatting Template to assist you in finalizing your resolution to Assembly standards. 

2) For external resolutions (those that call for the AMA to act, not the AMA-MSS), understand that there is an 

additional expectation that authors will do their due diligence in research, soliciting appropriate feedback, and 

making appropriate contacts. This expectation is more rigorous than for internal resolutions (resolutions that call 

for the AMA-MSS to act). Authors of external resolutions should ensure that their topic is appropriate for external 

submission and aligns with AMA’s Strategic Focus Areas: 

a. Delivering Care 

b. Practice Management 

c. Education 

https://www.ama-assn.org/form/gov-council-action-item-request
https://www.ama-assn.org/house-delegates/hod-organization/member-organizations-ama-house-delegates
https://federationdirectory.ama-assn.org/
https://federationdirectory.ama-assn.org/
https://policysearch.ama-assn.org/policyfinder/
https://www.ama-assn.org/system/files/2018-11/mss-digest-of-policy-actions.pdf
https://www.ama-assn.org/system/files/2018-11/i18-mss-summary-actions_0.pdf
https://www.ama-assn.org/member-groups-sections/medical-students/medical-student-section-mss-guide-writing-resolution
https://policysearch.ama-assn.org/policyfinder/
https://www.ama-assn.org/system/files/2018-11/mss-digest-of-policy-actions.pdf
https://www.ama-assn.org/system/files/2018-11/i18-mss-summary-actions_0.pdf
https://www.ama-assn.org/sites/ama-assn.org/files/corp/media-browser/public/mss/mss-proceedings-all_0.pdf
https://drive.google.com/file/d/1FQDEpMCHFxo-HcJW8Ly8D_Jj4S_x6lN8/view?usp=sharing
https://drive.google.com/file/d/1FQDEpMCHFxo-HcJW8Ly8D_Jj4S_x6lN8/view?usp=sharing
https://www.ama-assn.org/delivering-care
https://www.ama-assn.org/practice-management
https://www.ama-assn.org/education
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3) For external resolutions, authors should be aware that if their item should pass, it will not be brought forward to 

the AMA House of Delegates until the following national meeting. However, authors must be prepared to 

complete the following: 

a. Sign a virtual acknowledgement agreeing to help the Section Delegates and Regional Delegates in 

bringing their resolution to the AMA HOD if their resolution is passed by the Assembly. 

b. Work with the AMA-MSS Delegate and Alternate Delegate in advance of the following national 

meeting in order to help in the passage of their item, including submitting written testimony in support of 

the item. 

4) For external resolutions that call for immediate forwarding to the House of Delegates following the same MSS 

meeting at which they are passed authors must be aware that: 

a. Only in rare cases are resolutions forwarded immediately to the HOD. 

b. There must be unusual circumstances deserving of immediate consideration by the HOD. 

c. The MSS Delegate and Alternate Delegate must be contacted regarding the author’s intentions well in 

advance of the actual meeting. 

d. Authors must submit written testimony to the MSS Delegate and Alternate Delegate for submission to 

the HOD. 

e. Authors must attend the MSS Caucus on Saturday afternoon/evening in order to help with strategy for 

passage of their resolution. 

5) Note about action verbs in Resolved clauses: When writing a Resolved clause, the action verb selected by the 

authors is extremely important during consideration of the resolution. The magnitude of the action requested by 

this action verb factors into the scoring process, with implications on a resolution’s feasibility and its eventual 

fiscal note. Please see below for several examples of action verbs. Scoring rubrics can be found on pages 5-7. 

Support: Support indicates that the AMA-MSS /AMA has taken a position on the issue at hand, but does 

not require time-specific action. Support is appropriate for many types of resolutions, from broad 

principles to timely actions taken by third parties which would benefit from AMA-MSS/AMA support. 

Recognize: Recognize functions similarly to “support” as an action verb, but suggests that the topic 

matter would benefit from a low level of additional recognition (e.g. a statement, an article). Recognize 

cannot be used to re-establish support for something that already exists in policy. It is often associated 

with new and time-sensitive issues. 

Promote: Promote suggests that the AMA-MSS/AMA devote resources to increase awareness of the 

issue at hand. This may be with specific stakeholders, with specific populations, or to the public at large. 

Promote is most effective when education is significant to solving the issue. 

Advocate / Lobby / Call upon: Advocate, lobby, call upon, and other similar action verbs often indicate 

that the AMA Advocacy Office in Washington, DC will take timely action on the issue at hand. In some 

cases, these action verbs may direct other divisions of the AMA-MSS/AMA to take action, but these 

action verbs are commonly associated with action involving the federal government. Due to its active 

nature, resolutions with these action verbs are carefully examined and input from the Advocacy Office is 

solicited when appropriate. The need for faster action is considered especially in the use of these action 

verbs. It should be noted that other action verbs, such as “support”, do not preclude active advocacy. 

Encourage / Urge: Encourage and urge are action verbs similar to advocate, lobby, and call upon, but at 

a lower level of intensity. They indicate that the appropriate division of the AMA-MSS/AMA will reach 
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out to the appropriate party to further an agenda on the issue at hand. In addition to government entities, 

encourage and urge are also used in the context of the AMA-MSS/AMA’s relationship with non-

governmental organizations. 

Research / Study: Research and study are action verbs which ask the AMA-MSS/AMA to further 

investigate an issue and provide information for the Assembly/House of Delegates to take action on at a 

future time. It is important to note that the AMA is not a research institution: it does not employ principal 

investigators or conduct scientific trials. However, the Committees/Councils (comprised of medical 

students/physicians who are subject matter experts in various topics) and staff can collaborate to 

investigate existing evidence on an issue and produce a report with recommendations that the 

Assembly/House of Delegates can discuss at a later time. 

Develop: Develop is an action verb that directs the AMA-MSS/AMA to contribute to existing discussion 

on an issue through the release of a report, guidelines, or another type of non-research document. It is 

similar to research and study in that the product will likely require some level of literature review, but 

develop indicates that further opinion or recommendation – often public facing – is needed. 

Identify: Identify is a vague action verb which commonly suggests that the AMA-MSS/AMA will 

investigate the issue at hand and provide a conclusion and possibly recommendations. It is similar to 

research and study, but may be used to suggest that a particular aspect of the issue requires special 

attention. It should be noted that identify could bias study results, and as such should be used carefully. 

Collaborate / Partner / Work with: The AMA-MSS/AMA works with many organizations across the 

nation to further the goals of all involved. These action verbs are generally paired with another action 

verb from this list (e.g. “work with … to develop …”). Collaboration is encouraged, especially in issues 

where the AMA shares scope with other organizations. 

Oppose / Condemn / Object to: These negative action verbs are generally not favored over positive 

action verbs (for example, the AMA should support something rather than oppose the opposite). 

However, there are situations in which the AMA-MSS/AMA is obliged to object to an issue, and in these 

cases, these verbs may be used. It should be noted that the AMA generally does not oppose specific 

pieces of legislation. These verbs establish a position for the organization, and may also indicate the need 

for further action, such as public statements and advocacy. 

6) Note about withdrawal of resolutions: All submitted final resolutions will become the business of the MSS 

Assembly on May 2, 2019 at 12:00 AM CST. Primary authors will have the opportunity to withdraw their 

resolutions if desired before this deadline. 
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MSS Annual Meeting 2019 Resolution Scoring Rubric 

Authorship (5 points)  

This will be assigned by the MSS Delegates. Was this resolution authored on behalf of an entire Section (3 

points), State (4 points), or Region (5 points)? Otherwise, 0 points awarded.  

Clarity (10 points)  

Are the Whereas clauses succinctly stated and do they clearly support the requested action of the Resolved 

clauses? Do the Whereas clauses create a logical, coherent argument flowing naturally to support the Resolved 

clauses? Do none, some, or all of the Whereas clauses support the Resolved clauses? Do any Whereas clauses 

leave you with questions about the issue or about the argument? 

Research (30 points)  

How many total references, and are they from appropriate authorities on the subject matter? Are none, some, or 

all of the references from trustworthy, high quality, evidence-based sources (e.g. peer- reviewed journals, 

respected news sources)? Are none, some, or all from the past 5 years? Are none, some, or all of the factual 

assertions in the Whereas clauses supported by sufficient evidence? 

Scope (10 points)  

Does this resolution address a new, broad principle that will be applicable to multiple issues OR does it address a 

specific, current, actionable and timely issue? 

Feasibility (15 points)  

Is the resolution feasible, appropriate, and within the general scope of issues for the AMA (external) or AMA-

MSS (internal) to address? 

Fiscal Note (considered under Feasibility) 

Is the fiscal note high? Did the authors amend language to decrease fiscal note?  (Please see Fiscal Note 

Rubric for reference.)  

Novelty (15 points) 

Does this resolution address a subject matter largely neglected by current policy; add in a valuable way to existing 

policy; or depart from or oppose current AMA policy or AMA-MSS policy? 

Focus (10 points) 

Do the Resolved clauses address one or more principles of the AMA’s Strategic Focus Arcs OR the MSS’ 

Internal Policy Objectives (IPOs)? 

AMA Strategic Focus Arcs: (a) Delivering Care; (b) Practice Management; (c) Education. 

MSS Internal Policy Objectives (IPOs): (1) Pursuing innovative mechanisms to improve medical 

student wellness and mitigate burnout; (2) Cultivating the delivery of equitable healthcare to diverse 

patient populations in a dynamic environment, including via the promotion of diversity within the medical 

profession; and (3) Addressing emergent public health threats with impactful and evidence- based 

solutions. 

Response to Feedback (5 points)  

This will be assigned by the MSS Delegates. Did the authors respond to scoring and feedback in a way that 

demonstrated their appreciation for the critiques? For full credit, authors need not necessarily change their 

resolution, but their responses to feedback must indicate that they have thought through and responded to 

objections to their resolution. 
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Resolution Scoring Rubric 

Authorship* 

(5 points) 

0 3 (School 

Section) 

4 (State) 5 (Region)  

Clarity 

(10 points) 

0 (Whereas 

clauses do not 

support 

Resolved 

clauses; difficult 

to follow 

argument) 

5 (Some 

arguments are 

missing to 

support the 

Resolved 

clauses; 

argument is 

unclear at 

times) 

10 (Whereas 

clauses clearly 

support the 

Resolved 

clauses; 

argument clear 

and logical) 

  

Research 

(30 points) 

0 (None of the 

Whereas clauses 

are supported 

by recent, 

appropriate 

sources) 

5-10 (Less than 

half to few 

whereas clauses 

are supported 

by recent, 

appropriate 

sources) 

15 (Half of the 

Whereas clauses 

are supported 

by recent, 

appropriate 

sources) 

20-25 (Most to 

nearly all 

Whereas clauses 

have sufficient, 

appropriately 

sourced 

evidence) 

30 (All of the 

Whereas clauses 

are supported 

by recent, 

appropriate 

sources) 

Scope 

(10 points) 

0 (too specific, 

not timely or 

actionable) 

5 (specific, but 

questionably 

timeliness or 

actionability) 

10 (broad in 

scope 

OR specific, 

timely 

and actionable) 

  

Feasibility 

(15 points) 

0 (likely 

infeasible and 

clearly not 

within 

AMA or MSS 

purview; fiscal 

note 

concerning) 

5(questionably 

feasible, and 

unlikely to be 

within AMA or 

MSS purview; 

fiscal 

note 

concerning) 

10 (likely 

within 

purview of 

AMA or 

MSS, 

questionably 

feasible; fiscal 

note 

not concerning) 

15 (definitely 

feasible and 

clearly 

within purview 

of 

AMA or MSS; 

fiscal note not 

concerning) 

 

Novelty 

(15 points) 

0 (completely 

covered by 

existing policy) 

5 (largely 

covered by 

existing policy) 

10 (less 

significant 

change to 

existing policy) 

15 (new subject 

matter or 

significant 

departure from 

existing policy) 

 

Focus 

(10 points) 

0 (does not 

address any IPO 

or Strategic 

Focus Arc) 

3 (loosely 

addresses 

Strategic Focus 

Arc, does not 

address any 

IPO) 

5 (loosely 

addresses 

IPO or Strategic 

Focus Arc) 

8 (clearly 

addresses 

Strategic Focus 

Arc) 

10 (clearly 

addresses 

IPO +/- 

Strategic 

Focus Arc) 

Response to 

feedback* 

(5 points) 

0 (authors did 

not respond to 

scoring and 

feedback 

appropriately) 

5 (authors 

responded to 

scoring and 

feedback 

appropriately) 

   

* Indicates categories that are scored by the MSS Section Delegates.  
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AMA Medical Student Section Fiscal Note Rubric 

 
Expertise 

Available 

# of Departments 

Involved 

Timeline 

Requirement 

Does Resolution 

Require 

Financial 

Resources? 

Minimal (1pt) 
Knowledge is 

readily available 
MSS Only A month or less 

Does not require 

funding 

Moderate (2pt) 
Requires some 

research 
2-4 Multiple months 

Requires 

absorbable 

funding 

Significant (3pt) 
Requires 

dedicated research 
5+ Over a year 

Requires 

dedicated funding 

 

Point Range 

Minimal 4-6 

Moderate 6-10 

Significant 10-12 

 



SOURCE- American Institute of Parliamentarians Standard Code of Parliamentary Procedure (Current Edition) 

BASIC RULES GOVERNING MOTIONS 

Order of precedence 1 Can Requires 
Debatable? Amendable? 

Vote Applies to what Can have what other 
Renewable? 

interrupt? a second? required? other motions? motions applied to it? 5 

PRIVILEGED MOTIONS 
1. Adjourn No Yes Yes2 Yes2 Majority None Amend, close debate, limit debate Yes 
2. Recess No Yes Yes2 Yes2 Majority None Amend, close debate, limit debate Yes6 

3. Question of privilege Yes No No No None None None Yes 
SUBSIDIARY MOTIONS 
4. Table No Yes No No 2/3 Main motion None No 
5. Close debate No Yes No No 2/3 Debatable motions None Yes 
6. Limit or extend debate No Yes Yes2 Yes2 2/3 Debatable motions Amend, close debate Yes6 

7. Postpone to a certain time No Yes Yes2 Yes2 Majority Main motion Amend, close debate, limit debate Yes6 

8. Refer to committee No Yes Yes2 Yes2 Majority Main motion Amend, close debate, limit debate Yes6 

9. Amend No Yes Yes3 Yes Majority Rewardable motions Amend, close debate, limit debate No6 

MAIN MOTIONS 
10. (a) The main motion No Yes Yes Yes Majority None Subsidiary No 

(b) Specific main motions 
Adopt in-lieu-of No Yes Yes Yes Majority None Subsidiary No 

Amend a previous action No Yes Yes Yes Same Vote Adopted main motion Subsidiary No 
Ratify No Yes Yes Yes Same Vote Adopted main motion Subsidiary No 

Recall from committee No Yes Yes2 No Majority Referred main motion Close debate, limit debate No 
Reconsider Yes4 Yes Yes2 No Majority Vote on main motion Close debate, limit debate No 
Rescind No Yes Yes No Same Vote Adopted main motion Subsidiary, except amend No 

INCIDENTAL MOTIONS 

No order of precedence Can Requires 
Debatable? Amendable? 

inrermpt ? a second? 
MOTIONS 

Appeal Yes Yes Yes No 
Suspend the rules No Yes No No 
Consider informally No Yes No No 

REQUESTS 
Point of order Yes No No No 
Inquiries Yes No No No 
Withdraw a motion Yes No No No 
Division of question No No No No 
Division of assembly Yes No No No 

1 Motions are in order only if no motion higher on the list is pending. Thus, if a 
motion to close debate is pending, a motion to amend would be out of order; but a 
motion to recess would be in order, since it outranks the pending motion. 
2 Restricted. 
3 Is not debatable when applied to an undebatable motion. 
4 A m mber may interrupt the proceedings but not a speaker. 
5 Withdraw may be applied to all motions. 

Vote Applies to what Can have what other 
required? other motions? motions applied to it? 5 Renewable? 

Majorit/ Ruling of chair Close debate, limit debate No 
2/3 Procedural rules None Yes 
Majority Main motion or subject None Yes 

None Procedural error None No 
None All motions None No 
None8 All motions None No 
Nones Main motion None No 
Nones Indecisive vote None No 

6 Renewable at the discretion of the presiding officer. 
7 A tie or majority vote sustains the ruling of the presiding officer; a majority vote in 
the negative reverses the ruling. 
8 If decided by the assembly, by motion, requires a majority vote to adopt 



2018 Interim Meeting -- MSS Policy Highlights 
Presented by Daniel Pereira and Adam Darwiche 

On behalf of the AMA-MSS Committee on Legislation and Advocacy 

At the 2018 AMA Interim Meeting in National Harbor, Maryland, the Medical Student 

Section brought 14 resolutions to the AMA House of Delegates. Here are a few of the resolutions 

that were adopted and what they mean.  

INCREASING PATIENT ACCESS TO SEXUAL ASSAULT NURSE EXAMINERS (H-

80.999) 

Hospital emergency departments are frequently the initial point of care for survivors of 

sexual assault. However, Emergency Medicine physicians, strapped for time in a busy ED, often 

struggle to provide compassionate and diligent examinations to victims of assault. This new policy 

advocates for greater access to sexual assault nurse examiners and other well-trained, qualified 

clinicians in performing these examinations on post-pubertal patients in emergency departments. 

In an AMA press release, Dr. Scott Ferguson, a member of the AMA Board of Trustees, stated: 

“Having greater access to sexual assault nurse examiners, along with other trained and qualified 

clinicians, to perform medical forensic examinations will help increase timely access to care for 

patients.” 

HIV, SEXUAL ASSAULT, AND VIOLENCE (H-20.900) 

In a similar vein, another pressing need for sexual assault survivors is testing and 

preventive measures for HIV infection. The AMA’s new policy calls for HIV testing and Post-

Exposure Prophylaxis (PEP) to be offered to all survivors of sexual assault who present within 72 

hours of a substantial exposure risk to a clinic. The policy continues with goals for public education 

on PEP, an antiretroviral medication shown to be effective in preventing infection after HIV 

exposure only if taken within 72 hours. 

INCREASED ACCESS TO IDENTIFICATION CARDS FOR THE HOMELESS 

POPULATION (H-160.894) 

When it comes to seeking healthcare, housing, or employment, identification can tend to 

be a major barrier for people experiencing homelessness. This year, delegates approved a 

resolution recognizing this problem and promoting systemic changes to address it. Eliminating 

roadblocks for Medicaid access could make a major impact on the health of those experiencing 

homelessness, 36 percent of whom suffer from a severe mental illness or chronic substance abuse. 

Dr. Scott Ferguson, a member of the AMA Board of Trustees, stated in an AMA press release: 

“The AMA has long prioritized access to care as key to improving the health of the nation, and, 

by today’s action, we make very clear that more should be done to ensure that a lack of photo ID 

does not keep our fellow Americans from seeing a doctor.” 

EQUALITY FOR COMLEX AND USMLE (H-275.953) 

With the 2014 merger of MD and DO accreditation systems, programs around the nation 

have been moving towards more unified processes for residency matching. Encouraging residency 

directors to give equal consideration to COMLEX and USMLE scores is another step towards 

2020, when all residency programs in the US will be accredited by the unified ACGME. This new 

policy aligns the AMA more strongly with this upcoming change, promoting equal acceptance of 



test scores in light of unified accreditation. 

 

VIOLENCE PREVENTION (BOT 11) 

 The public health crisis of gun violence continues to take its toll on communities across 

the country. In attempts to proffer meaningful solutions, several resolutions passed at Interim 2018, 

including one from the MSS section, were combined and reviewed by the Board of Trustees. The 

AMA already has substantial policy on the issues surrounding gun safety, and this BOT action 

clarifies and adds to that set of positions. The AMA now supports “gun violence restraining orders” 

as well as extreme risk protection orders known as “red-flag” laws, the enactment of Child Access 

Prevention laws, and has expanded definitions in existing policy to include 3D printed weapons 

and blueprints. 
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Schedule of education sessions 

FRIDAY, JUNE 7, 2019 

8:30-9:15 am 
Location: Acapulco 

A Question of Ethics: Perspectives on End of Life Care and the Role of Medical Aid in 
Dying, Speakers: Daniel Sulmasy MD, David Grube MD & Gillian Naro (moderator) 

Join us for a discussion on the ethical, legal, and logistical perspectives of implementing 
medical aid in dying as guest speakers Dr. Daniel Sulmasy and Dr. David Grube explore the 
current structure and form of state policies regulating medical aid in dying and debate the 
medical dilemmas associated with this topic.  

1-1:45 pm
Location: Acapulco

Pop medicine: The impact of mainstream media on patients' preconceptions of 
healthcare, Speakers: Michael Metzner MD & Jeanne Farnan MD 

For better or worse, pop culture has had a significant impact on the way patients view and 
understand health care. Join us for a discussion on the impact of entertainment and social 
media portrayals of medicine and learn what individual physicians and organizations can do to 
increase the awareness and accuracy of medical topics. 

