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(A-24) 

Introduced by: Integrated Physician Practice Section 
 
Subject: Using Personal and Biological Data to Enhance Professional Wellbeing and 

Reduce Burnout 
 
Referred to: Reference Committee on Amendments to Constitution and Bylaws 
 
 
Whereas, the significance and incidence of physician and healthcare workforce burnout and 1 
workplace stress has increased dramatically; and 2 
 3 
Whereas, burnout among healthcare professional has shown to negatively impact the quality of 4 
care, patient safety, and healthcare system operations; and 5 
 6 
Whereas, there are many individual, systemic, and collective factors that contribute to physical 7 
and mental health and, therefore, a sense of wellbeing or lack thereof, which may increase the 8 
likelihood of burnout; and  9 
 10 
Whereas, there is ongoing research to identify and better understand workplace and individual 11 
stresses that contribute to burnout and can diminish an individual’s sense of wellbeing; and 12 
 13 
Whereas, individual health history and biological data can provide valuable insights into physical 14 
and mental health, and the collection and use of personal and biological data offer potential 15 
avenues to support the wellbeing of healthcare professionals, including the early identification of 16 
burnout and developing prevention strategies; and  17 
 18 
Whereas, the use of such data must be done in a manner that respects individual privacy rights 19 
and ethical considerations; and 20 
 21 
Whereas, the healthcare community currently lacks comprehensive, standardized guidelines for 22 
the ethical collection and use of this data in the context of workforce wellbeing; and  23 
 24 
Whereas, the management of such sensitive data raises significant privacy, security, and ethical 25 
issues that must be carefully addressed to ensure the rights and interests of individuals are 26 
protected; therefore be it 27 
 28 
RESOLVED, that our American Medical Association monitor and report on the research 29 
regarding technology, measures, and effective use of personal and biological data which 30 
supports professional workforce wellbeing and mitigates burnout (Directive to Take Action); and 31 
be it further 32 
 33 
RESOLVED, that our AMA develop ethical guidelines on the collection, use, and protection of 34 
personal and biological data for the professional workforce (Directive to Take Action). 35 

36 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/17/2024  
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RELEVANT AMA POLICY 
 
9.3.1 Physician Health & Wellness 

When physician health or wellness is compromised, so may the safety and effectiveness of the medical 
care provided. To preserve the quality of their performance, physicians have a responsibility to maintain 
their health and wellness, broadly construed as preventing or treating acute or chronic diseases, including 
mental illness, disabilities, and occupational stress. 

To fulfill this responsibility individually, physicians should: 
(a) Maintain their own health and wellness by: 
(i) following healthy lifestyle habits; 
(ii) ensuring that they have a personal physician whose objectivity is not compromised. 
(b) Take appropriate action when their health or wellness is compromised, including: 
(i) engaging in honest assessment of their ability to continue practicing safely; 
(ii) taking measures to mitigate the problem; 
(iii) taking appropriate measures to protect patients, including measures to minimize the risk of 
transmitting infectious disease commensurate with the seriousness of the disease; 
(iv) seeking appropriate help as needed, including help in addressing substance abuse. Physicians 
should not practice if their ability to do so safely is impaired by use of a controlled substance, alcohol, 
other chemical agent or a health condition. 
Collectively, physicians have an obligation to ensure that colleagues are able to provide safe and 
effective care, which includes promoting health and wellness among physicians. 

