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AMA Integrated Physician Practice Section 
2019 Interim Meeting  
Marriott Marquis, San Diego 
November 15 

Thursday, NOV, 14 LOCATION 

6:00–7:00 p.m. IPPS welcome reception South 
Poolside, 
Level 1 

FRIDAY, NOV, 15 LOCATION 

8:00–8:30 a.m. Breakfast Marina 
Ballroom E 

8:30 a.m. – 12:00 p.m. No street left behind:  How integrated systems affect 
social determinants of health 

• David Nerenz, PhD, Henry Ford Health System

• Kimberlydawn Wisdom, MD, SVP Community Health & Equity,

Chief Wellness and Diversity Officer, Henry Ford Health System

• IPPS reaction panel

• Roundtable discussions

Jesse Ehrenfeld, MD, MPH, and Todd Unger, MBA

12:00 –1 p.m. Networking lunch 

1–2:30 p.m. Employer-driven innovations: Reshaping health care 
delivery 

• Daniel Stein, MD, MBA, CEO, Founder, Embold Health

• IPPS reaction panel

  2:30 – 3:00 p.m. Medicare 2020 fee schedule update 

• Margaret Garikes, VP, Federal Affairs, AMA

3:00 – 3:45 p.m. IPPS policy discussions 

3:45–4:00 p.m. Closing 

Please note: The IPPS meeting is at the Marriott Marquis, however, the main registration is at the Manchester 
Grand Hyatt adjacent to the Marriott.  



Meeting logistics 

 AMA code of conduct 

 Wi-Fi:             INTERIM2019
 Password: INTERIM2019

Marriott Marquis hotel map 

Manchester Grand Hyatt hotel map 

 Meeting app information 
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This is what we expect of our members and guests at AMA-sponsored events. 

All attendees are expected to exhibit respectful, professional and collegial behavior 

consistent with the Code of Conduct passed by the AMA House of Delegates. 

We take claims of harassment and conflicts of interest seriously. Visit ama-assn.org/
codeofconduct to learn more. Violations of the Code of Conduct may be reported  

as follows: 

• Conduct liaison assigned to the meeting

• AMA Office of General Counsel

• AMA speaker or vice speaker

•  Our third-party hotline at (800) 398-1496 or online at lighthouse-services.com/ama

(which includes an anonymous reporting option)
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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/amainterim19 

 or Scan here for online version 

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

Find your event 

Downloading the App 
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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.
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REPORT OF THE INTEGRATED PHYSICIAN PRACTICE SECTION 
GOVERNING COUNCIL 

GC Report A-I-19 

Subject: IPPS Review of House of Delegates Resolutions & Reports 

Presented by: Michael Glenn, MD, Chair 

IPPS Governing Council Report A identifies resolutions and reports relevant to integrated health 1 
care delivery groups or systems that have been submitted for consideration by the AMA House of 2 
Delegates (HOD) at the 2019 AMA Interim Meeting. This report is submitted to the Assembly for 3 
further discussion and to facilitate the instruction of the IPPS Delegate and Alternate Delegate 4 
regarding the positions they should take in representing the Section in the HOD. 5 

6 
7 

REFERENCE COMMITTEE ON AMENDMENTS TO CONSTITUTION AND BYLAWS 8 
(AMA CONSTITUTION, AMA BYLAWS, ETHICS) 9 

10 
(1) Resolution 007-I-19: Addressing the Racial Pay Gap in Medicine11 

Introduced by Medical Student Section 12 
13 

RESOLVED, That our American Medical Association support measures of racial pay 14 
awareness and the specific challenges that minority physicians face in regards to equal pay 15 
financial attainment (New HOD Policy); and be it further  16 

17 
RESOLVED, That our AMA support efforts to increase the transparency and accountability of 18 
physician earnings through establishing transparency measures, in which physicians can access 19 
information including but not limited to the salaries and race of medical physicians. (New 20 
HOD Policy) 21 

22 
Recommendation: The Governing Council recommends that the AMA-IPPS Assembly discuss 23 
Resolution 007. 24 

25 
26 
27 

REFERENCE COMMITTEE B (LEGISLATION) 28 
29 

(2) Resolution 203-I-19: Support Expansion of the Good Samaritan Laws30 
Introduced by Medical Student Section 31 

32 
RESOLVED, That our AMA amend Policy D-95.977 by addition and deletion to read as 33 
follows: 34 

35 
911 Good Samaritan Laws, D-95.977 36 
Our AMA: (1) will support and endorse policies and legislation that provide protections for 37 
callers or witnesses seeking medical help for overdose victims; and (2) will promote 911 Good 38 
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Samaritan policies through legislative or regulatory advocacy at the local, state, and national 1 
level; and (3) will work with the relevant organizations and state societies to raise awareness 2 
about the existence and scope of Good Samaritan Laws. (Modify Current HOD Policy) 3 

4 
Recommendation: The Governing Council recommends that the AMA-IPPS Assembly discuss 5 
Resolution 203. 6 

7 
8 

(3) Resolution 204-I-19: AMA Position on Payment Provisions in Health Insurance Policies9 
Introduced by New York 10 

11 
RESOLVED, That our American Medical Association seek legislation to ban anti-assignment 12 
provisions in health insurance plans (Directive to Take Action); and be it further 13 

14 
RESOLVED, That our AMA support legislation requiring health insurers to issue payment 15 
directly to the physician when the patient or patient representative signs an agreement which 16 
permits payment directly to the physician. (Directive to Take Action) 17 

18 
Recommendation: The Governing Council recommends that the AMA-IPPS Assembly discuss 19 
Resolution 204. 20 

21 
22 

(4) Resolution 206-I-19: Improvement of Healthcare Access in Underserved Areas by23 
Retaining and Incentivizing IMG Physicians 24 
Introduced by International Medical Graduates Section, Minority Affairs Section 25 

26 
RESOLVED, That our American Medical Association support efforts to retain and incentivize 27 
international medical graduates serving in federally designated health professional shortage 28 
areas after the current allocated period. (Directive to Take Action). 29 

30 
Recommendation: The Governing Council recommends that the AMA-IPPS Delegate to the 31 
AMA House of Delegates be instructed to support the intent of Resolution 206. 32 

33 
34 

(5) Resolution 209-I-19: Federal Government Regulation and Promoting Patient Access to35 
36 
37 
38 
39 
40 
41 
42 
43 
44 
45 
46 
47 
48 
49 

Kidney Transplantation 
Introduced by American Society of Transplant Surgeons 

RESOLVED, That our American Medical Association engage US government regulatory and 
professional organ transplant organizations to advance patient and physician-directed care for 
End Stage Renal Disease (ESRD) patients (Directive to Take Action); and be it further 

RESOLVED, That our AMA actively promote regulatory efforts to assure physician and 
patient involvement in the design of any ESRD federal demonstration program (Directive to 
Take Action); and be it further  

RESOLVED, That our AMA actively advocate for legislative and regulatory efforts which 
create incentives for dialysis providers, transplant centers, organ donors, and ESRD patients to 
increase organ donation and improve access to kidney transplantation in the United States. 
(Directive to Take Action) 50 
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Recommendation: The Governing Council recommends that the AMA-IPPS Delegate to the 1 
AMA House of Delegates be instructed to support the intent of Resolution 209. 2 

3 
4 

(6) Resolution 210-I-19: Federal Government Regulation and Promoting Renal5 
Transplantation 6 
Introduced by American Society of Transplant Surgeons 7 

8 
RESOLVED, That our American Medical Association actively advocate for US organ 9 
transplant legislative and regulatory policies that would advance kidney transplantation by 10 
modifying or eliminating arbitrary transplant center outcomes measures that currently 11 
discourage sound clinical judgment by physicians and surgeons to accept and transplant 12 
kidneys suitable for many patients. (Directive to Take Action) 13 

14 
Recommendation: The Governing Council recommends that the AMA-IPPS Delegate to the 15 
AMA House of Delegates be instructed to support the intent of Resolution 210. 16 

17 
18 

REFERENCE COMMITTEE C (MEDICAL EDUCATION) 19 
20 

No items under consideration by Reference Committee C. 21 
22 
23 

REFERENCE COMMITTEE F (AMA GOVERNANCE AND FINANCE) 24 
25 

No items under consideration by Reference Committee F. 26 
27 
28 

REFERENCE COMMITTEE J (MEDICAL SERVICE, MEDICAL PRACTICE, 29 
INSURANCE) 30 

31 
(7) CMS 01-I-19: Established Patient Relationships and Telemedicine32 

33 
1. That our American Medical Association (AMA) work with state medical associations to34 
encourage states that are not part of the Interstate Medical Licensure Compact to consider35 
joining the Compact as a means of enhancing patient access to and proper regulation of36 
telemedicine services. (Directive to Take Action)37 

38 
2. That our AMA reaffirm Policy H-480.946, which delineates standards and safeguards that39 
should be met for the coverage and payment of telemedicine, including that physicians and40 
other health practitioners delivering telemedicine services must be licensed in the state where41 
the patient receives services. (Reaffirm HOD Policy)42 

43 
3. That our AMA reaffirm Policy H-480.969, which maintains that state medical boards44 
should require a full and unrestricted license in that state for the practice of telemedicine, with45 
no differentiation by specialty, unless there are other appropriate state-based licensing46 
methods, and with exemptions for emergent or urgent circumstances and “curbside47 
consultations.” (Reaffirm HOD Policy)48 
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Recommendation: The Governing Council recommends that the AMA-IPPS Assembly discuss 1 
CMS 01. 2 

3 
4 

(8) Resolution 810-I-19: Hospital Medical Staff Policy5 
Introduced by Utah 6 

7 
RESOLVED, That our American Medical Association support and advocate that hospital 8 
medical staff leadership should be fully licensed physicians and that if others are included, 9 
they should be non-voting or advisory to the hospital medical staff members (Directive to 10 
Take Action); and be it further 11 