1:30-2:15 pm 
Location: Toronto 

The winners and losers of climate change: Impacting the health of communities, 
Speakers: Emily Warner, Rowena Hann, Timothy Corwin, Rugaya Abaza & Daniel Ferman 

Join us for an interactive lecture on climate change science and its impacts on public health and 
medicine to be followed by group discussions on the ethics of climate change’s unfair burden on 
vulnerable populations. 

For the best user experience, please download a copy of this handbook 
to your personal device  
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2:15-3:15 pm 
Location: Acapulco 
 
Is there a vaccine for burnout? Perspectives on resiliency and wellness, Speakers:  
Kathleen Blake, MD, MPH (facilitator), Jan Kief MD, Marie Brown MD MACP, Hunter 
Pattison MD & Ryan Ribeira MD, MPH 
 
Burnout seems to be the new buzzword in medicine. Join us for a panel discussion with some of 
the AMA's foremost experts on burnout research, practicing physicians, and residents as we 
explore what burnout, resiliency, and wellness look like in medical school, residency training, 
and beyond. Get tangible tips and success strategies for handling the challenges and stresses 
of medicine, both as a student and throughout your career. Hear personal perspectives on how 
physicians in various stages of their medical journey incorporate wellness into their practices. 
 
 

3:15-4 pm 
Location: Toronto  
 
#MeToo in medicine: Sexual harassment in the health care industry, Speakers:  
Chithra Perumalswami MD & Lauren Engel 
 
Join us for a look at the realities of sexual harassment in the healthcare industry with particular 
focus on data surrounding physician trainees. This will be an interactive session with breakout 
discussions on how to work with administration on common goals like implementing new 
resources for victims of sexual harassment and how to make existing resources visible and 
widely known by your home institution's student body, as well as understand barriers to using 
these resources. 
 
 

4:45-5:15 pm 
Location: Toronto 

 
Signed, sealed, certified: Understanding FDA certifications for wearables, Speakers: Meg 
Barron MBA & Shannon Curtis JD 
 

SEGMENT presents a seminar on wearables in the health care market that will provide a sketch 
of the current wearable device landscape before diving into the FDA approval process using 
The Apple Watch Series 4 (ECG) as a real-world example.  
 
 

4-5 pm  
Location: Acapulco  
 
Nevertheless, she persisted: Women leaders in medicine, Speakers: Josephine Nguyen 
MD MHCDS FAAD, Joanna Bisgrove MD, Donna Woodson MD & Marilyn Heine MD 
 
The Women Leaders in Medicine Panel features Women Physicians Section council members 
who will share their unique challenges and experiences regarding their pathway to leadership in 
medicine. Facilitated by the WPS student representative and Women In Medicine Committee, 



For the best user experience, please download a copy of this handbook  
to your personal device  

the panel will promote discussion amongst medical students regarding growth as a female in the 
medical field. Come prepared with questions for a Q&A session with our panelists! 
 

 
 
SATURDAY, JUNE 8, 2019 
 
9-10 am 
Location: Field Room  
 
Where do we go now? The medical student debt crisis, Speakers: Carol Berkowitz MD, 
John Williams MD & Louis Weinstein MD 
 
Medical student debt can have long-lasting negative effects on physicians’ careers, and the 
amount of debt students accrue continues to rise. Join us in an interactive discussion with 
experts in the field on how we’ve reached the depths of our medical student debt crisis, ways to 
disrupt the trend, and how to personally manage debt as students, young physicians, and 

beyond. 

 
 

10-10:45 am 
Location: Crystal Ballroom C 
 
What does the science say about opioid management?  Speakers: Raj Kumar 
(moderator/facilitator) & Magdalena Anitescu MD 
 

With the U.S. in the midst of an opioid epidemic, this session will bring some much needed 
clarity on the state of current scientific data on opioid and non-opioid pain management. 
Attendees will learn best-practices on differentiating when opioid prescription is acceptable and 
when it should be avoided and get a look forward at the future of pain management. 
 
 

10:30-11:30 am 
Location: Field Room  
 
Health care think tank: Medical students leading change, Speakers: Alysa Edwards, Mary 
Robichaux, Akhil Upneja, Rajadhar Reddy, Thomas Carrol, Cindy Tsui, Ian Whittall & 
Taylor South 
 
This TED Talk-style spotlights the passion and innovation of our student members. Each 10-
minute presentation will be on a hot topic in medicine with recommendations for action. Come 
for the passionate students, stay for the innovative solutions to pressing problems in health 
care, and leave feeling inspired. Topics Include: 
 

• Role of Outdoor Recreation in Public Health (Edwards and South)  

• The Impact of Doulas on Birth Outcomes (Upneja) 

• Mental Health Courts and Outpatient Treatment (Reddy, Robichaux) 

• Search Engine Algorithm Optimization of Vaccination-Related Information (Carrol and 
Tsui) 

• Revising the Social Support Criterion of Organ Transplant Waitlist Eligibility (Whittall) 
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11:30 am-12:30 pm 
Location: Crystal Ballroom C 
 
Central American forced migration: Public health knowledge for care delivery and 
advocacy, Speaker: Susan Gzesh, JD 
 
This session will explore the public health implications of Central American forced migration 
through case-based, interactive programming. Participants will have the opportunity to engage 
in small-group discussions to work through thoughtfully constructed cases highlighting pertinent 
psychosocial and epidemiologic factors that impact many Central American 
migrants.  Facilitators will include key experts on the topic as well as medical student members 
from the Minority Issues Committee. 

 
 
 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 



Speaker bios 

Rugaya Abaza 

Rugaya Abaza is a fourth year medical student at 
the Morehouse School of Medicine in Atlanta, 
Georgia.  She received her bachelor of science 
degree in biology from Southern Polytechnic 
State University located in Marietta, Georgia, in 
2014. 

Meg Barron, MBA 

Meg Barron, MBA - AMA Digital Health Strategy 
Director, has served in product development and 
business development leadership roles in 
healthcare and is most recently responsible for 
driving the roadmap of initiatives that support the 
AMA’s digital health and medicine strategy. As 
part of this work, she is responsible for identifying 
and maintaining strategic partnerships that align 
with AMA’s strategy and mission and leading 
initiatives focused on improving the quality and 
adoption of digital health 

Carol Berkowitz, MD, FAAP, FACEP 

Carol Berkowitz, M.D. FAAP, FACEP, currently 
Executive Vice Chair in the Department of 
Pediatrics at Harbor-UCLA Medical Center and 
Distinguished Professor of Pediatrics at the David 
Geffen School of Medicine at UCLA, was 
presented with the 2014 Ray E. Helfer Award. 
The Helfer Society is an honorary association of 
child abuse physicians from across America and 
around the world who are leaders in the field of 
child maltreatment. Annually, the society selects a 
member for recognition of his or her distinguished 
contributions in the field. She received her 
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medical degree from Columbia University College 
of Physicians and Surgeons and has been in 
practice for more than 20 years. 

 
 

 

Joanna Bisgrove, MD 

Joanna Bisgrove, MD is a board-certified family 
physician at the SSM Health-Dean Medical Group 
Oregon Clinic, part of SSM Health Wisconsin. Dr. 
Bisgrove is an immediate past director of the SSM 
Health Wisconsin Board of Directors and 
continues to serve on the Joint Finance 
Committee for SSM Health Wisconsin. She has 
previously served on the SSM Health Governance 
Committee and the Medical Affairs 
Committee.  Dr. Bisgrove is also the Medical 
Advisor to the Oregon School District where her 
daughters attend school and helps advise on and 
develop district wide health policies.  In addition, 
she has been co-chair of the Wisconsin Academy 
of Family Physicians Legislative Committee since 
2014 and recently was the lead testimony on 
important bipartisan state legislation regarding 
step therapy protocols.   

Dr. Bisgrove has been a member of the AMA 
House of Delegates since 2015. Dr. Bisgrove 
previously served on the Advisory Group for the 
National Conference of Constituency Leaders, a 
program housed within the American Academy of 
Family Physicians that is devoted to promoting 
and developing diversity in leadership.  She 
presently serves as the At-Large Member of the 
Women Physicians Section Governing Council. 

Dr. Bisgrove received her bachelor of science 
degree at Cornell University and her medical 
degree from Rush Medical College. 

 

 
 
 

 
Kathleen Blake, MD, MPH 
 
Kathleen Blake, MD, MPH is Vice President, 
Healthcare Quality at the American Medical 
Association. She leads the payment and quality 
initiatives of the AMA’s Professional Satisfaction 
and Practice Sustainability unit and is principal 
investigator at AMA for the CMS’s Transforming 
Clinical Practice Initiative. In her current role, she 
speaks to many audiences about the importance 
of recognizing, measuring and reducing clinician 
burnout to achieving the quadruple aim of 



enhancing the patient experience, improving 
population health, reducing costs and improving 
the work life of health care providers, including 
clinicians and staff. 
 
Dr. Blake is a clinical cardiac electrophysiologist 
who received her education and training from the 
University of Chicago, Stanford University and the 
Johns Hopkins Bloomberg School of Public 
Health. From 1988 until 2011, Dr. Blake practiced 
at the New Mexico Heart Institute, where she also 
served as President. She is a part-time member 
of the Johns Hopkins University medical faculty.  

 
 

 
Marie T. Brown, MD, MACP 
 
Marie T Brown MD, MACP, is a practicing 
internist and Associate Professor in the 
Department of Internal Medicine at Rush Medical 
College, Senior Physician Advisor for the 
American Medical Association and immediate 
past Governor of the American College of 
Physicians. Her national leadership roles have 
included member of the Board of Directors for the 
American Board of Internal Medicine, Operations 
Committee for the National Diabetes Education 
Program sponsored by CDC/NIH and ACP 
Quality Faculty. Dr. Brown is a frequent guest 
lecturer at academic, national and international 
health care conferences. Her areas of expertise 
include: Practice Transformation, Joy in Medicine, 
Adult Immunizations, Medication Adherence and 
Diabetes.  Dr. Brown received her Bachelor of 
Science degree from the University of Dayton 
(Dayton, OH) and her medical degree from Rush 
Medical College (Chicago, IL). 
 
One of Dr Brown’s more challenging cases was 
highlighted in the New York Times Magazine  
‘Think Like a Doctor’ series.  
 

 
 

 
Tom Carroll  
 
Tom Carroll is a medical student at Creighton 
University School of Medicine.  He is a graduate 
of Bradley University, where he majored in History 
and Political Science; and he received his 
Master’s degree in Political Science from 
Washington University in St. Louis.  He currently 
serves as the Policy Liaison for Creighton’s AMA 
Chapter and is currently one of the Directors of 
Programming for Global Health Conference 
Midwest 2020.    

 



 
 

 
Shannon Curtis, JD 
 
Shannon Curtis, J.D. is the Assistant Director of 
Federal Affairs at the American Medical 
Association. In this role, Shannon develops 
advocacy strategy, assists with policy 
development, and interfaces with a number of 
government agencies on a wide range of 
healthcare issues, including those relating to 
drugs and devices, coding, competition, 
personalized medicine, diagnostics, and others. 
Prior to joining the AMA, Shannon lobbied both 
Congress and federal agencies on behalf of the 
American Academy of Ophthalmology, where she 
managed the Academy’s advocacy efforts on a 
wide range of public health-related issues. She 
also has experience with the government affairs 
team at the Association of American Medical 
Colleges and with the U.S. House of 
Representatives. Shannon received her law 
degree from Southern Methodist University’s 
Dedman School of Law and her undergraduate 
degree from the University of Colorado-Boulder 
Leeds School of Business. 

 
 
 

 
 
Lauren Engel 
 
Lauren Engel is a fourth-year medical student at 
the Medical College of Wisconsin.  She presently 
serves on the Women Physicians Section 
Governing Council as the MSS Representative. 

 
 

 
Jeanne Farnan, MD 
 
Dr. Farnan is an Associate Dean for Evaluation 
and Continuous Quality Improvement and an 
experienced qualitative researcher at the 
University of Chicago, Dr. Farnan has focused her 
career on research and scholarship in health 
professions education. She has used qualitative 
research methods to examine patient safety 
issues (handoffs, supervision), and studies the 
relationship between social media and 
professionalism. Her work has resulted in more 
than 50 publications—including several book 
chapters—and numerous invited speaking 
presentations.  
 



With her Masters in Health Professions 
Education, she has received formal training in 
adult learning theory and designing and 
evaluating educational interventions. As the 
Director of Clinical Skills Education at the Pritzker 
School of Medicine, she has extensive experience 
in the implementation of educational technology 
and simulation as well as in the shepherding of 
students in their learning of history and physical 
examination skills. 
 
Clinically, Dr. Farnan practices as an academic 
hospitalist and works with Internal Medicine 
housestaff. 
 

 
 

 
Daniel Ferman 
 
Daniel Ferman is a medical student at Western 
Michigan University’s Homer Stryker M.D. School 
of Medicine.  He presently serves as the chair of 
the MSS Standing Committee on Global and 
Public Health. 

 
 

 
David R. Grube, MD 
 
David R Grube, MD, was born in Eugene, OR, 
and raised in Fairbanks, AK.   He graduated cum 
laude from Lewis and Clark College in 1969, and 
the University of Oregon Medical School (now 
Oregon Health & Sciences University) in 1973.   
He completed his internship in Tucson, AZ and 
then enlisted in the US Public Health Service, 
National Health Service Corps.  In 1977, he 
founded Philomath (OR) Family Medicine where 
he practiced full-time for 35 years.  He was 
selected Oregon Academy of Family Physicians 
Family Doctor of the Year in 1986, and Oregon 
Medical Association Doctor/Citizen of the Year in 
2009.  He has been President of the Oregon 
Academy of Family Physicians, and the OAFP 
Foundation.  He served on the Oregon Board of 
Medical Examiners (now Oregon Medical Board) 
for 7 years, serving 2 years as Chair.  Since 2014 
he has been the National Medical Director for 
Compassion & Choices, a non-profit organization 
that educates, supports, and advocates for choice 
at the end of life.  He has been associated with 
Benton Hospice, Corvallis, OR since 1980 and is 
currently on their Board of Directors and Chair of 
their Ethics Committee.  For his entire career has 



taught, and continues to teach, pre-medical and 
medical students about medical ethics and 
professionalism. 
 

 
 

 
 
Susan Gzesh, JD 
 
Susan Gzesh is Senior Lecturer and Executive 
Director of the Pozen Family Center for Human 
Rights at the University of Chicago where she 
teaches and directs the Center’s activities. 
https://humanrights.uchicago.edu/  She is of 
counsel to Hughes Socol Piers Resnick & Dym 
(Chicago). Since 2001, Susan has led the 
expansion of the Pozen Center’s human rights 
curriculum, internships, research funding, and 
events. Prior to directing the Pozen Center, 
Susan practiced law in Chicago for two decades 
and taught as adjunct faculty at the University of 
Michigan and the University of Chicago Law 
Schools.  In the 1980s she was a legal advisor to 
the Sanctuary Movement and represented 
Mexican & Central American migrants and their 
advocacy organizations. She co-founded an 
international network of migrant rights’ 
organizations in North America/Central America in 
the 1990s and has advised the Mexican and 
Salvadoran governments about U.S. immigration 
law and policy.  She is a member of the advisory 
board of the Instituto para las Mujeres en la 
Migracion (IMUMI – Mexico City) and is a Non-
resident Fellow of the Migration Policy Institute 
(Washington, D.C.) and serves on their U.S.-
Mexico Study Group. Susan is a graduate of the 
University of Chicago (A.B. 1972) and the 
University of Michigan (J.D. 1977).   
 

 
No photo available. 

 

 
Rowena Hann 
 
Rowena Hann is a medical student at the Touro 
University’s College of Medicine. 
 

https://humanrights.uchicago.edu/


 
 

 
Marilyn J. Heine, MD, FACEP, FACP, FCPP 
 
Marilyn J. Heine, MD, FACEP, FACP, FCPP is an 
emergency physician, hematologist oncologist, 
and Clinical Assistant Professor of Medicine at 
the Drexel University College of Medicine. She Is 
in active clinical practice in southeast 
Pennsylvania.  Dr. Heine has held prominent 
roles in the Pennsylvania Medical Society 
(PAMED) including 162nd President, and is in 
leadership positions in state and national medical 
specialty societies and the American Medical 
Association (AMA).  
 
A past president of the Bucks County Medical 
Society, she serves on its Executive Committee, 
and as a Delegate in the PAMED House. She is 
past president of the Pennsylvania College of 
Emergency Physicians and served on the board 
for the Pennsylvania Society of Oncology and 
Hematology. A member of the AMA Council on 
Legislation Executive Committee, she is also on 
the AMA Ambassador Steering Committee, 
Delegate in the AMA House, and has served on 
the AMPAC Board of Directors. 
 
A tenacious advocate for physicians and patients, 
Dr. Heine is Chair of the Physicians Advisory 
Board for her Congressman.  She advised 
President George W. Bush on physician issues, 
testified before the Pennsylvania General 
Assembly, the U.S. Congress, and serves as a 
media spokesperson on healthcare. She received 
gubernatorial appointments to the Commonwealth 
Health Care Reform Implementation Advisory 
Committee, eHealth Committee, and State Board 
of Medicine where she was chair. 
 
Dr. Heine has received many awards including 
the inaugural PAMPAC R. William Alexander, MD 
Award “for contributions to the medical profession 
through grassroots political involvement and 
advocacy,” the American College of 
Emergency Physicians Colin C. Rorrie, Jr., PhD 
Award for Excellence in Health Policy, and the 
Inspirational Physician Award from the AMA 
Women Physicians Section. 



 
 

 
Jan Kief, MD 
 
Dr. Jan Kief is as graduate of the University of 
Colorado School of Medicine, an AMA member 
for over 3 decades, a Colorado AMA Delegate 
and has been recently appointed to the AMA 
CLRPD. She has dual specialties of Internal and 
Emergency Medicine and is currently part of the 
faculty at Rocky Vista University Medical School 
in Colorado.  Dr. Kief is former Army Captain, has 
5 children and is a past president of the Colorado 
Medical Society and a former long term Speaker 
for its HOD.  She lectures frequently about 
physician wellness and resilience, becoming even 
more passionate about its importance after 
altering her life as a physician as a result of 
battling an incurable, life threatening disease. 

 
 
 

 
Raj Kumar, MD 
 
Raj Kumar was born in the United Kingdom, Mr. 
Kumar had a passion for medicine from the age of 
8. Raj is involved with organized medicine at the 
local, state, and national levels. Raj is a member 
of the Board of Trustees of the Illinois State 
Medical Society, where he also serves as the 
Chair-Elect to the Medical Students Section. He is 
the Secretary of Region 2 of the Medical Students 
Section of the American Medical Association, and 
serves on the Committee on Scientific Issues. He 
is also as the president of his school's chapter of 
organized medicine, where he helps coordinate 
student involvement with ISMS and the 
Winnebago County Medical Society.  
 
Raj actively participates in medical service events 
such as the Drive for Men's Health, a cross 
country drive to promote active health awareness 
among men. He has also participated in the 
Sparsh Vachana, an annual program in 
Bangalore, India to provide complex orthopedic 
surgery to 200 children who could otherwise not 
afford it.   
 



 
 

 
Michael Metzner, MD 
 
Michael Metzner, MD was born in New York 
where he lived before relocating to Wellington, 
Florida in high school. He graduated with a 
Liberal Arts degree in both Biological Chemistry 
and Visual Arts from the Harriet L. Wilkes Honors 
College at FAU. Metzner followed his dream of 
becoming a physician and graduated with his 
M.D. from the University of Central Florida. He is 
currently a general surgery resident at UT Health 
San Antonio. 
 
Metzner has always been fascinated by 
photography and got his first camera in 2007. It 
did not take long before this new-found hobby 
became a passion and in 2009 he won the Home 
Grown Artist Award at ArtiGras, a nationally 
recognized art show, which resulted in a feature 
on ABC highlighting his accomplishments.  
Since then, Metzner has continued to enjoy great 
success in photography and the arts. Metzner 
was accepted into the Savannah College of Art 
and Design program in 
 
Metzner has had many job titles within the arts. 
From an actor on the stage, to Executive 
Producer of a number of short films around the 
country, he has always followed his passion 
embracing his talents across the spectrum. He is 
currently living in Los Angeles and works 
alongside some of the best medical advisors in 
Hollywood including Dr. Zoanne Clack and Dr. 
Fred Einesman on ABC's Grey's Anatomy. 
 

 
 

 
Gillian Naro is a fourth year medical student at 
Penn State College of Medicine. She is the Chair 
for the AMA’s Committee on Bioethics and 
Humanities and a Theme Issue Editor for the 
AMA Journal of Ethics. Gillian also sits on the 
Board of Trustees for the Pennsylvania Medical 
Society and is a member of Penn State’s Global 
Health Scholars Program. Her professional 
interests include medical ethics and health care 
policy. She hopes to pursue a career in Internal 
Medicine. 

 



 
 

 
Josephine Nguyen, MD, MHCDS, FAAD 
 
As the Acting Associate Director for Specialty 
Care, CDR Nguyen is responsible for the strategic 
leadership and overall operations of 18 surgical 
and medicine subspecialty sections and Special 
Medical Examinations. 
 
