297
2024 Annual Meeting Long Range Planning- & Development - 1

REPORTS OF THE COUNCIL ON LONG RANGE PLANNING AND DEVELOPMENT

The following reports were presented by Gary Thal, MD, Chair:

1. ESTABLISHMENT OF A LGBTQ+ SECTION
Reference committee hearing: see report of Reference Committee F.

HOUSE ACTION: RECOMMENDATIONS ADOPTED
REMAINDER OF REPORT FILED
See D-600.953

In May 2023, the American Medical Association (AMA) Council on Long Range Planning and Development
(CLRPD) received a Letter of Application from the Advisory Committee (AC) on Lesbian, Gay, Bisexual,
Transgender and Queer (LGBTQ+) Issues requesting a change in status to the LGBTQ+ Section. AMA bylaws on
Sections (§7.00) define the mission of AMA sections and identify each section as fixed or delineated. This report
presents to the AMA House of Delegates (HOD) CLRPD’s evaluation of the proposal for a LGBTQ+ Section using
criteria identified by Policy G-615.001, “Establishment and Functions of Sections” in consideration of requests for
new sections or changing the status of member component groups.

APPLICATION OF CRITERIA

Following an initial review and discussion of the AC’s proposal for section status, the CLRPD met with the
leadership of the AC to obtain clarification on some of the information presented in the letter of application. This
part of the report presents criterion followed by material excerpted from the letter of application and the AC’s
response to CLRPD’s request for additional information. The assessment section conveys the Council’s evaluation
of the proposal for delineated section status.

1. Issue of Concern - Focus will relate to concerns that are distinctive to the subset within the broader, general
issues that face medicine. A demonstrated need exists to deal with these matters, as they are not currently being
addressed through an existing AMA group.

Currently, the AC serves as the experts on LGBTQ+ issues. Transitioning the group to a section would serve as an
entry point to the HOD for most AMA resolutions seeking to advance LGBTQ+ physician and medical student
needs and the practice of LGBTQ+ medicine. In this sense, the LGBTQ+ Section would provide the opportunity for
underrepresented members of the AMA to introduce issues of concern and to participate in the AMA policymaking
process.

The goals and objectives of the LGBTQ+ Section shall include, but not be limited, to:

e  Provide a dedicated forum for involvement, mentoring, and networking for LGBTQ+ physicians and
medical students.

e Increase the membership, participation, and representation of LGBTQ+ physicians and students in the
AMA.

e Advocate for practices at AMA meetings to be inclusive to the needs of LGBTQ+ physicians, residents,
medical students, and guests in attendance (e.g., gender neutral bathrooms, availability of gender pronouns
ribbons for name badges).

Enhance AMA policy, advocacy, and education on LGBTQ+ health and professional issues.

e Advocate for best practices with AMA membership to foster camaraderie and safely identify as LGBTQ+
physicians and trainees.

e Increase and foster further collaboration with Health Professionals Advancing LGBTQ Equity (GLMA)
and additional professional societies, associations, and across AMA business units and sections on mutual
interests and goals.

© 2024 American Medical Association. All rights reserved.


https://www.ama-assn.org/system/files/2019-12/ama-constitution-and-bylaws.pdf
https://www.ama-assn.org/system/files/2019-12/ama-constitution-and-bylaws.pdf
https://policysearch.ama-assn.org/policyfinder/detail/Establishment%20and%20Function%20of%20Sections%20G-615.001?uri=%2FAMADoc%2FHODGOV.xml-0-65.xml

298
2024 Annual Meeting Council on Long Range Planning - 2

e Reduce inequities faced by LGBTQ+ students, physicians, and patients and build support systems through
representation in membership, LGBTQ+ focused programming, and mentorship opportunities.

2. Consistency - Objectives and activities of the group are consistent with those of the AMA. Activities make good
use of available resources and are not duplicative.

Members of the LGBTQ+ Section would advocate for physicians and medical students by focusing on strategies,
programs, and policies to better serve AMA members, potential members, and patients who identify as LGBTQ+. In
2022, the AC held an impromptu meeting with the Chair of the AMA Board of Trustees (BOT) to discuss the
AMA’s messaging on Mpox, previously known as Monkeypox or MPV. This meeting was to ensure that no groups
affected by this public health crises were further stigmatized, and to address the vaccine shortage so that distribution
was performed in an equitable and effective manner to prevent further spread.

The Committee holds a liaison position that serves on the AMA Foundation (AMAF) Fellowship Commission on
LGBTQ+ Health, which determines institutional grants to support the advancement of LGBTQ+ Health and Equity
initiatives. Additionally, the AC funds and selects annual awardees for the AMAF LGBTQ+ Award for Excellence.
These awards and grants are establishing the pathway for physicians who identify as LGBTQ+ to become involved
in the AMA, gain peer recognition, and advance evidence-based practices of health equity standards for LGBTQ+
patients. Given that the AC has been in existence since 2005, and that the strategic plan and work of the Committee
has demonstrated its continued need, the section would continue to be essential, with neither change to staffing, nor
duplicative efforts arising from the transition.

In November 2023, the AC sponsored a session with leading experts in the field of LGBTQ+ health policy and
legislation who discussed important and timely legislative efforts at the state and federal levels impacting LGBTQ+
health care access and treatment, such as the current landscape of legislation and bills that were passed recently
affecting LGBTQ+ health care and access; current court cases that resulted from enacted anti-LGBTQ+ legislation;
newer bills, such as Shield laws, that are being passed in an effort to protect access to LGBTQ+ health care services
in some states, and the sponsors and organizations backing anti-LGBTQ+ legislation and some of their strategies.

3. Appropriateness - The structure of the group will be consistent with its objectives and activities.

Due to its protected class nature and voluntary membership, the LGBTQ+ Section would not enroll members based
on sexual orientation, gender identity and expression (SOGIE) data. Instead, members would need to opt in as
members of the section. All AMA members may receive the monthly LGBTQ+ newsletter, attend webinars, and
AMA Interim and Annual meeting educational programming.

The current AC leadership consists of a Chair, Vice Chair, GLMA Representative, Medical Student Section (MSS)
Representative, Young Physician Section (YPS) Representative, Resident Fellow Section (RFS) Representative and
two Members at-Large. As the LGBTQ+ Section, the governing council (GC) would oversee the elections process
for the delegate and alternate delegate positions and allow any member of the section to apply for these positions.
Section membership would then vote to elect these positions. Terms of service for GC members will be addressed in
the section’s internal operating procedure (IOP). The GC, including the delegates, would meet prior to the HOD
meetings and at other times throughout the year with elections taking place prior to the Annual Meeting of the HOD.
The Chair and Chair-elect positions would be elected positions from members of the GC with the Chair-elect (now
Vice Chair under current AC format) ascending to Chair. Voting would be conducted in accordance with the
section’s IOP and call for a majority consensus.

