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Whereas, Data collected by AMA’s Truth in Advertising campaign suggest nearly 90% of 1 
patients believe “only a medical doctor or doctor of osteopathic medicine should be able to use 2 
the title “physician.”i; and 3 
 4 
Whereas, In the same campaign, nearly 80% of patients “support legislation to require all health 5 
care advertising materials to clarify designate the level of education, skills and training of all 6 
health care professionals promising their services” ii; and 7 
 8 
Whereas, The Center for Medicare and Medicaid Services defines resident as “an intern, 9 
resident, or fellow who is formally accepted, enrolled, and participating in an approved medical 10 
residency program including programs in osteopathy, dentistry, and podiatry as required to 11 
become certified by the appropriate specialty board”iii; and 12 
 13 
Whereas, There has been an increase in the number of physician assistant (PA) and nurse 14 
practitioner (NP) postgraduate programs, many of which are inappropriately referred to as 15 
“residencies” or “fellowships”ivvvi; and 16 
 17 
Whereas, On September 3rd 2020 every major academic emergency medicine association 18 
issued a joint statement affirming that “the terms ‘resident,’ ‘residency,’ ‘fellow,’ and ‘fellowship’ 19 
in a medical setting must be limited to postgraduate clinical training of medical school physician 20 
graduates within GME training programs”vii; and  21 
 22 
Whereas, Several of these training programs pay their first-year trainees more than the first-23 
year residents in physician residenciesviii; therefore be it 24 
 25 
RESOLVED, That our American Medical Association support pay equity among trainees within 26 
the healthcare team and believes that salary, benefits, and overall compensation should, at 27 
minimum, reflect length of pre-training education, hours worked, and level of independence 28 
allowed by an individual’s training program (New HOD Policy); and be it further29 DRAFT
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RESOLVED, That our AMA amend policy H-275.925 “Protection of the Titles "Doctor," 1 
"Resident" and "Residency," by addition and deletion to read as follows:  2 
 3 

Our AMA:  4 
(1) recognize that the terms “medical student,” “resident,” “residency,” “fellow,” 5 
“fellowship,” “doctor,” and “attending,” when used in the healthcare setting, all connote 6 
completing structured, rigorous, medical education undertaken by physicians, thus 7 
these terms should be reserved to describe physician role; (1) (2) will advocate that 8 
professionals in a clinical health care setting clearly and accurately identify to patients 9 
their qualifications and degree(s) attained and develop model state legislation for 10 
implementation; and (2) (3) supports state legislation that would penalize 11 
misrepresentation of one’s role in the physician-led healthcare team, up to and 12 
including to make it a felony to misrepresent oneself as a physician (MD/DO).; and (4) 13 
support state legislation that calls for statutory restrictions for non-physician post-14 
graduate diagnostic and clinical training programs using the terms “medical student,” 15 
“resident,” “residency,” “fellow,” “fellowship,” “doctor,” or “attending” in a healthcare 16 
setting. (Modify Current HOD Policy); and be it further 17 

 18 
RESOLVED, That our AMA amend policy H-160.949, “Practicing Medicine by Non-Physicians,” 19 
by addition to read as follows:  20 
 21 

…(7) support Nurse Practitioners and Physician Assistants pursuing postgraduate clinical 22 
training prior to working within a subspecialty field. (Modify Current HOD Policy); and be 23 
it further 24 

 25 
RESOLVED, That our AMA study curriculum and accreditation requirements for graduate and 26 
postgraduate clinical training programs for non-physicians and report back at the 2020 Annual 27 
Meeting and biennially thereafter, on these standards, their accreditation bodies, their 28 
supervising boards, and the impact of non-physician graduate clinical education on physician 29 
graduate medical education (Directive to Take Action); and be it further 30 
 31 
RESOLVED, That our AMA work with relevant stakeholders to assure that funds to support the 32 
expansion of post-graduate clinical training for non-physicians do not divert funding from 33 
physician GME (Directive to Take Action); and be it further 34 
 35 
RESOLVED, That our AMA partner with the ACGME to create standards requiring Program 36 
Directors and Designated Institutional Officials to notify the ACGME of proposed training 37 
programs for physicians or non-physicians that may impact the educational experience of 38 
trainees in currently approved residencies and fellowships (Directive to Take Action); and be it 39 
further40 DRAFT
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RESOLVED, That policy H-310.912 “Resident and Fellow Bill of Rights,” be amended by 1 
addition and deletion to read as follows:  2 

