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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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Agenda 

Senior Physicians Section Assembly & 
Education Program  

11:00 am – 12:00 pm - SPS Assembly  

12:00 – 1:30 pm – SPS Education Program, ‘The Impact of 
Vision and Hearing Loss in the Senior Population – Why Seeing 
and Hearing are Believing’   



Senior Physicians Section 
Assembly Meeting Agenda 
Saturday, November 16 (11 am – Noon) 
Manchester Grand Hyatt San Diego  
Room: Grand Hall C 

A buffet lunch will be served at 11:30 am on a first-come, first-served basis. 

The Senior Physicians Section (SPS) Assembly is open to any senior physician 65 years of age and older 
as well as those interested in senior physician issues.    
Saturday, November 16 
11:00 – 11:10 am Welcome and Introductions 

Louis Weinstein, MD, Chair 
• Introduction of Governing Council Members
• SPS Mission Statement
• Updates on CME Report 1-I-18, Competency of Senior

Physicians – (Referred) & Resolution 316-A-19, Medical
Student Debt – (Adopted as amended)

TAB A 

11:10 – 11:20 am Discussion on part time work for senior physicians and professional 
liability insurance  
Speaker: Louis Weinstein, MD, Chair  
Questions/feedback will be requested from audience members. 

TAB B 

11:20 – 11:30 am Consideration of positions available for senior physicians through the 
Veterans’ Health Administration 
Speaker: Jenny L. Boyer, MD, JD, PhD, AMA-SPS, Officer At-large.  
Questions/feedback will be requested from audience members. 

TAB C 

11:30 am – 12:00 pm   I-19 HOD Handbook Review / SPS Grid of Items for Discussion
Barbara S. Schneidman, MD, MPH, Delegate & Luis T. Sanchez,
MD, Alternate Delegate

TAB D 

12:00 – 1:30 pm Immediately following the Assembly Meeting, the Senior Physicians 
Section (SPS) will host a joint education program, ‘The Impact of 
Vision and Hearing Loss in the Senior Population – Why Seeing and 
Hearing are Believing’   

Speakers: 
• Bobby Mukkamala, MD, AMA Board of Trustees
• Mihir Y. Parikh, MD, La Jolla, California

Moderator & Facilitators: 
• Louis Weinstein, MD, Chair, AMA-SPS Governing Council
• James F. Burdick, MD, Chair-Elect, AMA-SPS Governing

Council

TAB E 

Additional items of interest for senior physicians during the I-19 
meeting. 

TAB F 

New items of business related to the Section’s mission may be introduced and points of personal privilege, 
as time allows. Please come prepared to introduce new items of business related to the Section’s mission 
that would be pertinent to SPS for comment. 



The SPS GC will look at two signature areas to explore at the upcoming Assembly meeting with 
senior physicians.  

Part time work for senior physicians and professional liability insurance – Louis Weinstein, MD, Chair, 
Senior Physicians Section  

1. With the noted increase in the shortage of working physicians along with the increase in
physician burnout, a potential solution is to increase the number of senior physicians who desire
to work part-time relieving the stress on both the system and the providers.  Strategies in the
workplace need to be developed to allow senior physicians with an active medical license to more
easily join the work force on a limited basis.

• For seniors who desire a part-time employment, a major impediment is the inability to
obtain liability insurance at a reasonable cost.  The SPS can develop strategies that
would allow states or institutions to implemented liability policies at a reasonable
cost. One strategy to consider is to use slotting for a liability policy that allows a
physician to rotate in and out of a slot to which the policy is assigned. A second strategy
is to develop job sharing with 2 or 3 physicians making a single FTE and filling one
liability insurance slot. A third strategy for the SPS is to develop a clearing house to
match physicians seeking part-time employment with available positions or locations.

Department of Veteran Affairs – Opportunities for Senior Physicians – Jenny Boyer, MD, JD, PhD, 
Officer At-Large, Senior Physicians Section  

2. The SPS is working to advertise part time VA positions at medical facilities through the JAMA
Career Center. The VA is seeking fully licensed physicians to serve Veteran patients in various
clinical areas. This program would allow senior physicians an opportunity to give back to the
Veteran community by serving in a volunteer role to deliver health care services. We would be
interested in your thoughts on how best to advertise these positions to senior physicians who
might have an interest in volunteering.

• There might be a possibility of putting together several part time positions for full time
opportunities. The full time FTE for individual facilities would meet the unique needs for
various types of physician expertise

• If some positions were in telemedicine, then we would be able to implement some
specialty care much more expediently.

• We would be contributing access to care for veteran patients along with meaning and
purpose for senior AMA physicians. This proposal would meet both the mission of the
VA and the AMA.
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Meeting Logistics 

Wi-Fi: 2019INTERIM 

Password: 2019INTERIM 

Manchester Grand Hyatt hotel map 

Marriott Marquis hotel map 

Meeting app information 
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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 



 

© 2013 American Medical Association. All rights reserved. 

The “CrowdCompassAttendeeHub” Mobile App - FAQ 

Where can I download the mobile app? 

 
Go to the correct store for your device type. Access the App Store on iOS devices and the Play Store on 
Android.  
 
Install the app. Search for CrowdCompassAttendeeHub. Once you have found the app, tap either 
Download or Install.  After installing, a new icon will appear on your home screen. 

 

   
AttendeeHub 

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

How do I find the Event? 

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

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

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

• Take notes 

• Share photos 

• Rate sessions 

• Join the attendee list 

• Check-in 

• Share contacts 

• Share over social media 

• Take Surveys 

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

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

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

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

address, and then tap next again.  
 

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

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

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

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

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

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

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

 
3. Click on Forgot Code: If you’ve already logged in before, the app will already know your email 

address and will send a verification email to you again.  
 

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

How do I create my own schedule?  

 

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

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

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

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

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

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

Schedule.  

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

session to see more details. 

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

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

How do I allow notifications on my device? 
 

Allowing Notifications on iOS:  

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

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

Allow Notifications on. 

 

Allowing Notifications on Android:  

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

OS, Android 5.0. 

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

right. Tap Sounds and notifications. 

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

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

How do I manage my privacy within the app?  
 

Set Your Profile to Private… 

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

can set it to private.  

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

the screen. 

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

to Private” is checked. 

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

and tap the Attendees icon. 

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

Options.  

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

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

How do I message other attendees within the app? 
 

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

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

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

texting.  

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

icon in the top right, then My Messages. 

How do I block a person from chatting with me?  
 

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

Attendees icon. 

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

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

type anything, instead tap Block in the top right. 

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

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

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

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

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

will exchange info. 

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

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

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

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

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

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

Write Your Thoughts... 

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

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

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

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

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

…Then Export Them 

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

all the notes you’ve taken organized by session.  

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

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

enter an email address, and then tap Send. 
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Policy Materials

• I-19 HOD Handbook Review / SPS Grid of Items for Discussion
• Parliamentary Procedure Quick Tips

 House of Delegates Items of Discussion: 

• CEJA Report 1 – Competence, Self-Assessment and Self Awareness (Amendments to
C&B)

• CEJA Report 2 – Amendment to E-1.2.2, “Disruptive Behavior by Patients” (Amendments
to C&B)

• Res 001 – Support for the Use of Psychiatric Advance Directives – (Amendments to C&B)
• Res 007 – Addressing the Racial Pay Gap in Medicine (Amendments to C&B)
• Res 203 – Support Expansion of Good Samaritan Laws (B)
• Res 206 – Improvement of Healthcare Access in Underserved Areas by Retaining and

Incentivizing IMG Physicians (B)
• Res. 209 – Federal Government Regulation and Promoting Patient Access to Kidney

Transplantation (B)
• Res 210 – Federal Government Regulation and Promoting Renal Transplantation (B)
• Res 305 – Ensuring Access to Safe and Quality Care for our Veterans (C)
• CMS 1 – Established Patient Relationships and Telemedicine (J)
• CMS 4 – Mechanisms to Address High and Escalating Pharmaceutical Prices (J)
• Res 802 – Ensuring Fair Pricing of Drugs Developed with the US Government (J)
• Res 804 – Protecting Seniors from Medicare Advantage Plans (J)
• Res 805 – Fair Medication Pricing for Patients in United States:  Advocating for a Global

Pricing Standard (J)
• Res 806 – Support for Housing Modification Policies (J)
• Res 807 – Addressing the Need for Low Vision Aid Devices (J)
• Res 808 – Protecting Patient Access to Seat Elevation and Standing Features in Power

Wheelchairs (J)
• CSAPH 3 – Patient Use of Non-FDA Approved Cannabis and Cannabinoid Products in

Hospitals (K)
• Res. 923 – Support Availability of Public Transit Systems (K)

New items of business related to the Section’s mission may be introduced and points of personal privilege, as time allows. Please 
come prepared to introduce new items of business related to the Section’s mission that would be pertinent to SPS for comment. 
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Ref Comm Resolution/ 
Report 

Title  Recommendation/Resolve  Support/  
Not Support/ 
Monitor/Comments 

Amendments 
to C&B  
 

CEJA 01 Competence, Self-
Assessment and 
Self-Awareness 
 

Based on the foregoing analysis, the Council on Ethical and Judicial 
Affairs recommends that the following be adopted and the remainder 
of this report be filed: 
 
The expectation that physicians will provide competent care is central 
to medicine. It undergirds professional autonomy and the privilege of 
self-regulation granted by society. To this end, medical schools, 
residency and fellowship programs, specialty boards, and other health 
care organizations regularly assess physicians’ technical knowledge 
and skills. 
 
However, as an ethical responsibility competence encompasses more 
than medical knowledge and skill. It requires physicians to understand 
that as a practical matter in the care of actual patients, competence is 
fluid and dependent on context. Each phase of a medical career, from 
medical school through retirement, carries its own implications for 
what a physician should know and be able to do to practice safely and 
to maintain effective relationships with patients and with colleagues. 
Physicians at all stages of their professional lives need to be able to 
recognize when they are and when they are not able to provide 
appropriate care for the patient in front of them or the patients in their 
practice as a whole. 
 
To fulfill the ethical responsibility of competence, individual 
physicians and physicians in training should strive to: 
 
(a)  Cultivate continuous self-awareness and self-observation. 
 
(b)  Recognize that different points of transition in professional life can 

make different demands on competence. 
 
(c)  Take advantage of well-designed tools for self-assessment 

appropriate to their practice settings and patient populations. 

Support  
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(d)  Seek feedback from peers and others. 
 
(e)  Be attentive to environmental and other factors that may 

compromise their ability to bring appropriate skills to the care of 
individual patients and act in the patient’s best interest. 

 
(f)  Maintain their own health, in collaboration with a personal 

physician, in keeping with ethics guidance on physician health and 
wellness. 

 
(g)  Intervene in a timely, appropriate, and compassionate manner 

when a colleague’s ability to practice safely is compromised by 
impairment, in keeping with ethics guidance on physician 
responsibilities to impaired colleagues. 

 
Medicine as a profession should continue to refine mechanisms for 
assessing knowledge and skill and should develop meaningful 
opportunities for physicians and physicians in training to hone their 
ability to be self-reflective and attentive in the moment. 
Fiscal Note: Minimal - Less than $500 

Amendments 
to C&B  
 

CEJA 2 Amendment to E-
1.2.2, “Disruptive 
Behavior by 
Patients” 

In light of the foregoing analysis, the Council on Ethical and Judicial 
Affairs recommends that Policy D-65.991, “Discrimination against 
Physicians by Patients,” be rescinded; Opinion 1.2.2, “Disruptive 
Behavior by Patients,” be amended by addition and deletion as 
follows; and the remainder of this report be filed: 
 
The relationship between patients and physicians is based on trust and 
should serve to promote patients’ well-being while respecting their the 
dignity and rights of both patients and physicians. 
 
Disrespectful, or derogatory, or prejudiced, language or conduct, or 
prejudiced requests for accommodation of personal preferences on the 
part of either physicians or patients can undermine trust and 
compromise the integrity of the patient-physician relationship. It can 
make members of targeted groups reluctant to seek or provide care, 

Support 
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and create an environment that strains relationships among patients, 
physicians, and the health care team. 
 
Trust can be established and maintained only when there is mutual 
respect. Therefore, in their interactions with patients, physicians 
should: 
 
(a)  Recognize that disrespectful, derogatory, or prejudiced language or 
conduct can cause psychological harm to those they target who are 
targeted. 
 
(b)  Always treat patients with compassion and respect. 
 
(c)  Explore the reasons for which a patient behaves in disrespectful, 
derogatory, or prejudiced ways. Physicians should identify, appreciate, 
and address potentially treatable clinical conditions or personal 
experiences that influence patient behavior. Regardless of cause, when 
a patient’s behavior threatens the safety of health care personnel or 
other patients, steps should be taken to de-escalate or remove the 
threat. 
 
(d)  In general, decline to accommodate patient requests for an 
alternative physician when the request is solely the product of 
prejudice against the physician’s personal characteristics. 
 
(e)  Consider accommodating a patient’s request for an alternative 
physician when the request derives from the patient’s adverse personal 
experience, doing so would promote effective care, and another 
appropriately qualified physician is available to provide the needed 
care. 
 
(f)  In emergency situations, patients who persist in opposing treatment 
from the physician assigned may be helped to seek care from other 
sources. When transfer is not feasible, patients should be informed that 
care will be provided by appropriately qualified staff independent of 
the patient’s expressed preference. 
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(cg)  Terminate the patient-physician relationship with a patient who 
uses derogatory language or acts in a prejudiced manner whose 
volitional behavior is disrespectful, derogatory, or prejudiced only if 
the patient will not modify the conduct. In such cases, the physician 
should arrange to transfer the patient’s care when that is feasible. 
 
Physicians, especially those in leadership roles, should encourage the 
institutions with which they are affiliated to: 
 
(h)  Be mindful of the messages the institution conveys within and 
outside its walls by how it responds to prejudiced behavior by patients. 
 
(i)  Promote a safe and respectful working environment and formally 
set clear expectations for how disrespectful, derogatory, or prejudiced 
behavior by patients will be managed. 
 
(j)  Clearly and openly support physicians, trainees, and facility 
personnel who experience prejudiced behavior and discrimination by 
patients. 
 
(k)  Collect data regarding incidents of discrimination by patients and 
their effects on physicians and facility personnel on an ongoing basis 
and seek to improve how incidents are addressed to better meet the 
needs of patients, physicians, other facility personnel, and the 
community. 
Fiscal Note: Minimal – less than $1,000 

Amendments 
to C&B  
 

Res. 001 
(MSS) 

Support for the Use 
of Psychiatric 
Advance Directives 
 

RESOLVED, That our American Medical Association support efforts 
to increase awareness and appropriate utilization of psychiatric 
advance directives. (New HOD Policy) 
Fiscal Note: Minimal – less than $1,000 

Support 

Amendments 
to C&B  
 

Res. 007 
(MSS) 

Addressing the 
Racial Pay Gap in 
Medicine 
 

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

Support 
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RESOLVED, That our AMA support efforts to increase the 
transparency and accountability of physician earnings through 
establishing transparency measures, in which physicians can access 
information including but not limited to the salaries and race of 
medical physicians. (New HOD Policy) 
Fiscal Note: Minimal – less than $1,000 

B Res. 203 
(MSS)  

Support Expansion 
of Good Samaritan 
Laws  

Support Expansion of Good Samaritan Laws 
 
RESOLVED, That our AMA amend Policy D-95.977 by 
addition and deletion to read as follows: 
 
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; and (3) will work with the relevant organizations and 
state societies to raise awareness about the existence and scope of 
Good Samaritan Laws. (Modify Current HOD Policy) 
Fiscal Note: Minimal – less than $1,000 

Support 

 B Res. 206  
(IMGs)  

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

RESOLVED, That our American Medical Association support efforts 
to retain and incentivize international medical graduates serving in 
federally designated health professional shortage areas after the current 
allocated period. (Directive to Take Action).   
Fiscal Note: Minimal – less than $1,000 

Support 

B Res. 209 
(American 
Society of 
Transplant 
Surgeons)  

Federal Government 
Regulation and 
Promoting Patient 
Access to Kidney 
Transplantation 
 

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  
 

Support (lump 
together w/Res. 210) 
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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) 
Fiscal Note: Modest – between $1,000 and $5,000  

 B Res. 210 
(American 
Society of 
Transplant 
Surgeons) 

Federal Government 
Regulation and 
Promoting Renal 
Transplantation 
 

RESOLVED, That our American Medical Association actively 
advocate for US organ transplant legislative and regulatory policies 
that would advance kidney transplantation by modifying or eliminating 
arbitrary transplant center outcomes measures that currently discourage 
sound clinical judgment by physicians and surgeons to accept and 
transplant kidneys suitable for many patients. (Directive to Take 
Action) 
Fiscal Note: Modest – between $1,000 and $5,000 

Support (lump 
together w/Res. 209) 

C Res. 305 
(YPS) 

Ensuring Access to 
Safe and Quality 
Care for our 
Veterans 

RESOLVED, That our American Medical Association amend AMA 
Policy H-510.986, “Ensuring Access to Care for our Veterans,” by 
addition to read as follows: 
 
Ensuring Access to Safe and Quality Care for our Veterans H-510.986 
1. Our AMA encourages all physicians to participate, when needed, in 
the health care of veterans. 
2. Our AMA supports providing full health benefits to eligible United 
States Veterans to ensure that they can access the Medical care they 
need outside the Veterans Administration in a timely manner. 
3. Our AMA will advocate strongly: a) that the President of the United 
States take immediate action to provide timely access to health care for 
eligible veterans utilizing the healthcare sector outside the Veterans 
Administration until the Veterans Administration can provide health 
care in a timely fashion; and b) that Congress act rapidly to enact a 
bipartisan long term solution for timely access to entitled care for 
eligible veterans.  
4. Our AMA recommends that in order to expedite access, state and 
local medical societies create a registry of doctors offering to see our 
veterans and that the registry be made available to the veterans in their 
community and the local Veterans Administration. 

Monitor  
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5. Our AMA supports access to similar clinical educational resources 
for all health care professionals involved in the care of veterans as 
those provided by the U.S. Department of Veterans Affairs to their 
employees with the goal of providing better care for all veterans. 
6. Our AMA will strongly advocate that the Veterans Health 
Administration and Congress develop and implement necessary 
resources, protocols, and accountability to ensure the Veterans Health 
Administration recruits, hires and retains physicians and other health 
care professionals to deliver the safe, effective and high-quality care 
that our veterans have been promised and are owed. (Modify HOD 
Policy) 
Fiscal Note: Minimal - less than $1,000 

J  CMS 1 Established Patient 
Relationships and 
Telemedicine 
 

1. That our American Medical Association (AMA) work with state 
medical associations to encourage states that are not part of the 
Interstate Medical Licensure Compact to consider joining the Compact 
as a means of enhancing patient access to and proper regulation of 
telemedicine services. (Directive to Take Action) 
 
2. That our AMA reaffirm Policy H-480.946, which delineates 
standards and safeguards that should be met for the coverage and 
payment of telemedicine, including that physicians and other health 
practitioners delivering telemedicine services must be licensed in the 
state where the patient receives services. (Reaffirm HOD Policy) 
 
3. That our AMA reaffirm Policy H-480.969, which maintains that 
state medical boards should require a full and unrestricted license in 
that state for the practice of telemedicine, with no differentiation by 
specialty, unless there are other appropriate state-based licensing 
methods, and with exemptions for emergent or urgent circumstances 
and “curbside consultations.” (Reaffirm HOD Policy) 
Fiscal Note: Less than $500. 

Monitor  

J 
 
 

 CMS 4  Mechanisms to 
Address High and 
Escalating 
Pharmaceutical 
Prices 

1. That our American Medical Association (AMA) advocate that the 
use of arbitration in determining the price of prescription drugs 
meet the following standards to lower the cost of prescription 
drugs without stifling innovation: 

 

Support (CMS 4 
lumped w/Res. 802 & 
805)  
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 a. The arbitration process should be overseen by objective, 
independent entities; 

b. The objective, independent entity overseeing arbitration should 
have the authority to select neutral arbitrators or an arbitration 
panel; 

c. All conflicts of interest of arbitrators must be disclosed and 
safeguards developed to minimize actual and potential conflicts 
of interest to ensure that they do not undermine the integrity 
and legitimacy of the arbitration process; 

d. The arbitration process should be informed by comparative 
effectiveness research and cost-effectiveness analysis 
addressing the drug in question; 

e. The arbitration process should include the submission of a 
value-based price benchmark for the drug in question to 
inform the arbitrator’s decision; 

f. The arbitrator should be required to choose either the bid of 
the pharmaceutical manufacturer or the bid of the 
payer/government entity; 

g. The arbitration process should be used for pharmaceuticals that 
have insufficient competition; have high list prices; or have 
experienced unjustifiable price increases; and 

h. The arbitration process should include a mechanism for either 
party to appeal the arbitrator’s decision. (New HOD Policy) 
 

2. That our AMA advocate that any use of international price indices 
and averages in determining the price of and payment for drugs 
should abide by the following principles: 
a. Any international drug price index or average should exclude 

countries that have single-payer health systems and use price 
controls; 

b. Any international drug price index or average should not be 
used to determine or set a drug’s price, or determine whether a 
drug’s price is excessive, in isolation; 

c. The use of any international drug price index or average should 
preserve patient access to necessary medications; and 
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d. The use of any international drug price index or average should 
limit burdens on physician practices.  (New HOD Policy) 

 
3. That our AMA support the use of contingent exclusivity periods for 

pharmaceuticals, which would tie the length of the exclusivity 
period of the drug product to its cost-effectiveness at its list price at 
the time of market introduction. (New HOD Policy) 

 
4. That our AMA reaffirm Policy H-110.983, which advocates that any 

revised Medicare Part B Competitive Acquisition Program meet 
certain outlined standards to improve the value of the program by 
lowering the cost of drugs without undermining quality of care. 
(Reaffirm HOD Policy) 

 
5. That our AMA reaffirm Policy H-110.986, which outlines principles 

for value-based pricing programs, initiatives and mechanisms for 
pharmaceuticals, and supports the inclusion of the cost of 
alternatives and cost-effectiveness analysis in comparative 
effectiveness research. (Reaffirm HOD Policy) 

 
6. That our AMA reaffirm Policy H-460.909, which outlines principles 

for creating a centralized comparative effectiveness research entity. 
(Reaffirm HOD Policy) 

 
7. That our AMA reaffirm Policy D-330.954, which states that our 

AMA will work toward eliminating Medicare prohibition on drug 
price negotiation. (Reaffirm HOD Policy) 

Fiscal Note: Less than $500 
 J Res. 802 

(MSS) 
Ensuring Fair 
Pricing of Drugs 
Developed with the 
United States 
Government 
 

RESOLVED, That our American Medical Association amend Policy 
H-110.987 by addition to read as follows: 
 
Pharmaceutical Costs, H-110.987 
1. Our AMA encourages Federal Trade Commission (FTC) 
actions to limit anticompetitive behavior by pharmaceutical 
companies attempting to reduce competition from generic 

Support (CMS 4 
lumped w/Res. 802 & 
805) 
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manufacturers through manipulation of patent protections and 
abuse of regulatory exclusivity incentives. 
2. Our AMA encourages Congress, the FTC and the Department 
of Health and Human Services to monitor and evaluate the 
utilization and impact of controlled distribution channels for 
prescription pharmaceuticals on patient access and market 
competition. 
3. Our AMA will monitor the impact of mergers and acquisitions 
in the pharmaceutical industry. 
4. Our AMA will continue to monitor and support an appropriate 
balance between incentives based on appropriate safeguards for 
innovation on the one hand and efforts to reduce regulatory and 
statutory barriers to competition as part of the patent system. 
5. Our AMA encourages prescription drug price and cost 
transparency among pharmaceutical companies, pharmacy benefit 
managers and health insurance companies. 
6. Our AMA supports legislation to require generic drug 
manufacturers to pay an additional rebate to state Medicaid 
programs if the price of a generic drug rises faster than inflation. 
7. Our AMA supports legislation to shorten the exclusivity period 
for biologics. 
8. Our AMA will convene a task force of appropriate AMA 
Councils, state medical societies and national medical specialty 
societies to develop principles to guide advocacy and grassroots 
efforts aimed at addressing pharmaceutical costs and improving 
patient access and adherence to medically necessary prescription 
drug regimens. 
9. Our AMA will generate an advocacy campaign to engage 
physicians and patients in local and national advocacy initiatives 
that bring attention to the rising price of prescription drugs and 
help to put forward solutions to make prescription drugs more 
affordable for all patients. 
10. Our AMA supports: (a) drug price transparency legislation 
that requires pharmaceutical manufacturers to provide public 
notice before increasing the price of any drug (generic, brand, or 
specialty) by 10% or more each year or per course of treatment 
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and provide justification for the price increase; (b) legislation that 
authorizes the Attorney General and/or the Federal Trade 
Commission to take legal action to address price gouging by 
pharmaceutical manufacturers and increase access to affordable 
drugs for patients; and (c) the expedited review of generic drug 
applications and prioritizing review of such applications when 
there is a drug shortage, no available comparable generic drug, or 
a price increase of 10% or more each year or per course of 
treatment. 
11. Our AMA advocates for policies that prohibit price gouging 
on prescription medications when there are no justifiable factors 
or data to support the price increase. 
12. Our AMA will provide assistance upon request to state 
medical associations in support of state legislative and regulatory 
efforts addressing drug price and cost transparency. 
13. Our AMA supports legislation to shorten the exclusivity 
period for FDA pharmaceutical products where manufacturers 
engage in anti-competitive behaviors or unwarranted price 
escalations. 
14. Our AMA will support trial programs using international reference 
pricing for pharmaceuticals as an alternative drug reimbursement 
model for Medicare, Medicaid, and/or any other federally-funded 
health insurance programs, either as in individual solution or in 
conjunction with other approaches. (Modify Current HOD Policy) 
Fiscal Note: Minimal - less than $1,000 

 J Res. 804 
(Indiana)  

Protecting Seniors 
from Medicare 
Advantage Plans 
 

RESOLVED, That our American Medical Association encourage 
AARP, insurance companies and other vested parties to develop 
simplified tools and guidelines for comparing and contrasting 
Medicare Advantage plans.  (New HOD Policy) 
Fiscal Note: Modest – between $1,000 and $5,000  

Support  

J  Res. 805 
(IMG’s) 

Fair Medication 
Pricing for Patients 
in United States: 
Advocating for a 
Global Pricing 
Standard 

RESOLVED, That our American Medical Association advocate for 
legislation to create an International Pricing Index that would track 
global medication prices for all prescription medications and keep U.S. 
medication costs aligned with prices paid in other countries to help 
control costs and reduce unreasonable patient financial barriers to 
treatment (Directive to Take Action); and be it  

Support (CMS 4 
lumped w/Res. 802 & 
805) 
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RESOLVED, That our AMA advocate for legislation that would 
ensure that patients are charged fairly for prescription medications 
based on the International Pricing Index and that additional costs will 
not be arbitrarily assigned or passed onto patients. (Directive to Take 
Action) 
Fiscal Note: Modest – between $1,000 and $5,000  

J Res. 806 
(MSS) 

Support for Housing 
Modification 
Policies  
 

RESOLVED, That our American Medical Association support 
legislation for health insurance coverage of housing modification 
benefits for: (a) the elderly; (b) other populations that require these 
modifications in order to mitigate preventable health conditions, 
including but not limited to the disabled or soon to be disabled; and (c) 
other persons with physical and/or mental disabilities. (New HOD 
Policy) 
Fiscal Note: Minimal – less than $1,000 

Support  

J Res. 807 
(Connecticut, 
Maine, 
Massachusetts, 
New 
Hampshire, 
Rhode Island, 
Vermont) 

Addressing the Need 
for Low Vision Aid 
Devices 

RESOLVED, That our American Medical Association support 
legislative and regulatory actions promoting insurance coverage and 
adequate funding for low vision aids for patients with visual 
disabilities. (Directive to Take Action) 
Fiscal Note: Minimal – less than $1,000 

Support  

J Res. 808 
(American 
Academy of 
Physical 
Medicine & 
Rehabilitation) 

Protecting Patient 
Access to Seat 
Elevation and 
Standing Features in 
Power Wheelchairs 
 

RESOLVED, That our American Medical Association request that the 
Centers for Medicare and Medicaid Services (CMS) render a benefit 
category determination (BCD) that establishes that the seat elevation 
and standing features of power wheelchairs are primarily medical in 
nature and qualify under the definition of durable medical equipment 
(DME) when used in a power wheelchair (Directive to Take Action); 
and be it further 
 
RESOLVED, That our AMA urge CMS to require the DME Medicare 
Administrative Contractors (MACs) to determine an appropriate 
coverage policy for Medicare beneficiaries in need of the seat elevation 
and standing features in their power wheelchairs on an individual basis 
according to the National Coverage Determination (NCD) for mobility 

Support  
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assistance equipment (MAE), activate the existing Healthcare 
Common Procedure Coding System (HCPCS) codes for seat elevation 
and standing feature in power wheelchairs, and determine appropriate 
reimbursement levels for these codes in order to facilitate access to 
these important benefits for Medicare beneficiaries with mobility 
impairments (Directive to Take Action); and be it further 
 
RESOLVED, That if CMS is not able or willing to provide access to 
seat elevation and standing feature through its administrative authority, 
our AMA advocate before Congress to support legislation that will 
clarify the DME benefit to include coverage, coding and reasonable 
reimbursement of standing feature and seat elevation in power 
wheelchairs for appropriate Medicare beneficiaries with mobility 
impairments (Directive to Take Action); and be it further   
 
RESOLVED, That our AMA encourage all health insurance carriers to 
cover standing feature and seat elevation in power wheelchairs for 
appropriate beneficiaries with mobility impairments. (Directive to 
Take Action) 
Fiscal Note: Modest – between $1,000 - $5,000 

K CSAPH 03 Patient Use of Non-
FDA Approved 
Cannabis and 
Cannabinoid 
Products in 
Hospitals (Res. 414-
A-19)  
 

The Council recommends that the following recommendation be 
adopted in lieu of Resolution 414-A-19, and the remainder of the 
report be filed. 
 
The AMA encourages hospitals and health systems to: (1) engage 
stakeholders, including, but not limited to physicians, nurses, 
pharmacists, legal counsel, experts in controlled substance diversion 
prevention, as well as relevant state and federal agencies in developing 
policies for addressing patient use of non-FDA approved cannabis or 
cannabis-derived products for use within their facilities and (2) 
communicate their policy on patient use of non-FDA approved 
cannabis or cannabis-derived products within their facilities, to ensure 
clinicians are prepared to treat patients in accordance with policy. 
(New HOD Policy) 
Fiscal Note: Minimal – less than $1,000 

Monitor  
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K Res. 923 Support Availability 
of Public Transit 
Systems 
 

RESOLVED, That our American Medical Association amend current 
policy H-135.939, “Green Initiatives and the Health Care 
Community,” by addition and deletion as follows: 
 
Our AMA supports: (1) responsible waste management and 
clean energy production policies that minimize health risks, 
including the promotion of appropriate recycling and waste 
reduction; (2) the use of ecologically sustainable products, 
foods, and materials when possible; (3) the development of 
products that are non-toxic, sustainable, and ecologically sound; 
(4) building practices that help reduce resource utilization and 
contribute to a healthy environment; and (5) the establishment, 
expansion, and continued maintenance of affordable, reliable 
public transportation; and (6) community-wide adoption of 
'green' initiatives and activities by organizations, businesses, 
homes, schools, and government and health care entities (New 
HOD Policy); and be it further 
 
RESOLVED, That our AMA amend current policy H-425.993, 
“Health Promotion and Disease Prevention,” by addition and deletion 
as follows: 
 
The AMA (1) reaffirms its current policy pertaining to the health 
hazards of tobacco, alcohol, accidental injuries, unhealthy lifestyles, 
and all forms of preventable illness; (2) advocates intensified 
leadership to promote better health through prevention; (3) believes 
that preventable illness is a major deterrent to good health and 
accounts for a major portion of our country's total health care 
expenditures; (4) actively supports appropriate scientific, educational 
and legislative activities that have as their goals: (a) prevention of 
smoking and its associated health hazards; (b) avoidance of alcohol 
abuse, particularly that which leads to accidental injury and death; (c) 
reduction of death and injury from vehicular and other accidents; and 
(d) encouragement of healthful lifestyles and personal living habits; 
and (5) advocates that health be considered one of the goals in 
transportation planning and policy development including but not 

Monitor 
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limited to the establishment, expansion, and continued maintenance of 
affordable, reliable public transportation; and (6) strongly emphasizes 
the important opportunity for savings in health care expenditures 
through prevention. (Modify Current HOD Policy) 
Fiscal Note: Minimal – less than $1,000.  
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The expectation that physicians will provide competent care is central to medicine. This 1 
expectation shaped the founding mission of the American Medical Association (AMA) and runs 2 
throughout the AMA Code of Medical Ethics [1-4]. It undergirds professional autonomy and the 3 
privilege of self-regulation granted to medicine by society [5]. The profession promises that 4 
practitioners will have the knowledge, skills, and characteristics to practice safely and that the 5 
profession as a whole and its individual members will hold themselves accountable to identify and 6 
address lapses [6-9]. 7 
 8 
Yet despite the centrality of competence to professionalism, the Code has not hitherto examined 9 
what the commitment to competence means as an ethical responsibility for individual physicians in 10 
day-to-day practice. This report by the Council on Ethical and Judicial Affairs (CEJA) explores this 11 
topic to develop ethics guidance for physicians. 12 
 13 
DEFINING COMPETENCE 14 
 15 
A caveat is in order. Various bodies in medicine undertake point-in-time, cross-sectional 16 
assessments of physicians’ technical knowledge and skills. However, this report is not concerned 17 
with matters of technical proficiency assessed by medical schools and residency programs, 18 
specialty boards (for purposes of certification), or hospital and other health care organizations (e.g., 19 
for privileging and credentialing). Such matters lie outside the Council’s purview. 20 
 21 
The ethical responsibility of competence encompasses more than knowledge and skill. It requires 22 
physicians to understand that as a practical matter in the care of actual patients, competence is fluid 23 
and dependent on context. Importantly, the ethical responsibility of competence requires that 24 
physicians at all stages of their professional lives be able to recognize when they are and when they 25 
are not able to provide appropriate care for the patient in front of them or the patients in their 26 
practice as a whole. For purposes of this analysis, competence is understood as “the habitual and 27 
judicious use of communication, knowledge, technical skills, clinical reasoning, emotions, values, 28 
and reflection in daily practice for the benefit of the individual and the community being served” 29 
and as “developmental, impermanent, and context dependent” [10]. 30 
 31 
Moreover, the Council is keenly aware that technical proficiency evolves over time—what is 32 
expected of physicians just entering practice is not exactly the same as what is expected of mid-33 
career physicians or physicians who are changing or re-entering practice or transitioning out of 34 
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Amendments to Constitution and Bylaws. They may be adopted, not adopted, or referred. A report may not 
be amended, except to clarify the meaning of the report and only with the concurrence of the Council. 
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active practice to other roles. Each phase of a medical career, from medical school through 1 
retirement, carries its own implications for what a physician should know and be able to do to 2 
practice safely and to maintain effective relationships with patients and with colleagues. 3 
 4 
The concept that informs this report differs as well from the narrower definition of competence as 5 
the knowledge and skills an individual has to do a job. Rather, this report explores a broader notion 6 
of competence that encompasses deeper aspects of wisdom, judgment and practice that enable 7 
physicians to assure patients, the public, and the profession that they provide safe, high quality care 8 
moment to moment over the course of a professional lifetime. 9 
 10 
FROM SELF-ASSESSMENT TO “INFORMED” SELF-ASSESSMENT 11 
 12 
Health care institutions and the medical profession as a whole take responsibility to regulate 13 
physicians through credentialing and privileging, routinely testing knowledge (maintenance of 14 
certification, requirements for continuing education, etc.) and, when needed, taking disciplinary 15 
action against physicians who fail to meet expectations for competent, professional practice. 16 
However, the better part of the responsibility to maintain competence rests with physicians’ 17 
“individual capacity, as clinicians, to self-assess [their] strengths, deficiencies, and learning needs 18 
to maintain a level of competence commensurate with [their] clinical roles” [11]. 19 
 20 
Self-assessment has thus become integral to many appraisal systems [5, 10, 12-16]. Yet clinicians 21 
and trainees tend to assess their peers’ performance more accurately than they do their own—for 22 
example, those who perform in the bottom quartile tend to over-estimate their abilities, while those 23 
in the top quartile tend to under-estimate themselves [5,12,13,17]. 24 
 25 
Self-assessment involves an interplay of factors that can be complicated by personal characteristics 26 
(e.g., gender, ethnicity, or cultural background); by lack of insight or ability to be self-observant in 27 
the moment; and by external factors, such as the purpose of self-assessment [12,18]. The published 28 
literature also indicates that interventions intended to enhance self-assessment may seek different 29 
goals—improving the accuracy of self-assessors’ perceptions of their learning needs, promoting 30 
appropriate change in learning activities, or improving clinical practice or patient outcomes [12]. 31 
 32 
Thus self-assessment tools alone are not sufficient measures of physicians’ ability to provide safe, 33 
high quality care. Feedback from third parties is essential [19]. However, physicians can be hesitant 34 
to seek feedback for fear of looking incompetent or exposing possible deficiencies or out of 35 
concern that soliciting feedback could adversely affect their relationships with those whom they 36 
approach [20]. They may also question the accuracy and credibility of the assessment process and 37 
the data it generates [21]. And they are not sure how to use information that is not congruent with 38 
their self-appraisals [20]. 39 
 40 
To be effective, feedback must be valued by those being assessed as well as by those offering 41 
assessment [14]. When there is tension between the stated goals of assessment and the implicit 42 
culture of the health care organization or institution, assessment programs can too readily devolve 43 
into an activity undertaken primarily to satisfy administrators that rarely improves patient care [20]. 44 
Feedback mechanisms should be appropriate to the skills being assessed—multi-source reviews 45 
(“360° reviews”), for example, are generally better suited to providing feedback on communication 46 
and interpersonal skills than on technical knowledge or skills—and easy for evaluators to 47 
understand and use [14]. High quality feedback will come from multiple sources; be specific and 48 
focus on key elements of the ability being assessed; address behaviors rather than personality or 49 
personal characteristics; and “provide both positive comments to reinforce good behavior and 50 
constructive comments with action items to address deficiencies” [22]. Beyond such formal 51 
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mechanisms, physicians should welcome and seek out informal input from colleagues. They should 1 
be willing to offer timely comments to colleagues as well. 2 
 3 
One study among physicians and trainees found that participants interpreted and responded to 4 
multiple types of information, such as cognitive and affective data, from both formal and informal 5 
sources [23]. Participants described “critically reflecting ‘in action,’ that is, during an activity or 6 
throughout the day”: 7 

