AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES
Resolution: 612
(A-22)

Subject:

Identifying Strategies for Accurate Disclosure and Reporting of Racial and
Ethnic Data Across the Medical Education Continuum and Physician
Workforce

Referred to:

Reference Committee F
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Minority Affairs Section, National Medical Association

Whereas, Our AMA established policy permits coordination and transfer of voluntarily provided
racial data from the Association of American Medical Colleges (AAMC) to the AMA Physician
Masterfile, which includes current and history data for more than 1.4 million physicians, fellows,
residents, and medical students in the United States; and
Whereas, AAMC applications such as AMCAS, MCAT, and ERAS utilize a two-tier analysis for
race data, with tier one presenting the data by race only when one race is selected, and all
others as “two or more races” (ensuring no student is counted more than once), with tier two
presenting data by race, including any student who indicated a racial category whether alone or
“in combination” with other races (ensuring medical schools, residency, and fellowship programs
have an accurate count of students who identify as each race);1 and

R

Whereas, The U.S. Department of Education (DOE) race reporting requirements only has the
first tier of race reporting, which therefore excludes reporting any race data for respondents who
indicate more than one race;2 and
Whereas, AAMC data illustrates an example of how disparate DOE race data requirements are,
with the 1,010 current US medical students who identify as American Indian/Alaska Native
(AI/AN), 17% report AI/AN as their only race, meaning that under DOE race requirements, 83%
of AI/AN students would have no race data reported;3 and

Whereas, The inconsistency of the data between pre-medical students and medical students
due to these divergent policies can contribute to difficulties identifying problem areas where
additional support could improve underrepresented students’ chances of becoming a medical
student, resident/fellow, and finally a practicing physician; therefore be it
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Introduced by:

