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MEMORANDUM FROM THE SPEAKER OF 
THE HOUSE OF DELEGATES 

 
 
 
• All Delegates, Alternate Delegates and others receiving this material are 

reminded that it refers only to items to be considered by the House. 
 
 
• No action has been taken on anything herein contained, and it is 

informational only. 
 
 
• Only those items that have been acted on finally by the House can be 

considered official. 
 
 
• REMINDER: Only the Resolve portions of the resolutions are considered 

by the House of Delegates. The Whereas portions or preambles are 
informational and explanatory only. 



 

 

 
 
UNDERSTANDING THE RECORDING OF AMERICAN MEDICAL ASSOCIATION POLICY 
 
Current American Medical Association (AMA) policy is catalogued in PolicyFinder, an electronic database 
that is updated after each AMA House of Delegates (HOD) meeting and available online. Each policy is 
assigned to a topical or subject category. Those category headings are alphabetical, starting with “abortion” 
and running to “women”; the former topic was assigned the number 5, and “women” was assigned 525. 
Within a category, policies are assigned a 3 digit number, descending from 999, meaning that older policies 
will generally have higher numbers within a category (eg, 35.999 was initially adopted before 35.984). A 
policy number is not affected when it is modified, however, so a higher number may have been altered more 
recently than a lower number. Numbers are deleted and not reused when policies are rescinded. 
 
AMA policy is further categorized into one of four types, indicated by a prefix: 
 
 “H” – for statements that one would consider positional or philosophical on an issue 
 “D” – for statements that direct some specific activity or action. There can be considerable overlap 

between H and D statements, with the assignment made on the basis of the core nature of the statement. 
 “G” – for statements related to AMA governance 
 “E” – for ethical opinions, which are the recommendations put forward in reports prepared by the 

Council on Ethical and Judicial Affairs and adopted by the AMA-HOD 
 
AMA policy can be accessed at ama-assn.org/go/policyfinder.  
 
The actions of the AMA-HOD in developing policy are recorded in the Proceedings, which are available 
online as well. Annotations at the end of each policy statement trace its development, from initial adoption 
through any changes. If based on a report, the annotation includes the following abbreviations: 

BOT – Board of Trustees CME – Council on Medical Education 
CCB – Council on Constitution and Bylaws CMS – Council on Medical Service 
CEJA – Council on Ethical and Judicial Affairs CSAPH – Council on Science and Public Health 
CLRPD – Council on Long Range Planning and Development 

If a resolution was involved, “Res” is indicated. The number of the report or resolution and meeting (A for 
Annual; I for Interim) and year (two digits) are also included (eg, BOT Rep. 1, A-14 or Res. 319, I-12). 
 
AMA policy is recorded in the following categories, and any particular policy is recorded in only a single 
category. 
 
5.000 Abortion 10.000 Accident Prevention/Unintentional Injuries 
15.000 Accident Prevention: Motor Vehicles 20.000 Acquired Immunodeficiency Syndrome 
25.000 Aging 30.000 Alcohol and Alcoholism 
35.000 Allied Health Professions 40.000 Armed Forces 
45.000 Aviation Medicine 50.000 Blood 
55.000 Cancer 60.000 Children and Youth 
65.000 Civil and Human Rights 70.000 Coding and Nomenclature 
75.000 Contraception 80.000 Crime 
85.000 Death and Vital Records 90.000 Disabled 
95.000 Drug Abuse 100.000 Drugs 
105.000 Drugs: Advertising 110.000 Drugs: Cost 
115.000 Drugs: Labeling and Packaging 120.000 Drugs: Prescribing and Dispensing 
125.000 Drugs: Substitution 130.000 Emergency Medical Services 
135.000 Environmental Health 140.000 Ethics 
145.000 Firearms: Safety and Regulation 150.000 Foods and Nutrition 
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155.000 Health Care Costs 160.000 Health Care Delivery 
165.000 Health Care/System Reform 170.000 Health Education 
175.000 Health Fraud 180.000 Health Insurance 
185.000 Health Insurance: Benefits and Coverage 190.000 Health Insurance: Claim Forms and Claims 

Processing 
195.000 Health Maintenance Organizations 200.000 Health Workforce 
205.000 Health Planning 210.000 Home Health Services 
215.000 Hospitals 220.000 Hospitals: Accreditation Standards 
225.000 Hospitals: Medical Staff 230.000 Hospitals: Medical Staff - Credentialing and 

Privileges 
235.000 Hospitals: Medical Staff - Organization 240.000 Hospitals: Reimbursement 
245.000 Infant Health 250.000 International Health 
255.000 International Medical Graduates 260.000 Laboratories 
265.000 Legal Medicine 270.000 Legislation and Regulation 
275.000 Licensure and Discipline 280.000 Long-Term Care 
285.000 Managed Care 290.000 Medicaid and State Children's Health Insurance 

Programs 
295.000 Medical Education 300.000 Medical Education: Continuing 
305.000 Medical Education: Financing and Support 310.000 Medical Education: Graduate 
315.000 Medical Records and Patient Privacy 320.000 Medical Review 
330.000 Medicare 335.000 Medicare: Carrier Review 
340.000 Medicare: PRO 345.000 Mental Health 
350.000 Minorities 355.000 National Practitioner Data Bank 
360.000 Nurses and Nursing 365.000 Occupational Health 
370.000 Organ Donation and Transplantation 373.000 Patients 
375.000 Peer Review 380.000 Physician Fees 
383.000 Physician Negotiation 385.000 Physician Payment 
390.000 Physician Payment: Medicare 400.000 Physician Payment: Medicare - RBRVS 
405.000 Physicians 406.000 Physician-Specific Health Care Data 
410.000 Practice Parameters 415.000 Preferred Provider Arrangements 
420.000 Pregnancy and Childbirth 425.000 Preventive Medicine 
430.000 Prisons 435.000 Professional Liability 
440.000 Public Health 445.000 Public Relations 
450.000 Quality of Care 455.000 Radiation and Radiology 
460.000 Research 465.000 Rural Health 
470.000 Sports and Physical Fitness 475.000 Surgery 
478.000 Technology - Computer 480.000 Technology - Medical 
485.000 Television 490.000 Tobacco Use, Prevention and Cessation 
495.000 Tobacco Products 500.000 Tobacco: AMA Corporate Policies and Activities 
505.000 Tobacco: Federal and International Policies 510.000 Veterans Medical Care 
515.000 Violence and Abuse 520.000 War 
525.000 Women 600.000 Governance: AMA House of Delegates 
605.000 Governance: AMA Board of Trustees and Officers 610.000 Governance: Nominations, Elections, and 

Appointments 
615.000 Governance: AMA Councils, Sections, and 

Committees 
620.000 Governance: Federation of Medicine 

625.000 Governance: Strategic Planning 630.000 Governance: AMA Administration and Programs 
635.000 Governance: Membership 640.000 Governance: Advocacy and Political Action 

 



LIST OF MATERIALS INCLUDED IN THIS HANDBOOK (A-24) 

Resolutions and reports have been collated by referral according to reference committee assignment. In 
the listing below, referral is indicated by letter in parenthesis following the title of the report. Resolutions 
have been numbered according to referrals (i.e., those referred to the Reference Committee on 
Amendments to Constitution and Bylaws begin with 001, Reference Committee B begins with 201, etc.). 

The informational reports contain no recommendations and will be filed on Saturday, June 8, unless a 
request is received for referral and consideration by a Reference Committee (similar to the use of a 
consent calendar). 

1. Memorandum from the Speaker

2. Understanding the Recording of American Medical Association Policy

3. Declaration of Professional Responsibility - Medicine's Social Contract with Humanity

4. Delegate / Alternate Delegate Job Description, Roles, and Responsibilities

5. Seating Allocation and Seating Chart for the House of Delegates

6. Hotel Maps

7. Official Call to the Officers and Members of the AMA
Officials of the Association and AMA Councils  
Ex Officio Members of the HOD 
SSS Representatives 
Listing of Delegates and Alternate Delegates 

8. Reference Committee Schedule and Room Assignments

9. Note on Order of Business

10. Summary of Fiscal Notes

11. List of Resolutions by Sponsor

FOLLOWING COLLATED BY REFFERRAL 

12. Report(s) of the Board of Trustees - Willie Underwood, III, MD, MSc, MPH, Chair
01 Annual Report F 
02 New Specialty Organizations Representation in the House of Delegates Amendments to C&B 
03 2023 Grants and Donations Info. Report 
04 AMA 2025 Dues F 
05 Update on Corporate Relationships Info. Report 
06 Redefining AMA’s Position on ACA and Health Care Reform Info. Report 
07 AMA Performance, Activities, and Status in 2023 Info. Report 



08 Annual Update on Activities and Progress in Tobacco Control: March 2023 
through February 2024 

Info. Report 

09 Council on Legislation Sunset Review of 2014 House P B 
10 American Medical Association Health Equity Annual Report Info. Report 
11 Safe and Effective Overdose Reversal Medications in Educational Settings B 
12 AMA Efforts on Medicare Payment Reform Info. Report 
13 Prohibiting Covenants Not-to-Compete  B 
14 Physician Assistant and Nurse Practitioner Movement Between Specialties B 
15 Augmented Intelligence Development, Deployment, and Use in Health Care B 
16 Support for Mental Health Courts B 
17 Drug Policy Reform B 
18 Supporting Harm Reduction B 
19 Attorneys’ Retention of Confidential Medical Records and Controlled 

Medical Expert’s Tax Returns After Case Adjudication  
B 

20 Criminalization of Providing Medical Care Info. Report 
21 American Medical Association Meeting Venues and Accessibility F 
22 AMA Public Health Strategy: Update Info. Report 
23 United States Professional Association for Transgender Health Observer 

Status in the House of Delegates 
F 

24 Report on the Preservation of Independent Medical Practice Info. Report 
25 Environmental Sustainability of AMA National Meetings. Supporting 

Carbon Offset Programs for Travel for AMA Conferences  
F 

26 Equity and Justice Initiatives for International Medical Graduates  F 
27 AMA Reimbursement of Necessary HOD Business Meeting Expenses for 

Delegates and Alternates  
Info. Report 

28 Encouraging Collaboration Between Physicians and Industry in AI 
Development 

F 

29 Transparency and Accountability of Hospitals and Hospital Systems  G 
30 Proper Use of Overseas Virtual Assistants in Medical Practice G 
31 The Morrill Act and Its Impact on the Diversity of the Physician Workforce C 
32 Independent Medical Evaluation Info. Report 
33 Employed Physicians  F 
34 Demographic Report of the House of Delegates and AMA Membership Info. Report 

 
13. Report(s) of the Council on Constitution and Bylaws- Mark Bair, MD, Chair 

01 AMA Bylaws—Nomination of Officers and Council Members Amendments to C&B 
02 AMA Bylaws—Run-Off and Tie Ballots  Amendments to C&B 
03 AMA Bylaws—Removal of Officers, Council Members, Committee 

Members and Section Governing Council Members (D-610.997) 
Amendments to C&B 

04 AMA Bylaw Amendments Pursuant to AIPSC (2nd ed.) Amendments to C&B 

 
14. Report(s) of the Council on Constitution and Bylaws and the Council on Long Range Planning 

and Development - Mark Bair, MD, Chair and Gary Thal, MD, Chair 
01 Joint Council Sunset Review of 2014 House Policies F 

 
15. Report(s) of the Council on Ethical and Judicial Affairs - David A. Fleming, MD, Chair 

01 Short-Term Global Health Clinical Encounters  Amendments to C&B 
02 Research Handling of De-Identified Patient Data (D-315.969) Amendments to C&B 



03 Establishing Ethical Principles for Physicians Involved in Private Equity 
Owned Practices  

Amendments to C&B 

04 Physicians’ Use of Social Media for Product Promotion and Compensation  Amendments to C&B 
05 CEJA’s Sunset Review of 2014 House Policies Amendments to C&B 
06 Judicial Function of the Council on Ethical and Judicial Affairs – Annual 

Report 
Info. Report 

 
16. Report(s) of the Council on Long Range Planning and Development - Gary Thal, MD, Chair 

01 Establishment of a LGBTQ+ Section F 
02 Scenarios on Collective Action and Physician Unions Info. Report 

 
17. Report(s) of the Council on Medical Education - Cynthia Jumper, MD, MPH, Chair 

01 Council on Medical Education Sunset Review of 2014 House of Delegates’ 
Policies 

C 

02 The Current Match Process and Alternatives  C 
 
17. Report(s) of the Council on Medical Service - Sheila Rege, MD, Chair 

01 Council on Medical Service Sunset Review of 2014 House Policies G 
02 Improving Affordability of Employment-Based Health Coverage A 
03 Review of Payment Options for Traditional Healing Services  A 
04 Health System Consolidation Info. Report 
05 Patient Medical Debt G 
06 Economics of Prescription Medication Prior Authorization G 
07 Ensuring Privacy in Retail Health Care Settings A 
08 Sustainable Payment for Community Practices A 

 
18. Report(s) of the Council on Science and Public Health - David J. Welsh, MD, MBA, Chair 

01 Council on Science and Public Health Sunset Review of 2014 House 
Policies 

E 

02 Comparative Effectiveness Research E 
03 Support Removal of BMI as a Standard Measure in Medicine and 

Recognizing Culturally-Diverse and Varied Presentations of Eating 
Disorders 

D 

04 Sex and Gender Differences in Medical Research E 
05 Biosimilar/Interchangeable Terminology E 
06 Greenhouse Gas Emissions from Metered Dose Inhalers and Anesthetic 

Gases 
D 

07 Androgen Deprivation in Incarceration E 
08 Decreasing Regulatory Barriers to Appropriate Testosterone Prescribing E 
09 Prescribing Guided Physical Activity for Depression and Anxiety D 
10 Teens and Social Media D 
11 Stand Your Ground Laws D 
12 Universal Screening for Substance Use and Substance Use Disorders during 

Pregnancy 
E 

13 Decreasing Youth Access to E-Cigarettes D 
 
19. Report of the House of Delegates Committee on the Compensation of the Officers - Claudette 

Dalton, MD, Chair 
01 Compensation Committee Report F 

 



20. Report(s) of the Speakers - Lisa Bohman Egbert, MD, Speaker; John H. Armstrong, MD, Vice 
Speaker 
01 Report of the Resolution Modernization Task Force Update  F 
02 Report of the Election Task Force 2 Info. Report 
03 Updated Parliamentary Authority  Info. Report 

 
21. Joint Report(s) 

CCB/CLRPD 
01 Joint Council Sunset Review of 2014 House Policies F 

 
22. Resolutions 

001 Using Personal and Biological Data to Enhance Professional Wellbeing and 
Reduce Burnout 

CB 

002 Removal of the Interim Meeting Resolution Committee CB 
003 Amendments to AMA Bylaws to Enable Medical Student Leadership 

Continuity 
CB 

004 The Rights of Newborns that Survive Abortion CB 
005 AMA Executive Vice President CB 
006 Treatment of Family Members CB 
007 AMA Supports a Strategy for Eliminating Nuclear Weapons CB 
008 Consolidated Health Care Market CB 
009 Updating Language Regarding Families and Pregnant Persons CB  
012 Ethical Pricing Procedures that Protect Insured Patients CB  
013 Ethical Impetus for Research in Pregnant and Lactating Individuals CB  
014 The Preservation of the Primary Care Relationship CB 
015 Health and Racial Equity in Medical Education to Combat Workforce 

Disparities 
CB 

016 Guiding Principles for the Healthcare of Migrants CB 
017 Addressing the Historical Injustices of Anatomical Specimen Use CB 
018 Opposing Violence, Terrorism, Discrimination, and Hate Speech CB 
019 Supporting the Health of Our Democracy CB 
020 Voter Protections During and After Incarceration CB 
021 Opposition to Capital Punishment CB 
022 Health and Racial Equity in Medical Education to Combat Workforce 

Disparities 
CB 

101 Infertility Coverage A 
102 Medicaid & CHIP Benefit Improvements A 
103 Medicare Advantage Plans A 
104 Medicaid Estate Recovery Reform A 
105 Medigap Patient Protections A 
106 Incorporating Surveillance Colonoscopy into the Colorectal Cancer Screening 

Continuum 
A 

107 Requiring Government Agencies to Contract Only with Not-For-Profit 
Insurance Companies 

A 

108 Requiring Payments for Physician Signatures A 
109 Coverage for Dental Services Medically Necessary for Cancer Care A 



110 Coverage for Shoes and Shoe Modifications for Pediatrics Patients Who 
Require Lower Extremity Orthoses 

A 

111 Protections for “Guarantee Issue” of Medigap Insurance and Traditional 
Medicare 

A 

112 Private and Public Insurance Coverage for Adaptive Sports Equipment 
including Prostheses and Orthoses 

A 

113 Support Prescription Medication Price Negotiation A 
114 Breast Cancer Screening/Clinical Breast Exam Coverage A 
115 Payments by Medicare Secondary or Supplemental plans A 
201 Research Correcting Political Misinformation and Disinformation on Scope 

of Practice 
B 

202 Use of Artificial Intelligence and Advanced Technology by Third Party 
Payors to Deny Health Insurance Claims 

B 

203 Medicaid Patient Accountability B 
204 Staffing Ratios in the Emergency Department B 
205 Medical-Legal Partnerships & Legal Aid Services B 
206 Indian Health Service Youth Regional Treatment Centers B 
207 Biosimilar Use Rates and Prevention of Pharmacy Benefit Manager Abuse B 
208 Improving Supplemental Nutrition Programs  B 
209 Native American Voting Rights B 
210 Support for Physicians Pursuing Collective Bargaining and Unionization B 

211 Deceptive Hospital Badging 2.0 B 
212 Advocacy Education Towards a Sustainable Medical Care System B 
213 Access to Covered Benefits with an Out of Network Ordering Physician B 
214 Support for Paid Sick Leave B 
215 American Indian and Alaska Native Language Revitalization and Elder Care B 
216 The AMA Supports H.R. 7225, the Bipartisan “Administrative Law Judges 

Competitive Service Restoration Act” 
B 

217 Protecting Access to IVF Treatment B 
218 Designation of Descendants of Enslaved Africans in America B 
219 Bundling for Maternity Care Services B 
220 Restorative Justice for the Treatment of Substance Use Disorders B 
221 Reforming Medicare Part B Drug Reimbursement to Promote Patient 

Affordability and Physician Practice Sustainability  
B 

222 Studying Avenues for Parity in Mental Health & Substance Use Coverage B 
223 Increase in Children’s Hospital Graduate Medical Education Funding B 
224 Antidiscrimination Protections for LGBTQ+ Youth in Foster Care B 
225 Humanitarian Efforts to Resettle Refugees B 
226 Protecting Access to IVF Treatment B 
227 Medicare Reimbursement for Telemedicine B 
228 Waiver of Due Process Clauses B 
229 Opposition to Legalization of Psilocybin B 
230 Protecting Patients from Inappropriate Dentist and Dental Hygienist Scope of 

Practice Expansion 
B 

231 Supporting the Establishment of Rare Disease Advisory Councils B 



232 Medicare Advantage Part B Drug Coverage B 
233 Prohibiting Mandatory White Bagging   B 
234 State Prescription Drug Affordability Boards - Study   B 
235 Establish a Cyber-Security Relief Fund B 
236 Support of Physicians Pursuing Collective Bargaining and Unionization B 
237 Encouraging the Passage of the Preventive Health Savings Act (S.114) B 
238 AMA Supports Efforts to Fund Overdose Prevention Sites B 
239 Requiring stores that sell tobacco products to display NYS Quitline 

information 
B 

240 Expanding Visa Requirement Waivers for NY IMGs Working in Underserved 
Areas 

B 

241 Healthcare Cybersecurity Breaches B 
242 Cancer Care in Indian Health Services Facilities B 
243 Disaggregation of Demographic Data for Individuals of Federally Recognized 

Tribes 
B 

244 Graduate Medical Education Opportunities for American Indian and Alaska 
Native Communities 

B 

301 Fairness for International Medical Students C 
302 The Role of Maintenance of Certification C 
303 Amend Policy D-275.948 Title “Education, Training and Credentialing of 

Non-Physician Health Care Professionals and Their Impact on Physician 
Education and Training”. Creation of an AMA Task Force to Address 
Conflicts of Interest on Physician Boards.  

C 

304 Spirituality in Medical Education and Practice C 
305 Public Service Loan Forgiveness Reform C 
306 Unmatched Graduating Physicians C 
307 Access to Reproductive Health Services When Completing Physician 

Certification Exams 
C 

308 Transforming the USMLE Step 3 Examination to Alleviate Housestaff 
Financial Burden, Facilitate High-Quality Patient Care, and Promote 
Housestaff Well-Being 

C 

309 Disaffiliation from the Alpha Omega Alpha Honor Medical Society due to 
Perpetuation of Racial Inequities in Medicine 

C 

310 Accountability & Transparency in GME funding with Annual Report C 
311 Physician Participation in Healthcare Organizations C 

312 AMA Collaboration with FSMB to Assist in Licensing Reentrant Physicians C 
313 CME for Rural Preceptorship   C  
314 Reducing the Lifetime Earnings Gap in the U.S. with Similar Educational 

Attainment by Employing the Gainful Employment Rule 
C 

315 Cease Reporting of Total Attempts of USMLE STEP1 and COMLEX-USA 
Level 1 Examinations 

C 

316 Reassessment of Continuing Board Certification Process C 
317 Physician Participation in the Planning and Development of Accredited 

Continuing Education for Physicians 
C 

318 Variation in Board Certification and Licensure Requirements for 
Internationally-Trained Physicians and Access to Care 

C 

319 AMA Support of U.S. Pathway Programs  C 



401 Addressing Social Determinants of Health Through Closed Loop Referral 
Systems 

D 

402 Guardianship and Conservatorship Reform D 
403 Occupational Screenings for Lung Disease D 
404 Protections Against Surgical Smoke Exposure D 
405 Default Proceed Firearm Sales and Safe Storage Laws  D 
406 Opposition to Pay-to-Stay Incarceration Fees D 
407 Racial Misclassification D 
408 Indian Water Rights D 
409 Toxic Heavy Metals D 
410 Access to Public Restrooms   D 
411 Missing and Murdered Indigenous Persons D 
412 Lithium Battery Safety D 
413 Sexuality and Reproductive Health Education D 
414 Addressing the Health Sector’s Contributions to the Climate Crisis D 
415 Building Environmental Resiliency in Health Systems and Physician 

Practices 
D 

416 Furthering Environmental Justice and Equity  D 
417 Reducing Job-Related Climate Risk Factors D 
418 Early and Periodic Eye Exams for Adults D 
419 Addressing the Health Risks of Extreme Heat D 
420 Equity in Dialysis Care D 
421 Annual Conference on the State of Obesity and its Impact on Disease in 

America (SODA) 
D 

422 Immunization Registry D 
423 HPV Vaccination to Protect Healthcare Workers over Age 45 D 
424 LGBTQ+ Senior Health  D 
425 Perinatal Mental Health Disorders among Medical Students and Physicians D 
426 Maternal Morbidity and Mortality: The Urgent Need to Help Raise 

Professional and Public Awareness and Optimize Maternal Health – A Call to 
Action 

D 

427 Condemning the Universal Shackling of Every Incarcerated Patient in 
Hospitals 

D  

428 Advocating for Education and Action Regarding the Health Hazards of PFAS 
Chemicals 

D 

429 Assessing and Protecting Local Communities from the Health Risks of 
Decommissioning Nuclear Power Plants 

D 

430 Supporting the Inclusion of Information about Lung Cancer Screening within 
Cigarette Packages 

D 

431 Combatting the Public Health Crisis of Gun Violence D 
432 Resolution to Decrease Lead Exposure in Urban Areas D 
433 Improving Healthcare of Rural Minority Populations D 
501 Fragrance Regulation E 
502 Tribally-Directed Precision Medicine Research E 
503 Unregulated Hemp-Derived Intoxicating Cannabinoids, and Derived 

Psychoactive Cannabis Products (DPCPs) 
E 



504 FDA Regulation of Biosimilars  E 
505 Mitigating the Harms of Colorism and Skin Bleaching Agents E 
506 Screening for Image Manipulation in Research Publications E 
507 Ban on Dual Ownership, Investment, Marketing or Distribution of 

Recreational Cannabis by Medical Cannabis Companies 
E 

508 AMA to support regulations to decrease overdoses in children due to 
ingestion of edible cannabis 

E 

509 Addressing Sarcopenia and its Impact on Quality of Life E 
510 Study to investigate the validity of claims made by the manufacturers of OTC 

Vitamins, Supplements and “Natural Cures” 
E 

511 National Penicillin Allergy Day and Penicillin Allergy Evaluation & 
Appropriate Delabeling 

E 

512 Opioid Overdose Reversal Agents Where AED’s Are Located E 
513 Biotin Supplement Packaging Disclaimer E 
601 Annual Holocaust Remembrance Event F 
602 Ranked Choice Voting F 
603 End Attacks on Health and Human Rights in Israel and Palestine F 
604 Confronting Ageism in Medicine F 
605 Walking the Walk of Climate Change F 
606 Creation of an AMA Council with a Focus on Digital Health Technologies 

and AI 
F 

607 Appealing to our AMA to add clarity to its mission statement to better meet 
the need of physicians, the practice of medicine and the public health 

F 

608 The American Medical Association Diversity Mentorship Program F 
701 Opposition to the Hospital Readmissions Reduction Program G 
702 The Corporate Practice of Medicine, Revisited G 
703 Upholding Physician Autonomy in Evidence-Based Off-Label Prescribing 

and Condemning Pharmaceutical Price Manipulation 
G 

704 Pediatric Readiness in Emergency Departments G 
705 20 Minute Primary Care Visits G 
706 Automatic Pharmacy-Generated Prescription Requests G 
707 Alternative Funding Programs G 
708 Medicolegal Death Investigations G 
709 Improvements to Patient Flow in the U.S. Healthcare System G 
710 The Regulation of Private Equity in the Healthcare Sector G 
711 Insurer Accountability When Prior Authorization Harms Patients G 
712 Full transparency - Explanation of Benefits  G 
713 Transparency – non-payment for services to patients with ACA exchange 

plans with unpaid premiums 
G 

 



 

DECLARATION OF PROFESSIONAL RESPONSIBILITY: 
MEDICINE’S SOCIAL CONTRACT WITH HUMANITY 

 
Preamble 

 
Never in the history of human civilization has the well-being of each individual been so 
inextricably linked to that of every other. Plagues and pandemics respect no national borders in a 
world of global commerce and travel. Wars and acts of terrorism enlist innocents as combatants 
and mark civilians as targets. Advances in medical science and genetics, while promising great 
good, may also be harnessed as agents of evil. The unprecedented scope and immediacy of these 
universal challenges demand concerted action and response by all. 
 

As physicians, we are bound in our response by a common heritage of caring for the sick and the 
suffering. Through the centuries, individual physicians have fulfilled this obligation by applying 
their skills and knowledge competently, selflessly and at times heroically. Today, our profession 
must reaffirm its historical commitment to combat natural and man-made assaults on the health 
and well-being of humankind. Only by acting together across geographic and ideological divides 
can we overcome such powerful threats. Humanity is our patient. 
 

Declaration 
 

We, the members of the world community of physicians, solemnly commit ourselves to: 
 
1. Respect human life and the dignity of every individual. 
 
2. Refrain from supporting or committing crimes against humanity and condemn all such acts. 
 
3. Treat the sick and injured with competence and compassion and without prejudice. 
 
4. Apply our knowledge and skills when needed, though doing so may put us at risk. 
 
5. Protect the privacy and confidentiality of those for whom we care and breach that confidence 

only when keeping it would seriously threaten their health and safety or that of others. 
 
6. Work freely with colleagues to discover, develop, and promote advances in medicine and 

public health that ameliorate suffering and contribute to human well-being. 
 
7. Educate the public and polity about present and future threats to the health of humanity. 
 
8. Advocate for social, economic, educational, and political changes that ameliorate suffering 

and contribute to human well-being. 
 
9. Teach and mentor those who follow us for they are the future of our caring profession. 
 
We make these promises solemnly, freely, and upon our personal and professional honor.  
 

Adopted by the House of Delegates of the American Medical Association 
in San Francisco, California on December 4, 2001 



Delegate/Alternate Delegate Job Description, Roles and Responsibilities 
 
At the 1999 Interim Meeting, the House of Delegates adopted as amended Recommendation 16 of the 
final report of the Special Advisory Committee to the Speaker of the House of Delegates.  This 
recommendation included a job description and roles and responsibilities for delegates and alternate 
delegates. The description and roles and responsibilities were modified at the 2002 Annual Meeting by  
Recommendation 3 of the Joint Report of  the Board of Trustees and Council on Long Range Planning 
and Development.   The modified job description, qualifications, and responsibilities are listed below. 
 
Delegates and Alternate Delegates should meet the following job description and roles and 
responsibilities: 
 

Job Description and Roles and Responsibilities of AMA Delegates/Alternate Delegates 
 
Members of the AMA House of Delegates serve as an important communications, policy, and 
membership link between the AMA and grassroots physicians.  The delegate/alternate delegate is a key 
source of information on activities, programs, and policies of the AMA.  The delegate/alternate delegate 
is also a direct contact for the individual member to communicate with and contribute to the formulation 
of AMA policy positions, the identification of situations that might be addressed through policy 
implementation efforts, and the implementation of AMA policies.  Delegates and alternate delegates to 
the AMA are expected to foster a positive and useful two-way relationship between grassroots physicians 
and the AMA leadership.  To fulfill these roles, AMA delegates and alternate delegates are expected to 
make themselves readily accessible to individual members by providing the AMA with their addresses, 
telephone numbers, and e-mail addresses so that the AMA can make the information accessible to 
individual members through the AMA web site and through other communication mechanisms. The 
qualifications and responsibilities of this role are as follows: 
 
A. Qualifications 

• AMA member. 
• Elected or selected by the principal governing body or the membership of the sponsoring 

organization. 
• The AMA encourages that at least one member of each delegation be involved in the governance 

of their sponsoring organization. 
 

B. Responsibilities 
• Regularly communicate AMA policy, information, activities, and programs to constituents so 

he/she will be recognized as the representative of the AMA. 
• Relate constituent views and suggestions, particularly those related to implementation of 

AMA policy positions, to the appropriate AMA leadership, governing body, or executive 
staff. 

• Advocate constituent views within the House of Delegates or other governance unit, 
including the executive staff. 

• Attend and report highlights of House of Delegates meetings to constituents, for example, at 
hospital medical staff, county, state, and specialty society meetings. 

• Serve as an advocate for patients to improve the health of the public and the health care 
system. 

• Cultivate promising leaders for all levels of organized medicine and help them gain 
leadership positions. 

• Actively recruit new AMA members and help retain current members. 
• Participate in the AMA Membership Outreach Program. 



SEATING ALLOCATION – 2024 ANNUAL MEETING 
 
ADDICTION MEDICINE – 3 
American Society of Addiction Medicine (ASAM) – 3 
Trustee (Levin) – 1 
Delegates - 2 
 
AMDA – 1 
AMDA – The Society for Post-Acute and Long-Term Care 

Medicine (AMDA) – 1 
 
AMGA - 1 
American Medical Group Association (AMGA) - 1 
 
ANESTHESIOLOGY - 10 
American Society of Anesthesiologists (ASA) - 8 
American Society of Regional Anesthesia and Pain Medicine 

(ASRAPM) - 2 
  
ARS – 1 
American Rhinologic Society (ARS) - 1 
 
CARDIOLOGY - 15 
American College of Cardiology (ACC) - 7 
American Society of Echocardiography (ASE) - 2 
American Society of Nuclear Cardiology (ASNC) – 1 
Heart Rhythm Society (HRS) - 1 
Society for Cardiovascular Angiography and Interventions 

(SCAI) – 2 
Society for Cardiovascular Magnetic Resonance 

(SCMR) - 1 
Society of Cardiovascular Computed Tomography 

(SCCT) – 1 
 
CHEST PHYSICIANS - 4 
American College of Chest Physicians (CHEST) 
 (ACCP) – 4 
 Delegates – 3 
 Resident and Fellow Section Delegate – 1 
 
CRITICAL CARE MEDICINE- 2 
Society of Critical Care Medicine (SCCM) - 2 
 
DERMATOLOGY - 13 
American Academy of Dermatology Assoc. (AAD) – 5 
American College of Mohs Surgery (ACMS) – 1 
American Contact Dermatitis Society (ACDS) - 1 
American Society for Dermatologic Surgery Assoc 

(ASDSA) - 3 
American Society of Dermatopathology (ASD) - 1 
Society for Investigative Dermatology (SID) - 1 
Society for Pediatric Dermatology (SPD) – 1 
 
EMERGENCY MEDICINE - 11 
American College of Emergency Physicians (ACEP) - 11 
 Former President (Stack) - 1 

Delegates - 8 
 Resident and Fellow Section Delegates - 2 
 
ENDOCRINOLOGY - 3 
American Association of Clinical Endocrinology 
 (AACE) - 1 
The Endocrine Society (ES) - 2 
 
FAMILY PHYSICIANS - 26 
American Academy of Family Physicians (AAFP) - 26 
 Former Board Chair (Langston) - 1 
 Delegates - 25 
  
GASTROENTEROLOGY - 6 
American College of Gastroenterology (ACG) - 2 
American Gastroenterological Association (AGA) - 2 
American Society for Gastrointestinal Endoscopy 

(ASGE) - 2 
 
GERIATRIC MEDICINE - 2 
American Geriatrics Society (AGS) – 2 
 
GREAT LAKES - 66 
Illinois - 19 
 Trustee (Siddiqui) – 1 

Delegates - 12 
Medical Student Regional Delegate- 1 
Resident and Fellow Section Delegate - 1 
American College of Legal Medicine (ACLM) - 1 

 American Med Women’s Association (AMWA) - 1 
 Obesity Medicine Association (OMA) - 1 

Society of Nuclear Medicine and Molecular Imaging 
(SNMMI) - 1 

Indiana - 6 
 Delegates – 5 
 Medical Student Regional Delegate- 1 
Michigan – 17 
 Trustee (Mukkamala) - 1 
 Delegates - 14 
 Medical Student Regional Delegate – 1 

Resident and Fellow Section Delegate - 1 
Ohio - 14 
 Delegates (minus Speaker) - 11 
 Medical Student Regional Delegate – 1 

Resident and Fellow Section Delegate – 1 
Amer Assn of Neuromuscular & Electrodiagnostic Med 
(AANEM)- 1 

Wisconsin - 10 
 Former Board Chair (Flaherty) – 1 
 Delegates - 5 
 Medical Student Regional Delegate – 1 
 Resident and Fellow Section Delegate - 1 
 Undersea & Hyperbaric Medical Society (UHMS) – 2 
  Delegate -1 
 Resident and Fellow Section Delegate – 1 
 
HEART OF AMERICA - 12 
Kansas – 4 
 Delegates - 3 
 Medical Student Regional Delegate- 1 
Missouri – 8 
  Former President (Barbe) - 1 
 Delegates - 5 
 Medical Student Regional Delegate- 1 
 Resident and Fellow Section Delegate – 1 
 
HEMATOLOGY - 2 
American Society of Hematology (ASH) - 2 
 
HOSPITAL MEDICINE - 3 
Society of Hospital Medicine (SHM) – 3 
 
INFECTIOUS DISEASE – 2 
Infectious Diseases Society of America (IDSA) - 2 
 
 
 

 
INTERNAL MEDICINE - 37 
American College of Lifestyle Medicine (ACLSM) – 1 
American College of Physicians (ACP) – 35 
 Trustee (Fryhofer) – 1 
 Delegates – 34 
 Former President (Wilson) 
Renal Physicians Association (RPA) - 1 
 
MOBILITY CAUCUS - 13 
American Acad of Orthopaedic Surgeons (AAOS) – 5 
 Former President (Gurman) - 1 
 Delegates – 4 
American Association for Hand Surgery (AAHS) - 1 
American Orthopaedic Association (AOrA) - 1 
American Orthopaedic Foot and Ankle Society 
 (AOFAS) - 1 
American Society for Surgery of the Hand (ASSH) - 1 
American Society of Interventional Pain Physicians (ASIPP) - 

1 
International Society for the Advancement of Spine Surgery 

(ISASS) – 1 
North American Spine Society (NASS) - 2 
 
NEUROSCIENCES – 32 
Academy of Consultation-Liaison Psychiatry (ACLP) – 1 
American Academy of Addiction Psychiatry (AAAP) - 1 
American Academy of Child and Adolescent Psychiatry 
 (AACAP) - 2 
American Academy of Hospice and Palliative Medicine 
 (AAHPM) - 2 
American Academy of Neurology (AAN) – 5 
 Delegates – 3 
 Resident and Fellow Section Delegate - 2 
American Academy of Pain Medicine (AAPM) - 1 
American Acad of Psychiatry and the Law (AAPL) - 1 
American Assoc for Geriatric Psychiatry (AAGP) - 1 
American Association of Neurological Surgeons 
 (AANS) - 2 
 Former President (Carmel) - 1 
 Delegate – 1 
American Psychiatric Association (APA) - 10 
 Former President (Harris) – 1 
 Delegates - 8 
 Resident and Fellow Section Delegate – 1 
American Society of Neuroimaging (ASNI) - 1 
Congress of Neurological Surgeons (CNS) - 2 
GLMA : Health Professionals Advancing LGBTQ  
 Equality – 1 
North American Neuromodulation Society (NANS) - 1 
International Pain and Spine Intervention Society 
  (IPSIS) - 1 
 
NEW ENGLAND - 31 
Connecticut – 8 
  Delegates - 4 
 Medical Student Regional Delegates- 3 
 Resident and Fellow Section Delegate - 1 
Maine - 2 
Massachusetts - 15 
  Delegates - 13 
 Medical Student Regional Delegate- 1 
 Resident and Fellow Section Delegate - 1 
New Hampshire - 1 
Rhode Island - 4 
 Delegates - 2 
 Resident and Fellow Section Delegates - 2 
Vermont – 1 
 
NEW YORK - 29 
Former President (Nielsen) – 1 
Trustee (Madejski) – 1 
Delegates - 23 
Medical Student Regional Delegate - 1 
American College of Nuclear Medicine (ACNM) - 1 
American Society of Neuroradiology (ASN) - 2 
 
NORTH CENTRAL - 17 
Iowa – 5 
 Delegates – 4 
 Outpatient Endovascular and Interventional Society 

(OEIS) - 1 
Minnesota – 6 
 Delegates - 5 
 Americas Hernia Society (AHS) - 1 
Nebraska – 2 
North Dakota - 2 
South Dakota - 2 
 
OBSTETRICIANS AND GYNECOLOGISTS - 

19 
American Association of Gynecologic Laparoscopists 
 (AAGL) - 2 
American College of Medical Genetics and Genomics 

(ACMGG) - 1 
American College of Obstetricians and Gynecologists 
 (ACOG) – 15 
 Trustee (Koirala) - 1 
 Delegates – 14 
  Former President (Wah) 
American Soc for Reproductive Medicine (ASRM) - 1 
 
ONCOLOGY - 7 
Association for Clinical Oncology (ACO) – 7 
 Delegates – 5 
 Former President (McAneny) 
 Resident and Fellow Section Delegates – 2 
 
PACWEST CONFERENCE – 86 
Alaska - 1 
Arizona - 8 
 Delegates – 5 

American Coll of Radiation Oncology (ACRO) - 1 
  American Institute of Ultrasound in Medicine 
 (AIUM) – 2 
California - 44 
 Former Presidents (Corlin, Plested) – 2 
 Trustee (Ding, Ajayi) - 2 
 Delegates - 32 
 Medical Student Regional Delegates - 2 
 Resident and Fellow Section Delegates - 2 
 American Clinical Neurophysiology Soc (ACNS) – 1 
 American Soc for Radiation Oncology (ASRO) – 2 
 North American Neuro-Ophthalmology Society 
   (NANOS) – 1  
Colorado - 7 
 Delegates - 6 
 Medical Student Regional Delegate - 1 
Hawaii - 2 
Idaho - 1 
Montana - 1 
Nevada – 3 
 Delegates - 2 
 Resident and Fellow Section Delegate – 1 
 

 
PACWEST CONFERENCE (cont’d) 
New Mexico – 4 
 Delegates – 2 
 Resident and Fellow Section Delegate - 1 
 American Academy of Allergy, Asthma & Immunology 
  (AAAAI) – 1 
Oregon – 5 
 Delegates - 4 
 Medical Student Regional Delegate- 1 
Utah – 3 
Washington – 6 
Wyoming – 1 
 
PATHOLOGY - 9 
American Society for Clinical Pathology (ASCP) – 3 
American Society of Cytopathology (ASC) - 1 
College of American Pathologists (CAP) – 4 
National Association of Medical Examiners (NAME) - 1 
 
PEDIATRICS - 8 
American Academy of Pediatrics (AAP) – 8 
 Delegates - 5 
 Resident and Fellow Section Delegates - 3 
 
PENNSYLVANIA - 18 
Trustee (Heine) - 1 
Delegates - 14 
Resident and Fellow Section Delegate – 1 
American Association of Physicians of Indian Origin 
(AAPIO) – 1 
National Medical Association (NMA) - 1 
 
PHYSICAL MEDICINE AND 
REHABILITATION - 5 
American Academy of Physical Med & Rehabilitation 
 (AAPMR) – 4 
 Delegates - 3 
 Resident and Fellow Section Delegate - 1 
Association of Academic Physiatrists (AAPHY) - 1 
  
PREVENTIVE MEDICINE - 6 
Aerospace Medical Association (AsMA) - 1 
American Academy of Insurance Medicine (AAIM) - 1 
American Association of Public Health Physicians 
 (AAPHP) – 1 
American College of Medical Quality (ACMQ) - 1 
American College of Occupational & Environmental Med 
 (ACOEM) - 1 
American College of Preventive Medicine (ACPM) - 1 
 
RADIOLOGY - 17 
American College of Radiology (ACR) – 9 
 Delegates – 8 
  Former President (Johnson) 
 Resident and Fellow Section Delegate - 1 
American Roentgen Ray Society (ARRS) – 3 
Association of Academic Radiology (AAR) - 1 
Radiological Society of North America (RSNA) – 3 
Society of Interventional Radiology (SIR) - 1 
 
RHEUMATOLOGY - 2 
American College of Rheumatology (ACRh) - 2 
 
SECTIONS - 11 
Academic Physicians Section (APS) - 1 
Integrated Physician Practice Section (IPPS) - 1 
International Medical Graduates Section (IMG) - 1 
Medical Student Section (MSS) - 1 
Minority Affairs Section (MAS) - 1 
Organized Medical Staff Section (OMSS) – 1 
Private Practice Physician Section (PPPS) - 1 
Resident and Fellow Section (RFS) – 1 
Senior Physicians Section (SPS) - 1 
Women Physicians Section (WPS) -1  
Young Physicians Section (YPS) - 1 
 
SERVICES - 6 
Air Force - 1 
Army - 1 
AMSUS - Society of Federal Health Professionals - 1 
Navy - 1 
Public Health Service - 1 
Veterans Affairs - 1 
 
SLEEP MEDICINE – 2 
American Academy of Sleep Medicine (AASM) - 2 
 
SOUTHEASTERN - 118 
Alabama – 4 
Arkansas – 4 
 Trustee (Ferguson) – 1 
 Delegates – 2 
 Medical Student Regional Delegate- 1 
Delaware - 2 
 Former Board Chair (Permut) – 1 
 Delegate - 1 
District of Columbia - 3 
 Former Board Chair (Scalettar) - 1 
 Delegates - 2 
Florida – 20  
  Trustee (Butler) - 1 
 Delegates – 17 
 Medical Student Regional Delegate- 1 
 The Triological Society (TS) - 1 
Georgia – 6 
Kentucky - 5 
Louisiana - 7 
Maryland - 9 
 Trustee (Edwards) - 1 
  Delegates – 6 
 Medical Student Regional Delegate - 1 
 Acad of Physicians in Clinical Research (APCR) - 1 
Mississippi – 4 
 Delegates – 3 
 Resident and Fellow Section Delegate - 1 
New Jersey - 10 
 Delegates - 8 
 Medical Student Regional Delegate- 1 
 American Osteopathic Association (AOA) – 1 
North Carolina – 7 
 Delegates - 6 
 Medical Student Regional Delegate- 1 
Oklahoma – 7 
 Delegates - 4 
 Medical Student Regional Delegate- 1 
 Resident and Fellow Section Delegates - 2 
Puerto Rico - 2 
 
 
 
 
 

 
SOUTHEASTERN (cont’d) 
South Carolina – 8 
 Former Presidents (Harmon, Smoak) – 2 
 Trustee (Pastides) - 1 
 Delegates – 4 
 Medical Student Regional Delegate- 1 
Tennessee – 8 
 Delegates – 6 
 Medical Student Regional Delegate- 1 

American Vein and Lymphatic Society (AVLS) - 1 
Virginia – 10 
 Delegates - 8 
 Medical Student Regional Delegate- 1 
 Resident and Fellow Section Delegate - 1 
West Virginia – 2 
 
SURGEONS - 44 
American Academy of Cosmetic Surgery (AACS) - 1 
American Acad of Facial Plastic and Reconstructive Surgery 

(AAFPRS) – 1 
American Academy of Ophthalmology (AAO) – 5 
 Delegates - 4 
 Resident and Fellow Section Delegate - 1 
American Academy of Otolaryngic Allergy (AAOA) - 1 
Amer Acad of Otolaryngology - Head & Neck Surgery 
 (AAOHNS) - 3 
American Association for Thoracic Surgery (AATS) - 1 
American Association of Plastic Surgeons (AAPS) - 1 
American College of Surgeons (ACS) - 8 
 Delegates (minus Vice Speaker) – 7 
 Resident and Fellow Section Delegate - 1 
American Society for Aesthetic Plastic Surgery 
(ASAPS) – 1 
American Society for Metabolic and Bariatric Surgery 

(ASMBS) - 1 
American Society for Reconstructive Microsurgery 
 (ASRMS) - 1 
American Society of Breast Surgeons (ASBS) - 1 
American Society of Cataract and Refractive Surgery 
 (ASCTRS) - 2 
American Society of Colon and Rectal Surgeons 
 (ASCRS) - 1 
American Soc of Maxillofacial Surgeons (ASMS) - 1 
Amer Soc of Ophthalmic Plastic & Reconstructive Surg 
 (ASOPRS) - 1 
American Society of Plastic Surgeons (ASPS) – 3 
American Society of Retina Specialists (ASRS) - 1 
American Society of Transplant Surgeons (ASTS) - 1 
American Venous Forum (AVF) – 1 
International Coll of Surgeons-US Section (ICS-US) - 1 
Society for Vascular Surgery (SVS) - 1 
Society of Amer Gastrointestinal Endoscopic Surgeons 

(SAGES) - 2 
Society of Laparoscopic and Robotic Surgeons (SLRS) - 2 
Society of Thoracic Surgeons (STS) - 2 
 
TERRITORIES - 2 
Guam - 1 
Virgin Islands - 1 
 
TEXAS - 28 
Former Presidents (Bailey, Dickey, Rohack) - 3 
Former Board Chair (Kridel) – 1 
Delegates - 20 
Medical Student Regional Delegate – 1 
Resident and Fellow Section Delegate – 1 
American College of Allergy, Asthma & Immunology 

(ACAAI) – 1 
International Society of Hair Restoration Surgery 
 (ISHRS) – 1 
 
THORACIC MEDICINE - 2 
American Thoracic Society (ATS) - 2 
 
UROLOGY - 4 
American Assoc of Clinical Urologists (AACU) - 2 
American Urological Association (AUA) – 2 
  
OFFICIAL OBSERVERS - 28 
Accreditation Association for Ambulatory Health Care 
Alliance for Continuing Education in the Health Professions 
Alliance for Regenerative Medicine 
Ambulatory Surgery Center Association 
American Academy of Physician Associates 
American Association of Medical Assistants 
American Board of Medical Specialties 
American Dental Association 
American Health Quality Association 
American Hospital Association 
American Nurses Association 
American Podiatric Medical Association 
American Public Health Association 
Association of periOperative Registered Nurses 
Association of State and Territorial Health Officials 
Commission on Graduates of Foreign Nursing Schools 
Council of Medical Specialty Societies 
Educational Commission for Foreign Medical Graduates 
Federation of State Medical Boards 
Federation of State Physician Health Programs 
Medical Group Management Association 
Medical Professional Liability Association 
National Association of County and City Health Officials 
National Commission on Correctional Health Care 
National Council of State Boards of Nursing 
National Indian Health Board 
Society for Academic Continuing Medical Education 
US Pharmacopeia 
 
TELLERS - 5 



Audience Left Audience Right

SEAT 1 2 3 4 5 6 7 8 9 10 11 12 13 14 1 2 3 4 5 6 7 8 9 10 11 12 13 14 SEAT
ROW ROW

1 STUDENT IMG OMSS SPS MAS 1 T T T ASA ASA ASA IPSIS AAN AAN AAN-
RESIDENT

AAN-
RESIDENT AAN 1

2 STUDENT PPPS MSS IPPS APS MUKKAMALA STUDENT 2 ASRAPM ASRAPM ASA ASA ASA ASA ASA AAPM AAHPM AAHPM GLMA ACLP CNS CNS 2
AMDA -1

3 RESIDENT BARBE YPS RFS WPS RESIDENT 3 ASNI NANS APA-
HARRIS APA APA APA AANS-

CARMEL AANS 3

4 STUDENT 4 SCALETTAR AAPL AAAP APA APA APA APA-
RESIDENT APA APA AAGP 4

5 STUDENT AANEM STUDENT 5 EDWARDS STUDENT AACAP AACAP STUDENT 5

6 RESIDENT ACAAI ISHRS RESIDENT 6 APCR RESIDENT 6
VT - 1

7 ROHACK BAILEY DICKEY KRIDEL FLAHERTY 7 RESIDENT STUDENT RESIDENT STUDENT RESIDENT 7
NH - 1

8 RESIDENT UHMS-
RESIDENT UHMS RESIDENT STUDENT 8 STUDENT STUDENT 8

9 RESIDENT STACK SIDDIQUI STUDENT 9 STUDENT RESIDENT RESIDENT ASDSA ASDSA ASDSA 9

10 ACPM ACOEM ACMQ AAPHP AAIM AsMA RESIDENT 10 STUDENT AVLS ACMS AAD AAD AAD AAD AAD 10

11 RESIDENT AACE ES ES OMA SNNMI AMWA ACLM 11 STUDENT RESIDENT SIR AAR SPD SID ASD ACDS 11

12 ASGE ASGE ACG ACG AGA AGA AACU AACU AUA AUA AMSUS PHS NAVY ARMY 12 BUTLER STUDENT ACR ACR ACR-
RESIDENT ACR RSNA RSNA RSNA 12

13 ACOG ACOG ACOG ACOG ACOG ACOG ACOG KOIRALA CAP CAP CAP CAP AF VA 13 ACR-
JOHNSON ACR ACR ARRS ARRS ARRS 13

14 ACOG ACOG ACOG ACOG ACOG ACOG WAH ASRM ASC ASCP ASCP ASCP NAME 14 TS ACR ACR 14
WY - 1 MT - 1

15 AAGL AAGL ACMGG 15 HARMON STUDENT SMOAK PASTIDES RESIDENT 15

16 LANGSTON AAAAI RESIDENT 16 HEINE 16

17 STUDENT 17 FERGUSON STUDENT PERMUT AAFPRS ASAPS ASRMS ASMBS AAPS AACS NMA AAPIO 17
AK - 1

18 18 STUDENT ASPS ASPS ASPS ASRS ASOPRS ASCTRS ASCTRS 18

19 RESIDENT RESIDENT AJAYI RESIDENT STUDENT 19 RESIDENT AOA SAGES SAGES AAO AAO AAO-
RESIDENT AAO AAO 19

20 RESIDENT DING RESIDENT STUDENT 20 ACC ACC ACC ACC SCAI SCAI ACS ACS ACS ACS-
RESIDENT ACS ACS ACS ACS 20

21 FRYHOFER CORLIN 21 ACC ACC ACC ASE ASE ASNC AVF SVS ASBS ASCRS ASMS ICSUS SLRS SLRS 21
ARS - 1

22 PLESTED 22 HRS SCMR SCCT AAOA AAO-HNS AAO-HNS AAO-HNS STS STS ASTS AATS 22

23 WILSON ACNS 23 PMR PMR PMR-
RESIDENT PMR AAPHY LEVIN ISASS AAOS-

GURMAN AAOS AAOS AAOS AAOS 23
ID - 1

24 ACLSM NANOS ASRO ASRO RESIDENT 24 NASS NASS ASIPP ASSH AAHS AOFAS AOrA 24

25 RPA ACRO AIUM AIUM 25 STUDENT OEIS 25

26 RESIDENT RESIDENT MCANENY STUDENT 26 MADEJSKI 26
AMGA - 1

27 NIELSEN ASN ASN ACNM GU VI AHS 27

STAGE
HOUSE OF DELEGATES · HYATT REGENCY CHICAGO (A-24)

VICE SPEAKERSPEAKER

KANSAS - 4 SECTIONS - 11 MICHIGAN - 17

MICHIGAN

MICHIGANSLEEP MED - 2SECTIONS

SECTIONSMISSOURI - 8

MISSOURI

TEXAS - 28 INDIANA - 6

TEXAS OHIO - 14

TEXAS OHIO

OHIO WISCONSIN - 10TEXASRHEUMATOLOGY - 2CRITICAL CARE - 2

GASTROENTEROLOGY - 6 UROLOGY - 4 SERVICES - 6

EMERGENCY MEDICINE - 11

EMERGENCY MEDICINE

HOSPITAL MEDICINE - 3 WISCONSIN

THORACIC MED - 2 ILLINOIS - 19

ILLINOIS

ILLINOIS

HEMATOLOGY - 2PREVENTIVE MEDICINE - 6

CHEST PHYSICIANS - 4 ENDOCRINOLOGY - 3

SERVICESPATHOLOGY - 9OBSTETRICIANS AND GYNECOLOGISTS - 19

OBSTETRICIANS AND GYNECOLOGISTS

OBGYN

PATHOLOGY

FAMILY PHYSICIANS - 26

X

FAMILY PHYSICIANS

FAMILY PHYSICIANS

FAMILY PHYSICIANS

WASHINGTON - 6

UTAH - 3NEW MEXICO - 4

FAMILY PHYSICIANS

HAWAII - 2 OREGON - 5

CALIFORNIA - 44

CALIFORNIA

CALIFORNIAINTERNAL MEDICINE - 37

CALIFORNIA

CALIFORNIA

CALIFORNIA

CALIFORNIA NEVADA - 3

ARIZONA - 8

INTERNAL MEDICINE

COLORADO - 7ONCOLOGY - 7

INTERNAL MEDICINE

INTERNAL MEDICINE

INTERNAL MEDICINE

INTERNAL MEDICINE

X

PEDIATRICS 

PEDIATRICS - 8

ANESTHESIOLOGY - 10

ANESTHESIOLOGY

GERIATRICS - 2NEUROSCIENCES - 32

NEUROSCIENCES

NEUROSCIENCES

NEUROSCIENCES

NEUROSCIENCES

KENTUCKY - 5

DISTRICT OF COLUMBIA - 3 WEST VIRGINIA - 2

MARYLAND - 9

MARYLANDALABAMA - 4

MASSACHUSETTS - 15

MASSACHUSETTS

MASSACHUSETTS CONNECTICUT - 8

MAINE - 2

OKLAHOMA - 7

LOUISIANA - 7 CONNECTICUT

NORTH CAROLINA - 7 RHODE ISLAND - 4 DERMATOLOGY - 13

DERMATOLOGY

DERMATOLOGYRADIOLOGY - 17

RADIOLOGY

TENNESSEE - 8

VIRGINIA - 10

VIRGINIAFLORIDA - 20

FLORIDA

X

FLORIDA

RADIOLOGY

SOUTH CAROLINA - 8

RADIOLOGY PENNSYLVANIA - 18

PENNSYLVANIA

PENNSYLVANIA

PENNSYLVANIA

GEORGIA - 6 PUERTO RICO -2

ARKANSAS -4 DELAWARE - 2 SURGEONS - 44

PHYSICAL MEDICINE & REHABILITATION - 5 ADDICTION MEDICINE - 3

SURGEONS

SURGEONS

SURGEONS

SURGEONS

SURGEONS

MOBILITY - 13

NEW JERSEY - 10

MISSISSIPPI - 4

MOBILITY

TERRITORIES - 2 MINNESOTA

NEW JERSEY

CARDIOLOGY - 15

CARDIOLOGY

CARDIOLOGY INFECTIOUS DIS - 2

NORTH DAKOTA - 2

NEW YORK - 29

NEW YORK

NEW YORK

IOWA - 5

MINNESOTA - 6NEBRASKA - 2SOUTH DAKOTA - 2

NEW YORK



ATRIUM

STAIRS/ESCALATOR

BIG BAR

M
EN

SKYWAY MEETING ROOMS

N
O

RT
H

 S
TE

TS
O

N
 S

TR
EE

T

N
O

RT
H

 C
O

LU
M

BU
S 

D
RI

V
E

EAST SOUTH WATER STREET

EAST WACKER DRIVE 

FRONT DRIVE

BELLSTAND

ATM

FRONT
DESK

WORLD OF HYATT

W
O

M
EN

SKYBRIDGE
EAST / WEST

TOWER ACCESS ROUTE

BOARDING PASS

FOYER

HYATT REGENCY CHICAGO 
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Room Dimensions
L x W x H

CAPACITY CHART
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(No AV)
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Sq. Ft.

Reception Theater 
(AV)

Classroom 
(AV)

Boardroom U-Shape
Hollow
Square

ExhibitRoom Name

Skyway Level (East Tower)

FLOOR PLAN

Note: Above setups are tables and chairs ONLY without space left for other equipment such as staging, AV, display tables, registration tables or coffee breaks.

SKYWAY MEETING ROOMS

Skyway Foyer 27’9” x 21’4” x 9’ 507 — 40 — — 6 — — —

Skyway 260 23’3” x 43’1” x 9’ 961 40 100 51 36 30 —  — —

Skyway 272 23’3” x 41’2” x 9’ 811 40 70 45 36 28 — — —
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FOYER

PLAZA
BALLROOM

EAST WACKER DRIVE

B

A

EAST SOUTH WATER STREET

PLAZA BALLROOM 92’9” x 28’9” x 10’6” 2,652 140 250 200 159 60 70 72 —

Plaza A 39’3” x 28’9”’ x 10’6” 1,128 60 130 70 63 24 30 32 —

Plaza B 53’ x 28’9” x 10’6” 1,524 80 150 130 96 36 40 40 —

Plaza Patio 34’5” x 115’3” x 9” 1,925  — — — — — — — —

Plaza Park — x — x — —  — — — — — — — —



HYATT REGENCY CHICAGO 
151 East Wacker Drive 
Chicago, Illinois 60601, USA 
T +1 312 565 1234
F +1 312 239 4541
hyattregencychicago.com

Note: Above setups are tables and chairs ONLY without space left for other equipment such as staging, AV, display tables, registration tables or coffee breaks.

Concourse Level (East Tower)

LAKESHORE MEETING ROOMS

Michigan 1A, 1B, 1C 33’4” x 74’5” x 8’6” 2,475 140 250 270 135 40/50* 69 78 —

  Michigan 1A 33’4” x 25’ x 8’6” 825 50 80 66 42 22 21 24 —

  Michigan 1B 33’4” x 24.5’ x 8’6” 760 50 75 66 42 22 21 24 —

  Michigan 1C 33’4” x 25.5’ x 8’6” 841 50 80 66 42 22 21 24 —

Michigan 2 26.5’ x 39’ x 8’6” 1,033 50 100 80 50 28 24 30 —

Michigan 3 41.5’ x 34’ x 8’6” 1,390 60 135 90 60 34 30 36 —

Michigan Boardroom 26’ x 15’ x 8’6” 390 — — — — 12 — — —

Randolph 1A & 1B 33’ x 46’ x 8’6” 1,767 100 175 108 60 40 40 48 —

  Randolph 1A 33’ x 23’ x 8’6” 819 50 80 50 27 28 21 24 —

   Randolph 1B 33’ x 23’ x 8’6” 819 50 80 50 27 28 21 24 —

Randolph 2 36’ x 26’9” x 8’6” 922 50 90 60 30 28 24 30 —

Randolph 3 42’ x 29’10” x 8’6” 1,192 70 120 84 48 34 30 36 —

Randolph Boardroom 23’ x 16’ x 8’6” 368 — — — — 10 — — —

Roosevelt 1A & 1B 27’6” x 42’ x 8’6” 1,186 60 125 70 42 40 39 42 —

  Roosevelt 1A 27’6” x 26’/16’ x 8’6” 599 30 50 28 18 28 18 21 —

  Roosevelt 1B 27’6” x 26’ x 8’6” 587 30 70 32 18 28 15 18 —

Roosevelt 2 Boardroom 25’ x 17’ x 8’6” 425 — — — — 12 — — —

Roosevelt Boardroom 17’ x 21’ x 8’6” 357 — — — — 8 — — —

Roosevelt 3A & 3B 30’ x 55’ x 8’6” 1,650 100 165 132 78 52 54 60 9

  Roosevelt 3A 30’ x 28’ x 8’6” 840 40 80 60 42 28 24 36 —

  Roosevelt 3B 30’ x 27’ x 8’6” 810 40 80 60 42 28 24 36 —

Monroe 1 Boardroom 24’6” x 19’9” x 8’6” 400 — — — — 10 — — —

Monroe 2 Boardroom 20’6” x 15’ x 8’6” 307 — — — — 8 — — —

Monroe 3 Boardroom 24’6” x 15’ x 8’6” 367 — — — — 12 — — —

Monroe 4 Boardroom 18’ x 22’6 x 8’6” 405 — — — — 10 — — —

Monroe 5 Boardroom 16’ x 21’ x 8’6” 336 — — — — 14 — — —

Room Dimensions
L x W x H

CAPACITY CHART

Banquet
6’ Rnds of 10

(No AV)

Room Size 
Sq. Ft.

Reception Theater 
(AV)

Classroom 
(AV)

Boardroom U-Shape
Hollow
Square

ExhibitRoom Name
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FLOOR PLAN
Concourse Level (East Tower)
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HYATT REGENCY CHICAGO 
151 East Wacker Drive 
Chicago, Illinois 60601, USA 
T +1 312 565 1234
F +1 312 239 4541
hyattregencychicago.com 

Ballroom Level (East Tower)

*NOTE: Above setups are tables and chairs ONLY without space left for other equipment such as staging, AV, display tables, registration tables or coffee breaks.

GRAND BALLROOM 24,282 1,800 3,000 2,400 1,250 —  — — 137

Grand A or B 4,047 240 400 400 250 74 80 100 20

Grand AB 8,094 500 800 800 500 — — — 45

Grand C or D 4,047 240 400 400 250 74 80 100 20

Grand CD 8,094 500 800 800 500 — — — 51

Grand C or D North 2,052 110 200 200 110 36 40 50 —

Grand C or D South 2,052 110 200 200 110 36 40 50 —

Grand CD North or South 4,047 280 400 400 250 74 80 100 25

Grand E or F 4,047 240 400 400 250 74 80 100 20

Grand EF 8,094 500 800 800 500 — — — 45

GRAND HALL 17,628 1,250 1,800 — — — — — 93

1,263 50 115 80 34 34 34 40 

2,551 150 250 210 129 62 70 80 12

2,798 170 250 225 144 70 70 80 12

2,873 170 250 225 144 70 70 80 12

2,310 120 225 180 108 58 60 65 12

2,243 120 200 180 108 58 55 60 12

Grand Hall G or H 

Grand Hall GH 

Grand Hall I 

Grand Hall J

Grand Hall K 

Grand Hall L

Grand Hall MN

213’ x 114’ x 17’ 

71’ x 57’ x 17’ 

71’ x 114’ x 17’ 

71’ x 57’ x 17’ 

71’ x 114’ x 17’ 

36’ x 57’ x 17’ 

36’ x 57’ x 17’ 

36’ x 114’ x 17’ 

71’ x 57’ x 17’ 

71’ x 114’ x 17’ 

110’4” x 169’5” x 9’6” 

37'8" x 34'6" x 9'6"

76'8” x 34’6” x 9’6" 

76'8" x 36’11” x 9’6” 

76’8” x 36’11” x 9’6” 

60’3” x 37’7” x 9’6” 

60’3” x 37’7” x 9’6” 

60’3” x 37’7” x 9’6” 

38’5” x 9’6” 

1,951 120 200 180 108 52 55 60 12

GRAND SUITES

Grand Suite 1 14’ x 19’ x 11’ 264 10 25 16 — 8 — — —

Grand Suite 2A 20’9” x 25’9” x 11’ 523 30 35 30 24 10 6 12 —

Grand Suite 2B 16’3” x 14’ x 11’ 238 10 15 15 9 8 — — —

Grand Suite 2AB 42’5” x 20’9” x 11’ 764 40 75 60 30 14 12 18 —

Grand Suite 3 25’ x 57’ x 9’ 1,425 80 130 120 60 40 32 36 —

Grand Suite 4 14’ x 23’ x 9’ 322 — — — — 8 — — —

Grand Suite 5 23’ x 49’ x 11’ 1,127 70 100 96 60 30 22 25 —

Room Dimensions
L x W x H

CAPACITY CHART

Banquet
6’ Rnds of 10

(No AV)

Room Size 
Sq. Ft.

Reception Theater 
(AV)

Classroom 
(AV)

Boardroom U-Shape
Hollow
Square

ExhibitRoom Name
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FLOOR PLAN
Ballroom Level (East Tower)
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Exhibit Level (East Tower)

FLOOR PLAN

Note: Above setups are tables and chairs ONLY without space left for other equipment such as staging, AV, display tables, registration tables or coffee breaks.

Room Dimensions
L x W x H

CAPACITY CHART

Banquet
6’ Rnds of 10

(No AV)

Room Size 
Sq. Ft.

Reception Theater 
(AV)

Classroom 
(AV)

Boardroom U-Shape
Hollow
Square

ExhibitRoom Name

RIVERSIDE EXHIBIT HALL

HALL CEILING HEIGHT 12’ 70,000 2,330 7,000 — — — — — 355

EAST — 30,000 870 2,500 2,400 — — — — 151

WEST — 40,000 1,330 4,500 3,300 — — — — 204

EAST DOCK (D, E, F) — 3 Bays — — — — — — — —



FOUNDERS SUITES

Dusable 26’5” x 26’7” x 9’ 677 40 60 50 27 28 18 30 —

Field 25’5” x 26’3” x 9’ 688 40 60 50 27 28 18 30 —

McCormick 25’5” x 26’3” x 9’ 688 40 60 50 27 28 18 30 —

Burnham 25’5” x 24’ x 10’ 688 40 60 50 27 28 18 30 —

Addams 22’ x 24’10” x 9’ 556 40 50 32 18 20 15 18 —

Wright 23’8” x 26’3” x 9’ 628 40 60 40 24 24 18 24 —

Ogden 23’8” x 26’3” x 9’ 628 40 60 40 24 24 18 24 —

Horner 23’8” x 26’3” x 9’ 628 40 60 40 24 24 18 24 —

Founders Foyer 16’ x 23’10” x 9’ 446 — — — — 8 — — —

BURNHAM

McCORMICK

FIELD

FOUNDERS
FOYER

WRIGHT

OGDEN

HORNER

DUSABLE

W
O

M
EN

M
EN

SERVICE

ADDAMS

HYATT REGENCY CHICAGO 
151 East Wacker Drive 
Chicago, Illinois 60601, USA 
T +1 312 565 1234
F +1 312 239 4541
hyattregencychicago.com

Third Floor (West Tower)

FLOOR PLAN

Note: Above setups are tables and chairs ONLY without space left for other equipment such as staging, AV, display tables, registration tables or coffee breaks.

Room Dimensions
L x W x H

CAPACITY CHART

Banquet
6’ Rnds of 10

(No AV)

Room Size 
Sq. Ft.

Reception Theater 
(AV)

Classroom 
(AV)

Boardroom U-Shape
Hollow
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THE LIVING ROOM — — — — — — — — — —

GALLERY COLLECTION

The Gallery Lounge 6 23’ x 52’10” 1,206 — — — — — — — —

The Gallery Lounge 7 32’2” x 24’2” 759 — — — — — — — —

Gallery 1 Boardroom 21’4” x 10’4” 223 — — — — 10 — — —

Gallery 2 Boardroom 21’4” x 11’4” 251 — — — — 10 — — —

Gallery 3 Boardroom 21’4” x 12’2” 258 — — — — 10 — — —

Gallery 4 Boardroom 21’4” x 11’10” 284 — — — — 10 — — —

Gallery 5 17’9” x 28’4” 470 20 40 30 24 18 — — —
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Skyway Level (West Tower)

FLOOR PLAN

Note: Above setups are tables and chairs ONLY without space left for other equipment such as staging, AV, display tables, registration tables or coffee breaks.
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HYATT REGENCY CHICAGO 
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Lobby Level (West Tower)

FLOOR PLAN

Note: Above setups are tables and chairs ONLY without space left for other equipment such as staging, AV, display tables, registration tables or coffee breaks.

CRYSTAL BALLROOM 167’ x 59’ x 19’ 9,853 700 1,000 950 500 —  — — 40

Crystal A 43’ x 59’ x 19’ 2,584 160 250 280 125 50 56 66 —

Crystal B 80’ x 56’ x 19’ 4,559 320 500 450 240 100 70 82 —

Crystal C 43’ x 59’ x 19’ 2,586 160 250 280 125 50 56 66 —

Crystal AB or BC 123’ x 59’ x 19’ 7,198 480 750 870 380 120 129 150 —

CRYSTAL FOYER — 5,120 — 400 — — — — — —

Room Dimensions
L x W x H

CAPACITY CHART

Banquet
6’ Rnds of 10

(No AV)

Room Size 
Sq. Ft.

Reception Theater 
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151 East Wacker Drive 
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F +1 312 239 4541
hyattregencychicago.com

Concourse Level (West Tower)

FLOOR PLAN

Note: Above setups are tables and chairs ONLY without space left for other equipment such as staging, AV, display tables, registration tables or coffee breaks.

LANDMARK SUITES

Comiskey 40’ x 62’ x 9’ 1,982 70 200 90 84 40 36 42 —

Water Tower 45’3”’ x 25’ x 9’ 1,143 80 120 120 54 28 26 36 —

Gold Coast 47’6” x 25’ x 9’ 1,178 80 120 120 54 28 26 36 —

Haymarket 29’6” x 19’6” x 9’ 562 40 60 30 24 24 20 25 —

Picasso 29’6” x 22’ x 9’ 599 40 60 30 30 24 18 24 —

Columbian 27’3’ x 25’ x 9’ 681 40 60 60 33 26 25 30 —

Soldier Field 34’ x 25’8 x 9’ 789 40 70 45 30 24 25 30 —

Wrigley 43’ x 52’ x 9’ 1,540 70 140 60 48 30 25 30 —

Room Dimensions
L x W x H

CAPACITY CHART

Banquet
6’ Rnds of 10
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HYATT REGENCY CHICAGO 
151 East Wacker Drive 
Chicago, Illinois 60601, USA 
T +1 312 565 1234
F +1 312 239 4541
hyattregencychicago.com

Ballroom Level (West Tower)

West Tower (36th Floor)

*NOTE: Above setups are tables and chairs ONLY without space left for other equipment such as staging, AV, display tables, registration tables or coffee breaks.

REGENCY BALLROOM 72’ x 230’ x 11’8” 16,560 1,000 1,600 1,600 750 —  — — 90

Regency A, B, C or D 72’ x 58’ x 11’8” 4,176 240 400 400 220 70 72 100 20

Regency AB, BC or CD 72’ x 117’ x 11’8” 8,424 480 800 800 450 140 144 200 40

Regency ABC or BCD 72’ x 174’ x 11’8” 12,528 750 1,200 1,200 675 — — — 60

INTERNATIONAL SUITES 59’6” x 81’3” x 7’6” 3,936 240 350 — — — — — 22

Toronto 59’6” x 26’6” x 8’5” 1,558 100 150 120 96 55 55 60 10

Hong Kong 28’ x 27’ x 8’5” 808 40 50 60 36 30 23 28 3

 Acapulco 59’6” x 27’ x 8’5” 1,558 100 150 120 96 55 55 60 10

CITY SUITES

Atlanta 24’ x 32’ x 7’9” 768 40 60 60 36 24 18 24 —

San Francisco 25’ x 26’ x 7’9” 650 40 60 55 27 24 29 32 —

New Orleans 28’ x 33’ x 7’9” 906 50 70 65 45 30 24 30 —

BOARD OF TRADE 23’ x 27’ 621 — — — — 16 — — —

Room Dimensions
L x W x H

CAPACITY CHART
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6’ Rnds of 10

(No AV)

Room Size 
Sq. Ft.
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FLOOR PLAN
Ballroom Level (West Tower)
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Exhibit Level (West Tower)

FLOOR PLAN

STETSON CONFERENCE CENTER

Stetson Suite A 9’ x 19’ x 8’ 378 10 25 24 15 12 — — —

Stetson Suite BC 30’ x 17’ x 8’ 510 30 40 45 18 24 27 30 —

Stetson Suite D 18’ x 24’ x 8’ 432 10 25 30 18 20 10 12 —

Stetson Suite E 30’ x 27’ x 8’ 810 40 55 50 21 26 14 16 —

Stetson Suite F 36’ x 25’ x 8’ 900 50 60 70 45 34 18 20 —

Stetson Suite G 36’ x 14’ x 8’ 504 30 40 48 27 14 14 14 —

Stetson Suite F-G 36’ x 39’ x 8’ 1,404 80 90 — — — — — —

Note: Above setups are tables and chairs ONLY without space left for other equipment such as staging, AV, display tables, registration tables or coffee breaks.
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2024 ANNUAL MEETING OF THE AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES  

 
Official Call to the Officers and Members of the American Medical Association to attend the June 2024 Annual Meeting 

of the House of Delegates in Chicago, Illinois, June 7 – 12, 2024. 
 

The House of Delegates will convene at 6:00 p.m., on June 7 at the Hyatt Regency Chicago. 
 

STATE ASSOCIATION REPRESENTATION IN THE HOUSE OF DELEGATES 
 

Alabama 4 
Alaska 1 
Arizona 5  
Arkansas 2 
California 32 
Colorado 6 
Connecticut 4 
Delaware 1 
District of Columbia 2 
Florida 17 
Georgia 6 

Guam 1 
Hawaii 2  
Idaho 1 
Illinois 12 
Indiana 5 
Iowa 4 
Kansas 3 
Kentucky 5 
Louisiana 7 
Maine 2 
Maryland 6 

Massachusetts 13 
Michigan 14 
Minnesota 5 
Mississippi 3 
Missouri 5 
Montana 1 
Nebraska 2 
Nevada 2 
New Hampshire 1 
New Jersey 8 
New Mexico 2 

New York 23 
North Carolina 6  
North Dakota 2 
Ohio 12 
Oklahoma 4  
Oregon 4 
Pennsylvania 14 
Puerto Rico 2 
Rhode Island 2 
South Carolina 4  
South Dakota 2 

Tennessee 6 
Texas 20 
Utah 3 
Vermont 1   
Virgin Islands 1  
Virginia 8 
Washington 6 
West Virginia 2 
Wisconsin 5 
Wyoming 1

 

 
SPECIALTY SOCIETY REPRESENTATION IN THE HOUSE OF DELEGATES 

 
American Academy of Child and Adolescent Psychiatry 2 
American Academy of Dermatology 5 
American Academy of Family Physicians 25 
American Academy of Hospice and Palliative Medicine 2 
American Academy of Neurology 3 
American Academy of Ophthalmology 4 
American Academy of Orthopaedic Surgeons 4 
American Academy of Otolaryngology-Head and Neck Surgery 3 
American Academy of Pediatrics 5 
American Academy of Physical Medicine and Rehabilitation 3 
American Academy of Sleep Medicine 2 
American Association of Clinical Urology, Inc. 2 
American Association of Gynecologic Laparoscopists 3 
American College of Cardiology 7 
American College of Chest Physicians (CHEST) 3 
American College of Emergency Physicians 8 
American College of Gastroenterology 2 
American College of Obstetricians and Gynecologists 14 
American College of Physicians 34 
American College of Radiology 8 
American College of Rheumatology 2 
American College of Surgeons 8 
American Gastroenterological Association 2 
American Geriatrics Society 2 
American Institute of Ultrasound in Medicine 2 
American Psychiatric Association 8 
American Roentgen Ray Society 3 

American Society for Clinical Pathology 3 
American Society for Dermatologic Surgery 3 
American Society for Gastrointestinal Endoscopy 2 
American Society for Radiation Oncology 2 
American Society of Addiction Medicine 2 
American Society of Anesthesiologists 8 
American Society of Cataract and Refractive Surgery 2 
American Society of Echocardiography 2 
American Society of Hematology 2 
American Society of Neuroradiology 2 
American Society of Plastic Surgeons 3 
American Society of Regional Anesthesia and Pain Medicine 2 
American Thoracic Society 2 
American Urological Association 2 
Association for Clinical Oncology 5 
College of American Pathologists 4 
Congress of Neurological Surgeons 2 
Infectious Diseases Society of America 2 
North American Spine Society 2 
Radiological Society of North America 3 
Society for Cardiovascular Angiography and Interventions 2 
Society of American Gastrointestinal Endoscopic Surgeons 2 
Society of Critical Care Medicine 2 
Society of Hospital Medicine 3 
Society of Laparoscopic and Robotic Surgeons 2 
Society of Thoracic Surgeons 2 
The Endocrine Society 2 

  

Remaining eligible national medical specialty societies (78) are entitled to one delegate each. 
 

The Academic Physicians Section, Integrated Physician Practice Section, International Medical Graduates Section, Medical Student Section, 
Minority Affairs Section, Organized Medical Staff Section, Private Practice Physicians Section, Resident and Fellow Section, Senior Physicians 
Section, Women Physicians Section, Young Physicians Section, Army, Navy, Air Force, Public Health Service, Department of Veterans Affairs, 
Professional Interest Medical Associations, AMWA, AOA and NMA are entitled to one delegate each. 
 

State Medical Associations 312 
National Medical Specialty Societies  312 
Professional Interest Medical Associations  3 
Other National Societies (AMWA, AOA, NMA)  3 
Medical Student Regional Delegates  26 
Resident and Fellow Delegate Representatives  35 
Sections  11 
Services  5 
Total Delegates 707 

 
Registration facilities will be maintained at the Hyatt Regency Chicago Foyer. 
 
Jesse M. Ehrenfeld, MD, MPH  Lisa Bohman Egbert, MD   David H. Aizuss, MD  
President Speaker, House of Delegates  Secretary 



2023 - 2024 
 

OFFICIALS OF THE ASSOCIATION 
 

BOARD OF TRUSTEES (OFFICERS) 
 

 
President – Jesse M. Ehrenfeld ................................................................................................... Milwaukee, Wisconsin 
President-Elect - Bruce A. Scott .................................................................................................... Louisville, Kentucky 
Immediate Past President – Jack Resneck ................................................................................... San Rafael, California 
Secretary – David H. Aizuss .............................................................................................................. Encino, California 
Speaker, House of Delegates - Lisa Bohman Egbert ................................................................................. Dayton, Ohio  
Vice Speaker, House of Delegates - John H. Armstrong .......................................................................... Ocala, Florida 
 
Toluwalase A. Ajayi (2026) ......................................................................................................... San Diego, California 
Madelyn E. Butler (2025) ....................................................................................................................... Tampa, Florida 
Alexander Ding (2026) .................................................................................................................. Louisville, Kentucky 
Willarda V. Edwards (2024) ...........................................................................................................Baltimore, Maryland 
Scott Ferguson (2026) ............................................................................................................ West Memphis, Arkansas 
Sandra Adamson Fryhofer (2026) ........................................................................................................ Atlanta, Georgia 
Marilyn J. Heine (2026) ............................................................................................................... Dresher, Pennsylvania 
Pratistha Koirala (2024) ................................................................................................................ Danbury, Connecticut 
Ilse R. Levin (2024)  ................................................................................................................. Silver Spring, Maryland 
Thomas J. Madejski (2024) .............................................................................................................. Medina, New York 
Bobby Mukkamala (2025) ...................................................................................................................... Flint, Michigan 
Harris Pastides (2024)  .......................................................................................................... Columbia, South Carolina 
Aliya Siddiqui (2024) ................................................................................................................. Milwaukee, Wisconsin 
Michael Suk (2024), Chair-Elect ............................................................................................... Danville, Pennsylvania 
Willie Underwood, III (2024), Chair ................................................................................................ Buffalo, New York 
 

COUNCILS OF THE AMA 
 
COUNCIL ON CONSTITUTION AND BYLAWS 
Jerry P. Abraham, Los Angeles, California, Vice Chair (2025); John H. Armstrong, Ocala, Florida, Vice Speaker: 
Ex Officio (2024); Mark N. Bair, Highland, Utah, Chair, (2027); Druv Bhagavan, St. Louis, Missouri (Student) 
(2024); Pino D. Colone, Howell, Michigan (2024); Mary Ann Contogiannis, Greensboro, North Carolina (2025); 
Lisa Bohman Egbert, Dayton, Ohio, Speaker: Ex Officio (2027); Daniel O. Pfeifle, Indianapolis, Indiana (Resident) 
(2025); Kevin C. Reilly, Sr., Grovetown, Georgia (2026); Steven C. Thornquist, Bethany, Connecticut (2026).  
Secretary: Janice Robertson, Chicago, Illinois. 
 
COUNCIL ON ETHICAL AND JUDICIAL AFFAIRS 
Rebecca W. Brendel, Boston, Massachusetts (2026); Arthur R. Derse, Shorewood, Wisconsin (2030); Sophia A. 
Doerr, Madison, Wisonsin (Student) (2025); David A. Fleming, Columbia, Missouri, Chair (2024); Michael G. 
Knight, Washington, District of Columbia (2029); Jeremy A. Lazarus, Greenwood Village, Colorado, Vice Chair 
(2025); Larry E. Reaves, Fort Worth, Texas (2027); Daniel P. Sulmasy, Washington, District of Columbia (2028); 
Danish M. Zaidi, New Haven, Connecticut (Resident) (2024).  
Secretary: Amber Comer, Chicago, Illinois. 
 
COUNCIL ON LEGISLATION 
Vijaya L. Appareddy, Chattanooga, Tennessee (2024); Maryanne C. Bombaugh, Falmouth, Massachusetts (2024);  
Claude D. Brunson, Ridgeland, Mississippi (2024); Michael D. Chafty, Kalamazoo, Michigan (2024); Gary W. 
Floyd, Corpus Christi, Texas, Chair, (2024); Benjamin Z. Galper, McLean, Virginia (AMPAC Liaison) (2024); 
Merrilee Aynes Gober, Atlanta, Georgia (Alliance Rep) (2029); Ross F. Goldberg, Scottsdale, Arizona (2024); 
Tracy L. Henry, Lithonia, Georgia (2024); Tripti C. Kataria, Chicago, Illinois (2024); Sarah Mae Smith, Anaheim, 
California (Student) (2024); Sophia E. Spadafore, New York, New York (Resident) (2024); Ann Rosemarie Stroink, 
Heyworth, Illinois (2024); Marta J. Van Beek, Iowa City, Iowa, Vice Chair (2024). 
Secretary: George Cox, Washington, District of Columbia. 
  



COUNCIL ON LONG RANGE PLANNING AND DEVELOPMENT 
Edmond B. Cabbabe, St. Louis, Missouri (2025); Clarence P. Chou, Milwaukee, Wisconsin (2024); Renato A. 
Guerrieri, Houston, Texas (Student) (2024); Gary R. Katz, Dublin, OH (2027); G. Sealy Massingill, Fort Worth, 
Texas (2027); Gary D. Thal, Chicago, Illinois, Chair (2025); Michelle A. Berger, Austin, Texas, Vice Chair (2026); 
Jan M. Kief, Merritt Island, Florida (2027); Shannon P. Pryor, Chevy Chase, Maryland (2024); 
Stephanie M. Strohbeen, Whitefish Bay, Wisconsin (Resident) (2024).  
Secretary: Susan Close, Chicago, Illinois. 
 
COUNCIL ON MEDICAL EDUCATION 
Suja M. Matthew, Hinsdale, Illinois (2026); Sherri S. Baker, Edmond, Oklahoma (2025); Kelly J. Caverzagie, 
Omaha, Nebraska (2027); Ricardo R. Correa Marquez, Phoenix, AZ (2027); Louito C. Edje, Cincinnati, Ohio 
(2025); Robert B. Goldberg, Morristown, New York (2025); Revati Gummaluri, Flemington, New Jersey (Student) 
(2024); Cynthia A. Jumper, Lubbock, Texas, Chair (2024); Shannon M. Kilgore, Los Altos, California (2027); 
Daniel C. Lee, Mobile, Alabama (Resident) (2025); Krystal L. Tomei, Lyndhurst, Ohio, Chair-Elect (2025); Daniel 
M. Young, Vestal, New York (2027).  
Secretary: Tanya Lopez, Chicago, Illinois. 
 
COUNCIL ON MEDICAL SERVICE 
A. Patrice Burgess, Boise, Idaho (2027); Alain A. Chaoui, Peabody, Massachusetts (2025); Steven L. Chen, San 
Diego, California (2024); Betty S. Chu, Detroit, Michigan (At-Large) (2026); Alice Coombs, Richmond, Virginia 
(2027); Erick A. Eiting, New York, New York (2024); Stephen K. Epstein, Needham, Massachusetts, Chair-Elect 
(2026); Ravi Goel, Cherry Hill, New Jersey (2026); Hari S. Iyer Detroit, Michigan (Resident) (2025); Lynn L. C. 
Jeffers, Camarillo, California (2024); Justin W. Magrath New Orleans, Louisiana (Student) (2024); Sheila Rege, 
Pasco, Washington, Chair (2026).  
Secretary: Linda Walsh, Chicago, Illinois. 
 
COUNCIL ON SCIENCE AND PUBLIC HEALTH 
Ankush K. Bansal, Loxahatchee, Florida (2027); Joanna Bisgrove, Evanston, Illinois (2026); John T. Carlo, Dallas, 
Texas, Chair-Elect (2025); Joshua M. Cohen, New York, New York (2026); David R. Cundiff, Ilwaco, Washington 
(2026); Karen Dionesotes, Baltimore, Maryland (Resident) (2024); Mary E. LaPlante, Broadview Heights, OH 
(2025); Marc Mendelsohn, St. Louis, MO (2027); Tamaan K. Osbourne-Roberts, Denver, Colorado (2027); Padmini 
D. Ranasinghe, Baltimore, Maryland (2026); David J. Welsh, Batesville, Indiana, Chair (2024); Kirsten C. 
Woodyard De Brit, Covington, KY (Student) (2024).  
Secretary: Andrea Garcia, Chicago, Illinois. 
 