CDR Nguyen completed her undergraduate 
studies at the U.S. Naval Academy, where she 
graduated second in her class. Dr. Nguyen 
graduated from Stanford School of Medicine, 
completed her Dermatology residency at the 
University of Pennsylvania, and holds a Master’s 
Degree in the Science of Healthcare Delivery 
from Dartmouth University. Most recently, she 
completed a Robert Wood Johnson Health Policy 
Fellowship serving as the sole physician advisor 
to the Chairman of the Ways and Means 
Committee in the House of Representatives of the 
U.S. Congress. 
 
From 2005-2007, CDR Nguyen served as a flight 
surgeon with the forward deployed Carrier Air 
Wing Five, in Japan. In 2012, she served as the 
Director for Medical Student Accessions for the 
Navy Bureau of Medicine and Surgery, and 
developed a comprehensive, fair selection 
process for Navy Medical Health Professions 
Scholarship students. From 2014-2016, CDR 
Nguyen served as sole dermatologist at Naval 
Hospital Bremerton in Washington state, and she 
was the most productive dermatologist in all of 
Navy Medicine for 2015. She also initiated a tele-
dermatology program that recaptured $500K in 
care within one year. 
 
From October 2017 to March 2018, CDR Nguyen 
served as the Assistant Director for Specialty 
Care at Lovell FHCC and significantly increased 
access in three of the busiest clinics in the 
hospital. She is the Chair of the Dermatology 
Regulatory Policy Committee for the American 
Academy of Dermatology; Vice-President of the 
Association of Military Dermatologists; and a 
Delegate of the American Medical Association, 
representing 76,000 female physicians across the 
United States. 



 
 

 
Hunter Pattison, MD 
 
Hunter Pattison, MD is a member of the Resident 
& Fellow Section where he serves on the 
Governing Council.  He is an Emergency 
Medicine Resident Physician at UC Davis Medical 
Center.  

 
 

 
Chithra R. Perumalswami, MD MSc 
 
Chithra R. Perumalswami, MD, MSc, is a health 
services researcher and postdoctoral research 
fellow in the Center for Bioethics and Social 
Sciences in Medicine at the University of 
Michigan Medical School. Her scholarly work 
focuses on quality of health care at the end of life, 
particularly for vulnerable adult populations in 
which health care disparities are evident. She has 
additional expertise examining organizational 
behavior issues in medicine, including sexual 
harassment and physician burnout. She has a 
Master of Science in Health and Health Care 
Research through the Robert Wood Johnson 
Foundation/U.S. Department of Veterans Affairs 
Clinical Scholars Program. Her clinical training 
includes internal medicine and palliative medicine, 
as well as relevant clinical and quality 
improvement project experience as a hospitalist 
for several years after residency. As a fellow in 
the CBSSM, she has additional experiential 
training in bioethics and social science 
methodologies. 

 
 
 

 
Raj Reddy 
 
Rajadhar (Raj) Reddy is an M1 at Baylor College 
of Medicine in Houston, Texas, and president of 
Baylor’s AMA student section.  He also serves on 
the AMA MSS Standing Committee on Economics 
& Quality in Medicine and on the Harris County 
Medical Society Board on Medical Legislation.  
He is currently a summer Health Policy Fellow at 
the Joint Commission in Washington, DC.  Raj is 
interested in a career in neurology or psychiatry 
where he can combine his interests in clinical 
neuroscience and public health policy. 

 



 
 

 
Ryan J. Ribeira, MD, MPH 

 

A Castro Valley, Calif., native, Ryan J. Ribeira, 

MD, MPH, was elected to the American Medical 

Association Board of Trustees (BOT) in June 

2017. He is a practicing emergency medicine 

physician at Stanford University Hospital and a 

clinical instructor and administrative fellow at 

Stanford Medical School. He is also the founder 

and CEO of SimX, a company that makes low-

cost virtual and augmented reality medical 

simulation software. 

 
 

 

 
Mary Robichaux 
 
Mary Robichaux is a first-year medical student at 
Baylor College of Medicine. Outside of her 
involvement with the AMA, she enjoys 
volunteering at Texas Children’s Hospital and at a 
center for women recovering from addiction. She 
hopes to pursue a career in primary care and is 
passionate about increasing access to care for 
underserved populations. 
 

 
 

 
Daniel P. Sulmasy, MD, PhD, MACP 
 
Daniel P. Sulmasy, MD, PhD, MACP, is the André 
Hellegers Professor of Biomedical Ethics in the 
Departments of Medicine and Philosophy at 
Georgetown University, where he is Acting 
Director of the Kennedy Institute of Ethics and a 
member of the Pellegrino Center for Clinical 
Bioethics. He received his AB and MD degrees 
from Cornell University, completed his residency, 
chief residency, and post-doctoral fellowship in 
General Internal Medicine at the Johns Hopkins 
Hospital, and holds a PhD in philosophy from 
Georgetown. He has previously held faculty 
positions at New York Medical College and the 
University of Chicago. He has served on 
numerous governmental advisory committees and 
was a Member of the Presidential Commission for 
the Study of Bioethical Issues 2010-17. His 
research interests encompass both theoretical 
and empirical investigations of the ethics of end-
of-life decision-making, informed consent for 
research, and spirituality in medicine. He is the 
author or editor of six books, including, The 
Healer’s Calling (1997), Methods in Medical 
Ethics (1st ed., 2001; 2nd ed., 2010), The Rebirth 



of the Clinic (2006), and Safe Passage: A Global 
Spiritual Sourcebook for Care at the End of Life 
(2014). He also serves as editor-in-chief of the 
journal, Theoretical Medicine and Bioethics.  
 

 
 

Cindy Tsui 
 
Cindy Tsui is a fourth-year medical student at 
SUNY Downstate College of Medicine. She has 
been a member of the American Medical 
Association since 2015, serving as a past 
President and Secretary of the SUNY Downstate 
AMA Chapter and a Delegate to the AMA-MSS 
representing SUNY Downstate and APAMSA. She 
received her B.A. in Computer Science from New 
York University and is passionate about the 
intersection of technology with medicine, 
education, and public health. 
 

 
 

 
Ian Whittall 
 
Ian Whittall is a first-year medical student at the 
University of Connecticut School of Medicine. He 
is an Urban Service Track Scholar and Student 
Manager at the South Park Inn Medical Clinic, 
serving indigent community members in the 
Greater Hartford Area. He is additionally the Co-
President of UConn Medicine’s Surgery Interest 
Group and is the Advocacy Chair at UConn 
Medicine’s AMA-MSS Chapter. In addition to 
belonging to UConn Medicine and Dental’s 
Student Government, he works on medical 
curriculum improvement as part of his school’s 
Curriculum Advisory Committee. His interest in 
medical education has additionally led him to write 
emergency-simulation cases that have been 
implemented as one of UConn Medicine’s 
educational opportunities and is a leading member 
of the Simulation Interest Group at UConn. He 
conducts interviews on applicants for UConn 
Medicine’s Admissions Committee and is a 
coordinator for the Admissions Committee’s 
admitted student revisit weekend.   
His current research investigates the comparative 
effectiveness of topical therapies for cutaneous, 
chronic graft-versus-host-disease in a 
retrospective clinical statistical analysis involving 
Hartford Hospital patient outcomes. Previously, Mr. 
Whittall completed his undergraduate degree at 
the University of Pennsylvania, where he 
conducted research on the factors affecting the co-
morbidity of GAD and MDD, as well as examined 



myocardial stem cell differentiation optimization in 
vivo using shear-thinning exosome gel matrices in 
post-ischemic cardiac tissues. During his time at 
Penn, he additionally studied healthcare 
management and coordinated the nation’s largest 
intercollegiate healthcare conference, the Wharton 
Undergraduate Healthcare Conference.  
 

 
 

 
Louis Weinstein, MD 
 
Louis Weinstein, MD, received his undergraduate 
degree in chemistry from Bates College in 
Lewiston, Maine. Following medical school at 
Wake Forest University Bowman Gray School of 
Medicine, he completed his residency in 
obstetrics and gynecology at the University of 
Colorado, served as a lieutenant commander in 
the U.S. Navy and completed a fellowship in 
maternal fetal medicine at the University of 
Arizona. 
 
While on the faculty at the University of Arizona, 
he rose in academic rank to full professor, served 
as director of divisions of both maternal fetal 
medicine and research, and was recognized for 
discovering and naming HELLP (hemolysis, 
elevated liver enzymes, low platelets) syndrome 
in 1982, a severe form of preeclampsia that has 
substantial morbidity and mortality for pregnant 
women. His original publication on HELLP 
syndrome was recognized in 2010 by the 
American Journal of Obstetrics and Gynecology 
as the 12th most frequently cited publication in 
obstetrics/gynecology during the previous 50 
years and in 2018 his work was the 8th most cited 
manuscript in the previous 100 years in the 
American Journal of Obstetrics & Gynecology. 
 
He later served as professor and chair of Ob-Gyn 
at the University of Toledo School of Medicine in 
Ohio, and as the Bowers Professor and chair of 
Ob-Gyn at Sidney Kimmel College of Medicine, 
Thomas Jefferson University in Philadelphia.  
 
In 2011, Dr. Weinstein moved to Charleston, S.C., 
where he became director of women’s services 
for the Barrier Island Free Medical Clinic, which 
serves the region’s uninsured patients. He also 
serves as a volunteer involving numerous 
community activities including the school board, 
historic Charleston foundation, city tourism 
commission, etc . 
 
He has published more than 150 
manuscripts/book chapters and in 2003 was the 



first person to write about and initiate the Laborist 
movement, the most rapidly growing specialty 
within Ob-Gyn. He has remained active nationally, 
serving on various committees and task forces for 
the American College of Obstetricians and 
Gynecologists for 35 consecutive years. 
 
He is on the Governing Council of the Senior 
Physicians Section of the American Medical 
Association in which he is recently elected Chair 
elect of the Governing Council.  On the Governing 
Council, he advocates for greater involvement of 
the senior physician in the teaching and 
mentoring of medical students, residents and 
junior faculty and finding solutions in order to 
ameliorate medical student debt crisis.     
 

 
 

 
John Williams, MD 
 
Dr. Williams was raised in small town Texas 
where his father and great-grandfather 
were physicians as well as his older brother and 
younger sister. He attended medical 
school at Baylor College of Medicine in Houston 
and then completed his residency in 
Anesthesiology at the University of Texas at 
Houston. His fellowship in cardiac anesthesiology 
and critical care was completed at Guy’s Hospital 
in London, England. 
 
Dr. Williams has been involved with medical 
student, resident and continuing medical 
education throughout his 35-year career. He has 
held various leadership positions in academic 
medicine including most recently as Chair and 
Program Director for 12 years at the University of 
Pittsburgh stepping down in 2014. 
 
During his tenure as Chair, he worked with the 
Chair of Internal Medicine, the Sr. Associate Dean 
of Health Sciences and the Director of Medical 
Informatics to design a course called the “Basic 
Science of Care”, one aspect of which was basic 
education regarding budgeting and management 
of personal expenses. 

 
 
 

No photo available. 
 

 
Donna Woodson, MD 
 
Donna Woodson, MD moved to the Midwest to 
become a member of the 1st class of the Medical 
College of Ohio. That was only the 1st of her many 
firsts: she went on to become the 1st woman 
President of The Academy of Medicine of Toledo 
and Lucas County in its 150 year history, the 1st 
woman elected as Chief of Staff at a Toledo area 



hospital, and the 1st woman elected as President 
of the combined Toledo-Lucas County Board of 
Health, now serving her sixteenth year in that 
role. In addition to a four-decade private practice 
as a board-certified family physician, she has a 
long history of commitment to the community and 
her profession. She believes strongly in organized 
medicine as a means to accomplish advocacy for 
patients and colleagues. She has represented 
Ohio as a Delegate to the AMA for 23 years and 
has recently received their AMA Physician of 
Inspiration award and has three AMA WPS 
Mentorship Awards. Recognition for her 
achievements has also come from the United 
States Congress and the State of Ohio Senate in 
addition to the UT College of Medicine Alumni 
Community Award, and the ATHENA Leadership 
Award from the Chamber of Commerce. She is a 
contributing author in two books on Family 
Medicine and several medical articles and 
professional presentations. 
 
Dr. Woodson is now involved as a full-time 
Professor at the UT College of Medicine 
Department of Medical Education and also holds 
an additional Professorship in the School for 
Population Health. She remains passionate about 
teaching medical students how to find joy in really 
caring for patients and has developed electives in 
Art and Medicine and Population/Public Health.  
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Corwin, Allysa Edwards, Taylor Smith, Akhil Upneja, Emily Warner 
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Governing council

Medical Student Section (MSS) Governing Council 
2018-2019 Term 

Chair, Karen Dionestoes, MD, MPH 
Creighton University School of Medicine 

Vice Chair, Allesha Shaik, MD, MPH 
Drexel University College of Medicine 
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Delegate, Joy Lee, MD, MPP 
Rutgers Robert Wood Johnson Medical 
School 

 

 

 

Alternate Delegate, Daniel Pfeifle, MD 
University of South Dakota Sanford 
School of Medicine 

 

 
 

 

Speaker, Emily Dewar, MD 
McGovern Medical School 
 
 

 

 
 

 

Vice Speaker, Enio Perez, MD, MPH 
Medical College of Wisconsin 
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Member At-Large Officer,  
Manna Varghese 
University of Missouri-Kansas City SOM 
 

 

 
 

 

Chair-Elect 2019-2020, Taylor Lucas 
University of South Carolina School of 
Medicine Greenville 
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Convention committees 

We would like to thank our Convention Committees for their help in preparation of the Annual 
Meeting.  Thank you! 

HCC – House Coordination Committee 
Chair Hari Iyer 

Chair Adam Roussas 

Vice Chair Nathan Carpenter 

Vice Chair Adam Panzer 

Shaleen Thakur 

Sophia Spadafore 

Sriharsha Voleti 

Angellica Gordon 

Sarah Luke 

Siri Loken 

Aashna Patel 

Ellen Jochum 

Nicholas Yeisley 

RefCom – Reference Committee 
Chair Danny Vazquez 

Vice Chair Haidn Foster 

Pauline Huynh 

Lindsay Murphy 

Jennings Dooley 

Raj Kumar 

Tristan Mackey 

Usman Aslam 
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Rules – Rules Committee 
Rules Chair Rohan Khazanchi 

Vice Chair Bobby May 

 Jae Cho 

 Shri Kiriti Rajan 

 Zoe Moyer 

 Arjun Chadha 
 

Hosp – Hospitality Committee 
Chair Baillie Bronner 

Vice Chair Sara Amen 

 Christine Grech 

 Ameel Chaudhary 

 

Creds – Credentials Committee 
Chair Victoria Gordon 

Vice Chair Tyler Lang 

 Colin Flannelly 

 Rachel Shugart 

 Ellen Asselin 

 Rashmi Madhavan 

 Abigail Rentshler 

 Shilpi Sharma 

 Winnie Rao 

 Irraj Iftikhar 

 

Log – Logistics Committee 
Chair Jacob Radparvar 

Vice Chair Rahul Shah 

 Sanjana Datla 

 Maggie Oliver 

 Kajal Madan  

 

ParliPro – Parliamentary Procedures Committee 
Chair Jordan Lippincott 

Vice Chair Justin Magrath 

 Titus Hou 

 Oluwasegun Emenogu 

 Victoria Pinilla 

 

 
 



For the best user experience, please download a copy of this handbook 
to your personal device  

Governing council action items 

The AMA Medical Student Section Governing Council wants to ensure that every MSS 
member’s voice is heard. If you have a concern or new idea that you would like to see 
addressed or brought to the attention of the AMA, please complete the form available at 
https://www.ama-assn.org/form/gov-council-action-item-request 

The following action items have been submitted since the Interim meeting: 

(1) Reference Committee and Assembly Review

Submitted by Anonymous on January 18, 2019 

Short Summary of the Problem/Issue 

In the last AMA-MSS assembly (I-18) 10 resolutions were not considered, in large part 
due to the fact that 41 of 69 resolutions were extracted from the reference committee 
(RefCom) report. At assembly at A-18 there 37 extractions from the RefCom report of 60 
resolutions. One issue I have heard from many authors in my region is that they don't 
fully understand how RefCom makes its decisions, especially when it makes a 
recommendation that is opposite all the testimony given on VRC, so they extract hoping 
for a more favorable view in assembly. Other authors are frustrated that staff gives 
recommendations to RefCom but not to authors, so they end up blindsided by the report. 
There needs to be a review done of how RefCom produces its reports with transparency 
for authors. The consequence has been that we are extracting more than half the 
resolutions every meeting, and people are wordsmithing on the floor to try to get their 
policy through, ultimately defeating the goal of RefCom which is to ensure that sound 
policy is produced by the MSS with time and consideration given to every word 

Action Requested 

● review how RefCom generates its reports, and provide a report to the AMA-MSS

assembly

● provide new strategies for ensuring that assembly moves efficiently while

https://www.ama-assn.org/form/gov-council-action-item-request
https://www.ama-assn.org/form/gov-council-action-item-request
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producing the best possible policy we can 

____________________________________________________________________________ 

(2) Region Authorship Review 

Submitted by Anonymous on January 18, 2019 

Short Summary of the Problem/Issue 

Every region seems to do something differently to decide region authorship, and then 
with what to do after deciding to author. The mission of region authorship seems to have 
been lost, as it now is more of an endorsement and does not seem to carry much more 
than a few extra points in scoring as the reference committee and the assembly do not 
seem concerned with region authorship. It is a time consuming process for authors and 
regions to apply for and vote on region authorship, and the intent of the outcome is 
becoming less clear.  

Action Requested 

● Review the AMA-MSS policy on region authorship, including the mission and 

execution of region authorship, and provide a report to the assembly of whether 

region authorship is meeting the goals it intended to, as well as if it is an efficient 

use of time for authors and region members 

____________________________________________________________________________ 

(3) Diversity in medicine and pipeline programs 

Submitted by Damani McIntosh-Clarke on February 17, 2019 

Short Summary of the Problem/Issue 

In our healthcare landscape, disparities exist among socio-economic, racial and ethnic 
demographics, leading to disproportionate levels of adverse outcomes in these groups. 
The AMA has committed to reducing healthcare disparities through a variety of 
strategies, including diversifying the physician workforce to reflect the communities they 
serve. One strategy that the AMA has endorsed to improve socio-economic and ethnic 
diversity in the physician workforce is advocating for pipeline programs that seek to 
achieve this goal. 

Action Requested 

● Ask the AMA Board of Trustees or other relevant stakeholders to report on the 

actions taken by the AMA to advocate for pipeline programs and other initiatives 

to improve physician diversity and outcome data of these actions if available -- it 

would be especially useful to focus on actions taken since the "Commission to 

End Healthcare Disparities Five-Year Summary" published in 2009. 
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Supporting Policies 

● Strategies for Enhancing Diversity in the Physician Workforce D-200.985 

● Diversity in the Physician Workforce and Access to Care D-200.982 

● Guiding Principles for Eliminating Racial and Ethnic Health Care Disparities D-

350.991 

____________________________________________________________________________ 

(4) Raising awareness: language access for Limited English Proficiency patient care 

Submitted by anonymous on February 27, 2019 

Short Summary of the Problem/Issue 

The legal history of language access in medicine begins in 1964 with Title VI of the Civil 
Rights Act, which was reinforced by an executive order to promote and expand language 
access in publicly funded institutions during the administration of President Bill Clinton. 
In 2016, the Final Rule of the Affordable Care Act redefined several elements of 
language access required in a medical setting. Language access services including 
interpreters (live or video) for oral communication, and written translation of “vital 
documents” must be provided to LEP patients, at no cost to patients. It is noteworthy that 
“vital documents” is left intentionally vague; several hospital systems include discharge 
instructions within their list of documents considered “vital documents”, while others do 
not. While it is progress that the law today in the United States specifies so much around 
language access, the funding remains challenging. Hospitals and health systems are 
expected to internally fund the cost of language access services, and are able to decide 
what does and does not fit the description of “vital documents”. In balancing inadequate 
funding and ambiguous translation requirements, many health systems are unable to 
afford translation of patient-specific written information for LEP patients, and end up 
omitting this from their institutional list of “vital documents”. 

A small portion of the cost of language access services is offset by “matching funds” 
payments from Medicaid and CHIP. This is important; however, reimbursements do not 
fully cover the cost of language access resources for patients receiving services through 
Medicaid and CHIP, and does not address the significant volume of LEP patients who do 
not qualify for either of these programs. Expanding federal funding to help health 
systems pay for the cost of language access for LEP patients regardless of insurance 
status could have a significant impact on the abilities of hospitals and clinics to provide 
linguistically and culturally competent care. Supporting the efforts of health systems 
administrators and medical professionals in delivering language access at all stages of 
care in the hospital, including throughout the critical discharge process, is in within the 
spirit of the Affordable Care Act, and addresses a disparity in health care justice. 

How may we raise awareness among medical trainees as well as call on our elected 
representatives to mobilize resources at a national level to support our health systems 
as they reach toward a shared goal of delivering better care to all of our patients. 

Action Requested 



For the best user experience, please download a copy of this handbook 
to your personal device  

● Raising awareness to address an ongoing barrier to providing language-

appropriate care to diverse patient populations



 
This document does not represent official policy of the American Medical Association (AMA). 