RESOLVED, That our American Medical Association adopt racial and ethnic demographic data
collection practices that allow self-identification of designation of one or more racial categories
(Directive to Take Action); and be if further
RESOLVED, That our AMA report demographic physician workforce data in mutually exclusive
categories of race and ethnicity whereby Latino, Hispanic, and Other Spanish ethnicity and
Middle Eastern North African ethnicity are categories, irrespective of race (Directive to Take
Action); and be if further
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RESOLVED, That our AMA adopt racial and ethnic physician workforce demographic data
reporting practices that permit disaggregation of individuals who have chosen multiple
categories of race so as to distinguish each category of individuals' demographics as alone or in
combination with any other racial and ethnic category (Directive to Take Action); and be it
further
RESOLVED, That our AMA collaborate with AAMC, ACGME, AACOM, AOA, NBME, NBOME,
NRMP, FSBM, CMSS, ABMS, HRSA, OMB, NIH, ECFMG, and all other appropriate
stakeholders, including minority physician organizations, and relevant federal agencies to
develop standardized processes and identify strategies to improve the accurate collection,
disclosure and reporting of racial and ethnic data across the medical education continuum and
physician workforce. (Directive to Take Action)
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Fiscal Note: Not yet determined
Received: 05/09/22
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Race and Ethnicity as Variables in Medical Research H-460.924
Our AMA policy is that: (1) race and ethnicity are valuable research variables when used and
interpreted appropriately; (2) health data be collected on patients, by race and ethnicity, in
hospitals, managed care organizations, independent practice associations, and other large
insurance organizations; (3) physicians recognize that race and ethnicity are conceptually
distinct; (4) our AMA supports research into the use of methodologies that allow for multiple
racial and ethnic self-designations by research participants; (5) our AMA encourages
investigators to recognize the limitations of all current methods for classifying race and ethnic
groups in all medical studies by stating explicitly how race and/or ethnic taxonomies were
developed or selected; (6) our AMA encourages appropriate organizations to apply the results
from studies of race-ethnicity and health to the planning and evaluation of health services;
and (7) our AMA continues to monitor developments in the field of racial and ethnic
classification so that it can assist physicians in interpreting these findings and their implications
for health care for patients.
Citation: CSA Rep. 11, A-98; Appended: Res. 509, A-01; Reaffirmed: CSAPH Rep. 1, A-11;
Reaffirmed: CEJA Rep. 01, A-21
Disaggregation of Demographic Data for Individuals of Middle Eastern and North African
(MENA) Descent D-350.979
Our AMA will: (1) add “Middle Eastern/North African (MENA)” as a separate racial category on
all AMA demographics forms; (2) advocate for the use of “Middle Eastern/North African
(MENA)” as a separate race category in all uses of demographic data including but not limited to
medical records, government data collection and research, and within medical education; and
(3) study methods to further improve disaggregation of data by race which most accurately
represent the diversity of our patients.
Citation: Res.19, I-21
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AMA Race/Ethnicity Data D-630.972
Our American Medical Association will continue to work with the Association of American
Medical Colleges to collect race/ethnicity information through the student matriculation file and
the GME census including automating the integration of this information into the Masterfile.
Citation: (BOT Rep. 24, I-06; Modified: CCB/CLRPD Rep. 3, A-12)
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Accurate Collection of Preferred Language and Disaggregated Race and Ethnicity to
Characterize Health Disparities H-315.963
Our AMA encourages the Office of the National Coordinator for Health Information Technology
(ONC) to expand their data collection requirements, such that electronic health record (EHR)
vendors include options for disaggregated coding of race, ethnicity and preferred language.
Citation: Res. 03, I-19
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Strategies for Enhancing Diversity in the Physician Workforce D-200.985
1. Our AMA, independently and in collaboration with other groups such as the Association of
American Medical Colleges (AAMC), will actively work and advocate for funding at the federal
and state levels and in the private sector to support the following: (a) Pipeline programs to
prepare and motivate members of underrepresented groups to enter medical school; (b)
Diversity or minority affairs offices at medical schools; (c) Financial aid programs for students
from groups that are underrepresented in medicine; and (d) Financial support programs to
recruit and develop faculty members from underrepresented groups.
2. Our AMA will work to obtain full restoration and protection of federal Title VII funding, and
similar state funding programs, for the Centers of Excellence Program, Health Careers
Opportunity Program, Area Health Education Centers, and other programs that support
physician training, recruitment, and retention in geographically-underserved areas.
3. Our AMA will take a leadership role in efforts to enhance diversity in the physician workforce,
including engaging in broad-based efforts that involve partners within and beyond the medical
profession and medical education community.
4. Our AMA will encourage the Liaison Committee on Medical Education to assure that medical
schools demonstrate compliance with its requirements for a diverse student body and faculty.
5. Our AMA will develop an internal education program for its members on the issues and
possibilities involved in creating a diverse physician population.
6. Our AMA will provide on-line educational materials for its membership that address diversity
issues in patient care including, but not limited to, culture, religion, race and ethnicity.
7. Our AMA will create and support programs that introduce elementary through high school
students, especially those from groups that are underrepresented in medicine (URM), to
healthcare careers.
8. Our AMA will create and support pipeline programs and encourage support services for URM
college students that will support them as they move through college, medical school and
residency programs.
9. Our AMA will recommend that medical school admissions committees use holistic
assessments of admission applicants that take into account the diversity of preparation and the
variety of talents that applicants bring to their education.
10. Our AMA will advocate for the tracking and reporting to interested stakeholders of
demographic information pertaining to URM status collected from Electronic Residency
Application Service (ERAS) applications through the National Resident Matching Program
(NRMP).
11. Our AMA will continue the research, advocacy, collaborative partnerships and other work
