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AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES

Resolution: 301
(A-20)

Introduced by: Resident and Fellow Section

Subject: Establishing Minimum Standards for Parental Leave During Graduate
Medical Education Training

Referred to: Reference Committee C

Whereas, A substantial number of trainees become parents during their training as a resident or
fellow; and

Whereas, PGY-1 trainees will not meet eligibility for the Family Medical Leave Act, which has a
12-month employment eligibility threshold; and

Whereas, Unlike other industries, such as technology and law, “there is no standardized
approach to parental leave across GME programs” '; and

Whereas, The Accreditation Council for Graduate Medical Education (ACGME) does not
establish minimum standards for duration of parental leave for trainees; and

Whereas, A lack of minimum national standards may result in some trainees receiving
substandard resources and benefits?; and

Whereas, Current AMA policy (H-405.960) encourages residency programs, among other
stakeholders, to incorporate a “six-week minimum leave allowance;” therefore be it

RESOLVED, That our American Medical Association support current efforts by the Accreditation
Council for Graduate Medical Education (ACGME), the American Board of Medical Specialties
(ABMS), and other relevant stakeholders to develop and align minimum requirements for
parental leave during residency and fellowship training and urge these bodies to adopt minimum
requirements in accordance with Policy H-405.960, “Policies for Parental, Family and Medical
Necessity Leave” (New HOD Policy); and be it further

RESOLVED, That our AMA petition the ACGME to recommend strategies to prevent undue
burden on trainees related to parental leave (Directive to Take Action); and be it further

RESOLVED, That our AMA petition the ACGME, ABMS, and other relevant stakeholders to
develop specialty specific pathways for residents and fellows in good standing, who take
maximum allowable parental leave, to complete their training within the original time frame.
(Directive to Take Action)

Fiscal Note: Not yet determined

Received: 02/21/20
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RELEVANT AMA POLICY:

Principles for Graduate Medical Education H-310.929

Our AMA urges the Accreditation Council for Graduate Medical Education (ACGME) to incorporate these
principles in its Institutional Requirements, if they are not already present.

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

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

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

(4) SCHOLARLY ACTIVITIES FOR RESIDENTS. Graduate medical education should always occur in a milieu
that includes scholarship. Resident physicians should learn to appreciate the importance of scholarly activities
and should be knowledgeable about scientific method. However, the accreditation requirements, the structure,
and the content of graduate medical education should be directed toward preparing physicians to practice in a
medical specialty. Individual educational opportunities beyond the residency program should be provided for
resident physicians who have an interest in, and show an aptitude for, academic and research pursuits. The
continued development of evidence-based medicine in the graduate medical education curriculum reinforces
the integrity of the scientific method in the everyday practice of clinical medicine.

(5) FACULTY SCHOLARSHIP. All residency faculty members must engage in scholarly activities and/or
scientific inquiry. Suitable examples of this work must not be limited to basic biomedical research. Faculty can
comply with this principle through participation in scholarly meetings, journal club, lectures, and similar
academic pursuits.

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

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

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

(9) PROVISION OF FORMAL EDUCATIONAL EXPERIENCES. Graduate medical education must include a
formal educational component in addition to supervised clinical experience. This component should assist
resident physicians in acquiring the knowledge and skill base required for practice in the specialty. The
assignment of clinical responsibility to resident physicians must permit time for study of the basic sciences and
clinical pathophysiology related to the specialty.
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(10) INNOVATION OF GRADUATE MEDICAL EDUCATION. The requirements for accreditation of residency
training should encourage educational innovation and continual improvement. New topic areas such as
continuous quality improvement (CQl), outcome management, informatics and information systems, and
population-based medicine should be included as appropriate to the specialty.

(11) THE ENVIRONMENT OF GRADUATE MEDICAL EDUCATION. Sponsoring organizations and other GME
programs must create an environment that is conducive to learning. There must be an appropriate balance
between education and service. Resident physicians must be treated as colleagues.