 8 
I think we do a lot of it without thinking of it as reflection. We do it every day when we look at 9 
a patient’s chart. You look back and see the last visit, “What did I do, or should I have done 10 
something different?” I mean that’s reflection, but yet I wouldn’t have thought of that as self-11 
assessment or self-reflection, but we do it dozens of times a day [23]. 12 

 13 
EXPERTISE & EXPERT JUDGMENT 14 
 15 
On this broad understanding of competence, physicians’ thought processes are as important as their 16 
knowledge base or technical skills. Thus, understanding competence requires understanding 17 
something of the nature of expertise and processes of expert reasoning, themselves topics of 18 
ongoing exploration [24,25,26,27]. 19 
 20 
Expert judgment is the ability “to respond effectively in the moment to the limits of [one’s] 21 
automatic resources and to transition appropriately to a greater reliance on effortful processes when 22 
needed” [24], a practice described as “slowing down.” Knowing when to slow down and be 23 
reflective has been demonstrated to improve diagnostic accuracy and other outcomes [26]. To 24 
respond to the unexpected events that often arise in a clinical situation, the physician must 25 
“vigilantly monitor relevant environmental cues” and use these as signals to slow down, to 26 
transition into a more effortful state [25]. This can happen, for example, when a surgeon confronts 27 
an unexpected tumor or anatomical anomaly during a procedure. “Slowing down when you should” 28 
serves as a critical marker for intraoperative surgical judgment [24]. 29 
 30 
Influences on Clinical Reasoning 31 
 32 
Physicians’ skills of clinical reasoning develop through education, training, and experiences. Every 33 
physician arrives at a diagnosis and treatment plan for an individual in ways that may align with or 34 
differ from the analytical and investigative processes of their colleagues in innumerable ways. 35 
Nonetheless, all physicians are susceptible to certain common pitfalls in reasoning, notably relying 36 
unduly on heuristics and habits of perception, and succumbing to overconfidence. 37 
 38 
Physicians use time-saving cognitive short cuts (heuristics) to help identify and categorize relevant 39 
information. But such short cuts can also mislead physicians to miscategorize information based on 40 
seeming similarity or to place too much weight “on examples of things that come to mind easily 41 
[28]. Other common cognitive missteps can derail clinical reasoning as well, including 42 
misperceiving a coincidental relationship as a causal one, or the tendency to remember information 43 
transferred at the beginning or end of an exchange but not information transferred in the middle 44 
[28,29,30]. 45 
 46 
Like every other person, physicians can also find themselves prone to conscious or unconscious 47 
habits of perception or biases. They may allow unquestioned assumptions based on a patient’s race 48 
or ethnicity, gender, socioeconomic status, or health behavior, for example, to shape how they 49 
perceive the patient and how they engage with, evaluate, and treat the individual [31]. Physicians 50 
may fall victim to the tendency to seek out information that confirms established expectations or 51 
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dismiss contradicting information that does not fit into predetermined beliefs [28]. These often 1 
inadvertent thought processes can result in a physician pursuing an incorrect line of questioning or 2 
testing that then leads to a misdiagnosis or the wrong treatment. 3 
 4 
So too, despite their extensive training, physicians, like all people, are often poor at identifying the 5 
gaps in their knowledge [28,30]. They may consider their skills to be excellent, when, in fact, their 6 
peers have identified areas for improvement [30]. Overconfidence in one’s abilities can lead to 7 
suboptimal care for a patient, be it through mismanaging resources, failing to consider the advice of 8 
others, or not acknowledging one’s limits [28,30]. 9 
 10 
Physicians should be aware of the information they do and do not have and they acknowledge that 11 
many factors can and will influence their judgment. They should keep in mind the likelihood of 12 
diseases and conditions and take the time to distinguish information that is truly essential to sound 13 
clinical judgment from the wealth of possibly relevant information available about a patient. They 14 
should consider reasons their decisions may be wrong and seek alternatives, as well as seek to 15 
disprove rather than confirm their hypotheses [28]. And they should be sensitive to the ways in 16 
which assumptions may color their reasoning and not allow expectations to govern their 17 
interactions with patients. 18 
 19 
Shortcomings can be an opportunity for growth in medicine, as in any other field. By becoming 20 
aware of areas in which their skills are not at their strongest and seeking additional education or 21 
consulting with colleagues, physicians can enhance their practice and best serve their patients. 22 
 23 
FROM INFORMED SELF-ASSESSMENT TO SELF-AWARENESS 24 
 25 
Recognizing that many factors affect clinical reasoning and that self-assessment as traditionally 26 
conceived has significant shortcomings, several scholars have argued that a different understanding 27 
of self-assessment is needed, along with a different conceptualization of its role in a self-regulating 28 
profession [32]. Self-assessment, it is suggested, is a mechanism for identifying both one’s 29 
weaknesses and one’s strengths. One should be aware of one’s weaknesses in order to self-limit 30 
practice in areas in which one has limited competence, to help set appropriate learning goals, and to 31 
identify areas that “should be accepted as forever outside one’s scope of competent practice” [32]. 32 
Knowing one’s strengths, meanwhile, allows a physician both to “act with appropriate confidence” 33 
and to “set appropriately challenging learning goals” that push the boundaries of the physician’s 34 
knowledge [32]. 35 
 36 
If self-assessment is to fulfill these functions, physicians need to reflect on past performance to 37 
evaluate not only their general abilities but also specific completed performances. At the same 38 
time, they must use self-assessment predictively to assess how likely they are to be able to manage 39 
new challenges and new situations. More important, physicians should understand self-assessment 40 
as an ongoing process of monitoring tasks during performance [3]. The ability to monitor oneself in 41 
the moment is critical to physicians’ ethical responsibility to practice safely, at the top of their 42 
expertise but not beyond it. 43 
 44 
Self-awareness, in the form of attentive self-observation, alerts physicians when they need to direct 45 
additional cognitive resources to the immediate task. For example, among surgeons, knowing when 46 
to “slow down” during a procedure is critical to competent professional performance, whether that 47 
means actually stopping the procedure, withdrawing attention from the surrounding environment to 48 
focus more intently on the task at hand, or removing distractions from the operating environment 49 
[25]. 50 
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Physicians should also be sensitive to the ways that interruptions and distractions, which are 1 
common in health care settings, can affect competence in the moment [34,35], by disrupting 2 
memory processes, particularly the “prospective memory”—i.e., “a memory performance in which 3 
a person must recall an intention or plan in the future without an agent telling them to do so”—4 
important for resuming interrupted tasks [35,36]. Systems-level interventions have been shown to 5 
help reduce the number or type of interruptions and distractions and mitigate their impact on 6 
medical errors [37]. 7 
 8 
A key aspect of competence is demonstrating situation-specific awareness in the moment of being 9 
at the boundaries of one’s knowledge and responding accordingly [33]. Slowing down, looking 10 
things up, consulting a colleague, or deferring from taking on a case can all be appropriate 11 
responses when physicians’ self-awareness tells them they are at the limits of their abilities. The 12 
capacity for ongoing, attentive self-observation, for “mindful” practice, is an essential marker of 13 
competence broadly understood: 14 
 15 

Safe practice in a health professional’s day-to-day performance requires an awareness of when 16 
one lacks the specific knowledge or skill to make a good decision regarding a particular patient 17 
. . . . This decision making in context is importantly different from being able to accurately rate 18 
one’s own strengths and weaknesses in an acontextual manner. . . . Safe practice requires that 19 
self-assessment be conceptualized as repeatedly enacted, situationally relevant assessments of 20 
self-efficacy and ongoing ‘reflection-in-practice,’ addressing emergent problems and 21 
continuously monitoring one’s ability to effectively solve the current problem [32]. 22 

 23 
Self-aware physicians discern when they are no longer comfortable handling a particular type of 24 
case and know when they need to obtain more information or need additional resources to 25 
supplement their own skills [32]. Self-aware physicians are also alert to how external stressors—26 
the death of a loved one or other family crisis, or the reorganization of their practice, for example—27 
may be affecting their ability to provide care appropriately at a given time. They recognize when 28 
they should ask themselves whether they should postpone care, arrange to have a colleague provide 29 
care, or otherwise find ways to protect the patient’s well-being. 30 
 31 
Physicians’ ability to be sufficiently self-aware to practice safely can be compromised by illness, of 32 
course. In some circumstances, self-awareness may be impaired to the point that individuals are not 33 
aware of, or deny, their own health status and the adverse effects it can or is having on their 34 
practice. In such circumstances, individuals must rely on others—their personal physician, 35 
colleagues, family, social acquaintances, or even patients—to help them recognize and address the 36 
situation. Physicians have a responsibility to one another and to patients to promote health within 37 
the physician community, a responsibility that extends to intervening when a colleague’s ability to 38 
practice safely is compromised [E-9.3.2]. Physicians who are unable to recognize that they are 39 
impaired due to cognitive disability or other illness are not necessarily blameworthy or unethical, 40 
unless they decline to address their condition and modify their practice once others have drawn 41 
attention to their inability to continue practicing medicine safely. 42 
 43 
MAINTAINING COMPETENCE ACROSS A PRACTICE LIFETIME 44 
 45 
For physicians, the ideal is not simply to be “good” practitioners, but to excel throughout their 46 
professional careers. This ideal holds not just over the course of a sustained clinical practice, but 47 
equally when physicians re-enter practice after a hiatus, transition from active patient care to roles 48 
as educators or administrators, or take on other functions in health care. Self-assessment and self-49 
awareness are central to achieving that goal. 50 
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A variety of strategies is available to physicians to support effective self-assessment and help them 1 
cultivate the kind of self-awareness that enables them to “know when to slow down” in day-to-day 2 
practice. One such strategy might be to create a portfolio of materials for reflection in the form of 3 
written descriptions, audio or video recording, or photos of encounters with patients that can 4 
provide evidence of learning, achievement and accomplishment [16] or of opportunities to improve 5 
practice. A strength of portfolios as a tool for assessing one’s practice is that, unlike standardized 6 
examinations, they are drawn from one’s actual work and require self-reflection [15]. 7 
 8 
As noted above, to be effective, self-assessment must be joined with input from others. Well-9 
designed multi-source feedback can be useful in this regard, particularly for providing information 10 
about interpersonal behaviors [14]. Research has shown that a four-domain tool with a simple 11 
response that elicits feedback about how well one maintains trust and professional relationships 12 
with patients, one’s communication and teamwork skills, and accessibility offers a valid, reliable 13 
tool that can have practical value in helping to correct poor behavior and, just as important, 14 
consolidate good behavior [14]. Informal arrangements among colleagues to provide thoughtful 15 
feedback will not have the rigor of a validated tool but can accomplish similar ends. 16 
 17 
Reflective practice, that is, the habit of using critical reflection to learn from experience, is 18 
essential to developing and maintaining competence across a physician’s practice lifetime [38]. It 19 
enables physicians to “integrate personal beliefs, attitudes, and values in the context of professional 20 
culture,” and to bridge new and existing knowledge. Studies suggest that reflective thinking can be 21 
assessed, and that it can be developed, but also that the habit can be lost over time with increasing 22 
years in practice [38]. 23 
 24 
“Mindful practice”—being fully present in everyday experience and aware of one’s own mental 25 
processes (including those that cloud decision making) [39]—sustains the attitudes and skills that 26 
are central to self-awareness. Medical training, with its fatigue, dogmatism, and emphasis on 27 
behavior over consciousness, erects barriers to mindful practice, while an individual’s unexamined 28 
negative emotions, failure of imagination, and literal-mindedness can do likewise. Physicians can 29 
cultivate mindfulness in myriad ways; e.g., through meditation, keeping a journal, reviewing videos 30 
of encounters with patients, or seeking insight from critical incident reports [39]. 31 
 32 
“Exemplary physicians,” one scholar notes, “seem to have a capacity for self-critical reflection that 33 
pervades all aspects of practice, including being present with the patient, solving problems, 34 
eliciting and transmitting information, making evidence-based decisions, performing technical 35 
skills, and defining their own values” [39]. 36 
 37 
RECOMMENDATION 38 
 39 
Based on the foregoing analysis, the Council on Ethical and Judicial Affairs recommends that the 40 
following be adopted and the remainder of this report be filed: 41 
 42 

The expectation that physicians will provide competent care is central to medicine. It 43 
undergirds professional autonomy and the privilege of self-regulation granted by society. To 44 
this end, medical schools, residency and fellowship programs, specialty boards, and other 45 
health care organizations regularly assess physicians’ technical knowledge and skills. 46 
 47 
However, as an ethical responsibility competence encompasses more than medical knowledge 48 
and skill. It requires physicians to understand that as a practical matter in the care of actual 49 
patients, competence is fluid and dependent on context. Each phase of a medical career, from 50 
medical school through retirement, carries its own implications for what a physician should 51 
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know and be able to do to practice safely and to maintain effective relationships with patients 1 
and with colleagues. Physicians at all stages of their professional lives need to be able to 2 
recognize when they are and when they are not able to provide appropriate care for the patient 3 
in front of them or the patients in their practice as a whole. 4 
 5 
To fulfill the ethical responsibility of competence, individual physicians and physicians in 6 
training should strive to: 7 
 8 
(a) Cultivate continuous self-awareness and self-observation. 9 

 10 
(b) Recognize that different points of transition in professional life can make different 11 

demands on competence. 12 
 13 
(c) Take advantage of well-designed tools for self-assessment appropriate to their practice 14 

settings and patient populations. 15 
 16 
(d) Seek feedback from peers and others. 17 
 18 
(e) Be attentive to environmental and other factors that may compromise their ability to bring 19 

appropriate skills to the care of individual patients and act in the patient’s best interest. 20 
 21 
(f) Maintain their own health, in collaboration with a personal physician, in keeping with 22 

ethics guidance on physician health and wellness. 23 
 24 
(g) Intervene in a timely, appropriate, and compassionate manner when a colleague’s ability to 25 

practice safely is compromised by impairment, in keeping with ethics guidance on 26 
physician responsibilities to impaired colleagues. 27 
 28 

Medicine as a profession should continue to refine mechanisms for assessing knowledge and 29 
skill and should develop meaningful opportunities for physicians and physicians in training to 30 
hone their ability to be self-reflective and attentive in the moment. 31 
 

(New HOD/CEJA Policy) 
 
Fiscal Note: Less than $500.  
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Policy D-65.991, “Discrimination against Physicians by Patients,” directs the American Medical 1 
Association (AMA) to study “(1) the prevalence, reasons for, and impact of physician, 2 
resident/fellow and medical student reassignment based upon patients’ requests; (2) hospitals’ and 3 
other health care systems’ policies or procedures for handling patient bias; and (3) the legal, 4 
ethical, and practical implications of accommodating or refusing such reassignment requests.” 5 
 6 
The following analysis by the Council on Ethical and Judicial Affairs (CEJA) examines ethics 7 
concerns in this area and offers guidance for physicians when they encounter patients who refuse or 8 
demand care based on the physician’s perceived personal, rather than professional, characteristics. 9 
 10 
REASONS MATTER: DISTINGUISHING PREFERENCE FROM PREJUDICE 11 
 12 
It is not known just how often patients discriminate against or sexually harass physicians (and other 13 
health care personnel) as data are not systematically collected or publicly reported. However, a 14 
growing number of studies and an expanding body of anecdotal reports suggest that such behavior 15 
is pervasive in health U.S. care [e.g., 1–7]. In the words of one analyst discrimination by patients is 16 
medicine’s “open secret” [4]. 17 
 18 
A survey conducted jointly by Medscape and WebMD in 2017 found that 59% of respondents 19 
overall heard an offensive remark from a patient about the physician’s personal characteristic, 20 
including comments about the physician’s weight and political views in addition to comments 21 
about age, ethnicity or national origin, gender, race, and sexual orientation [8]. Emergency 22 
physicians were significantly more likely to report having experienced bias (83%) than primary 23 
care physicians (62%) or specialists (59%). Among respondents, more African American (70%), 24 
Asian (69%), and Hispanic (63%) physicians reported hearing biased comments compared to white 25 
physicians (55%). The same survey found that male and female physicians experience bias 26 
differently, notably in terms of the physician characteristics targeted. For example, female 27 
respondents reported experiencing bias more often on the basis of their gender or age than male 28 
physicians (41% versus 6% and 36% versus 23%, respectively), while male physicians experienced 29 
bias based on their ethnicity or religion somewhat more often than their female colleagues (24% 30 
versus 20% and 15% versus 8%, respectively).  31 

 
*Reports of the Council on Ethical and Judicial Affairs are assigned to the Reference Committee on 
Amendments to Constitution and Bylaws. They may be adopted, not adopted, or referred. A report may not 
be amended, except to clarify the meaning of the report and only with the concurrence of the Council. 
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A variety of factors can drive patient behavior that is disrespectful, derogatory, or prejudiced, 1 
including mental illness or incapacity or individual life experience, as well as personal beliefs and 2 
bias. Different drivers carry different implications for whether, or to what degree, patients can 3 
reasonably be held responsible for their problematic behavior. It would not be appropriate to hold 4 
patients responsible or blameworthy for statements or actions that are not the product of rational 5 
thought in the moment [9]. Thus, physicians’ first response to problematic behavior should to 6 
explore the reasons underlying the behavior so that they can identify, appreciate, and address 7 
potentially treatable conditions. Behavior that outright threatens the safety of health care personnel 8 
or other patients calls for prompt action to de-escalate the situation or remove the threat [e.g., 10, 9 
11]. 10 
 11 
Lingering systemic racism and health disparities in the United States shape the experience of both 12 
patients and health care professionals, especially those from nondominant communities [1, 3, 12]. 13 
Against this background, patients’ reasons for refusing care by a specific physician or requesting a 14 
different physician cover a “spectrum of justifiability” [13]. 15 
 16 
Requests not to be treated by a specific physician may reflect fears or concerns about care that are 17 
rooted in systemic discrimination against members of the patient’s community or traumatic 18 
experiences in a patient’s personal history [4, 9, 13]. Requests for a physician concordant in 19 
ethnicity, religion, or gender may reflect cultural preferences or traditions, for example, a Muslim 20 
woman’s preference to receive care from a female physician. Such requests may also reflect 21 
patients’ experience, or reasonable expectation, that they will be better understood by a physician 22 
“like them.” Evidence suggests that at least for some patients, racial/ethnic or cultural concordance 23 
between patient and physician supports more effective communication, enhances satisfaction, and 24 
may have clinical benefit [4]. In these situations, it is appropriate to respect patient concerns and 25 
preferences, when doing so is clinically feasible. 26 
 27 
Requests for an alternative physician based solely on prejudice against personal characteristics of 28 
the physician, however, are not justifiable and need not—perhaps should not—be accommodated 29 
[4, 9, 13]. Requests based on a physician’s (actual or perceived) race/ethnicity, national origin, 30 
creed, gender identity, sexual orientation, disability, or other personal characteristic are ethically 31 
objectionable. 32 
 33 
For physicians and health care institutions faced with patients’ strongly held views about who 34 
should provide care, then, a central task is distinguishing when a patient’s stated preference rests on 35 
ethically acceptable reasons and when it reflects unacceptable bias or prejudice. When, that is, will 36 
accommodation serve important patient interests and when will it reinforce problematic stereotypes 37 
and, in effect if not intent, condone bigotry [2, 9]? 38 
 39 
PROTECTING INTERESTS, MINIMIZING HARMS 40 
 41 
Patient refusals of care or demands for alternative caregivers challenge physicians, and the 42 
institutions in which they work, to protect both the interests of patients and those of physicians. In 43 
such situations, physicians’ professional obligations to promote patient well-being, respect patients 44 
as moral agents and autonomous decision makers, and fulfill the duty to treat without 45 
discrimination come into tension in potentially novel ways. Nor do these responsibilities align with 46 
physicians’ own interests in upholding professional autonomy and themselves being free from 47 
discrimination. There are potential harms to both parties whether the physician/institution 48 
accommodates bigoted requests and removes the caregiver or requires patient and physician to 49 
engage one another in a troubled relationship.  50 
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Physicians’ fiduciary obligations are fundamental. Physicians are expected to promote patients’ 1 
interest and well-being without regard to individuals’ personal characteristics or behavior, up to 2 
and including providing care to individuals whose behavior may be morally repugnant [13, 14]. 3 
But whether continuing to provide care or allowing oneself to be withdrawn from a case better 4 
fulfills that fiduciary obligation is only intelligible in the individual case. So too are interpretations 5 
of how a physician is to respect the autonomy of a patient who asserts moral agency in the form of 6 
prejudice, and what the duty to care entails when the recipient behaves in a way that, arguably, is 7 
not morally worthy or acceptable. Reaching sound determinations in these matters cannot be done 8 
by rote; instead, as one commentator observed, doing so calls for “nuanced ethical judgment” [13]. 9 
 10 
The American Medical Association Code of Medical Ethics enjoins physicians to provide 11 
“competent medical care, with compassion and respect for human dignity and rights” [15]. It also 12 
acknowledges that, except in emergencies, physicians shall be “free to choose whom to serve” [16]. 13 
 14 
The Code further delineates the conditions under which a physician may decline to accept a new 15 
patient (or provide a specific service to an existing patient [17]. These include when the care 16 
requested is outside the physician’s competence or scope of practice; when the physician lacks the 17 
resources to provide safe, competent, respectful care for the individual; and when meeting this 18 
patient’s medically needs seriously compromises the physician’s ability to provide the care needed 19 
by other patients. Importantly, guidance acknowledges that, except in emergencies, a physician 20 
may decline to provide care when the patient “is abusive or threatens the physician, staff, or other 21 
patients” [17]. At the same time, the Code provides that physicians may terminate a relationship 22 
with a patient who “uses derogatory language or acts in a prejudicial manner only if the patient will 23 
not modify the behavior,” in which case the physician should arrange to transfer the patient’s care 24 
[emphasis added] [18]. 25 
 26 
One approach to determining the ethically appropriate response to prejudiced behavior by patients 27 
is to explore the harms—to patients, to physicians and other health care professionals, and to health 28 
care institutions and even the wider community—that can result from different possible responses. 29 
Who, that is, is harmed by a given response, and in what way? 30 
 31 
Thwarting the requests of seemingly bigoted patients for alternative caregivers exposes patients to 32 
possible delays in care and poorer health outcomes, should they choose to leave the facility (with or 33 
without assistance from the institution). If they do not, or cannot leave, patients are subjected to the 34 
experience of receiving medical care from a physician against whom they are biased. 35 
Distinguishing between a preference for a different physician and a demand for one is important in 36 
thinking about the nature and degree of harm the patient may experience. A preference is “an 37 
expression of an inclination that may be gratified or not”; a demand is “more of an ultimatum, in 38 
which failure to meet its indicia may be met not only with disappointment but also anger and 39 
resentment” [9]. Further, it is important to determine why the patient is making the 40 
request/demand, which may have a clinical source, such as delirium, dementia, or psychosis [4, 41 
13], that is outside the patient’s control, as opposed to being a stance the patient has voluntarily 42 
adopted. And as noted previously, requests/demands may also reflect life experiences that color a 43 
patient’s response to caregivers for which accommodation may be appropriate. 44 
 45 
For physicians and other caregivers, acceding to bigoted demands can send powerful, but 46 
unintended and potentially hurtful messages—that minority or female physicians are “not as good” 47 
as white male physicians or that patient satisfaction scores are more important to the institution 48 
than promoting a safe and ethical working environment [1, 19]. Accommodating bigotry can make 49 
institutions complicit in discrimination [19], in the process tacitly condoning or reinforcing an 50 



CEJA Rep. 2-I-19 -- page 4 of 8 

institutional culture that routinely subjects minority physicians to “barrages of microaggressions 1 
and biases” or expects them to serve as “race/ethnicity ambassadors” [1]. 2 
 3 
Institutions that fail to support staff in the face of prejudice convey that complying with patient 4 
demands “is more important than respecting the dignity of both their staff members and the 5 
majority of patients, who do not hold such repugnant views (or at least do not openly act on them)” 6 
[9]. Institutions, some argue, “have a duty to present a moral face to their community by refusing to 7 
honor bigoted or prejudicial requests or demands as a matter of course, up to and including 8 
declining to care for such patients (except in emergency situations)” [9, cp. 20]. 9 
 10 
Regardless of how their institutions respond, for many minority health care professionals, 11 
interactions with prejudiced patients are painful and degrading and contributed to moral distress 12 
and burnout [4]. Requiring physicians to provide care when a patient has openly expressed bias is 13 
not ethically tenable. As one physician described his own experience of ultimately declining to 14 
work with a particular patient, “After years of feeling that my race was a nonissue, I was subjected 15 
to the same kind of hurtful name-calling that I faced in childhood. Even as self-loathing for not 16 
having thicker skin began to creep in, I decided that, on this occasion, my feelings would count” 17 
[21]. Absent unique situations, institutions should allow physicians to control the decision about 18 
whether they will continue to provide care [19]. Some have argued that institutions have a 19 
responsibility to monitor such encounters and their effects on an ongoing basis “with the goal of 20 
supporting staff and improving the handling of these situations” [4]. 21 
 22 
Whether patient prejudice against physicians adversely affects quality of care has not been well 23 
studied. One experimental study among family practice physicians in the Netherlands concluded 24 
that “disruptive behaviours displayed by patients seem to induce doctors to make diagnostic errors” 25 
[22]. A companion study attributed this to the fact that the “mental resources” devoted to dealing 26 
with patient behavior interfered with “adequate processing of clinical findings” [23]. Evidence does 27 
indicate that physician “burnout” can adversely affect patient outcomes [e.g., 24–26]. To the extent 28 
that being the target of patient prejudice contributes to the emotional exhaustion, sense of 29 
depersonalization, and sense of low personal accomplishment characteristic of burnout, it is 30 
reasonable to expect biased behavior to be associated with lower quality of care, particularly if 31 
targeted physicians feel they do not have the support of their colleagues or institutions when bias 32 
occurs [1, 21, 27, 28]. 33 
 34 
LAW AND POLICY 35 
 36 
Legally, at the federal level how a health care institution responds to prejudiced behavior by 37 
patients falls within the scope of the Emergency Medical Treatment and Active Labor Act 38 
(EMTALA) and by anti-discrimination law in Title VII of the Civil Rights Act of 1965 (CRA). 39 
When patients make requests based on the physician’s race, hospitals are in the position of having 40 
to meet EMTALA requirements while respecting physicians’ employment rights [4]. Hospitals can 41 
“inform patients of their right to seek care elsewhere and their responsibility to refrain from hateful 42 
speech,” but their ability “to remove physicians in response to race-based requests is 43 
circumscribed” [4]. Although physicians have not sued under CRA [4], in a case that ultimately 44 
settled, an African-American nurse in Michigan sued her employer when she was barred from 45 
caring for a white baby at the request of the child’s father, a white supremacist [29]. 46 
 47 
At present, relatively few institutions have formal policy or procedures for dealing with incidents 48 
of patient prejudice, although an increasing number broadly enjoin patients to behave in a 49 
respectful manner under policies delineating patient rights and responsibilities and indicate that 50 
misconduct will not be tolerated [e.g., 30, 31]. Two notable exceptions are Toronto’s University 51 
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Health Network (UHN) and Mayo Clinic, both of which explicitly seek to balance the interests of 1 
patients and health care personnel. 2 
 3 
UHN’s Caregiver Preference Guidelines focus on three key questions: whether the preference for 4 
an alternative caregiver appears to discriminate against the health care professional on the basis of 5 
race, ancestry or other characteristic as provided in the Ontario Human Rights Code; whether the 6 
request is clinically feasible and/or indicated to a reasonable degree; and whether the caregiver 7 
wishes to excuse themselves from caring for the patient [27]. Mayo’s recently adopted policy 8 
directs staff to step in when they observe behavior that is not in keeping with Mayo Clinic values; 9 
address the behavior with the patient, focusing the conversation on Mayo’s published values; 10 
explain the institution’s expectations and set boundaries with the individual; and report the incident 11 
to supervisors and document it via a patient misconduct form [27]. 12 
 13 
RECOMMENDATION 14 
 15 
In light of the foregoing analysis, the Council on Ethical and Judicial Affairs recommends that 16 
Policy D-65.991, “Discrimination against Physicians by Patients,” be rescinded; Opinion 1.2.2, 17 
“Disruptive Behavior by Patients,” be amended by addition and deletion as follows; and the 18 
remainder of this report be filed: 19 
 20 

The relationship between patients and physicians is based on trust and should serve to promote 21 
patients’ well-being while respecting their the dignity and rights of both patients and 22 
physicians. 23 
 24 
Disrespectful, or derogatory, or prejudiced, language or conduct, or prejudiced requests for 25 
accommodation of personal preferences on the part of either physicians or patients can 26 
undermine trust and compromise the integrity of the patient-physician relationship. It can make 27 
members of targeted groups reluctant to seek or provide care, and create an environment that 28 
strains relationships among patients, physicians, and the health care team. 29 
 30 
Trust can be established and maintained only when there is mutual respect. Therefore, in their 31 
interactions with patients, physicians should: 32 
 33 
(a) Recognize that disrespectful, derogatory, or prejudiced language or conduct can cause 34 

psychological harm to those they target who are targeted. 35 
 36 
(b) Always treat patients with compassion and respect. 37 
 38 
(c) Explore the reasons for which a patient behaves in disrespectful, derogatory, or prejudiced 39 

ways. Physicians should identify, appreciate, and address potentially treatable clinical 40 
conditions or personal experiences that influence patient behavior. Regardless of cause, 41 
when a patient’s behavior threatens the safety of health care personnel or other patients, 42 
steps should be taken to de-escalate or remove the threat. 43 

 44 
(d) In general, decline to accommodate patient requests for an alternative physician when the 45 

request is solely the product of prejudice against the physician’s personal characteristics. 46 
 47 
(e) Consider accommodating a patient’s request for an alternative physician when the request 48 

derives from the patient’s adverse personal experience, doing so would promote effective 49 
care, and another appropriately qualified physician is available to provide the needed care.  50 
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(f) In emergency situations, patients who persist in opposing treatment from the physician 1 
assigned may be helped to seek care from other sources. When transfer is not feasible, 2 
patients should be informed that care will be provided by appropriately qualified staff 3 
independent of the patient’s expressed preference. 4 

 5 
(cg) Terminate the patient-physician relationship with a patient who uses derogatory language 6 

or acts in a prejudiced manner whose volitional behavior is disrespectful, derogatory, or 7 
prejudiced only if the patient will not modify the conduct. In such cases, the physician 8 
should arrange to transfer the patient’s care when that is feasible. 9 

 10 
Physicians, especially those in leadership roles, should encourage the institutions with which 11 
they are affiliated to: 12 
 13 
(h) Be mindful of the messages the institution conveys within and outside its walls by how it 14 

responds to prejudiced behavior by patients. 15 
 16 
(i) Promote a safe and respectful working environment and formally set clear expectations for 17 

how disrespectful, derogatory, or prejudiced behavior by patients will be managed. 18 
 19 
(j) Clearly and openly support physicians, trainees, and facility personnel who experience 20 

prejudiced behavior and discrimination by patients. 21 
 22 
(k) Collect data regarding incidents of discrimination by patients and their effects on 23 

physicians and facility personnel on an ongoing basis and seek to improve how incidents 24 
are addressed to better meet the needs of patients, physicians, other facility personnel, and 25 
the community. 26 