 3 
…B. Appropriate supervision by qualified physician faculty with progressive resident 4 
responsibility toward independent practice.  5 
 6 
With regard to supervision, residents and fellows should expect supervision by 7 
physicians and non-physicians must be ultimately supervised by physicians who are 8 
adequately qualified and which allows them to assume progressive responsibility 9 
appropriate to their level of education, competence, and experience. It is neither 10 
feasible nor desirable to develop universally applicable and precise requirement for 11 
supervision of residents. In instances where education is provided by non-12 
physicians, there must be an identified physician supervisor providing indirect 13 
supervision, along with mechanisms for reporting inappropriate, non-physician 14 
supervision to the training program, sponsoring institution, or ACGME as 15 
appropriate. (Modify Current HOD Policy); and be it further 16 
 17 

RESOLVED, That our AMA distribute and promote the Residents and Fellows’ Bill of Rights online 18 
and individually to residency and fellowship training programs and encourage changes to 19 
institutional processes that embody these principles (Directive to Take Action); and be it further 20 
 21 
RESOLVED, That our AMA oppose non-physician healthcare providers from holding a seat on 22 
medical boards that provide oversight of physician undergraduate medical education, graduate 23 
medical education, certification or licensure, and advocate that a non-physician seat on these 24 
boards be held by non-medical public professionals. (Directive to Take Action) 25 
 
Fiscal Note: Not yet determined  
 
Received: 11/08/20 

 
i https://www.ama-assn.org/system/files/2018-10/truth-in-advertising-campaign-booklet.pdf 
ii https://www.ama-assn.org/system/files/2018-10/truth-in-advertising-campaign-booklet.pdf 
iii https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/Teaching-Physicians-
Fact-Sheet-ICN006437.pdf 
iv https://www.aaem.org/resources/statements/position/em-training-programs-for--pas-and-nps 
v https://appap.org/wp-content/uploads/2020/03/APPAP-Postgraduate-Program-Membership-Roster-by-Specialty-March-2020.pdf 
vi 12. Association of Postgraduate Physician Assistant Programs. APPAP programs by specialty. Accessed at 
http://appap.org/Programs/tabid/58/Default.aspx on January 30, 2010. 
7 https://architectinperson.wordpress.com/2011/11/16/stop-calling-me-the-intern/ 
vii https://www.emra.org/be-involved/be-an-advocate/working-for-you/post-grad-statement-pa-np/, accessed 9/12/2020 
viii https://med.dartmouth-hitchcock.org/pa-residency/ccappresidency.html 
 