(12) SUPERVISION OF RESIDENT PHYSICIANS. Program directors must supervise and evaluate the clinical
performance of resident physicians. The policies of the sponsoring institution, as enforced by the program
director, and specified in the ACGME Institutional Requirements and related accreditation documents, must
ensure that the clinical activities of each resident physician are supervised to a degree that reflects the ability of
the resident physician and the level of responsibility for the care of patients that may be safely delegated to the
resident. The sponsoring institution’s GME Committee must monitor programs’ supervision of residents and
ensure that supervision is consistent with: (A) Provision of safe and effective patient care; (B) Educational
needs of residents; (C) Progressive responsibility appropriate to residents’ level of education, competence, and
experience; and (D) Other applicable Common and specialty/subspecialty specific Program Requirements. The
program director, in cooperation with the institution, is responsible for maintaining work schedules for each
resident based on the intensity and variability of assignments in conformity with ACGME Review Committee
recommendations, and in compliance with the ACGME clinical and educational work hour standards. Integral to
resident supervision is the necessity for frequent evaluation of residents by faculty, with discussion between
faculty and resident. It is a cardinal principle that responsibility for the treatment of each patient and the
education of resident and fellow physicians lies with the physician/faculty to whom the patient is assigned and
who supervises all care rendered to the patient by residents and fellows. Each patient’s attending physician
must decide, within guidelines established by the program director, the extent to which responsibility may be
delegated to the resident, and the appropriate degree of supervision of the resident’s participation in the care of
the patient. The attending physician, or designate, must be available to the resident for consultation at all times.
(13) EVALUATION OF RESIDENTS AND SPECIALTY BOARD CERTIFICATION. Residency program
directors and faculty are responsible for evaluating and documenting the continuing development and
competency of residents, as well as the readiness of residents to enter independent clinical practice upon
completion of training. Program directors should also document any deficiency or concern that could interfere
with the practice of medicine and which requires remediation, treatment, or removal from training. Inherent
within the concept of specialty board certification is the necessity for the residency program to attest and affirm
to the competence of the residents completing their training program and being recommended to the specialty
board as candidates for examination. This attestation of competency should be accepted by specialty boards
as fulfilling the educational and training requirements allowing candidates to sit for the certifying examination of
each member board of the ABMS.

(14) GRADUATE MEDICAL EDUCATION IN THE AMBULATORY SETTING. Graduate medical education
programs must provide educational experiences to residents in the broadest possible range of educational
sites, so that residents are frained in the same types of sites in which they may practice after completing GME.
It should include experiences in a variety of ambulatory settings, in addition to the traditional inpatient
experience. The amount and types of ambulatory training is a function of the given specialty.

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

Citation: CME Rep. 9, A-99; Reaffirmed: CME Rep. 2, A-09; Reaffirmed: CME Rep. 14, A-09; Modified: CME
Rep. 06, 1-18

Policies for Parental, Family and Medical Necessity Leave H-405.960

AMA adopts as policy the following guidelines for, and encourages the implementation of, Parental, Family and
Medical Necessity Leave for Medical Students and Physicians:

1. Our AMA urges medical schools, residency training programs, medical specialty boards, the Accreditation
Council for Graduate Medical Education, and medical group practices to incorporate and/or encourage
development of leave policies, including parental, family, and medical leave policies, as part of the physician's
standard benefit agreement.

2. Recommended components of parental leave policies for medical students and physicians include: (a)
duration of leave allowed before and after delivery; (b) category of leave credited; (c) whether leave is paid or
unpaid; (d) whether provision is made for continuation of insurance benefits during leave, and who pays the
premium; (e€) whether sick leave and vacation time may be accrued from year to year or used in advance; (f)
how much time must be made up in order to be considered board eligible; (g) whether make-up time will be
paid; (h) whether schedule accommodations are allowed; and (i) leave policy for adoption.
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3. AMA policy is expanded to include physicians in practice, reading as follows: (a) residency program directors
and group practice administrators should review federal law concerning maternity leave for guidance in
developing policies to assure that pregnant physicians are allowed the same sick leave or disability benefits as
those physicians who are ill or disabled; (b) staffing levels and scheduling are encouraged to be flexible enough
to allow for coverage without creating intolerable increases in other physicians' workloads, particularly in
residency programs; and (c) physicians should be able to return to their practices or training programs after
taking parental leave without the loss of status.