 27 
(Modify HOD/CEJA Policy) 28 
 
Fiscal Note: Less than $500  
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Whereas, Nearly 10 million US adults live with serious mental illness, defined as a mental 1 
illness that “result[s] in serious functional impairment” and “interferes with one or more major life 2 
activities”1-2; and 3 
 4 
Whereas, A survey of 213 patients who previously received coercive psychiatric treatment found 5 
that they would like to engage in advance planning to determine their preferences for future care 6 
during psychiatric crises3; and 7 
 8 
Whereas, A psychiatric advance directive is a legal document written by a competent individual 9 
with a mental illness, specifying their treatment preferences and/or granting their medical power 10 
of attorney to a surrogate during a future psychiatric crisis that impairs the individual’s capacity4-6; 11 
and 12 
 13 
Whereas, A psychiatric advance directive differs from generic advance directives due to the 14 
unique nature of psychiatric illness and treatment5-7; and 15 
 16 
Whereas, While most states enable psychiatric advance directive creation under broader 17 
advance directive statues, only 25 states have legislation pertaining specifically to the use of 18 
psychiatric advance directives4-6; and 19 
 20 
Whereas, In Nevada and New Hampshire, while a patient may designate an agent to make 21 
healthcare decisions for them should they become incompetent, they may only specify in writing 22 
advance instructions on non-psychiatric life-sustaining care4-6; and 23 
 24 
Whereas, The Patient Self-Determination Act of 1990 states that Medicare and Medicaid 25 
patients should be advised on opportunities to specify treatment preferences prior to the loss of 26 
decision-making capacity when possible8; and  27 
 28 
Whereas, The Centers for Medicare & Medicaid Services Inpatient Psychiatric Facility Quality 29 
Reporting Program Manual specifies that a “patient should be allowed the opportunity to appoint 30 
a surrogate decision maker or complete non-psychiatric and psychiatric advance directives”9; 31 
and 32 
 33 
Whereas, The use of psychiatric advance directives can help improve patient autonomy, 34 
treatment adherence, and the physician-patient relationship and reduce the need for coercive 35 
interventions such as involuntary commitment, seclusion, restraints, police transport, and 36 
involuntary medications10-12; and37 
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Whereas, In the first 6 months following psychiatric advance directive completion, 6.5 percent of 1 
patients experienced a coherence crisis intervention compared to 19.7 percent of non-2 
completers10; and 3 
 4 
Whereas, Patients with serious mental illness who participated in a facilitated psychiatric 5 
advance directive completion session were 1.57 times more likely to experience an increase in 6 
working alliance between themselves and clinicians after 1 month compared to patients who did 7 
not experience the session11; and    8 
 9 
Whereas, Psychiatric advance directive completers were 7.8 times more likely to be adherent to 10 
their psychiatric mediation after 1 year compared to non-completers12; and  11 
 12 
Whereas, In the largest study of psychiatric advance directive usage to date, in over 1,000 13 
patients with mental illness, only 7 percent of respondents had completed a psychiatric AD or 14 
designated a surrogate for future psychiatric crises, while 68 percent of respondents expressed 15 
interest in completing one13; and 16 
 17 
Whereas, A survey of over 400 psychiatrists and psychologists showed that only 37 percent of 18 
respondents demonstrated sufficient legal knowledge regarding psychiatric advance 19 
directives14; and 20 
 21 
Whereas, The use of facilitated psychiatric advance directive, an intervention in which a 22 
psychiatric advance directive is completed by a patient with the assistance of a trained 23 
individual, can reduce most barriers to psychiatric advance directive completion10,15; and 24 
 25 
Whereas, Low usage of psychiatric advance directive has led several states and organizations 26 
to take steps to increase awareness and utilization of psychiatric advance directives, such as 27 
establishing psychiatric advance directive completion clinics16-19; and 28 
 29 
Whereas, Existing AMA policy “encourage[es] the use of advance directives and health care 30 
powers of attorney” (H-140.845, Encouraging the Use of Advance Directives and Health Care 31 
Powers of Attorney), “educating physicians about advance care planning” (H-85.956, Educating 32 
Physicians About Advance Care Planning), and “promotes awareness and understanding of” 33 
advance care planning in the unique situation of pregnancy (H-85.952, Advance Directives 34 
During Pregnancy); and 35 
 36 
Whereas, Similar to pregnant women, individuals with serious mental illness constitute a special 37 
population with unique considerations that warrants additional attention in the area of advance 38 
directive usage3-6; therefore be it 39 
 40 
RESOLVED, That our American Medical Association support efforts to increase awareness and 41 
appropriate utilization of psychiatric advance directives. (New HOD Policy) 42 
 
Fiscal note: Minimal - less than $1,000  
 
Received: 08/28/19 
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RELEVANT AMA POLICY 
 
Encouraging the Use of Advance Directives and Health Care Powers of Attorney H-140.845 
Our AMA will: (1) encourage health care providers to discuss with and educate young adults about the 
establishment of advance directives and the appointment of health care proxies; (2) encourage nursing 
homes to discuss with resident patients or their health care surrogates/decision maker as appropriate, a 
care plan including advance directives, and to have on file such care plans including advance directives; 
and that when a nursing home resident patient's advance directive is on file with the nursing home, that 
advance directive shall accompany the resident patient upon transfer to another facility; (3) encourage all 
physicians and their families to complete a Durable Power of Attorney for Health Care (DPAHC) and an 
Advance Directive (AD); (4) encourage all medical schools to educate medical students and residents 
about the importance of having a DPAHC/AD before becoming severely ill and encourage them to fill out 
their own DPAHC/AD; (5) along with other state and specialty societies, work with any state that has 
technical problems with their DPAHC/AD to correct those problems; (6) encourage every state medical 
association and their member physicians to make information about Living Wills and health care powers 
of attorney continuously available in patient reception areas; (7) (a) communicate with key health 
insurance organizations, both private and public, and their institutional members to include information 
regarding advance directives and related forms and (b) recommend to state Departments of Motor 
Vehicles the distribution of information about advance directives to individuals obtaining or renewing a 
driver's license; (8) work with Congress and the Department of Health and Human Services to (a) make it 
a national public health priority to educate the public as to the importance of having a DPAHC/AD and to 
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encourage patients to work with their physicians to complete a DPAHC/AD and (b) to develop incentives 
to individuals who prepare advance directives consistent with our current AMA policies and legislative 
priorities on advance directives; (9) work with the Centers for Medicare and Medicaid Services to use the 
Medicare enrollment process as an opportunity for patients to receive information about advance health 
care directives; (10) continue to seek other strategies to help physicians encourage all their patients to 
complete their DPAHC/AD; and (11) advocate for the implementation of secure electronic advance health 
care directives. Citation: CCB/CLRPD Rep. 3, A-14; Reaffirmed: BOT Rep. 9, I-15; Reaffirmed: Res. 517, 
A-16; Reaffirmed: BOT Rep. 05, I-16; Reaffirmed in lieu of: Res. 121, A-17 
 
Educating Physicians About Advance Care Planning H-85.956 
Our AMA: (1) will continue efforts to better educate physicians in the skills necessary to increase the 
prevalence and quality of meaningful advance care planning, including the use of advance directives, and 
to improve recognition of and adherence to a patient's advance care decisions; (2) supports development 
of materials to educate physicians about the requirements and implications of the Patient Self-
Determination Act, and supports the development of materials (including, but not necessarily limited to, 
fact sheets and/or brochures) which physicians can use to educate their patients about advance 
directives and requirements of the Patient Self-Determination Act; (3) encourages residency training 
programs, regardless of or in addition to current specialty specific ACGME requirements, to promote and 
develop a high level of knowledge of and ethical standards for the use of such documents as living wills, 
durable powers of attorney for health care, and ordering DNR status, which should include medical, legal, 
and ethical principles guiding such physician decisions. This knowledge should include aspects of 
medical case management in which decisions are made to limit the duration and intensity of treatment; 
(4) will work with medical schools, graduate medical education programs and other interested groups to 
increase the awareness and the creation of personal advance directives for all medical students and 
physicians; and (5) encourages development of a model educational module for the teaching of advance 
directives and advance care planning.  
Citation: CCB/CLRPD Rep. 3, A-14; Appended: Res. 307, A-14; Reaffirmed: BOT Rep. 05, I-16; 
Reaffirmed in lieu of: Res. 121, A-17 
 
Advance Directives During Pregnancy H-85.952 
1. Our AMA vigorously affirms the patient-physician relationship as the appropriate locus of decision 
making and the independence and integrity of that relationship.  
2. Our AMA will promote awareness and understanding of the ethical responsibilities of physicians with 
respect to advance care planning, the use of advance directives, and surrogate decision making, 
regardless of gender or pregnancy status, set out in the Code of Medical Ethics.  
3. Our AMA recognizes that there may be extenuating circumstances which may benefit from institutional 
ethics committee review, or review by another body where appropriate.  
4. The Council on Ethical and Judicial Affairs will consider examining the issue of advance directives in 
pregnancy through an informational report.  
Citation: (BOT Rep. 9, I-15) 
 
Maintaining Mental Health Services by States H-345.975 
Our AMA:  
1. supports maintaining essential mental health services at the state level, to include maintaining state 
inpatient and outpatient mental hospitals, community mental health centers, addiction treatment centers, 
and other state-supported psychiatric services;  
2. supports state responsibility to develop programs that rapidly identify and refer individuals with 
significant mental illness for treatment, to avoid repeated psychiatric hospitalizations and repeated 
interactions with the law, primarily as a result of untreated mental conditions; 
3. supports increased funding for state Mobile Crisis Teams to locate and treat homeless individuals with 
mental illness; 
4. supports enforcement of the Mental Health Parity Act at the federal and state level; and  
5. will take these resolves into consideration when developing policy on essential benefit services.  
Citation: (Res. 116, A-12; Reaffirmation A-15) 
 
E-5.1 Advance Care Planning 
The process of advance care planning is widely recognized as a way to support patient self- 
determination, facilitate decision making, and promote better care at the end of life. Although often 
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thought of primarily for terminally ill patients or those with chronic medical conditions, advance care 
planning is valuable for everyone, regardless of age or current health status. Planning in advance for 
decisions about care in the event of a life-threatening illness or injury gives individuals the opportunity to 
reflect on and express the values they want to have govern their care, to articulate the factors that are 
important to them for quality of life, and to make clear any preferences they have with respect to specific 
interventions. Importantly, these discussions also give individuals the opportunity to identify who they 
would want to make decisions for them should they not have decision-making capacity.  

Proactively discussing with patients what they would or would not want if recovery from illness or injury is 
improbable also gives physicians opportunity to address patients’ concerns and expectations and clarify 
misunderstandings individuals may have about specific medical conditions or interventions. Encouraging 
patients to share their views with their families or other intimates and record them in advance directives, 
and to name a surrogate decision maker, helps to ensure that patients’ own values, goals, and 
preferences will inform care decisions even when they cannot speak for themselves. 

Physicians must recognize, however that patients and families approach decision making in many 
different ways, informed by culture, faith traditions, and life experience, and should be sensitive to each 
patient’s individual situations and preferences when broaching discussion of planning for care at the end 
of life.  

Physicians should routinely engage their patients in advance care planning in keeping with the following 
guidelines: 

(a) Regularly encourage all patients, regardless of age or health status, to: 

(i) think about their values and perspectives on quality of life and articulate what goals they would have 
for care if they faced a life-threatening illness or injury, including any preferences they may have about 
specific medical interventions (such as pain management, medically administered nutrition and hydration, 
mechanical ventilation, use of antibiotics, dialysis, or cardiopulmonary resuscitation); 

(ii) identify someone they would want to have make decisions on their behalf if they did not have decision-
making capacity; 

(iii) make their views known to their designated surrogate and to (other) family members or intimates. 

(b) Be prepared to answer questions about advance care planning, to help patients formulate their views, 
and to help them articulate their preferences for care (including their wishes regarding time-limited trials of 
interventions and surrogate decision maker). Physicians should also be prepared to refer patients to 
additional resources for further information and guidance if appropriate. 

(c) Explain how advance directives, as written articulations of patients’ preferences, are used as tools to 
help guide treatment decisions in collaboration with patients themselves when they have decision-making 
capacity, or with surrogates when they do not, and explain the surrogate’s responsibilities in decision 
making. Involve the patient’s surrogate in this conversation whenever possible. 

(d) Incorporate notes from the advance care planning discussion into the medical record. Patient values, 
preferences for treatment, and designation of surrogate decision maker should be included in the notes to 
be used as guidance when the patient is unable to express his or her own decisions. If the patient has an 
advance directive document or written designation of proxy, include a copy (or note the existence of the 
directive) in the medical record and encourage the patient to give a copy to his or her surrogate and 
others to help ensure it will be available when needed. 

(e) Periodically review with the patient his or her goals, preferences, and chosen decision maker, which 
often change over time or with changes in health status. Update the patient’s medical records accordingly 
when preferences have changed to ensure that these continue to reflect the individual’s current wishes. If 
applicable, assist the patient with updating his or her advance directive or designation of proxy forms. 
Involve the patient’s surrogate in these reviews whenever possible.  

Issued: 2016 
 
E-5.2 Advance Directives 
Respect for autonomy and fidelity to the patient are widely acknowledged as core values in the 
professional ethics of medicine. For patients who lack decision-making capacity, these values are fulfilled 
through third-party decision making and the use of advance directives. Advance directives also support 
continuity of care for patients when they transition across care settings, physicians, or health care teams. 
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Advance directives, whether oral or written, advisory or a formal statutory document, are tools that give 
patients of all ages and health status the opportunity to express their values, goals for care, and treatment 
preferences to guide future decisions about health care. Advance directives also allow patients to identify 
whom they want to make decisions on their behalf when they cannot do so themselves. They enable 
physicians and surrogates to make good-faith efforts to respect the patient’s goals and implement the 
patient’s preferences when the patient does not have decision-making capacity. 

An advance directive never takes precedence over the contemporaneous wishes of a patient who has 
decision-making capacity. 

In emergency situations when a patient is not able to participate in treatment decisions and there is no 
surrogate or advance directive available to guide decisions, physicians should provide medically 
appropriate interventions when urgently needed to meet the patient’s immediate clinical needs. 
Interventions may be withdrawn at a later time in keeping with the patient’s preferences when they 
become known and in accordance with ethics guidance for withdrawing treatment. 

Before initiating or continuing treatment, including, but not limited to, life-sustaining interventions, the 
physician should: 

(a) Assess the patient’s decision-making capacity in the current clinical circumstances. 

(b) Ascertain whether the patient has an advance directive and if so, whether it accurately reflects his/her 
current values and preferences. Determine whether the patient’s current clinical circumstances meet 
relevant thresholds set out in the directive. 

(c) Ascertain whether the patient has named a health care proxy (e.g., orally or through a formal legal 
document). If the patient has not, ask who the patient would want to have make decisions should he or 
she become unable to do so. 

(d) Document the conversation, including the patient’s goals for care, and specific preferences regarding 
interventions and surrogate decision maker, in the medical record; incorporate any written directives (as 
available) into the medical record to ensure they are accessible to the health care team.  

(e) When treatment decisions must be made by the patient’s surrogate, help the surrogate understand 
how to carry out the patient’s wishes in keeping with the advance directive (when available), including 
whether the directive applies in the patient’s current clinical circumstances and what medically 
appropriate interventions are available to achieve the patient’s goals for care. When conflicts arise 
between the advance directive and the wishes of the patient’s surrogate, the attending physician should 
seek assistance from an ethics committee or other appropriate institutional resource. 

(f)  When a patient who lacks decision-making capacity has no advance directive and there is no 
surrogate available and willing to make treatment decisions on the patient’s behalf, or no surrogate can 
be identified, the attending physician should seek assistance from an ethics committee or other 
appropriate resource in ascertaining the patient’s best interest. 

(g) Document physician orders to implement treatment decisions in the medical record, including both 
orders for specific, ongoing interventions (e.g., palliative interventions) and orders to forgo specific 
interventions (e.g., orders not to attempt resuscitation, not to intubate, not to provide antibiotics or 
dialysis).  

Issued: 2016 
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Subject: Addressing the Racial Pay Gap in Medicine 
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Whereas, The Civil Rights Act prohibits discrimination based on race, color, religion, sex, or 1 
national origin1; and 2 
 3 
Whereas, The racial wage gap persists across the labor market in the United States, meaning 4 
that people of color earn less than their white counterparts in the same professions, conducting 5 
the same work, with the same education and experience2; and 6 
 7 
Whereas, The Bureau of Labor Statistics reports 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; and 10 
 11 
Whereas, The American College of Physicians has shown that after controlling for age, sex, 12 
race, hours worked, and state of residence, Black physicians made $194,444 annually, 13 
compared to $228,585 for White physicians – a difference of $34,1414; and 14 
 15 
Whereas, Black male physicians earn substantially less than white male physicians after 16 
adjustment for physician specialty practice characteristics, age, and hours worked; and black 17 
female physicians earn even less than their black male counterpart with adjustments accounting 18 
for characteristics of physician and practice5; and  19 
 20 
Whereas, White female physicians made 19 percent and Black female physicians made 29 21 
percent less than their white male counterparts after controlling for hours worked, years of 22 
practice, practice ownership status, board certification status, IMG status, type of degree, 23 
demographics of practice, and proportion of Medicare and Medicaid patients5; and  24 
 25 
Whereas, Black male physicians are more likely to work in primary care and to treat Medicaid 26 
patients compared with white male physicians, adjustment for these and other practice 27 
characteristics, does not eliminate, or even significantly reduce, the estimated differences in 28 
earnings5; and  29 
 30 
Whereas, A study of 128 academic medical centers found that Black or Hispanic faculty 31 
constituted only 5% of new academic hires and had significantly longer promotion timelines 32 
when compared to their white counterparts, after factors such as gender, tenure status, degree, 33 
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 
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Whereas, In 2016, drug overdoses killed 63,632 Americans, the leading cause of preventable 1 
death in the USA1–3; and 2 
 3 
Whereas, Opioid overdose can be effectively reversed using the opioid antagonist naloxone4,5;  4 
and 5 
 6 
Whereas, Between 21-68% of overdose bystanders call 911, but many delay or refrain from 7 
calling 911 altogether often due to fear of arrest6,7; and 8 
 9 
Whereas, 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; and 12 
 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; and 15 
 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; and 19 
 20 
Whereas, GSLs provide variable legal protection by state, which may confer protection against 21 
prosecution for specific crimes such as the possession of illicit/controlled substances, 22 
paraphernalia, and/or parole/pretrial/probation violations6,10,11; and  23 
 24 
Whereas, A drug-induced homicide is defined as a crime in which a person delivered or 25 
provided drugs to another person that resulted in their death12; and 26 
 27 
Whereas, GSLs do not provide protections for drug-induced homicide7,13; and 28 
 29 
Whereas, Only Vermont and Delaware have specific laws that provide immunity for drug-30 
induced homicide if a person seeks medical assistance10; and 31 
 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; and 35 
 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; and 2 
 3 
Whereas, Implementation of Medical Amnesty Protocols (MAP) did not result in increased 4 
drinking, overall consumption, or the incidence of physiological consequences17; and 5 
 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; and 9 
 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; and 14 
 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; and 18 
 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 it 22 
 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-95.977 27 
Our AMA: (1) will support and endorse policies and legislation that provide 28 
protections for callers or witnesses seeking medical help for overdose victims; and 29 
(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 
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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) 
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Subject: Improvement of Healthcare Access in Underserved Areas by Retaining and 

Incentivizing IMG Physicians 
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 (, Chair) 
 

 
Whereas, One in four of the practicing physician workforce in the United States of America are 1 
trained at an international medical school1; and 2 
 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; and 6 
 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; and 10 
 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 
and 14 
 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; and 17 
 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; and 21 
 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    
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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 



Resolution: 206 (I-19) 
Page 3 of 5 

 
 
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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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); and 2 
 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; and 16 
 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 further 23 
 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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Whereas, Kidney transplantation is the best and most cost-effective treatment for many patients 1 
with End Stage Renal Disease (ESRD); and 2 
 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 
and 14 
 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. 
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(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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Whereas, Studies have identified barriers related to physicians not employed by the Veterans 1 
Administration (VA) and their ability to care for veterans as patients in addressing veterans’ 2 
status and addressing the military associated needs of this population1,2; and 3 
 4 
Whereas, Training of VA physicians require completion of educational modules for addressing 5 
specific veteran needs3-6; and 6 
 7 
Whereas, Recognition and treatment of these needs can be taught through the Talent 8 
Management System 2.0 modules such as Veterans Health Administration Mandatory Training 9 
for Trainees, Military Sexual Trauma, Traumatic Brain Injury, and Suicide Awareness Voices of 10 
Education (SAVE)-Suicide3-6; and  11 
 12 
Whereas, The availability of similar training resources could help physicians not employed by 13 
the VA provide better care for veterans; therefore be it  14 
 15 
RESOLVED, That our American Medical Association amend AMA Policy H-510.986, “Ensuring 16 
Access to Care for our Veterans,” by addition to read as follows: 17 

 18 
Ensuring Access to Safe and Quality Care for our Veterans H-510.986 19 
1. Our AMA encourages all physicians to participate, when needed, in the health care of 20 
veterans. 21 
2. Our AMA supports providing full health benefits to eligible United States Veterans to 22 
ensure that they can access the Medical care they need outside the Veterans Administration 23 
in a timely manner. 24 
3. Our AMA will advocate strongly: a) that the President of the United States take immediate 25 
action to provide timely access to health care for eligible veterans utilizing the healthcare 26 
sector outside the Veterans Administration until the Veterans Administration can provide 27 
health care in a timely fashion; and b) that Congress act rapidly to enact a bipartisan long 28 
term solution for timely access to entitled care for eligible veterans.  29 
4. Our AMA recommends that in order to expedite access, state and local medical societies 30 
create a registry of doctors offering to see our veterans and that the registry be made 31 
available to the veterans in their community and the local Veterans Administration. 32 
5. Our AMA supports access to similar clinical educational resources for all health care 33 
professionals involved in the care of veterans as those provided by the U.S. Department of 34 
Veterans Affairs to their employees with the goal of providing better care for all veterans. 35 
6. Our AMA will strongly advocate that the Veterans Health Administration and Congress 36 
develop and implement necessary resources, protocols, and accountability to ensure the 37 
Veterans Health Administration recruits, hires and retains physicians and other health care 38 
professionals to deliver the safe, effective and high-quality care that our veterans have been 39 
promised and are owed. (Modify Current HOD Policy)40 
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RELEVANT AMA POLICY: 
Ensuring Access to Care for our Veterans H-510.986 
1. Our AMA encourages all physicians to participate, when needed, in the health care of 
veterans. 
2. Our AMA supports providing full health benefits to eligible United States Veterans to ensure 
that they can access the Medical care they need outside the Veterans Administration in a timely 
manner. 
3. Our AMA will advocate strongly: a) that the President of the United States take immediate 
action to provide timely access to health care for eligible veterans utilizing the healthcare sector 
outside the Veterans Administration until the Veterans Administration can provide health care in 
a timely fashion; and b) that Congress act rapidly to enact a bipartisan long term solution for 
timely access to entitled care for eligible veterans.  
4. Our AMA recommends that in order to expedite access, state and local medical societies 
create a registry of doctors offering to see our veterans and that the registry be made available 
to the veterans in their community and the local Veterans Administration. 
5. Our AMA will strongly advocate that the Veterans Health Administration and Congress 
develop and implement necessary resources, protocols, and accountability to ensure the 
Veterans Health Administration recruits, hires and retains physicians and other health care 
professionals to deliver the safe, effective and high-quality care that our veterans have been 
promised and are owed. 
Citation: Res. 231, A-14; Reaffirmation A-15; Reaffirmed: Sub. Res. 709, A-15; Modified: Res. 
820, I-18 
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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 
BACKGROUND 15 
 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.1 27 
 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 expand 30 
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,3 9 
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.4 11 
 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.5 19 
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.6 22 
 23 
Interstate Medical Licensure Compact 24 
 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.7 35 
 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 a 42 
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 medicine 48 
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 RESOURCES 7 
 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; or 29 

• A consultation with another physician who has an ongoing patient-physician relationship 30 
with the patient. The physician who has established a valid physician-patient relationship 31 
must agree to supervise the patient’s care; or 32 

• 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 also 44 
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; and 7 

• 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. Policy 13 
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-480.969 15 
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 Continuing 48 
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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DISCUSSION 1 
 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 a 7 
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 urgent 9 
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 could 20 
in turn lead to other unintended consequences, such as the overprescribing of antibiotics.8 21 
 22 
The Council believes that patient safety must remain a primary consideration during discussions of 23 
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 all 33 
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 secure 35 
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 requirements 44 
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 
RECOMMENDATIONS 4 
 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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REPORT 4 OF THE COUNCIL ON MEDICAL SERVICE (I-19) 
Mechanisms to Address High and Escalating Pharmaceutical Prices 
(Reference Committee J) 
 
 

EXECUTIVE SUMMARY 
 
At the past several meetings of the House of Delegates, significant concerns have been raised 
regarding how high and increasing drug prices have impacted patients and physician practices. The 
Council on Medical Service spent the past year reviewing the substantial body of American 
Medical Association (AMA) policy pertaining to pharmaceutical costs and pricing, and concluded 
that additional policy is needed to respond to innovative proposals addressing pharmaceutical 
pricing that could potentially be included in future legislation and regulations, including those that 
call for the use of arbitration, leverage international price indices and averages to determine drug 
prices, or implement contingent exclusivity periods for pharmaceuticals. 
 
The Council has long prioritized the importance of competition and transparency in the 
pharmaceutical marketplace, but recognizes that there are multiple situations in which payers have 
weakened bargaining power, due to lack of competition for some drugs. In addition, there is often 
limited recourse following an unjustifiable price hike of a prescription medication, leaving patients 
questioning whether they will be able to continue to afford their medication. As such, the Council 
recommends policies to promote reasonable pricing behavior in the pharmaceutical marketplace, as 
an alternative to price controls. 
 
First, the Council recommends principles to guide the use of arbitration in determining the price of 
prescription drugs, which build upon existing policy in favor of drug price negotiation, and 
opposed to price controls. Arbitration should be used for pharmaceuticals that have insufficient 
competition; have high list prices; or have experienced unjustifiable price increases. Using 
arbitration will help rebalance the importance of prescription drug affordability with the need for 
innovation, as an alternative to the status quo, which allows unilateral price setting of drugs by 
manufacturers without regard to patient access and affordability. Importantly, arbitration provides 
an incentive for drug manufacturers and payers to arrive at a negotiated price. 
 
The Council stresses that arbitration should be coupled with additional policy proposals that 
promote value and encourage competition within the pharmaceutical marketplace. The Council 
believes that incorporating a drug’s value and cost-effectiveness as factors in determining its length 
of market exclusivity has the potential to promote increased competition for therapies that are 
priced too high in relation to their clinical effectiveness and overall value. As such, the Council 
recommends support for the use of contingent exclusivity periods for pharmaceuticals, which 
would tie the length of the exclusivity period of a drug to its cost-effectiveness at its list price at the 
time of market introduction. 
 
Finally, with the introduction of proposals that would use the average of a drug’s price 
internationally to serve as an upper limit in drug price negotiations, set a drug’s price in Medicare 
Part B or determine whether a drug’s price is “excessive” to trigger additional interventions, the 
Council recommends safeguards to ensure that such international drug price averages are used in a 
way that upholds market-based principles and preserves patient access to necessary medications. 
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At the past several meetings of the House of Delegates, significant concerns have been raised 1 
regarding how high and increasing drug prices have impacted patients and physician practices. The 2 
Council on Medical Service spent the past year reviewing the substantial body of American 3 
Medical Association (AMA) policy pertaining to pharmaceutical costs and pricing, determining 4 
whether additional policy was needed to guide future AMA advocacy efforts. In its review, the 5 
Council concluded that additional AMA policy is needed to respond to innovative proposals 6 
addressing pharmaceutical pricing that could potentially be included in future legislation and 7 
regulations, including those that call for the use of arbitration, leverage international price indices 8 
and averages to determine drug prices, or implement contingent exclusivity periods for 9 
pharmaceuticals. 10 
 11 
This report provides background on the impacts of high and escalating prescription drug prices and 12 
costs; outlines emerging approaches to address pharmaceutical pricing; and presents policy 13 
recommendations. 14 
 15 
THE IMPACTS OF HIGH AND ESCALATING PRESCRIPTION DRUG PRICES AND COSTS 16 
 17 
Retail prescription drugs account for 10 percent of total health spending,1 with estimates suggesting 18 
that spending on prescription drugs is closer to 15 percent of total health spending when other 19 
factors, including the non-retail drug markets and gross profits of other stakeholders involved in 20 
drug distribution, payment, and reimbursement are included.2 Of significance, spending on 21 
specialty drugs is approaching one-half of drug spending.3 The most recent National Health 22 
Expenditure projections showed that retail prescription drug spending was estimated to have 23 
increased by 3.3 percent to $344.5 billion in 2018, with a 4.6 percent increase in spending expected 24 
in 2019. Drivers behind the rate of growth in prescription drug spending include a higher number 25 
of new drug introductions, increased utilization of prescription drugs, and an increase in drug price 26 
growth. The projected annual growth in prescription drug spending is expected to average 6.1 27 
percent from 2020 through 2027. Contributions to future growth in spending in the prescription 28 
drug sector include increased prescription drug utilization resulting from employer and insurer 29 
efforts to remove barriers associated with medications for chronic conditions; expected market 30 
release of more expensive drugs for conditions including cancer, diabetes, and Alzheimer’s 31 
disease; the aging of the population; and modifications to pharmacotherapy guidelines.4 32 
 33 
Approximately 5.8 billion prescriptions were dispensed in the US in 2018, 90 percent of which 34 
were dispensed as generics. The retail price differentials between specialty, brand-name and 35 
generic drugs are noteworthy. Examining the retail prices of drugs widely used by older 36 
Americans, in 2017 the average annual retail price of therapy for specialty drugs was $78,781, 37 
dropping to $6,798 for brand-name drugs, and $365 for generics.5 Overall, the list price of the 38 
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average brand drug was $657.08 for a 30-day prescription in 2018, a noteworthy increase from 1 
$364.92 in 2014. The average prices of brand-name drugs at pharmacies before coupons and 2 
discounts are applied were $229 lower than list prices in 2018 for a 30-day prescription.6 Average 3 
generic pharmacy prices for a 30-day prescription were relatively stable from 2014 to 2018, 4 
increasing to $19.10 from $18.50.7 5 
 6 
Health plans, payers, employers, physicians and patients are facing the increasing financial burden 7 
posed by prescription drugs, both brand and generic. In the Medicare program, between 2007 and 8 
2017, Part D program spending has seen an annual growth rate of 5.6 percent, and amounted to 9 
$79.9 billion in 2017. Premiums paid by Part D enrollees for basic benefits (not including low-10 
income subsidy enrollees) amounted to $14 billion in 2017, which has increased by 13 percent on 11 
average annually since 2007. High-cost enrollees are a primary contributor to Part D spending 12 
growth, with the associated spending growth for high-cost enrollees resulting from higher drug 13 
prices.8 Under Medicare Part B, drug spending has increased on average by 9.6 percent annually 14 
between 2009 and 2017, with the largest driver of this growth in spending being price growth – a 15 
combination of increasing prices for existing drugs as well as the introduction of new high-cost 16 
drugs in the market. In 2017, $18 billion of total Part B spending was for drugs administered in 17 
physician offices, approximately $12.3 billion was for drugs administered in hospital outpatient 18 
departments, and $1.8 billion was for drugs provided by suppliers.9 19 
 20 
Rising and high prescription drug prices are impacting Medicaid budgets and state budgets overall. 21 
Under the Medicaid drug benefit, drug manufacturers pay rebates to states in return for Medicaid 22 
reimbursement for their prescription drugs. Drug manufacturers are required to pay an additional 23 
rebate amount if the average manufacturer price (AMP) for a drug rises faster than inflation. From 24 
2014 to 2017, Medicaid outpatient prescription drug spending before rebates increased from $45.9 25 
billion to $63.6 billion.10 The $34.9 billion collected in rebates brought net Medicaid spending on 26 
prescription drugs down significantly in fiscal year (FY) 2017. The proportion of spending geared 27 
to brand-name versus generic drugs in Medicaid increased – from 76.6 percent in FY 2014 to 80.5 28 
percent in FY 2017. This growth resulted from an increase in average spending per claim for brand 29 
drugs – from $294 per claim in FY 2014 to $411 per claim in FY 2017. Of note, the share of 30 
spending on specialty drugs has significantly increased in Medicaid – accounting for approximately 31 
44 percent of spending in FY 2017.11 32 
 33 
Employer-sponsored health plans as well as health plans sold in the individual market have also 34 
had to absorb the higher costs of prescription drugs, which often translate to higher premiums, 35 
higher prescription drug cost-sharing, and additional prescription drug tiers to accommodate the 36 
higher costs of specialty and certain generic drugs. In 2018, 88 percent of employees were enrolled 37 
in plans with three, four or more cost-sharing tiers for prescription drugs.12 This year, almost all 38 
standalone Medicare Part D plans have a benefit design with five tiers for generic and brand-name 39 
drugs and cost-sharing that deviates from the standard 25 percent coinsurance for all covered drugs 40 
between the deductible and the initial coverage limit.13 41 
 42 
The higher costs of prescription drugs are in part passed down to health plan enrollees, and impact 43 
physician practices. Ultimately, prescription drug costs can impact the ability of physicians to place 44 
their patients on the best treatment regimen, due to the regimen being unaffordable for the patient, 45 
or being subject to coverage limitations and restrictions, as well as utilization management 46 
requirements, by the patient’s health plan. In the worst-case scenario, patients entirely forgo 47 
necessary treatments involving drugs and biologics due to their high cost. 48 
 49 
In 2018, overall out-of-pocket costs for prescription drugs reached $61 billion, an increase from 50 
$56 billion in 2014. Across Medicare, Medicaid and commercial health plans, 8.8 percent of 51 
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patients pay more than $500 per year out-of-pocket for prescriptions. Medicare beneficiaries have a 1 
notably higher incidence rate of high out-of-pocket expenses for prescription drugs, with almost 20 2 
percent paying more than $500 out-of-pocket.14 Nonpreferred generic tiers in many cases have 3 
higher copayments than patients have become accustomed to for generic medications. In addition, 4 
plans with specialty drug cost-sharing tiers often require coinsurance amounts of 25 to 50 percent, 5 
versus requiring a fixed copayment. Considering the costs of many specialty medications, patients 6 
could quickly reach their deductibles and out-of-pocket maximums. The increased use and cost of 7 
specialty drugs in Medicare could cause the number of Part D enrollees who reach the catastrophic 8 
coverage threshold to grow substantially, resulting in increases in Medicare spending to plans for 9 
reinsurance. 10 
 11 
Increasing patient cost-sharing is associated with declines in medication adherence, which in turn 12 
can lead to poorer health outcomes. Among those currently taking prescription drugs, 13 
approximately a quarter of adults and seniors have reported difficulties in affording their 14 
prescription drugs. Approximately 30 percent of all adults have reported not taking their 15 
medications as prescribed at some point in the past year due to cost. Drilling down further, 19 16 
percent of adults have not filled a prescription in the past year due to cost, 18 percent chose to take 17 
an over-the-counter medication instead, and 12 percent cut pills in half or skipped doses. Of 18 
significance, almost 10 percent of all adults reported that their condition worsened from not taking 19 
their medication as prescribed.15 20 
 21 
Notably, out-of-pocket costs for prescription drugs are linked to the rate at which patients newly 22 
prescribed a drug either do not pick up their prescription or switch to another product. The rate at 23 
which such patients, enrolled in either Medicare or a commercial health plan, abandon their 24 
prescription increases significantly once out-of-pocket costs reach $50. At this point, 31.2 percent 25 
of commercially insured patients and 27.6 percent of Medicare patients abandon their 26 
prescriptions.16 27 
 28 
High prescription drug costs, and any declines in medication adherence that may result, can also 29 
impact physicians participating in alternative payment models (APMs). For example, Part B drug 30 
costs are included in calculations of APM financial risk, even though physicians cannot influence 31 
or control drug prices. In addition, physicians in APMs can be affected if poor medication 32 
adherence leads to complications or exacerbations that in turn lead to emergency department visits 33 
and/or hospital admissions. 34 
 35 
EMERGING APPROACHES TO ADDRESS HIGH AND ESCALATING DRUG PRICES 36 
 37 
Escalating and increasingly unaffordable drug prices have caused the Administration, members of 38 
Congress and policy experts to put forward innovative proposals to put downward pressure on 39 
prices, or more closely tie a drug’s price to its value. Whereas proposals that would allow for 40 
binding arbitration and contingent exclusivity periods could build upon existing market-based 41 
approaches to address pharmaceutical prices and costs, caution would have to be exercised in 42 
implementing proposals that leverage international price indices, so as to not merely import 43 
international price controls into the US. 44 
 45 
Utilizing Binding Arbitration 46 
 47 
An emerging policy option that has been put forward to address high and escalating drug prices is 48 
using binding arbitration in the event of failed drug price negotiations in order to settle on the final 49 
price of the drug. Supporters argue that binding arbitration has the potential to build upon the 50 
negotiations that currently take place along the pharmaceutical supply chain that determine 51 
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coverage of and payment for prescription drugs. In the US, binding arbitration is currently used in 1 
public-sector labor-management negotiations, and Major League Baseball uses the approach in the 2 
event of failed negotiations for baseball players’ salaries. While negotiated prices between the 3 
pharmaceutical company and the payer/government entity in question would remain the preferred 4 
solution, arbitration has the potential to help equalize the bargaining power of both parties of the 5 
negotiation, while incentivizing negotiating parties to negotiate in good faith. If negotiations fail to 6 
conclude with a price agreeable to both parties, they could submit to final offer arbitration or 7 
conventional arbitration. 8 
 9 
In final offer arbitration, the arbitrator would be given final bids by the drug manufacturer and the 10 
payer/government entity in question. Such bids would be accompanied by data justifying the price 11 
put forward by each party, and there would be potential for an independent third party to offer a 12 
third price, which can be informed by value-based price benchmarks, comparative effectiveness 13 
research, and cost-effectiveness analysis. The arbitrator under final offer arbitration would be 14 
required to choose one of three prices: 1) the bid of the drug manufacturer; 2) the bid of the 15 
payer/government entity; or 3) the price submitted by the independent third party, if applicable. 16 
Alternatively, under conventional arbitration, the arbitrator would not be tied to any of the bids or 17 
options put forward; they could select any price they believe is fair.17 18 
 19 
Case Study: Germany 20 
 21 
Germany uses arbitration as one potential pathway to determine the price of a drug in the German 22 
market. After a drug is approved by the European Medicines Agency, allowing for the drug to be 23 
sold in Germany, a drug manufacturer unilaterally sets the drug’s price, applicable for 12 months. 24 
At the same time, the manufacturer also is required to submit a report outlining the benefits of the 25 
drug to the Federal Joint Committee, comprised of physicians, dentists, hospitals, and health 26 
insurers (sickness funds). The Federal Joint Committee forwards the report to the non-27 
governmental Institute for Quality and Efficiency in Health Care (IQWiG), which conducts an 28 
assessment of the clinical effectiveness and benefits of the new drug compared with one or more 29 
comparator therapies. After the IQWiG submits its finding, the Federal Joint Committee issues a 30 
final decision regarding the level of benefit of the new drug relative to existing therapies that treat 31 
the condition in question. Such benefits can include prolonged life expectancy, reduction in side 32 
effects, health status improvement, shortening of disease duration and quality of life improvement. 33 
A drug is then assigned one of six benefit ratings: 34 
 35 