AMERICAN MEDICAL ASSOCIATION POLITICAL ACTION COMMITTEE  
Elie C. Azrak, St. Louis, Missouri; Brooke M. Buckley, Bloomfield Hills, Michigan, Chair; Paul J. Carniol, Summit, 
New Jersey; Juliana Cobb, Lousiville, Kentucky (Student); Benjamin Z. Galper, McLean, Virginia (COL Liaison); 
Victoria Gordon, Houston, Texas (Resident); Bruce A. MacLeod, Pittsburgh, Pennsylvania; L. Elizabeth Peterson, 
Spokane, Washington, Secretary; Stephen J. Rockower, Bethesda, Maryland; Sion Roy, Malibu, California; Janice 
E. Tildon-Burton, Wilmington, Delaware.  
Executive Director and Treasurer: Rob Jordan, Washington, District of Columbia. 
 



 
 
 

EX OFFICIO MEMBERS OF THE HOUSE OF DELEGATES 
 
The Former Presidents and Former Trustees of the Association, the Chairs of the Councils of the AMA and the current 
General Officers, with the exception of the Speaker and Vice Speaker of the House of Delegates, are ex officio, nonvoting 
members of the House of Delegates.  

 
 

FORMER PRESIDENTS 
 
Susan R. Bailey 2020-2021 
David O. Barbe 2017-2018 
Lonnie R. Bristow 1995-1996 
Peter W. Carmel 2011-2012 
Yank D. Coble, Jr. 2002-2003 
Richard F. Corlin 2001-2002 
Nancy W. Dickey 1998-1999 
Andrew W. Gurman 2016-2017 
Gerald E. Harmon 2021-2022 

Patrice A. Harris 2019-2020 
J. Edward Hill 2005-2006 
Ardis D. Hoven 2013-2014 
Daniel H. Johnson, Jr. 1996-1997 
Jeremy A. Lazarus 2012-2013 
Barbara L. McAneny 2018-2019 
Alan R. Nelson 1989-1990 
John C. Nelson 2004-2005 
Nancy H. Nielsen 2008-2009 

William G. Plested, III 2006-2007 
Jack Resneck  2022-2023 
J. James Rohack 2009-2010 
Randolph D. Smoak, Jr. 2000-2001 
Steven J. Stack 2015-2016 
Robert M. Wah 2014-2015 
Cecil B. Wilson 2010-2011 
Percy Wootton 1997-1998 

 
 

FORMER TRUSTEES 
 

Herman I. Abromowitz 1997-2005 
Susan Hershberg Adelman 1998-2002 
Kendall S. Allred 2008-2009 
Raj S. Ambay 2009-2011 
Joseph P. Annis 2006-2014 
Grayson W. Armstrong 2019-2021 
John H. Armstrong 2002-2006 
Maya A. Babu 2013-2017 
Susan R. Bailey 2011-2018 
Timothy E. Baldwin 1987-1989 
David O. Barbe 2009-2016 
Regina M. Benjamin 1995-1998 
Scott L. Bernstein 1991-1992 
Stefano M. Bertozzi 1986-1988 
David J. Brailer 1985-1986 
Lonnie R. Bristow 1985-1994 
Peter Carmel 2002-2010 
Alice A. Chenault 1984-1985 
Yank D. Coble 1994-2001 
David S. Cockrum 1993-1994 
MaryAnn Contogiannis 1989-1993 
Malini Daniel 2012-2013 
Christopher M. DeRienzo 2006-2008 
Nancy W. Dickey 1989-1997 
Alexander Ding 2011-2013 
William A. Dolan 2007-2011 
Timothy T. Flaherty 1994-2003 
Melissa J. Garretson 1992-1993 
Michael S. Goldrich 1993-1997 
Julie K. Goonewardene 2012-2016 
Andrew W. Gurman 2007-2015 
Patrice A. Harris 2011-2018 

Alan C. Hartford 1989-1990 
Drayton Charles Harvey 2020-2023 
William A. Hazel, Jr 2004-2009 
Cyril M. Hetsko 2003-2011 
J. Edward Hill 1996-2004 
Ardis D. Hoven  2005-2012 
William E. Jacott 1989-1998 
Hillary D. Johnson 2001-2002 
Matthew D. Kagan 1999-2000 
Christopher K. Kay 2008-2012 
William E. Kobler 2012-2020 
Russell W.H. Kridel 2014-2022 
Edward L. Langston 2003-2011 
Matthew C. Lawyer 2004-2005 
Jeremy A. Lazarus 2005-2011 
W. J. Lewis 1979-1984 
Audrey J. Ludwig 1990-1991 
Justin B. Mahida 2009-2010 
Omar Z. Maniya 2016-2017 
Barbara L. McAneny 2010-2017 
William A. McDade 2016-2020 
Mary Anne McCaffree 2008-2016 
Joe T. McDonald 2005-2006 
Samuel J. Mackenzie 2014-2015 
Sandeep “Sunny” Mistry 2000-2001 
Mario Motta 2018-2022 
Elizabeth Blake Murphy 2020-2021 
Alan R. Nelson 1980-1988 
John C. Nelson 1994-2003 
Nancy H. Nielsen 2005-2007 
Albert J. Osbahr, III 2011-2019 
Rebecca J. Patchin 1988-1989 

Rebecca J. Patchin 2003-2011 
Stephen R. Permut 2010-2018 
Pamela Petersen-Crair 1996-1998 
Dina Marie Pitta 2015-2016 
William G. Plested, III 1998-2005 
Stephen Pool 1995-1996 
Liana Puscas 1999-2001 
Kevin C. Reilly 2003-2005 
Ryan J. Ribeira 2013-2014 
J. James Rohack 2001-2008 
David A. Rosman 2002-2004 
Samantha L. Rosman 2005-2009 
Raymond Scalettar 1985-1994 
Bruce A. Scott 1998-2002 
Carl A. Sirio 2010-2018 
Sarah Mae Smith 2019-2020 
Randolph D. Smoak, Jr. 1992-1999 
Steven J. Stack 2006-2014 
Michael Suk 1994-1995 
Andrew M. Thomas 1997-1999 
Jeffrey A. Towson 1998-1999 
Georgia A. Tuttle 2011-2019 
Jordan M. VanLare 2011-2012 
Robert M. Wah 2005-2013 
Peter Y. Watson 2001-2003 
Monica C. Wehby 2011-2013 
Kevin W. Williams 2016-2020 
Meredith C. Williams 2010-2011 
Cecil B. Wilson 2002-2009 
Percy Wootton 1991-1996

 



 

SPECIALTY AND SERVICE SOCIETY REPRESENTATIVES 
2024 Annual Meeting of the AMA House of Delegates 

 
(The following are representatives of the following societies which are represented in the SSS but are not 
members of the House of Delegates.) 
 
American Academy of Emergency Medicine                                                 Joseph Wood, MD, JD 
American Association of Endocrine Surgeons             Dina Elaraj, MD 
American Association of Hip and Knee Surgeons          Beau Kildow, MD 
American College of Correctional Physicians                       Charles Lee, MD 
American Dermatological Association            Murad Alam, MD 
American Epilepsy Society                David M. Labiner, MD 
American Society for Laser Medicine and Surgery George Hruza, MD 
American Society of Nephrology       Jeffrey S. Berns, MD 
American Urogynecologic Society             Jennifer Wu, MD 
Association of Professors of Dermatology           Christopher R. Shea, MD 
International Academy of Independent Medical Evaluators Diana Kraemer, MD 
Korean American Medical Association   John Yun, MD, Jennifer Inhae Lee, MD 
United States and Canadian Academy of Pathology Nicole Riddle, MD; Daniel Zedek 
   
  
  

 
 
 



MEMBERS OF THE HOUSE OF DELEGATES SPECIAL MEETING - JUNE 2024
The following is a list of delegates and alternate delegates to the House of Delegates

as reported to the Executive Vice President

Medical Association of the State of Alabama

Delegate(s)
B Jerry Harrison, Haleyville AL

John Meigs Jr, Brent AL

William Schneider, Huntsville AL

George C. Smith, Lineville AL

Alternate Delegate(s)
Alexis Mason, Tuscaloosa AL

Jane Weida, Tuscaloosa AL

Tom Weida, Tuscaloosa AL

Amanda Williams, Montgomery AL

 Regional Medical Student Alternate 
Delegate(s)

Marc Erickson , Dothan AL

Rhea Nichani, Dothan  AL

Arizona Medical Association

Delegate(s)
Veronica K. Dowling, Lakeside AZ

Gary R. Figge, Tucson AZ

Michael Hamant, Tucson AZ

M Zuhdi Jasser, Phoenix AZ

Marc Leib, Phoenix AZ

Alternate Delegate(s)
Ilana Addis, Tucson AZ

David Baltazer, Scottsdale AZ

Timothy Fagan, Tucson AZ

Jacquelyn Hoffman, Tucson AZ

Nadeem Kazi, Casa Grande AZ

Arkansas Medical Society

Delegate(s)
Stephen Magie, Conway AR

Eugene Shelby, Little Rock AR

Alternate Delegate(s)
Danny Wilkerson, Little Rock AR

Alan Wilson, Monticello AR

 Regional Medical Student Delegate(s)
Clara I. Puente, Little Rock  AR

California Medical Association

Delegate(s)
Jerry P Abraham, Los Angeles CA

Barbara J. Arnold, Sacramento CA

Patricia L. Austin, Alamo CA

Dirk Stephen Baumann, Burlingame CA

Jeffrey Brackett, Ventura CA

Peter N. Bretan, Novato CA

J Brennan Cassidy, Newport Beach CA

Maisha Draves, Fairfield CA

Suparna Dutta, Oakland CA

Kyle P. Edmonds, San Diego CA

Rachel Ekaireb, Sacramento CA

George Fouras, Los Angeles CA

Anjalee Galion, Santa Ana CA

Dev A. GnanaDev, Upland CA

Robert Hertzka, Rancho Santa Fe CA

Samuel Huang, Los Angeles CA

Jeff Klingman, Orinda CA

John Maa, San Francisco CA

Ramin Manshadi, Stockton CA

5/15/2024Current as of:



California Medical Association

Delegate(s)
Theodore Mazer, Fort Myers FL

Kelly McCue, Davis CA

Mihir Parikh, La Jolla CA

Stephen Parodi, Oakland CA

Albert Ray, San Diego CA

Ryan J. Ribeira, Mountain View CA

Katrina Saba, Oakland CA

Seema Sidhu, Fremont CA

Tatiana W. Spirtos, Redwood City CA

James J. Strebig, Irvine CA

Illan Strygler, Commerce CA

Holly Yang, San Diego CA

Frank Zhou, Los Angeles CA

Alternate Delegate(s)
Ameena Ahmed, Oakland CA

Alpesh Amin, Anaheim CA

Jack Chou, Baldwin Park CA

Jade Cook, Los Angeles CA

James Cotter, Napa CA

Diana Dayal, Los Angeles CA

Michele Evans, Rocklin CA

Sergio Flores, San Diego CA

David Friscia, San Diego CA

Douglas Gibson, Folsom CA

Raminder Gill, Sacramento CA

Brian Grady, San Francisco CA

Catherine Gutfreund, Santa Rosa CA

Jennifer Hone, Santa Barbara CA

Janet Jacobson, Anaheim CA

Scott Richard Karlan, West Hollywood CA

California Medical Association

Alternate Delegate(s)
Mark H. Kogan, San Pablo CA

Sudeep Kukreja, Orange CA

Man Kit Leung, San Francisco CA

Stacey Ludwig, Los Angeles CA

Debbie Lupeika, Redding CA

Chang Na, Bakersfield CA

Bing Pao, Rcho Santa Fe CA

Smita Rouillard, Fresno CA

Sion Roy, Malibu CA

Raymond Tsai, Lost Hills CA

William Tseng, San Diego CA

Shannon Udovic-Constant, San Francisco CA

Valencia Walker, Los Angeles CA

Patricia Wang, Antioch CA

Barbara Weissman, Pacifica CA

Anna Yap, Carmichael CA

 Resident and Fellow Sectional Delegate(s)
Pauline Huynh, Oakland CA

Helene Nepomuceno, Las Vegas NV

 Resident and Fellow Sectional Alternate 
Delegate(s)

Christina Wang, San Francisco CA

 Regional Medical Student Delegate(s)
Jesse  D. Garcia Jr, Colusa  CA

Nidhi K. Reddy, Stockton CA

 Regional Medical Student Alternate 
Delegate(s)

Thomas S. Issa, Lancaster  CA

Jessica Kim, San Jose CA

Elisabeth McCallum, Irvine CA

Kelly   C Ngo, Orange CA
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Colorado Medical Society

Delegate(s)
David Downs, Denver CO

Jan Kief, Merritt Island FL

A. "Lee" Morgan, Denver CO

Tamaan Osbourne-Roberts, Denver CO

Lynn Parry, Littleton CO

Alternate Delegate(s)
Carolynn Francavilla, Lakewood CO

Rachelle M. Klammer, Denver CO

Patrick Pevoto, Fruita CO

Brigitta J. Robinson, Centennial CO

Michael Volz, Englewood CO

 Regional Medical Student Delegate(s)
Dakota R. Hitchcock, Denver CO

Connecticut State Medical Society

Delegate(s)
Katherine L. Harvey, Canton CT

Kathleen A. LaVorgna, Norwalk CT

Bollepalli Subbarao, Middletown CT

Steven C. Thornquist, Bethany CT

Alternate Delegate(s)
M. Natalie Achong, Unionville CT

Raymond Lorenzoni, Woodbridge CT

Stacy Taylor, New Hartford CT

Michael Virata, Woodbridge CT

 Resident and Fellow Sectional Delegate(s)
Daniel Kerekes, New Hyde Park NY

 Resident and Fellow Sectional Alternate 
Delegate(s)

Pawan Mathew, Winchester MA

 Regional Medical Student Delegate(s)
Krishna Channa, Farmington CT

Connecticut State Medical Society

 Regional Medical Student Delegate(s)
Amanda Kahn, Farmington CT

Julia Silverman, Farmington CT

 Regional Medical Student Alternate 
Delegate(s)

Catriona Hong, Glastonbury CT

Vedika Karandikar, Farmington CT

Jessica Macintyre, Farmington CT

Lizzie Suschana, Farmington CT

Medical Society of Delaware

Delegate(s)
Janice Tildon-Burton, Newark DE

Alternate Delegate(s)
Matthew Burday, Wilmington DE

Medical Society of the District of Columbia

Delegate(s)
Peter E. Lavine, Washington DC

Raymond K. Tu, Washington DC

Alternate Delegate(s)
Neal D Barnard, Washington DC

Matthew Lecuyer, Washington DC

 Resident and Fellow Sectional Alternate 
Delegate(s)

Zach Dunton, Washington  DC

Florida Medical Association

Delegate(s)
Ankush Bansal, Westlake FL

Rebekah Bernard, Fort Myers FL

Andrew Cooke, Mount Dora FL

Lisa Cosgrove, Jacksonville FL

Eva Crooke, Tampa FL

Mark Dobbertien, Orange Park FL

Michelle Falcone, Miami FL
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Florida Medical Association

Delegate(s)

Ronald Frederic Giffler, Davie FL

Jason Goldman, Coral Springs FL

Corey L. Howard, Naples FL

Rebecca Lynn Johnson, Tampa FL

Tra'Chella Johnson Foy, Jacksonville FL

John Montgomery, Fleming Island FL

Douglas Murphy, Ocala FL

Ralph Jacinto Nobo, Bartow FL

Michael L. Patete, Venice FL

Michael Andrew Zimmer, St Petersburg FL

Alternate Delegate(s)
Shawn Baca, Boca Raton FL

Michael Cromer, Tampa FL

Aaron Elkin, Hollywood FL

Vania Fernandez, Miami FL

Shelley C. Glover, Clermont FL

Raphael C. Haciski, Naples FL

Ryan Hall, Lake Mary FL

Karen Harris, Gainesville FL

Vicki Norton, Boca Raton FL

Arthur E. Palamara, Hollywood FL

Thomas G. Peters, Jacksonville FL

Alan B. Pillersdorf, Lake Worth FL

Sergio B. Seoane, Lakeland FL

 Regional Medical Student Delegate(s)
Alex Tolbert, Tallahassee FL

 Regional Medical Student Alternate 
Delegate(s)

Boyd  W. Colbrunn, Miami FL

Sneha Kapil, St. Augustine FL

Medical Association of Georgia

Delegate(s)
John S. Antalis, Dalton GA

S William Clark III, Waycross GA

Billie Luke Jackson, Macon GA

Zachary Lopater, Macon GA

Ali R Rahimi, Atlanta GA

Charles Wilmer, Atlanta GA

Alternate Delegate(s)
Keisha Callins, Macon GA

Shamie Das, Atlanta GA

Chris McAdams, Atlanta GA

Fonda A. Mitchell, Atlanta GA

Hawaii Medical Association

Delegate(s)
Angela Pratt, Honolulu HI

Jerry Van Meter, Honolulu HI

Alternate Delegate(s)
Elizabeth  A. Ignacio, Kahului HI

Idaho Medical Association

Delegate(s)
A. Patrice Burgess, Boise ID

Alternate Delegate(s)
Zachary Warnock, Pocatello ID

Illinois State Medical Society

Delegate(s)
Rodney Alford, Watseka IL

Thomas M. Anderson, Chicago IL

Howard Axe, Grayslake IL

Christine Bishof, Elmhurst IL

Howard Chodash, Springfield IL

Niva Lubin-Johnson, Chicago IL

James L. Milam, Grayslake IL
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Illinois State Medical Society

Delegate(s)

Robert Panton, Elmwood Park IL

Adam Roussas, Chicago IL

Shastri Swaminathan, Westmont IL

Piyush Vyas, Lake Forest IL

Steven D. Williams, Bourbonnais IL

Alternate Delegate(s)
Aadil Ahmed, Forest Park IL

Smitha Arekapudi, Chicago IL

Nancy Church, Chicago IL

Scott A. Cooper, Chicago IL

Richard A. Geline, Glenview IL

Anne Langguth, Hindsdale IL

Megi Maci, Quincy MA

Martha Menchaca, Brookfield IL

Vikram B. Patel, South Barrington IL

Holly Rosencranz, Champaign IL

Judith G Savage, Tinley Park IL

 Resident and Fellow Sectional Delegate(s)
Ian Brodka, Cheektowaga NY

 Regional Medical Student Delegate(s)
Kayla Tran, North Chicago IL

Indiana State Medical Association

Delegate(s)
Heidi Dunniway, Evansville IN

Vidya S. Kora, Michigan City IN

William Mohr, Kokomo IN

Rhonda Sharp, Lagrange IN

David Welsh, Batesville IN

Alternate Delegate(s)
Deepak Azad, Floyds Knobs IN

Roberto Darroca, Muncie IN

Indiana State Medical Association

Alternate Delegate(s)

Lisa Hatcher, Columbia City IN

Thomas Vidic, Elkhart IN

Stacie Wenk, Evansville IN

 Regional Medical Student Delegate(s)
Sydney Clark, W Lafayette IN

Iowa Medical Society

Delegate(s)
Thomas Evans, Johnston IA

Douglas Martin, Sioux City IA

Douglas Peters, W Burlington IA

Victoria Sharp, Iowa City IA

Alternate Delegate(s)
Brian Privett, Cedar Rapids IA

 Regional Medical Student Alternate 
Delegate(s)

Adrienne Nguyen, Des Moines IA

Kansas Medical Society

Delegate(s)
Debra Doubek, Manhattan KS

Robert Gibbs, Parsons KS

Arthur D. Snow, Shawnee Mission KS

Alternate Delegate(s)
Gerhard A. Fast, Hesston  KS

Kimberly Swan, Overland Park KS

 Regional Medical Student Delegate(s)
Lauren St. Peter, Kansas City KS

Kentucky Medical Association

Delegate(s)
David J. Bensema, Lexington KY

J Gregory Cooper, Cynthiana KY

Shawn C. Jones, Paducah KY

5/15/2024Current as of:



Kentucky Medical Association

Delegate(s)
John L. Roberts, Louisville KY

Donald J. Swikert, Edgewood KY

Alternate Delegate(s)
Evelyn M. Jones, Paducah KY

Michael Kuduk, Lexington KY

Neal J. Moser, Taylor Mill KY

Monalisa Tailor, Louisville KY

R. Brent Wright, Glasgow KY

Louisiana State Medical Society

Delegate(s)
Luis M. Alvarado, Mandeville LA

Kamel Brakta, Shreveport LA

George Ellis, New Orleans LA

Deborah Fletcher, Shreveport LA

William Freeman, Prairieville LA

Donald Posner, Shreverport LA

Clayton Runfalo, Prairieville LA

 Regional Medical Student Alternate 
Delegate(s)

Justin W. Magrath,  

MedChi:  The Maryland State Medical Society

Delegate(s)
Harbhajan Ajrawat, Potomac MD

Loralie Dawn Ma, Fulton MD

Shannon Pryor, Chevy Chase MD

Gary Pushkin, Baltimore MD

Stephen J. Rockower, Bethesda MD

Bruce M. Smoller, Potomac MD

Alternate Delegate(s)
Renee Bovelle, Silver Spring MD

Eunbin Choi, Cockeysville MD

MedChi:  The Maryland State Medical Society

Alternate Delegate(s)
Padmini Ranasinghe, Baltimore MD

Whitney Sambhariya, Baltimore MD

 Regional Medical Student Delegate(s)
Preetham Bachina, Baltimore MD

Massachusetts Medical Society

Delegate(s)
Maryanne C. Bombaugh, Mashpee MA

Theodore A Calianos II, Mashpee MA

Alain A. Chaoui, Boxford MA

Emily Cleveland Manchanda, Andover MA

Henry Dorkin, Newton MA

Ronald Dunlap, Weymouth MA

Melody J. Eckardt, Milton MA

Michael Medlock, Lexington MA

David A. Rosman, Stoneham MA

Spiro Spanakis, Shrewsbury MA

Ellana Stinson, Boston MA

Lynda M. Young, Worcester MA

Alternate Delegate(s)
Elizabeth Conner, Boston MA

Eli Freiman, Watertown MA

Brittny Garcia, Boston MA

Mario E. Motta, Salem MA

Kenath Shamir, Fall River MA

 Resident and Fellow Sectional Delegate(s)
Hussein Antar, Salem MA

 Resident and Fellow Sectional Alternate 
Delegate(s)

Tiffany Bellomo, Boston MA

 Regional Medical Student Delegate(s)
Nishanth Ganeshbabu, Boston MA
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Massachusetts Medical Society

 Regional Medical Student Alternate 
Delegate(s)

Priya Desai, Boston MA

Michigan State Medical Society

Delegate(s)
Paul D. Bozyk, Beverly Hills MI

T. Jann Caison-Sorey, Bloomfield Heights MI

Michael D. Chafty, Kalamazoo MI

Betty S. Chu, Detroit MI

Pino D. Colone, Howell MI

Kaitlyn Dobesh, Detroit MI

Amit Ghose, Okemos MI

Theodore Jones, Dearborn MI

Mark C. Komorowski, Essexville MI

Christie L. Morgan, Grosse Pointe Woods MI

Rose M. Ramirez, Belmont MI

Krishna K. Sawhney, Bloomfield Hills MI

David T. Walsworth, East Lansing MI

John A. Waters, Flint MI

Alternate Delegate(s)
Brooke M. Buckley, Wyandotte MI

Edward Bush, Grosse Ile MI

Louito C Edje, Cincinnati OH

Aliya Hines, Philadelphia PA

Courtland Keteyian, Ann Arbor MI

Patricia Kolowich, Northville MI

Aarti Patel, Northville MI

Michael J Redinger, Kalamazoo MI

M. Salim U Siddiqui, Canton MI

David Whalen, Grand Rapids MI

 Resident and Fellow Sectional Delegate(s)
Mohammad Ibrahim, Flint MI

Michigan State Medical Society

 Resident and Fellow Sectional Alternate 
Delegate(s)

Nicolas Fletcher, Grand Rapids MI

Mohamed Ibrahim, Flint  MI

 Regional Medical Student Delegate(s)
Sara Kazyak, Detroit MI

 Regional Medical Student Alternate 
Delegate(s)

Alex Yorks, Detroit MI

Minnesota Medical Association

Delegate(s)
John Abenstein, Oronoco MN

Andrea Hillerud, Eagan MN

Dennis O'Hare, Minneapolis MN

Cindy F. Smith, Spicer MN

David Thorson, Mahtomedi MN

Alternate Delegate(s)
Lisa Mattson, Plymouth MN

George Morris, Saint Cloud MN

Ashok Patel, Rochester MN

Laurel Ries, Saint Paul MN

Mississippi State Medical Association

 Resident and Fellow Sectional Delegate(s)
Avani Patel, Jackson MS

 Regional Medical Student Alternate 
Delegate(s)

Joshua A. Hartley, Jackson MS

Missouri State Medical Association

Delegate(s)
Elie Azrak, Bridgeton MO

Peggy Barjenbruch, Mexico MO

Edmond Cabbabe, St Louis MO

Joseph Corrado, Mexico MO
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Missouri State Medical Association

Delegate(s)
Charles W. Van Way, Fairway KS

Alternate Delegate(s)
Charles Adams, Kansas City MO

George Hruza, Chesterfield MO

Ravi S Johar, Chesterfield MO

 Resident and Fellow Sectional Delegate(s)
Kelly Schmidt, Columbia MO

 Regional Medical Student Delegate(s)
Sham Manoranjithan, Columbia MO

Montana Medical Association

Delegate(s)
Nicole C. Clark, Helena MT

Alternate Delegate(s)
Michael P Temporal, Billings MT

Nebraska Medical Association

Delegate(s)
Kelly J. Caverzagie, Omaha NE

Jordan Warchol, Omaha NE

Alternate Delegate(s)
Aman Mahal, Omaha NE

Robert Wergin, Seward NE

 Regional Medical Student Alternate 
Delegate(s)

Samantha M. Thomas, Omaha NE

Nevada State Medical Association

Delegate(s)
Florence Jameson, Boulder City NV

Andrew Pasternak, Reno NV

Alternate Delegate(s)
Joseph A. Adashek, Las Vegas NV

Peter R. Fenwick, Reno NV

Nevada State Medical Association

 Resident and Fellow Sectional Delegate(s)
Jacob Altholz, Las Vegas NV

 Resident and Fellow Sectional Alternate 
Delegate(s)

Katrina Naik, Las Vegas NV

New Hampshire Medical Society

Delegate(s)
P. Travis Harker, Manchester NH

Alternate Delegate(s)
Alan C. Hartford, Lyme NH

Medical Society of New Jersey

Delegate(s)
Mary Campagnolo, Bordentown NJ

Christopher Gribbin, Princeton NJ

Nicole A. Henry-Dindial, Westfield NJ

Charles Michael Moss, Ramsey NJ

Nancy L. Mueller, Englewood Cliffs NJ

John W. Poole, Ridgewood NJ

Niranjan V. Rao, Somerset NJ

David Swee, Bradley Beach NJ

Alternate Delegate(s)
Donald M. Chervenak, Florham Park NJ

Kennedy U. Ganti, Chesterfield NJ

Alan L Kenwood, Morristown NJ

Naveen Mehrotra, Edison NJ

Shivam Mital, Somerset NJ

Myrian Mondestin-Sorrentino, Monroe Twp N

Steven Orland, Pennington NJ

Inga Robbins, Atlantic City NJ

 Regional Medical Student Delegate(s)
Rianna McNamee, Paramus NJ
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Medical Society of New Jersey

 Regional Medical Student Alternate 
Delegate(s)

Natasha Verma, Newark NJ

New Mexico Medical Society

Delegate(s)
Stephen P. Lucero, Taos NM

William Ritchie, Albuquerque NM

Alternate Delegate(s)
Angelina Villas-Adams, Albuquerque NM

Todd Williams, Farmington NM

 Resident and Fellow Sectional Delegate(s)
Danielle Rivera, Albuquerque NM

Medical Society of the State of New York

Delegate(s)
Mark Adams, Fairport NY

Louis Auguste, Manhasset NY

Maria Basile, East Setauket NY

Michael Brisman, Old Westbury NY

Linda Clark, Rochester NY

Jerome C. Cohen, Loch Sheldrake NY

Joshua M. Cohen, New York NY

Frank G. Dowling, Islandia NY

Robert B. Goldberg, Morristown NJ

Howard Huang, Watertown NY

David Jakubowicz, Scarsdale NY

Toni-Ann Lewis, Brooklyn NY

Bonnie L. Litvack, Mont Kisco NY

Joseph R. Maldonado, Westernville NY

Parag Mehta, New Hyde Park NY

Adolph Meyer, Flushing NY

Gregory L. Pinto, Saratoga Springs NY

Paul A. Pipia, Syosset NY

Medical Society of the State of New York

Delegate(s)
Malcolm D. Reid, Briarcliff Manor NY

Joseph Sellers, Cobleskill NY

Corliss Varnum, Oswego NY

Daniel M. Young, Vesta NY

L. Carlos Zapata, Plainview NY

Alternate Delegate(s)
Niraj Acharya, Brooklyn NY

Iris Danziger, Seneca NY

Joseph DiPoala Jr, Victor NY

Janine Fogarty, Rochester NY

Robert A. Frankel, Brooklyn NY

Rohini Guin, Centereach NY

Carolyn Jones-Assini, Schenectady NY

Vilma Joseph, Elmont NY

Henika Kaura, Johnson City NY

Andrew Y. Kleinman, Rye Brook NY

Thomas T Lee, Tarrytown NY

Sandhya Malhotra, Forest Hills NY

Brian Murray, Albany NY

Charles Rothberg, Patchogue NY

Jane Simpson, Johnson City NY

Jocelyn Young, Vestal NY

Michael Ziegelbaum, Jericho NY

 Regional Medical Student Delegate(s)
Anjlee Panjwani, Syracuse NY

North Carolina Medical Society

Delegate(s)
Mary Ann Contogiannis, Greensboro NC

E. Rebecca Hayes, Charlotte NC

Justin Hurie, Winston-Salem NC

Darlyne Menscer, Charlotte NC
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North Carolina Medical Society

Delegate(s)

Karen Smith, Raeford NC

Royce Syracuse, Huntersville NC

Alternate Delegate(s)
Arthur Apolinario, Clinton NC

Tracy Eskra, Greenville NC

John Meier, Raleigh NC

Eileen Raynor, Durham NC

 Regional Medical Student Delegate(s)
Alex Soltany, Winston Salem NC

North Dakota Medical Association

Delegate(s)
Misty Anderson, Valley City ND

David Schmitz, Grand Forks ND

Ohio State Medical Association

Delegate(s)
Anthony Armstrong, Toledo OH

Robyn F Chatman, Cincinnati OH

Lisa Bohman Egbert, Dayton OH

Charles J. Hickey, Mechanicsburg OH

Gary R. Katz, Dublin OH

Deepak Kumar, Dayton OH

Tani Malhotra, Parma OH

Andrew Rudawsky, Lakewood OH

William C. Sternfeld, Sylvania OH

Shannon Trotter, Columbus OH

Christopher Wee, Shaker Hts OH

Colette R. Willins, Avon OH

Alternate Delegate(s)
John Bastulli, Shaker Hts OH

Asheesh Bothra, Dayton OH

Ohio State Medical Association

Alternate Delegate(s)
Stephen House, Miamisburg OH

Elizabeth Muennich, Mason OH

Samip Parikh, Dayton OH

 Resident and Fellow Sectional Delegate(s)
Brandon Francis, Cleveland OH

 Regional Medical Student Delegate(s)
Kaylee Scarnati, Toledo OH

 Regional Medical Student Alternate 
Delegate(s)

Michael  C. Shukis, Cincinnati OH

Anusha Singh, Powell  OH

Oklahoma State Medical Association

Delegate(s)
Sherri Baker, Edmond OK

Jay A. Gregory, Muskogee OK

Woody Jenkins, Stillwater OK

Bruce Storms, Chickasha OK

Alternate Delegate(s)
Geoffrey Chow, Tulsa OK

Mary Clarke, Stillwater OK

Julie Hager, Oklahoma City OK

Jean Hausheer, Lawton OK

 Resident and Fellow Sectional Delegate(s)
Samantha Beck, Tulsa OK

Brady Iba, Edmond OK

 Regional Medical Student Delegate(s)
Will Maher, Tulsa OK

Oregon Medical Association

Delegate(s)
Peter A. Bernardo, Salem OR

Robert Dannenhoffer, Roseburg OR
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Oregon Medical Association

Delegate(s)
Kevin Ewanchyna, Corvallis OR

Reva Ricketts-Loriaux, Portland OR

Alternate Delegate(s)
Amy Kerfoot, Portland OR

 Regional Medical Student Delegate(s)
Holley Carlson-Riddle, Lebanan OR

Pennsylvania Medical Society

Delegate(s)
Domenick Bucci, Southampton PA

Michael A. DellaVecchia, Berwyn PA

Richard Eisenstaedt , Abington PA

Bindukumar Kansupada, Yardley PA

Andrew Lutzkanin, Elizabethtown PA

Dale M. Mandel, Paoli PA

Narayana Murali, Old Forge PA

Jill M. Owens, Bradford PA

Lorraine Rosamilia, Port Matilda PA

Scott E. Shapiro, Lower Gwynedd PA

John W. Spurlock, Bethlehem PA

John Michael Vasudevan, Philadelphia PA

John P. Williams, Gibsonia PA

Alternate Delegate(s)
Donald Bourne, Pittsburgh PA

Theodore A. Christopher, Maple Glen PA

Victoria Cimino, Newtown PA

James A. Goodyear, North Wales PA

Nathan Hoff, Honesdale PA

Sean Li, Philadelphia PA

Rafay Nasir, Hershey PA

Neerav Sheth, West Chester PA

James W. Thomas, North Wales PA

Pennsylvania Medical Society

Alternate Delegate(s)

Martin D. Trichtinger, Hatboro PA

 Resident and Fellow Sectional Delegate(s)
Megan Chiu, Cleveland OH

 Regional Medical Student Alternate 
Delegate(s)

Anudeeta Gautam, Philadelphia PA

Rhode Island Medical Society

Delegate(s)
Sarah Fessler, Riverside RI

Peter A. Hollmann, Cranston RI

Alternate Delegate(s)
Thomas Bledsoe, Riverside RI

Heather Smith, Newport RI

 Resident and Fellow Sectional Delegate(s)
Leanna "Leif" Knight, Providence RI

Nikita Sood, Providence RI

South Carolina Medical Association

Delegate(s)
Gary A. Delaney, Orangeburg SC

Alexander Ramsay, Charleston SC

Bruce A. Snyder, Greenville SC

Greg Tarasidis, Greenwood SC

Alternate Delegate(s)
Macdonald  M Dubose, Sumter SC

Stefanie M. Putnam, Mauldin SC

Todd E Schlesinger, Charleston SC

Christopher A Yeakel, Elgin SC

 Regional Medical Student Delegate(s)
Jared Buteau, Greenville SC
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South Dakota State Medical Association

Delegate(s)
Robert L. Allison, Pierre SD

Mary Carpenter, Winner SD

Alternate Delegate(s)
Robert Summerer, Madison SD

Jennifer Tinguely, Sioux Falls SD

Tennessee Medical Association

Delegate(s)
VijayaLakshmi Appareddy, Chattanooga TN

O. Lee Berkenstock, Memphis TN

Richard J. DePersio, Knoxville TN

Wiley T. Robinson, Memphis TN

Nita Shumaker, Hixson TN

Christopher E. Young, Signal Mtn TN

Alternate Delegate(s)
Landon S. Combs, Gray TN

George R. Lee III , Nashville TN

 Regional Medical Student Delegate(s)
Amber Shirley, New Tazewell TN

Texas Medical Association

Delegate(s)
Michelle A. Berger, Austin TX

Gerald Ray Callas, Beaumont TX

John T. Carlo, Dallas TX

Diana Fite, Magnolia TX

John G. Flores, Carrollton TX

Gary Floyd, Keller TX

Gregory M. Fuller, Keller TX

William S. Gilmer, Houston TX

Steven R. Hays, Dallas TX

David N. Henkes, San Antonio TX

Cynthia Jumper, Lubbock TX

Texas Medical Association

Delegate(s)

Kenneth L. Mattox, Houston TX

Kevin H. McKinney, Galveston TX

Jennifer Rushton, San Antonio TX

Leslie H. Secrest, Dallas TX

Ezequiel "Zeke" Silva, San Antonio TX

Elizabeth Torres, Sugar Land TX

Roxanne Tyroch, El Paso TX

E. Linda Villarreal, Edinburg TX

Sherif Z. Zaafran, Houston TX

Alternate Delegate(s)
Kimberly Avila Edwards, Austin TX

Mark A. Casanova, Dallas TX

Shanna Combs, Fort Worth TX

Robert H. Emmick, Austin TX

Bryan G. Johnson, Frisco TX

Matthew McGlennon, Houston TX

Eddie Lee Patton, Sugar Land TX

Vivek Rao, Odessa TX

Angela Self, Grapevine TX

Jayesh Shah, San Antonio TX

Yasser Zeid, Longview TX

 Resident and Fellow Sectional Delegate(s)
Victoria Gordon, Houston TX

 Resident and Fellow Sectional Alternate 
Delegate(s)

Max Galvin, Dallas TX

 Regional Medical Student Delegate(s)
Harinandan Sainath, Richmond TX

 Regional Medical Student Alternate 
Delegate(s)

Kimberly Ibarra, Conroe TX

Natasha Topolski, Houston TX
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Texas Medical Association

 Regional Medical Student Alternate 
Delegate(s)

Utah Medical Association

Delegate(s)
Mark Bair, Highland UT

Richard Labasky, Salt Lake City UT

Alternate Delegate(s)
Anne Lin, Salt Lake Cty UT

Brittany R. McColgan, Salt Lake Cty UT

Vermont Medical Society

Delegate(s)
Norman Ward, Burlington VT

Alternate Delegate(s)
Catherine Schneider, Windsor VT

Medical Society of Virginia

Delegate(s)
Alice Coombs-Tolbert, Richmond VA

Claudette E. Dalton, Nellysford VA

Clifford L Deal III, Richmond VA

Thomas W. Eppes, Forest VA

Michele A. Nedelka, Virginia Beach VA

Bhushan H. Pandya, Danville VA

Sterling N. Ransone, Deltaville VA

Cynthia C. Romero, Virginia Beach VA

Alternate Delegate(s)
Joshua Lesko, Portsmouth VA

Mohit Nanda, Charlottesville VA

Josephine Nguyen, Burke VA

Lee Ouyang, Norfolk VA

Mark Townsend, Crozier VA

Jan Willcox, Blacksburg VA

Medical Society of Virginia

 Resident and Fellow Sectional Delegate(s)
Terry Henry Jr, Richmond VA

 Regional Medical Student Delegate(s)
Shaylyn Fahey, Roanoke VA

 Regional Medical Student Alternate 
Delegate(s)

Rusty Hawes, Charlottesvle VA

Washington State Medical Association

Delegate(s)
Matthew Grierson, Bothell WA

Erin Harnish, Longview WA

Nariman Heshmati, Mukliteo WA

L Elizabeth Peterson, Spokane WA

Sheila D. Rege, Tri-Cities WA

Rod Trytko, Spokane WA

Alternate Delegate(s)
Rachel Clement, Wenatchee WA

Amish Dave, Seattle WA

Colin Fields, Seattle WA

Teresa Girolami, Redmond WA

Rajneet Lamba, Kirkland WA

Elizabeth Parker, Seattle WA

West Virginia State Medical Association

Delegate(s)
Hoyt Burdick, Huntington WV

Joseph Barry Selby, Morgantown WV

Wisconsin Medical Society

Delegate(s)
Barbara Hummel, Muskego WI

George Melvin Lange, River Hills WI

Don Lee, Franklin WI

Kieran McAvoy, Brookfield WI
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Wisconsin Medical Society

Delegate(s)
Tosha Wetterneck, Madison WI

Alternate Delegate(s)
Clarence W Brown, Onalaska WI

Michelle Graham, Oak Creek WI

Cynthia Hart, Ashland WI

Thomas Joles, Eleva  WI

 Resident and Fellow Sectional Delegate(s)
Stephanie Strohbeen, Milwaukee  WI

 Regional Medical Student Delegate(s)
Andrew Norton, Madison WI

 Regional Medical Student Alternate 
Delegate(s)

Juliana K. Craig, Madison  WI

Wyoming Medical Society

Delegate(s)
Stephen Brown, Casper WY

Alternate Delegate(s)
Paul Johnson, Cheyenne WY
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Academy of Physicians in Clinical Research

Delegate(s)
Peter Howard  Rheinstein, Severna Park MD

Alternate Delegate(s)
Michael  Ybarra, Bethesda MD

American Academy of Addiction Psychiatry

Delegate(s)
Alëna  Balasanova, Omaha NE

Alternate Delegate(s)
John J.  Mariani, Brooklyn NY

American Academy of Allergy, Asthma & 
Immunology

Delegate(s)
Steven G.  Tolber, Corrales NM

Alternate Delegate(s)
Lynda G.  Kabbash, Chestnut Hill MA

American Academy of Child and Adolescent 
Psychiatry

Delegate(s)
Adrienne  Adams, Chicago IL

Clarence P.  Chou, Mequon WI

Alternate Delegate(s)
Myo  Myint, New Orleans LA

Karen  Pierce, Chicago IL

American Academy of Cosmetic Surgery

Delegate(s)
Anthony J.  Geroulis, Northfield IL

Alternate Delegate(s)
Robert F.  Jackson, Noblesville IN

American Academy of Dermatology 
Association

Delegate(s)
Hillary  Johnson-Jahangir, Iowa City IA

American Academy of Dermatology 
Association

Delegate(s)
Jon "Klint"  Peebles, Washington DC

Adam  Rubin, Philadelphia PA

Marta Jane  Van Beek, Iowa City IA

Cyndi J.  Yag-Howard, Naples FL

Alternate Delegate(s)
Seemal  Desai, Frisco TX

Sabra  Sullivan, Jackson MS

 Resident and Fellow Sectional Alternate 
Delegate(s)
Marilyn  Wan, Long Island City NY

American Academy of Facial Plastic and 
Reconstructive Surgery

Delegate(s)
Scott  Chaiet, Madison WI

Alternate Delegate(s)
Emily  Hrisomalos, Zionsville IN

American Academy of Family Physicians

Delegate(s)
Kevin  Bernstein, Jacksonville FL

Rupal  Bhingradia , Jersey City NJ

Emily  Briggs, New Braunfels TX

Jennifer  Brull, Fort Collins CO

Sarah  Costello, Solon IA

Steven P.  Furr, Jackson AL

Michael  Hanak, LaGrange IL

Tate  Hinkle, Auburn AL

Beulette  Hooks, Midland GA

Tochi  Iroku-Malize, Islip NY

Sabesan  Karuppiah, Overland Park KS

Garrett  Kneese, San Diego CA
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American Academy of Family Physicians

Delegate(s)
Russell  Kohl, Stilwell KS

Peter  Koopman, Blountstown FL

Mary  Krebs, Dayton OH

Evelyn Lynnette  Lewis, Newman GA

Jiana  Menendez, New York NY

Michael L.  Munger, Overland Park KS

Adebowale  Prest, Cambridge MD

Anita  Ravi, New York NY

Margot  Savoy, Alexandria VA

LaTasha  Seliby Perkins, Alexandria VA

Ada  Stewart, Columbia SC

Emma  York, Lorton VA

Kim  Yu, Novi MI

Alternate Delegate(s)
Julie K.  Wood, Leawood KS

American Academy of Hospice and Palliative 
Medicine

Delegate(s)
Chad D.  Kollas, Orlando FL

Ruth M  Thomson, Flat Rock NC

Alternate Delegate(s)
Ana  Leech, Houston TX

American Academy of Insurance Medicine

Delegate(s)
Deborah Y.  Smart, Gurnee IL

Alternate Delegate(s)
Susan  Stegman, Franklin WI

American Academy of Neurology

Delegate(s)
Shannon  Kilgore, Palo Alto CA

American Academy of Neurology

Delegate(s)
Mark  Milstein, New York NY

Ann  Murray, Morgantown WV

Alternate Delegate(s)
Eva  Ritzl, Baltimore MD

Jeremy  Toler, New Orleans LA

 Resident and Fellow Sectional Delegate(s)
Oluwasegun Paul  Emenogu, Chicago IL

Daniel  Lee, Mobile AL

 Resident and Fellow Sectional Alternate 
Delegate(s)
Ida  Vaziri, Washington DC

American Academy of Ophthalmology

Delegate(s)
Ravi D.  Goel, Cherry Hill NJ

Joe  Nezgoda, N Palm Beach FL

Lisa  Nijm, Warrenville IL

Mildred M G.  Olivier, Arlington Heights IL

Alternate Delegate(s)
Grayson W.  Armstrong, Boston MA

Donald J.  Cinotti, Jersey City NJ

 Resident and Fellow Sectional Delegate(s)
Aaisha  Gulani, Ponte Vedra FL

American Academy of Orthopaedic Surgeons

Delegate(s)
Heidi  Hullinger, New York NY

William R.  Martin, Chicago IL

Kimberly Jo  Templeton, Leawood KS

David  Teuscher, Arlington TX

Alternate Delegate(s)
Adam John  Bruggeman, San Antonio TX

Andrew W.  Gurman, Altoona PA
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American Academy of Orthopaedic Surgeons

Alternate Delegate(s)
Casey J.  Humbyrd, Narberth PA

Anna Noel  Miller, Saint Louis MO

American Academy of Otolaryngic Allergy

Delegate(s)
Wesley Dean  VanderArk, Camp Hill PA

Alternate Delegate(s)
Alpen A.  Patel, Marriottsvl  MD

American Academy of Otolaryngology-Head 
and Neck Surgery

Delegate(s)
James C.  Denneny, Alexandria VA

Michael S.  Goldrich, E Brunswick NJ

Douglas R.  Myers, Vancouver WA

American Academy of Pain Medicine

Delegate(s)
Bob  Wailes, Carlsbad CA

Alternate Delegate(s)
Charles  Argoff, Albany NY

American Academy of Pediatrics

Delegate(s)
Carol  Berkowitz, Rancho Palos Verdes CA

Melissa J.  Garretson, Fort Worth TX

Zarah  Iqbal, San Francisco CA

Sarah  Marsicek, Windermere FL

Samantha  Rosman, Stoneham MA

Alternate Delegate(s)
Ariel  Carpenter, Louisville KY

Benjamin  Hoffman, Portland OR

Pam  Shaw, Kansas City KS

American Academy of Pediatrics

 Resident and Fellow Sectional Delegate(s)
Joshua  Carrasco, San Francisco CA

Rohan  Khazanchi, Boston MA

Tristan  Mackey, Peoria IL

Karthik V.  Sarma, Beaverton OR

American Academy of Physical Medicine and 
Rehabilitation

Delegate(s)
Stuart  Glassman, Concord NH

Susan L.  Hubbell, Lima OH

Alternate Delegate(s)
Kyviet  Quach, Lansing MI

 Resident and Fellow Sectional Delegate(s)
Rosalynn  Conic, Gainesville FL

American Academy of Psychiatry and the Law

Delegate(s)
Jennifer  Piel, Seattle WA

Alternate Delegate(s)
Patricia  Westmoreland, Denver CO

American Academy of Sleep Medicine

Delegate(s)
Kelly  Carden, Nashville TN

Patrick J.  Strollo, Gibsonia PA

Alternate Delegate(s)
Belen  Esparis, Bryn Mawr PA

Sam  Fleishman, Fayetteville NC

American Association for Hand Surgery

Delegate(s)
Peter C.  Amadio, Rochester MN

Alternate Delegate(s)
Nicholas B.  Vedder, Seattle WA
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American Association for Thoracic Surgery

Delegate(s)
Robert E  Merritt, Columbus OH

American Association of Clinical 
Endocrinology

Delegate(s)
Jonathan D.  Leffert, Dallas TX

Alternate Delegate(s)
Pavan  Chava, New Orleans LA

American Association of Clinical Urologists, 
Inc.

Delegate(s)
William  Reha, Woodridge VA

American Association of Gynecologic 
Laparoscopists

Delegate(s)
Sheena  Galhotra, Chicago IL

Joseph M.  Maurice, Chicago IL

Alternate Delegate(s)
Asha  McClurg, Durnham NC

American Association of Neurological 
Surgeons

Delegate(s)
Kenneth S.  Blumenfeld, Los Angeles CA

Alternate Delegate(s)
Krystal L  Tomei, Lyndhurst OH

American Association of Neuromuscular & 
Electrodiagnostic Medicine

Delegate(s)
William  Pease, Columbus OH

Alternate Delegate(s)
William S.  David, Lincoln MA

American Association of Physicians of Indian 
Origin

Delegate(s)
Chand  Rohatgi, Nazareth PA

Alternate Delegate(s)
Sunita  Kanumury, Randolph NJ

American Association of Plastic Surgeons

Delegate(s)
Gregory L.  Borah, Albuquerque NM

American Association of Public Health 
Physicians

Delegate(s)
Arlene  Seid, Grantham PA

Alternate Delegate(s)
Dave  Cundiff, Ilwaco WA

American Clinical Neurophysiology Society

Delegate(s)
Jaime  Lopez, Stanford CA

American College of Allergy, Asthma and 
Immunology

Delegate(s)
Alnoor A.  Malick, Houston TX

Alternate Delegate(s)
John M.  Seyerle, Cincinnati OH

American College of Cardiology

Delegate(s)
Jerry D.  Kennett, Columbia MO

Aaron  Kithcart, New York NY

Suma  Thomas, Cleveland OH

L. Samuel  Wann, Santa Fe NM

Kim Allan  Williams, Louisville KY

David  Winchester, Gainesville FL
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American College of Cardiology

Alternate Delegate(s)
Nihar R  Desai, New Haven CT

Jana E  Montgomery, Burlington MA

Rachita  Navara, San Francisco CA

Annabelle Santos  Volgman, Chicago IL

American College of Chest Physicians 
(CHEST)

Delegate(s)
Jon  Iaccarino, Glenview IL

Daniel  Pfeifle, Indianapolis IN

John  Studdard, Jackson MS

 Resident and Fellow Sectional Delegate(s)
Daniel  Hulgan, Dallas TX

American College of Emergency Physicians

Delegate(s)
Brooks F.  Bock, Vail CO

Erick  Eiting, New York NY

Stephen K  Epstein, Needham MA

Hilary E.  Fairbrother, Houston TX

Marc  Mendelsohn, St. Louis MO

John C.  Moorhead, Portland OR

Ashley  Norse, Jacksonville FL

Debra  Perina, Ruckersville VA

Alternate Delegate(s)
Alison  Haddock, Houston TX

Reid  Orth, Goldsboro NC

Scott  Pasichow, Mahomet IL

Gillian  Schmitz, San Antonio TX

Aisha  Terry, Washington DC

 Resident and Fellow Sectional Delegate(s)
Sophia  Spadafore, New York NY

American College of Emergency Physicians

 Resident and Fellow Sectional Delegate(s)
Angela  Wu, Washington DC

American College of Gastroenterology

Delegate(s)
R Bruce  Cameron, Shaker Heights OH

March  Seabrook, West Columbia SC

American College of Legal Medicine

Delegate(s)
Richard  Wilbur, Lake Forest IL

Alternate Delegate(s)
Rey  Gonzalez, Harlingen TX

American College of Medical Genetics and 
Genomics

Delegate(s)
Susan Debra  Klugman, Bronx NY

Alternate Delegate(s)
Jerry  Vockley, Pittsburgh PA

American College of Medical Quality

Delegate(s)
Dan  Westphal, Deerfield Bch FL

Alternate Delegate(s)
Charles  Gill, Oklahoma City OK

American College of Nuclear Medicine

Delegate(s)
Alan  Klitzke, Buffalo NY

 Resident and Fellow Sectional Alternate 
Delegate(s)
Bianca  Radut, Miramar FL

American College of Obstetricians and 
Gynecologists

Delegate(s)
Veronica  Alvarez-Galiana, Miami FL
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American College of Obstetricians and 
Gynecologists

Delegate(s)
Kavita  Arora, Chapel Hill NC

Cee Ann  Davis, Winchester VA

Marygrace  Elson, Iowa City IA

Coy  Flowers, Roncerverte WV

Laura Faye  Gephart, McAllen TX

Cheryl  Gibson Fountain, Grosse Pointe MI

Nita  Kulkarni, Flint MI

Mary E.  LaPlante, Broadview Heights OH

G. Sealy  Massingill, Fort Worth TX

Brandi  Ring, Houston TX

Kasandra  Scales, Alexandria VA

Robert  Wah, Thornton CO

Alternate Delegate(s)
Stella  Dantas, Portland OR

Valerie  French, Parkville MO

Peter  Schwartz, Heidelberg PA

Ana Marie  Tobiasz, Mandan ND

Christopher  Zahn, Bethesda MD

 Resident and Fellow Sectional Alternate 
Delegate(s)
Nicholas  Conway, Union  NJ

American College of Occupational and 
Environmental Medicine

Delegate(s)
Kenji  Saito, Augusta ME

Alternate Delegate(s)
Romero N.  Santiago, New Haven CT

American College of Physicians

Delegate(s)
George  Abraham, Worcester MA

American College of Physicians

Delegate(s)
Rebecca  Andrews, Collinsville CT

Omar  Atiq, Little Rock AR

Eileen  Barrett, Albuquerque NM

Micah  Beachy, Omaha NE

Sue  Bornstein, Dallas TX

Sarah G.  Candler, Houston TX

Elisa  Choi, Boston MA

Thomas  Cooney, Portland OR

Ricardo  Correa, Westlake OH

Charles  Cutler, Merion PA

Noel N.  Deep, Antigo WI

Yul D.  Ejnes, N Scituate RI

Jacqueline  Fincher, Thomson GA

Haidn  Foster, Hummelstown PA

William E.  Fox, Charlottesville VA

Richard S.  Frankenstein, Tustin CA

William E.  Golden, Little Rock AR

Tracey  Henry, Powder Springs GA

Katie  Jobbins, East Longmeadow MA

Angela  Johnson, Baton Rouge LA

Janet  Jokela, Champaign IL

Suja M.  Mathew, Chicago IL

Robert  McLean, New Haven CT

Darilyn  Moyer, Philadelphia PA

Isaac  Opole, Overland Park KS

Marianne  Parshley, Portland OR

Priya  Radhakrishnan, Phoenix AZ

Ankita  Sagar, Monmouth Junction NJ

Stephen D.  Sisson, Baltimore MD

Earl  Stewart Jr., Marietta GA
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American College of Physicians

Delegate(s)
Donna E.  Sweet, Wichita KS

Cecil B.  Wilson, Winter Park FL

American College of Preventive Medicine

Delegate(s)
Robert  Gilchick, Los Angeles CA

Alternate Delegate(s)
6  Karasick, Piscataway NJ

American College of Radiology

Delegate(s)
Naiim S.  Ali, Winooski VT

Tilden L  Childs, Fort Worth TX

Nancy  Ellerbroek, Valencia CA

Steven  Falcone, Coral Springs FL

Todd M.  Hertzberg, Pittsburgh PA

Daniel H.  Johnson, Metairie LA

Gunjan  Malhotra, Ann Arbor MI

William  Thorwarth, Daniel Island SC

Alternate Delegate(s)
Bibb  Allen, Mountain Brk AL

Christine  Kim, Los Angeles CA

 Resident and Fellow Sectional Delegate(s)
Breyen  Coffin, Boston MA

 Resident and Fellow Sectional Alternate 
Delegate(s)
Sally  Midani, Albuquerque NM

American College of Rheumatology

Delegate(s)
Gary L.  Bryant, New Castle DE

Eileen M.  Moynihan, Hadden Heights NJ

Alternate Delegate(s)
Cristina G  Arriens, Edmond OK

American College of Rheumatology

Alternate Delegate(s)
Colin  Edgerton, Sullivan's Island SC

American College of Surgeons

Delegate(s)
John  Armstrong, Ocala FL

Daniel  Dent, San Antonio TX

Ross F.  Goldberg, Miami FL

Jacob  Moalem, Rochester NY

Lena M.  Napolitano, Ann Arbor MI

Leigh A.  Neumayer, Jacksonville FL

Naveen  Sangji, Ann Arbor MI

Kenneth  Sharp, Nashville TN

Alternate Delegate(s)
Luke V  Selby, Columbus OH

Patricia  Turner, Chicago IL

 Resident and Fellow Sectional Delegate(s)
Michael  Visenio, Omaha NE

American Contact Dermatitis Society

Delegate(s)
Bruce  Brod, Downingtown  PA

Alternate Delegate(s)
James  Taylor, Pepper Pike OH

American Gastroenterological Association

Delegate(s)
Claudia  Gruss, Redding CT

Lilani  Perera, Boston MA

American Geriatrics Society

Delegate(s)
Eugene  Lammers, Fairhope AL

Craig  Rubin, Dallas TX
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American Geriatrics Society

Alternate Delegate(s)
Deborah  Freeland, Dallas TX

American Medical Women's Association

Delegate(s)
Neelum  Aggarwal, Chicago IL

Alternate Delegate(s)
Roberta  Gebhard, Grand Island NY

American Orthopaedic Foot and Ankle Society

Delegate(s)
Christopher  Chiodo, Walpole MA

Alternate Delegate(s)
Mariam  Hakim-Zargar, Avon CT

American Osteopathic Association

Delegate(s)
Ira  Monka, Cedar Knolls NJ

Alternate Delegate(s)
Teresa A.  Hubka, Chicago IL

American Psychiatric Association

Delegate(s)
Kenneth M.  Certa, Plymouth Meeting PA

Frank Alexander  Clark, Simpsonville SC

Sara  Coffey, Tulsa OK

Laura  Halpin, Los Angeles CA

Jerry L.  Halverson, Oconomowoc WI

Dionne  Hart, Rochester MN

Ray  Hsiao, Bellevue WA

Cheryl  Hurd, Fort Worth TX

Alternate Delegate(s)
Theresa M.  Miskimen, Millstone Twp NJ

 Resident and Fellow Sectional Delegate(s)
Karen  Dionesotes, Baltimore MD

American Rhinologic Society

Delegate(s)
Daniel  Gold, White Plains NY

Alternate Delegate(s)
David  Fortune, Hermitage TN

American Roentgen Ray Society

Delegate(s)
Denise  Collins, Detroit MI

Arl Van.  Moore, Charlotte NC

Dana  Smetherman, New Orleans LA

American Society for Aesthetic Plastic Surgery

Delegate(s)
Nicole  Sommor, Springfield IL

Alternate Delegate(s)
Mariam  Awada, Birmingham MI

American Society for Clinical Pathology

Delegate(s)
Edmund R.  Donoghue, Paw Paw MI

William G.  Finn, Ann Arbor MI

Jennifer Nicole  Stall, Minneapolis MN

Alternate Delegate(s)
Steven H.  Kroft, Mequion WI

Nirali M.  Patel, Durham NC

H. Clifford  Sullivan, Marietta GA

American Society for Dermatologic Surgery 
Association

Delegate(s)
Lindsay  Ackerman, Phoenix AZ

Jessica  Krant, New York NY

Rachel  Kyllo, Saint Louis MO
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American Society for Gastrointestinal 
Endoscopy

Delegate(s)
Walter G.  Park, Los Altos CA

Gary  Richter, Atlanta GA

Alternate Delegate(s)
Robin  Mendelsohn, New York NY

American Society for Radiation Oncology

Delegate(s)
Shane  Hopkins, Ames IA

Shilpen A.  Patel, San Francisco CA

American Society for Reconstructive 
Microsurgery

Delegate(s)
Michele  Manahan, Baltimore MD

Alternate Delegate(s)
Lawrence J.  Gottlieb, Chicago IL

American Society for Reproductive Medicine

Delegate(s)
Albert  Hsu, Columbia MO

Alternate Delegate(s)
Ginny  Ryan, Seattle WA

American Society for Surgery of the Hand

Delegate(s)
Robert C.  Kramer, Beaumont TX

Alternate Delegate(s)
Lindsey  Urband, San Diego CA

American Society of Addiction Medicine

Delegate(s)
Stuart  Gitlow, New York NY

Stephen  Taylor, Atlanta GA

Alternate Delegate(s)
Seth  Flagg, Silver Spring MD

American Society of Addiction Medicine

Alternate Delegate(s)
Sophia  Peng, Chicago IL

American Society of Anesthesiologists

Delegate(s)
Randall M.  Clark, Denver CO

James D.  Grant, Bloomfield Hills MI

Ronald  Harter, Dublin OH

Tripti C.  Kataria, Chicago IL

Candace E.  Keller, Miramar Beach FL

Michael B.  Simon, Jacksonville FL

Gary D.  Thal, Chicago IL

Crystal C.  Wright, Houston TX

Alternate Delegate(s)
Donald E.  Arnold, Saint Louis MO

Hannah  Gallegos,  FL

Padma  Gulur, Chapel Hill NC

Jayme  Looper, Gainesville FL

Edward  Mariano, Palo Alto CA

Mary Dale  Peterson, Corpus Christi TX

Neil  Rens, Boston  MA

American Society of Breast Surgeons

Delegate(s)
Steven  Chen, San Diego CA

Alternate Delegate(s)
David Rubin  Brenin, Charlottesville VA

American Society of Cataract and Refractive 
Surgery

Delegate(s)
Arjan  Hura, Los Angeles CA

Parag D.  Parekh, Dubois PA
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American Society of Cataract and Refractive 
Surgery

Alternate Delegate(s)
Christine  Greer, Smithtown NY

Weijie  Lin, Long Island City NY

American Society of Cytopathology

Delegate(s)
Margaret  Compton, Nashville TN

Alternate Delegate(s)
Swati  Mehrotra, Maywood IL

American Society of Dermatopathology

Delegate(s)
Melissa  Piliang, Cleveland OH

Alternate Delegate(s)
Karl  Napekoski, Naperville IL

American Society of Echocardiography

Delegate(s)
Kameswari  Maganti, Chicago IL

Peter S.  Rahko, Madison WI

American Society of Hematology

Delegate(s)
Amar  Kelkar, Roxbury Xing MA

Alternate Delegate(s)
Ellen  Fraint, Bronx NY

Kelsey  Martin, Westport CT

American Society of Interventional Pain 
Physicians

Delegate(s)
Lee  Snook, Sacramento CA

Alternate Delegate(s)
Sachin  Jha, Tustin CA

American Society of Maxillofacial Surgeons

Delegate(s)
Kant  Lin, Milwaukee WI

American Society of Neuroradiology

Delegate(s)
Jack  Farinhas, Tampa FL

American Society of Nuclear Cardiology

Delegate(s)
Suman  Tandon, New York NY

American Society of Ophthalmic Plastic and 
Reconstructive Surgery

Delegate(s)
Erin  Shriver, Iowa City IA

Alternate Delegate(s)
Jamie  Keen, Detroit MI

American Society of Plastic Surgeons

Delegate(s)
C. Bob  Basu, Cypress TX

Robert J.  Havlik, Milwaukee WI

Lynn LC.  Jeffers, Camarillo CA

Alternate Delegate(s)
Raj  Ambay, Wesley Chapel FL

Maristella  Evangelista, Birmingham MI

Aaron  Kearney, Chicago IL

American Society of Regional Anesthesia and 
Pain Medicine

Delegate(s)
David  Provenzano, Bridgeville PA

Gary  Schwartz, Melville NY

Alternate Delegate(s)
Richard  Chou, San Francisco CA
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American Society of Transplant Surgeons

Delegate(s)
Stuart M.  Greenstein, Valhalla NY

Alternate Delegate(s)
Kenneth  Andreoni, Philadelphia PA

American Urological Association

Delegate(s)
Hans C.  Arora, Chapel Hill NC

Jason  Jameson, Phoenix AZ

Alternate Delegate(s)
Yaw  Nyame, Seattle WA

Ruchika  Talwar, Philadelphia PA

 Resident and Fellow Sectional Alternate 
Delegate(s)
Haritha  Pavuluri, Alpharetta GA

American Vein and Lymphatic Society

Delegate(s)
Vineet  Mishra, Franklin TN

Alternate Delegate(s)
Sreenivas  Reddy, Hinsdale  IL

Americas Hernia Society

Delegate(s)
Lucian  Panait, Wayzata MN

Association for Clinical Oncology

Delegate(s)
Steve Y.  Lee, Oakland CA

Barbara L.  McAneny, Albuquerque NM

Kristina  Novick, West Chester PA

Ray D  Page, Fort Worth TX

Erin  Schwab, Dillon CO

Alternate Delegate(s)
Jill  Gilbert, Nashville TN

David J  Savage, La Jolla CA

Association for Clinical Oncology

Alternate Delegate(s)
Ashley  Sumrall, Charlotte NC

 Resident and Fellow Sectional Delegate(s)
Dayna  Isaacs, El Dorado Hills CA

Association of Academic Radiology

Delegate(s)
Stephen  Chan, Closter NJ

Alternate Delegate(s)
Shyam  Sabat, Gainesville FL

College of American Pathologists

Delegate(s)
James L.  Caruso, Castle Rock CO

Joe  Saad, Dallas TX

Susan  Strate, Wichita Falls TX

Mark S.  Synovec, Topeka KS

Alternate Delegate(s)
Jean Elizabeth  Forsberg, Pineville LA

Marynghi  Le, Riverside CA

Joseph  Sanfrancesco, Charleston SC

Emily  Volk, Louisville KY

 Resident and Fellow Sectional Alternate 
Delegate(s)
Nada  Mohamed, Temple  TX

Congress of Neurological Surgeons

Delegate(s)
Joshua  Rosenow, Chicago IL

Ann R.  Stroink, Heyworth IL

Alternate Delegate(s)
Maya A.  Babu, Englewood FL

Jason  Schwalb, West Bloomfield MI
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Endocrine Society, The

Delegate(s)
Amanda  Bell, Kansas City MO

Palak U.  Choksi, Ann Arbor MI

Alternate Delegate(s)
Barbara  Onumah, Bowie MD

Daniel  Spratt, Portland ME

GLMA: Health Professionals Advancing LGBT 
Equality

Delegate(s)
Jason S.  Schneider, Atlanta GA

Alternate Delegate(s)
Carl  Streed, Boston MA

Heart Rhythm Society

Delegate(s)
Timothy  Larsen, Chicago IL

International College of Surgeons-US Section

Delegate(s)
Joshua  Mammen, Omaha NE

Alternate Delegate(s)
Rifat  Latifi, Valhalla NY

International Pain and Spine Intervention 
Society

Delegate(s)
William D.  Mauck, Rochester MN

Alternate Delegate(s)
Kate  Sully, Niceville FL

International Society of Hair Restoration 
Surgery

Delegate(s)
Carlos J.  Puig, Houston TX

National Association of Medical Examiners

Delegate(s)
Michelle  Jorden, San Jose CA

Alternate Delegate(s)
Candace  Schoppe, Grapevine TX

National Medical Association

Alternate Delegate(s)
Nelson  Adams, Miami Shores FL

North American Neuromodulation Society

Delegate(s)
Nameer R.  Haider, New Hartford NY

North American Neuro-Ophthalmology Society

Delegate(s)
Benjamin  Frishberg, Carlsbad CA

Alternate Delegate(s)
Aileen  Antonio, Grand Rapids MI

North American Spine Society

Delegate(s)
R Dale  Blasier, Little Rock AR

William  Mitchell, Marlton NJ

Obesity Medicine Association

Delegate(s)
Anthony  Auriemma, Elmhurst IL

Radiological Society of North America

Delegate(s)
Nandini  M.  Meyersohn, Cambridge MA

Kevin C.  Reilly, Elizabethtown KY

Laura E.  Traube, San Luis Obispo CA

Renal Physicians Association

Delegate(s)
Rebecca  Schmidt, Morgantown WV
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Renal Physicians Association

Alternate Delegate(s)
Louis H.  Diamond, Rockville MD

Society for Cardiovascular Angiography and 
Interventions

Delegate(s)
J. Jeffrey  Marshall, Atlanta GA

Edward  Tuohy, Milford CT

Alternate Delegate(s)
Richard "Rick"  Snyder, Fort Worth TX

Society for Cardiovascular Magnetic 
Resonance

Delegate(s)
Anthon  Fuisz, Valhalla NY

Society for Vascular Surgery

Delegate(s)
Nicolas J.  Mouawad, Bay City MI

Society of Cardiovascular Computed 
Tomography

Delegate(s)
Kanae  Mukai, Salinas CA

Alternate Delegate(s)
Irfan  Zeb, Morgantown WV

Society of Critical Care Medicine

Delegate(s)
Kathleen  Doo, Orinda CA

Tina R.  Shah, Atlanta GA

Alternate Delegate(s)
Devang  Sanghavi, Jacksonville FL

Daniel  Udrea, Loma Linda CA

Society of Hospital Medicine

Delegate(s)
Steven  Deitelzweig, New Orleans LA

Society of Hospital Medicine

Delegate(s)
Brad  Flansbaum, New York NY

Ron  Greeno, Los Angeles CA

Society of Interventional Radiology

Delegate(s)
Meridith  Englander, Albany NY

Alternate Delegate(s)
Charles  Ray, Chicago IL

 Resident and Fellow Sectional Alternate 
Delegate(s)
Dipesh  Patel, East Haven CT

Society of Nuclear Medicine and Molecular 
Imaging

Delegate(s)
Gary L.  Dillehay, Chicago IL

Society of Thoracic Surgeons

Delegate(s)
Jeffrey P.  Gold, Omaha NE

David D.  Odell, Ann Arbor MI

The Society of Laparoscopic and Robotic 
Surgeons

Delegate(s)
Camran  Nezhat, Redwood City CA

Ceana  Nezhat, Atlanta GA

Undersea and Hyperbaric Medical Society

Delegate(s)
Laurie  Gesell, Brookfield WI

Alternate Delegate(s)
Helen  Gelly, Marietta GA

 Resident and Fellow Sectional Delegate(s)
Emma  Rogers, Philadelphia PA
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US Public Health Service

Delegate(s)
Kristie  Clarke, Mililani HI

Alternate Delegate(s)
Lily  Balasuriya, New Haven CT
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Academic Physicians Section

Delegate(s)

Alma B.  Littles, Tallahassee FL

Alternate Delegate(s)

Gary  Gaddis, St. Louis MO

Integrated Physician Practice Section

Delegate(s)

Steven  Wang, Bakersfield CA

Alternate Delegate(s)

Russell C.  Libby, Fairfax VA

International Medical Graduates Section

Delegate(s)

Afifa  Adiba, Wallingford CT

Alternate Delegate(s)

Deepu  Sudhakaran, Chesterfield MO

Medical Student Section

Delegate(s)

Rajadhar  Reddy, Houston TX

Alternate Delegate(s)

Laurie  Lapp, Madison WI

Minority Affairs Section

Delegate(s)

Luis  Seija, New York NY

Alternate Delegate(s)

Shannon  Zullo, San Francisco CA

Private Practice Physician Section

Delegate(s)

Timothy G.  Mc Avoy, Waukesha WI

Alternate Delegate(s)

Daniel Eunsuk  Choi, Garden City Park NY

Resident and Fellow Section

Delegate(s)

Anna  Heffron, New York NY

Alternate Delegate(s)

Joey  Whelihan, Philadelphia  PA

Senior Physicians Section

Delegate(s)

Virginia E.  Hall, Hummelstown PA

Alternate Delegate(s)

Douglas M.  DeLong, Cherry Valley NY

Women Physicians Section

Delegate(s)

Nicole L.  Plenty, Marietta GA

Alternate Delegate(s)

Anna  Brown, Howard WI

Young Physicians Section

Delegate(s)

Alisha  Reiss, Greenville OH

Alternate Delegate(s)

Sean  Figy, Omaha NE
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Reference Committee Hearing Room Assignments 
Saturday, June 8 

 
 
1:30pm Room 
 
Amendments to Constitution & Bylaws Grand Hall I/J 
B Legislative advocacy Regency A/B 
E Science and Technology Regency C 
F AMA governance and finance Grand Ballroom 
G Medical Practice Regency D 

 
 

Reference Committee Hearing Room Assignments 
Sunday, June 9 

 
 
8:00am Room 
 
A Medical Service Regency A/B 
C Advocacy on medical education Regency C 
D Public Health Regency D 

 
 
 



AMERICAN MEDICAL ASSOCIATION 
HOUSE OF DELEGATES 

 
2024 Annual Meeting 

Notes on Orders of Business 
Grand Ballroom, Hyatt Regency Chicago 

 
 

FIRST SESSION, Friday, June 7, 6:00 – 8:00 pm 
 
 
SECOND SESSION, Saturday, June 8, 12:30 – 1:00 pm 
 
 
THIRD SESSION, Monday, June 10, 1:00 – 6:00 pm 
 
 
FOURTH SESSION, Tuesday, June 11, 9 am (or 10 minutes after Election Session) – 3:00 pm 

Note: The Inauguration of Bruce A. Scott, MD, as the 179h President of the 
American Medical Association, will be held at 5:00 pm in the Crystal 
Ballroom of the Hyatt Regency Chicago. 

 
 

FIFTH SESSION, Wednesday, June 12, 8:30 am – completion of business 
 



SUMMARY OF FISCAL NOTES (A-24) 

Report(s) of the Board of Trustees 
01 Annual Report None 
02 New Specialty Organizations Representation in the House of Delegates Minimal 
03 2023 Grants and Donations Informational Report 
04 AMA 2025 Dues Minimal 
05 Update on Corporate Relationships Informational Report 
06 Redefining AMA’s Position on ACA and Health Care Reform Informational Report 
07 AMA Performance, Activities, and Status in 2023 Informational Report 
08 Annual Update on Activities and Progress in Tobacco Control: March 2023 through February 2024 Informational Report 
09 Council on Legislation Sunset Review of 2014 House P Minimal 
10 American Medical Association Health Equity Annual Report Informational Report 
11 Safe and Effective Overdose Reversal Medications in Educational Settings Minimal 
12 AMA Efforts on Medicare Payment Reform Informational Report 
13 Prohibiting Covenants Not-to-Compete Minimal 
14 Physician Assistant and Nurse Practitioner Movement Between Specialties Minimal 
15 Augmented Intelligence Development, Deployment, and Use in Health Care Minimal 
16 Support for Mental Health Courts Minimal 
17 Drug Policy Reform Minimal 
18 Supporting Harm Reduction Minimal 
19 Attorneys’ Retention of Confidential Medical Records and Controlled Medical Expert’s Tax Returns 

After Case Adjudication  
TBD 

20 Criminalization of Providing Medical Care Informational Report 
21 American Medical Association Meeting Venues and Accessibility Minimal 
22 AMA Public Health Strategy: Update Informational Report 
23 United States Professional Association for Transgender Health Observer Status in the House of 

Delegates 
Minimal 

24 Report on the Preservation of Independent Medical Practice Informational Report 
25 Environmental Sustainability of AMA National Meetings. Supporting Carbon Offset Programs for 

Travel for AMA Conferences  
$20,000 

26 Equity and Justice Initiatives for International Medical Graduates Minimal 
27 AMA Reimbursement of Necessary HOD Business Meeting Expenses for Delegates and Alternates Informational Report 
28 Encouraging Collaboration Between Physicians and Industry in AI Development Minimal 
29 Transparency and Accountability of Hospitals and Hospital Systems Minimal 



SUMMARY OF FISCAL NOTES (A-24) 

30 Proper Use of Overseas Virtual Assistants in Medical Practice Moderate 
31 The Morrill Act and Its Impact on the Diversity of the Physician Workforce Minimal 
32 Independent Medical Evaluation Informational Report 
33 Employed Physicians  Minimal 
34 Demographic Report of the House of Delegates and AMA Membership Informational Report 

 
Report(s) of the Council on Constitution and Bylaws 

01 AMA Bylaws—Nomination of Officers and Council Members Minimal 
02 AMA Bylaws—Run-Off and Tie Ballots  Minimal 
03 AMA Bylaws—Removal of Officers, Council Members, Committee Members and Section 

Governing Council Members (D-610.997) 
Minimal 

04 AMA Bylaw Amendments Pursuant to AIPSC (2nd ed.) Minimal 
 
Report(s) of the Council on Ethical and Judicial Affairs 

01 Short-Term Global Health Clinical Encounters  Minimal 
02 Research Handling of De-Identified Patient Data (D-315.969) Minimal 
03 Establishing Ethical Principles for Physicians Involved in Private Equity Owned Practices  Minimal 
04 Physicians’ Use of Social Media for Product Promotion and Compensation  Minimal 
05 CEJA’s Sunset Review of 2014 House Policies Minimal 
06 Judicial Function of the Council on Ethical and Judicial Affairs – Annual Report Informational Report 

 
Reports(s) of the Council on Long Range Planning and Development 

01 Establishment of a LGBTQ+ Section $16,000 per annum 
02 Scenarios on Collective Action and Physician Unions Informational Report 

 
Report(s) of the Council on Medical Education 

01 Council on Medical Education Sunset Review of 2014 House of Delegates’ Policies Minimal 
02 The Current Match Process and Alternatives  Minimal 

 
Report(s) of the Council on Medical Service 

01 Council on Medical Service Sunset Review of 2014 House Policies Minimal 
02 Improving Affordability of Employment-Based Health Coverage Minimal 
03 Review of Payment Options for Traditional Healing Services  Minimal 
04 Health System Consolidation Informational Report 
05 Patient Medical Debt Minimal 



SUMMARY OF FISCAL NOTES (A-24) 

06 Economics of Prescription Medication Prior Authorization Minimal 
07 Ensuring Privacy in Retail Health Care Settings Minimal 
08 Sustainable Payment for Community Practices Minimal 

 
Report(s) of the Council on Science and Public Health 

01 Council on Science and Public Health Sunset Review of 2014 House Policies Minimal 
02 Comparative Effectiveness Research Minimal 
03 Support Removal of BMI as a Standard Measure in Medicine and Recognizing Culturally-Diverse and 

Varied Presentations of Eating Disorders 
Minimal 

04 Sex and Gender Differences in Medical Research Minimal 
05 Biosimilar/Interchangeable Terminology Minimal 
06 Greenhouse Gas Emissions from Metered Dose Inhalers and Anesthetic Gases Modest 
07 Androgen Deprivation in Incarceration Minimal 
08 Decreasing Regulatory Barriers to Appropriate Testosterone Prescribing Minimal 
09 Prescribing Guided Physical Activity for Depression and Anxiety Minimal 
10 Teens and Social Media Moderate 
11 Stand Your Ground Laws Minimal 
12 Universal Screening for Substance Use and Substance Use Disorders during Pregnancy Modest 
13 Decreasing Youth Access to E-Cigarettes Minimal 

 
Joint Report(s) of the Council on Constitution and Bylaws and the Council on Long Range Planning and Development 

01 Joint Council Sunset Review of 2014 House Policies Minimal 
 

Report(s) of the HOD Committee on Compensation of the Officers 
01 Compensation Committee Report $4,500 if all non-leadership 

board members were 
reimbursed to the secretarial 
reimbursement maximum 

 
Report(s) of the Speakers 

01 Report of the Resolution Modernization Task Force Update  Modest 
02 Report of the Election Task Force 2 Informational Report 
03 Updated Parliamentary Authority  Informational Report 

 
 



SUMMARY OF FISCAL NOTES (A-24) 

 
 
 
Resolutions 

001 Using Personal and Biological Data to Enhance Professional Wellbeing and Reduce 
Burnout 

Modest 

002 Removal of the Interim Meeting Resolution Committee Minimal 
003 Amendments to AMA Bylaws to Enable Medical Student Leadership Continuity Minimal 
004 The Rights of Newborns that Survive Abortion Minimal  
005 AMA Executive Vice President Minimal  
006 Treatment of Family Members Modest 
007 AMA Supports a Strategy for Eliminating Nuclear Weapons Minimal 
008 Consolidated Health Care Market Moderate 
009 Updating Language Regarding Families and Pregnant Persons Minimal  
012 Ethical Pricing Procedures that Protect Insured Patients Modest 
013 Ethical Impetus for Research in Pregnant and Lactating Individuals Modest 
014 The Preservation of the Primary Care Relationship Moderate 
015 Health and Racial Equity in Medical Education to Combat Workforce Disparities Moderate 
016 Guiding Principles for the Healthcare of Migrants Moderate 
017 Addressing the Historical Injustices of Anatomical Specimen Use Possible High FN 
018 Opposing Violence, Terrorism, Discrimination, and Hate Speech Modest 
019 Supporting the Health of Our Democracy Moderate 
020 Voter Protections During and After Incarceration Moderate 
021 Opposition to Capital Punishment Minimal 
022 Health and Racial Equity in Medical Education to Combat Workforce Disparities Moderate 
101 Infertility Coverage Modest 
102 Medicaid & CHIP Benefit Improvements Modest 
103 Medicare Advantage Plans Modest 
104 Medicaid Estate Recovery Reform Minimal  
105 Medigap Patient Protections Minimal  
106 Incorporating Surveillance Colonoscopy into the Colorectal Cancer Screening Continuum Modest 



SUMMARY OF FISCAL NOTES (A-24) 

107 Requiring Government Agencies to Contract Only with Not-For-Profit Insurance 
Companies 

Minimal 

108 Requiring Payments for Physician Signatures Minimal 
109 Coverage for Dental Services Medically Necessary for Cancer Care Modest 
110 Coverage for Shoes and Shoe Modifications for Pediatrics Patients Who Require Lower 

Extremity Orthoses 
Minimal 

111 Protections for “Guarantee Issue” of Medigap Insurance and Traditional Medicare Moderate 
112 Private and Public Insurance Coverage for Adaptive Sports Equipment including 

Prostheses and Orthoses 
Moderate 

113 Support Prescription Medication Price Negotiation Modest 
114 Breast Cancer Screening/Clinical Breast Exam Coverage Modest 
115 Payments by Medicare Secondary or Supplemental plans Moderate 
201 Research Correcting Political Misinformation and Disinformation on Scope of Practice $330,526: Comprehensive literature 

review; Field research through focus 
groups and surveys. 

202 Use of Artificial Intelligence and Advanced Technology by Third Party Payors to Deny 
Health Insurance Claims 

Minimal 

203 Medicaid Patient Accountability Modest 
204 Staffing Ratios in the Emergency Department Modest 
205 Medical-Legal Partnerships & Legal Aid Services Minimal 
206 Indian Health Service Youth Regional Treatment Centers Minimal 
207 Biosimilar Use Rates and Prevention of Pharmacy Benefit Manager Abuse Modest 
208 Improving Supplemental Nutrition Programs  Minimal 
209 Native American Voting Rights Minimal 
210 Support for Physicians Pursuing Collective Bargaining and Unionization $43,308; Consult experts and coordinate 

with medical societies to identify and 
communicate ways to aid physicians in  
collective bargaining efforts 

211 Deceptive Hospital Badging 2.0 Modest 
212 Advocacy Education Towards a Sustainable Medical Care System Modest 



SUMMARY OF FISCAL NOTES (A-24) 

213 Access to Covered Benefits with an Out of Network Ordering Physician Resolved 1: Modest 
Resolved 2: $22,980.  Develop a 
comprehensive portfolio of education, 
experts, and toolkits. 

214 Support for Paid Sick Leave Minimal 
215 American Indian and Alaska Native Language Revitalization and Elder Care Moderate 
216 The AMA Supports H.R. 7225, the Bipartisan “Administrative Law Judges Competitive 

Service Restoration Act” 
Minimal 

217 Protecting Access to IVF Treatment Modest 
218 Designation of Descendants of Enslaved Africans in America Moderate 
219 Bundling for Maternity Care Services Modest 
220 Restorative Justice for the Treatment of Substance Use Disorders Modest 
221 Reforming Medicare Part B Drug Reimbursement to Promote Patient Affordability and 

Physician Practice Sustainability  
Minimal 

222 Studying Avenues for Parity in Mental Health & Substance Use Coverage Modest 
223 Increase in Children’s Hospital Graduate Medical Education Funding Modest 
224 Antidiscrimination Protections for LGBTQ+ Youth in Foster Care Minimal  
225 Humanitarian Efforts to Resettle Refugees Minimal  
226 Protecting Access to IVF Treatment Modest 
227 Medicare Reimbursement for Telemedicine Minimal 
228 Waiver of Due Process Clauses Modest 
229 Opposition to Legalization of Psilocybin Minimal 
230 Protecting Patients from Inappropriate Dentist and Dental Hygienist Scope of Practice 

Expansion 
Modest 

231 Supporting the Establishment of Rare Disease Advisory Councils Minimal 
232 Medicare Advantage Part B Drug Coverage Moderate 
233 Prohibiting Mandatory White Bagging   Modest 
234 State Prescription Drug Affordability Boards - Study   Modest  
235 Establish a Cyber-Security Relief Fund Moderate 
236 Support of Physicians Pursuing Collective Bargaining and Unionization $43,308; Consult experts and coordinate 

with medical societies to identify and 
communicate ways to aid physicians in  
collective bargaining efforts 



SUMMARY OF FISCAL NOTES (A-24) 

237 Encouraging the Passage of the Preventive Health Savings Act (S.114) Modest 
238 AMA Supports Efforts to Fund Overdose Prevention Sites Minimal 
239 Requiring stores that sell tobacco products to display NYS Quitline information Modest 
240 Expanding Visa Requirement Waivers for NY IMGs Working in Underserved Areas Minimal 
241 Healthcare Cybersecurity Breaches Moderate 
242 Cancer Care in Indian Health Services Facilities Moderate 
243 Disaggregation of Demographic Data for Individuals of Federally Recognized Tribes 

 

244 Graduate Medical Education Opportunities for American Indian and Alaska Native 
Communities 

Minimal 

301 Fairness for International Medical Students Minimal 
302 The Role of Maintenance of Certification Minimal 
303 Amend Policy D-275.948 Title “Education, Training and Credentialing of Non-Physician 

Health Care Professionals and Their Impact on Physician Education and Training”. 
Creation of an AMA Task Force to Address Conflicts of Interest on Physician Boards.  