RELEVANT AMA POLICY 
 
Residents and Fellows' Bill of Rights H-310.912 
1. Our AMA continues to advocate for improvements in the ACGME Institutional and Common Program 
Requirements that support AMA policies as follows: a) adequate financial support for and guaranteed 
leave to attend professional meetings; b) submission of training verification information to requesting 
agencies within 30 days of the request; c) adequate compensation with consideration to local cost-of-
living factors and years of training, and to include the orientation period; d) health insurance benefits to 
include dental and vision services; e) paid leave for all purposes (family, educational, vacation, sick) to be 
no less than six weeks per year; and f) stronger due process guidelines. 
2. Our AMA encourages the ACGME to ensure access to educational programs and curricula as 
necessary to facilitate a deeper understanding by resident physicians of the US health care system and to 
increase their communication skills. 
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3. Our AMA regularly communicates to residency and fellowship programs and other GME stakeholders 
this Resident/Fellows Physicians’ Bill of Rights. 
4. Our AMA: a) will promote residency and fellowship training programs to evaluate their own institution’s 
process for repayment and develop a leaner approach. This includes disbursement of funds by direct 
deposit as opposed to a paper check and an online system of applying for funds; b) encourages a system 
of expedited repayment for purchases of $200 or less (or an equivalent institutional threshold), for 
example through payment directly from their residency and fellowship programs (in contrast to following 
traditional workflow for reimbursement); and c) encourages training programs to develop a budget and 
strategy for planned expenses versus unplanned expenses, where planned expenses should be 
estimated using historical data, and should include trainee reimbursements for items such as educational 
materials, attendance at conferences, and entertaining applicants. Payment in advance or within one 
month of document submission is strongly recommended. 
5. Our AMA encourages teaching institutions to explore benefits to residents and fellows that will reduce 
personal cost of living expenditures, such as allowances for housing, childcare, and transportation. 
6. Our AMA will work with the Accreditation Council for Graduate Medical Education (ACGME) and other 
relevant stakeholders to amend the ACGME Common Program Requirements to allow flexibility in the 
specialty-specific ACGME program requirements enabling specialties to require salary reimbursement or 
“protected time” for resident and fellow education by “core faculty,” program directors, and 
assistant/associate program directors. 
7. Our AMA adopts the following ‘Residents and Fellows’ Bill of Rights’ as applicable to all resident and 
fellow physicians in ACGME-accredited training programs: 
RESIDENT/FELLOW PHYSICIANS’ BILL OF RIGHTS 
Residents and fellows have a right to: 
A. An education that fosters professional development, takes priority over service, and leads to 
independent practice. 
With regard to education, residents and fellows should expect: (1) A graduate medical education 
experience that facilitates their professional and ethical development, to include regularly scheduled 
didactics for which they are released from clinical duties. Service obligations should not interfere with 
educational opportunities and clinical education should be given priority over service obligations; (2) 
Faculty who devote sufficient time to the educational program to fulfill their teaching and supervisory 
responsibilities; (3) Adequate clerical and clinical support services that minimize the extraneous, time-
consuming work that draws attention from patient care issues and offers no educational value; (4) 24-
hour per day access to information resources to educate themselves further about appropriate patient 
care; and (5) Resources that will allow them to pursue scholarly activities to include financial support and 
education leave to attend professional meetings. 
B. Appropriate supervision by qualified faculty with progressive resident responsibility toward independent 
practice. 
With regard to supervision, residents and fellows should expect supervision by physicians and non-
physicians who are adequately qualified and which allows them to assume progressive responsibility 
appropriate to their level of education, competence, and experience. It is neither feasible nor desirable to 
develop universally applicable and precise requirements for supervision of residents. 
C. Regular and timely feedback and evaluation based on valid assessments of resident performance. 
With regard to evaluation and assessment processes, residents and fellows should expect: (1) Timely 
and substantive evaluations during each rotation in which their competence is objectively assessed by 
faculty who have directly supervised their work; (2) To evaluate the faculty and the program confidentially 
and in writing at least once annually and expect that the training program will address deficiencies 
revealed by these evaluations in a timely fashion; (3) Access to their training file and to be made aware of 
the contents of their file on an annual basis; and (4) Training programs to complete primary 
verification/credentialing forms and recredentialing forms, apply all required signatures to the forms, and 
then have the forms permanently secured in their educational files at the completion of training or a 
period of training and, when requested by any organization involved in credentialing process, ensure the 
submission of those documents to the requesting organization within thirty days of the request. 
D. A safe and supportive workplace with appropriate facilities. 
With regard to the workplace, residents and fellows should have access to: (1) A safe workplace that 
enables them to fulfill their clinical duties and educational obligations; (2) Secure, clean, and comfortable 
on-call rooms and parking facilities which are secure and well-lit; (3) Opportunities to participate on 
committees whose actions may affect their education, patient care, workplace, or contract. 
E. Adequate compensation and benefits that provide for resident well-being and health. 
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(1) With regard to contracts, residents and fellows should receive: a. Information about the interviewing 
residency or fellowship program including a copy of the currently used contract clearly outlining the 
conditions for (re)appointment, details of remuneration, specific responsibilities including call obligations, 
and a detailed protocol for handling any grievance; and b. At least four months advance notice of contract 
non-renewal and the reason for non-renewal. 
(2) With regard to compensation, residents and fellows should receive: a. Compensation for time at 
orientation; and b. Salaries commensurate with their level of training and experience. Compensation 
should reflect cost of living differences based on local economic factors, such as housing, transportation, 
and energy costs (which affect the purchasing power of wages), and include appropriate adjustments for 
changes in the cost of living. 
(3) With Regard to Benefits, Residents and Fellows Must Be Fully Informed of and Should Receive: a. 
Quality and affordable comprehensive medical, mental health, dental, and vision care for residents and 
their families, as well as professional liability insurance and disability insurance to all residents for 
disabilities resulting from activities that are part of the educational program; b. An institutional written 
policy on and education in the signs of excessive fatigue, clinical depression, substance abuse and 
dependence, and other physician impairment issues; c. Confidential access to mental health and 
substance abuse services; d. A guaranteed, predetermined amount of paid vacation leave, sick leave, 
family and medical leave and educational/professional leave during each year in their training program, 
the total amount of which should not be less than six weeks; e. Leave in compliance with the Family and 
Medical Leave Act; and f. The conditions under which sleeping quarters, meals and laundry or their 
equivalent are to be provided.  
F. Clinical and educational work hours that protect patient safety and facilitate resident well-being and 
education. 
With regard to clinical and educational work hours, residents and fellows should experience: (1) A 
reasonable work schedule that is in compliance with clinical and educational work hour requirements set 
forth by the ACGME; and (2) At-home call that is not so frequent or demanding such that rest periods are 
significantly diminished or that clinical and educational work hour requirements are effectively 
circumvented. Refer to AMA Policy H-310.907, “Resident/Fellow Clinical and Educational Work Hours,” 
for more information. 
G. Due process in cases of allegations of misconduct or poor performance. 
With regard to the complaints and appeals process, residents and fellows should have the opportunity to 
defend themselves against any allegations presented against them by a patient, health professional, or 
training program in accordance with the due process guidelines established by the AMA. 
H. Access to and protection by institutional and accreditation authorities when reporting violations. 
With regard to reporting violations to the ACGME, residents and fellows should: (1) Be informed by their 
program at the beginning of their training and again at each semi-annual review of the resources and 
processes available within the residency program for addressing resident concerns or complaints, 
including the program director, Residency Training Committee, and the designated institutional official; (2) 
Be able to file a formal complaint with the ACGME to address program violations of residency training 
requirements without fear of recrimination and with the guarantee of due process; and (3) Have the 
opportunity to address their concerns about the training program through confidential channels, including 
the ACGME concern process and/or the annual ACGME Resident Survey. 
Citation: CME Rep. 8, A-11; Appended: Res. 303, A-14; Reaffirmed: Res. 915, I-15; Appended: CME 
Rep. 04, A-16; Modified: CME Rep. 06, I-18; Appended: Res. 324, A-19; 
 