Refer to AMA PolicyFinder (www.ama-assn.org/go/policyfinder) for official policy of the Association. 
 

REPORT OF THE MEDICAL STUDENT SECTION 
GOVERNING COUNCIL 

 
GC Report A 

A-19 
 

Subject: Biennial Review of Organizations Seated in the AMA-MSS Assembly 
 
Presented by:  Karen Dionesotes, Chair 
 
Referred to:  MSS Reference Committee 
   (Danny Vazquez, Chair) 
____________________________________________________________________________
 1 
INTRODUCTION 2 
 3 
The MSS Internal Operating Procedures (IOPs) and AMA Bylaws outline a mechanism for 4 
establishing and maintaining National Medical Specialty Society (NMSS), Professional Interest 5 
Medical Association (PIMA), and National Medical Student Organization (NMSO) representation 6 
in the MSS Assembly.  Among other requirements, organizations that have been granted voting 7 
representation in the Assembly are required to undergo biennial review to ensure that they 8 
remain eligible for representation in the MSS Assembly.   9 
 10 
Accordingly, this report assesses whether NMSSs, PIMAs, and NMSOs currently represented in 11 
the Assembly continue to meet the eligibility criteria and recommends continuation or not of 12 
each organization’s representation status. 13 
 14 
BACKGROUND 15 
 16 

A. NMSS and PIMA Eligibility Criteria 17 
 18 
The student components of National Medical Specialty Societies (NMSSs) and Professional 19 
Interest Medical Associations (PIMAs) are granted representation in the MSS Assembly 20 
according to guidelines set forth in AMA Bylaw 7.3.3.3 and MSS IOP 15.3.2.  The student 21 
components of NMSSs and PIMAs that meet the following criteria may be considered for 22 
representation in the MSS Assembly: 23 
 24 

a. The parent organization must have voting representation in the AMA House of 25 
Delegates. 26 

b. The parent organization must allow for medical student membership. 27 
c. The parent organization must have established a mechanism that allows for the regular 28 

input of medical student views into the issues before the organization. 29 
 30 
B. New Representation 31 

 32 
New representation by a NMSS, PIMA, or NMSO is granted after an application submitted by 33 
interested national medical specialty societies, federal services, and professional interest 34 
medical associations to the MSS GC. The organization should submit the application form, and 35 
any other documents demonstrating compliance with these criteria, to the MSS Governing 36 
Council at least ninety days prior to the first Meeting at which they wish to seat an MSS 37 
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Delegate. Upon approval by the Governing Council, the organization will be granted a seat in 1 
the MSS Assembly with voting privileges on all matters except elections. The newly seated 2 
organization will be placed on probationary status for a period of two years, during which time 3 
consistent attendance at the four national Assembly Meetings is expected. At the conclusion of 4 
this probation period, the MSS Delegate selected by the organization will attain full voting 5 
privileges, including elections, and will be eligible to run for office. The Governing Council will 6 
notify the organization of its status at the end of the probation period. (MSS IOP 15.3.2.3) 7 
 8 

C. NMSO Eligibility Criteria 9 
 10 
National Medical Student Organizations (NMSOs) are granted representation in the MSS 11 
Assembly according to guidelines set forth in AMA Bylaw 7.3.3.4 and MSS IOP 15.3.3.  NMSOs 12 
that meet the following criteria may be considered for representation in the MSS Assembly: 13 
 14 

a. The organization must be national in scope. 15 
b. A majority of the voting members of the organization must be medical students enrolled 16 

in educational programs as defined in AMA Bylaw 1.1.1.1 17 
c. Membership in the organization must be available to all medical students, without 18 

discrimination. 19 
d. The purpose and objectives of the organization must be consistent with the AMA’s 20 

purpose and objectives.2 21 
e. The organization’s code of medical ethics must be consistent with the AMA’s Principles 22 

of Ethics.3 23 
 24 
DISCUSSION 25 
 26 

A. Review of NMSS and PIMA Eligibility 27 
 28 
There are currently 10 NMSSs and PIMAs represented in the MSS Assembly: 29 
 30 

1. Aerospace Medical Association (AsMA) 31 
2. American Academy of Family Physicians (AAFP) 32 
3. American Academy of Pediatrics (AAP) 33 
4. American Association of Physicians of Indian Origin (AAPI) 34 
5. American College of Emergency Physicians (ACEP) 35 
6. American College of Medical Quality (ACMQ) 36 
7. American College of Physicians (ACP) 37 
8. American Society of Anesthesiologists (ASA) 38 
9. American Society of Military Surgeons of the US (AMSUS) 39 
10. American Medical Women’s Association (AMWA) 40 
 41 

                                                      
1
 AMA Bylaw 1.1.1: “Medical students in educational programs provided by a college of medicine or osteopathic medicine 

accredited by the Liaison Committee on Medical Education or the American Osteopathic Association leading to the MD or DO 
degree. This includes those students who are on an approved sabbatical, provided that the student will be in good standing upon 
returning from the sabbatical.” 
2
 The stated mission of the AMA is “To promote the art and science of medicine and the betterment of public health.”  (See 

https://www.ama-assn.org/about/our-vision).  
3
 The AMA Principles of Medical Ethics may be found at https://www.ama-assn.org/delivering-care/ama-code-medical-ethics.  

https://www.ama-assn.org/about/our-vision
https://www.ama-assn.org/delivering-care/ama-code-medical-ethics
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Our review found that each of these organizations is in compliance with the established 1 
eligibility criteria as required by biennial review..  2 
 3 
A brief discussion of each organization follows: 4 
 5 

1. Aerospace Medical Association (AsMA) 6 
a. Aerospace Medical Association has voting representation in the House of 7 

Delegates. 8 
b. The AsMA Association allows for medical student membership. 9 
c. The Aerospace Medicine Student and Resident Organization (AMSRO) has a 10 

voting representative on the Aerospace Medical Association Council (Board of 11 
Directors). All members of the Aerospace Medical Association, including Student 12 
and Resident members can offer resolutions and nominations, etc. 13 

 14 
2. American Academy of Family Physicians (AAFP) 15 

a. AAFP has voting representation in the AMA House of Delegates. 16 
b. The AAFP allows for medical student membership. 17 
c. The AAFP Board of Directors includes a student member as do its Commissions. 18 

In addition, the AAFP convenes a national meeting of students and residents 19 
each summer. Resolutions considered at that meeting can be referred to the 20 
Board of Directors and AAFP Congress of Delegates for consideration. 21 

 22 
3. American Academy of Pediatrics (AAP) 23 

a. AAP has voting representation in the House of Delegates 24 
b. The AAP allows for medical student membership. 25 
c. The AAP has a medical student section with its own subcommittees for 26 

leadership opportunities.  AAP has medical student liaisons to each of the 27 
subcommittees. 28 
 29 

4. American Association of Physicians of Indian Origin (AAPI) 30 
a. AAPI has voting representation in the AMA House of Delegates. 31 
b. The AAPI allows for medical student membership. 32 
c. One medical student sits on the Executive Council of the parent organization. 33 

One medical student sits on the Board of Trustees of the parent organization. 34 
Two governing board meetings annually for the parent organizations to which 35 
students can submit resolutions. 36 

 37 
5. American College of Emergency Physicians (ACEP) 38 

a. ACEP has voting representation in the AMA House of Delegates 39 
b. The ACEP allows for medical student membership. 40 
c. Medical students serve on the Section Council on Emergency Medicine. They 41 

are members of the Emergency Medicine Residents’ Association (EMRA) which 42 
has a liaison to the ACEP Board of Directors and representation on the ACEP 43 
Council. EMRA also has a Medical Student Council that provides student 44 
viewpoints on issues critical to medical students and graduate medical education 45 
concerns. Medical students also serve on various ACEP committees. 46 

 47 
6. American College of Medical Quality (ACMQ) 48 

a. ACMQ has voting representation in the AMA House of Delegates 49 
b. The ACMQ allows for medical student membership. 50 
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c. A medical student currently sits on the board of directors. Additionally, ACMQ's 1 
student/resident/fellows section represents medical student issues to the board 2 
and membership. 3 

 4 
7. American College of Physicians (ACP) 5 

a. ACP has voting representation in the AMA House of Delegates 6 
b. The ACP allows for medical student membership. 7 
c. The ACP has a Council of Student Members.  The Chair serves on the College's 8 

Board of Regents, the Vice Chair, on the Board of Governors.  The Council can 9 
submit resolutions to either the Board of Regents or Board of Governors. 10 

 11 
8. American Society of Anesthesiologists (ASA) 12 

a. ASA has voting representation in the AMA House of Delegates. 13 
b. The ASA allows for medical student membership. 14 
c. The ASA Medical Student Component Society has a governing council and all 15 

ASA medical student members are members of this component society. The 16 
Medical Student Component is represented in the ASA House of Delegates. The 17 
Medical Student Governing Council meets with the Committee on Residents & 18 
Medical Students regularly. MS Governing Council recommendations are made 19 
through the CORMS and directly to the ASA Board of Directors. 20 

 21 
9. American Society of Military Surgeons of the US (AMSUS) 22 

a. AMSUS has voting representation in the AMA House of Delegates 23 
b. AMSUS allows for medical student membership. The first year is federally 24 

funded, and then $50 per year through to residency completion. 25 
c. Students have their own SIG (special interest group) that is managed and run by 26 

USUHS medical students. Their elected leader meets at least annual with the 27 
AMSUS Executive Director to review their goals, needs, and express their point 28 
of view. Student members are invited to volunteer at the annual meeting, giving 29 
them the opportunity to network with top military leadership from DoD, VA, DHA 30 
etc. as well as fellow students from different health related professions, schools, 31 
and military branches. 32 
 33 

10. American Medical Women’s Association (AMWA) 34 
a. AMWA has voting representation in the House of Delegates 35 
b. AMWA allows for medical student membership. 36 
c. The Medical Student Division is structured by the local, regional, and national 37 

levels. We have active members active at every level. Our Student Executive 38 
Committee is composed of President, President-Elect, Secretary, and Treasurer. 39 
Our President-Elect serves as the President the following year, and Immediate 40 
Past President after that, to provide continuity on the leadership board. In 41 
addition, many of our regional leaders transition to national chair positions, which 42 
also provide added consistency throughout AMWA.  The tenure is yearly for most 43 
positions, while some are two-year positions (ie. Treasurer, Conference Chairs). 44 

 45 
 46 

B. New Representation  47 
 48 
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Four new organizations have sought representation in the MSS Assembly since the release of 1 
GC Report A, A-17. Two of these are NMSS organizations, one is a PIMA organization, and one 2 
is a NMSO organization.  3 
 4 

1. Student Osteopathic Medical Association (SOMA) 5 
2. Psychiatry Student Interest Group Network (PsychSIGN) 6 
3. Association of Native American Medical Students (ANAMS) 7 
4. Health Professionals Advancing LGBTQ Equality (GLMA) 8 

 9 
A brief discussion of these organizations follows: 10 
 11 

1. Student Osteopathic Medical Association (SOMA) 12 
a. Student Osteopathic Medical Association (American Osteopathic Association) 13 

has voting representation in the House of Delegates. 14 
b. American Osteopathic Association allows for medical student membership 15 

through the Student Osteopathic Medical Association (SOMA). 16 
c. The Student Osteopathic Medical Association (SOMA) has a voting 17 

representative on the American Osteopathic Association Board of Trustees. 18 
SOMA sends student delegates to vote in AOA House of Delegates meetings. 19 

 20 
2. Psychiatry Student Interest Group Network (PsychSIGN) 21 

a. PsychSIGN (American Psychological Association) has voting representation in 22 
the House of Delegates. 23 

b. American Psychological Association allows for medical student membership 24 
through the Psychiatry Student Interest Group Network (PsychSIGN). 25 

c. The Psychiatry Student Interest Group Network (PsychSIGN) has a voting 26 
representative on the American Pathological Association Board of Trustees.  27 
 28 

3. Association of Native American Medical Students (ANAMS) 29 
a. The ANAMS is national in scope. 30 
b. A majority of the voting members of the organization are medical students 31 

currently enrolled in U.S. medical schools as defined by AMA Bylaw 1.1.1. 32 
c. Membership to the organization is available to all medical students. 33 
d. The purpose and objectives of the organization are consistent with the AMA’s 34 

purpose and objectives. 35 
e. The ANAMS does not have a specific code of ethics, but its objectives are in line 36 

with the AMA Principles of Ethics. 37 
 38 

4. Health Professionals Advancing LGBTQ Equality (GLMA) 39 
a. GLMA has voting representation in the House of Delegates 40 
b. GLMA allows for medical student membership. 41 
c. GLMA has a separate medical student committee, Health Professionals in 42 

Training Committee, with representation on the GLMA board and coordinates 43 
with other GLMA committees. 44 

 45 
 46 

C. Review of NMSO Eligibility  47 
 48 
There are currently four NMSOs represented in the MSS Assembly:  49 
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 1 
1. American Physician Scientists Association (APSA) 2 
2. Asian Pacific American Medical Student Association (APAMSA) 3 
3. Latino Medical Student Association (LMSA) 4 
4. Student National Medical Association (SNMA) 5 

 6 
Our review found that each of these organizations is in compliance with the established criteria 7 
for eligibility. A brief discussion of these organizations follows: 8 
 9 

1. American Physician Scientists Association (APSA) 10 
a. The APSA is national in scope. 11 
b. A majority of the voting members of the organization are medical students currently 12 

enrolled in U.S. medical schools as defined by AMA Bylaw 1.1.1. 13 
c. Membership to the organization is available to all medical students. 14 
d. The purpose and objectives of the organization are consistent with the AMA’s 15 

purpose and objectives. 16 
e. The APSA does not have a specific code of ethics, but its objectives are in line with 17 

the AMA Principles of Ethics. 18 
 19 

2. Asian Pacific American Medical Student Association (APAMSA) 20 
a. The APAMSA is national in scope. 21 
b. A majority of the voting members of the organization are medical students enrolled in 22 

U.S. medical schools as defined by AMA Bylaw 1.1.1. 23 
c. Membership in the organization is available to all medical students. 24 
d. The purpose and objectives of the organization are consistent with the AMA’s 25 

purpose and objectives. 26 
e. The APAMSA does not currently have a code of ethics, but its stated mission and 27 

objectives are in line with the AMA principles of medical ethics. 28 
 29 

3. Latino Medical Student Association (LMSA) 30 
a. The LMSA is national in scope. 31 
b. A majority of the voting members of the organization are medical students enrolled in 32 

U.S. medical schools as defined by AMA Bylaw 1.1.1. 33 
c. Membership in the organization is available to all medical students. 34 
d. The purposes and objectives of the association are consistent with the AMA’s 35 

purpose and objectives. 36 
e. The LMSA does not currently have a code of ethics, but its stated mission and 37 

objectives are in line with the AMA principles of medical ethics. 38 
 39 
4. Student National Medical Association (SNMA) 40 

a. The SNMA is national in scope. 41 
b. A majority of the voting members of the organization are medical students enrolled in 42 

U.S. medical schools as defined by AMA Bylaw 1.1.1. 43 
c. Membership in the organization is available to all medical students. 44 
d. The purposes and objectives of the association are consistent with the AMA’s 45 

purpose and objectives. 46 
e. The SNMA does not currently have a code of ethics, but its stated mission and 47 

objectives are in line with the AMA principles of medical ethics. 48 
 49 
CONCLUSIONS 50 
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 1 
Your GC’s review of the continuing representation eligibility of NMSSs, PIMAs, and NMSOs 2 
currently represented in the MSS Assembly is summarized in Tables 1 and 2.  3 
 4 
Table 1: Review of NMSS and PIMA Eligibility 5 
 

Organization Parent Seated in 
HOD? 

Student 
Membership? 

Student Input? 

AsMA Yes Yes Yes 

AAFP Yes Yes Yes 

AAP Yes Yes Yes 

AAPI Yes Yes Yes 

ACEP Yes Yes Yes 

ACMQ Yes Yes Yes 

ACP Yes Yes Yes 

ASA Yes Yes Yes 

AMSUS Yes Yes Yes 

AMWA Yes Yes Yes 

 
Table 2: Review of NMSO Eligibility 
 

Organization National? Majority med 
students? 

Open to all 
med 
students? 

Consistent 
with AMA 
purposes and 
objectives? 

Code of 
medical 
ethics 
consistent 
with AMA? 

APSA Yes Yes Yes Yes Yes 

APAMSA Yes Yes Yes Yes Yes 

LMSA Yes Yes Yes Yes Yes 

SNMA Yes Yes Yes Yes Yes 

 
 
Table 3: Newly-Seated Organizations (NMSS, PIMA and NMSO)  
 

Organization Parent Seated in 
HOD? 

Student 
Membership? 

Student 
Input? 

Organization type 

SOMA Yes Yes Yes NMSS 

PsychSIGN Yes Yes Yes NMSS 

ANAMS Yes Yes Yes NMSO 

GLMA Yes Yes Yes PIMA 

 
 
Additionally, your GC notes that the presence and active involvement of NMSO/NMSS/PIMAs in 6 
the MSS Assembly provides a valuable opportunity for more medical student views to be 7 
represented in the AMA-MSS, as well as an opportunity for the AMA-MSS to hear 8 
underrepresented opinions, foster contacts and build partnerships with similar organizations, 9 
and improve the diversity of our membership.   10 
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 1 
Thus, your MSS Governing Council recommends that the following recommendations be 2 
adopted and the remainder of this report be filed:  3 
 4 
1. That our AMA-MSS retains the following NMSSs and PIMAs as eligible for AMA-MSS 5 

Assembly representation: American Academy of Family Physicians (AAFP), American 6 
Academy of Pediatrics (AAP), American Association of Physicians of Indian Origin 7 
(AAPI), American College of Emergency Physicians (ACEP), American College of 8 
Medical Quality (ACMQ), American College of Physicians (ACP), American Society of 9 
Anesthesiologists (ASA), American Society of Military Surgeons of the US (AMSUS), 10 
American Medical Women’s Association (AMWA). 11 

 12 
2. That our AMA-MSS retains the following NMSOs as eligible for AMA-MSS Assembly 13 

representation: American Physician Scientists Association (APSA), Asian Pacific 14 
American Medical Student Association (APAMSA), Latino Medical Student Association 15 
(LMSA), and Student National Medical Association (SNMA).  16 
 17 

3. That our AMA-MSS recognize the following NMSS, NMSO and PIMA organizations as 18 
newly seated organizations in the AMA-MSS Assembly: Student Osteopathic Medical 19 
Association (SOMA), Psychiatry Student Interest Group Network (PsychSIGN), 20 
Association of Native American Medical Students (ANAMS), and Health Professionals 21 
Advancing LGBTA Equality (GLMA). 22 
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INTRODUCTION 1 

2 

After the 2017 Interim Meeting of the American Medical Association Medical Student Section 3 

(AMA-MSS), the AMA-MSS Governing Council (GC) convened a MSS Resolution Process Task 4 

Force (RTF) to make recommendations to strengthen the MSS resolution review process. The 5 

RTF was asked to address concerns about the functionality and capacity of the existing 6 

process, including: 7 

8 

A. Insufficient time for adequate discussion of resolutions in the Assembly9 

B. Impact on student leadership (including sectional and regional delegates as well as the10 

MSS House of Delegates Coordinating Committee)11 

C. Impact on AMA staff (including MSS staff and non-MSS experts)12 

D. Number of external resolutions forwarded to House of Delegates (HOD)13 

14 

The RTF produced MSS RTF Report 1-A-18, containing 24 resolution process reform 15 

recommendations to encourage mentorship within the MSS, protect the democratic opportunity 16 

to be heard, foster high-quality discussion in the MSS Assembly, and preserve resources for the 17 

advocacy of MSS-originated resolutions in the AMA HOD. The GC amended these 18 

recommendations in MSS GC Report A-A-18 and proposed a pilot year where implementation 19 

would begin during the next cycle of the resolution process, I-18, followed by a GC Report to the 20 

Assembly at the 2019 Annual Meeting. The MSS Assembly adopted GC Report A-A-18 with the 21 

exception of Recommendation 8(b). 22 

23 

STATUS OF THE PILOT IMPLEMENTATION FOR A-19 24 

25 

The GC has implemented all but two of the GC Report A-A-18 recommendations over the 26 

course of the pilot year. This report serves as a brief update on the implementation status for 27 

each recommendation. Any interested party may consult the GC about the pilot implementation 28 

at any time by contacting the MSS Section Delegates 29 

30 

31 
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Table 1. Implementation Status 1 

Rec. Summary Status 
1a Training RD/ADs to provide better 

guidance on the various mechanisms 
available for advocacy through the AMA 
and MSS. 

Old RD training materials (e.g. Guide) 
were updated, while new materials were 
created for education on how to review 
resolutions, write testimony, etc. 

1b Making a video explaining the basics of 
Parliamentary 
Procedure and the most common mistakes 
made. 

AMA EdHub module created, provides 
visual & interactive parliamentary 
procedure training for the whole AMA. 

2a Clarifying what makes a successful GC 
Action Item, publicizing GC Action Item 
Requests widely, and increasing the 
prestige of these proposals. 