that was initiated by the Commission to End Health Care Disparities.
12. Our AMA opposes legislation that would undermine institutions' ability to properly employ
affirmative action to promote a diverse student population.
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13. Our AMA will work with the AAMC and other stakeholders to create a question for the AAMC
electronic medical school application to identify previous pipeline program (also known as
pathway program) participation and create a plan to analyze the data in order to determine the
effectiveness of pipeline programs.
Citation: CME Rep. 1, I-06; Reaffirmation I-10; Reaffirmation A-13; Modified: CCB/CLRPD Rep.
2, A-14; Reaffirmation: A-16; Appended: Res. 313, A-17; Appended: Res. 314, A-17; Modified:
CME Rep. 01, A-18; Appended: Res. 207, I-18; Reaffirmation: A-19; Appended: Res. 304, A-19;
Appended: Res. 319, A-19; Modified: CME Rep. 5, A-21
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Racial and Ethnic Disparities in Health Care H-350.974
1. Our AMA recognizes racial and ethnic health disparities as a major public health problem in
the United States and as a barrier to effective medical diagnosis and treatment. The AMA
maintains a position of zero tolerance toward racially or culturally based disparities in care;
encourages individuals to report physicians to local medical societies where racial or ethnic
discrimination is suspected; and will continue to support physician cultural awareness initiatives
and related consumer education activities. The elimination of racial and ethnic disparities in
health care an issue of highest priority for the American Medical Association.
2. The AMA emphasizes three approaches that it believes should be given high priority:
A. Greater access - the need for ensuring that black Americans without adequate health care
insurance are given the means for access to necessary health care. In particular, it is urgent
that Congress address the need for Medicaid reform.
B. Greater awareness - racial disparities may be occurring despite the lack of any intent or
purposeful efforts to treat patients differently on the basis of race. The AMA encourages
physicians to examine their own practices to ensure that inappropriate considerations do not
affect their clinical judgment. In addition, the profession should help increase the awareness of
its members of racial disparities in medical treatment decisions by engaging in open and broad
discussions about the issue. Such discussions should take place in medical school curriculum,
in medical journals, at professional conferences, and as part of professional peer review
activities.
C. Practice parameters - the racial disparities in access to treatment indicate that inappropriate
considerations may enter the decision making process. The efforts of the specialty societies,
with the coordination and assistance of our AMA, to develop practice parameters, should
include criteria that would preclude or diminish racial disparities
3. Our AMA encourages the development of evidence-based performance measures that
adequately identify socioeconomic and racial/ethnic disparities in quality. Furthermore, our AMA
supports the use of evidence-based guidelines to promote the consistency and equity of care for
all persons.
4. Our AMA: (a) actively supports the development and implementation of training regarding
implicit bias, diversity and inclusion in all medical schools and residency programs; (b) will
identify and publicize effective strategies for educating residents in all specialties about
disparities in their fields related to race, ethnicity, and all populations at increased risk, with
particular regard to access to care and health outcomes, as well as effective strategies for
educating residents about managing the implicit biases of patients and their caregivers; and (c)
supports research to identify the most effective strategies for educating physicians on how to
eliminate disparities in health outcomes in all at-risk populations.
Citation: CLRPD Rep. 3, I-98; Appended and Reaffirmed: CSA Rep.1, I-02; Reaffirmed: BOT
Rep. 4, A-03; Reaffirmed in lieu of Res. 106, A-12; Appended: Res. 952, I-17; Reaffirmed: CMS
Rep. 10, A-19; Reaffirmed: CMS Rep. 3, A-21; Reaffirmed: Joint CMS/CSAPH Rep. 1, I-21
Continued Support for Diversity in Medical Education D-295.963
Our AMA will: (1) publicly state and reaffirm its stance on diversity in medical education;
(2) request that the Liaison Committee on Medical Education regularly share statistics related to
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compliance with accreditation standards IS-16 and MS-8 with medical schools and with other
stakeholder groups; (3) work with appropriate stakeholders to commission and enact the
recommendations of a forward-looking, cross-continuum, external study of 21st century medical
education focused on reimagining the future of health equity and racial justice in medical
education, improving the diversity of the health workforce, and ameliorating inequitable
outcomes among minoritized and marginalized patient populations; (4) advocate for funding to
support the creation and sustainability of Historically Black College and University (HBCU),
Hispanic-Serving Institution (HSI), and Tribal College and University (TCU) affiliated medical
schools and residency programs, with the goal of achieving a physician workforce that is
proportional to the racial, ethnic, and gender composition of the United States population; and
(5) work with appropriate stakeholders to study reforms to mitigate demographic and
socioeconomic inequities in the residency and fellowship selection process, including but not
limited to the selection and reporting of honor society membership and the use of standardized
tools to rank applicants, with report back to the House of Delegates.
Citation: Res. 325, A-03; Appended: CME Rep. 6, A-11; Modified: CME Rep. 3, A-13;
Appended: CME Rep. 5, A-21
Patient and Physician Rights Regarding Immigration Status H-315.966
Our AMA supports protections that prohibit U.S. Immigration and Customs Enforcement, U.S.
Customs and Border Protection, or other law enforcement agencies from utilizing information
from medical records to pursue immigration enforcement actions against patients who are
undocumented.
Citation: Res. 018, A-17
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Racial and Ethnic Identity Demographic Collection by the AMA D-350.982
Our AMA will develop a plan with input from the Minority Affairs Section and the Chief Health
Equity Officer to improve consistency and reliability in the collection of racial and ethnic minority
demographic information for physicians and medical students.
Citation: Res. 614, A-19
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Discriminatory Policies that Create Inequities in Health Care H-65.963
Our AMA will: (1) speak against policies that are discriminatory and create even greater health
disparities in medicine; and (2) be a voice for our most vulnerable populations, including sexual,
gender, racial and ethnic minorities, who will suffer the most under such policies, further
widening the gaps that exist in health and wellness in our nation.
Citation: Res. 001, A-18