$14,354: Creation of an AMA Task Force 

304 Spirituality in Medical Education and Practice Minimal 
305 Public Service Loan Forgiveness Reform Modest 
306 Unmatched Graduating Physicians Minimal  
307 Access to Reproductive Health Services When Completing Physician Certification Exams Minimal  
308 Transforming the USMLE Step 3 Examination to Alleviate Housestaff Financial Burden, 

Facilitate High-Quality Patient Care, and Promote Housestaff Well-Being 
Minimal  

309 Disaffiliation from the Alpha Omega Alpha Honor Medical Society due to Perpetuation of 
Racial Inequities in Medicine 

Minimal  

310 Accountability & Transparency in GME funding with Annual Report Minimal 
311 Physician Participation in Healthcare Organizations Minimal 

312 AMA Collaboration with FSMB to Assist in Licensing Reentrant Physicians Modest 
313 CME for Rural Preceptorship   Modest 
314 Reducing the Lifetime Earnings Gap in the U.S. with Similar Educational Attainment by 

Employing the Gainful Employment Rule 
Modest 

315 Cease Reporting of Total Attempts of USMLE STEP1 and COMLEX-USA Level 1 
Examinations 

Minimal 

316 Reassessment of Continuing Board Certification Process Minimal 



SUMMARY OF FISCAL NOTES (A-24) 

317 Physician Participation in the Planning and Development of Accredited Continuing 
Education for Physicians 

Minimal 

318 Variation in Board Certification and Licensure Requirements for Internationally-Trained 
Physicians and Access to Care 

 Modest 

319 AMA Support of U.S. Pathway Programs  over $10K 
401 Addressing Social Determinants of Health Through Closed Loop Referral Systems Modest 
402 Guardianship and Conservatorship Reform Modest 
403 Occupational Screenings for Lung Disease Minimal 
404 Protections Against Surgical Smoke Exposure Minimal 
405 Default Proceed Firearm Sales and Safe Storage Laws  Minimal 
406 Opposition to Pay-to-Stay Incarceration Fees Modest 
407 Racial Misclassification Minimal 
408 Indian Water Rights Modest 
409 Toxic Heavy Metals Modest 
410 Access to Public Restrooms   Minimal 
411 Missing and Murdered Indigenous Persons Minimal 
412 Lithium Battery Safety Modest 
413 Sexuality and Reproductive Health Education Minimal 
414 Addressing the Health Sector’s Contributions to the Climate Crisis Minimal 
415 Building Environmental Resiliency in Health Systems and Physician Practices Minimal 
416 Furthering Environmental Justice and Equity  Minimal 
417 Reducing Job-Related Climate Risk Factors Minimal 
418 Early and Periodic Eye Exams for Adults Minimal 
419 Addressing the Health Risks of Extreme Heat Minimal 
420 Equity in Dialysis Care Modest 
421 Annual Conference on the State of Obesity and its Impact on Disease in America (SODA) $252,347 Annually to convene an annual 

meeting of Federation partners on obesity 
422 Immunization Registry Modest 
423 HPV Vaccination to Protect Healthcare Workers over Age 45 Modest 
424 LGBTQ+ Senior Health  $122,712 Contract with third-parties to 

develop educational content and training 
for physicians 



SUMMARY OF FISCAL NOTES (A-24) 

425 Perinatal Mental Health Disorders among Medical Students and Physicians Modest 
426 Maternal Morbidity and Mortality: The Urgent Need to Help Raise Professional and 

Public Awareness and Optimize Maternal Health – A Call to Action 
Modest 

427 Condemning the Universal Shackling of Every Incarcerated Patient in Hospitals Moderate 
428 Advocating for Education and Action Regarding the Health Hazards of PFAS Chemicals $51,420 Development of continuing 

medical education module to be hosted on 
AMA EdHub 

429 Assessing and Protecting Local Communities from the Health Risks of Decommissioning 
Nuclear Power Plants 

Modest 

430 Supporting the Inclusion of Information about Lung Cancer Screening within Cigarette 
Packages 

Modest 

431 Combatting the Public Health Crisis of Gun Violence Modest 
432 Resolution to Decrease Lead Exposure in Urban Areas Moderate 
433 Improving Healthcare of Rural Minority Populations 

 

501 Fragrance Regulation Moderate 
502 Tribally-Directed Precision Medicine Research Minimal 
503 Unregulated Hemp-Derived Intoxicating Cannabinoids, and Derived Psychoactive 

Cannabis Products (DPCPs) 
Modest 

504 FDA Regulation of Biosimilars  Minimal 
505 Mitigating the Harms of Colorism and Skin Bleaching Agents Minimal 
506 Screening for Image Manipulation in Research Publications Minimal 
507 Ban on Dual Ownership, Investment, Marketing or Distribution of Recreational Cannabis 

by Medical Cannabis Companies 
Minimal 

508 AMA to support regulations to decrease overdoses in children due to ingestion of edible 
cannabis 

Modest 

509 Addressing Sarcopenia and its Impact on Quality of Life $101,420: Contract with third-parties to 
develop educational content; advertise 
beyond standard AMA channels 

510 Study to investigate the validity of claims made by the manufacturers of OTC Vitamins, 
Supplements and “Natural Cures” 

Minimal 

511 National Penicillin Allergy Day and Penicillin Allergy Evaluation & Appropriate 
Delabeling 

Minimal 

512 Opioid Overdose Reversal Agents Where AED’s Are Located Minimal 



SUMMARY OF FISCAL NOTES (A-24) 

513 Biotin Supplement Packaging Disclaimer Minimal 
601 Annual Holocaust Remembrance Event Moderate 
602 Ranked Choice Voting Modest 
603 End Attacks on Health and Human Rights in Israel and Palestine Minimal  
604 Confronting Ageism in Medicine $47,934 Initial cost to review and report 

back on existing policy and develop 
educational session for CME, plus annual 
costs for continued advocacy and 
education 

605 Walking the Walk of Climate Change Moderate 
606 Creation of an AMA Council with a Focus on Digital Health Technologies and AI 

 

607 Appealing to our AMA to add clarity to its mission statement to better meet the need of 
physicians, the practice of medicine and the public health 

Minimal 

608 The American Medical Association Diversity Mentorship Program Moderate 
701 Opposition to the Hospital Readmissions Reduction Program Minimal 
702 The Corporate Practice of Medicine, Revisited Modest 
703 Upholding Physician Autonomy in Evidence-Based Off-Label Prescribing and 

Condemning Pharmaceutical Price Manipulation 
Minimal 

704 Pediatric Readiness in Emergency Departments Modest 
705 20 Minute Primary Care Visits Modest 
706 Automatic Pharmacy-Generated Prescription Requests Minimal 
707 Alternative Funding Programs Moderate 
708 Medicolegal Death Investigations Modest 
709 Improvements to Patient Flow in the U.S. Healthcare System Moderate 
710 The Regulation of Private Equity in the Healthcare Sector Modest 
711 Insurer Accountability When Prior Authorization Harms Patients Modest  
712 Full transparency - Explanation of Benefits  Moderate 
713 Transparency – non-payment for services to patients with ACA exchange plans with 

unpaid premiums 
Moderate 

 
Minimal - less than $1,000 
Modest - between $1,000 - $5,000 
Moderate - between $5,000 - $10,000 



RESOLUTIONS – BY SPONSOR (A-24) 
 

SPONSOR Reso # TITLE 
Academic Physicians Section 304 Spirituality in Medical Education and Practice 
American Academy of Dermatology 230 Protecting Patients from Inappropriate Dentist and Dental 

Hygienist Scope of Practice Expansion 
American Academy of Opthalmology 201 Research Correcting Political Misinformation and Disinformation on Scope of 

Practice 
American Academy of Pediatrics 223 Increase in Children’s Hospital Graduate Medical Education Funding  

704 Pediatric Readiness in Emergency Departments 
American Academy of Physical Medicine and Rehabilitation 110 Coverage for Shoes and Shoe Modifications for Pediatrics Patients Who Require 

Lower Extremity Orthoses 
 112 Private and Public Insurance Coverage for Adaptive Sports Equipment including 

Prostheses and Orthoses 
American Association of Clinical Urologists 202 Use of Artificial Intelligence and Advanced Technology by Third Party Payors to Deny 

Health Insurance Claims 
American Association of Public Health Physicians 007 AMA Supports a Strategy for Eliminating Nuclear Weapons 
American College of Emergency Physicians 709 Improvements to Patient Flow in the U.S. Healthcare System  

710 The Regulation of Private Equity in the Healthcare Sector 
American College of Legal Medicine 216 The AMA Supports H.R. 7225, the Bipartisan “Administrative Law Judges 

Competitive Service Restoration Act” 
American College of Medical Genetics and Genomics 231 Supporting the Establishment of Rare Disease Advisory Councils 
American College of Obstetricians and Gynecologists 013 Ethical Impetus for Research in Pregnant and Lactating Individuals  

219 Bundling for Maternity Care Services 
American College of Preventive Medicine 237 Encouraging the Passage of the Preventive Health Savings Act (S.114) 
 432 Resolution to Decrease Lead Exposure in Urban Areas 
American Society for Gastrointestinal Endoscopy 106 Incorporating Surveillance Colonoscopy into the Colorectal Cancer Screening 

Continuum 
American Society for Metabolic and Bariatric Surgery 421 Annual Conference on the State of Obesity and its Impact on Disease in America 

(SODA) 
American Society for Reproductive Medicine 217 Protecting Access to IVF Treatment 
American Urological Association 318 Variation in Board Certification and Licensure Requirements for Internationally-

Trained Physicians and Access to Care 
   
   
   
   
   



SPONSOR Reso # TITLE 
Association for Clinical Oncology 109 Coverage for Dental Services Medically Necessary for Cancer Care 
 232 Medicare Advantage Part B Drug Coverage 
 233 Prohibiting Mandatory White Bagging   
 234 State Prescription Drug Affordability Boards - Study   
 706 Automatic Pharmacy-Generated Prescription Requests 
 707 Alternative Funding Programs 
California 220 Restorative Justice for the Treatment of Substance Use Disorders 
 221 Reforming Medicare Part B Drug Reimbursement to Promote Patient Affordability 

and Physician Practice Sustainability  
 307 Access to Reproductive Health Services When Completing Physician Certification 

Exams 
 414 Addressing the Health Sector’s Contributions to the Climate Crisis 
 415 Building Environmental Resiliency in Health Systems and Physician Practices 
 416 Furthering Environmental Justice and Equity  
 417 Reducing Job-Related Climate Risk Factors 
 504 FDA Regulation of Biosimilars  
Delaware 236 Support of Physicians Pursuing Collective Bargaining and Unionization 
Edmond Cabbabe, MD 306 Unmatched Graduating Physicians 
Epps, Thomas W. MD 004 The Rights of Newborns that Survive Abortion 
Florida 203 Medicaid Patient Accountability  

204 Staffing Ratios in the Emergency Department 
Georgia 312 AMA Collaboration with FSMB to Assist in Licensing Reentrant Physicians 
Hsu, Albert L. MD 503 Unregulated Hemp-Derived Intoxicating Cannabinoids, and Derived Psychoactive 

Cannabis Products (DPCPs) 
Illinois 229 Opposition to Legalization of Psilocybin 
 507 Ban on Dual Ownership, Investment, Marketing or Distribution of Recreational 

Cannabis by Medical Cannabis Companies 
 705 20 Minute Primary Care Visits 
Indiana 412 Lithium Battery Safety 
Integrated Physician Practice Section 001 Using Personal and Biological Data to Enhance Professional Wellbeing and Reduce 

Burnout  
401 Addressing Social Determinants of Health Through Closed Loop Referral Systems 

Maryland 315 Cease Reporting of Total Attempts of USMLE STEP1 and COMLEX-USA Level 1 
Examinations 

Massachusetts 431 Combatting the Public Health Crisis of Gun Violence 
McAneny, Barbara L. MD,  008 Consolidated Health Care Market 



SPONSOR Reso # TITLE 
Medical Student Section 002 Removal of the Interim Meeting Resolution Committee 
 003 Amendments to AMA Bylaws to Enable Medical Student Leadership Continuity 
 101 Infertility Coverage 
 102 Medicaid & CHIP Benefit Improvements 
 104 Medicaid Estate Recovery Reform 
 105 Medigap Patient Protections 
 205 Medical-Legal Partnerships & Legal Aid Services 
 206 Indian Health Service Youth Regional Treatment Centers 
 207 Biosimilar Use Rates and Prevention of Pharmacy Benefit Manager Abuse 
 208 Improving Supplemental Nutrition Programs  
 209 Native American Voting Rights 
 214 Support for Paid Sick Leave 
 215 American Indian and Alaska Native Language Revitalization and Elder Care 
 224 Antidiscrimination Protections for LGBTQ+ Youth in Foster Care 
 225 Humanitarian Efforts to Resettle Refugees 
 301 Fairness for International Medical Students 
 402 Guardianship and Conservatorship Reform 
 403 Occupational Screenings for Lung Disease 
 404 Protections Against Surgical Smoke Exposure 
 405 Default Proceed Firearm Sales and Safe Storage Laws  
 406 Opposition to Pay-to-Stay Incarceration Fees 
 407 Racial Misclassification 
 408 Indian Water Rights 
 409 Toxic Heavy Metals 
 410 Access to Public Restrooms   
 419 Addressing the Health Risks of Extreme Heat 
 501 Fragrance Regulation 
 502 Tribally-Directed Precision Medicine Research 
 505 Mitigating the Harms of Colorism and Skin Bleaching Agents 
 506 Screening for Image Manipulation in Research Publications 
 601 Annual Holocaust Remembrance Event 
 701 Opposition to the Hospital Readmissions Reduction Program 
Michigan 218 Designation of Descendants of Enslaved Africans in America  

413 Sexuality and Reproductive Health Education 
   
   



SPONSOR Reso # TITLE 
Minority Affairs Section 019 Supporting the Health of Our Democracy 
 020 Voter Protections During and After Incarceration 
 021 Opposition to Capital Punishment 
 022 Health and Racial Equity in Medical Education to Combat Workforce Disparities 
 242 Cancer Care in Indian Health Services Facilities 
 243 Disaggregation of Demographic Data for Individuals of Federally Recognized Tribes 
 244 Graduate Medical Education Opportunities for American Indian and Alaska Native 

Communities 
 319 AMA Support of U.S. Pathway Programs  
 433 Improving Healthcare of Rural Minority Populations 
 608 The American Medical Association Diversity Mentorship Program 
Mississippi 005 AMA Executive Vice President 
 012 Ethical Pricing Procedures that Protect Insured Patients 
 107 Requiring Government Agencies to Contract Only with Not-For-Profit Insurance 

Companies 
 108 Requiring Payments for Physician Signatures 
 508 AMA to support regulations to decrease overdoses in children due to ingestion of 

edible cannabis 
Missouri 006 Treatment of Family Members 
 226 Protecting Access to IVF Treatment 
 227 Medicare Reimbursement for Telemedicine 
 228 Waiver of Due Process Clauses 
National Association of Medical Examiners 708 Medicolegal Death Investigations 
New England 014 The Preservation of the Primary Care Relationship 
 015 Health and Racial Equity in Medical Education to Combat Workforce Disparities 
 113 Support Prescription Medication Price Negotiation 
 316 Reassessment of Continuing Board Certification Process 
 427 Condemning the Universal Shackling of Every Incarcerated Patient in Hospitals 
 428 Advocating for Education and Action Regarding the Health Hazards of PFAS 

Chemicals 
 429 Assessing and Protecting Local Communities from the Health Risks of 

Decommissioning Nuclear Power Plants 
 430 Supporting the Inclusion of Information about Lung Cancer Screening within 

Cigarette Packages 
 511 National Penicillin Allergy Day and Penicillin Allergy Evaluation & Appropriate 

Delabeling 
 606 Creation of an AMA Council with a Focus on Digital Health Technologies and AI 



SPONSOR Reso # TITLE 
New Jersey 235 Establish a Cyber-Security Relief Fund 
 426 Maternal Morbidity and Mortality: The Urgent Need to Help Raise Professional and 

Public Awareness and Optimize Maternal Health – A Call to Action 
 510 Study to investigate the validity of claims made by the manufacturers of OTC 

Vitamins, Supplements and “Natural Cures” 
 607 Appealing to our AMA to add clarity to its mission statement to better meet the 

need of physicians, the practice of medicine and the public health 
New York 016 Guiding Principles for the Healthcare of Migrants 
 017 Addressing the Historical Injustices of Anatomical Specimen Use 
 018 Opposing Violence, Terrorism, Discrimination, and Hate Speech 
 114 Breast Cancer Screening/Clinical Breast Exam Coverage 
 115 Payments by Medicare Secondary or Supplemental plans 
 238 AMA Supports Efforts to Fund Overdose Prevention Sites 
 239 Requiring stores that sell tobacco products to display NYS Quitline information 
 240 Expanding Visa Requirement Waivers for NY IMGs Working in Underserved Areas 
 241 Healthcare Cybersecurity Breaches 
 317 Physician Participation in the Planning and Development of Accredited Continuing 

Education for Physicians 
 512 Opioid Overdose Reversal Agents Where AED’s Are Located 
 513 Biotin Supplement Packaging Disclaimer 
 712 Full transparency - Explanation of Benefits  
 713 Transparency – non-payment for services to patients with ACA exchange plans with 

unpaid premiums 
Ohio 111 Protections for “Guarantee Issue” of Medigap Insurance and Traditional Medicare 
 422 Immunization Registry 
 711 Insurer Accountability When Prior Authorization Harms Patients 
Oklahoma 103 Medicare Advantage Plans 
 305 Public Service Loan Forgiveness Reform 
 313 CME for Rural Preceptorship   
 411 Missing and Murdered Indigenous Persons 
Oregon 210 Support for Physicians Pursuing Collective Bargaining and Unionization 
Organized Medical Staff Section 211 Deceptive Hospital Badging 2.0 
 212 Advocacy Education Towards a Sustainable Medical Care System 
 702 The Corporate Practice of Medicine, Revisited 
   
   



SPONSOR Reso # TITLE 
Pennsylvania 310 Accountability & Transparency in GME funding with Annual Report 
 311 Physician Participation in Healthcare Organizations 
 420 Equity in Dialysis Care 
Private Practice Physicians Section 213 Access to Covered Benefits with an Out of Network Ordering Physician 
 302 The Role of Maintenance of Certification 
Resident and Fellow Section 009 Updating Language Regarding Families and Pregnant Persons 
 222 Studying Avenues for Parity in Mental Health & Substance Use Coverage 
 308 Transforming the USMLE Step 3 Examination to Alleviate Housestaff Financial 

Burden, Facilitate High-Quality Patient Care, and Promote Housestaff Well-Being 
 309 Disaffiliation from the Alpha Omega Alpha Honor Medical Society due to 

Perpetuation of Racial Inequities in Medicine 
 418 Early and Periodic Eye Exams for Adults 
 603 End Attacks on Health and Human Rights in Israel and Palestine 
 703 Upholding Physician Autonomy in Evidence-Based Off-Label Prescribing and 

Condemning Pharmaceutical Price Manipulation 
Senior Physicians Section  423 HPV Vaccination to Protect Healthcare Workers over Age 45 
 424 LGBTQ+ Senior Health  
 509 Addressing Sarcopenia and its Impact on Quality of Life 
 604 Confronting Ageism in Medicine 
 605 Walking the Walk of Climate Change 
Women Physicians Section 314 Reducing the Lifetime Earnings Gap in the U.S. with Similar Educational Attainment 

by Employing the Gainful Employment Rule  
425 Perinatal Mental Health Disorders among Medical Students and Physicians 

Young Physicians Section 303 Amend Policy D-275.948 Title “Education, Training and Credentialing of Non-
Physician Health Care Professionals and Their Impact on Physician Education and 
Training”. Creation of an AMA Task Force to Address Conflicts of Interest on 
Physician Boards.   

602 Ranked Choice Voting 
 



Reference Committee on Amendments to Constitution and Bylaws 
 

Report(s) of the Board of Trustees 
02 New Specialty Organizations Representation in the House of Delegates 

 
Report(s) of the Council on Constitution and Bylaws 

01 AMA Bylaws—Nomination of Officers and Council Members 
02 AMA Bylaws—Run-Off and Tie Ballots  

03 AMA Bylaws—Removal of Officers, Council Members, Committee Members and Section 
Governing Council Members (D-610.997) 

04 AMA Bylaw Amendments Pursuant to AIPSC (2nd ed.) 
 

Report(s) of the Council on Ethical and Judicial Affairs 
01 Short-Term Global Health Clinical Encounters  
02 Research Handling of De-Identified Patient Data (D-315.969) 
03 Establishing Ethical Principles for Physicians Involved in Private Equity Owned Practices  
04 Physicians’ Use of Social Media for Product Promotion and Compensation  
05 CEJA’s Sunset Review of 2014 House Policies 

 
Resolutions 

001 Using Personal and Biological Data to Enhance Professional Wellbeing and Reduce Burnout 
002 Removal of the Interim Meeting Resolution Committee 
003 Amendments to AMA Bylaws to Enable Medical Student Leadership Continuity 
004 The Rights of Newborns that Survive Abortion 
005 AMA Executive Vice President 
006 Treatment of Family Members 
007 AMA Supports a Strategy for Eliminating Nuclear Weapons 
008 Consolidated Health Care Market 
009 Updating Language Regarding Families and Pregnant Persons 
012 Ethical Pricing Procedures that Protect Insured Patients 
013 Ethical Impetus for Research in Pregnant and Lactating Individuals 
014 The Preservation of the Primary Care Relationship 
015 Health and Racial Equity in Medical Education to Combat Workforce Disparities 
016 Guiding Principles for the Healthcare of Migrants 
017 Addressing the Historical Injustices of Anatomical Specimen Use 
018 Opposing Violence, Terrorism, Discrimination, and Hate Speech 
019 Supporting the Health of Our Democracy 
020 Voter Protections During and After Incarceration 
021 Opposition to Capital Punishment 
022 Health and Racial Equity in Medical Education to Combat Workforce Disparities 

 



© 2024 American Medical Association. All rights reserved. 

REPORT OF THE BOARD OF TRUSTEES 

B of T Report 02-A-24 

Subject: New Specialty Organizations Representation in the House of Delegates 

Presented by: Willie Underwood III, MD, MSc, MPH, Chair 

Referred to: Reference Committee on Amendments to Constitution and Bylaws 
_______________________________________________________________________________ 

The Board of Trustees (BOT) and the Specialty and Service Society (SSS) considered the 1 
applications of the Academy of Consultation-Liaison Psychiatry, American College of Lifestyle 2 
Medicine, American Venous Forum, Association of Academic Physiatrists, and Society for 3 
Pediatric Dermatology for national medical specialty organization representation in the American 4 
Medical Association (AMA) House of Delegates (HOD). The applications were first reviewed by 5 
the AMA SSS Rules Committee and presented to the SSS Assembly for consideration. 6 

7 
The applications were considered using criteria developed by the Council on Long Range Planning 8 
and Development and adopted by the HOD (Policy G-600.020). (Exhibit A) 9 

10 
Organizations seeking admission were asked to provide appropriate membership information to the 11 
AMA. That information was analyzed to determine AMA membership, as required under criterion 12 
three. A summary of this information is attached to this report as Exhibit B. 13 

14 
In addition, organizations must submit a letter of application in a designated format. This format 15 
lists the above-mentioned guidelines followed by each organization’s explanation of how it meets 16 
each of the criteria. 17 

18 
Before a society is eligible for admission to the HOD, it must participate in the SSS for three years. 19 
These organizations have actively participated in the SSS for more than three years. 20 

21 
Review of the materials and discussion during the SSS meeting at the November 2023 Interim 22 
Meeting indicated that the Academy of Consultation-Liaison Psychiatry, American College of 23 
Lifestyle Medicine, American Venous Forum, Association of Academic Physiatrists, and Society 24 
for Pediatric Dermatology meet the criteria for representation in the HOD. 25 

26 
RECOMMENDATION 27 

28 
Therefore, the Board of Trustees recommend that the Academy of Consultation-Liaison Psychiatry, 29 
American College of Lifestyle Medicine, American Venous Forum, Association of Academic 30 
Physiatrists, and Society for Pediatric Dermatology be granted representation in the AMA House of 31 
Delegates and that the remainder of the report be filed. (Directive to Take Action) 32 

Fiscal Note:  Less than $500 
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APPENDIX 
Exhibit A 

 
GUIDELINES FOR REPRESENTATION IN & ADMISSION TO  

THE HOUSE OF DELEGATES: 
 

National Medical Specialty Societies 
 
1) The organization must not be in conflict with the constitution and bylaws of the American 

Medical Association by discriminating in membership on the basis of race, religion, national 
origin, sex, or handicap. 

 
2) The organization must (a) represent a field of medicine that has recognized scientific validity; 

and (b) not have board certification as its primary focus, and (c) not require membership in the 
specialty organization as a requisite for board certification. 
 

3) The organization must meet one of the following criteria: 
 
• 1,000 or more AMA members; 
• At least 100 AMA members and that twenty percent (20%) of its physician members who 

are eligible for AMA membership are members of the AMA; or 
• Have been represented in the House of Delegates at the 1990 Annual Meeting and that 

twenty percent (20%) of its physician members who are eligible for AMA membership are 
members of the AMA. 

 
4) The organization must be established and stable; therefore, it must have been in existence for at 

least 5 years prior to submitting its application. 
 

5) Physicians should comprise the majority of the voting membership of the organization. 
 

6) The organization must have a voluntary membership and must report as members only those 
who are current in payment of applicable dues are eligible to participate on committees and the 
governing body.  
 

7) The organization must be active within its field of medicine and hold at least one meeting of its 
members per year. 
 

8) The organization must be national in scope. It must not restrict its membership geographically 
and must have members from a majority of the states. 
 

9) The organization must submit a resolution or other official statement to show that the request is 
approved by the governing body of the organization. 

 
10) If international, the organization must have a US branch or chapter, and this chapter must be 

reviewed in terms of all of the above guidelines. 
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RESPONSIBILITIES OF NATIONAL MEDICAL SPECIALTY ORGANIZATIONS 
 
 
1. To cooperate with the AMA in increasing its AMA membership. 

 
2. To keep its delegate to the House of Delegates fully informed on the policy positions of the 

organizations so that the delegate can properly represent the organization in the House of 
Delegates. 
 

3. To require its delegate to report to the organization on the actions taken by the House of 
Delegates at each meeting. 
 

4. To disseminate to its membership information to the actions taken by the House of Delegates 
at each meeting. 
 

5. To provide information and data to the AMA when requested. 



B of T Rep. 02-A-24 -- page 4 of 4 

Exhibit B - Summary Membership Information 
 
Organization       AMA Membership of Organization’s  

     Total Eligible Membership 
 
Academy of Consultation-Liaison Psychiatry   378 of 1,471 (26%) 
 
American College of Lifestyle Medicine    974 of 3,937 (25%) 
 
American Venous Forum      115 of 439 (26%) 
 
Association of Academic Physiatrists     162 of 779 (21%) 
 
Society for Pediatric Dermatology     154 of 564 (27%) 
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REPORT OF THE COUNCIL ON CONSTITUTION AND BYLAWS 

 
CCB Report 01-A-24 

 
 
Subject: AMA Bylaws—Nomination of Officers and Council Members 
 
Presented by: 

 
Mark Bair, MD, Chair 

 
Referred to: 

  
Reference Committee on Amendments to Constitution and Bylaws 

 
 

At the 2023 Interim meeting, the House of Delegates adopted Recommendation 21 of Speakers 1 
Report 3, Report of the Election Task Force 2 (Policy G-610.089). Policy G-610.089 directed that 2 
Bylaw 6.8.1 be updated to clarify that nominations are made by the chair of the Board of Trustees 3 
or by a member of the House of Delegates at the opening session of the meeting at which elections 4 
take place. The Council found similar language in Bylaw 3.3. To maintain internal bylaw 5 
consistency and to accurately describe the nomination process for Officers and Council members 6 
the Council submits amended language for 3.3 and 6.8.1 for House action. 7 
 8 
RECOMMENDATIONS 9 
 10 
The Council on Constitution and Bylaws recommends that the following amendments to our AMA 11 
Bylaws be adopted, that Policy G-610.989 be rescinded, and that the remainder of this report be 12 
filed. Adoption requires the affirmative vote of two-thirds of the members of the House of 13 
Delegates present and voting. 14 
 15 
3 Officers 16 
 17 

*** 18 
 19 
3.3 Nominations. Nominations for President-Elect, Speaker and Vice Speaker, shall be 20 

made from the floor by a member of the House of Delegates at the opening session of 21 
the meeting at which elections take place. Nominations for all other officers, except for 22 
Secretary, the medical student trustee, and the public trustee, shall be made from the 23 
floor by a member of the House of Delegates at the opening session of the meeting at 24 
which elections take place and may be announced by the Board of Trustees. 25 

 26 
6 Councils 27 
 28 

*** 29 
 30 
6.8 Election – Council on Constitution and Bylaws, Council on Medical Education, 31 

Council on Medical Service, and Council on Science and Public Health 32 
 33 

6.8.1 Nomination and Election. Members of these Councils, except the medical 34 
student member, shall be elected by the House of Delegates. The Chair 35 
Nominations shall be made by the chair of the Board of Trustees will present 36 
announced candidates, who shall be entered into nomination by the Speaker 37 
at the Opening session of the meeting at which elections take place. 38 
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Nominations and may also be made from the floor by a member of the 1 
House of Delegates at the opening session of the meeting at which elections 2 
take place.  3 

 4 
(Modify Bylaws) 5 
 
Fiscal Note: No Significant Fiscal Impact 
 
RELEVANT AMA POLICY 
 
G-610.089, Directives on Nominations from Speakers Report 3. The language in Bylaw 6.8.1, 
“Nomination and Election” be updated to clarify that nominations are made by the chair of the 
Board of Trustees or by a member of the House of Delegates at the opening session of the meeting 
at which elections take place. 
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REPORT OF THE COUNCIL ON CONSTITUTION AND BYLAWS 

 
 

CCB Report 02-A-24 
 

 
 
Subject: AMA Bylaws—Run-Off and Tie Ballots  

(Report of ETF 2 - Rec. #13) 
 
Presented by: 

 
Mark Bair, MD, Chair 

 
Referred to: 

  
Reference Committee on Amendments to Constitution and Bylaws 

 
 

At the 2023 Interim meeting of the American Medical Association (AMA) the House of Delegates 1 
(HOD) considered Recommendation 13 from Speakers Report 3, Report of the Election Task Force 2 
2, that asked that Bylaws 3.4.2.1.3, 3.4.2.2, and 6.8.1.4 be amended to change the rules for 3 
elections of officers and councils with multiple nominees so that the lowest vote getter on each 4 
ballot is dropped on the subsequent ballot, with the exception of a tie for lowest vote getter in 5 
which case both would be dropped. While the Reference Committee recommended adoption of 6 
Recommendation 13, the HOD ultimately referred the recommendation over concerns about 7 
complex onsite bylaw language not being able to be considered at caucuses.  8 
 9 
The AMA has a long-standing precedent of requiring that all office holders are elected by a 10 
majority of those casting legal ballots. During Council on Constitution and Bylaws (the Council) 11 
discussions of potential bylaw language, it became apparent that there are three very unlikely 12 
scenarios in which a strict elimination of the nominee with the lowest vote tally as proposed in the 13 
Speakers 3-I-23 would enable a nominee who had not received a majority of votes cast to be 14 
elected:  15 
 16 

• For example, if five nominees were running for four vacancies on the Board of Trustees (or 17 
an elected Council), and only three receive a majority of votes, then, of the remaining two, 18 
one would be eliminated, effectively installing a nominee who had not yet received a 19 
majority of votes.  20 

• Even more unlikely, albeit possible, is a situation whereby those two remaining candidates 21 
tie, and subsequently would then both be eliminated if the Bylaws were strictly interpreted.  22 

• A similar but even more unlikely event could occur in an election for an officer. For 23 
example, if three nominees (A, B, and C) were running for Speaker in a House of 100 24 
votes, then it is possible that A could receive 34 votes, and B and C could each receive 33. 25 
Again, a strict interpretation of the rule would eliminate both B and C, effectively 26 
installing a Speaker who had not received a majority of votes.  27 

• The Council noted that a more common occurrence is a multi-vacancy, multi-nominee race 28 
with one more nominee than there are vacancies. For such a race, a more likely outcome is 29 
that two nominees do not attain a majority vote with only one vacancy remaining. and must 30 
run against each other for the remaining vacancy.  31 

• Lastly, the Council noted that were elections held at the I-23 meeting with a potential of 32 
705 credentialed delegates, theoretically a contested race with three nominees could end in 33 
a three-way tie (with each nominee receiving 235 votes).  34 
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Admittedly, these are highly unlikely scenarios, but for completeness, your Council on Constitution 1 
and Bylaws felt they should be addressed to avoid controversy should they occur. Minor 2 
conditional language has been added in order to prevent such scenarios.  3 
 4 
RECOMMENDATIONS 5 
 6 
The Council on Constitution and Bylaws recommends that the following amendments to our AMA 7 
Bylaws be adopted and that the remainder of this report be filed. Adoption requires the affirmative 8 
vote of two-thirds of the members of the House of Delegates present and voting. 9 
 10 
3 Officers 11 
*** 12 

3.4  Elections. 13 
*** 14 

3.4.2 Method of Election. Where there is no contest, a majority vote without ballot shall 15 
elect. All other elections shall be by ballot. 16 

 17 
3.4.2.1 At-Large Trustees. 18 

 19 
3.4.2.1.1 First Ballot. All nominees for the office of At-Large Trustee 20 

shall be listed alphabetically on a single ballot. Each elector 21 
shall have as many votes as the number of Trustees to be 22 
elected, and each vote must be cast for a different nominee. 23 
No ballot shall be counted if it contains fewer or more votes 24 
than the number of Trustees to be elected, or if the ballot 25 
contains more than one vote for any nominee. A nominee shall 26 
be elected if they have received a vote on a majority of the 27 
legal ballots cast and are one of the nominees receiving the 28 
largest number of votes within the number of Trustees to be 29 
elected. 30 

  31 
3.4.2.1.2 Runoff Ballot. A runoff election shall be held to fill any 32 

vacancy not filled because of a tie vote. 33 
 34 

3.4.2.1.23 Subsequent Ballots. If all vacancies for Trustees are not filled 35 
on the first ballot, and there are more than two remaining 36 
nominees, the nominee with the fewest votes shall be dropped 37 
and the remaining nominees shall be placed on the subsequent 38 
ballot.  In the event of a tie for the fewest votes, both 39 
nominees shall be dropped. If these actions would result in 40 
fewer than two nominees, the nominee(s) with the fewest 41 
votes shall not be dropped and all remaining nominees shall be 42 
placed on the subsequent ballot. On any subsequent ballot, a 43 
nominee shall be elected if they have received a vote on a 44 
majority of the legal ballots cast and are one of the nominees 45 
receiving the larger number of votes within the number of 46 
Trustees to be elected or remaining to be elected. and 3 or 47 
more Trustees are still to be elected, the number of nominees 48 
on subsequent ballots shall be reduced to no more than twice 49 
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the number of remaining vacancies less one. The nominees on 1 
subsequent ballots shall be determined by retaining those who 2 
received the greater number of votes on the preceding ballot 3 
and eliminating the nominee(s) who received the fewest votes 4 
on the preceding ballot, except where there is a tie. When 2 or 5 
fewer Trustees are still to be elected, the number of nominees 6 
on subsequent ballots shall be no more than twice the number 7 
of remaining vacancies, with the nominees determined as 8 
indicated in the preceding sentence. In any subsequent ballot 9 
the electors shall cast as many votes as there are Trustees yet 10 
to be elected, and must cast each vote for different nominees.  11 
This procedure shall be repeated until all vacancies have been 12 
filled. 13 

 14 
3.4.2.2 All Other Officers, except the Medical Student Trustee and the 15 

Public Trustee. All other officers, except the medical student trustee 16 
and the public trustee, shall be elected separately.  A majority of the 17 
legal votes cast shall be necessary to elect. In case a nominee fails to 18 
receive a majority of the legal votes cast, the nominee with the fewest 19 
votes shall be dropped and the remaining nominees shall be placed on 20 
the subsequent ballot. In the event of a tie for the fewest votes, both 21 
nominees shall be dropped.  If these actions would result in fewer than 22 
two nominees, the nominee(s) with the fewest votes shall not be 23 
dropped and all remaining nominees shall be placed on the subsequent 24 
ballot.  the nominees on subsequent ballots shall be determined by 25 
retaining the 2 nominees who received the greater number of votes on 26 
the preceding ballot and eliminating the nominee(s) who received the 27 
fewest votes on the preceding ballot, except where there is a tie.  This 28 
procedure shall be continued until one of the nominees receives a 29 
majority of the legal votes cast.  30 

*** 31 
 32 
6 Councils 33 

*** 34 
6.8 Election – Council on Constitution and Bylaws, Council on Medical Education, 35 

Council on Medical Service, and Council on Science and Public Health 36 
***  37 

6.8.1.1  Separate Election. The resident/fellow physician member of these 38 
Councils shall be elected separately. A majority of the legal votes cast 39 
shall be necessary to elect. In case a nominee fails to receive a 40 
majority of the legal votes cast, the nominee with the fewest votes 41 
shall be dropped and the remaining nominees shall be placed on the 42 
subsequent ballot. In the event of a tie for the fewest votes, both 43 
nominees shall be dropped. If these actions result in fewer than two 44 
nominees, the nominees with the fewest votes shall not be dropped and 45 
all remaining nominees shall be placed on the subsequent ballot. 46 
nominees on subsequent ballots shall be determined by retaining the 2 47 
nominees who received the greater number of votes on the preceding 48 
ballot and eliminating the nominee(s) who received the fewest votes 49 
on the preceding ballot, except where there is a tie. This procedure 50 
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shall be continued until one of the nominees receives a majority of the 1 
legal votes cast.  2 

 3 
6.8.1.2  Other Council Members. With reference to each such Council, all 4 

nominees for election shall be listed alphabetically on a single ballot. 5 
Each elector shall have as many votes as there are members to be 6 
elected, and each vote must be cast for a different nominee. No ballot 7 
shall be counted if it contains fewer votes or more votes than the 8 
number of members to be elected, or if the ballot contains more than 9 
one vote for any nominee. A nominee shall be elected if they have 10 
received a vote on a majority of the legal ballots cast and are one of the 11 
nominees receiving the largest number of votes within the number of 12 
members to be elected. 13 

 14 
6.8.1.3  Run-Off Ballot. A run-off election shall be held to fill any vacancy 15 

that cannot be filled because of a tie vote. 16 
 17 

6.8.1.4 Subsequent Ballots. If all vacancies are not filled on the first ballot, 18 
and there are more than two remaining nominees, the nominee with 19 
the fewest votes shall be dropped and the remaining nominees shall be 20 
placed on the subsequent ballot. In the event of a tie for the fewest 21 
votes, both nominees shall be dropped. If these actions would result in 22 
fewer than two remaining nominees, the nominee(s) with the fewest 23 
votes shall not be dropped and all remaining nominees shall be placed 24 
on the subsequent ballot. On any subsequent ballot, a nominee shall be 25 
elected if they have received a vote on a majority of the legal ballots 26 
cast and are one of the nominees receiving the largest number of votes 27 
within the number of council members to be elected or remaining to be 28 
elected. and 3 or more members of the Council are still to be elected, 29 
the number of nominees on subsequent ballots shall be reduced to no 30 
more than twice the number of remaining vacancies less one. The 31 
nominees on subsequent ballots shall be determined by retaining those 32 
who received the greater number of votes on the preceding ballot and 33 
eliminating the nominee(s) who received the fewest number of votes 34 
on the preceding ballot, except where there is a tie. When 2 or fewer 35 
members of the Council are still to be elected, the number of nominees 36 
on subsequent ballots shall be no more than twice the number of 37 
remaining vacancies, with the nominees determined as indicated in the 38 
preceding sentence. In any subsequent ballot the electors shall cast as 39 
many votes as there are members of the Council yet to be elected, and 40 
must cast each vote for a different nominee.  This procedure shall be 41 
repeated until all vacancies have been filled. 42 

 
(Modify Bylaws) 
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Subject: AMA Bylaws—Removal of Officers, Council Members, Committee Members 

and Section Governing Council Members 
(D-610.997) 

 
Presented by: 

 
Mark Bair, MD, Chair 

 
Referred to: 

  
Reference Committee on Amendments to Constitution and Bylaws 

 
 

At the 2023 Interim meeting of the American Medical Association (AMA), the House of Delegates 1 
adopted as amended Recommendation 26 from Speakers Report 3: Report of the Election Task 2 
Force 2 (D-610.997). Policy D-610.997 asked that our AMA consider developing bylaw language 3 
regarding the removal of elected individuals or candidates and the criteria by which such removal 4 
would be accomplished and to report back at A-24.  5 
 6 
The Council on Constitution and Bylaws (the Council) has developed this report specifically to 7 
comprehensively address the removal of officers, council members, and section governing council 8 
members. The report does not address candidates as the Council strongly believes this is more 9 
appropriately addressed by the Election Committee. Successfully elected candidates would be 10 
considered officers or council members and would be covered under the Council’s 11 
recommendations in this report.  12 
 13 
Recommendations are presented for consideration by the House of Delegates. 14 
 15 
BACKGROUND 16 
 17 
As part of its fact-finding mission, the Council reviewed applicable bylaws, policies and statutes 18 
that address the removal of such parties from office: 19 
 20 
Bylaws 21 

 22 
• AMA Bylaw 3.2.1 specifies that AMA membership is a condition for holding office. 23 

Nonrenewal of AMA membership would make a candidate or incumbent ineligible to hold 24 
office.  25 

• AMA Bylaws for the Resident/Fellow Trustee [3.5.5.1] and the Medical Student Trustee 26 
[3.5.6.3] have provisions specifying termination of their terms should they no longer 27 
qualify as a resident/fellow or medical student (there also is a grace period if this occurs 28 
within 90 days of the annual meeting). Similar bylaw provisions exist for residents and 29 
medical student members of AMA councils [6.11].  30 

• Bylaw 1.5 states that the Council on Ethical and Judicial Affairs (CEJA) after due notice 31 
and hearing, may censure, expel, or place on probation any member of the AMA for an 32 

https://policysearch.ama-assn.org/policyfinder/detail/D-610.997?uri=%2FAMADoc%2Fdirectives.xml-D-610.997.xml
https://policysearch.ama-assn.org/policyfinder/detail/3.2.1?uri=%2FAMADoc%2Fbylaw.xml-0-45.xml
https://policysearch.ama-assn.org/policyfinder/detail/3.5.5.1?uri=%2FAMADoc%2Fbylaw.xml-0-48.xml
https://policysearch.ama-assn.org/policyfinder/detail/3.5.6.3?uri=%2FAMADoc%2Fbylaw.xml-0-48.xml
https://policysearch.ama-assn.org/policyfinder/detail/6.11?uri=%2FAMADoc%2Fbylaw.xml-0-67.xml
https://policysearch.ama-assn.org/policyfinder/detail/1.5?uri=%2FAMADoc%2Fbylaw.xml-0-9.xml
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infraction of the Constitution or these Bylaws, for violation of the Principles of Medical 1 
Ethics, or for unethical or illegal conduct.  2 

• Bylaw 3.6.4 states that if an officer misses six consecutive regular meetings of the Board of 3 
Trustees (Board), this matter shall be reported to the House of Delegates by the Board and 4 
the office shall be considered vacant.  5 

• AMA Bylaws provide a mechanism for filling vacancies for all Officers and for the elected 6 
and appointed Councils.  7 

• AMA Bylaws do not prohibit the resignation of any Board member or Council member for 8 
any reason. 9 

• AMA’s Parliamentary Authority, as specified in Bylaw 11.1 is the current edition of The 10 
American Institute of Parliamentarians Standard Code of Parliamentary Procedure 11 
(AIPSC). AIPSC (2nd ed.) acknowledges in Section 3.15 the rights of an organization to 12 
discipline, suspend and/or expel members, directors and officers in accordance with its 13 
bylaws, the parliamentary authority, and within the law. 14 

 15 
Policies 16 
 17 

• The AMA Principles of Medical Ethics (“Principles”) were last revised in June 2001 but 18 
initially adopted as the AMA’s Code of Conduct when AMA was formed in 1847. The 19 
Principles are standards of conduct that define the essentials of honorable behavior for 20 
physicians. Principles applicable to this report include:  21 

o II. A physician shall uphold the standards of professionalism, be honest in all 22 
professional interactions, and strive to report physicians deficient in character or 23 
competence, or engaging in fraud or deception, to appropriate entities. 24 

o III. A physician shall respect the law and also recognize a responsibility to seek 25 
changes in those requirements which are contrary to the best interests of the 26 
patient. 27 

o IV. A physician shall respect the rights of patients, colleagues, and other health 28 
professionals, and shall safeguard patient confidences and privacy within the 29 
constraints of the law. 30 

 31 
• Policy H-140.837, “Policy on Conduct at AMA Meetings and Events,” includes language 32 

to the effect that “The CCAM (Committee on Conduct at AMA Meetings and Events) will 33 
review all incident reports, perform further investigation (if needed) and recommend to the 34 
Office of General Counsel any additional commensurate disciplinary and/or corrective 35 
action, which may include but is not limited to the following: prohibiting the violator from 36 
attending future AMA events or activities; removing the violator from leadership or other 37 
roles in AMA activities; prohibiting the violator from assuming a leadership or other role 38 
in future AMA activities; notifying the violator’s employer and/or sponsoring organization 39 
of the actions taken by AMA; referral to the CEJA for further review and action; and 40 
referral to law enforcement. 41 

 42 
Law 43 
 44 

• Our AMA is incorporated in the State of Illinois under the General Not For Profit 45 
Corporation Act of 1986 (the “Act”). As such, the following provisions apply:  46 

  47 
Sec. 108.35. Removal of directors. 48 
(a) One or more of the directors may be removed, with or without cause. In the case of a 49 

corporation having a board of directors which is classified in accordance with 50 

https://policysearch.ama-assn.org/policyfinder/detail/3.6.4?uri=%2FAMADoc%2Fbylaw.xml-0-49.xml
https://policysearch.ama-assn.org/policyfinder/detail/11.1?uri=%2FAMADoc%2Fbylaw.xml-0-13.xml
https://code-medical-ethics.ama-assn.org/principles
https://policysearch.ama-assn.org/policyfinder/detail/H-140.837?uri=%2FAMADoc%2FHOD.xml-H-140.837.xml


 CCB Rep. 03-A-24 -- page 3 of 7 
 
 

subsection 108.10(e) of this Act, the articles of incorporation or bylaws may provide 1 
that such directors may only be removed for cause. 2 

(b) In the case of a corporation with no members or with no members entitled to vote on 3 
directors, a director may be removed by the affirmative vote of a majority of the 4 
directors then in office present and voting at a meeting of the board of directors at 5 
which a quorum is present. 6 

(c) In the case of a corporation with members entitled to vote for directors, no director may 7 
be removed, except as follows: 8 
(1) A director may be removed by the affirmative vote of two-thirds of the votes present 9 
and voted, either in person or by proxy. 10 
(2) No director shall be removed at a meeting of members entitled to vote unless the 11 
written notice of such meeting is delivered to all members entitled to vote on removal of 12 
directors. Such notice shall state that a purpose of the meeting is to vote upon the 13 
removal of one or more directors named in the notice. Only the named director or 14 
directors may be removed at such meeting. 15 
(3) In the case of a corporation having cumulative voting, if less than the entire board is 16 
to be removed, no director may be removed, with or without cause, if the votes cast 17 
against his or her removal would be sufficient to elect him or her if then cumulatively 18 
voted at an election of the entire board of directors. 19 
(4) If a director is elected by a class of voting members entitled to vote, directors or 20 
other electors, that director may be removed only by the same class of members entitled 21 
to vote, directors or electors which elected the director. 22 

    (d) The provisions of subsections (a), (b) and (c) shall not preclude the Circuit Court from 23 
removing a director of the corporation from office in a proceeding commenced either by 24 
the corporation or by members entitled to vote holding at least 10 percent of the 25 
outstanding votes of any class if the court finds (1) the director is engaged in fraudulent 26 
or dishonest conduct or has grossly abused his or her position to the detriment of the 27 
corporation, and (2) removal is in the best interest of the corporation. If the court 28 
removes a director, it may bar the director from reelection for a period prescribed by the 29 
court. If such a proceeding is commenced by a member entitled to vote, such member 30 
shall make the corporation a party defendant. 31 
(Source: P.A. 96-649, eff. 1-1-10.) 32 

 33 
• While the AMA’s Office of the General Counsel (OGC) notes that the Act does not 34 

directly apply to elected or appointed Council members or appointed committee members, 35 
it should be noted that the Illinois statute is broad and vague.  Thus, our AMA is fully 36 
empowered and has the authority to provide that “all elected and/or appointed individuals” 37 
would be required to be bound by the removal language in the statue if it so desired.  38 
Lastly, OGC advised that whatever is the final determination of the House of Delegates 39 
(the “House”), to the extent it conflicts with Illinois law, Illinois law will govern.  40 

  41 
DISCUSSION 42 
 43 
As part of its fact-finding, the Council read with interest an article from the American Hospital 44 
Association’s Trustee Insights, entitled “When a Board Member Crosses the Line: Removing a 45 
Trustee Midterm,1 whereby organizations are urged to define the desired behaviors of its board 46 
members, clarify behaviors that are clearly unacceptable and create a standard process to 47 

 
1 Orlikoff, J, When a Board Member Crosses the Line: Removing a Trustee Midterm: Addressing problem 
behaviors is key to a high performing board. AHA Trustee Insights, September 2023 
[https://trustees.aha.org/when-board-member-crosses-line-removing-trustee-midterm] 

https://trustees.aha.org/when-board-member-crosses-line-removing-trustee-midterm


 CCB Rep. 03-A-24 -- page 4 of 7 
 
 
immediately address them if exhibited by any board member. Board members are classified into 1 
four categories: superstars, solid performers, nonperforming/deadweight members, and toxic 2 
members. While nonperforming members are typically managed by an organization through peer 3 
pressure, not being re-elected or appointed, or resignations due to personal or health reasons, the 4 
article supports removal of a toxic member for reasons such as violating the conflict-of-interest 5 
policy, including failure to disclose a conflict; attempting to use information obtained as a board 6 
member in such a way as to derive personal, financial or other benefit; violating the confidentiality 7 
policy; verbally abusing board members, staff or patients/families; any physical assault on board 8 
members, staff or patients/families at any time, in any place; actively working to subvert stated 9 
board policy or decisions; accusation or conviction of felony; speaking against the organization or 10 
the board or the CEO or staff in public; or racist or sexist comments or behavior, failure to attend a 11 
minimum of 50% (or other specified percentage) of board meetings; failing to attend three 12 
consecutive board meetings; and sleeping during board or board committee meetings (two or more 13 
instances).  14 
 15 
The Council notes that the Standing Rules of the AMA Board of Trustees provide for the removal 16 
of the chair-elect or chair, positions elected internally by Board members. The Council also 17 
emphasizes that existing AMA bylaws, policies and Illinois law cover most but not all, of the other 18 
behaviors defined as unacceptable. 19 
 20 
In further discussing the issue, the Council noted that only AMA Trustees have a fiduciary 21 
responsibility, and those who do not complete their responsibilities (through negligence or blatant 22 
recklessness) could cause the AMA to incur unnecessary liability.  23 
 24 
The Council also found that while the Speakers Report did not address the removal of individuals 25 
who serve on appointed councils, the Council believes there should be a comparable process for 26 
removal similar to those who serve on elected councils, with those procedures to be adopted by the 27 
House. Similarly, while Section governing council members have no fiduciary responsibilities, the 28 
bylaws also should incorporate a removal provision, with those Rules to be approved by the AMA 29 
Board of Trustees. Several Section Internal Operating Procedures already provide for the removal 30 
of a governing council member. The Council would work collaboratively with the Council on Long 31 
Range Planning and Development, CEJA, OGC, and the House of Delegates to develop the 32 
procedures to be employed.   33 
 34 
In perusing other published literature, personal one-on-one intervention is often cited as a less 35 
formal solution to managing problematic board, council or committee members. For example, if an 36 
individual has failed to attend a specified number of meetings in a row, has a specified number of 37 
unexcused absences or has become an impediment to the group’s work, the most senior member 38 
often meets informally with the individual in question. Additionally, offering or granting a leave of 39 
absence is another option to make it possible for individuals to take a leave of absence from a 40 
board, council or committee if they have health, work or other reasons why they cannot participate 41 
fully during the current term. AMA Bylaws, Council Rules and Section Internal Operating 42 
Procedures all provide a mechanism for filling vacancies. Lastly, term limits are cited as ways to 43 
minimize less than effective performance, and there are already term limits for AMA Trustees, 44 
Council members and Section governing council members in place. 45 
 46 
The Council learned that the bylaws or governing documents of several other organizations 47 
incorporated in Illinois, such as the American Dental Association, American Bar Association, 48 
Illinois Association for Behavior Analysis, include provisions that allow for the removal of elected 49 
trustees, council members or committee members, with varying language and detail: 50 
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• American Dental Association: ADA Bylaws state that “The House of Delegates may 1 
remove a trustee for cause in accordance with procedures established by the House of 2 
Delegates. The procedures shall provide for notice of the charges alleged and an 3 
opportunity for the accused to be heard in their defense. A two-thirds (2/3) affirmative vote 4 
of the delegates present and voting is required to remove a trustee from office.” The ADA 5 
Governance Manual provides further details that include: The House of Delegates may 6 
remove an elective officer for cause in accordance with procedures established by the 7 
House of Delegates. The procedures shall provide for notice of the charges alleged and an 8 
opportunity for the accused to be heard in his or her defense. A two-thirds (2/3) affirmative 9 
vote of the delegates present and voting is required to remove a trustee from office. 10 

 11 
• Similarly, the ADA Governance Manual includes language to address removal of elected 12 

or appointed Council members: “Removal for Cause. The Board of Trustees may remove a 13 
council member for cause in accordance with procedures established by the Board of 14 
Trustees. Those procedures shall provide for notice of the charges, including allegations of 15 
the conduct purported to constitute each violation and a decision in writing which shall 16 
specify the findings of fact which substantiate any and all of the charges. Prior to issuance 17 
of the decision by the Board of Trustees, no council member shall be excused from 18 
attending any meeting of a council unless there is an opportunity to be heard or compelling 19 
reasons exist which are specified in writing by the Board of Trustees.” Similar language 20 
also exists for the removal of Commission members, “Removal for Cause. Any of the 21 
commissions of this Association shall have the sole authority to remove any of its members 22 
for cause pursuant to its Rules, with notice of such removal being given to the ADA Board 23 
of Trustees.”  24 

 25 
• Illinois Association for Behavior Analysis -- Removal of Board Member. An elected 26 

Board Member may be removed from their positions on the Board without cause if such 27 
removal is approved by a majority vote of the membership. An appointed Board Member 28 
may be removed by a majority vote of the Board. 29 

 30 
• American Psychological Association -- If a standing board or committee believes that 31 

there is reasonable cause to remove a member from said body, a vote may be taken by the 32 
board or committee to petition the Board of Directors to remove said member. If, with the 33 
exception of the individual in question, two-thirds of all members vote to remove said 34 
member, then a petition requesting removal shall inform the Board of Directors of the basis 35 
for, and the evidence supporting, said removal. The Board of Directors shall give said 36 
member the opportunity to fully respond in writing to the petition. The Board of Directors, 37 
by a two-thirds vote of all members, may remove said member if it determines that there is 38 
reasonable cause for removal and that removal is in the best interest of the Association. 39 

 40 
• American Bar Association – Bylaw 31.2 allows the President to replace any committee 41 

member who does not participate in the activities of the committee.  42 
    43 

In conclusion, the Council supports bylaw language that addresses removal of individuals currently 44 
holding a position within the AMA in accordance with procedures approved by the House or the 45 
Board of Trustees. While removal is already possible under Illinois statute, the Council would 46 
support bylaw language for the sake of transparency.  47 
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RECOMMENDATIONS 1 
 2 
The Council on Constitution and Bylaws recommends that the following recommendations be 3 
adopted, that Policy D-610.997 be rescinded, and that the remainder of this report be filed.  4 
 5 

1) That our AMA Bylaws be amended by insertion to add the following provisions. Adoption 6 
requires the affirmative vote of two-thirds of the members of the House of Delegates 7 
present and voting: 8 
 9 
3. Officers 10 
 11 
*** 12 

 13 
3.6 Vacancies. 14 
 15 
*** 16 
3.6.4  Absences. If an officer misses 6 consecutive regular meetings of the Board, 17 

this matter shall be reported to the House of Delegates by the Board of 18 
Trustees and the office shall be considered vacant. The vacancy shall be filled 19 
as provided in Bylaw 3.6.1 or Bylaw 3.6.3. 20 

 21 
3.6.5  Removal for Cause. Any officer may be removed for cause in accordance 22 

with procedures established by the House of Delegates. 23 
 24 
6. Councils 25 
 26 
*** 27 

 28 
6.0.1.4  Removal. A Council member may be removed for cause in accordance with 29 

procedures approved by the House of Delegates. 30 
 31 
7. Sections 32 
 33 
*** 34 

 35 
7.0.3.4 Removal. A Governing Council member may be removed for cause in 36 

accordance with procedures approved by the House of Delegates.   37 
 38 

(Modify Bylaws) 39 
 40 

2) That the Councils on Constitution and Bylaws, Long Range Planning and Development 41 
and the Ethical and Judicial Affairs and the House develop the procedures to remove a 42 
trustee, council member or governing council member for cause. (Directive to Take 43 
Action)  44 

 45 
3) That the Election Committee address the need for policy to remove candidates who are 46 

found to violate AMA policy G-610.090, AMA Election Rules and Guiding Principles. 47 
(Directive to Take Action) 48 
 

Fiscal Note: No Significant Fiscal Impact 
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RELEVANT AMA POLICY 
 
D-610.997, Criteria Regarding Removal of Elected Individuals or Candidates  
Our American Medical Association will consider developing bylaw language regarding 
removal of elected individuals or candidates and the criteria by which this would be 
accomplished and to report back at A-24. 
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American Medical Association (AMA) Bylaw 11.1 states that “In the absence of any provisions to 1 
the contrary in the Constitution and these Bylaws, all general meetings of the AMA and all 2 
meetings of the House of Delegates, of the Board of Trustees, of Sections and of councils and 3 
committees shall be governed by the parliamentary rules and usages contained in the then current 4 
edition of The American Institute of Parliamentarians Standard Code of Parliamentary Procedure.” 5 
The most recent edition of the AIP Standard Code [herein referred to as AIPSC (2nd ed.)] became 6 
effective as of January 2024.  7 
 8 
As noted in informational Speakers Report 3, AIPSC (2nd ed.) establishes electronic notice as the 9 
default notification and there are several AMA bylaw provisions that specify notification by mail 10 
and/or in writing. The Council has prepared bylaw language to ensure that our Bylaws and AIPSC 11 
(2nd ed.) are consistent. 12 
  13 
RECOMMENDATIONS 14 
 15 
The Council on Constitution and Bylaws recommends that the following recommendations be 16 
adopted and that the remainder of this report be filed.  Adoption requires the affirmative vote of 17 
two-thirds of the members of the House of Delegates present and voting: 18 
 19 

1) That our AMA Bylaws be amended by insertion and deletion as follows: 20 
 21 

2.12.2 Special Meetings of the House of Delegates. Special Meetings of the House of 22 
Delegates shall be called by the Speaker on written or electronic request by of one third of 23 
the members of the House of Delegates, or on request of a majority of the Board of 24 
Trustees. When a special meeting is called, the Executive Vice President of the AMA shall 25 
notify mail a notice to the last known address of each member of the House of Delegates at 26 
least 20 days before the special meeting is to be held. The notice shall specify the time and 27 
place of meeting and the purpose for which it is called, and the House of Delegates shall 28 
consider no business except that for which the meeting is called. 29 
 30 
*** 31 
 32 
2.12.3.1 Invitation from Constituent Association. A constituent association desiring a 33 
meeting within its borders shall submit an invitation in writing, together with significant 34 
data, to the Board of Trustees. The dates and the city selected may be changed by action of 35 
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the Board of Trustees at any time, but not later than 60 days prior to the dates selected for 1 
that meeting. 2 
**** 3 
 4 
5.2.4 Notice of Meeting. Notice is given if delivered in person, by telephone, mail, or any 5 
means of electronic communication approved by the Board of Trustees. Notice shall be 6 
deemed to be received upon delivery to the Trustee’s contact information then appearing 7 
on the records of the AMA. 8 
 9 

5.2.4.1 Waiver of Notice. Notice of any meeting need not be given if waived in 10 
writing before, during or after such meeting. Attendance at any meeting shall constitute 11 
a waiver of notice of such meeting, except where such attendance is for the express 12 
purpose of objecting to the transacting of any business because of a question as to the 13 
legality of the calling or convening of the meeting. 14 

 15 
**** 16 
 17 
12.3 Articles of Incorporation. The Articles of Incorporation of the AMA may be 18 
amended at any regular or special meeting of the House of Delegates by the approval of 19 
two-thirds of the voting members of the House of Delegates registered at the meeting, 20 
provided that the Board of Trustees shall have approved the amendment and provided it to 21 
submitted it in writing to each member of the House of Delegates at least 5 days, but not 22 
more than 60 days, prior to the meeting of the House of Delegates at which the amendment 23 
is to be considered. 24 

 25 
(Modify Bylaws) 26 
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Short-term global health clinical encounters deploy physicians and physicians in training from 1 
wealthy communities to provide care in under-resourced settings for a period of days or weeks. 2 
They have been promoted, in part, as a strategy for addressing global health inequities, and have 3 
unquestionably benefitted thousands of individual patients. At the same time, these trips have a 4 
problematic history and run the risk of causing harm to the patients and communities they intend to 5 
benefit [1]. To minimize harm and ensure significant benefits, participants, sponsors, and hosts 6 
must jointly prioritize activities to meet mutually agreed-on goals; navigate day-to-day 7 
collaboration across differences of culture, language, and history; and fairly allocate host and team 8 
resources. 9 
 10 
Ethics guidance can neither redress historical wrongs nor solve the underlying structural issues that 11 
drive medical need in under-resourced settings. However, by making explicit the conditions under 12 
which short-term global health clinical encounters are ethically sound and articulating the 13 
fundamental ethical responsibilities of those who participate in and sponsor such trips, ethics 14 
guidance can promote immediate benefit to individuals and sustainable benefit for host 15 
communities. In addition, ethics guidance can highlight the ways in which power imbalances and 16 
neo-colonial assumptions can shape these practices and so may undermine their moral 17 
acceptability. This report by the Council on Ethical and Judicial Affairs (CEJA) explores the 18 
challenges of short-term global health clinical encounters and offers guidance for physicians, 19 
physicians in training, and sponsors to help them address the ethical challenges of providing 20 
clinical care in under-resourced settings. The encounters and perspective of host communities may 21 
reveal concerns not specifically addressed in this report. However, the guidance provided 22 
emphasizes the critical importance of ethical intent and collaboration with host communities, thus 23 
encouraging ongoing conversations between visiting medical teams and host communities 24 
regarding cultural, ethical, and practical concerns. 25 
 26 
THE APPEAL OF SHORT-TERM GLOBAL HEALTH CLINICAL ENCOUNTERS 27 
 28 
Just how many clinicians and trainees volunteer to provide medical care in under-resourced settings 29 
is difficult to estimate, but the number is large. By one estimate, in the U.S. some 21% of the 30 
nearly 3 billion dollars’ worth of participant hours spent in international efforts in 2007 were 31 
medically related [2]. For trainees, in January 2015 the Consortium of Universities for Global 32 
Health identified more than 180 websites relating to global health opportunities [3]. The 33 

 
* Reports of the Council on Ethical and Judicial Affairs are assigned to the reference committee on 
Amendments to Constitution and Bylaws. They may be adopted, not adopted, or referred. A report may not 
be amended, except to clarify the meaning of the report and only with the concurrence of the Council. 
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Association of American Medical Colleges found that among students who graduated in 2017–1 
2018 between 25% and 31% reported having had some “global health experience” during medical 2 
school [4].  3 
 4 
A variety of reasons motivate physicians and trainees to participate in these projects. For many, 5 
compelling motivations include the opportunities to help address health inequities, improve their 6 
diagnostic and technical skills as clinicians, or explore global health as a topic of study [2]. Global 7 
health clinical encounters may also be pursued to serve the goals of building one’s resume, 8 
improving one’s professional prospects, and gaining the esteem of peers and family [2]. 9 
 10 
A NOTE ON TERMINOLOGY 11 
 12 
The literature is replete with different terms for the activity of traveling to an under-resourced 13 
community to provide medical care on a volunteer basis, including “short-term medical 14 
volunteerism” [5], “short-term medical missions” [6], “short-term medical service trips” [7,8], 15 
“short-term experience in global health” [9,10], “global health field experience” [11], “global 16 
health experience,” and “international health experience”[2]. 17 
 18 
The Council on Ethical and Judicial Affairs prefers “short-term global health clinical encounters.” 19 
This identifier is generally accepted and encompasses both clinical and educational activities. It 20 
also recognizes that such encounters are not exercises in pure altruism, but a mutually beneficial 21 
collaboration between those planning and participating in these encounters and host communities. 22 
The term also highlights the fact that these activities are limited in duration, which has implications 23 
for the ethical obligations of participants and their impact on host communities.  24 
 25 
MEDICAL CARE IN UNDER-RESOURCED SETTINGS 26 
 27 
Traditionally, short-term global health clinical encounters focused on providing clinical care as a 28 
charitable activity, not infrequently under the auspices of faith-based institutions, whose primary 29 
goal was to address unmet medical needs [10]. Increasingly, such trips focus on the broader goal of 30 
improving the health and well-being of host communities [9]. Many also offer training 31 
opportunities for medical students, residents, and local healthcare professionals [9,10,11]. Ideally, 32 
short-term global health clinical encounters are part of larger, long-term efforts to build capacity in 33 
the health care systems being visited, and ultimately to reduce global health disparities [9,10]. 34 
 35 
The medical needs of host communities differ from those of participants’ home countries—36 
participants may encounter patients with medical conditions they have not seen before, or who 37 
present at more advanced stages of disease, or are complicated by “conditions, such as severe 38 
malnutrition, for which medical volunteers may have limited experience” [7]. At the same time, 39 
available treatment options will often include medications, procedures or tools with which 40 
participants are not familiar. As such, the practice of medicine in under-resourced communities 41 
should be considered a unique area of expertise, requiring specific background and training in order 42 
to be effective [12]. 43 
 44 
By definition, short-term global health clinical encounters typically take place in contexts of scarce 45 
resources. The communities where these encounters take place often have limited access to health 46 
care, often lack access to food, and often lack both economic and political power [7]. As a result, 47 
they may feel unable to refuse assistance that is offered [10]. Moreover, short-term global health 48 
clinical encounters take place under the long shadow of colonialism, including medicine’s role in 49 
that [10], and have been critiqued as perpetuating the colonial legacy of racism, exploitation, and 50 
dependency [1,10,13]. To avoid reproducing these injustices, participants and sponsors should 51 
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recognize that it is a privilege to practice and train in under-resourced communities, and that justice 1 
requires reciprocity and equal respect among local and visiting staff, community members, and 2 
patients in this context [9]. 3 
 4 
These realities define fundamental ethical responsibilities not only for those who volunteer, but 5 
equally for the individuals and organizations that sponsor short-term global health clinical 6 
encounters. 7 
 8 
ETHICAL RESPONSIBILITIES IN SHORT-TERM GLOBAL HEALTH CLINICAL 9 
ENCOUNTERS 10 
 11 
Emerging guidelines identify the following ethical duties for participants of short-term global 12 
health clinical encounters and organizations sponsoring them: (a) to produce good clinical 13 
outcomes, (b) to promote justice and sustainability, (c) to minimize burdens on host communities, 14 
and (d) to respect persons and local cultures [2,9,10,11]. 15 
 16 
Promoting Justice & Sustainability 17 
 18 
If short-term global health clinical encounters are to achieve their goal of improving the health of 19 
local host communities, they must commit not simply to addressing immediate, concrete needs, but 20 
to helping the community build its own capacity to provide health care. To that end, the near and 21 
longer-term goals of trips should be set in collaboration with the host community, not determined 22 
in advance solely by the interests or intent of trip sponsors and participants [7,9]. Trips should seek 23 
to balance community priorities with the training interests and abilities of participants [10], but in 24 
the first instance benefits should be those desired by, and acceptable to, the host community [9]. 25 
Those involved with short-term global health clinical encounters have a responsibility to ask how 26 
they can best use a trip’s limited time and material resources to promote the long-term goal of 27 
developing local capacity. Will the trip train local health care providers? Build local infrastructure? 28 
[7]? Ideally, a short-term global health experience will be embedded in a longer-term strategy and 29 
collaboratively planned with the host community [7,10]. 30 
 31 
Minimizing Harms & Burdens in Host Communities 32 
 33 
Just as focusing on the overarching goal of promoting justice and sustainability is foundational to 34 
ethically sound short-term global health clinical encounters, so too is identifying and minimizing 35 
the burdens such trips place on the host communities.  36 
 37 
Beyond lodging, food, and other direct costs of short-term global health clinical encounters, which 38 
are usually reimbursed to host communities [9], such trips can place other, less visible burdens on 39 
host communities. Physicians, trainees, and others who organize or participate in short-term global 40 
health clinical encounters should be alert to possible unintended consequences that can undermine 41 
the value of a trip. Trips should not detract from or place significant burdens on local clinicians and 42 
resources, particularly in ways that negatively affect patients, jeopardize sustainability, or disrupt 43 
relationships between trainees and their home institutions [9,11]. For example, the expectation that 44 
local healthcare and support staff will be available to assist visiting clinicians in addition to (or in 45 
place of) their usual duties can disrupt care for their existing patients. It should not be assumed that 46 
host communities can absorb additional costs, even on a temporary basis [14]. Particular attention 47 
should be paid to the follow-up care that burdens local practitioners and may result in harm to 48 
patients in the aftermath of invasive procedures [15]. 49 
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Sharing information beforehand as to how visiting health care professionals are expected to interact 1 
with the host community, the team’s objectives, and the skill, and training they bring, can reveal 2 
potential benefits and harms, thus allowing them to be discussed and addressed before the team 3 
embarks on the experience. Likewise, selecting team members whose skills and experience map 4 
onto the needs and expectations of the host community can help minimize disruptive effects on 5 
local practice [11]. Advance preparation should include developing a plan to monitor and address 6 
ongoing costs and benefits to patients, host communities and institutions, including local trainees 7 
(when the trip includes providing training for the host community) [11]. 8 
 9 
Respecting Persons & Cultures 10 
 11 
Physicians and trainees who participate in short-term global health clinical encounters face a host 12 
of challenges. Some of them are practical, such as resource limitations, unfamiliar medical needs, 13 
living conditions outside their experience, among many others. Others involve successfully 14 
navigating language(s) and norms they may never have encountered before, or not encountered 15 
with the same immediacy [1,2,9]. Striking a balance between Western medicine’s understanding of 16 
professional ethics and the expectations of host communities rooted in other histories, traditions, 17 
and social structures calls for a level of discernment, sensitivity, and humility that may more often 18 
be seen as the skill set of an ethnographer than a clinician. 19 
 20 
Individuals who travel to provide medical care in under-resourced settings should be aware that the 21 
interactions they will have there will inevitably be cross-cultural. They should seek to become 22 
broadly knowledgeable about the communities in which they will work, such as the primary 23 
language(s) in which encounters will occur; predominant local understandings of health and illness; 24 
local expectations for how health care professionals behave toward patients and toward one 25 
another; and salient economic, political, and social dynamics. Participants should take advantage of 26 
resources that can help them cultivate the cultural sensitivity they will need to provide safe, 27 
respectful, patient-centered care in the context of the specific host community [7,10,11]. Further, 28 
trip participants should be mindful that they bring with them their own unexamined cultural beliefs 29 
and assumptions about under-resourced communities, some of which trace back to colonialist, 30 
racialized attitudes. For instance, there is a widespread assumption that visiting physicians and 31 
trainees possess universally applicable (and perhaps superior) skills and knowledge simply by 32 
virtue of their association with Western medicine [19]. 33 
 34 
Individuals do not bear these responsibilities alone. Organizations and institutions that sponsor 35 
short-term global health clinical encounters have a responsibility to make appropriate orientation 36 
and training available to participants before they depart [11], in addition to working with host 37 
communities to put in place appropriate services, such as interpreters or local mentors, to support 38 
participants during the experience.  39 
 40 
The ethical obligation to respect the individual patients they serve and their host communities’ 41 
cultural and social traditions does not obligate physicians and trainees “to violate fundamental 42 
personal values, standards of medical care or ethical practice, or the law” [9]. Participants will 43 
likely be challenged, rather, to negotiate compromises that preserve in some reasonable measure 44 
the values of both parties whenever possible [16]. Participants should be allowed to decline to 45 
participate in activities that violate deeply held personal beliefs, but they should reflect carefully 46 
before reaching such a decision [17].  47 
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PREPARATION FOR THE EXPERIENCE 1 
 2 
Fulfilling these fundamental ethical responsibilities requires meeting other obligations with respect 3 
to organizing and carrying out short-term global health clinical encounters. Specifically, sponsoring 4 
organizations and institutions have an obligation to ensure thoughtful, diligent preparation to 5 
promote a trip’s overall goals, including appropriately preparing participants for the experience. 6 
Physicians and trainees, for their part, have an obligation to thoughtfully choose those programs 7 
with which they affiliate themselves [1,2,9,11]. 8 
 9 
Prepare Diligently 10 
 11 
Guidelines from the American College of Physicians recognize that “predeparture preparation is 12 
itself an ethical obligation” even though this is far from a universal practice at present [9,cf. 2,12]. 13 
Collaborative planning can identify what material resources and clinical skills participants should 14 
be expected to bring to the effort. For example, what activities participants should be assigned, or 15 
whether local mentors are needed or desirable and how such relationships will be coordinated [11].  16 
 17 
Supervision of trainees also needs to be explicitly arranged and followed up once they arrive in the 18 
host community. Studies show that 20% of participants reported inadequate supervision during 19 
their trips, and it is common for medical schools to allow “students to arrange encounters abroad 20 
without faculty supervision and support” [18,12]. Allowing students to practice in under-resourced 21 
settings without proper supervision is a clear violation of their fiduciary duty. 22 
 23 
Thoughtful preparation includes determining what nonclinical skills and experience participants 24 
should have to contribute to the overall success of the experience. For example, the goal of 25 
supporting capacity building in the local community calls for participants who have “training 26 
and/or familiarity with principles of international development, social determinants of health, 27 
…public health systems” and in some cases, health care administration [10,12]. Without this 28 
background, interventions may result in “resource wasting and potentially poorer patient care” 29 
[12]. 30 
 31 
Adequately preparing physicians and trainees for short-term global health clinical encounters 32 
encompasses planning with respect to issues of personal safety, vaccinations, unique personal 33 
health needs, travel, malpractice insurance, and local credentialing requirements [7]. Equally 34 
important, to contribute effectively and minimize “culture shock” and distress, participants need a 35 
basic understanding of the context in which they will be working [1,2,7]. Without expecting them 36 
to become experts in local culture, participants should have access to resources that will orient 37 
them to the language(s), traditions, norms, and expectations of the host community, not simply to 38 
the resources and clinical challenges they are likely to face. Participants should have sufficient 39 
knowledge to conduct themselves appropriately, whether that is in how they dress, how they 40 
address or interact with different members of the community, or how they carry out their clinical 41 
responsibilities [7]. They also need to know to whom they can turn for guidance. If at all possible, 42 
this should be someone from outside the host community, since community members may be 43 
reluctant to “push back” against the judgments and actions of participants [19]. 44 
 45 
Preparation should also include explicit attention to the possibility that participants will encounter 46 
ethical dilemmas. Working in unfamiliar cultural settings and with limited resources introduces the 47 
real possibility that physicians and trainees will encounter situations in which they “are unable to 48 
act in ways that are consistent with ethics and their professional values” or “feel complicit in a 49 
moral wrong” [9]. In particular, participants will be required to assess “how to balance risks and 50 
benefits [for patients who have been economically marginalized and who are experiencing illnesses 51 
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with which they have little clinical experience] … how to distribute limited medical resources, and 1 
when non-intervention is the appropriate choice” [15]. In addition, participants may find that local 2 
beliefs are inconsistent with their own ethical commitments. Having strategies in place to address 3 
dilemmas when they arise and to debrief after the fact can help mitigate the impact of such 4 
encounters. Physicians under stress due to difficult ethical situations experience emotional harm 5 
and this may, in turn, affect the quality of patient care [12]. In cases of irreducible conflict with 6 
local norms, participants may withdraw from care of an individual patient or from the project after 7 
careful consideration of the effect withdrawing will have on patients, the medical team, and the 8 
larger goals of the experience, in keeping with ethics guidance on the exercise of conscience. In 9 
addition, participants should keep in mind that some care is not always better than no care, and 10 
should ensure that they are able to provide safe, respectful, patient-centered care in the context of 11 
the specific host community at all times. This context requires cultural respect and awareness on 12 
the part of participants, as well as ongoing attention to the fact that certain treatment decisions may 13 
become burdensome to the local medical community once the volunteers leave. 14 
 15 
Choose Thoughtfully 16 
 17 
Individual physicians and trainees who participate in short-term global health clinical encounters 18 
are not typically in a position to directly influence how such programs are organized or carried out. 19 
They can, however, choose to participate in activities carried out by organizations that fulfill the 20 
ethical and professional responsibilities discussed above [9,10,11]. Participants can select 21 
organizations and programs that demonstrate commitment to long-term, community-led efforts to 22 
build and sustain local health care resources over programs that provide episodic, stop-gap medical 23 
interventions [10]. Participants should strive to avoid working with “volunteer placement 24 
organizations” that operate primarily for their own profit and/or lack adequate on-site supervision 25 
for trainees [14]. Such organizations exploit the needs of host communities by offering them a 26 
small sum per participant and then sending participants to them without support. Physicians and 27 
trainees should also refrain from the “casual or opportunistic” treatment of patients that are not 28 
coordinated with local health care systems in advance [20]. 29 
 30 
Measure & Share Meaningful Outcomes 31 
 32 
Organizations that sponsor short-term global health clinical encounters have a responsibility to 33 
monitor and evaluate the effectiveness of their programs, and to disseminate their findings in a 34 
transparent manner [7,9,10]. The measures used to evaluate program outcomes should be 35 
appropriate to the program’s goals as defined proactively in collaboration with the host community 36 
[9]. Prospective participants should affiliate themselves with programs that demonstrate 37 
effectiveness in providing outcomes meaningful to the population they serve, rather than simple 38 
measures of process such as number of procedures performed [7]. Since the success of procedures 39 
and programs cannot reasonably be verified if even their medium-term outcomes cannot be 40 
monitored, participants should prefer programs that can track patient results over an extended 41 
timeframe, even if their own contribution is made in a short time. 42 
 43 
RECOMMENDATION 44 
 45 
In light of these considerations, the Council on Ethical and Judicial Affairs recommends that the 46 
following be adopted, and the remainder of this report be filed: 47 

 48 
Short-term global health clinical encounters, which send physicians and physicians in training 49 
from wealthier communities to provide care in under-resourced settings for a period of days or 50 
weeks, have been promoted as a strategy to provide needed care to individual patients and, 51 
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increasingly, as a means to address global health inequities. To the extent that such encounters 1 
also provide training and educational opportunities, they may offer benefit both to the host 2 
communities and the medical professionals and trainees who volunteer their time and clinical 3 
skills.  4 
 5 
Short-term global health clinical encounters typically take place in contexts of scarce resources 6 
and in the shadow of colonial histories. These realities define fundamental ethical 7 
responsibilities for participants, sponsors, and hosts to jointly prioritize activities to meet 8 
mutually agreed-on goals; navigate day-to-day collaboration across differences of culture, 9 
language, and history; and fairly allocate resources. Participants and sponsors must focus not 10 
only on enabling good health outcomes for individual patients, but on promoting justice and 11 
sustainability, minimizing burdens on host communities, and respecting persons and local 12 
cultures. Responsibly carrying out short-term global health clinical encounters requires diligent 13 
preparation on the part of participants and sponsors in collaboration with host communities. 14 
 15 
Physicians and trainees who are involved with short-term global health clinical encounters 16 
should ensure that the trips with which they are associated: 17 

 18 
(a) Focus prominently on promoting justice and sustainability by collaborating with the host 19 

community to define project parameters, including identifying community needs, project 20 
goals, and how the visiting medical team will integrate with local health care professionals 21 
and the local health care system. In collaboration with the host community, short-term 22 
global health clinical encounters should prioritize efforts to support the community in 23 
building health care capacity. Trips that also serve secondary goals, such as providing 24 
educational opportunities for trainees, should prioritize benefits as defined by the host 25 
community over benefits to members of the visiting medical team or the sponsoring 26 
organization. 27 

 28 
(b)  Seek to proactively identify and minimize burdens the trip places on the host community, 29 

including not only direct, material costs of hosting participants, but also possible adverse 30 
effects the presence of participants could have for beneficial local practices and local 31 
practitioners. Sponsors and participants should ensure that team members practice only 32 
within their skill sets and experience.  33 

 34 
(c) Provide resources that help them become broadly knowledgeable about the communities in 35 

which they will work and to cultivate the cultural sensitivity they will need to provide safe, 36 
respectful, patient-centered care in the context of the specific host community. Members of 37 
the visiting medical team are expected to uphold the ethics standards of their profession 38 
and participants should insist that strategies are in place to address ethical dilemmas as 39 
they arise. In cases of irreducible conflict with local norms, participants may withdraw 40 
from care of an individual patient or from the project after careful consideration of the 41 
effect that will have on the patient, the medical team, and the project overall, in keeping 42 
with ethics guidance on the exercise of conscience. Participants should be clear that they 43 
may be ethically required to decline requests for treatment that cannot be provided safely 44 
and effectively due to resource constraints. 45 

 46 
(d) Are organized by sponsors that embrace a mission to promote justice, patient-centered 47 

care, community welfare, and professional integrity. Physicians, as influential members of 48 
their health care systems, are well positioned to influence the selection, planning and 49 
preparation for short term encounters in global health. In addition, they can take key roles 50 
in mentoring learners and others on teams to be deployed. Physicians can also offer 51 
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guidance regarding the evaluation process of the experience, in an effort to enhance and 1 
improve the outcomes of future encounters. 2 

 3 
Sponsors of short-term global health clinical encounters should:(e) Ensure that resources 4 
needed to meet the defined goals of the trip will be in place, particularly resources that cannot 5 
be assured locally. This includes arranging for local mentors, translation services, and 6 
participants’ personal health needs. It should not be assumed that host communities can absorb 7 
additional costs, even on a temporary basis. 8 
 9 
(f)  Proactively define appropriate roles and permissible range of practice for members of the 10 

visiting medical team, so that they can provide safe, high-quality care in the host 11 
community. Team members should practice only within the limits of their training and 12 
skills in keeping with professional standards they would deem acceptable in their ordinary 13 
clinical practice, even if the host community’s standards are more flexible or less 14 
rigorously enforced.  15 

 16 
(g) Ensure appropriate supervision of trainees, consistent with their training in their home 17 

communities, and make certain that they are only permitted to practice independently in 18 
ways commensurate with their level of experience in under-resourced settings.  19 

 20 
(h)  Ensure a mechanism for meaningful data collection is in place, consistent with recognized 21 

standards for the conduct of health services research and quality improvement activities in 22 
the sponsor’s country. 23 

 24 
(New HOD/CEJA Policy) 25 
 
Fiscal Note: Less than $500  
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REPORT 2 OF THE COUNCIL ON ETHICAL AND JUDICIAL AFFAIRS (A-24) 
Research Handling of De-Identified Patient Data 
(D-315.969) 
 
 
 

EXECUTIVE SUMMARY 
 
 
In adopting policy D-315.969, “Research Handling of De-Identified Patient Data,” the House of 
Delegates directed the Council on Ethical and Judicial Affairs (CEJA) to examine guidance related 
to the use of de-identified patient data and the risks of re-identification.  
 
This report articulates a series of recommendations on how best to respond to the increasing 
collection, sale, and use of de-identified patient data and the associated risks. The report outlines 
how health data exist within digital information ecosystems, how such complex ecosystems pose 
challenges to data privacy, how de-identified data functions as a public good for clinical research, 
and how de-identified data derived within the context of health care institutions lead to certain 
ethical standards for and protections of that data. 
 