AMA Principles of Medical Ethics: I,II,IV 
Citation: Issued: 2016 
 
Physician and Medical Student Burnout D-310.968 

1. Our AMA recognizes that burnout, defined as emotional exhaustion, depersonalization, and a reduced 
sense of personal accomplishment or effectiveness, is a problem among residents, 
fellows, and medical students. 
2. Our AMA will work with other interested groups to regularly inform the appropriate designated 
institutional officials, program directors, resident physicians, and attending faculty about resident, 
fellow, and medical student burnout (including recognition, treatment, and prevention of burnout) through 
appropriate media outlets. 
3. Our AMA will encourage partnerships and collaborations with accrediting bodies (e.g., the Accreditation 
Council for Graduate Medical Education and the Liaison Committee on Medical Education) and other 
major medical organizations to address the recognition, treatment, and prevention of burnout among 
residents, fellows, and medical students and faculty. 
4. Our AMA will encourage further studies and disseminate the results of studies 
on physician and medical student burnout to the medical education and physician community. 
5. Our AMA will continue to monitor this issue and track its progress, including publication of peer-
reviewed research and changes in accreditation requirements. 
6. Our AMA encourages the utilization of mindfulness education as an effective intervention to address 
the problem of medical student and physician burnout. 
7. Our AMA will encourage medical staffs and/or organizational leadership to anonymously survey 
physicians to identify local factors that may lead to physician demoralization. 
8. Our AMA will continue to offer burnout assessment resources and develop guidance to help 
organizations and medical staffs implement organizational strategies that will help reduce the sources 
of physician demoralization and promote overall medical staff well-being. 
9. Our AMA will continue to: (a) address the institutional causes of physician demoralization and burnout, 
such as the burden of documentation requirements, inefficient work flows and regulatory 
oversight; and (b) develop and promote mechanisms by which physicians in all practices settings can 
reduce the risk and effects of demoralization and burnout, including implementing targeted practice 
transformation interventions, validated assessment tools and promoting a culture of well-being. 
Citation: CME Rep. 8, A-07; Modified: Res. 919, I-11; Modified: BOT Rep. 15, A-19; Reaffirmed: A-22 
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Factors Causing Burnout H-405.948 

Our AMA recognizes that medical students, resident physicians, and fellows face unique challenges that 
contribute to burnout during medical school and residency training, such as debt burden, inequitable 
compensation, discrimination, limited organizational or institutional support, stress, depression, suicide, 
childcare needs, mistreatment, long work and study hours, among others, and that such factors be 
included as metrics when measuring physician well-being, particularly for this population of physicians. 
Citation: Res. 208, I-22 
 
Physician Health Programs H-405.961 

1. Our AMA affirms the importance of physician health and the need for ongoing education of all 
physicians and medical students regarding physician health and wellness. 
2. Our AMA encourages state medical societies to collaborate with the state medical boards to: (a) 
develop strategies to destigmatize physician burnout; and (b) encourage physicians to participate in the 
state’s physician health program without fear of loss of license or employment. 
Citation: CSAPH Rep. 2, A-11; Reaffirmed in lieu of: Res. 412, A-12; Reaffirmed: BOT action in response 
to referred for decision Res. 402, A-12; Modified: BOT Rep. 15, A-19 
 
Physician Burnout D-405.972 

Our AMA will work with: (1) Centers for Medicare and Medicaid Services (CMS), The Joint Commission, 
and other accrediting bodies and interested stakeholders to add an institutional focus on physician 
wellbeing as an accreditation standard for hospitals, focusing on system-wide interventions that do not 
add additional burden to physicians; and (2) hospitals and other stakeholders to determine areas of focus 
on physician wellbeing, to include the removal of intrusive questions regarding physician physical or 
mental health or related treatments on initial or renewal hospital credentialing applications. 
Citation: Res. 723, A-22; Reaffirmed: I-22 
 
Peer Support Groups for Second Victims D-405.980 

Our AMA: (1) encourages institutional, local, and state physician wellness programs to consider 
developing voluntary, confidential, and non-discoverable peer support groups to address the “second 
victim phenomenon”; and (2) will work with other interested organizations to encourage that any future 
surveys of physician burnout should incorporate questions about the prevalence and potential impact of 
the “second victim phenomenon” on our physician workforce. 
Citation: Res. 702, A-19 
 
Programs on Managing Physician Stress and Burnout H-405.957 
1. Our American Medical Association supports existing programs to assist physicians in early 
identification and management of stress and the programs supported by the AMA to assist physicians in 
early identification and management of stress will concentrate on the physical, emotional and 
psychological aspects of responding to and handling stress in physicians' professional and personal lives, 
and when to seek professional assistance for stress-related difficulties. 
2. Our AMA will review relevant modules of the STEPs Forward Program and also identify validated 
student-focused, high quality resources for professional well-being, and will encourage the Medical 
Student Section and Academic Physicians Section to promote these resources to medical students. 
Citation: Res. 15, A-15; Appended: Res. 608, A-16; Reaffirmed: BOT Rep. 15, A-19 
 