Eliminating Questions Regarding Marital Status, Dependents, Plans for Marriage or
Children, Sexual Orientation, Gender Identity, Age, Race, National Origin and Religion
During the Residency and Fellowship Application Process H-310.919
Our AMA:
1. opposes questioning residency or fellowship applicants regarding marital status, dependents,
plans for marriage or children, sexual orientation, gender identity, age, race, national origin, and
religion;
2. will work with the Accreditation Council for Graduate Medical Education, the National
Residency Matching Program, and other interested parties to eliminate questioning about or
discrimination based on marital and dependent status, future plans for marriage or children,
sexual orientation, age, race, national origin, and religion during the residency and fellowship
application process;
3. will continue to support efforts to enhance racial and ethnic diversity in medicine. Information
regarding race and ethnicity may be voluntarily provided by residency and fellowship applicants;
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4.encourages the Association of American Medical Colleges (AAMC) and its Electronic
Residency Application Service (ERAS) Advisory Committee to develop steps to minimize bias in
the ERAS and the residency training selection process; and
5. will advocate that modifications in the ERAS Residency Application to minimize bias consider
the effects these changes may have on efforts to increase diversity in residency programs.
Citation: Res. 307, A-09; Appended: Res. 955, I-17
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Underrepresented Student Access to US Medical Schools H-350.960
Our AMA: (1) recommends that medical schools should consider in their planning: elements of
diversity including but not limited to gender, racial, cultural and economic, reflective of the
diversity of their patient population; (2) supports the development of new and the enhancement
of existing programs that will identify and prepare underrepresented students from the highschool level onward and to enroll, retain and graduate increased numbers of underrepresented
students; (3) recognizes some people have been historically underrepresented, excluded from,
and marginalized in medical education and medicine because of their race, ethnicity, disability
status, sexual orientation, gender identity, socioeconomic origin, and rurality, due to racism and
other systems of exclusion and discrimination; (4) is committed to promoting truth and
reconciliation in medical education as it relates to improving equity; and (5) recognizes the harm
caused by the Flexner Report to historically Black medical schools, the diversity of the physician
workforce, and the outcomes of minoritized and marginalized patient populations.
Citation: Res. 908, I-08; Reaffirmed in lieu of Res. 311, A-15; Appended: CME Rep. 5, A-21
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AMA Initiatives Regarding Minorities H-350.971
The House of Delegates commends the leaders of our AMA and the National Medical
Association for having established a successful, mutually rewarding liaison and urges that this
relationship be expanded in all areas of mutual interest and concern. Our AMA will develop
publications, assessment tools, and a survey instrument to assist physicians and the federation
with minority issues. The AMA will continue to strengthen relationships with minority physician
organizations, will communicate its policies on the health care needs of minorities, and will
monitor and report on progress being made to address racial and ethnic disparities in care. It is
the policy of our AMA to establish a mechanism to facilitate the development and
implementation of a comprehensive, long-range, coordinated strategy to address issues and
concerns affecting minorities, including minority health, minority medical education, and minority
membership in the AMA. Such an effort should include the following components:
(1) Development, coordination, and strengthening of AMA resources devoted to minority health
issues and recruitment of minorities into medicine;
(2) Increased awareness and representation of minority physician perspectives in the
Association's policy development, advocacy, and scientific activities;
(3) Collection, dissemination, and analysis of data on minority physicians and medical students,
including AMA membership status, and on the health status of minorities;
(4) Response to inquiries and concerns of minority physicians and medical students; and
(5) Outreach to minority physicians and minority medical students on issues involving minority
health status, medical education, and participation in organized medicine.
Citation: CLRPD Rep. 3, I-98; CLRPD Rep. 1, A-08; Reaffirmed: CEJA Rep. 01, A-20
National Resident Matching Program Reform D-310.977
Our AMA:
(1) will work with the National Resident Matching Program (NRMP) to develop and distribute
educational programs to better inform applicants about the NRMP matching process;
(2) will actively participate in the evaluation of, and provide timely comments about, all
proposals to modify the NRMP Match;
(3) will request that the NRMP explore the possibility of including the Osteopathic Match in the