4. Representation Threshold - Members of the formal group would be based on identifiable segments of the
physician population and AMA membership. A substantial number of members would be represented by this
formal group. At minimum, this group would be able to represent 1,000 AMA members. It is important to note
this threshold will not be used to determine representation, as each new section will be allocated only one
delegate and one alternate delegate in the AMA HOD.

The percentage of U.S. adults who self-identify as gay, lesbian, bisexual, transgender, or something other than

heterosexual has increased to a new high of 7.2 percent, which is double the percentage when Gallup first measured
it a decade ago. Based on this estimate, there are approximately 23 million people who identify as transgender or
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non-binary, meaning those individuals whose gender identity differs from cultural expectations based on the sex
assigned at birth and/or falls outside binary gender categories of “man” or “woman.”! 2

The Association of American Medical Colleges Graduation Questionnaire notes that over one percent of graduating
medical students identify as a different gender than their sex assigned at birth, and nearly 12 percent identify as gay,
lesbian, bisexual, or another sexual identity besides heterosexual.® Of the 250,000 AMA members, nearly seven
percent identify as LGBTQ+ based on those who provided SOGIE information. The “prefer not to say” category in
SOGIE data, is around two percent, which is consistent with the 2022 Gallup census information. The AC has
identified another possible five percent of AMA membership as allies; so, as many as 12,500 active members in the
AMA would consider themselves allies to the LGBTQ+ Section.

With increased visibility as a section and additional opportunities for engagement and collaboration, the section may
be able to further reduce stigma within and outside the AMA. Currently, the AC listserv engages a total of 1,703
individuals. Half of those are AMA members (804) and the other half are not (899). As a section, it is anticipated
that more LGBTQ+ members will recruit friends and colleagues to be actively engaged members of the section.
Groups where the section may find opportunities to recruit new AMA members include GLMA, Medical Student
Pride Alliance (MSPA), LGBTQ+ members of specialty societies, and others.

5. Stability - The group has a demonstrated history of continuity. This segment can demonstrate an ongoing and
viable group of physicians, who will be represented by this section. Both the segment and the AMA will benefit
from an increased voice within the policymaking body.

The AC participates in several efforts aimed at growing AMA membership and engagement. While attending
outside organizations meetings and events, such as Howard Brown Health LGBTQ Midwest Symposium, MSPA
annual meeting, Building the Next Generation of Academic Physicians (BNGAP) LGBT Workforce Conference,
and GLMA’s annual meeting, AC members provide awareness and greater understanding of the benefits to working
with and joining the AMA. The current AC includes physicians from several stakeholder institutions such as
Howard Brown Health, MSPA and GLMA. AC members also collaborate and engage with students at the BNGAP
meeting and through the MSS representative for outreach to MSPA to engage interested students with the AC and its
work. As a section, the group plans on further educational outreach to MSS, RFS and YPS within the AMA and
LGBTQ+ groups outside the AMA.

The AC has convened meetings during Annual and Interim Meetings of the HOD. Attendance at assembly meetings
ranges between 80 to 150 members with 20-30 new members attending meetings. The monthly newsletter listserv,
which reaches approximately 1,700 individuals, remains vital and connects AC membership between and during
meetings. Committee members are very well informed on the socio-economic facets of medicine and the group’s
leadership has remained stable and consistent, with continuous growth in applicants for open positions. Engagement
in the Committee’s newsletter continues to be among the highest open and click through rates across the sections.
For 2022, the monthly newsletter email was opened by 10,662 individuals with an open percentage rate of 48.92.

Annually, the AC undergoes a strategic planning process where the top strategic initiatives are identified and
supporting tactics and measures are established. AC leadership performs quarterly check-ins to assess how the
Committee is progressing on these goals. The AC established its 2022-2023 strategic priorities to:

[ Facilitate member involvement, mentoring, leadership development, and networking for LGBTQ+
physicians, medical students, and allies.

! Gallup. US LGBT identification steady at 7.2%. Accessed August 6, 2023.
https://news.gallup.com/poll/470708/1gbt-identification-steady.aspx..

2 UCLA SCHOOL OF LAW WILLIAMS INSTITUTE. HOW MANY ADULTS AND YOUTH IDENTIFY AS
TRANSGENDER IN THE UNITED STATES? ACCESSED MAY 19, 2023.
HTTPS://WILLIAMSINSTITUTE.LAW.UCLA.EDU/PUBLICATIONS/TRANS-ADULTS-UNITED-STATES/.
3 AAMC. 2024 Medical School Graduation Questionnaire. Accessed May 19, 2004. https://www.aamc.org/data-
reports/students-residents/report/graduation-questionnaire-gq.
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[ Improve health equity for LGBTQ+ patients and communities and increase LGBTQ+ representation in the
physician workforce.
[ Engage internal and external stakeholders in amplifying AMA policy and enhancing education and awareness

efforts on LGBTQ+ health and well-being.

In addition to the strategic objectives, the Committee identified the following items as additional priorities and areas
of focus:

1. Promote physician safety from threats and violence, especially when providing medically  necessary,
evidence-based care.
2. Mpox eradication including equitable vaccine and treatment distribution.

The AC has always been focused on establishing goals and priorities that support the mission and continued growth
and capacity to reach more LGBTQ+ physicians and medical students, and understands the necessity to remain
nimble and open to accommodating issues that inevitably arise and require attention and support from the AC and
AMA leadership, such as laws and regulations that seek to deny access to health care, and penalize/criminalize the
provision of medically necessary and appropriate care.

For the June 2022 meeting, the LGBTQ+ Caucus had 146 registrants, which was nearly seven percent of the total
number of registered attendees for section caucus events. Compared to previous caucus events, there has been
consistent growth in registered attendees. In 2019, the AC had 83 registrants, and for 2021 there were 169 (no data
for June 2020 as that meeting was cancelled). Registration for the I-22 Meeting had 115 registered attendees, which
is a marked increase from November 2021, where 106 registrations were received for the virtual event and 40
attended in person. This is also a marked increase from the virtual November 2020 meeting, when 30 participants
attended the Caucus event. At the November 2019 Interim meeting there were 101 registered participants for the
LGBTQ+ Caucus event.