Because CEJA recognizes both the promise of de-identified datasets for advancing health and the 
concerns surrounding the use of de-identified patient data including the risks of re-identification 
that extend from the level of individual physicians collecting clinical data to hospitals and other 
health care institutions as repositories and stewards of data, this report proposes a new Code of 
Medical Ethics opinion be adopted in conjunction with amendments to four existing opinions to 
provide ethics guidance in this rapidly evolving digital health ecosystem. 
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Policy D-315.969, “Research Handling of De-Identified Patient Data,” adopted by the American 1 
Medical Association (AMA) House of Delegates in November 2021, asked the Council on Ethical 2 
and Judicial Affairs (CEJA) to examine guidance related to the use of de-identified patient data and 3 
the risks of re-identification. 4 
 5 
In its informational report on de-identified data [CEJA 6-A-23], CEJA examined a range of 6 
challenges that health care professionals and institutions are now confronted with as technological 7 
innovations rapidly evolve both within and outside of health care, blurring the boundary 8 
distinctions between these spheres. CEJA’s exploration suggested that in this dynamic environment, 9 
foundational ethical concepts of privacy and consent likely need to be revisited to better reflect that 10 
personal health information today exists in digital environments where responsibilities are 11 
distributed among multiple stakeholders.  12 
 13 
This report expands on the previous work to articulate a series of recommendations on how best to 14 
respond to the increasing collection, sale, and use of de-identified patient data and the associated 15 
risks. The report outlines how health data exist within digital information ecosystems, how such 16 
ecosystems pose challenges to data privacy, what the Code says about data privacy and informed 17 
consent, how de-identified data functions as a public good for clinical research, how privacy 18 
scholars are reconceptualizing privacy as contextual integrity, and how de-identified data derived 19 
within the context of health care institutions lead to certain ethical standards for and protections of 20 
that data.  21 
 22 
Because CEJA recognizes both the promise of de-identified datasets for advancing health and the 23 
concerns surrounding the use of de-identified patient data including the risks of re-identification 24 
that extend from the level of individual physicians collecting clinical data to hospitals and other 25 
health care institutions as repositories and stewards of data, this report proposes a new ethics 26 
opinion in conjunction with amendments to four existing opinions to provide ethics guidance in 27 
this rapidly evolving digital health ecosystem.   28 

 
∗ Reports of the Council on Ethical and Judicial Affairs are assigned to the Reference Committee on 
Amendments to Constitution and Bylaws. They may be adopted, not adopted, or referred. A report may not 
be amended, except to clarify the meaning of the report and only with the concurrence of the Council. 

https://policysearch.ama-assn.org/policyfinder/detail/Research%20Handling%20of%20De-Identified%20Patient%20Information%20D-315.969?uri=%2FAMADoc%2Fdirectives.xml-D-315.969.xml
https://drive.google.com/file/d/1WeJhYxadTfEXFQx1UN2Q0iN_RYxqMpSt/view?usp=sharing
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HEALTH DATA & DIGITAL ECOSYSTEMS 1 
 2 
De-identified patient data are a subset of health data that exists within larger digital health 3 
information ecosystems [1]. Such ecosystems are highly dynamic and distributed, with health 4 
information often being combined from multiple datasets and distributed among multiple 5 
stakeholders [1]. Traditionally, health data has referred to patient health information produced from 6 
patient–physician interactions and stored by health care organizations [2]. This type of data is 7 
typically recorded as identifiable patient data and entered into the patient’s electronic medical 8 
record (EMR); from there, it can be de-identified and bundled together with other patent data to 9 
form an aggregated dataset. In the age of Big Data, however, where large datasets can reveal 10 
complex patterns and trends, diverse sets of information are increasingly brought together. Health 11 
data now extends to all health-relevant data, including data collected anywhere from individuals 12 
both passively and actively that can reveal information about health and health care use [2].  13 
 14 
Within digital health ecosystems, health-related data can be generated by health care systems (e.g., 15 
EMRs, prescriptions, laboratory data, radiology), the consumer health and wellness industry (e.g., 16 
wearable fitness tracking devices, wearable medical devices such as insulin pumps, home DNA 17 
tests), digital exhaust from daily digital activities (e.g., social media posts, internet search histories, 18 
location and proximity data), as well as non-health sources of data (e.g., non-medical records of 19 
race, gender, education level, residential zip code, credit history) [2]. The ethical challenges raised 20 
by such widely distributed data ecosystems, with their vast array of data types and multiple 21 
stakeholders, require a holistic approach to the moral issues caused by digital innovation. Digital 22 
ethics has arisen as a theoretical framework to analyze these recent challenges and examine such 23 
ethical concerns from multiple levels of abstraction. The digital ethics framework takes into 24 
account the general environment in which ethical concerns arise and examines ethical dilemmas as 25 
they relate to information and data, algorithms, practices and infrastructure, and their impact on the 26 
digital world [3]. 27 
 28 
CHALLENGES TO DATA PRIVACY 29 
 30 
In the U.S., the Health Insurance Portability and Accountability Act (HIPAA) imposes constraints 31 
on the sharing of “protected health information,” including individually identifiable health 32 
information contained in the EMR, by “covered entities,” including physicians, hospitals, 33 
pharmacies, and third-party payers. HIPAA’s scope is narrow and does not cover other health-34 
relevant data, such as data generated voluntarily by patients themselves, for example, through the 35 
use of commercial health-related apps or devices, or identifiable data individuals provide to 36 
municipal authorities, utilities, retailers, or on social media. Furthermore, information that began in 37 
the medical record can take on a new, independent life when linked with personal information 38 
widely available through datasets generated outside of health care. As McGraw and Mandl explain, 39 
“since HIPAA’s coverage is about ‘who’ holds the data, but not what type of data, much of the 40 
health-relevant data collected today are collected by entities outside of HIPAA’s coverage bubble 41 
and thus resides outside of HIPAA’s protections” [2]. HIPAA is thus limited in its ability to protect 42 
patient data within digital health information ecosystems. 43 
 44 
Complicating the matter is the fact that once patient health data has been de-identified, it is no 45 
longer protected by HIPAA, and can be freely bought, sold, and combined with other datasets. 46 
Hospitals now frequently sell de-identified datasets to researchers and industry. Recent 47 
developments in AI and its use within health care have similarly created new difficulties. 48 
 49 
Patients, and patient privacy advocates, are often concerned about who has access to their data. As 50 
data ecosystems have grown larger and more distributed, this has become increasingly more 51 
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difficult to ascertain. In the age of Big Data, the global sale of data has become a multibillion-1 
dollar industry, with individuals’ data viewed by industry as “new oil” [1]. The global health care 2 
data monetization market alone was valued at just over $0.4 billion in 2022 and is expected to grow 3 
to $1.3 billion by 2030 [4]. Industry often purchases hospital datasets to improve marketing and 4 
sales, predict consumer behaviors, and to resell to other entities. Within health care and research 5 
settings, the massive datasets collected from clinical data—used initially in the care and treatment 6 
of individual patients—have created the potential for secondary use as a means for quality 7 
improvement and innovation that can be used for the benefit of future patients and patient 8 
populations [5]. 9 
 10 
The dynamic and distributed nature of today’s digital health information ecosystems challenges the 11 
prevailing procedural model for protecting patient privacy: informed consent and de-identification. 12 
In a world where the secondary use of patient data within large datasets can easily enter into a 13 
global marketplace, the intended use is almost impossible to discern. Patients cannot be honestly 14 
and accurately informed about the specific terms of interactions between their collected data and 15 
the data collector and any potential risks that may emerge [1,6]. Therefore, patients are unable to 16 
truly give informed consent. Furthermore, whether de-identifying datasets truly prevents individual 17 
data subjects from being re-identified has been increasingly called into question. Removing the 18 18 
identifiers specified in HIPAA does not ensure that the data subject cannot be re-identified by 19 
triangulation with identifying information from other readily available datasets [7]. Machine 20 
learning and AI technologies have advanced to the point that virtually all de-identified datasets risk 21 
re-identification, such that “even when individuals are not ‘identifiable’, they may still be 22 
‘reachable’” [6]. 23 
 24 
A final avenue to consider with respect to private health information and patient privacy is the risk 25 
of health care data breaches. Raghupathi et al note, “[h]ealthcare is a lucrative target for hackers. 26 
As a result, the healthcare industry is suffering from massive data breaches” [8]. The number of 27 
health care data breaches continues to increase every year, exposing the private health information 28 
of millions of Americans. Despite being heavily targeted by cybercriminals, health care providing 29 
institutions are widely considered by cybersecurity experts to lack sufficient security safeguards 30 
[8]. Raghupathi et al note, “healthcare entities gathering and storing individual health data have a 31 
fiduciary and regulatory duty to protect such data and, therefore, need to be proactive in 32 
understanding the nature and dimensions of health data breaches” [8]. 33 
 34 
CLINICAL DATA AND PRIVACY 35 
 36 
Within the Code, Opinion 3.1.1, “Privacy in Health Care,” distinguishes four aspects of privacy: 37 
 38 

personal space (physical privacy), personal data (informational privacy), personal choices 39 
including cultural and religious affiliations (decisional privacy), and personal relationships with 40 
family members and other intimates (associational privacy). 41 

 42 
The Code does not explicitly examine whether personal medical or health information are ethically 43 
distinct from other kinds of personal information (e.g., financial records) or in what way. Current 44 
guidance treats the importance of protecting privacy in all its forms as self-evident, holding that 45 
respecting privacy in all its aspects is of fundamental importance, “an expression of respect for 46 
autonomy and a prerequisite for trust” [Opinion 3.1.1]. However, Opinion 3.3.3, “Breach of 47 
Security in Electronic Medical Records,” directly acknowledges that data security breaches create 48 
potential “physical, emotional, and dignity harms” to patients. Similarly, Opinion 7.3.7, 49 
“Safeguards in the Use of DNA Databanks,” states that breaches of confidential patient information 50 

https://code-medical-ethics.ama-assn.org/ethics-opinions/privacy-health-care
https://code-medical-ethics.ama-assn.org/ethics-opinions/breach-security-electronic-medical-records
https://code-medical-ethics.ama-assn.org/ethics-opinions/safeguards-use-dna-databanks
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“may result in discrimination or stigmatization and may carry implications for important personal 1 
choices.” 2 
 3 
Violations of privacy can result in both harm—tangible negative consequences, such as 4 
discrimination in insurance or employment or identity theft—and in wrongs that occur from the 5 
fact of personal information being known without the subject’s awareness, even if the subject 6 
suffers no tangible harm [7]. Price and Cohen note that privacy issues can arise not only when data 7 
are known, but when data mining enables others to “generate knowledge about individuals through 8 
the process of inference rather than direct observation or access” [7]. 9 
 10 
CLINICAL DATA AND INFORMED CONSENT 11 
 12 
With respect to Opinion 2.1.1, “Informed Consent,” in the Code, successful communication is seen 13 
as essential to fostering trust that is fundamental to the patient–physician relationship and to 14 
supporting shared decision making. Opinion 2.1.1 states: “[t]he process of informed consent occurs 15 
when communication between a patient and physician results in the patient’s authorization or 16 
agreement to undergo a specific medical intervention.” In seeking a patient’s informed consent, 17 
physicians are directed to include information about “the burdens, risks, and expected benefits of 18 
all options, including forgoing treatment” [Opinion 2.1.1]. It should be noted, however, that no 19 
direct mention of patient data is discussed in the opinion, other than that documentation of consent 20 
should be recorded in the patient’s medical record.  21 
 22 
CLINICAL DATA, DATASETS, AND THE PUBLIC GOOD 23 
 24 
Because aggregated clinical data has the potential for secondary use that can benefit all of society, 25 
it has been argued that such data should be treated as a form of public good [5]. When clinical data 26 
are de-identified and aggregated, the potential use for societal benefits through research and 27 
development is an emergent, secondary side effect of electronic health records that goes beyond 28 
individual benefit. Larson et al argue that not only does the public possess an interest in 29 
safeguarding and promoting clinical data for societal benefits, but all those who participate in 30 
health care systems have an ethical responsibility to treat such data as a form of public good [5]. 31 
They propose: 32 
 33 

all individuals and entities with access to clinical data inherently take on the same fiduciary 34 
obligations as those of medical professionals, including for-profit entities. For example, those 35 
who are granted access to the data must accept responsibility for safeguarding protected health 36 
information [5]. 37 

 38 
This entails that any entity that purchases private health information, whether or not it has been de-39 
identified, has an ethical obligation to adhere to the ethical standards of health care where such data 40 
were produced. Hospitals thus have an ethical responsibility to ensure that their contracts of sale 41 
for datasets insist that all entities that gain access to the data adhere to the ethical standards and 42 
values of the health care industry. 43 
 44 
This is particularly important when we recall that the wide distribution of digital health information 45 
ecosystems increasingly includes non-health-related parties from industry that may have market 46 
interests that conflict with the ethical obligations that follow health data. Within this framework, 47 
the fiduciary duty to protect patient privacy as well as to society to improve future health care 48 
follows the data and thus applies to all entities that use that data, such that all entities granted 49 
access to the data become data stewards, including for-profit parties [5]. This also includes patients, 50 
such that they bear a responsibility to allow their data to be used for the future improvement of 51 

https://code-medical-ethics.ama-assn.org/ethics-opinions/informed-consent
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health care for society, especially when we recognize that current health care has already benefited 1 
from past data collection [5]. 2 
 3 
While the re-identification of aggregated patient data should generally be prohibited, there are rare 4 
exceptions. There may be occasions when researchers wish to re-identify a dataset, such as 5 
sometimes occurs in the study of rare diseases that rely on international registries; in such 6 
situations, all individuals must be re-contacted, and their consent obtained in order to re-identify 7 
their data since this would represent a significant change to the initial research protocols and 8 
respective risks [9]. Re-identification of datasets for research is uncommon, however, because 9 
obtaining re-consent can be difficult and can lead to flawed research if data is lost because patients 10 
do not re-consent. The other situation in which it may be permissible, or even obligatory, to re-11 
identify aggregated patient data is when doing so would be in the interest of the health of individual 12 
patients, such as might occur in the study of a rare genetic disorder. Even within these exceptions, 13 
the risks associated with re-identification remain and re-identified data should thus never be 14 
published. Re-identification of de-identified patient data for any other purposes, by anyone inside 15 
or outside of health care, must be avoided. 16 
 17 
AN ALTERNATIVE APPROACH: PRIVACY AS CONTEXTUAL INTEGRITY  18 
 19 
Within today’s digital health information ecosystems, physicians and hospitals face several 20 
challenges to protecting patient privacy. Barocas and Nissenbaum contend that “even if [prevailing 21 
forms of consent and anonymization] were achievable, they would be ineffective against the novel 22 
threats to privacy posed by big data” [6]. A more effective option, Nissenbaum has argued, would 23 
understand privacy protection as a function of “contextual integrity,” i.e., that in a given social 24 
domain, information flows conform to the context-specific informational norms of that domain. 25 
Whether a transmission of information is appropriate depends on “the type of information in 26 
question, about whom it is, by whom and to whom it is transmitted, and conditions or constraints 27 
under which this transmission takes place” [10]. The view of privacy as contextual integrity—that 28 
our conception of privacy is contextual and governed by various norms of information flow—29 
recognizes that there exist different norms regarding privacy within different spheres of any 30 
distributed digital ecosystem [7,11]. The challenge within health care, as we have seen, is how to 31 
balance these various norms when they conflict and how to ensure that health care’s ethical 32 
standards and values are maintained throughout the distributed use of de-identified private health 33 
information.  34 
 35 
THE CONTEXTUAL INTEGRITY OF DE-IDENTIFIED HEALTH DATA 36 
 37 
In handling patient data, individual physicians strive to balance supporting and respecting patient 38 
privacy while also upholding ethical obligations to the betterment of public health. Through their 39 
own actions, as well as through their membership organizations and through their health care 40 
organizations, physicians should: (1) ensure that data entered into electronic records are accurate 41 
and reliable to the best of their ability; (2) be transparent with patients regarding the limited extent 42 
to which their data can be safely protected, how their data may be used, and why the use of such 43 
data is crucial for improving health care outcomes within society; and (3) ensure that proper 44 
oversight and protections of data are in place, including contractual provisions that any data sold or 45 
shared with outside entities stay in alignment with the ethical standards of the medical profession, 46 
and that meaningful sanctions or penalties are in place and enforced against any actors that violate 47 
those ethical standards. It is critical to recognize, as is outlined in the Code, that the patient–48 
physician relationship is built on trust, and that this trust relies heavily on transparency.  49 
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It is important for both patient care and research that clinical data entered into the EMR be as 1 
accurate and complete as possible. Some data capture practices, such as copying-and-pasting daily 2 
progress notes from previous encounters, which may contribute to efficiency, can lead to 3 
documentation errors [12]. One avenue for improving EMR accuracy is that, under HIPAA, 4 
patients have the right to access their data and request any perceived errors be amended. While 5 
there is no one solution to improving accuracy of EMR data, further study into how to improve 6 
EMR accuracy is important. One challenge to both EMR accuracy and completeness is the limited 7 
interoperability of different EMR systems. Matching digital health records for the same patient 8 
across and within health care facilities can be a challenge, further contributing to the potential for 9 
EMR errors. Standardization of recording data elements, such as capturing patient address and last 10 
name in a consistent format, may improve matching of patient records and thus improve the 11 
accuracy of the EMR [13]. 12 
 13 
Another challenge to EMR data quality is the risk of bias, primarily due to implicit bias in EMR 14 
design and underrepresentation of patients from historically marginalized groups, low 15 
socioeconomic status, and rural areas [14,15]. Critically important for research involving data 16 
collected from EMRs, available EMR data only reflects those with access to health care in the first 17 
place. While certain study designs and tools have been developed to reduce these biases in 18 
research, physicians and health care institutions should be looking into ways to reduce bias within 19 
EMRs, such as features to optimize effective EMR use and to consistently capture patient data, 20 
especially data on race/ethnicity and social determinants of health that are often inconsistently and 21 
inaccurately captured in EMR systems [14,15,16]. 22 
 23 
Patients have a right to know how and why their data are being used. While physicians should be 24 
able to answer questions regarding patient data as they relate to HIPAA protections, it is the 25 
responsibility of health care institutions to provide more detailed information regarding 26 
expectations of data privacy, how patient data may be used, and why such use is important to 27 
improve the future of health care. Health care systems may consider fulfilling this ethical 28 
obligation by creating a patient notification of data use built into the patient registration process 29 
(using language similar to the National Institutes of Health’s (NIH) Introduction-Description 30 
component, meant to provide prospective research participants with an introduction to and 31 
description of the planned storage and sharing of data and biospecimens [17]).  32 
 33 
As stewards of health data, health care institutions have an ethical responsibility to protect data 34 
privacy. This fiduciary duty to patient data should be seen as following the data even after they are 35 
de-identified and leave the institution where they were initially captured [5,8]. While hospitals and 36 
health care organizations increasingly come under cyberattack, they consistently lag behind other 37 
industries in cybersecurity [18]. With regards to protecting the data they maintain, health care 38 
institutions have a responsibility to make more significant investments in cybersecurity.  39 
 40 
In order to ensure that the ethical standards of health care are maintained even after data leaves 41 
health care institutions, McGraw and Mandl propose that companies collecting or using health-42 
relevant data could be required to establish independent data ethics review boards [2]. They write 43 
that such boards could be similar to Institutional Review Boards but should focus more on privacy 44 
than on participant risk, evaluating proposed data projects for legal and ethical implications as well 45 
as their potential to improve health and/or the health care system [2]. In practice, ethics review 46 
boards involved with industry face challenges to both independence and efficacy. Independence 47 
can be compromised by influences such as conflicts of interest, while efficacy can be compromised 48 
by the absence of authority, procedures, and systems to enact recommendations made by these 49 
review bodies. To be effective, data ethics review boards must be independent and free of conflicts 50 
of interest from the company or organization whose data research proposal(s) they are evaluating 51 
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and have systems in place for both transparency and implementation of feedback for remediations 1 
of privacy and other quality and ethics concerns. Though not a comprehensive solution, 2 
independent data ethics review boards could be an effective safeguard against industry conflicts of 3 
interest and should be considered as a required part of contracts of sale of health data, with 4 
contracts stipulating that any future resale of the data also undergo review by a data ethics review 5 
board.  6 
 7 
An additional safeguard is the implementation of regular data audits to assess the quality and use of 8 
shared data [19]. These regulatory measures could be implemented as requirements outlined in 9 
Data Use Agreements or Data Sharing Agreements (DSAs). Such agreements have the potential to 10 
establish data governance policies and practices within health care institutions regarding “what data 11 
can be shared, with whom, under what conditions, and for what purposes.” In developing DSAs, 12 
hospital administrators should engage all relevant stakeholders, require a neutral entity be 13 
designated as an independent custodian of shared data, limit the types and/or characteristics of 14 
shared data to certain purposes, and apply additional safeguards to protect the data [20].  15 
 16 
The need for more transparent disclosure to patients regarding their data use as well as the 17 
importance of building the values of medical ethics into the contracts of sale of aggregate datasets 18 
created by hospitals highlights the fact that the ethical responsibilities to respond to the risks of de-19 
identified data should not be borne by physicians alone. Respecting patient privacy and their 20 
informed consent are responsibilities that physician member organizations and health care 21 
institutions must take on because the risks to these rights that patients face within digital health 22 
ecosystems radiate far beyond the patient–physician relationship to areas where individual 23 
physicians have little influence. 24 
 25 
RECOMMENDATIONS  26 
 27 
In light of the challenges considered with regard to constructing a framework for holding 28 
stakeholders accountable within digital health information ecosystems, the Council on Ethical and 29 
Judicial Affairs recommends: 30 
 31 
1. That the following be adopted: 32 
 33 

Within health care systems, identifiable private health information, initially derived from and 34 
used in the care and treatment of individual patients, has led to the creation of massive de-35 
identified datasets. As aggregate datasets, clinical data takes on a secondary promising use as a 36 
means for quality improvement and innovation that can be used for the benefit of future 37 
patients and patient populations. While de-identification of data is meant to protect the privacy 38 
of patients, there remains a risk of re-identification, so while patient anonymity can be 39 
safeguarded it cannot be guaranteed. In handling patient data, individual physicians thus strive 40 
to balance supporting and respecting patient privacy while also upholding ethical obligations to 41 
the betterment of public health. 42 
 43 
When clinical data are de-identified and aggregated, their potential use for societal benefits 44 
through research and development is an emergent, secondary use of electronic health records 45 
that goes beyond individual benefit. Such data, due to their potential to benefit public health, 46 
should thus be treated as a form of public good, and the ethical standards and values of health 47 
care should follow the data and be upheld and maintained even if the data are sold to entities 48 
outside of health care. The medical profession’s responsibility to protect patient privacy as well 49 
as to society to improve future health care should be recognized as inherently tied to these 50 
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datasets, such that all entities granted access to the data become data stewards with a duty to 1 
uphold the ethical values of health care in which the data were produced. 2 
 3 
As individuals or members of health care institutions, physicians should: 4 

 5 
(a) Follow existing and emerging regulatory safety measures to protect patient privacy; 6 

 7 
(b) Practice good data intake, including collecting patient data equitably to reduce bias in 8 

datasets; 9 
 10 

(c) Answer any patient questions about data use in an honest and transparent manner to the 11 
best of their ability in accordance with current federal and state legal standards.  12 
 13 

Health care entities, in interacting with patients, should adopt policies and practices that 14 
provide patients with transparent information regarding: 15 

 16 
(d) The high value that health care institutions place on protecting patient data; 17 

 18 
(e) The reality that no data can be guaranteed to be permanently anonymized, and that risk of 19 

re-identification does exist; 20 
 21 

(f) How patient data may be used; 22 
 23 

(g) The importance of de-identified aggregated data for improving the care of future patients. 24 
 25 

Health care entities managing de-identified datasets, as health data stewards, should: 26 
 27 

(h) Ensure appropriate data collection methods and practices that meet industry standards to 28 
support the creation of high-quality datasets; 29 
 30 

(i) Ensure proper oversight of patient data is in place, including Data Use/Data Sharing 31 
Agreements for the use of de-identified datasets that may be shared, sold, or resold; 32 
 33 

(j) Develop models for the ethical use of de-identified datasets when such provisions do not 34 
exist, such as establishing and contractually requiring independent data ethics review 35 
boards free of conflicts of interest and verifiable data audits, to evaluate the use, sale, and 36 
potential resale of clinically-derived datasets; 37 
 38 

(k) Take appropriate cyber security measures to seek to ensure the highest level of protection is 39 
provided to patients and patient data; 40 
 41 

(l) Develop proactive post-compromise planning strategies for use in the event of a data 42 
breach to minimize additional harm to patients; 43 
 44 

(m) Advocate that health- and non-health entities using any health data adopt the strongest 45 
protections and seek to uphold the ethical values of the medical profession. 46 

 47 
There is an inherent tension between the potential benefits and burdens of de-identified 48 
datasets as both sources for quality improvement to care as well as risks to patient privacy. Re-49 
identification of data may be permissible, or even obligatory, in rare circumstances when done 50 
in the interest of the health of individual patients. Re-identification of aggregated patient data 51 
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for other purposes without obtaining patients’ express consent, by anyone outside or inside of 1 
health care, is impermissible. (New HOD/CEJA Policy); and  2 

 3 
2. That Opinion 2.1.1, “Informed Consent”; Opinion 3.1.1, “Privacy in Health Care”; Opinion 4 

3.2.4, “Access to Medical Records by Data Collection Companies”; and Opinion 3.3.2, 5 
“Confidentiality and Electronic Medical Records” be amended by addition as follows: 6 

 7 
a. Opinion 2.1.1, Informed Consent 8 
 9 
Informed consent to medical treatment is fundamental in both ethics and law. Patients have the 10 
right to receive information and ask questions about recommended treatments so that they can 11 
make well-considered decisions about care. Successful communication in the patient-physician 12 
relationship fosters trust and supports shared decision making. Transparency with patients 13 
regarding all medically appropriate options of treatment is critical to fostering trust and should 14 
extend to any discussions regarding who has access to patients’ health data and how data may 15 
be used. 16 
 17 
The process of informed consent occurs when communication between a patient and physician 18 
results in the patient’s authorization or agreement to undergo a specific medical intervention. In 19 
seeking a patient’s informed consent (or the consent of the patient’s surrogate if the patient 20 
lacks decision-making capacity or declines to participate in making decisions), physicians 21 
should: 22 

 23 
(a) Assess the patient’s ability to understand relevant medical information and the implications 24 

of treatment alternatives and to make an independent, voluntary decision. 25 
 26 
(b) Present relevant information accurately and sensitively, in keeping with the patient’s 27 

preferences for receiving medical information. The physician should include information 28 
about: 29 
 30 
(i) the diagnosis (when known); 31 
 32 
(ii) the nature and purpose of recommended interventions; 33 
 34 
(iii) the burdens, risks, and expected benefits of all options, including forgoing treatment. 35 
 36 

(c) Document the informed consent conversation and the patient’s (or surrogate’s) decision in 37 
the medical record in some manner. When the patient/surrogate has provided specific 38 
written consent, the consent form should be included in the record. 39 

 40 
In emergencies, when a decision must be made urgently, the patient is not able to participate in 41 
decision making, and the patient’s surrogate is not available, physicians may initiate treatment 42 
without prior informed consent. In such situations, the physician should inform the 43 
patient/surrogate at the earliest opportunity and obtain consent for ongoing treatment in 44 
keeping with these guidelines. (Modify HOD/CEJA Policy) 45 
 46 
b. Opinion 3.1.1, Privacy in Health Care 47 
 48 
Protecting information gathered in association with the care of the patient is a core value in 49 
health care. However, respecting patient privacy in other forms is also fundamental, as an 50 
expression of respect for patient autonomy and a prerequisite for trust. 51 
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Patient privacy encompasses a number of aspects, including personal space (physical privacy), 1 
personal data (informational privacy), personal choices including cultural and religious 2 
affiliations (decisional privacy), and personal relationships with family members and other 3 
intimates (associational privacy). 4 
 5 
Physicians must seek to protect patient privacy in all settings to the greatest extent possible and 6 
should: 7 
 8 
(a) Minimize intrusion on privacy when the patient’s privacy must be balanced against other 9 

factors. 10 
 11 
(b) Inform the patient when there has been a significant infringement on privacy of which the 12 

patient would otherwise not be aware. 13 
 14 
(c) Be mindful that individual patients may have special concerns about privacy in any or all 15 

of these areas. 16 
 17 
(d) Be transparent with any inquiry about existing privacy safeguards for patient data but 18 

acknowledge that anonymity cannot be guaranteed and that breaches can occur 19 
notwithstanding best data safety practices. (Modify HOD/CEJA Policy) 20 
 21 

c. Opinion 3.2.4, Access to Medical Records by Data Collection Companies 22 
 23 
Information contained in patients’ medical records about physicians’ prescribing practices or 24 
other treatment decisions can serve many valuable purposes, such as improving quality of care. 25 
However, ethical concerns arise when access to such information is sought for marketing 26 
purposes on behalf of commercial entities that have financial interests in physicians’ treatment 27 
recommendations, such as pharmaceutical or medical device companies. 28 
 29 
Information gathered and recorded in association with the care of a patient is confidential. 30 
Patients are entitled to expect that the sensitive personal information they divulge will be used 31 
solely to enable their physician to most effectively provide needed services. Disclosing 32 
information to third parties for commercial purposes without consent undermines trust, violates 33 
principles of informed consent and confidentiality, and may harm the integrity of the patient-34 
physician relationship. 35 
 36 
Physicians who propose to permit third-party access to specific patient information for 37 
commercial purposes should: 38 
 39 
(a) Only provide data that has been de-identified. 40 
 41 
(b) Fully inform each patient whose record would be involved (or the patient’s authorized 42 

surrogate when the individual lacks decision-making capacity) about the purpose(s) for 43 
which access would be granted. 44 
 45 

Physicians who propose to permit third parties to access the patient’s full medical record 46 
should: 47 

 48 
(c) Obtain the consent of the patient (or authorized surrogate) to permit access to the patient’s 49 

medical record.  50 



 CEJA Rep. 2-A-24 -- page 11 of 13 
 

(d) Prohibit access to or decline to provide information from individual medical records for 1 
which consent has not been given. 2 

 3 
(e) Decline incentives that constitute ethically inappropriate gifts, in keeping with ethics 4 

guidance. 5 
 6 

Because de-identified datasets are derived from patient data as a secondary source of data for 7 
the public good, health care professionals and/or institutions who propose to permit third-party 8 
access to such information have a responsibility to establish that any use of data derived from 9 
health care adhere to the ethical standards of the medical profession. (Modify HOD/CEJA 10 
Policy) 11 
 12 
d. Opinion 3.3.2, Confidentiality and Electronic Medical Records 13 
 14 
Information gathered and recorded in association with the care of a patient is confidential, 15 
regardless of the form in which it is collected or stored. 16 
 17 
Physicians who collect or store patient information electronically, whether on stand-alone 18 
systems in their own practice or through contracts with service providers, must: 19 
 20 
(a) Choose a system that conforms to acceptable industry practices and standards with respect 21 

to: 22 
 23 
(i) restriction of data entry and access to authorized personnel; 24 
 25 
(ii) capacity to routinely monitor/audit access to records; 26 
 27 
(iii) measures to ensure data security and integrity; and 28 
 29 
(iv) policies and practices to address record retrieval, data sharing, third-party access and 30 

release of information, and disposition of records (when outdated or on termination of 31 
the service relationship) in keeping with ethics guidance. 32 

 33 
(b) Describe how the confidentiality and integrity of information is protected if the patient 34 

requests. 35 
 36 
(c) Release patient information only in keeping with ethics guidance for confidentiality and 37 

privacy. (Modify HOD/CEJA Policy); and 38 
 39 

3. That the remainder of this report be filed. 40 
 
Fiscal Note: Less than $500  
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REPORT 3 OF THE COUNCIL ON ETHICAL AND JUDICIAL AFFAIRS (A-24) 
Establishing Ethical Principles for Physicians Involved in Private Equity Owned Practices 
(D-140.951) 
 
 
 

EXECUTIVE SUMMARY 
 
In adopting policy D-140.951, “Establishing Ethical Principles for Physicians Involved in Private 
Equity Owned Practices,” the House of Delegates directed the Council on Ethical and Judicial 
Affairs (CEJA) to “study and clarify the ethical challenges and considerations regarding physician 
professionalism raised by the advent and expansion of private equity ownership”. 
 
Increasing investments by private equity firms in health care raise ethical concerns regarding dual 
loyalties of physicians and competing interests between profits and patients. While not inherently 
unethical, private equity firms’ incursion into health care warrants caution. To respond to these 
issues, CEJA recommends amending Opinion 11.2.3, “Contracts to Deliver Health Care Services” 
to more clearly encompass partnerships with private equity firms and the ethical concerns that they 
raise for both physicians seeking capital to support their private practice as well as physicians 
entering into employment contracts with private equity-owned hospitals.  
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In response to Policy D-140.951, “Establishing Ethical Principles for Physicians Involved in 1 
Private Equity Owned Practices,” which instructs our American Medical Association (AMA) to 2 
“study and clarify the ethical challenges and considerations regarding physician professionalism 3 
raised by the advent and expansion of private equity ownership”, your Council on Ethical and 4 
Judicial Affairs (CEJA) presented Report 02-A-23, which offered recommendations on amending 5 
Code Opinion 11.2.3, “Contracts to Deliver Health Care Services.” Testimony at the 2023 Annual 6 
Meeting of the House of Delegates was predominantly in opposition to the report; concerns were 7 
raised regarding the profit motives of private equity and the ethical implications of such 8 
businesses’ involvement in health care. Overall, testimony expressed a desire that a stronger stance 9 
be taken against private equity’s involvement in health care, and the report was referred back to 10 
CEJA. 11 
 12 
BACKGROUND 13 
 14 
The past several decades have seen an increase in the corporatization, financialization, and 15 
commercialization of health care [1,2]. Since 2018, more physicians now work as employees of 16 
hospitals or health care systems rather than serving in private practice [3,4]. Our AMA reports that 17 
this trend is continuing: “[e]mployed physicians were 50.2% of all patient care physicians in 2020, 18 
up from 47.4% in 2018 and 41.8% in 2012. In contrast, self-employed physicians were 44% of all 19 
patient care physicians in 2020, down from 45.9% in 2018 and 53.2% in 2012” [4]. A major factor 20 
in these trends has been the incursion of private equity into health care. It is estimated that private 21 
equity capital investment between 2000 and 2018 grew from $5 billion to $100 billion [1]. 22 
Between 2016 and 2017 alone, the global value of private equity deals in health care increased 23 
17%, with health care deals compromising 18% of all private equity deals in 2017 [5]. 24 
 25 
Private equity firms use capital from institutional investors to purchase private practices, typically 26 
utilizing a leveraged buy-out model that finances the majority of the purchase through loans for 27 
which the physician practice serves as security, with the goal of selling the investment within 3 to 7 28 
years and yielding a return of 20-30% [1,5,6]. However, private equity investment broadly 29 
encompasses many types of investors and strategies, including venture capital firms that primarily 30 
invest in early-stage companies for a minority ownership, growth equity firms that tend to partner 31 

 
* Reports of the Council on Ethical and Judicial Affairs are assigned to the Reference Committee on 
Amendments to Constitution and Bylaws. They may be adopted, not adopted, or referred. A report may not 
be amended, except to clarify the meaning of the report and only with the concurrence of the Council. 
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with promising later-stage ventures, and traditional private equity firms that borrow money through 1 
a leveraged buyout to take a controlling stake of mature companies [7]. 2 
 3 
When ownership shifts from physicians to private equity firms, the firms typically seek to invest 4 
resources to expand market share, increase revenue, and decrease costs to make the practice more 5 
profitable before selling it to a large health care system, insurance company, another private equity 6 
firm (as a secondary buyout), or the public via an initial public offering (IPO) [8]. To expand 7 
market share, private equity typically employs a “platform and add-on” or “roll-up” approach in 8 
which smaller add-ons are acquired after the initial purchase of a large, established practice, 9 
allowing private equity firms to gain market power in a specific health care segment or sub-10 
segment [1,9]. These practices by private equity appear to be driving mergers and acquisitions 11 
within health care, significantly contributing to the consolidation of the health care industry that 12 
has dramatically increased over the past decade [9].  13 
 14 
Proponents of private equity investments in health care claim that private equity provides access to 15 
capital infusions, which may facilitate practice innovation and aid in the adoption of new 16 
technological infrastructure [6,8]. Proponents also advocate that private equity can bring “valuable 17 
managerial expertise, reduce operational inefficiencies, leverage economies of scale, and increase 18 
healthcare access by synergistically aligning profit incentives with high quality care provision” 19 
[10]. 20 
 21 
Critics argue that private equity’s focus on generating large, short-term profits likely establishes an 22 
emphasis on profitability over patient care, which creates dual loyalties for physicians working as 23 
employees at private equity-owned practices [5,6]. Critics further assert that prioritizing profits 24 
likely jeopardizes patient outcomes, overburdens health care companies with debt, leads to an over-25 
emphasis on profitable services, limits access to care for certain patient populations (such as 26 
uninsured individuals or individuals with lower rates of reimbursement such as Medicaid or 27 
Medicare patients), and fundamentally limits physician control over the practice and clinical 28 
decision making [5,8,10]. 29 
 30 
Despite strong opinions regarding private equity’s incursion into medicine, empirical research on 31 
the effects of private equity investments in health care, and the impacts on patient outcomes, is 32 
currently limited [8]. Zhu and Polsky explain that this lack of research is primarily because 33 
“[p]rivate equity firms aren’t required to publicly disclose acquisitions or sales, and the widespread 34 
use of nondisclosure agreements further contributes to opacity about practice ownership and the 35 
nature of transactions” [6]. Private equity firms are emerging to be major employers of physicians. 36 
Currently, it is estimated that 8% of all private hospitals in the U.S. and 22% of all proprietary for-37 
profit hospitals are owned by private equity firms [11]. 38 
 39 
ETHICAL ISSUE 40 
 41 
Private equity firms’ commitment to ensuring high returns on their investments creates a potential 42 
ethical dilemma when investing in health care. Whether or not it may be ethically permissible for 43 
physicians to sell their practices to private equity firms or for physicians to work as employees for 44 
such acquisitions largely depends on how private equity investments impact patient care and 45 
outcomes. This report will examine how private equity investments in health care may be ethical, 46 
the circumstance and factors to be weighed, as well as how physicians may ethically navigate 47 
private equity buyouts and employment.  48 
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RELEVANT PRACTICAL MATTERS FOR CLINICAL PRACTICE  1 
 2 
A major concern of physicians regarding private equity investments in health care is the potential 3 
loss of autonomy, which physicians worry could translate into hospital policies designed for 4 
profitability and that limit physicians’ decision-making and their ability to care for patients [9]. 5 
Loss of autonomy is also associated with increased physician burnout [12]. There are also valid 6 
concerns that private equity ownership leads to increased patient volumes and more expensive and 7 
potentially unnecessary procedures [9]. 8 
 9 
REVIEW OF RELEVANT LITERATURE  10 
 11 
Empirical Evidence in Medical Literature 12 
 13 
More research is needed on the effects of private equity investments in the health care sector, as 14 
little empirical evidence exists on how private equity impacts utilization, spending, or patient 15 
outcomes. There is widespread concern among physicians that private equity-controlled practices 16 
result in worse patient outcomes.  17 
 18 
The best evidence that private equity acquisition of hospitals harms patients is a recent difference-19 
in differences study by Kannan et al of hospital-acquired adverse events and hospitalization 20 
outcomes associated with private equity acquisitions of U.S. hospitals [13]. Data from 100% 21 
Medicare Part A claims at 51 private equity-acquired hospitals were compared with data from 259 22 
matched control hospitals (not acquired by private equity) for hospital stays between 2009 and 23 
2019. While there was no differential change in mortality 30 days after hospital discharge, the 24 
researchers did find that after private equity acquisition, Medicare beneficiaries admitted to private 25 
equity-owned hospitals experienced a 25.4% increase in hospital-acquired conditions compared 26 
with those treated at control hospitals. This increase in hospital-acquired conditions, which are 27 
established measures of inpatient quality and are considered preventable, was largely driven by a 28 
27.3% increase in falls and a 37.7% increase in central line-associated bloodstream infections at 29 
private equity-acquired hospitals [13]. The increase in central-line associated infections after 30 
private equity acquisition occurred even as these hospitals saw a 16% reduction in percutaneous 31 
central line placement. Kannan et al hypothesize that such increases in hospital-acquired infections 32 
could result from decreases in staffing, as such adverse events have been shown to be correlated 33 
with staffing ratios among nurses and that private equity often will reduce staffing and change the 34 
clinician labor mix at acquired hospitals as a cost-cutting strategy [13]. 35 
 36 
In another difference-in-differences study of 578 private equity-acquired practices in dermatology, 37 
gastroenterology, and ophthalmology matched with a control group of 2,874 non-private equity-38 
acquired practices, Singh et al found a mean increase of 20.2% in charges per claim and a 39 
consistent increase in patient utilization over the first eight quarters after acquisition, with the 40 
increase in patient utilization primarily driven by a 37.9% increase in visits by new patients [14]. 41 
Overall, the researchers found that “private equity acquisition was associated with increases in 42 
health care spending and several measures of utilization, and some evidence of greater intensity of 43 
care” [14]. They also found increased coding intensity, and posit that this finding could be due to 44 
either changes in coding and billing practices that have more efficient charge capture or, 45 
conversely, could reflect upcoding to increase revenues [14]. The motivating factors behind this 46 
impact on coding deserves further study.  47 
 48 
In a systematic review of 55 studies evaluating trends in private equity ownership in health care 49 
and the impacts on outcomes, costs, and quality, Borsa et al found that private equity ownership 50 
was associated with an increase in cost to patients or payers, primarily from increased charges and 51 
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rates for services as well as inconclusive, mixed results on how private equity impacts quality of 1 
care [10]. The majority of the studies (n=47) evaluated private equity ownership of health care 2 
operations in the US, but represented a range of settings, the most common of which were nursing 3 
homes (n=17), hospitals (n=9), dermatology (n=9), and ophthalmology (n=7). Only eight studies 4 
included health outcomes, with two finding beneficial impacts, three findings harmful impacts, and 5 
three finding neutral impacts; the three that found harmful impacts were all studies of nursing 6 
homes [10]. These results suggest that private equity may impact segments of the health care 7 
industry differently.  8 
 9 
In their analysis of 281 private equity acquisitions involving 610 unique target hospitals, Gao et al 10 
found that over an eight-year window, acquisitions were associated with increased profitability, no 11 
change in the rate of closures, no statistically significant changes in mortality or readmission rates, 12 
and that the percentage of Medicare and Medicaid patients stayed relatively the same [15]. Over 13 
the eight year window, private equity-acquired hospitals increased their operating income by 7.4%. 14 
Compared to their matched control groups, private equity-acquired hospitals were equally or more 15 
likely to survive, contrary to the prevailing narrative. Private equity-acquired hospitals initially 16 
experienced a 14% decrease in the number of core workers (medical workers that include 17 
physicians, nurses, and pharmacists) over the first four years but over the next four years this 18 
difference dissipates to only 2% and is not statistically significant. In contrast, the decline in 19 
administrative workers is significant and persistent, with a reduction of 18% within the first four 20 
years of acquisition and a 22% reduction by the end of eight years. This reduction in administrative 21 
workers was most profound at nonprofit hospitals. Core workers’ wages were not found to change, 22 
while administrative workers’ wages declined by 7%. No changes to patient mortality rates or 23 
readmission were found, except for a 0.9% increase in readmission following pneumonia. In 24 
looking at rates of stroke, complications and infections during hospitalization as measure of patient 25 
outcomes, no statistically significant differences were found between private equity-acquired 26 
hospitals, the control group, or non-private equity acquired hospitals. Private equity-acquired 27 
hospitals appear to treat a higher number of resource-intensive patients and decrease their 28 
outpatient ratio. Gao et al conclude: “[o]verall, our evidence suggests that PE acquirers improve the 29 
operating efficiency of target hospitals without a compromise in healthcare quality” [15]. 30 
 31 
Normative and Substantive Views in Ethics and Medical Literature 32 
 33 
The debate over private equity’s incursion into health care often regards private equity acquisitions 34 
through a lens of exceptionalism—either negatively or positively. However, although private 35 
equity owned hospitals are different in their ownership structure and oversight compared to other 36 
traditional health care investors, private equity-acquired hospitals may not be substantively 37 
different from other for profit and non-profit hospitals in terms of their stated goals of both 38 
solvency and patient care. Zhu and Polsky argue that private equity is not inherently unethical and 39 
that there are likely good and bad actors as is the case in many sectors [6]. They add: “physicians 40 
should be aware that private equity’s growth is emblematic of broader disruptions in the physician-41 
practice ecosystem and is a symptom of medicine’s transformation into a corporate enterprise” [6]. 42 
 43 
The corporatization of medicine is not without ethical and professional risks, of course. In their 44 
ethical analysis of orthopaedic surgery practices owned by non-physicians, Moses et al note that 45 
the incentives and goals of surgeons might be misaligned with those of the investors, pitting patient 46 
care against profits; profit maximization might also lead to wasteful overtreatment as well as a loss 47 
of physician autonomy within the practice as well as patient autonomy if physicians are encouraged 48 
to be more paternalistic to achieve financial goals [3].  49 
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Veatch notes that business ethics and medical ethics are not inherently at odds but admits that 1 
differences do exist [16]. Veatch highlights that physicians are uncomfortable with any removal of 2 
professional control that may accompany the increasing commercialization of the physician’s role. 3 
Veatch points out that paradoxically, despite being open to the profit motive in the practice of 4 
medicine, the practice as a whole has shown strong resistance to the commercialization of medical 5 
practice. For Veatch, the crux of the issue is whether people perceive health care as a fundamental 6 
right or a commodity like any other, adding that the notion of health care as a right jeopardizes any 7 
profit motive in health care including traditional private practitioner fee-for-service models [16]. 8 
 9 
Pellegrino offers a similar analysis, arguing that health care is not a commodity but rather a human 10 
good that society has an obligation to provide in some measure to all citizens [17]. Pellegrino 11 
argues that health care is substantively different from traditional market goods—it is not fungible, 12 
cannot be proprietary because medical knowledge is possible only due to collective achievements, 13 
is realized in part through the patient’s own body, and requires an intensely personal relationship—14 
and thus cannot be a commodity. Pellegrino warns that the commodification of health and medicine 15 
turns any interaction between the patient and physician into a commercial transaction subject to the 16 
laws and ethics of business rather than to medical and professional ethics. “In this view,” 17 
Pellegrino writes, “inequities are unfortunate but not unjust […]. In this view of health care, 18 
physicians and patients become commodities too” [17]. Rather than claiming that health care is a 19 
fundamental right, Pellegrino takes a position of distributive justice to argue that health care is a 20 
collective good. Because a good society is one in which each citizen is enabled to flourish, and 21 
good health is a condition of human flourishing, society has a moral responsibility to provide 22 
health care to all citizens. In this light, health care is both an individual and a social good. 23 
Pellegrino also refers to this view as one of “beneficent justice” and explains, “[t]reating health 24 
care as a common good implies a notion of solidarity of humanity, i.e., the linkage of humans to 25 
each other as social beings” [17]. Pellegrino concludes: 26 
 27 

Understanding health care to be a commodity takes one down one arm of a bifurcating 28 
pathway to the ethic of the marketplace and instrumental resolution of injustices. Taking 29 
health care as a human good takes us down a divergent pathway to the resolution of 30 
injustice through a moral ordering of societal and individual priorities [17]. 31 

 32 
Whether health care is understood as a commodity or a human good is of course not always so 33 
clear in policy and in practice. What is evident, however, is that as health care has become 34 
increasingly commodified, the ethical risks to patients and physicians are being realized as 35 
physicians find themselves increasingly working as employees and worrying about the impact that 36 
commercial enterprises—such as private equity investments—may be having on patients.  37 
 38 
Private equity represents the latest and most extreme form of health care commercialization that 39 
has escalated over the past few decades. This is the very reason why private equity firms became 40 
interested in health care in the first place—they recognized that health care as a market was already 41 
ripe for investment and future profitability. Private equity firms use the same investment models in 42 
health care that they do in other industries—invest in fragmented markets, acquire the most 43 
promising targets as a platform, expand through add-on acquisitions, and exit the market once a 44 
significant consolidation of market share can secure a sale, secondary buyout, or IPO [9]. Each 45 
individual acquisition is typically too small to require review by anti-trust regulators at the Federal 46 
Trade Commission (FTC); at the same time, however, this practice is driving the trend of mergers 47 
and acquisitions in the health care sector [9].  48 
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Fuse Brown and Hall explain, “[private equity] functions as a divining rod for finding market 1 
failures—where PE has penetrated, there is likely a profit motive ripe for exploitation” [1]. They 2 
continue that private equity investments pose three primary risks:  3 
 4 

First, PE investment spurs health care consolidation, which increases prices and potentially 5 
reduces quality and access. Second, the pressure from PE investors to increase revenue can 6 
lead to exploitation of billing loopholes, overutilization, upcoding, aggressive risk-coding, 7 
harming patients through unnecessary care, excessive bills, and increasing overall health 8 
spending. Third, physicians acquired by PE companies may be subject to onerous 9 
employment terms and lose autonomy over clinical decisions [1]. 10 

 11 
While the profit motive of private equity firms may drive them to take part in less than scrupulous 12 
practices, such as private equity’s exploitation of out-of-network surprise billing, there is also 13 
potential for private equity to play a more positive role in transforming health care practices [1,18]. 14 
Powers et al write: 15 
 16 

Ultimately, private equity—a financing mechanism—is not inherently good or bad. 17 
Instead, it acts to amplify the response to extant financial incentives. Within a fee-for-18 
service construct, this is intrinsically problematic. But value-based payment models can 19 
serve as an important guardrail, helping to ensure that financial return to private equity 20 
investors are appropriately aligned with system goals of access, quality, equity, and 21 
affordability [18]. 22 

 23 
Private equity firms could help accelerate changes in health care payment and delivery towards 24 
value-based models. With such models, where financial performance is tied to quality and value, 25 
private equity may be incentivized to invest in changes that support better health and lower costs 26 
[18].  27 
 28 
While more research is needed on the impacts of private equity investments in health care, private 29 
equity firms’ involvement in health care does not appear to be exceptional within the current 30 
corporate transformation of the profession and thus is inherently no more or less ethical than this 31 
current trend that has penetrated health care and the practice of medicine far beyond interactions 32 
with private equity. As Fuse Brown and Hall point out, “PE investment in health care is just the 33 
latest manifestation of the long trend of increasing commercialization of medicine. And so long as 34 
the U.S. treats health care as a market commodity, profit-seeking will persist” [1]. 35 
 36 
Ikrum et al provide a balanced view of the situation and offer some recommendations for 37 
partnering with private equity in health care:  38 
 39 

While PE involvement in health care delivery invokes inherent concerns, it has provided 40 
much-needed capital for many primary care practices to mitigate the effects of the 41 
pandemic and to potentially undertake care delivery innovations such as population health 42 
management under value-based payment models. To make partnerships with private 43 
investors work, providers need to select the right investors, establish strategies upfront to 44 
address misaligned objectives, and define a successful partnership by setting goals for and 45 
transparently reporting on indicators that reflect both financial and clinical performance. 46 
Safeguards and regulations on sales may also protect patients and providers [7].  47 



 CEJA Rep. 3-A-24 -- page 7 of 12 
 

RELEVANT LAWS 1 
 2 
Fuse Brown and Hall write that despite the market consolidation that results from private 3 
equity acquisitions within health care, these acquisitions generally go unreported and 4 
unreviewed since they do not exceed the mandatory reporting threshold under the Hart-Scott-5 
Rodino (HSR) Act and that there are currently no legal guidelines for assessing the collective 6 
market effects of add-on acquisitions. However, they do note: 7 
 8 

Under Section 7 of the Clayton Act, federal antitrust authorities—the Federal Trade 9 
Commission (FTC) and the Department of Justice (DOJ)—can sue to block mergers 10 
and acquisitions where the effect of the transaction may be “substantially to lessen 11 
competition, or to tend to create a monopoly.” To determine whether a transaction may 12 
threaten competition, antitrust agencies analyze whether the transaction will enhance 13 
the market power of the transacting parties in a given geographic and product market. 14 
[…] Typically, the FTC oversees health care acquisitions (other than insurance) [1]. 15 

 16 
To protect patients from harmful billing practices, the federal government has passed the No 17 
Surprise Act, the False Claims Act, Anti-Kickback Statute, and Stark Law. Additionally, most 18 
states have similar laws, such as those barring fee-splitting and self-referral, and several states 19 
have passed laws regulating or restricting the use of gag clauses in physician contracts. The 20 
FTC has also recently proposed a rule banning noncompete clauses in all employment 21 
contracts [1]. 22 
 23 
The federal Emergency Medical Treatment and Labor Act (EMTALA) ensures that hospitals 24 
with an emergency department provide all patients access to emergency services regardless of 25 
their ability to pay. Similarly, federal law requires nonprofit hospitals, which account for 58% 26 
of community hospitals, provide some level of charity care as a condition for their tax-exempt 27 
status, which the Internal Revenue Service (IRS) defines as “free or discounted health services 28 
provided to persons who meet the organization’s eligibility criteria for financial assistance and 29 
are unable to pay for all or a portion of the services” [19]. 30 
 31 
RELEVANT AMA POLICY PROVISIONS 32 
 33 
Council on Medical Service Report 11-A-10 reviewed the scope and impact of private equity and 34 
venture capital investment in health care, and its recommendations were adopted as Policy H-35 
160.891, “Corporate Investors.” This policy delineates 11 factors that physicians should consider 36 
before entering into partnership with corporate investors, including alignment of mission, vision, 37 
and goals; the degree to which corporate partners may require physicians to cede control over 38 
practice decision making; process for staff representation on the board of directors and medical 39 
leadership selection; and retaining medical authority in patient care and supervision of 40 
nonphysician practitioners.  41 
 42 
Our AMA further developed and published materials to assist physicians contemplating partnering 43 
with private equity and venture capital firms: 44 
 45 

• Venture Capital and Private Equity: How to Evaluate Contractual Agreements 46 
• Model Checklist: Venture Capital and Private Equity Investments 47 
• Snapshot: Venture Capital and Private Equity Investments  48 

https://policysearch.ama-assn.org/policyfinder/detail/private%20equity?uri=%2FAMADoc%2FHOD.xml-H-160.891.xml
https://policysearch.ama-assn.org/policyfinder/detail/private%20equity?uri=%2FAMADoc%2FHOD.xml-H-160.891.xml
https://www.ama-assn.org/system/files/2019-07/evaluate-contractual-arrangements.pdf
https://www.ama-assn.org/system/files/2019-07/investment-model-checklist.pdf
https://www.ama-assn.org/system/files/2019-07/investment-snapshot.pdf
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Policy H-310.901, “The Impact of Private Equity on Medical Training,” encourages GME training 1 
institutions and programs to “demonstrate transparency on mergers and closures, especially as it 2 
relates to private equity acquisition” and asserts that our AMA will “[s]upport publicly funded 3 
independent research on the impact that private equity has on graduate medical education.” 4 
 5 
RELEVANT CODE PROVISIONS 6 
 7 
The AMA Code of Medical Ethics Opinion 11.2.1, “Professionalism in Health Care Systems,” 8 
acknowledges that “[p]ayment models and financial incentives can create conflicts of interest 9 
among patients, health care organizations, and physicians” and offers recommendations for 10 
physicians within leadership positions regarding the ethical use of payment models that influence 11 
where and by whom care is delivered. Key elements include the need for transparency, fairness, a 12 
primary commitment to patient care, and avoiding overreliance on financial incentives that may 13 
undermine physician professionalism. 14 
 15 
Opinion 11.2.2, “Conflicts of Interest in Patient Care,” clearly states: “[t]he primary objective of 16 
the medical profession is to render service to humanity; reward or financial gain is a subordinate 17 
consideration. […] When the economic interests of the hospital, health care organization, or other 18 
entity are in conflict with patient welfare, patient welfare takes priority.” 19 
 20 
Opinion 11.2.3, “Contracts to Deliver Health Care Services,” stipulates that physicians’ 21 
fundamental ethical obligation to patient welfare requires physicians to carefully consider any 22 
contract to deliver health care services they may enter into to ensure they do not create untenable 23 
conflicts of interest. The opinion states that physicians should negotiate or remove “any terms that 24 
unduly compromise physicians’ ability to uphold ethical standards.” However, it should be 25 
acknowledged that physicians have little leverage in changing entire payment structures or 26 
reimbursement mechanisms when negotiating their contracts with hospitals. Similarly, physicians 27 
in private practice often feel that they have little leverage in negotiating the sale of their practice; 28 
they simply receive an offer and are told they can take it or leave it.  29 
 30 
Opinion 11.2.3.1, “Restrictive Covenants,” states: “[c]ovenants-not-to-compete restrict 31 
competition, can disrupt patient care, and may limit access to care” and that physicians should not 32 
enter into covenants that “[u]nreasonably restrict the right of a physician to practice medicine for a 33 
specified period of time or in a specified geographic area on termination of a contractual 34 
relationship”. However, many hospitals and hospital systems today now routinely include 35 
noncompete clauses as part of their physician contracts. These clauses put physicians at risk of 36 
violation of professional obligations and their widespread use has the potential to undermine the 37 
integrity of the profession as a whole. 38 
 39 
ETHICAL ANALYSIS 40 
 41 
The ethical concerns raised by private equity investments in health care are not unique but instead 42 
represent ethical dilemmas that exist due to the very nature of treating health care as a commodity. 43 
While private equity firms may choose to pursue financial incentives that are counter to the 44 
physicians’ ethical and professional responsibilities, private equity’s investment in health care is 45 
not inherently unethical. However, caution is warranted so it is crucial that policy guidelines be 46 
developed to ensure that private equity-acquired hospitals, hospital systems, and physician 47 
practices continue to function in an ethical manner that prioritizes patients and patient care over 48 
profits. Policies that require greater transparency and disclosure of data on private equity 49 
ownership, greater state regulatory control over private equity acquisitions, closing payment and 50 
billing loopholes, rules requiring an independent clinical director on the Board of private equity 51 

https://policysearch.ama-assn.org/policyfinder/detail/private%20equity?uri=%2FAMADoc%2FHOD.xml-H-310.901.xml
https://code-medical-ethics.ama-assn.org/ethics-opinions/professionalism-health-care-systems
https://code-medical-ethics.ama-assn.org/ethics-opinions/conflicts-interest-patient-care
https://code-medical-ethics.ama-assn.org/ethics-opinions/contracts-deliver-health-care-services
https://code-medical-ethics.ama-assn.org/ethics-opinions/restrictive-covenants
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firms engaged in health care, and means for physicians to help set goals and measure outcomes to 1 
ensure the alignment of corporate and clinical values should be considered [7]. 2 
 3 
Though the current literature is conflicting, there are valid concerns that private equity investment 4 
in health care might negatively impact patient outcomes. Since serious potential risks and conflicts 5 
of interest do exist, it is essential for physicians considering entering into partnership with private 6 
equity firms to evaluate their contracts and require that the agreements are consistent with the 7 
norms of medical ethics. Likewise, physicians considering entering into a contractual relation as an 8 
employee of a private equity-owned hospital should ensure that their contract does not place them 9 
in an untenable conflict of interest or compromise their ability to fulfill their ethical and 10 
professional obligations to patients [8]. 11 
 12 
It is the conclusion of the Council on Ethical and Judicial Affairs (CEJA) that new ethics guidance 13 
specifically addressing private equity investment in health care is not needed. There already exists 14 
rich House policy and AMA published materials addressing private equity investments in health 15 
care. Furthermore, the ethical issues that private equity involvement raise are not limited to that 16 
specific sphere of health care investment. In light of the fact that private equity is not unique in the 17 
ethical concerns it raises, the Council finds that existing guidance in Opinion 11.2.2, “Conflicts of 18 
Interest in Patient Care,” and Opinion 11.2.3, “Contracts to Deliver Health Care Services,” are 19 
sufficient at the present time to address the concerns raised by the increasing investment by private 20 
equity in health care; however, it may be appropriate to amend current guidance to more clearly 21 
encompass partnerships with private equity firms and the ethical concerns that they raise for both 22 
physicians seeking capital to support their private practice as well as physicians entering into 23 
employment contracts with private equity-owned hospitals.  24 
 25 
RECOMMENDATIONS 26 
 27 
In view of these deliberations, the Council on Ethical and Judicial Affairs recommends that 28 
Opinion 11.2.3, “Contracts to Deliver Health Care Services,” be amended by addition and deletion 29 
as follows and the remainder of this report be filed:  30 
 31 

Physicians have a fundamental ethical obligation to put the welfare of patients ahead of other 32 
considerations, including personal financial interests. This obligation requires them to that 33 
before entering into contracts to deliver health care services, physicians consider carefully the 34 
proposed contract to assure themselves that its terms and conditions of contracts to deliver 35 
health care services before entering into such contracts to ensure that those contracts do not 36 
create untenable conflicts of interest or compromise their ability to fulfill their ethical and 37 
professional obligations to patients. 38 
 39 
Ongoing evolution in the health care system continues to bring changes to medicine, including 40 
changes in reimbursement mechanisms, models for health care delivery, restrictions on referral 41 
and use of services, clinical practice guidelines, and limitations on benefits packages. While 42 
these changes are intended to enhance quality, efficiency, and safety in health care, they can 43 
also put at risk physicians’ ability to uphold professional ethical standards of informed consent 44 
and fidelity to patients and can impede physicians’ freedom to exercise independent 45 
professional judgment and tailor care to meet the needs of individual patients. 46 
 47 
As physicians seek capital to support their practices or enter into various differently structured 48 
contracts to deliver health care services—with group practices, hospitals, health plans, 49 
investment firms, or other entities—they should be mindful that while many some 50 
arrangements have the potential to promote desired improvements in care, some other 51 

https://code-medical-ethics.ama-assn.org/ethics-opinions/conflicts-interest-patient-care
https://code-medical-ethics.ama-assn.org/ethics-opinions/contracts-deliver-health-care-services
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arrangements also have the potential to impede put patients’ interests at risk and to interfere 1 
with physician autonomy. 2 
 3 
When contracting partnering with entities, or having a representative do so on their behalf, to 4 
provide health care services, physicians should: 5 
 6 
(a) Carefully review the terms of proposed contracts, preferably with the advice of legal and 7 

ethics counsel, or have a representative do so on their behalf to assure themselves that the 8 
arrangement: 9 

 10 
(i) minimizes conflict of interest with respect to proposed reimbursement mechanisms, 11 

financial or performance incentives, restrictions on care, or other mechanisms intended 12 
to influence physicians’ treatment recommendations or direct what care patients 13 
receive, in keeping with ethics guidance; 14 

 15 
(ii) does not compromise the physician’s own financial well-being or ability to provide 16 

high-quality care through unrealistic expectations regarding utilization of services or 17 
terms that expose the physician to excessive financial risk; 18 

 19 
(iii) allows ensures the physician can to appropriately exercise professional judgment; 20 
 21 
(iv) includes a mechanism to address grievances and supports advocacy on behalf of 22 

individual patients; 23 
 24 
(v) is transparent and permits disclosure to patients. 25 
 26 
(vi) enables physicians to have significant influence on, or preferably outright control of, 27 

decisions that impact practice staffing. 28 
 29 

(b) Negotiate modification or removal of any terms that unduly compromise physicians’ ability 30 
to uphold ethical or professional standards. 31 
 32 

When entering into contracts as employees, preferably with the advice of legal and ethics 33 
counsel, physicians must: 34 

 35 
(c) Advocate for contract provisions to specifically address and uphold physician ethics and 36 

professionalism. 37 
 38 
(d) Advocate that contract provisions affecting practice align with the professional and ethical 39 

obligations of physicians and negotiate to ensure that alignment.  40 
 41 
(e) Advocate that contracts do not require the physician to practice beyond their professional 42 

capacity and provide contractual avenues for addressing concerns related to good practice, 43 
including burnout or related issues. 44 
 45 

 46 
(Modify HOD/CEJA Policy) 47 
 
Fiscal Note: Less than $500  
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At the 2022 Annual Meeting, the House of Delegates referred Resolution 025-A-22 (Resolution 1 
025), “Use of Social Media for Product Promotion and Compensation” which asked that the 2 
American Medical Association (AMA) “study the ethical issues of medical students, residents, 3 
fellows, and physicians endorsing non-health related products through social and mainstream 4 
media for personal or financial gain.” 5 
 6 
This report by the Council on Ethical and Judicial Affairs (CEJA) explores ethical issues posed by 7 
this use of social media and reviews existing guidance in the AMA Code of Medical Ethics (Code). 8 
 9 
BACKGROUND  10 
 11 
Resolution 025 details the recent phenomenon of physicians’ involvement in promotions and 12 
endorsements on social media. While Resolution 025 is limited to the context of physicians 13 
promoting non-health related products through social media, this report encompasses the issue 14 
broadly in the contexts of promoting both non-health related and/or health related products. The 15 
concept of social media has changed dramatically in the last couple of decades and has altered how 16 
consumer goods and services are advertised, promoted, and sold. Social media now accounts for a 17 
broad range of communication—e.g., Tik Tok, Instagram, Facebook, X (formerly Twitter), 18 
YouTube—that can reach millions of people, and now often involves “influencing”, where 19 
individuals promote or sell goods and services or promote themselves (e.g. their personality or 20 
lifestyle) as a financial venture. 21 
 22 
ETHICAL CONCERNS 23 
 24 
Physicians’ and medical students’ sale and promotion of products or services and use of social 25 
media raises several ethical concerns. (1) These practices may damage the patient-physician 26 
relationship. If patients feel pressured to purchase products or services, this may undermine the 27 
trust that grounds patient-physician relationships, since it raises questions about whether physicians 28 
are fulfilling their fiduciary duty to put patients’ interests above their own financial interests. (2) If 29 
inappropriate pressure is applied, then selling and promotion of products may result in the 30 
exploitation of patient vulnerability. (3) If physicians lend their credibility as medical professionals 31 
to products or services that are not supported by peer-reviewed evidence or are of questionable 32 

 
* Reports of the Council on Ethical and Judicial Affairs are assigned to the reference committee on 
Amendments to Constitution and Bylaws. They may be adopted, not adopted, or referred. A report may not 
be amended, except to clarify the meaning of the report and only with the concurrence of the Council. 
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value, then they may put patient well-being and the integrity of the profession in jeopardy in the 1 
interest of profit-making.  2 
 3 
Welfare of the Patient and the Patient-Physician Relationship  4 
 5 
The sale and promotion of goods and services by physicians has the potential to negatively affect 6 
the welfare of patients. If a physician puts their financial interests above the interests of the 7 
patients, then this undercuts the foundational ethical principle that physicians must regard their 8 
“responsibility to the patient as paramount. [Principle VIII]. In addition, since patients are 9 
“vulnerable and dependent on the doctor’s expertise” and there is an “asymmetry of knowledge” 10 
between patients and physicians, there is a risk that patients may be exploited and this, in turn, can 11 
“undermine a patient’s trust” [1]. Further, if patients find out about a physician’s financial 12 
incentive to recommend certain products or services after the fact, they may feel that they have 13 
been purposefully deceived, and so have reason to distrust both that individual physician and the 14 
profession as a whole. It is therefore imperative that physicians conscientiously distinguish when 15 
they are acting in their professional capacity by recommending products or services intended for 16 
patient benefit or public health, and when they are acting as commercial agents independent of 17 
their professional identity. 18 
 19 
Integrity of the Profession  20 
 21 
Physician sales and promotion of products and services may also damage the integrity of the 22 
profession. Physicians have an ethical duty to uphold professional standards in their role as 23 
physician in all areas of life. A key principle of professional integrity is that physicians should 24 
recognize that they carry the authority of their professional role with them into other social spheres. 25 
Physicians “engage in a number or roles” which include conveyors of information, advocates, 26 
experts, and commentators on medically related issues [2]. For many physicians, “navigating 27 
successfully among the potentially overlapping roles …poses challenges.”  [2] Physicians “carry 28 
with them heightened expectations as trusted…representatives of the medical profession.” [2] 29 
Physicians should be aware that these expectations cannot be entirely separated from their personal 30 
identity either online or elsewhere and should take care to curate their social media presence 31 
accordingly. 32 
 33 
PROFESSIONALISM IN THE USE OF SOCIAL MEDIA 34 
 35 
The concept of social media has changed since the technology’s first appearance and widespread 36 
adoption. Today, social media platforms are broadly internet-enabled technologies that enable 37 
individuals to have a presence online and ability to share opinions and self-generated media content 38 
to a wide audience.  39 
 40 
Opinion 2.3.2 “Professionalism in Social Media” reflects an outdated understanding of the types 41 
and uses of social media, modeling its guidance on traditional sites such as Facebook, where the 42 
primary purposes are social networking among friends and colleagues, and perhaps also 43 
disseminating beneficial public health messages. While guidance that addresses these uses is still 44 
necessary (and so should be retained), modifications are required to reflect the fact that social 45 
media can now be used as a form of marketing intended to financially benefit individuals and 46 
corporations. The ethical concerns that arise in this context mirror those that arise in other 47 
situations where physicians are selling and promoting goods and services, that is, use of social 48 
media by medical professionals can undermine trust and damage the integrity of patient-physician 49 
relationships and the profession as a whole when physicians inappropriately use their social media 50 
presence to promote personal interests.  51 
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CONCLUSION 1 
 2 
Updating 2.3.2 “Professionalism in the Use of Social Media” so that it includes guidance on using 3 
social media to sell and promote products makes it clear that the consolidated guidance clearly 4 
applies to the concerns raised in Resolution 025. Revising this also provides an opportunity to 5 
update language to reflect the current realities of technology and contemporary business practices. 6 
 7 
RECOMMENDATION  8 
 9 
In consideration of the foregoing, the Council on Ethical and Judicial Affairs recommends that: 10 
Opinion 2.3.2, “Professionalism in the Use of Social Media” be amended by substitution to read as 11 
follows and the remainder of this report be filed: 12 
 13 

Social media—internet-enabled communication platforms—enable individual medical students 14 
and physicians to have both a personal and a professional presence online. Social media can 15 
foster collegiality and camaraderie within the profession as well as provide opportunities to 16 
widely disseminate public health messages and other health communications. However, use of 17 
social media by medical professionals can also undermine trust and damage the integrity of 18 
patient-physician relationships and the profession as a whole, especially when medical students 19 
and physicians use their social media presence to promote personal interests. 20 
 21 
Physicians and medical students should be aware that they cannot realistically separate their 22 
personal and professional personas entirely online and should curate their social media 23 
presence accordingly. Physicians and medical students therefore should: 24 
 25 
(a) When publishing any content, consider that even personal social media posts have the 26 

potential to damage their professional reputation or even impugn the integrity of the 27 
profession. 28 

 29 
(b) Respect professional standards of patient privacy and confidentiality and refrain from 30 

publishing patient information online without appropriate consent.  31 
 32 
(c) Maintain appropriate boundaries of the patient-physician relationship in accordance with 33 

ethics guidance if they interact with their patients through social media, just as they would 34 
in any other context. 35 

 36 
(d) Use privacy settings to safeguard personal information and content, but be aware that once 37 

on the Internet, content is likely there permanently. They should routinely monitor their 38 
social media presence to ensure that their personal and professional information and 39 
content published about them by others is accurate and appropriate. 40 

 41 
(e) Publicly disclose any financial interests related to their social media content, including, but 42 

not limited to, paid partnerships and corporate sponsorships. 43 
 44 
(f) When using social media platforms to disseminate medical health care information, ensure 45 

that such information is useful and accurate based on professional medical judgment. 46 
 47 

(Modify HOD/CEJA Policy) 48 
 
Fiscal Note: Less than $500  
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assn.org/sites/default/files/2022-08/9.6.4%20Sale%20of%20health-related%20products%20--
%20background%20reports.pdf. 

 

https://code-medical-ethics.ama-assn.org/sites/default/files/2022-08/9.6.5%20Sale%20of%20non-health-related%20goods%20--%20background%20reports.pdf
https://code-medical-ethics.ama-assn.org/sites/default/files/2022-08/9.6.5%20Sale%20of%20non-health-related%20goods%20--%20background%20reports.pdf
https://code-medical-ethics.ama-assn.org/sites/default/files/2022-08/9.6.5%20Sale%20of%20non-health-related%20goods%20--%20background%20reports.pdf
https://www.ama-assn.org/sites/ama-assn.org/files/corp/media-browser/public/about-ama/councils/Council%20Reports/council-on-ethics-and-judicial-affairs/ceja-report-2-i17.pdf
https://www.ama-assn.org/sites/ama-assn.org/files/corp/media-browser/public/about-ama/councils/Council%20Reports/council-on-ethics-and-judicial-affairs/ceja-report-2-i17.pdf
https://www.ama-assn.org/sites/ama-assn.org/files/corp/media-browser/public/about-ama/councils/Council%20Reports/council-on-ethics-and-judicial-affairs/ceja-report-2-i17.pdf
https://code-medical-ethics.ama-assn.org/sites/default/files/2022-08/9.6.4%20Sale%20of%20health-related%20products%20--%20background%20reports.pdf
https://code-medical-ethics.ama-assn.org/sites/default/files/2022-08/9.6.4%20Sale%20of%20health-related%20products%20--%20background%20reports.pdf
https://code-medical-ethics.ama-assn.org/sites/default/files/2022-08/9.6.4%20Sale%20of%20health-related%20products%20--%20background%20reports.pdf
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Policy G-600.110, “Sunset Mechanism for AMA Policy,” calls for the decennial review of 1 
American Medical Association (AMA) policies to ensure that our AMA’s policy database is 2 
current, coherent, and relevant. This policy reads as follows, laying out the parameters for review 3 
and specifying the needed procedures: 4 
 5 

1. As the House of Delegates adopts policies, a maximum ten-year time horizon shall exist. A 6 
policy will typically sunset after ten years unless action is taken by the House of Delegates 7 
to retain it. Any action of our AMA House that reaffirms or amends an existing policy 8 
position shall reset the sunset “clock,” making the reaffirmed or amended policy viable for 9 
another 10 years. 10 

 11 
2. In the implementation and ongoing operation of our AMA policy sunset mechanism, the 12 

following procedures shall be followed: (a) Each year, the Speakers shall provide a list of 13 
policies that are subject to review under the policy sunset mechanism; (b) Such policies 14 
shall be assigned to the appropriate AMA councils for review; (c) Each AMA council that 15 
has been asked to review policies shall develop and submit a report to the House of 16 
Delegates identifying policies that are scheduled to sunset; (d) For each policy under 17 
review, the reviewing council can recommend one of the following actions: (i) retain the 18 
policy; (ii) sunset the policy; (iii) retain part of the policy; or (iv) reconcile the policy with 19 
more recent and like policy; (e) For each recommendation that it makes to retain a policy in 20 
any fashion, the reviewing council shall provide a succinct, but cogent justification (f) The 21 
Speakers shall determine the best way for the House of Delegates to handle the sunset 22 
reports. 23 

 24 
3. Nothing in this policy shall prohibit a report to the HOD or resolution to sunset a policy 25 

earlier than its 10-year horizon if it is no longer relevant, has been superseded by a more 26 
current policy, or has been accomplished. 27 

 28 
4. The AMA councils and the House of Delegates should conform to the following guidelines 29 

for sunset: (a) when a policy is no longer relevant or necessary; (b) when a policy or 30 
directive has been accomplished; or (c) when the policy or directive is part of an 31 
established AMA practice that is transparent to the House and codified elsewhere such as 32 

 
* Reports of the Council on Ethical and Judicial Affairs are assigned to the reference committee on 
Amendments to Constitution and Bylaws. They may be adopted, not adopted, or referred. A report may not 
be amended, except to clarify the meaning of the report and only with the concurrence of the Council. 
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the AMA Bylaws or the AMA House of Delegates Reference Manual: Procedures, Policies 1 
and Practices. 2 
 3 

5. The most recent policy shall be deemed to supersede contradictory past AMA policies. 4 
 5 

6. Sunset policies will be retained in the AMA historical archives. 6 
 7 
RECOMMENDATION 8 
 9 
The Council on Ethical and Judicial Affairs recommends that the House of Delegates policies that 10 
are listed in the Appendix to this report be acted upon in the manner indicated and the remainder of 11 
this report be filed. (Directive to Take Action) 12 
 
Fiscal Note: Less than $500.  
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APPENDIX – RECOMMENDED ACTIONS  
 

Policy 
Number 

Title  Text Recommendation 

H-140.898 Medical 
Profession 
Opposition to 
Physician 
Participation in 
Execution 

Our AMA strongly reaffirms its opposition to 
physician participation in execution. 

Retain; remains 
relevant. 

H-140.950 Physician 
Participation in 
Capital 
Punishment 

Evaluations of Prisoner Competence to be 
Executed; Treatment to Restore Competence to 
be Executed: Our AMA endorses the following: 
(1) Physician participation in evaluations of a 
prisoner's competence to be executed is ethical 
only when certain safeguards are in place. A 
physician can render a medical opinion regarding 
competency which should be merely one aspect 
of the information taken into account by the 
ultimate decision maker, a role that legally should 
be assumed by a judge or hearing officer. 
Prisoners' rights to due process at the competency 
hearings should be carefully observed. 
(2) When a condemned prisoner has been 
declared incompetent to be executed, physicians 
should not treat the prisoner to restore 
competence unless a commutation order is issued 
before treatment begins. 
(3) If the incompetent prisoner is undergoing 
extreme suffering as a result of psychosis or any 
other illness, medical intervention intended to 
mitigate the level of suffering is ethically 
permissible. It will not always be easy to 
distinguish these situations from treatment for the 
purpose of restoring the prisoner's competence, 
and in particular, to determine when treatment 
initiated to reduce suffering should be stopped. 
However, there is no alternative at this time other 
than to rely upon the treating physician to 
exercise judgment in deciding when and to what 
extent treatment is necessary to reduce extreme 
suffering. The cumulative experience of 
physicians applying these principles over time 
may lead to future refinements. 
Treatment should be provided in a properly-
secured, general medical or psychiatric facility, 
not in a cell block. The task of re-evaluating the 
prisoner's competence to be executed should be 
performed by an independent physician examiner. 
(4) Given the ethical conflicts involved, no 
physician, even if employed by the state, should 
be compelled to participate in the process of 
establishing a prisoner's competence to be 
executed if such activity is contrary to the 
physician's personal beliefs. Similarly, physicians 

Retain; remains 
relevant. 

https://policysearch.ama-assn.org/policyfinder/detail/140.898?uri=%2FAMADoc%2FHOD.xml-0-429.xml
https://policysearch.ama-assn.org/policyfinder/detail/140.950?uri=%2FAMADoc%2FHOD.xml-0-481.xml
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who would prefer not to be involved with 
treatment of an incompetent, condemned prisoner 
should be excused or permitted to transfer care of 
the prisoner to another physician. 

H-140.963 Secrecy and 
Physician 
Participation in 
State Executions 

The AMA opposes any and all attempts either in 
state laws or in rules and regulations that seek to 
enable or require physician participation in legal 
executions and/or which protect from disclosure 
the identity of physicians participating or 
performing direct or ancillary functions in an 
execution. 

Retain; remains 
relevant. 

H-140.999 
 

Our AMA and 
Bioethics 

Our AMA requests official representation on any 
federal advisory committee or commission 
dealing with ethical issues of interest to medicine. 

Retain; remains 
relevant. 

H-140.963 Secrecy and 
Physician 
Participation in 
State Executions 

The AMA opposes any and all attempts either in 
state laws or in rules and regulations that seek to 
enable or require physician participation in legal 
executions and/or which protect from disclosure 
the identity of physicians participating or 
performing direct or ancillary functions in an 
execution. 

Retain; remains 
relevant. 

H-265.992 Expert Witness 
Testimony 

Our AMA: (1) encourages each state medical 
society to work with its state licensing board 
toward the development of effective disciplinary 
measures for physicians who provide fraudulent 
testimony; 
(2) provides legal and advocacy support to those 
medical and specialty organizations who seek to 
devise programs designed to discipline physicians 
for unprofessional conduct relative to expert 
witness testimony; 
(3) continues to study and work with interested 
organizations to address the inherent difficulties 
in conducting the peer review of physicians who 
provide expert witness testimony; 
(4) continues to educate physicians about ethical 
guidelines and professional responsibility 
regarding the provision of expert witness 
testimony; 
(5) encourages each state medical society to work 
with its state licensing board to grant any out-of-
state expert witness physician a temporary license 
at a nominal fee or at no cost for the express 
purpose of expert testimony on a per case basis, 
such that the expert witness is subject to the peer 
review process. 
(6) encourages each state medical society to assist 
its state licensing board in the peer review 
process of expert witnesses by providing an 
expert witness committee program similar to the 
one in the state of Florida; 
(7) works with the Federation of State Medical 
Boards to address problems regarding out-of-state 
expert witnesses; and 

Retain; remains 
relevant. 

https://policysearch.ama-assn.org/policyfinder/detail/140.963?uri=%2FAMADoc%2FHOD.xml-0-494.xml
https://policysearch.ama-assn.org/policyfinder/detail/140.999?uri=%2FAMADoc%2FHOD.xml-0-530.xml
https://policysearch.ama-assn.org/policyfinder/detail/140.963?uri=%2FAMADoc%2FHOD.xml-0-494.xml
https://policysearch.ama-assn.org/policyfinder/detail/265.992?uri=%2FAMADoc%2FHOD.xml-0-1841.xml
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(8) acts as a clearinghouse for advice and support 
as the state medical associations develop their 
own expert witness committee programs. 

H-270.961 Medical Care 
Must Stay 
Confidential 

Our AMA will strongly oppose any federal 
legislation requiring physicians to establish the 
immigration status of their patients. 

Retain; remains 
relevant. 

H-405.958 Physician Right 
to Conscience 

Our AMA supports high standards of civility and 
respect among physicians amidst differing 
political beliefs, aspects of conscience and ethical 
views because debate and expression of 
disagreement is healthy and essential to the 
improvement of medicine, and physicians should 
communicate any differences in a civil and 
professional manner. 

Retain; remains 
relevant. 

H-65.997 Human Rights Our AMA endorses the World Medical 
Association's Declaration of Tokyo which are 
guidelines for medical doctors concerning torture 
and other cruel, inhuman or degrading treatment 
or punishment in relation to detention and 
imprisonment. 

Retain; remains 
relevant. 

 
 
 
 
 

https://policysearch.ama-assn.org/policyfinder/detail/270.961?uri=%2FAMADoc%2FHOD.xml-0-1856.xml
https://policysearch.ama-assn.org/policyfinder/detail/405.958?uri=%2FAMADoc%2FHOD.xml-0-3578.xml
https://policysearch.ama-assn.org/policyfinder/detail/65.997?uri=%2FAMADoc%2FHOD.xml-0-5126.xml


AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 

Resolution: 001 
(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

https://www.ama-assn.org/sites/default/files/media-browser/principles-of-medical-ethics.pdf
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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 
 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 002  
(A-24) 

 
Introduced by: Medical Student Section and Resident & Fellow Section  
 
Subject: Removal of the Interim Meeting Resolution Committee 
 
Referred to: Reference Committee on Amendments to Constitution and Bylaws 
 
 
Whereas, AMA Bylaws 2.12.1.1 and 2.13.13 indicate that the Interim Meeting Resolution 1 
Committee limits consideration of resolutions to those that pertain to “advocacy and legislation” 2 
or “ethics” or that “requir[e] action prior to the following Annual Meeting”; and 3 
 4 
Whereas, six months after the Board of Trustees recommended formation of the Resolution 5 
Committee, the Report of the Executive Vice President at Interim 2002 (I-02) noted that “while I 6 
appreciate the need to streamline, I strongly believe that everything the AMA does is advocacy,” 7 
and elaborated that “this includes activities you might not initially view as advocacy, like the 8 
public stands we take on issues of public health and science”1; and 9 
 10 
Whereas, over the course of 8 years between I-12 and I-19 (up till the implementation of Special 11 
Meetings during COVID), the average number of resolutions historically not considered based 12 
on Resolution Committee recommendations was less than 72; and 13 
 14 
Whereas, from I-12 to I-19, the small number of items historically not considered based on 15 
Resolution Committee recommendations ranged from 2 to 10 (2 at I-19, 8 at I-18, 4 at I-17, 3 at 16 
I-16, 9 at I-15, 8 at I-14, 10 at I-13, and 9 at I-12)2; and 17 
 18 
Whereas, the low number of resolutions historically screened out by the Interim Meeting 19 
Resolution Committee indicates that the House has successfully managed its volume of 20 
business without significant benefit from the Resolution Committee; and 21 
 22 
Whereas, despite perceptions of increased resolution volume, we have concluded business 23 
early at all 4 HODs since returning from COVID, including a full day earlier at A-23; and 24 
 25 
Whereas, the use of the Interim Meeting Resolution Committee functionally means that 26 
resolutions relating to meeting operations, Bylaws, task forces, and other organizational 27 
initiatives and resolutions requesting studies should be withheld until the Annual Meeting, as 28 
they would be unlikely to meet Resolution Committee criteria, unnecessarily delaying regular 29 
functions of our HOD and AMA until those resolutions can be introduced in June; and 30 
 31 
Whereas, the Resolution Committee does not meet at all to deliberate, as each member 32 
individually and privately simply checks off whether they approve a resolution; and 33 
 34 
Whereas, no criteria exist for whether resolutions should be considered if they relate to reports 35 
or to other resolutions approved for consideration, leading to unclear rationale for decisions; and 36 
 37 
Whereas, even resolutions clearly related to advocacy, ethics, or urgency (including titles 38 
mentioning “Policy Reform,” “Regulation,” names of specific legislation, or issues pending 39 
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imminent Congressional votes or executive agency decisions with time-limited comment 1 
periods) are regularly screened out, leading to unclear rationale for decisions; and 2 
 3 
Whereas, while a majority vote can consider a screened-out resolution, smaller and newer 4 
delegations are at baseline disadvantaged in overturning a negative decision, which conflicts 5 
with democratic principles of fairness and protection of minority rights and views, a central tenet 6 
of our House’s parliamentary procedure to ensure all voices are heard; and 7 
 8 
Whereas, many delegations’ advocacy priorities were negatively affected by the narrow 9 
resolution criteria at I-23 and several, not just the MSS and RFS, attempted extractions; and 10 
 11 
Whereas, the removal of the Resolution Committee could better balance the load between the 12 
Interim and Annual Meetings, rather than the Annual Meeting seeing an increased load due to 13 
resolution resubmissions, which also leads to increased report load at subsequent Annual 14 
Meetings for resolutions that were referred a year prior; and 15 
 16 
Whereas, while the Interim Meeting is a day shorter, we still concluded business early the last 17 
two years, many screened-out resolutions would likely be handled agreeably by Reference 18 
Committees without extraction, and our House already uses other ways to effectively self-19 
regulate volume of debate (e.g., calling the question, shortening testimony time); and 20 
 21 
Whereas, better methods to manage a modest increase in Interim Meeting business, without 22 
needing to extend the meeting, could include using the same number of Reference Committees 23 
as the Annual Meeting, since the Interim Meeting currently only uses 6 and the Annual 24 
Meeting’s 8 Reference Committees more evenly distribute additional business across additional 25 
sessions on both Saturday afternoon and Sunday morning; therefore be it 26 
 27 
RESOLVED, that our American Medical Association remove the Resolution Committee from 28 
Interim Meetings by amending AMA Bylaw B-2.13.3, “Resolution Committee,” by deletion as 29 
follows: 30 
 31 
 Resolution Committee. B-2.13.3 32 

The Resolution Committee is responsible for reviewing resolutions 33 
submitted for  consideration at an Interim Meeting and determining 34 
compliance of the resolutions with the purpose of the Interim 35 
Meeting. 36 
2.13.3.1 Appointment. The Speaker shall appoint the members of 37 
the committee. Membership on this committee is restricted to 38 
delegates. 39 
2.13.3.2 Size. The committee shall consist of a maximum of 31 40 
members. 41 
2.13.3.3 Term. The committee shall serve only during the meeting 42 
at which it is appointed, unless otherwise directed by the House of 43 
Delegates. 44 
2.13.3.4 Quorum. A majority of the members of the committee shall 45 
constitute a quorum. 46 
2.13.3.5 Meetings. The committee shall not be required to hold 47 
meetings. Action may be taken by written or electronic 48 
communications. 49 
2.13.3.6 Procedure. A resolution shall be accepted for 50 
consideration at an Interim Meeting upon majority vote of committee 51 
members voting. The Speaker shall only vote in the case of a tie. If 52 
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a resolution is not accepted, it may be submitted for consideration 1 
at the next Annual Meeting in accordance with the procedure in 2 
Bylaw 2.11.3.1. 3 
2.13.3.7 Report. The committee shall report to the Speaker. A 4 
report of the committee shall be presented to the House of 5 
Delegates at the call of the Speaker. (Modify Bylaws); and be it 6 
further 7 
 8 

RESOLVED, that our AMA remove constraints on the scope of business at Interim Meetings, 9 
which is regulated by the Resolution Committee, by amending AMA Bylaw B-2.12.1.1, 10 
“Business of Interim Meeting,” by deletion as follows: 11 
 12 

2.12.1.1 Business of Interim Meeting 13 
The business of an Interim Meeting shall be focused on advocacy 14 
and legislation. Resolutions pertaining to ethics, and opinions and 15 
reports of the Council on Ethical and Judicial Affairs, may also be 16 
considered at an Interim Meeting. Other business requiring action 17 
prior to the following Annual Meeting may also be considered at an 18 
Interim Meeting. In addition, any other business may be considered 19 
at an Interim Meeting by majority vote of delegates present and 20 
voting. (Modify Bylaws) 21 

 
Fiscal Note: Minimal - less than $1,000 
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RELEVANT AMA Policy 
 
B-11.1 Parliamentary Procedure 
In the absence of any provisions to the contrary in the Constitution and these Bylaws, all general 
meetings of the AMA and all meetings of the House of Delegates, of the Board of Trustees, of Sections 
and of councils and committees shall be governed by the parliamentary rules and usages contained in the 
then current edition of The American Institute of Parliamentarians Standard Code of Parliamentary 
Procedure. 
 