1. Major added benefit 36 
2. Considerable added benefit 37 
3. Minor added benefit 38 
4. Nonquantifiable added benefit 39 
5. No evidence of added benefit 40 
6. Lower benefit than comparator(s) 41 

 42 
Depending on a drug’s benefit rating, and whether there is a reference group to guide a reference 43 
price of a drug, a drug manufacturer can either enter into negotiations with Germany’s sickness 44 
funds (health insurers), or be assigned to a therapeutic class subject to reference pricing – pricing 45 
based on other drugs in the same therapeutic class, including generics. Drugs that enter into 46 
negotiations have six months from the Federal Joint Committee decision to agree to a price. If they 47 
cannot agree on a price, an arbitration panel is required to set a price within three months, which is 48 
binding for the following year. Either party can challenge the decision, which would then trigger 49 
IQWiG conducting a cost-benefit analysis. In addition, new findings can serve as cause for the 50 
parties to revisit an agreement or arbitration decision after one year.18,19,20 51 
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Relevant AMA Policy 1 
 2 
Policy D-330.954 supports federal legislation which gives the Secretary of Health and Human 3 
Services (HHS) the authority to negotiate contracts with manufacturers of covered Part D drugs; 4 
and states that the AMA will work toward eliminating Medicare prohibition on drug price 5 
negotiation and prioritize its support for the Centers for Medicare & Medicaid Services (CMS) to 6 
negotiate pharmaceutical pricing for all applicable medications covered by CMS. Policy H-155.962 7 
states that our AMA opposes the use of price controls in any segment of the health care industry, 8 
and continues to promote market-based strategies to achieve access to and affordability of health 9 
care goods and services. 10 
 11 
Policy H-110.986 supports value-based pricing programs, initiatives and mechanisms for 12 
pharmaceuticals that are guided by the following principles: (a) value-based prices of 13 
pharmaceuticals should be determined by objective, independent entities; (b) value-based prices of 14 
pharmaceuticals should be evidence-based and be the result of valid and reliable inputs and data 15 
that incorporate rigorous scientific methods, including clinical trials, clinical data registries, 16 
comparative effectiveness research, and robust outcome measures that capture short- and long-term 17 
clinical outcomes; (c) processes to determine value-based prices of pharmaceuticals must be 18 
transparent, easily accessible to physicians and patients, and provide practicing physicians and 19 
researchers a central and significant role; (d) processes to determine value-based prices of 20 
pharmaceuticals should limit administrative burdens on physicians and patients; (e) processes to 21 
determine value-based prices of pharmaceuticals should incorporate affordability criteria to help 22 
assure patient affordability as well as limit system-wide budgetary impact; and (f) value-based 23 
pricing of pharmaceuticals should allow for patient variation and physician discretion. Policy 24 
H-110.986 also supports the inclusion of the cost of alternatives and cost-effectiveness analysis in 25 
comparative effectiveness research. Policy H-460.909 outlines principles for creating a centralized 26 
comparative effectiveness research entity. 27 
 28 
Leveraging an International Pricing Index 29 
 30 
Recent proposals put forward by the Administration and members of Congress attempt to lower US 31 
drug costs by tying them to international prices, and/or would use an average of international 32 
prices, or an international reference price, to help define whether a price of a drug is excessive. In 33 
October of 2018, the Administration released an Advance Notice of Proposed Rulemaking 34 
(ANPRM) for a proposal entitled “International Pricing Index Model for Part B Drugs.” The 35 
ANPRM did not represent a formal proposal, but outlined the Administration’s current thinking 36 
and sought stakeholder input on a variety of topics and questions related to this new drug pricing 37 
model prior to entering formal rulemaking. At the time that this report was written, a proposed rule 38 
on the international pricing index model was expected to be released, which has the potential to 39 
differ markedly from what was outlined in the ANPRM. 40 
 41 
The ANPRM outlined a new payment model for physician-administered drugs paid under 42 
Medicare Part B that will transition Medicare payment rates for certain Part B drugs to lower rates 43 
that are tied to international reference prices – referred to as the “international pricing index” – 44 
except where the average sales price (ASP) is lower. The international reference price would partly 45 
be based on an average of prices paid by other countries. To accomplish this, the proposal would 46 
create a mandatory demonstration through the Centers for Medicare & Medicaid Innovation 47 
(CMMI), which would apply to certain randomly selected geographic areas, representing 48 
approximately 50 percent of Medicare Part B drug spending. Initially, the program would apply 49 
only to sole-source drug products and some biologics for which there is robust international pricing 50 
data available. 51 
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In geographic areas included in the demonstration, CMS would contract with private-sector 1 
vendors that will negotiate for, purchase, and supply providers with drug products that are included 2 
in the demonstration. CMS would directly reimburse the vendor for the included drugs, starting 3 
with an amount that is more heavily weighted toward the ASP instead of the international pricing 4 
index, and transitioning toward a target price that is heavily based on the international pricing 5 
index. Providers would select vendors from which to receive included drugs, but would not be 6 
responsible for buying from and billing Medicare for the drug product. 7 
 8 
An alternative international drug price index has been put forward, which differs from that 9 
introduced in the ANPRM: the Market-Based International Index (MBII). Unlike the international 10 
price index included in the ANPRM, the MBII excludes developed countries with single-payer 11 
health systems that use price controls. Therefore, unlike the index provided for the ANPRM, the 12 
MBII does not include Canada, Finland, Greece, Italy, Spain, Sweden and the United Kingdom. 13 
The MBII benchmark has two tiers. The first tier represents 60 percent of the benchmark, and 14 
includes the Netherlands, Singapore and Switzerland – countries with truly market-based health 15 
systems – as well as Denmark, which does not regulate drug prices. The second tier, which 16 
constitutes 40 percent of the benchmark, includes Austria, Belgium, the Czech Republic, France, 17 
Germany, Ireland, Japan, Portugal, and Slovakia – countries that have a mix of private and public 18 
health insurance.21 19 
 20 
Legislation has also been introduced in Congress that would use international drug prices to 21 
determine whether a drug’s price is excessive, trigger additional interventions, and serve as an 22 
upper limit in drug price negotiations. Senator Bernie Sanders (I-VT) and Representative Ro 23 
Khanna (D-CA) have introduced S 102/HR 465, the Prescription Drug Price Relief Act of 2019. 24 
Notably, under the bill, the price of a prescription drug would be considered “excessive” if the 25 
domestic average manufacturing price exceeds the median price for the drug in Canada, the United 26 
Kingdom, Germany, France, and Japan. Even if a drug’s price does not meet this criterion, or if 27 
pricing information is unavailable in at least three of the five countries, a drug’s price could still be 28 
considered excessive if it is higher than reasonable in light of factors outlined in the legislation, 29 
including cost, revenue, and the size of the affected patient population. If brand-name drugs are 30 
found to be excessively priced, the drug would be included on a public excessive price database. 31 
Open, nonexclusive licenses would be issued for the drug; and review of corresponding 32 
applications for generic drugs and biosimilar biological products would be expedited to facilitate 33 
competition as well as the entry of lower-cost options into the marketplace.22,23 34 
 35 
In addition, Congressman Frank Pallone (D-NJ) has introduced HR 3, the Lower Drug Costs Now 36 
Act of 2019. The legislation would incorporate an international price average as part of authorizing 37 
the Secretary of HHS to negotiate drug prices, limited to drugs that lack competition and have the 38 
greatest financial impact to the Medicare program and the US health system as a whole, as well as 39 
insulin. The Secretary of HHS would directly negotiate with drug manufacturers to establish a 40 
maximum fair price for drugs selected for negotiation, which would be applied to Medicare, with 41 
flexibility for Medicare Advantage and Medicare Part D plans to use additional tools to negotiate 42 
even lower prices. In addition, the drug manufacturer would be required to offer the negotiated 43 
price to private group and individual health insurance plans. An “average international market 44 
price” would be established to serve as an upper limit for the price reached in any negotiation, if 45 
practicable for the drug at hand, defined as no more than 120 percent of the drug’s volume-46 
weighted net average price in six countries – Australia, Canada, France, Germany, Japan and the 47 
United Kingdom. There would be a financial penalty if a pharmaceutical manufacturer does not 48 
participate in or comply with the negotiations. 49 
 50 
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Relevant AMA Policy and Advocacy 1 
 2 
Pursuant to AMA Policy, the AMA submitted comments in response to the “International Pricing 3 
Index Model for Part B Drugs” in December 2018. Policy H-155.962 opposes the use of price 4 
controls in any segment of the health care industry, and continues to promote market-based 5 
strategies to achieve access to and affordability of health care goods and services. Policy 6 
H-110.983 advocates that any revised Medicare Part B Competitive Acquisition Program meet the 7 
following standards to improve the value of the program by lowering the cost of drugs without 8 
undermining quality of care: 9 
 10 

• it must be genuinely voluntary and not penalize practices that choose not to participate; 11 
• it should provide supplemental payments to reimburse for costs associated with special 12 

handling and storage for Part B drugs; 13 
• it must not reduce reimbursement for services related to provision/administration of Part B 14 

drugs, and reimbursement should be indexed to an appropriate health care inflation rate; 15 
• it should permit flexibility such as allowing for variation in orders that may occur on the 16 

day of treatment, and allow for the use of (CAP)-acquired drugs at multiple office 17 
locations; 18 

• it should allow practices to choose from multiple vendors to ensure competition, and 19 
should also ensure that vendors meet appropriate safety and quality standards; 20 

• it should include robust and comprehensive patient protections which include preventing 21 
delays in treatment, helping patients find assistance or alternative payment arrangements if 22 
they cannot meet the cost-sharing responsibility, and vendors should bear the risk of non-23 
payment of patient copayments in a way that does not penalize the physician; 24 

• it should not allow vendors to restrict patient access using utilization management policies 25 
such as step therapy; and 26 

• it should not force disruption of current systems which have evolved to ensure patient 27 
access to necessary medications. 28 

 29 
Tying Pharmaceutical Pricing to Market Exclusivity 30 
 31 
Brand-name drugs have 20 years of patent protection from the date of filing, and also enjoy a 32 
period of market exclusivity, depending on the type of drug. Orphan drugs – drugs to treat rare 33 
diseases or conditions affecting less than 200,000 individuals in the US, or affecting more than 34 
200,000 individuals but for which there is not a reasonable expectation that the sales of the drug 35 
would recover the costs – have seven years of market exclusivity. Drugs deemed to be innovative 36 
products that include an entirely new active ingredient – a new chemical – have five years of 37 
market exclusivity. Six months of exclusivity are added to existing exclusivity periods once studies 38 
on the effects of a drug upon children are submitted for Food & Drug Administration (FDA) 39 
review and meet the statutory requirements. Biologic manufacturers have 12 years of exclusivity 40 
for innovator (brand-name) products. Innovator biologics also have additional patent protection 41 
that generally exceeds exclusivity period by a few years.24 42 
 43 
Exclusivity periods for pharmaceuticals are not tied to the list price at which they enter the market, 44 
nor to the rate at which they increase in price from year to year. The Council notes that two 45 
potential options have been proposed to more closely tie drug market exclusivity to pricing 46 
behavior. First, a policy strategy has been put forward to implement contingent exclusivity periods 47 
for new brand drugs. Under this policy option, drug manufacturers with a newly approved drug 48 
would be able to set their list price at whatever they wish, but the length of the exclusivity period 49 
would depend on whether their list price is reasonable, ie, if it aligns with the drug’s value. 50 
Multiple options could be utilized to assess a drug’s value, including cost per quality-adjusted life 51 
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year (QALY), or a value-based price benchmark. Contingent exclusivity periods, therefore, could 1 
potentially lengthen the exclusivity period for drugs with lower cost per QALY, and reduce the 2 
exclusivity period for drugs priced too highly to align with their value. For example, in the case of 3 
an innovator biologic, a biologic with a low cost per QALY could see its exclusivity period 4 
extended to 15 years from 12 years, whereas a biologic priced too high relative to its value could 5 
have its exclusivity period set to 7 years.25 6 
 7 
Second, Senator Richard Durbin (D-IL) and Representative Jared Golden (D-ME) introduced S 8 
366/HR 1188, the Forcing Limits on Abusive and Tumultuous (FLAT) Prices Act, which would 9 
shorten (but not automatically void) the Food, Drug, and Cosmetic Act market exclusivity period 10 
for prescription drugs that experience sudden increases in price. Under the FLAT Prices Act, an 11 
increase of the wholesale acquisition cost of a prescription drug of more than 10 percent over a 12 
one-year period, more than 18 percent over a 2-year period, or more than 25 percent over a three-13 
year period would result in a reduction of market exclusivity of 180 days. For every five percent 14 
increase over these thresholds, the market exclusivity would be reduced an additional 30 days. 15 
Manufacturers would be required to report such price increase within 30 days of meeting the 16 
criteria for a price increase. Failure to report within the allotted time would result in 30 days of 17 
reduced exclusivity daily until the report is submitted. The Secretary of HHS would have discretion 18 
to grant a waiver to a manufacturer if the Secretary determines that the price increase is justified 19 
and does not unduly restrict patient access to the drug or impact public health.26,27 20 
 21 
Relevant AMA Policy 22 
 23 
Policy H-110.987 supports legislation to shorten the exclusivity period for FDA pharmaceutical 24 
products where manufacturers engage in anti-competitive behaviors or unwarranted price 25 
escalations. The policy also supports drug price transparency legislation that requires 26 
pharmaceutical manufacturers to provide public notice before increasing the price of any drug 27 
(generic, brand, or specialty) by 10 percent or more each year or per course of treatment and 28 
provide justification for the price increase; legislation that authorizes the Attorney General and/or 29 
the Federal Trade Commission to take legal action to address price gouging by pharmaceutical 30 
manufacturers and increase access to affordable drugs for patients; and the expedited review of 31 
generic drug applications and prioritizing review of such applications when there is a drug 32 
shortage, no available comparable generic drug, or a price increase of 10 percent or more each year 33 
or per course of treatment. In addition, it advocates for policies that prohibit price gouging on 34 
prescription medications when there are no justifiable factors or data to support the price increase. 35 
Finally, it states that our AMA will continue to monitor and support an appropriate balance 36 
between incentives based on appropriate safeguards for innovation on the one hand and efforts to 37 
reduce regulatory and statutory barriers to competition as part of the patent system. 38 
 39 
Policy H-110.986 supports value-based pricing programs, initiatives and mechanisms for 40 
pharmaceuticals that are guided by the following principles: (a) value-based prices of 41 
pharmaceuticals should be determined by objective, independent entities; (b) value-based prices of 42 
pharmaceuticals should be evidence-based and be the result of valid and reliable inputs and data 43 
that incorporate rigorous scientific methods, including clinical trials, clinical data registries, 44 
comparative effectiveness research, and robust outcome measures that capture short- and long-term 45 
clinical outcomes; (c) processes to determine value-based prices of pharmaceuticals must be 46 
transparent, easily accessible to physicians and patients, and provide practicing physicians and 47 
researchers a central and significant role; (d) processes to determine value-based prices of 48 
pharmaceuticals should limit administrative burdens on physicians and patients; (e) processes to 49 
determine value-based prices of pharmaceuticals should incorporate affordability criteria to help 50 
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assure patient affordability as well as limit system-wide budgetary impact; and (f) value-based 1 
pricing of pharmaceuticals should allow for patient variation and physician discretion. 2 
 3 
Policy H-110.986 also supports the inclusion of the cost of alternatives and cost-effectiveness 4 
analysis in comparative effectiveness research. Finally, it supports direct purchasing of 5 
pharmaceuticals used to treat or cure diseases that pose unique public health threats, including 6 
Hepatitis C, in which lower drug prices are assured in exchange for a guaranteed market size. 7 
 8 
DISCUSSION 9 
 10 
Physicians experience and see first-hand the difficulty and burden high pharmaceutical costs have 11 
imposed on patients, on physician practices, and the broader health care system. Patients delay, 12 
forgo, or ration their medication when treatments are cost-prohibitive, putting their health at risk.  13 
At a time of significantly increasing drug prices, and the launch of products with high list prices, 14 
the Council believes that more needs to be done to improve access to and lower the costs of 15 
prescription drugs, without stifling innovation. 16 
 17 
The Council has long prioritized the importance of competition and transparency in the 18 
pharmaceutical marketplace, and believes that negotiation of drug prices between drug 19 
manufacturers and payers should continue to be the preferred mechanism to determine how drugs 20 
are covered and paid for. That being said, the Council recognizes that there are multiple situations 21 
in which payers have weakened bargaining power, due to a drug’s lack of competition in the 22 
marketplace. In addition, there is often limited recourse following an unjustifiable price hike of a 23 
prescription medication, leaving patients questioning whether they will be able continue to afford 24 
their medication. As such, the Council recommends policies to promote reasonable pricing 25 
behavior in the pharmaceutical marketplace, as an alternative to price controls. 26 
 27 
First, the Council recommends principles to guide the use of arbitration in determining the price of 28 
prescription drugs, which build upon existing policy in favor of drug price negotiation, and 29 
opposed to price controls. Of note, arbitration can serve a role in many circumstances, from 30 
negotiating drug prices in Medicare Part D, to any negotiations that take place following a drug 31 
product’s market entry, as executed in Germany. The Council believes that arbitration should be 32 
used for pharmaceuticals that have insufficient competition; have high list prices; or have 33 
experienced unjustifiable price increases. Using arbitration will help rebalance the importance of 34 
prescription drug affordability with the need for innovation, as an alternative to the status quo, 35 
which allows unilateral price setting of drugs by manufacturers without regard to patient access and 36 
affordability. Importantly, arbitration provides an incentive for drug manufacturers and 37 
payers/government entities to arrive at a negotiated price. 38 
 39 
To ensure that there is a pathway to use arbitration in Medicare Part D, the Council recommends 40 
the reaffirmation of Policy D-330.954, which supports removing the current prohibition that 41 
restricts the Secretary of HHS from being able to negotiate drug prices in Part D. In whatever 42 
setting arbitration for drug prices is used, the Council underscores that the process should be 43 
overseen by objective, independent entities, which would have the authority to select neutral 44 
arbitrators or an arbitration panel, with strong conflict-of-interest protections built in. 45 
 46 
The Council believes that as part of the arbitration process, and to guide the results, the use of 47 
comparative effectiveness research and cost-effectiveness analysis will be critical. Related, the 48 
arbitration process should include the submission of a value-based price benchmark for the drug in 49 
question to inform the arbitrator’s decision, pursuant to Policy H-110.986. 50 
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The Council stresses that arbitration should be coupled with additional policy proposals that 1 
promote value and encourage competition within the pharmaceutical marketplace. The Council 2 
believes that incorporating a drug’s value and cost-effectiveness as factors in determining its length 3 
of market exclusivity has the potential to promote increased competition for therapies that are 4 
priced too high in relation to their clinical effectiveness and overall value. As such, the Council 5 
recommends support for the use of contingent exclusivity periods for pharmaceuticals, which 6 
would tie the length of the exclusivity period of a drug product to its cost-effectiveness at its list 7 
price at the time of market introduction. 8 
 9 
Finally, with the introduction of proposals that would use the average of a drug’s price 10 
internationally to serve as an upper limit in drug price negotiations, set a drug’s price in Medicare 11 
Part B or determine whether a drug’s price is “excessive” to trigger additional interventions, the 12 
Council recommends safeguards to ensure that such international drug price averages are used in a 13 
way that uphold market-based principles and preserve patient access to necessary medications. In 14 
addition, the Council recommends reaffirmation of Policy H-110.983 outlining standards for any 15 
revised Medicare Part B Competitive Acquisition Program, which is relevant considering recent 16 
proposals to incorporate an international pricing index in Medicare Part B. 17 
 18 
The Council believes that the recommendations of this report add to the already large body of 19 
AMA policies that address the high cost of prescription medications, which guide AMA advocacy 20 
efforts to improve patient access to medication while reducing their costs and balancing the need 21 
for appropriate innovation incentives. Pursuant to these policies, the AMA supports: (1) requiring 22 
manufacturer and pharmaceutical supply chain transparency; (2) increasing competition and 23 
curtailing anti-competitive practices; (3) ensuring prescribers have accurate point-of-care coverage 24 
and patient cost-sharing information as part of their workflow including in the electronic health 25 
record; and (4) streamlining and modernizing the utilization control methods used by health 26 
insurers in response to higher prescription drug costs. 27 
 28 
RECOMMENDATIONS 29 
 30 
The Council on Medical Service recommends that the following be adopted and that the remainder 31 
of the report be filed: 32 
 33 
1. That our American Medical Association (AMA) advocate that the use of arbitration in 34 

determining the price of prescription drugs meet the following standards to lower the cost of 35 
prescription drugs without stifling innovation: 36 
 37 
a. The arbitration process should be overseen by objective, independent entities; 38 
b. The objective, independent entity overseeing arbitration should have the authority to select 39 

neutral arbitrators or an arbitration panel; 40 
c. All conflicts of interest of arbitrators must be disclosed and safeguards developed to 41 

minimize actual and potential conflicts of interest to ensure that they do not undermine the 42 
integrity and legitimacy of the arbitration process; 43 

d. The arbitration process should be informed by comparative effectiveness research and cost-44 
effectiveness analysis addressing the drug in question; 45 

e. The arbitration process should include the submission of a value-based price benchmark 46 
for the drug in question to inform the arbitrator’s decision; 47 

f. The arbitrator should be required to choose either the bid of the pharmaceutical 48 
manufacturer or the bid of the payer/government entity; 49 

g. The arbitration process should be used for pharmaceuticals that have insufficient 50 
competition; have high list prices; or have experienced unjustifiable price increases; and 51 
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h. The arbitration process should include a mechanism for either party to appeal the 1 
arbitrator’s decision. (New HOD Policy) 2 

 3 
2. That our AMA advocate that any use of international price indices and averages in determining 4 

the price of and payment for drugs should abide by the following principles: 5 
 6 
a. Any international drug price index or average should exclude countries that have single-7 

payer health systems and use price controls; 8 
b. Any international drug price index or average should not be used to determine or set a 9 

drug’s price, or determine whether a drug’s price is excessive, in isolation; 10 
c. The use of any international drug price index or average should preserve patient access to 11 

necessary medications; and 12 
d. The use of any international drug price index or average should limit burdens on physician 13 

practices.  (New HOD Policy) 14 
 15 

3. That our AMA support the use of contingent exclusivity periods for pharmaceuticals, which 16 
would tie the length of the exclusivity period of the drug product to its cost-effectiveness at its 17 
list price at the time of market introduction. (New HOD Policy) 18 
 19 

4. That our AMA reaffirm Policy H-110.983, which advocates that any revised Medicare Part B 20 
Competitive Acquisition Program meet certain outlined standards to improve the value of the 21 
program by lowering the cost of drugs without undermining quality of care. (Reaffirm HOD 22 
Policy) 23 

 24 
5. That our AMA reaffirm Policy H-110.986, which outlines principles for value-based pricing 25 

programs, initiatives and mechanisms for pharmaceuticals, and supports the inclusion of the 26 
cost of alternatives and cost-effectiveness analysis in comparative effectiveness research. 27 
(Reaffirm HOD Policy) 28 

 29 
6. That our AMA reaffirm Policy H-460.909, which outlines principles for creating a centralized 30 

comparative effectiveness research entity. (Reaffirm HOD Policy) 31 
 32 

7. That our AMA reaffirm Policy D-330.954, which states that our AMA will work toward 33 
eliminating Medicare prohibition on drug price negotiation. (Reaffirm HOD Policy) 34 

 
Fiscal Note: Less than $500. 
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Whereas, The United States spends almost twice as much on healthcare as other comparable 1 
high income countries despite similar utilization rates, driven in part by higher spending on 2 
prescription drugs than other comparable nations1,2,3,4,5,6,7 ; and 3 
 4 
Whereas, The United States spends between 30% and 190% more on pharmaceutical drugs 5 
per capita as compared to other comparable high income countries despite similar utilization 6 
rates3,4,5,6; and 7 
 8 
Whereas, Many drugs cost significantly more in the United States than in other comparable 9 
industrialized countries, imposing an undue financial burden on American consumers of 10 
pharmaceutical compounds, particularly the uninsured, Medicare beneficiaries, and those 11 
whose insurance plans do not cover medicines they need3,4,5,6,7,8; and 12 
 13 
Whereas, The United States government is the world’s largest funder of the basic science 14 
research that supports the development of new pharmaceutical compounds9,10,11; and 15 
 16 
Whereas, The United States government licenses drugs discovered in its laboratories to for-17 
profit entities in order to facilitate commercialization12,13,14; and 18 
 19 
Whereas, Numerous examples exist of drugs funded in whole or in part by the US government 20 
being sold in the United States for higher prices than in other comparable industrialized 21 
countries3,15,16,17,18,19,20,21,22,23; and 22 
 23 
Whereas, Pharmaceutical companies and industry advocacy groups excuse high prices by 24 
explaining they are necessary for research and development of new drugs25,26,27; and 25 
 26 
Whereas, A report by the US Government Accountability Office found that pharmaceutical sales 27 
increased by 45% globally over the period from 2006 to 2015 and two thirds of pharmaceutical 28 
companies saw their profit margins increase over that time period, while annual research and 29 
development investment in the United States increased by only 8% over the period from 2008 to 30 
201428; and 31 
 32 
Whereas, Pharmaceutical companies have a higher average profit margin than all comparable 33 
industries, including software development which is often cited as a similar industry with high 34 
upfront R&D costs and low relative distribution costs28,29; and 35 
 36 
Whereas, The United States pays an estimated 70% of all pharmaceutical profits obtained from 37 
OECD nations despite only accounting for 34% of the OECD’s GDP30; and38 
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Whereas, While the 1980 Bayh-Dole Act grants US government agencies the authority to 1 
unilaterally revoke licenses to companies or order that additional licenses be granted in order to 2 
ensure access (so-called “march in rights”), this extraordinary power has never been used to 3 
ensure fair pricing31,32,33; and 4 
 5 
Whereas, The NIH has repeatedly decided that it does not have the statutory authority to use its 6 
march-in rights to force licensees to set fair prices for American consumers as this is under the 7 
purview of Congress34,35,36; and 8 
 9 
Whereas, 29 European countries currently use a model called international reference pricing 10 
(IRP) to set drug prices whereby insurers and/or socialized healthcare programs agree to pay a 11 
maximum price for drugs set to an index of prices paid by comparable nations or use such an 12 
index as a benchmark for negotiations to set prices37,38; and 13 
 14 
Whereas, Studies of the effectiveness of IRP have found that it lowers prices, increases 15 
utilization of drug classes to which the model is applied, and reduces expenditures with no 16 
negative effects on health outcomes39,40,41,42,43; and 17 
 18 
Whereas, One of the most common concerns regarding IRP is that it may incentivize 19 
pharmaceutical companies to delay or eliminate product launches in countries with a lower 20 
willingness to pay44,45,46,47; and 21 
 22 
Whereas, Analyses of IRP’s effects on pharmaceutical product launch delay have found the 23 
effect is weak and is limited to countries with a lower willingness to pay48,49,50; and 24 
 25 
Whereas, The United States is one of the nations with the highest willingness to pay in 26 
aggregate, implying IRP’s tendency to delay pharmaceutical product launch in lower-income 27 
countries would likely not apply to the United States8,9,47,48; and 28 
 29 
Whereas, The Institute for Medicare and Medicaid Innovation in the Department of Health and 30 
Human Services (HHS) has proposed a new model for Medicare Part B reimbursement for 31 
single-source pharmaceuticals and biologics to be phased into 50% of Medicare Part B plans 32 
between 2020 to 2025 that shifts the reimbursement structure to an IRP model, using 126% of 33 
the average price paid for a drug in 16 comparable OECD countries for which drug pricing 34 
information is widely and publicly available as a benchmark2,49,50,51; and 35 
 36 
Whereas, Over the five years of its implementation, the proposed model is expected to save 37 
$17.2 billion overall including $3.4 billion in direct out-of-pocket savings without changing 38 
Medicare Part B’s benefit structure50,51; and 39 
 40 
Whereas, The AMA has expressed concern that the involuntary nature of the trial program may 41 
pose risks to patient access to necessary medications should third party vendors be unable to 42 
negotiate prices for drugs that fall at or under Medicare’s target price for reimbursement52; and 43 
 44 
Whereas, Existing AMA Policy (H-110.997, H-110.988, H-110.987, D-110.993, H-110.991, 45 
D-110.988, H-110.998, D-330.954) highlights the AMA’s continuing commitment to lowering 46 
prescription drug costs, so long as physician freedom of choice is preserved and appropriate 47 
incentives for pharmaceutical research and development are maintained; therefore be it48 
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RESOLVED, That our American Medical Association amend Policy H-110.987 by addition to 1 
read as follows: 2 

 3 
Pharmaceutical Costs, H-110.987 4 
1. Our AMA encourages Federal Trade Commission (FTC) actions to limit anticompetitive 5 
behavior by pharmaceutical companies attempting to reduce competition from generic 6 
manufacturers through manipulation of patent protections and abuse of regulatory exclusivity 7 
incentives. 8 
2. Our AMA encourages Congress, the FTC and the Department of Health and Human 9 
Services to monitor and evaluate the utilization and impact of controlled distribution channels 10 
for prescription pharmaceuticals on patient access and market competition. 11 
3. Our AMA will monitor the impact of mergers and acquisitions in the pharmaceutical 12 
industry. 13 
4. Our AMA will continue to monitor and support an appropriate balance between incentives 14 
based on appropriate safeguards for innovation on the one hand and efforts to reduce 15 
regulatory and statutory barriers to competition as part of the patent system. 16 
5. Our AMA encourages prescription drug price and cost transparency among 17 
pharmaceutical companies, pharmacy benefit managers and health insurance companies. 18 
6. Our AMA supports legislation to require generic drug manufacturers to pay an additional 19 
rebate to state Medicaid programs if the price of a generic drug rises faster than inflation. 20 
7. Our AMA supports legislation to shorten the exclusivity period for biologics. 21 
8. Our AMA will convene a task force of appropriate AMA Councils, state medical societies 22 
and national medical specialty societies to develop principles to guide advocacy and 23 
grassroots efforts aimed at addressing pharmaceutical costs and improving patient access 24 
and adherence to medically necessary prescription drug regimens. 25 
9. Our AMA will generate an advocacy campaign to engage physicians and patients in local 26 
and national advocacy initiatives that bring attention to the rising price of prescription drugs 27 
and help to put forward solutions to make prescription drugs more affordable for all patients. 28 
10. Our AMA supports: (a) drug price transparency legislation that requires pharmaceutical 29 
manufacturers to provide public notice before increasing the price of any drug (generic, 30 
brand, or specialty) by 10% or more each year or per course of treatment and provide 31 
justification for the price increase; (b) legislation that authorizes the Attorney General and/or 32 
the Federal Trade Commission to take legal action to address price gouging by 33 
pharmaceutical manufacturers and increase access to affordable drugs for patients; and (c) 34 
the expedited review of generic drug applications and prioritizing review of such applications 35 
when there is a drug shortage, no available comparable generic drug, or a price increase of 36 
10% or more each year or per course of treatment. 37 
11. Our AMA advocates for policies that prohibit price gouging on prescription medications 38 
when there are no justifiable factors or data to support the price increase. 39 
12. Our AMA will provide assistance upon request to state medical associations in support of 40 
state legislative and regulatory efforts addressing drug price and cost transparency. 41 
13. Our AMA supports legislation to shorten the exclusivity period for FDA pharmaceutical 42 
products where manufacturers engage in anti-competitive behaviors or unwarranted price 43 
escalations. 44 
14. Our AMA will support trial programs using international reference pricing for 45 
pharmaceuticals as an alternative drug reimbursement model for Medicare, Medicaid, 46 
and/or any other federally-funded health insurance programs, either as in individual 47 
solution or in conjunction with other approaches. (Modify Current HOD Policy) 48 

 
Fiscal Note: Minimal - less than $1,000  
 
Received: 08/28/19
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RELEVANT AMA POLICY 
 
Cost of Prescription Drugs H-110.997 
Our AMA:(1) supports programs whose purpose is to contain the rising costs of prescription drugs, provided 
that the following criteria are satisfied: (a) physicians must have significant input into the development and 
maintenance of such programs; (b) such programs must encourage optimum prescribing practices and quality 
of care; (c) all patients must have access to all prescription drugs necessary to treat their illnesses; (d) 
physicians must have the freedom to prescribe the most appropriate drug(s) and method of delivery for the 
individual patient; and (e) such programs should promote an environment that will give pharmaceutical 
manufacturers the incentive for research and development of new and innovative prescription drugs; (2) 
reaffirms the freedom of physicians to use either generic or brand name pharmaceuticals in prescribing drugs 
for their patients and encourages physicians to supplement medical judgments with cost considerations in 
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making these choices; (3) encourages physicians to stay informed about the availability and therapeutic 
efficacy of generic drugs and will assist physicians in this regard by regularly publishing a summary list of the 
patient expiration dates of widely used brand name (innovator) drugs and a list of the availability of generic 
drug products; (4) encourages expanded third party coverage of prescription pharmaceuticals as cost effective 
and necessary medical therapies; (5) will monitor the ongoing study by Tufts University of the cost of drug 
development and its relationship to drug pricing as well as other major research efforts in this area and keep 
the AMA House of Delegates informed about the findings of these studies; (6) encourages physicians to 
consider prescribing the least expensive drug product (brand name or FDA A-rated generic); and (7) 
encourages all physicians to become familiar with the price in their community of the medications they 
prescribe and to consider this along with the therapeutic benefits of the medications they select for their 
patients.  
Citation: BOT Rep. O, A-90 Sub. Res. 126 and Sub. Res. 503, A-95 Reaffirmed: Res. 502, A-98 Reaffirmed: 
Res. 520, A-99 Reaffirmed: CMS Rep. 9, I-99 Reaffirmed: CMS Rep.3, I-00 Reaffirmed: Res. 707, I-02 
Reaffirmation A-04 Reaffirmed: CMS Rep. 3, I-04 Reaffirmation A-06 Reaffirmed in lieu of Res. 814, I-09 
Reaffirmed in lieu of Res. 201, I-11 Reaffirmed in lieu of: Res. 207, A-17 Reaffirmed: BOT Rep. 14, A-18 
 