Practicing Medicine by Non-Physicians H-160.949 
Our AMA: (1) urges all people, including physicians and patients, to consider the consequences of any 
health care plan that places any patient care at risk by substitution of a non-physician in the diagnosis, 
treatment, education, direction and medical procedures where clear-cut documentation of assured quality 
has not been carried out, and where such alters the traditional pattern of practice in which the physician 
directs and supervises the care given; 
(2) continues to work with constituent societies to educate the public regarding the differences in the 
scopes of practice and education of physicians and non-physician health care workers; 
(3) continues to actively oppose legislation allowing non-physician groups to engage in the practice of 
medicine without physician (MD, DO) training or appropriate physician (MD, DO) supervision; 
(4) continues to encourage state medical societies to oppose state legislation allowing non-physician 
groups to engage in the practice of medicine without physician (MD, DO) training or appropriate physician 
(MD, DO) supervision; 
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(5) through legislative and regulatory efforts, vigorously support and advocate for the requirement of 
appropriate physician supervision of non-physician clinical staff in all areas of medicine; and  
(6) opposes special licensing pathways for physicians who are not currently enrolled in an Accreditation 
Council for Graduate Medical Education of American Osteopathic Association training program, or have 
not completed at least one year of accredited post-graduate US medical education. 
Citation: (Res. 317, I-94; Modified by Res. 501, A-97; Appended: Res. 321, I-98; Reaffirmation A-99; 
Appended: Res. 240, Reaffirmed: Res. 708 and Reaffirmation A-00; Reaffirmed: CME Rep. 1, I-00; 
Reaffirmed: CMS Rep. 6, A-10; Reaffirmed: Res. 208, I-10; Reaffirmed: Res. 224, A-11; Reaffirmed: BOT 
Rep. 9, I-11; Reaffirmed: Res. 107, A-14; Appended: Res. 324, A-14) 
 