Physicians and Family Caregivers: Shared Responsibility H-210.980 

Our AMA: (1) specifically encourages medical schools and residency programs to prepare physicians to 
assess and manage caregiver stress and burden; 
(2) continues to support health policies that facilitate and encourage health care in the home; 
(3) reaffirm support for reimbursement for physician time spent in educating and counseling caregivers 
and/or home care personnel involved in patient care; 
(4) supports research that identifies the types of education, support services, and professional caregiver 
roles needed to enhance the activities and reduce the burdens of family caregivers, including caregivers 
of patients with dementia, addiction and other chronic mental disorders; and 
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(5) (a) encourages partner organizations to develop resources to better prepare and support lay 
caregivers; and (b) will identify and disseminate resources to promote physician understanding of lay 
caregiver burnout and develop strategies to support lay caregivers and their patients. 
Citation: Res. 308, I-98; Reaffirmed: A-02; Reaffirmed: CME Rep. 2, A-12; Appended: Res. 305, A-17 
 
Inclusion of Medical Students and Residents in Medical Society Impaired Physician Programs H-
295.993 

Our AMA: (1) recognizes the need for appropriate mechanisms to include medical students and resident 
physicians in the monitoring and advocacy services of state physician health programs and wellness and 
other programs to prevent impairment and burnout; and (2) encourages medical school administration 
and students to work together to develop creative ways to inform students concerning available student 
assistance programs and other related services. 
Citation: Sub. Res. 84, I-82; Reaffirmed: CLRPD Rep. A, I-92; Reaffirmed and Appended: CME Rep. 4, I-
98; Reaffirmed: CME Rep. 2, A-08; Modified: CME Rep. 01, A-18 
 
Study of Medical Student, Resident, and Physician Suicide D-345.983 

Our AMA will: (1) explore the viability and cost-effectiveness of regularly collecting National Death Index 
(NDI) data and confidentially maintaining manner of death information for physicians, residents, and 
medical students listed as deceased in the AMA Physician Masterfile for long-term studies; (2) monitor 
progress by the Association of American Medical Colleges, the American Association of Colleges of 
Osteopathic Medicine, and the Accreditation Council for Graduate Medical Education (ACGME) to collect 
data on medical student and resident/fellow suicides to identify patterns that could predict such events; 
(3) support the education of faculty members, residents and medical students in the recognition of the 
signs and symptoms of burnout and depression and supports access to free, confidential, and 
immediately available stigma-free mental health and substance use disorder services; (4) collaborate with 
other stakeholders to study the incidence of and risk factors for depression, substance misuse and 
substance use disorders, and attempted and completed suicide among physicians, residents, and 
medical students; and (5) work with appropriate stakeholders to explore the viability of developing a 
standardized reporting mechanism for the collection of current wellness initiatives that institutions have in 
place to inform and promote meaningful mental health and wellness interventions in these populations. 
Citation: CME Rep. 06, A-19; Modified: Res. 326, A-22 
 