12 
RESOLVED, That our AMA support and advocate that the decisions made by hospital 13 
medical staffs focus on quality patient care, medical staff standards and the operation of the 14 
hospital, and that those decisions not engage the medical staff in external political matters 15 
(e.g., advanced practice clinician scope of practice expansion, etc.). (Directive to Take 16 
Action); and be it further 17 

18 
RESOLVED, That AMA Policy H-225.993, “Medical Staff Policy Determination,” be 19 
rescinded. (Rescind HOD Policy) 20 

21 
Recommendation: The Governing Council recommends that the AMA-IPPS Assembly discuss 22 
Resolution 810. 23 

24 
25 

REFERENCE COMMITTEE K (SCIENCE AND PUBLIC HEALTH) 26 
27 

No items under consideration by Reference Committee K. 28 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES

Resolution:  007
(I-19)

Introduced by: Medical Student Section

Subject: Addressing the Racial Pay Gap in Medicine

Referred to: Reference Committee on Amendments to Constitution and Bylaws
(__________, Chair)

Whereas, The Civil Rights Act prohibits discrimination based on race, color, religion, sex, or 1
national origin1; and2

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; and6

7
Whereas, The Bureau of Labor Statistics reports that in 1979 black men earned 80% of what 8
white men earned, whereas in 2016 black men earned 70% of what white men earn, suggesting 9
a worsening of the racial pay gap3; and10

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 $34,1414; and14

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 accounting18
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
and NIH award status were adjusted for. Underrepresented minority (URM) faculty were still 34
less likely to be promoted at all levels6; therefore be it35
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RESOLVED, That our American Medical Association support measures of racial pay awareness 1
and the specific challenges that minority physicians face in regards to equal pay financial 2
attainment (New HOD Policy); and be it further 3

4
RESOLVED, That our AMA support efforts to increase the transparency and accountability of 5
physician earnings through establishing transparency measures, in which physicians can 6
access information including but not limited to the salaries and race of medical physicians. (New 7
HOD Policy) 8

Fiscal Note: Minimal - less than $1,000 

Received: 08/28/19
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RELEVANT AMA POLICY

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.
Citation: CLRPD Rep. 3, I-98; Reaffirmed: CLRPD Rep. 1, A-08; Reaffirmed: CME Rep. 01, A-
18
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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.
(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 agencys 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.
(9) Our AMA will consider physician retraining during all its deliberations on physician workforce 
planning.
Citation: CME Rep. 2, I-03; Reaffirmation I-06; Reaffirmation I-07; Reaffirmed: CME Rep. 15, A-
10; Reaffirmation: I-12; Reaffirmation A-13; Appended: Res. 324, A-17; Appended: CME Rep. 
01, A-19



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES

Resolution:  203
(I-19)

Introduced by: Medical Student Section

Subject: Support Expansion of Good Samaritan Laws

Referred to: Reference Committee B
(__________, Chair)

Whereas, In 2016, drug overdoses killed 63,632 Americans, the leading cause of preventable 1
death in the USA1–3; and2

3
Whereas, Opioid overdose can be effectively reversed using the opioid antagonist naloxone4,5;4
and5

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; and8

9
Whereas, 46 states have passed some form of a “Good Samaritan Law” (GSL) as endorsed by 10
our AMA (D-95.977) to provide limited immunity from drug-related offenses to people who seek 11
medical assistance in the event of an overdose8; and12

13
Whereas, Many people who use drugs are not aware these laws exist, one study found that 14
two-thirds of those surveyed were unaware of GSLs6; and15

16
Whereas, A study in New York found that bystanders with a correct understanding of GSLs 17
were three times more likely to call 911 in the event of an overdose than those who had 18
incorrect knowledge about GSLs9; and19

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; and26

27
Whereas, GSLs do not provide protections for drug-induced homicide7,13; and28

29
Whereas, Only Vermont and Delaware have specific laws that provide immunity for drug-30
induced homicide if a person seeks medical assistance10; and31

32
Whereas, Some states have enacted “911 Medical Amnesty Laws” to protect individuals from 33
arrest, prosecution or conviction of certain drug offenses if the evidence results from seeking 34
medical assistance for someone thought to be suffering from a drug overdose14; and35

36
Whereas, The enactment of aforementioned medical amnesty policies in cases of underage 37
drinking have been shown to not increase consumption15; and38
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Whereas, As of 2016, 40 states had implemented medical amnesty laws protecting minors in 1
alcohol related emergencies16; and2

3
Whereas, Implementation of Medical Amnesty Protocols (MAP) did not result in increased 4
drinking, overall consumption, or the incidence of physiological consequences17; and5

6
Whereas, After the creation of MAP, Cornell students showed an increased willingness to seek 7
help for alcohol related emergencies, and there was a 61% decrease in the students who cited 8
fear of getting in trouble as the reason they did not call for help15; and9

10
Whereas, The number of prosecutions of drug-induced homicide across the country has 11
increased over 300% since 2011, with the Midwest accounting for a large portion of this 12
increase; family members, friends, and partners are the frequent victims of these 13
prosecutions10,18–20; and14

15
Whereas, Increases in drug-induced homicide prosecutions are correlated with increases in 16
fatal overdose rates and studies suggest this may be due to increased fear of calling for 17
help7,10,18; and18

19
Whereas, Research suggests that a lack of Good Samaritan laws can lead to conditions in 20
which there are higher opioid-related deaths and decreased medical interventions--representing 21
a real public health concern21; therefore be it22

23
RESOLVED, That our American Medical Association amend Policy D-95.977 by addition 24
and deletion to read as follows:25

26
911 Good Samaritan Laws, D-95.97727
Our AMA: (1) will support and endorse policies and legislation that provide 28
protections for callers or witnesses seeking medical help for overdose victims; and29
(2) will promote 911 Good Samaritan policies through legislative or regulatory 30
advocacy at the local, state, and national level; and (3) will work with the relevant 31
organizations and state societies to raise awareness about the existence and scope 32
of Good Samaritan Laws. (Modify Current HOD Policy) 33

Fiscal note: Minimal - less than $1,000 

Received: 08/28/19
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RELEVANT AMA 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.
Citation: (Res. 225, A-14)

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.
3. Our AMA will support the development and implementation of appropriate education 
programs for persons in recovery from opioid addiction and their friends/families that address 
how a return to opioid use after a period of abstinence can, due to reduced opioid tolerance, 
result in overdose and death.
Citation: Res. 526, A-06; Modified in lieu of Res. 503, A-12; Appended: Res. 909, I-12; 
Reaffirmed: BOT Rep. 22, A-16; Modified: Res. 511, A-18; Reaffirmed: Res. 235, I-18

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 
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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.
Citation: (Res. 411, A-95; Appended: Res. 405, I-97; Reaffirmation I-03; Reaffirmed: CSAPH 
Rep. 1, A-13)

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 organizations, 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 supports the widespread implementation of easily accessible Naloxone rescue 
stations (public availability of Naloxone through wall-mounted display/storage units that also 
include instructions) throughout the country following distribution and legislative edicts similar to 
those for Automated External Defibrillators.
9. Our AMA supports the legal access to and use of naloxone in all public spaces regardless of 
whether the individual holds a prescription.
Citation: BOT Rep. 22, A-16; Modified: Res. 231, A-17; Modified: Speakers Rep. 01, A-17; 
Appended: Res. 909, I-17; Reaffirmed: BOT Rep. 17, A-18; Modified: Res. 524, A-19

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.
Citation: (Res. 202, A-12)



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES

Resolution: 204
(I-19)

Introduced by New York

Subject: AMA Position on Payment Provisions in Health Insurance Policies

Referred to: Reference Committee B
(, Chair)

Whereas, Certain health insurance policies require payments be sent to patients rather than 1
physicians; and 2

3
Whereas, These policies occur primarily in out-of-network care settings, making it more difficult 4
for the physician to collect payment for service rendered to the patient; and 5

6
Whereas, Health insurance companies are more frequently inserting provisions into their plan7
documents that prevent a patient from assigning their benefits to their doctor; and8

9
Whereas, Such ‘anti-assignment’ provisions significantly harm both doctor and patient, are 10
fundamentally unfair and have benefit only for the insurance company; therefore be it11

12
RESOLVED, That our American Medical Association seek legislation to ban anti-assignment 13
provisions in health insurance plans (Directive to Take Action); and be it further14

15
RESOLVED, That our AMA support legislation requiring health insurers to issue payment 16
directly to the physician when the patient or patient representative signs an agreement which 17
permits payment directly to the physician. (Directive to Take Action)18

Fiscal Note: Modest - between $1,000 - $5,000 

Received: 09/19/19

RELEVANT AMA POLICY

Health Plan Payment of Patient Cost-Sharing D-180.979
Our AMA will: (1) support the development of sophisticated information technology systems to 
help enable physicians and patients to better understand financial obligations; (2) encourage 
states and other stakeholders to monitor the growth of high deductible health plans and other 
forms of cost-sharing in health plans to assess the impact of such plans on access to care, 
health outcomes, medical debt, and provider practice sustainability; (3) advocate for the 
inclusion of health insurance contract provisions that permit network physicians to collect patient 
cost-sharing financial obligations (eg, deductibles, co-payments, and co-insurance) at the time 
of service; and (4) monitor programs wherein health plans and insurers bear the responsibility of 
collecting patient co-payments and deductibles.
CMS Rep. 09, A-19;
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Requiring Third Party Reimbursement Methodology be Published for Physicians H-
185.975
Our AMA: (1) urges all third party payers and self-insured plans to publish their payment 
policies, rules, and fee schedules; (2) pursues all appropriate means to make publication of 
payment policies and fee schedules a requirement for third party payers and self-insured plans;
(3) will develop model state and federal legislation that would require that all third party payers 
and self-insured plans publish all payment schedule updates, and changes at least 60 days 
before such changes in payment schedules are enacted, and that all participating physicians be 
notified of such changes at least 60 days before changes in payment schedules are enacted; (4) 
seeks legislation that would mandate that insurers make available their complete payment 
schedules, coding policies and utilization review protocols to physicians prior to signing a 
contract and at least 60 days prior to any changes being made in these policies; (5) works with 
the National Association of Insurance Commissioners, develop model state legislation, as well 
developing national legislation affecting those entities that are subject to ERISA rules; and 
explore the possibility of adding payer publication of payment policies and fee schedules to the 
Patient Protection Act; and (6) supports the following requirements: (a) that all payers make 
available a copy of the executed contract to physicians within three business days of the 
request; (b) that all health plan EOBs contain documentation regarding the precise contract 
used for determining the reimbursement rate; (c) that once a year, all contracts must be made 
available for physician review at no cost; (d) that no contract may be changed without the 
physician's prior written authorization; and (e) that when a contract is terminated pursuant to the 
terms of the contract, the contract may not be used by any other payer.
Sub. Res. 805, I-95; Appended: Res. 117, A-98; Reaffirmation A-99; Appended: Res. 219, and 
Reaffirmed: CMS Rep. 6, A-00; Reaffirmation I-01; Reaffirmed and Appended: Res. 704, A-03; 
Reaffirmation I-04; Reaffirmation A-08; Reaffirmation I-08; Reaffirmed: CMS Rep. 3, I-09; 
Reaffirmation A-14