In 2022, the AC hosted educational events with high attendance and registration rates and supported the AMA’s
commitment to embedding health equity. The topics and speakers selected at both the 2022 Annual and Interim
meetings were non-profit providers who support marginalized LGBTQ+ communities. At the June meeting, the
AIDS Foundation of Chicago (AFC) presented, “Policy, Housing, Health Equity.” The session relayed AFC’s
impact on reducing HIV-related health disparities among Black, Indigenous, and people of color and LGBTQ+
communities through housing, case management, policy and advocacy, and community engagement. For the
November Interim education session, Hawaii Health and Harm Reduction Center presented “Knowing Your Place.”
Attendees of this session gained an increased understanding of western concepts of LGBTQ+ identities; increased
knowledge about the culture, history, and role of native Hawaiian Mahu and of the impacts of colonialism on the
native Hawaiian Mahu community; and gained increased confidence to provide culturally appropriate health
services to Native Hawaiian LGBTQ+ communities.

6. Accessibility - Provides opportunity for members of the constituency, who are otherwise under-represented, to
introduce issues of concern and to be able to participate in the policymaking process within the HOD.

Since its formation, the AC has been well-organized and engaged in the AMA, has a collegial and supportive
relationship with the BOT and is recognized as the forum for physicians and medical students who identify as
LGBTQ+ within the AMA. The Committee conducts their meetings and policy discussions in alignment with the
HOD as do the sections, which the AC engages with, e.g., the Integrated Physician Practice Section, MSS, RFS,
Minority Affairs Section, Women Physicians Section and more on a regular and consistent basis. The AC has
engaged with AMA staff to support the AMA business efforts addressing the needs of physicians and health care of
the LGBTQ+ community. While many AC members are delegates or alternates who are familiar with the activities
and policymaking processes of the House, it is common that reference committee members, section leaders, various
delegations or BOT members may ask the unofficial opinion of the AC on items of business at the HOD, despite the
AC having no official standing at the House. However, Committee members have not had a consistently visible
identified voice in the HOD. Members of the AC believe all of this has prepared the AC to transition quickly and
efficiently to become a highly functioning and effective section and that the time has come to transition to section
status with a delegate who can voice the official opinion of an LGBTQ+ Section.

© 2024 American Medical Association. All rights reserved.
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The LGBTQ+ Section would serve as an entry point to the HOD for most AMA resolutions seeking to support
physicians, medical students, and patient health of the LGBTQ+ community. This section can help ensure
resolutions brought to the HOD provide opportunities for LGBTQ+ members to engage in the AMA policymaking
process. Section members will be notified prior to meetings of resolution submission guidelines and deadlines.
Members would submit resolutions to the GC for consideration that would then review the submission and assist the
author(s) with modifications, if needed. Section members could submit comments or testimony to revise the
original resolution. The GC would discuss resolutions and reports that are germane to the section during their
meetings. Section membership would vote to support, oppose, or recommend other directives for the resolutions
and reports, and would also solicit and discuss timely issues for future policymaking activities. The LGBTQ+
Section could provide a friendly forum for under-represented LGBTQ+ physicians and medical students who have
often felt marginalized to introduce issues of concern and to participate in the AMA policymaking process.

CLRPD ASSESSMENT

Within the AMA, there are no component groups solely devoted to advocacy and education related to issues that are
specific to LGBTQ+ individuals. Given the limited opportunity of the AC to present issues of concern specific to
this group, the CLRPD believes it would be appropriate to afford LGBTQ+ physicians and medical students with an
opportunity for a focused voice. The proposed LGBTQ+ Section would be dedicated to advocacy on policy issues,
provide leadership development and educational opportunities for medical students and physicians, and monitor
trends and issues that affect physicians, medical students and patients who identify as LGBTQ+.

The LGBTQ+ Section would generate projects relevant to physicians and physicians in training who have an interest
in LGBTQ+ issues. Improving outreach and creating new opportunities for participation among physicians and
trainees may incentivize non-members of this demographic to become AMA members. The structure of the
proposed LGBTQ+ Section is conducive to sharing key concerns and identifying meaningful opportunities for
physicians, which supports the objectives of this group. In accordance with the AMA bylaws, sections are required
to have an elected GC from the voting members of the section and establish a business meeting that would be open
to its members. The AC presently has an established online forum, which could create an avenue for a voting body
to elect GC members.

LGBTQ+ physicians and medical students remain a substantial market segment for our AMA and this section would
represent over 1,000 AMA members. Since its inception, the AC has taken steps to align its structure with the
activities of the AMA. AC leadership has built a solid foundation for the group, which would benefit from a
delegate’s voice to address LGBTQ+ issues in the HOD. The AMA’s policymaking process could be strengthened
by ensuring that the perspectives of these physicians, medical students and patients are represented.

The CLRPD finds that the application meets all six criteria as defined in bylaws.

RECOMMENDATIONS

The Council on Long Range Planning and Development recommends that the following recommendations be
adopted and the remainder of the report be filed:

1. That our American Medical Association transition the Advisory Committee on Lesbian, Gay, Bisexual,
Transgender and Queer (LGBTQ+) Issues to the LGBTQ++ Section as a delineated section.

2. That our AMA develop bylaw language to recognize the LGBTQ+ Section.
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2. SCENARIOS ON COLLECTIVE ACTION AND PHYSICIAN UNIONS
Informational report; no reference committee hearing.
HOUSE ACTION: FILED
BACKGROUND

The AMA estimated in 1998 that between 14,000 and 20,000 physicians were union members. By 2014, that
number grew to 46,689 (5.7 percent) of 820,152 actively practicing physicians in the United States; in 2019, there
were 67,673 physician union members, 7.2 percent of the 938,156 physicians actively practicing in the United States
and an approximate 26 percent increase from 2014 in the percentage of physicians belonging to unions.' Over the
same time period (1998-2019), the percentage of all U.S. workers in unions fell from 13.9 percent to 10.3 percent;?
the proportion of physicians, residents and fellows in unions is increasing against the national trend of all workers.

Additionally, in April 2022, In Piedmont Health Services, Inc. and Piedmont Health Services Medical Providers
United, Case No. 10-RC-286648, Region 10 of the National Labor Relations Board (Region) issued a Decision and
Direction of Election (DDE) in which it held that physicians are not supervisors under the National Labor Relations
Act (NLRA) simply by virtue of their position in the health care institution and thus are eligible for union
representation.’