Resident/Fellow Clinical and Educational Work Hours H-310.907 

Our AMA adopts the following Principles of Resident/Fellow Clinical and Educational Work Hours, Patient 
Safety, and Quality of Physician Training: 
1. Our AMA supports the 2017 Accreditation Council for Graduate Medical Education (ACGME) 
standards for clinical and educational work hours (previously referred to as “duty hours”). 
2. Our AMA will continue to monitor the enforcement and impact of clinical and educational work hour 
standards, in the context of the larger issues of patient safety and the optimal learning environment for 
residents. 
3. Our AMA encourages publication and supports dissemination of studies in peer-reviewed publications 
and educational sessions about all aspects of clinical and educational work hours, to include such topics 
as extended work shifts, handoffs, in-house call and at-home call, level of supervision by attending 
physicians, workload and growing service demands, moonlighting, protected sleep periods, sleep 
deprivation and fatigue, patient safety, medical error, continuity of care, resident well-being and burnout, 
development of professionalism, resident learning outcomes, and preparation for independent practice. 
4. Our AMA endorses the study of innovative models of clinical and educational work hour requirements 
and, pending the outcomes of ongoing and future research, should consider the evolution of specialty- 
and rotation-specific requirements that are evidence-based and will optimize patient safety and 
competency-based learning opportunities. 
5. Our AMA encourages the ACGME to: 
a) Decrease the barriers to reporting of both clinical and educational work hour violations and resident 
intimidation. 
b) Ensure that readily accessible, timely and accurate information about clinical and educational work 
hours is not constrained by the cycle of ACGME survey visits. 
c) Use, where possible, recommendations from respective specialty societies and evidence-based 
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approaches to any future revision or introduction of clinical and educational work hour rules. 
d) Broadly disseminate aggregate data from the annual ACGME survey on the educational environment 
of resident physicians, encompassing all aspects of clinical and educational work hours. 
6. Our AMA recognizes the ACGME for its work in ensuring an appropriate balance between resident 
education and patient safety, and encourages the ACGME to continue to: 
a) Offer incentives to programs/institutions to ensure compliance with clinical and educational work hour 
standards. 
b) Ensure that site visits include meetings with peer-selected or randomly selected residents and that 
residents who are not interviewed during site visits have the opportunity to provide information directly to 
the site visitor. 
c) Collect data on at-home call from both program directors and resident/fellow physicians; release these 
aggregate data annually; and develop standards to ensure that appropriate education and supervision are 
maintained, whether the setting is in-house or at-home. 
d) Ensure that resident/fellow physicians receive education on sleep deprivation and fatigue. 
7. Our AMA supports the following statements related to clinical and educational work hours: 
a) Total clinical and educational work hours must not exceed 80 hours per week, averaged over a four-
week period (Note: “Total clinical and educational work hours” includes providing direct patient care or 
supervised patient care that contributes to meeting educational goals; participating in formal educational 
activities; providing administrative and patient care services of limited or no educational value; and time 
needed to transfer the care of patients). 
b) Scheduled on-call assignments should not exceed 24 hours. Residents may remain on-duty for an 
additional 4 hours to complete the transfer of care, patient follow-up, and education; however, residents 
may not be assigned new patients, cross-coverage of other providers’ patients, or continuity clinic during 
that time. 
c) Time spent in the hospital by residents on at-home call must count towards the 80-hour maximum 
weekly hour limit, and on-call frequency must not exceed every third night averaged over four weeks. The 
frequency of at-home call is not subject to the every-third-night limitation, but must satisfy the requirement 
for one-day-in-seven free of duty, when averaged over four weeks. 
d) At-home call must not be so frequent or taxing as to preclude rest or reasonable personal time for each 
resident. 
e) Residents are permitted to return to the hospital while on at-home call to care for new or established 
patients. Each episode of this type of care, while it must be included in the 80-hour weekly maximum, will 
not initiate a new “off-duty period.” 
f) Given the different education and patient care needs of the various specialties and changes in resident 
responsibility as training progresses, clinical and educational work hour requirements should allow for 
flexibility for different disciplines and different training levels to ensure appropriate resident education and 
patient safety; for example, allowing exceptions for certain disciplines, as appropriate, or allowing a 
limited increase to the total number of clinical and educational work hours when need is demonstrated. 
g) Resident physicians should be ensured a sufficient duty-free interval prior to returning to duty. 
h) Clinical and educational work hour limits must not adversely impact resident physician participation in 
organized educational activities. Formal educational activities must be scheduled and available within 
total clinical and educational work hour limits for all resident physicians. 
i) Scheduled time providing patient care services of limited or no educational value should be minimized. 
j) Accurate, honest, and complete reporting of clinical and educational work hours is an essential element 
of medical professionalism and ethics. 
k) The medical profession maintains the right and responsibility for self-regulation (one of the key tenets 
of professionalism) through the ACGME and its purview over graduate medical education, and 
categorically rejects involvement by the Centers for Medicare & Medicaid Services, The Joint 
Commission, Occupational Safety and Health Administration, and any other federal or state government 
bodies in the monitoring and enforcement of clinical and educational work hour regulations, and opposes 
any regulatory or legislative proposals to limit the work hours of practicing physicians. 
l) Increased financial assistance for residents/fellows, such as subsidized child care, loan deferment, debt 
forgiveness, and tax credits, may help mitigate the need for moonlighting. At the same time, 
resident/fellow physicians in good standing with their programs should be afforded the opportunity for 
internal and external moonlighting that complies with ACGME policy. 
m) Program directors should establish guidelines for scheduled work outside of the residency program, 
such as moonlighting, and must approve and monitor that work such that it does not interfere with the 
ability of the resident to achieve the goals and objectives of the educational program. 
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n) The costs of clinical and educational work hour limits should be borne by all health care payers. 
Individual resident compensation and benefits must not be compromised or decreased as a result of 
changes in the graduate medical education system. 
o) The general public should be made aware of the many contributions of resident/fellow physicians to 
high-quality patient care and the importance of trainees’ realizing their limits (under proper supervision) so 
that they will be able to competently and independently practice under real-world medical situations. 
8. Our AMA is in full support of the collaborative partnership between allopathic and osteopathic 
professional and accrediting bodies in developing a unified system of residency/fellowship accreditation 
for all residents and fellows, with the overall goal of ensuring patient safety. 
9. Our AMA will actively participate in ongoing efforts to monitor the impact of clinical and educational 
work hour limitations to ensure that patient safety and physician well-being are not jeopardized by 
excessive demands on post-residency physicians, including program directors and attending physicians. 
Citation: CME Rep. 5, A-14; Modified: CME Rep. 06, I-18; Reaffirmed: A-22 
 