Update on HSAs, HRAs, and Other Consumer-Driven Health Care Plans H-165.849
1. Our AMA opposes health plan requirements that require physicians to bill patients for out-of-
pocket payments and do not allow physicians to collect these payments in a more efficient 
manner, such as collecting at point-of-service, establishing systems of electronic transfers from 
a patient's account, or offering cash discounts for expedited payment, particularly for patients 
enrolled in health savings accounts (HSAs), health reimbursement arrangements (HRAs), and 
other consumer-directed health care plans.
2. Our AMA will engage in a dialogue with health plan representatives (e.g., America’s Health 
Insurance Plans, Blue Cross and Blue Shield Association) about the increasing difficulty faced 
by physician practices in collecting co-payments and deductibles from patients enrolled in high-
deductible health plans.
CMS Rep. 3, I-05; Reaffirmed: CMS Rep. 1, A-15; Appended: BOT Action in response to 
referred for decision Res. 805, I-16; Reaffirmed: CMS Rep. 09, A-19;



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES

Resolution: 206
(I-19)

Introduced by: International Medical Graduates Section
Minority Affairs Section

Subject: Improvement of Healthcare Access in Underserved Areas by Retaining and 
Incentivizing IMG Physicians

Referred to: Reference Committee B
(, Chair)

Whereas, One in four of the practicing physician workforce in the United States of America are 1
trained at an international medical school1; and2

3
Whereas, 41% of the international medical graduates (IMG) serve in the primary care 4
disciplines, as defined by the Association of American Medical Colleges (AAMC), including 5
internal medicine, family medicine, pediatrics and geriatrics2; and6

7
Whereas, An American Medical Association and American Osteopathic Association database 8
study showed that the IMGs are more likely to serve in the rural persistent poverty areas in 9
primary care, compared to their U.S, counterparts and DOs3; and10

11
Whereas, By 2030, an estimated shortage of between 14,800 and 49,300 primary care 12
physicians has been projected by a recent American Association of Medical Colleges report4;13
and14

15
Whereas, The U.S. population aged over 65 is estimated to grow over 50% by 2030 and one 16
third of the currently active physicians will be older than 65 in the next decade4; and17

18
Whereas, If people in the underserved and rural areas and people without insurance would use 19
healthcare the same way as the people with insurance and the people in the metropolitan areas;  20
an additional 31,600 physicians were needed in 20164; and21

22
Whereas, Critical access hospitals in underserved areas continue to face a crisis due to 23
uncompensated care and limited retention of physicians; and 24

25
Whereas, The residents of the rural and underserved areas tend to be older, more chronically ill, 26
of a lower socioeconomic background and uninsured5, resulting in significant disparities in rural 27
and urban health care status and life expectancy6; and 28

29
Whereas, The overall number of U.S. medical graduates choosing careers as general internist 30
has declined over many years and retention of general practice physicians remained a 31
persistent challenge in improving health care access in these areas7; and 32
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Whereas, A current Conrad 30 Reauthorization Bill (Senate Bill S948) has proposed a pathway 1
for IMGs to serve in the federally designated health professional shortage area (HPSA) with a 2
majority of Medicare/Medicaid and uninsured population for a longer duration, an increased 3
number of IMGs to be available in each state to serve in these areas and have incentives to 4
serve and settle in these areas; therefore be it 5

6
RESOLVED, That our American Medical Association support efforts to retain and incentivize 7
international medical graduates serving in federally designated health professional shortage 8
areas after the current allocated period. (Directive to Take Action).9

Fiscal Note: Minimal - less than $1,000 

Received: 10/01/19
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RELEVANT AMA POLICY

US Physician Shortage H-200.954
Our AMA:
(1) explicitly recognizes the existing shortage of physicians in many specialties and areas of the US;
(2) supports efforts to quantify the geographic maldistribution and physician shortage in many specialties;
(3) supports current programs to alleviate the shortages in many specialties and the maldistribution of 
physicians in the US;
(4) encourages medical schools and residency programs to consider developing admissions policies and 
practices and targeted educational efforts aimed at attracting physicians to practice in underserved areas 
and to provide care to underserved populations;
(5) encourages medical schools and residency programs to continue to provide courses, clerkships, and 
longitudinal experiences in rural and other underserved areas as a means to support educational program 
objectives and to influence choice of graduates' practice locations;
(6) encourages medical schools to include criteria and processes in admission of medical students that 
are predictive of graduates' eventual practice in underserved areas and with underserved populations;
(7) will continue to advocate for funding from public and private payers for educational programs that 
provide experiences for medical students in rural and other underserved areas;
(8) will continue to advocate for funding from all payers (public and private sector) to increase the number 
of graduate medical education positions in specialties leading to first certification;
(9) will work with other groups to explore additional innovative strategies for funding graduate medical 
education positions, including positions tied to geographic or specialty need;
(10) continues to work with the Association of American Medical Colleges (AAMC) and other relevant 
groups to monitor the outcomes of the National Resident Matching Program; and
(11) continues to work with the AAMC and other relevant groups to develop strategies to address the 
current and potential shortages in clinical training sites for medical students.
(12) will: (a) promote greater awareness and implementation of the Project ECHO (Extension for 
Community Healthcare Outcomes) and Child Psychiatry Access Project models among academic health 
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centers and community-based primary care physicians; (b) work with stakeholders to identify and mitigate 
barriers to broader implementation of these models in the United States; and (c) monitor whether health 
care payers offer additional payment or incentive payments for physicians who engage in clinical practice 
improvement activities as a result of their participation in programs such as Project ECHO and the Child 
Psychiatry Access Project; and if confirmed, promote awareness of these benefits among physicians.
Citation: Res. 807, I-03; Reaffirmation I-06; Reaffirmed: CME Rep. 7, A-08; Appended: CME Rep. 4, A-
10; Appended: CME Rep. 16, A-10; Reaffirmation: I-12; Reaffirmation A-13; Appended: Res. 922, I-13; 
Modified: CME Rep. 7, A-14; Reaffirmed: CME Rep. 03, A-16; Appended: Res. 323, A-19