4. Our AMA encourages residency programs, specialty boards, and medical group practices to incorporate into
their parental leave policies a six-week minimum leave allowance, with the understanding that no parent should
be required to take a minimum leave.

5. Residency program directors should review federal and state law for guidance in developing policies for
parental, family, and medical leave.

6. Medical students and physicians who are unable to work because of pregnancy, childbirth, and other related
medical conditions should be entitled to such leave and other benefits on the same basis as other physicians
who are temporarily unable to work for other medical reasons.

7. Residency programs should develop written policies on parental leave, family leave, and medical leave for
physicians. Such written policies should include the following elements: (a) leave policy for birth or adoption; (b)
duration of leave allowed before and after delivery; (c) category of leave credited (e.g., sick, vacation, parental,
unpaid leave, short term disability); (d) whether leave is paid or unpaid; (e) whether provision is made for
continuation of insurance benefits during leave and who pays for premiums; (f) whether sick leave and vacation
time may be accrued from year to year or used in advance; (g) extended leave for resident physicians with
extraordinary and long-term personal or family medical tragedies for periods of up to one year, without loss of
previously accepted residency positions, for devastating conditions such as terminal iliness, permanent
disability, or complications of pregnancy that threaten maternal or fetal life; (h) how time can be made up in
order for a resident physician to be considered board eligible; (i) what period of leave would result in a resident
physician being required to complete an extra or delayed year of training; (j) whether time spent in making up a
leave will be paid; and (k) whether schedule accommodations are allowed, such as reduced hours, no night
call, modified rotation schedules, and permanent part-time scheduling.

8. Our AMA endorses the concept of equal parental leave for birth and adoption as a benefit for resident
physicians, medical students, and physicians in practice regardless of gender or gender identity.

9. Staffing levels and scheduling are encouraged to be flexible enough to allow for coverage without creating
intolerable increases in the workloads of other physicians, particularly those in residency programs.

10. Physicians should be able to return to their practices or training programs after taking parental leave, family
leave, or medical leave without the loss of status.

11. Residency program directors must assist residents in identifying their specific requirements (for example,
the number of months to be made up) because of leave for eligibility for board certification and must notify
residents on leave if they are in danger of falling below minimal requirements for board eligibility. Program
directors must give these residents a complete list of requirements to be completed in order to retain board
eligibility.

12. Our AMA encourages flexibility in residency training programs, incorporating parental leave and alternative
schedules for pregnant house staff.

13. In order to accommodate leave protected by the federal Family and Medical Leave Act, our AMA
encourages all specialties within the American Board of Medical Specialties to allow graduating residents to
extend training up to 12 weeks after the traditional residency completion date while still maintaining board
eligibility in that year.

14. These policies as above should be freely available online and in writing to all applicants to medical school,
residency or fellowship. Citation: CCB/CLRPD Rep. 4, A-13; Modified: Res. 305, A-14; Modified: Res. 904, |-14

Parental Leave H-405.954

1. Our AMA encourages the study of the health implications among patients if the United States were to modify
one or more of the following aspects of the Family and Medical Leave Act (FMLA): a reduction in the number of
employees from 50 employees; an increase in the number of covered weeks from 12 weeks; and creating a
new benefit of paid parental leave.

2. Our AMA will study the effects of FMLA expansion on physicians in varied practice environments.

3. Our AMA: (a) encourages employers to offer and/or expand paid parental leave policies; (b) encourages
state medical associations to work with their state legislatures to establish and promote paid parental leave
policies; (c) advocates for improved social and economic support for paid family leave to care for newborns,
infants and young children; and (d) advocates for federal tax incentives to support early child care and unpaid
child care by extended family members. Citation: Res. 215, 1-16; Appended: BOT Rep. 11, A-19;