Physician and Medical Staff Member Bill of Rights H-225.942 
Our AMA adopts and will distribute the following Medical Staff Rights and Responsibilities: 

Preamble 

The organized medical staff, hospital governing body, and administration are all integral to the provision 
of quality care, providing a safe environment for patients, staff, and visitors, and working continuously to 
improve patient care and outcomes. They operate in distinct, highly expert fields to fulfill common goals, 
and are each responsible for carrying out primary responsibilities that cannot be delegated. 

The organized medical staff consists of practicing physicians who not only have medical expertise but 
also possess a specialized knowledge that can be acquired only through daily experiences at the frontline 
of patient care. These personal interactions between medical staff physicians and their patients lead to an 
accountability distinct from that of other stakeholders in the hospital. This accountability requires that 
physicians remain answerable first and foremost to their patients. 

Medical staff self-governance is vital in protecting the ability of physicians to act in their patients’ best 
interest. Only within the confines of the principles and processes of self-governance can physicians 
ultimately ensure that all treatment decisions remain insulated from interference motivated by commercial 
or other interests that may threaten high-quality patient care. 

From this fundamental understanding flow the following Medical Staff Rights and 
Responsibilities: 

I. Our AMA recognizes the following fundamental responsibilities of the medical staff: 
a. The responsibility to provide for the delivery of high-quality and safe patient care, the provision of which 
relies on mutual accountability and interdependence with the health care organization’s governing body. 
b. The responsibility to provide leadership and work collaboratively with the health care organization’s 
administration and governing body to continuously improve patient care and outcomes, both in 
collaboration with and independent of the organization’s advocacy efforts with federal, state, and local 
government and other regulatory authorities. 
c. The responsibility to participate in the health care organization's operational and strategic planning to 
safeguard the interest of patients, the community, the health care organization, and the medical staff and 
its members. 
d. The responsibility to establish qualifications for membership and fairly evaluate all members and 
candidates without the use of economic criteria unrelated to quality, and to identify and manage potential 
conflicts that could result in unfair evaluation. 
e. The responsibility to establish standards and hold members individually and collectively accountable 
for quality, safety, and professional conduct. 
f. The responsibility to make appropriate recommendations to the health care organization's governing 
body regarding membership, privileging, patient care, and peer review. 
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II. Our AMA recognizes that the following fundamental rights of the medical staff are essential to 
the medical staff’s ability to fulfill its responsibilities: 
a. The right to be self-governed, which includes but is not limited to (i) initiating, developing, and 
approving or disapproving of medical staff bylaws, rules and regulations, (ii) selecting and removing 
medical staff leaders, (iii) controlling the use of medical staff funds, (iv) being advised by independent 
legal counsel, and (v) establishing and defining, in accordance with applicable law, medical staff 
membership categories, including categories for non-physician members. 
b. The right to advocate for its members and their patients without fear of retaliation by the health care 
organization’s administration or governing body, both in collaboration with and independent of the 
organization’s advocacy efforts with federal, state, and local government and other regulatory authorities. 
c. The right to be provided with the resources necessary to continuously improve patient care and 
outcomes. 
d. The right to be well informed and share in the decision-making of the health care organization’s 
operational and strategic planning, including involvement in decisions to grant exclusive contracts, close 
medical staff departments, or to transfer patients into, out of, or within the health care organization. 
e. The right to be represented and heard, with or without vote, at all meetings of the health care 
organization’s governing body. 
f. The right to engage the health care organization’s administration and governing body on professional 
matters involving their own interests. 