Principles of and Actions to Address Primary Care Workforce H-200.949
1. Our patients require a sufficient, well-trained supply of primary care physicians--family physicians, 
general internists, general pediatricians, and obstetricians/gynecologists--to meet the nation’s current and 
projected demand for health care services.
2. To help accomplish this critical goal, our American Medical Association (AMA) will work with a variety 
of key stakeholders, to include federal and state legislators and regulatory bodies; national and state 
specialty societies and medical associations, including those representing primary care fields; and 
accreditation, certification, licensing, and regulatory bodies from across the continuum of medical 
education (undergraduate, graduate, and continuing medical education).
3. Through its work with these stakeholders, our AMA will encourage development and dissemination of 
innovative models to recruit medical students interested in primary care, train primary care physicians, 
and enhance both the perception and the reality of primary care practice, to encompass the following 
components: a) Changes to medical school admissions and recruitment of medical students to primary 
care specialties, including counseling of medical students as they develop their career plans; b) 
Curriculum changes throughout the medical education continuum; c) Expanded financial aid and debt 
relief options; d) Financial and logistical support for primary care practice, including adequate 
reimbursement, and enhancements to the practice environment to ensure professional satisfaction and 
practice sustainability; and e) Support for research and advocacy related to primary care.
4. Admissions and recruitment: The medical school admissions process should reflect the specific 
institution’s mission. Those schools with missions that include primary care should consider those 
predictor variables among applicants that are associated with choice of these specialties.
5. Medical schools, through continued and expanded recruitment and outreach activities into secondary 
schools, colleges, and universities, should develop and increase the pool of applicants likely to practice 
primary care by seeking out those students whose profiles indicate a likelihood of practicing in primary 
care and underserved areas, while establishing strict guidelines to preclude discrimination.
6. Career counseling and exposure to primary care: Medical schools should provide to students career 
counseling related to the choice of a primary care specialty, and ensure that primary care physicians are 
well-represented as teachers, mentors, and role models to future physicians.
7. Financial assistance programs should be created to provide students with primary care experiences in 
ambulatory settings, especially in underserved areas. These could include funded preceptorships or 
summer work/study opportunities.
8. Curriculum: Voluntary efforts to develop and expand both undergraduate and graduate medical 
education programs to educate primary care physicians in increasing numbers should be continued. The 
establishment of appropriate administrative units for all primary care specialties should be encouraged.
9. Medical schools with an explicit commitment to primary care should structure the curriculum to support 
this objective. At the same time, all medical schools should be encouraged to continue to change their 
curriculum to put more emphasis on primary care.
10. All four years of the curriculum in every medical school should provide primary care experiences for 
all students, to feature increasing levels of student responsibility and use of ambulatory and community-
based settings.
11. Federal funding, without coercive terms, should be available to institutions needing financial support 
to expand resources for both undergraduate and graduate medical education programs designed to 
increase the number of primary care physicians. Our AMA will advocate for public (federal and state) and 
private payers to a) develop enhanced funding and related incentives from all sources to provide 
education for medical students and resident/fellow physicians, respectively, in progressive, community-
based models of integrated care focused on quality and outcomes (such as the patient-centered medical 
home and the chronic care model) to enhance primary care as a career choice; b) fund and foster 
innovative pilot programs that change the current approaches to primary care in undergraduate and 
graduate medical education, especially in urban and rural underserved areas; and c) evaluate these 
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efforts for their effectiveness in increasing the number of students choosing primary care careers and 
helping facilitate the elimination of geographic, racial, and other health care disparities.
12. Medical schools and teaching hospitals in underserved areas should promote medical student and 
resident/fellow physician rotations through local family health clinics for the underserved, with financial 
assistance to the clinics to compensate their teaching efforts.
13. The curriculum in primary care residency programs and training sites should be consistent with the 
objective of training generalist physicians. Our AMA will encourage the Accreditation Council for Graduate 
Medical Education to (a) support primary care residency programs, including community hospital-based 
programs, and (b) develop an accreditation environment and novel pathways that promote innovations in 
graduate medical education, using progressive, community-based models of integrated care focused on 
quality and outcomes (such as the patient-centered medical home and the chronic care model).
14. The visibility of primary care faculty members should be enhanced within the medical school, and 
positive attitudes toward primary care among all faculty members should be encouraged.
15. Support for practicing primary care physicians: Administrative support mechanisms should be 
developed to assist primary care physicians in the logistics of their practices, along with enhanced efforts 
to reduce administrative activities unrelated to patient care, to help ensure professional satisfaction and 
practice sustainability.
16. There should be increased financial incentives for physicians practicing primary care, especially those 
in rural and urban underserved areas, to include scholarship or loan repayment programs, relief of 
professional liability burdens, and Medicaid case management programs, among others. Our AMA will 
advocate to state and federal legislative and regulatory bodies, among others, for development of public 
and/or private incentive programs, and expansion and increased funding for existing programs, to further 
encourage practice in underserved areas and decrease the debt load of primary care physicians. The 
imposition of specific outcome targets should be resisted, especially in the absence of additional support 
to the schools.
17. Our AMA will continue to advocate, in collaboration with relevant specialty societies, for the 
recommendations from the AMA/Specialty Society RVS Update Committee (RUC) related to 
reimbursement for E&M services and coverage of services related to care coordination, including patient 
education, counseling, team meetings and other functions; and work to ensure that private payers fully 
recognize the value of E&M services, incorporating the RUC-recommended increases adopted for the 
most current Medicare RBRVS.
18. Our AMA will advocate for public (federal and state) and private payers to develop physician 
reimbursement systems to promote primary care and specialty practices in progressive, community-
based models of integrated care focused on quality and outcomes such as the patient-centered medical 
home and the chronic care model consistent with current AMA Policies H-160.918 and H-160.919.
19. There should be educational support systems for primary care physicians, especially those practicing 
in underserved areas.
20. Our AMA will urge urban hospitals, medical centers, state medical associations, and specialty 
societies to consider the expanded use of mobile health care capabilities.
21. Our AMA will encourage the Centers for Medicare & Medicaid Services to explore the use of 
telemedicine to improve access to and support for urban primary care practices in underserved settings.
22. Accredited continuing medical education providers should promote and establish continuing medical 
education courses in performing, prescribing, interpreting and reinforcing primary care services.
23. Practicing physicians in other specialties--particularly those practicing in underserved urban or rural 
areas--should be provided the opportunity to gain specific primary care competencies through short-term 
preceptorships or postgraduate fellowships offered by departments of family medicine, internal medicine, 
pediatrics, etc., at medical schools or teaching hospitals. In addition, part-time training should be 
encouraged, to allow physicians in these programs to practice concurrently, and further research into 
these concepts should be encouraged.
24. Our AMA supports continued funding of Public Health Service Act, Title VII, Section 747, and 
encourages advocacy in this regard by AMA members and the public.
25. Research: Analysis of state and federal financial assistance programs should be undertaken, to 
determine if these programs are having the desired workforce effects, particularly for students from 
disadvantaged groups and those that are underrepresented in medicine, and to gauge the impact of 
these programs on elimination of geographic, racial, and other health care disparities. Additional research 
should identify the factors that deter students and physicians from choosing and remaining in primary 
care disciplines. Further, our AMA should continue to monitor trends in the choice of a primary care 
specialty and the availability of primary care graduate medical education positions. The results of these 
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and related research endeavors should support and further refine AMA policy to enhance primary care as 
a career choice.
Citation: CME Rep. 04, I-18

Improving Rural Health H-465.994
1. Our AMA (a) supports continued and intensified efforts to develop and implement proposals for 
improving rural health care, (b) urges physicians practicing in rural areas to be actively involved in these 
efforts, and (c) advocates widely publicizing AMA's policies and proposals for improving rural health care 
to the profession, other concerned groups, and the public.
2. Our AMA will work with other entities and organizations interested in public health to:

Identify and disseminate concrete examples of administrative leadership and funding structures 
that support and optimize local, community-based rural public health.
Develop an actionable advocacy plan to positively impact local, community-based rural public 
health including but not limited to the development of rural public health networks, training of 
current and future rural physicians in core public health techniques and novel funding 
mechanisms to support public health initiatives that are led and managed by local public health 
authorities.
Study efforts to optimize rural public health.

Citation: Sub. Res. 72, I-88; Reaffirmed: Sunset Report, I-98; Reaffirmed: CLRPD Rep. 1, A-08; 
Reaffirmed: CEJA Rep. 06, A-18; Appended: Res. 433, A-19
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Resolution: 209
(I-19)

Introduced by: American Society of Transplant Surgeons

Subject: Federal Government Regulation and Promoting Patient Access to Kidney 
Transplantation

Referred to: Reference Committee B
(, Chair)

Whereas, Kidney transplantation is the best and most cost-effective treatment for many patients 1
with End Stage Renal Disease (ESRD); and2

3
Whereas, Executive Order on Advancing American Kidney Health1, issued on July 10, 2019, 4
seeks to increase patient choice through affordable ESRD therapy by encouraging higher value 5
care; and 6

7
Whereas, The Executive Order intent is to increase access to kidney transplants by modernizing 8
the organ recovery and transplantation systems and updating outmoded and counterproductive 9
regulations; and 10

11
Whereas, There exist comprehensive patient-oriented care models2 designed with physician 12
input to promote access to transplantation; and 13

14
Whereas, Dialysis and transplant professional3-5 as well as patient-centered groups5,6 favor  15
physician-advised patient choice of kidney transplantation in ESRD treatment; and16

17
Whereas, Payment models creating incentives for greater use of kidney transplants for ESRD 18
Medicare beneficiaries have been proposed; therefore be it 19

20
RESOLVED, That our American Medical Association engage US government regulatory and 21
professional organ transplant organizations to advance patient and physician-directed care for 22
End Stage Renal Disease (ESRD) patients (Directive to Take Action); and be it further23

24
RESOLVED, That our AMA actively promote regulatory efforts to assure physician and patient 25
involvement in the design of any ESRD federal demonstration program (Directive to Take 26
Action); and be it further 27

28
RESOLVED, That our AMA actively advocate for legislative and regulatory efforts which create 29
incentives for dialysis providers, transplant centers, organ donors, and ESRD patients to 30
increase organ donation and improve access to kidney transplantation in the United States. 31
(Directive to Take Action).32

Fiscal Note: Modest - between $1,000 - $5,000 

Received: 10/02/19
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RELEVANT AMA POLICY

Equal Access to Organ Transplantation for Medicaid Beneficiaries H-370.962
Our AMA supports federal funding of organ transplants for Medicaid patients.
Citation: (BOT Rep. 15, A-13)

Ethical Procurement of Organs for Transplantation H-370.967
Our AMA will continue to monitor ethical issues related to organ transplantation and develop 
additional policy as necessary.
Citation: BOT Rep. 13, A-08; Reaffirmed: CEJA Rep. 06, A-18;

UNOS Kidney Paired Donation Program H-370.960
Our AMA: (1) encourages the continued expansion of the United Network for Organ Sharing's 
(UNOS) Kidney Paired Donation program which provides a national registry of living donors, 
carries out ongoing data collection on key issues of concern in transplantation from living 
donors, and through its operational guidelines provides consistent, national standards for the 
transplant community; and (2) encourages voluntary coordination among private donor 
registries and UNOS to enhance the availability of organs for transplantation.
Citation: (BOT Action in response to referred for decision Res. 2, A-13)

Cost-Saving Public Coverage for Renal Transplant Patients H-370.963
1. Our AMA supports private and public mechanisms that would extend insurance coverage for 
evidence-based treatment of renal transplant care for the life of the transplanted organ.
2. Our AMA will continue to offer technical assistance to individual state and specialty societies 
when those societies lobby state or federal legislative or executive bodies to implement 
evidence-based cost-saving policies within public health insurance programs.
Citation: (Res. 104, A-13)
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Resolution: 210
(I-19)

Introduced by: American Society of Transplant Surgeons

Subject: Federal Government Regulation and Promoting Renal Transplantation

Referred to: Reference Committee B
(, Chair)

Whereas, Kidney transplantation is the best and most cost-effective treatment for many patients 1
with End Stage Renal Disease (ESRD); and2

3
Whereas, The Executive Order on Advancing American Kidney Health1, issued on July 10, 4
2019, seeks to increase patient choice through affordable ESRD therapy by encouraging higher 5
value care; and 6

7
Whereas, The Executive Order intent is to increase access to kidney transplants by modernizing 8
the organ recovery and transplantation systems while updating outmoded and 9
counterproductive regulations2; and 10

11
Whereas, Factors leading to deceased donor kidney discard in the US have been identified to 12
include donors who are older and or have co morbidities such as diabetes and hypertension3;13
and14