In its reasoning, the Region focused on the fact that the physician’s primary role is to provide health care to patients,
not participate in the administrative and personnel functions reserved for other lead medical providers (who were
excluded from the petitioned-for unit). The Region found that the physicians are not held responsible for the
performance of other employees and provide only sporadic supervision. The Region specifically disputed the fact
that some of the petitioned-for physicians were found to be the “supervising physician” of another credentialed
provider, as required by North Carolina’s professional licensing law. The Region based this finding on a prior
NLRB decision, which held that a governmental requirement that a health care provider be supervised by a
physician does not necessarily establish the physician as a supervisor under the NLRA. This DDE confirmed that
physicians will not automatically be considered supervisors under the NLRA and may seek union representation.
Piedmont’s physicians and providers subsequently voted in favor of union representation. Prior to this decision,
unionization among physicians had largely been confined to medical residents and public-sector physicians.*

Since that decision, frequent occurrences of unionizing among physicians, residents, and fellows have been
observed:

e Roughly 400 primary and urgent-care providers across more than 50 clinics operated by the Allina Health
System in Minnesota and Wisconsin voted to unionize in October 2023, appearing at the time to be the
largest group of unionized private-sector physicians in the United States. More than 150 nurse practitioners
and physician assistants at the clinics were also eligible to vote and became members of the union.’> Further
appeals by Allina were unsuccessful.®

e Physicians at six Legacy Health hospitals in Oregon and Washington voted to unionize; the vote was
certified by the National Labor Relations Board November 17, 2023. The hospitalists’ decision to unionize
had the stated goals of improving local health care and giving frontline physicians a voice in the decisions
that impact their patients’ care, communities’ health and hospital working conditions. Approximately 200
hospitalists employed by Legacy Health joined the approximately 700 Oregon Nurses Association nurses
and mental and behavioral health professionals already employed by the system, making it one of the
largest hospitalist union groups in the country.’

e In January 2024, residents and fellows at Northwestern University's McGaw Medical Center voted to
unionize, citing concerns with a lack of information around pay increases and benefits from the health
system. More than 1,300 residents and fellows were set to join the Committee of Interns and
Residents/Service Employees International Union after nearly 800 voted in favor of the move. The
Committee of Interns and Residents (CIR) is the largest housestaff union in the United States, representing
over 32,000 resident physicians and fellows as of March 2024.%°

© 2024 American Medical Association. All rights reserved.



303
2024 Annual Meeting Council on Long Range Planning - 7

The most recently available list of hospital residency programs that have joined CIR has been included as an
appendix. This list does not represent all unionized residency programs, and the number of unionized residency
programs has continued to grow.

Among the most significant drivers of increased unionization among physicians and physicians in training are
undoubtedly the dramatic decrease in physician practice ownership, the related increase in the number of employed
physicians, and the shift away from small practices. While current estimates on the number of employed physicians
vary, with one recent study finding 73.9 percent of physicians to be employed by hospitals, health systems, or
corporate entities,'® an AMA Policy Research Perspective published in July 2023 found that, in 2022, 49.7 percent
of physicians were employees, 44.0 percent were owners, and 6.4 percent were independent contractors. This
represented a significant contrast to 2012 when 53.2 percent of physicians were owners, to the early and mid-2000s,
when around approximately 61 percent of physicians were owners (Wassenaar and Thran 2003; Kane 2009), and the
early 1980s when the ownership share was around 76 percent (Kletke, Emmons, and Gillis 1996). Practice size
continued a redistribution of physicians from small practices to large ones. The percentage of physicians in practices
with 10 or fewer physicians fell from 61.4 percent in 2012 to 51.8 percent in 2022. In comparison, the percentage in
practices with 50 or more physicians grew from 12.2 percent to 18.3 percent.!!

Physician Practice Practice Size 2012-2022
Ownership 1983-2022 30.00%
61.40%
80.0% ~76.0% 60.00% 51.80%
40.00%
70.0% 0% ° 18.30%
20.00% 12.20%_
0,
60.0% T30%
0.00%
50.0% Practice Size 10 or Practice Size 50 or
Fewer More
40.0%
1983 2003 2012 2022 W2012 =2022

Source: Kane C. Recent Changes in Physician Practice Arrangements: Shifts Away from Private Practice and Towards

Larger Practice Size Continue Through 2022. American Medical Association.
The analysis also found that in 2012, 44.3 percent of physicians under the age of 45 were owners. By 2022, only
31.7 percent of physicians under the age of 45 were owners. This suggests that a smaller percentage of each
successive class of physicians has started their post-residency career in an ownership position. Furthermore, the
employment status of young physicians is different than that of older physicians. In 2022, 51.3 percent of physicians
aged 55 and over compared to 31.7 percent of physicians under age 45 were owners. This indicates that when
physicians retire, owners are not replaced in the workforce on a one-to-one basis; they are more likely to be replaced
by physicians who are employees. 2

The moves away from practice ownership and into employment, and away from small practices and into large ones,
seem likely to continue, if not accelerate, in the foreseeable future. As such, so too will the prevalence of physicians,
residents and fellows who may consider unionization.

SCENARIO DEVELOPMENT
As more physicians and physicians in training enter large systems, employment and unions, their needs from
professional organizations and trusted voices will change. For the AMA to continue most effectively in its role as

the largest advocate for physicians in the United States, it will be essential to adapt to the changing practice
environment and consider how to provide its constituents with timely and useful education and support.
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To that end, CLRPD conducted a scenario-building exercise to extrapolate on how changes in the macro
environment in which health care is delivered may impact the capabilities of physician collective bargaining. The
Council identified the following focal question for this exercise:

How can our AMA support the empowerment of physicians and physicians in training through collective
bargaining to provide the best possible care for patients?

Based on this question, the Council identified a list of driving forces and factors in the overall environment that
would influence the needs of physicians in different environmental scenarios. From this list, members were asked to
rank each driver based on two metrics: (1) how important each one was to the focal question and (2) how uncertain
the outcome of each driver was. The goal of this step was to identify both the most important and most uncertain
driving forces (“critical uncertainties”). The Council identified the following critical uncertainties:

e  Opverall strength of the U.S. economy

e Patient perception of quality of care

e Consequences/ethics of work stoppages
e  Working conditions

These driving forces were subsequently combined into two matrices, from which were created eight distinct scenario
spaces (S1-S8):

Economic Strength Consequences/Ethics of Work
Patient Strong Stoppages
Perception of Acceptable
Quality of Care
S2 . .
Negative Positive S5 S6 Working Conditions
3 S4 Negative Positive
S7 S8
Weak
Unacceptable

The Council considered what the implications of each scenario space would be for physicians and patient care, and,
subsequently, what role the AMA could play in supporting physicians in each scenario. The goals of this exercise
were multifaceted. It allowed the Council to consider an extremely complex issue through the lenses of specific
factors rather than generalities. It allowed the Council to consider how the capabilities and goals of collective
bargaining would be likely to change based on overarching factors affecting the United States and health care
environments. Finally, it allowed for dynamic consideration of how the needs of physicians and physicians in
training, as well as the role of the AMA would necessarily change based on the shifting environments in which
physicians will practice medicine.