III. Our AMA recognizes the following fundamental responsibilities of individual medical staff 
members, regardless of employment or contractual status: 
a. The responsibility to work collaboratively with other members and with the health care organizations 
administration to improve quality and safety. 
b. The responsibility to provide patient care that meets the professional standards established by the 
medical staff. 
c. The responsibility to conduct all professional activities in accordance with the bylaws, rules, and 
regulations of the medical staff. 
e. The responsibility to advocate for the best interest of patients, even when such interest may conflict 
with the interests of other members, the medical staff, or the health care organization, both in 
collaboration with and independent of the organization’s advocacy efforts with federal, state, and local 
government and other regulatory authorities. 
f. The responsibility to participate and encourage others to play an active role in the governance and 
other activities of the medical staff. 
g. The responsibility to participate in peer review activities, including submitting to review, contributing as 
a reviewer, and supporting member improvement. 
h. The responsibility to utilize and advocate for clinically appropriate resources in a manner that 
reasonably includes the needs of the health care organization at large. 

IV. Our AMA recognizes that the following fundamental rights apply to individual medical staff 
members, regardless of employment, contractual, or independent status, and are essential to 
each member’s ability to fulfill the responsibilities owed to his or her patients, the medical staff, 
and the health care organization: 
a. The right to exercise fully the prerogatives of medical staff membership afforded by the medical staff 
bylaws. 
b. The right to make treatment decisions, including referrals, based on the best interest of the patient, 
subject to review only by peers. 
c. The right to exercise personal and professional judgment in voting, speaking, and advocating on any 
matter regarding patient care, medical staff matters, or personal safety, including the right to refuse to 
work in unsafe situations, without fear of retaliation by the medical staff or the health care organization’s 
administration or governing body, including advocacy both in collaboration with and independent of the 
organization’s advocacy efforts with federal, state, and local government and other regulatory authorities. 
e. The right to be evaluated fairly, without the use of economic criteria, by unbiased peers who are 
actively practicing physicians in the community and in the same specialty. 
f. The right to full due process before the medical staff or health care organization takes adverse action 
affecting membership or privileges, including any attempt to abridge membership or privileges through the 
granting of exclusive contracts or closing of medical staff departments. 
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g. The right to immunity from civil damages, injunctive or equitable relief, criminal liability, and protection 
from any retaliatory actions, when participating in good faith peer review activities. 
h. The right of access to resources necessary to provide clinically appropriate patient care, including the 
right to participate in advocacy efforts for the purpose of procuring such resources both in collaboration 
with and independent of the organization’s advocacy efforts, without fear of retaliation by the medical staff 
or the health care organization’s administration or governing body. 
Citation: BOT Rep. 09, A-17; Modified: BOT Rep. 05, I-17; Appended: Res. 715, A-18; Reaffirmed: BOT 
Rep. 13, A-19; Modified: BOT Rep. 13, A-21; Modified: CMD Rep. 5, A-21; Reaffirmed: A-22 
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