15
Whereas, Recent studies have shown that more than 2500 kidneys (>17% of those recovered 16
from deceased donors) were discarded in 2013 despite evidence that many of these kidneys 17
would provide a survival benefit to certain wait-listed patients4; and 18

19
Whereas, Studies have documented that excessive regulation and oversight have led transplant 20
centers to risk-aversion donor criteria which exclude kidneys which could benefit many 21
patients5-7; therefore be it 22

23
RESOLVED, That our American Medical Association actively advocate for US organ transplant 24
legislative and regulatory policies that would advance kidney transplantation by modifying or 25
eliminating arbitrary transplant center outcomes measures that currently discourage sound 26
clinical judgment by physicians and surgeons to accept and transplant kidneys suitable for many 27
patients. (Directive to Take Action)28

Fiscal Note: Modest - between $1,000 - $5,000 

Received: 10/02/19
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RELEVANT AMA POLICY

Equal Access to Organ Transplantation for Medicaid Beneficiaries H-370.962
Our AMA supports federal funding of organ transplants for Medicaid patients.
Citation: (BOT Rep. 15, A-13)

Ethical Procurement of Organs for Transplantation H-370.967
Our AMA will continue to monitor ethical issues related to organ transplantation and develop 
additional policy as necessary.
Citation: BOT Rep. 13, A-08; Reaffirmed: CEJA Rep. 06, A-18;

Removing Disincentives and Studying the Use of Incentives to Increase the National 
Organ Donor Pool H-370.958
1. Our AMA supports the efforts of the National Living Donor Assistance Center, Health 
Resources Services Administration, American Society of Transplantation, American Society of 
Transplant Surgeons, and other relevant organizations in their efforts to eliminate disincentives 
serving as barriers to living and deceased organ donation. 
2. Our AMA supports well-designed studies investigating the use of incentives, including 
valuable considerations, to increase living and deceased organ donation rates.
3. Our AMA will seek legislation necessary to remove legal barriers to research investigating the 
use of incentives, including valuable considerations, to increase rates of living and deceased 
organ donation.
Citation: (Res. 7, I-15)

6.2.1 Guidelines for Organ Transplantation from Deceased Donors
Transplantation offers hope to patients with organ failure. As in all patient-physician 
relationships, the physicians primary concern must be the well-being of the patient. However, 
organ transplantation is also unique in that it involves two patients, donor and recipient, both of 
whose interests must be protected. Concern for the patient should always take precedence over 
advancing scientific knowledge.
Physicians who participate in transplantation of organs from deceased donors should:
(a) Avoid actual or perceived conflicts of interest by ensuring that:
(i) to the greatest extent possible that the health care professionals who provide care at the end 
of life are not directly involved in retrieving or transplanting organs from the deceased donor. 
Physicians should encourage health care institutions to distinguish the roles of health care 
professionals who solicit or coordinate organ transplantation from those who provide care at the 
time of death;
(ii) no member of the transplant team has any role in the decision to withdraw treatment or the 
pronouncement of death.



Resolution: 210 (I-19)
Page 3 of 3

(b) Ensure that death is determined by a physician not associated with the transplant team and 
in accordance with accepted clinical and ethical standards.
(c) Ensure that transplant procedures are undertaken only by physicians who have the requisite 
medical knowledge and expertise and are carried out in adequately equipped medical facilities.
(d) Ensure that the prospective recipient (or the recipients authorized surrogate if the individual 
lacks decision-making capacity) is fully informed about the procedure and has given voluntary 
consent in keeping with ethics guidance.
(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.
(f) Ensure that organs for transplantation are treated as a national, rather than a local or 
regional, resource.
(g) Refrain from placing transplant candidates on the waiting lists of multiple local transplant 
centers, but rather place candidates on a single waiting list for each type of organ.
AMA Principles of Medical Ethics: I,III,V
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

Methods to Increase the US Organ Donor Pool H-370.959
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 low organ donation rates; and (3) encourages continued study of ways to enhance 
the allocation of donated organs and tissues.
Citation: BOT Rep. 13, A-15; Reaffirmed in lieu of: Res. 002, I-16; Modified: CSAPH Rep. 02, I-
17;

Organ Donation D-370.985
Our AMA will study potential models for increasing the United States organ donor pool.
Citation: Res. 1, A-14; Reaffirmed in lieu of Res. 5, I-14; Reaffirmed in lieu of: Res. 002, I-16;
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Subject: Established Patient Relationships and Telemedicine
(Resolution 215-I-18)

Presented by: W. Alan Harmon, MD, Chair

Referred to: Reference Committee J

At the 2018 Interim Meeting, the House of Delegates referred Resolution 215-I-18, “Extending the 1
Medical Home to Meet Families Wherever They Go,” which was introduced by the American 2
Academy of Pediatrics. The Board of Trustees assigned this item to the Council on Medical 3
Service for a report back at the 2019 Interim Meeting. Resolution 215-I-18 asked that our 4
American Medical Association (AMA) “develop model legislation to permit primary care 5
physicians, who work in medical homes/primary care practices that satisfy the National Committee 6
for Quality Assurance Patient-Centered Medical Home Recognition Program guidelines, and who 7
have documented a face-to-face patient-care relationship, to provide telehealth services for the 8
patient when the patient travels to any of the fifty states.”9

10
This report provides an overview of state-based medical licensure and telemedicine; describes the 11
Interstate Medical Licensure Compact (the Compact); summarizes relevant AMA policy; and 12
makes recommendations.13

14
BACKGROUND15

16
Telemedicine is a key health care delivery innovation that has the potential to improve access to 17
care and reduce health care costs. The AMA advocates for policies that encourage the adoption of 18
telemedicine, while strongly supporting the current state-based medical licensure structure and the 19
ability of states to enforce their medical practice laws that are in place to protect patients.20

21
Although technological developments have enabled the application of telemedicine across a range 22
of care settings, including patient-centered medical home practices, barriers to its widespread use 23
remain. The financial burden of implementing telemedicine was cited as one such barrier in a 24
recent study, which found that 15.4 percent of physicians worked in practices utilizing telemedicine 25
to interact with patients, and 11.2 percent worked in practices that used telemedicine for 26
interactions between physicians and health care professionals.127

28
Referred Resolution 215-I-18 highlighted concerns historically raised by physicians that the state-29
based licensure process has served as an additional barrier for physicians trying to expand30
telemedicine practices. Unlike some countries that have national oversight of medical practice, 31
states are responsible for regulating the practice of medicine in the US. State authority to protect 32
the health of its citizens was granted in 1791 under the 10th Amendment of the US Constitution, 33
with formal licensing of physicians through state medical boards dating back to the 1800s.2 The 34
primary goals of state medical boards are to protect patients, ensure quality health care, and foster 35
the professional practice of medicine. The prevailing standard for state medical licensure found in 36
the medical practice acts of each state affirms that the practice of medicine is determined to occur 37
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where the patient is located, so that the full resources of the state are available for the protection of 1
that patient. Without such protection, a patient who receives services that fall short of the standard 2
of care would have limited recourse to seek redress and relief under the state’s medical practice and 3
patient safety statutes and regulations.4

5
Licensure requirements established by state medical boards vary with respect to telemedicine but, 6
according to the Federation of State Medical Boards (FSMB), 49 state boards—as well as the 7
medical boards of the District of Columbia, Puerto Rico, and the Virgin Islands—require 8
physicians practicing telemedicine to be licensed in the state in which the patient is located,39
consistent with AMA policy. Fourteen state medical boards issue a special purpose license, 10
telemedicine license or certificate, or license to practice medicine across state lines.411

12
Historically, the process of obtaining licenses to practice medicine in multiple states has been 13
burdensome and time-consuming for physicians, and some states formed interstate agreements to 14
practice medicine across state lines. The AMA has long supported solutions that make it easier for 15
physicians to obtain licenses to practice across multiple states, while preserving the ability of states 16
to protect patient health and oversee the care provided to patients within their borders. For many 17
years, the AMA urged policymakers to address the cost, time and paperwork burdens associated 18
with licensure, which were compounded when a physician sought licensure in more than one state.519
Accordingly, the AMA strongly supported development and implementation of the Compact as a 20
licensure solution that would make it easier and faster for physicians to obtain licenses to practice 21
in multiple states.622

23
Interstate Medical Licensure Compact24

25
The Compact, developed over many years and officially launched in 2017, established a new 26
pathway to expedite the licensing of physicians already licensed to practice in one state, who seek 27
to practice medicine in one or more other states. This expedited process helps facilitate license 28
portability and allows physicians to practice medicine—including telemedicine—in a safe and 29
accountable manner that expands access to care without compromising patient protections. At the 30
time this report was prepared, the Compact was an agreement among the following 29 states, the 31
District of Columbia and the Territory of Guam: Alabama, Arizona, Colorado, Georgia, Idaho, 32
Illinois, Iowa, Kansas, Kentucky, Maine, Maryland, Michigan, Minnesota, Mississippi, Montana, 33
Nebraska, Nevada, New Hampshire, North Dakota, Oklahoma, Pennsylvania, South Dakota, 34
Tennessee, Utah, Vermont, Washington, West Virginia, Wisconsin, and Wyoming.735

36
The Compact provides a licensing option under which qualified physicians seeking to practice in 37
multiple states are eligible for expedited licensure in all states participating in the Compact. 38
Licensing fees vary and remain the purview of each state’s medical board. For a state to join the 39
Compact, the state legislature must enact authorizing legislation. A license obtained through the 40
expedited procedure provided for by the Compact provides the same licensing currently provided 41
for physicians by state medical boards—the only difference is that the process of obtaining a42
license is significantly streamlined. Physicians can apply for licenses through the Compact on the 43
Compact’s website.44