H-275.925 Protection of the Titles "Doctor," "Resident" and "Residency" 
Our AMA: (1) will advocate that professionals in a clinical health care setting clearly and accurately 
identify to patients their qualifications and degree(s) attained and develop model state legislation for 
implementation; and (2) supports state legislation that would make it a felony to misrepresent oneself as a 
physician (MD/DO). 
Sub. Res. 232, A-08; Reaffirmation I-09; Reaffirmed: BOT Rep. 9, I-09; Reaffirmed: BOT Rep. 09, A-19 
 
D-160.995 Physician and Nonphysician Licensure and Scope of Practice  
1. Our AMA will: (a) continue to support the activities of the Advocacy Resource Center in providing 
advice and assistance to specialty and state medical societies concerning scope of practice issues to 
include the collection, summarization and wide dissemination of data on the training and the scope of 
practice of physicians (MDs and DOs) and nonphysician groups and that our AMA make these issues a 
legislative/advocacy priority; (b) endorse current and future funding of research to identify the most cost 
effective, high-quality methods to deliver care to patients, including methods of multidisciplinary care; and 
(c) review and report to the House of Delegates on a periodic basis on such data that may become 
available in the future on the quality of care provided by physician and nonphysician groups. 
2. Our AMA will: (a) continue to work with relevant stakeholders to recognize physician training and 
education and patient safety concerns, and produce advocacy tools and materials for state level 
advocates to use in scope of practice discussions with legislatures, including but not limited to 
infographics, interactive maps, scientific overviews, geographic comparisons, and educational 
experience; (b) advocate for the inclusion of non-physician scope of practice characteristics in various 
analyses of practice location attributes and desirability; (c) advocate for the inclusion of scope of practice 
expansion into measurements of physician well-being; and (d) study the impact of scope of practice 
expansion on medical student choice of specialty. 
3. Our AMA will consider all available legal, regulatory, and legislative options to oppose state board 
decisions that increase non-physician health care provider scope of practice beyond legislative statute or 
regulation. 
CME Rep. 1, I-00; Reaffirmed: CME Rep. 2, A-10; Modified: CCB/CLRPD Rep. 2, A-14; Appended: Res. 
251, A-18; Appended: Res. 222, I-19 
 
H-270.958 Need for Active Medical Board Oversight of Medical Scope-of-Practice Activities by Mid 
Level Practitioners  
1. It is AMA policy that state medical boards shall have authority to regulate the practice of medicine by all 
persons within a state notwithstanding claims to the contrary by nonphysician practitioner state regulatory 
boards or other such entities. 
2. Our AMA will work with interested Federation partners: (a) in pursuing legislation that requires all health 
care practitioners to disclose the license under which they are practicing and, therefore, prevent 
deceptive practices such as nonphysician healthcare practitioners presenting themselves as physicians 
or "doctors"; (b) on a campaign to identify and have elected or appointed to state medical boards 
physicians (MDs or DOs) who are committed to asserting and exercising the state medical board's full 
authority to regulate the practice of medicine by all persons within a state notwithstanding efforts by 
nonphysician practitioner state regulatory boards or other such entities that seek to unilaterally redefine 
their scope of practice into areas that are true medical practice. 
BOT Action in response to referred for decision Res. 902, I-06; Reaffirmed: BOT Rep. 06, A-16 
 
D-35.996 Scope of Practice Model Legislation  
Our AMA Advocacy Resource Center will continue to work with state and specialty societies to draft 
model legislation that deals with non-physician independent practitioners, reflecting the goal of ensuring 
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that non-physician scope of practice is determined by training, experience, and demonstrated 
competence; and our AMA will distribute to state medical and specialty societies the model legislation as 
a framework to deal with questions regarding non-physician independent practitioners.  
Res. 923, I-03Reaffirmed: BOT Rep. 28, A-13 
 