G-600.054 Procedures of the House of Delegates 
1. Our AMA reaffirms The American Institute of Parliamentarians Standard Code of Parliamentary 
Procedure as our parliamentary authority, including the use of the motion to table and the motion to adopt 
in-lieu-of, and treat amendments by substitution as first-order amendments. 
2. The rules and procedures of the House of Delegates will be amended as follows: 
A. The motion to table a report or resolution that has not yet been referred to a reference committee is not 
permitted and will be ruled out of order.  
B. A new motion is added to the House of Delegates Reference Manual, Object to Consideration. If a 
Delegate objects to consideration of an item of business by our HOD, the correct motion is to Object to 
Consideration. The motion cannot interrupt a speaker, requires a second, cannot be amended, takes 
precedence over all subsidiary motions and cannot be renewed. The motion requires a 3/4 vote for 
passage. Debate is restricted to why the item should not be considered. 
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3. The procedures of our House of Delegates distinguish between a motion to refer, which is equivalent to 
a motion to refer for report, and a motion to refer for decision and that the motion to refer for decision be 
one step higher in precedence.  
4. The procedures of our House of Delegates specify that both sides must have been heard before a 
motion to close debate is in order and that absent an express reference to "all pending matters" the 
motion applies only to the matter under debate.  
5. The procedures of our House of Delegates clarify that adjournment of any House of Delegates meeting 
finalizes all matters considered at that meeting, meaning that items from one meeting are not subject to a 
motion to recall from committee, a motion to reconsider or any other motion at a succeeding meeting.  
6. The Council on Constitution and Bylaws, in consultation with the speakers, will review the House of 
Delegates Reference Manual and revise it accordingly. [Report of the Speakers: Rep. 02, A-16; Modified: 
CCB Rep. 01, A-17] 
 
G-600.060 Introducing Business to the AMA House 
AMA policy on introducing business to our AMA House includes the following: 
1. Delegates submitting resolutions have a responsibility to review the Resolution checklist and verify that 
the resolution is in compliance. The Resolution checklist shall be distributed to all delegates and 
organizations in the HOD prior to each meeting, as well as be posted on the HOD website. 
2. An Information Statement can be used to bring an issue to the awareness of the HOD or the public, 
draw attention to existing policy for purposes of emphasis, or simply make a statement. Such items will be 
included in the section of the HOD Handbook for informational items and include appropriate attribution 
but will not go through the reference committee process, be voted on in the HOD or be incorporated into 
the Proceedings. If an information statement is extracted, however, it will be managed by the Speaker in 
an appropriate manner, which may include a simple editorial correction up to and including withdrawal of 
the information statement. 
3. Required information on the budget will be provided to the HOD at a time and format more relevant to 
the AMA budget process. 
4. At the time the resolution is submitted, delegates introducing an item of business for consideration of 
the House of Delegates must declare any commercial or financial conflict of interest they have as 
individuals and any such conflict of interest must be noted on the resolution at the time of its distribution. 
5. The submission of resolutions calling for similar action to what is already existing AMA policy is 
discouraged. Organizations represented in the House of Delegates are responsible to search for 
alternative ways to obtain AMA action on established AMA policy, especially by communicating with the 
Executive Vice President. The EVP will submit a report to the House detailing the items of business 
received from organizations represented in the House which he or she considers significant or when 
requested to do so by the organization, and the actions taken in response to such contacts. 
6. Our AMA will continue to safeguard the democratic process in our AMA House of Delegates and 
ensure that individual delegates are not barred from submitting a resolution directly to the House of 
Delegates. 
7. Our AMA encourages organizations and Sections of the House of Delegates to exercise restraint in 
submitting items on the day preceding the opening of the House. 
8. Resolutions will be placed on the Reaffirmation Consent Calendar when they are identical or 
substantially identical to existing AMA policy. For resolutions placed on the Reaffirmation Consent 
Calendar, the pertinent existing policy will be clearly identified by reference to the Policy Database 
identification number. When practical, the Reaffirmation Consent Calendar should also include a listing of 
the actions that have been taken on the current AMA policies that are equivalent to the resolutions listed. 
For resolutions on the Reaffirmation Consent Calendar which are not extracted, the existing, pertinent 
AMA policy will be deemed to be reaffirmed in lieu of the submitted resolution which resets the sunset 
clock for ten years. 
9. Updates on referred resolutions are included in the chart entitled "Implementation of Resolutions," 
which is made available to the House. [Sub. Res. 120, A-84; BOT Rep. D and CLRPD Rep. C, I-91; 
CLRPD Rep. 3 - I-94; CLRPD Rep. 5, I-95; Res. 614, and Special Advisory Committee to the Speaker of 
the House of Delegates, I-99; Res. 604, I-00; Consolidated: CLRPD Rep. 3, I-01; Modified: CLRPD Rep. 
2, A-03; Reaffirmed: BOT Rep. 19, A-04; CC&B Rep. 3, I-08; Modified: CCB/CLRPD Rep. 1, A-12] 
 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 003  
(A-24) 

 
Introduced by: Medical Student Section 
 
Subject: Amendments to AMA Bylaws to Enable Medical Student Leadership 

Continuity 
 
Referred to: Reference Committee on Amendments to Constitution and Bylaws 
 
 
Whereas, terms on the Medical Student Section (MSS) Governing Council, as the medical 1 
student member on an AMA Council or the AMA Board of Trustees, or as the MSS 2 
representative on the Minority Affairs Section or Women Physicians Section Governing Councils 3 
are one year in length and commence after the Annual Meeting; and 4 
 5 
Whereas, the AMA Bylaws defining cessation of eligibility for these positions state that if the 6 
medical student leader “graduates from an educational program within 90 days prior to an 7 
Annual Meeting,” they shall be permitted to continue to serve “until the completion of the Annual 8 
Meeting”; and 9 
 10 
Whereas, some students graduate off-cycle during the fall semester rather than the spring 11 
semester, including some in November, over 180 days prior to the AMA Annual Meeting; and 12 
 13 
Whereas, graduation off-cycle is more common for students with disabilities or chronic illness, 14 
students who have taken leave of absence for personal or familial reasons, students who have 15 
overcome medical or personal challenges, students from underrepresented backgrounds, 16 
students who have pursued unique opportunities, and students who have faced obstacles 17 
during their educational journey; and 18 
 19 
Whereas, students who graduate off-cycle would technically be forced under the AMA Bylaws to 20 
vacate their AMA national leadership position, leading to discontinuity of Medical Student 21 
Section leadership, disrupting MSS internal operations and priorities, and curtailing these 22 
students’ opportunity to grow as leaders; and 23 
 24 
Whereas, the MSS Assembly has repeatedly unanimously expressed their desire that students 25 
who graduate off-cycle should be able to complete their leadership terms; therefore be it 26 
 27 
RESOLVED, that our American Medical Association amend AMA Bylaws 3.5.6.3, 6.11, 7.3.2, 28 
7.7.3.1, and 7.10.3.1 to allow medical students to serve on the Medical Student Section 29 
Governing Council, on the AMA Board of Trustees, on AMA Councils, and as Section 30 
Representatives on other Governing Councils for up to 200 days after graduation. (Modify 31 
Bylaws)32 

33 
Fiscal Note: Minimal - less than $1,000 
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RELEVANT AMA POLICY 
 
Medical Student Trustee - Cessation of Enrollment B-3.5.6.3 
The term of the medical student trustee shall terminate and the position shall be declared vacant if the 
medical student trustee should cease to be eligible for medical student membership in the AMA by virtue 
of the termination of the trustee’s enrollment in an educational program. If the medical student trustee 
graduates from an educational program within 90 days prior to an Annual Meeting, the trustee shall be 
permitted to continue to serve on the Board of Trustees until completion of the Annual Meeting. 
 
Term of Resident/Fellow Physician or Medical Student Member B-6.11 
A resident/fellow physician or medical student member of a Council who completes residency or 
fellowship or who graduates from an educational program within 90 days prior to an Annual Meeting shall 
be permitted to serve on the Council until the completion of the Annual Meeting. Service on a Council as 
a resident/fellow physician and/or medical student member shall not be counted in determining maximum 
Council tenure. 
 
Medical Student Section - Cessation of Eligibility B-7.3.2 
If any officer or Governing Council member ceases to meet the membership requirements of Bylaw 7.3.1 
prior to the expiration of the term for which elected, the term of such officer or member shall terminate and 
the position shall be declared vacant. If the officer or member graduates from an educational program 
within 90 days prior to an Annual Meeting, the officer or member shall be permitted to continue to serve in 
office until the completion of the Annual Meeting. 
 
Minority Affairs Section - Section Representatives on the Governing Council B-7.7.3.1 
If a representative of the Medical Student Section, Resident and Fellow Section or Young Physicians 
Section ceases to meet the criteria for membership in the section from which elected within 90 days prior 
to the Annual Meeting, such member shall be permitted to serve in office until the conclusion of the 
Annual Meeting in the calendar year in which he or she ceases to meet the membership requirement of 
the respective section. 
 
Women Physicians Section - Section Representatives on the Governing Council B-7.10.3.1 
If a representative of the Medical Student Section, Resident and Fellow Section or Young Physicians 
Section ceases to meet the criteria for membership in the section from which elected within 90 days prior 
to the Annual Meeting, such member shall be permitted to serve in office until the conclusion of the 
Annual Meeting in the calendar year in which she or he ceases to meet the membership requirement of 
the respective section. 
 
 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 

Resolution: 004 
(A-24) 

Introduced by: Thomas W. Eppes, MD, Mark D. Townsend, MD MHCM, and Billie L. 
Jackson, MD. 

Subject: The Rights of Newborns that Survive Abortion 

Referred to: Reference Committee on Amendments to Constitution and Bylaws 

Whereas, our American Medical Association recognizes healthcare as a human right; and 1 
2 

Whereas, the AMA has policy 2.2.4(d) Treatment Decisions for the Seriously Ill Newborn, which 3 
states, "Initiate life sustaining and life enhancing treatment when the child’s prognosis is largely 4 
uncertain"; and 5 

6 
Whereas, AMA Code 2.2.1(I) calls on the physician to seek consultation when there is a 7 
reversible life-threatening condition and the patient (If capable) or parents or guardian refuses 8 
treatment the physician believes is clearly the patient’s best interest (ii) there is disagreement 9 
about what the patient’s best interest is; and 10 

11 
Whereas, CDC data shows from 2003-14 at least 143 babies died after being born alive after an 12 
abortion procedure, but did not count newborns that survived attempted abortions; and 13 

14 
Whereas, the number of children that live after an abortion procedure is only reported now by 15 
anecdotal reports; and 16 

17 
Whereas, cited in the Annotations section of the Code of Ethics, "Children Not Meant to Be: 18 
Protecting the Interests of the Child When Abortion Results in Live Birth", 6 Quinnipiac Health 19 
states in conclusion that “in these situations, abortive parents and physicians should not solely 20 
decide the child's best interests.”; therefore be it 21 

22 
RESOLVED, that our American Medical Association amend the current policy right for an 23 
abortion to “a woman’s right to abortion as only the right to terminate the pregnancy" (Modify 24 
Current HOD Policy); and be it further 25 

26 
RESOLVED, a newborn that survives an abortion procedure has a right to reasonable medical 27 
care. (New HOD Policy) 28 

Fiscal Note: Minimal - less than $1,000 
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Relevant AMA Policy: 
 
AMA Policy 2.2.4 Treatment Decisions for Seriously Ill Newborns 
Making treatment decisions for seriously ill newborns is emotionally and ethically challenging for both 
parents and health care professionals. Decisions must take into account the newborn’s medical needs; 
the interests, needs, and resources of the family; and available treatment options. Decision makers must 
also assess whether the choice made for the newborn will abrogate a choice the future individual would 
want to make for him- or herself, i.e., whether the choice will undermine the child’s right to an “open 
future.” Providing information and other resources to support parents or guardians when they must make 
decisions about their child’s care and future is a key responsibility for physicians and other health care 
professionals. 
 
Decisions not to initiate care or to discontinue an intervention can be emotionally wrenching in any 
circumstance, but may be particularly so for a seriously ill newborn. Physicians are in a position to help 
parents, families, and fellow professionals understand that there is no ethical difference between 
withholding and withdrawing treatment—when an intervention no longer helps to achieve the goals of 
care or promote the quality of life desired for the patient, it is ethically appropriate to withdraw it. 
 
To help parents formulate goals for their newborn’s care and make decisions about life-sustaining 
treatment on their child’s behalf, physicians should: 

a. Inform the parents about available therapeutic options, the nature of available interventions, and 
their child’s expected prognosis with and without treatment. 

b. Help the parents formulate goals for care that will promote their child’s best interests in light of: 
i. the chance that the intervention will achieve the intended clinical benefit; 
ii. the risks involved with treatment and nontreatment; 
iii. the degree to which treatment can be expected to extend life; 
iv. the pain and discomfort associated with the intervention; and 
v. the quality of life the child can be expected to have with and without treatment. 

c. Discuss the option of initiating an intervention with the intention of evaluating its clinical 
effectiveness after a given amount of time to determine whether the intervention has led to 
improvement. Confirm that if the intervention has not achieved agreed-on goals, it may be 
withdrawn. Physicians should recognize, and help parents appreciate, that it is not necessary to 
have prognostic certainty to withdraw life-sustaining treatment, since prognostic certainty is often 
unattainable and may unnecessarily prolong the infant's suffering. 

d. Initiate life-sustaining and life-enhancing treatment when the child’s prognosis is largely uncertain. 
e. Adhere to good clinical practice for palliative care when life-sustaining treatment is withheld or 

withdrawn. 
f. Provide access to counseling services or other resources to facilitate decision making and to 

enable parents opportunity to talk with others who have had to make similar decisions. 
g. Seek consultation through an ethics committee or other institutional resource when disagreement 

about the appropriate course of action persists. 
 
AMA Policy 2.2.1 Pediatric Decision Making 
As the persons best positioned to understand their child’s unique needs and interests, parents (or 
guardians) are asked to fill the dual responsibility of protecting their children and, at the same time, 
empowering them and promoting development of children’s capacity to become independent decision 
makers. In giving or withholding permission for medical treatment for their children, parents/guardians are 
expected to safeguard their children’s physical health and well-being and to nurture their children’s 
developing personhood and autonomy. 
 
But parents’ authority as decision makers does not mean children should have no role in the decision-
making process. Respect and shared decision making remain important in the context of decisions for 
minors. Thus, physicians should evaluate minor patients to determine if they can understand the risks and 
benefits of proposed treatment and tailor disclosure accordingly. The more mature a minor patient is, the 
better able to understand what a decision will mean, and the more clearly the child can communicate 
preferences, the stronger the ethical obligation to seek minor patients’ assent to treatment. Except when 
immediate intervention is essential to preserve life or avert serious, irreversible harm, physicians and 
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parents/guardians should respect a child’s refusal to assent, and when circumstances permit should 
explore the child’s reason for dissent. 
 
For health care decisions involving minor patients, physicians should: 

a. Provide compassionate, humane care to all pediatric patients. 
b. Negotiate with parents/guardians a shared understanding of the patient’s medical and 

psychosocial needs and interests in the context of family relationships and resources.  
c. Develop an individualized plan of care that will best serve the patient, basing treatment 

recommendations on the best available evidence and in general preferring alternatives that will 
not foreclose important future choices by the adolescent and adult the patient will become. Where 
there are questions about the efficacy or long-term impact of treatment alternatives, physicians 
should encourage ongoing collection of data to help clarify value to patients of different 
approaches to care. 

d. Work with parents/guardians to simplify complex treatment regimens whenever possible and 
educate parents/guardians in ways to avoid behaviors that will put the child or others at risk. 

e. Provide a supportive environment and encourage parents/guardians to discuss the child’s health 
status with the patient, offering to facilitate the parent-child conversation for reluctant parents. 
Physicians should offer education and support to minimize the psychosocial impact of socially or 
culturally sensitive care, including putting the patient and parents/guardians in contact with others 
who have dealt with similar decisions and have volunteered their support as peers. 

f. When decisions involve life-sustaining treatment for a terminally ill child, ensure that patients 
have an opportunity to be involved in decision making in keeping with their ability to understand 
decisions and their desire to participate. Physicians should ensure that the patient and 
parents/guardians understand the prognosis (with and without treatment). They should discuss 
the option of initiating therapy with the intention of evaluating its clinical effectiveness for the 
patient after a specified time to determine whether it has led to improvement and confirm that if 
the intervention has not achieved agreed-on goals it may be discontinued. 

g. When it is not clear whether a specific intervention promotes the patient’s interests, respect the 
decision of the patient (if the patient has capacity and is able to express a preference) and 
parents/guardians. 

h. When there is ongoing disagreement about patient’s best interest or treatment recommendations, 
seek consultation with an ethics committee or other institutional resource. (IV, VIII) 
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Resolution: 005 
(A-24) 

Introduced by: Mississippi 

Subject: AMA Executive Vice President 

Referred to: Reference Committee on Amendments to Constitution and Bylaws 

Whereas, our American Medical Association (AMA) is the most powerful voice for physicians in 1 
the nation; and 2 

3 
Whereas, the Executive Vice President (EVP) of the AMA is thus a position of extreme 4 
importance to the physician community; and 5 

6 
Whereas, the tradition of our AMA has been to have a physician EVP; and 7 

8 
Whereas, our AMA should select the most qualified physician leader possible for the EVP 9 
position; and 10 

11 
Whereas, at any given time that best physician leader may be serving or have recently served in 12 
the AMA physician leadership; and 13 

14 
Whereas, physician leaders who are serving or recently served in AMA leadership are 15 
sometimes the most knowledgeable and experienced in addressing the current issues facing 16 
the House of Medicine; and 17 

18 
Whereas, many physician leaders serving in the AMA would be extremely qualified candidates 19 
for the AMA EVP based on their AMA leadership experience and their own medical practice and 20 
medical administration leadership experiences; and 21 

22 
Whereas, the Mississippi State Medical Association (MSMA) had a similar situation and was 23 
able to hire a physician and past President and Chair of the Board of our MSMA as our 24 
Executive Director during a difficult time for our organization; and 25 

26 
Whereas, the MSMA board wanted the ability to hire the best qualified candidate as Executive 27 
Director without the restriction even if they had served or were currently serving in a leadership 28 
role at MSMA; and 29 

30 
Whereas, physicians who may be serving or have recently served in the AMA physician 31 
leadership as an officer or trustee are currently ineligible for consideration for the AMA EVP 32 
position under AMA Code Section B-5.3.6.4 until three years after their AMA service; and 33 

34 
Whereas, no comparable physician or health care organization has such a strict limitation on 35 
who can be considered for their EVP position; therefore be it 36 

37 
RESOLVED, that our American Medical Association delete the AMA Board of Trustees Duties 38 
and Privileges Code B-5.3.6.4 as follows: 39 



Resolution: 005  (A-24) 
Page 2 of 3 

No individual who has served as an AMA officer or trustee shall be selected or serve as 1 
Executive Vice President until three years following completion of the term of the AMA office.” 2 
(Modify Bylaws) 3 

Fiscal Note: Minimal - less than $1,000 

Received: 4/23/2024 

RELEVANT AMA POLICY 

Board of Trustees 
Duties and Privileges. B-5.3 

In addition to the rights and duties conferred or imposed upon the Board of Trustees by law and custom 
and elsewhere in the Constitution and Bylaws, the Board of Trustees shall: 
5.3.1 Management. Manage or direct the management of the property and conduct the affairs, work and 
activities of the AMA consistent with the policy actions and directives adopted by the House of Delegates, 
except as may be otherwise provided in the Constitution or these Bylaws. 
5.3.1.1 The Board is the principal governing body of the AMA and it exercises broad oversight and 
guidance for the AMA with respect to the management systems and risk management program of the
AMA through its oversight of the AMA's Executive Vice President.  
5.3.1.2 Board of Trustee actions should be based on policies and directives approved by the House of 
Delegates. In the absence of specifically applicable House policies or directives and to the extent 
feasible, the Board shall determine AMA positions based on the tenor of past policy and other actions that
may be related in subject matter. 
5.3.2 Planning. Serve as the principal planning agent for the AMA. 
5.3.2.1 Planning focuses on the AMA's goals and objectives and involves decision-making over allocation 
of resources and strategy development. Planning is a collaborative process involving all of the AMA's 
Councils, Sections, and other appropriate AMA components.
5.3.2.2 The House of Delegates and the Council on Long Range Planning and Development have key 
roles in identifying and making recommendations to the Board regarding important strategic issues and 
directions related to the AMA's vision, goals, and priorities. 
5.3.3 Fulfillment of House of Delegates Charge. Review all resolutions and recommendations adopted by 
the House of Delegates to determine how to fulfill the charge from the House. Resolutions and 
recommendations pertaining to the expenditure of funds also shall be reviewed. If it is decided that the 
expenditure is inadvisable, the Board shall report, at its earliest convenience, to the House the reasons 
for its decisions. 
5.3.3.1 In determining expenditure advisability, the Board will consider the scope of the proposed 
expenditure and whether it is consistent with the AMA's vision, goals, and priorities. Where the Board 
recommends that a proposed expenditure is not prudent and is inadvisable, 
the Board will present alternative actions, if feasible, in its report to the House. 
5.3.4 Publication. Within the policies adopted by the House of Delegates, provide for the publication of 
The Journal of the American Medical Association and such specialty journals, periodicals, and other 
publications and electronic media information as it may deem to be desirable in the best interests of the 
public and the medical profession. 
5.3.5 Election of Secretary. Select a Secretary from one of its members annually. 
5.3.6 Selection of Executive Vice President. Select and evaluate an Executive Vice President. 
5.3.6.1 The Executive Vice President is the chief executive officer of the AMA and as such is responsible 
for AMA management and performance in accordance with the vision, goals, and priorities of the AMA. 
The Executive Vice President is both a key leader for the organization and the bridge between AMA 
management and the Board of Trustees. 
5.3.6.2 The Executive Vice President shall manage and direct the day-to-day duties of the AMA, including 
advocacy activities, and perform the duties commonly required of the chief executive officer of a 
corporation. 
5.3.6.3 The Executive Vice President shall ensure that there is an active and effective risk management 
program. 
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5.3.6.4 No individual who has served as an AMA Officer or Trustee shall be selected or serve 
as Executive Vice President until 3 years following completion of the term of the AMA office. 
5.3.7 Finances. Maintain the financial health of the AMA. The Board shall: 
5.3.7.1 Oversee the development and approve the annual budget for the AMA, consistent with the AMA's 
vision, goals, and priorities. 
5.3.7.2 Ensure that the AMA's resource allocations are aligned with the AMA's plan and budget. 
5.3.7.3 Evaluate membership dues levels and make related recommendations to the House of Delegates. 
5.3.7.4 Review and approve financial and business decisions that significantly affect the AMA's revenues 
and expenses. 
5.3.7.5 Have the accounts of the AMA audited at least annually. 
5.3.8 Financial Reporting. Make proper financial reports concerning AMA affairs to the House of 
Delegates at its Annual Meeting. 
5.3.9 Appointment of Committees. Appoint such committees as necessary to carry out the purposes of 
the AMA. 
5.3.9.1 An advisory committee will be constituted for purposes of education and advocacy. 
5.3.9.1.1 It will have a governing council and a direct reporting relationship to the Board. 
5.3.9.1.2 An advisory committee will not have representation in the House of Delegates. 
5.3.9.1.3 An advisory committee will operate under a charter that will be subject to review and renewal by 
the Board at least every four years. 
5.3.9.2 An ad hoc committee will be constituted as a special committee, workgroup or taskforce. 
5.3.9.2.1 It will operate for a specific purpose and for a prescribed period of time. 
5.3.10 Committee Vacancies. Fill vacancies in any committee where such authority is not delegated 
elsewhere by these Bylaws. 
5.3.11 Litigation. Initiate, defend, settle, or otherwise dispose of litigation involving the interests of the 
AMA. 
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Introduced by: Missouri  
 
Subject: Treatment of Family Members 
 
Referred to: Reference Committee on Amendments to Constitution and Bylaws 
 
 
Whereas, the code of ethics of the American Medical Association (AMA) was written in the 19th 1 
century AD; and 2 
 3 
Whereas, the practice of medicine has taken giant steps since then in areas of diagnostic 4 
testing, medical records recordings, patient safety measures, documentations, verifications, 5 
consents, hospitals and outpatients credentialing of surgeons and procedurists, etc.; and 6 
 7 
Whereas, concerns about appropriateness of care, indications, and proper training of physicians 8 
performing a procedure, or a physician treating any patient has become a legal and ethical 9 
process witnessed by office, hospital, and medical facilities’ staff including medical and non-10 
medical personnel recording, and reviewing appropriateness of care besides the treating 11 
physicians; and  12 
 13 
Whereas, multiple documented surveys of specialists and PCPs showed that a large number of 14 
these physicians admitted treating family members when they felt comfortable and confident 15 
they can provide the best care for them; and  16 
 17 
Whereas, a much larger percentages of plastic, head and neck surgeons, dermatologists, have 18 
admitted treating their family members; and  19 
 20 
Whereas, the current code of ethics, as it is currently written, sadly label these physicians acts 21 
as unethical; and  22 
 23 
Whereas, many hospitals, and surgery centers have “discovered” lately this part of the code of 24 
ethics, and started enforcing it, therefore forcing the physicians to seek other venues to treat 25 
family members; and  26 
 27 
Whereas, rendering care or performing procedures outside approved facilities such as an 28 
uncredited office procedure room or un-accredited other facilities endanger the life and well-29 
being of the patients; and  30 
 31 
Whereas, physicians ultimate concern is their patient’s safety and wellbeing whether the patient 32 
is a family member, a staff person, a friend or none of these; therefore be it 33 
 34 
RESOLVED, that our American Medical Association asks CEJA to review and revise the current 35 
code of ethics as it relates to treating family members (Directive to Take Action); and be it 36 
further 37 
 38 
RESOLVED, that our AMA ask CEJA to report back to the HOD on this issue at the next interim 39 
meeting I-24. (Directive to Take Action) 40 
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Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/24/2024 
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Resolution: 007  
(A-24) 

 
Introduced by: American Association of Public Health Physicians 
 
Subject: AMA Supports a Strategy for Eliminating Nuclear Weapons 
 
Referred to: Reference Committee on Amendments to Constitution and Bylaws 
 
 
Whereas, AMA policies concerning weapons, which were modified last in 2015, voice clear 1 
“opposition to nuclear war” (Ref 1) and support for “the elimination by all nations of nuclear 2 
weapons and other weapons of mass and indiscriminate destruction” (Ref 2); and 3 
 4 
Whereas, millions have been sickened or killed by nuclear weapons testing around the world 5 
since 1945, yet the United Nation’s Comprehensive Nuclear Test Ban Treaty, adopted by the 6 
UN General Assembly in 1996 and ratified by 178 countries as of March 2024, has failed to 7 
enter into force because the United States and other nuclear weapons possessing countries 8 
have not ratified it and because, ominously, Vladimir Putin’s government withdrew its ratification 9 
in 2023 (Ref 3); and 10 
 11 
Whereas, AMA policy supports a “comprehensive nuclear test ban” and encourages the US 12 
Government to “to continue the process of bilateral and verifiable nuclear arms reduction”, (Ref 13 
4 & 5) but that process has stalled; and  14 
 15 
Whereas, seventy-six years after the 1945 bombs that killed hundreds of thousands of innocent 16 
civilians in Japan, the United Nation’s Treaty of the Prohibition of Nuclear Weapons at last 17 
became international law in 2021, though the Treaty is not ratified yet by any country that 18 
possesses nuclear weapons, (Ref 6); and  19 
 20 
Whereas, the US government plans to spend $1.7-3 trillion over the next thirty years to update 21 
its thousands of nuclear bombs and delivery systems, money that the concepts of intersectional 22 
justice (Ref 7) dictate should be better spent on healthcare, education, housing and other 23 
needs; and  24 
 25 
Whereas, a strategy towards implementing the Treaty on the Prohibition of Nuclear Weapons 26 
has been enunciated (Ref 8); and  27 
 28 
Whereas, this strategy has been endorsed by hundreds of local governments, civil society 29 
organizations, and medical organizations, including the Maine Medical Association, American 30 
Public Health Association, Physicians for Social Responsibility, and Union of Concerned 31 
Scientists, (Ref 9); and  32 
 33 
Whereas, the ongoing conflicts in Ukraine, the Middle East, and the Indo-Pakistani region 34 
involving nuclear weapons possessing countries are raising the risk of an intentional or 35 
accidental nuclear war with devasting health consequences; therefore be it 36 
 37 
RESOLVED, that our American Medical Association calls for the United States and the other 38 
nuclear weapons states to sign and ratify the United Nations Treaty on the Prohibition of 39 
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Nuclear Weapons and to pursue good-faith negotiations on effective measures relating to the 1 
cessation of the nuclear arms race (Directive to Take Action); and be it further 2 
 3 
RESOLVED, that our AMA calls for the United States to renounce the option to be the first 4 
country to use nuclear weapons (“first use”) during a conflict (Directive to Take Action); and be it 5 
further 6 
 7 
RESOLVED, that our AMA supports a process whereby multiple individuals, rather than solely 8 
the President, are required to approve a nuclear attack, while still allowing a swift response 9 
when needed (New HOD Policy); and be it further 10 
 11 
RESOLVED, that our AMA calls on the US government to cancel plans to rebuild its entire 12 
nuclear arsenal and instead to reassess its true strategic needs for the types and numbers of 13 
nuclear weapons and delivery systems. (Directive to Take Action) 14 

15 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/24/2024 
 
 
REFERENCES 
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The AMA recognizes the catastrophic dangers to all life in the event of nuclear war and supports efforts for the prevention of 
such a nuclear holocaust. 

2. H-520.988 Abolition of Nuclear Weapons and Other Weapons of Mass and Indiscriminate Destruction  
The AMA supports the elimination by all nations of nuclear weapons and other weapons of mass and indiscriminate 
destruction. 

3. https://en.wikipedia.org/wiki/Comprehensive_Nuclear-Test-Ban_Treaty  Accessed 3.28.2024 
4. H-520.994 Nuclear Test Ban 

The AMA acknowledges the threat from nuclear weapons to the health of the people of the world and favors the establishment 
of a mutual, verifiable, and comprehensive nuclear test ban 

5. D-440.972 Safety from Nuclear Weapons and Medical Consequences of Nuclear War  
Our AMA will support legislation that would protect public health and safety, should the testing of nuclear weapons by the 
United States be resumed. 
Our AMA will urge the U.S. and all national governments to continue to work to ban and eliminate nuclear weapons and will 
collaborate with relevant stakeholders to increase public awareness and education on the topic of the medical and 
environmental consequences of nuclear war. 

6. https://disarmament.unoda.org/wmd/nuclear/tpnw/ Accessed 3.28.2024 
7. Intersectional Justice: https://psr.org/wp-content/uploads/2023/11/intersectional-justice.pdf.  Accessed 3.28.2024 
8. Back from the Brink. Our five policy solution. Available at: https://www.preventnuclearwar.org/our-five-policy-solutions/.   

Accessed 3.28.2024 
9. APHA Policy 20209: https://www.apha.org/Policies-and-Advocacy/Public-Health-Policy-Statements/Policy-

Database/2021/01/13/Toward-a-World-Free-of-Nuclear-Weapons . Accessed 3.28.2024 
 
 
RELEVANT AMA POLICY 
 
H-520.999 Opposition to Nuclear War 
The AMA recognizes the catastrophic dangers to all life in the event of nuclear war and supports efforts 
for the prevention of such a nuclear holocaust. 
Citation: (Sub. Res. 82, A-81; Reaffirmed: Sunset Report, I-98; Reaffirmed: CSAPH Rep. 2, A-08; 
Reaffirmed: Res. 524, A-15) 
 
H-520.988 Abolition of Nuclear Weapons and Other Weapons of Mass and Indiscriminate 
Destruction 
The AMA supports the elimination by all nations of nuclear weapons and other weapons of mass and 
indiscriminate destruction. 
Res. 617, I-96 Reaffirmed: CLRPD Rep. 2, A-06 Reaffirmed: Res. 524, A-15 
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H-520.994 Nuclear Test Ban 
The AMA acknowledges the threat from nuclear weapons to the health of the people of the world and 
favors the establishment of a mutual, verifiable, and comprehensive nuclear test ban. 
Res. 90, I-88 Reaffirmed: Sunset Report, I-98 Reaffirmed: CSAPH Rep. 2, A-08 Reaffirmed: Res. 524, A-
15 
 
 
D-440.972 Safety from Nuclear Weapons and Medical Consequences of Nuclear War 
1. Our AMA will support legislation that would protect public health and safety, should the testing of 
nuclear weapons by the United States be resumed. 
2. Our AMA will urge the U.S. and all national governments to continue to work to ban and eliminate 
nuclear weapons and will collaborate with relevant stakeholders to increase public awareness and 
education on the topic of the medical and environmental consequences of nuclear war. 
Res. 436, A-05 Appended: Res. 524, A-15 
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Resolution: 008  
(A-24) 

 
Introduced by: Barbara L. McAneny, MD  
 
Subject: Consolidated Health Care Market 
 
Referred to: Reference Committee on Amendments to Constitution and Bylaws 
 
 
Whereas, the American Medical Association has long warned the nation about the problems 1 
that can be associated with a consolidated health care market and has opposed insurance 2 
company mergers; and 3 
 4 
Whereas, Optum acquired Change Health over the objections of the Federal Trade 5 
Commission; and 6 
 7 
Whereas, on February 21, 2024, Optum and Change Health suffered a ransomware attack and 8 
shut down all operations, including the electronic claims submission, electronic remittance, prior 9 
authorization and documentation of patient eligibility; and 10 
 11 
Whereas, across the country, medical practices, hospitals, pharmacies and many other health 12 
care businesses had their revenue cycle disrupted, and cash flow interrupted, putting their 13 
economic viability at risk; and 14 
 15 
Whereas, Optum and its parent company United Health Group continued to collect premiums 16 
and had the opportunity to retain significant amounts of money as no claims were being paid, 17 
and therefore had the opportunity to collect interest and investment gains on money that should 18 
have been paid to practices and other entities, raising the question of unjust enrichment; and 19 
 20 
Whereas, Optum is the largest employer of physicians and has acquired practices when the 21 
ransomware disruption made those practices unable to survive without acquisition; and 22 
 23 
Whereas, even the practices that survive will have ongoing damages including but not limited to 24 
denials related to giving therapy when it was impossible to obtain prior authorization, from using 25 
lines of credit and having to pay interest, from having billing departments and others work 26 
overtime to submit claims, to losing key employees from inability to make payroll; and 27 
 28 
Whereas, oncology practices were particularly hard hit because of the need to purchase 29 
chemotherapy without being able to be paid for the chemotherapy and are being charged late 30 
payments for those purchases; and 31 
 32 
Whereas, the AMA has a long history of defending practices against unfair business practices 33 
by insurance companies and their subsidiaries; therefore be it 34 
 35 
RESOLVED, that our American Medical Association investigate the possibility of filing a class 36 
action lawsuit against Optum, United Health Group and Change Health to recoup the damages 37 
from the disruption caused by the breach, and to distribute the unfair enrichment profits made 38 
by Optum et al to the practices whose retained payments allowed them to generate interest and 39 
investment profits (Directive to Take Action); and be it further  40 
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RESOLVED, that our AMA investigate the acquisition of practices by Optum in the aftermath of 1 
the breach and determine if the independence of those practices can be resurrected, and if not, 2 
if damages are due to the physician owners of the acquired practices.  (Directive to Take Action)3 
 
Fiscal Note: Modest - between $1,000 - $5,000   
 
Received: 4/24/2024 
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Resolution: 009 
(A-24) 

 
Introduced by: Resident and Fellow Section 
 
Subject: Updating Language Regarding Families and Pregnant Persons 
 
Referred to: Reference Committee on Amendments to Constitution and Bylaws 
 
 
Whereas, current AMA policy includes gendered language such as “mother” and “pregnant 1 
woman” when discussing families and persons in need of obstetric and gynecologic care such 2 
as in H-20.917, H-320.954, H-420.950, H-420.962, H-420.969, and more; and  3 
 4 
Whereas, the Human Rights Campaign (HRC) definition of “family” when used in hospital 5 
visitation policy is stated as: “‘Family’ means any person(s) who plays a significant role in an 6 
individual’s life. This may include a person(s) not legally related to the individual. Members of 7 
‘family’ include spouses, domestic partners, and both different-sex and same-sex significant 8 
others. ‘Family’ includes a minor patient’s parents, regardless of the gender of either parent.’’1; 9 
and 10 
 11 
Whereas, in 2022 the American College of Obstetricians and Gynecologists (ACOG) published 12 
a policy statement stating “To be inclusive of women and all patients in need of obstetric and 13 
gynecologic care, ACOG will move beyond the exclusive use of gendered language and 14 
definitions”1; and 15 
 16 
Whereas, the World Professional Association for Transgender Health (WPATH)’s Standards of 17 
Care - version 8, published in 2022, includes guideline 1.2 which states that “We recommend 18 
health care professionals use language in health care settings that uphold the principles of 19 
safety, dignity, and respect”3; and 20 
 21 
Whereas, AMA policy H-65.942, adopted in June 2023, strongly encourages the use of gender-22 
neutral language supports the use of gender-neutral language in AMA policies and 23 
communications, but as written this policy does not apply to other resources the AMA creates 24 
and distributes; therefore be it 25 
 26 
RESOLVED, that our American Medical Association review and update the language used in 27 
AMA policy and other resources and communications to ensure that the language used to 28 
describe families and persons in need of obstetric and gynecologic care is inclusive of all 29 
genders and family structures. (Directive to Take Action) 30 
 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/24/2024
 
REFERENCES: 
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McLachlan, S. D. Morrison, S. W. Mosser, P. M. Neira, U. Nygren, J. M. Oates, J. Obedin-Maliver, G. Pagkalos, J. Patton, N. 
Phanuphak, K. Rachlin, T. Reed, G. N. Rider, J. Ristori, S. Robbins-Cherry, S. A. Roberts, K. A. Rodriguez-Wallberg, S. M. 
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Strang, G. B. Taylor, K. Tilleman, G. G. T’Sjoen, L. N. Vala, N. M. Van Mello, J. F. Veale, J. A. Vencill, B. Vincent, L. M. Wesp, 
M. A. West & J. Arcelus (2022) Standards of Care for the Health of Transgender and Gender Diverse People, Version 8, 
International Journal of Transgender Health, 23:sup1, S1-S259, DOI: 10.1080/26895269.2022.2100644 

Relevant AMA Policy: 
 
HIV/AIDS and Substance Abuse H-20.903 
Our AMA: (1) urges federal, state, and local governments to increase funding for drug treatment so that 
drug abusers have immediate access to appropriate care, regardless of ability to pay. Experts in the field 
agree that this is the most important step that can be taken to reduce the spread of HIV infection among 
intravenous drug abusers; (2) advocates development of regulations and incentives to encourage 
retention of HIV-positive and AIDS-symptomatic patients in drug treatment programs so long as such 
placement is clinically appropriate; (3) encourages the availability of opioid maintenance for persons 
addicted to opioids. Federal and state regulations governing opioid maintenance and treatment of drug 
dependent persons should be reevaluated to determine whether they meet the special needs of 
intravenous drug abusers, particularly those who are HIV infected or AIDS symptomatic. Federal and 
state regulations that are based on incomplete or inaccurate scientific and medical data that restrict or 
inhibit opioid maintenance therapy should be removed; and (4) urges development of educational, 
medical, and social support programs for intravenous drug abusers and their sexual or needle-sharing 
partners to reduce risk of HIV infection, as well as risk of other bloodborne and sexually transmissible 
diseases. Such efforts must target (a) pregnant intravenous drug abusers and those who may become 
pregnant to address the current and future health care needs of both mothers and newborns and (b) 
adolescent substance abusers, especially homeless, runaway, and detained adolescents who are 
seropositive or AIDS symptomatic and those whose lifestyles place them at risk for contracting HIV 
infection. [CSA Rep. 4, A-03; Modified: CSAPH Rep. 1, A-13] 
 
Maternal HIV Screening and Treatment to Reduce the Risk of Perinatal HIV Transmission H-20.918 
In view of the significance of the finding that treatment of HIV-infected pregnant women with appropriate 
antiretroviral therapy can reduce the risk of transmission of HIV to their infants, our AMA recommends the 
following statements: 
(1) Given the prevalence and distribution of HIV infection among women in the United States, the 
potential for effective early treatment of HIV infection in both women and their infants, and the significant 
reduction in perinatal HIV transmission with treatment of pregnant women with appropriate antiretroviral 
therapy, routine education about HIV infection and testing should be part of a comprehensive health care 
program for all women. The ideal would be for all women to know their HIV status before considering 
pregnancy. 
(2) Universal HIV testing of all pregnant women, with patient notification of the right of refusal, should be a 
routine component of perinatal care. Basic counseling on HIV prevention and treatment should also be 
provided to the patient, consistent with the principles of informed consent. 
(3) The final decision about accepting HIV testing is the responsibility of the woman. The decision to 
consent to or refuse an HIV test should be voluntary. When the choice is to reject testing, the patient's 
refusal should be recorded. Test results should be confidential within the limits of existing law and the 
need to provide appropriate medical care for the woman and her infant. 
(4) To assure that the intended results are being achieved, the proportion of pregnant women who have 
accepted or rejected HIV testing and follow-up care should be monitored and reviewed periodically at the 
appropriate practice, program or institutional level. Programs in which the proportion of women accepting 
HIV testing is low should evaluate their methods to determine how they can achieve greater success. 
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(5) Women who are not seen by a health care professional for prenatal care until late in pregnancy or 
after the onset of labor should be offered HIV testing at the earliest practical time, but not later than during 
the immediate postpartum period. 
(6) When HIV infection is documented in a pregnant woman, proper post-test counseling should be 
provided. The patient should be given an appropriate medical evaluation of the stage of infection and full 
information about the recommended management plan for her own health. Information should be 
provided about the potential for reducing the risk of perinatal transmission of HIV infection to her infant 
through the use of antiretroviral therapy, and about the potential but unknown long-term risks to herself 
and her infant from the treatment course. The final decision to accept or reject antiretroviral treatment 
recommended for herself and her infant is the right and responsibility of the woman. When the woman's 
serostatus is either unknown or known to be positive, appropriate counseling should also be given 
regarding the risks associated with breastfeeding for both her own disease progression and disease 
transmission to the infant. 
(7) Appropriate medical treatment for HIV-infected pregnant women should be determined on an 
individual basis using the latest published Centers for Disease Control and Prevention recommendations. 
The most appropriate care should be available regardless of the stage of HIV infection or the time during 
gestation at which the woman presents for prenatal or intrapartum care. 
(8) To facilitate optimal medical care for women and their infants, HIV test results (both positive and 
negative) and associated management information should be available to the physicians taking care of 
both mother and infant. Ideally, this information will be included in the confidential medical records. 
Physicians providing care for a woman or her infant should obtain the appropriate consent and should 
notify the other involved physicians of the HIV status of and management information about the mother 
and infant, consistent with applicable state law. 
(9) Continued research into new interventions is essential to further reduce the perinatal transmission of 
HIV, particularly the use of rapid HIV testing for women presenting in labor and for women presenting in 
the prenatal setting who may not return for test results. The long-term effects of antiretroviral therapy 
during pregnancy and the intrapartum period for both women and their infants also must be evaluated. 
For both infected and uninfected infants exposed to perinatal antiretroviral treatment, long-term follow-up 
studies are needed to assess potential complications such as organ system toxicity, neurodevelopmental 
problems, pubertal development problems, reproductive capacity, and development of neoplasms. 

(10) Health care professionals should be educated about the benefits of universal HIV testing, with patient 
notification of the right of refusal, as a routine component of prenatal care, and barriers that may prevent 
implementation of universal HIV testing as a routine component of prenatal care should be addressed 
and removed. Federal funding for efforts to prevent perinatal HIV transmission, including both prenatal 
testing and appropriate care of HIV-infected women, should be maintained. [CSA Rep. 4, A-03; 
Reaffirmed: CEJA Rep. 3, A-10; Reaffirmed: CSAPH Rep. 01, A-20] 
 
Lead Contamination in Municipal Water Systems as Exemplified by Flint, Michigan H-60.918 
1. Our AMA will advocate for biologic (including hematological) and neurodevelopmental monitoring at 
established intervals for children exposed to lead contaminated water with resulting elevated blood lead 
levels (EBLL) so that they do not suffer delay in diagnosis of adverse consequences of their lead 
exposure. 
2. Our AMA will urge existing federal and state-funded programs to evaluate at-risk children to expand 
services to provide automatic entry into early-intervention screening programs to assist in the 
neurodevelopmental monitoring of exposed children with EBLL. 
3. Our AMA will advocate for appropriate nutritional support for all people exposed to lead contaminated 
water with resulting elevated blood lead levels, but especially exposed pregnant women, lactating 
mothers and exposed children. Support should include Vitamin C, green leafy vegetables and other 
calcium resources so that their bodies will not be forced to substitute lead for missing calcium as the 
children grow. 

4. Our AMA promotes screening, diagnosis and acceptable treatment of lead exposure and iron 
deficiency in all people exposed to lead contaminated water. [Res. 428, A-16] 
 
Reducing Lead Poisoning H-60.924 
1. Our AMA: (a) supports regulations and policies designed to protect young children from exposure to 
lead; (b) urges the Centers for Disease Control and Prevention to give priority to examining the current 
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weight of scientific evidence regarding the range of adverse health effects associated with blood lead 
concentrations below the current "level of concern" in order to provide appropriate guidance for 
physicians and public health policy, and encourage the identification of exposure pathways for children 
who have low blood lead concentrations, as well as effective and innovative strategies to reduce overall 
childhood lead exposure; (c) encourages physicians and public health departments to screen children 
based on current recommendations and guidelines and to report all children with elevated blood levels to 
the appropriate health department in their state or community in order to fully assess the burden of lead 
exposure in children. In some cases this will be done by the physician, and in other communities by the 
laboratories; (d) promotes community awareness of the hazard of lead-based paints; and (e) urges paint 
removal product manufacturers to print precautions about the removal of lead paint to be included with 
their products where and when sold. 
2. Our AMA will call on the United States government to establish national goals to: (a) ensure that no 
child has a blood lead level >5 µg/dL (>50 ppb) by 2021, and (b) eliminate lead exposures to pregnant 
women and children, so that by 2030, no child would have a blood lead level >1 µg/dL (10 ppb). 
3. Our AMA will call on the United States government in all its agencies to pursue the following strategies 
to achieve these goals: (a) adopt health-based standards and action levels for lead that rely on the most 
up-to-date scientific knowledge to prevent and reduce human exposure to lead, and assure prompt 
implementation of the strongest available measures to protect pregnant women and children from lead 
toxicity and neurodevelopmental impairment; (b) identify and remediate current and potential new sources 
of lead exposure (in dust, air, soil, water and consumer products) to protect children before they are 
exposed; (c) continue targeted screening of children to identify those who already have elevated blood 
lead levels for case management, as well as educational and other services; (d) eliminate new sources of 
lead introduced or released into the environment, which may entail banning or phasing out all remaining 
uses of lead in products (aviation gas, cosmetics, wheel weights, industrial paints, batteries, lubricants, 
and other sources), and the export of products containing lead, and setting more protective limits on 
emissions from battery recyclers and other sources of lead emissions; (e) provide a dedicated funding 
stream to enhance the resources available to identify and eliminate sources of lead exposure, and 
provide educational, social and clinical services to mitigate the harms of lead toxicity, particularly to 
protect and improve the lives of children in communities that are disproportionately exposed to lead; and 
(f) establish an independent expert advisory committee to develop a long-term national strategy, including 
recommendations for funding and implementation, to achieve the national goal of eliminating lead toxicity 
in pregnant women and children, defined as blood lead levels above 1 µg/dL (10 ppb). 
4. Our AMA supports requiring an environmental assessment of dwellings, residential buildings, or child 
care facilities following the notification that a child occupant or frequent inhabitant has a confirmed 
elevated blood lead level, to determine the potential source of lead poisoning, including testing the water 
supply. [CCB/CLRPD Rep. 3, A-14; Appended: Res. 926, I-16; Appended: Res. 412, A-17] 

Provision of Health Care and Parenting Classes to Adolescent Parents H-60.973 
1. It is the policy of the AMA (A) to encourage state medical and specialty societies to seek to increase 
the number of adolescent parenting programs within school settings which provide health care for infant 
and mother, and child development classes in addition to current high school courses and (B) to support 
programs directed toward increasing high school graduation rates, improving parenting skills and 
decreasing future social service dependence of teenage parents. 
2. Our AMA will actively provide information underscoring the increased risk of poverty after adolescent 
pregnancy without marriage when combined with failure to complete high school. [Res. 422, I-91; 
Reaffirmed: Sunset Report, I-01; Reaffirmed: CSAPH Rep. 1, A-11; Appended: Res. 422, A-13] 

Humanitarian and Medical Aid Support to Ukraine D-65.984 
Our AMA will advocate for: (1) continuous support of organizations providing humanitarian missions and 
medical care to Ukrainian refugees in Ukraine, at the Polish-Ukrainian border, in nearby countries, and/or 
in the US; (2) an early implementation of mental health measures, including suicide prevention efforts, 
and address war-related trauma and post-traumatic stress disorder when dealing with Ukrainian refugees 
with special attention to vulnerable populations including but not limited to young children, mothers, 
pregnant women, and the elderly; and (3) educational measures to enhance the understanding of war-
related trauma in war survivors and promote broad protective factors (e.g., financial, employment, 
housing, and food stability) that can improve adjustment and outcomes for war-affected people, 
particularly when applied to vulnerable categories of people. [Res. 017, A-22] 
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Accuracy, Importance, and Application of Data from the US Vital Statistics System H-85.961 
Our AMA encourages physicians to provide complete and accurate information on prenatal care and 
hospital patient records of the mother and infant, as this information is the basis for the health and 
medical information on birth certificates. [CSA Rep. 6, I-00; Reaffirmed: Sub. Res. 419, A-02; Modified: 
CSAPH Rep. 1, A-12; Reaffirmed: CSAPH Rep. 1, A-22] 

Addiction and Unhealthy Substance Use H-95.976 
Our AMA is committed to efforts that can help the national problem of addiction and unhealthy substance 
use from becoming a chronic burden. The AMA pledges its continuing involvement in programs to alert 
physicians and the public to the dimensions of the problem and the most promising solutions. The AMA, 
therefore: 
(1) supports cooperation in activities of organizations in fostering education, research, prevention, and
treatment of addiction;
(2) encourages the development of addiction treatment programs, complete with an evaluation
component that is designed to meet the special needs of pregnant women and women with infant children
through a comprehensive array of essential services;
(3) urges physicians to routinely provide, at a minimum, a historical screen for all pregnant women, and
those of childbearing age for substance abuse and to follow up positive screens with appropriate
counseling, interventions and referrals;
(4) supports pursuing the development of educational materials for physicians, physicians in training,
other health care providers, and the public on prevention, diagnosis, and treatment of perinatal addiction.
In this regard, the AMA encourages further collaboration in delivering appropriate messages to health
professionals and the public on the risks and ramifications of perinatal drug and alcohol use;
(5) urges the National Institute on Drug Abuse, the National Institute on Alcohol Abuse and Alcoholism,
and the Substance Abuse and Mental Health Services Administration to continue to support research and
demonstration projects around effective prevention and intervention strategies;
(6) urges that public policy be predicated on the understanding that alcoholism and drug dependence,
including tobacco use disorder as indicated by the Surgeon General's report, are diseases characterized
by compulsive use in the face of adverse consequences;
(7) affirms the concept that addiction is a disease and supports developing model legislation to
appropriately address perinatal addiction as a disease, bearing in mind physicians' concern for the health
of the mother, the fetus and resultant offspring; and
(8) calls for better coordination of research, prevention, and intervention services for women and infants
at risk for both HIV infection and perinatal addiction. [BOT Rep. Y, I-89; Reaffirmed: Sunset Report, A-00;
Reaffirmation A-09; Modified: CSAPH Rep. 01, A-19]

Mercury and Fish Consumption: Medical and Public Health Issues H-150.947 
AMA policy is that: (1) Women who might become pregnant, are pregnant, or who are nursing should 
follow federal, state or local advisories on fish consumption. Because some types of fish are known to 
have much lower than average levels of methylmercury and can be safely consumed more often and in 
larger amounts, women should also seek specific consumption recommendations from those authorities 
regarding locally caught or sold fish. (2) Physicians should (a) assist in educating patients about the 
relative mercury content of fish and shellfish products; (b) make patients aware of the advice contained in 
both national and regional consumer fish consumption advisories; and (c) have sample materials 
available, or direct patients to where they can access information on national and regional fish 
consumption advisories. (3) Testing of the mercury content of fish should be continued by appropriate 
agencies; results should be publicly accessible and reported in a consumer-friendly format. [CSA Rep. 
13, A-04; Modified: Res. 538, A-05; Modified: CSAPH Rep. 1, A-15] 

AMA Support for Breastfeeding H-245.982 
1. Our AMA: (a) recognizes that breastfeeding is the optimal form of nutrition for most infants; (b)
endorses the 2012 policy statement of American Academy of Pediatrics on Breastfeeding and the use of
Human Milk, which delineates various ways in which physicians and hospitals can promote, protect, and
support breastfeeding practices; (c) supports working with other interested organizations in actively
seeking to promote increased breastfeeding by Supplemental Nutrition Program for Women, Infants, and
Children (WIC Program) recipients, without reduction in other benefits; (d) supports the availability and
appropriate use of breast pumps as a cost-effective tool to promote breast feeding; and (e) encourages
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public facilities to provide designated areas for breastfeeding and breast pumping; mothers nursing 
babies should not be singled out and discouraged from nursing their infants in public places. 
2. Our AMA: (a) promotes education on breastfeeding in undergraduate, graduate, and continuing 
medical education curricula; (b) encourages all medical schools and graduate medical education 
programs to support all residents, medical students and faculty who provide breast milk for their infants, 
including appropriate time and facilities to express and store breast milk during the working day; (c) 
encourages the education of patients during prenatal care on the benefits of breastfeeding; (d) supports 
breastfeeding in the health care system by encouraging hospitals to provide written breastfeeding policy 
that is communicated to health care staff; (e) encourages hospitals to train staff in the skills needed to 
implement written breastfeeding policy, to educate pregnant women about the benefits and management 
of breastfeeding, to attempt early initiation of breastfeeding, to practice "rooming-in," to educate mothers 
on how to breastfeed and maintain lactation, and to foster breastfeeding support groups and services; (f) 
supports curtailing formula promotional practices by encouraging perinatal care providers and hospitals to 
ensure that physicians or other appropriately trained medical personnel authorize distribution of infant 
formula as a medical sample only after appropriate infant feeding education, to specifically include 
education of parents about the medical benefits of breastfeeding and encouragement of its practice, and 
education of parents about formula and bottle-feeding options; and (g) supports the concept that the 
parent's decision to use infant formula, as well as the choice of which formula, should be preceded by 
consultation with a physician. 
3. Our AMA: (a) supports the implementation of the WHO/UNICEF Ten Steps to Successful 
Breastfeeding at all birthing facilities; (b) endorses implementation of the Joint Commission Perinatal 
Care Core Measures Set for Exclusive Breast Milk Feeding for all maternity care facilities in the US as 
measures of breastfeeding initiation, exclusivity and continuation which should be continuously tracked by 
the nation, and social and demographic disparities should be addressed and eliminated; (c) recommends 
exclusive breastfeeding for about six months, followed by continued breastfeeding as complementary 
food are introduced, with continuation of breastfeeding for 1 year or longer as mutually desired by mother 
and infant; (d) recommends the adoption of employer programs which support breastfeeding mothers so 
that they may safely and privately express breast milk at work or take time to feed their infants; and (e) 
encourages employers in all fields of healthcare to serve as role models to improve the public health by 
supporting mothers providing breast milk to their infants beyond the postpartum period. 
4. Our AMA supports the evaluation and grading of primary care interventions to support breastfeeding, 
as developed by the United States Preventive Services Task Force (USPSTF). 
5. Our AMA's Opioid Task Force promotes educational resources for mothers who are breastfeeding on 
the benefits and risks of using opioids or medication-assisted therapy for opioid use disorder, based on 
the most recent guidelines. [CSA Rep. 2, A-05; Res. 325, A-05; Reaffirmation A-07; Reaffirmation A-12; 
Modified in lieu of Res. 409, A-12 and Res. 410, A-12; Appended: Res. 410, A-16; Appended: Res. 906, 
I-17; Reaffirmation: I-18] 
Accommodating Lactating Mothers Taking Medical Examinations H-295.861 
Our AMA: (1) urges all medical licensing, certification and board examination agencies, and all board 
proctoring centers, to grant special requests to give breastfeeding individuals additional break time and a 
suitable environment during examinations to express milk; and (2) encourages that such 
accommodations to breastfeeding individuals include necessary time per exam day, in addition to the 
standard pool of scheduled break time found in the specific exam, as well as access to a private, non-
bathroom location on the testing center site with an electrical outlet for individuals to breast pump. [Sub. 
Res. 903, I-14; Modified: Res. 310, A-17] 
 
Protecting Trainees' Breastfeeding Rights D-310.950 
Our AMA will: (1) work with appropriate bodies, such as the Accreditation Council for Graduate Medical 
Education (ACGME) and the Liaison Committee on Medical Education (LCME), to include language in 
housestaff manuals or similar policy references of all training programs regarding protected times and 
locations for milk expression and secure storage of breast milk; and (2) work with appropriate bodies, 
such as the LCME, ACGME, and Association of American Medical Colleges (AAMC), to include language 
related to the learning and work environments for breastfeeding mothers in regular program reviews. 
[Res. 302, I-16] 
 
Post-Partum Hospital Stay and Nurse Home Visits H-320.954 
The AMA: (1) opposes the imposition by third party payers of mandatory constraints on hospital stays for 
vaginal deliveries and cesarean sections as arbitrary and as detrimental to the health of the mother and of 
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the newborn; and (2) urges that payers provide payment for appropriate follow-up care for the mother and 
newborn. [Sub. Res. 105, I-95; Reaffirmed by Rules & Credentials Cmt., A-96; Reaffirmed: CMS Rep. 8, 
A-06; Reaffirmed: CMS Rep. 01, A-16] 
 
Substance Use Disorders During Pregnancy H-420.950 
Our AMA will: (1) oppose any efforts to imply that the diagnosis of substance use disorder during 
pregnancy represents child abuse; (2) support legislative and other appropriate efforts for the expansion 
and improved access to evidence-based treatment for substance use disorders during pregnancy; (3) 
oppose the removal of infants from their mothers solely based on a single positive prenatal drug screen 
without appropriate evaluation; and (4) advocate for appropriate medical evaluation prior to the removal of 
a child, which takes into account (a) the desire to preserve the individual’s family structure, (b) the 
patient’s treatment status, and (c) current impairment status when substance use is suspected. [Res. 209, 
A-18; Modified: Res. 520, A-19] 
 
Improving Mental Health Services for Pregnant and Postpartum Mothers H-420.953 
Our AMA: (1) supports improvements in current mental health services for women during pregnancy and 
postpartum; (2) supports advocacy for inclusive insurance coverage of mental health services during 
gestation, and extension of postpartum mental health services coverage to one year postpartum; (3) 
supports appropriate organizations working to improve awareness and education among patients, 
families, and providers of the risks of mental illness during gestation and postpartum; and (4) will continue 
to advocate for funding programs that address perinatal and postpartum depression, anxiety and 
psychosis, and substance use disorder through research, public awareness, and support programs. [Res. 
102, A-12; Modified: Res. 503, A-17] 
 
Shackling of Pregnant Women in Labor H-420.957 
1. Our AMA supports language recently adopted by the New Mexico legislature that "an adult or juvenile 
correctional facility, detention center or local jail shall use the least restrictive restraints necessary when 
the facility has actual or constructive knowledge that an inmate is in the 2nd or 3rd trimester of 
pregnancy. No restraints of any kind shall be used on an inmate who is in labor, delivering her baby or 
recuperating from the delivery unless there are compelling grounds to believe that the inmate presents: 
- An immediate and serious threat of harm to herself, staff or others; or 
- A substantial flight risk and cannot be reasonably contained by other means. 
If an inmate who is in labor or who is delivering her baby is restrained, only the least restrictive restraints 
necessary to ensure safety and security shall be used." 
2. Our AMA will develop model state legislation prohibiting the use of shackles on pregnant women 
unless flight or safety concerns exist. [Res. 203, A-10; Reaffirmed: BOT Rep. 04, A-20] 
 
Perinatal Addiction - Issues in Care and Prevention H-420.962 
Our AMA: (1) adopts the following statement: Transplacental drug transfer should not be subject to 
criminal sanctions or civil liability; (2) encourages the federal government to expand the proportion of 
funds allocated to drug treatment, prevention, and education. In particular, support is crucial for 
establishing and making broadly available specialized treatment programs for drug-addicted pregnant and 
breastfeeding women wherever possible; (3) urges the federal government to fund additional research to 
further knowledge about and effective treatment programs for drug-addicted pregnant and breastfeeding 
women, encourages also the support of research that provides long-term follow-up data on the 
developmental consequences of perinatal drug exposure, and identifies appropriate methodologies for 
early intervention with perinatally exposed children; (4) reaffirms the following statement: Pregnant and 
breastfeeding patients with substance use disorders should be provided with physician-led, team-based 
care that is evidence-based and offers the ancillary and supportive services that are necessary to support 
rehabilitation; and (5) through its communication vehicles, encourages all physicians to increase their 
knowledge regarding the effects of drug and alcohol use during pregnancy and breastfeeding and to 
routinely inquire about alcohol and drug use in the course of providing prenatal care. [CSA Rep. G, A-92; 
Reaffirmation A-99; Reaffirmation A-09; Modified and Reaffirmed: CSAPH Rep. 1, A-09; Modified: Alt. 
Res. 507, A-16; Modified: Res. 906, I-17; Reaffirmed: Res. 514, A-19] 
 
  



Resolution: 009 (A-24) 
Page 8 of 9 

Fetal Alcohol Syndrome Educational Program H-420.964 
Our AMA supports informing physicians about Fetal Alcohol Syndrome and the referral and treatment of 
alcohol abuse by pregnant women or women at risk of becoming pregnant. [Res. 122, A-91; Reaffirmed: 
Sunset Report, I-01; Modified: CSAPH Rep. 1, A-11; Reaffirmed: CSAPH Rep. 1, A-21] 

Universal Hepatitis B Virus (HBV) Antigen Screening for Pregnant Women H-420.968 
It is the policy of the AMA to communicate the available guidelines for testing all pregnant women for HBV 
infection. [Res. 19, I-90; Reaffirmed: Sunset Report, I-00; Reaffirmed: CSAPH Rep. 1, A-10; Reaffirmed: 
CSAPH Rep. 01, A-20] 

Legal Interventions During Pregnancy H-420.969 
Court Ordered Medical Treatments And Legal Penalties For Potentially Harmful Behavior By Pregnant 
Women: 
(1) Judicial intervention is inappropriate when a woman has made an informed refusal of a medical
treatment designed to benefit her fetus. If an exceptional circumstance could be found in which a medical
treatment poses an insignificant or no health risk to the woman, entails a minimal invasion of her bodily
integrity, and would clearly prevent substantial and irreversible harm to her fetus, it might be appropriate
for a physician to seek judicial intervention. However, the fundamental principle against compelled
medical procedures should control in all cases which do not present such exceptional circumstances.
(2) The physician's duty is to provide appropriate information, such that the pregnant woman may make
an informed and thoughtful decision, not to dictate the woman's decision.
(3) A physician should not be liable for honoring a pregnant woman's informed refusal of medical
treatment designed to benefit the fetus.
(4) Criminal sanctions or civil liability for harmful behavior by the pregnant woman toward her fetus are
inappropriate.
(5) Pregnant substance abusers should be provided with rehabilitative treatment appropriate to their
specific physiological and psychological needs.
(6) To minimize the risk of legal action by a pregnant patient or an injured fetus, the physician should
document medical recommendations made including the consequences of failure to comply with the
physician's recommendation. [BOT Rep. OO, A-90; Reaffirmed: Sunset Report, I-00; Reaffirmed: CEJA
Rep. 6, A-10; Reaffirmed: Res. 507, A-16; Reaffirmed: Res. 209, A-18]

AMA Statement on Family and Medical Leave H-420.979 
Our AMA supports policies that provide employees with reasonable job security and continued availability 
of health plan benefits in the event leave by an employee becomes necessary due to documented 
medical conditions. Such policies should provide for reasonable periods of paid or unpaid:  
(1) medical leave for the employee, including pregnancy, abortion, and stillbirth;
(2) maternity leave for the employee-mother;
(3) leave if medically appropriate to care for a member of the employee's immediate family, i.e., a spouse
or children; and
(4) leave for adoption or for foster care leading to adoption. Such periods of leave may differ with respect
to each of the foregoing classifications, and may vary with reasonable categories of employers. Such
policies should encourage voluntary programs by employers and may provide for appropriate legislation
(with or without financial assistance from government). Any legislative proposals will be reviewed through
the Association's normal legislative process for appropriateness, taking into consideration all elements
therein, including classifications of employees and employers, reasons for the leave, periods of leave
recognized (whether paid or unpaid), obligations on return from leave, and other factors involved in order
to achieve reasonable objectives recognizing the legitimate needs of employees and employers. [BOT
Rep. A, A-88; Reaffirmed: Sunset Report, I-98; Reaffirmed: CLRPD Rep. 1, A-08; Reaffirmation A-12;
Reaffirmed: CMS Rep. 03, A-16; Modified: Res. 302, I-22]

Research into Preterm Birth and Related Cardiovascular and Cerebrovascular Risks in Women D-
420.992 
Our AMA will advocate for more research on ways to identify risk factors linking preterm birth to 
cardiovascular or cerebrovascular disease in pregnant women. [Res. 504, A-17] 

https://policysearch.ama-assn.org/policyfinder/councilreportList?citation=%20Reaffirmed:%20CMS%20Rep.%2003,%20A-16
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Bonding Programs for Women Prisoners and their Newborn Children H-430.990 
Because there are insufficient data at this time to draw conclusions about the long-term effects of prison 
nursery programs on mothers and their children, the AMA supports and encourages further research on 
the impact of infant bonding programs on incarcerated women and their children. However, since there 
are established benefits of breast milk for infants and breast milk expression for mothers, the AMA 
advocates for policy and legislation that extends the right to breastfeed directly and/or privately pump and 
safely store breast milk to include incarcerated mothers. The AMA recognizes the prevalence of mental 
health and substance abuse problems among incarcerated women and continues to support access to 
appropriate services for women in prisons. The AMA recognizes that a large majority of incarcerated 
females who may not have developed appropriate parenting skills are mothers of children under the age 
of 18. The AMA encourages correctional facilities to provide parenting skills and breastfeeding/breast 
pumping training to all female inmates in preparation for their release from prison and return to their 
children. The AMA supports and encourages further investigation into the long-term effects of prison 
nurseries on mothers and their children. [CSA Rep. 3, I-97; Reaffirmed: CSAPH Rep. 3, A-07; Reaffirmed: 
CSAPH Rep. 01, A-17; Modified: Res. 431, A-22] 

7.3.4 Maternal-Fetal Research 
Maternal-fetal research, i.e., research intended to benefit pregnant women and/or their fetuses, must 
balance the health and safety of the woman who participates and the well-being of the fetus with the 
desire to develop new and innovative therapies. One challenge in such research is that pregnant women 
may face external pressure or expectations to enroll from partners, family members, or others that may 
compromise their ability to make a fully voluntary decision about whether to participate. 
Physicians engaged in maternal-fetal research should demonstrate the same care and concern for the 
pregnant woman and fetus that they would in providing clinical care. 
In addition to adhering to general guidelines for the ethical conduct of research and applicable law, 
physicians who are involved in maternal-fetal research should: 
(a) Base studies on scientifically sound clinical research with animals and nongravid human participants
that has been carried out prior to conducting maternal-fetal research whenever possible.
(b) Enroll a pregnant woman in maternal-fetal research only when there is no simpler, safer intervention
available to promote the well-being of the woman or fetus.
(c) Obtain the informed, voluntary consent of the pregnant woman.
(d) Minimize risks to the fetus to the greatest extent possible, especially when the intervention under
study is intended primarily to benefit the pregnant woman. [Issued: 2016]

Supporting the Use of Gender-Neutral Language H-65.942 
Our American Medical Association will (1) Recognize the importance of using gender-neutral language 
such as gender neutral pronouns, terms, imagery, and symbols in respecting the spectrum of gender 
identity, (2) prospectively amend all current AMA policy, where appropriate, to include gender-neutral 
language by way of the reaffirmation and sunset processes, (3) utilize gender-neutral language in future 
policies1 internal communications, and external communications where gendered language does not 
specifically need to be used, (4) encourage the use of gender-neutral language in public health and 
medical messaging, (5) encourage other professional societies to utilize gender-neutral language in their 
work, and (6) support the use of gender-neutral language in clinical spaces that may serve both cisgender 
and gender-diverse individuals. [Res. 602, A-23] 
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Introduced by: Mississippi 
 
Subject: Ethical Pricing Procedures that Protect Insured Patients 
 
Referred to: Reference Committee on Amendments to Constitution and Bylaws 
 
 
Whereas, healthcare organizations that provide direct care (such as clinics, pharmacies, 1 
hospitals, and the like) are operating on increasingly small profit margins and many are on the 2 
brink of bankruptcy; and 3 
 4 
Whereas, the health insurance industry as a whole is consistently posting significant profits; and 5 
 6 
Whereas, many health insurance companies are publicly traded and, thusly, their directors hold 7 
a fiduciary duty to their shareholders to make decisions based on the company’s best financial 8 
interests for the end of increased profit margins without sufficient regard to the beneficiaries (the 9 
insureds) that pay for their services; and  10 
 11 
Whereas, the process of pricing medications for consumers is increasingly complicated, 12 
involving many middlemen and questionable practices that are not disclosed to the public under 13 
the guise of “proprietary means”; and  14 
 15 
Whereas, this complicated process has been manipulated by health insurance companies, 16 
pharmaceutical manufacturers, pharmacy benefit managers, and other stakeholders to 17 
negotiate terms that offer benefits for themselves without sufficient regard to the best interests 18 
of their insured patients; and 19 
 20 
Whereas, under the current system, insured patients pay a monthly premium in good faith 21 
believing that their health insurer will arrange for medications to be bought by them (the 22 
insureds) at a lower cost point than could otherwise be achieved without insurance or some 23 
other non-paid service; and 24 
 25 
Whereas, the current system has betrayed the aforementioned good faith of the insured patients 26 
by utilizing a pricing process that results in higher prices to the patient for many medications 27 
than could be achieved without insurance coverage (cash price) or with the aid of a free 28 
“discount card” (such as GoodRX); and 29 
 30 
Whereas, this betrayal of the insured patients’ good faith represents a flaw of the system that is 31 
woefully unethical and should be identified as such by insureds as well as their advocates (the 32 
House of Medicine) and should be addressed by lawmakers for consumer and patient 33 
protection; and 34 
 35 
Whereas, physicians are a cornerstone in the House of Medicine and, by nature of their 36 
profession, are fierce patient advocates, safeguarding the patient’s best interests; and 37 
 38 
Whereas, the American Medical Association (AMA) is the most prominent and powerful unified 39 
voice of Physicians; therefore be it 40 
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RESOLVED, that our American Medical Association advocate for policies that limit the cost of a 1 
medication to an insured patient with medication coverage to the lower range of prices that a 2 
non-covered patient can achieve at cash price either before or after application of a non-3 
manufacturer’s free discount card (such as GoodRx) (Directive to Take Action); and be it further 4 
 5 
RESOLVED, that our AMA write a letter to lawmakers and other pertinent stakeholders 6 
describing the ethical dilemma of the medication pricing process and how it adversely affects 7 
insured patients. (Directive to Take Action)  8 

9 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/24/2024 
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Resolution: 013 
(A-24) 

Introduced by: American College of Obstetricians and Gynecologists 

Subject: Ethical Impetus for Research in Pregnant and Lactating Individuals 

Referred to: Reference Committee on Amendments to Constitution and Bylaws 

Whereas, each year 3.6 million1 individuals give birth in the United States and 3 million people 1 
are lactating; and 2 

3 
Whereas, 70% of pregnant and lactating people2 take some kind of medication when they are 4 
pregnant or lactating; and 5 

6 
Whereas, pregnant and lactating people are generally excluded in clinical research3, there is a 7 
dearth of data about the appropriate safety, dosage, and efficacy of most medical interventions 8 
in pregnant and lactating individuals; and 9 

10 
Whereas, the lack of data results in patients and clinicians choosing to (a) forego an intervention 11 
which may result in harm from an un(der) treated condition or (b) use an intervention which may 12 
carry an uncertain risk of harm for an unknown potential benefit; and 13 

14 
Whereas, lack of access to research exacerbates health inequities in pregnant and lactating 15 
individuals4; and 16 

17 
Whereas, the harm from excluding pregnant individuals from clinical research was very 18 
apparent during the COVID-19 pandemic and contributed to vaccine hesitancy and resulted in 19 
unnecessary and avoidable maternal and infant mortality and morbidity5,6,7; and 20 

21 
Whereas, recent initiatives from the White House8, National Institutes of Health9, and the 22 
National Academies of Science, Engineering, and Medicine10 have emphasized the need for 23 
further research in pregnant and lactating individuals; and 24 

25 
Whereas, the American College of Obstetricians and Gynecologists11, National Academies of 26 
Science, Engineering, and Medicine10, and the U.S. Department of Health and Human Services 27 
have moved from an overly protectionist ethic that prioritizes minimization of fetal risk to one 28 
that recognizes the scientific, legal, and ethical complexities of research including the risks to 29 
the pregnant/lactating individual, fetus, and/or neonate of NOT doing research; and 30 

31 
Whereas, the HHS Task Force on Research Specific to Pregnant Women and Lactating Women 32 
released detailed recommendations, along with an implementation plan, to protect pregnant and 33 
lactating individuals through research, rather than from research12,13; and 34 

35 
Whereas, as this national policy discussion unfolds, the ethical guidance of our profession must 36 
undergird this discussion; and 37 
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Whereas, the existing Code of Medical Ethics Opinion 7.3.4 Maternal-Fetal Research extracts 1 
content from both the Code modernization process of 2016 with foundational original material 2 
stemming from the “Medical applications of fetal tissue transplantation” opinion passed in 1989; 3 
and 4 
 5 
Whereas, much in women’s health, research infrastructure, ethical frameworks, and liability 6 
landscape has changed since 1989 and the ethics of research in lactation is not discussed in 7 
the Code; therefore be it 8 
 9 
RESOLVED, that our American Medical Association Council on Ethical and Judicial Affairs 10 
consider updating its ethical guidance on research in pregnant and lactating individuals. 11 
(Directive to Take Action)12 

13 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/24/2024 
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RELEVANT AMA POLICY 
 
7.3.4 Maternal-Fetal Research 

Maternal-fetal research, i.e., research intended to benefit pregnant women and/or their fetuses, must 
balance the health and safety of the woman who participates and the well-being of the fetus with the 
desire to develop new and innovative therapies. One challenge in such research is that pregnant women 
may face external pressure or expectations to enroll from partners, family members, or others that may 
compromise their ability to make a fully voluntary decision about whether to participate. 

Physicians engaged in maternal-fetal research should demonstrate the same care and concern for the 
pregnant woman and fetus that they would in providing clinical care. 

In addition to adhering to general guidelines for the ethical conduct of research and applicable law, 
physicians who are involved in maternal-fetal research should: 

(a) Base studies on scientifically sound clinical research with animals and nongravid human participants 
that has been carried out prior to conducting maternal-fetal research whenever possible. 

(b) Enroll a pregnant woman in maternal-fetal research only when there is no simpler, safer intervention 
available to promote the well-being of the woman or fetus. 

(c) Obtain the informed, voluntary consent of the pregnant woman. 

(d) Minimize risks to the fetus to the greatest extent possible, especially when the intervention under 
study is intended primarily to benefit the pregnant woman. 

 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 

Resolution: 014 
(A-24) 

Introduced by: New England 

Subject: The Preservation of the Primary Care Relationship 

Referred to: Reference Committee on Amendments to Constitution and Bylaws 

Whereas, large health systems are restricting access to specialty care unless patients change 1 
their primary care physician to a physician, physician associate (PA), or nurse practitioner (NP) 2 
employed by their system, resulting in the extreme disruption of well-established patient 3 
physician relationships; and 4 

5 
Whereas, the Institute of Medicine has declared that continuity is foundational to the 6 
effectiveness of the patient physician relationship in primary care, with decades of research 7 
concluding that coordination of care is essential to building a trusting relationship1; and 8 

9 
Whereas, the Commonwealth Fund and the Agency for Healthcare Research and Quality 10 
underscore the critical role of high-quality primary care in enhancing health system 11 
effectiveness, advocating for increased financial investment, shifting to hybrid or capitated 12 
payment approaches, and emphasizing the adoption of patient-centered medical homes to 13 
address existing challenges and ensure accessibility, efficiency, and quality in healthcare2,3; and 14 

15 
Whereas, maintaining outpatient continuity with a primary care physician reduces emergency 16 
department use and hospitalizations, lowers costs, and increases patient and physician 17 
satisfaction, while discontinuity is linked to higher post discharge costs and readmission rates4,5; 18 
and 19 

20 
Whereas, value-based care contracting financially incentivizes systems to “capture” large 21 
numbers of patients which has led to the practice of large health systems coercing patients to 22 
abandon their primary care physician of choice, establishing with one of their employed 23 
physicians, NPs or PAs in order to access specialty care; and 24 

25 
Whereas, hospital consolidations have also been scrutinized for boosting costs, narrowing 26 
access, and potentially impacting care quality, where these consolidations can lead to increased 27 
prices and may not necessarily improve the quality of care patients receive6; and 28 

29 
Whereas, due to national and regional differences in access to both specialty and primary care, 30 
in addition to variations in the expansiveness of large health care systems, there is a lack of 31 
transparency and data on the impact of these restrictive practices and necessitates further 32 
study7; and 33 

34 
Whereas, there is a current crisis in healthcare with limited access to primary care and certain 35 
specialties, further, given this limited access, it is important that patients are able to obtain care 36 
across networks, and limiting this access harms both the patients and the physicians; and 37 
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Whereas, CEJA Report 1-A-01, The Patient-Physician Relationship, states that “The medical 1 
profession must strive to preserve the trust patients hold in their physicians. It cannot abandon 2 
ethical standards to economic force”8; therefore be it 3 
 4 
RESOLVED, that our American Medical Association opposes health systems requiring patients 5 
to switch to primary care physicians within a health system in order to access specialty care 6 
(New HOD Policy); and be it further 7 
 8 
RESOLVED that our AMA requests the Council on Ethical and Judicial Affairs review the ethical 9 
implications of health systems requiring patients to change to primary care clinicians employed 10 
by their system to access specialists (Directive to Take Action); and be it further 11 
 12 
RESOLVED, that our AMA advocates for policies that promote patient choice, ensure continuity 13 
of care, and uphold the sanctity of the patient-physician relationship, irrespective of healthcare 14 
system pressures or economic incentives. (Directive to Take Action) 15 
 
Fiscal Note: Moderate - between $5,000 - $10,000 
 
Received: 5/7/2024 
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RELEVANT AMA POLICY 
 
Preservation of Physician-Patient Relationships and Promotion of Continuity of Patient Care H-
160.901 
Our AMA supports: (1) policies that encourage the freedom of patients to choose the health care delivery 
system that best suits their needs and provides them with a choice of physicians; (2) the freedom of 
choice of physicians to refer their patients to the physician practice or hospital that they think is most able 
to provide the best medical care when appropriate care is not available within a limited network of 
providers; and (3) policies that encourage patients to return to their established primary care provider 
after emergency department visits, hospitalization or specialty consultation. 
 
Disease Management and Demand Management H-285.944 
The AMA strongly encourages health insurance plans and managed care organizations that provide 
disease management to involve the patient's current primary or principal care physician in the disease 
management process as much as possible, and to minimize arrangements that may impair the continuity 
of a patient's care across different settings.  
 