45
Importantly, the Compact creates another pathway for licensure and does not otherwise change a 46
state’s medical practice act. Of priority to the AMA, facilitating expedited medical licensure 47
through the Compact ensures that states retain their roles in regulating the practice of medicine48
and protecting patient welfare. The Compact adopts the prevailing standard that the practice of 49
medicine occurs where the patient is located at the time of the physician-patient encounter.50
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A physician practicing under a license facilitated by the Compact is thus bound to comply with the 1
statutes, rules and regulations of each Compact state wherein he/she chooses to practice medicine. 2
The Compact serves as a leading alternative to proposals to change the site of practice from where 3
the patient is located to where the physician is located for purposes of telemedicine, which would 4
usurp state authority to regulate the practice of medicine.5

6
AMA POLICY AND RESOURCES7

8
The recommendations contained in Council on Medical Service Report 7-A-14 established Policy 9
H-480.946, which outlines safeguards and standards to support the appropriate coverage of and 10
payment for telemedicine services. In the report, the Council prioritized the need for AMA policy 11
to support future innovation in the use of telemedicine while ensuring patient safety, quality of care 12
and the privacy of patient information, as well as protecting the patient-physician relationship and 13
promoting improved care coordination and communication with medical homes.14

15
A key safeguard included in Policy H-480.946 stipulates that physicians and other health 16
practitioners delivering telemedicine services must be licensed in the state where the patient 17
receives services, or be providing these services as otherwise authorized by that state’s medical 18
board. In addition, the policy requires physicians and other health practitioners delivering 19
telemedicine services to abide by state licensure laws, state medical practice acts and other 20
requirements in the state where the patient receives services, and maintains that the delivery of 21
telemedicine services must be consistent with state scope of practice laws. The Council included 22
these safeguards in the recommendations of its report because the Council believed that the key 23
tenets in the delivery of in-person services hold true for the delivery of telemedicine services. 24
Policy H-480.946 also states that a valid patient-physician relationship must be established before 25
the provision of telemedicine services, through:26

27
A face-to-face examination, if a face-to-face encounter would otherwise be required in the 28
provision of the same service not delivered via telemedicine; or29
A consultation with another physician who has an ongoing patient-physician relationship30
with the patient. The physician who has established a valid physician-patient relationship 31
must agree to supervise the patient’s care; or32
Meeting standards of establishing a patient-physician relationship included as part of 33
evidence-based clinical practice guidelines on telemedicine developed by major medical 34
specialty societies, such as those of radiology and pathology.35

36
Additionally, the policy maintains that prior to the delivery of any telemedicine service, physicians 37
need to verify that their medical liability insurance covers telemedicine services, including 38
telemedicine services provided across state lines, if applicable.39

40
Long-standing AMA policy also maintains that medical boards of states and territories should 41
require a full and unrestricted license in that state for the practice of telemedicine, unless there are 42
other appropriate state-based licensing methods, with no differentiation by specialty, for physicians 43
who wish to practice telemedicine in that state or territory (Policy H-480.969). The policy also44
states that this license category should adhere to the following principles:45

46
Application to situations where there is a telemedical transmission of individual patient 47
data from the patient’s state that results in either; (i) provision of a written or otherwise 48
documented medical opinion used for diagnosis or treatment or; (ii) rendering of treatment 49
to a patient within the board’s state;50
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Exemption from such a licensure requirement for traditional informal physician-to-1
physician consultations (“curbside consultations”) that are provided without expectation of 2
compensation;3
Exemption from such a licensure requirement for telemedicine practiced across state lines 4
in the event of an emergent or urgent circumstance, the definition of which for the purposes 5
of telemedicine should show substantial deference to the judgment of the attending and 6
consulting physicians as well as to the views of the patient; and7
Application requirements that are non-burdensome, issued in an expeditious manner, have 8
fees no higher than necessary to cover the reasonable costs of administering this process, 9
and that utilize principles of reciprocity with the licensure requirements of the state in 10
which the physician in question practices.11

12
Policy D-480.999 opposes a single national federalized system of medical licensure. Policy13
H-480.974 directs our AMA to work with the FSMB and state and territorial licensing boards to 14
develop licensure guidelines for telemedicine practiced across state boundaries. Policy D-480.96915
states that our AMA will work with the FSMB to draft model state legislation to ensure that 16
telemedicine is appropriately defined in each state’s medical practice statutes and its regulation 17
falls under the jurisdiction of the state medical board. Policies H-275.978 and H-275.955 urge 18
licensing jurisdictions to adopt laws and regulations facilitating the movement of licensed 19
physicians between states. Policy D-275.994 supports the Compact and directs the AMA to work 20
with interested medical associations, the FSMB and other interested stakeholders to ensure 21
expeditious adoption by the states of the Interstate Compact for Medical Licensure.22

23
Policies H-480.974, H-480.968 and H-480.969 encourage national medical specialty societies to 24
develop appropriate and comprehensive practice parameters, standards and guidelines addressing 25
the clinical and technological aspects of telemedicine. Policy H-480.968 urges national private 26
accreditation organizations to require that medical care organizations that establish ongoing 27
arrangements for medical care delivery from remote sites require practitioners at those sites to meet 28
no less stringent credentialing standards and participate in quality review procedures that are at 29
least equivalent to those at the site of care delivery.30

31
The AMA has substantial scope of practice policy, including Policies D-160.995, H-270.958, and 32
H-160.949. Principles for the supervision of nonphysician providers when telemedicine is used are 33
outlined in Policy H-160.937. This policy states that in all settings and circumstances, physician 34
supervision is required when nonphysician providers deliver services via telemedicine, and the 35
extent of supervision provided by the physician should conform to the applicable medical practice 36
act in the state where the patient receives services. Policy H-160.937 further states that 37
nonphysician providers who deliver services via telemedicine should do so according to the 38
applicable nonphysician practice acts in the state where the patient receives such services. Code of 39
Medical Ethics Opinion 1.2.12 states that physicians who provide clinical services through 40
telemedicine must uphold the standards of professionalism expected in in-person interactions, 41
follow appropriate ethical guidelines of relevant specialty societies and adhere to applicable law 42
governing the practice of telemedicine.43

44
Consistent with AMA policy, AMA model state legislation ensures that, with certain exceptions 45
(eg, curbside consultations, volunteer emergency medical care), physicians and other health 46
practitioners practicing telemedicine are licensed in the state where the patient receives services or 47
are providing these services as otherwise authorized by that state’s medical board. A Continuing48
Medical Education (CME) module, “Adopting Telemedicine in Practice,” outlines steps physicians 49
should take before adopting telemedicine into practice and is available on the AMA Ed Hub.50
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DISCUSSION1
2

The Council appreciates the intent of referred Resolution 215-I-18 and understands the frustrations 3
of the authors. It is increasingly challenging for physician practices to compete with large 4
commercial entities that are contracting with payers to provide telemedicine services, including 5
primary care services. Commercial direct-to-consumer telemedicine enables patients to receive care 6
from their homes, offices or mobile devices; however, these encounters are provided outside of a7
patient’s medical home and can lead to fragmented care. Where there is an established patient 8
relationship, a physician should be able to use telemedicine to provide quality emergent or urgent9
care for a patient’s existing condition when that patient is traveling in another state.10

11
The Council also discussed potential unintended consequences of the model legislation requested 12
via referred Resolution 215-I-18, which would create an exception for primary care physicians who 13
work in accredited patient-centered medical homes and would ultimately be very disruptive to 14
existing laws and regulations. The Council is concerned that such legislation, if implemented, 15
could result in national oversight of telemedicine provided across state lines, and that any national 16
oversight would be subject to influence by a variety of stakeholders including physicians, but also 17
commercial telemedicine providers and retail health clinics. Additionally, the Council believes it 18
would be difficult to limit the suggested exception to primary care physicians. It is possible that 19
direct-to-consumer telemedicine providers would be able to become medical homes, which could20
in turn lead to other unintended consequences, such as the overprescribing of antibiotics.821

22
The Council believes that patient safety must remain a primary consideration during discussions of23
proposals to enhance patient access to care through telemedicine, and that maintaining AMA policy 24
in support of state licensing boards having authority over medical services where patients are 25
located prioritizes patient protections. The Council notes that treating physicians not licensed by 26
the state where a patient is located may not receive public health department alerts, including 27
notice of local outbreaks such as measles or food borne illness.28

29
The Council discussed the concerns raised by referred Resolution 215-I-18 and believes that the 30
Compact is a sensible and viable approach to facilitating multistate licensure without undermining 31
state jurisdiction over medical practice and patient health. The Council acknowledges that the 32
licensing option available under the Compact is not yet available to all physicians because not all33
states have become members of the Compact. However, within two years after its official launch, 34
over half of all states joined the Compact and it was used by more than 3,000 physicians to secure35
more than 5,400 medical licenses in Compact member states.9 The Council recognizes the 36
importance of persuading remaining states to join the Compact, which will ultimately facilitate 37
multistate licensure for most physicians who want it, and recommends that our AMA work with 38
state medical associations to encourage states that are not part of the Compact to consider joining it 39
as a means of enhancing patient access to and proper regulation of telemedicine services.40

41
With respect to the travel considerations raised in referred Resolution 215-I-18, the Council 42
discussed the ability of physicians to provide telemedicine services to their patients while they are 43
traveling to another state and points to the practical exemptions from state licensure requirements44
already encompassed in AMA policy—for emergent or urgent circumstances and “curbside 45
consultations.” Physicians who wish to provide telemedicine services to patients in a state where 46
they are not licensed are encouraged to direct inquiries to that state’s medical board.47

48
Finally, the Council believes that state-based exceptions and carve-outs of not only AMA 49
telemedicine policy, but also state licensure laws, will further complicate oversight and regulation 50
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and could potentially diminish the standards and patient safeguards that are centerpieces of AMA 1
policy. Accordingly, the Council also recommends reaffirming Policies H-480.946 and H-480.969.2

3
RECOMMENDATIONS4

5
The Council on Medical Service recommends that the following be adopted in lieu of Resolution 6
215-A-18, and the remainder of the report be filed:7