H-160.950 Guidelines for Integrated Practice of Physician and Nurse Practitioner 
Our AMA endorses the following guidelines and recommends that these guidelines be considered and 
quoted only in their entirety when referenced in any discussion of the roles and responsibilities of nurse 
practitioners: (1) The physician is responsible for the supervision of nurse practitioners and other 
advanced practice nurses in all settings. 
(2) The physician is responsible for managing the health care of patients in all practice settings. 
(3) Health care services delivered in an integrated practice must be within the scope of each practitioner's 
professional license, as defined by state law. 
(4) In an integrated practice with a nurse practitioner, the physician is responsible for supervising and 
coordinating care and, with the appropriate input of the nurse practitioner, ensuring the quality of health 
care provided to patients. 
(5) The extent of involvement by the nurse practitioner in initial assessment, and implementation of 
treatment will depend on the complexity and acuity of the patients' condition, as determined by the 
supervising/collaborating physician. 
(6) The role of the nurse practitioner in the delivery of care in an integrated practice should be defined 
through mutually agreed upon written practice protocols, job descriptions, and written contracts. 
(7) These practice protocols should delineate the appropriate involvement of the two professionals in the 
care of patients, based on the complexity and acuity of the patients' condition. 
(8) At least one physician in the integrated practice must be immediately available at all times for 
supervision and consultation when needed by the nurse practitioner. 
(9) Patients are to be made clearly aware at all times whether they are being cared for by a physician or a 
nurse practitioner. 
(10) In an integrated practice, there should be a professional and courteous relationship between 
physician and nurse practitioner, with mutual acknowledgment of, and respect for each other's 
contributions to patient care. 
(11) Physicians and nurse practitioners should review and document, on a regular basis, the care of all 
patients with whom the nurse practitioner is involved. Physicians and nurse practitioners must work 
closely enough together to become fully conversant with each other's practice patterns.  
CMS Rep. 15 - I-94; BOT Rep. 6, A-95; Reaffirmed: Res. 240, A-00; Reaffirmation A-00; Reaffirmed: BOT 
Rep. 28, A-09; Reaffirmed: BOT Rep. 9, I-11; Reaffirmed: Joint CME-CMS Rep., I-12; Reaffirmed: BOT 
Rep. 16, A-13 
 
Code of Medical Ethics: 10.5 Allied Health Professionals 
Physicians often practice in concert with optometrists, nurse anesthetists, nurse midwives, and other 
allied health professionals. Although physicians have overall responsibility for the quality of care that 
patients receive, allied health professionals have training and expertise that complements physicians’. 
With physicians, allied health professionals share a common commitment to patient well-being. 
In light of this shared commitment, physicians’ relationships with allied health professionals should be 
based on mutual respect and trust. It is ethically appropriate for physicians to: 
(a) Help support high quality education that is complementary to medical training, including by teaching in 
recognized schools for allied health professionals. 
(b) Work in consultation with or employ appropriately trained and credentialed allied health professionals. 
(c) Delegate provision of medical services to an appropriately trained and credentialed allied health 
professional within the individual’s scope of practice. 
AMA Principles of Medical Ethics: I,V,VII 
 
D-160.993 Limitation of Scope of Practice of Certified Registered Nurse Anesthetists  
Our AMA, in conjunction with the state medical societies, will vigorously inform all state Governors and 
appropriate state regulatory agencies of AMA's policy position which requires physician supervision for 
certified registered nurse anesthetists for anesthesia services in Medicare participating hospitals, 
ambulatory surgery centers, and critical access hospitals. 
Res. 220, I-01Reaffirmed: CMS Rep. 7, A-11 
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D-275.979 Non-Physician "Fellowship" Programs 
Our AMA will (1) in collaboration with state and specialty societies, develop and disseminate informational 
materials directed at the public, state licensing boards, policymakers at the state and national levels, and 
payers about the educational preparation of physicians, including the meaning of fellowship training, as 
compared with the preparation of other health professionals; and (2) continue to work collaboratively with 
the Federation to ensure that decisions made at the state and national levels on scope of practice issues 
are informed by accurate information and reflect the best interests of patients. 
CME Rep. 4, I-04; Reaffirmed: CME Rep. 2, A-14 
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