Resolution: 612 (A-22)
Page 7 of 8

D

R

AF
T

NRMP Match;
(4) will continue to review the NRMP's policies and procedures and make recommendations for
improvements as the need arises;
(5) will work with the Accreditation Council for Graduate Medical Education (ACGME) and other
appropriate agencies to assure that the terms of employment for resident physicians are fair and
equitable and reflect the unique and extensive amount of education and experience acquired by
physicians;
(6) does not support the current the "All-In" policy for the Main Residency Match to the extent
that it eliminates flexibility within the match process;
(7) will work with the NRMP, and other residency match programs, in revising Match policy,
including the secondary match or scramble process to create more standardized rules for all
candidates including application timelines and requirements;
(8) will work with the NRMP and other external bodies to develop mechanisms that limit
disparities within the residency application process and allow both flexibility and standard rules
for applicant;
(9) encourages the National Resident Matching Program to study and publish the effects of
implementation of the Supplemental Offer and Acceptance Program on the number of residency
spots not filled through the Main Residency Match and include stratified analysis by specialty
and other relevant areas;
(10) will work with the NRMP and ACGME to evaluate the challenges in moving from a timebased education framework toward a competency-based system, including: a) analysis of timebased implications of the ACGME milestones for residency programs; b) the impact on the
NRMP and entry into residency programs if medical education programs offer variable time
lengths based on acquisition of competencies; c) the impact on financial aid for medical
students with variable time lengths of medical education programs; d) the implications for
interprofessional education and rewarding teamwork; and e) the implications for residents and
students who achieve milestones earlier or later than their peers;
(11) will work with the Association of American Medical Colleges (AAMC), American
Osteopathic Association (AOA), American Association of Colleges of Osteopathic Medicine
(AACOM), and National Resident Matching Program (NRMP) to evaluate the current available
data or propose new studies that would help us learn how many students graduating from US
medical schools each year do not enter into a US residency program; how many never enter
into a US residency program; whether there is disproportionate impact on individuals of minority
racial and ethnic groups; and what careers are pursued by those with an MD or DO degree who
do not enter residency programs;
(12) will work with the AAMC, AOA, AACOM and appropriate licensing boards to study whether
US medical school graduates and international medical graduates who do not enter residency
programs may be able to serve unmet national health care needs;
(13) will work with the AAMC, AOA, AACOM and the NRMP to evaluate the feasibility of a
national tracking system for US medical students who do not initially match into a categorical
residency program;
(14) will discuss with the National Resident Matching Program, Association of American Medical
Colleges, American Osteopathic Association, Liaison Committee on Medical Education,
Accreditation Council for Graduate Medical Education, and other interested bodies potential
pathways for reengagement in medicine following an unsuccessful match and report back on
the results of those discussions;
(15) encourages the Association of American Medical Colleges to work with U.S. medical
schools to identify best practices, including career counseling, used by medical schools to
facilitate successful matches for medical school seniors, and reduce the number who do not
match;
(16) supports the movement toward a unified and standardized residency application and match
system for all non-military residencies;
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(17) encourages the Educational Commission for Foreign Medical Graduates (ECFMG) and
other interested stakeholders to study the personal and financial consequences of ECFMGcertified U.S. IMGs who do not match in the National Resident Matching Program and are
therefore unable to get a residency or practice medicine; and
(18)
encourages the AAMC, AACOM, NRMP, and other key stakeholders to jointly create a no-fee,
easily accessible clearinghouse of reliable and valid advice and tools for residency program
applicants seeking cost-effective methods for applying to and successfully matching into
residency.
Citation: CME Rep. 4, A-05; Appended: Res. 330, A-11; Appended: Res. 920, I-11; Appended:
Res. 311, A-14; Appended: Res. 312, A-14; Appended: Res. 304, A-15; Appended: CME Rep.
03, A-16; Reaffirmation: A-16; Appended: CME Rep. 06, A-17; Appended: Res. 306, A-17;
Modified: Speakers Rep. 01, A-17; Appended: CME Rep. 3, A-21