In the following section, the Council contemplated the world of each scenario space including the connections
between the two driving forces; how the interplay between those forces would affect patients, physicians, and the
health care environment; what the needs of physicians might be to support the delivery of the best possible patient
care; and how the AMA might be best positioned to support those needs.

SCENARIO SPACES

Scenario 1 — Strong Economy & Negative Patient Perception of Quality of Care

In a scenario in which the economy is strong, but patients have a negative perception of quality of care, the Council
identified several challenges and opportunities. In terms of opportunities, the Council noted that in times of
economic prosperity, the position of unions, and the overall position from which physicians could collectively
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bargain would be enhanced. Most obviously, employers in such a scenario would have opportunities to make
payment concessions. This could be of particular benefit to residents and fellows, to whom payment and quality of
life relative to working hours is an ongoing concern. More directly related to the negative perception of quality of
care, physicians in such a scenario would likely be able to advocate and negotiate toward changes in health systems
and care delivery that would enhance patient satisfaction. For instance, physicians negotiations could work toward
allowing physicians to spend more time with individual patients, which can lead to increased patient satisfaction. '3
Furthermore, improvements in how a clinic is run, e.g., adequate staffing, setting and managing expectations,
facilitating streamlined and personalized communication between physicians, staff and patients might all be
negotiated for in a strong economic environment, which could have the twofold benefit of improving patient
satisfaction and improving working conditions in the future. CLRPD identified study, communication, and
messaging as primary roles of the AMA in such a scenario. It would be essential to understand the drivers of the
poor perception of quality of care and communicate those to physician groups as bases for negotiations.
Additionally, identifying and sharing practices that lead to improved patient satisfaction could help unions and other
physicians engaged in negotiations to self-assess and pinpoint potential points of action that have been proven to
improve the patient experience. On a high level, the AMA’s most valuable roles in such an environment would be to
help physicians understand the patient experience, identify solutions that have been shown to improve those
experiences, and communicate those solutions to aid in collective bargaining during a time when physicians would
be expected to be in a stronger position to make appreciable gains through negotiation.

Scenario 2 — Strong Economy & Positive Patient Perception of Quality of Care

The Council noted that when organizations hit weak economic times, physicians are often overseen and restricted in
greater ways. Health systems with strong finances, however, tend to allow physicians greater autonomy. Autonomy,
raises, and improved working conditions were identified as the primary objectives in Scenario 2. If a health system
is in a strong financial situation, and patients are satisfied with the quality of care they receive, physicians will be in
the strongest position possible to demonstrate their successes and leverage those successes into personal gains and
health system improvements that acknowledge and reward their expertise and achievements. In such a scenario,
physicians in negotiation would likely work to demonstrate the positive outcomes of their work and use those data
points to leverage their employers to make decisions that increase patient and physician satisfaction. The AMA-
RAND study, “Factors Affecting Physician Professional Satisfaction and Their Implications for Patient Care, Health
Systems, and Health Policy,” noted that drivers of physician satisfaction include providing high-quality care or
working at practices that facilitate the delivery of such care; income stability; payment arrangements that were
perceived as fair, transparent, and aligned with good patient care; and reducing the cumulative burden of rules and
regulations.'* The AMA’s work on physician satisfaction and practice sustainability could prove a major asset in
such a scenario by providing data points to both physicians and health systems to demonstrate how satisfied
physicians improve patient care and perception of care, the hidden costs of physician burnout, and the value of
system and working condition improvements. It was also noted that in recent times, physicians often see pay
reductions and pay increases are much more infrequent. In a scenario when measurables demonstrate high patient
satisfaction, and the overall economy is strong, physicians would be in a strong position to collectively bargain for
pay increases.

Scenario 3 — Weak Economy & Negative Perception of Patient Care

The converse of Scenario 2, this scenario imagined an environment in which the economy is weak, and patients have
a poor perception of the quality of care they receive. In such a scenario, it was noted that everyone would be
struggling, i.e., patients, physicians, and employers. This could be described as a “stop the bleeding” scenario in
which negotiations would focus on preventing the weakening of the position of physicians. Among the focal points
the Council identified as particularly significant in such a scenario were scope of practice and burnout. Health
systems in weak financial situations will look for opportunities to reduce costs, which may include increasing the
use of non-physician providers. It would be essential in such a scenario for physician unions and physician
negotiators to push back against scope creep through collective bargaining. In health systems where patient care was
already being delivered by mid-level providers, poorly perceived quality of care could act as an argument against
scope creep. Conversely, health systems in which patient care was predominantly being delivered by physicians may
attempt to leverage patient dissatisfaction to push for increased utilization of mid-level providers. Physicians would
need data demonstrating the true effects of scope creep as it relates to both cost and quality. Other tendencies in such
an environment would likely be to push physicians, residents and fellows into working longer hours, shorter and
higher quantities of patient visits, and cost cutting measures, all factors likely to lead to even further reduced quality
of care, poorer quality of life and worse educational environments for physicians in training, and increased burnout.
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The AMA’s work on burnout could be of value in this environment, providing support to struggling physicians and
demonstrating to employers the mechanisms to and the value of reducing burnout.

Scenario 4 — Weak Economy & Positive Patient Perception of Quality of Care

The Council noted that in this scenario, most of the issues related to a poor economy would still be relevant, as
employers in a weak economy would still likely attempt to cut costs and get more for less. In theory, physicians in
this scenario should be better positioned to negotiate against cost-cutting measures such as scope creep, as high
patient perception of quality of care should be a focus of collective bargaining and a strong argument against such
measures. However, several complicating scenarios were noted, including the possibility that in such an
environment, employers may be more willing to take risks in care delivery, viewing the positive patient perception
of quality as a backstop against possible declines. Additionally, the Council noted the distinction between patient
perception of quality and quality care itself, and that some patients receiving direct care from mid-level providers
may have a higher perception of the quality of care they receive (for instance, if mid-level providers spend more
time with their patients than physicians can). It was also noted that by replacing one physician with two mid-level
providers, health systems could charge more, thereby increasing revenue at the expense of both physicians and
quality of care. Still, in an environment in which patient perception of quality is positive, the AMA could examine
the causes of that positive perception, identify best practices to reduce costs while preserving quality of care, and
communicate those best practices to health systems and physicians.