Controlling the Skyrocketing Costs of Generic Prescription Drugs H-110.988 
1. Our American Medical Association will work collaboratively with relevant federal and state agencies, 
policymakers and key stakeholders (e.g., the U.S. Food and Drug Administration, the U.S. Federal Trade 
Commission, and the Generic Pharmaceutical Association) to identify and promote adoption of policies to 
address the already high and escalating costs of generic prescription drugs. 
 2. Our AMA will advocate with interested parties to support legislation to ensure fair and appropriate 
pricing of generic medications, and educate Congress about the adverse impact of generic prescription drug 
price increases on the health of our patients. 
 3. Our AMA encourages the development of methods that increase choice and competition in the development 
and pricing of generic prescription drugs. 
4. Our AMA supports measures that increase price transparency for generic prescription drugs.  
Citation: Sub. Res. 106, A-15 Reaffirmed: CMS 2, I-15 Reaffirmed in lieu of: Res. 817, I-16 Reaffirmed in lieu 
of: Res. 207, A-17 Reaffirmed: BOT Rep. 14, A-18 
 
Pharmaceutical Costs H-110.987 
1. Our AMA encourages Federal Trade Commission (FTC) actions to limit anticompetitive behavior by 
pharmaceutical companies attempting to reduce competition from generic manufacturers through manipulation 
of patent protections and abuse of regulatory exclusivity incentives. 
2. Our AMA encourages Congress, the FTC and the Department of Health and Human Services to monitor and 
evaluate the utilization and impact of controlled distribution channels for prescription pharmaceuticals on 
patient access and market competition. 
3. Our AMA will monitor the impact of mergers and acquisitions in the pharmaceutical industry. 
4. Our AMA will continue to monitor and support an appropriate balance between incentives based on 
appropriate safeguards for innovation on the one hand and efforts to reduce regulatory and statutory barriers to 
competition as part of the patent system. 
5. Our AMA encourages prescription drug price and cost transparency among pharmaceutical companies, 
pharmacy benefit managers and health insurance companies. 
6. Our AMA supports legislation to require generic drug manufacturers to pay an additional rebate to state 
Medicaid programs if the price of a generic drug rises faster than inflation. 
7. Our AMA supports legislation to shorten the exclusivity period for biologics. 
8. Our AMA will convene a task force of appropriate AMA Councils, state medical societies and national 
medical specialty societies to develop principles to guide advocacy and grassroots efforts aimed at addressing 
pharmaceutical costs and improving patient access and adherence to medically necessary prescription drug 
regimens. 
9. Our AMA will generate an advocacy campaign to engage physicians and patients in local and national 
advocacy initiatives that bring attention to the rising price of prescription drugs and help to put forward solutions 
to make prescription drugs more affordable for all patients. 
10. Our AMA supports: (a) drug price transparency legislation that requires pharmaceutical manufacturers to 
provide public notice before increasing the price of any drug (generic, brand, or specialty) by 10% or more each 
year or per course of treatment and provide justification for the price increase; (b) legislation that authorizes the 
Attorney General and/or the Federal Trade Commission to take legal action to address price gouging by 
pharmaceutical manufacturers and increase access to affordable drugs for patients; and (c) the expedited 
review of generic drug applications and prioritizing review of such applications when there is a drug shortage, 
no available comparable generic drug, or a price increase of 10% or more each year or per course of 
treatment. 
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11. Our AMA advocates for policies that prohibit price gouging on prescription medications when there are no 
justifiable factors or data to support the price increase. 
12. Our AMA will provide assistance upon request to state medical associations in support of state legislative 
and regulatory efforts addressing drug price and cost transparency. 
13. Our AMA supports legislation to shorten the exclusivity period for FDA pharmaceutical products where 
manufacturers engage in anti-competitive behaviors or unwarranted price escalations. 
Citation: CMS Rep. 2, I-15 Reaffirmed in lieu of: Res. 817, I-16 Appended: Res. 201, A-17 Reaffirmed in lieu of: 
Res. 207, A-17 Modified: Speakers Rep. 01, A-17 Appended: Alt. Res. 806, I-17 Reaffirmed: BOT Rep. 14, A-
18 Appended: CMS Rep. 07, A-18 Appended: BOT Rep. 14, A-19 Reaffirmed: Res. 105, A-19 
 
Reducing Prescription Drug Prices D-110.993 
Our AMA will (1) continue to meet with the Pharmaceutical Research and Manufacturers of America to engage 
in effective dialogue that urges the pharmaceutical industry to exercise reasonable restraint in the pricing of 
drugs; and (2) encourage state medical associations and others that are interested in pharmaceutical bulk 
purchasing alliances, pharmaceutical assistance and drug discount programs, and other related 
pharmaceutical pricing legislation, to contact the National Conference of State Legislatures, which maintains a 
comprehensive database on all such programs and legislation.  
Citation: CMS Rep. 3, I-04 Modified: CMS Rep. 1, A-14 Reaffirmation A-14 Reaffirmed in lieu of Res. 229, I-14 
 
Price of Medicine H-110.991 
Our AMA: (1) advocates that pharmacies be required to list the full retail price of the prescription on the receipt 
along with the co-pay that is required in order to better inform our patients of the price of their medications; (2) 
will pursue legislation requiring pharmacies, pharmacy benefit managers and health plans to inform patients of 
the actual cash price as well as the formulary price of any medication prior to the purchase of the medication; 
(3) opposes provisions in pharmacies’ contracts with pharmacy benefit managers that prohibit pharmacists 
from disclosing that a patient’s co-pay is higher than the drug’s cash price; (4) will disseminate model state 
legislation to promote drug price and cost transparency and to prohibit "clawbacks"; (5) supports physician 
education regarding drug price and cost transparency, manufacturers’ pricing practices, and challenges 
patients may encounter at the pharmacy point-of-sale; and (6) work with relevant organizations to advocate for 
increased transparency through access to meaningful and relevant information about medication price and out-
of-pocket costs for prescription medications sold at both retail and mail order/online pharmacies, including but 
not limited to Medicare’s drug-pricing dashboard. 
Citation: CMS Rep. 6, A-03 Appended: Res. 107, A-07 Reaffirmed in lieu of: Res. 207, A-17 Appended: Alt. 
Res. 806, I-17 Reaffirmed: BOT Rep. 14, A-18 Appended: CMS Rep. 07, A-18 Reaffirmation: A-19 Appended: 
Res. 126, A-19 
 
Prescription Drug Price and Cost Transparency D-110.988 
1. Our AMA will continue implementation of its TruthinRx grassroots campaign to expand drug pricing 
transparency among pharmaceutical manufacturers, pharmacy benefit managers and health plans, and to 
communicate the impact of each of these segments on drug prices and access to affordable treatment. 
2. Our AMA will report back to the House of Delegates at the 2018 Interim Meeting on the progress and impact 
of the TruthinRx grassroots campaign. 
Citation: Alt. Res. 806, I-17 
 
Cost of New Prescription Drugs H-110.998 
Our AMA urges the pharmaceutical industry to exercise reasonable restraint in the pricing of drugs. 
Citation: Res. 112, I-89 Reaffirmed: Res. 520, A-99 Reaffirmed: CSAPH Rep. 1, A-09 Reaffirmed in lieu of Res. 
229, I-14 
 
Prescription Drug Prices and Medicare D-330.954 
1. Our AMA will support federal legislation which gives the Secretary of the Department of Health and Human 
Services the authority to negotiate contracts with manufacturers of covered Part D drugs. 
2. Our AMA will work toward eliminating Medicare prohibition on drug price negotiation. 
3. Our AMA will prioritize its support for the Centers for Medicare & Medicaid Services to negotiate 
pharmaceutical pricing for all applicable medications covered by CMS.  
Citation: Res. 211, A-04 Reaffirmation I-04 Reaffirmed in lieu of Res. 201, I-11 Appended: Res. 206, I-14 
Reaffirmed: CMS Rep. 2, I-15 Appended: Res. 203, A-17 
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Resolution: 804 
(I-19) 

 
Introduced by: Indiana 
 
Subject: Protecting Seniors from Medicare Advantage Plans 
 
Referred to: Reference Committee J 
 (, Chair) 
 

 
Whereas, Medicare Advantage plans are heavily marketed to seniors by insurance companies, 1 
with less than ideal transparency in advertising; and 2 
 3 
Whereas, These plans produce higher insurance company profits at cost to CMS because 4 
Advantage plans are paid at a higher rate than traditional Medicare; and 5 
 6 
Whereas, There also is the potential for higher annual and lifetime costs for the patient under an 7 
Advantage Plan; and 8 
 9 
Whereas, Presentations by insurance company officials to seniors can overemphasize the value 10 
of different options and can create confusion; therefore be it 11 
 12 
RESOLVED, That our American Medical Association encourage AARP, insurance companies 13 
and other vested parties to develop simplified tools and guidelines for comparing and 14 
contrasting Medicare Advantage plans.  (New HOD Policy) 15 
 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 09/27/19 
 
RELEVANT AMA POLICY 
 
https://policysearch.ama-
assn.org/policyfinder/detail/comparing%20Medicare%20Advantage%20Plans?uri=%2FAMADoc
%2FHOD.xml-H-285.902.xml 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 805 
(I-19) 

 
Introduced by: International Medical Graduates Section 
 
Subject: Fair Medication Pricing for Patients in United States: Advocating for a Global 

Pricing Standard 
 
Referred to: Reference Committee J 
 (, Chair) 
 

 
Whereas, Patients in the United States spend more on prescription medications than any other 1 
industrialized country according to the National Healthcare Expenditure, 333 billion dollars in 2 
2017, up from 236 billion dollars in 2007; and 3 
 4 
Whereas, Increases in prescription drug prices have resulted in many patients foregoing 5 
medication and putting lives at risk; while other countries such as Britain, the world’s 20 top 6 
selling medications are three times cheaper than in the United States; and 7 
 8 
Whereas, Data from a study of generic and brand name drug costs published in Health Affairs in 9 
January 2019 shows that generic drugs and brand name drugs increased in price from 9 to 21 10 
percent per annum from 2005 through 2016; and 11 

 12 
Whereas, Up to 85% of the raw ingredients used in the medications sold in the United States 13 
are produced outside of the country while our prices for pharmaceuticals per capita are the 14 
highest in the world; and  15 
 16 
Whereas, Recent efforts to create an International Pricing Index to allow the Centers for 17 
Medicaid and Medicare to negotiate prices for medications in Part B, which leaves the majority 18 
of medications prescribed that are in Medicare Part D and from other sources unaffected; and 19 
 20 
Whereas, New legislation efforts are focusing on the creation of an International Pricing Index 21 
that would identify only the 250 most costly medications each year and negotiate prices for only 22 
25 of these medications per annum, would continue to leave the majority of medications 23 
unaffected; and  24 
 25 
Whereas, The current legislative proposal would cap the price of medications at 120% of an 26 
International Pricing Index for only 25 medications each year, which may potentially still result in 27 
consumers experiencing an unfair burden of medication prices for the majority of medications; 28 
and  29 
 30 
Whereas, The AMA is dedicated to promoting patient-centered quality healthcare that is 31 
accessible and affordable; it would be in the best interest for patient care and to minimize cost 32 
to better control medication prices; therefore be it 33 
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RESOLVED, That our American Medical Association advocate for legislation to create an 1 
International Pricing Index that would track global medication prices for all prescription 2 
medications and keep U.S. medication costs aligned with prices paid in other countries to help 3 
control costs and reduce unreasonable patient financial barriers to treatment (Directive to Take 4 
Action); and be it  5 
 6 
RESOLVED, That our AMA advocate for legislation that would ensure that patients are charged 7 
fairly for prescription medications based on the International Pricing Index and that additional 8 
costs will not be arbitrarily assigned or passed onto patients. (Directive to Take Action) 9 
 
Fiscal Note: Modest - between $1,000 - $5,000  
 
Received: 10/01/19 
 
References: 
1)  “Spending On Prescription Drugs In The US: Where Does All The Money Go?”, Health Affairs Magazine; 

https://www.healthaffairs.org/do/10.1377/hblog20180726.670593/full/ 
2)  “Retail prescription drug spending grew by $90 billion over four years,” Modern Healthcare; https://www.modernhealthcare.com/technology/retail-

prescription-drug-spending-grew-90-billion-over-four-years  
3) “The Contribution Of New Product Entry Versus Existing Product Inflation In The Rising Costs Of Drugs,”, Health Affairs; 

https://www.healthaffairs.org/doi/10.1377/hlthaff.2018.05147#EX1 
4)  “International Pricing Index: Outsourcing Negotiations Will Continue the US Drug Cost Crisis”, Health Affairs Magazine: 

https://www.healthaffairs.org/do/10.1377/hblog20190307.887201/full/ 
5)  “More Than 300 Groups Seek Halt to CMS Plans for Global Drug Pricing Index”, American Journal of managed Care: 

https://www.ajmc.com/newsroom/more-than-300-groups-seek-halt-to-cms-plans-for-global-drug-pricing-index 
6)  “Why are Prescription Drug Prices Rising?” U.S. News & World Report, https://health.usnews.com/health-care/for-better/articles/2019-02-06/why-

are-prescription-drug-prices-rising 
7)  “How the U.S. Pays 3 Times More for Drugs”, Scientific American: https://www.scientificamerican.com/article/how-the-u-s-pays-3-times-more-for-

drugs/  

 
RELEVANT AMA POLICY 
 
Price of Medicine H-110.991 
Our AMA: (1) advocates that pharmacies be required to list the full retail price of the prescription on the receipt along 
with the co-pay that is required in order to better inform our patients of the price of their medications; (2) will pursue 
legislation requiring pharmacies, pharmacy benefit managers and health plans to inform patients of the actual cash 
price as well as the formulary price of any medication prior to the purchase of the medication; (3) opposes provisions 
in pharmacies’ contracts with pharmacy benefit managers that prohibit pharmacists from disclosing that a patient’s 
co-pay is higher than the drug’s cash price; (4) will disseminate model state legislation to promote drug price and cost 
transparency and to prohibit "clawbacks"; (5) supports physician education regarding drug price and cost 
transparency, manufacturers’ pricing practices, and challenges patients may encounter at the pharmacy point-of-sale; 
and (6) work with relevant organizations to advocate for increased transparency through access to meaningful and 
relevant information about medication price and out-of-pocket costs for prescription medications sold at both retail 
and mail order/online pharmacies, including but not limited to Medicare’s drug-pricing dashboard. 
Citation: CMS Rep. 6, A-03; Appended: Res. 107, A-07; Reaffirmed in lieu of: Res. 207, A-17; Appended: Alt. Res. 
806, I-17; Reaffirmed: BOT Rep. 14, A-18; Appended: CMS Rep. 07, A-18; Reaffirmation: A-19; Appended: Res. 126, 
A-19 
 
Cost of Prescription Drugs H-110.997 
Our AMA: 
(1) supports programs whose purpose is to contain the rising costs of prescription drugs, provided that the following 
criteria are satisfied: (a) physicians must have significant input into the development and maintenance of such 
programs; (b) such programs must encourage optimum prescribing practices and quality of care; (c) all patients must 
have access to all prescription drugs necessary to treat their illnesses; (d) physicians must have the freedom to 
prescribe the most appropriate drug(s) and method of delivery for the individual patient; and (e) such programs 
should promote an environment that will give pharmaceutical manufacturers the incentive for research and 
development of new and innovative prescription drugs; 
(2) reaffirms the freedom of physicians to use either generic or brand name pharmaceuticals in prescribing drugs for 
their patients and encourages physicians to supplement medical judgments with cost considerations in making these 
choices; 
(3) encourages physicians to stay informed about the availability and therapeutic efficacy of generic drugs and will 
assist physicians in this regard by regularly publishing a summary list of the patient expiration dates of widely used 
brand name (innovator) drugs and a list of the availability of generic drug products; 
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(4) encourages expanded third party coverage of prescription pharmaceuticals as cost effective and necessary 
medical therapies; 
(5) will monitor the ongoing study by Tufts University of the cost of drug development and its relationship to drug 
pricing as well as other major research efforts in this area and keep the AMA House of Delegates informed about the 
findings of these studies; 
(6) encourages physicians to consider prescribing the least expensive drug product (brand name or FDA A-rated 
generic); and 
(7) encourages all physicians to become familiar with the price in their community of the medications they prescribe 
and to consider this along with the therapeutic benefits of the medications they select for their patients. 
Citation: BOT Rep. O, A-90; Sub. Res. 126 and Sub. Res. 503, A-95; Reaffirmed: Res. 502, A-98; Reaffirmed: Res. 
520, A-99; Reaffirmed: CMS Rep. 9, I-99; Reaffirmed: CMS Rep.3, I-00; Reaffirmed: Res. 707, I-02; Reaffirmation A-
04; Reaffirmed: CMS Rep. 3, I-04; Reaffirmation A-06; Reaffirmed in lieu of Res. 814, I-09; Reaffirmed in lieu of Res. 
201, I-11; Reaffirmed in lieu of: Res. 207, A-17; Reaffirmed: BOT Rep. 14, A-18 
 
Cost Sharing Arrangements for Prescription Drugs H-110.990 
Our AMA: 
1. believes that cost-sharing arrangements for prescription drugs should be designed to encourage the judicious use 
of health care resources, rather than simply shifting costs to patients; 
2. believes that cost-sharing requirements should be based on considerations such as: unit cost of medication; 
availability of therapeutic alternatives; medical condition being treated; personal income; and other factors known to 
affect patient compliance and health outcomes; and 
3. supports the development and use of tools and technology that enable physicians and patients to determine the 
actual price and out-of-pocket costs of individual prescription drugs prior to making prescribing decisions, so that 
physicians and patients can work together to determine the most efficient and effective treatment for the patient's 
medical condition. 
Citation: CMS Rep. 1, I-07; Reaffirmation A-08; Reaffirmed: CMS Rep. 1, I-12; Reaffirmed in lieu of Res. 105, A-13; 
Reaffirmed in lieu of: Res. 205, A-17; Reaffirmed in lieu of: Res. 207, A-17; Reaffirmed: CMS Rep. 07, A-18 
 
Drug Issues in Health System Reform H-100.964 
The AMA: (1) consistent with AMA Policy H-165.925, supports coverage of prescription drugs, including insulin, in the 
AMA standard benefits package. 
(2) supports consumer choice of at least two options for their pharmaceutical benefits program. This must include a 
fee-for-service option where restrictions on patient access and physician autonomy to prescribe any FDA-approved 
medication are prohibited. 
(3) reaffirms AMA Policy H-110.997, supporting the freedom of physicians to use either generic or brand name 
pharmaceuticals in prescribing drugs for their patients and encourage physicians to supplement medical judgments 
with cost considerations in making these choices. 
(4) reaffirms AMA Policies H-120.974 and H-125.992, opposing the substitution of FDA B-rated generic drug 
products. 
(5) supports a managed pharmaceutical benefits option with market-driven mechanisms to control costs, provided 
cost control strategies satisfy AMA criteria defined in AMA Policy H-110.997 and that drug formulary systems 
employed are consistent with standards defined in AMA Policy H-125.991. 
(6) supports prospective and retrospective drug utilization review (DUR) as a quality assurance component of 
pharmaceutical benefits programs, provided the DUR program is consistent with Principles of Drug Use Review 
defined in AMA Policy H-120.978. 
(7a) encourages physicians to counsel their patients about their prescription medicines and when appropriate, to 
supplement with written information; and supports the physician's role as the "learned intermediary" about 
prescription drugs. 
(7b) encourages physicians to incorporate medication reviews, including discussions about drug interactions and side 
effects, as part of routine office-based practice, which may include the use of medication cards to facilitate this 
process. Medication cards should be regarded as a supplement, and not a replacement, for other information 
provided by the physician to the patient via oral counseling and, as appropriate, other written information. 
(8) recognizes the role of the pharmacist in counseling patients about their medicines in order to reinforce the 
message of the prescribing physician and improve medication compliance. 
(9) reaffirms AMA Policies H-115.995 and H-115.997, opposing FDA-mandated patient package inserts for all 
marketed prescription drugs. 
(10) opposes payment of pharmacists by third party payers on a per prescription basis when the sole purpose is to 
convince the prescribing physician to switch to a less expensive "formulary" drug because economic incentives can 
interfere with pharmacist professional judgment. 
(11) reaffirms AMA Policy H-120.991, supporting the voluntary time-honored practice of physicians providing drug 
samples to selected patients at no charge, and to oppose legislation or regulation whose intent is to ban drug 
sampling. 
(12) supports CEJA's opinion that physicians have an ethical obligation to report adverse drug or device events; 
supports the FDA's MedWatch voluntary adverse event reporting program; and supports FDA efforts to prevent public 
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disclosure of patient and reporter identities. 
(13) opposes legislation that would mandate reporting of adverse drug and device events by physicians that would 
result in public disclosure of patient or reporter identities. 
(14) reaffirms AMA Policy H-120.988, supporting physician prescribing of FDA-approved drugs for unlabeled 
indications when such use is based upon sound scientific evidence and sound medical opinion, and supporting third 
party payer reimbursement for drugs prescribed for medically accepted unlabeled uses. 
(15) encourages the use of three compendia (AMA's DRUG EVALUATIONS; United States Pharmacopeial-Drug 
Information, Volume I; and American Hospital Formulary Service-Drug Information) and the peer-reviewed literature 
for determining the medical acceptability of unlabeled uses.  
(16) reaffirms AMA Policy H-100.989, supporting the present classification of drugs as either prescription or over-the-
counter items and opposing the establishment of a pharmacist-only third (transitional) class of drugs. 
(17) reaffirms AMA Policy H-120.983, urging the pharmaceutical industry to provide the same economic opportunities 
to individual pharmacies as given to mail service pharmacies. 
Citation: (BOT Rep. 53, A-94; Reaffirmed by Sub. Res. 501, A-95; Reaffirmed by CSA Rep. 3, A-97; Amended: CSA 
Rep. 2, I-98; Renumbered: CMS Rep. 7, I-05; Reaffirmation A-10; Reaffirmed in lieu of Res. 201, I-11) 
 
Controlling Cost of Medical Care H-155.966 
The AMA urges the American Hospital Association and all hospitals to encourage the administrators and medical 
directors to provide to the members of the medical staffs, housestaff and medical students the charges for tests, 
procedures, medications and durable medical equipment in such a fashion as to emphasize cost and quality 
consciousness and to maximize the education of those who order these items as to their costs to the patient, to the 
hospital and to society in general. 
Citation: (Sub. Res. 75, I-81; Reaffirmed: CLRPD Rep. F, I-91; Res. 801, A-93; CMS Rep. 12, A-95; Reaffirmed by 
Rules & Credentials Cmt., A-96; Reaffirmed: CMS Rep. 8, A-06; Reaffirmation A-08; Reaffirmed in lieu of Res. 5, A-
12) 
 
Patient and Public Education about Cost of Care H-155.980 
The AMA, as a part of its program to strengthen the US health care system, supports intensifying its efforts to better 
understand patient concerns regarding fees and other costs of health care in all settings, including the cost of 
medication, and supports attempts to relieve these concerns. 
Citation: (Res. 153, I-89; Sub. Res. 42, I-89; Reaffirmed in lieu of Res. 811, I-93; CMS Rep. 12, A-95; Reaffirmed: 
CMS Rep. 7, A-05; Modified: CMS Rep. 1, A-15) 
 
Medicare Part B Competitive Acquisition Program (CAP) H-110.983 
Our AMA will advocate that any revised Medicare Part B Competitive Acquisition Program meet the following 
standards to improve the value of the program by lowering the cost of drugs without undermining quality of care: 
(1) it must be genuinely voluntary and not penalize practices that choose not to participate; 
(2) it should provide supplemental payments to reimburse for costs associated with special handling and storage for 
Part B drugs; 
(3) it must not reduce reimbursement for services related to provision/administration of Part B drugs, and 
reimbursement should be indexed to an appropriate healthcare inflation rate; 
(4) it should permit flexibility such as allowing for variation in orders that may occur on the day of treatment, and allow 
for the use of CAP-acquired drugs at multiple office locations; 
(5) it should allow practices to choose from multiple vendors to ensure competition, and should also ensure that 
vendors meet appropriate safety and quality standards; 
(6) it should include robust and comprehensive patient protections which include preventing delays in treatment, 
helping patients find assistance or alternative payment arrangements if they cannot meet the cost-sharing 
responsibility, and vendors should bear the risk of non-payment of patient copayments in a way that does not 
penalize the physician; 
(7) it should not allow vendors to restrict patient access using utilization management policies such as step therapy; 
and 
(8) it should not force disruption of current systems which have evolved to ensure patient access to necessary 
medications. 
Citation: Res. 216, I-18 
 
Controlling the Skyrocketing Costs of Generic Prescription Drugs H-110.988 
1. Our American Medical Association will work collaboratively with relevant federal and state agencies, policymakers 
and key stakeholders (e.g., the U.S. Food and Drug Administration, the U.S. Federal Trade Commission, and the 
Generic Pharmaceutical Association) to identify and promote adoption of policies to address the already high and 
escalating costs of generic prescription drugs. 
2. Our AMA will advocate with interested parties to support legislation to ensure fair and appropriate pricing of generic 
medications, and educate Congress about the adverse impact of generic prescription drug price increases on the 
health of our patients. 
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3. Our AMA encourages the development of methods that increase choice and competition in the development and 
pricing of generic prescription drugs. 
4. Our AMA supports measures that increase price transparency for generic prescription drugs. 
Citation: Sub. Res. 106, A-15; Reaffirmed: CMS 2, I-15; Reaffirmed in lieu of: Res. 817, I-16; Reaffirmed in lieu of: 
Res. 207, A-17; Reaffirmed: BOT Rep. 14, A-18 
 
Pharmaceutical Costs H-110.987 
1. Our AMA encourages Federal Trade Commission (FTC) actions to limit anticompetitive behavior by 
pharmaceutical companies attempting to reduce competition from generic manufacturers through manipulation of 
patent protections and abuse of regulatory exclusivity incentives. 
2. Our AMA encourages Congress, the FTC and the Department of Health and Human Services to monitor and 
evaluate the utilization and impact of controlled distribution channels for prescription pharmaceuticals on patient 
access and market competition. 
3. Our AMA will monitor the impact of mergers and acquisitions in the pharmaceutical industry. 
4. Our AMA will continue to monitor and support an appropriate balance between incentives based on appropriate 
safeguards for innovation on the one hand and efforts to reduce regulatory and statutory barriers to competition as 
part of the patent system. 
5. Our AMA encourages prescription drug price and cost transparency among pharmaceutical companies, pharmacy 
benefit managers and health insurance companies. 
6. Our AMA supports legislation to require generic drug manufacturers to pay an additional rebate to state Medicaid 
programs if the price of a generic drug rises faster than inflation. 
7. Our AMA supports legislation to shorten the exclusivity period for biologics. 
8. Our AMA will convene a task force of appropriate AMA Councils, state medical societies and national medical 
specialty societies to develop principles to guide advocacy and grassroots efforts aimed at addressing 
pharmaceutical costs and improving patient access and adherence to medically necessary prescription drug 
regimens. 
9. Our AMA will generate an advocacy campaign to engage physicians and patients in local and national advocacy 
initiatives that bring attention to the rising price of prescription drugs and help to put forward solutions to make 
prescription drugs more affordable for all patients. 
10. Our AMA supports: (a) drug price transparency legislation that requires pharmaceutical manufacturers to provide 
public notice before increasing the price of any drug (generic, brand, or specialty) by 10% or more each year or per 
course of treatment and provide justification for the price increase; (b) legislation that authorizes the Attorney General 
and/or the Federal Trade Commission to take legal action to address price gouging by pharmaceutical manufacturers 
and increase access to affordable drugs for patients; and (c) the expedited review of generic drug applications and 
prioritizing review of such applications when there is a drug shortage, no available comparable generic drug, or a 
price increase of 10% or more each year or per course of treatment. 
11. Our AMA advocates for policies that prohibit price gouging on prescription medications when there are no 
justifiable factors or data to support the price increase. 
12. Our AMA will provide assistance upon request to state medical associations in support of state legislative and 
regulatory efforts addressing drug price and cost transparency. 
13. Our AMA supports legislation to shorten the exclusivity period for FDA pharmaceutical products where 
manufacturers engage in anti-competitive behaviors or unwarranted price escalations. 
Citation: CMS Rep. 2, I-15; Reaffirmed in lieu of: Res. 817, I-16; Appended: Res. 201, A-17; Reaffirmed in lieu of: 
Res. 207, A-17; Modified: Speakers Rep. 01, A-17; Appended: Alt. Res. 806, I-17; Reaffirmed: BOT Rep. 14, A-18; 
Appended: CMS Rep. 07, A-18; Appended: BOT Rep. 14, A-19; Reaffirmed: Res. 105, A-19 
 
Maximum Allowable Cost of Prescription Medications H-155.962 
Our AMA opposes the use of price controls in any segment of the health care industry, and continues to promote 
market-based strategies to achieve access to and affordability of health care goods and services. 
Citation: CMS Rep. 2, A-07; Reaffirmed in lieu of Res. 201, I-11; Reaffirmed: CMS Res. 2, I-15; Reaffirmed in lieu of: 
Res. 817, I-16; Reaffirmation: A-17 
 
Managed Care Cost Containment Involving Prescription Drugs H-285.965 
(1) Physicians who participate in managed care plans should maintain awareness of plan decisions about drug 
selection by staying informed about pharmacy and therapeutics (P&T) committee actions and by ongoing personal 
review of formulary composition. P&T committee members should include independent physician representatives. 
Mechanisms should be established for ongoing peer review of formulary policy. Physicians who perceive 
inappropriate influence on formulary development from pharmaceutical industry consolidation should notify the proper 
regulatory authorities. 
(2) Physicians should be particularly vigilant to ensure that formulary decisions adequately reflect the needs of 
individual patients and that individual needs are not unfairly sacrificed by decisions based on the needs of the 
average patient. Physicians are ethically required to advocate for additions to the formulary when they think patients 
would benefit materially and for exceptions to the formulary on a case-by-case basis when justified by the health care 
needs of particular patients. Mechanisms to appeal formulary exclusions should be established. Other cost-
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containment mechanisms, including prescription caps and prior authorization, should not unduly burden physicians or 
patients in accessing optimal drug therapy. 
(3) Limits should be placed on the extent to which managed care plans use incentives or pressures to lower 
prescription drug costs. Financial incentives are permissible when they promote cost-effectiveness, not when they 
require withholding medically necessary care. Physicians must not be made to feel that they jeopardize their 
compensation or participation in a managed care plan if they prescribe drugs that are necessary for their patients but 
that may also be costly. There should be limits on the magnitude of financial incentives, incentives should be 
calculated according to the practices of a sizable group of physicians rather than on an individual basis, and 
incentives based on quality of care rather than cost of care should be used. Physician penalties for non-compliance 
with a managed care formulary in the form of deductions from withholds or direct charges are inappropriate and 
unduly coercive. Prescriptions should not be changed without physicians having a change to discuss the change with 
the patient. 
(4) Managed care plans should develop and implement educational programs on cost-effective prescribing practices. 
Such initiatives are preferable to financial incentives or pressures by HMOs or hospitals, which can be ethically 
problematic. 
(5) Patients must fully understand the methods used by their managed care plans to limit prescription drug costs. 
During enrollment, the plan must disclose the existence of formularies, the provisions for cases in which the physician 
prescribes a drug that is not included in the formulary and the incentives or other mechanisms used to encourage 
physicians to consider costs when prescribing drugs. In addition, plans should disclose any relationships with 
pharmaceutical benefit management companies or pharmaceutical companies that could influence the composition of 
the formulary. If physicians exhaust all avenues to secure a formulary exception for a significantly advantageous 
drug, they are still obligated to disclose the option of the more beneficial, more costly drug to the patient, so that the 
patient can decide whether to pay out-of-pocket. 
(6) Research should be conducted to assess the impact of formulary constraints and other approaches to containing 
prescription drug costs on patient welfare. 
(7) Our AMA urges pharmacists to contact the prescribing physician if a prescription written by the physician violates 
the managed care drug formulary under which the patient is covered, so that the physician has an opportunity to 
prescribe an alternative drug, which may be on the formulary. 
(8) When pharmacists, insurance companies, or pharmaceutical benefit management companies communicate 
directly with physicians or patients regarding prescriptions, the reason for the intervention should be clearly identified 
as being either educational or economic in nature. 
(9) Our AMA will develop model legislation which prohibits managed care entities, and other insurers, from retaliating 
against a physician by disciplining, or withholding otherwise allowable payment because they have prescribed drugs 
to patients which are not on the insurer's formulary, or have appealed a plan's denial of coverage for the prescribed 
drug. 
(10) Our AMA urges health plans including managed care organizations to provide physicians and patients with their 
medication formularies through multiple media, including Internet posting. 
(11) In the case where Internet posting of the formulary is not available and the formulary is changed, coverage 
should be maintained until a new formulary is distributed. 
(12) For physicians who do not have electronic access, hard copies must be available. 
Citation: CEJA Rep. 2, A-95; Res. 734, A-97; Appended by Res. 524 and Sub. Res.714, A-98; Reaffimed: Res. 511, 
A-99; Modified: Res. 501, Reaffirmed: Res. 123 and 524, A-00; Modified: Res. 509, I-00; Reaffirmed: CMS Rep. 6, A-
03; Reaffirmation I-04; Reaffirmed: Sub. Res. 529, A-05; Reaffirmation A-08; Reaffirmation A-10; Reaffirmed in lieu of 
Res. 822, I-11; Reaffirmation A-14; Reaffirmed: CMS Rep. 05, A-19 
 
Low Cost Drugs to Poor Countries During Times of Pandemic Health Crises H-250.988 
Our AMA: (1) encourages pharmaceutical companies to provide low cost medications to countries during times of 
pandemic health crises; and (2) shall work with the World Health Organization (WHO), UNAID, and similar 
organizations that provide comprehensive assistance, including health care, to poor countries in an effort to improve 
public health and national stability. 
Citation: (Res. 402, A-02; Reaffirmed: CSAPH Rep. 1, A-12) 
 
1.2.13 Medical Tourism 
Medical tourists travel to address what they deem to be unmet personal medical needs, prompted by issues of cost, 
timely access to services, higher quality of care or perceived superior services, or to access services that are not 
available in their country of residence. In many instances, patients travel on their own initiative, with or without 
consulting their physician, and with or without utilizing the services of commercial medical tourism companies. The 
care medical tourists seek may be elective procedures, medically necessary standard care, or care that is 
unapproved or legally or ethically prohibited in their home system. 
Many medical tourists receive excellent care, but issues of safety and quality can loom large. Substandard surgical 
care, poor infection control, inadequate screening of blood products, and falsified or outdated medications in lower 
income settings of care can pose greater risks than patients would face at home. Medical tourists also face 
heightened travel-related risks. Patients who develop complications may need extensive follow-up care when they 
return home. They may pose public health risks to their home communities as well. 
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Medical tourism can leave home country physicians in problematic positions: Faced with the reality that medical 
tourists often need follow-up when they return, even if only to monitor the course of an uneventful recovery; 
confronted with the fact that returning medical tourists often do not have records of the procedures they underwent 
and the medications they received, or contact information for the foreign health care professionals who provided 
services, asked to make right what went wrong when patients experience complications as a result of medical travel, 
often having not been informed about, let alone part of the patients decision to seek health care abroad. (IV, V, VI) 
Physicians need to be aware of the implications of medical tourism for individual patients and the community. 
Collectively, through their specialty societies and other professional organizations, physicians should: 
(a) Support collection of and access to outcomes data from medical tourists to enhance informed decision making. 
(b) Advocate for education for health care professionals about medical tourism. 
(c) Advocate for appropriate oversight of medical tourism and companies that facilitate it to protect patient safety and 
promote high quality care. 
(d) Advocate against policies that would require patients to accept care abroad as a condition of access to needed 
services. 
Individually, physicians should: 
(e) Be alert to indications that a patient may be contemplating seeking care abroad and explore with the patient the 
individuals concerns and wishes about care. 
(f) Seek to familiarize themselves with issues in medical tourism to enable them to support informed decision making 
when patients approach them about getting care abroad. 
(g) Help patients understand the special nature of risk and limited likelihood of benefit when they desire an 
unapproved therapy. Physicians should help patients frame realistic goals for care and encourage a plan of care 
based on scientifically recognized interventions. 
(h) Advise patients who inform them in advance of a decision to seek care abroad whether the physician is or is not 
willing to provide follow-up care for the procedure(s), and refer the patient to other options for care. 
(i) Offer their best professional guidance about a patients decision to become a medical tourist, just as they would 
any other decision about care. This includes being candid when they deem a decision to obtain specific care abroad 
not to be in the patients best interests. Physicians should encourage patients who seek unapproved therapy to enroll 
in an appropriate clinical trial. 
(j) Physicians should respond compassionately when a patient who has undergone treatment abroad without the 
physicians prior knowledge seeks nonemergent follow-up care. Those who are reluctant to provide such care should 
carefully consider: 
(i) the nature and duration of the patient-physician relationship; 
(ii) the likely impact on the individual patients well-being; 
(iii) the burden declining to provide follow-up care may impose on fellow professionals; 
(iv) the likely impact on the health and resources of the community. 
Physicians who are unable or unwilling to provide care in these circumstances have a responsibility to refer the 
patient to appropriate services. 
AMA Principles of Medical Ethics: IV, V, VI 
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: 2018  