8
1. That our American Medical Association (AMA) work with state medical associations to 9

encourage states that are not part of the Interstate Medical Licensure Compact to consider 10
joining the Compact as a means of enhancing patient access to and proper regulation of 11
telemedicine services. (Directive to Take Action)12

13
2. That our AMA reaffirm Policy H-480.946, which delineates standards and safeguards that 14

should be met for the coverage and payment of telemedicine, including that physicians and 15
other health practitioners delivering telemedicine services must be licensed in the state where 16
the patient receives services. (Reaffirm HOD Policy)17

18
3. That our AMA reaffirm Policy H-480.969, which maintains that state medical boards should 19

require a full and unrestricted license in that state for the practice of telemedicine, with no 20
differentiation by specialty, unless there are other appropriate state-based licensing methods,21
and with exemptions for emergent or urgent circumstances and “curbside consultations.”22
(Reaffirm HOD Policy)23

Fiscal Note: Less than $500.
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AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES

Resolution: 810
(I-19)

Introduced by: Utah

Subject: Hospital Medical Staff Policy

Referred to: Reference Committee J
(, Chair)

Whereas, Hospital medical staff play a critical role in the function and operations of hospitals 1
and in the relationship that physicians have with hospitals; and2

3
Whereas, The core responsibilities of the organized medical staff are the promotion of patient 4
safety and quality of care; and5

6
Whereas, Members of the organized medical staff may choose to act as a group for the purpose 7
of communicating and dealing with the governing board and others with respect to matters that 8
concern the interest of the organized medical staff and its members; and9

10
Whereas, Individual physician involvement in the political process is important to the good of the 11
nation and for wise decision-making regarding healthcare matters; and12

13
Whereas, Hospital medical staff in a nonprofit setting could endanger the nonprofit status 14
through political actions; and15

16
Whereas, The hospital medical staff leadership should be focused on high quality medical care 17
delivery and not be politicized; therefore be it18

19
RESOLVED, That our American Medical Association support and advocate that hospital 20
medical staff leadership should be fully licensed physicians and that if others are included, they 21
should be non-voting or advisory to the hospital medical staff members (Directive to Take 22
Action); and be it further23

24
RESOLVED, That our AMA support and advocate that the decisions made by hospital medical 25
staffs focus on quality patient care, medical staff standards and the operation of the hospital, 26
and that those decisions not engage the medical staff in external political matters (e.g., 27
advanced practice clinician scope of practice expansion, etc.) (Directive to Take Action); and be 28
it further29

30
RESOLVED, That AMA Policy H-225.993, “Medical Staff Policy Determination,” be rescinded.31
(Rescind HOD Policy) 32

Fiscal Note: Minimal - less than $1,000 

Received: 10/03/19
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RELEVANT AMA POLICY

Medical Staff Policy Determination H-225.993
The AMA believes that only fully licensed physicians on the medical staff should establish 
overall medical staff standards and policy for quality medical care, where consistent with local, 
state and federal laws.
Citation: (Res. 115, I-83; Reaffirmed: CLRPD Rep. 1, I-93; Reaffirmed: CMS Rep. 7, A-05; 
Reaffirmed: CMS Rep. 1, A-15)
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Education materials 

No street left behind: How integrated systems affect social 
determinants health 

Program description 

Speaker biographies 
• David Nerenz, PhD
• Kimberlydawn Wisdon, MD, MS

Speaker slides 
• David Nerenz, PhD
• Kimberlydawn Wisdon, MD, MS

Employer-driven innovations: Reshaping health care delivery 
Speaker slides  

Program description 

Speaker biographies 
• Daniel Stein, MD, MBA

Speaker slides 
• Slides unavailable



No Street Left Behind:  

How Integrated Systems Affect 

Social Determinants of Health 
2019 AMA Interim Meeting 

8:30 a.m. – Noon | Friday, November 15 | Marina E 

Marriott Marquis | San Diego, California | 3.25 AMA PRA Category 1 Credits 

Program Description 

Henry Ford Health System, headquartered in inner-city Detroit, is one of many health 
systems finding solutions to social barriers that negatively impact patients’ health. Learn 
how Henry Ford and others are addressing various aspects of social determinants of 
health including provider compensation, performance measurement and what 
community-based efforts have shown the most promising outcomes. 

To claim your credit, visit the AMA Ed HubTM—your center for personalized learning from sources you 

trust.  amaedhub.com/pages/ama-interim-meeting-2019 

Deadline for claiming CME credit is December 31, 2019.  For questions, contact us at (800) 337-1599 or 

HODmeetingsupport@ama-assn.org 

The AMA is accredited by the Accreditation Council for Continuing Medical Education to provide continuing medical education for 

physicians. 

The AMA designates this live activity for a maximum of 3.25 AMA PRA Category 1 Credit(s)TM. Physicians should claim only the credit 

commensurate with the extent of their participation in the activity. 

https://edhub.ama-assn.org/pages/ama-interim-meeting-2019
mailto:HODmeetingsupport@ama-assn.org


Speaker biographies  
__________________________________________________________ 

David Nerenz, PhD 

David R. Nerenz, Ph.D., is Director Emeritus of the Center for Health Policy and Health 
Services Research at Henry Ford Health System in Detroit.   In the Director role, he was 
responsible for research on innovation in organization of health care services, and for 
analysis of federal and state health reform initiatives.  He continues to be active in 
health policy analysis and in health policy research.  He is also Vice-Chair for Research 
of the Department of Neurosurgery at Henry Ford Hospital.    He recently completed a 
six-year term as a Commissioner on the Medicare Payment Advisory Commission 
(MedPAC).  He currently is a member of the National Quality Forum’s Disparities 
Standing Committee and is a Co-Chair of the NQF Scientific Methods Panel.  He 
recently served as the Chair of the Institute of Medicine Committee on Leading Health 
Indicators for Healthy People 2020, Chair of the IOM Subcommittee on Standardized 
Collection of Race/Ethnicity Data for Healthcare Quality Improvement, and Co-Chair of 
the National Quality Forum’s SES Risk Adjustment Expert Panel.  Dr. Nerenz received 
his Ph.D. in Social Psychology from the University of Wisconsin – Madison in 1979. 

Kimberlydawn Wisdon, MD, MS 

Dr. Kimberlydawn Wisdom is Senior Vice President of Community Health & Equity, and 
Chief Wellness and Diversity Officer at Detroit’s Henry Ford Health System. She is a 
board-certified emergency medicine physician; Chair of the Gail and Lois Warden 
Endowment on Multicultural Health. In 2003, she was appointed by Governor Granholm 
as the nation’s first state-level Surgeon General.  In 2012 she was appointed by 
President Obama to serve on the Advisory Group on Prevention, Health Promotion and 
Integrative and Public Health. She focuses on health care equity, infant mortality/ 
Network: Detroit to reduce infant mortality. As Michigan Surgeon General, she founded 
the nationally known Generation With Promise program - a youth leadership and 
empowerment effort now housed at Henry Ford. Under her leadership, the health 
system has received numerous awards for its equity, diversity and inclusion efforts, 
including the American Hospital Association Equity of Care Award in 2015, and No. 2 
maternal & child health, chronic disease, physical inactivity, unhealthy eating habits, 
and tobacco use. Dr. Wisdom provides strong leadership in diversity, population health, 

For the best user experience, please download a copy of this handbook 
to your personal device 
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and improving the health of those disproportionately affected by poor health outcomes. 
Dr. Wisdom founded the award-winning program – the African American Initiative for 
Male Health Improvement (AIM–HI) and the Women Inspired Neighborhood (WIN) 
ranking on Diversity Inc’s 2017 Top Hospitals and Health Systems list. Most recently,  

Secretary Azar appointed her to the Advisory Committee on Minority Health (2019). 
Recipient of numerous awards, Dr. Wisdom has authored several peer-reviewed 
publications, appeared on national television, including ABC’s Nightline, and has 
presented to audiences across the country and internationally. 

For the best user experience, please download a copy of this handbook 
to your personal device 



Henry Ford Health System –
Detroit and Southeast Michigan





Challenges in Measuring Value

• Health care is complex – could be thousands 
of relevant concepts and measures

• “Proximal” vs. “distal” outcomes – what are 
providers responsible for?

• Low correlations between process and 
outcome measures

• Does evidence from clinical trials really 
translate easily to comparative performance 
measures?



Long History of Research on Social 
Factors and Treatment and Outcome 

Disparities



Policies Against Adjustment of Performance 
Measures for Social and Economic Factors

 National Quality Forum – formal prohibition up to 2014
 CMS, AHRQ, MedPAC – formal written statements against the 

concept of “social” risk adjustment

 Rationale – Don’t “mask disparities”; don’t establish lower 
standards of quality for plans or providers serving 
“vulnerable” populations.

5



Readmission Penalties and
Safety-Net Hospitals

Characteristics of Hospitals Receiving Penalties
Under the Hospital Readmissions
Reduction Program

Karen E. Joynt, MD, MPH
Ashish K. Jha, MD, MPH



Poverty Rate Hot Spots by 
Census Tract in the St. Louis Metro-Area: 2014 (Nielsen-
Claritas)

Readmission Rate Hot Spots by Census Tract in the St. 
Louis Metro-Area: 
2009 – 2013 (HIDI)

Poverty and Readmission Rates in St. Louis





How This Affects Physicians and 
Physician Groups

• Physician fee schedule 
payments in Medicare 
linked to quality 
measure performance

• Most MIPS Measures 
are not currently 
adjusted for social or 
demographic factors



SES and HEDIS – Clinic-level

r = .63, p < .001 r = .53, p < .01

r = .56, p < .005 r = .48, p < .05



Process and Outcome Measures



Concern – Reduced Access

• Absent adjustment, providers and plans will be
less willing to serve “vulnerable” patients and
communities because:
– fewer resources available because of penalties or

absence of rewards;
– serving “vulnerable” populations will lead to

identification in public reporting programs as being a
“poor performer”

– Individual patients and public and private payors using
publicly reported information to make decisions will
avoid plans and providers serving those communities



NQF Expert Panel Report



Causal Paths

14
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Tide Turning in Favor of SES 
Adjustment



Similar Views by Others



If Measures are Going to be Adjusted 
for Social Factors, Where Will the Data 

Come From?