1.1.1 Patient-physician relationships--background reports_0.pdf (ama-assn.org) 

https://www.commonwealthfund.org/blog/2022/evidence-based-strategies-strengthening-primary-care-us
https://health.gov/healthypeople/priority-areas/social-determinants-health/literature-summaries/access-health-services
https://code-medical-ethics.ama-assn.org/sites/amacoedb/files/2022-08/1.1.1%20Patient-physician%20relationships--background%20reports_0.pdf
https://code-medical-ethics.ama-assn.org/sites/amacoedb/files/2022-08/1.1.1%20Patient-physician%20relationships--background%20reports_0.pdf
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Relevant AMA Correspondences 
 
RE: The Acquisition of Aetna, Inc. by CVS Health Corporation 2018, to the United States Department of 
Justice 
We are writing to provide our views regarding the proposed merger of CVS Health Corporation (CVS), the 
largest retail pharmacy chain and specialty pharmacy in the U.S. and one of the two largest pharmacy 
benefit managers (PBM), and Aetna, Inc. (Aetna), the third largest U.S. health insurer. The AMA has 
studied this merger, an analysis that started almost as soon as the merger was officially announced. The 
AMA has sought the views of prominent health economists, health policy and antitrust experts—some of 
whom testified in a California Department of Insurance hearing on this merger. After very carefully 
considering this merger over the past months, the AMA has come to the conclusion that this merger 
would likely substantially lessen competition in many health care markets, to the detriment of patients. 
Accordingly, based on the mutually confirming analyses and conclusions presented by the nationally 
recognized experts and other experts, as well as extensive research, the AMA is now convinced that the 
proposed CVS-Aetna merger should be blocked. 
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Resolution: 015  
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Introduced by: New England  
 
Subject: Health and Racial Equity in Medical Education to Combat Workforce 

Disparities 
 
Referred to: Reference Committee on Amendments to Constitution and Bylaws 
 
 
Whereas, achieving health equity requires valuing everyone equally with focused and ongoing 1 
societal efforts to address avoidable inequalities, historical and contemporary injustices, and 2 
social determinants of health — to eliminate disparities in health and health care1; and 3 
 4 
Whereas, the road to achieving health equity requires a diverse and equitable workforce that is 5 
essential to optimizing health care access and the quality of patient care; and 6 
 7 
Whereas, many barriers remain and unique challenges persist for some diverse groups 8 
attempting to enter the medical field and successfully matriculate through the profession of 9 
medicine.   This is strongly indicated in demographics of currently practicing physicians; and  10 
 11 
Whereas, among active physicians, 56.2% identified as White, 17.1% identified as Asian, 5.8% 12 
identified as Hispanic, and ~5.0% identified as Black or African American2; and 13 
 14 
Whereas, in 2015, the percentage of matriculants from racial/ethnic groups underrepresented in 15 
medicine remained low:  Black at 6.5%, Hispanic, Latino, or Spanish at 6.4% and American 16 
Indian at 0.3%.  The data is especially concerning as the Hispanic population is expected to 17 
increase by 26% by 20303,4; and 18 
 19 
Whereas, black people account for roughly 13 percent of the US population, they make up only 20 
5.5 percent of the physician workforce and 7.3 percent of medical students.  In 1940, when 21 
9.7% of the total population was Black, 2.8% of physicians at that time were Black.  These 22 
representational disparities have not changed appreciably in decades;3,4 and 23 
 24 
Whereas, additional barriers exits for certain minority groups.  Black trainees face higher rates 25 
of remedial intervention and dismissal from their programs than their White counterparts, thus 26 
leading to concerns of over-policing in medical education; and  27 
 28 
Whereas, over-policing in education begins as early as primary school and continues through 29 
high school, college, medical education, and into the workforce.   In graduate medical 30 
education, biased scrutiny begins with the use of metrics that disadvantage Black applicants in 31 
the residency selection process;5  and 32 
 33 
Whereas, black residents account for about 5% of all residents, yet they accounted for nearly 34 
20% of those who were dismissed in 2015;7and 35 
 36 
Whereas, increased scrutiny and expectations can lead to damaging effects such as symptoms 37 
of depression and anxiety among minority students, residents and physicians. This often leads 38 

https://www.aamc.org/data-reports/students-residents/interactive-data/report-residents/2020/table-b5-md-residents-race-ethnicity-and-specialty
https://southernhospitalmedicine.org/wp-content/uploads/2019/10/McDade-ACGME-SHM-Presentation-McDade-Final.pdf
https://southernhospitalmedicine.org/wp-content/uploads/2019/10/McDade-ACGME-SHM-Presentation-McDade-Final.pdf
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to reducing practice hours or leaving medicine, creating even greater workforce 1 
disparities;5  therefore be it 2 
 3 
RESOLVED, that our American Medical Association further study and track the prevalence of 4 
attending physicians’ and trainees’ dismissals and remedial interventions, based on race, 5 
gender, and ethnicity as well as the disproportionate impacts this has on workforce disparities 6 
(Directive to Take Action); and be it further 7 
 8 
RESOLVED, that our AMA engage stakeholders to study and report back how to effectively 9 
support underrepresented groups in medicine to level the playing field for those most affected 10 
by bias and historical harms (Directive to Take Action); and be it further 11 
 12 
RESOLVED, that our AMA work with stakeholders to make recommendations on a review and 13 
appeals process that will enable physicians and trainees to receive a fair and equitable due 14 
process in defense of alleged shortcomings. (Directive to Take Action)15 

16 
Fiscal Note: Moderate - between $5,000 - $10,000 
 
Received: 5/7/2024 
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RELEVANT AMA POLICY 

Strategies for Enhancing Diversity in the Physician Workforce H-200.951 
Our AMA: (1) supports increased diversity across all specialties in the physician workforce in the 
categories of race, ethnicity, disability status, sexual orientation, gender identity, socioeconomic origin, 
and rurality; (2) commends the Institute of Medicine (now known as the National Academies of Sciences, 
Engineering, and Medicine) for its report, "In the Nation's Compelling Interest: Ensuring Diversity in the 
Health Care Workforce," and supports the concept that a racially and ethnically diverse educational 
experience results in better educational outcomes; (3) encourages the development of evidence-informed 
programs to build role models among academic leadership and faculty for the mentorship of students, 
residents, and fellows underrepresented in medicine and in specific specialties; (4) encourages 
physicians to engage in their communities to guide, support, and mentor high school and undergraduate 
students with a calling to medicine; (5) encourages medical schools, health care institutions, managed 
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care and other appropriate groups to adopt and utilize activities that bolster efforts to include and support 
individuals who are underrepresented in medicine by developing policies that articulate the value and 
importance of diversity as a goal that benefits all participants, cultivating and funding programs that 
nurture a culture of diversity on campus, and recruiting faculty and staff who share this goal; and (6) 
continue to study and provide recommendations to improve the future of health equity and racial justice in 
medical education, the diversity of the health workforce, and the outcomes of marginalized patient 
populations. 
CME Rep. 1, I-06 Reaffirmed: CME Rep. 7, A-08 Reaffirmed: CCB/CLRPD Rep. 4, A-13 Modified: CME 
Rep. 01, A-16 Reaffirmation A-16 Modified: Res. 009, A-21 Modified: CME Rep. 5, A-21 

Continued Support for Diversity in Medical Education D-295.963 
Our AMA will: (1) publicly state and reaffirm its support for diversity in medical education and 
acknowledge the incorporation of DEI efforts as a vital aspect of medical training; (2) request that the 
Liaison Committee on Medical Education regularly share statistics related to compliance with 
accreditation standards IS-16 and MS-8 with medical schools and with other stakeholder groups; (3) work 
with appropriate stakeholders to commission and enact the recommendations of a forward-looking, cross-
continuum, external study of 21st century medical education focused on reimagining the future of health 
equity and racial justice in medical education, improving the diversity of the health workforce, and 
ameliorating inequitable outcomes among minoritized and marginalized patient populations; (4) advocate 
for funding to support the creation and sustainability of Historically Black College and University (HBCU), 
Hispanic-Serving Institution (HSI), and Tribal College and University (TCU) affiliated medical schools and 
residency programs, with the goal of achieving a physician workforce that is proportional to the racial, 
ethnic, and gender composition of the United States population; (5) directly oppose any local, state, or 
federal actions that aim to limit diversity, equity, and inclusion initiatives, curriculum requirements, or 
funding in medical education; (6) advocate for resources to establish and maintain DEI offices at medical 
schools that are staff-managed and student- and physician-guided as well as committed to longitudinal 
community engagement; (7) investigate the impacts of state legislation regarding DEI-related efforts on 
the education and careers of students, trainees, and faculty; (8) recognize the disproportionate efforts by 
and additional responsibilities placed on minoritized individuals to engage in diversity, equity, and 
inclusion efforts; and (9) collaborate with the Association of American Medical Colleges, the Liaison 
Committee on Medical Education, and relevant stakeholders to encourage academic institutions to utilize 
Diversity, Equity, and Inclusion activities and community engagement as criteria for faculty and staff 
promotion and tenure. 
Res. 325, A-03 Appended: CME Rep. 6, A-11 Modified: CME Rep. 3, A-13 Appended: CME Rep. 5, A-21 
Modified: CME Rep. 02, I-22 Appended: Res. 319, A-22 Modified: Res. 319, A-23 

Diversity in the Physician Workforce and Access to Care D-200.982 
Our AMA will: (1) continue to advocate for programs that promote diversity in the US medical workforce, 
such as pipeline programs to medical schools; (2) continue to advocate for adequate funding for federal 
and state programs that promote interest in practice in underserved areas, such as those under Title VII 
of the Public Health Service Act, scholarship and loan repayment programs under the National Health 
Services Corps and state programs, state Area Health Education Centers, and Conrad 30, and also 
encourage the development of a centralized database of scholarship and loan repayment programs; and 
(3) continue to study the factors that support and those that act against the choice to practice in an 
underserved area, and report the findings and solutions at the 2008 Interim Meeting. 
CME Rep. 7, A-08 Reaffirmation A-13 Reaffirmation: A-16 Reaffirmed: CME Rep. 5, A-21 
 
Strategies for Enhancing Diversity in the Physician Workforce D-200.985 
1. Our AMA, independently and in collaboration with other groups such as the Association of American 
Medical Colleges (AAMC), will actively work and advocate for funding at the federal and state levels and 
in the private sector to support the following: (a) Pipeline programs to prepare and motivate members of 
underrepresented groups to enter medical school; (b) Diversity or minority affairs offices at medical 
schools; (c) Financial aid programs for students from groups that are underrepresented in medicine; and 
(d) Financial support programs to recruit and develop faculty members from underrepresented groups. 
2. Our AMA will work to obtain full restoration and protection of federal Title VII funding, and similar state 
funding programs, for the Centers of Excellence Program, Health Careers Opportunity Program, Area 
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Health Education Centers, and other programs that support physician training, recruitment, and retention 
in geographically-underserved areas. 
3. Our AMA will take a leadership role in efforts to enhance diversity in the physician workforce, including 
engaging in broad-based efforts that involve partners within and beyond the medical profession and 
medical education community. 
4. Our AMA will encourage the Liaison Committee on Medical Education to assure that medical schools 
demonstrate compliance with its requirements for a diverse student body and faculty. 
5. Our AMA will develop an internal education program for its members on the issues and possibilities 
involved in creating a diverse physician population. 
6. Our AMA will provide on-line educational materials for its membership that address diversity issues in 
patient care including, but not limited to, culture, religion, race and ethnicity. 
7. Our AMA will create and support programs that introduce elementary through high school students, 
especially those from groups that are underrepresented in medicine (URM), to healthcare careers. 
8. Our AMA will create and support pipeline programs and encourage support services for URM college 
students that will support them as they move through college, medical school and residency programs. 
9. Our AMA will recommend that medical school admissions committees and residency/fellowship 
programs use holistic assessments of applicants that take into account the diversity of preparation and 
the variety of talents that applicants bring to their education with the goal of improving health care for all 
communities. 
10. Our AMA will advocate for the tracking and reporting to interested stakeholders of demographic 
information pertaining to URM status collected from Electronic Residency Application Service (ERAS) 
applications through the National Resident Matching Program (NRMP). 
11. Our AMA will continue the research, advocacy, collaborative partnerships and other work that was 
initiated by the Commission to End Health Care Disparities. 
12. Our AMA unequivocally opposes legislation that would dissolve affirmative action or punish 
institutions for properly employing race-conscious admissions as a measure of affirmative action in order 
to promote a diverse student population. 
13. Our AMA will work with the AAMC and other stakeholders to create a question for the AAMC 
electronic medical school application to identify previous pipeline program (also known as pathway 
program) participation and create a plan to analyze the data in order to determine the effectiveness of 
pipeline programs. 
CME Rep. 1, I-06 Reaffirmation I-10 Reaffirmation A-13 Modified: CCB/CLRPD Rep. 2, A-14 
Reaffirmation: A-16 Appended: Res. 313, A-17 Appended: Res. 314, A-17 Modified: CME Rep. 01, A-18 
Appended: Res. 207, I-18 Reaffirmation: A-19 Appended: Res. 304, A-19 Appended: Res. 319, A-19 
Modified: CME Rep. 5, A-21 Modified: CME Rep. 02, I-22 Modified: Res. 320, A-23 
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Resolution: 016  
(A-24) 

Introduced by:  New York 
 
Subject: Guiding Principles for the Healthcare of Migrants 

 
Referred to:  Reference Committee on Amendments to Constitution and Bylaws 
 

Whereas, there has been a recent increase in migrants and asylum seekers in the United States 1 
that has garnered New York City, New York State and National media attention 1; and 2 
 3 
Whereas, this recent increase in migrants and asylum seekers has overwhelmed multiple areas 4 
of the United States, including southern border states such as Texas and Arizona, and has 5 
resulted in their coordinated transportation to cities that have “right to shelter” laws, such as 6 
New York City, Chicago, Denver and Washington D.C. 2,3, and 7 
 8 
Whereas, from April 2022 to December 2023, more than 150,000 migrants have arrived in New 9 
York City;1 and 10 
 11 
Whereas, the Mayor of the City of New York declared an “Asylum Seeker State of Emergency” 12 
on 10/7/22, calling for increased aid from State and Federal governments4; and 13 
 14 
Whereas, the 2022-2023 New York City budgets did not account for this recent increase in 15 
migrants and asylum seekers, yet New York City has attempted to divert adequate resources to 16 
the New York City Health and Hospital System, which operates the Humanitarian Emergency 17 
Response and Relief Centers (HERRCs) which process the intake, screening, shelter, 18 
healthcare and other needs of migrants and asylum seekers 5; and 19 
 20 
Whereas, the diversion of funds from the New York City budget to HERRCs and other 21 
associated costs of the recent increase in migrants and asylum seekers has resulted in a 22 
decreased funding of other New York City municipal services, such as public libraries, public 23 
schools and law enforcement6; and  24 
 25 
Whereas, New York State has declared a Disaster Emergency via Executive Order No. 28.7 in 26 
response to the recent increase in migrants and asylum seekers in New York State 7, and 27 
 28 
Whereas, despite a $1 Billion addition to the New York State 2024 Budget allocated for 29 
response for migrants and asylum seekers, as well as mobilization of 1,500 National Guard 30 
Members and an Executive Order mobilizing additional resources, the New York State Governor 31 
is requesting additional support and resources from the Federal Government, including FEMA, 32 
the U.S. Department of Defense, and the National Parks Service 8, 9, 10; and 33 
 34 
Whereas, New York City has become so financially overwhelmed with the recent increase in 35 
migrants and asylum seekers that it has requested discontinuation of its “right to shelter” 36 
statutes, and has reverted to litigating bus transportation companies for costs associated with 37 
the healthcare and housing of asylum seekers they have brought 11, 12; and  38 
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Whereas, Federal legislators are considering massive overhauls to immigration policy, but only 1 
at the expense of continued financial aid in the international conflict between Russia and 2 
Ukraine 13; and 3 
 4 
Whereas, having adequate policy regarding the guiding principles of the healthcare for migrants 5 
and asylum seekers will allow organized medicine groups to adequately respond to future 6 
legislation or executive actions regarding the present migration crisis and future migration 7 
issues; and 8 
 9 
Whereas, the First District Branch of MSSNY has “RESOLVED, that the First District Branch will 10 
collaborate together to write a resolution … to advocate for increased federal funding, and other 11 
federal solutions, to address the public health needs of the recent 2023 increase in asylum-12 
seeking migrants.”, but has no other standing policy on migrants and asylum seekers; and  13 
 14 
Whereas, the Medical Society of the State of New York does not have any present relevant 15 
policy regarding providing healthcare for migrant and asylum seekers, and  16 
 17 
Whereas, the American Medical Association policy D-350.975 “Immigration Status is a Public 18 
Health Issue” does recognize “immigration status is a public health issue” and “will support the 19 
development and implementation of public health policies and programs that aim to improve 20 
access to healthcare and minimize systemic health barriers for immigrant communities”, and 21 
AMA policy H-350.957 “Addressing Immigrant Health Disparities” addresses a limited scope of 22 
issues related to the healthcare of migrants, without reference to many important principles and 23 
priorities as identified by the World Health Organization 14, 15, 16, 17; and 24 
 25 
Whereas, while the current migrant crisis being faced in the United States is causing recent 26 
local, state and national attention to this issue, other groups dedicated to the study and policy 27 
development of the healthcare of migrants at the international level report that this is indeed a 28 
part of a larger global migration trend, with the World Health Organization noting that from “2000 29 
- 2017, the total number of international migrants rose from 173 million to 258 million, an 30 
increase of 49%” 16; and 31 
 32 
Whereas, migrants face many unique health challenges and vulnerabilities including but not 33 
limited to; inadequate access to healthcare, increased need for mental health services, 34 
inadequate disease prevention, inadequate provision of care, lack of financial protection, 35 
discrimination, language and cultural barriers, increased risk of encountering communicable 36 
diseases, poor access to vaccination, inadequate continuity of care, inadequate health record 37 
portability, food insecurity, malnutrition, sexual and gender-based violence including abuse and 38 
trafficking and unsafe work conditions 16, therfore be it 39 
 40 
RESOLVED, that our American Medical Association advocate for the development of adequate 41 
policies and / or legislation to address the healthcare needs of migrants and asylum seekers in 42 
cooperation with relevant legislators and stakeholders based on the following guiding principles, 43 
adapted from the High-level meeting of the Global Consultation on Migrant Health, i.e. the 44 
“Colombo Statement” (Directive to Take Action); and be it further 45 
 46 
RESOLVED, that our AMA recognizes that migration status is a social determinant of health 47 
(New HOD Policy); and be it further  48 



Resolution: 016  (A-24) 
Page 3 of 4 

 
RESOLVED, that our AMA affirms the importance of multi-sectoral coordination and inter-1 
country engagement and partnership in enhancing the means of addressing health aspects of 2 
migration (New HOD Policy); and be it further 3 
 4 
RESOLVED, that our AMA recognizes that the enhancement of migrants’ health status relies on 5 
an equitable and non-discriminatory access to and coverage of health care and cross-border 6 
continuity of care at an affordable cost avoiding severe financial consequences for migrants, as 7 
well as for their families (New HOD Policy); and be it further 8 
 9 
RESOLVED, that our AMA recognizes that investment in migrant health provides positive 10 
dividends compared to public health costs due to exclusion and neglect, and therefore 11 
underscore the need for financing mechanisms that mobilize different sectors of society, 12 
innovation, identification and sharing of good practices in this regard, and be it further 13 
 14 
RESOLVED, that our AMA recognizes that the promotion of the physical and mental health of 15 
migrants as defined by the following select objectives from the World Health Organization’s 16 
72nd World Health Assembly, Global action plan on promoting the health of refugees and 17 
migrants, 2019-2023, is accomplished by 18 
 19 

1. Ensuring that essential components, such as vaccination of children and adults and the 20 
provision of health promotion, disease prevention, timely diagnosis and treatment, 21 
rehabilitation and palliative services for acute, chronic and infectious diseases, injuries, 22 
mental and behavioral disorders, and sexual and reproductive health care for women, 23 
are addressed. 24 

 25 
2. Improving the quality, acceptability, availability and accessibility of health care services, 26 

for instance by overcoming physical, financial, information, linguistic and other cultural 27 
barriers, with particular attention to services for chronic conditions and mental health, 28 
which are often inadequately addressed or followed up during the migration and 29 
displacement process, and by working to prevent occupational and work-related 30 
diseases and injuries among migrant workers and their families by improving the 31 
coverage, accessibility and quality of occupational and primary health care services and 32 
social protection systems. 33 

 34 
3. Ensuring that the social determinants of migrants’ health are addressed through joint, 35 

coherent multisectoral actions in all public health policy responses, especially ensuring 36 
promotion of well-being for all at all ages, and facilitating orderly, safe, and responsible 37 
migration and mobility of people, including through implementation of planned and well-38 
managed migration policies, as defined in the Sustainable Development Goals of the 39 
United Nations. 40 

 41 
4. Ensuring that information and disaggregated data at global, regional and country levels 42 

are generated and that adequate, standardized, comparable records on the health of 43 
migrants are available to support policy-makers and decision-makers to develop more 44 
evidence-based policies, plans and interventions. 45 

 46 
5. Providing accurate information and dispelling fears and misperceptions among migrant 47 

and host populations about the health impacts of migration and displacement on migrant 48 
populations and on the health of local communities and health systems. (New HOD 49 
Policy) 50 
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Introduced by: New York  
 
Subject: Addressing the Historical Injustices of Anatomical Specimen Use 
 
Referred to: Reference Committee on Amendments to Constitution and Bylaws 
 

Whereas, in the wake of the recent Harvard Anatomical Donation scandal, there is a clear need 1 
to reform rules and regulations surrounding the use of anatomical specimens in medical 2 
education, anthropological study, and related disciplines; and 1,2,3 3 
 4 
Whereas, America has a long and well-documented history of exploitation against American 5 
Indians, Alaska Natives, people of color, immigrants, those with disabilities, incarcerated people, 6 
non-Christian, and poor citizens, who historically have not been afforded the same rights as 7 
white, able-bodied Americans; and 4-7 8 
 9 
Whereas, preserved and skeletal anatomical specimens from as far back as the 1800s are still 10 
held by medical schools and used for educational purposes today; and 8-12 11 
 12 
Whereas, the need for anatomical specimens has long since outpaced supply now and even 13 
more in the distant past; and 13 14 
 15 
Whereas, in the 1800s the theft of the bodies of minority populations like that of indigenous, 16 
enslaved, and free Black citizens was a common practice increasing supply of anatomical 17 
specimens without attracting scrutiny from legal entities; and 14-16 18 
 19 
Whereas, some institutions have begun decommissioning, cremating, or returning remains of 20 
some slaves or minority populations; and 17-19 21 
 22 
Whereas, other institutions have fought to hold on to remains like those of mother Bessie 23 
Wilborn, who had Paget's disease, whose skeleton still hangs at the University of Georgia 24 
against the wishes of her family; and 20-21 25 
 26 
Whereas, despite laws such as the Native American Graves and Repatriation Act, which 27 
“requires federal agencies and institutions that receive federal funding to return Native American 28 
"cultural items" to lineal descendants and culturally affiliated American Indian tribes, Alaska 29 
Native villages, and Native Hawaiian organizations”, museums and institutions of higher 30 
learning have not complied with these laws; and 30, 31 31 
 32 
Whereas, Harvard holds human remains of 19 likely enslaved individuals and thousands of 33 
Native Americans according to a recent report 29-30; and  34 
 35 
Whereas, the Peabody Museum at Harvard stewards a collection of hair samples, and often 36 
names, taken from Indigenous people including clippings of hair from approximately 700 Native 37 
American children attending federal Indian Boarding Schools29; and  38 
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Whereas, the final manifestation of medical racism is the use of patient's bodies without their 1 
consent and the repatriation of these specimens is an important step toward healing minorities' 2 
distrust in medicine21; and   3 
 4 
Whereas, today many states have presumed consent laws that still allow for bodies that haven’t 5 
been claimed in as short as few days to be donated for dissection; and 27, 28 6 
 7 
Whereas, the majority of unclaimed bodies are non-white person, persons with mental health 8 
issues, or are the bodies of low- income individuals; and 26-28 9 
 10 
Whereas, the medical ethics community in America has expressed concern about presumed 11 
consent in the case of organ donation due to potential for damage the relationship of trust 12 
between clinicians caring for patients at the end of life and their families and loss of autonomy 13 
especially amongst those least capable of registering objections; and 25, 26 14 
 15 
Whereas, AMA Code of Ethics 6.1.4. cautions against the practice of presumed consent for 16 
deceased organ donation, but the AMA has no current policy on what constitutes ethical 17 
consent processes for donation of cadavers or body parts following death for educational 18 
purposes; and 19 
 20 
Whereas, AMA Code of Ethics 6.1.3 provides guidelines on financial incentives for cadaveric 21 
donations; however both opinions were developed in reports in 2002 and 2005 respectively, and 22 
do not consider the issues from a lens of medical racism; and 23 
 24 
Whereas, MSSNY recently passed comprehensive new policy at its 2024 HOD calling for 25 
several actions to address the historical injustices of anatomical specimen use in NY State and 26 
for forwarding proposed policy to the AMA; therefore be it 27 
 28 
RESOLVED, that Our American Medical Association advocate to AAMC (Association of 29 
American Medical Colleges) and other appropriate bodies for the return of human remains to 30 
living family members, or, if none exist, the burial of anatomical specimens older than 2 years 31 
where consent for permanent donation cannot be proven (Directive to Take Action); and be it 32 
further 33 
 34 
RESOLVED, that our AMA advocate that medical schools and teaching hospitals in the US 35 
review their anatomical collections for remains of American Indian, Hawaiian Native, and Alaska 36 
Native remains and immediately return remains and skeletal collections to tribal governments; 37 
as required by laws such as the Native American Graves and Repatriation Act (Directive to 38 
Take Action); and be it further 39 
 40 
RESOLVED, that our AMA advocate that medical schools and teaching hospitals in the US 41 
review their anatomical collections for remains of Black and Brown people and other minority 42 
groups, and return remains and skeletal collections to living family members, or, if none exist, 43 
then respectful burial of anatomical specimens or remains (Directive to Take Action); and be it 44 
further 45 
 46 
RESOLVED, that Our AMA seek legislation or regulation that requires the return of anatomic 47 
specimens of American Indian, Hawaiian Natives, Alaskan Natives and other minority groups 48 
(Directive to Take Action); and be it further  49 
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RESOLVED, that Our AMA support the creation of a national anatomical specimen database 1 
that includes registry demographics (New HOD Policy); and be it further 2 
 3 
RESOLVED, that our AMA study and develop recommendations regarding regulations for 4 
ethical body donations including, but not limited to guidelines for informed and presumed 5 
consent; care and use of cadavers, body parts, and tissue (Directive to Take Action); and be it 6 
further 7 
 8 
RESOLVED, that our AMA amend policy 6.1.4 Presumed Consent & Mandated Choice for 9 
Organs from Deceased Donors should be amended as follows:  10 

○ Physicians who propose to develop or participate in pilot studies of presumed 11 
consent or mandated choice should ensure that the study adheres to the 12 
following guidelines: 13 

■ (a) Is scientifically well designed and defines clear, measurable outcomes 14 
in a written protocol. 15 

■ (b) Has been developed in consultation with the population among whom 16 
it is to be carried out. 17 

■ (c) Has been reviewed and approved by an appropriate oversight body 18 
and is carried out in keeping with guidelines for ethical research. 19 

○ Unless there are data that suggest a positive effect on donation, n Neither 20 
presumed consent nor mandated choice for cadaveric organ donation should be 21 
widely implemented. 22 

(Modify Current HOD Policy); and be it further 23 
 24 
RESOLVED, that our AMA believes that, for purpose of differentiation and clarity, anatomical 25 
specimens, tissues and other human material that were collected and maintained for purposes 26 
of diagnosis and compliance under Clinical Laboratory Improvement Act (CLIA) where informed 27 
consent has been obtained are consistent with the goals of this resolution, and that 28 
biospecimens donated for research, education, and transplantation with informed consents of 29 
donors (or, if available, next of kin if deceased) are consistent with the goals of this resolution as 30 
such materials can advance medical knowledge, improve the quality of healthcare and save 31 
lives. (New HOD Policy) 32 

Fiscal Note: To Be Determined 

Received: 5/8/2024 
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RELEVANT AMA POLICY 

Improving Body Donation Regulation H-460.890 
Our AMA recognizes the need for ethical, transparent, and consistent body and body part donation 
regulations. 
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Organ Donation and Honoring Organ Donor Wishes H-370.998 
Our AMA: 

(1) continues to urge the citizenry to sign donor cards and supports continued efforts to educate the 
public on the desirability of, and the need for, organ donations, as well as the importance of 
discussing personal wishes regarding organ donation with appropriate family members 

(2) when a good faith effort has been made to contact the family, actively encourage Organ 
Procurement Organizations and physicians to adhere to provisions of the Uniform Anatomical Gift 
Act which allows for the procurement of organs when the family is absent and there is a signed 
organ donor card or advanced directive stating the decedent's desire to donate the organs. 

 
Medical Ethics and Continuing Medical Education H-300.964 
The AMA encourages accredited continuing medical education sponsors to plan and conduct programs 
and conferences emphasizing ethical principles in medical decision making. 
Accelerating Change in Medical Education: Strategies for Medical Education Reform H-295.871 
 
Our AMA continues to recognize the need for transformation of medical education across the continuum 
from premedical preparation through continuing physician professional development and the need to 
involve multiple stakeholders in the transformation process, while taking an appropriate leadership and 
coordinating role. 
 
6.1.4 Presumed Consent & Mandated Choice for Organs from Deceased Donors 
Physicians who propose to develop or participate in pilot studies of presumed consent or mandated 
choice should ensure that the study adheres to the following guidelines: 
 

(a) Is scientifically well designed and defines clear, measurable outcomes in a written protocol. 
(b) Has been developed in consultation with the population among whom it is to be carried out. 
(c) Has been reviewed and approved by an appropriate oversight body and is carried out in 
keeping with guidelines for ethical research. 
Unless there are data that suggest a positive effect on donation, neither presumed consent nor 
mandated choice for cadaveric organ donation should be widely implemented. 
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Resolution: 018  
(A-24) 

 
Introduced by: New York  
 
Subject: Opposing Violence, Terrorism, Discrimination, and Hate Speech 
 
Referred to: Reference Committee on Amendments to Constitution and Bylaws 
 
 
Whereas, the American Medical Association represents hundreds of thousands of physicians 1 
across the United States; and 2 
 3 
Whereas, the AMA is committed to promoting the health and well-being of all individuals and 4 
communities; and 5 
 6 
Whereas, the AMA recognizes the inherent dignity and worth of every person, regardless of 7 
race, ethnicity, gender, disability, religious affiliation, cultural affiliation, sexual orientation, or 8 
other factor; and  9 
 10 
Whereas, the AMA condemns all forms of violence, terrorism, discrimination, and hate speech 11 
perpetrated against any group or individual; and 12 
 13 
Whereas, the AMA acknowledges the ongoing conflicts and persecution faced by numerous 14 
groups around the world, including but not limited to: 15 
 16 

• Ethnic minorities such as the Rohingya in Myanmar, the Uighurs in China, and the Kurds 17 
 18 

• Religious communities such as Jews, Muslims, Christians, Yazidis, etc. 19 
 20 

• Indigenous populations 21 
 22 

• LGBTQ+ individuals 23 
 24 

• Refugees and asylum seekers in many countries 25 
 26 
Whereas, current events including but not limited to the conflicts in the Middle East and Ukraine-27 
Russia provide context for this resolution and demonstrate the AMA’s awareness of global 28 
issues; and 29 
 30 
Whereas, it is imperative for the AMA to address issues of recognition and commemoration in a 31 
manner that fosters unity, understanding, and healing among all communities; therefore be it 32 
 33 
RESOLVED, that our American Medical Association strongly condemns all acts of violence, 34 
terrorism, discrimination, and hate speech against any group or individual, regardless of race, 35 
ethnicity, religious affiliation, cultural affiliation, gender, sexual orientation, disability, or other 36 
factor (New HOD Policy); and be it further  37 
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RESOLVED, that our AMA affirms its commitment to promoting dialogue, empathy, and mutual 1 
respect among diverse communities, recognizing the importance of fostering understanding and 2 
reconciliation (New HOD Policy); and be it further 3 
 4 
RESOLVED, that our AMA recognizes the importance of commemorating and honoring the 5 
victims of tragedies throughout human history, in a manner that respects the dignity and 6 
sensitivities of all affected communities (New HOD Policy); and be it further 7 
 8 
RESOLVED, that our AMA encourages initiatives that promote education, awareness, and 9 
solidarity to prevent future acts of violence and promote social cohesion (New HOD Policy); and 10 
be it further 11 
 12 
RESOLVED, that our AMA acknowledges the diverse perspectives and experiences within its 13 
membership and commits to facilitating constructive dialogue and engagement on sensitive and 14 
polarizing issues (New HOD Policy); and be it further 15 
 16 
RESOLVED, that our AMA calls for continued collaboration and partnership with organizations 17 
representing diverse communities. (Directive to Take Action) 18 

19 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 5/8/2024 



AMERICAN MEDICAL ASSOCIATION MINORITY AFFAIRS SECTION 
 

Resolution 019 
(A-24)

 
Introduced by: 
 

Minority Affairs Section 

Subject: 
 

Supporting the Health of Our Democracy 

Referred to: Reference Committee on Amendments to Constitution and Bylaws 
 

Whereas, our American Medical Association “acknowledges voting is a social determinant of 1 
health and significantly contributes to the analyses of other social determinants of health as a 2 
key metric”; and  3 
 4 
Whereas, our AMA “recognizes that gerrymandering which disenfranchises 5 
individuals/communities limits access to health care, including but not limited to the expansion 6 
of comprehensive medical insurance coverage, and negatively impacts health outcomes”; and  7 
 8 
Whereas, our AMA “will collaborate with appropriate stakeholders and provide resources to 9 
firmly establish a relationship between voter participation and health outcomes”; and 10 
 11 
Whereas, the Association of American Medical Colleges (AAMC) supports medical schools and 12 
teaching hospitals facilitating nonpartisan voter registration efforts1; and 13 
 14 
Whereas, a growing body of research demonstrates the relationship between the political 15 
determinants of health (including voter rates, government participation, and policy engagement) 16 
and other social determinants, including how votes lost to morbidity and mortality in 17 
underrepresented populations impact electoral and policy outcomes2-4; and   18 
 19 
Whereas, lower voter rates among elderly patients, patients with disabilities, patients who are 20 
socially isolated, and low-income patients are associated with poor reported health, and 21 
increased voter rates are associated with healthier lifestyle behaviors and improved mental 22 
health, even when controlling for income inequality4-10; and  23 
 24 
Whereas, health facilities’ nonpartisan voter registration efforts demonstrate improved civic 25 
engagement and are protected by the National Voter Registration Act and IRS code11-14; and 26 
 27 
Whereas, emergency absentee ballot access for people experiencing or managing medical 28 
emergencies is variable across states, with only 23 offering coverage for patients’ relatives and 29 
only 17 extending protections to healthcare workers12; and 30 
 31 
Whereas, physician voter rates are lower than the general public, often due to work conflicts, 32 
although rates are higher in states with universal mail ballots15-16; and 33 
 34 
Whereas, President Biden’s Executive Order on Promoting Access to Voting strongly 35 
encourages federal agencies, including Veterans Health Administration (VHA) and Indian Health 36 
Service sites to seek designation as voter registration sites17; and 37 
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Whereas, other federal health and social programs such as the VHA, Medicaid, and SNAP/WIC 1 
offer voter registration services, and the Health Resources and Services Administration even 2 
offers guidance for Federally Qualified Health Centers to organize such efforts12,18-19; and 3 
 4 
Whereas, civic engagement efforts are limited at Indian Health Service, Tribal, and Urban Indian 5 
Health Programs, which are crucial interfaces with Native American patients and Tribal 6 
governments20-21; and 7 
 8 
Whereas, gerrymandering disenfranchises voters, especially voters of color and low-income 9 
voters, resulting in electoral outcomes that do not accurately reflect popular votes and 10 
subsequent governments who often limit ballot access once in power22-24; and 11 
 12 
Whereas, increased gerrymandering and barriers to ballot access are associated with lower life 13 
expectancies, obstruction of Medicaid expansion, and perpetuation of systemic racial health 14 
inequities, especially among Black, Latine, and Native American populations3,23-24; and 15 
 16 
Whereas, the primary solution to gerrymandering is the creation of independent, nonpartisan 17 
redistricting commissions, so if our AMA recognizes that gerrymandering is a threat to health 18 
outcomes, then we should support solutions to mitigate this problem25; therefore be it 19 
 20 
RESOLVED, that our American Medical Association support policies that ensure safe and 21 
equitable access to voting and opposes the institutional barriers to both the process of voter 22 
registration and the act of casting a vote (New HOD Policy); and be it further 23 
      24 
RESOLVED, that our AMA encourage physicians and medical trainees to vote, oppose barriers 25 
to their participation in the electoral process, and support their and other healthcare workers’ 26 
engagement in nonpartisan voter registration efforts in healthcare settings, including emergency 27 
absentee ballot procedures for qualifying patients, visitors, and healthcare workers (New HOD 28 
Policy); and be it further                               29 
 30 
RESOLVED, that our AMA support the use of independent, nonpartisan commissions to draw 31 
districts for both federal and state elections. (New HOD Policy) 32 
 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Date Received: 5/8/2024 
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RELEVANT AMA POLICY 
 
Support for Safe and Equitable Access to Voting H-440.805 
1. Our AMA supports measures to facilitate safe and equitable access to voting as a harm-reduction 
strategy to safeguard public health and mitigate unnecessary risk of infectious disease transmission by 
measures including but not limited to: (a) extending polling hours; (b) increasing the number of polling 
locations; (c) extending early voting periods; (d) mail-in ballot postage that is free or prepaid by the 
government; (e) adequate resourcing of the United States Postal Service and election operational 
procedures; (f) improved access to drop off locations for mail-in or early ballots; and (g) use of a P.O. box 
for voter registration. 
2. Our AMA opposes requirements for voters to stipulate a reason in order to receive a ballot by mail and 
other constraints for eligible voters to vote-by-mail.  
3. Our AMA: (a) acknowledges voting is a social determinant of health and significantly contributes to the 
analyses of other social determinants of health as a key metric; (b) recognizes that gerrymandering which 
disenfranchises individuals/communities limits access to health care, including but not limited to the 
expansion of comprehensive medical insurance coverage, and negatively impacts health outcomes; and 
(c) will collaborate with appropriate stakeholders and provide resources to firmly establish a relationship 
between voter participation and health outcomes. 
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Medical Student, Resident/Fellow, and Physician Voting in Federal, State and Local Elections D-
65.982 
Our AMA will: (1) study the rate of voter turnout in physicians, residents, fellows, and medical students in 
federal and state elections without regard to political party affiliation or voting record, as a step towards 
understanding political participation in the medical community; and (2) work with appropriate stakeholders 
to ensure that medical students, residents, fellows and physicians are allowed time to vote without 
penalty on Election Days. 



AMERICAN MEDICAL ASSOCIATION MINORITY AFFAIRS SECTION 
 

Resolution: 020 
(A-24)

 
Introduced by: 
 

Minority Affairs Section 

Subject: 
 

Voter Protections During and After Incarceration 

Referred to: Reference Committee on Amendments to Constitution and Bylaws 
  

Whereas, our American Medical Association “acknowledges voting is a social determinant of 1 
health and significantly contributes to the analyses of other social determinants of health as a 2 
key metric”; and  3 
 4 
Whereas, our AMA “recognizes that gerrymandering which disenfranchises 5 
individuals/communities limits access to health care, including but not limited to the expansion 6 
of comprehensive medical insurance coverage, and negatively impacts health outcomes”; and  7 
 8 
Whereas, our AMA “will collaborate with appropriate stakeholders and provide resources to 9 
firmly establish a relationship between voter participation and health outcomes”; and 10 
 11 
Whereas, states that increase access to voting experience stronger public health outcomes and 12 
better self-reported health status of individuals, while reduced access to voting has been linked 13 
to poorer health outcomes and decreased health coverage1-4; and  14 
 15 
Whereas, barriers to voting in the United States have been associated with an increased 16 
likelihood of not having access to health care coverage, thereby making the government less 17 
accountable to the needs of its people5; and 18 
 19 
Whereas, past expansion of suffrage resulted in improved maternal outcomes following 20 
women’s suffrage in 1920 and reduced Black infant mortality correlated with the Voting Rights 21 
Act of 1965, due to policies passed by legislators after the addition of these voters6; and 22 
 23 
Whereas, 48 states currently restrict the right to vote of 4.6 million citizens convicted beyond a 24 
misdemeanor, and many states permanently bar them from voting7-9; and  25 
 26 
Whereas, the Fifth Circuit Court of Appeals ruled in August 2023 that a state violated the US 27 
Constitution by inflicting cruel and unusual punishment by stripping the right to vote from 28 
citizens who were convicted10; and 29 
 30 
Whereas, since 2020, 7 states passed laws allowing citizens to vote while on parole7; and 31 
 32 
Whereas, Black and Latine people are imprisoned 5 times and 1.3 times as much as white 33 
people, respectively11; and 34 
 35 
Whereas, racial inequities in incarceration extend to voter rights for citizens who are 36 
incarcerated as well, with 5.3% of Black incarcerated citizens banned compared to 1.5% of non-37 
Black incarcerated citizens9; and 38 
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https://www.zotero.org/google-docs/?bOCEVz
https://www.zotero.org/google-docs/?5digsZ
https://www.zotero.org/google-docs/?vC8S5O
https://www.zotero.org/google-docs/?WX4NmJ
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Whereas, Black men comprise over one-third of the total disenfranchised population, are 1 
disproportionately impacted by policing and overrepresented in the carceral system, and could 2 
comprise as much as 40% in states that restrict incarcerated citizens’ right to vote, 3 
demonstrating that restriction of voter rights in incarceration substantially contributes to the 4 
disenfranchisement of Black citizens12; therefore be it 5 
      6 
RESOLVED, that our American Medical Association support the continuation and restoration of 7 
voting rights for citizens currently or formerly incarcerated, support efforts ensuring their ability 8 
to exercise their vote during and after incarceration, and oppose efforts to restrict their voting 9 
rights (New HOD Policy); and be it further      10 
 11 
RESOLVED, that our AMA research the impact of disproportionate policing in and incarceration 12 
of minoritized communities on voter participation and health outcomes (Directive to Take 13 
Action); and be it further           14 
      15 
RESOLVED, that our AMA develop educational materials and programming to educate medical 16 
trainees and physicians on the impact of incarceration on voting and health outcomes. (Directive 17 
to Take Action)      18 
      
Fiscal Note: Moderate - between $5,000 - $10,000 
 
Date Received: 5/8/2024 
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RELEVANT AMA POLICY 
 
Mental Illness and the Right to Vote H-65.971 
Our AMA will advocate for the repeal of laws that deny persons with mental illness the right to vote based 
on membership in a class based on illness.  
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Support for Safe and Equitable Access to Voting H-440.805 
1. Our AMA supports measures to facilitate safe and equitable access to voting as a harm-reduction 
strategy to safeguard public health and mitigate unnecessary risk of infectious disease transmission by 
measures including but not limited to: (a) extending polling hours; (b) increasing the number of polling 
locations; (c) extending early voting periods; (d) mail-in ballot postage that is free or prepaid by the 
government; (e) adequate resourcing of the United States Postal Service and election operational 
procedures; (f) improved access to drop off locations for mail-in or early ballots; and (g) use of a P.O. box 
for voter registration. 
2. Our AMA opposes requirements for voters to stipulate a reason in order to receive a ballot by mail and 
other constraints for eligible voters to vote-by-mail.  
3. Our AMA: (a) acknowledges voting is a social determinant of health and significantly contributes to the 
analyses of other social determinants of health as a key metric; (b) recognizes that gerrymandering which 
disenfranchises individuals/communities limits access to health care, including but not limited to the 
expansion of comprehensive medical insurance coverage, and negatively impacts health outcomes; and 
(c) will collaborate with appropriate stakeholders and provide resources to firmly establish a relationship 
between voter participation and health outcomes. 
 
Support for Democracy H-65.947 
Our AMA: (1) unequivocally supports the democratic process, wherein representatives are regularly 
chosen through free and fair elections, as essential for maximizing the health and well-being of all 
Americans; (2) will strongly oppose attempts to subvert the democratic process; and (3) asserts that every 
candidate for political office and every officeholder in the public trust must support the democratic process 
and never take steps or support steps by others to subvert it. 
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Introduced by: Minority Affairs Section 
 
Subject: Opposition to Capital Punishment 
 
Referred to: Reference Committee on Amendments to Constitution and Bylaws 
 
 
Whereas, the principle of medicine “to help and do no harm” is related to beneficence, which 1 
speaks to the obligation of the physician to act for the benefit of the patient and remove 2 
conditions that will cause harm, and nonmaleficence, which is concerned with weighing the 3 
benefits and burdens of medical interventions and proceeding with the best choice for the 4 
patient that minimizes harm and suffering;1 and  5 
 6 
Whereas, capital punishment, or the death penalty, is defined by the United States Bureau of 7 
Justice Statistics as “the process of sentencing convicted offenders to death for the most 8 
serious crimes (capital crimes) and carrying out that sentence” where the specific offenses are 9 
“defined by statute and are prescribed by Congress or any state legislature”;2 and  10 
 11 
Whereas, forms of capital punishment used in the United States include electrocution, lethal 12 
injection, and firing squad;3,4 and 13 
 14 
Whereas, 24 individuals in 5 states (Texas, Oklahoma, Missouri, Alabama, and Florida) executed 15 
in 2023;2,5 and 16 
 17 
Whereas, supporters of capital punishment argue that the practice saves on costs of 18 
incarceration, but these arguments have also proven to be categorically false, as many states 19 
actively spend millions of additional dollars annually to uphold these policies;6-10 and 20 
 21 
Whereas, 23 states have abolished capital punishment without significant changes in crime or 22 
murder rates, challenging the argument that it effectively deters serious crimes;11-17 and 23 
 24 
Whereas, in response to drug shortages, manufacturing changes, high cost, and manufacturer 25 
reluctance to sell drugs for execution, prisons are introducing novel forms of capital punishment 26 
including nitrogen hypoxia and midazolam (in lieu of phenobarbital), in addition to attempts to 27 
procure drugs for lethal injection from illegal and untraceable sources;18-20 and 28 
 29 
Whereas, current methods of capital punishment used in the United States have been 30 
associated with severe, distressful symptoms, in addition to the inherent harm caused by the act 31 
of capital punishment itself;21-23 and 32 
 33 
Whereas, nitrogen hypoxia is opposed as a use of euthanasia by the American Veterinary 34 
Medical Association due to its ability to cause distress in nonhuman animals;24 and 35 
 36 
Whereas, the threshold for an acceptable amount of suffering in humans is widely considered to 37 
be lower than for suffering in nonhuman animals;25 and 38 
 39 
Whereas, the AMA’s amicus brief in the 2018 Supreme Court case Bucklew v. Precythe relating 40 
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to novel forms of capital punishment states “Society wants to delude itself into a belief that 1 
capital punishment no longer represents a weighted moral choice, but is now somehow 2 
scientific—nearly antiseptic. This delusion, however, cheapens life and makes its extinction 3 
easier. The medical profession, whose ‘essential quality’ is an interest in humanity and which 4 
reveres human life should have no part in this charade.”;26 and 5 
 6 
Whereas, AMA Code of Medical Ethics Opinion 9.7.3 Capital Punishment states clearly that “as 7 
a member of a profession dedicated to preserving life when there is hope of doing so, a 8 
physician must not participate in a legally authorized execution”; and 9 
 10 
Whereas, AMA Code 9.7.3 only addresses physician participation in executions and does not 11 
address the AMA’s advocacy stance on capital punishment, so an attempt to change the AMA’s 12 
advocacy stance on this issue does not require an amendment to the Code; therefore be it 13 
 14 
RESOLVED, that our American Medical Association amend H-140.896, “Moratorium on Capital 15 
Punishment,” by addition and deletion as follows: 16 
 17 

Opposition to Moratorium on Capital Punishment H-140.896 18 
Our AMA: (1) opposes all forms of does not take a position on 19 
capital punishment; and (2) urges appropriate legislative and legal 20 
authorities to continue to implement changes in the system of 21 
administration of capital punishment, if used at all, and to promote 22 
its fair and impartial administration in accordance with basic 23 
requirements of due process. 24 

(Modify Current HOD Policy) 25 
 
Fiscal Note: Minimal - less than $1,000 
 
Received: 5/8/2024 
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RELEVANT AMA Policy 
 
H-140.896 Moratorium on Capital Punishment 
Our AMA: (1) does not take a position on capital punishment; and (2) urges appropriate legislative and 
legal authorities to continue to implement changes in the system of administration of capital punishment, 
if used at all, and to promote its fair and impartial administration in accordance with basic requirements of 
due process. [Sub. Res. 8, A-01; Reaffirmation A-04; Reaffirmation A-07; Reaffirmed: CEJA Rep. 04, A-
17]  
 
Code of Medical Ethics 9.7.3 Capital Punishment 
Debate over capital punishment has occurred for centuries and remains a volatile social, political, and 
legal issue. An individual’s opinion on capital punishment is the personal moral decision of the individual. 
However, as a member of a profession dedicated to preserving life when there is hope of doing so, a 
physician must not participate in a legally authorized execution.  
 
Physician participation in execution is defined as actions that fall into one or more of the 
following categories: 
(a) Would directly cause the death of the condemned. 
(b) Would assist, supervise, or contribute to the ability of another individual to directly cause the death of 
the condemned. 
(c) Could automatically cause an execution to be carried out on a condemned prisoner.  
These include, but are not limited to: 
 (d) Determining a prisoner’s competence to be executed. A physician’s medical opinion should be merely 
one aspect of the information taken into account by a legal decision maker, such as a judge or hearing 
officer. 
(e) Treating a condemned prisoner who has been declared incompetent to be executed for the purpose of 
restoring competence, unless a commutation order is issued before treatment begins. The task of re-
evaluating the prisoner should be performed by an independent medical examiner. 
(f) Prescribing or administering tranquilizers and other psychotropic agents and medications that 
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are part of the execution procedure. 
(g) Monitoring vital signs on site or remotely (including monitoring electrocardiograms). 
(h) Attending or observing an execution as a physician. 
(i) Rendering of technical advice regarding execution.  
 
and, when the method of execution is lethal injection: 
(j) Selecting injection sites. 
(k) Starting intravenous lines as a port for a lethal injection device. 
(l) Prescribing, preparing, administering, or supervising injection drugs or their doses or types. 
(m) Inspecting, testing, or maintaining lethal injection devices. 
(n) Consulting with or supervising lethal injection personnel. 20 
 
The following actions do not constitute physician participation in execution: 
(o) Testifying as to the prisoner’s medical history and diagnoses or mental state as they relate to 
competence to stand trial, testifying as to relevant medical evidence during trial, testifying as to medical 
aspects of aggravating or mitigating circumstances during the penalty phase of a capital case, or 
testifying as to medical diagnoses as they relate to the legal assessment of competence for execution. 
(p) Certifying death, provided that the condemned has been declared dead by another person. 
(q) Witnessing an execution in a totally nonprofessional capacity. 
(r) Witnessing an execution at the specific voluntary request of the condemned person, provided that the 
physician observes the execution in a nonprofessional capacity. 
(s) Relieving the acute suffering of a condemned person while awaiting execution, including 
providing tranquilizers at the specific voluntary request of the condemned person to help relieve pain or 
anxiety in anticipation of the execution. 
(t) Providing medical intervention to mitigate suffering when an incompetent prisoner is 
undergoing extreme suffering as a result of psychosis or any other illness.  
 
No physician should be compelled to participate in the process of establishing a prisoner’s competence or 
be involved with treatment of an incompetent, condemned prisoner if such activity is contrary to the 
physician’s personal beliefs. Under those circumstances, physicians should be permitted to transfer care 
of the prisoner to another physician.  
 
Organ donation by condemned prisoners is permissible only if: 
(u) The decision to donate was made before the prisoner’s conviction. 
(v) The donated tissue is harvested after the prisoner has been pronounced dead and the body removed 
from the death chamber. 
(w) Physicians do not provide advice on modifying the method of execution for any individual to facilitate 
donation. [AMA Principles of Medical Ethics: I; Issued: 2016]  
 
H-140.950 Physician Participation in Capital Punishment 
Evaluations of Prisoner Competence to be Executed; Treatment to Restore Competence to be 
Executed: Our AMA endorses the following: (1) Physician participation in evaluations of a prisoner's 
competence to be executed is ethical only when certain safeguards are in place. A physician can render a 
medical opinion regarding competency which should be merely one aspect of the information taken into 
account by the ultimate decision maker, a role that legally should be assumed by a judge or hearing 
officer. Prisoners' rights to due process at the competency hearings should be carefully observed. 
(2) When a condemned prisoner has been declared incompetent to be executed, physicians should not 
treat the prisoner to restore competence unless a commutation order is issued before treatment begins. 
(3) If the incompetent prisoner is undergoing extreme suffering as a result of psychosis or any other 
illness, medical intervention intended to mitigate the level of suffering is ethically permissible. It will not 
always be easy to distinguish these situations from treatment for the purpose of restoring the prisoner's 
competence, and in particular, to determine when treatment initiated to reduce suffering should be 
stopped. However, these is no alternative at this time other than to rely upon the treating physician to 
exercise judgment in deciding when and to what extent treatment is necessary to reduce extreme 
suffering. The cumulative experience of physicians applying these principles over time may lead to future 
refinements. Treatment should be provided in a properly-secured, general medical or psychiatric facility, 
not 
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in a cell block. The task of re-evaluating the prisoner's competence to be executed should be performed 
by an independent physician examiner. 
(4) Given the ethical conflicts involved, no physician, even if employed by the state, should be compelled 
to participate in the process of establishing a prisoner's competence to be executed if such activity is 
contrary to the physician's personal beliefs. Similarly, physicians who would prefer not to be involved with 
treatment of an incompetent, condemned prisoner should be excused or permitted to transfer care of the 
prisoner to another physician. [CEJA Rep. 6, A-95; Reaffirmation A-04; Reaffirmed: CEJA Rep. 8, A-14; 
Reaffirmed in lieu of Res. 7, A-14]  
 
H-140.898 Medical Profession Opposition to Physician Participation in Execution 
Our AMA strongly reaffirms its opposition to physician participation in execution. [Res. 10, A-02; 
Reaffirmation A-04; Reaffirmed: CEJA Rep. 8, A-14] 
 
D-140.991 Continuing Efforts to Exclude Physicians from State Executions Protocols 
Our AMA will remind all state medical societies to review their state execution statutes to ensure that 
physician participation is not required. [Res. 3, A-00; Reaffirmed: CEJA Rep. 6, A-10; Reaffirmed: CEJA 
Rep. 01, A-20] 
 
H-140.963 Secrecy and Physician Participation in State Executions 
The AMA opposes any and all attempts either in state laws or in rules and regulations that seek to enable 
or require physician participation in legal executions and/or which protect from disclosure the identity of 
physicians participating or performing direct or ancillary functions in an execution. [Res. 6, I-91; 
Reaffirmed: Sunset Report, I-01; Reaffirmation A-04; Reaffirmed: CEJA Rep. 8, A-14] 
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Introduced by: Minority Affairs Section 
 
Subject: Health and Racial Equity in Medical Education to Combat Workforce 

Disparities 
 
Referred to: Reference Committee on Amendments to Constitution and Bylaws 
 
 
Whereas, achieving health equity requires valuing everyone equally with focused and ongoing 1 
societal efforts to address avoidable inequalities, historical and contemporary injustices, and 2 
social determinants of health — to eliminate disparities in health and health care1; and 3 
 4 
Whereas, the road to achieving health equity requires a diverse and equitable workforce that is 5 
essential to optimizing health care access and the quality of patient care; and 6 
 7 
Whereas, many barriers remain and unique challenges persist for some diverse groups 8 
attempting to enter the medical field and successfully matriculate through the profession of 9 
medicine. This is strongly indicated in demographics of currently practicing physicians; and  10 
 11 
Whereas, among active physicians, 56.2% identified as White, 17.1% identified as Asian, 5.8% 12 
identified as Hispanic, and ~5.0% identified as Black or African American2; and 13 
 14 
Whereas, in 2015, the percentage of matriculants from racial/ethnic groups underrepresented in 15 
medicine remained low:  Black at 6.5%, Hispanic, Latino, or Spanish at 6.4% and American 16 
Indian at 0.3%. The data is especially concerning as the Hispanic population is expected to 17 
increase by 26% by 2030;3,4 and  18 
 19 
Whereas, black people account for roughly 13 percent of the US population, they make up only 20 
5.5 percent of the physician workforce and 7.3 percent of medical students.  In 1940, when 21 
9.7% of the total population was Black, 2.8% of physicians at that time were Black.  These 22 
representational disparities have not changed appreciably in decades;3,4 and 23 
 24 
Whereas, additional barriers exits for certain minority groups.  Black trainees face higher rates 25 
of remedial intervention and dismissal from their programs than their White counterparts, thus 26 
leading to concerns of over-policing in medical education; and  27 
 28 
Whereas, over-policing in education begins as early as primary school and continues through 29 
high school, college, medical education, and into the workforce.   In graduate medical 30 
education, biased scrutiny begins with the use of metrics that disadvantage Black applicants in 31 
the residency selection process;5 and 32 
 33 
Whereas, black residents account for about 5% of all residents, yet they accounted for nearly 34 
20% of those who were dismissed in 2015;7and 35 
 36 
Whereas, increased scrutiny and expectations can lead to damaging effects such as symptoms 37 
of depression and anxiety among minority students, residents and physicians.  This often leads 38 

https://www.aamc.org/data-reports/students-residents/interactive-data/report-residents/2020/table-b5-md-residents-race-ethnicity-and-specialty
https://southernhospitalmedicine.org/wp-content/uploads/2019/10/McDade-ACGME-SHM-Presentation-McDade-Final.pdf
https://southernhospitalmedicine.org/wp-content/uploads/2019/10/McDade-ACGME-SHM-Presentation-McDade-Final.pdf
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to reducing practice hours or leaving medicine, creating even greater workforce 1 
disparities;5 therefore be it 2 
 3 
RESOLVED, that our American Medical Association further study and track the prevalence of 4 
attending physicians’ and trainees’ dismissals and remedial interventions, based on race, 5 
gender, and ethnicity as well as the disproportionate impacts this has on workforce disparities 6 
(Directive to Take Action); and be it further 7 
 8 
RESOLVED, that our AMA engage stakeholders to study and report back how to effectively 9 
support underrepresented groups in medicine to level the playing field for those most affected 10 
by bias and historical harms (Directive to Take Action); and be it further 11 
 12 
RESOLVED, that our AMA work with stakeholders to make recommendations on a review and 13 
appeals process that will enable physicians and trainees to receive a fair and equitable due 14 
process in defense of alleged shortcomings. (Directive to Take Action)15 

16 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 5/8/2024 
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RELEVANT AMA POLICY 

Strategies for Enhancing Diversity in the Physician Workforce H-200.951 
Our AMA: (1) supports increased diversity across all specialties in the physician workforce in the 
categories of race, ethnicity, disability status, sexual orientation, gender identity, socioeconomic origin, 
and rurality; (2) commends the Institute of Medicine (now known as the National Academies of Sciences, 
Engineering, and Medicine) for its report, "In the Nation's Compelling Interest: Ensuring Diversity in the 
Health Care Workforce," and supports the concept that a racially and ethnically diverse educational 
experience results in better educational outcomes; (3) encourages the development of evidence-informed 
programs to build role models among academic leadership and faculty for the mentorship of students, 
residents, and fellows underrepresented in medicine and in specific specialties; (4) encourages 
physicians to engage in their communities to guide, support, and mentor high school and undergraduate 
students with a calling to medicine; (5) encourages medical schools, health care institutions, managed 
care and other appropriate groups to adopt and utilize activities that bolster efforts to include and support 
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individuals who are underrepresented in medicine by developing policies that articulate the value and 
importance of diversity as a goal that benefits all participants, cultivating and funding programs that 
nurture a culture of diversity on campus, and recruiting faculty and staff who share this goal; and (6) 
continue to study and provide recommendations to improve the future of health equity and racial justice in 
medical education, the diversity of the health workforce, and the outcomes of marginalized patient 
populations. [CME Rep. 1, I-06 Reaffirmed: CME Rep. 7, A-08 Reaffirmed: CCB/CLRPD Rep. 4, A-13 
Modified: CME Rep. 01, A-16 Reaffirmation A-16 Modified: Res. 009, A-21 Modified: CME Rep. 5, A-21] 

Continued Support for Diversity in Medical Education D-295.963 
Our AMA will: (1) publicly state and reaffirm its support for diversity in medical education and 
acknowledge the incorporation of DEI efforts as a vital aspect of medical training; (2) request that the 
Liaison Committee on Medical Education regularly share statistics related to compliance with 
accreditation standards IS-16 and MS-8 with medical schools and with other stakeholder groups; (3) work 
with appropriate stakeholders to commission and enact the recommendations of a forward-looking, cross-
continuum, external study of 21st century medical education focused on reimagining the future of health 
equity and racial justice in medical education, improving the diversity of the health workforce, and 
ameliorating inequitable outcomes among minoritized and marginalized patient populations; (4) advocate 
for funding to support the creation and sustainability of Historically Black College and University (HBCU), 
Hispanic-Serving Institution (HSI), and Tribal College and University (TCU) affiliated medical schools and 
residency programs, with the goal of achieving a physician workforce that is proportional to the racial, 
ethnic, and gender composition of the United States population; (5) directly oppose any local, state, or 
federal actions that aim to limit diversity, equity, and inclusion initiatives, curriculum requirements, or 
funding in medical education; (6) advocate for resources to establish and maintain DEI offices at medical 
schools that are staff-managed and student- and physician-guided as well as committed to longitudinal 
community engagement; (7) investigate the impacts of state legislation regarding DEI-related efforts on 
the education and careers of students, trainees, and faculty; (8) recognize the disproportionate efforts by 
and additional responsibilities placed on minoritized individuals to engage in diversity, equity, and 
inclusion efforts; and (9) collaborate with the Association of American Medical Colleges, the Liaison 
Committee on Medical Education, and relevant stakeholders to encourage academic institutions to utilize 
Diversity, Equity, and Inclusion activities and community engagement as criteria for faculty and staff 
promotion and tenure. [Res. 325, A-03 Appended: CME Rep. 6, A-11 Modified: CME Rep. 3, A-13 
Appended: CME Rep. 5, A-21 Modified: CME Rep. 02, I-22 Appended: Res. 319, A-22 Modified: Res. 
319, A-23] 

Diversity in the Physician Workforce and Access to Care D-200.982 
Our AMA will: (1) continue to advocate for programs that promote diversity in the US medical workforce, 
such as pipeline programs to medical schools; (2) continue to advocate for adequate funding for federal 
and state programs that promote interest in practice in underserved areas, such as those under Title VII 
of the Public Health Service Act, scholarship and loan repayment programs under the National Health 
Services Corps and state programs, state Area Health Education Centers, and Conrad 30, and also 
encourage the development of a centralized database of scholarship and loan repayment programs; and 
(3) continue to study the factors that support and those that act against the choice to practice in an 
underserved area, and report the findings and solutions at the 2008 Interim Meeting. [CME Rep. 7, A-08 
Reaffirmation A-13 Reaffirmation: A-16 Reaffirmed: CME Rep. 5, A-21] 
 
Strategies for Enhancing Diversity in the Physician Workforce D-200.985 
1. Our AMA, independently and in collaboration with other groups such as the Association of American 
Medical Colleges (AAMC), will actively work and advocate for funding at the federal and state levels and 
in the private sector to support the following: (a) Pipeline programs to prepare and motivate members of 
underrepresented groups to enter medical school; (b) Diversity or minority affairs offices at medical 
schools; (c) Financial aid programs for students from groups that are underrepresented in medicine; and 
(d) Financial support programs to recruit and develop faculty members from underrepresented groups. 

2. Our AMA will work to obtain full restoration and protection of federal Title VII funding, and similar state 
funding programs, for the Centers of Excellence Program, Health Careers Opportunity Program, Area 
Health Education Centers, and other programs that support physician training, recruitment, and retention 
in geographically-underserved areas. 
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3. Our AMA will take a leadership role in efforts to enhance diversity in the physician workforce, including 
engaging in broad-based efforts that involve partners within and beyond the medical profession and 
medical education community. 

4. Our AMA will encourage the Liaison Committee on Medical Education to assure that medical schools 
demonstrate compliance with its requirements for a diverse student body and faculty. 

5. Our AMA will develop an internal education program for its members on the issues and possibilities 
involved in creating a diverse physician population. 

6. Our AMA will provide on-line educational materials for its membership that address diversity issues in 
patient care including, but not limited to, culture, religion, race and ethnicity. 

7. Our AMA will create and support programs that introduce elementary through high school students, 
especially those from groups that are underrepresented in medicine (URM), to healthcare careers. 

8. Our AMA will create and support pipeline programs and encourage support services for URM college 
students that will support them as they move through college, medical school and residency programs. 

9. Our AMA will recommend that medical school admissions committees and residency/fellowship 
programs use holistic assessments of applicants that take into account the diversity of preparation and 
the variety of talents that applicants bring to their education with the goal of improving health care for all 
communities. 

10. Our AMA will advocate for the tracking and reporting to interested stakeholders of demographic 
information pertaining to URM status collected from Electronic Residency Application Service (ERAS) 
applications through the National Resident Matching Program (NRMP). 

11. Our AMA will continue the research, advocacy, collaborative partnerships and other work that was 
initiated by the Commission to End Health Care Disparities. 

12. Our AMA unequivocally opposes legislation that would dissolve affirmative action or punish 
institutions for properly employing race-conscious admissions as a measure of affirmative action in order 
to promote a diverse student population. 

13. Our AMA will work with the AAMC and other stakeholders to create a question for the AAMC 
electronic medical school application to identify previous pipeline program (also known as pathway 
program) participation and create a plan to analyze the data in order to determine the effectiveness of 
pipeline programs. [CME Rep. 1, I-06 Reaffirmation I-10 Reaffirmation A-13 Modified: CCB/CLRPD Rep. 
2, A-14 Reaffirmation: A-16 Appended: Res. 313, A-17 Appended: Res. 314, A-17 Modified: CME Rep. 
01, A-18 Appended: Res. 207, I-18 Reaffirmation: A-19 Appended: Res. 304, A-19 Appended: Res. 319, 
A-19 Modified: CME Rep. 5, A-21 Modified: CME Rep. 02, I-22 Modified: Res. 320, A-23] 
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REPORT 2 OF THE COUNCIL ON MEDICAL SERVICE (A-24) 
Improving Affordability of Employment-Based Health Coverage 
(Resolution 103-A-23) 
(Reference Committee A) 
 
 

EXECUTIVE SUMMARY 
 
 
To expand coverage to all Americans, the American Medical Association has long advocated for 
the promotion of individually selected and owned health insurance; the maintenance of the safety 
net that Medicaid and CHIP provide; and the preservation of employer-sponsored coverage to the 
extent the market demands it. As highlighted in this report, ESI remains the dominant source of 
health coverage in this country and most people seem satisfied with it. However, because of 
shortcomings inherent to the ESI system—namely equity and affordability concerns, and rising 
costs—it does not work well for everyone. Some workers, especially those with lower incomes, 
may be contributing more for an employer plan than they would pay for subsidized marketplace 
coverage because a provision in the Affordable Care Act (ACA), known as the firewall, prohibits 
workers with affordable ESI offers from receiving premium tax credits to purchase marketplace 
plans. 
 
The Council’s main concerns about eliminating the firewall abruptly and in full include the 
potential impacts on ESI stability, which may not be wholly understood, and potential costs to the 
federal government, since allowing all ESI enrollees access to ACA marketplace subsidies might 
prove to be prohibitively expensive. Instead, the Council supports incrementally reducing the 
affordability threshold so that it benefits workers most in need, and then monitoring the effects of 
this change over time. Accordingly, the Council recommends amending Policy H-165.828[1] to 
support lowering the threshold that determines whether an employee's premium contribution is 
affordable to the maximum percentage of income they would be required to pay, after accounting 
for subsidies, towards premiums for an ACA benchmark plan (second-lowest-cost silver plan). 
 
Additional recommendations are intended to strengthen the quality and affordability of ESI. To 
help address the needs of ESI enrollees with lower incomes, who are more likely to report 
difficulties covering the costs of medical care and who may not know if they are firewalled, the 
Council recommends amending Policy H-165.843 to encourage employers to 1) implement 
programs that improve affordability of ESI premiums and/or cost-sharing; 2) provide employees 
with user-friendly information regarding their eligibility for subsidized ACA marketplace plans 
based on their offer of ESI; and 3) provide employees with information regarding available health 
plan options, including the plans’ cost, network breadth, and prior authorization requirements, 
which will help them choose a plan that meets their needs. The Council also recommends 
supporting efforts to strengthen employer coverage offerings, such as by requiring a higher 
minimum actuarial value or more robust benefit standards. 
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At the June 2023 Annual Meeting, the House of Delegates referred Resolution 103, which was 1 
sponsored by the Medical Student Section and asked the American Medical Association (AMA) to: 2 
(1) recognize the inefficiencies and complexity of the employer-sponsored health insurance system 3 
and the existence of alternative models that better align incentives to facilitate access to high 4 
quality health care; (2) support movement toward a health care system that does not rely on 5 
employer-sponsored health insurance and enables universal access to high quality health care; (3) 6 
amend Policy H-165.828[1], “Health Insurance Affordability,” by addition and deletion to read as 7 
follows: 8 
 9 
Health Insurance Affordability H-165.828[1] 10 
1. Our AMA supports modifying the eligibility criteria for premium credits and cost-sharing 11 
subsidies for those offered employer-sponsored coverage by lowering the threshold that determines 12 
whether an employee's premium contribution is affordable to that which applies to the exemption 13 
from the individual mandate of the Affordable Care Act (ACA).Our AMA advocates for the 14 
elimination of the employer-sponsored insurance firewall such that no individual would be 15 
ineligible for premium tax credits and cost-sharing assistance for marketplace coverage solely on 16 
the basis of having access to employer-sponsored health insurance. 17 
 18 
and (4) amend Policy H-165.823[2] by deletion to read as follows: 19 
 20 
Options to Maximize Coverage Under the AMA Proposal for Reform H-165.823[2] 21 
2. Our AMA will advocate that any public option to expand health insurance coverage must meet 22 
the following standards: 23 
a. The primary goals of establishing a public option are to maximize patient choice of health plan 24 
and maximize health plan marketplace competition. 25 
b. Eligibility for premium tax credit and cost-sharing assistance to purchase the public option is 26 
restricted to individuals without access to affordable employer-sponsored coverage that meets 27 
standards for minimum value of benefits. 28 
bc. Physician payments under the public option are established through meaningful negotiations 29 
and contracts. Physician payments under the public option must be higher than prevailing Medicare 30 
rates and at rates sufficient to sustain the costs of medical practice. 31 
cd. Physicians have the freedom to choose whether to participate in the public option. Public option 32 
proposals should not require provider participation and/or tie participation in Medicare, Medicaid 33 
and/or any commercial product to participation in the public option. 34 
de. The public option is financially self-sustaining and has uniform solvency requirements. 35 
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ef. The public option does not receive advantageous government subsidies in comparison to those 1 
provided to other health plans.  2 
fg. The public option shall be made available to uninsured individuals who fall into the “coverage 3 
gap” in states that do not expand Medicaid – having incomes above Medicaid eligibility limits but 4 
below the federal poverty level, which is the lower limit for premium tax credits – at no or nominal 5 
cost. 6 
 7 
The Board of Trustees assigned this item to the Council on Medical Service for a report back to the 8 
House of Delegates. This report discusses policy options for addressing employer-sponsored health 9 
insurance (ESI) affordability, summarizes relevant AMA policy, and presents recommendations. 10 
 11 
BACKGROUND 12 
 13 
Almost a decade and a half after enactment of the ACA, ESI continues to be the dominant source 14 
of health coverage for Americans under 65 years of age. In 2023, the Congressional Budget Office 15 
(CBO) estimated that 155 million people under age 65—or 57.3 percent of the nonelderly 16 
population—had health insurance coverage through their employer, a number the CBO predicts 17 
will remain steady through 2025 and increase in the years thereafter.1 Although ESI is the most 18 
common type of health insurance, coverage varies significantly by income as well as race and 19 
ethnicity. While nearly all individuals with incomes at or above 400 percent of the federal poverty 20 
level (FPL) have ESI, it covers just over half of people with incomes between 150 to 400 percent 21 
FPL and fewer than one-quarter of individuals with incomes below 150 percent FPL.2 22 
Additionally, larger percentages of white and Asian people have ESI while individuals who are 23 
African American and Latino are less likely to have employer-based coverage, raising equity 24 
concerns.3,4 25 
 26 
Overall, most Americans appear satisfied with employment-based coverage.5 According to KFF’s 27 
survey of consumer experiences with health insurance, in 2023, 80 percent of adults with ESI and 28 
73 percent of those with marketplace coverage rated their health coverage as “excellent” or “good” 29 
although people in poorer health gave more negative ratings across all plan types. Regardless of 30 
health status, enrollees in marketplace plans were most likely to rate their experiences with health 31 
insurance as fair or poor.6 Ninety-three percent of workers responding to a 2022 poll sponsored by 32 
the U.S. Chamber of Commerce expressed high rates of satisfaction with ESI, with a large majority 33 
(89 percent) expressing a preference for ESI over other types of coverage.7 Eighty percent of 34 
respondents to this survey ranked health insurance as the most important workplace benefit 35 
provided to them, and a majority cited “affordability” and “high quality” as ESI’s most critical 36 
features.8  37 
 38 
Although ESI is popular, it has become increasingly costly for employers and employees, 39 
especially small firms and lower-income workers. According to 2023 data from the KFF’s 40 
Employer Health Benefits Survey: 41 
 42 
• Fifty-three percent of all firms offered health benefits, down slightly from five years ago (57 43 

percent). Almost all (98 percent) large employers (those with 200 or more workers) offered 44 
coverage to at least some workers while just over half (53 percent) of smaller firms (those with 45 
three to 199 workers) did so. 46 

• Seventy-five percent of eligible employees took up coverage when it was offered to them, a 47 
slight decrease from 2013 (80 percent) and a more sizeable decrease from 2003 (84 percent).9  48 

• Annual health insurance premiums averaged $8,435 for individual coverage and $23,968 for 49 
family coverage, a seven percent increase over 2022. Notably, premiums for family coverage 50 
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have increased on average 22 percent since 2018 and 47 percent since 2013. Workers pay, on 1 
average, $6,575 annually toward the cost of family premiums. 2 

• Most (77 percent) firms offered only one type of plan, and PPOs were the most common plan 3 
type offered. Large employers were more likely than smaller firms to offer more than one 4 
plan.10 5 

 6 
In addition to premium contributions, most workers with ESI are responsible for cost-sharing 7 
expenses, including plan deductibles, copayments, and coinsurance. According to KFF’s 2023 8 
Employer Health Benefits Survey, the average annual deductible for employees with single 9 
coverage was $1,735, a figure that has increased more than 50 percent over the course of 10 10 
years.11 Overall, nearly a third of employees had plan deductibles of $2,000 or more, including 11 
almost half (47 percent) of workers at small firms, whose average annual deductible was $2,434 12 
compared to $1,478 for employees of larger firms.12  13 
 14 
ESI Affordability 15 
 16 
KFF has also highlighted the lack of affordable family coverage options for workers at smaller 17 
firms employing fewer than 200 people. These employees pay on average $8,334 towards family 18 
coverage premiums each year with a quarter paying at least $12,000 annually, not including 19 
deductibles and other cost-sharing expenses.13 A KFF analysis of data from its 2023 survey of 20 
consumer experiences with health insurance found that adults with incomes below 200 percent FPL 21 
who have ESI were significantly more likely than higher-income peers to report difficulties paying 22 
for medical care; treatment delays and declines in health due to insurance problems, such as prior 23 
authorization; dissatisfaction with the availability and quality of health providers in their plan’s 24 
network; and more difficulty comparing plans and signing up for coverage.14  25 
 26 
Several analyses have pointed out that workers with lower incomes are disproportionately 27 
burdened by ESI costs and usually pay a greater share of income toward employer plan premiums 28 
and other out-of-pocket expenses.15 16 17 KFF research from 2022 found that, on average, families 29 
with incomes below 200 percent FPL pay approximately 10.4 percent of income toward health care 30 
premiums and out-of-pocket expenses (7.7 percent for premiums) while those with incomes at or 31 
above 400 percent FPL pay about 3.5 percent toward premiums and medical expenses (2.3 percent 32 
for premiums).18 More workers (over 20 percent, according to a 2019 KFF survey) 19 are covered 33 
by high-deductible plans, which can present additional challenges to lower-income employees even 34 
if a health savings account or health reimbursement account option is available to them. Though 35 
employers could utilize health benefit design strategies to address affordability issues facing lower-36 
income workers, few seem to do so; in 2022, 10 percent of large firms reportedly had programs that 37 
lowered premium costs for lower-income employees while only five percent reported programs to 38 
lower their cost-sharing expenses.20 COBRA coverage may also be too costly for some workers 39 
who are leaving a job. 40 
 41 
Though many workers mistakenly think otherwise, they—not the firms they work for—pay the 42 
majority of ESI costs, both directly through contributions and indirectly through wage adjustments 43 
made to cover employers’ health care costs.21 Building on the literature linking growth in health 44 
insurance costs to stagnant wages, a 2023 JAMA analysis suggests a likely association between 45 
increased premium costs for workers with ESI family coverage and decreased earnings and 46 
increased income inequality.22 Because workers earning lower wages contribute a greater share of 47 
income toward ESI premiums, the analysis posits that making employer plans more affordable for 48 
lower-wage workers could help address earnings inequality. This study also identified large 49 
disparities in premium costs as a percentage of income by race (African American and Latino 50 
families paid higher percentages of earnings toward premium costs than white families), and found 51 
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that over 30 years, families with ESI may have cumulatively lost, on average, more than $125,000 1 
in earnings due to increases in premium costs.23 2 
ACA Provisions on Affordability and Employer Shared Responsibility 3 
 4 
Under the ACA, individuals are not eligible for marketplace premium tax credits if they are eligible 5 
for “minimum essential coverage,” which is broadly defined to include Medicare, Medicaid, and 6 
other public programs as well as ESI. Accordingly, individuals with offers of coverage from an 7 
employer do not qualify for ACA marketplace subsidies unless their ESI offer is deemed either 8 
unaffordable or inadequate. In 2023, an employer plan was considered unaffordable if an 9 
employee’s premium contribution exceeded 9.12 percent of that person’s household income. This 10 
percentage threshold is adjusted annually for inflation and is 8.39 percent in 2024.24 To be 11 
considered adequate, a plan must cover at least 60 percent of average costs (actuarial value); 12 
anything less is deemed inadequate.25 The ACA provision making workers with affordable and 13 
adequate ESI offers ineligible to receive advance premium tax credits to purchase marketplace 14 
coverage is colloquially referred to as “the firewall.” This affordability threshold was established to 15 
address multiple concerns with the landmark legislation; namely, to prevent disruption to the ESI 16 
market and prevent prohibitive increases in federal spending (for marketplace subsidies) while 17 
preserving ESI’s position as the principal source of health coverage in this country.  18 
 19 
As explained in a 2014 Council on Medical Service Report on the future of ESI, the ACA aimed to 20 
build upon the ESI framework and provide low-income, non-elderly individuals without access to 21 
ESI with either Medicaid coverage or subsidized private coverage offered through the nongroup 22 
marketplace. As such, provisions in the ACA statute included incentives and penalties intended to 23 
prevent disruption to the ESI market. For example, to incentivize employers to continue offering 24 
coverage, the ACA contained an “employer shared responsibility” provision, also called the 25 
“employer mandate,” which requires employers with 50 or more full-time employees to either offer 26 
affordable minimum essential coverage to full-time employees and their dependents or pay a 27 
penalty to the Internal Revenue Service (IRS).26 Under this provision, employers face two potential 28 
penalties:27  29 
 30 

• If an employer does not offer minimum essential coverage to at least 95 percent of its full-31 
time employees and dependents, and at least one employee receives a premium tax credit 32 
for coverage offered through an ACA exchange, the employer faces a penalty that is based 33 
on all full-time employees (except 30), including those who have ESI or coverage from 34 
another source. In 2024, the penalty is $2,970 per employee.28 35 

• If an employer offers coverage to at least 95 percent of its employees but at least one 36 
employee obtains a premium tax credit for ACA coverage due to the employer’s coverage 37 
not being “affordable” or “adequate,” the employer must pay a penalty for each employee 38 
who receives the premium tax credit. In 2024, the penalty is $4,460 per employee.29 39 

 40 
AMA Policy on the ACA Affordability Threshold 41 
 42 
In the early years of ACA implementation, a 2015 Council on Medical Service report on health 43 
insurance affordability recommended making changes to how affordable coverage is defined under 44 
the law in order to provide more workers and their families with access to marketplace plans when 45 
those plans are more affordable than employer plans. This report established Policy H-165.828, 46 
which included several provisions calling for the ACA’s “family glitch” to be fixed and capping 47 
the tax exclusion for ESI as a funding stream to improve insurance affordability. Policy H-48 
165.828[1] as originally written (prior to being amended in 2021) established AMA support for:  49 
 50 

https://www.ama-assn.org/sites/ama-assn.org/files/corp/media-browser/public/about-ama/councils/Council%20Reports/council-on-medical-service/i14-cms-report6.pdf
https://policysearch.ama-assn.org/councilreports/downloadreport?uri=/councilreports/i15_cms_report8.pdf


 CMS Rep. 2-A-24 -- page 5 of 16 
 

… modifying the eligibility criteria for premium credits and cost-sharing subsidies for those 1 
offered ESI by lowering the threshold that determines whether an employee’s premium 2 
contribution is affordable to that which applies to the exemption from the individual mandate 3 
of the ACA.  4 
 5 

In 2015 when this policy was adopted, individuals were deemed exempt from the ACA’s individual 6 
mandate—which was repealed in 2017—if the lowest-priced coverage available to them cost more 7 
than 8.05 percent of their household income. The same year, individuals with employer coverage 8 
offers were eligible for ACA marketplace plan premium tax credits if their ESI premium 9 
contributions exceeded 9.56 percent of income. The aforementioned Policy H-165.828[1] was 10 
crafted to align the definitions of affordability with respect to being exempt from the individual 11 
mandate (>8.05 percent) and premium tax credit eligibility for individuals with ESI offers (>9.56 12 
percent). 13 
 14 
Policy H-165.828[1] was amended via adoption of the recommendations in a 2021 Council on 15 
Medical Service report to address new inconsistencies between the definition of affordability 16 
pertaining to premium tax credit eligibility and provisions in the American Rescue Plan Act of 17 
2021 (ARPA), which extended eligibility for premium subsidies to people with incomes greater 18 
than 400 percent FPL and capped premiums for those with the highest incomes at 8.5 percent of 19 
their income. ARPA increased the generosity of premium tax credits and lowered the cap on the 20 
percentage of income individuals are required to pay for premiums of the benchmark (second-21 
lowest-cost silver) plan for everyone. At the time the report was written, in 2021, employer 22 
coverage with an employee share of the premium less than 9.83 percent of income was considered 23 
“affordable.” To open the door to premium tax credit eligibility to individuals with ESI premiums 24 
that were above the maximum affordability threshold applied to subsidized marketplace plans, 25 
Policy H-165.828[1] was amended to establish AMA support for: 26 
 27 

… modifying the eligibility criteria for premium credits and cost-sharing subsidies for 28 
those offered ESI by lowering the threshold that determines whether an employee’s 29 
premium contribution is affordable to the level at which premiums are capped for 30 
individuals with the highest incomes eligible for subsidized ACA coverage.  31 

 32 
Federal Subsidies for ACA Premium Tax Credits/Cost-Sharing and ESI Tax Benefits 33 
 34 
In 2023, the federal government subsidized coverage obtained through the ACA marketplaces and 35 
the Basic Health Program (BHP) at a cost of $92 billion.30 This figure includes ARPA federal 36 
subsidy enhancements for premium tax credits and cost-sharing reductions that were extended 37 
through 2025 by the Inflation Reduction Act (IRA). Prior to ARPA, required premium contribution 38 
percentages ranged from about two percent of household income for people with poverty level 39 
income to nearly 10 percent of income for people with incomes between 300 to 400 percent FPL; 40 
people earning more than 400 percent FPL were not eligible for premium tax credits.31 This year, 41 
as shown in Table 1, required premium contribution percentages range from zero for people with 42 
less than 150 percent FPL to 8.5 percent for those making around 400 percent FPL or more. 43 
 44 
Table 1: Required Individual Contribution Percentage for 202432,33 45 
 
Household income percentage of Federal poverty line: % at start of range % at top of range 
Less than 150% 0.00% 0.00% 
At least 150% but less than 200% 0.00% 2.00% 
At least 200% but less than 250% 2.00% 4.00% 
At least 250% but less than 300% 4.00% 6.00% 

https://www.ama-assn.org/system/files/n21-cms-report-3.pdf
https://www.ama-assn.org/system/files/n21-cms-report-3.pdf


 CMS Rep. 2-A-24 -- page 6 of 16 
 

At least 300% but less than 400% 6.00% 8.50% 
At least 400% and higher 8.50% 8.50% 

Premium tax credits for ACA marketplace coverage are calculated by subtracting the required 1 
contribution from the actual cost of the “benchmark” plan, though the credit can be applied toward 2 
any marketplace plan except catastrophic coverage.34 People with incomes below 250 percent FPL 3 
also receive subsidies for cost-sharing expenses that are based on income, so that people with 4 
incomes between 100 and 150 percent FPL receive the most generous subsidies.35 These cost-5 
sharing reductions are only available to those enrolled in silver plans. According to the CBO, in 6 
2023 the average federal subsidy per ACA marketplace/BHP enrollee was $5,990.36 The range of 7 
subsidy amounts is considerable, with small subsidy amounts provided to people with incomes 8 
around 400 or more percent of the FPL and subsidies worth around $15,000 for families with the 9 
lowest incomes. 10 
 11 
The federal government subsidizes ESI via tax benefits provided to employers and employees that 12 
exclude premium contributions from federal income and payroll taxes. The amount of an 13 
individual’s subsidy depends on that person’s marginal tax rate that would be owed if employer-14 
paid premiums were taxed as wages. Accordingly, people with greater incomes and higher 15 
marginal tax rates receive larger federal ESI subsidies than people with lower-incomes and lower 16 
tax rates.37 According to the CBO, the average federal subsidy per ESI enrollee in 2023 was 17 
$2,170.38 18 
 19 
In part due to the enhanced subsidies for marketplace enrollees established by ARPA and extended 20 
by the IRA, several analysts have observed the growing disparity between federal subsidies that 21 
help defray ACA marketplace plan costs, and subsidies for ESI coverage. To illustrate this 22 
expanding gap, a 2024 American Enterprise Institute (AEI) paper calculated the value of subsidies 23 
that would be received by a family of four with $75,000 in income, depending on whether they 24 
purchased ESI or marketplace coverage. According to AEI, if the family enrolled in an employer-25 
based plan, their tax subsidy would be around $4,100, compared to the more than $15,000 in 26 
federal premium subsidies the family would be eligible for if enrolled in a marketplace plan.39 27 
Other analyses have noted that workers with lower incomes may be contributing more for an 28 
employer-based plan than they would pay for coverage under a subsidized marketplace plan, and 29 
that it would be financially advantageous for these workers to move to the marketplace.40  30 
 31 
Some employees who would be financially incentivized to enroll in a marketplace plan if the 32 
firewall is repealed might opt to retain ESI coverage if they are satisfied with their plan and able to 33 
see the physicians they want in a timely manner. The Centers for Medicare & Medicaid Services 34 
(CMS) has previously acknowledged the proliferation of narrow networks among ACA exchange 35 
plans, and several studies have demonstrated varying degrees of challenges facing marketplace 36 
enrollees attempting to access in-network providers, most commonly mental health specialists. A 37 
2020 JAMA study found that provider networks were broader in ESI plans and narrower in 38 
marketplace plans but that networks may also be limited in lower-quality employer plans.41 The 39 
Council has previously observed that, while marketplace plans may be attractive to some people 40 
because their premium prices are lower, purchasers may not be aware that a plan’s provider 41 
network could be narrower and that they may have trouble getting needed care from in-network 42 
physicians, hospitals, and other providers. Therefore, some workers with ESI coverage who would 43 
become newly eligible for marketplace subsidies if the firewall is repealed may decide to keep their 44 
employer plan to avoid possible care disruptions and to preserve relationships with their treating 45 
physicians. Depending on income and a range of other factors, this could be true for some 46 
employees who utilize more services and medications or who have a family member on their plan 47 
who has a health condition that requires timely access to specialty care. 48 
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POLICY OPTIONS ADDRESSING ESI AFFORDABILITY 1 
 2 
During the development of this report, the Council reviewed papers from a broad spectrum of 3 
organizations and also met with subject matter experts who suggested a range of approaches to 4 
improving affordability in ESI and nongroup markets. Review of the literature uncovered a handful 5 
of data analyses and a range of conflicting opinions on the best way forward. The studies generally 6 
agreed that lifting the firewall would increase access to lower cost insurance for people with low 7 
incomes. However, they differed in their assessment of the percent of the population that would 8 
move from ESI to the ACA marketplace, the impact of employer behavior, and their willingness to 9 
support increased federal health spending. These studies are summarized below in alphabetical 10 
order. 11 
 12 
American Enterprise Institute (AEI): A 2020 paper published by AEI recognizes both the value of 13 
ESI to many Americans as well as its flaws, including rising costs for both employers and 14 
employees. AEI asserts that ESI is worth preserving and suggests tax reforms as the centerpiece of 15 
a framework for a more stable ESI system, including the provision of a tax benefit for employers 16 
that would be applied to employee premiums. According to AEI, such firm-level tax credits could 17 
provide greater support to lower-income employees but less support to those with higher 18 
incomes.42  19 
 20 
Bipartisan Policy Center (BPC): A 2022 BPC report recognizes that ESI is less affordable for 21 
lower-wage workers but suggests that fully eliminating the firewall would be quite costly for the 22 
federal government. Instead, BPC recommends that Congress adjust the affordability threshold to 23 
align with the percentage cap on premium contributions for marketplace plans.43 24 
 25 
Center on Budget and Policy Priorities (CBPP): A 2019 CBPP analysis acknowledged that 26 
eliminating the firewall would improve equity but concluded that a full repeal would be too costly 27 
to recommend. Instead, the CBPP suggested strengthening the standards for employer coverage 28 
offers, such as by raising the minimum value standard (from 60 to 70 percent) or establishing more 29 
robust benefit standards for ESI plans.44 30 
 31 
Commonwealth Fund: A 2020 analysis found that, depending on marketplace subsidy amounts in 32 
place, between six and 13 percent of people with ESI would pay lower premium amounts if they 33 
were able to switch to marketplace plans. Importantly, the paper pointed out that people with the 34 
lowest incomes would benefit the most from lower marketplace premiums, as would African 35 
American, Latino, American Indian and Alaska Native individuals. According to the brief, much is 36 
unknown about potential employer responses to elimination of the firewall, including whether 37 
firms will incentivize sicker workers to move to exchange plans or stop offering coverage 38 
altogether.45  39 
 40 
A 2024 Commonwealth Fund paper on automatic enrollment in health insurance posits that 1.2 41 
million people with incomes below 150 percent of FPL and 6.5 million people with income 42 
between 150 percent and 200 percent of FPL would become eligible for marketplace subsidies if 43 
the firewall were eliminated. The analysis states that “most” of these newly eligible individuals 44 
currently have ESI although some are paying full premiums for nongroup plans.46 45 
 46 
Congressional Budget Office (CBO): In 2020, the CBO estimated that approximately 25 percent of 47 
workers with ESI would become eligible for marketplace subsidies if the firewall was repealed. For 48 
20 percent of those newly eligible, post-subsidy premiums for marketplace plans would be lower 49 
than ESI premiums, thus making the nongroup market an attractive option. The CBO maintained 50 
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that, although firms would respond differently to a lifting of the firewall, most of the savings 1 
incurred would likely be passed on to employees and adverse selection would be minimized.47 2 
Urban Institute: Data presented to the Council but not yet published at the time this report was 3 
written estimated that eliminating the firewall would decrease ESI coverage by two percent or less, 4 
increase federal spending by about $20 billion, decrease the number of uninsured individuals, 5 
slightly increase provider revenue, and decrease employer spending and household spending.48  6 
 7 
RELEVANT AMA POLICY 8 
 9 
Policy H-165.829 encourages the development of state waivers to develop and test different models 10 
for transforming employer-provided health insurance coverage, including giving employees a 11 
choice between employer-sponsored coverage and individual coverage offered through health 12 
insurance exchanges, and allowing employers to purchase or subsidize coverage for their 13 
employees on the individual exchanges. Among its many provisions, Policy H-165.920 supports:  14 
 15 