Created an initial framework for 
expanding the actions that follow GC 
Action Items. Current GC Action Items 
under discussion as future reports. 
Continuing GC discussion on novel 
avenues that future GC Action Items can 
follow. 

2b Creating a new, informational category of 
business for the Assembly, which would 
be presented by authors in a separate 
programming session at the meeting. 

Health Care Think Tank, a new format of 
TED talks-style programming, introduced 
at I-18 and continued at A-19 due to its 
popularity and high ratings. 

2c Providing a formal document to its 
members as proof of significant, non-
resolution-related work. 

Personalized support documents 
available to all students in leadership 
positions. Document available on 
request. 

3a Creating a voluntary indicator on the Open 
Forum and during the resolution draft 
phase that shows if the originator is a first-
time author. 

Manual option used at I-18 and A-19 due 
to the lack of technological ability to add 
a separate indicator while the AMA was 
undergoing a website overhaul. 

3b Requiring all external resolution authors to 
contact the relevant specialty society prior 
to submission. 

Completed at I-18. Completed at A-19, 
with additional facilitation from Section 
Delegates through identification of 
appropriate contacts and contact 
information for each individual resolution. 

4a Tasking the Government Relations 
Advocacy Fellow and Section Delegates 
with analyzing the Open Forum and 
resolution drafts for resolutions that the 
AMA Federal Advocacy Office would be 
interested in reviewing. 

Completed at I-18 and A-19. 

4b Broadening the functional scope of the 
HCC so HCC members can contact 
Region leaders to improve resolutions that 
would otherwise likely be reaffirmed. 

HCC reviews were placed on each 
resolution and in each primary reviewer’s 
summary email. The latter was shared 
with the author’s Region leadership for 
use in mentorship and Region 
authorship deliberations. 

4c Requiring primary reviewers to send 
feedback summary emails to the primary 
author’s Region Chair and Region 
Delegation Chair in order to allow Regions 

Not completed at I-18. At A-19, primary 
reviewer summary emails included the 
author’s Region leadership for use in 

https://edhub.ama-assn.org/module/2731246?resultClick=1&bypassSolrId=J_2731246
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to incorporate draft feedback into their 
Region authorship voting if they choose to. 

mentorship and Region authorship 
deliberations. 

4d Requesting that HCC post a summary of 
their comments from the draft review 
process to the VRC. 

Completed at I-18 and A-19. 

4e Requesting that RD/ADs provide 
meaningful testimony on the VRC for 
resolutions they reviewed, especially in 
cases where important recommendations 
were not considered. 

Completed at I-18. In process to be 
completed at A-19. 

5a Coordinating Region resolution 
authorship/support through a central AMA 
email process so more medical school 
sections can be reached. 

Region authorship procedures were 
collected and centralized to provide an 
overview of all requirements and 
deadlines. This central document was 
distributed to authors at I-18 and A-19. 

5b Giving the HOD Coordination Committee 
responsibility to review all submissions 
and place items on a Reaffirmation 
Consent Calendar. 

Completed at I-18 and A-19. Process 
was refined at A-19 based on feedback 
received after I-18. 

5c Adjusting resolution deadlines to allow 
more time for review between the final 
submission and VRC. 

Completed for I-18 and A-19. Deadlines 
were adjusted at A-19 based on 
feedback received after I-18. 

6a Reaffirm its existing rubric categories of 
authorship, clarity, research quality, scope, 
feasibility, novelty, relevance to the MSS 
Policy Objectives, thoughtful response to 
feedback, and quantitative scale scoring. 

Completed for I-18 and A-19. 

6b For external resolutions, increase the 
scoring weight of addressing the MSS 
Policy Objectives over that of addressing 
the AMA Strategic Focus Areas. 

Completed for I-18 and A-19. 

6c Include scoring of the fiscal note as a 
consideration for feasibility, instead of as a 
separate rubric category 

Completed for I-18 and A-19. 

7 That the MSS reaffirm its existing process 
of creating the Assembly’s Order of 
Business according to quantitative 
resolution scores. 

Completed for I-18 and A-19. 

8a The MSS Reference Committee noting in 
its rationale whether resolutions are 
suitable for a GC Action item. 

Completed at I-18. In process to be 
completed at A-19. 

9a Requiring authors of external resolutions 
to sign a virtual acknowledgement 
agreeing to help the Section Delegates 
and Regional Delegates in bringing their 
resolution to the AMA HOD, if their 
resolution is passed by the Assembly. 

Completed for I-18 and A-19. 

9b Tracking the outcome of MSS-initiated 
external resolutions that have had 
influence or impact. 

Report on prior outcomes and 
summarizing tracking methodologies in 
progress, not completed for A-19. 
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9c Giving the MSS GC responsibility for 
conducting an annual survey that sets the 
MSS Policy Objectives for the given year. 

Survey on the pilot year, including future 
policy priorities, conducted from May – 
June 2019, not completed for A-19. 

1 
CONCLUSION 2 

3 
Your Governing Council has completed the majority of recommendations charged to it through 4 
GC Report A-A-18 throughout the course of the pilot year. The final two recommendations 5 
remain unimplemented because they pertain to evaluation of the pilot year and its effectiveness. 6 
This evaluation is most effective when it occurs after the MSS resolution process has 7 
concluded. Since the MSS resolution process will continues past the MSS report deadline, your 8 
Governing Council will not be able to submit a report evaluating the pilot year at A-19. Your 9 
Governing Council plans to distribute surveys to those who participated in the MSS resolution 10 
process in May and June. Evaluation and a draft report will be completed by the end of June. 11 
This draft report will be presented to the incoming Governing Council (2019-2020) for further 12 
evaluation and eventual presentation to the Assembly at the Interim 2019 meeting. 13 

14 
Your Governing Council remains dedicated to improving on the recommendations that have 15 
been implemented through the pilot year. Comments, concerns, and questions from members 16 
are always welcome as your Governing Council continues working to improve the MSS 17 
resolution review process. Your Governing Council looks forward to presenting a detailed report 18 
of the pilot year with recommendations to formalize successful changes to the resolution 19 
process. 20 

21 
RECOMMENDATIONS 22 

23 
1. Your Governing Council recommends that the pilot implementation of the24 

recommendations passed at the June 2018 MSS Assembly from GC Report A-A-18 be25 
extended through the Interim 2019 meeting, in order to enable the Section Delegates to26 
continue implementing improvements to the resolution review process.27 

2. Your Governing Council recommends that the deadline for a report evaluating the pilot28 
implementation of GC Report A-A-18 be extended to the Interim 2019 meeting, in order29 
to provide the Assembly with a more thorough and holistic final report.30 
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REPORT OF THE MSS RESOLUTION PROCESS TASK FORCE 

MSS RTF Report 1-A-18 

Subject: Reforms to the Resolution Process: Recommendations from the MSS Resolution 
Process Task Force 

Presented by: MSS Resolution Process Task Force 
Helene Nepomuceno, Co-Chair and Karthik V. Sarma, Co-Chair 

Referred to: MSS Governing Council 
(Helene Nepomuceno, Chair; Karen Dionesotes, Vice-Chair and Chair-Elect) 

INTRODUCTION 

At the 2017 Interim Meeting of the AMA Medical Student Section (MSS), the Assembly received 
an unprecedented number of resolutions for discussion and evaluation. This volume of business 
raised concerns about the functionality and capacity of the current resolution process, prompting 
the MSS Governing Council (GC) to convene a MSS Resolution Process Task Force (RTF) to 
make recommendations on improvements to strengthen the current resolution process. In 
particular, the GC asked for recommendations that would address concerns about: 

a. Insufficient time for adequate discussion of resolutions in the Assembly
b. Impact on student leadership (incl. sectional and regional delegates as well as

the House Coordinating Committee)
c. Impact on AMA staff (incl. MSS staff and non-MSS experts)
d. Number of external resolutions forwarded to House of Delegates 1

This report presents recommendations for resolution process reforms that the RTF believes will 
encourage mentorship within the MSS, protect the democratic opportunity to be heard, foster 
high-quality discussion in the MSS Assembly, and preserve resources for the advocacy of MSS-
originated resolutions in the AMA House of Delegates (HOD). This report also presents the 
results of an investigation of the current resolution process and its origins through interviews 
with various stakeholders. 

RESOLUTION TASK FORCE PROCEDURE 

After approving the charter convening the RTF, the MSS GC reached out to Region Governing 
Council Chairs and Vice Chairs to request nominations for two representatives to represent 
each Region. Previous efforts to reform the resolution process have met with limited success 
due to a lack of adequate engagement across the full MSS, and thus the GC prioritized equal 
representation from all regions on the RTF. 

In addition to two representatives from each Region, the RTF membership also included the 
MSS Section Delegates to provide input based on their expertise in the resolution process and 
as GC representatives. The MSS Councilor on Constitution and Bylaws was included to ensure 
that any discussed recommendations were not in conflict with the AMA Bylaws and to advise on 
which recommendations may require changes to the MSS Internal Operating Procedures. The 
region representatives, MSS Section Delegates, and the MSS Councilor on Constitution and 

1
 The full charter convening the RTF can be viewed in Appendix A. 
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Bylaws comprised the voting members of the RTF. The MSS Speakers were included as 
permanent, non-voting guests, and various other student leaders and AMA staff were invited as 
guests when pertinent. The RTF was led by the MSS Chair and the Student Member of the 
AMA Board of Trustees. 

The final membership for the RTF appears below: 

Role Member 

Task Force Co-
Chairs 

MSS Chair: Helene Nepomuceno 
MSS Trustee: Karthik V. Sarma 

Task Force Members MSS Councilor on Constitution and Bylaws: Joy Lee 
MSS Delegate: Jerome Jeevarajan 
MSS Alternate Delegate: Kieran McAvoy 
Region 1 Representative: Adam Roussas 
Region 1 Alternate: Danny Hintze 
Region 2 Representative: Lauren Engel 
Region 2 Alternate: Blake Murphy 
Region 3 Representative: Luis Seija 
Region 3 Alternate: William Ross 
Region 4 Representative: Taylor Lucas 
Region 4 Alternate: Jessica Walsh O'Sullivan 
Region 5 Representative: Joshua Donkin 
Region 5 Alternate: Michelle Knopp 
Region 6 Representative: James Ting 
Region 6 Alternate: Pauline Huynh 
Region 7 Representative: Kate Topalis 
Region 7 Alternate: Breyen Coffin 

Task Force Guests MSS Speaker: Anna Yap 
MSS Vice Speaker: Jay Llaniguez 
MSS Director: Haley Guion, JD 
MSS Policy Analyst: Hannah Handal 
George E Cox III, JD, Director, Division of Legislative Counsel 
William Estes, Government Relations Advocacy Fellow 
Christopher Clifford, Council on Legislation 
Ryan Ribeira, MD, MPH, MSS Delegate 2011-2012 
Cameron Paterson, MD, MSS Delegate 2015-2016 
Sarah Mae Smith, MSS Delegate 2016-2017 

 
The RTF held four conference calls over a two-month period. The first and second calls were 
information-gathering meetings on the current and past resolution process. RTF members and 
other stakeholders submitted proposals to reform the resolution process between the second 
and third conference calls. On the third call, the RTF first established criteria they believed were 
reflective of a resolution process worth striving toward. The criteria below were established by a 
two-third majority vote of the RTF. 

 Improves the quality of resolutions 
 Establishes clear standards 
 Minimizes reviewer bias 
 Fosters mentorship 
 Creates or furthers opportunities for discussion during the Assembly 
 Ensures democratic opportunity 
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 Improves efficient resource utilization 
 Feasible effort necessary for implementation 

The RTF went on to discuss how the submitted proposals addressed each of these criteria, with 
the understanding that no proposal would fulfill all the criteria and that a set of proposals would 
have to be recommended to fulfill all the criteria. This discussion continued through the fourth 
conference call, and the RTF voted on which proposals should be recommended as resolution 
process reforms. Recommendations were established by a two-third majority vote of the RTF. 

RESOLUTION PROCESS BACKGROUND 

The first purpose of the AMA MSS is to provide “meaningful input into the decision and policy-
making process of the AMA.”2 The MSS achieves this purpose in part by participating in the 
AMA HOD through the submission of MSS-authored resolutions. To be considered by the HOD, 
MSS-authored resolutions must first be submitted to the MSS Assembly by MSS member(s). 

The purpose of the MSS Assembly is “to adopt resolutions for MSS Policy and for submission to 
the House of Delegates of the AMA.”3 The MSS Internal Operating Procedures guarantee that 
any MSS member may submit resolutions for consideration.4 If the resolution secures a simple 
majority vote for adoption by the Assembly, it can be incorporated into the MSS Digest of Policy 
Actions or forwarded for consideration by the AMA HOD as an MSS-authored resolution.5  

Resolution Process 

This report defines the “resolution process” as the stepwise process that begins with idea 
submission to the MSS Open Forum and ends with advocacy for the resolution by the MSS 
Caucus at the HOD. The resolution process encompasses the several months of preparation 
leading up to the MSS Assembly, duration of the Assembly, and several months of preparation 
leading up to the following HOD. Figure 1 provides a visual breakdown of the steps in the 
resolution process and responsibilities of each party involved. Each step is driven by a 
submission by the resolution author, which triggers multiple levels of feedback – and in later 
steps, assessment – from other medical students and AMA staff. 

Step 1: Open Forum 
The purpose of the MSS Open Forum is to provide a venue for potential resolution authors to 
share their ideas, receive early feedback, and connect with interested students and potential co-
authors. Various levels of MSS leadership provide feedback at this step, notably the Section 
Delegates and the House Coordinating Committee. The author is responsible for incorporating 
feedback from the Open Forum as they draft their resolution. 

Step 2: Draft Submission 
Approximately 10 weeks prior to the MSS Assembly, the author submits a draft resolution, 
which spurs another round of feedback from various levels of MSS leadership. This round of 
feedback is organized by the Section Delegates so that each resolution receives adequate 
attention. The purpose of this feedback is to tailor high-quality final resolutions for consideration 
by the MSS Assembly. 

Step 3: Final Submission 
After incorporating feedback from their draft resolutions, authors submit a final resolution which 

                                                           
2
 AMA MSS Internal Operating Procedures II.A. 

3
 AMA MSS Internal Operating Procedures X.D.5. 

4
 AMA MSS Internal Operating Procedures X.H.1. 

5
 AMA MSS Internal Operating Procedures X.H.8. 
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prompts a round of scoring and internal staff feedback. The Section Delegates assign the 
resolutions so that each resolution is scored against the resolution scoring rubric by six 
Regional Delegates and one House Coordinating Committee (HCC) member.6 The scores are 
averaged and used to create an order of consideration that will be used during the Assembly. 
Concurrently, MSS staff refers almost all resolutions for relevant expert input by other staff 
within the AMA, including federal and state advocacy staff and legal review. MSS staff notes 
that it takes fewer resources to review internal resolutions than external resolutions. The 
resulting staff input is compiled into the Reference Committee background book, and also 
informs the calculation of the fiscal note (the estimated cost of implementing the Resolved 
clauses of the resolution). 

Step 4: Virtual Reference Committee 
The MSS is the only section within the AMA that uses a fully virtual Reference Committee 
(VRC). The role of the Reference Committee is to recommend an action on each resolution that 
will be placed before the Assembly, drawing on member testimony, staff background, and 
committee member expertise and research. Through the VRC process, all testimony that would 
have been provided before an in-person Reference Committee is instead provided through MSS 
online forums. After the VRC closes, the Reference Committee meets via conference call to 
deliberate and render its recommendation for each resolution. These recommendations are 
compiled into the Reference Committee Report. 

Step 5: Assembly 
The Reference Committee Report comprises the main motions that establish the business of 
the MSS Assembly. The Assembly is presided over by the MSS Speaker and Vice Speaker and 
guided by parliamentary procedure. During the Assembly, MSS members have an opportunity 
to debate each resolution. There are also multiple opportunities throughout the meeting for 
authors to engage with other students and build support for their resolutions, such as during 
Region Policy Meetings. If the Assembly votes to adopt a resolution, the Resolved clauses are 
either incorporated into the MSS Digest of Policy Actions (“internal resolutions”) or forwarded to 
the HOD as an MSS-authored resolution (“external resolutions”). 

Step 6: HOD 
External resolutions that have been adopted by the MSS Assembly are generally sent to the 
HOD at the subsequent AMA meeting – for example, external resolutions adopted at Annual will 
be business of the HOD at Interim. Prior to and throughout the HOD meeting, the Section 
Delegates, Regional Delegates, student members of State Delegations, and HCC strategize on 
how to best support MSS-authored resolutions to improve their chances of adoption by the HOD. 
The author is encouraged to remain involved with their resolution throughout this time and may 
have an opportunity to provide in-person testimony before a HOD Reference Committee or the 
HOD. 

 

                                                           
6
 The Annual 2018 Resolution Scoring Rubric can be viewed in Appendix B. 
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Figure 1. Overview of the Resolution Process 
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Challenges in the Current Resolution Process 

The RTF conducted interviews with MSS staff, advocacy staff, and current and past Section 
Delegates. From these conversations, the following challenges were continually cited in the 
resolution process. 

Step Challenges 

Open Forum  Large volume of ideas on the Open Forum makes providing timely 
feedback on all ideas challenging. 

Draft 
Submission 

 Not all Regional Delegates provide timely feedback. 
 Secondary reviews are sometimes inadequate. 
 Due to rules about Regional Delegate review, differences in the 

number of resolutions submitted by each Region results in 
inequality in the number of resolutions each Regional Delegate is 
required to review. 

Final 
Submission 

 Not all Regional Delegates score resolutions on time. 
 Difficult to get staff-generated comments to authors in a timely 

manner. 
 Higher volumes limit the quality of staff review that can be 

conducted on each resolution. 
 Staff review occurs concurrently with other staff responsibilities, 

such as preparing for HOD and federal advocacy responsibilities. 
 Turnaround on review – student and staff – is short, usually around 

one week. 
 Due to rules about Regional Delegate review, differences in the 

number of resolutions submitted by each Region results in 
inequality in the number of resolutions each Regional Delegate is 
required to review. 

VRC  Posting testimony occurs right before VRC closes, diminishing the 
quality of debate that can be conducted. 

Assembly 
 Higher volumes limit the amount of time that can be spent debating 

each resolution, constraining discussion and lowering the quality of 
debate. 

HOD 

 Increased volume makes allocation of MSS representatives and 
MSS political capital difficult. 

 Difficult to contact all relevant sections and specialty societies to 
ensure support for each external resolution. 

 Not all Regional Delegates provide timely review on resolutions. 
 

Non-Resolution Avenues for Advocacy 

While authoring resolutions is an important avenue through which the MSS fulfills its purpose to 
impact AMA policy, there is a number of other avenues that will achieve the same purpose and 
are in some cases more appropriate courses of action for certain issues. The GC has been 
actively promoting awareness of these avenues.7 A sample of alternative avenues is listed 
below. 

                                                           
7
 For example, alternative avenues are listed in the Resolution Guide, which is displayed in Appendix C. 
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 GC Action Item Request: Students can submit a request for issues that can be resolved 
by action on the part of the GC. 

 Action through state and county medical societies: Students can work through local 
organized medicine bodies for issues that are specific to one setting. 

 Action through specialty medical societies: Students can work through specialty medical 
societies for issues that are specific to one specialty. 

 Action through MSS Standing Committees: Students can collaborate with MSS Standing 
Committees to produce materials, programming, and other deliverables on issues 
already addressed within AMA and/or MSS policy. 

PROPOSALS CONSIDERED BY THE RESOLUTION PROCESS TASK FORCE 

The proposals considered by the RTF were divided into six stages corresponding to the steps of 
the resolution process or time between steps in the resolution process: 

1. Education and Infrastructure: This stage occurs prior to the resolution process, and 
involves providing educational resources and initiatives to prepare MSS members to go 
through the resolution process. 

2. Brainstorming Stage: This stage overlaps with the Open Forum up through draft 
resolution submission. Proposals in this stage focus on getting earlier feedback to 
students. 

3. Revision Stage: This stage covers the time after draft resolution submission and before 
final resolution submission. Proposals in this stage consider ways to make resolution 
feedback more accessible to authors and other MSS leadership and ways to increase 
cross-regional collaboration. 

4. Scoring Stage: This stage assesses the scoring rubric used by Regional Delegates and 
HCC during the resolution scoring step. 

5. VRC/Reference Committee Stage: This stage overlaps with the opening of the VRC and 
the creation of the Reference Committee report. Proposals in this stage focus on making 
information more accessible to the Reference Committee and MSS members and 
increasing engagement in the VRC. 

6. Assembly Stage: This stage overlaps with the duration of the MSS Assembly. Proposals 
in this stage aim to protect the ability of the Assembly to have high-quality debate. 

A total of 49 proposals were considered.8 As described in the RTF Procedure, each proposal 
was discussed twice by the RTF before recommendation for resolution process reform was 
determined by a two-thirds majority vote. The following is a summary of the RTF discussion on 
each proposal. 