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution:  806 
(I-19) 

 
Introduced by: Medical Student Section 
 
Subject: Support for Housing Modification Policies 
 
Referred to: Reference Committee J 
 (__________, Chair) 
 

 
Whereas, Falls amongst the elderly population cost approximately 30,000 lives and nearly $32 1 
billion every year1; and 2 
 3 
Whereas, For US adults ages 65 and older in 2012, there were 24,190 deaths and 3.2 million 4 
non-fatal, fall-related injuries2; and 5 
 6 
Whereas, US citizens with low socioeconomic status or greater neighborhood disadvantage had 7 
higher rates of falls7; and 8 
 9 
Whereas, Minorities, those with lower levels of education, and those with less social support 10 
were less likely to have home modifications8; and  11 
 12 
Whereas, Blacks were 30-40% less likely than whites to have fall-related injuries when 13 
controlling for these differences9; and 14 
 15 
Whereas, Home modifications led by an occupational therapist had the greatest potential to 16 
affect the most elderly when compared to six other fall prevention strategies, including Tai Chi, 17 
Otago, medication management, Vitamin D supplements, expedited first eye cataract surgery, 18 
and single-vision distance lenses for outdoor activities10; and 19 
 20 
Whereas, Homes are the most likely setting of falls in the elderly with high morbidity and 21 
mortality and prevention in the single most effective intervention5,18,19; and  22 
 23 
Whereas, Home hazards to the elderly include physical limitations, loose rugs, unstable 24 
furniture, obstructed walkways, and poor lighting give way to falls within the home20; and  25 
 26 
Whereas, Simple modifications aimed at increasing lighting and tacking down loose rugs or 27 
carpets have shown to statistically reduce the risk of falling in the home16; and 28 
 29 
Whereas, Other interventions include grab bars and grips in the bathroom, hand-rails on both 30 
sides of the steps, and lever-style handles on doors and faucets, wheelchair ramps, stair lifts, 31 
first-floor bathroom or kitchen renovations, and other more extensive renovations21; and 32 
 33 
Whereas, There are currently three insurance-based funding schemes for housing 34 
modifications, including Medicare Advantage, Medicaid’s Money Follows the Person Initiative, 35 
and the Veteran’s Health Administration Home Improvements and Structural Alterations (HISA) 36 
benefits; and 37 
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Whereas, Housing modifications are comparatively clinically effective, cost effective, and 1 
actionable in preventing fall related injuries among the elderly; therefore be it  2 
 3 
RESOLVED, That our American Medical Association support legislation for health insurance 4 
coverage of housing modification benefits for: (a) the elderly; (b) other populations that require 5 
these modifications in order to mitigate preventable health conditions, including but not limited to 6 
the disabled or soon to be disabled; and (c) other persons with physical and/or mental 7 
disabilities. (New HOD Policy) 8 
 
Fiscal Note: Minimal - less than $1,000  
 
Date Received: 10/01/19 
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RELEVANT AMA POLICY 
 
Community-Based Falls Prevention Programs H-25.988 
Our American Medical Association will work with relevant organizations to support community-based falls 
prevention programs. 
Citation: (Res. 408, A-15) 
 
Exercise Programs for the Elderly H-25.995 
The AMA recommends that physicians: (1) stress the importance of exercise for older patients and 
explain its physiological and psychological benefits; (2) obtain a complete medical history and perform a 
physical examination that includes exercise testing for quantification of cardiovascular and physical 
fitness as appropriate, prior to the specific exercise prescription; (3) provide appropriate follow-up of 
patients' exercise programs; and (4) encourage all patients to establish a lifetime commitment to an 
exercise program. 
Citation: (CSA Rep. C, I-83; Reaffirmed: CLRPD Rep. 1, I-93; Reaffirmed: CSA Rep. 8, A-05; Reaffirmed: 
CSAPH Rep. 1, A-15) 
 
Health Care for Older Patients H-25.999 
The AMA: (1) endorses and encourages further experimentation and application of home-centered 
programs of care for older patients and recommends further application of other new experiments in 
providing better health care, such as rehabilitation education services in nursing homes, chronic illness 
referral centers, and progressive patient care in hospitals; (2) recommends that there be increased 
emphasis at all levels of medical education on the new challenges being presented to physicians in health 
care of the older person, on the growing opportunities for effective use of health maintenance programs 
and restorative services with this age group, and on the importance of a total view of health, embracing 
social, psychological, economic, and vocational aspects; (3) encourages continued leadership and 
participation by the medical profession in community programs for seniors; and (4) will explore and 
advocate for policies that best improve access to, and the availability of, high quality geriatric care for 
older adults in the post-acute and long term care continuum.. 
Citation: (Committee on Aging Report, I-60; Reaffirmed: CLRPD Rep. C, A-88; Reaffirmed: Sunset 
Report, I-98; Reaffirmed: CSAPH Rep. 2, A-08; Reaffirmation A-11; Appended: Res. 709, A-13) 
 
Policy Recommendations in the Field of Aging H-25.998 
It is the policy of the AMA that: (1) Older individuals should not be isolated; 
(2) a health maintenance program is necessary for every individual; 
(3) more persons interested in working with the older people in medical and other professional fields are 
needed; 
(4) more adequate nursing home facilities are an urgent health need for some older people in many 
communities; 
(5) further development of service and facilities is required; 
(6) extension of research on both medical and socioeconomic aspects of aging is vital; 
(7) local programs for older persons, especially those which emphasize the importance of self-help and 
independence by the senior citizen, should be a major concern of medicine, both collectively and 
individually; and 
(8) local medical society committees along with other leaders in community service, should be equipped 
to appraise the advantage or disadvantage of proposed housing for older people. 
Citation: CMS Rep. A, I-60; Reaffirmed: CLRPD Rep. C, A-88; Reaffirmed: Sunset Report, I-98; 
Reaffirmed: CSAPH Rep. 2, A-08; Reaffirmed: CMS Rep. 01, A-18; 
 
5.1 Advance Care Planning 
The process of advance care planning is widely recognized as a way to support patient self- 
determination, facilitate decision making, and promote better care at the end of life. Although often 
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thought of primarily for terminally ill patients or those with chronic medical conditions, advance care 
planning is valuable for everyone, regardless of age or current health status. Planning in advance for 
decisions about care in the event of a life-threatening illness or injury gives individuals the opportunity to 
reflect on and express the values they want to have govern their care, to articulate the factors that are 
important to them for quality of life, and to make clear any preferences they have with respect to specific 
interventions. Importantly, these discussions also give individuals the opportunity to identify who they 
would want to make decisions for them should they not have decision-making capacity.  
Proactively discussing with patients what they would or would not want if recovery from illness or injury is 
improbable also gives physicians opportunity to address patientsconcerns and expectations and clarify 
misunderstandings individuals may have about specific medical conditions or interventions. Encouraging 
patients to share their views with their families or other intimates and record them in advance directives, 
and to name a surrogate decision maker, helps to ensure that patientsown values, goals, and preferences 
will inform care decisions even when they cannot speak for themselves. 
Physicians must recognize, however that patients and families approach decision making in many 
different ways, informed by culture, faith traditions, and life experience, and should be sensitive to each 
patients individual situations and preferences when broaching discussion of planning for care at the end 
of life.  
Physicians should routinely engage their patients in advance care planning in keeping with the following 
guidelines: 
(a) Regularly encourage all patients, regardless of age or health status, to: 
(i) think about their values and perspectives on quality of life and articulate what goals they would have 
for care if they faced a life-threatening illness or injury, including any preferences they may have about 
specific medical interventions (such as pain management, medically administered nutrition and hydration, 
mechanical ventilation, use of antibiotics, dialysis, or cardiopulmonary resuscitation); 
(ii) identify someone they would want to have make decisions on their behalf if they did not have decision-
making capacity; 
(iii) make their views known to their designated surrogate and to (other) family members or intimates. 
(b) Be prepared to answer questions about advance care planning, to help patients formulate their views, 
and to help them articulate their preferences for care (including their wishes regarding time-limited trials of 
interventions and surrogate decision maker). Physicians should also be prepared to refer patients to 
additional resources for further information and guidance if appropriate. 
(c) Explain how advance directives, as written articulations of patientspreferences, are used as tools to 
help guide treatment decisions in collaboration with patients themselves when they have decision-making 
capacity, or with surrogates when they do not, and explain the surrogates responsibilities in decision 
making. Involve the patients surrogate in this conversation whenever possible. 
(d) Incorporate notes from the advance care planning discussion into the medical record. Patient values, 
preferences for treatment, and designation of surrogate decision maker should be included in the notes to 
be used as guidance when the patient is unable to express his or her own decisions. If the patient has an 
advance directive document or written designation of proxy, include a copy (or note the existence of the 
directive) in the medical record and encourage the patient to give a copy to his or her surrogate and 
others to help ensure it will be available when needed. 
(e) Periodically review with the patient his or her goals, preferences, and chosen decision maker, which 
often change over time or with changes in health status. Update the patients medical records accordingly 
when preferences have changed to ensure that these continue to reflect the individuals current wishes. If 
applicable, assist the patient with updating his or her advance directive or designation of proxy forms. 
Involve the patients surrogate in these reviews whenever possible. 
AMA Principles of Medical Ethics: I,IV 
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  

 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 807 
(I-19) 

 
Introduced by: Connecticut, Maine, Massachusetts, New Hampshire, Rhode Island, Vermont 
 
Subject: Addressing the Need for Low Vision Aid Devices 
 
Referred to: Reference Committee J 
 (, Chair) 
 

 
Whereas, An estimated 1,082,790 patients in the United States live with a vision of 20/200 or 1 
worse, constituting severe visual disability, and the incidence of low vision and blindness is 2 
expected to more than double in the next 30 years;1 and  3 
 4 
Whereas, Visual disability and blindness negatively impact patients’ educational opportunities, 5 
income, and economic prospects;2 and  6 
 7 
Whereas, Visual disability is determined by low vision specialists (optometrist, ophthalmologist, 8 
or occupational therapist) based on decreased (relative to age-norms) measures of visual 9 
ability, including best corrected visual acuity, contrast sensitivity, and/or visual fields combined 10 
with a validated visual functioning questionnaire score (e.g., National Eye Institute Visual 11 
Functioning questionnaire or Impact of Visual Impairment Scale); and 12 
 13 
Whereas, Vision rehabilitation services provide critical guidance, education, and devices to 14 
patients with visual impairment, including low vision aids (LVA) (magnifying lenses, electronic 15 
magnifiers, smartphone applications for text reading) that help individuals improve or maximize 16 
their remaining vision;2 and     17 
 18 
Whereas, Vision rehabilitation with LVAs has been shown to have a positive impact on visual 19 
functioning in up to 45 to 50 percent of patients with low vision;3 and 20 
 21 
Whereas, LVAs offered to veterans through the Veterans Affairs hospital system showed 22 
significant improvement in all levels of visual function, including reading, mobility, and visual 23 
motor skills;4 and 24 
 25 
Whereas, Vision rehabilitation service consultation by trained clinicians are currently covered by 26 
Medicare;5 and 27 
 28 
Whereas, Historically, Medicare by statute does not cover LVAs, as the US Center for Medicare 29 
and Medicaid Services has interpreted a statute stating that Medicare will not cover eye glasses 30 

 
1 Chan T, Friedman DS, Bradley C, Massof R. Estimates of Incidence and Prevalence of Visual Impairment, Low Vision, and 
Blindness in the United States. JAMA Ophthalmol. 2018;136(1):12–19. 
2 Huber J, Jutai J, Strong G, Plotkin A. The Psychosocial Impact of Closed-Circuit Televisions on Persons with Age-Related Macular 
Degeneration. J Vis Impair Blind 2008;102:690-701. 
3 Judith E. Goldstein, OD; Mary Lou Jackson, MD; Sandra M. Fox, OD; James T. Deremeik, CLVT; Robert W. Massof, PhD; for the 
Low Vision Research Network Study Group. Clinically Meaningful Rehabilitation Outcomes of Low Vision Patients Served by 
Outpatient Clinical Centers. JAMA Ophthalmol. 2015;133(7):762-769. 
4 Joan A. Stelmack, OD, MPH; X. Charlene Tang, MD, PhD; Domenic J. Reda, PhD; Stephen Rinne, MA; Rickilyn M. Mancil, MA; 
Robert W. Massof, PhD; for the LOVIT Study Group. Outcomes of the Veterans Affairs Low Vision Intervention Trial (LOVIT). Arch 
Ophthalmol. 2008;126(5):608-617. 
5 The Blind Guide. Medicare for People with Low Vision. Accessed March 13, 2019. Available at: 
https://www.theblindguide.com/medicare-low-vision.  
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for beneficiaries, except in the setting of vision correction after cataract surgery, to include 1 
LVAs;6,7 and 2 
 3 
Whereas, LVAs have been shown to be more impactful on low vision patients’ visual functioning 4 
than either power wheelchairs or support canes, which are currently paid for by Medicare under 5 
the durable medical equipment benefit;8 and  6 
 7 
Whereas, Visual impairment is more likely to be present in older patients, patients in poverty, 8 
and in patients with risk factors such as diabetes, indicating that a large number of patients with 9 
visual impairment rely on Medicare and/or Medicaid for health care services coverage;9 and  10 
 11 
Whereas, LVAs can cost hundreds to thousands of dollars if purchased out-of-pocket;10 and  12 
 13 
Whereas, A greater need for services for patients with low vision is expected to rise, 14 
necessitating strategic allocation of resources and policy planning;11 therefore be it  15 
 16 
RESOLVED, That our American Medical Association support legislative and regulatory actions 17 
promoting insurance coverage and adequate funding for low vision aids for patients with visual 18 
disabilities. (Directive to Take Action)  19 
 
Fiscal Note: Minimal - less than $1,000    
 
Received: 10/02/19 
 
 

 
6 42 U.S.C. § 1395y(a)(7), SSA § 1862(a)(7). 
7 42 U.S.C. § 1395x(s)(3), SSA § 1861(s)(8). 
8 Houston, K. Massachusetts Eye and Ear Outcomes Book: Vision Rehabilitation Service, Psychosocial Impact of Assistive Devices 
Scale (PIADS), Final Analysis. 2019. 
9 Ko F, Vitale S, Chou CF, Cotch MF, Saaddine J, Friedman DS. Prevalence of nonrefractive visual impairment in US adults and 
associated risk factors, 1999-2002 and 2005-2008. JAMA. 2012;308(22):2361-2368. 
10 Enhanced Vision. DaVinci Pro HD/OCR - Full Page Text-to-Speech. Accessed March 13, 2019. Available at: 
https://www.enhancedvision.com/shop/davinci-pro-electronic-desktop-magnifier.   
11 Chan T, Friedman DS, Bradley C, Massof R. Estimates of Incidence and Prevalence of Visual Impairment, Low Vision, and 
Blindness in the United States. JAMA Ophthalmol. 2018;136(1):12–19. 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 808 
(I-19) 

 
Introduced by: American Academy of Physical Medicine & Rehabilitation 
 
Subject: Protecting Patient Access to Seat Elevation and Standing Features in Power 

Wheelchairs 
 
Referred to: Reference Committee J 
 (, Chair) 
 

 
Whereas, Seat elevation is an accessory to power wheelchairs that assists an individual with 1 
mobility impairment to raise and lower themselves in the seated position through the use of an 2 
electromechanical lift system, and standing feature is an accessory that allows an individual to 3 
transition from a seated position to a standing position without the need to transfer out of the 4 
wheelchair; and 5 
 6 
Whereas, These features provide individuals with significantly improved abilities to perform 7 
mobility-related activities of daily living (MRADLs) and to function independently within the 8 
home; and 9 
 10 
Whereas, Seat elevation is especially important for assisting individuals with transfers to/from a 11 
wheelchair to/from a commode, bed, or other surface with less risk of falls and shoulder and 12 
other injuries secondary to long-term wheelchair use; and 13 
 14 
Whereas, Standing feature has been demonstrated to both assist with MRADLs and provide 15 
numerous medical benefits, including improved circulation, promotion of bone density, improved 16 
GI tract function, improved mobility and lower limb function, reduced risk of contractures, and 17 
reduced occurrence of pressure ulcers and skeletal deformities; and 18 
 19 
Whereas, The Centers for Medicare and Medicaid Services’ (CMS) National Coverage 20 
Determination (NCD) for mobility assistance equipment (MAE) grants coverage for power 21 
wheelchairs and other mobility devices when they are determined to be reasonable and 22 
necessary for beneficiaries with personal mobility deficits to assist in the performance of 23 
MRADLs; and 24 
 25 
Whereas, HCFA Ruling 96-1 clearly states that accessories that are integral to wheelchairs are 26 
considered DME and are part of the DME benefit; and 27 
 28 
Whereas, The four DME Medicare Administrative Contractors (MACs) have taken the position 29 
that both seat elevation and standing feature are non-covered benefits for Medicare 30 
beneficiaries because they are not primarily medical in nature and, therefore, do not meet the 31 
definition of DME; and 32 
 33 
Whereas, CMS’s position on seat elevation and standing feature stands in stark contrast to its 34 
position that the tilt and recline feature in power wheelchairs is, in fact, considered primarily 35 
medical in nature and has been since 2006; and36 
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Whereas, The DME MACs’ position on coverage of standing feature and seat elevation is 1 
contrary to the NCD for MAE, ignores CMS national policy, and results in categorical denials 2 
regardless of individual need; and 3 
 4 
Whereas, Patients who are not eligible for Medicare, such as patients on Medicaid and patients 5 
who receive health care benefits through commercial insurance, experience similar access and 6 
coverage barriers, therefore be it 7 
 8 
RESOLVED, That our American Medical Association request that the Centers for Medicare and 9 
Medicaid Services (CMS) render a benefit category determination (BCD) that establishes that 10 
the seat elevation and standing features of power wheelchairs are primarily medical in nature 11 
and qualify under the definition of durable medical equipment (DME) when used in a power 12 
wheelchair (Directive to Take Action); and be it further 13 
 14 
RESOLVED, That our AMA urge CMS to require the DME Medicare Administrative Contractors 15 
(MACs) to determine an appropriate coverage policy for Medicare beneficiaries in need of the 16 
seat elevation and standing features in their power wheelchairs on an individual basis according 17 
to the National Coverage Determination (NCD) for mobility assistance equipment (MAE), 18 
activate the existing Healthcare Common Procedure Coding System (HCPCS) codes for seat 19 
elevation and standing feature in power wheelchairs, and determine appropriate reimbursement 20 
levels for these codes in order to facilitate access to these important benefits for Medicare 21 
beneficiaries with mobility impairments (Directive to Take Action); and be it further 22 
 23 
RESOLVED, That if CMS is not able or willing to provide access to seat elevation and standing 24 
feature through its administrative authority, our AMA advocate before Congress to support 25 
legislation that will clarify the DME benefit to include coverage, coding and reasonable 26 
reimbursement of standing feature and seat elevation in power wheelchairs for appropriate 27 
Medicare beneficiaries with mobility impairments (Directive to Take Action); and be it further   28 
 29 
RESOLVED, That our AMA encourage all health insurance carriers to cover standing feature 30 
and seat elevation in power wheelchairs for appropriate beneficiaries with mobility impairments. 31 
(Directive to Take Action) 32 
 
Fiscal Note: Modest - between $1,000 - $5,000   
 
Received: 10/03/19 
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Resolution 414-A-19, introduced by the Oklahoma Delegation and referred by the House of 1 
Delegates asks: 2 
 3 

That our American Medical Association offer guidance to medical staffs regarding patient use 4 
of non-US Food and Drug Administration approved medical marijuana and cannabinoids on 5 
hospital property, including product use, storage in patient rooms, nursing areas and/or 6 
pharmacy, with report back to the House of Delegates at the 2019 Interim Meeting. 7 

 8 
METHODS 9 
 10 
English language reports were selected from searches of the PubMed and Google Scholar databases 11 
from January 2009 to August 2019 using the search terms: “hospital policies” and cannabis; 12 
“hospital policies” and marijuana. Additional articles were identified by manual review of the 13 
reference lists of pertinent publications. Web sites managed by federal agencies and applicable 14 
professional organizations, including hospital associations, were reviewed for relevant information. 15 
 16 
The Council on Science and Public Health acknowledges that the use of non-FDA approved 17 
cannabis and cannabinoid products presents challenges in health care facilities beyond hospitals 18 
(e.g., long-term care facilities, mental health and addiction facilities) and patients (e.g., visitors and 19 
employees), but those issues were deemed outside of the scope of this report. 20 
 21 
CURRENT AMA POLICY 22 
 23 
The AMA believes that scientifically valid and well-controlled clinical trials conducted under 24 
federal investigational new drug applications are necessary to assess the safety and effectiveness of 25 
all new drugs, including potential cannabis products for medical use. Furthermore, cannabis for 26 
medicinal use should not be legalized through the state legislative, ballot initiative, or referendum 27 
process. The AMA also supports legislation ensuring or providing immunity against federal 28 
prosecution for physicians who certify that a patient has an approved medical condition or 29 
recommend cannabis in accordance with their state's laws and believes that effective patient care 30 
requires the free and unfettered exchange of information on treatment alternatives and that 31 
discussion of these alternatives between physicians and patients should not subject either party to 32 
criminal sanctions (D-95.969, “Cannabis Legalization for Medicinal Use”). 33 
 34 
The AMA urges that marijuana's status as a federal schedule I controlled substance be reviewed 35 
with the goal of facilitating the conduct of clinical research and development of cannabinoid-based 36 
medicines, and alternate delivery methods. This should not be viewed as an endorsement of state-37 
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based medical cannabis programs, the legalization of cannabis, or that scientific evidence on the 1 
therapeutic use of cannabis meets the current standards for a prescription drug product (H-95.952, 2 
“Cannabis and Cannabinoid Research”). 3 
 4 
STATUS OF CANNABIS UNDER FEDERAL LAW 5 
 6 
Under the U.S. Controlled Substances Act (CSA) of 1970, cannabis is classified as a Schedule I 7 
controlled substance, meaning it has no currently accepted medical use in treatment in the United 8 
States, a lack of accepted safety for use under medical supervision, and a high potential for abuse.1 9 
This means that the cultivation, manufacture, sale distribution, and use of medical cannabis violates 10 
the CSA and constitutes a federal felony. 11 
 12 
Cannabis is not FDA-approved as a safe and effective drug for any indication. However, the 13 
agency has approved three drug products containing synthetic versions of the main psychoactive 14 
ingredient of cannabis, delta-9 tetrahydrocannabinol (THC). Marinol® and Syndros™, which 15 
include the active ingredient dronabinol, are indicated for nausea and vomiting associated with 16 
cancer chemotherapy and anorexia associated with weight loss in patients with AIDS.3 Cesamet®, 17 
which contains the active ingredient nabilone, is also indicated for the treatment of the nausea and 18 
vomiting associated with cancer chemotherapy.2 19 
 20 
The Agriculture Improvement Act of 2018 (Farm Bill) removed hemp from the CSA, which means 21 
that cannabis plants and derivatives that contain no more than 0.3 percent THC on a dry weight 22 
basis are no longer controlled substances under federal law.2 However, the law explicitly preserved 23 
FDA’s authority to regulate products containing cannabis or cannabis-derived compounds.2 The 24 
FDA has approved one cannabis-derived product, Epidiolex®, which contains a purified form of 25 
the drug substance cannabidiol (CBD) for the treatment of seizures associated with Lennox-Gastaut 26 
or Dravet syndrome.3 The FDA has expressed concern at the proliferation of products asserting to 27 
contain CBD that are being marketed for therapeutic or medical uses that have not been approved 28 
by FDA.3 Since CBD has been studied as a new drug, it cannot be legally included in foods or 29 
dietary supplements. The FDA is currently considering potential regulatory frameworks for CBD. 30 
 31 
STATUS OF CANNABIS UNDER STATE LAW 32 
 33 
At the state level, trends in law have moved from decriminalization, to the legalization of medical 34 
use of cannabis, to cannabis regulated for adult use.4 California was the first jurisdiction in the 35 
United States to legalize the medical use of cannabis. Today, 33 states, the District of Columbia, 36 
Guam, Puerto Rico, and the U.S. Virgin Islands have legalized the medical use of cannabis through 37 
either the legislative process or ballot measures. These laws vary greatly by jurisdiction, from how 38 
patients access the product (home cultivated or dispensary), to qualifying conditions, product safety 39 
and testing requirements, packaging and labeling requirements, and consumption method (some 40 
states prohibit smoking the product). In jurisdictions that have legalized cannabis for medicinal use, 41 
physicians can “certify” or “recommend” a qualifying patient for the medicinal use of cannabis, but 42 
physicians cannot prescribe cannabis for medical purposes because it is illegal under federal law. In 43 
recent years, an additional 17 states have enacted laws allowing access to low THC/high CBD 44 
products for children with epilepsy. 45 
 46 
In 2012, Colorado and Washington were the first U.S. jurisdictions to legalize the adult use of 47 
cannabis for recreational purposes. Today, a total of 11 states and the District of Columbia have 48 
legalized cannabis for adult use. Most of these jurisdictions have created for-profit, commercial 49 
cannabis production and distribution markets where the product is sold and taxed. 50 
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DISCUSSION 1 
 2 
The AMA does not approve of state-based medical cannabis programs, the legalization of cannabis, 3 
or that scientific evidence on the therapeutic use of cannabis meets the current standards for a 4 
prescription drug product. Hospitals are being encouraged to accommodate patient use of 5 
cannabis.5 The primary argument for allowing patients to use cannabis in hospitals is focused on 6 
continuity of care. If patients have had success using cannabis for medicinal purposes, ending that 7 
treatment due to a hospital admission disrupts treatment and could lead to worse outcomes.5 8 
 9 
Risks to Hospitals in Allowing Patient Use of Cannabis Products 10 
 11 
Hospitals are subject to federal law because they receive reimbursement from federal programs. 12 
Since cannabis is a Schedule 1 controlled substance, its manufacture, distribution, or possession is 13 
a criminal offense. Hospitals that allow patient use of cannabis are at risk of violating federal law, 14 
losing their deemed status from Centers for Medicare and Medicaid Services (CMS), exposing 15 
themselves to possible penalties or sanctions, and losing federal funding.6-8 16 
 17 
Physicians who maintain DEA licensure are also subject to federal law and are not permitted to 18 
prescribe a Schedule I substance. In addition to the prohibition on prescribing, the DEA also 19 
prohibits a practitioner from administering a Schedule I substance, which means that physicians 20 
and other clinicians with DEA licenses cannot administer cannabis. Doing so may jeopardize a 21 
clinician’s federal DEA registration and their ability to prescribe controlled substances. 22 
 23 
In addition to federal law, hospitals must also meet standards for pharmacies and medication 24 
management such as those established by hospital accreditation bodies.8 For example, The Joint 25 
Commission Standard MM.03.01.05 on Medication Management requires that: “[t]he hospital 26 
safely controls medications brought into the hospital by patients, their families, or licensed 27 
independent practitioners.”8,9 28 
 29 
This standard includes the following elements of performance: 30 
 31 

• The hospital defines when medications brought into the hospital by patients, their families, 32 
or licensed independent practitioners can be administered.9 33 

• Before use or administration of a medication brought into the hospital by a patient, his or 34 
her family, or a licensed independent practitioner, the hospital identifies the medication and 35 
visually evaluates the medication's integrity.9 36 

• The hospital informs the prescriber and patient if the medication brought into the hospital 37 
by patients, their families, or licensed independent practitioners is not permitted.9 38 

 39 
One of the biggest challenges for hospitals in meeting this standard for cannabis would likely be 40 
identifying the medication and visually evaluating the medication’s integrity.8 Depending on state 41 
law, the patient may be enrolled in the state’s cannabis for “medicinal use” program and have their 42 
own supply from a state licensed manufacturer. However, the hospital would likely not want to 43 
assume responsibility for vetting the substance or any adverse effects the patient experiences as a 44 
result of the product. 45 
 46 
Hospitals would also have to address medication storage concerns, particularly if cannabis products 47 
should be stored with the pharmacy department and treated as a controlled substance, by security 48 
personnel, or with the patient.10 There are also complicated logistics for self-administration of 49 
cannabis by the patient or caregiver. Many hospitals have policies on self-administration of 50 
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medicines that permit patients to use their own medications only after identification and labeling by 1 
pharmacy personnel. 2 
 3 
Since many hospitals have policies prohibiting smoking on facility grounds, hospitals would have 4 
to determine what preparations of cannabis would be allowed (e.g., oils or edibles).8 Hospitals 5 
should also be prepared to provide information to their medical staffs on cannabis withdrawal 6 
symptoms as well as possible cannabis or cannabinoid contraindications, drug interactions, or 7 
possible adverse effects. 8 
 9 
State Laws Addressing Cannabis Use in Hospitals 10 
 11 
Some states have tried to address cannabis use in hospital facilities by amending their state laws. 12 
Connecticut and Maine permit the use of cannabis by hospitalized patients and give some state-13 
level legal protection for clinicians who administer it. Connecticut law provides that a nurse shall 14 
not be subject to arrest or prosecution, or penalized in any manner for administering cannabis to a 15 
qualifying patient or research program subject in a hospital or health care facility licensed by the 16 
Department of Public Health.11 17 
 18 
Maine has enacted protection for hospitals and long-term care facilities for use of edible cannabis 19 
products, tinctures, and salves by an admitted patient who has been certified for use of cannabis 20 
products under state law.12 The law provides that hospitals and long-term care facilities are not 21 
subject to prosecution, search, seizure or penalty in any manner, including but not limited to a civil 22 
penalty or disciplinary action by an occupational or professional licensing board or entity, and may 23 
not be denied any license, registration, right or privilege solely because the admitted patient 24 
lawfully engages in conduct involving the medical use of cannabis.12 These protections also apply 25 
to officers or directors, employees or agents of a hospital or long-term care facility.12 26 
 27 
Minnesota law provides that hospitals may adopt reasonable restrictions on use and storage of 28 
cannabis.13 The restrictions may include a provision that the provider will not store or maintain the 29 
patient's supply of cannabis, that the provider is not responsible for providing cannabis for patients, 30 
and that cannabis be used only in a place specified by the provider.13 Under Minnesota state law, 31 
employees of these facilities are not subject to violations under the statutes for possession while 32 
carrying out employment duties, such as providing or supervising care to a registered patient, or 33 
distribution of cannabis to a registered patient.14 34 
 35 
The Minnesota Hospital Association (MHA) convened a broad group of stakeholders to discuss the 36 
impact of the state’s cannabis law on hospital workflows as well as policies and procedures.15 The 37 
group produced template polices on cannabis for MHA members. The policies can be summarized 38 
as follows: (1) the hospital will not allow patient use of cannabis, (2) the hospital will allow 39 
inpatients to continue use while inpatient in the hospital and cannabis will be treated as self-40 
administered home therapy, and (3) the hospital will allow inpatients to continue while inpatient in 41 
the hospital and cannabis will be treated as a medication and integrated within the hospital medical 42 
workflows.15 The templates provide hospitals with a helpful list of issues for consideration. 43 
 44 
CONCLUSION 45 
 46 
It is the AMA’s position that scientifically valid and well-controlled clinical trials conducted under 47 
federal investigational new drug applications are necessary to assess the safety and effectiveness of 48 
all new drugs, including potential cannabis products for medical use. The AMA does not believe 49 
cannabis for medicinal use should be legalized through the state legislative, ballot initiative, or 50 
referendum process. Given the growing number of states that have legalized cannabis use, hospitals 51 
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are increasingly likely to encounter patients who are taking cannabis or cannabis-related products. 1 
It has been argued that patients should be allowed to use non-FDA approved cannabis-related 2 
products to ensure continuity of care if they are admitted to the hospital. However, hospitals and 3 
physicians face legal risks in doing so given cannabis’ status as a Schedule I controlled substance. 4 
Hospitals should consider the risks associated with allowing the use of non-FDA approved 5 
cannabis or cannabis-derived products by patients and develop policies to address this issue so 6 
patients and clinicians have clarity on what is permitted. Hospitals that decide to allow the use of 7 
non-FDA approved cannabis or cannabis-derived products should provide information to their 8 
medical staffs on cannabis withdrawal symptoms as well as possible cannabis or cannabinoid 9 
contraindications, drug interactions, or possible adverse effects. 10 
 11 
RECOMMENDATIONS 12 
 13 
The Council recommends that the following recommendation be adopted in lieu of Resolution 414-14 
A-19, and the remainder of the report be filed. 15 
 16 

The AMA encourages hospitals and health systems to: (1) engage stakeholders, including, but 17 
not limited to physicians, nurses, pharmacists, legal counsel, experts in controlled substance 18 
diversion prevention, as well as relevant state and federal agencies in developing policies for 19 
addressing patient use of non-FDA approved cannabis or cannabis-derived products for use 20 
within their facilities and (2) communicate their policy on patient use of non-FDA approved 21 
cannabis or cannabis-derived products within their facilities, to ensure clinicians are prepared 22 
to treat patients in accordance with policy. (New HOD Policy) 23 

 
Fiscal Note: less than $500 
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Whereas, Existing American Medical Association policy states that “climate changes will create 1 
conditions that affect public health, with disproportionate impacts on vulnerable populations, 2 
including children, the elderly, and the poor” (H-135.938), and supports “maximum feasible 3 
reduction of all forms of air pollution” (H-135.998); and 4 
 5 
Whereas, A shift from personal car use to public transport use can cause a six-fold decrease in 6 
greenhouse gas emissions; and 7 
 8 
Whereas, The Lancet Commission on Pollution and Health has concluded that pollution can be 9 
controlled by switching to an economy that relies on public transport and discourages private 10 
car use in cities; and 11 
 12 
Whereas, Cities whose citizens utilize their public transit networks, averaging 50 or more transit 13 
trips per year, have half the average fatalities from traffic compared to cities with an average of 14 
20 transit trips per year; and 15 
 16 
Whereas, A study that modeled the potential health effects of switching 40 percent of private 17 
vehicle transport to alternative transport in a 1.1-million-person metropolitan area showed that 18 
per year 508 deaths were prevented due to increased physical activity, 21 deaths were 19 
prevented by avoiding traffic fatalities, and 13 deaths were prevented due to improved air 20 
conditions; and 21 
 22 
Whereas, The implementation of a new transit system has been shown to generate new 23 
physical activity and decrease body mass indexes among new users; and 24 
 25 
Whereas, In addition to improving air quality and reducing negative effects on the environment, 26 
public transport can increase health care access for underserved populations and geographical 27 
areas; and 28 
 29 
Whereas, Rural cancer patients who lack a car are often unable to access their radiation and 30 
chemotherapy treatments in neighboring towns and cities; and 31 
 32 
Whereas, 78 percent of people with disabilities have challenges accessing transportation for 33 
health care services, and public transportation improves the quality of life and independence of 34 
young adults with disabilities; and 35 
 36 
Whereas, Ride share programs such as Uber are not legally required to adhere to Americans 37 
With Disabilities Act guidelines, which eliminates yet another mode of transportation for people 38 
with disabilities; and39 
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Whereas, Use of public transport by the elderly is associated with decreased depressive 1 
symptoms, reduced feelings of loneliness, increased contact with friends and children, and 2 
increased volunteering; therefore be it 3 
 4 
RESOLVED, That our American Medical Association amend current policy H-135.939, “Green 5 
Initiatives and the Health Care Community,” by addition and deletion as follows: 6 
 7 

Our AMA supports: (1) responsible waste management and clean energy 8 
production policies that minimize health risks, including the promotion of appropriate 9 
recycling and waste reduction; (2) the use of ecologically sustainable products, 10 
foods, and materials when possible; (3) the development of products that are non-11 
toxic, sustainable, and ecologically sound; (4) building practices that help reduce 12 
resource utilization and contribute to a healthy environment; and (5) the 13 
establishment, expansion, and continued maintenance of affordable, reliable public 14 
transportation; and (6) community-wide adoption of 'green' initiatives and activities 15 
by organizations, businesses, homes, schools, and government and health care 16 
entities (New HOD Policy); and be it further 17 

 18 
RESOLVED, That our AMA amend current policy H-425.993, “Health Promotion and Disease 19 
Prevention,” by addition and deletion as follows: 20 
 21 

The AMA (1) reaffirms its current policy pertaining to the health hazards of tobacco, 22 
alcohol, accidental injuries, unhealthy lifestyles, and all forms of preventable illness; 23 
(2) advocates intensified leadership to promote better health through prevention; (3) 24 
believes that preventable illness is a major deterrent to good health and accounts 25 
for a major portion of our country's total health care expenditures; (4) actively 26 
supports appropriate scientific, educational and legislative activities that have as 27 
their goals: (a) prevention of smoking and its associated health hazards; (b) 28 
avoidance of alcohol abuse, particularly that which leads to accidental injury and 29 
death; (c) reduction of death and injury from vehicular and other accidents; and (d) 30 
encouragement of healthful lifestyles and personal living habits; and (5) advocates 31 
that health be considered one of the goals in transportation planning and policy 32 
development including but not limited to the establishment, expansion, and 33 
continued maintenance of affordable, reliable public transportation; and (6) strongly 34 
emphasizes the important opportunity for savings in health care expenditures 35 
through prevention. (Modify Current HOD Policy)36 

 
Fiscal Note: Minimal - less than $1,000   
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RELEVANT AMA POLICY 

Green Initiatives and the Health Care Community H-135.939 
Our AMA supports: (1) responsible waste management and clean energy production policies 
that minimize health risks, including the promotion of appropriate recycling and waste reduction; 
(2) the use of ecologically sustainable products, foods, and materials when possible; (3) the
development of products that are non-toxic, sustainable, and ecologically sound; (4) building
practices that help reduce resource utilization and contribute to a healthy environment; and (5)
community-wide adoption of 'green' initiatives and activities by organizations, businesses,
homes, schools, and government and health care entities.
Citation: CSAPH Rep. 1, I-08; Reaffirmation A-09; Reaffirmed in lieu of Res. 402, A-10;
Reaffirmed in lieu of: Res. 504, A-16; Modified: Res. 516, A-18;

Health Promotion and Disease Prevention H-425.993 
The AMA (1) reaffirms its current policy pertaining to the health hazards of tobacco, alcohol, 
accidental injuries, unhealthy lifestyles, and all forms of preventable illness; (2) advocates 
intensified leadership to promote better health through prevention; (3) believes that preventable 
illness is a major deterrent to good health and accounts for a major portion of our country's total 
health care expenditures; (4) actively supports appropriate scientific, educational and legislative 
activities that have as their goals: (a) prevention of smoking and its associated health hazards; 
(b) avoidance of alcohol abuse, particularly that which leads to accidental injury and death; (c)
reduction of death and injury from vehicular and other accidents; and (d) encouragement of
healthful lifestyles and personal living habits; and (5) strongly emphasizes the important
opportunity for savings in health care expenditures through prevention.
Citation: Presidential Address, A-82; Reaffirmed: CLRPD Rep. A, I-92; Reaffirmed: CSA Rep. 8,
A-03; Reaffirmed: BOT Rep. 8, I-06; Reaffirmed: CSAPH Rep. 01, A-16;

See also: 
Global Climate Change and Human Health H-135.938 
AMA Position on Air Pollution H-135.998 
8.11 Health Promotion and Preventive Care 
11.1.4 Financial Barriers to Health Care Access 
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S Bobby Mukkamala, MD, a board-certified otolaryngologist – head and neck surgeon, 
was elected to the American Medical Association Board of Trustees in June 2017. A 
graduate of the University of Michigan Medical School, he is in solo, private practice in 

Flint, Mich.