Scenario 5 — Negative Working Conditions & An Acceptable View of Work Stoppages

A complicating scenario related to physician unionization is the idea of work stoppages and the potential impacts of
work stoppages on the health of patients. Section 1.2.10 in the Code of Medical Ethics states that physicians who
participate in advocacy should “[a]void using disruptive means to press for reform. Strikes and other collection
actions may reduce access to care, eliminate or delay needed care, and interfere with continuity of care and should
not be used as a bargaining tactic. In rare circumstances, briefly limiting personal availability may be appropriate as
a means of calling attention to the need for changes in patient care.”!> As unionization becomes more prevalent
among physicians, unions will explore all possible tactics to increase leverage during collective bargaining. In
January 2024, thousands of junior physicians in the United Kingdom (UK) engaged in a six-day strike over low
wages leading to the postponement of more than 110,000 appointments.'® Senior doctors and other medical
professionals were available to cover emergency services, critical care, and maternity services. This represented the
longest strike in the history of the UK’s National Health Service (NHS).!” The NHS national medical director said it
would take hospitals “weeks and months” to recover from the stoppage.'® Despite the obvious impacts physician
work stoppages have on health care delivery, it is impossible to ignore the possibility that they may become a reality
in the United States in an environment with a more highly unionized physician workforce. There are obvious
parallels to be drawn between junior physicians in the United Kingdom and residents and fellows in the United
States, who earn significantly less than their more senior colleagues, while working potentially more hours per
week.

Scenario 5 imagines a situation in which physician working conditions are poor and the consequences of work
stoppages are viewed as an acceptable tactic in collective bargaining. While what is “acceptable” will always vary
between groups, individuals, organizations, etc., this scenario is one where the opportunity for work stoppage or the
threat of work stoppage and other forms of collective action is most realistic. The Council noted that in such a
scenario, it would be essential for the AMA to provide a backstop of support demonstrating the moral and ethical
duty of physicians to act in the best interest of patient care and communicate that work stoppages are not and should
not be about money, but about physicians doing what they can to fulfill their duty to their oath and to their patients.
Members also noted that work stoppages can take a variety of forms, such as—like in the case of the NHS strike—
predetermined and preannounced periods of unavailability by physicians in an effort to highlight system
inadequacies (rather than, for instance, a strike of indeterminable duration) and that this types of collective action
could more easily be viewed as action toward improving patient care and not harming it. On a high level, this
scenario made apparent the likelihood of a future in which physician work stoppages of some form, and the
downstream consequences of those stoppages, would become a reality, and the AMA’s most effective means of
supporting physicians in such an environment will need to be considered, particularly as it relates to potential
conflict with AMA policy and the Code of Medical Ethics. In response to policy adopted at the 2023 Annual
Meeting of the House of Delegates (H-405.946, “Supporting Efforts to Strengthen Medical Staffs Through
Collective Actions and/or Unionization) the Council on Ethical and Judicial Affairs (CEJA) is developing a report
for the 2024 Interim Meeting “to review the advisory restricting collective action in section 1.2.10 of its Code of
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Medical Ethics to allow for more flexibility on the part of physicians who have exhausted other non-disruptive
methods for reform.” Current AMA policy on unions and collective bargaining has been appended to this memo.

Scenario 6 — Positive Working Conditions & An Acceptable View of Work Stoppages

The Council viewed Scenario 6 as an ideal time for the AMA to engage in organizing, preparation and analysis.
While work stoppages in such a scenario would be less likely to be necessary, laying the groundwork to preserve
desirable working conditions and keeping them heading in the right direction can occur during this time, as well as
can the preparation for a future in which work stoppages may become a necessary/useful tool. Such a scenario
would present the AMA with an opportunity to analyze progress that has been made and by what mechanisms and
communicate those successes to other physician groups attempting to improve their own conditions. This scenario
could also present an opportunity to analyze the overall status of unionization and collective bargaining and
successful organizational structures and negotiation tactics with the hope of working toward scenarios where
improvements continue without the need for work stoppages or the threats of work stoppages. As one member put it,
this scenario is “time to get to work.”

Scenario 7 — Negative Working Conditions & An Unacceptable View of Work Stoppages

In Scenario 7 it becomes essential to identify solutions and collective bargaining strategies to push toward improved
conditions without the threat of work stoppage. If the public and/or physicians themselves determine that any level
of disruption to care delivery cannot occur, unions will necessarily find themselves in a weakened position for
negotiation. The AMA could aid physicians in such a scenario by identifying, or proliferating already identified,
successes that have occurred without the need for work stoppages. The Council also noted that in a scenario in
which working conditions are deteriorating, but work stoppages are not an option, physicians may simply choose to
quit, leading to a worsening physician shortage and poorer access to quality care. The Council noted that this
scenario space is not unlike what physicians encountered during the worst of the COVID-19 pandemic, during
which working conditions were as bad as they could have been, but no physician group would have been willing to
threaten a strike even if they were already in a union or looking to join one. That situation led to early retirements
and physicians considering alternative career paths, along with rises in physician mental health issues and suicides.
Non-compete clauses also present a significant challenge in such an environment, as physicians dealing with
declining working conditions who have signed such clauses cannot simply change systems but must either relocate
or remain and suffer. Providing support and resources to physicians in challenging situations represents another area
where the AMA could make a significant impact.

Scenario 8 — Positive Working Conditions & An Unacceptable View of Work Stoppages

Not unlike Scenario 6, unions in Scenario 8 would likely be focused on attempting to “lock in” the progress being
made. Such a scenario may present opportunities to establish metrics to better quantify improvements in working
conditions. The Council observed that more opportunities may exist for medical associations including the AMA to
engage in benchmarking and best practice research and sharing. In this scenario, techniques other than the threat of
work stoppages have clearly been effective, evidenced by improving working conditions. However, it was noted that
it is unlikely that conditions would be improving among all physicians and across all employers, so this would be a
time to work through unions and organizations to identify and implement best practices as widely as possible and to
include experienced physicians, residents, and fellows. It was also noted that both the overall quality of working
conditions, as well as the trend in working conditions (i.e., improving or declining) are relevant; good working
conditions can decline just as poor working conditions can improve, making the establishment of benchmarks even
more useful in allowing physicians and systems to assess the overall state of conditions as well as making changes
easier to assess.

DISCUSSION

As part of its deliberations, the Council considered not only how the needs of physicians and physicians in training
will change in an increasingly employed and unionized workforce, but how those changes in workforce trends
would impact the AMA, its membership and its mission, i.e., what does unionization mean for the AMA and other
medical associations? The goals and capabilities of these organizations remain consistent—regardless of how
physicians work and organize—and include advocating for physicians and trainees, communicating on their behalf,
convening groups to facilitate collaboration, providing timely educational resources, and identifying and sharing
best practices to help physicians achieve their practice and career goals. Organized medicine provides value to all
physicians, whether or not they join a specific association or a union. As has been observed with the move away
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from private practice and towards employment, the challenges physicians and trainees face as practice models
evolve do not become apparent immediately, but often do so suddenly and urgently; organizations working on their
behalf must remain nimble and responsive to their evolving needs to provide effective support and membership
value. On the rapidly developing issue of physician collective bargaining and unionization, it will be essential to
monitor changes in the space, maintain awareness of difficulties and successes as they occur, and identify the most
effective roles of the AMA in the context of the changing workforce and macro environment.