 

                                                           
8
 A listing of all proposals divided by stage can be viewed in Appendix D. 
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A. Education and Infrastructure 

1. Train RD/ADs to provide better guidance on the various mechanisms available for advocacy through the AMA and MSS. 
2. Create a formal document and/or talking points to provide to members as proof of significant, non-resolution related work (i.e. serving as a 

Delegate, in leadership, on a committee, etc.) which they can provide as support for conference funding and time-off requests. 
3. Make a video explaining the basics of Parliamentary Procedure and the most common mistakes people make. 
4. Create a PolicyFinder for AMA-MSS policy to replace the current PDF. 
5. Publicize GC Action Item Requests widely and increase the prestige of these proposals. For example, requesters can present GC Action Item 

Requests during a programming session. 
6. Define an individual on each Region GC whose can be contacted by other Regions to collaborate during the resolution process. 

Proposal Criteria Fulfilled Recommendation Discussion 

A1 

Improves the quality of 
resolutions; 
Fosters mentorship; 
Improves efficient resource 
utilization 

Recommend The other mechanisms available for advocacy include the alternative avenues 
addressed previously (e.g. GC action item request) and are also covered in the 
Resolution Alternatives published on the AMA website.9 

A2 

Fosters mentorship; 
Improves efficient resource 
utilization 

Recommend This proposal is for a general document that would be similar to the form letter the 
RFS provides to its members. The document would describe the purpose of the 
meeting and justify why students should be able to attend and receive funding. The 
GC began providing template letters for people who are serving in leadership roles to 
validate their importance to the Assembly. There may be value in a further 
individualized document. 

A3 

Creates or furthers opportunities 
for discussion during the 
Assembly; 
Ensures democratic opportunity 

Recommend The RTF acknowledged the potential implementation burden for staff associated with 
creating a video; however, RTF members noted that there are students with the 
requisite skills who would be willing to contribute. Explanatory videos for topics aside 
from parliamentary procedure may also be useful. 

A4 

Improves the quality of 
resolutions; 
Improves efficient resource 
utilization 

Do not 
recommend 

There was debate in the RTF on whether a PolicyFinder would be more or less 
accessible than the current PDF Digest of Policy Actions. It was suggested that both 
remain available if this proposal was recommended. There were also concerns that a 
PolicyFinder would create confusion as to what is MSS policy and what is AMA 
policy. The creation of a MSS PolicyFinder might also lead to other sections with 
internal policy (the RFS and YPS) asking for a similar tool. The amount of 
implementation effort required for this proposal was uncertain. 

A5 

Improves the quality of 
resolutions; 
Improves efficient resource 
utilization 

Recommend The RTF generally supported this proposal. There were some concerns about 
whether this proposal would create a large volume of GC Action Items. 

A6 Improves the quality of 
resolutions; 

Do not 
recommend 

This proposal arose from difficulties in finding the correct person to coordinate cross-
regional efforts. However, several region representatives noted that regions have 

                                                           
9
 The Resolution Alternatives can be viewed in Appendix E. 
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Fosters mentorship unique structures and should be free to make their own designations. The feasibility 
of implementing such a proposal was also questioned. 

 

B. Brainstorming Stage (Pre-Draft Submission) 

1. Have a MSS leader analyze the Open Forum for resolutions that the AMA Federal Advocacy Office would be interested in reviewing. The MSS 
leader will give a preliminary ranking and recommendation to each idea (similar to HCC). They will then forward the list and assessments on to the 
GRAF, who will determine which ones elevate to the level of staff input. 

a. MSS leader could be the student COL member or the Section Delegates and Region Delegation Chairs. 
2. Have the GRAF monitor the Legislation and Advocacy subfolder on the Open Forum. 
3. Have students submit resolution ideas to Regional leadership (e.g. the policy chair), who will then post the idea to the proper Open Forum 

category. 
4. Have an indicator on the Open Forum that shows if the originator is a first-time author. This visibility would allow more experienced writers to help 

the new authors and mentor them through the process. 

Proposal Criteria Fulfilled Recommendation Discussion 

B1 

Improves the quality of 
resolutions; 
Improves efficient resource 
utilization; 
Feasible effort necessary for 
implementation 

Recommend The RTF appreciated that this proposal provided earlier feedback to potential authors 
of advocacy resolutions while streamlining the process of advocacy staff review. 
Since there are many entries in the Open Forum, the RTF agreed that multiple 
student leaders should split the responsibility, and specifically named the GRAF, 
MSS Councilor on Legislation, Section Delegates, and Region Delegation Chairs. 

B2   This proposal was combined with B1 above. 

B3 
 Do not 

recommend 
The RTF felt that allowing potential authors to categorize their own submissions to 
the Open Forum provided information on how potential authors saw their own ideas 
and served as a valuable learning experience. 

B4 

Improves the quality of 
resolutions; 
Fosters mentorship; 
Improves efficient resource 
utilization 

Recommend The RTF supported this proposal and likened it to the first-time attendee stickers that 
are used at meetings. However, the RTF had questions about how this proposal 
would be implemented and wondered if staff could set up a visible indicator could be 
set up on the Open Forum. 
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C. Revision Stage (Post-Draft Submission, Pre-Final Submission) 

1. Emphasize feedback on resolutions that do not receive State or Regional support, e.g. ask Regions to submit formal reasoning behind why they 
chose NOT to support a policy, or having additional reviewers on single-author resolutions. 

2. Broaden the functional scope of the HCC so HCC members can contact Region leaders to improve resolutions that would otherwise likely be 
reaffirmed. 

3. Make HCC review summaries easily available in a compiled report. 
4. Primary reviewers must send feedback summary emails to the primary author’s Region Chair and Region Delegation Chair in order to allow 

Regions to incorporate draft feedback into their Region authorship voting if they choose to. 
5. All external resolutions are required to have Region authorship.  

a. Addendum: Regions are capped at supporting 5 external resolutions written primarily by their own members. 
6. All external resolutions must have cross-regional authorship. 
7. All external resolution authors must contact the relevant specialty society prior to submission. 
8. All resolutions must have cross-regional authorship. 
9. Coordinate Region resolution authorship/support through a central AMA email process so more medical school sections can be reached. 
10. All members of the MSS Caucus (RDs/ADs + state ADs) vote on whether they believe the resolution should be considered at the Assembly, and 

only resolutions above some threshold are allowed to advance to the final resolution phase 
11. Upon submission of a final draft, having authors of external resolutions virtually sign an acknowledgement saying that they understand that, if 

passed, that their resolution will be forwarded to the AMA HOD at the subsequent meeting and that they will help the Section Delegates and MSS 
RD/ADs in bringing their resolution to the AMA HOD. This would include but not be limited to updating whereas clauses for the next meeting with 
the most up to date literature, crafting testimony for the VRC and live Reference Committee hearings, and reaching out to specialty societies. 

Proposal Criteria Fulfilled Recommendation Discussion 

C1 

Improves the quality of 
resolutions 
 

Do not 
recommend 

The RTF noted that each Region uses different standards to determine whether to 
provide support for resolutions, thus passing this proposal may not be equitable 
across Regions. In addition, the proposal was deemed to be unduly harsh for newer 
resolution authors. 

C2 

Improves the quality of 
resolutions; 
Fosters mentorship; 
Improves efficient resource 
utilization 

Recommend This proposal intends to provide HCC with the additional ability to email Region 
leadership, adding on to the existing process where they leave feedback on the draft 
resolutions directly. It should be noted that “improvement” includes encouraging 
mergers between similar resolutions and the elimination of resolution topics that 
duplicate existing policy. Giving HCC the ability to contact Region leadership about 
resolutions that may be recommended against adoption was discussed, but rejected 
as outside the purview of HCC. Several members of the RTF also noted that it would 
be helpful for Region members to know who the HCC members were in each 
Region, in order to facilitate two-way communication. 

C3 

Improves the quality of 
resolutions 
 

Do not 
recommend 

This proposal arose from a desire to make HCC feedback more readily available to 
all members. However, the RTF was unable to come to consensus on which stage 
the HCC feedback should be collated at, and what additional value it would provide 
since HCC posts its feedback on the VRC and therefore HCC feedback is already 
incorporated in the Reference Committee Report when relevant. 

C4 Improves the quality of Recommend This proposal arose from the desire to provide Region leadership with more 
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Proposal Criteria Fulfilled Recommendation Discussion 

resolutions; 
Fosters mentorship; 
Improves efficient resource 
utilization 

information when they are determining which resolutions to provide Region 
authorship to. The process for determining Region authorship varies between 
Regions, so the Region Chair and Region Delegation Chair should forward the 
primary reviewer feedback to the appropriate body. 

C5 

 Do not 
recommend 

This proposal was dismissed as another form of a cap on the number of resolutions. 
It was also noted that the difference in Region authorship determination between 
Regions could set the bar higher in some Regions than others, potentially stifling 
good work. 

C6  Do not 
recommend 

The proposal received the same criticisms as C5, with the additional comment that it 
is more restrictive on new potential authors. 

C7 
Improves the quality of 
resolutions; 
Fosters mentorship 

Recommend This proposal codifies an existing process. 

C8  Do not 
recommend 

This proposal received the same criticisms as C5 and C6. 

C9 

 Recommend While the RTF supported this proposal, there was discussion on how it would be 
implemented without invading member privacy. The new Region newsletter initiative 
was cited. The RTF notes that GC would have to give more thought to the feasible 
implementation of this proposal. 

C10  Do not 
recommend 

The RTF commented that this proposal might introduce more bias into the resolution 
process, and rejected it for that reason. 

C11 

Improves the quality of 
resolutions; 
Establishes clear standards; 
Fosters mentorship 

Recommend The RTF noted that this proposal is a formalization of existing practice. They agreed 
that the document should be clear that once an external resolution has become 
business of the HOD, the MSS Caucus takes ownership and has the final authority to 
direct what strategy and action should be taken on the resolution. 
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D. Scoring Stage 

1. Resolutions should be scored based on authorship (section, state, region). 
2. Resolutions should be scored based on clarity. 
3. Resolutions should be scored based on research quality. 
4. Resolutions should be scored based on scope. 
5. Resolutions should be scored based on feasibility. 
6. Resolutions should be scored based on novelty. 
7. Resolutions should be scored based on how well they address AMA Strategic Focus Areas. 
8. Resolutions should be scored based on how well they address MSS Policy Objectives. 

a. The Section Delegates should be responsible for conducting an annual survey which sets the MSS Policy Objectives for the given year. 
b. A resolution’s score of how well it addresses MSS Policy Objectives should make up a larger proportion of the overall score (currently 

10%). 
9. Resolutions should be scored based on whether they responded to feedback. 
10. Resolutions should be scored on a quantitative scale. 
11. Resolutions should be scored with consideration of their fiscal note. 

Proposal Criteria Fulfilled Recommendation Discussion 

D1 

Improves the quality of 
resolutions; 
Establishes clear standards; 
Fosters mentorship 
 

Recommend There was discussion about whether inter-region variance in determining Regional 
authorship makes this a less reliable metric, but in general the RTF agreed that it 
makes sense to give weight to the resolutions that are important to a larger 
proportion of the electorate. The process of gaining local or regional authorship is 
also a good learning experience for building coalitions at HOD. 

D2 

Improves the quality of 
resolutions; 
Establishes clear standards 

Recommend The RTF discussed whether clarity should have been ensured earlier in the feedback 
process, but agreed that this metric constituted an important final filter as well as a 
useful indicator when the resolution rubric is used to provide a draft score to the 
authors. 

D3 

Improves the quality of 
resolutions; 
Establishes clear standards; 
Creates or furthers opportunities 
for discussion during the 
Assembly 

Recommend There was limited discussion on whether the weight of this metric was too high. 

D4 
Improves the quality of 
resolutions; 
Establishes clear standards 

Recommend Some members of the RTF noted that “scope” is a very subjective metric. However, 
the RTF still found this metric useful. 

D5 

Improves the quality of 
resolutions; 
Establishes clear standards; 
Creates or furthers opportunities 
for discussion during the 
Assembly  

Recommend The RTF believes that scope and feasibility are two separate categories and should 
be listed as such on the resolution rubric. Feasibility includes the fiscal note to some 
extent. 
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Proposal Criteria Fulfilled Recommendation Discussion 

D6 Improves the quality of 
resolutions 

Recommend The RTF noted that this was one of the most useful criteria. 

D7 

 Do not 
recommend 

The RTF does not believe that a resolution has to correspond with the AMA Strategic 
Focus Areas to qualify as a high-quality resolution, and would recommend its 
removal from the resolution rubric. Awareness of the AMA Strategic Focus Areas can 
be incorporated in the educational process for resolution writing. 

D8 

 Recommend The RTF made the differentiation between alignment with the AMA Strategic Focus 
Areas and the MSS Policy Objectives as follows: since the MSS is an independent 
section within the AMA, the MSS Policy Objectives allow the MSS to set a unified 
policy direction that it can affect within the broader AMA compendium. Narrower 
policy objectives that are nimble enough to change on an annual basis can help the 
MSS present a coherent, united, and continuous advocacy effort in the HOD. The 
RTF discussed the significant implementation effort associated with part (a) of this 
proposal (conducting an annual survey), and noted that an in-person survey would 
be more effective. The RTF rejected part (b) of this proposal, opting not to 
recommend an increase to the proportion of the overall score. 

D9 
Improves the quality of 
resolutions; 
Establishes clear standards 

Recommend The RTF noted that “responded to feedback” should be interpreted as “thoughtful 
response”. 

D10 
 Recommend The RTF was not fully comfortable with a quantitative scale, but given the fact that it 

is only used to order resolutions for consideration, they could not determine a better 
metric. 

D11 

Improves the quality of 
resolutions; 
Establishes clear standards; 
Minimizes reviewer bias 

Do not 
recommend 

The RTF did not find a significant association between the quality of a resolution and 
its fiscal note. They noted that it may be more necessary to discuss items with high 
fiscal notes earlier in the Assembly, which would not happen if resolutions were 
penalized for a high fiscal note. 
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E. VRC/Reference Committee Stage 

1. Create a new Reference Committee recommendation category named “recommend for GC action item.” 
2. Adjust resolution deadlines to allow more time for review between the final submission and VRC. 
3. Release the list of final resolutions prior to VRC opening so that regions and states will have more time to organize their resolution review 

processes. 
4. Have HCC post a summary of their comments from the draft review process to the VRC. 
5. After final resolutions are submitted, the HOD Coordination Committee (HCC) will review all submissions and place items on a Reaffirmation 

Consent Calendar based on simple majority voting within the Committee. The selected items will not receive detailed staff review except analysis 
from Legal Counsel. The selected items will be displayed on the Virtual Reference Committee as “Reaffirmation Consent Calendar” separate from 
the Resolutions folder and Reports folder. The Reaffirmation Consent Calendar will be open for comments on the VRC but will not be business of 
the MSS Assembly unless extracted during the MSS Assembly Opening Session.  

6. Have RD/ADs provide meaningful testimony on the VRC for resolutions they reviewed, especially in cases where important recommendations 
were not considered. 

7. Conduct debate on lower scoring resolutions in a live forum where people can vote ahead of the Assembly. The vote can eliminate resolutions 
before the Assembly. 

Proposal Criteria Fulfilled Recommendation Discussion 

E1 

Fosters mentorship; 
Ensures democratic opportunity; 
Improves efficient resource 
utilization 

Recommend This proposal arose from a desire to enable the Reference Committee to recommend 
further action on a resolution that duplicates existing policy but calls for further 
action. The RTF supported the idea but noted there would have to be clarifications in 
the parliamentary procedure implementation. The hope is that implementing this 
proposal lessens the number of extractions from the reaffirmation calendar and 
consequent wordsmithing on the floor. 

E2 
Improves the quality of 
resolutions; 
Fosters mentorship 

Recommend This proposal is aimed at giving all members, but especially those who need to 
provide testimony, more time to review final resolutions. 

E3 
Improves the quality of 
resolutions 

Do not 
recommend 

This proposal had a similar aim to E2, but discussion of its implementation revealed 
that there is no way to publicly release the list of final resolutions earlier due to time 
needed for staff review. Therefore the RTF did not recommend this. 

E4 Fosters mentorship Recommend It was noted that this proposal should not apply if authors replied to HCC draft 
feedback. 

E5 

Improves the quality of 
resolutions; 
Creates or furthers opportunities 
for discussion during the 
Assembly  

Recommend This proposal brings MSS procedure in line with HOD procedure, and lessens the 
volume of staff review needed. There was concern that this proposal may violate 
democratic opportunity, which would have to be rectified by running a transparent 
and educated process. The RTF also noted that a corresponding process for 
reaffirmation calendar extraction and subsequent Reference Committee review 
would have to be drawn up. The RTF suggested amending this proposal to also 
allow HCC to make recommendations for the new “recommend for GC Action Item” 
category, and to include medical student section delegates to help alleviate the 
burden of giving HCC multiple new roles. 

E6 Improves the quality of Recommend The RTF noted that posting on the VRC is up to the discretion of the individual 
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Proposal Criteria Fulfilled Recommendation Discussion 

resolutions; 
Fosters mentorship; 
Creates or furthers opportunities 
for discussion during the 
Assembly 

Regional Delegate and this proposal should not apply if the authors adequately 
addressed draft feedback. 

E7  Do not 
recommend 

The RTF felt that this proposal decreased democratic opportunity too greatly. 
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F. Assembly Stage 

1. Create the Assembly’s Order of Business according to resolution scores. 
2. Cap the number of resolutions for discussion at the Assembly. 
3. Cap the number of resolution that can be forwarded to the HOD from each Assembly. 
4. Designate specific microphones as PRO, CON, and repeat speaker microphones. 
5. Provide a report after each Assembly meeting on the impact of the resolutions passed. 
6. Establish a threshold vote required to extract a resolution.  
7. Place a time limit on discussion for each resolution or on the amount of time each Delegate may speak at one time.  
8. Separate Assembly time so that resolutions above a certain threshold receive more time for debate, with the remaining time divided between 

resolutions below the threshold. 
9. Create a new, informational category of business for the Assembly that would be reviewed by Standing Committees.  

a. Addendum: Consider adding a separate session where the authors can present informational business. 
10. Give delegates points that they can use at the end of the Assembly to prioritize external resolutions. 

Proposal Criteria Fulfilled Recommendation Discussion 

F1 
 Recommend This proposal was submitted as a referendum on existing practice. The RTF 

indicated interest in investigating other methods to order business, but felt the 
current order based on quantitative scoring was adequate. 

F2 
 Do not 

recommend 
Several members of the RTF voiced strong opposition to any sort of cap on the 
number of resolutions, citing infringement on democratic opportunity and the lack of 
an objective evaluation system which reliably correlates with quality of the resolution. 

F3  Do not 
recommend 

The discussion on this proposal mirrored F2. 

F4 

Creates or furthers opportunities 
for discussion during the 
Assembly; 
Ensures democratic opportunity 

Do not 
recommend 

This proposal stems from practice in state assemblies and HOD Reference 
Committees. While the RTF and the Speakers saw value in the idea, the RTF was 
not sure that the proposal would bring value worth the implementation. 

F5 

  Recommend While the RTF supported the general principle of tracking the outcomes of 
resolutions important to the MSS, there was discussion that this proposal was not 
sufficiently defined and could take significant effort and time to implement. Therefore, 
there is room for the GC to discuss specific implementation. The RTF noted that it 
might be more effective to track just high-impact resolutions whose outcomes could 
be distributed for membership and recruiting. 

F6  Do not 
recommend 

There was no discussion in the RTF on this proposal. 

F7 

Creates or furthers opportunities 
for discussion during the 
Assembly; 
Ensures democratic opportunity 

Do not 
recommend 

The RTF noted that this is already within the purview of the Speakers and felt it best 
left to their discretion. 

F8  Recommend This proposal seeks to address the need to protect sufficient time at the Assembly to 
have thoughtful, high-quality debate on resolutions. With a large volume of 
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Proposal Criteria Fulfilled Recommendation Discussion 

resolutions, there is often a desire to speed through earlier items of business so that 
all resolutions can be discussed at the meeting. This proposal references the fact 
that the Assembly is under no obligation to complete all items of business on its 
docket. The RTF supported the idea of giving more time to debate resolutions, 
though some noted that the scoring rubric which is used to order business does not 
always correspond with quality. There is room for GC discussion of implementation – 
for example, implementation of this proposal does not prevent moving on to the next 
item of business if there is no further discussion, but it may prevent calling the 
question. 

F9 

 Recommend This proposal allows individuals to create materials on topics they are passionate 
about and collaborate with MSS Standing Committees. The RTF clarified that these 
informational items are presented to the MSS and the items are filed afterward in 
their own category. The RTF suggested that the presentations might be recorded 
and posted online after the meeting. 