Dr. Mukkamala, who has been active in the AMA since 
residency, is a past Michigan representative to the AMA 
Young Physicians Section (YPS), a past recipient of the 
AMA Foundation’s “Excellence in Medicine” Leadership 
Award and, for the last 13 years, a member of the 
Michigan delegation to the AMA House of Delegates. In 
2009 he was elected to the AMA Council on Science and 
Public Health, and served as its chair from 2016 to 2017.

In addition to leadership roles at the AMA, Dr. 
Mukkamala has served as a member of the Michigan 
State Medical Society (MSMS) Board of Directors since 
2011 and as board chair for the past two years. He is  
also a past president of the Genesee County Medical 
Society (GCMS) and continues to serve on the GCMS 
Board of Directors.

While a wide range of public health issues are important 
to Dr. Mukkamala, no issue strikes closer to home than 
his own city of Flint’s nationally publicized struggles 
with high levels of lead leaching into the drinking 
water. As the immediate past chair of the Community 
Foundation of Greater Flint, he and the foundation’s 

board became the clearinghouse for funding projects 
focused on mitigating the effects of lead in local 
children. He now chairs the Foundation for Flint, a 
supporting organization of the Community Foundation 
that is working to increase access to high-quality early 
education for children—a proven strategy for helping 
children who have been exposed to lead.

Deeply committed to the revitalization of his hometown, 
Dr. Mukkamala returned to Flint after completing his 
residency at Loyola University Medical Center in Chicago 
in 2000. Today, he shares an office with his wife, Nita 
Kulkarni, MD, an obstetrician-gynecologist. Together, as 
a further demonstration of their dedication to Flint, in 
2012 they established the Endowed Health Professions 
Scholarships at the University of Michigan, Flint.

Outside of medicine they enjoy family time with their 
twin teenaged sons, Deven and Nikhil, who are starting 
their college careers at the University of Chicago and 
University of Michigan, respectively.

2018–2019

S. Bobby Mukkamala, MD
Member, Board of Trustees
American Medical Association



Mihir Y. Parikh, MD 

As the official team ophthalmologist of the San Diego Chargers since 2005, the founding medical 
director of Advanced Ophthalmology Institute and the chief surgeon of Nvision San Diego, Dr. 
Parikh knows the importance of vision and the demands for getting desired outcomes. Having 
undergone LASIK surgery himself, he understands the process, both as a surgeon and as a 
patient.  Fellow physicians have voted him “Top Doc” of San Diego in ophthalmology, eight 
times, most recently in 2017. 

As a board‐certified ophthalmologist since 2002, Dr. Parikh has performed over 17,000 LASIK 
procedures, including many high profile patients such as athletes, NFL coaches, fellow eye 
doctors and elected officials. He specializes in LASIK, PRK, cataracts and intraocular lenses, 
corneal inlays and collagen crosslinking for keratoconus. He was one of the first West‐Coast 
surgeons to use the IntraLase and custom Wavefront treatment technology.  He was also one of 
the first surgeons to use femtosecond laser for cataract surgery and measure intraoperatively 
for lens implant accuracy. 

Before dedicating his career to the field of medicine, ophthalmology and refractive eye surgery, 
Dr. Parikh was involved in laboratory research in molecular biology and biochemistry at the 
University of California, Irvine, and in clinical research at the University of California, San Diego 
Burn Center.  He believes in science and progress. 

An award‐winning surgeon, Dr. Parikh was honored the Laurence Mehlman Prize and was the 
recipient of the University of California Regents Scholar Award for four years. His presentation 
as a corneal fellow on “The effects of intrastromal corneal lens implantation (Intacs) on nerve 
fiber layer thickness,” was honored as best paper of session at the ASCRS 2000 conference in 
Boston, Massachusetts. 

In his spare time, Dr. Parikh teaches principles of ophthalmology and refractive surgery to fellow 
doctors and surgeons locally, nationally and internationally and he has been published in many 
notable medical journals.  He also served as the past president of the San Diego County Medical 
Society and he is currently an elected delegate for San Diego County to the American Medical 
Association.  He strongly believes that the sacred patient‐physician bond is the secret to 
delivering customized outcomes in the evolving field of refractive eye surgery.   



Join the AMA Senior Physicians Section (SPS) during the 
2019 Interim Meeting 

 

 

Register today!  

  

Saturday, November 16 
Manchester Grand Hyatt 
San Diego, California  
Room: Grand Hall C  

  

    

11 a.m. - 12 p.m.  
AMA Senior Physicians Section Assembly Meeting 

 A light lunch will be offered at 11:30 a.m. — first come, first-served 
 AMA House of Delegates' business items will be discussed along with future 

AMA SPS activities  

12 - 1:30 p.m.  
Senior Physicians Section Education Program,'The Impact of Vision and Hearing 
Loss in the Senior Population—Why seeing and hearing are believing' 

Speakers: 

 Mihir Y. Parikh, MD, is a board-certified ophthalmologist, former president of 
the San Diego County Medical Society, and chief surgeon for NVision San 
Diego.  

 S. Bobby Mukkamala, MD, is a board-certified otolaryngologist—head and 
neck surgeon, elected to the American Medical Association Board of 
Trustees in June 2017.  

Program Description: The quality of life for seniors is often linked to hearing and 
vision loss, which can be easily detected with simple testing. The majority of older 
adults will experience some changes in their sensory capacity. However, most 
elderly patients are unwilling to consider the use of hearing aids, which has been 



shown to improve functional independence. This program will explore the links 
between age and sensory loss and ways to prevent its decline.  

Objectives:  

 Explain the importance of testing for hearing and vision loss as a person 
ages  

 Review current screening tests available for hearing impairment  
 Describe how hearing loss is associated with significant adverse effects on a 

person's social, psychological and physical well-being  

We hope you can join us and enjoy the fellowship of your senior physician 
colleagues.  
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SENIOR PHYSICIANS 

Senior Physicians Section (SPS) Governing Council
View the members responsible for directing the programs and activities of the Senior Physicians Section (SPS).

Louis Weinstein, 
MD
Chair

Specialty: Obstetrics & Gynecology

AMA Affiliations: 

Senior Physicians Section 
(SPS) Governing Council

Email: 

louis.weinstein@jefferson.edu

Conflict of Interest:
PDF, 558.35 KB

View full profile

James F. Burdick, 
MD
Chair-elect

Specialty: General Surgery

AMA Affiliations: 

Senior Physicians Section 
(SPS) Governing Council

Email: 

jburdic1@yahoo.com

Conflict of Interest:
PDF, 564.38 KB

View full profile

Richard Allen, MD
Immediate Past Chair

Specialty: Obstetrics & Gynecology

AMA Affiliations: 

Senior Physicians Section 
(SPS) Governing Council

Email: 

astorksnest@comcast.net

Conflict of Interest:
PDF, 557.95 KB

View full profile

Barbara S. 
Schneidman, MD, 
MPH
Delegate

Specialty: Psychiatry

AMA Affiliations: 

Senior Physicians Section 
(SPS) Governing Council

Email: 

bschneidman5@gmail.com

Conflict of Interest:
PDF, 560.73 KB

View full profile

Luis T. Sanchez, MD
Alternate Delegate

Specialty: Psychiatry

AMA Affiliations: 

Senior Physicians Section 
(SPS) Governing Council

Email: 

ltsanchez@verizon.net

Conflict of Interest:
PDF, 193.22 KB

Jenny L. Boyer, MD, 
PhD, JD
Officer-at-large

Specialty: Psychiatry

AMA Affiliations: 

Senior Physicians Section 
(SPS) Governing Council

Email: 

jennyboyer@hotmail.com

Conflict of Interest:
PDF, 563.21 KB

Kenneth L. Mattox, 
MD
Officer-at-large

Specialty: Thoracic Surgery

AMA Affiliations: 

Senior Physicians Section 
(SPS) Governing Council

Email: 

redstart@aol.com

Conflict of Interest:
PDF, 557.29 KB
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Mission Statement – Senior Physicians Section 

To engage physicians age 65 and above, both active and retired, to promote 
policies, products and services relevant to senior physicians.  

Mission Statement – American Medical Association  

To promote the art and science of medicine and the betterment of public health. 



Call for nominations!  Online Election Spring 2020 

BECOME A LEADER OF THE AMA SENIOR PHYSICIANS SECTION 

In January 2020, the American Medical Association Senior Physicians Section (SPS) Governing Council will issue 
a call for nominations.  If you are interested in putting your experience to work, you are strongly encouraged 
to submit a nomination form. 

Positions available 
Nominations will be accepted for the following positions with terms commencing in June 2020, after the 
Annual Meeting. 

• Delegate – two-year term (one position)
• Alternate Delegate – two-year term (one position)
• Officer At-Large – two-year term (one position)

Eligibility 
All AMA physicians 65 years of age and older are members of the AMA Senior Physicians Section and are 
eligible for a leadership position, regardless of whether they work full time, part time or are retired.   

For the Officer At-Large position, any current SPS member can stand for election, provided that (1) he or she 
has demonstrated experience in organized medicine by having held a prior elected leadership position at the 
local, state, specialty or national level; and (2) the candidate must also have attended an AMA meeting or had 
prior experience with the AMA’s House of Delegates.   

For the Delegate and Alternate Delegate position, a SPS member will be required to demonstrate experience 
in organized medicine by having held a prior leadership position(s) at the local, state, specialty society or 
national level.  In addition, if the candidate currently holds an AMA-HOD Delegate or Alternate Delegate 
position, he or she must be willing to resign from that position if successfully elected as the Delegate or 
Alternate Delegate. 

Election 
An online election will take place in Spring 2020, and an electronic ballot will be administered.  Only current 
AMA members with a valid email address on file in the AMA’s system will be sent an email. 

Requirements 
The AMA-SPS Governing Council is responsible for directing the programs and activities of the section.  
Members’ involvement includes meeting at the AMA House of Delegates Annual and Interim meetings (three 
days each) and one additional AMA-SPS Governing Council meeting (three days) in Chicago during July or 
August.  There will also be various conference calls and regular mail communications. Further details 
forthcoming.  



A full description of positions is located in the Internal Operating Procedures posted online on the AMA-SPS 
website (http://ama-assn.org/senior-physicians-section).     

AMA-SPS nominations form 
The nominee, nominating person or organization must complete an AMA-SPS nomination form by Feb. 29, 
2020.  Self-nominations will be accepted.  Forms will be posted online (http://ama-assn.org/senior-physicians-
section) in early January. 

 

 

 



 

 

The impact of vision and hearing loss in 

the senior population-  

Why seeing and hearing are believing 
2019 AMA Interim Meeting  

 

Noon – 1:30 p.m. | Saturday, November 16 | Grand Hall C 

Manchester Grand Hyatt | San Diego, California   

1.5 AMA PRA Category 1 Credits 

 

Program Description 

The quality of life for seniors is often linked to hearing and vision loss which can be easily 
detected with simple testing.  The majority of older people will experience some 
changes in their sensory capacity.  However, most elderly patients are unwilling to 
consider the use of hearing aids, which has been shown to improve functional 
independence. This program will explore the links between age and sensory loss and 
ways to prevent its decline. 

 

 
 

 

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


 

 

Recruiting, Retaining, ‘Retraining,’ 

and Rewarding Community 

Physicians 
2019 AMA Interim Meeting  

 

3 p.m. – 4 p.m. | Friday, November 15 | Harbor G 

Manchester Grand Hyatt | San Diego, California   

1.0 AMA PRA Category 1 Credits 

 

Program Description 

Join fellow medical educators nationwide to learn strategies for recruiting, training, 
rewarding, and retaining community-based faculty for your medical students and 
residents. During this session, participants will learn tools and strategies to best engage 
community-based physicians in medical education. After a general presentation, the 
faculty will engage the audience in discussion of currently validated strategies as well 
as solicitation of new ideas and innovations. 
 

 

 

 

 

 

 

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 1.0 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


 

Note: All events are at the Manchester Grand Hyatt unless otherwise specified. 
Items preceded by an asterisk (*) or dagger (†) are designated for AMA PRA Category 1 Credit™. 

 

Speakers’ Letter 
2019 Interim Meeting of the AMA House of Delegates 
November 16–19, 2019 
Manchester Grand Hyatt – San Diego, California 
 
Ladies and Gentlemen: 
 
The following information is provided to aid your planning for the upcoming Interim Meeting in San Diego. All 
attendees should be aware of the requirement to accept our AMA’s policy on conduct at AMA meetings, 
and the procedures for delegates and alternate delegates are noted on page 2. Also noted on that page is 
information on enhanced security for I-19. The online member forums are again available for this meeting, and 
we encourage you to promote the forums to your colleagues (see page 4 for details). The forums allow our 
membership to weigh in on policy matters, and use of the forums helps reference committees anticipate the 
issues that are likely to garner the most attention or concern. 
 
Please call 312.464.4463, email hod@ama-assn.org or visit ama-assn.org/interim-meeting if you have questions 
regarding any of the following items or questions on American Medical Association policy. Watch the Interim 
Meeting website for updates to this Speakers’ Letter. 
 
 Bruce A. Scott, MD, Speaker 
 Lisa Bohman Egbert, MD, Vice Speaker 
 
 

House of Delegates schedule 
 
The 2019 Interim Meeting of the AMA House of Delegates (HOD) will meet Nov. 16–19 at the Manchester 
Grand Hyatt in San Diego, California. The HOD will convene at 2 p.m. Saturday, Nov. 16 in the Seaport 
Ballroom. The Opening Session will conclude no later than 6 p.m. On Sunday, Nov. 17, the AMA-HOD will be 
in session from 8 to 8:30 a.m. to receive items of business, consider acceptance of late resolutions, and extract 
informational reports and items from the reaffirmation consent calendar. The following reference committees 
will convene open hearings from 8:30 a.m. to noon Sunday (room assignments subject to change): 
 

Reference Committee on Amendments to Constitution & Bylaws Grand Hall C 
Reference Committee B (legislation) Harbor Ballroom G–I 
Reference Committee C (medical education) Harbor Ballroom A–C 
Reference Committee F (AMA governance and finance) Seaport Ballroom 
Reference Committee J (medical service, medical practice, insurance) Harbor Ballroom D–F 
Reference Committee K (science and public health) Grand Hall D 

 
Your Speakers believe that the likely number and nature of the medical education-related items warrants placing 
that business in a separate reference committee. This accords with past practice, as the business determines 
reference committee assignments. 
 
The AMA-HOD will reconvene at 2 p.m. Monday, Nov. 18, and 8:30 a.m. Tuesday, Nov. 19 and will adjourn 
by noon on Tuesday. Your Speakers ask delegates to schedule departures no earlier than Tuesday afternoon so 
that they can fully consider the business debated that day. 
 

Revised: 31 October 
 

mailto:hod@ama-assn.org
http://www.ama-assn.org/interim-meeting
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Meeting details and reminders 
 
Special Accommodations 
Delegates and alternate delegates may request special accommodations (e.g., an assistive listening device) by 
contacting the Office of House of Delegates Affairs. Please call 312.464.4344 or send an email to hod@ama-
assn.org so that arrangements can be made. 
 
We have inquired about the availability of family and gender-neutral restrooms. California’s Health and Safety 
Code specifies requirements for family / gender neutral restrooms that the Manchester Grand Hyatt’s facilities 
do not satisfy. The Marriott does have one family restroom. 
 
Handbook distribution 
The initial Handbook will be posted on the Interim Meeting website by October 18. It will be posted as a single 
large document as well as in a series of smaller documents, collated by reference committee. The Addendum 
will be posted about October 25. When it is posted, the original Handbook and Addendum will be available 
separately along with a combined document that interleaves the Addendum with the Handbook. Like all other 
meeting materials, the Handbook will be posted at ama-assn.org/interim-meeting. An abridged Handbook 
containing only the recommendations from reports and the resolve clauses from resolutions will also be 
available as a Word document. 
 
Registration 
Registration for the AMA-HOD will be in the Palm Foyer, Seaport Tower, Second level. For security purposes, 
all attendees will be required to provide photo identification at the AMA registration desk to receive their 
credentials and other materials. Registration will be open from 10:30 a.m. to 7 p.m. Thursday, Nov. 14 and open 
at 7 a.m. from Friday through Tuesday. 
 
Delegates and alternate delegates should check with their sponsoring society to ensure that their names have 
been submitted to the Office of House of Delegates Affairs prior to this meeting. AMA bylaws require that all 
delegates and alternate delegates be properly credentialed before each AMA-HOD meeting. Individuals whose 
credentials have not been confirmed prior to the Interim Meeting will have to be accompanied to the AMA 
registration desk by an officer of their society to register. 
 
 
Delegates and alternate delegates for whom we have full contact information will find attached to printed copies 
of this Speakers’ Letter a form that will implement Policy G-600.032, “Delegate Credentialing and Expectations 
for Behavior,” which the House adopted in June. The form must be completed, signed and turned in to AMA 
registration staff at the Manchester Grand Hyatt to obtain credentials. The form also allows delegates and 
alternate delegates to update the information that appears in the Pictorial Directory as well as to provide 
emergency contact information. Blank forms will be available in San Diego, but we encourage you to complete 
the form in advance to facilitate your onsite registration. Readers of the online Speakers’ Letter should print the 
form, complete it and bring it to San Diego. 
 
 
Individuals other than delegates and alternate delegates who attend the Interim Meeting should register online by 
visiting the interim meeting website. All attendees, including guests, are required to acknowledge and accept Policy 
H-140.837, “Policy on Conduct at AMA Meetings and Events.” Those not registered in advance will have to 
complete their acknowledgement onsite before receiving a badge. A badge will be required to attend all functions. 
 
Meeting security 
Attendees will see increased security at the Interim Meeting, starting with name badges. Not only are the badges 
being changed, but those not wearing their badges in and around the House may expect to be asked to display 
their badge. While your badge will be needed inside the meeting venue, don’t forget to remove it when you leave 
the facility. Additional security enhancements will also be apparent in and around the meeting venue. 

mailto:hod@ama-assn.org
mailto:hod@ama-assn.org
http://www.ama-assn.org/interim-meeting
http://www.ama-assn.org/resources/doc/ccb/bylaws.pdf#page=21
https://policysearch.ama-assn.org/policyfinder/detail/G-600.032?uri=%2FAMADoc%2FHODGOV.xml-G-600.032.xml
https://www.ama-assn.org/ama-interim-meeting
https://policysearch.ama-assn.org/policyfinder/detail/Policy%20on%20Conduct%20at%20AMA%20Meetings%20and%20Events%20H-140.837?uri=%2FAMADoc%2FHOD.xml-H-140.837.xml
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Recording of AMA-HOD meetings 
AMA meetings may be recorded by audiotape, videotape or otherwise, for use by the AMA. Participation in or 
attendance at a meeting shall be deemed to confirm the participant’s consent to recording and to the AMA’s use 
of such recording. 
 
Code of conduct 
Referenced above (page 2) is our AMA’s code of conduct, which was designed to ensure a professional and 
welcoming environment for all attendees at AMA-sponsored meetings. Importantly, everyone should feel safe 
and able to participate without fear of unwelcome conduct, whether in face-to-face contacts or electronic 
communications. Attendees should declare conflicts of interest and conduct themselves in a manner that is 
attune to the highest ideals of the profession. The policy can be accessed at ama-assn.org/codeofconduct. 
Harassment and conflicts of interest are serious, and House policy provides for reporting and dealing with both 
matters. 
 
Our standing rules, which are ratified in the opening session, commit each of us to be courteous, respectful and 
collegial in the conduct of HOD business. Instances of unwelcome or inappropriate behavior should be brought 
to the attention of your Speakers or the conduct liaison, and everyone has the personal responsibility, while 
engaging with others, to consider how others will interpret their actions and words. 
 
Meeting attire 
Your Speakers have determined that business casual attire is appropriate for the Interim Meeting, except when 
individuals are on the dais, at which time business attire is requested. This would include the presentation of 
reference committee reports or any other report given from the dais. 
 
Childcare services 
Childcare will be available from 7 a.m. to 7 p.m. Thursday, Nov. 14 through Monday, Nov. 18 and from 7 a.m. 
to noon on Tuesday, Nov. 19. Registration is available through the vendor or the meeting website. Reservations 
are required to ensure space, but walk-ins will be accepted when possible. Fees are somewhat lower than they 
have been: 
 6 months to 35 months Age 3 years to 17 years 

Half day (7 a.m. to 1 p.m. or 1 p.m. to 7 p.m.)  ............  $50  ..................................  $40 
Full day (7 a.m. to 7 p.m.)  ...........................................  $80  ..................................  $70 
Tuesday (7 a.m. to noon)  .............................................  $45  ..................................  $40 
Hourly rate, 4 hour minimum  ................................... $12/hr  .............................  $10/hr 

 
There is a $10 non-refundable administrative fee per child. The vendor, Accent on Children, is fully licensed, 
and caregivers have considerable experience in working with children. Meals are available separately for $15, 
but meals will not be available for purchase onsite through Accent. 
 
Nursing mothers 
A location will be available for nursing mothers who wish to express milk or nurse their infants. Interested 
mothers should contact the AMA Headquarters Office. 
 
Travel discounts 
A discount is available on United Airlines and may be accessed through the meeting website or obtained online 
at united.com. 
• Click on “Advanced search” 
• Enter origin, destination, and travel dates 
• Enter Offer Code ZGE5912085 in the “Promotions and Certificate” box 
 
When an available flight is selected, the discounted fare will automatically be calculated. The discount is 
valid for travel 3 days prior to and 3 days after the official meeting dates. A discount may also be obtained by 
calling United Airlines Meetings at 800.426.1122 and mentioning Z code ZGE5 and Agreement code 912085. 
A service fee will apply to telephone bookings. 

https://www.ama-assn.org/general-information/general-information/code-conduct
https://www.accentregister.com/Event/CEvents/6895
https://www.ama-assn.org/interim-meeting
http://www.united.com/
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Distribution of non-business items 
Material received in the production area of the Headquarters Office at the hotel by 5 p.m. Thursday, Nov. 14, 
will be collected in a bag and placed on delegates’ tables and on chairs before the House opens on Saturday. 
Thirteen hundred (1300) copies are required for a complete distribution throughout the House. When you arrive 
in San Diego, we suggest that you check with AMA staff in the production area to ensure that your materials 
were received. Mailing information to ensure proper delivery was included with the meeting information memo 
(available online). 
 
Opening Session agenda 
The Opening Session will get underway at 2 p.m. Saturday, Nov. 16 in the Seaport Ballroom. Included in the 
Opening Session will be the presentation of various awards and addresses by AMA President Patrice 
Harris, MD, and Executive Vice President James Madara, MD. The session will conclude by 6 p.m. 
 
Nomination and election of new public member of the Board of Trustees 
As we go to print, the nomination of the new public member of the Board of Trustees is also expected during 
the Opening Session, with the election taking place either Saturday afternoon or Sunday morning, depending 
on when the candidate’s conflict of interest disclosure is posted to the AMA website. 
 
Although the new public member will be elected in San Diego, the current public member, Kevin Williams, 
serves until the close of the next Annual Meeting. The early election of his successor is supported in our 
bylaws and allows the new public member to gain exposure to the Board’s operations before taking office. 
 
Meeting app 
Our AMA’s mobile app will again be available for the Interim Meeting to help attendees connect and network 
with peers. Use the app during the meeting for comprehensive information about activities and events. As in 
June the app will allow users to integrate the meeting schedule with their mobile device calendar, create session 
notes and appointments, and access interactive maps of the hotel, which will provide event locations. Important 
meeting updates will also be provided through the notification tools in the app. 
 
Users should download the “AMA 2019 Interim Meeting” app from their app store. Search for CrowdCompass 
AttendeeHub. Once there, search “AMA” and tap on the 2019 AMA Interim Meeting. The app launches about 
October 28. 
 
Online member forums 
As mentioned in the meeting information memo, each reference committee includes an online member forum. 
The forums can be accessed directly at ama-assn.org/forums/house-delegates or via the meeting website. Items 
will be added over time, so we suggest that you check back occasionally. Instructions are found on the site. 
Questions about the forum can be sent to hod@ama-assn.org or to roger.brown@ama-assn.org. 
 
The forums will remain open for commenting up to the opening of the House, but comments posted after 
Sunday, Nov. 10 are unlikely to be captured in the summary reports that are prepared and posted on the meeting 
website. 
 
PolicyFinder 
The latest edition of PolicyFinder is available at policysearch.ama-assn.org. The current version is complete 
through the 2019 Annual Meeting. 
 
Proceedings of the 2019 Annual Meeting 
The Proceedings of the House of Delegates for the 2019 Annual Meeting (A-19) have been posted on the AMA 
website. Approval of the minutes from A-19 is an action item at the Sunday morning session of the AMA-HOD. 
Corrections should be sent to hod@ama-assn.org. 
 

https://www.ama-assn.org/system/files/2019-08/i19-meeting-info-memo.pdf
https://www.ama-assn.org/forums/house-delegates
mailto:hod@ama-assn.org?subject=Member%20forum
mailto:roger.brown@ama-assn.org?subject=Member%20forum
http://www.ama-assn.org/interim-meeting
https://policysearch.ama-assn.org/
mailto:hod@ama-assn.org
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Conflict-of-interest policy 
Sponsors of resolutions are reminded that the AMA-HOD has established policy (G-600.060) calling on 
delegates introducing an item of business for consideration by the AMA-HOD to declare any commercial or 
financial conflict of interest at the time the resolution is submitted and that any such conflict of interest be 
included with the resolution. 
 
Your Speakers have determined that this policy also applies to resolutions introduced by delegations. The 
sponsoring delegation must disclose the identity of any delegate or alternate delegate who has a commercial or 
financial interest with respect to matters addressed in the resolution. If a conflict is disclosed, the notation on the 
resolution will not contain an individual delegate’s name, but will state in substance that, “In accordance with 
House policy regarding disclosure of conflicts of interest, the delegation has notified the Speaker that one or 
more delegates has a commercial or financial conflict of interest with respect to the matters addressed in this 
resolution.” For resolutions already submitted, please notify the AMA Office of House of Delegates Affairs. 
A revised resolution containing the conflict-of-interest statement will be distributed. 
 
HOD Reference Manual: Procedures, Policies and Practices 
The HOD Reference Manual describes House procedures. Available online, it may be accessed through the 
meeting website. The manual may be especially helpful to new delegates, but it is also a good reference for 
experienced delegates, Federation staff and other meeting participants. The House will be asked to adopt the 
updated reference manual as the official method of procedure in handling and conducting the business as part of 
the rules report at the opening session. 
 
Announcements for 2020 elections 
Individuals who intend to seek election at the 2020 Annual Meeting are reminded that printed announcements may 
not be distributed in the meeting venue. Announcements provided to us by noon, Sunday, Nov. 17 will be 
projected on the last day of the meeting. An electronic announcement should be submitted to Roger Brown 
(roger.brown@ama-assn.org) in the Speakers’ Office; the preferred format is JPG, but a PDF or PowerPoint slide 
(16:9 format) is also acceptable. Submissions will be maintained in confidence until posted. Announcements will 
be posted online after the meeting. 
 

Meetings and caucuses 
 
OSMAP 
The Organization of State Medical Association Presidents (OSMAP) will hold its semi-annual membership 
meeting and general session from 2 to 5 p.m. Friday, Nov. 15 in Harbor Ballroom A-B. All state medical 
association presidents, presidents-elect, past presidents and executive directors are welcome and encouraged to 
attend. An agenda and related meeting materials will be posted on the OSMAP web site 
(osmapandtheforum.org) prior to the meeting. 
 
If you have any topics you would like submitted for the agenda, please contact Brian O. Foy, OSMAP Executive 
Director, at bfoy11@yahoo.com. Immediately following the general session, OSMAP will host a reception in 
Harbor Ballroom D-F. All OSMAP members and their invited guests are welcome to attend. 
 
Surgical Caucus Handbook review 
The Surgical Caucus of the AMA will meet from 7 to 9:30 a.m. Saturday, Nov. 16 in Coronado E for a 
combined business meeting/handbook review session; breakfast will be available at 6:45 a.m. Specialties in 
the Caucus are encouraged to send at least one representative to this meeting. 
 
Rural Health Caucus 
Residents of rural areas have been shown to be generally sicker, poorer, and older than their counterparts in 
urban areas. Recent research shows that women do not have access to obstetric care in 54% of rural counties. 
These issues are further compounded by health care workforce shortages and decreased resource availability. 

https://policysearch.ama-assn.org/policyfinder/detail/Introducing%20Business%20to%20the%20AMA%20House%20G-600.060?uri=%2FAMADoc%2FHODGOV.xml-0-24.xml
http://www.ama-assn.org/interim-meeting
mailto:roger.brown@ama-assn.org
http://www.ama-assn.org/ama-elections
http://www.osmapandtheforum.org/
mailto:bfoy11@yahoo.com
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The challenges that rural patients and those who care for them face result in unique perspectives on the 
practice of medicine. 
 
All AMA meeting attendees, including delegates and alternate delegates, representatives of state or specialty 
societies, medical students, residents, section leaders, AMA staff, and Board members are invited to attend 
the Rural Medicine Caucus policy discussion at 1 p.m. Sunday, Nov. 17 in Regatta. Attendees will enjoy 
networking with colleagues, sharing ideas on how the AMA might better serve rural physicians and patients, 
and discussing any resolutions that attendees feel are applicable to practice in rural or other low-resource 
settings. Please contact Jordan Warchol, MD, at JordanWarcholMD@gmail.com for more information. 
 
Election task force open forum 
In lieu of our usual speaker-to-speaker meeting on Sunday afternoon, the election task force that was approved 
in June will hold an open forum to hear suggestions and discuss options for improving our election processes. 
The task force will submit an initial report in San Diego as called for by Policy G-610.031. This report will 
provide a framework for the discussion but will not include their final recommendations. Comments or 
suggestions may be sent to hod@ama-assn.org for consideration by the task force. 
 
The forum will be styled like and follow the reference committee hearings. It will begin at 1 p.m. and run as 
long as necessary in Grand Hall D. 
 
Obesity Caucus 
The Obesity Caucus will meet from 5 to 6 p.m. Sunday, Nov. 17 in Balboa. This is an open caucus, so all are 
welcome. Suggested agenda items should be sent to caucus chair, Ethan Lazarus at ethanlazarus@gmail.com. 
 
Private Practice Physician’s Congress 
The Private Practice Physician Congress will meet at 11:30 a.m. Monday, Nov. 18 in Harbor Ballroom A-B. All 
AMA members interested in the private practice of medicine, including young physicians, residents, fellows and 
medical students, are invited to join the meeting. The group includes primary care and specialty care physicians. 
 
For questions or comments please contact Zuhdi Jasser, MD, Chair, at zuhdi@jasserim.com or 602.721.7186; 
Tim McAvoy, MD, Vice-chair, at timothymcavoy@yahoo.com or 414.573.0751; or Barb Hummel, MD, 
Secretary, at hummelb@ameritech.net or 414.690.6352. 
 

Educational programming 
 
Several education programs will be offered during the Interim Meeting. All members are welcome to attend any 
of the education sessions listed below, many of which are sponsored by the sections and special groups. These 
sessions will be offered between Thursday, Nov. 14 and Monday, Nov. 18. Many sessions will be sponsored by 
the AMA sections, although details for many remain to be worked out. 
 
Education sessions designated by the AMA for CME credit are indicated by an asterisk (*). 
 

The American Medical Association is accredited by the Accreditation Council for Continuing Medical Education to provide 
continuing medical education for physicians. 
The American Medical Association designates each live activity for the maximum number of AMA PRA Category 1 Credits™ 
reflected with each session. Physicians should claim only the credit commensurate with the extent of their participation in the 
activity. 

 
The deadline to claim credit for sessions certified by the AMA is December 31, 2019. To claim credit, access the 
session on the meeting mobile app or visit the AMA Ed Hub™ at edhub.ama-assn.org. For help in claiming 
credit or printing certificates, visit the AMA Ed Hub booth. You may also contact the AMA Unified Service 
Center at 800.262.3211 for assistance. 
 