• A system where individually owned health insurance is the preferred option but employer- 16 
provided coverage is still available to the extent the market demands it;  17 

• An individual’s right to select his/her health insurance plan and to receive the same tax 18 
treatment for individually purchased coverage, for contributions toward employer-provided 19 
coverage, and for completely employer-provided coverage; and 20 

• A replacement of the present federal income tax exclusion from employee’s taxable 21 
income of employer-provided insurance coverage with tax credits for individuals and 22 
families. 23 

 24 
Under Policy H-165.851, the AMA supports incremental steps toward financing individual tax 25 
credits for the purchase of health insurance, including but not limited to capping the tax exclusion 26 
for employment-based health insurance. Policy H-165.843 encourages employers to promote 27 
greater individual choice and ownership of plans; enhance employee education regarding how to 28 
choose health plans that meet their needs; and support increased fairness and uniformity in the 29 
health insurance market. Policy H-165.881 advocates for equal-dollar contributions by employers 30 
irrespective of an employee’s health plan choice. Policy H-165.854 supports Health 31 
Reimbursement Arrangements (HRAs)—account-based health plans that employers can offer to 32 
reimburse employees for their medical expenses—as one mechanism for empowering patients to 33 
have greater control over health care decision-making. 34 
 35 
Policy H-165.824 supports improving affordability in health insurance exchanges by expanding 36 
eligibility for premium tax credits beyond 400 percent FPL; increasing the generosity of premium 37 
tax credits; expanding eligibility for cost-sharing reductions; and increasing the size of cost-sharing 38 
reductions. Policy H-165.828, which as previously noted addresses the affordability threshold 39 
(firewall), also supports capping the tax exclusion for employment-based health insurance as a 40 
funding stream to improve health insurance affordability.  41 
 42 
Policy H-165.823 supports a pluralistic health care system and advocates that eligibility for 43 
premium tax credit and cost-sharing assistance to purchase a public option be restricted to 44 
individuals without access to affordable employer-sponsored coverage that meets standards for 45 
minimum value of benefits. This policy sets additional standards for supporting a public option and 46 
states that it shall be made available to uninsured individuals who fall into the “coverage gap” in 47 
states that do not expand Medicaid at no or nominal cost. 48 
 
 
 



 CMS Rep. 2-A-24 -- page 9 of 16 
 

 
 
DISCUSSION 1 
 2 
The AMA has long supported health system reform alternatives that are consistent with AMA 3 
policies concerning pluralism, freedom of choice, freedom of practice, and universal access for 4 
patients. To expand coverage to all Americans, the AMA has advocated for the promotion of 5 
individually selected and owned health insurance; the maintenance of the safety net that Medicaid 6 
and CHIP provide; and the preservation of employer-sponsored coverage to the extent the market 7 
demands it. As ESI continues to be the dominant source of health coverage for people under 65 8 
years of age, most people who have employment-based coverage seem satisfied with it. Still, the 9 
Council acknowledges that because of shortcomings inherent to the ESI system—including equity 10 
and affordability concerns, and rising costs—it does not work well for everyone, especially 11 
workers with lower incomes and those at smaller firms paying for costly family coverage.  12 
 13 
As explained in this report, people with higher earnings receive larger federal ESI subsidies than 14 
their lower-income peers and employees with lower incomes pay a greater share of earnings 15 
towards ESI expenses. The Council recognizes that federal tax benefits available to ESI subscribers 16 
most in need are not nearly as generous as the enhanced subsidies available to many low- and 17 
moderate-income individuals enrolled in ACA marketplace plans. Because the disparity between 18 
subsidy amounts for people with ESI and those with marketplace coverage has widened as 19 
marketplace subsidies have increased and ESI costs have continued to grow, the Council agrees 20 
that it is an appropriate time to revisit AMA policy on the firewall (Policy H-165.828[1]), which 21 
supports lowering the affordability threshold to the level at which premiums are capped for 22 
individuals with the highest incomes eligible for subsidized coverage (currently 8.5 percent).  23 
 24 
During the development of this report, the Council reviewed the literature and heard from experts 25 
holding an array of views on the potential impacts of fully eliminating the firewall, which is the 26 
policy change requested by referred Resolution 103-A-23. Although the Council cannot estimate 27 
with certainty how many people would switch from ESI to exchange plans over time if the firewall 28 
was repealed, the impact on coverage patterns could be significant. Even less is known about 29 
potential employer responses to a repeal, which cannot be predicted and will likely vary, with some 30 
firms possibly shifting certain employees to the marketplace or ceasing to offer health coverage 31 
altogether, and without assurances that employer savings would be passed along to workers. Still, 32 
we understand that the firewall is problematic for some employees, including lower-income 33 
workers who may be contributing more for an employer plan than they would pay for marketplace 34 
coverage and those whose firms offer little to no choice of health plans. Even among employees 35 
who would benefit financially from transitioning to the marketplace, some may opt to retain ESI 36 
coverage if they are satisfied with that plan, concerned about the network breadth of exchange 37 
plans, or interested in preserving relationships with their treating physicians.  38 
 39 
The impact of eliminating the firewall on physician payment rates is also difficult to predict, since 40 
payment rates in the nongroup market tend to vary, though they are generally lower than rates paid 41 
in the ESI market. The Council’s main concerns about eliminating the firewall abruptly and in full 42 
include the potential impacts on ESI stability, which may not be wholly understood, and the 43 
potential substantial costs that would be incurred by the federal government, which already spends 44 
upwards of $1.8 trillion on health insurance subsidies—across all coverage programs—each year.49 45 
Allowing all ESI enrollees access to ACA marketplace subsidies might prove to be prohibitively 46 
expensive. We cannot estimate the exact costs of eliminating the firewall, which would depend on 47 
how many workers ultimately move to exchange plans but the costs easily total tens of billions of 48 
dollars or more per year, especially if enhanced federal marketplace subsidies remain in place after 49 
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2025. We believe that budgetary considerations may make the full repeal option unrealistic, 1 
financially, and also politically since it would be unpopular with ESI proponents, including 2 
employers using health coverage offers as recruiting tools. For these reasons, the Council supports 3 
incrementally reducing the affordability threshold so that it benefits workers most in need, and then 4 
monitoring the effects of this change on coverage patterns, federal and consumer health spending, 5 
and employer behavior. Accordingly, the Council recommends amending Policy H-165.828[1] to 6 
support lowering the threshold that determines whether an employee's premium contribution is 7 
affordable to the maximum percentage of income they would be required to pay, after accounting 8 
for subsidies, towards premiums for an ACA benchmark plan (second-lowest-cost silver plan). The 9 
Council is optimistic that this change, if enacted, may also encourage some employers to offer 10 
more affordable coverage in order to keep attracting workers. 11 
 12 
The Council also suggests additional recommendations that are intended to strengthen the quality 13 
and affordability of ESI. To help address the needs of ESI enrollees with lower incomes, who are 14 
more likely to report difficulties covering the costs of medical care and who may not know if they 15 
are firewalled, the Council recommends amending Policy H-165.843 to encourage employers to: 1) 16 
implement programs that improve affordability of ESI premiums and/or cost-sharing; 2) provide 17 
employees with user-friendly information regarding their eligibility for subsidized ACA 18 
marketplace plans based on their offer of ESI; and 3) provide employees with information 19 
regarding available health plan options, including the plans’ cost, network breadth, and prior 20 
authorization requirements, which will help them choose a plan that meets their needs. The Council 21 
recognizes that employers are already required to provide employees with notice about the ACA 22 
marketplace and that, depending on income and ESI offer, they may be eligible for lower-cost 23 
coverage in the marketplace. However, it may be challenging for some employees to determine 24 
whether they are eligible for marketplace subsidies without tools to help them do so. 25 
 26 
The Council also notes that large employers are subject to a 60 percent actuarial value standard 27 
compared to the 70 percent standard required of silver plans on the marketplace (an 80 percent 28 
actuarial standard is required for gold plans; 60 percent for bronze). Notably, marketplace plans are 29 
also subject to more rigorous essential health benefits standards. To address these disparities in 30 
standards, the Council recommends general support for efforts to strengthen employer coverage 31 
offerings, such as by requiring a higher minimum actuarial value or more robust benefit standards. 32 
Finally, the Council recommends reaffirmation of AMA policies most relevant to this report: 33 
Policy H-165.881, which directs the AMA to pursue strategies for expanding patient choice in the 34 
private sector by advocating for greater choice of health plans by consumers, equal-dollar 35 
contributions by employers irrespective of an employee’s health plan choice, and expanded 36 
individual selection and ownership of health insurance; and Policy H-165.920, which supports 37 
principles related to individually purchased and owned health insurance coverage as the preferred 38 
option, although employer-provided coverage is still available to the extent the market demands it. 39 
 40 
RECOMMENDATIONS 41 
 42 
The Council on Medical Service recommends that the following recommendations be adopted in 43 
lieu of Resolution 103-A-23, and that the remainder of the report be filed. 44 
 45 

1. That our American Medical Association (AMA) amend Policy H-165.828[1] by addition 46 
and deletion to read: 47 
 48 
Our AMA supports modifying the eligibility criteria for premium credits and cost-sharing 49 
subsidies for those offered employer-sponsored coverage by lowering the threshold that 50 
determines whether an employee’s premium contribution is affordable to the level at which 51 
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premiums are capped for individuals with the highest incomes eligible for subsidized 1 
coverage maximum percentage of income they would be required to pay towards premiums 2 
after accounting for subsidies in for an Affordable Care Act (ACA) marketplaces 3 
benchmark plan. (Modify HOD Policy) 4 
 5 

2. That our AMA amend Policy H-165.843 by addition and deletion to read: 6 
 7 
Our AMA encourages employers to: 8 
a) promote greater individual choice and ownership of plans; 9 
b) implement plans to improve affordability of premiums and/or cost-sharing, especially 10 
expenses for employees with lower incomes and those who may qualify for Affordable 11 
Care Act marketplace plans based on affordability criteria;  12 
c) help employees determine if their employer coverage offer makes them ineligible or 13 
eligible for federal marketplace subsidies provide employees with user-friendly 14 
information regarding their eligibility for subsidized ACA marketplace plans based on their 15 
offer of employer-sponsored insurance; 16 
bd) enhance employee education regarding available health plan options and how to choose 17 
health plans that meet their needs provide employees with information regarding available 18 
health plan options, including the plan’s cost, network breadth, and prior authorization 19 
requirements, which will help them choose a plan that meets their needs; 20 
ce) offer information and decision-making tools to assist employees in developing and 21 
managing their individual health care choices; 22 
df) support increased fairness and uniformity in the health insurance market; and 23 
eg) promote mechanisms that encourage their employees to pre-fund future costs related to 24 
retiree health care and long-term care. (Modify HOD Policy) 25 
 26 

3. That our AMA support efforts to strengthen employer coverage offerings, such as by 27 
requiring a higher minimum actuarial value or more robust benefit standards, like those 28 
required of nongroup marketplace plans. (New HOD Policy) 29 
 30 

4. That our AMA reaffirm Policy H-165.881, which directs the AMA to pursue strategies for 31 
expanding patient choice in the private sector by advocating for greater choice of health 32 
plans by consumers, equal-dollar contributions by employers irrespective of an employee's 33 
health plan choice and expanded individual selection and ownership of health insurance. 34 
(Reaffirm HOD Policy) 35 
 36 

5. That our AMA reaffirm Policy H-165.920, which supports individually purchased and 37 
owned health insurance coverage as the preferred option, although employer-provided 38 
coverage is still available to the extent the market demands it, and other principles related 39 
to health insurance. (Reaffirm HOD Policy) 40 
 

Fiscal Note: Less than $500. 
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Appendix 
 

Policies Recommended for Amendment and Reaffirmation 
 
Health Insurance Affordability H-165.828 
1. Our AMA supports modifying the eligibility criteria for premium credits and cost-sharing 
subsidies for those offered employer-sponsored coverage by lowering the threshold that determines 
whether an employee's premium contribution is affordable to the level at which premiums are 
capped for individuals with the highest incomes eligible for subsidized coverage in Affordable 
Care Act (ACA) marketplaces. 
2. Our AMA supports legislation or regulation, whichever is relevant, to fix the ACA’s “family 
glitch,” thus determining the eligibility of family members of workers for premium tax credits and 
cost-sharing reductions based on the affordability of family employer-sponsored coverage and 
household income. 
3. Our AMA encourages the development of demonstration projects to allow individuals eligible 
for cost-sharing subsidies, who forego these subsidies by enrolling in a bronze plan, to have access 
to a health savings account (HSA) partially funded by an amount determined to be equivalent to the 
cost-sharing subsidy. 
4. Our AMA supports capping the tax exclusion for employment-based health insurance as a 
funding stream to improve health insurance affordability, including for individuals impacted by the 
inconsistency in affordability definitions, individuals impacted by the "family glitch," and 
individuals who forego cost-sharing subsidies despite being eligible. 
5. Our AMA supports additional education regarding deductibles and cost-sharing at the time of 
health plan enrollment, including through the use of online prompts and the provision of examples 
of patient cost-sharing responsibilities for common procedures and services. 
6. Our AMA supports efforts to ensure clear and meaningful differences between plans offered on 
health insurance exchanges. 
7. Our AMA supports clear labeling of exchange plans that are eligible to be paired with a Health 
Savings Account (HSA) with information on how to set up an HSA. 
8. Our AMA supports the inclusion of pregnancy as a qualifying life event for special enrollment in 
the health insurance marketplace. (CMS Rep. 8, I-15 Reaffirmed in lieu of: Res. 121, A-16 
Reaffirmation: A-17 Reaffirmed: CMS Rep. 09, A-19 Reaffirmed: CMS Rep. 02, A-19 Reaffirmed 
in lieu of: Res. 101, A-19 Reaffirmed: CMS Rep. 01, I-20 Reaffirmed: CMS Rep. 2, I-20 Modified: 
CMS Rep. 3, I-21 Appended: Res. 701, I-21) 
 
Trends in Employer-Sponsored Health Insurance H-165.843 
Our AMA encourages employers to:  
a) promote greater individual choice and ownership of plans;  
b) enhance employee education regarding how to choose health plans that meet their needs;  
c) offer information and decision-making tools to assist employees in developing and managing 
their individual health care choices; 
d) support increased fairness and uniformity in the health insurance market; and 
e) promote mechanisms that encourage their employees to pre-fund future costs related to retiree 
health care and long-term care. (CMS Rep. 4, I-07 Reaffirmed: CMS Rep. 01, A-17) 
 
Expanding Choice in the Private Sector H-165.881 
Our AMA will continue to actively pursue strategies for expanding patient choice in the private 
sector by advocating for greater choice of health plans by consumers, equal-dollar contributions by 
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employers irrespective of an employee's health plan choice and mexpanded individual selection 
and ownership of health insurance where plans are truly accountable to patients. (BOT Rep. 23,  
A-97 Reaffirmed BOT Rep. 6, A-98 Reaffirmation A-02 Reaffirmed: CMS Rep. 4, A-12 
Reaffirmation: A-19) 
 
Individual Health Insurance H-165.920 
Our AMA: 
(1) affirms its support for pluralism of health care delivery systems and financing mechanisms in 
obtaining universal coverage and access to health care services; 
(2) recognizes incremental levels of coverage for different groups of the uninsured, consistent with 
finite resources, as a necessary interim step toward universal access; 
(3) actively supports the principle of the individual's right to select his/her health insurance plan 
and actively support ways in which the concept of individually selected and individually owned 
health insurance can be appropriately integrated, in a complementary position, into the 
Association's position on achieving universal coverage and access to health care services. To do 
this, our AMA will: 
(a) Continue to support equal tax treatment for payment of health insurance coverage whether the 
employer provides the coverage for the employee or whether the employer provides a financial 
contribution to the employee to purchase individually selected and individually owned health 
insurance coverage, including the exemption of both employer and employee contributions toward 
the individually owned insurance from FICA (Social Security and Medicare) and federal and state 
unemployment taxes; 
(b) Support the concept that the tax treatment would be the same as long as the employer's 
contribution toward the cost of the employee's health insurance is at least equivalent to the same 
dollar amount that the employer would pay when purchasing the employee's insurance directly; 
(c) Study the viability of provisions that would allow individual employees to opt out of group 
plans without jeopardizing the ability of the group to continue their employer sponsored group 
coverage; and 
(d) Work toward establishment of safeguards, such as a health care voucher system, to ensure that 
to the extent that employer direct contributions made to the employee for the purchase of 
individually selected and individually owned health insurance coverage continue, such 
contributions are used only for that purpose when the employer direct contributions are less than 
the cost of the specified minimum level of coverage. Any excess of the direct contribution over the 
cost of such coverage could be used by the individual for other purposes; 
(4) will identify any further means through which universal coverage and access can be achieved; 
(5) supports individually selected and individually-owned health insurance as the preferred method 
for people to obtain health insurance coverage; and supports and advocates a system where 
individually-purchased and owned health insurance coverage is the preferred option, but employer-
provided coverage is still available to the extent the market demands it; 
(6) supports the individual's right to select his/her health insurance plan and to receive the same tax 
treatment for individually purchased coverage, for contributions toward employer-provided 
coverage, and for completely employer provided coverage; 
(7) supports immediate tax equity for health insurance costs of self-employed and unemployed 
persons; 
(8) supports legislation to remove paragraph (4) of Section 162(l) of the US tax code, which 
discriminates against the self-employed by requiring them to pay federal payroll (FICA) tax on 
health insurance premium expenditures; 
(9) supports legislation requiring a “maintenance of effort” period, such as one or two years, during 
which employers would be required to add to the employee's salary the cash value of any health 
insurance coverage they directly provide if they discontinue that coverage or if the employee opts 
out of the employer-provided plan; 
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(10) encourages through all appropriate channels the development of educational programs to assist 
consumers in making informed choices as to sources of individual health insurance coverage; 
(11) encourages employers, unions, and other employee groups to consider the merits of risk-
adjusting the amount of the employer direct contributions toward individually purchased coverage. 
Under such an approach, useful risk adjustment measures such as age, sex, and family status would 
be used to provide higher-risk employees with a larger contribution and lower-risk employees with 
a lesser one; 
(12) supports a replacement of the present federal income tax exclusion from employees' taxable 
income of employer-provided health insurance coverage with tax credits for individuals and 
families, while allowing all health insurance expenditures to be exempt from federal and state 
payroll taxes, including FICA (Social Security and Medicare) payroll tax, FUTA (federal 
unemployment tax act) payroll tax, and SUTA (state unemployment tax act) payroll tax; 
(13) advocates that, upon replacement, with tax credits, of the exclusion of employer-sponsored 
health insurance from employees' federal income tax, any states and municipalities conforming to 
this federal tax change be required to use the resulting increase in state and local tax revenues to 
finance health insurance tax credits, vouchers or other coverage subsidies; and 
(14) believes that refundable, advanceable tax credits inversely related to income are preferred over 
public sector expansions as a means of providing coverage to the uninsured. 
(15) Our AMA reaffirms our policies committed to our patients and their individual responsibility 
and freedoms consistent with our United States Constitution. (BOT Rep. 41, I-93 CMS Rep. 11,  
I-94 Reaffirmed by Sub. Res. 125 and Sub. Res. 109, A-95 Amended by CMS Rep. 2, I-96 
Amended and Reaffirmed by CMS Rep. 7, A-97 Reaffirmation A-97 Reaffirmed: CMS Rep. 5,  
I-97 Res. 212, I-97 Appended and Amended by CMS Rep. 9, A-98 Reaffirmation I-98 
Reaffirmation I-98 Res. 105 & 108, A-99 Reaffirmation A-99 Reaffirmed: CMS Rep. 5 and 7, I-99 
Modified: CMS Rep. 4, CMS Rep. 5, and Appended by Res. 220, A-00 Reaffirmation I-00 
Reaffirmed: CMS Rep. 2, I-01 Reaffirmed CMS Rep. 5, A-02 Reaffirmation A-03 Reaffirmed: 
CMS Rep. 1 and 3,  
A-02 Reaffirmed: CMS Rep. 3, I-02 Reaffirmed: CMS Rep. 3, A-03 Reaffirmation I-03 
Reaffirmation A-04 Consolidated: CMS Rep. 7, I-05 Modified: CMS Rep. 3, A-06 Reaffirmed in 
lieu of Res. 105, A-06 Reaffirmation A-07 Appended and Modified: CMS Rep. 5, A-08 Modified: 
CMS Rep. 8, A-08 Reaffirmation A-10 Reaffirmed: CMS Rep. 9, A-11 Reaffirmation A-11 
Reaffirmed: Res. 239, A-12 Appended: Res. 239, A-12 Reaffirmed: CMS Rep. 6, A-12 
Reaffirmed: CMS Rep. 9, A-14 Reaffirmed in lieu of: Res. 805, I-17) 
 



 

REPORT 3 OF THE COUNCIL ON MEDICAL SERVICE (A-24) 
Review of Payment Options for Traditional Healing Services 
(Resolution 106-A-23) 
(Reference Committee A) 

 
EXECUTIVE SUMMARY 

 
At the 2023 Annual Meeting, the House of Delegates referred Resolution 106, which was 
sponsored by the Medical Student Section and asked for the American Medical Association to 
“study the impact of Medicaid waivers for managed care demonstration projects regarding 
implementation and reimbursement for traditional American Indian and Alaska Native healing 
practices provided in concert with physician-led healthcare teams.” 
 
In 1883, the federal government established the Code of Indian Offenses to prosecute American 
Indians who participated in traditional ceremonies. The cultural identity of American Indian Tribes 
was restricted by such methods until 1978, when the American Indian Religious Freedom Act 
legalized traditional spirituality and ceremonies. As the cornerstone legal authority for the 
provision of health care to American Indians and Alaska Natives (AI/AN), the Indian Health Care 
Improvement Act (IHCIA) was permanently authorized in 2010 to promote traditional health care 
practices, fulfill special trust responsibilities, and ensure the highest possible health status by 
providing all resources necessary to implement that policy. 
 
Federal officials have called for Medicaid to improve its ability to provide culturally competent 
services to AI/AN beneficiaries and many Tribes have incorporated traditional healing services into 
their health care delivery. While Congress granted the Indian Health Service the ability to bill 
Medicaid, traditional healing services are not currently a Medicaid covered service. Accordingly, 
Section 1115 waivers provide a path forward. Currently, four states are pursuing Medicaid Section 
1115 demonstration authority to cover traditional healing services furnished by Indian health 
providers to AI/AN Medicaid beneficiaries. The waiver requests seek the maximum amount of 
discretion to be given to Native and Indigenous communities to establish relevant programs for 
each community, while incorporating minimal federal requirements upon approval of the requests. 
The Council supports monitoring of Medicaid Section 1115 waivers that recognize the value of 
traditional AI/AN healing services as a mechanism for improving patient-centered care and health 
equity among AI/AN populations when coordinated with physician-led care. 
 
For AI/AN communities, traditional healing practices are a fundamental element of Indian health 
care that helps individuals achieve wellness and restores emotional balance and one’s relationship 
with the environment. While traditional healing services are recognized by the IHCIA, there is no 
statutory definition for traditional healing services, as they vary considerably among Tribes. The 
Council supports consultation with Tribes to facilitate the development of best practices and 
coordination of AI/AN traditional healing providers with the physician-led care team. 
 
The value of traditional healing services is not easily quantified by a culture grounded in 
conventional medicine as it represents a spiritual tradition tied to lifestyle, community, sovereignty 
issues, and land and culture preservation. The history of AI/AN Tribes in the US involves 
dislocation and upheaval followed by sustained disregard for effective Indigenous practices based 
on a historic preference for conventional evidence-based medicine. As a result, barriers to 
traditional care services have been created by a lack of cultural competence among systems of care 
that fail to question how evidence has historically been defined. 
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At the 2023 Annual Meeting, the House of Delegates referred Resolution 106, which was 1 
sponsored by the Medical Student Section. Resolution 106-A-23 asked for the American Medical 2 
Association (AMA) to “study the impact of Medicaid waivers for managed care demonstration 3 
projects regarding implementation and reimbursement for traditional American Indian and Alaska 4 
Native (AI/AN) healing practices provided in concert with physician-led healthcare teams.” 5 
Testimony was mixed for Resolution 106, with some recommending alternate language asking our 6 
AMA to support Medicaid payment for traditional healing services and encourage involved 7 
communities to adhere to a series of principles addressing traditional provider/facility 8 
arrangements, covered services, and qualified providers. Others supported the resolution as written, 9 
albeit with further study to recognize the need for cultural relevance while ensuring patient safety. 10 
This report focuses on health equity and cultural competence in providing care for AI/AN 11 
populations, examines coverage considerations, summarizes relevant Medicaid Section 1115 12 
waiver requests, and presents new policy recommendations. 13 
 14 
BACKGROUND 15 
 16 
The Office of Management and Budget (OMB) defines an AI/AN individual as “a person having 17 
origins in any of the original peoples of North and South America (including Central America) and 18 
who maintains Tribal affiliation or community attachment.” American Indians and Alaska Natives 19 
are a United States (US) census-defined racial group that also has a specific political and legal 20 
classification. From 1778 to 1871, US relations with individual American Indian Nations 21 
indigenous to what is now the US were established through the treaty-making process. The treaties 22 
recognized unique sets of rights, benefits, and conditions for the Tribes who agreed to surrender 23 
millions of acres to the U.S. in return for its protection. The US-American Indian treaties are 24 
considered to be the foundation upon which federal Indian law and the federal Indian trust 25 
responsibility is based. In Seminole Nation v. United States (1942), the US “charged itself with 26 
moral obligations of the highest responsibility and trust” toward Indian Tribes and accepted a 27 
legally enforceable fiduciary obligation to protect Tribal treaty rights, lands, assets, and resources, 28 
as well as a duty to carry out the mandates of federal law with respect to AI/AN Tribes and 29 
villages.1 30 
 31 
In 1954, the Transfer Act moved responsibility for Indian health care from the Bureau of Indian 32 
Affairs to the United States Public Health Service in the former Department of Health, Education, 33 
and Welfare, currently known as the Department of Health and Human Services (HHS), creating 34 
the Indian Health Service (IHS). The IHS was formed to provide federal health care services to 35 

https://www.census.gov/topics/population/race/about.html
https://www.doi.gov/sites/doi.gov/files/migrated/news/pressreleases/upload/Signed-SO-3335.pdf
https://www.doi.gov/sites/doi.gov/files/migrated/news/pressreleases/upload/Signed-SO-3335.pdf
https://supreme.justia.com/cases/federal/us/316/286/https:/supreme.justia.com/cases/federal/us/316/286/https:/supreme.justia.com/cases/federal/us/316/286/https:/supreme.justia.com/cases/federal/us/316/286/https:/supreme.justia.com/cases/federal/us/316/286/https:/supreme.justia.com/cases/federal/us/316/286/https:/supreme.justia.com/cases/federal/us/316/286/https:/supreme.justia.com/cases/federal/us/316/286/https:/supreme.justia.com/cases/federal/us/316/286/https:/supreme.justia.com/cases/federal/us/316/286/https:/supreme.justia.com/cases/federal/us/316/286/
https://www.ihs.gov/sites/prc/themes/responsive2017/display_objects/documents/TRANSFER_ACT_PubLaw_83_658_1954.pdf
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AI/AN populations based on the unique government-to-government relationship between the 1 
federal government and the Tribes established by treaties and codified in Article I, Section 8 of the 2 
US Constitution. IHS funds and delivers health services through a network of programs and 3 
facilities, providing services free of charge to eligible individuals. IHS provides an array of direct 4 
health care services at its facilities and also refers beneficiaries to private providers for care through 5 
the Purchased/Referred Care Program when needed services are not available at IHS facilities. 6 
Eligibility is generally restricted to members of federally recognized Tribes and their descendants 7 
who live within the geographic service area of an IHS or Tribally operated facility, typically on or 8 
near a reservation or other trust land area. 9 
 10 
The Snyder Act of 1921 provided explicit legislative authorization for federal health programs for 11 
AI/AN individuals by mandating the expenditure of funds for “the relief of distress and 12 
conservation of health…(and) for the employment of…physicians…for Indian Tribes.” The 1976 13 
Indian Health Care Improvement Act (IHCIA) is the cornerstone legal authority for the provision 14 
of health care to AI/AN populations. It was permanently authorized in March 2010 as part of the 15 
Patient Protection and Affordable Care Act (ACA) with the goal to “promote traditional health care 16 
practices of the Indian Tribes served consistent with the Service standards for the provision of 17 
health care, health promotion, and disease prevention” and “fulfill special trust responsibilities and 18 
legal obligations to Indians…to ensure the highest possible health status for Indians and urban 19 
Indians and to provide all resources necessary to effect that policy.”2 The ACA included many 20 
AI/AN-specific provisions, such as greater flexibility in health insurance enrollment in the 21 
individual marketplace exchanges, limited or elimination of cost-sharing for health plans based on 22 
income, improved payment to IHS hospitals through Medicare, and promotion of traditional 23 
healing services. The legislation additionally facilitated the expansion of Medicaid, to the benefit of 24 
many AI/AN individuals. The Snyder Act and the permanent authorization of the IHCIA provide 25 
legislative authority for Congress to appropriate funds specifically for the health care of Indian 26 
people. 27 
 28 
Since Indian Tribes are political entities, they are considered sovereign nations participating in a 29 
government-to-government relationship with the US separate from the state regulatory structure. 30 
The federal government honors this unique relationship by adhering to 2021 Executive Order 31 
13175, which requires federal agencies to engage in meaningful Tribal consultation. As a result of 32 
the Executive Order, HHS and the Centers for Medicare & Medicaid Services (CMS) each have a 33 
Tribal consultation policy. Depending on the nature of the policy at issue, states are subject to 34 
varying levels of Tribal consultation requirements. For example, Section 5006 of the American 35 
Recovery and Reinvestment Act requires that states must seek advice from designees of Indian 36 
health programs and urban Indian organizations in the state when Medicaid and Children’s Health 37 
Insurance Program (CHIP) matters have a direct effect on Indians, Indian health programs, or 38 
urban Indian programs. States are also required to describe the process for seeking advice from 39 
Indian health programs and urban Indian organizations in the Medicaid and CHIP state plans. 40 
 41 
IHS does not provide insurance coverage or offer a defined benefit package. Further, because it is 42 
not an entitlement program, IHS offers services to the extent permitted by its annual federal 43 
appropriation and a limited amount of revenue from other sources (e.g., payment from insurers 44 
such as Medicaid). While IHS was previously the only federal health program without advance 45 
appropriations, HHS successfully secured advance appropriations for IHS starting in 2024, which 46 
means that the majority of IHS-funded programs, including Tribal health programs and urban 47 
Indian organizations, will remain funded and operational in the event of an expiration of 48 
appropriations. The Indian Health Manual sets forth the policies, standards, and procedures for 49 
determining who falls within the scope of the IHS health care program. Generally, in order to 50 
receive IHS services, an individual must be a member of a federally recognized Tribe or an Alaska 51 

https://constitution.congress.gov/browse/essay/artI-S8-C3-9-2/ALDE_00012977/
https://constitution.congress.gov/browse/essay/artI-S8-C3-9-2/ALDE_00012977/
https://www.bia.gov/service/tribal-leaders-directory/federally-recognized-tribes
https://www.ihs.gov/sites/clao/themes/responsive2017/display_objects/documents/SnyderAct.pdf
https://www.ihs.gov/sites/ihcia/themes/responsive2017/display_objects/documents/home/USCode_Title25_Chapter%2018.pdf
https://www.whitehouse.gov/briefing-room/presidential-actions/2021/01/26/memorandum-on-tribal-consultation-and-strengthening-nation-to-nation-relationships/
https://www.whitehouse.gov/briefing-room/presidential-actions/2021/01/26/memorandum-on-tribal-consultation-and-strengthening-nation-to-nation-relationships/
https://www.cms.gov/Outreach-and-Education/American-Indian-Alaska-Native/AIAN/Downloads/Section-5006-Protections-for-Indians-under-Medicaid-and-CHIP.pdf
https://www.cms.gov/Outreach-and-Education/American-Indian-Alaska-Native/AIAN/Downloads/Section-5006-Protections-for-Indians-under-Medicaid-and-CHIP.pdf
https://www.ihs.gov/ihm/
https://ancsaregional.com/about-ancsa/
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Native Claims Settlement Act  shareholder. Health care services unavailable at an 1 
IHS/Tribal/Urban facility can be provided by non-IHS health care facilities through the 2 
Purchased/Referred Care (PRC) program. Since PRC payments are authorized based on clearly 3 
defined guidelines subject to availability of funds, services obtained under PRC must be prioritized, 4 
with life-threatening illnesses or injuries being given highest priority. Although there are no 5 
deductibles, coinsurance, or copayments for IHS services, insurance allows coverage for things 6 
such as specialty care, services without IHS PRC authorization, and care when away from home. 7 
 8 
AI/AN individuals who are eligible for health care through the IHS are also entitled to 9 
Medicaid/CHIP coverage if they meet the categorical and financial eligibility requirements of the 10 
Medicaid/CHIP program in the state in which they reside. When AI/AN individuals enroll in 11 
Medicaid/CHIP or a qualified health plan (QHP) available through the Marketplace, they can 12 
continue to receive services from their local Indian health care provider and can also access 13 
services from non-IHS providers that are participating providers in Medicaid/CHIP or the QHP 14 
provider network, respectively. IHS and Tribal providers can generally bill QHP issuers or 15 
Medicaid/CHIP for services provided to their patients, and these revenues can be used to pay for 16 
costs such as hiring health professionals, purchasing equipment, and meeting accreditation 17 
requirements. Medicaid plays a secondary but significant role in financing health services for the 18 
AI/AN population, as it provides health insurance coverage for many AI/AN people.3 In 2020, over 19 
1.8 million AI/AN individuals were enrolled in Medicaid, meaning almost one-fifth of the AI/AN 20 
population was covered by Medicaid.4 Services provided by IHS and Tribal physicians are also 21 
subject to a 100 percent Federal Medical Assistance Percentage. As such, Medicaid is an essential 22 
source of revenue for the facilities and programs that make up the IHS health care delivery system. 23 
 24 
AMERICAN INDIAN/ALASKA NATIVE TRADITIONAL HEALING SERVICES 25 
 26 
The value of AI/AN traditional healing services is often measured against modern medicine, or 27 
allopathy. Allopathy is the treatment of disease by conventional means and translates to “other than 28 
the disease.” Traditional healing is holistic and spiritual, with a focus on well-being and the 29 
promotion of health through ceremony-assisted treatments. Many modern medicines and treatments 30 
have Indigenous equivalents (e.g., aspirin is closely related to salicin found in willow bark) and 31 
studies have found that traditional healing is currently in wide-spread use,5 with documented 32 
effectiveness in diabetes mellitus populations.6 33 
 34 
A scoping review of the literature provides robust data regarding the utilization of AI/AN 35 
traditional healing services, integration of traditional and Western medicine systems, ceremonial 36 
practice for healing, and traditional healer perspectives.7 However, published systematic reviews 37 
appear limited to determining the effectiveness of AI/AN traditional healing in treating mental 38 
illness or substance use disorders. A 2016 systematic review searched four databases and reference 39 
lists for papers that explicitly measured the effectiveness of traditional healers on mental illness 40 
and psychological distress. While there was some evidence that traditional healers can provide an 41 
effective psychosocial intervention by helping to relieve distress and improve mild symptoms in 42 
common mental disorders such as depression and anxiety, they found little evidence to suggest that 43 
traditional healers change the course of severe mental illnesses such as bipolar and psychotic 44 
disorders.8 A 2023 systematic review assessed the feasibility of AI/AN traditional ceremonial 45 
practices to address substance use disorders in both reservation and urban settings. Between 46 
September 2021, and January 2022, culturally specific review protocols were applied to articles 47 
retrieved from over 160 electronic databases, with 10 studies meeting the criteria for inclusion in 48 
the review. While all 10 studies reported some type of quantitative data showing a reduction of 49 
substance use associated with traditional ceremonial practices, the fact that the current status of the 50 
literature is emerging did not allow for meta-analysis of existing studies.9 51 

https://ancsaregional.com/about-ancsa/
https://www.ihs.gov/prc/
https://www.cms.gov/marketplace/technical-assistance-resources/AIAN-health-coverage-options.pdf
https://www.cms.gov/marketplace/technical-assistance-resources/AIAN-health-coverage-options.pdf
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For AI/AN communities, traditional healing practices are a fundamental element of Indian health 1 
care that helps individuals achieve wellness and restores emotional balance and one’s relationship 2 
with the environment. While traditional healing services are recognized by the IHCIA, there is no 3 
statutory definition for traditional healing services. Some Tribes believe that a health problem is an 4 
imbalance between an individual and the community and there are seven natural ways of emotional 5 
discharge and healing to address that imbalance: shaking, crying, laughing, sweating, voicing (i.e., 6 
talking, singing, hollering, yelling, screaming), kicking, and hitting, all of which must be done in a 7 
constructive manner so as to not harm another spirit.10 Accordingly, Traditional AI/AN healing 8 
services might include a range of services such as (but not limited to): 9 
 10 

• Sweat lodges 11 
• Healing hands 12 
• Prayer 13 
• Smudging and purification rituals 14 
• Song and dance 15 
• Use of herbal remedies 16 
• Culturally sensitive and supportive counseling 17 
• Shamanism 18 

 19 
Traditional healers are often identified in their Tribal community by their innate gift of healing. 20 
They typically work informally but may continue to uncover their unique gift through 21 
apprenticeship and by observing more experienced healers. Many traditional healers do not charge 22 
for their services but are given gifts as an expression of gratitude. Some healers will not accept 23 
payment at all, especially when originating from a third-party. 24 
 25 
HEALTH EQUITY CONSIDERATIONS 26 
 27 
In 1883, the federal government established the Code of Indian Offenses to prosecute American 28 
Indians who participated in traditional ceremonies in order to replace them with Christianity.11  29 
This was one of several methods utilized to restrict the cultural identity of American Indian Tribes 30 
throughout US history. In 1978, the American Indian Religious Freedom Act (AIRFA) was a 31 
pivotal turning point in addressing concerns regarding separation of church and state, legalizing 32 
traditional spirituality and ceremonies, and overturning local and state regulations that had banned 33 
AI/AN spiritual practices. In 1994, AIRFA was expanded to increase access to traditional healing 34 
services such that “when an Indian Health Service patient requests assistance in obtaining the 35 
services of a native practitioner, every effort will be made to comply…such efforts might include 36 
contacting a native practitioner, providing space or privacy within a hospital room for a ceremony, 37 
and/or the authorization of contract health care funds to pay for native healer consultation when 38 
necessary.” 39 
 40 
More recently, Congress recognized “provid[ing] the resources, processes, and structure that will 41 
enable Indian Tribes and Tribal members to obtain the quantity and quality of health care services 42 
and opportunities to eradicating health disparities between Indians and the general population of 43 
the United States,” as a top national priority. After President Biden issued Executive Order 13985 44 
in 2021 to establish equity as a cornerstone of Administration policy, the National Indian Health 45 
Board (NIHB), supported by CMS and the CMS Tribal Technical Advisory Group (TTAG), 46 
convened AI/AN leaders to consider what health equity means from a Tribal perspective. The 47 
resulting 2022 NIHB report similarly concluded that traditional healing is essential to advancing 48 
health equity. The federal government issued a second Executive Order in 2023, to further build 49 
equity into the business of government. 50 
 

https://www.dhcs.ca.gov/Documents/Tribes-and-Indian-Health-Program-Representatives-Meeting-Presentation-02-24-22.pdf
https://commons.und.edu/indigenous-gov-docs/131/
https://www.govinfo.gov/content/pkg/COMPS-5293/pdf/COMPS-5293.pdf
https://www.whitehouse.gov/equity/
https://www.nihb.org/docs/03212023/2023_CMS%20Health%20Equity%20Report_FINAL_508.pdf
https://www.whitehouse.gov/briefing-room/presidential-actions/2023/02/16/executive-order-on-further-advancing-racial-equity-and-support-for-underserved-communities-through-the-federal-government/
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The 2022 NIHB report established that in pursuit of honoring Indigenous knowledge, traditional 1 
healing services should be paid utilizing paths to credentialing and billing that are Tribally led and 2 
approached with sensitivity and cultural humility. In September 2023, the CMS TTAG wrote to the 3 
CMS Administrator urging the Biden-Harris Administration to develop CMS policy in support of 4 
funding and payment for traditional healing, which would “allow Tribes to use the additional third-5 
party revenue to expand traditional healing services, coordinate the services within the facility, hire 6 
additional healers as appropriate, and create a space for ceremonial practices.” 7 
 8 
LESSONS LEARNED IN FOSTERING CULTURAL COMPETENCE 9 
 10 
In January 1952, two anthropologists and a physician from Cornell Medical College learned that 11 
tuberculosis raged untreated on the Navajo Reservation in Arizona. Recognizing a valuable 12 
opportunity for medical research, they designed and administered a ten-year demonstration to 13 
evaluate the efficacy of new antibiotics and test the power of modern medicine to improve the 14 
health conditions of a marginalized rural society. In 1970, they published a book detailing the 15 
demonstration and deeming the project a success, as it established a mechanism for effective, 16 
continued community control and elicited full participation by community members who expressed 17 
satisfaction with the care they received.12 A 2002 analysis of the demonstration drew different 18 
conclusions, where “researchers exploited the opportunities made possible by the ill-health of a 19 
marginalized population…(and) erected an intrusive system of outpatient surveillance that failed to 20 
reduce the dominant causes of morbidity and mortality…(where) every act of treatment became an 21 
experiment (and) risked undermining the trust on which research and clinical care depended.”13 22 
However, the demonstration’s exploration of AI/AN traditional healing is perhaps the only 23 
semiquantitative approach to the subject and provides insights that remain useful today, as the 24 
demonstration recognized that “First, it must be realized that this is not a situation of compromising 25 
alternatives. Rather, there is belief on the part of patients that both systems have something to offer, 26 
they both ‘work.’”14 27 
 28 
Humility, which is at the core of AI/AN traditional healing, requires commitment to cultural 29 
connectedness, particularly when traditional healing services are provided in concert with 30 
allopathic/osteopathic care. While validated cultural connectedness measurement scales are 31 
available,15 there are tenets of traditional healing that can be successfully incorporated into any care 32 
coordination paradigm, such as providing multigenerational visits and home visits to reinforce the 33 
value of community-and family-based care or supporting a holistic approach to care through hands-34 
on healing, physical body manipulation, and use of Indigenous diets to promote food as medicine. 35 
More AI/AN patients are embracing the opportunity to benefit from coordination between 36 
traditional healing and allopathic/osteopathic care. For example, in the Navajo Tribe, use of healers 37 
overlaps with use of medical providers for common medical conditions and patients rarely perceive 38 
conflict between the Native healer and conventional medicine.16 If traditional healing services are 39 
allied with the health system, care can be coordinated to accommodate individuals’ needs, leading 40 
to improved health outcomes.17 Furthermore, coordination, open communication, and transparency 41 
are critical to overcoming medical mistrust in modern medicine among AI/AN individuals. 42 
 43 
There are two areas where it is particularly important to further cultural sensitivity in the provision 44 
of traditional healing services: 45 
 46 
(1) Collecting data: While Indigenous Peoples need health data to help identify populations at risk 47 
and monitor the effectiveness of programs, health care centers and public health institutions 48 
regularly overlook the AI/AN community when collecting data and conducting research. Because 49 
some AI/AN patients are hesitant to allow the collection of their health care data by non-50 
Indigenous individuals due to a lack of trust in how it might be used, this underrepresentation can 51 

https://www.nihb.org/tribalhealthreform/wp-content/uploads/2023/09/2023-09-11_-TTAG-Letter-re-CMS-Reimbursement-of-Traditional-Services.pdf
https://www.uihi.org/download/best-practices-for-american-indian-and-alaska-native-data-collection/
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be magnified. Additionally, because Western research protocols do not prioritize providing benefits 1 
to the entire community, randomized clinical trials are often perceived as unacceptable and unfair 2 
as true randomization is difficult to apply when investigators have legacy relationships with certain 3 
individuals over others. The perception that control-group communities are receiving a lesser 4 
intervention, or none at all, can result in an ethical and cultural, and often stressful, struggle for 5 
both academic and community investigators.18 6 
 7 
(2) Credentialing traditional healers: As non-AI/AN protocols cannot be easily applied in 8 
determining necessary qualifications when it comes to traditional healing services, many Tribes 9 
have established distinct processes for credentialing traditional healers. A Tribal credentialing 10 
process might involve a multi-level training program where applications are reviewed by Tribal 11 
Elders, who then interview candidates before being considered by the Council of Elders. Given the 12 
wide variation among Tribes, many agree that it would be impractical to standardize the 13 
credentialing process. Furthermore, if traditional healing is governmentally regulated and licensed, 14 
then licensing boards will tell traditional healers what conditions they can and cannot treat, what 15 
methods are acceptable, and determine who is qualified, possibly challenging Tribal sovereignty. 16 
 17 
EFFORTS TO INTEGRATE TRADITIONAL HEALING SERVICES AND CONVENTIONAL 18 
MEDICINE  19 
 20 
Due to the fact that traditional healing services exist outside the paradigm of conventional medicine 21 
and vary across Tribes, they do not necessarily adhere to a conventional evidence-based standard of 22 
care. Ensuring patient safety and quality of care through the delivery of evidence-based medicine 23 
remains a top priority for the AMA. Accordingly, when it comes to traditional healing services or 24 
integrative medicine services, it is important to distinguish between welcoming the benefits of 25 
culturally competent/sensitive care as adjunctive or supportive and full acceptance of non-26 
evidence-based medicine practices as substitutes for evidence-based medicine-derived treatments. 27 
In Canada and the US, there is a growing movement toward combining traditional healing services 28 
with conventional medicine. The “wise practices” model incorporates local knowledge, culture, 29 
language, and values into program design, implementation, and evaluation. This ensures that the 30 
local context is a formal component of determining program success, allowing for improved 31 
community engagement and increased community acceptance of programs. Wise practices allow 32 
Indigenous knowledge and principles to be incorporated into public health, academic, and policy 33 
settings. 34 
 35 
In 2020, the University of North Dakota launched the first of its kind doctoral program in 36 
Indigenous health, offering students a deeper understanding of the unique health challenges faced 37 
by Indigenous communities. The training is focused on getting to know the community and its 38 
history to allow the provision of health care on reservations that is both evidence-based and 39 
culturally competent. That same year, KFF reported that IHS facilities were actively seeking job 40 
applicants for traditional healers toward rebuilding trust and recouping Indigenous expertise. In 41 
2022, a Federal Indian Health Insurance Plan was proposed in Preventive Medicine Reports that 42 
would offer a culturally competent, comprehensive health insurance product that would include 43 
payment for traditional healing services and eliminate premiums and all other forms of cost-sharing 44 
regardless of income.19 To-date, its legislative status is unknown. 45 
 46 
LEARNING FROM PAST CONSIDERATIONS OF ALTERNATIVE TREATMENT OPTIONS 47 
 48 
Developing an infrastructure to allow coverage for AI/AN traditional healing services could be 49 
informed by coverage considerations for other types of traditional healing services or integrative 50 

https://wisepractices.ca/
https://med.und.edu/education-training/indigenous-health/phd.html?utm_source=google&utm_medium=cpc&utm_campaign=performance-max-1&gad_source=1&gclid=CjwKCAiAlcyuBhBnEiwAOGZ2S43iIrYgLVzuDZsKqh3LNUSHcZX3YL2Zb--1JQpUDN4cvoPxEq22ZhoCDjUQAvD_BwE
https://med.und.edu/education-training/indigenous-health/phd.html?utm_source=google&utm_medium=cpc&utm_campaign=performance-max-1&gad_source=1&gclid=CjwKCAiAlcyuBhBnEiwAOGZ2S43iIrYgLVzuDZsKqh3LNUSHcZX3YL2Zb--1JQpUDN4cvoPxEq22ZhoCDjUQAvD_BwE
https://kffhealthnews.org/news/reversing-history-indian-health-service-seeks-traditional-healers/
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medicine services, which have varying degrees of success in being covered by insurance and 1 
differing evidence bases, many of which are still evolving as coverage expands. 2 
 3 
Considerations surrounding coverage and payment for other types of alternative treatment include: 4 
 5 

• Patient safety/quality and outcomes oversight 6 
• Training, licensing, credentialing of providers 7 
• Benefit design and payment structure 8 
• Utilization uptake 9 

 10 
Due to these and other considerations, insurance plans often have measures in place to ensure 11 
patient safety and clinical effectiveness in exchange for payment. For example, many plans only 12 
cover these services if prescribed by a physician or licensed practitioner as a demonstration of 13 
clinical benefit to the patient. Most insurance plans utilize a team of clinical experts to review 14 
which services meet their requirements for safety and effectiveness before offering coverage. 15 
 16 
PURSUING PAYMENT FOR AI/AN TRADITIONAL HEALING SERVICES 17 
 18 
Payment for the provision of AI/AN traditional healing services offers pathways for 19 
complementary practices, improvements in safety of care coordination, and trust-building between 20 
physicians and patients rooted in cultural sensitivity. Allowing payment for traditional healing 21 
services will likely increase access for AI/AN patients. In situations where traditional healers are 22 
unable to accept payment directly from patients, the payment can be given to the IHS facility, 23 
which can utilize the funds to procure medical supplies, invest in capital (e.g., build a Navajo 24 
Hogan), and pay the healers and other health care providers employed by the IHS. 25 
 26 
During the August 2023 Traditional Medicine Global Summit, the World Health Organization 27 
(WHO) presented results from the third global survey on traditional medicine, which included 28 
questions on financing of traditional medicine, health of Indigenous Peoples, evidence-based 29 
traditional medicine, integration, and patient safety. In addition to informing the development of 30 
WHO’s 2025-2034 traditional medicine strategy, these findings outline how standardization of 31 
traditional medicine condition documentation and coding in routine health information systems is a 32 
pre-requisite for effective implementation of traditional medicine in health care systems. 33 
 34 
Payment for any health service usually requires establishing a coding infrastructure to allow 35 
reporting in a standardized manner. The infrastructure includes both procedural and diagnosis 36 
codes to answer the “what” and “why” of patient encounters, respectively. While there are 37 
currently no procedure codes for AI/AN traditional healing services, in May 2023, Blue Cross Blue 38 
Shield of Minnesota (BCBS MN) submitted an application for a Healthcare Common Procedural 39 
Coding System (HCPCS) Level II code to allow AI/AN Medicaid and dual-eligible members to 40 
receive and bill the health plan for traditional healing services. While approval of the code is 41 
currently pending a decision by CMS, BCBS MN will plan to pilot it with four Native-led clinics 42 
using an Indigenous evaluator to determine patient satisfaction, leaving it up to each clinic as to the 43 
level of physician involvement. Each Native-led clinic will validate the traditional healing services 44 
through its Elder in Residence, Elders Council, or Elders Advisory Board. The HCPCS Level II 45 
code will be used to pay a capitated fee, viewed as administrative remuneration to offset the grant 46 
amount. BCBS MN is currently required to use an unlisted Current Procedural Terminology 47 
(CPT®) code to allow reporting of traditional healing services, which necessitates review of each 48 
paper claim submission. The HCPCS Level II nomenclature includes code S9900, Services by a 49 
journal-listed Christian science practitioner for the purpose of healing, per diem, which may serve 50 
as a precedent to assist CMS in its decision. Another option could be a standard encounter fee, such 51 

https://www.who.int/initiatives/who-global-traditional-medicine-centre/traditional-medicine-global-summit
https://apps.who.int/gb/ebwha/pdf_files/EB152/B152_CONF9-en.pdf
https://www.cms.gov/Medicare/Coding/MedHCPCSGenInfo/Downloads/2018-11-30-HCPCS-Level2-Coding-Procedure.pdf
https://www.cms.gov/Medicare/Coding/MedHCPCSGenInfo/Downloads/2018-11-30-HCPCS-Level2-Coding-Procedure.pdf
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as the IHS All Inclusive Rate (AIR), which is the amount paid to IHS and Tribal facilities by CMS 1 
for Medicaid covered services per encounter (not per specific service). IHS reviews annual cost 2 
reports before submitting recommended rates to OMB for final approval through HHS. The 3 
approved AIRs are published in the Federal Register to allow annual updates to IHS systems. In 4 
lieu of a discrete HCPCS/CPT code, traditional healing services could be paid using an AIR. 5 
 6 
The WHO’s International Classification of Diseases, 11th Edition (ICD-11) allows reporting of 7 
traditional medicine diagnoses, representing a formative step for the integration of traditional 8 
medicine conditions into a classification standard used in conventional medicine. As a tool for 9 
counting and comparing traditional medicine conditions, the ICD-11 Traditional Medicine Chapter 10 
can provide the means for doing research and evaluation to establish efficacy of traditional 11 
medicine and collect morbidity data (e.g., payment, patient safety, research).20 12 
 13 
Additionally, the International Classification of Diseases, 10th Edition, Clinical Modification 14 
(ICD-10-CM), which is the Health Insurance Portability & Accountability Act diagnosis code set 15 
standard, includes social determinants of health (SDOH)-related Z codes (Z55-Z65). The Z codes 16 
can be reported when documentation specifies that a patient has an associated problem or risk 17 
factor that influences their health (e.g., housing insecurity or extreme poverty), thereby helping to 18 
improve equity in health care delivery and research by: 19 
 20 

• Empowering physicians to identify and address health disparities (e.g., care coordination 21 
and referrals) 22 

• Supporting planning and implementation of social needs interventions 23 
• Identifying community and population needs 24 
• Monitoring SDOH intervention effectiveness for patient outcomes 25 
• Utilizing data to advocate for updating and creating new policies 26 

 27 
Payment processes for traditional healing services should be culturally sensitive, to allow 28 
individuals to “recover one’s wholeness.” The Anti-Deficiency Act prevents the IHS from 29 
participating in risk-based contracts, as it prohibits expenditures in excess of amounts available in 30 
appropriations. Furthermore, a bundled payment model would not be logical as healers cannot be 31 
put at risk based on outcomes in an environment where collection of demographic-based outcome 32 
data is suspect. There are several possible options for a payment model, including: 33 
 34 

• Standard Encounter Fee: IHS, Tribal, or Urban Indian health facilities paid at the AIR per 35 
encounter rate available for Medicaid inpatient and outpatient hospital services for covered 36 
traditional healing services, with hospital services billed on a Uniform Billing Form (UB-37 
04) at the OMB AIR using with the current rate published in the Federal Register. 38 

• Fee-for-Service: Payment based on traditional healing services provided to an individual 39 
AI/AN patient and reported by a HCPCS/CPT code(s) (e.g., BCBS MN pilot) 40 

• Member Benefit Allowance: Each eligible AI/AN patient receives an added value benefit 41 
to be spent on traditional healing services at their determination. This option could 42 
circumvent some Tribes’ inability to accept payment from a third party. The self-directed 43 
community benefit is currently utilized by the New Mexico Centennial Care 2.0 Medicaid 44 
Section 1115 waiver. Native American Healers is among the specialized therapies under 45 
the member-managed annual $2,000 budget, allowing Tribal members to have access to an 46 
annual sum to use for traditional healing services. 47 

• Medicaid Section 1115 Waivers. 48 
  

https://www.ihs.gov/BusinessOffice/reimbursement-rates/
https://www.who.int/standards/classifications/frequently-asked-questions/traditional-medicine#:%7E:text=What%20is%20the%20Traditional%20Medicine,standardized%20and%20international%20comparable%20manner.
https://www.gao.gov/legal/appropriations-law/resources
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MEDICAID SECTION 1115 WAIVER REQUESTS 1 
 2 
Medicaid Section 1115 waivers may provide another path forward for payment of traditional 3 
healing services through conventional health care systems. While federal officials have called for 4 
state Medicaid programs to improve their ability to provide culturally competent services to AI/AN 5 
beneficiaries21 and Congress granted IHS the ability to bill Medicaid, traditional healing services 6 
are not currently a Medicaid nationally covered service. However, Section 1115(a) of the Social 7 
Security Act (SSA) authorizes the Secretary of HHS to waive provisions of Section 1902 of the 8 
SSA and grant expenditure authority to treat demonstration costs as federally matchable 9 
expenditures under Section 1903 of the SSA. The Secretary’s approval of experimental, pilot, or 10 
demonstration projects is discretionary and must be based on a finding that the demonstration is 11 
likely to assist in promoting the objectives of the Medicaid program. 12 
 13 
Medicaid Section 1115 waivers are initially approved for five years and renewable for three years 14 
at a time. The waivers are required to be budget-neutral, meaning that federal spending under the 15 
waiver cannot exceed what it would have been in absence of the waiver. Although not defined by 16 
federal statue or regulations, this requirement has been in practice for many years. Over time, CMS 17 
has allowed states to calculate budget neutrality in multiple ways, although in 2018 it provided 18 
states with additional information on agency policies regarding calculating budget neutrality. 19 
 20 
To date, four states (i.e., Arizona, California, New Mexico, and Oregon) have pursued Medicaid 21 
Section 1115 demonstration authority to cover traditional healing services furnished by Indian 22 
health providers to AI/AN Medicaid beneficiaries. In general, the waiver requests seek that the 23 
maximum amount of discretion be given to Native and Indigenous communities to establish 24 
relevant programs for each community, while allowing HHS to enact certain federal oversight 25 
requirements to ensure patient safety and program requirements are being met (e.g., background 26 
checks, verification of training, etc.) upon approval of the requests. The Center for Medicaid & 27 
CHIP Services (CMCS) is the agency charged with reviewing the state waiver requests with the 28 
goal of supporting cultural alignment of providers and patients toward reducing health disparities in 29 
the AI/AN community. CMCS has acknowledged the importance of incorporating Tribal 30 
leadership into the review process since traditional healing services vary across Tribes. Below is a 31 
summary of the current status of each state’s waiver application request. 32 
 33 
Arizona 34 
It is expected that the Arizona waiver application will be considered by CMCS first – and then 35 
serve as the template for the other three states. The Arizona Health Care Cost Containment System 36 
(AHCCCS) initially submitted its waiver request in 2015 and then again in 2020, consulting with 37 
Tribal leadership prior to each submission. AHCCCS is requesting permission to pay for traditional 38 
healing services using Title 19 dollars, maximizing individual Tribal communities’ discretion to 39 
define traditional healing services and qualifications for traditional healers. The request limits 40 
services to individuals served by the IHS and urban Indian facilities and proposes paying the AIR, 41 
which is annually established by the federal government. It also includes specific service 42 
parameters toward maximizing patient benefit and safety. 43 
 44 
California 45 
The California Department of Health Care Services (DHCS) has requested authority to cover 46 
Traditional Healer and Natural Helper services under the Drug Medi-Cal Organized Delivery 47 
System (DMC-ODS) in 2017, 2020, and again in 2021. The most recent request includes 48 
Traditional Healer and Natural Helper services under the DMC-ODS as part of the comprehensive 49 
California Advancing and Innovating Medi-Cal initiative. The purpose of the request is to provide 50 
culturally appropriate options and improve access to substance use disorder (SUD) treatment for 51 

https://www.ssa.gov/OP_Home/ssact/title11/1115.htm
https://www.ssa.gov/OP_Home/ssact/title11/1115.htm
https://www.medicaid.gov/sites/default/files/federal-policy-guidance/downloads/smd18009.pdf
https://www.medicaid.gov/sites/default/files/federal-policy-guidance/downloads/smd18009.pdf
https://www.azahcccs.gov/AmericanIndians/Downloads/Consultations/Meetings/2016/TraditionalHealingWaiverLanguage.pdf
https://www.ssa.gov/OP_Home/ssact/title19/1900.htm
https://www.chcf.org/resource/calaim-in-focus/calaim-explained/
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AI/AN Medi-Cal members receiving SUD treatment services through Indian health care providers. 1 
Meanwhile, DHCS provides funding and technical assistance resources to Tribal and urban Indian 2 
health programs through the Tribal MAT Project, including the Tribal and Urban Indian 3 
Community Defined Best Practices program. Described by its lead entities as “a unified response to 4 
the opioid crisis in California Indian Country,” the Tribal MAT Project was designed to meet the 5 
specific opioid use disorder prevention, treatment, and recovery needs of California’s Tribal and 6 
Urban Indian communities with special consideration for Tribal and urban Indian values, culture, 7 
and treatments. 8 
 9 
New Mexico 10 
Since 2019, New Mexico’s Centennial Care 2.0 Section 1115 demonstration has provided a self-11 
directed community budget for specialized therapies to members with a nursing-facility level of 12 
care need (NF LOC) and who receive home and community-based services (HCBS). Native 13 
American Healing is among the specialized therapies under the member-managed annual 14 
$2,000/member budget. All Tribal members with an NF LOC need are mandatorily enrolled in a 15 
health plan. Tribal members ineligible for HCBS and who have enrolled in a health plan may have 16 
access to an annual sum to use for traditional healing services; this arrangement is considered a 17 
“value-added service”22 subject to the health plan to provide or place parameters on the benefit. In 18 
2022, the New Mexico Human Services Department (HSD) submitted a waiver renewal application 19 
seeking federal approval to renew and enhance the Centennial Care 2.0 waiver to expand the 20 
availability of culturally competent, traditional healing benefits to AI/AN members enrolled in 21 
managed care, up to $500/member for traditional healing services to each Tribal member enrolled 22 
in managed care and lacking an NF LOC need. HSD has hosted Tribal Listening Sessions to gather 23 
feedback on the new Member-Directed Traditional Healing Benefits for Native Americans. 24 
 25 
Oregon 26 
In 2022, the Oregon Health Plan (OHP) submitted a Section 1115 waiver request to continue 27 
foundational elements of the OHP with a substantial refocus on addressing health inequities, 28 
including expanding benefits for AI/AN OHP members to include Tribal-based practices as a 29 
covered service, and waive prior authorization criteria for Tribal members. The Oregon Health 30 
Authority and the Oregon Tribes implemented a process by which Tribal-based practices are 31 
developed and approved by the Tribal-Based Practice Review Panel, which is comprised of Tribal 32 
representatives. 33 
 34 
In reviewing the applications across the four states, CMCS’ goal is to identify commonality of 35 
services that can be covered under Medicaid, provided by traditional healers who have been 36 
credentialed within their communities. CMCS plans to pay for traditional healing services through 37 
certified IHS facilities, who will then decide how the traditional healers are paid. It is not 38 
anticipated that traditional healing will require a referral or prior authorization, as this limits access 39 
to the service. CMCS is currently undergoing robust consultation with Tribes and IHS to identify 40 
common traditional healing services, facilities where those services are being provided, and 41 
providers who will provide them. Pending approval of the waivers, CMCS has expressed that it 42 
would require each state to develop and report on benchmarks to demonstrate how it is improving 43 
outcomes and reducing disparities, thereby requiring demonstration of value while allowing for 44 
variation by state and by Tribe. 45 
 46 
AMA POLICY 47 
 48 
AMA Policy H-290.987 generally supports Section 1115 waivers that assist in promoting the goals 49 
of the Medicaid program and have sufficient payment levels to secure adequate access to providers. 50 
 

https://californiaopioidresponse.org/matproject/tribal-mat-program/
https://mataccesspoints.org/wp-content/uploads/2021/02/MAT_Best_Practices_Overview_020421.pdf
https://mataccesspoints.org/wp-content/uploads/2021/02/MAT_Best_Practices_Overview_020421.pdf
https://www.medicaid.gov/sites/default/files/2020-07/nm-centennial-care-ca.pdf
https://www.oregon.gov/oha/hsd/medicaid-policy/pages/waiver-renewal.aspx
https://www.oregon.gov/OHA/HSD/AMH/Pages/ebp-practices.aspx
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Policy H-350.949 encourages Medicaid managed care organizations to follow the CMS TTAG’s 1 
recommendations to improve care coordination and payment agreements with Indian health care 2 
providers. 3 
 4 
The AMA has several policies outlining the integral and culturally necessary role that traditional 5 
healing services play in delivering health care to AI/AN individuals, including: 6 
 7 

• Policy H-350.948, which advocates for increased funding to the IHS Purchased/Referred 8 
Care Program and the Urban Indian Health Program to enable the programs to fully meet 9 
the health care needs of AI/AN patients; 10 

• Policy H-350.976, which recognizes the “medicine man” as an integral and culturally 11 
necessary individual in delivering health care to American Indians and Alaska Natives; and 12 

• Policy H-350.977, which supports expanding the role of the American Indian in their own 13 
health care and increased involvement of private practitioners and facilities in American 14 
Indian care. 15 

 16 
The AMA has long-standing policy identifying, evaluating, and working to close health care 17 
disparities, including: 18 
 19 

• Policy D-350.995, which calls for a study of health system opportunities and barriers to 20 
eliminating racial and ethnic disparities in health care; 21 

• Policy D-350.996, which calls for the AMA to continue to identify and incorporate 22 
strategies specific to the elimination of minority health care disparities in its ongoing 23 
advocacy and public health efforts; 24 

• Policy H-200.954, which supports efforts to quantify the geographic maldistribution of 25 
physicians and encourages medical schools and residency programs to consider developing 26 
admissions policies and practices and targeted educational efforts aimed at attracting 27 
physicians to practice in underserved areas and to provide care to underserved populations; 28 
and 29 

• Policy H-350.974, which encourages the development of evidence-based performance 30 
measures that adequately identify socioeconomic and racial/ethnic disparities in quality and 31 
supports the use of evidence-based guidelines to promote the consistency and equity of 32 
care for all persons. 33 

 34 
Further, Policy H-480.973 encourages the National Center for Complementary and Integrative 35 
Health to determine by objective and scientific evaluation the efficacy and safety of practices and 36 
procedures of unconventional medicine. 37 
 38 
DISCUSSION 39 
 40 
Resolution 106-A-23 calls for the AMA to study the impact of using Medicaid Section 1115 41 
waivers for demonstration projects regarding payment for AI/AN traditional healing services. The 42 
Council recognizes the value of traditional healing services for AI/AN patients and understands the 43 
need for state flexibility to design Medicaid programs that best respond to the health care needs of 44 
their enrollees. The purpose of Section 1115 waivers, which give states additional flexibility to 45 
design and improve their Medicaid programs, is to demonstrate and evaluate state-specific policy 46 
approaches to better serving that state’s unique population of Medicaid enrollees, including AI/AN 47 
individuals. The Council acknowledges the importance of cultural competence, particularly with 48 
regard to understanding traditional healing and its economic impact in the Section 1115 waiver 49 
program, as it requires regular monitoring and independent evaluation of outcomes, which is 50 
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challenging to do while respecting Tribal data sovereignty. Additionally, it is uncertain how 1 
generalizable outcomes might be given the vast differences among Tribes. 2 
The Council understands the importance of distinguishing between culturally competent/sensitive 3 
care as adjunctive or supportive and full acceptance of non-evidence-based medicine practices as 4 
substitutes for evidence-based medicine-derived treatments. Further, with the Medicaid Section 5 
1115 waiver demonstrations, we may find novel programs that are based on evidence. While 6 
support of guidelines for coordinating traditional healing services as part of the physician-led 7 
health care team was requested by Resolution 106-A-23 and is consistent with AMA policy, 8 
decisions should be made in concert with Tribes in order to ensure inclusive and culturally relevant 9 
care. Experts with whom the Council agrees have recommended that each Tribe be responsible for 10 
verifying that valid traditional healing services have been performed by credentialed healers, taking 11 
into account the “medical necessity” of the service along with the appropriate site of service (e.g., 12 
hogan versus hospital). 13 
 14 
With many AI/AN patients utilizing traditional healing services,23 patient safety will be maximized 15 
if there is care coordination between Indigenous healers and physicians. The Council appreciates 16 
the value of traditional healing services for AI/AN patients when provided in coordination with 17 
evidence-based conventional medicine, and believes such coordination may allow the culturally 18 
competent physician-led health care team to address Tribal social determinants of health while 19 
building trust in conventional care systems among the AI/AN community. What cannot be 20 
overlooked, however, is the substantial shortage of physicians identifying as AI/AN. As of 2021, 21 
fewer than 3,000 physicians – or 0.4 percent of total physicians – identified as American Indian or 22 
Alaska Native, according to the latest statistics from the Association of American Medical Colleges 23 
Physician Specialty Data Report. The US Government Accountability Office published a report 24 
outlining an average vacancy rate for IHS physicians, nurses, and other care providers of 25 25 
percent. There would need to be more physicians who identify as AI/AN if the U.S. is to provide 26 
culturally sensitive care implemented by a physician-led team utilizing a traditional healing model. 27 
 28 
AI/AN traditional healing represents a spiritual tradition tied to lifestyle, community, sovereignty 29 
issues, and land and culture preservation not easily explained by Western medicine. The history of 30 
AI/AN Tribes in the US involves dislocation and upheaval followed by sustained disregard for 31 
effective Indigenous practices based on a historic preference for conventional evidence-based 32 
medicine. Barriers to care have been created by a lack of cultural competence among systems of 33 
care that fail to question how evidence is defined. 34 
 35 
It is critically important to remember that the US has a special responsibility to AI/AN populations 36 
due to treaty obligations and sovereign nation status which differentiate AI/AN traditional healing 37 
from other forms of traditional healing. The IHCIA and resulting creation of the IHS establish clear 38 
federal law plus a mandate to ensure the highest possible health status and to provide all resources 39 
necessary for AI/AN populations. 40 
 41 
RECOMMENDATIONS 42 
 43 
The Council on Medical Service recommends that the following be adopted in lieu of Resolution 44 
106-A-23, and the remainder of the report be filed: 45 
 46 
1. That our American Medical Association (AMA) amend Policy H-350.976 by addition and 47 

deletion, and modify the title by addition, as follows: 48 
 49 

Improving Health Care of American Indians and Alaska Natives H-350.976 50 

https://www.aaip.org/news/more-native-american-doctors-needed-to-reduce-health-disparities-in-their-communities
https://www.aamc.org/data-reports/workforce/data/active-physicians-american-indian-alaska-native-2021
https://www.gao.gov/products/gao-18-580
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(1) Our AMA recommends that: (1) All individuals, special interest groups, and levels of 1 
government recognize the American Indian and Alaska Native people as full citizens of the 2 
US, entitled to the same equal rights and privileges as other US citizens. 3 
(2) The federal government provide sufficient funds to support needed health services for 4 
American Indians and Alaska Natives. 5 
(3) State and local governments give special attention to the health and health-related needs of 6 
nonreservation American Indians and Alaska Natives in an effort to improve their quality of 7 
life. 8 
(4) American Indian and Alaska Native religious and cultural beliefs be recognized and 9 
respected by those responsible for planning and providing services in Indian health programs. 10 
(5) Our AMA recognize practitioners of Indigenous medicine as an integral and culturally 11 
necessary individual in delivering health care to American Indians and Alaska Natives. 12 
(6) Our AMA support monitoring of Medicaid Section 1115 waivers that recognize the value 13 
of traditional American Indian and Alaska Native healing services as a mechanism for 14 
improving patient-centered care and health equity among American Indian and Alaska Native 15 
populations when coordinated with physician-led care. 16 
(7) Our AMA support consultation with Tribes to facilitate the development of best practices, 17 
including but not limited to culturally sensitive data collection, safety monitoring, the 18 
development of payment methodologies, healer credentialing, and tracking of traditional 19 
healing services utilization at Indian Health Service, Tribal, and Urban Indian Health 20 
Programs. 21 
(68) Strong emphasis be given to mental health programs for American Indians and Alaska 22 
Natives in an effort to reduce the high incidence of alcoholism, homicide, suicide, and 23 
accidents. 24 
(79) A team approach drawing from traditional health providers supplemented by psychiatric 25 
social workers, health aides, visiting nurses, and health educators be utilized in solving these 26 
problems. 27 
(810) Our AMA continue its liaison with the Indian Health Service and the National Indian 28 
Health Board and establish a liaison with the Association of American Indian Physicians.  29 
(911) State and county medical associations establish liaisons with intertribal health councils in 30 
those states where American Indians and Alaska Natives reside. 31 
(1012) Our AMA supports and encourages further development and use of innovative delivery 32 
systems and staffing configurations to meet American Indian and Alaska Native health needs 33 
but opposes overemphasis on research for the sake of research, particularly if needed federal 34 
funds are diverted from direct services for American Indians and Alaska Natives. 35 
(1113) Our AMA strongly supports those bills before Congressional committees that aim to 36 
improve the health of and health-related services provided to American Indians and Alaska 37 
Natives and further recommends that members of appropriate AMA councils and committees 38 
provide testimony in favor of effective legislation and proposed regulations. (Modify HOD 39 
Policy) 40 

 41 
2. That our AMA reaffirm Policy D-350.996, which states that the AMA will continue to identify 42 

and incorporate strategies specific to the elimination of minority health care disparities in its 43 
ongoing advocacy and public health efforts. (Reaffirm HOD Policy) 44 

 45 
3. That our AMA reaffirm Policy H-200.954, which supports efforts to quantify the geographic 46 

maldistribution of physicians and encourages medical schools and residency programs to 47 
consider developing admissions policies and practices and targeted educational efforts aimed at 48 
attracting physicians to practice in underserved areas and to provide care to underserved 49 
populations. (Reaffirm HOD Policy) 50 
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4. That our AMA reaffirm Policy H-350.949, which encourages state Medicaid agencies to follow 1 
the Centers for Medicare & Medicaid Services Tribal Technical Advisory Group’s 2 
recommendations to improve care coordination and payment agreements between Medicaid 3 
managed care organizations and Indian health care providers. (Reaffirm HOD Policy) 4 

 5 
5. That our AMA reaffirm Policy H-350.977, which supports expanding the American Indian role 6 

in their own health care and increased involvement of private practitioners and facilities in 7 
American Indian health care through such mechanisms as agreements with Tribal leaders or 8 
Indian Health Service contracts, as well as normal private practice relationships. (Reaffirm 9 
HOD Policy) 10 

 
Fiscal Note: Less than $500. 
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Council on Medical Service Report 3-A-24 
Review of Payment Options for Traditional Healing Services 

Policy Appendix 
 
Strategies for Eliminating Minority Health Care Disparities D-350.996 
Our American Medical Association (AMA) will continue to identify and incorporate strategies 
specific to the elimination of minority health care disparities in its ongoing advocacy and public 
health efforts, as appropriate. 
Res. 731, I-02 Modified: CCB/CLRPD Rep. 4, A-12 Reaffirmed: CCB/CLRPD Rep. 1, A-22 
 
US Physician Shortage H-200.954 
Our AMA: 
(1) explicitly recognizes the existing shortage of physicians in many specialties and areas of the 
US; 
(2) supports efforts to quantify the geographic maldistribution and physician shortage in many 
specialties; 
(3) supports current programs to alleviate the shortages in many specialties and the maldistribution 
of physicians in the US; 
(4) encourages medical schools and residency programs to consider developing admissions policies 
and practices and targeted educational efforts aimed at attracting physicians to practice in 
underserved areas and to provide care to underserved populations; 
(5) encourages medical schools and residency programs to continue to provide courses, clerkships, 
and longitudinal experiences in rural and other underserved areas as a means to support educational 
program objectives and to influence choice of graduates’ practice locations; 
(6) encourages medical schools to include criteria and processes in admission of medical students 
that are predictive of graduates’ eventual practice in underserved areas and with underserved 
populations; 
(7) will continue to advocate for funding from public and private payers for educational programs 
that provide experiences for medical students in rural and other underserved areas; 
(8) will continue to advocate for funding from all payers (public and private sector) to increase the 
number of graduate medical education positions in specialties leading to first certification; 
(9) will work with other groups to explore additional innovative strategies for funding graduate 
medical education positions, including positions tied to geographic or specialty need; 
(10) continues to work with the Association of American Medical Colleges (AAMC) and other 
relevant groups to monitor the outcomes of the National Resident Matching Program; and 
(11) continues to work with the AAMC and other relevant groups to develop strategies to address 
the current and potential shortages in clinical training sites for medical students. 
(12) will: (a) promote greater awareness and implementation of the Project ECHO (Extension for 
Community Healthcare Outcomes) and Child Psychiatry Access Project models among academic 
health centers and community-based primary care physicians; (b) work with stakeholders to 
identify and mitigate barriers to broader implementation of these models in the United States; and 
(c) monitor whether health care payers offer additional payment or incentive payments for 
physicians who engage in clinical practice improvement activities as a result of their participation 
in programs such as Project ECHO and the Child Psychiatry Access Project; and if confirmed, 
promote awareness of these benefits among physicians. 
(13) will work to augment the impact of initiatives to address rural physician workforce shortages. 
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(14) supports opportunities to incentivize physicians to select specialties and practice settings 
which involve delivery of health services to populations experiencing a shortage of providers, such 
as women, LGBTQ+ patients, children, elder adults, and patients with disabilities, including 
populations of such patients who do not live in underserved geographic areas 
Res. 807, I-03 Reaffirmation I-06 Reaffirmed: CME Rep. 7, A-08 Appended: CME Rep. 4, A-10 
Appended: CME Rep. 16, A-10 Reaffirmation: I-12 Reaffirmation A-13 Appended: Res. 922, I-13 
Modified: CME Rep. 7, A-14 Reaffirmed: CME Rep. 03, A-16 Appended: Res. 323, A-19 
Appended: CME Rep. 3, I-21 Reaffirmation: I-22 Appended: Res. 105, A-23 Reaffirmed: BOT 
Rep. 11, A-23 
 
Medicaid Waivers for Managed Care Demonstration Projects H-290.987 
(1) Our AMA adopts the position that the Secretary of Health and Human Services should 
determine as a condition for granting waivers for demonstration projects under Section 1115(a) of 
the Medicaid Act that the proposed project: (i) assist in promoting the Medicaid Act's objective of 
improving access to quality medical care, (ii) has been preceded by a fair and open process for 
receiving public comment on the program, (iii) is properly funded, (iv) has sufficient provider 
reimbursement levels to secure adequate access to providers, (v) does not include provisions 
designed to coerce physicians and other providers into participation, such as those that link 
participation in private health plans with participation in Medicaid, and (vi) maintains adequate 
funding for graduate medical education. (2) Our AMA advocates that CMS establish a procedure 
which state Medicaid agencies can implement to monitor managed care plans to ensure that (a) 
they are aware of their responsibilities under EPSDT, (b) they inform patients of entitlement to 
these services, and (c) they institute internal review mechanisms to ensure that children have access 
to medically necessary services not specified in the plan's benefit package. (BOT Rep. 24, A-95; 
Reaffirmation A-99; Reaffirmation A-00; Reaffirmation I-04; Modified: CMS Rep. 1, A-14) 
 
Medicaid Managed Care for Indian Health Care Providers H-350.949 
Our AMA will: (1) support stronger federal enforcement of Indian Health Care Medicaid Managed 
Care Provisions and other relevant laws to ensure state Medicaid agencies and their Medicaid 
managed care organizations (MCO) are in compliance with their legal obligations to Indian health 
care providers; and (2) encourage state Medicaid agencies to follow the Centers for Medicare and 
Medicaid Services Tribal Technical Advisory Group’s recommendations to improve care 
coordination and payment agreements between Medicaid managed care organizations and Indian 
health care providers. 
Res. 208, A-23 
 
Improving Health Care of American Indians H-350.976 
Our AMA recommends that: (1) All individuals, special interest groups, and levels of government 
recognize the American Indian people as full citizens of the US, entitled to the same equal rights 
and privileges as other U.S. citizens. 
(2) The federal government provide sufficient funds to support needed health services for 
American Indians. 
(3) State and local governments give special attention to the health and health-related needs of 
nonreservation American Indians in an effort to improve their quality of life. 
(4) American Indian religious and cultural beliefs be recognized and respected by those responsible 
for planning and providing services in Indian health programs. 
(5) Our AMA recognize the “medicine man” as an integral and culturally necessary individual in 
delivering health care to American Indians. 
(6) Strong emphasis be given to mental health programs for American Indians in an effort to reduce 
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the high incidence of alcoholism, homicide, suicide, and accidents. 
(7) A team approach drawing from traditional health providers supplemented by psychiatric social 
workers, health aides, visiting nurses, and health educators be utilized in solving these problems. 
(8) Our AMA continue its liaison with the Indian Health Service and the National Indian Health 
Board and establish a liaison with the Association of American Indian Physicians.  
(9) State and county medical associations establish liaisons with intertribal health councils in those 
states where American Indians reside. 
(10) Our AMA supports and encourages further development and use of innovative delivery 
systems and staffing configurations to meet American Indian health needs but opposes 
overemphasis on research for the sake of research, particularly if needed federal funds are diverted 
from direct services for American Indians. 
(11) Our AMA strongly supports those bills before Congressional committees that aim to improve 
the health of and health-related services provided to American Indians and further recommends that 
members of appropriate AMA councils and committees provide testimony in favor of effective 
legislation and proposed regulations. 
CLRPD Rep. 3, I-98 Reaffirmed: Res. 221, A-07 Reaffirmation A-12 Reaffirmed: Res. 233, A-13 
Reaffirmed: BOT Rep. 09, A-23 
 
Indian Health Service H-350.977 
The policy of the AMA is to support efforts in Congress to enable the Indian Health Service to 
meet its obligation to bring American Indian health up to the general population level. The AMA 
specifically recommends: (1) Indian Population: (a) In current education programs, and in the 
expansion of educational activities suggested below, special consideration be given to involving the 
American Indian and Alaska native population in training for the various health professions, in the 
expectation that such professionals, if provided with adequate professional resources, facilities, and 
income, will be more likely to serve the tribal areas permanently; (b) Exploration with American 
Indian leaders of the possibility of increased numbers of nonfederal American Indian health 
centers, under tribal sponsorship, to expand the American Indian role in its own health care; (c) 
Increased involvement of private practitioners and facilities in American Indian care, through such 
mechanisms as agreements with tribal leaders or Indian Health Service contracts, as well as normal 
private practice relationships; and (d) Improvement in transportation to make access to existing 
private care easier for the American Indian population. 
(2) Federal Facilities: Based on the distribution of the eligible population, transportation facilities 
and roads, and the availability of alternative nonfederal resources, the AMA recommends that those 
Indian Health Service facilities currently necessary for American Indian care be identified and that 
an immediate construction and modernization program be initiated to bring these facilities up to 
current standards of practice and accreditation. 
(3) Manpower: (a) Compensation for Indian Health Service physicians be increased to a level 
competitive with other Federal agencies and nongovernmental service; (b) Consideration should be 
given to increased compensation for service in remote areas; (c) In conjunction with improvement 
of Service facilities, efforts should be made to establish closer ties with teaching centers, thus 
increasing both the available manpower and the level of professional expertise available for 
consultation; (d) Allied health professional staffing of Service facilities should be maintained at a 
level appropriate to the special needs of the population served; (e) Continuing education 
opportunities should be provided for those health professionals serving these communities, and 
especially those in remote areas, and, increased peer contact, both to maintain the quality of care 
and to avert professional isolation; and (f) Consideration should be given to a federal statement of 
policy supporting continuation of the Public Health Service to reduce the great uncertainty now felt 
by many career officers of the corps. 
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(4) Medical Societies: In those states where Indian Health Service facilities are located, and in 
counties containing or adjacent to Service facilities, that the appropriate medical societies should 
explore the possibility of increased formal liaison with local Indian Health Service physicians. 
Increased support from organized medicine for improvement of health care provided under their 
direction, including professional consultation and involvement in society activities should be 
pursued. 
(5) Our AMA also support the removal of any requirement for competitive bidding in the Indian 
Health Service that compromises proper care for the American Indian population. 
(6) Our AMA will advocate that the Indian Health Service (IHS) establish an Office of Academic 
Affiliations responsible for coordinating partnerships with LCME- and COCA-accredited medical 
schools and ACGME-accredited residency programs. 
(7) Our AMA will encourage the development of funding streams to promote rotations and 
learning opportunities at Indian Health Service, Tribal, and Urban Indian Health Programs. 
CLRPD Rep. 3, I-98 Reaffirmed: CLRPD Rep. 1, A-08 Reaffirmation A-12 Reaffirmed: Res. 233, 
A-13 Appended: Res. 305, A-23 Reaffirmed: BOT Rep. 09, A-23 
 
 
 
 
 



 

REPORT 7 OF THE COUNCIL ON MEDICAL SERVICE (A-24) 
Ensuring Privacy in Retail Health Care Settings 
(Reference Committee A) 

 
EXECUTIVE SUMMARY 

 
At the 2023 Annual Meeting, the House of Delegates adopted Policy H-315.960, which asks our 
American Medical Association to “study privacy protections, privacy consent practices, the 
potential for data breaches, and the use of health data for non-clinical purposes in retail health care 
settings.” 
 
The growth in retail health care clinics makes them a significant player in the $4 trillion US health 
care system. Retail health care is a term used to describe two discrete models of care: 1) walk-in 
clinics that provide treatment from employed non-physician practitioners; or 2) services that 
connect patients with participating online clinics. This distinction is important as it has implications 
in deciphering responsibilities of covered entities and business associates, respectively. 
 