F10 

 Do not 
recommend 

The RTF appreciated the aspects of this proposal which increased democratic 
opportunity in the sense that the prioritization originated from the Assembly. Some 
noted that this might be useful information for the Section Delegates, though it 
should not be binding. Others on the RTF argued that the Section Delegates have 
the responsibility to advocate for all resolutions equally. Therefore the RTF was 
divided and could not recommend this proposal. 
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CONCLUSION 

The RTF identified many challenges faced by authors, reviewers, and staff in the current 
resolution process, indicating that the resolution process needs to be reformed to ensure that it 
can continue to produce high-quality resolutions, engage members, foster mentorship, provide 
equal democratic opportunity, and provide sufficient resources to support external resolutions in 
the HOD. Throughout its consideration of 49 potential proposals for resolution process reform, 
the RTF gravitated toward proposals which furthered educational efforts, increased mentorship 
opportunities, elevated non-resolution avenues for advocacy, and widely distributed resolution 
feedback across many actors and mediums. The RTF also acknowledged that optimizing the 
resolution process requires balancing priorities, and therefore the RTF recommended proposals 
which would alleviate pain points within the process, such as the volume of staff review 
necessary and Assembly time spent on lower-value discussions such as wordsmithing. The 
RTF believes that implementation of its recommendations will result in a resolution process 
which is clearer, fairer, and more valuable for all MSS members. 

RECOMMENDATION 

The MSS Resolution Process Task Force recommends that the MSS Governing Council 
consider the following reforms to the resolution process and release a GC Report to the 
Assembly detailing a pilot implementation of the reforms, and that the remainder of the report be 
filed. 

1. That the MSS invest in further education efforts on the resolution process by: 
a. Training RD/ADs to provide better guidance on the various mechanisms 

available for advocacy through the AMA and MSS. 
b. Making a video explaining the basics of Parliamentary Procedure and the most 

common mistakes made. 
2. That the MSS elevate the stature of non-resolution avenues for advocacy by: 

a. Publicizing GC Action Item Requests widely and increase the prestige of these 
proposals. 

b. Creating a new, informational category of business for the Assembly that would 
be reviewed by Standing Committees, which could be presented in a separate 
programming session where the authors present informational business. 

c. Providing a formal document to its members as proof of significant, non-
resolution-related work which they can provide as support for a conference 
funding and time-off request. Examples of significant, non-resolution-related work 
include serving as a Delegate or on a Committee. 

3. That the MSS encourage mentorship between its members and throughout the AMA by: 
a. Creating an indicator on the Open Forum that shows if the originator is a first-

time author. This visibility would allow more experienced writers to help the new 
authors and mentor them through the process. 

b. Requiring all external resolution authors to contact the relevant specialty society 
prior to submission. 

4. That the MSS improve transparency of resolution feedback among all actors throughout 
the resolution process by: 

a. Requiring the GRAF, MSS Councilor on Legislation, Section Delegations, and 
Region Delegation Chairs to analyze the Open Forum for resolutions that the 
AMA Federal Advocacy Office would be interested in reviewing. 

b. Broadening the functional scope of the HCC so HCC members can contact 
Region leaders to improve resolutions that would otherwise likely be reaffirmed. 
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c. Requiring primary reviewers to send feedback summary emails to the primary 
author’s Region Chair and Region Delegation Chair in order to allow Regions to 
incorporate draft feedback into their Region authorship voting if they choose to. 

d. Requesting that HCC post a summary of their comments from the draft review 
process to the VRC. 

e. Requesting that RD/ADs provide meaningful testimony on the VRC for 
resolutions they reviewed, especially in cases where important recommendations 
were not considered. 

5. That the MSS streamline existing procedures in the resolution process by: 
a. Coordinating Region resolution authorship/support through a central AMA email 

process so more medical school sections can be reached. 
b. Giving the HOD Coordination Committee responsibility to review all submissions 

and place items on a Reaffirmation Consent Calendar. Items on the 
Reaffirmation Consent Calendar will not receive detailed staff review except 
analysis from Legal Counsel. 

c. Adjusting resolution deadlines to allow more time for review between the final 
submission and VRC. 

6. That the MSS change its scoring rubric to: 
a. Reaffirm its existing rubric categories of authorship, clarity, research quality, 

scope, feasibility, novelty, addressing the MSS Policy Objectives, thoughtful 
response to feedback, and scoring on a quantitative scale. 

b. Eliminate the existing rubric category of addressing the AMA Strategic Focus 
Areas. 

c. Not include scoring of the fiscal note as a rubric category. 
7. That the MSS reaffirm its existing process of creating the Assembly’s Order of Business 

according to quantitative resolution scores. 
8. That the MSS create and further opportunities for high-quality discussion in the 

Assembly by: 
a. Creating a new Reference Committee recommendation category named 

“recommend for GC action item.” 
b. Separating Assembly time so that resolutions above a certain threshold receive 

more time for debate, with the remaining time divided between resolutions below 
the threshold. 

9. That the MSS improve continuity of its advocacy efforts from meeting to meeting by: 
a. Requiring authors of external resolutions to sign a virtual acknowledgement 

agreeing to help the Section Delegates and Regional Delegates in bringing their 
resolution to the AMA HOD, if their resolution is passed by the Assembly. 

b. Providing a report after each Assembly meeting on the impact of the resolutions 
passed. 

c. Giving the Section Delegates responsibility for conducting an annual survey 
which sets the MSS Policy Objectives for the given year. 
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Appendix A. MSS Resolution Process Task Force Charter 

MSS Resolution Process Task Force 
 
Background 
 
At the 2017 Interim Meeting of the AMA Medical Student Section (MSS), the Assembly 
received an unprecedented number of resolutions for discussion and evaluation. 194 ideas 
were posted on the Open Forum, 124 draft resolutions were submitted, and 95 final 
resolutions were accepted as business of the Assembly. During the Assembly Meeting, 35 
resolutions were extracted from the reference committee calendar and 33 resolutions were 
discussed. At the conclusion of the meeting, 33 external resolutions were passed for 
forwarding to the House of Delegates, of which 2 were immediately forwarded and 31 will be 
forwarded at the 2018 Annual Meeting. 
 
The MSS Governing Council (GC) welcomes the increased interest in our MSS policy 
process and Assembly, and encourages students to submit resolutions advocating on 
issues which are important to them. However, several stakeholders have raised concerns 
about a possible upward trend in resolution submissions. These concerns include: 
 

1. The number of resolutions submitted may exceed the capacity of the current system and 
place undue burden on AMA staff, the MSS Delegates, and members involved in the 
resolution process such as RDs, ADs, HCC, and standing committees. 

2. The volume of resolutions accepted for business of the assembly may not allow 
delegates to adequately prepare for the Assembly, and it may not allow for substantive 
discussion during the Assembly due to the desire to discuss all items of business. 

3. The current resolution process may not provide sufficient evaluation and mentorship of 
resolution ideas and drafts, leading to a high proportion of resolutions that are reaffirmed 
or not adopted. 

 
 
Task Force Charter 
 
The MSS GC recognizes the importance of finding an equitable and democratic solution to 
address these issues. As such, the MSS GC is forming an MSS Resolution Process Task 
Force with representation from all of our regions and stakeholders to assess the current 
process and to make recommendations to the MSS GC on potential improvements that may 
address the current concerns. Based on the Task Force’s recommendations, the MSS GC will 
produce a GC report to the Assembly for the 2018 Annual Meeting proposing changes to the 
MSS policy process through amendments to the MSS Internal Operating Procedures. 
 
The charge to the MSS Resolution Process Task Force is to: 
 

2. Assess the effectiveness of our current resolution process in achieving its goals, 
including: 

a. Producing high-quality resolutions worthy of discussion at our MSS Assembly 
b. Engaging our members with mentorship and discussion 
c. Providing an equal democratic opportunity to be heard 
d. Giving every external resolution passed by the Assembly sufficient resources to 

advocate for passage in the HOD 
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3. Collect and evaluate information on the impact of our current process on the various 
stakeholders in our process, including: 

a. MSS Assembly 
b. MSS Delegates 
c. MSS House Coordinating Committee and the MSS Caucus 
d. MSS staff 
e. AMA advocacy staff and policy experts 
f. The AMA House of Delegates 
g. AMA HOD specialty society delegations 

4. Recommend actions and efforts that would have a meaningful positive impact on the 
major resolution process concerns: 

a. Insufficient time for adequate discussion of resolutions in the Assembly 
b. Impact on student leadership (incl. sectional and regional delegates as well as 

HCC) 
c. Impact on AMA staff (incl. MSS staff and non-MSS experts) 
d. Number of external resolutions forwarded to HOD 

5. Report formal recommendations back to the MSS Governing Council no later than May 1, 
2018. 

 
 
Task Force Composition 
 
The MSS Resolution Process Task Force shall have the following composition: 
 
Co-Chairs: 
 
Helene Nepomuceno, MSS Chair (non-voting)  
Karthik V. Sarma, MSS Trustee (non-voting) 
 
Members: 
 
Joy Lee, MSS Councilor on Constitution and Bylaws (Task Force secretary, voting)  
Jerome Jeevarajan, MSS Delegate (voting)  
Kieran McAvoy, MSS Alternate Delegate (non-voting alternate)  
Region 1 Representative (voting)  
Region 1 Alternate (non-voting alternate)  
Region 2 Representative (voting)  
Region 2 Alternate (non-voting alternate)  
Region 3 Representative (voting)  
Region 3 Alternate (non-voting alternate)  
Region 4 Representative (voting)  
Region 4 Alternate (non-voting alternate)  
Region 5 Representative (voting)  
Region 5 Alternate (non-voting alternate)  
Region 6 Representative (voting)  
Region 6 Alternate (non-voting alternate)  
Region 7 Representative (voting)  
Region 7 Alternate (non-voting alternate) 
 
Region representatives shall be appointed by Region Chairs with the advice of their Region 
Governing Council members. Regions are advised to appoint representatives with familiarity 
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with both the MSS resolution process and the AMA House of Delegates, such as former or 
current members of the MSS House Coordinating Committee or the MSS Caucus. In order to 
ensure adequate representation, absences from Task Force meetings shall be reported to 
region boards at the conclusion of every meeting, and region chairs may choose to replace 
members who are unable to attend. 
Meetings of the Task Force will be scheduled and facilitated by the non-voting co-chairs, who 
shall maintain impartiality in all Task Force proceedings. The MSS Speakers will also be invited 
as permanent guests in order to answer any questions regarding the Assembly process, but 
will not otherwise be participating members of the Task Force. The following is a non-
exhaustive list of recommended AMA staff interviewees: 
 
Haley Guion, JD, Director, Medical Student Section  
Hannah Handal, Policy Analyst, Medical Student Section  
George Cox, JD, Director, Legislative Counsel  
William Estes, Government Relations Advocacy Fellow 
 
 
Task Force Meetings 
 
The Task Force is expected to meet five times via conference call to interview guests and 
facilitate discussion. The estimated duration of each meeting is two hours. In order to align with 
the requirements in the MSS Assembly for IOP changes, the final recommendations will require 
the approval of 2/3 of voting members to be forwarded to the MSS Governing Council. In the 
event that a voting member is not present, the member’s designated alternate may vote in his 

or her place. 
 
The Task Force Secretary will, in consultation with the Co-Chairs, prepare minutes of every 
Task Force meeting, which will be published for MSS Assembly viewing after approval by the 
Task Force. In order to facilitate open discussion, minutes will be de-identified before release. 
Task Force meetings will be closed, but the Task Force shall have the power to invite guests 
and observers to one or more of its meetings at its discretion in order to provide required 
information. 



24 

 

Appendix B. MSS Annual Meeting 2018 Resolution Scoring Rubric 

 

MSS Annual Meeting 2018 Resolution Scoring Rubric 
 
Authorship (5 points)  
This will be assigned by the MSS Delegate/Alt Delegate (see spreadsheet). Was this resolution 
authored on behalf of an entire Section (3 points), State (4 points), or Region (5 points)? Otherwise, 
0 points awarded. RDs, ADs, and HCC members: please award full credit. 
 
Clarity (10 points)  
Are the Whereas clauses succinctly stated and do they clearly support the requested action of the 
Resolved clauses? Do the Whereas clauses create a logical, coherent argument flowing naturally to 
support the Resolved clauses? Do none, some, or all of the Whereas clauses support the Resolved 
clauses? Do any Whereas clauses leave you with questions about the issue or about the argument? 
 
Research (30 points)  
How many total references, and are they from appropriate authorities on the subject matter? Are 
none, some, or all of the references from trustworthy, high quality, evidence-based sources (e.g. 
peer-reviewed journals, respected news sources)? Are none, some, or all from the past 5 years? Are 
none, some, or all of the factual assertions in the Whereas clauses supported by sufficient evidence? 
 
Scope & Feasibility (25 points)  
Does this resolution address a new, broad principle that will be applicable to multiple issues OR does 
it address a specific, current, actionable and timely issue? Is the resolution feasible, appropriate, and 
within the general scope of issues for the AMA (external) or AMA-MSS (internal) to address? 
 
Novelty (15 points)  
Does this resolution address a subject matter largely neglected by current policy; add in a 
valuable way to existing policy; or is a departure/in opposition to current AMA policy or AMA-MSS 
policy? 
 
Focus (10 points)  
Do the Resolved clauses address one or more principles of the AMA’s Strategic Focus OR the MSS’ 
Internal Policy Objectives (IPOs)? (Scoring from the MSS Delegate/Alt Delegate will also be included 
in this average) 
 
Fiscal Note (10 points)  
Is the fiscal note high? Did the authors amend language to decrease fiscal note? (Please see Fiscal 
Note Rubric for further information) 
 
AMA Strategic Focus: (a) Improving health outcomes, (b) Accelerating change in medical education, 
(c) Professional satisfaction and practice sustainability. 
 
MSS Internal Policy Objectives (IPOs): (1) Pursuing innovative mechanisms to improve medical 
student wellness and mitigate burnout; (2) Cultivating the delivery of equitable healthcare to 
diverse patient populations in a dynamic environment, including via the promotion of diversity 
within the medical profession; and (3) Addressing emergent public health threats with impactful 
and evidence-based solutions. 
 
Response to Feedback (5 points)  
Did the authors respond to scoring and feedback in a way that demonstrated their appreciation for 
the critiques? For full credit, authors need not necessarily change their resolution, but their 
responses to feedback must indicate that they have thought through and anticipated objections to 
their resolution. RDs, ADs, and HCC members: please award full credit. 
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5 
 

Authorship* 0 3 (Section) 4 (State) 5 (Region)  
Clarity 0 (Whereas 5 (Some 10 (Whereas   

 clauses do not arguments are clauses clearly   
 support missing to support the   
 Resolved support the Resolved   
 clauses; Resolved clauses;   
 difficult to clauses; argument clear   
 follow argument is and logical)   
 argument) unclear at times)    
      
Research 0 (None of the 5-10 (Less than 15 (Half of the 20-25 (Most to 30 (All of the 

 Whereas half to few Whereas nearly all Whereas clauses 
 clauses are whereas clauses clauses are Whereas clauses are supported by 
 supported by are supported by supported by have sufficient, recent, 
 recent, recent, recent, appropriately appropriate 
 appropriate appropriate appropriate sourced sources) 
 sources) sources) sources) evidence)  
      
Scope & 0 (too specific; 5 (specific and 10-15 (specific 20 (broad in 25 (broad in 
Feasibility not timely or minimally timely but somewhat scope, or specific scope, or specific 

 actionable; or actionable; timely and but timely and but timely and 
 likely questionably actionable; actionable; actionable; 
 infeasible and feasible, and questionably questionably definitely feasible 
 clearly not unlikely to be feasible; may not feasible but and clearly within 
 within AMA or within AMA or be within AMA or clearly within purview of AMA 
 MSS purview) MSS purview) MSS purview) purview) & MSS) 
      
Novelty 0 (completely 5 (largely 10 (less 15 (new subject  

 covered by covered by significant matter or  
 existing policy) existing policy) change to significant  
   existing policy) departure from  
    existing policy)  
      
Focus 0 (does not 5 (loosely 10 (clearly   

 address any addresses addresses   
 strategic strategic strategic   
 principle or principle or IPO) principle or IPO)   
 IPO)     
      
Fiscal Note 0 (high fiscal 5 (medium fiscal 10 (low fiscal   

 note) note) note)   

      
Response 0 (assessed 5 (assessed by    

to by Section Section    
feedback* Delegates Delegates)    
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*RDs, ADs, HCC members: please give full credit 
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AMA-MSS Fiscal Note Rubric 
 
 

       No. Of  
Timeline 

 Does Resolution 
    Expertise 

Available 
 

Departments 
  

Require Financial       
Requirement 

 
       

Involved 
  

Resources?            

               

 
Minimal (1pt) 

  Knowledge is   
MSS Only 

  
A month or less 

  Does not require  
   

readily available 
      

funding 
 

             

               

 Moderate 
(2pt) 

 Requires some 
2-4 

  
Multiple months 

 
Requires 

absorbable 
  

research 
   

funding            

             

 Significant 
(3pt) 

  
Requires 
dedicated   

5+ 
  

Over a year 
  

Requires 
dedicated  

   
research 

      
funding 

 
             

                
 
 
 
 

Point Range  
Minimal 4-6  

Moderate 6-10  
Significant 10-12  

+/- 1 for alignment* 
 
 
 
 
*Alignment point dependent on alignment with strategic focus areas and IPO’s 
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Appendix C. Modified AMA Medical Student Section A-18 Resolution Guide 

AMA Medical Student Section A-18 Resolution Guide 

 
The AMA-MSS Resolution Guide serves as a resource to help you craft and submit a resolution. 
Resolution authors are required to complete the tasks described below. Resolutions will not be 
considered “received” until all required tasks indicated in both the draft and final resolution 
checklists have been initialed and completed. 

 
Questions? Please contact the AMA-MSS Delegate, the AMA-MSS Alternate Delegate, or the 
AMA-MSS Policy Analyst. 

 
 Dates and Deadlines* for Resolution Authors 
 MSS Annual Meeting 2018 
 *All deadlines expire at 11:59 PM PST except for VRC Open/Close time 
      

March 18 (Sun) 
Deadline to post ideas on MSS Open Forum        

Deadline for authors to share ideas with Region Delegation Chair  
    

March 28 (W) 
Draft resolutions and checklists due 

Must upload using A-18 Resolution Draft Submission Form 

      

April 4 (W) 
Preliminary scoring and comments on draft resolutions released to authors 

       
  
 Final resolutions and checklists due 
 Must upload using A-18 Resolution Final Submission Form 
    

April 11 (W) Authors to respond via email to comments by primary reviewer 

 For external resolutions, author must reach out to at least one 
 specialty society for feedback by this date. 
  

April 23 (M) Virtual Reference Committee (VRC) Opens at 12:00PM PST 
  

May 11 (F) Virtual Reference Committee (VRC) Closes at 12:00PM PST 
  

May 22 (T) Reference Committee Report released 
  

June 7-9 2018 National Medical Student Annual Meeting 
         
 

Region Delegation Chairs 
 

Region 1-  
 

Region 2-  
 

Region 3-  

https://docs.google.com/document/d/1wWxyjYVVl1MBN7spETTc6DY3vUUJ6gNVRWrp3307H94/edit?usp=sharing
https://docs.google.com/document/d/1-3gzCNx0DkjCBbXCzgT8cCQUl8nDhxMGtO6OD-yL6e4/edit?usp=sharing
https://docs.google.com/document/d/1-3gzCNx0DkjCBbXCzgT8cCQUl8nDhxMGtO6OD-yL6e4/edit?usp=sharing
https://www.ama-assn.org/forums/medical-student-section/open-forum
https://docs.google.com/forms/d/e/1FAIpQLSfgBAifXUOz3GBUpAdwDnWdjT3I2UuVXMP-yqjlLRXmD5fMsA/viewform?usp=sf_link
https://goo.gl/forms/8FOWMegtYaEyEtxH3
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Region 4-  

Region 5-  
 

Region 6-  
 

Region 7-  
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Researching Your Resolution 

 
1. Authors must ensure that an MSS resolution is the best means of accomplishing their goals. 

The following are common examples of issues that are NOT best addressed through an MSS 
resolution: 

 
The resolution addresses an issue that could be resolved by the AMA-
MSS Governing Council, specifically by submitting a GC Action Item 
request 

 
The resolution addresses a medical school-specific issue that would be more 
appropriately addressed by medical school faculty or administration 

 
The resolution addresses a specialty-specific issue that would be more 
appropriately addressed by the relevant medical specialty society 

 
The resolution addresses a state-specific issue that would be more appropriately 
addressed by a state medical society 

 
The resolution addresses an issue that is already sufficiently covered by existing AMA 
Policy or existing AMA-MSS Policy. 

 
1. Resolutions that succeed in the MSS are well-researched and novel, and add value to the policy 
compendiums of the AMA or AMA-MSS. Authors must understand what has been attempted and 
accomplished in the past in order to produce strong resolutions for the future. 
 