Sessions certified for credit by other CME providers are indicated with a dagger (†), but those sessions are not 
available via the AMA Ed Hub. Sessions that will be held at the Marriott are so noted; all other sessions are at 
the Manchester Grand Hyatt. 

mailto:JordanWarcholMD@gmail.com
https://policysearch.ama-assn.org/policyfinder/detail/Creation%20of%20an%20AMA%20Election%20Reform%20Committee%20G-610.031?uri=%2FAMADoc%2FHODGOV.xml-G-610.031.xml
mailto:hod@ama-assn.org
mailto:ethanlazarus@gmail.com
mailto:zuhdi@jasserim.com
mailto:timothymcavoy@yahoo.com
mailto:hummelb@ameritech.net
http://edhub.ama-assn.org/
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You thought you only had a duty of care to your patients? - Minnesota’s Warren v. Dinter decision 
1:30−2 p.m. Thursday, Nov. 14, Marina D (Marriott) 
Hosted by the AMA Organized Medical Staff Section 
 
Managing gender bias in medical careers 
8−8:45 a.m. Friday, Nov. 15, La Costa (Marriott) 
Hosted by the AMA Medical Student Section 
 
Adverse childhood experiences and trauma informed care for migrant populations and displaced peoples 
8:30−9:15 a.m. Friday, Nov. 15, Coronado (Marriott) 
Hosted by the AMA Medical Student Section 
 
No street left behind: How integrated systems affect social determinants of health 
8:30 a.m.−noon Friday, Nov. 15, Marina E (Marriott) 
Hosted by the AMA Integrated Physician Practice Section 
 
La FronteraThe unknown frontier of women’s health care at the US-Mexico border 
9−9:45 a.m. Friday, Nov. 15, La Costa (Marriott) 
Hosted by the AMA Medical Student Section 
 
Peer review survival kit: Is your peer review process safe? 
9:15−10:15 a.m. Friday, Nov. 15, Marina D (Marriott) 
Hosted by the AMA Organized Medical Staff Section 
 
Family detention in US immigration: The interface of medical ethics and advocacy 
Noon−1:15 p.m. Friday, Nov. 15, Marina F (Marriott) 
Hosted by the AMA Young Physicians Section 
 
The AMA policymaking lifecycle: Turing ideas into policy and then into solutions! 
12:30−1:15 p.m. Friday, Nov. 15, Marina D (Marriott) 
Hosted by the AMA Organized Medical Staff Section 
 
Professionalism on social media, and its uses in networking, advocacy, and professional development 
1−1:45 p.m. Friday, Nov. 15, La Costa (Marriott) 
Hosted by the AMA Medical Student Section 
 
Employer-driven innovations: Reshaping health care delivery 
1−2:30 p.m. Friday, Nov. 15, Marina E (Marriott) 
Hosted by the AMA Integrated Physician Practice Section 
 
I am human: A look at shortcomings in the United States prison health care system 
1:30−2:15 p.m. Friday, Nov. 15, Coronado (Marriott) 
Hosted by the AMA Medical Student Section 
 
The credentialing, privileging, and enrollment processes: How what you don’t know can hurt you! 
1:30−2:30 p.m. Friday, Nov. 15, Marina D (Marriott) 
Hosted by the AMA Organized Medical Staff Section 
 
The promise of Project ECHO as an educational paradigm 
1:45−2:45 p.m. Friday, Nov. 15, Grand Hall D 
Hosted by the AMA Academic Physicians Section 
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Seeking mental health care as physicians and future physicians 
2−3 p.m. Friday, Nov. 15, Marina G (Marriott) 
Hosted by the AMA Medical Student Section 
 
Structural violenceUnderstanding the bias against patients with a history of substance abuse 
2:30−3:15 p.m. Friday, Nov. 15, Coronado (Marriott) 
Hosted by the AMA Medical Student Section 
 
Demystifying employment contracts 
2:45−3:45 p.m. Friday, Nov. 15, Marina D (Marriott) 
Hosted by the AMA Organized Medical Staff Section 
 
Cultural humility and implicit bias: Moving toward equitable health care 
3−3:45 p.m. Friday, Nov. 15, La Costa (Marriott) 
Hosted by the AMA Medical Student Section 
 
Recruiting, retaining, retraining, and rewarding community physicians 
3−4 p.m. Friday, Nov. 15, Grand Hall D 
Co-hosted by AMA Academic Physicians Section and the AMA Senior Physicians Section 
 
Unraveling the mysteries of surprise billing 
3:30−4:15 p.m. Friday, Nov. 15, Coronado (Marriott) 
Hosted by the AMA Medical Student Section 
 
Healthcare think tank: Members Moving Medicine 
4−5 p.m. Friday, Nov. 15, La Costa (Marriott) 
Hosted by the AMA Medical Student Section 
 
US health care reformDiving into economic, physician, and patient aspects of proposed health care 
8−8:45 a.m. Saturday, Nov. 16, La Costa (Marriott) 
Hosted by the AMA Medical Student Section 
 
Developing sustainable global health projects in the age of voluntourism 
8:30−9:15 a.m. Saturday, Nov. 16, Coronado (Marriott) 
Hosted by the AMA Medical Student Section 
 
Amplify your voice: How physicians can shape health policy 
9−9:45 a.m. Saturday, Nov. 16, Harbor Ballroom G-H 
Hosted by all AMA Sections and Advisory Committee 
 
Identifying clinical problems and driving needs-oriented innovation in medicine 
9−9:45 a.m. Saturday, Nov. 16, La Costa (Marriott) 
Hosted by the AMA Medical Student Section 
 
Using cost-effectiveness to determine coverage priorities 
9:30−10:15 a.m. Saturday, Nov. 16, Coronado (Marriott) 
Hosted by the AMA Medical Student Section 
 
The new MOC: Continuing board certification 
9:45−11 a.m. Saturday, Nov. 16, Grand Hall D 
Co-hosted by the AMA Academic Physicians Section, the AMA Young Physicians Section, and the AMA 
Council on Medical Education 
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Telemedicine and mobile appsaccessing birth control without stepping foot in a clinic 
10−10:45 a.m. Saturday, Nov. 16, La Costa (Marriott) 
Hosted by the AMA Medical Student Section 
 
The impact of vision and hearing loss in the senior populationWhy seeing and hearing are believing 
Noon−1:30 p.m. Saturday, Nov. 16, Grand Hall C 
Hosted by the AMA Senior Physicians Section 
 
Fair market pricing for prescription drugs 
5:15−6 p.m. Saturday, Nov. 16, Harbor Ballroom B 
Hosted by the AMA International Medical Graduates Section 
 
Investigating gender bias in medical student evaluations 
6−6:30 p.m. Saturday, Nov. 16, Harbor Ballroom A 
Hosted by the AMA Women Physicians Section 
 
Health Impact of Climate Change - Preparing Your Communities and Practices 
1–3:30 p.m. Sunday, Nov. 17, Harbor Ballroom A-B 
Hosted by the Forum for Medical Affairs 
 

This program will feature three prominent speakers in the field of climate change and health. Nitin S. 
Damle, MD, Clinical Associate Professor of Medicine, Alpert Medical School of Brown University, and 
ACP Delegate, will kick off with “Climate Change and Health: The Greatest Health Threat and Opportunity 
of the 21st Century.” Next, Mona Emily Senay, MD, MPH, Assistant Professor of Medicine, Department of 
Environmental Medicine and Public Health, Icahn School of Medicine at Mount Sinai (NY), will present 
“Healthcare Delivery and the Climate Crisis.” Following will be Mona Sarfaty, MD, Executive Director, 
Medical Society Consortium on Climate and Health, Center for Climate Change Communication, who will 
present “What Physicians Can Do About Climate Change.” A panel discussion will follow with Q&A. The 
program will be moderated by Steven P. Kanig, MD, Forum President. 
 
Attendees will learn about: 1) the science behind the effects of climate change; 2) the seven health effects of 
climate change; and 3) what physicians can do to prepare for and respond to these new challenges. 
 
All members of the AMA House of Delegates, their spouses and invited guests, and staff are welcome to 
attend. There is no cost to attend, and pre-registration is not required. For more information regarding The 
Forum, please go to osmapandtheforum.org. 

 
*Training Physicians in the Art of the Public Forum (1.5 AMA PRA Category 1 Credits™) 
2–3:30 p.m. Sunday, Nov. 17, City View [32nd floor] (also offered 8 a.m. Monday) 
Hosted by AMA Enterprise Communications 
 

Whether you’re preparing to deliver a keynote presentation at a high-profile medical conference or talking 
with a reporter from your hometown newspaper, the ability to support your position with clear and concise 
language and relevant points is paramount. These sessions are designed to help physicians at all levels better 
prepare for public speaking opportunities and media interviews through skilled and confident 
communication. Participants will learn best practices for effective communication, including how the AMA 
trains its leaders to carrying the message of the organization to diverse audiences. Industry leaders and AMA 
communications staff will share tips and engage participants in role-playing exercises to help them stay on 
message and effectively connect with diverse audiences about health care issues and policies that are 
important to physicians, their patients and their practices. 
 
Following these sessions, attendees will have the opportunity to become AMA Ambassadors and further 
their learning around public engagement. The trainings will be led by Kathy Schaeffer, a strategic 

http://www.osmapandtheforum.org/
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communications expert, in partnership with leaders from the AMA’s Enterprise Communications 
department. Attendees are asked to RSVP ahead of the sessions to tamara.washington@ama-assn.org. 

 
Litigation Center Open Meeting 
2–4 p.m. Sunday, Nov. 17, Harbor Ballroom D-F 
Hosted by the Litigation Center of the American Medical Association and State Medical Societies 
 

The Litigation Center Open Meeting will feature as its principal presentation a moot court argument based 
on a recent Minnesota Supreme Court case, which found that an internist could be professionally liable to 
someone who was not his patient and whom he had never met. A discussion will follow about how this 
holding could affect individual physician practices. 

 
AMA Ambassador Training Sessions 

2–2:45 p.m. Sunday, Nov. 17, America’s Cup A-B 
Are you new to the AMA Ambassador Program? This onboarding session will allow you to hit the ground 
running as an AMA Ambassador. 

 
3–4 p.m. Sunday, Nov. 17, America’s Cup A-B 
Your personal and professional brand is everything! During this session, Dr. Tyeese Gaines of Doctor Ty 
Media, will share the best practices for physicians and AMA Ambassadors as they build a brand, cultivate 
followers and create their niche. 

 
3–4 p.m. Sunday, Nov. 17, America’s Cup C-D 
Being an ambassador on social media is more than just amplifying news, it’s also about effectively 
responding and engaging in conversation. Join us for a breakout session where we’ll dig into case studies, 
both positive and negative, and workshop how best to respond in each scenario. 
 
4–5 p.m. Sunday, Nov. 17, America’s Cup A-B 
What do you say when colleagues ask, “Why are you an AMA member?” Or when colleagues ask, “what 
exactly does the AMA do?” In this session, you will hone your Ambassador skills and perfect your elevator 
pitch. First you will hear from a couple AMA experts and seasoned Ambassadors and then you will practice 
your elevator pitch as well as provide constructive feedback to others.  

 
4–5 p.m., Sunday, Nov. 17, America’s Cup C-D 
Whether you’re new to the program or simply need a refresher, join us for a deep dive on how to use the 
AMA’s activation hub, Smarp. As an ambassador, consider Smarp your digital “pantry” where you can find 
content to easily share to your social media channels. Or if you’re still feeling unsure about social media in 
general, stop by during this time to chat with AMA social media staff about any specific questions or 
concerns you may have. 

 
Back to basics: The fundamentals of extraordinary leadership 
2:30−3:30 p.m. Sunday, Nov. 17, Coronado D 
Hosted by the AMA International Medical Graduates Section 
 
AMPAC Presents an Insiders “How to” Guide to Running and Winning a Campaign 
3–4 p.m. Sunday, Nov. 17, Cortez A/B Grand Hall C 
Hosted by AMPAC 
 

Have you ever wondered how doctors get elected to public office? Have you considered a run for office 
yourself? Join us for an in-depth preview of AMPAC’s annual “Candidate Workshop” political education 
program. Led by Eva Pusateri, lead consultant and trainer for the AMPAC Candidate Workshop, in this 
session you will learn how the intensive two-day Candidate Workshop will prepare you with the tools you 
need to run a winning political campaign. The program is designed to help you make the leap from the exam 
room to campaign trail and give you the strategic advantage you will need to make your run for public office. 

mailto:tamara.washington@ama-assn.org
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Changes to Reporting Evaluation and Management Office Visits: How to Prepare for 2021 
3–4:30 p.m. Sunday, Nov. 17, Harbor Ballroom G-I 
Hosted by the CPT/RUC Workgroup on Evaluation and Management 
 

The Co-Chairs of the CPT/RUC Workgroup on Evaluation and Management (E/M) will describe the new 
CPT framework for reporting office visits. On Nov. 1, CMS announced that Medicare will implement these 
changes on January 1, 2021. Physicians will no longer be required to engage in unnecessary and burdensome 
documentation to report office visits. The new framework will provide physicians with reporting by either 
total time spent on the date of the visit or the medical decision-making used in the provision of the service. 
Doctors Peter Hollmann and Barbara Levy will also explain the AMA/Specialty Society RVS Update 
Committee’s recommendations to increase the valuation of office visits. 

 
*Training Physicians in the Art of the Public Forum (1.5 AMA PRA Category 1 Credits™) 
8–9:30 a.m. Monday, Nov. 18, La Jolla Grand Hall D (also offered 2 p.m. Sunday) 
Hosted by AMA Enterprise Communications 
 

Whether you’re preparing to deliver a keynote presentation at a high-profile medical conference or talking 
with a reporter from your hometown newspaper, the ability to support your position with clear and concise 
language and relevant points is paramount. These sessions are designed to help physicians at all levels better 
prepare for public speaking opportunities and media interviews through skilled and confident 
communication. Participants will learn best practices for effective communication, including how the AMA 
trains its leaders to carrying the message of the organization to diverse audiences. Industry leaders and AMA 
communications staff will share tips and engage participants in role-playing exercises to help them stay on 
message and effectively connect with diverse audiences about health care issues and policies that are 
important to physicians, their patients and their practices. 
 
Following these sessions, attendees will have the opportunity to become AMA Ambassadors and further 
their learning around public engagement. The trainings will be led by Kathy Schaeffer, a strategic 
communications expert, in partnership with leaders from the AMA’s Enterprise Communications 
department. Attendees are asked to RSVP ahead of the sessions to tamara.washington@ama-assn.org. 
 

*CEJA Open Forum - Identifying Gaps in the Code of Medical Ethics (1.5 AMA PRA Category 1 Credits™) 
9:30–11 a.m. Monday, Nov. 18, Grand Hall C 
Hosted by the Council on Ethical and Judicial Affairs 
 

The Open Forum will be open to all AMA members, interested non-members, other guests, and the press 
and will have three parts. Parts one and two will consist of participants identifying and discussing potential 
gaps in the Code of Medical Ethics within given chapters. The sections covered will be: 
• Chapter 9, Section 7: Interaction with government agencies (35 minutes) 
• Chapter 10: Interprofessional Relationships (35 minutes) 
 
Each topic will be introduced by a member of CEJA and followed by a group discussion. Although 
participants will have time during the session to review the identified content, it may be helpful to review 
the links above beforehand. This exercise will mimic the types of questions, considerations and framing that 
go into a CEJA discussion of gaps in the Code. Questions for discussion will include:  
 
• Is new ethics guidance needed in this domain? If so, what do you consider the most urgent issue to 

address? 
• How do you see new ethics guidance on the issue fitting into this chapter? 
• How do you feel new ethics guidance would 

o Promote patients’ interests? 
o Support physicians? 

• What implications (if any) do you feel new ethics guidance would have for health care organizations? 
• Who do you see as key stakeholders on the issue? 

mailto:tamara.washington@ama-assn.org
https://www.ama-assn.org/delivering-care/ethics/code-medical-ethics-professional-self-regulation
https://www.ama-assn.org/delivering-care/ethics/code-medical-ethics-inter-professional-relationships
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In the third part of the session, attendees are invited to introduce other issues that may warrant attention 
from CEJA and inclusion in the Code of Medical Ethics. 
 
Upon completion of this session, participants will be able to:  
 
• Describe CEJA’s approach to identifying topics for new guidance within the Code of Medical Ethics 
• Explain the nature and scope of CEJA’s role in developing ethics policy 
• Recognize the challenges of crafting policy in a way which addresses the positions of various 

stakeholders 
 
President’s panel: Physicians’ obligation to lead 
9:30–11 a.m. Monday, Nov. 18, Harbor Ballroom C 
Hosted by our AMA 
 

In this session, you will gain a better understanding of the role of the AMA and its physician members in 
advocacy and activism in issues related to immigration, women’s health, LGBTQ health, gun violence and 
health equity. AMA’s General Counsel will share several AMA litigation examples that demonstrate AMA 
policies and directives in action. Additionally, a historical perspective on medicine, activism, and socio-
political change will be discussed.  

 
The session will be moderated by AMA President Patrice A. Harris, MD, MA, and include a presentation 
from Brian Vandenberg, JD, AMA’s General Counsel, along with a reactor panel made up of AMA Board 
Chair Jesse Ehrenfeld, MD, MPH; Rodney Hood, MD, past-president, NMA; Aletha Maybank, MD, MPH, 
AMA’s chief health equity officer; and Dalia G. Larios Chavez, MD, a resident at Brigham & Women 
Hospital. 
 
If you have questions, email J. Mori Johnson at jmori.johnson@ama-assn.org. 

 
Council on Legislation Forum 
The Council on Legislation (COL) will hold a one-hour forum from 9 to 10 a.m. Monday, Nov. 18, in Harbor 
Ballroom DEF. 
 
Hear from the COL’s executive committee how our AMA is working to protect the interests of physicians and 
our patients through its federal and state advocacy efforts. The forum is also intended to provide HOD attendees 
the opportunity to share with the Council and others their comments on emerging federal and state legislative 
and regulatory issues impacting patients and the practice of medicine. 
 
†Is there a doctor on board? – Dealing with in-flight emergencies 
10–11 a.m. Monday, Nov. 18, Grand Hall D 
Hosted by the Surgical Caucus of the AMA 
 

This session will identify the most common in-flight medical emergencies; describe in-flight resources 
available for responding to a medical emergency; and discuss the legal ramifications of providing care for 
an in-flight medical emergency. 

 
The American College of Surgeons is accredited by the Accreditation Council for Continuing Medical Education to provide 
continuing medical education for physicians. 
The American College of Surgeons designates this live activity for a maximum of 1 AMA PRA Category 1 Credits™. Physicians 
should claim only the credit commensurate with the extent of their participation in the activity. 

 

mailto:jmori.johnson@ama-assn.org
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Section and Special Group Events 
 
The AMA Section Meetings will be held Nov. 14-16 at the Manchester Grand Hyatt and Marriott Marquis. Visit 
each section’s meeting page for agendas and other meeting documents, and for the most up-to date-information, 
please refer to the AMA meeting app. 
 
• Academic Physicians Section (APS) 

Nov. 15-16, Manchester Grand Hyatt 
• Advisory Committee on LGBTQ Issues (LGBTQ) 

Nov. 15, Manchester Grand Hyatt 
• Integrated Physician Practice Section (IPPS) 

Nov. 15, Marriott Marquis 
• International Medical Graduates Section (IMGS) 

Nov. 16, Manchester Grand Hyatt 
• Medical Student Section (MSS) 

Nov. 14-16, Marriott Marquis 
• Minority Affairs Section (MAS) 

Nov. 15-16, Manchester Grand Hyatt 
• Organized Medical Staff Section (OMSS) 

Nov. 14-15, Marriott Marquis 
• Resident and Fellows Section (RFS) 

Nov. 14-16, Marriott Marquis 
• Senior Physicians Section (SPS) 

Nov. 16, Manchester Grand Hyatt 
• Women Physicians Section (WPS) 

Nov. 16-17, Manchester Grand Hyatt 
• Young Physicians Section (YPS) 

Nov. 14-15, Marriott Marquis 
 

Exhibits 
 
AMA Foundation Booth 
Visit the AMA Foundation booth to learn how the Foundation is improving the nation’s health through its 
Community Health Programs and encouraging future physician leaders through the Physicians of Tomorrow 
Scholarships and Leadership Development Institute. While you’re there, make sure to check out the collectible 
2019 San Diego Meeting pin. Don’t have time to stop by the booth? Visit online at amafoundation.org or in the 
AMA Meetings app. 
 
For additional information, please call 312.464.4200 or email amafoundation@ama-assn.org. 
 
Visit the Member Center Booth and pick up a gift! 
Located between Registration and the Terrace be sure to visit the Member Center between Saturday, Nov. 16 
and Tuesday, Nov. 19. 

• Get assistance with membership related inquiries 
• Update your AMA account to customize your news subscriptions 
• Pick up a free gift 
• And check out a few new surprises 

 

https://www.ama-assn.org/house-delegates/interim-meeting/ama-meetings-app-faqs
https://www.ama-assn.org/member-groups-sections/academic-physicians/aps-interim-meeting-agenda-resources
https://www.ama-assn.org/member-groups-sections/advisory-committee-lgbtq-issues/lgbtq-interim-meeting-agenda-resources
https://www.ama-assn.org/member-groups-sections/integrated-physician-practices/ipps-interim-meeting-agenda-resources
https://www.ama-assn.org/member-groups-sections/international-medical-graduates/imgs-interim-meeting-agenda-resources
https://www.ama-assn.org/member-groups-sections/medical-students/mss-interim-meeting-agenda-resources
https://www.ama-assn.org/member-groups-sections/minority-affairs/mas-interim-meeting-agenda-resources
https://www.ama-assn.org/member-groups-sections/organized-medical-staff/omss-interim-meeting-agenda-resources
https://www.ama-assn.org/member-groups-sections/residents-fellows/rfs-interim-meeting-agenda-resources
https://www.ama-assn.org/member-groups-sections/senior-physicians/sps-interim-meeting-agenda-resources
https://www.ama-assn.org/member-groups-sections/women-physicians/wps-interim-meeting-agenda-resources
https://www.ama-assn.org/member-groups-sections/young-physicians/yps-interim-meeting-agenda-resources
https://amafoundation.org/
http://www.amafoundation.org/
mailto:amafoundation@ama-assn.org
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Special events 
 
AMA EXPO 
Be sure to visit the AMA Expo from 1 to 6 p.m. Friday, Nov. 15 in Grand Hall C-D. The Expo will include 
several components: 
 
• AMA Career Fair – Connect with recruiters to learn more about residency programs and health care 

institutions of varying sizes. 
• AMA Group Member exhibitors – Here’s the chance to market the organization to both residents and young 

physicians seeking career opportunities within a medical group or health system. 
• AMA Research Symposium – Share your expertise and view original research from students, residents, 

fellows and international medical graduates. 
- The poster showcase will run from 3 to 6 p.m. 
- The poster competition will take place from 4 to 6 p.m. 

 
Find more information about the AMA EXPO at ama-assn.org/events/ama-expo. 
 
AMA Ambassadors lounge 
Are you a proud and loyal AMA member? Are you excited to share the value of an AMA membership with your 
colleagues? If you answered “yes”, stop by the Ambassadors Lounge in the Seaport Ballroom Foyer at the Hyatt 
to recharge and learn more about our AMA’s newest Member Experience program. 
 
Ambassadors lounge activities will allow you to: 
• Pick-up Ambassador gifts 
• Submit your Ambassador update 
• Sign-up for Ambassador Training Sessions 
• Network with other AMA Ambassadors and “recharge” 
• Learn about the Ambassador activation app  

Hours for the lounge are: 
1–5 p.m. Friday, Nov. 15 
9 a.m.–5 p.m. Saturday, Nov. 16 
7:30 a.m.–5 p.m. Sunday, Nov. 17 
9 a.m.–5 p.m. Monday, Nov. 18 
8–11:30 a.m. Tuesday, Nov. 19 

 
Questions may be emailed to J. Mori Johnson or visit ama-assn.org/ambassadors for more information and to 
enroll in the AMA Ambassador Program. 
 
Free hearing tests 
8–10 a.m. Saturday, Nov. 16, Mission Hills (Marriott) 
Hosted by the AMA Senior Physicians Section and the American Academy of Otolaryngology-Head and Neck 
Surgery. 
 
Advance registration is required by visiting surveymonkey.com/r/D5DGCQ3, and tests are available on a first-
come, first-served basis. 
 
Catholic Mass 
Catholic Mass will be celebrated at 6:30 p.m. Saturday, Nov. 16 in Grand Hall C. The celebrant will be Fr. 
Gilbert Gentile, SJ. 
 

http://www.ama-assn.org/events/ama-expo
mailto:jmori.johnson@ama-assn.org
http://www.ama-assn.org/ambassadors
http://www.surveymonkey.com/r/D5DGCQ3
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Welcome to California Mixer! 
The California Medical Association and the California Delegation to the AMA would like to invite you to a 
Welcome to California Mixer on the flight deck of the USS Midway (910 N. Harbor Drive). The event will be 
held from 6:30 to 10:30 p.m. Sunday, Nov. 17. There is no cost to attend and a complimentary shuttle will be 
running from the Manchester Grand Hyatt to the USS Midway. Come and enjoy heavy hors d’oeuvres, libations, 
and dancing on the historic USS Midway. Please make sure to wear comfortable shoes and bring a coat as it can 
get a little cold on the flight deck in November! 
 
AMPAC Capitol Club luncheon 
The American Medical Association Political Action Committee (AMPAC) is the bipartisan political arm of the 
AMA that helps elect medicine-friendly candidates running for federal office. AMPAC needs your support to 
have an impact on the AMA’s continuing advocacy efforts in Washington, DC. 
 
AMPAC will be hosting a private luncheon for all 2019 Capitol Club members from noon to 1:30 p.m. Monday, 
Nov. 18. AMPAC’s special guest will be Stephen Fried, award winning journalist and New York Times best-
selling author. Mr. Fried will be discussing his latest work, George Washington Book Prize finalist, Rush, the 
story of Benjamin Rush, a visionary physician and political thinker who was advisor to, and caretaker of 
America’s first leaders. Rush served as Surgeon General of the Continental Army and as personal physician to 
Benjamin Franklin, George Washington, John Adams, and Thomas Jefferson; was one of the youngest 
signatories of the Declaration of Independence; and is one of our most provocative and unsung Founding 
Fathers, largely forgotten, until now. This is an event you don’t want to miss! 
 
If you are already a 2019 AMPAC Capitol Club member, please stop by the AMPAC booth to pick up your 
ticket to join us for this exciting discussion. As a reminder, 2019 Capitol Club Platinum members can attend an 
exclusive private meet and greet with Mr. Fried prior to the start of the luncheon. 
 
If you are interested in becoming an AMPAC member or would like more information on the luncheon you can 
speak with an AMPAC staff member at our booth located outside of the House of Delegates meeting room from 
Friday, Nov. 16 through Tuesday, Nov. 19. 
 

NOTES 
 



 

 Locations are subject to change. All locations are in the Manchester Grand Hyatt unless otherwise specified and indicated by italics. 
*, † AMA PRA Category 1 Credit™ available for this session. 

 
The following list is provided for your convenience. All items mentioned in the Speakers’ Letter 

are included along with a few other items of possible interest. 
(Items listed in bold are official AMA-HOD sessions, reference committees or programs.) 

Events are at the Manchester Grand Hyatt unless italicized. 
Activities offering continuing medical education credit are preceded by an asterisk (*) or dagger (†). 

 
Time Event Location† 

Thursday, November 14 
7 a.m.–7 p.m. Childcare availability Manchester Grand Hyatt 
10:30 a.m.–7 p.m. Delegate registration Palm Foyer, Seaport Tower 
1:30–2 p.m. You thought you only had a duty of care to your patients? Marina D (Marriott) 
5 p.m. Deadline for not for official business bag AMA production area at 

Manchester Grand Hyatt 
   

Friday, November 15 
7 a.m.–6 p.m. Delegate registration Palm Foyer, Seaport Tower 
7 a.m.–7 p.m. Childcare availability Manchester Grand Hyatt 
8–8:45 a.m. Managing gender bias in medical careers La Costa (Marriott) 
8:30–9:15 a.m. Adverse childhood experiences and trauma informed care for migrant 

populations and displaced peoples 
Coronado (Marriott) 

8:30 a.m.-noon No street left behind: How integrated systems affect social determinants of 
health 

Marina E (Marriott) 

9–9:45 a.m. La Frontera—The unknown frontier of women’s health care at the US-Mexico 
border 

La Costa (Marriott) 

9:15–10:15 a.m. Peer review survival kit: Is your peer review process safe? Marina D (Marriott) 
Noon–1:15 p.m. Family detention in US immigration: The interface of medical ethics and 

advocacy 
Marina F (Marriott) 

12:30–1:15 p.m. The AMA policymaking lifecycle: Turing ideas into policy and then into 
solutions! 

Marina D (Marriott) 

1–1:45 p.m. Professionalism on social media, and its uses in networking, advocacy, and 
professional development 

La Costa (Marriott) 

1-2:30 p.m. Employer-driven innovations: Reshaping health care delivery Marina E (Marriott) 
1–5 p.m. AMA Ambassadors lounge  Seaport Ballroom Foyer 
1–6 p.m. AMA Expo Grand Hall C-D 
1:30–2:15 p.m. I am human: A look at shortcomings in the United States prison health care 

system 
Coronado (Marriott) 

1:30–2:30 p.m. The credentialing, privileging, and enrollment processes: How what you don’t 
know can hurt you! 

Marina D (Marriott) 

1:45–2:45 p.m. The promise of Project ECHO as an educational paradigm Grand Hall D 
2–3 p.m. Seeking mental health care as physicians and future physicians Marina G (Marriott) 
2–5 p.m. OSMAP Harbor Ballroom A-B 
2:30–3:15 p.m. Structural violence—Understanding the bias against patients with a history of 

substance abuse 
Coronado (Marriott) 

2:45–3:45 p.m. Demystifying employment contracts Marina D (Marriott) 
3–3:45 p.m. Cultural humility and implicit bias: Moving toward equitable health care La Costa (Marriott) 
3–4 p.m. Recruiting, retaining, retraining, and rewarding community physicians Grand Hall D 
3:30–4:15 p.m. Unraveling the mysteries of surprise billing Coronado (Marriott) 
4–5 p.m. Healthcare think tank: Members Moving Medicine La Costa (Marriott) 
5 p.m. OSMAP reception Harbor Ballroom D-F 
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 Locations are subject to change. All locations are in the Manchester Grand Hyatt unless otherwise specified and indicated by italics. 
*, † AMA PRA Category 1 Credit™ available for this session. 

Time Event Location† 
Saturday, November 16 

6:45–9:30 a.m. Surgical Caucus business meeting and Handbook review Coronado E 
7 a.m.–6 p.m. Delegate registration Palm Foyer, Seaport Tower 
7 a.m.–7 p.m. Childcare availability Manchester Grand Hyatt 
8-8:45 a.m. US health care reform—Diving into economic, physician, and patient aspects 

of proposed health care 
La Costa (Marriott) 

8–10 a.m. Hearing tests Mission Hills (Marriott) 
8:30–9:15 a.m. Developing sustainable global health projects in the age of voluntourism Coronado (Marriott) 
9–9:45 a.m. Amplify your voice: How physicians can shape health policy Harbor Ballroom G-H 
9–9:45 a.m. Identifying clinical problems and driving needs-oriented innovation in 

medicine 
La Costa (Marriott) 

9 a.m.–5 p.m. AMA Ambassadors lounge Seaport Ballroom Foyer 
9:30–10:15 a.m. Using cost-effectiveness to determine coverage priorities Coronado (Marriott) 
9:45–11 a.m. The new MOC: Continuing board certification Grand Hall D 
10–10:45 a.m. Telemedicine and mobile apps—Accessing birth control without stepping foot 

in a clinic 
La Costa (Marriott) 

Noon–1:30 p.m. The impact of vision and hearing loss in the senior population—Why seeing 
and hearing are believing 

Grand Hall C 

2–6 p.m. House of Delegates Opening Session Seaport Ballroom 
5:15–6 p.m. Fair market pricing for prescription drugs Harbor Ballroom B 
6–6:30 p.m. Investigating gender bias in medical student evaluations Harbor Ballroom A 
6:30 p.m. Catholic Mass Grand Hall C 
   

Sunday, November 17 
7 a.m.–4 p.m. Delegate registration Palm Foyer, Seaport Tower 
7 a.m.–7 p.m. Childcare availability Manchester Grand Hyatt 
7:30 a.m.–5 p.m. AMA Ambassadors lounge  Seaport Ballroom Foyer 
8–8:30 a.m. AMA House of Delegates Business Session Seaport Ballroom  
8:30 a.m.–noon Reference Committee on Amendments to Constitution and Bylaws Grand Hall C 
8:30 a.m.–noon Reference Committee B Harbor Ballroom G-I 
8:30 a.m.–noon Reference Committee C Harbor Ballroom A-C 
8:30 a.m.–noon Reference Committee F Seaport Ballroom  
8:30 a.m.–noon Reference Committee J Harbor Ballroom D-F 
8:30 a.m.–noon Reference Committee K Grand Hall D 
Noon Deadline for election announcements to be shown at I-19 Speakers’ Office 
1 p.m. Rural Health Caucus Regatta 
1 p.m. Election Task Force open forum Grand Hall D 
1–3:30 p.m. Health Impact of Climate Change - Preparing Your Communities and 

Practices 
Harbor Ballroom A-B 

2–2:45 p.m. AMA Ambassador Training – Onboarding America’s Cup A-B 
2–3:30 p.m. *Training Physicians in the Art of the Public Forum City View 
2–4 p.m. Litigation Center Open Meeting Harbor Ballroom D-F 
2:30–3:30 p.m. Back to basics: The fundamentals of extraordinary leadership Coronado D 
3–4 p.m. AMA Ambassador Training – Personal and professional brand America’s Cup A-B 
3–4 p.m. AMA Ambassador Training – Social media America’s Cup C-D 
3–4 p.m. AMPAC Presents an Insiders “How to” Guide to Running and Winning a 

Campaign 
La Jolla Grand Hall C 

3–4:30 p.m. Changes to Reporting Evaluation and Management Office Visits: How to 
Prepare for 2021 

Harbor Ballroom G-I 

4–5 p.m. AMA Ambassador Training – Why are you an AMA member America’s Cup A-B 
4–5 p.m. AMA Ambassador Training – Smarp America’s Cup C-D 
5–6 p.m. Obesity Caucus Balboa 
6:30–10:30 p.m. CMA Welcome to California Mixer USS Midway (complimentary 

shuttle available) 
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 Locations are subject to change. All locations are in the Manchester Grand Hyatt unless otherwise specified and indicated by italics. 
*, † AMA PRA Category 1 Credit™ available for this session. 

Time Event Location† 
Monday, November 18 

7 a.m.–6 p.m. Delegate registration Palm Foyer, Seaport Tower 
7 a.m.–7 p.m. Childcare availability Manchester Grand Hyatt 
8–9:30 a.m. *Training Physicians in the Art of the Public Forum La Jolla Grand Hall D 
9–10 a.m. COL Forum Harbor Ballroom D-F 
9 a.m.–5 p.m. AMA Ambassadors lounge Seaport Ballroom Foyer 
9:30–11:30 a.m. *CEJA Open Forum Grand Hall C 
9:30–11:30 a.m. President’s panel: Physicians’ obligation to lead Harbor Ballroom C 
10–11 a.m. †Is there a doctor on board? – Dealing with in-flight emergencies Grand Hall D 
11:30 a.m. Private Practice Physician Congress Harbor Ballroom A-B 
Noon–1:30 p.m. AMPAC Capitol Club Luncheon TBD 
2–6 p.m. House of Delegates Business Session Seaport Ballroom 
   

Tuesday, November 19 
7 a.m.–noon Delegate registration Palm Foyer, Seaport Tower 
7 a.m.–noon Childcare availability Manchester Grand Hyatt 
8–11:30 a.m. AMA Ambassadors lounge Seaport Ballroom Foyer 
8:30 a.m.–noon House of Delegates Business Session Seaport Ballroom 
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