The Council believes that an open forum at an upcoming HOD meeting through which physicians, residents and
fellows who have encountered unionization directly could share their experiences would be extremely useful in
expanding the Association’s understanding of the impacts such efforts have on grassroots members and facilitate
discussion and idea sharing among those currently involved in these initiatives. It will also be essential for
stakeholders throughout AMA membership and staff who are either involved in or likely to be impacted by the
growing trend of unionization to find opportunities for collaboration to maximize understanding and impact.

This analysis assumes a future in which a greater proportion of physicians and physicians in training choose
employed practice models and join unions. While the exercise focused on specific factors in the overall environment
to assess how the needs of physicians and physicians in training would be impacted, and how the AMA could aid
negotiating physicians in such environments, the needs and wishes of physicians are relatively consistent regardless
of work setting and include providing high-quality care; working environments that facilitate high-quality care;
stable, fair, and transparent pay arrangements; and reduced regulatory burdens. However, the mechanisms available
to work toward these goals will change along with environmental factors and changing models of care delivery and
organizational structures. The Council will continue to monitor this evolving area.
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Appendix 1 — Committee of Interns and Residents Unionized Hospitals

|CALIFORNIA ”

|Alameda Health System / Highland Hospital ||Oakland ||CA |
|Ca1ifornia Hospital Medical Center ||Los Angeles ||CA |
|Harbor-UCLA Medical Center ||Torrance ||CA |
|Kern Medical Center ||Bakersﬁeld ||CA |
|LAC+USC Medical Center ||Los Angeles ||CA |
|Santa Clara Valley Medical Center ||San Jose ||CA |
|St. Mary Medical Center — Long Beach ||Long Beach ||CA |
|St. Mary’s Medical Center — San Francisco ||San Francisco ||CA |
|Sutter Santa Rosa Regional Hospital ||Santa Rosa ||CA |
|UC-IrVine Medical Center ||Orange ||CA |
|UCSF Medical Center ||San Francisco ||CA |
[UCSF Benioff Children’s Hospital ||0akland lca ]
|Valley Consortium for Medical Education ||M0dest0 ||CA |
|Zuckerburg San Francisco General (formerly SFGH) ||San Francisco ||CA |
[FLORIDA |

|Jackson Memorial Hospital ||Miami ||FL ”
|Illin0is ”

|University of Illinois-Chicago ||Chicago ||IL ”
|MASSACHUSETTS ”

|Boston Medical Center ||Boston ||MA |
|Cambridge Health Alliance ”Cambridge ”MA |
[NEW JERSEY |

|Bergen Regional Medical Center ||Paramus ||NJ |
[Christ Hospital |Versey City INJ |
|Hoboken University Medical Center ||Hoboken ||NJ |
|Jersey City Medical Center ||Jersey City ||NJ |
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|Rowan University SOM (Kennedy/Lourdes) ||Stratford ||NJ |
|Rutgers University — NJMS ||Newark ||NJ |
|Rutgers University - RWIMS ||New Brunswick ||NJ |
|St. Michael’s Medical Center ||Newark ||NJ |
[INEW MEXICO |

|University of New Mexico ||Albuquerque ||NM ||
INEW YORK ”

|Bellevue Hospital Center ||New York ”NY |
|Bronx Lebanon Hospital Center ”Bronx ”NY |
|Brookdale Medical Center ||Brooklyn ||NY |
|Brook1yn Hospital Center ”Brooklyn ”NY |
|Coney Island Hospital ||Brooklyn ||NY |
|E1mhurst Hospital Center ||Queens ||NY |
|F1ushing Hospital Medical Center ||Queens ||NY |
|Harlem Hospital Center ||Manhattan ||NY |
|Instimte for Family Health ”Manhattan ”NY |
|Interfaith Medical Center ||Brooklyn ||NY |
|Jacobi Medical Center ||Bronx ||NY |
|Jamaica Hospital Medical Center ||Queens ||NY |
|Kings County Hospital Center ”Brooklyn ”NY |
|Kingsbrook Jewish Medical Center ||Brooklyn ||NY |
|Lincoln Medical & Mental Health Center ||Bronx ||NY |
|Maimonides Medical Center ”Brooklyn ”NY |
|Metropolitan Hospital Center ||Manhattan ||NY |
|Monteﬁore Medical Center North ”Bronx ”NY |
|New York Methodist Hospital ||Brooklyn ||NY |
|St. Barnabas Hospital ”Bronx ”NY |
|St. John’s Episcopal Hospital ||Queens ||NY |
|St. Luke’s-Roosevelt Hospital ||Manhattan ||NY |
|Westchester County Health Care ||Valha11a ||NY |
|Woodhull Hospital Center ||Brooklyn ||NY |
|Wyckoff Heights Medical Center ”Brooklyn ”NY |
|Verm0nt ”

|University of Vermont ||Burlington ||VT ”
IWASHINGTON, DC ”

|Chi1dren’s National Medical Center ||Washington ||DC |
|H0ward University Hospital ”Washington ”DC |
|St. Elizabeths Hospital ||Washington ||DC |

Appendix 2 — AMA Policies Related to Unionization and Collective Bargaining

Code of Medical Ethics Opinion 1.2.10 Political Action by Physicians
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Like all Americans, physicians enjoy the right to advocate for change in law and policy, in the public arena, and
within their institutions. Indeed, physicians have an ethical responsibility to seek change when they believe the
requirements of law or policy are contrary to the best interests of patients. However, they have a responsibility to do
so in ways that are not disruptive to patient care.

Physicians who participate in advocacy activities should:
(a) Ensure that the health of patients is not jeopardized and that patient care is not compromised.

(b) Avoid using disruptive means to press for reform. Strikes and other collection actions may reduce access to care,
eliminate or delay needed care, and interfere with continuity of care and should not be used as a bargaining tactic. In
rare circumstances, briefly limiting personal availability may be appropriate as a means of calling attention to the
need for changes in patient care. Physicians should be aware that some actions may put them or their organizations
at risk of violating antitrust laws or laws pertaining to medical licensure or malpractice.

(c) Avoid forming workplace alliances, such as unions, with workers who do not share physicians’ primary and
overriding commitment to patients.

(d) Refrain from using undue influence or pressure colleagues to participate in advocacy activities and should not
punish colleagues, overtly or covertly, for deciding not to participate.

Investigation into Residents, Fellows and Physician Unions D-383.977

Our AMA will study the risks and benefits of collective bargaining for physicians and physicians-in-training in
today’s health care environment.