Review the AMA Strategic Focus Areas and MSS Internal Policy Objectives to understand 
the priority issues for our organization (see scoring rubric below) 

 
Review existing AMA Policy and existing AMA-MSS Policy 

 
Review the Proceedings from past years’ MSS meetings for examples of what 
policy proposals have and have not been successful in its Assembly 

 
Review past House Coordination Committee Executive Summaries of items in which the 
MSS had a vested interest and stance on in the House of Delegates 

 
Writing Your Resolution 

 
1 Use the Resolution Template! (New for A-18!) 
 
2 Follow the resolution formatting guide. 
 
3 For external resolutions (those that call for the AMA to act, not the AMA-MSS), understand that 
the burden on the authors to do their due diligence in research, soliciting appropriate feedback and 
making appropriate contacts is more rigorous than for internal resolutions. Authors of external 
resolutions should ensure that their topic is appropriate for external submission and aligns with 
AMA’s Strategic Focus Areas:  
d. Improving Health Outcomes 
e. Accelerating Change in Medical Education  
f. Enhancing Physician Satisfaction and Practice Sustainability by Shaping Delivery 
and Payment Models 

https://www.ama-assn.org/eform/submit/governing-council-action-item
https://www.ama-assn.org/eform/submit/governing-council-action-item
http://www.ama-assn.org/cgi-bin/fed_dir/fedspecialties.pl
http://www.ama-assn.org/ama/priv/about-ama/our-people/the-federation-medicine/federation-directory.page
https://searchpf.ama-assn.org/SearchML/policyFinderPages/policyhomepage.jsp
https://searchpf.ama-assn.org/SearchML/policyFinderPages/policyhomepage.jsp
https://www.ama-assn.org/sites/default/files/media-browser/public/mss/mss-digest-of-policy-actions.pdf
https://www.ama-assn.org/about-us/medical-student-section-mss-advocacy-policy#MSS%20Policy
https://searchpf.ama-assn.org/SearchML/policyFinderPages/policyhomepage.jsp
https://www.ama-assn.org/sites/default/files/media-browser/public/mss/mss-digest-of-policy-actions.pdf
https://www.ama-assn.org/sites/default/files/media-browser/public/mss/mss-proceedings-all_0.pdf
http://www.ama-assn.org/ama/pub/about-ama/strategic-focus/improving-health-outcomes.page
http://www.ama-assn.org/ama/pub/about-ama/strategic-focus/accelerating-change-in-medical-education/innovations.page
http://www.ama-assn.org/ama/pub/about-ama/strategic-focus/physician-practices/steps-forward.page
http://www.ama-assn.org/ama/pub/about-ama/strategic-focus/physician-practices/steps-forward.page
http://www.ama-assn.org/ama/pub/about-ama/strategic-focus/physician-practices/steps-forward.page
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3. For external resolutions, authors should be aware that if their item should pass, it will 
not be brought forward to the AMA House of Delegates until the following national meeting. 
However, authors must be prepared to complete the following: 
 
a. Work with the AMA-MSS Delegate and Alternate Delegate in advance of the 
following national meeting in order to help in the passage of their item, including submitting 
written testimony in support of the item 
 
4. For external resolutions that call for immediate forwarding to the House of Delegates 
following the same MSS meeting at which they are passed authors must be aware that: 
 
a. Only in rare cases are resolutions forwarded immediately to the HOD  
b. There must be unusual circumstances deserving of immediate consideration by 
the HOD assembly  
c. The MSS Delegate and Alternate Delegate must be contacted regarding the 
author’s intentions well in advance of the actual meeting  
d. Authors must submit written testimony to the MSS Delegate and Alternate 
Delegate for submission to the HOD  
e. Authors must attend the MSS caucus Saturday afternoon/evening in order to 
help with strategy for passage of their resolution. 
 
5. Note about withdrawal of resolutions: 
 
a. All submitted final resolutions will become the business of the MSS Assembly on 
April 20th at 11:59 PM PST. Primary authors will have the opportunity to withdraw their 
resolutions if desired before this deadline.  
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Appendix D. Proposals Considered by the RTF, Organized by Stage 

A. Education and Infrastructure 

1. Train RD/ADs to provide better guidance on the various mechanisms available for 
advocacy through the AMA and MSS. 

2. Create a formal document and/or talking points to provide to members as proof of 
significant, non-resolution related work (i.e. serving as a Delegate, in leadership, on a 
committee, etc.) which they can provide as support for a conference funding and time-off 
request. 

3. Make a video explaining the basics of Parliamentary Procedure and the most common 
mistakes people make. 

4. Create a PolicyFinder for AMA-MSS policy to replace the current PDF. 
5. Publicize GC Action Item Requests widely and increase the prestige of these proposals. 

For example, requesters can present GC Action Item Requests during a programming 
session. 

6. Define an individual on each Region GC whose can be contacted by other Regions to 
collaborate during the resolution process. 

B. Brainstorming Stage (Pre-Draft Submission) 

1. Have a MSS leader analyze the Open Forum for resolutions that the AMA Federal 
Advocacy Office would be interested in reviewing. The MSS leader will give a 
preliminary ranking and recommendation to each idea (similar to HCC). They will then 
forward the list and assessments on to the GRAF, who will determine which ones 
elevate to the level of staff input. 

a. MSS leader could be the student COL member or the Section Delegates and 
Region Delegation Chairs. 

2. Have the GRAF monitor the Legislation and Advocacy subfolder on the Open Forum. 
3. Have students submit resolution ideas to Regional leadership (e.g. the policy chair), who 

will then post the idea to the proper Open Forum category. 
4. Have an indicator on the Open Forum that shows if the originator is a first-time author. 

This visibility would allow more experienced writers to help the new authors and mentor 
them through the process. 

C. Revision Stage (Post-Draft Submission, Pre-Final Submission) 

1. Emphasize feedback on resolutions that do not receive State or Regional support, e.g. 
ask Regions to submit formal reasoning behind why they chose NOT to support a policy, 
or having additional reviewers on single-author resolutions. 

2. Broaden the functional scope of the HCC so HCC members can contact Region leaders 
to improve resolutions that would otherwise likely be reaffirmed. 

3. Make HCC review summaries easily available in a compiled report. 
4. Primary reviewers must send feedback summary emails to the primary author’s Region 

Chair and Region Delegation Chair in order to allow Regions to incorporate draft 
feedback into their Region authorship voting if they choose to. 

5. All external resolutions are required to have Region authorship.  
a. Addendum: Regions are capped at supporting 5 external resolutions written 

primarily by their own members. 
6. All external resolutions must have cross-regional authorship. 
7. All external resolution authors must contact the relevant specialty society prior to 

submission. 
8. All resolutions must have cross-regional authorship. 
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9. Coordinate Region resolution authorship/support through a central AMA email process 
so more medical school sections can be reached. 

10. All members of the MSS Caucus (RDs/ADs + state ADs) vote on whether they believe 
the resolution should be considered at the Assembly, and only resolutions above some 
threshold are allowed to advance to the final resolution phase 

11. Upon submission of a final draft, having authors of external resolutions virtually sign an 
acknowledgement saying that they understand that, if passed, that their resolution will be 
forwarded to the AMA HOD at the subsequent meeting and that they will help the 
Section Delegates and MSS RD/ADs in bringing their resolution to the AMA HOD. This 
would include but not be limited to updating whereas clauses for the next meeting with 
the most up to date literature, crafting testimony for the VRC and live Reference 
Committee hearings, and reaching out to specialty societies.  

D. Scoring Stage 

1. Resolutions should be scored based on authorship (section, state, region). 
2. Resolutions should be scored based on clarity. 
3. Resolutions should be scored based on research quality. 
4. Resolutions should be scored based on scope. 
5. Resolutions should be scored based on feasibility. 
6. Resolutions should be scored based on novelty. 
7. Resolutions should be scored based on how well they address AMA Strategic Focus 

Areas. 
8. Resolutions should be scored based on how well they address MSS Policy Objectives. 

a. The Section Delegates should be responsible for conducting an annual survey 
which sets the MSS Policy Objectives for the given year. 

b. A resolution’s score of how well it addresses MSS Policy Objectives should make 
up a larger proportion of the overall score (currently 10%). 

9. Resolutions should be scored based on whether they responded to feedback. 
10. Resolutions should be scored on a quantitative scale. 
11. Resolutions should be scored with consideration of their fiscal note. 

E. VRC/Reference Committee Stage 

1. Create a new Reference Committee recommendation category named “recommend for 
GC action item.” 

2. Adjust resolution deadlines to allow more time for review between the final submission 
and VRC. 

3. Release the list of final resolutions prior to VRC opening so that regions and states will 
have more time to organize their resolution review processes. 

4. Have HCC post a summary of their comments from the draft review process to the VRC. 
5. After final resolutions are submitted, the HOD Coordination Committee (HCC) will review 

all submissions and place items on a Reaffirmation Consent Calendar based on simple 
majority voting within the Committee. The selected items will not receive detailed staff 
review except analysis from Legal Counsel. The selected items will be displayed on the 
Virtual Reference Committee as “Reaffirmation Consent Calendar” separate from the 
Resolutions folder and Reports folder. The Reaffirmation Consent Calendar will be open 
for comments on the VRC but will not be business of the MSS Assembly unless 
extracted during the MSS Assembly Opening Session.  

6. Have RD/ADs provide meaningful testimony on the VRC for resolutions they reviewed, 
especially in cases where important recommendations were not considered. 



35 

 

7. Conduct debate on lower scoring resolutions in a live forum where people can vote 
ahead of the Assembly. The vote can eliminate resolutions before the Assembly. 

F. Assembly Stage 

1. Create the Assembly’s Order of Business according to resolution scores. 
2. Cap the number of resolutions for discussion at the Assembly. 
3. Cap the number of resolution that can be forwarded to the HOD from each Assembly. 
4. Designate specific microphones as PRO, CON, and repeat speaker microphones. 
5. Provide a report after each Assembly meeting on the impact of the resolutions passed. 
6. Establish a threshold vote required to extract a resolution.  
7. Place a time limit on discussion for each resolution or on the amount of time each 

Delegate may speak at one time.  
8. Separate Assembly time so that resolutions above a certain threshold receive more time 

for debate, with the remaining time divided between resolutions below the threshold. 
9. Create a new, informational category of business for the Assembly that would be 

reviewed by Standing Committees.  
a. Addendum: Consider adding a separate session where the authors can present 

informational business. 
10. Give delegates points that they can use at the end of the Assembly to prioritize external 

resolutions. 
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Appendix E. Resolution Alternatives 

 
Resolution Alternatives 

 
Prior to drafting a resolution, all potential authors should contact their Regional Delegate to 
determine whether a resolution is the best course of action. Sometimes it may not be necessary 
or appropriate to submit a resolution to the AMA-MSS Assembly for consideration. Alternatives 
include: 
 
1. Submitting a request for action to the AMA-MSS Governing Council  
2. Researching work being done by other medical societies or health care groups  
3. Working with state and county medical societies  
4. Working with the administration or other leaders at your medical school  
5. Co-authoring a resolution that someone else is submitting 
 
Consider the following situations in which writing a resolution might not be the most efficient 
way of addressing the issue. 
 
Situation 1: AMA policy exists, but there has not been much action. 

 
Students are encouraged to submit a request for action to the Governing Council if there is an 
issue addressed by existing policy that needs follow up. Students should provide the Chair with 
background information about the issue, the AMA or MSS policy that covers action on the issue, 
and the proposed action that should be taken. It is important to note that the AMA and MSS 
face limited financial and time resources, so it may not be possible to follow up with every 
policy request. Similarly, though, it would not be possible to implement every new policy 
created by a new resolution in a thorough and meaningful way. 
 
Situation 2: General AMA policy exists, but a specific issue needs attention. 

 
Strong policies support general principles that can be applied across a variety of similar 
circumstances. In cases where general policy exists, but a specific issue demands action, MSS 
members are encouraged to bring these issues to the attention of the MSS Governing Council 
so that appropriate follow-up action may be taken. Such action may include encouraging the 
AMA to prepare a letter in support of a specific piece of legislation, disseminating existing 
information to medical school section leaders to educate their peers, or working with the AMA 
to publicize our position on a certain issue. 
 
Situation 3: The issue is important, but may be best approached by another organization 
or entity. 

 
The AMA is a great venue for creating change, however some topics may be best approached 
by another organization or entity. In many cases we are not the appropriate group, or we do not 
possess the influence or expertise necessary to pursue the issue. In other cases, limited 
resources require the AMA-MSS to focus its energy on issues of national importance to 
medical students, rather than on issues of more limited scope. It is critical that, within the MSS, 
we acknowledge

https://download.ama-assn.org/resources/doc/mss/x-pub/regional-alternate-delegates.pdf
http://www.ama-assn.org/ama/pub/about-ama/our-people/member-groups-sections/medical-student-section/our-leaders/governing-council/governing-council-action.page
http://www.ama-assn.org/ama/pub/about-ama/our-people/member-groups-sections/medical-student-section/our-leaders/governing-council/governing-council-action.page
http://www.ama-assn.org/ama/pub/about-ama/our-people/member-groups-sections/medical-student-section/our-leaders/governing-council/governing-council-action.page


37 

 

the need to focus our agenda to have a stronger impact on those issues that we have a can 
influence. Please contact the Governing Council Delegate or Alternate Delegate to learn 
more about different venues and vehicles for change and where your goals would be best 
achieved. 
 
Students are encouraged to consider if their school, community, or state or local medical 
society could provide assistance with the issue of interest to them. In addition, National Medical 
Specialty societies may be more effective than the AMA in dealing with certain issues, since, 
by definition, the constellation of issues on which they spend their time and resources deals 
only with those related to a single specialty. Students are encouraged to check relevant 
medical society web sites to see what activity is already taking place. Also, students are 
encouraged to contact mentors, faculty, and other physician contacts to see if they would be 
willing to bring relevant issues to the attention of their specialty society. 
 
Situation 4: I want to be involved! 

 
To facilitate maximum involvement in the policy-making process, while at the same time 
respecting the need to prioritize issues and reduce the number of individual items of business, 
students are strongly encouraged to seek co-sponsors for their resolutions, and to work with 
their state delegations and their sections to build support for strong resolutions. Authoring a 
resolution is only one element of the policy making process, along with gathering research, 
educating the Assembly about the resolution, providing testimony in reference committee, and 
motivating implementation. Each of these elements is crucial to strong policy development, and 
many are currently left undone by resolution authors. 
 

http://www.ama-assn.org/ama/pub/about-ama/our-people/member-groups-sections/medical-student-section/our-leaders/governing-council.page


REPORT OF THE MSS GOVERNING COUNCIL

GC Report A, A-18

Subject: Pilot Implementation of the 2018 Resolution Task Force Recommendations

Presented by: MSS Governing Council
(Helene Nepomuceno, Chair)

Referred to: MSS Reference Committee
(----, Chair)

INTRODUCTION1

After the 2017 Interim Meeting of the American Medical Association Medical Student Section (AMA-2
MSS), the AMA-MSS Governing Council (GC) convened a MSS Resolution Process Task Force to make 3
recommendations to strengthen the current resolution process.  4

The charge to the MSS Resolution Process Task Force (RTF) was to assess the effectiveness of our 5
current resolution process in achieving its goals, to collect and evaluate information on the impact of our 6
current process on the various stakeholders in our process, and to recommend actions and efforts that 7
would have a meaningful positive impact on the major resolution process concerns:8

a. Insufficient time for adequate discussion of resolutions in the Assembly9
b. Impact on student leadership (including sectional and regional delegates as well as the 10

MSS House of Delegates Coordinating Committee)11
c. Impact on AMA staff (including MSS staff and non-MSS experts)12
d. Number of external resolutions forwarded to House of Delegates (HOD)13

14
The RTF produced MSS RTF Report 1-A-18, containing recommendations for resolution process reforms15
that the RTF believes will encourage mentorship within the MSS, protect the democratic opportunity to 16
be heard, foster high-quality discussion in the MSS Assembly, and preserve resources for the advocacy of 17
MSS-originated resolutions in the AMA House of Delegates (HOD). The RTF recommended that the 18
MSS GC consider its proposed reforms to the resolution process and release a GC Report to the Assembly 19
detailing a pilot implementation of the reforms. 20

21
The MSS GC conducted a review of recommendations proposed by the RTF within MSS RTF Report 1-22
A-18.  Based on the Task Forc recommendations, the MSS GC has outlined in this report a pilot 23
process to be implemented during the next cycle of the resolution process for the 2018 MSS Interim 24
Meeting and HOD Interim Meeting. 25

26
27

PILOT RESOLUTION PROCESS28

Your GC recommends the implementation of a pilot based on the following reforms during the next cycle 29
of the resolution process, and that the remainder of the report be filed.  Following the pilot, the MSS GC 30
will produce a GC report to the Assembly for the 2019 Annual Meeting proposing changes to the MSS 31
resolution process through amendments to the MSS Internal Operating Procedures.32

33

1. That the MSS invest in further education efforts on the resolution process by:34



a. Training RD/ADs to provide better guidance on the various mechanisms available for 35
advocacy through the AMA and MSS.36

b. Making a video explaining the basics of Parliamentary Procedure and the most common 37
mistakes made.38

39
2. That the MSS elevate the stature of non-resolution avenues for advocacy by:40

a. Clarifying what makes a successful GC Action Item, publicizing GC Action Item 41
Requests widely, and increasing the prestige of these proposals.42

b. Creating a new, informational category of business for the Assembly, which would be 43
presented by authors in a separate programming session at the meeting.  The process for 44
accepting and reviewing submissions for this category of business and executing this 45
session will be directed by MSS Standing Committees and the MSS GC Vice Chair. 46

c. Providing a formal document to its members as proof of significant, non-resolution-47
related work, which they can provide as support for a conference funding and time-off 48
request. Examples of significant, non-resolution-related work include serving as a 49
Delegate or on a Committee.50

51
3. That the MSS encourage mentorship between its members and throughout the AMA by:52

a. Creating a voluntary indicator on the Open Forum and during the resolution draft phase 53
that shows if the originator is a first-time author. This visibility would allow more 54
experienced writers to help new authors and mentor them through the process.55

b. Requiring all external resolution authors to contact the relevant specialty society prior to 56
submission.57

58
4. That the MSS improve transparency of resolution feedback among all actors throughout the 59

resolution process by:60
a. Tasking the Government Relations Advocacy Fellow and Section Delegates with 61

analyzing the Open Forum and resolution drafts for resolutions that the AMA Federal 62
Advocacy Office would be interested in reviewing. These roles are noted by the MSS 63
GC to have an appropriate level of understanding of what would be suitable for review by 64
the Federal Advocacy Office.65

b. Broadening the functional scope of the House of Delegates Coordinating Committee 66
(HCC) so HCC members can contact Region leaders to improve resolutions that would67
otherwise likely be reaffirmed.68

c. Requiring primary reviewers to send feedback69
Region Chair and Region Delegation Chair in order to allow Regions to incorporate draft 70
feedback into their Region authorship voting if they choose to.71

d. Requesting that HCC post a summary of their comments from the draft review process to 72
the VRC.73

e. Requesting that RD/ADs provide meaningful testimony on the VRC for resolutions they 74
reviewed, especially in cases where important recommendations from feedback provided 75
to authors were not considered.76

77
5. That the MSS streamline existing procedures in the resolution process by:78

a. Coordinating Region resolution authorship/support through a central AMA email process 79
so more medical school sections can be reached.80

b. Giving HCC responsibility to review all submissions and place items on a Reaffirmation 81
Consent Calendar. Items on the Reaffirmation Consent Calendar will not receive detailed 82
staff review except analysis from Legal Counsel.83

c. Adjusting resolution deadlines to allow more time for review between the final 84
submission and VRC.85



86
6. That the MSS change its scoring rubric to:87

a. Reaffirm its existing rubric categories of authorship, clarity, research quality, scope, 88
feasibility, novelty, addressing the MSS Policy Objectives and AMA Strategic Focus 89
Areas, thoughtful response to feedback, and scoring on a quantitative scale.90

b. For external resolutions, increase the scoring weight of addressing the MSS Policy 91
Objectives over that of addressing the AMA Strategic Focus Areas, as a way to promote 92
Section objectives.93

c. Include scoring of the fiscal note as a consideration for feasibility, instead of as a separate 94
rubric category.95

96
7. That the MSS reaffirm its existing process of creating 97

according to quantitative resolution scores.98
99

8. That the MSS create and further opportunities for high-quality discussion in the Assembly by:100
a. The MSS Reference Committee noting in its rationale whether resolutions are suitable for 101

a GC Action item.  GC Action items may be submitted by the originating author or by 102
individual members of the Section.103

b. Prioritizing Assembly time so that resolutions above a certain threshold receive protected104
time for debate, with the remaining time divided between resolutions below the threshold.105
Determination of this threshold shall be based on consideration of the amount of time 106
needed to discuss a resolution and the amount of Assembly time available. To aid in this 107
determination for I-18, GC will collect data at A-18 on how much time is spent 108
discussing each resolution. 109

110
9. That the MSS improve continuity of its advocacy efforts from meeting to meeting by:111

a. Requiring authors of external resolutions to sign a virtual acknowledgement agreeing to 112
help the Section Delegates and Regional Delegates in bringing their resolution to the 113
AMA HOD if their resolution is passed by the Assembly.114

b. Tracking the outcome of MSS-initiated external resolutions that have had influence or115
impact. An example of influence or impact is action taken or statements made by the 116
AMA Board of Trustees. These outcomes can be recorded by the MSS GC and shared 117
with the Section membership.  118

c. Giving the MSS GC responsibility for conducting an annual survey that sets the MSS 119
Policy Objectives for the given year.120



For the best user experience, please download a copy of this handbook 
to your personal device  

Election Manual 

Visit the MSS meeting documents webpage to download the Election Manual: 
https://www.ama-assn.org/about/mss-meeting-documents  

https://www.ama-assn.org/about/mss-meeting-documents
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