Coding for Social Determinants of 
Health



An Extensive Set of Codes Exists in ICD-
10



Examples of Z Codes
In the ICD-10 classification scheme, Z Codes 
are found in Chapter 21, “Factors influencing 
health status and contact with health services 
(Z00-Z99).” Among these new “Z” codes is the 
following series related to potential hazards 
due to family and social circumstances 
impacting health status:
Z55-Z65 – Persons with potential health 
hazards related to socioeconomic and 
psychosocial circumstances1

http://www.cdc.gov/nchs/data/icd/10cmguidelines_2016_final.pdf


Recent National Academy Report on 
Social Determinants of Health



Proposed Conceptual Framework for SDOH Data



Key Distinction

• Social Determinants of Health – Community 
Level

• Health-Related Social Needs – Individual 
Patient Level



Final Thoughts

• In the near term, and until 
the payment streams and 
formal expectations of 
providers include dealing 
with social needs, adjust 
performance measures so as 
not to unfairly penalize those 
who care for underserved 
patients and communities

• In the longer term, examine 
ways in which providers can 
address either health-related 
social needs (patient level) or 
social determinants of health 
(community level)



Addressing Social Needs of Community

American Medical Association 
Integrated Physician Practice Section

November 15, 2019

Kimberlydawn Wisdom, MD, MS
SVP Community Health & Equity
Chief Wellness & Diversity Officer
Henry Ford Health System



BRAND EVOLUTION

From: To:



COHORT ONE:
WIN Network: Detroit, 2012-15
• 326 babies born, av. birthweight 6.79 lbs. 
• 0 preventable infant deaths in cohort

COHORT TWO:
HFMG and WIN Network Group Prenatal Care, 2016-present

Hardwiring the Safety Net



Community Health Workers

• Recruitment and enrollment
• Mentoring pregnant women 

during home visits 
• Connect women with resources 

and support 
• Group sessions to promote social 

networks 
• Educate and Support:

– Pre- and inter-conception health
– Prenatal health
– Goal setting
– Skill-building 

Sew Up the Safety Net 
for Women & Children           



Community Health Worker Chapter

“Navigating for Health” 
chapter of new book, 
Stakeholder Health: Insights 
from New Systems of Health 
(Nancy Combs,
Kimberlydawn Wisdom, MD, 
Dominica Rehbein, Nada 
Dickinson)



• Patients are referred by a health care provider

• A clinician, nutritionist/health educator conducts an initial assessment

• Participants receive a prescription to “eat more fruits & vegetables” & set goals for 
healthy eating

• Participants receive $40-$60 over the course of several weeks or months to spend at 
participating farmers’ markets or to order boxes of fresh fruits & vegetables

• Participants engage in nutrition education, cooking events, & other activities at 
participating health care centers 

Fresh Prescription Program
A partnership of the Ecology Center, CHASS, American Indian Health and Family Services, 

Henry Ford Health System, Joy-Southfield CDC, Mercy Primary Care/Samaritan Center, 
Peaches and Greens, and Eastern Market Corp. 
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Empowering middle school youth in 
underserved communities  to drive 
policy, environment, and behavioral 
change



Generation With Promise - 2018



Employer-driven Innovations: 

Reshaping Health Care 

Delivery 
2019 AMA Interim Meeting 

1 p.m. – 2:30 p.m. | Friday, November 15 | Marina E 

Marriott Marquis | San Diego, California | 1.5 AMA PRA Category 1 Credits 

Program Description 

The IPPS Large Employer Speaker Series presents Daniel Stein, MD, founder of Embold 
Health. Learn about Embold Health’s vision to fill the need for a science-based tool to 
empower employers, health plans and consumers to identify and choose top-
performing providers who provide high-quality, cost effective care. 

To claim your credit, visit the AMA Ed HubTM—your center for personalized learning from sources you 

trust.  amaedhub.com/pages/ama-interim-meeting-2019 

Deadline for claiming CME credit is December 31, 2019.  For questions, contact us at (800) 337-1599 or 

HODmeetingsupport@ama-assn.org 

The AMA is accredited by the Accreditation Council for Continuing Medical Education to provide continuing medical education for 

physicians. 

The AMA designates this live activity for a maximum of 1.5 AMA PRA Category 1 Credit(s)TM. Physicians should claim only the credit 

commensurate with the extent of their participation in the activity. 

https://edhub.ama-assn.org/pages/ama-interim-meeting-2019
mailto:HODmeetingsupport@ama-assn.org


Speaker biography 
__________________________________________________________ 

Daniel Stein, MD, MBA 

Daniel Stein is CEO and Founder of Embold Health, a data analytics company striving 
to make health care better for everyone. Embold Health analyzes a tremendous amount 
of information, including de-identified medical data for millions of patients, to shine a 
light on the doctors and hospitals delivering high-quality care in local communities. 

Prior to founding Embold Health, Stein served as Chief Medical Officer of Walmart Care 
Clinics, where he led the retailer’s efforts to offer quality, affordable primary health care 
services. Stein came to Walmart after serving four years as an emergency room 
physician for the Veteran’s Healthcare System of the Ozarks, where he delivered 
medical care to U.S. veterans in Arkansas, Oklahoma and Missouri. 

Stein launched his career in health care by holding various policy positions in 
Washington, D.C., while completing his medical degree at Johns Hopkins School of 
Medicine in Baltimore. As a member of the U.S. Senate Committee on Finance staff, 
Stein worked extensively on the Medicare Modernization Act of 2003 and organized bi-
partisan efforts to improve health care workforce, medical malpractice and patient safety 
issues. He also worked at the Center for Medicare and Medicaid Services, focusing on 
Medicare quality and pay-for-performance initiatives. 

Stein earned an undergraduate degree in ethics, politics and economics from Yale 
University; a medical degree from Johns Hopkins; and a Master in Business 
Administration from Harvard Business School. He completed his residency in primary 
care internal medicine at Brigham and Women’s Hospital, where he was honored with 
the John H. McArthur Fellowship in Medicine and Management. 
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Announcements

Our people 

Volunteer opportunities 

 Future meetings 

 IPPS newsletter 



 
 

 
 
 
 
IPPS Governing Council 
 

 

 

Michael Glenn, MD 
Chair 
Chief Medical Officer 
Virginia Mason Medical Center, WA 

 

Gregory Fuller, MD 
Member at-Large 
Medical Director 
Catalyst Healthcare Network, TX 
 

 

Devdutta Sangvai, MD 
Vice-Chair 
Executive Director, Duke 
Connected Care, Duke Health, NC 

 

Adnan Munkarah, MD 
Member at-Large 
EVP & Chief Clinical Officer 
Henry Ford Health System, MI 
 

 

Peter Rutherford, MD 
Immediate Past Chair 
Chief Executive Officer 
Confluence Health, WA 
 

 

Narayana Murali, MD 
Large group slotted seat 
EVP of Care Delivery and Chief 
Clinical Strategy Officer, Marshfield 
Clinic Health System, Executive 
Director of Marshfield Clinic, WI 
 

 

Russell Libby, MD 
Delegate 
Founder and President, 
HealthConnect IPA, VA 

 

Steven Farrell, MD 
Small/medium group slotted 
seat 
Board of Directors 
Hattiesburg Clinic, MS 
 

       Vacant 
 

Alternate Delegate 
 

  

 



 
 

 
 
 
 

Volunteer opportunities 
 
IPPS Policy Development Committee 
Co-Chairs, Michael Glenn, MD and Barbara Spivak, MD 

 
The IPPS Policy Development Committee is charged with engaging Section members in 
the AMA’s policy development process to advance the Section’s influence and interests 
within the AMA, organized medicine, and healthcare. 

 
If you have a special interest in health care policy, please consider becoming involved in 
this IPPS committee. 

 
Contact Carrie Waller, carrie.waller@ama-assn.org. 

mailto:carrie.waller@ama-assn.org


 
 
 

Future IPPS meetings 
 
 
  

Annual Meeting 
 

 
      Interim Meeting 

 
2020 

 
June 5, Hyatt Regency, Chicago, IL 

 

 
Nov. 13, Manchester Grand Hyatt, San Diego, CA 

 
 
2021 

 
June 11, Hyatt Regency, Chicago, IL 
 
 

 
Nov. 12, Walt Disney World Swan and Dolphin 
Resort, Orlando, FL 
 

 
2022 

 
June 10, Hyatt Regency, Chicago, IL 

 
Nov. 10, Hilton Hawaiian Village, Honolulu, HI 

 
  



 
 
 
Stay in the know with the IPPS newsletter 

 
Get the latest news on integrated care by signing up for our monthly 
newsletter. Just follow these quick steps to get started: 

1. Sign in to the preferences page (login required). 
2. On the left navigation, click on "Subscriptions." 
3. Click "Add New Subscriptions." 
4. Click on “Member Interest Groups” (located in the middle of the page). 
5. Scroll down to select "Integrated Practice Physicians." 

 

IPPS sample newsletter 

Questions? Contact Carrie Waller at carrie.waller@ama-assn.org. 

 

https://amc.ama-assn.org/contact-preferences
https://www.ama-assn.org/sites/ama-assn.org/files/corp/media-browser/public/ipp/ipps-september-2017-newsletter.pdf
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Election materials

Nominee for the IPPS Governing Council 
• Alternate delegate

Due to an unexpected vacancy on the Governing Council, there is an opening for the
alternate delegate position.  The IPPS will hold an election at the 2020 Annual
Meeting in June.  Please contact staff (carrie.waller@ama-assn.org) if you are
interested in learning more.

Future elections 
• Elections for the IPPS Governing Council are held every two years (except in the case

of an unanticipated vacancy).  The next full Governing Council election is June 2021.

mailto:carrie.waller@ama-assn.org
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