Implementation

Our AMA continues to study the risks and benefits of collective bargaining for physicians and physicians-in-training
and works closely with state and national medical specialty societies interested in the issues raised in this
Resolution.

Our AMA developed an advocacy issue brief that studies the risks and benefits of collective bargaining for
physicians and physicians-in-training and shared this document with all state and national medical specialty
societies. Our AMA will continue to work closely with state and national medical specialty societies interested in
the issues raised in this Resolution.

Employee Associations and Collective Bargaining for Physicians D-383.981
Our AMA will study and report back on physician unionization in the United States.
Collective Bargaining: Antitrust Inmunity D-383.983

Our AMA will: (1) continue to pursue an antitrust advocacy strategy, in collaboration with the medical specialty
stakeholders in the Antitrust Steering Committee, to urge the Department of Justice and Federal Trade Commission
to amend the "Statements of Antitrust Enforcement Policy in Health Care" (or tacitly approve expansion of the
Statements) and adopt new policy statements regarding market concentration that are consistent with AMA policy;
and (2) execute a federal legislative strategy.

Collective Bargaining and the Definition of Supervisors D-383.988

Our AMA will support legislative efforts by other organizations and entities that would overturn the Supreme
Court's ruling in National Labor Relations Board v. Kentucky River Community Care, Inc., et al.

Update

2022: In Piedmont Health Services, Inc. and Piedmont Health Services Medical Providers United, Case No. 10-RC-
286648, Region 10 of the National Labor Relations Board (Region) issued a Decision and Direction of Election
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(DDE) in which it held that physicians are not supervisors under the National Labor Relations Act (the Act) simply
by virtue of their position in the healthcare institution.

This DDE is notable, as it confirms that physicians will not automatically be considered supervisors under the Act
and may seek union representation. Indeed, Piedmont’s physicians and providers ultimately voted in favor of union
representation. Healthcare employers should consider reviewing their physicians’ job descriptions and job duties to
determine whether they potentially can be considered supervisors under the Act.

Antitrust Relief as a Priority of the AMA H-380.987

Our AMA will continue its aggressive efforts to achieve appropriate negotiations rights and opportunities and
necessary antitrust relief for physicians, by whatever means. Achieving this important goal will remain a top priority
for the Association.

Physicians' Ability to Negotiate and Undergo Practice Consolidation H-383.988

Our AMA will: (1) pursue the elimination of or physician exemption from anti-trust provisions that serve as a
barrier to negotiating adequate physician payment; (2) work to establish tools to enable physicians to consolidate in
a manner to insure a viable governance structure and equitable distribution of equity, as well as pursuing the
elimination of anti-trust provisions that inhibited collective bargaining; and (3) find and improve business models
for physicians to improve their ability to maintain a viable economic environment to support community access to
high quality comprehensive healthcare.

Antitrust Relief for Physicians Through Federal Legislation H-383.990
Our AMA:

(1) encourages state medical associations and national medical specialty societies to support federal antitrust reform
bills, such as H.R. 1409, as originally introduced in the 112th Congress, and consider sending in letters of support
for such antitrust reform legislation to their respective Congressional delegations and select Congressional leaders;

(2) supports the intent of antitrust reform bills, such as H.R. 1409, as originally introduced in the 112th Congress,
that put access to quality patient medical care and patient rights ahead of health insurer profits;

(3) continues to advocate for the principles that support that any health care professional, including a physician or a
physician group, which is engaged in negotiations with a health plan regarding the terms of any contract under
which the professional provides health care items or services for which benefits are provided shall, in connections
with such negotiations, be exempt from federal antitrust laws;

(4) continues to advocate for the concepts and limitations incorporated in H.R. 1409, as originally introduced in the
112th Congress, including: no new rights for collective cessation of service to patients, no amendments to the
National Labor Relations Act; and no application of H.R. 1409, as originally introduced in the 112th Congress, to
the Medicare program under Title XVIII, the Medicaid program under Title IX, the SCHIP program under Title XXI
of the Social Security Act; or programs related to medical services for members of the uniformed service, veterans,
federal employees health benefit program or Indian Health Services;

(5) will send a letter of support to Congress of the principles contained in H.R. 1409 as originally introduced in the
112th Congress; and

(6) will work with members of Congress to promote antitrust reform in light of Accountable Care Organization
(ACO) development.

Antitrust Relief H-383.992

Our AMA will: (1) redouble efforts to make physician antitrust relief a top legislative priority, providing the
necessary foundation for fair contract negotiations designed to preserve clinical autonomy and patient interest and to
redirect medical decision making to patients and physicians; and (2) affirm its commitment to undertake all
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appropriate efforts to seek legislative and regulatory reform of state and federal law, including federal antitrust law,
to enable physicians to negotiate effectively with health insurers.

Resident Physicians, Unions and Organized Labor H-383.998

Our AMA strongly advocates for the separation of academic issues from terms of employment in determining
negotiable items for labor organizations representing resident physicians and that those organizations should adhere
to the AMA's Principles of Medical Ethics which prohibits such organizations or any of its members from engaging
in any strike by the withholding of essential medical services from patients.

Collective Bargaining for Physicians H-385.946

The AMA will seek means to remove restrictions for physicians to form collective bargaining units in order to
negotiate reasonable payments for medical services and to compete in the current managed care environment; and
will include the drafting of appropriate legislation.

Physician Collective Bargaining H-385.976
Our AMA's present view on the issue of physician collective negotiation is as follows:

(1) There is more that physicians can do within existing antitrust laws to enhance their collective bargaining ability,
and medical associations can play an active role in that bargaining. Education and instruction of physicians is a
critical need. The AMA supports taking a leadership role in this process through an expanded program of assistance
to independent and employed physicians.

(2) Our AMA supports continued intervention in the courts and meetings with the Justice Department and FTC to
enhance their understanding of the unique nature of medical practice and to seek interpretations of the antitrust laws
which reflect that unique nature.

(3) Our AMA supports continued advocacy for changes in the application of federal labor laws to expand the
number of physicians who can bargain collectively.

(4) Our AMA vigorously opposes any legislation that would further restrict the freedom of physicians to
independently contract with Medicare patients.

(5) Our AMA supports obtaining for the profession the ability to fully negotiate with the government about
important issues involving reimbursement and patient care.

Supporting Efforts to Strengthen Medical Staffs Through Collective Actions and/or Unionization H-405.946

1. Our American Medical Association will: (1) reevaluate the various efforts to achieve collective actions and/or
unionization for physicians nationally; and (2) request CEJA to review the advisory restricting collective action in
section 1.2.10 of its Code of Medical Ethics to allow for more flexibility on the part of physicians who have
exhausted other non-disruptive methods for reform.
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