While the Health Insurance Portability and Accountability Act (HIPAA) has been in place since 
1996, misconceptions have muddied the waters around what is and is not a covered entity or 
business associate, and what is or is not protected health information (PHI). Furthermore, there is 
confusion surrounding retail health care companies’ HIPAA status, as they require patients to read 
and comprehend several documents together in order to understand their rights. For these reasons, 
the Council has developed recommended guardrails surrounding retail health care companies’ 
handling of PHI. 
 

https://policysearch.ama-assn.org/policyfinder/detail/ensuring%20privacy%20in%20retail?uri=%2FAMADoc%2FHOD.xml-H-315.960.xml
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At the 2023 Annual Meeting, the House of Delegates adopted Policy H-315.960, which asks our 1 
American Medical Association (AMA) to “study privacy protections, privacy consent practices, the 2 
potential for data breaches, and the use of health data for non-clinical purposes in retail health care 3 
settings.” Testimony at the 2023 Annual Meeting regarding the resolution was unanimously 4 
supportive, highlighting a strong commitment to patient privacy as well as expansion to include 5 
health data for nonclinical purposes and all retail health care settings. This report focuses on 6 
current privacy practices in retail health care settings, highlights AMA advocacy efforts and 7 
essential policy, and presents new policy recommendations. 8 
 9 
BACKGROUND 10 
 11 
As of March 2023, there were 1,801 active retail health care clinics in 44 states, predominantly in 12 
major metropolitan areas. While only two percent of retail health care clinics are in rural areas, 13 
CVS Health owns half of those as well as 63 percent of all retail health care clinics. Kroger Health 14 
is the second largest, at 12 percent market share, with more than 220 retail clinics in 35 states, and 15 
Walgreens is the third largest at eight percent.1 Other participants include Walmart, Amazon, Best 16 
Buy, and Dollar General. Most retail clinics are in the Southeast and the Midwest, which account 17 
for 62 percent of locations. Nearly half (49.1 percent) of all retail clinics are concentrated in seven 18 
states: Texas, Florida, Ohio, California, Georgia, Illinois, and Tennessee, which can be attributed to 19 
population density. Retail health care clinics have seen a 202 percent increase in utilization from 20 
2021 to 2022,2 which is a greater growth percentage than seen by urgent care centers, primary care 21 
practices, and hospital emergency departments. While retail health care has been around since the 22 
early 2000s, it is now a significant player in the $4 trillion U.S. health care system.3 Retailers’ 23 
substantial financial resources and far reach allow them to push a customized consumer experience 24 
focused on convenience and driven by digital health products, permitting them to get closer to 25 
consumers as e-commerce erodes their traditional business. Companies such as CVS Health, 26 
Walgreens, Costco, and Amazon continue to expand their services, pulling together different 27 
technology-enabled services such as urgent, primary, home, and specialty care along with 28 
pharmacy and, in some cases, full integration with an insurer, prompting anti-trust and privacy 29 
concerns. 30 
 31 
A 2022 AMA survey found that while 92 percent of people believe that privacy of their health data 32 
is a right, most are unclear about the rules relevant to their privacy. The AMA is concerned that 33 
health data are increasingly vulnerable and has called for regulations for an individual’s right to 34 
control, access, and delete personal data collected about them. The issue is further exacerbated by 35 
the Supreme Court’s decision to overturn Roe v. Wade, which challenges the right to privacy by 36 

https://policysearch.ama-assn.org/policyfinder/detail/ensuring%20privacy%20in%20retail?uri=%2FAMADoc%2FHOD.xml-H-315.960.xml
https://www.ama-assn.org/system/files/ama-patient-data-privacy-survey-results.pdf
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potentially enabling law enforcement to gain access to health data related to abortion care and 1 
pregnancy.4 As such, the AMA has outlined five privacy principles for a national privacy 2 
framework, including: 3 
 4 
• Individual rights 5 
• Equity 6 
• Entity responsibility 7 
• Applicability 8 
• Enforcement 9 
 10 
SNAPSHOT OF CURRENT RETAIL HEALTH CARE MARKET 11 
 12 
Walmart is reportedly in negotiations with ChenMed, which touts itself as “family-owned, family-13 
oriented organization committed to bringing superior health care to moderate-to-low-income 14 
seniors.” Walgreens recently announced that it is teaming up with technology company Pearl 15 
Health, which has a platform to enable value-based care. The collaboration will merge Pearl’s 16 
operating system capabilities with Walgreens’ care delivery assets, allowing Walgreens to function 17 
as a management services organization for physicians and hospitals. Costco is partnering with the 18 
online platform Sesame, which operates outside of insurance networks in order to cater to patients 19 
with high-deductible health plans and to the uninsured. Costco will be able to offer same-day 20 
telehealth primary care visits for $29, as well as video prescription refills, mental health consults, 21 
and in-person visits for urgent care, among other services. In 2018, Amazon acquired start-up 22 
PillPack, which later became Amazon Pharmacy. In November 2022, the company launched 23 
Amazon Clinic, a virtual health service that provides users with 24/7 access to physicians and nurse 24 
practitioners on Amazon’s website and mobile application (app). In February 2023, Amazon 25 
purchased One Medical, which is a membership-based, tech-integrated primary care platform. 26 
Amazon is now piloting delivery of medications via drone, airlifting certain common medicines to 27 
homes within 60 minutes.5 Most recently, Amazon introduced its Health Conditions Programs, an 28 
initiative that enables customers to discover digital health benefits to help manage chronic 29 
conditions such as diabetes and hypertension. Customers answer questions to determine if their 30 
insurance covers a program and if they are clinically eligible for that program, for which they gain 31 
access to specific services (e.g., virtual health coaching) and devices (e.g., continuous glucose 32 
monitors) covered by their plan. CVS Health owns Aetna, Oak Street Health, and Caremark. In 33 
December 2017, CVS announced its merger with Aetna, representing the biggest health care 34 
merger in US history, involving both a horizontal and a vertical merger. While the AMA led 35 
advocacy efforts to block the union, it was eventually approved. 36 
 37 
FEDERAL DATA PRIVACY LAWS 38 
 39 
The Health Insurance Portability and Accountability Act (HIPAA) was enacted in 1996, 40 
establishing a comprehensive set of standards for protecting sensitive patient health information. 41 
The HIPAA Privacy Rule establishes national standards to protect individuals’ medical records and 42 
other individually identifiable patient health information (collectively defined as “protected health 43 
information” or PHI). It requires appropriate safeguards to protect the privacy of PHI and sets 44 
limits and conditions on the uses and disclosures that may be made of such information without an 45 
individual’s authorization. 46 
 47 
PHI is any individually identifiable health information created, received, maintained, or transmitted 48 
by a covered entity or business associate that: 49 
 

https://www.ama-assn.org/delivering-care/patient-support-advocacy/ama-health-data-privacy-framework
https://www.ama-assn.org/delivering-care/patient-support-advocacy/ama-health-data-privacy-framework
https://health.amazon.com/health-condition-programs?ref_=hst_hp_plrs_m_lp_btf
https://www.hhs.gov/hipaa/for-professionals/index.html
https://www.ecfr.gov/current/title-45/subtitle-A/subchapter-C/part-160?toc=1
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• Relates to the past, present, or future physical or mental health or condition of an individual, 1 
• The provision of health care to an individual, or 2 
• The past, present, or future payment for the provision of health care to an individual. 3 
 4 
The United States does not have a federal law that affirms who owns medical records. Under 5 
HIPAA, patients have the right to access data medical information in their medical records. The 6 
HIPAA Privacy Rule requires appropriate safeguards to protect the privacy of PHI and sets limits 7 
and conditions on the uses and disclosures that may be made of such information without an 8 
individual’s authorization. The HIPAA Privacy Rule also gives individuals rights over their PHI, 9 
including rights to examine and obtain a copy of their health records, to direct a covered entity to 10 
transmit to a third-party an electronic copy of their protected health information in an electronic 11 
health record, and to request corrections. It applies to all entities that fall within the definition of a 12 
“covered entity,” which includes health plans, health care clearinghouses, and those health care 13 
providers that conduct certain health care transactions electronically. Third-party organizations that 14 
provide a service for or on behalf of a covered entity are referred to as “business associates” when 15 
the service they provide requires that the covered entity disclose PHI to them; common examples 16 
of a business associate are a claims processing entity or appointment scheduling service. All 17 
business associates are required to comply with HIPAA privacy protections to the same extent as 18 
the covered entity for which the services are performed. 19 
 20 
Retail health care is a term used to describe two discrete models of care: 1) walk-in clinics that 21 
provide treatment from employed non-physician practitioners (e.g., CVS Minute Clinic); or 2) 22 
services that connect patients with participating online clinics (e.g., Amazon Clinic). This 23 
distinction is important as it has implications in deciphering responsibilities of covered entities 24 
(e.g., CVS Affiliated Covered Entity, which designates itself as a single covered entity made up of 25 
covered entities and health care providers owned or controlled by CVS) and business associates, 26 
respectively. In order to help health care providers and organizations determine their HIPAA status, 27 
the Centers for Medicare & Medicaid Services has developed a Covered Entity Decision Tool. 28 
 29 
While HIPAA has been in place since 1996, misconceptions persist regarding what is and is not a 30 
covered entity or business associate, and what is or is not PHI. Fortunately, in this regard, the 31 
HIPAA regulations have not changed in 10 years, since the 2013 HIPAA and Health Information 32 
Technology for Economic Clinical Health Act (HITECH) Omnibus Rule. Therefore, the following 33 
still hold true: 34 
 35 
• A legally compliant business associate (BA) status can only be achieved by signing a BA 36 

agreement (BAA) with a covered entity (CE). 37 
• The minimum terms of each business association agreement (BAA) are mandated by 38 

regulations, which have also not changed since 2013. 39 
• The Privacy Rule provides that a BAA must require a BA to return all PHI to the CE or destroy 40 

the PHI at the termination of the BAA where feasible. 41 
 42 
Legally, the HIPAA Privacy Rule applies to covered entities and business associates. Covered 43 
entities are also responsible for guaranteeing their business associates are safeguarding PHI under 44 
contract. The contract between the covered entity and its business associate must be HIPAA 45 
compliant. If a business associate breaches its contract, then it is up to the covered entity to correct 46 
that breach or terminate the contract. In the event of a loss of PHI by a BA, a CE can be responsible 47 
for their loss of data. 48 
 

https://www.hhs.gov/hipaa/for-professionals/covered-entities/index.html
https://www.cms.gov/Regulations-and-Guidance/Administrative-Simplification/HIPAA-ACA/Downloads/CoveredEntitiesChart20160617.pdf
https://healthitsecurity.com/features/misconceptions-about-hipaa-interoperability-information-blocking
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Health care data that are not created, received, maintained, or transmitted by a CE or BA are 1 
referred to as “health care adjacent data” and are not protected by the HIPAA Privacy Rule, nor 2 
subject to the safeguards of the HIPAA Security Rule. The HIPAA Security Rule requires CEs and 3 
BAs to maintain reasonable and appropriate administrative, technical, and physical safeguards for 4 
protecting electronically stored PHI (ePHI). However, health care entities that collect, use, store, 5 
and share personal health data from digital health platforms, apps, and other similar software 6 
programs (e.g., Fitbit) are not CEs or BAs and are, therefore, beyond the reach of HIPAA. These 7 
apps may be held legally accountable by federal regulators for inappropriate disclosures or data 8 
breaches by the Federal Trade Commission (FTC).  9 
 10 
RETAIL HEALTH CARE ORGANIZATIONS’ HIPAA STATUS 11 
 12 
In some cases, there is confusion regarding a retail health care company’s HIPAA status, requiring 13 
patients to read and comprehend several documents together in order to understand their rights. 14 
Determining which organizations HIPAA protections apply is a complex question, as HIPAA 15 
regulates not only the three types of covered entities (health plans, health care clearinghouses, and 16 
health care providers who transmit health information electronically in connection with a covered 17 
transaction), but also their business associates, which can be difficult for the layperson to identify. 18 
Additionally, while retail health companies often contend that they have stringent customer privacy 19 
policies, they may still require customers to sign away some data protection rights. For example, 20 
Amazon’s privacy page explains that the Clinic is not a health care provider – in other words, it is 21 
not a HIPAA covered entity. It goes on to explain that Amazon Clinic is a service provider to 22 
health care providers – thereby classifying it as a HIPAA business associate, retaining patient PHI 23 
in order to “coordinate health care services and update customer information to facilitate services 24 
from other providers.” However, the Amazon Clinic HIPAA Authorization webpage states that it is 25 
“in compliance with federal privacy laws, including HIPAA” and includes FAQs that reference its 26 
use of “HIPAA compliant technology.” The challenge is that the Amazon Clinic HIPAA 27 
Authorization needs to be read together with the intricate terms of several other Amazon legal 28 
policies, including its Amazon Clinic Terms of Use, Amazon.com Conditions of Use, and 29 
Amazon.com Privacy Notice in order for patients to understand all their privacy rights. While retail 30 
health companies contend that they have stringent customer privacy policies, there have been 31 
accounts of companies requiring customers to sign away some data protection rights. In May 2023, 32 
the Washington Post reported that when enrolling for Amazon Clinic, users are required to provide 33 
consent to allow the use and disclosure of their PHI. The form that patients are asked to complete 34 
states that after providing consent, Amazon will be authorized to have access to the complete 35 
patient file, may re-disclose information contained in that file, and that the information disclosed 36 
will no longer be subject to HIPAA Rules.6 While the terms are voluntary, individuals have no 37 
option of using Amazon Clinic if they do not agree to the terms and conditions.7 The fundamental 38 
problem is that once patients agree to the Amazon Clinic authorization, they agree their health 39 
information may no longer be protected by HIPAA.8 How retail health care companies decide to 40 
manipulate data and use it may not become apparent for many years. 41 
 42 
CONSUMER PROTECTION & PRIVACY LAWS 43 
 44 
Retail health care organizations that electronically transmit standard transactions (e.g., payment, 45 
enrollment, eligibility) are covered entities subject to HIPAA. They are also subject to other 46 
consumer protection and privacy laws for non-HIPAA covered entities. Privacy rights are included 47 
in the FTC’s authority to protect consumers from deceptive or unfair business practices. The FTC 48 
Health Breach Notification Rule specifically applies to non-HIPAA covered entities who are 49 
required to notify their customers, the FTC, and, in some instances, the media if there is a breach of 50 
unsecured, individually identifiable health information.9 51 

https://www.hhs.gov/hipaa/for-professionals/security/index.html
https://clinic.amazon.com/privacy
https://clinic.amazon.com/privacy
https://clinic.amazon.com/privacy
https://www.amazon.com/gp/help/customer/display.html?ie=UTF8&nodeId=508088
https://www.amazon.com/gp/help/customer/display.html?ie=UTF8&nodeId=468496
https://www.washingtonpost.com/technology/2023/05/01/amazon-clinic-hipaa-privacy/
https://www.welch.senate.gov/wp-content/uploads/2023/06/20230615_Amazonclinceoversight_letterFinalSigned.pdf
https://www.welch.senate.gov/wp-content/uploads/2023/06/20230615_Amazonclinceoversight_letterFinalSigned.pdf
https://www.ftc.gov/legal-library/browse/rules/health-breach-notification-rule
https://www.ftc.gov/legal-library/browse/rules/health-breach-notification-rule
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The State of Washington recently passed a privacy-focused law to protect PHI that falls outside 1 
HIPAA. The My Health My Data Act makes it illegal to sell or offer to sell PHI without first 2 
obtaining authorization from the consumer.10 Several other states (i.e., California, Colorado, 3 
Connecticut, Utah, and Virginia) have enacted general privacy laws with varying applicability to 4 
retail health care companies. The latter laws include various exemptions for PHI, HIPAA de-5 
identified information, health care providers, HIPAA covered entities, HIPAA business associates, 6 
and non-profits. While all of the latter laws exempt PHI, retail health care companies may have 7 
obligations under these laws with respect to other personal information, such as website data.11 8 
 9 
RETAIL HEALTH PRIVACY PROTECTIONS & CONSENT PRACTICES 10 
 11 
In a privacy notice, retail health care companies outline how HIPAA allows them to use and share 12 
PHI for treatment, payment, and health care operations. Their privacy notices also describe the 13 
circumstances where uses and disclosures of PHI do not require patient approval, including certain 14 
uses and disclosures by business associates (i.e., service providers to health care providers), 15 
designated patient caregivers, workers’ compensation claims, law enforcement, judicial or 16 
administrative proceedings, public health purposes, health oversight activities (e.g., audits), 17 
institutional review board-approved research, coroners, medical examiners and funeral directors, 18 
organ procurement organizations, correctional institutions, and military/national security activities. 19 
Retail health care companies are prohibited from disclosing PHI for purposes other than those 20 
described in their notices or for marketing purposes of any kind without written patient consent. 21 
Additionally, patients are notified that they may revoke their approval at any time, although most 22 
companies require submission of formal written notice, explaining that revocation cannot undo any 23 
use or sharing of PHI that has already happened based on previously granted permission. 24 
 25 
It is important to note that Amazon Clinic is not required to secure any additional waiver or 26 
“authorization” from prospective patients in order for Amazon Clinic to provide the services it 27 
promises to perform in regard to matching the patient with an available medical provider. This type 28 
of scheduling and care coordination is one aspect of “health care operations” under HIPAA, and 29 
falls within the Treatment, Payment, and Health Care Operations permissible disclosures under 30 
HIPAA, for which no patient authorization is required.*  Per Department of Health & Human 31 
Services-Office of Civil Rights (OCR) guidance, “A business associate agreement may authorize a 32 
business associate to make uses and disclosures of PHI the covered entity itself is permitted by the 33 
HIPAA Privacy Rule to make. See 45 C.F.R. § 164.504(e).” Patients are asked to sign a voluntary 34 
Amazon Clinic HIPAA authorization. The superfluous nature of Amazon’s HIPAA authorization 35 
form seems to be a tactic aimed at obtaining valuable PHI. This strategy not only allows Amazon 36 
access to use and disclose the PHI relevant to its patient matching services, it secures Amazon’s 37 
ability to collect, use, and disclose each patient’s “complete patient file” – far exceeding the 38 
amount of information needed to match a patient with a medical provider. 39 
 

 
* See 45 C.F.R. §164.506(a) Standard: Permitted uses and disclosures. A covered entity may use or disclose 
protected health information for treatment, payment, or health care operations provided that such use or 
disclosure is consistent with other applicable requirements of this subpart. (emphasis in original). See also, 
“Health care operations are any of the following activities: (a) quality assessment and improvement activities, 
including case management and care coordination . . .” (emphasis in original) https://www.hhs.gov/hipaa/for-
professionals/privacy/laws-regulations/index.html#:~:text=Health %20care 
%20operations%20are%20any,c)%20conducting%20or%20arranging%20for. See finally, 45 C.F.R. 
§164.506 (c)(2): “A covered entity may disclose protected health information for treatment activities of a 
health care provider.” In the case of Amazon Clinic, Amazon discloses patient PHI to its participating 
providers to facilitate the patient’s treatment, in addition to care coordination. 

https://app.leg.wa.gov/billsummary?BillNumber=1155&Initiative=false&Year=2023
https://www.hhs.gov/hipaa/for-professionals/faq/543/what-may-a-covered-entitys-business-associate-agreement-authorize/index.html
https://www.hhs.gov/hipaa/for-professionals/faq/543/what-may-a-covered-entitys-business-associate-agreement-authorize/index.html
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The breadth of retail health care companies’ coast-to-coast networks can amplify privacy concerns. 1 
In December 2023, the Senate Committee on Finance found that eight of the nation’s largest 2 
pharmacy chains had routinely turned over customers’ PHI to law enforcement agencies, even 3 
without a warrant, concluding that, “these companies’ privacy practices vary widely, in ways that 4 
seriously impact patient privacy.” None of the companies required a warrant before turning over 5 
requested data, as HIPAA does not require law enforcement to obtain a warrant or judge-issued 6 
subpoena before they make a lawful request for records containing PHI. 7 
 8 
ETHICAL & COMPETITIVE CONSIDERATIONS 9 
 10 
The investment banking industry utilizes a virtual information barrier between those who have 11 
material, non-public information and those who do not, to prevent conflicts of interest, sometimes 12 
referred to as an “ethical wall” or privacy wall. The legal services industry utilizes a similar 13 
firewall to protect clients by restraining access to information in order to prevent conflicts of 14 
interest among law firm attorneys who may have represented a now adverse party in their prior 15 
legal work. Establishing a privacy wall between the health business and non-health business of 16 
retail health care companies could eliminate sharing of identifiable PHI or re-identifiable PHI for 17 
uses not directly related to patients’ medical care. 18 
 19 
Amazon’s acquisition of One Medical is a cautionary example. The union allows Amazon to 20 
collect a large cache of PHI to further cement its dominance as an online intermediary for goods 21 
and services. Amazon’s cross-industry reach allows it to use data to develop detailed insights about 22 
individuals, without much risk of violating privacy laws. In order to protect the privacy of patients, 23 
it will be important for Amazon to commit to having a privacy wall between its patient data and its 24 
other areas. Amazon notes that it “will never share One Medical PHI outside of One Medical for 25 
advertising or marketing purposes of other Amazon products and services without clear permission 26 
from the customer.”12 However, Amazon makes patients accept its conditions of use prior to 27 
treatment, which signs away their PHI protections.13 The combination of a vast product distributor 28 
and marketer with sensitive PHI sets the stage for unfettered targeted advertising.  29 
 30 
The implications of horizonal-vertical health care mergers, such as the one between CVS and 31 
Aetna, cannot be overlooked. An AMA evidence-based analysis showed how the merger would 32 
reduce competition in five key health care markets: Medicare Part D; health insurance; pharmacy 33 
benefit management; retail pharmacy; and specialty pharmacy, leading to higher premiums and 34 
lower-quality insurance products. Such mergers may lead to increased access to PHI, leveraging 35 
data on individual biology, medical history, level of well-being, shopping habits, sleep hygiene, 36 
nicotine consumption, and exercise routines to shape patients’ digital health IDs. This can allow 37 
health insurers to reduce their risks and, therefore, their costs by restricting access to health care 38 
services for high-risk patients and vulnerable populations. 39 
 40 
POTENTIAL FOR DATA BREACHES 41 
 42 
On February 21, 2024, a cyberattack against UnitedHealth Group’s Change Healthcare disrupted 43 
operations for physicians, hospitals, insurers, and pharmacies. Change Healthcare uses Amazon 44 
Web Services (AWS) to submit and process insurance claims, handling close to 14 billion 45 
transactions a year. As of March 1, 2024, Change Healthcare reported that it was working with 46 
Microsoft and AWS to perform an additional scan of its cloud environment. This breach highlights 47 
the potential for cyberattacks to affect patient privacy in the retail health care setting. 48 
 49 
The four most common reasons for data breaches include cyberattacks, unauthorized disclosure, 50 
theft, and improper disposal of PHI.14 As retail health care companies expand their reach, the risk 51 

https://www.finance.senate.gov/chairmans-news/wyden-jayapal-and-jacobs-inquiry-finds-pharmacies-fail-to-protect-the-privacy-of-americans-medical-records-hhs-must-update-health-privacy-rules
https://www.welch.senate.gov/wp-content/uploads/2023/06/20230615_Amazonclinceoversight_letterFinalSigned.pdf
https://www.welch.senate.gov/wp-content/uploads/2023/06/20230615_Amazonclinceoversight_letterFinalSigned.pdf
https://searchlf.ama-assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2018-8-7-Letter-to-Delrahim-CVS-Aetna-Merger.pdf
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of a data breach increases exponentially, especially if they fail to establish the technical controls, 1 
training, and employee sanctions necessary to isolate retail health care business from other lines of 2 
business. Legal and technical firewalls are essential in preventing retail health care data breaches 3 
because they serve as the first line of defense in protecting ePHI from external threats such as 4 
hacking, as well as unauthorized or unintended disclosures across business lines. 5 
 6 
Once a covered entity knows or by reasonable diligence should have known (referred to as the 7 
“date of discovery”) that a breach of PHI has occurred, the entity has an obligation to notify the 8 
relevant parties “without unreasonable delay” or up to 60 calendar days following the date of 9 
discovery, even if upon discovery the entity was unsure as to whether PHI had been compromised. 10 
If the breach involves the unsecured PHI of more than 500 individuals, a covered entity must notify 11 
a prominent media outlet serving the state or jurisdiction in which the breach occurred, in addition 12 
to notifying the Department of Health & Human Services (HHS). For breaches involving fewer 13 
than 500 individuals, covered entities are permitted to maintain a log of the relevant information 14 
and notify HHS within 60 days after the end of the calendar year via the HHS website. 15 
Additionally, covered entities may offer affected individuals free identity restoration services or 16 
credit reports for a defined period of time. While such offerings are well intended, they do not 17 
necessarily allow reparations commensurate with the degree of harm experienced by the affected 18 
individuals. 19 
 20 
USE OF HEALTH DATA FOR NON-CLINICAL PURPOSES 21 
 22 
Secondary use of PHI includes activities such as analysis, research, quality and safety 23 
measurement, public health, payment, physician accreditation, marketing, risk stratifying to limit 24 
care to high-risk patients and vulnerable populations, and other business applications. As retail 25 
health care companies continue to expand their reach, the potential for them to use PHI for non-26 
clinical purposes grows. The FTC sent a letter to Amazon in anticipation of its acquisition of One 27 
Medical, reminding it of the obligation to protect sensitive health information and inquiring as to 28 
how the integrated entity will use One Medical PHI for purposes beyond the provision of health 29 
care. Amazon’s acquisition of One Medical was finalized in February 2023 without a regulatory 30 
challenge. While the FTC could file a lawsuit to unwind the transaction in the future, experts agree 31 
that if regulators had found a reason to block the deal, they already would have. Granting retail 32 
health care companies enormous tranches of PHI is viewed by some as a mistake, given that 33 
loopholes exist in every legal framework.  34 
 35 
 36 
THE ROLE OF AUGMENTED INTELLIGENCE IN DATA PRIVACY 37 
 38 
De-identifying PHI enables HIPAA covered entities to share health data for large-scale medical 39 
research studies, policy assessments, comparative effectiveness studies, and other studies and 40 
assessments without violating the privacy of patients or requiring authorizations to be obtained 41 
from each patient prior to data being disclosed. Once PHI is de-identified and theoretically can no 42 
longer be traced back to an individual, it is no longer protected by the HIPAA Privacy Rule.15 43 
HIPAA-compliant de-identification of PHI is possible using one of two methods – Safe Harbor or 44 
Expert Determination. While neither method will remove all risk of re-identification of patients, 45 
both can reduce risk. In essence, almost all de-identified PHI is re-identifiable. 46 
 47 
A covered entity may assign a code or other means of record identification to allow information de-48 
identified to be re-identified by the covered entity. However, as long as the covered entity does not 49 
use or disclose the code or other means of record identification for any other purpose or does not 50 
disclose the mechanism for re-identification, they remain compliant with HIPAA. 51 

https://www.hhs.gov/hipaa/for-professionals/privacy/special-topics/de-identification/index.html
https://www.hhs.gov/hipaa/for-professionals/privacy/special-topics/de-identification/index.html
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The complexity and rise of data in health care means that augmented intelligence (AI) will 1 
increasingly be applied within the field. Several types of AI are already employed by payers, health 2 
plans, and life sciences companies. At the present time, the key categories of applications involve 3 
diagnosis and treatment recommendations, patient engagement and adherence, and administrative 4 
activities.16 Health care adjacent data, such as data collected by wearables and health care 5 
applications, are commonly transmitted to an AI-driven health care solution – for example, for the 6 
early diagnosis of a heart condition. Accordingly, there is rising concern about the ability of AI to 7 
facilitate the re-identification of PHI with relative ease. AI algorithms are sophisticated enough to 8 
“learn” new strategies from data, such as how to discern patterns in the data. Through this 9 
detection, an algorithm may be able to effect PHI re-identification. The HIPAA Privacy Rule 10 
outlines specific requirements to adhere to when de-identifying health data, but there is currently 11 
no standardized approach for using de-identified data or validating best practices. While current 12 
laws do not address the role AI might play in data privacy, regulators are continually enacting and 13 
revising their policies, such as the European Union’s General Data Protection Regulation (GDPR) 14 
and California’s Consumer Privacy Act (CCPA). Under the GDPR, there must be a legal basis for 15 
collecting personal data, while the CCPA requires that users have the ability to opt out of any 16 
personal information collection practices. At the federal level, National Institute of Standards and 17 
Technology AI Standards are currently under development, while the Government Accountability 18 
Office report, Artificial Intelligence in Health Care provides guidance for future legislation. In the 19 
interim, AI vendors and software developers are advised to follow the Xcertia mHealth Guidelines, 20 
which align with many of HIPAA’s standards and are backed by the AMA, one of the founding 21 
members. The Joint Commission recently launched the Responsible Use of Health Data 22 
Certification (RUHD), a voluntary program aimed at providing health care entities with an 23 
objective evaluation of how well they maintain health data privacy best practices in their secondary 24 
use of data for endeavors such as operations improvement or AI development. The RUHD will 25 
evaluate whether an organization de-identifies data in accordance with HIPAA, whether it has 26 
established a governance structure for the use of de-identified data, and how the organization 27 
communicates with key stakeholders about the secondary use of de-identified data. The AMA has 28 
also recently created a set of AI Principles which identify and advocate for enhanced protections 29 
for de-identified data when used in conjunction with generative AI and large language models. 30 
 31 
ROADBLOCKS TO PRIVACY PROTECTION 32 
 33 
As HIPAA only covers CEs and BAs, concerns arise in the regulation of entities currently beyond 34 
the scope of HIPAA, such as digital health platforms, apps, and other similar software programs 35 
that collect, use, store, and share personal health data. Under federal law there is no floor – no 36 
minimum threshold at all – for an organization’s privacy policy. Thus, any health app or digital 37 
health platform can word their stated privacy policy in a weak, evasive, easy-to-comply-with 38 
manner that will sound reassuring to the consumers who choose to read it. Unfair and deceptive 39 
acts and practices affective commerce are a required basis of an FTC action.  This is in stark 40 
contrast to the HIPAA Notice of Privacy Practices, which must include specific representations as 41 
to a CE’s privacy practices. 42 
 43 
Entities such as Amazon Clinic have taken a savvy approach by positioning themselves as BAs and 44 
thus subject to HIPAA, which reassures consumers. Amazon Clinic’s BA status appears to have 45 
been achieved by entering into a BAA with each of the medical providers (i.e., CEs) who 46 
participate with Amazon Clinic. Amazon Clinic collects data from consumers and matches them 47 
with the Clinic’s participating providers. Amazon is able to avoid most of the compliance burden 48 
and privacy protections that HIPAA requires of BAs, by requiring consumers to click through a 49 
screen whereby they effectively waive their HIPAA protections. Under HIPAA, a BA may not use 50 
or disclose PHI in a manner that would violate the Privacy Rule if done by the CE, but HIPAA 51 

https://www.nist.gov/system/files/documents/2022/08/31/21-H-506-NIST-U_S__Leadership_in_AI_Report_to_Congress_Report.pdf
https://www.nist.gov/system/files/documents/2022/08/31/21-H-506-NIST-U_S__Leadership_in_AI_Report_to_Congress_Report.pdf
https://www.gao.gov/assets/gao-22-104629.pdf
https://www.himss.org/sites/hde/files/media/file/2020/04/17/xcertia-guidelines-2019-final.pdf
https://www.jointcommission.org/resources/news-and-multimedia/news/2023/12/responsible-use-of-health-data-certification-for-hospitals/
https://www.jointcommission.org/resources/news-and-multimedia/news/2023/12/responsible-use-of-health-data-certification-for-hospitals/
https://www.ama-assn.org/system/files/ama-ai-principles.pdf
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does allow patients to effectively waive their rights against disclosure by the CE by giving an 1 
authorization, which is how Amazon characterizes its waiver/click-through screen. While 2 
amending HIPAA to provide that BAs may not get a waiver from consumers might be helpful, 3 
sophisticated companies such as Amazon would likely devise a strategy so the patient 4 
“authorization for disclosure” appears to come from the medical provider, and patient 5 
authorizations to disclose their PHI are a necessary feature of HIPAA. When patients sign up for 6 
treatment through Amazon Clinic, they also authorize all those involved (physicians, pharmacies, 7 
laboratories) to share their PHI with Amazon. Amazon then has the right to “retain, use, and 8 
disclose” PHI to facilitate services from “other providers.” It is unclear who these other providers 9 
are, leading some to believe it could include businesses looking to target patients with ads related 10 
to their condition. A substantial hurdle to privacy protection seems to be the willingness of 11 
consumers to click through screens. 12 
 13 
CHALLENGING PRIVACY ROADBLOCKS 14 
 15 
To ensure robust privacy protections, the Council believes that retail health care companies should 16 
be prohibited from utilizing “clickwrap” agreements, which are online agreements where the user 17 
indicates their acceptance by clicking a button or checking a box that states, “I agree.” While the 18 
purpose of a clickwrap agreement is to digitally capture acceptance of a contract, they permit 19 
patients to access a service without specific affirmative consent to data sharing. Common uses 20 
include asking website visitors to acknowledge that the website they are visiting uses cookies, 21 
installing a mobile app, or connecting to a wireless network. 22 
 23 
The Council also believes it is important that retail health care companies’ Terms of Use do not 24 
require data sharing for uses not directly related to patients’ medical care in order to receive care – 25 
unless required by law (e.g., reporting of infectious diseases). Operationally, this means that the 26 
Terms of Use should be distinct from the Notice of Privacy Practices, with clear indication that 27 
patients are not required to sign the latter in order to receive care. Retail health care companies 28 
should provide education on this concept to reduce patient vulnerability and achieve meaningful 29 
consent. 30 
 31 
There are four types of consent: express consent, implied consent, opt-in consent and opt-out 32 
consent. Several retail health care companies utilize opt-out consent, which assumes user consent 33 
unless they act to withdraw it. Opt-out consent requires users to take action to indicate non-consent, 34 
placing the responsibility on users to actively protect their data. When opt-out consent is coupled 35 
with deceptive wording, it may lead patients to agree to something without meaningful consent. 36 
Meaningful consent requires a patient to be given sufficient and understandable knowledge to make 37 
a valid decision. Requiring retail health care companies to use a default opt-in consent plus plain 38 
language is essential toward protecting patients’ privacy and fostering health literacy. Once consent 39 
is given, it then becomes important to provide clear direction on how patients can withdraw 40 
consent. Section 1798.105(a) of the California Consumer Privacy Act grants consumers the right to 41 
request that a business delete any personal information about the consumer which the business has 42 
collected from the consumer. While the CCPA “right to be forgotten” has many exceptions that 43 
allow businesses to keep personal information, it could serve as a prototype for regulations in the 44 
retail health care arena. 45 
 46 
RELEVANT AMA POLICY, ADVOCACY, & RESOURCES 47 
 48 
The AMA Privacy Principles, derived primarily from AMA House of Delegates policy, serve as 49 
the foundation for AMA advocacy on privacy extrinsic to HIPAA covered entities. In addition to 50 
shifting the responsibility for privacy from individuals to data holders, the principles implore that 51 

https://clinic.amazon.com/privacy
https://www.healthit.gov/topic/meaningful-consent-overview
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?lawCode=CIV&sectionNum=1798.105.
https://www.ama-assn.org/system/files/2020-05/privacy-principles.pdf
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individuals have the right to know whether their data will be used to develop and/or train AI 1 
algorithms and hold entities accountable toward making their de-identification processes and 2 
techniques publicly available. These Principles were developed based on an identified need to 3 
extend AMA advocacy efforts beyond protections for HIPAA covered entities to (1) provide 4 
individuals with rights and protections from discrimination; (2) shift the responsibility for privacy 5 
from individuals to data holders other than HIPAA covered entities; and (3) create principles for 6 
robust enforcement, individual rights, equity, applicability, and entity responsibility. The AMA 7 
Privacy Principles advocate for the expansion of FTC oversight to consumer data that is accessed, 8 
used, or exchanged by technology companies and vendors not classified as covered entities under 9 
HIPAA. The Principles contend that “health care data” is a subjective term and one that should be 10 
evaluated by a federal agency with broad expertise in data privacy. Accordingly, the AMA Privacy 11 
Principles’ use of the term “data” includes information that can be used to identify an individual, 12 
even if it is not descriptive on its face, such as IP addresses and advertising identifiers from mobile 13 
phones. 14 
 15 
While the AMA Privacy Principles recognize a role for the FTC, it is important to note why the 16 
OCR is absent from the discussion. The OCR administers and enforces HIPAA regulations with a 17 
focus on PHI, and, therefore, expanding OCR’s HIPAA legislative umbrella to include technology 18 
companies and vendors not classified as covered entities was a consideration. However, it was 19 
recognized that (1) OCR lacks the structure, resources, and expertise to regulate technology 20 
companies and vendors, who are themselves new entrants into the health care arena, and (2) an 21 
existing federal agency is better equipped to regulate health data that flows outside the traditional 22 
HIPAA covered entity arena. Furthermore, extending HIPAA protections for PHI to non-HIPAA 23 
covered technology companies and vendors could create a gap in needed privacy policies. 24 
 25 
Although the Office of the National Coordinator for Health Information Technology (ONC) is not 26 
mentioned in the AMA Privacy Principles, it has a role in ensuring that sensitive medical 27 
information regarding reproductive health, sexual orientation, gender identity, and substance use 28 
disorder is placed behind a firewall in the electronic health record as well as when it is requested 29 
and shared with others using national health information exchanges, such as under ONC’s Trusted 30 
Exchange Framework and Common Agreement. The 21st Century Cures Act lifted limitations on 31 
the scope of ePHI, allowing information blocking regulations to go into full effect. Physicians who 32 
interfere with the access, exchange, or use of ePHI could be considered “information blockers” and 33 
subject to financial penalties, making it difficult for them to protect sensitive information. 34 
 35 
The AMA’s longstanding goal to support strong protections for patient privacy is reinforced by 36 
several policies, including those that: 37 
 38 
• Advocate for legislation that aligns mobile health apps and other digital health tools with the 39 

AMA Privacy Principles (Policy D-315.968); 40 
• Oppose the sale or transfer of medical history data and contact information for use in 41 

marketing or advertising (Policy D-315.973); 42 
• Engage with stakeholders to identify relevant guiding principles to promote a vibrant, useful, 43 

and trustworthy mHealth market (Policy D-480.972); 44 
• Advocate for narrowing the definition of “health care operations” to include only those 45 

activities that are routine and critical for general business operations and that cannot be 46 
reasonably undertaken with de-identified health information (Policy H-315.975); 47 

• Support strong protections for patient privacy and, in general, require that patient medical 48 
records be kept strictly confidential unless waived by the patient in a meaningful way, de-49 

https://www.congress.gov/114/bills/hr34/BILLS-114hr34enr.pdf


 CMS Rep. 7-A-24 -- page 11 of 20 

identified, or in rare instances when strong countervailing interests in public health or safety 1 
justify invasions of patient privacy or breaches of confidentiality (Policy H-315.983);  2 

• Work to ensure that computer-based patient record systems and networks, and the legislation 3 
and regulations governing their use, include adequate technical and legal safeguards for 4 
protecting the confidentiality, integrity, and security of patient data (Policy H-315.989); and 5 

• Support that mHealth apps and associated devices, trackers and sensors must abide by 6 
applicable laws addressing the privacy and security of patients' medical information (Policy  7 

• H-480.943). 8 
 9 
AMA policy has been developed related to the potential complications introduced by the 10 
intersection of AI and patient privacy, including those that: 11 
 12 
• Re-examine existing guidance relevant to the confidentiality of patient information, striving to 13 

preserve the benefits of widespread use of de-identified patient data for purposes of promoting 14 
quality improvement, research, and public health while mitigating the risks of re-identification 15 
of such data (Policy D-315.969); 16 

• Support efforts to promote transparency in the use of de-identified patient data and to protect 17 
patient privacy by developing methods of, and technologies for, de-identification of patient 18 
information that reduce the risk of re-identification of such data (Policy H-315.962); and 19 

• Promote development of thoughtfully designed, high-quality, clinically validated health care 20 
AI that safeguards patients’ privacy interests and preserves the security and integrity of 21 
personal information (Policy H-480.940). 22 

 23 
The AMA has written several comment letters addressing the issue of patient privacy, including a 24 
December 2018 letter to NIST which references the tenets of Policy H-315.983, noting that when 25 
breaches of confidentiality are compelled by concerns for public health and safety, those breaches 26 
must be as narrow in scope and content as possible, must contain the least identifiable and sensitive 27 
information possible, and must be disclosed to the fewest possible to achieve the necessary end. In 28 
a February 2019 letter to the Office for Civil Rights, the AMA offers suggestions on a Request for 29 
Information about modifying HIPAA Rules to improve coordinated care, including how the 30 
regulations can be revised to promote the goals of value-based care and care coordination while 31 
preserving and protecting the privacy and security of a patient’s health information. In May 2019, 32 
the AMA submitted patient privacy comments to several recipients, including the Office of the 33 
National Coordinator for Health Information Technology and the Centers for Medicare & Medicaid 34 
Services, and the FTC. While slightly different audiences, the message for each was similar, with a 35 
focus on the AMA approach to privacy. The AMA outlined how data segmentation is critical for 36 
health information exchange, regardless of where the data resides, how it is used, or with whom it 37 
is exchanged. Consistent with that approach, patient consent and privacy, data provenance, 38 
governance, and state and federal law compliance must be inherent in the development of 39 
technology. A June 2023 letter to the National Governors Association urged that comprehensive 40 
state legislative privacy proposals provide adequate protections for consumer health data, 41 
especially health data obtained by apps and other devices or organizations that do not fall within 42 
HIPAA or state privacy laws. In August 2023, the AMA submitted written comments to the FTC 43 
regarding the Health Breach Notification Rule, noting the deficiencies in regulation of health apps. 44 
A September 2023 AMA letter to Senator Bill Cassidy in response to his request for information 45 
outlines the distinction between PHI and health information outside of HIPAA, and the potential 46 
for harm to individuals caused by confusion between the two. 47 
 48 
In addition to advocacy, the AMA provides members with robust resources on the issue of patient 49 
privacy. The AMA health data privacy framework surveyed patient perspectives to shed light on 50 

https://searchlf.ama-assn.org/undefined/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2018-12-20-Letter-to-Copan-re-NIST-RFI-on-Privacy-Framework.pdf
https://searchlf.ama-assn.org/undefined/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2019-2-8-Letter-to-Severino-re-HIPAA-RFI-Response.pdf
https://searchlf.ama-assn.org/undefined/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2019-5-31-Letter-to-Dr-Rucker-re-ONC-NPRM-Comments.pdf
https://searchlf.ama-assn.org/undefined/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2019-5-31-Letter-to-Dr-Rucker-re-ONC-NPRM-Comments.pdf
https://searchlf.ama-assn.org/undefined/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2019-5-31-Letter-to-Verma-re-CMS-Comments.pdf
https://searchlf.ama-assn.org/undefined/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2019-5-31-Letter-to-Verma-re-CMS-Comments.pdf
https://searchlf.ama-assn.org/undefined/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2019-5-31-FTC-Statement-for-the-Record-Consumer-Privacy.pdf
https://searchlf.ama-assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2Flfdcmt.zip%2F2023-6-1-Letter-to-NGA-re-Privacy-FINAL.pdf
https://searchlf.ama-assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2023-8-8-Letter-to-Khan-re-Comments-on-FTC-HBN-NPRM.zip%2F2023-8-8-Letter-to-Khan-re-Comments-on-FTC-HBN-NPRM.pdf
https://searchlf.ama-assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2Flfcmus.zip%2F2023-9-28-Letter-to-Cassidy-re-Health-Privacy-RFI-Response-and-attachment-v2.pdf
https://www.ama-assn.org/delivering-care/patient-support-advocacy/ama-health-data-privacy-framework
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fundamental data privacy issues that can impact individuals nationwide, while the AMA patient 1 
privacy webpage provides resources to ensure that patients have meaningful controls over their 2 
PHI. As part of the AMA Patient Access Playbook, the AMA has developed a case for privacy by 3 
design in app development. The 2023 AMA Principles for Augmented Intelligence Development, 4 
Deployment, and Use address privacy and cybersecurity as well as establish guardrails around 5 
payer use of AI in automated denials. 6 
 7 
DISCUSSION 8 
 9 
While HIPAA was enacted in 1996, misconceptions have muddied the waters around what is and is 10 
not a covered entity or business associate, and what is or is not PHI. Given that HIPAA only 11 
governs covered entities and business associates, concerns arise in the regulation of entities 12 
currently beyond the scope of HIPAA, such as digital health platforms, apps, and other similar 13 
software programs that collect, use, store, and share personal health data. Under federal law there is 14 
no floor – no minimum threshold – for an organization’s privacy policy other than it cannot be 15 
unfair or deceptive. Thus, any health app or digital health platform can word their stated privacy 16 
policy in a weak, evasive, easy-to-comply-with manner that will sound reassuring to the consumers 17 
who choose to read it. Furthermore, there is confusion surrounding retail health care companies’ 18 
HIPAA status, as they require patients to read and comprehend several documents together in order 19 
to understand their rights. Determining which organizations HIPAA applies to can be difficult for 20 
the layperson. 21 
 22 
The Council therefore recommends a series of principles to address retail health care companies’ 23 
handling of PHI. Any health care providing entity, or one that is facilitating the referral of patients 24 
for care, regardless of whether it provides the care directly, must be held to the standard of a 25 
HIPAA covered entity, complete with a privacy wall between the health and non-health lines of 26 
business to eliminate sharing of PHI for uses not directly related to patients’ medical care. Retail 27 
health care companies should be prohibited from utilizing “clickwrap” agreements, which permit 28 
patients to use a service without affirmatively consenting to the data sharing. It is also important 29 
that retail health care companies’ Terms of Use do not require data sharing for uses not directly 30 
related to patients’ medical care in order to receive care unless required by law. Operationally, this 31 
means that the Terms of Use should be distinct from the Notice of Privacy Practices, with clear 32 
indication that patients are not required to sign the latter in order to receive care. Requiring retail 33 
health care companies to use a default opt-in consent plus plain language is essential toward 34 
protecting patients’ privacy and fostering health literacy. Opt-in user consent requires patients to 35 
acknowledge the proposed data activity, understand the purposes for collection, and agree to have 36 
their data collected, processed, and stored. Once consent is given, it then becomes important to 37 
provide clear direction on how patients can withdraw consent. 38 
 39 
The Council also recommends reaffirmation of policies that advocate for legislation that aligns 40 
mobile health apps and other digital health tools with the AMA Privacy Principles, supports efforts 41 
to promote transparency in the use of de-identified patient data, and promotes development of 42 
thoughtfully designed, high-quality, clinically validated health care AI that safeguards patients’ 43 
privacy interests and preserves the security and integrity of personal information. 44 
 
 
 
 
 
 
 

https://www.ama-assn.org/delivering-care/patient-support-advocacy/patient-data-privacy-and-access-resources
https://www.ama-assn.org/delivering-care/patient-support-advocacy/patient-data-privacy-and-access-resources
https://www.ama-assn.org/practice-management/digital/patient-access-playbook-introduction
https://www.ama-assn.org/system/files/privacy-principles-by-design.pdf
https://www.ama-assn.org/system/files/privacy-principles-by-design.pdf
https://www.ama-assn.org/system/files/ama-ai-principles.pdf
https://www.ama-assn.org/system/files/ama-ai-principles.pdf
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RECOMMENDATIONS 1 
 2 
The Council on Medical Service recommends that the following be adopted, and the remainder of 3 
the report be filed: 4 
 5 

1. That our American Medical Association (AMA) will: 6 
(a) support regulatory guidance to establish a privacy wall between the health business and 7 
non-health business of retail health care companies to eliminate sharing of protected health 8 
information, re-identifiable patient data, or data that could be reasonably be used to re-9 
identify a patient when combined with other data for uses not directly related to patients’ 10 
medical care; 11 
(b) support the prohibition of Terms of Use that require data sharing for uses not directly 12 
related to patients’ medical care in order to receive care, while still allowing data sharing 13 
where required by law (e.g., infectious disease reporting); 14 
(c) support the separation of consents required to receive care from any consents to share 15 
data for non-medical care reasons, with clear indication that patients do not need to sign the 16 
data-sharing agreements in order to receive care; 17 
(d) support the prohibition of “clickwrap” contracts for use of a health care service without 18 
affirmative patient consent to data sharing; 19 
(e) support the requirement that retail health care companies must use an active opt-in 20 
selection for obtaining meaningful consent for data use and disclosure, otherwise the 21 
default should be that the patient does not consent to disclosure; 22 
(f) support the requirement that retail health care companies clearly indicate how patients 23 
can withdraw consent and request deletion of data retained by the non-health care 24 
providing units, which should be by a means no more onerous than providing the initial 25 
consent. (New HOD Policy) 26 

 27 
2. That our AMA reaffirm Policy D-315.968, which advocates for legislation that aligns 28 

mobile health apps and other digital health tools with the AMA Privacy Principles. 29 
(Reaffirm HOD Policy) 30 
 31 

3. That our AMA reaffirm Policy H-315.962, which supports efforts to promote transparency 32 
in the use of de-identified patient data and to protect patient privacy by developing 33 
methods of, and technologies for, de-identification of patient information that reduce the 34 
risk of re-identification of such data. (Reaffirm HOD Policy) 35 
 36 

4. That our AMA reaffirm Policy H-480.940, which promotes development of thoughtfully 37 
designed, high-quality, clinically validated health care AI that safeguards patients’ privacy 38 
interests and preserves the security and integrity of personal information. (Reaffirm HOD 39 
Policy) 40 
 41 

5. Rescind Policy H-315.960, as having been completed with this report. (Rescind HOD 42 
Policy) 43 

 
Fiscal Note: Less than $500. 
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Council on Medical Service Report 7-A-24 
Ensuring Privacy in Retail Health Care Settings 
Policy Appendix 
 
Supporting Improvements to Patient Data Privacy D-315.968 
Our AMA will (1) strengthen patient and physician data privacy protections by advocating for 
legislation that reflects the AMA’s Privacy Principles with particular focus on mobile health apps 
and other digital health tools, in addition to non-health apps and software capable of generating 
patient data and (2) will work with appropriate stakeholders to oppose using any personally 
identifiable data to identify patients, potential patients who have yet to seek care, physicians, and 
any other health care providers who are providing or receiving health care that may be criminalized 
in a given jurisdiction. 
Res. 227, A-22 Modified: Res. 230, I-22 Reaffirmation: A-23 
 
Research Handling of De-Identified Patient Information D-315.969 
The Council on Ethical and Judicial Affairs will consider re-examining existing guidance relevant 
to the confidentiality of patient information, striving to preserve the benefits of widespread use of 
de-identified patient data for purposes of promoting quality improvement, research, and public 
health while mitigating the risks of re-identification of such data. 
BOT Rep. 16, I-21 
 
Preventing Inappropriate Use of Patient Protected Medical Information in the Vaccination 
Process D-315.973 
Our AMA will: (1) advocate to prohibit the use of patient/customer information collected by retail 
pharmacies for COVID-19 vaccination scheduling and/or the vaccine administration process for 
commercial marketing or future patient recruiting purposes, especially any targeting based on 
medical history or conditions; and (2) oppose the sale or transfer of medical history data and 
contact information accumulated through the scheduling or provision of government-funded 
vaccinations to third parties for use in marketing or advertising. 
Res. 232, A-21 
 
Guidelines for Mobile Medical Applications and Devices D-480.972 
1. Our AMA will monitor market developments in mobile health (mHealth), including the 
development and uptake of mHealth apps, in order to identify developing consensus that provides 
opportunities for AMA involvement. 
2. Our AMA will continue to engage with stakeholders to identify relevant guiding principles to 
promote a vibrant, useful and trustworthy mHealth market. 
3. Our AMA will make an effort to educate physicians on mHealth apps that can be used to 
facilitate patient communication, advice, and clinical decision support, as well as resources that can 
assist physicians in becoming familiar with mHealth apps that are clinically useful and evidence 
based. 
4. Our AMA will develop and publicly disseminate a list of best practices guiding the development 
and use of mobile medical applications. 
5. Our AMA encourages further research integrating mobile devices into clinical care, particularly 
to address challenges of reducing work burden while maintaining clinical autonomy for residents 
and fellows. 
6. Our AMA will collaborate with the Liaison Committee on Medical Education and Accreditation 
Council for Graduate Medical Education to develop germane policies, especially with 
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consideration of potential financial burden and personal privacy of trainees, to ensure more 
uniform regulation for use of mobile devices in medical education and clinical training. 
7. Our AMA encourages medical schools and residency programs to educate all trainees on proper 
hygiene and professional guidelines for using personal mobile devices in clinical environments.  
8. Our AMA encourages the development of mobile health applications that employ linguistically 
appropriate and culturally informed health content tailored to linguistically and/or culturally 
diverse backgrounds, with emphasis on underserved and low-income populations. 
CSAPH Rep. 5, A-14 Appended: Res. 201, A-15 Appended: Res. 305, I-16 Modified: Res. 903,  
I-19 
 
Research Handling of De-Identified Patient Information H-315.962 
Our AMA supports efforts to promote transparency in the use of de-identified patient data and to 
protect patient privacy by developing methods of, and technologies for, de-identification of patient 
information that reduce the risk of re-identification of such information. 
BOT Rep. 16, I-21 Reaffirmation: A-22 
 
Police, Payer, and Government Access to Patient Health Information H-315.975 
(1) Our AMA advocates vigorously, with respect to the final privacy rule or other privacy 
legislation, to define “health care operations” narrowly to include only those activities and 
functions that are routine and critical for general business operations and that cannot reasonably be 
undertaken with de-identified information. 
(2) Our AMA advocates vigorously, with respect to the final privacy rule or other privacy 
legislation, that the Centers for Medicare & Medicaid Services (CMS) and other payers shall have 
access to medical records and individually identifiable health information solely for billing and 
payment purposes, and routine and critical health care operations that cannot reasonably be 
undertaken with de-identified health information. 
(3) Our AMA advocates vigorously, with respect to the final privacy rule or other privacy 
legislation, that CMS and other payers may access and use medical records and individually 
identifiable health information for non-billing, non-payment purposes and non-routine, non-critical 
health care operations that cannot reasonably be undertaken with de-identified health information, 
only with the express written consent of the patient or the patient's authorized representative, each 
and every time, separate and apart from blanket consent at time of enrollment. 
(4) Our AMA advocates vigorously, with respect to the final privacy rule or other privacy 
legislation that no government agency, including law enforcement agencies, be permitted access to 
medical records or individually identifiable health information (except for any discretionary or 
mandatory disclosures made by physicians and other health care providers pursuant to ethical 
guidelines or to comply with applicable state or federal reporting laws) without the express written 
consent of the patient, or a court order or warrant permitting such access. 
(5) Our AMA continues to strongly support and advocate a minimum necessary standard of 
disclosure of individually identifiable health information requested by payers, so that the 
information necessary to accomplish the intended purpose of the request be determined by 
physicians and other health care providers, as permitted under the final privacy rule. 
Res. 246, A-01 Reaffirmation I-01 Reaffirmation A-02 Reaffirmed: BOT Rep. 19, I-06 
Reaffirmation A-07 Reaffirmed: BOT Rep. 19, A-07 Reaffirmed: BOT Rep. 22, A-17 Reaffirmed: 
BOT Rep. 16, I-21 
 
Patient Privacy and Confidentiality H-315.983 
1. Our AMA affirms the following key principles that should be consistently implemented to 
evaluate any proposal regarding patient privacy and the confidentiality of medical information: (a) 
 

file://HQD02/policyfinder/councilreportList?citation=CSAPH%20Rep.%205,%20A-14
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That there exists a basic right of patients to privacy of their medical information and records, and 
that this right should be explicitly acknowledged; (b) That patients’ privacy should be honored 
unless waived by the patient in a meaningful way or in rare instances when strong countervailing 
interests in public health or safety justify invasions of patient privacy or breaches of confidentiality, 
and then only when such invasions or breaches are subject to stringent safeguards enforced by 
appropriate standards of accountability; (c) That patients’ privacy should be honored in the context 
of gathering and disclosing information for clinical research and quality improvement activities, 
and that any necessary departures from the preferred practices of obtaining patients' informed 
consent and of de-identifying all data be strictly controlled; (d) That any information disclosed 
should be limited to that information, portion of the medical record, or abstract necessary to fulfill 
the immediate and specific purpose of disclosure; and (e) That the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA) be the minimal standard for protecting clinician-patient 
privilege, regardless of where care is received. 
2. Our AMA affirms: (a) that physicians and medical students who are patients are entitled to the 
same right to privacy and confidentiality of personal medical information and medical records as 
other patients, (b) that when patients exercise their right to keep their personal medical histories 
confidential, such action should not be regarded as fraudulent or inappropriate concealment, and  
(c) that physicians and medical students should not be required to report any aspects of their 
patients’ medical history to governmental agencies or other entities, beyond that which would be 
required by law. 
3. Employers and insurers should be barred from unconsented access to identifiable medical 
information lest knowledge of sensitive facts form the basis of adverse decisions against 
individuals. (a) Release forms that authorize access should be explicit about to whom access is 
being granted and for what purpose and should be as narrowly tailored as possible. (b) Patients, 
physicians, and medical students should be educated about the consequences of signing overly-
broad consent forms. (c) Employers and insurers should adopt explicit and public policies to assure 
the security and confidentiality of patients’ medical information. (d) A patient’s ability to join or a 
physician’s participation in an insurance plan should not be contingent on signing a broad and 
indefinite consent for release and disclosure. 
4. Whenever possible, medical records should be de-identified for purposes of use in connection 
with utilization review, panel credentialing, quality assurance, and peer review. 
5. The fundamental values and duties that guide the safekeeping of medical information should 
remain constant in this era of computerization. Whether they are in computerized or paper form, it 
is critical that medical information be accurate, secure, and free from unauthorized access and 
improper use. 
6. Our AMA recommends that the confidentiality of data collected by race and ethnicity as part of 
the medical record, be maintained. 
7. Genetic information should be kept confidential and should not be disclosed to third parties 
without the explicit informed consent of the tested individual. 
8. When breaches of confidentiality are compelled by concerns for public health and safety, those 
breaches must be as narrow in scope and content as possible, must contain the least identifiable and 
sensitive information possible, and must be disclosed to the fewest possible to achieve the 
necessary end. 
9. Law enforcement agencies requesting private medical information should be given access to 
such information only through a court order. This court order for disclosure should be granted only 
if the law enforcement entity has shown, by clear and convincing evidence, that the information 
sought is necessary to a legitimate law enforcement inquiry; that the needs of the law enforcement 
authority cannot be satisfied by non-identifiable health information or by any other information; 
and that the law enforcement need for the information outweighs the privacy interest of the 
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individual to whom the information pertains. These records should be subject to stringent security 
measures. 
10. Our AMA must guard against the imposition of unduly restrictive barriers to patient records 
that would impede or prevent access to data needed for medical or public health research or quality 
improvement and accreditation activities. Whenever possible, de-identified data should be used for 
these purposes. In those contexts where personal identification is essential for the collation of data, 
review of identifiable data should not take place without an institutional review board (IRB) 
approved justification for the retention of identifiers and the consent of the patient. In those cases 
where obtaining patient consent for disclosure is impracticable, our AMA endorses the oversight 
and accountability provided by an IRB. 
11. Marketing and commercial uses of identifiable patients’ medical information may violate 
principles of informed consent and patient confidentiality. Patients divulge information to their 
physicians only for purposes of diagnosis and treatment. If other uses are to be made of the 
information, patients must first give their uncoerced permission after being fully informed about 
the purpose of such disclosures 
12. Our AMA, in collaboration with other professional organizations, patient advocacy groups and 
the public health community, should continue its advocacy for privacy and confidentiality 
regulations, including: (a) The establishment of rules allocating liability for disclosure of 
identifiable patient medical information between physicians and the health plans of which they are 
a part, and securing appropriate physicians’ control over the disposition of information from their 
patients’ medical records. (b) The establishment of rules to prevent disclosure of identifiable 
patient medical information for commercial and marketing purposes; and (c) The establishment of 
penalties for negligent or deliberate breach of confidentiality or violation of patient privacy rights. 
13. Our AMA will pursue an aggressive agenda to educate patients, the public, physicians and 
policymakers at all levels of government about concerns and complexities of patient privacy and 
confidentiality in the variety of contexts mentioned. 
14. Disclosure of personally identifiable patient information to public health physicians and 
departments is appropriate for the purpose of addressing public health emergencies or to comply 
with laws regarding public health reporting for the purpose of disease surveillance. 
15. In the event of the sale or discontinuation of a medical practice, patients should be notified 
whenever possible and asked for authorization to transfer the medical record to a new physician or 
care provider. Only de-identified and/or aggregate data should be used for “business decisions,” 
including sales, mergers, and similar business transactions when ownership or control of medical 
records changes hands. 
16. The most appropriate jurisdiction for considering physician breaches of patient confidentiality 
is the relevant state medical practice act. Knowing and intentional breaches of patient 
confidentiality, particularly under false pretenses, for malicious harm, or for monetary gain, 
represents a violation of the professional practice of medicine. 
17. Our AMA Board of Trustees will actively monitor and support legislation at the federal level 
that will afford patients protection against discrimination on the basis of genetic testing. 
18. Our AMA supports privacy standards that would require pharmacies to obtain a prior written 
and signed consent from patients to use their personal data for marketing purposes. 
19. Our AMA supports privacy standards that require pharmacies and drug store chains to disclose 
the source of financial support for drug mailings or phone calls. 
20. Our AMA supports privacy standards that would prohibit pharmacies from using prescription 
refill reminders or disease management programs as an opportunity for marketing purposes. 
21. Our AMA will draft model state legislation requiring consent of all parties to the recording of a 
physician-patient conversation. 
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BOT Rep. 9, A-98 Reaffirmation I-98 Appended: Res. 4, and Reaffirmed: BOT Rep. 36, A-99 
Appended: BOT Rep. 16 and Reaffirmed: CSA Rep. 13, I-99 Reaffirmation A-00 Reaffirmed: Res. 
246 and 504 and Appended Res. 504 and 509, A-01 Reaffirmed: BOT Rep. 19, I-01 Appended: 
Res. 524, A-02 Reaffirmed: Sub. Res. 206, A-04 Reaffirmed: BOT Rep. 24, I-04 Reaffirmed: BOT 
Rep. 19, I-06 Reaffirmation A-07 Reaffirmed: BOT Rep. 19, A-07 Reaffirmed: CEJA Rep. 6, A-11 
Reaffirmed in lieu of Res. 705, A-12 Reaffirmed: BOT Rep. 17, A-13 Modified: Res. 2, I-14 
Reaffirmation: A-17 Modified: BOT Rep. 16, A-18 Appended: Res. 232, A-18 Reaffirmation: I-18 
Reaffirmed: Res. 219, A-21 Reaffirmed: Res. 229, A-21 Reaffirmed: BOT Rep. 12, I-21 
Reaffirmed: BOT Rep. 22, A-22 Reaffirmation: A-23 
 
Confidentiality of Computerized Patient Records H-315.989 
The AMA will continue its leadership in protecting the confidentiality, integrity, and security of 
patient-specific data; and will continue working to ensure that computer-based patient record 
systems and networks, and the legislation and regulations governing their use, include adequate 
technical and legal safeguards for protecting the confidentiality, integrity, and security of patient 
data. 
BOT Rep. F, A-93 Reaffirmation I-99 Reaffirmed: BOT Rep. 19, I-06 Reaffirmed: BOT Rep. 19, 
A-07 Reaffirmed in lieu of Res. 818, I-07 Reaffirmation I-08 Reaffirmation A-10 Reaffirmed: BOT 
Rep. 17, A-13 
 
Augmented Intelligence in Health Care H-480.940 
As a leader in American medicine, our AMA has a unique opportunity to ensure that the evolution 
of augmented intelligence (AI) in medicine benefits patients, physicians, and the health care 
community. 
To that end our AMA will seek to: 
1. Leverage its ongoing engagement in digital health and other priority areas for improving patient 
outcomes and physicians’ professional satisfaction to help set priorities for health care AI. 
2. Identify opportunities to integrate the perspective of practicing physicians into the development, 
design, validation, and implementation of health care AI. 
3. Promote development of thoughtfully designed, high-quality, clinically validated health care AI 
that: 
a. is designed and evaluated in keeping with best practices in user-centered design, particularly for 
physicians and other members of the health care team; 
b. is transparent; 
c. conforms to leading standards for reproducibility; 
d. identifies and takes steps to address bias and avoids introducing or exacerbating health care 
disparities including when testing or deploying new AI tools on vulnerable populations; and 
e. safeguards patients and other individuals privacy interests and preserves the security and 
integrity of personal information. 
4. Encourage education for patients, physicians, medical students, other health care professionals, 
and health administrators to promote greater understanding of the promise and limitations of health 
care AI. 
5. Explore the legal implications of health care AI, such as issues of liability or intellectual 
property, and advocate for appropriate professional and governmental oversight for safe, effective, 
and equitable use of and access to health care AI. 
BOT Rep. 41, A-18 
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Integration of Mobile Health Applications and Devices into Practice H-480.943 
1. Our AMA supports the establishment of coverage, payment and financial incentive mechanisms 
to support the use of mobile health applications (mHealth apps) and associated devices, trackers 
and sensors by patients, physicians and other providers that: (a) support the establishment or 
continuation of a valid patient-physician relationship; (b) have a high-quality clinical evidence base 
to support their use in order to ensure mHealth app safety and effectiveness; (c) follow evidence-
based practice guidelines, especially those developed and produced by national medical specialty 
societies and based on systematic reviews, to ensure patient safety, quality of care and positive 
health outcomes; (d) support care delivery that is patient-centered, promotes care coordination and 
facilitates team-based communication; (e) support data portability and interoperability in order to 
promote care coordination through medical home and accountable care models; (f) abide by state 
licensure laws and state medical practice laws and requirements in the state in which the patient 
receives services facilitated by the app; (g) require that physicians and other health practitioners 
delivering services through the app be licensed in the state where the patient receives services, or 
be providing these services as otherwise authorized by that state’s medical board; and (h) ensure 
that the delivery of any services via the app be consistent with state scope of practice laws. 
2. Our AMA supports that mHealth apps and associated devices, trackers and sensors must abide 
by applicable laws addressing the privacy and security of patients’ medical information. 
3. Our AMA encourages the mobile app industry and other relevant stakeholders to conduct 
industry-wide outreach and provide necessary educational materials to patients to promote 
increased awareness of the varying levels of privacy and security of their information and data 
afforded by mHealth apps, and how their information and data can potentially be collected and 
used. 
4. Our AMA encourages the mHealth app community to work with the AMA, national medical 
specialty societies, and other interested physician groups to develop app transparency principles, 
including the provision of a standard privacy notice to patients if apps collect, store and/or transmit 
protected health information. 
5. Our AMA encourages physicians to consult with qualified legal counsel if unsure of whether an 
mHealth app meets Health Insurance Portability and Accountability Act standards and also inquire 
about any applicable state privacy and security laws. 
6. Our AMA encourages physicians to alert patients to the potential privacy and security risks of 
any mHealth apps that he or she prescribes or recommends, and document the patient's 
understanding of such risks 
7. Our AMA supports further development of research and evidence regarding the impact that 
mHealth apps have on quality, costs, patient safety and patient privacy. 
8. Our AMA encourages national medical specialty societies to develop guidelines for the 
integration of mHealth apps and associated devices into care delivery. 
CMS Rep. 06, I-16 Reaffirmation: A-17 Reaffirmation: A-23 
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REPORT 8 OF THE COUNCIL ON MEDICAL SERVICE (A-24) 
Sustainable Payment for Community Practices 
(Resolution 108-A-23) 
(Reference Committee A) 

 
EXECUTIVE SUMMARY 

 
At the 2023 Annual Meeting, the House of Delegates referred Resolution 108-A-23, which asked 
the American Medical Association (AMA) to assess the prevalence of insurance payments to small 
medical practices that are below Medicare rates and the impact of these payment levels on the 
ability of practices to provide care. The resolution also asked the AMA to consider the impact on 
small and medium-sized practices of being excluded from population health management, outcome 
evidence-based care, and value-based purchasing arrangements, as well as to consider model 
legislation to address payment rates below the cost of practicing. Council on Medical Service 
Report 7-I-23 was referred back to the Council to allow reconsideration of a) non-Medicare 
benchmarks for private payers; b) a minimum government rate, including Medicaid; and c) the 
impact that rates below these benchmarks have on small community practices.  
 
Despite the current trend toward larger practices, more than half of physicians still work in small 
practices of 10 or fewer physicians, a percentage that has fallen continuously since 2012. While 
small practices have some advantages that cannot be matched by larger practices, they are not 
necessarily well equipped to succeed in value-based purchasing arrangements, which require 
financial investment and regulatory, technological, and analytic expertise. Given that the single 
most important factor in ensuring a sustainable level of payment for small practices is leverage, 
collaboration to form alliances may provide the scale needed to negotiate value-based contracts and 
to spread the risk across multiple practices. Strong network adequacy requirements and fair out-of-
network rules are also essential for the sustainability of small practices. 
 
While research shows that private insurance payment rates are, on average, higher than Medicare 
payment rates for the same medical services, it also indicates that Medicaid payment rates are 
substantially below Medicare payment rates. Small practices have a higher percentage of private 
health insurance patients than larger practices, which should benefit them. However, not all private 
insurance payments are reflective of the full cost of practice, the value of the care provided, or 
include inflation-based updates. These inadequate payment levels are exacerbated by the fact that 
in 2019, Medicaid fee-for-service payments for physician services were nearly 30 percent below 
Medicare payment levels, with an even larger differential for primary care physician services. 
 
While AMA policy does not endorse a specific payment mechanism such as the Medicare 
Resource-Based Relative Value Scale (RBRVS), it does support payment at no less than 100 
percent of RBRVS Medicare allowable as one option that could provide the basis for both public 
and private physician payment systems.
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At the 2023 Annual Meeting, the House of Delegates (HOD) referred Resolution 108, which was 1 
sponsored by the District of Columbia Delegation. Resolution 108-A-23 asked for the American 2 
Medical Association (AMA) to: 3 
 4 

“(1) study small medical practices to assess the prevalence of insurance payments to these 5 
practices that are below Medicare rates and to assess the effects of these payment levels on 6 
practices’ ability to provide care, and report back by the 2024 Annual Meeting; (2) study and 7 
report back on remedies for such reimbursement rates for physician practices; (3) study the 8 
impact on small and medium-sized physician practices of being excluded from population 9 
health management, outcome evidence-based care, and value-based purchasing arrangements; 10 
and study and report back to the House of Delegates options for model legislation for states and 11 
municipalities seeking to correct reimbursement rates for medical practices that are below 12 
those required to meet fixed costs.” 13 

 14 
The Council on Medical Service developed Report 7-I-23, Sustainable Payment for Community 15 
Practices, which was referred to allow reconsideration of a) non-Medicare benchmarks for private 16 
payers; b) a minimum government rate, including Medicaid; and c) the impact that rates below 17 
these benchmarks have on small community practices. 18 
 19 
In this report, the Council expands on the discussion included in Council Report 7-I-23 to include 20 
Medicaid payment schedules and how they compare to Medicare and private insurance payment 21 
rates, while acknowledging the costs of providing care to the Medicaid population as well as the 22 
challenges of tying payment schedules to a Medicare benchmark. Our focus is on non-hospital 23 
owned small practices, which are typically not eligible for facility fees nor possess the market 24 
power inherent in larger, hospital-owned practices. We compare Medicare, Medicaid, and private 25 
insurance payment rates, outline collaborative and negotiating resources available to small 26 
practices, highlight essential AMA policy and resources, and present new policy recommendations. 27 
 28 
BACKGROUND 29 
 30 
Despite the current trend toward larger practices, more than half of physicians (51.8 percent) still 31 
work in small practices of 10 or fewer physicians, a percentage that has fallen continuously from 32 
61.4 percent in 2012.1 Contributing factors to the shift include mergers and acquisitions, practice 33 
closures, physician job changes, and the different practice settings chosen by younger physicians 34 
compared to those of retiring physicians. The “cohort effect”2 demonstrates that younger 35 
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physicians appear to prefer larger practices for the more predictable income and work-life balance 1 
they can offer.3 They also may be hesitant to assume the business and entrepreneurial 2 
responsibilities demanded by smaller practices.4 3 
 4 
However, small practices have some advantages that cannot be matched by larger practices, most 5 
notably patients of small practices have lower rates of preventable readmissions than those in larger 6 
practices.5 The autonomy of small practices and preservation of the traditional patient-physician 7 
relationship provide reassurance to patients that the physician is acting in their best interests. It is 8 
thought that the patient-physician bond generates trust, which leads to better adherence to a 9 
treatment plan.6 As small practices become patient-centered medical homes, their decisions can 10 
control downstream costs, highlighting the importance of trusted, engaged, and financially aligned 11 
physicians in value-based payment systems. Although the medical home model suggests that 12 
physicians in small practices are uniquely positioned to succeed in value-based purchasing 13 
arrangements, they are not necessarily well equipped to do so given the financial investment and 14 
regulatory, technological, and analytic expertise necessary to enter these arrangements. In addition 15 
to these inherent limitations of small practices, extrinsic factors can play a role in creating an 16 
uneven playing field, including the fact that independent primary care physicians more often fill 17 
gaps in care in low-income, rural, and other underserved communities.7 18 
 19 
Assessing the current level of sustainability for small community practices requires appreciating 20 
the current limitations of governmental authority, understanding the impact of Medicare, Medicaid, 21 
and private insurance payment rates, acknowledging relevant AMA policy and advocacy, and 22 
exploring the resources available for small practices that want to engage more fully in an evolving 23 
value-based health care system. 24 
 25 
FAIR LABOR STANDARDS ACT OF 1938 26 
 27 
The Fair Labor Standards Act of 1938 (FLSA) protects workers against unfair employment 28 
practices. FLSA rules specify when workers are considered “on the clock” and when they should 29 
be paid overtime, along with a minimum wage. Employees are deemed either exempt or 30 
nonexempt under the FLSA. 31 
 32 
Resolution 108-A-23 postulates that the FLSA confers governmental authority to establish 33 
minimum levels of payment for medical practices. However, Section 13(a)(1) of the FLSA 34 
provides an exemption from both minimum wage and overtime pay for employees employed as 35 
“bona fide executive, administrative, professional, and outside sales employees.” Physicians are 36 
exempted from FLSA protection since they are considered “Learned Professionals,” as their 37 
primary duty requires advanced knowledge, defined as work that is predominantly intellectual in 38 
character and that includes work requiring the consistent exercise of discretion and judgment, in a 39 
field of science or learning; and customarily acquired by a prolonged course of specialized 40 
intellectual instruction.8 As such, the FLSA cannot provide protection for small medical practices 41 
regarding minimum levels of payment. 42 
 43 
MEDICARE PHYSICIAN PAYMENT SCHEDULE 44 
 45 
Medicare is a federal insurance program where coverage is generally offered to individuals who are 46 
65 years or older, have certain disabilities, or suffer from end-stage renal disease or amyotrophic 47 
lateral sclerosis. In 1992, the federal government established a standardized Medicare Physician 48 
Payment Schedule (MPPS) based on a resource-based relative value scale (RBRVS). Prior to that, 49 
the federal government paid physicians using a system of “customary, prevailing, and reasonable” 50 
(CPR) charges, which was based on the “usual, customary, and reasonable” system used by many 51 
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private insurers. The Medicare CPR system allowed for wide variation in the amount paid for the 1 
same service, resulting in unfounded discrepancies in Medicare payment levels among geographic 2 
service areas and physician specialties. 3 
 4 
In an RBRVS system, payments for services are determined by the standardized resource costs 5 
needed to provide them, which are then adjusted to account for differences in work, practice 6 
expense, and professional liability insurance costs across national geographic service areas. The 7 
RBRVS publishes relative value units (RVUs) for each service, which are then converted to a 8 
payment amount using geographical practice cost indices and an annually updated Medicare 9 
Conversion Factor to establish the MPPS. The AMA/Specialty Society Relative Value Scale 10 
Update Committee (RUC) identifies the resources required to provide physician services, which the 11 
Centers for Medicare & Medicaid Services (CMS) then considers in developing RBRVS RVUs. 12 
While, historically, 90 percent or more of RUC recommendations have been accepted,9 CMS 13 
makes all final Medicare payment decisions. 14 
 15 
MEDICAID PAYMENT SCHEDULES 16 
 17 
The Department of Health and Human Services describes Medicare as an insurance program, 18 
whereas Medicaid is an assistance program. Medicaid is a federal and state-sponsored program that 19 
assists low-income individuals with paying for their health care costs. Each state defines who is 20 
eligible for Medicaid coverage, but the program generally covers individuals who have limited 21 
income, including: 22 
 23 

• Individuals 65 years or older 24 
• Children under 19 years old 25 
• Pregnant women 26 
• Individuals living with a disability 27 
• Parents or adults caring for a child 28 
• Adults without dependent children 29 
• Eligible immigrants 30 

 31 
States have the option to charge premiums and determine cost sharing requirements for Medicaid 32 
beneficiaries. While maximum out-of-pocket costs are limited, states can impose higher charges for 33 
targeted groups of somewhat higher income individuals. Certain vulnerable groups, such as 34 
children and pregnant women, are exempt from most out-of-pocket costs and copayments and 35 
coinsurance cannot be charged for some services. The federal government funds a percentage of 36 
the operating costs for each state through the federal medical assistance percentage (FMAP). The 37 
FMAP varies from state to state and is inversely related to state per capita income. The matching 38 
rate for a state can range from 50 percent to 83 percent. On average, the federal government 39 
nominally pays 57 percent of the cost of the program.10 Medicaid payment rates are determined by 40 
the state for each service in accordance with its approved Medicaid state plan. 41 
 42 
PRIVATE INSURANCE PAYMENT SCHEDULES 43 
 44 
For small community practices, payment schedules are typically negotiated between the payer and 45 
the practice as part of a network of preferred physicians. Practices agree to these payment 46 
schedules to permit inclusion in the network, since being in-network is generally more appealing to 47 
patients, allows access to in-network referrals, and reduces the chance of unexpectedly low 48 
payment to the practice. 49 
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When negotiating payment schedules, it is important that the practice is aware of its fixed and 1 
variable costs for a given service so that the long-term break-even point can be determined. The 2 
smaller the practice, the more important it is to negotiate with as much data and defined value 3 
proposition as possible, because a smaller practice has less leverage. Given that private insurance 4 
payment schedules are negotiated between two parties, they can vary by state, region, payer, 5 
specialty, and/or practice. Thus, it is likely that most small practices accept multiple different 6 
payment schedules from different payers. 7 
 8 
Private insurance payments are variable across physician specialties. The Urban Institute conducted 9 
an analysis of FAIR Health professional claims from March 2019 to February 2020, comparing 10 
them to the MPPS for the same time period. The analysis included 17 physician specialties and 11 
approximately 20 services per specialty, which represented about 40 percent of total professional 12 
spending. The Urban Institute found significant variation in relative prices across specialties, with 13 
commercial-to-Medicare payment ratio across all selected services for the 17 specialties averaging 14 
1.6 using an expenditure-weighted approach.11 15 
 16 
Areas where there is greater market concentration among physicians tend to have higher payment 17 
amounts from private insurance.12 The Health Care Cost Institute’s Health Care Cost and 18 
Utilization Report found that there was substantial variation in private insurance payments across 19 
states, with average commercial prices ranging from 98 percent to 188 percent of Medicare rates. 20 
Seven states had payments that were, on average, higher than 150 percent of Medicare rates while 21 
11 states had average payments within 10 percent of Medicare. The states with the highest private 22 
insurance payments relative to Medicare tended to be in the northwest of the country and along the 23 
Great Plains.13 24 
 25 
MEDICARE VERSUS PRIVATE INSURANCE PAYMENT RATES 26 
 27 
A 2020 KFF literature review discovered that private insurance paid 143 percent of Medicare rates 28 
for physician services, on average, ranging from 118 percent to 179 percent of Medicare rates 29 
across studies.14 Estimates from a more recent Milliman white paper closely align, finding that 30 
2022 commercial payment for professional medical services to be approximately 141 percent of 31 
Medicare fee-for-service rates.15 A 2022 Congressional Budget Office report identified “rapid 32 
increases in the prices that commercial insurers pay for hospitals’ and physicians’ services,”16 33 
leading to further divergence between private and public insurance payment rates, a trend that has 34 
proven consistent over time. A 2003 Office of the Inspector General review determined that of 217 35 
procedures, 119 were valued lower by Medicare than by private insurers17 and a 2017 Health Care 36 
Cost Institute report found that commercial payments for the average professional service were 122 37 
percent of what would have been paid under Medicare.18 The 2022 AMA Physician Practice 38 
Benchmark Survey found that small practices of 1 to 15 physicians have a higher percentage of 39 
private health insurance patients than larger practices (45.9 percent vs 40.9 percent).19 Since 40 
research shows that private insurance payment rates are, on average, higher than Medicare payment 41 
rates for the same health services, this may benefit small practices. 42 
 43 
While the Council was unable to identify a survey focused on small practice Medicare to private 44 
insurance rate ratios, anecdotal reports indicate that some small practices are seeing private insurers 45 
offer payment below 100 percent of Medicare, which may be further depressed when insurers 46 
utilize a prior year Medicare rate. A Washington, DC two-physician clinic reported receiving 47 
private insurance payment rates ranging from 16-43 percent lower than Medicare, despite 48 
becoming a Patient-Centered Medical Home and entering into a local accountable care 49 
organization (ACO). Similarly, a solo endocrinologist who left a university-affiliated practice 50 

https://www.fairhealthconsumer.org/#about
https://healthcostinstitute.org/health-care-cost-and-utilization-report/annual-reports
https://healthcostinstitute.org/health-care-cost-and-utilization-report/annual-reports
https://www.cbo.gov/system/files/2022-01/57422-medical-prices.pdf
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reported being disadvantaged by no longer being able to collect facility fees to generate higher 1 
billing, forcing him to opt out of all insurance plans due to inadequate payment. 2 
 3 
MEDICAID PAYMENT COMPARISON AND HEALTH EQUITY IMPLICATIONS 4 
 5 
In 2019, Medicaid fee-for-service payments for physician services were nearly 30 percent below 6 
Medicare payment levels, with an even larger differential for primary care physician services.20 A 7 
2017 study found that total payments for physician office visits under Medicaid averaged 62.2 8 
percent of payment amounts under private insurance and 73.7 percent of those under Medicare.21 9 
As the largest public health insurance provider in the United States, Medicaid policy has significant 10 
health equity implications. Low payment rates may limit access to quality care and contribute to 11 
poor health outcomes for Medicaid beneficiaries. Research has found that increasing Medicaid 12 
primary care rates by $45 per service would reduce access-to-care inequities by at least 70 13 
percent.22 14 
 15 
While Medicaid state flexibility is intended to preserve state operational autonomy and 16 
programming, it has fostered wide variability and geographic inequities, particularly between 17 
Medicaid expansion states and non-expansion states,23 further enabling health disparities. 18 
Substantial dependence on state revenues has led to low payment rates that effectively limit access, 19 
as it disincentivizes providing care to the often minoritized populations the program serves. As 20 
small practices must absorb costs required to provide care to the Medicaid population, such as 21 
compliance with regulations and addressing Social Determinants of Health toward equitable care, 22 
lower payment makes it almost impossible to recover those costs. Small practices experience 23 
higher burdens for translation services in regions where Medicaid patients may have limited 24 
English proficiency. Small practices also have challenges in assuring adequate patient follow-up 25 
due to a lack of reliable communications (e.g., lack of working phone numbers or inability to reach 26 
patients during the daytime while they are working, lack of access to a computer/internet) and 27 
transportation challenges. 28 
 29 
PAYMENT BENCHMARKS 30 
 31 
An ideal payment benchmark will reflect the cost of providing care both in the short term and long 32 
term while acknowledging risk, variable expenses, an appropriate allocation of fixed costs, and 33 
physician work. It is essential that the benchmark reflect the full cost of practice and the value of 34 
the care provided, as well as include inflation-based updates. The benchmark should disclose 35 
payment amounts and the methodology used to calculate them, as these are fundamental to 36 
establishing trust between physicians and insurers and promoting sound decision making by all 37 
participants in the health care system. As the Medicare RBRVS values and methodology are fully 38 
transparent, a payment benchmark uncoupled from the RBRVS must be accompanied by 39 
commensurate transparency in payment methodology. 40 
 41 
A general measurement of a payment schedule is its relative payment rate compared to the MPPS 42 
or “benchmarking” to Medicare. Payment schedules that are less than the MPPS are considered 43 
beneficial for the payer, whereas payment schedules that match or are greater than the MPPS are 44 
considered beneficial for the practice. The percentage of MPPS rates is one of the most widely 45 
accepted payment benchmarks when evaluating physician payment level and comparing contracts 46 
in the health care industry. It can reflect the mix of services across physicians and plans while 47 
removing impacts from billed charges that can vary widely across providers and regions. 48 
Additionally, Medicare RBRVS values remain the foundation for many Alternative Payment 49 
Models (APMs) as they can produce more or less value by influencing how physicians spend their 50 
time and the mix of services provided to patients. 51 

https://www.cms.gov/medicare/physician-fee-schedule/search
https://amatoday.sharepoint.com/sites/teamwork/RUC/doc/ruc-update-booklet.pdf?csf=1&e=jvcBH9&cid=b6b88f97-ea61-4b2c-8333-48a3623c8ecd
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However, there are challenges presented by tying payment to a Medicare benchmark. Some payers 1 
may adopt only a portion of the Medicare RBRVS (e.g., use RVU) but utilize a lower conversion 2 
factor) or use an outdated RBRVS where the RVUs are no longer reflective of current resource 3 
costs. Other payers may implement time-limited or temporary arrangements or apply the RBRVS 4 
to only certain specialties, leading to disruption in care or difficulties with patient referrals. Most 5 
importantly, continuing to tether payment to a Medicare payment rate that has been reduced by 6 
almost 10 percent in four years presents an untenable situation for small practices. After adjusting 7 
for inflation, Medicare physician payment has effectively declined 29 percent from 2001 to 2024. 8 
 9 
Some have suggested the development of a “minimum government rate” as a payment benchmark. 10 
However, it is challenging to identify a rate and methodology defensible across the six major 11 
government health care programs: 12 
 13 

1) Medicare 14 
2) Medicaid 15 
3) The Children’s Insurance Program (CHIP) 16 
4) The Department of Defense TRICARE and TRICARE for Life Programs 17 
5) The Veterans Health Administration program 18 
6) The Indian Health Service 19 

 20 
While these programs collectively provide health care services to one-third of Americans, they 21 
differ extensively in terms of size, scope, financing, and program design, making it unfeasible to 22 
establish an equitable minimum payment rate appropriate for all. Furthermore, it would be 23 
impracticable to establish a minimum payment rate in the private physician market, which is 24 
currently riding a consolidation wave, transforming health insurers into much larger and more 25 
powerful conglomerates. Helping small practices escape the vice grip of unfair market rates from 26 
consolidated insurers begs the need for strong antitrust reform. While reference prices and price 27 
floors have been used in various sectors of the economy, they appear to have a low likelihood of 28 
being adopted in health care, as demonstrated by the Economic Stabilization Program of the early 29 
1970s.24 Programs that provide for low income and rural patient populations already struggle to 30 
obtain adequate funding. As demonstrated in the oil and agricultural sectors, policymakers are not 31 
likely to set a payment floor unless they are granted influence over the distribution of health care 32 
prices in return. 33 
 34 
SUSTAINABLE PAYMENT FOR SMALL COMMUNITY PRACTICES 35 
 36 
Small practices are disproportionately affected by payment rates that fall below an ideal 37 
benchmark. One of the most notable changes has been the redistribution of physicians from small 38 
to large practices. The share of physicians who worked in practices that had 10 or fewer physicians 39 
decreased from 61.4 percent in 2012 to 51.8 percent in 2022, with the need to better negotiate 40 
favorable (higher) payment rates with payers as one of the most important motivations for private 41 
practices selling to hospitals or health systems.25 42 
 43 
The term “sustainable” denotes that something is bearable and capable of being continued at a 44 
certain level over a period of time. For small community practices, sustainable payment reflects the 45 
full cost of practice and the value of the care provided. Additionally, it includes annual inflation-46 
based payment updates, which are essential to measure practice cost inflation and account for 47 
changes in physicians' operating costs. Annual updates enable small practices to better absorb other 48 
payment redistributions triggered by budget neutrality rules and performance adjustments, as well 49 
as periods of high inflation and rising staffing costs; they also help physicians invest in their 50 
practices and implement new strategies to provide high-value care. 51 

https://www.ama-assn.org/system/files/medicare-updates-inflation-chart.pdf
https://www.marketplace.org/2022/10/20/strategic-oil-release-comes-with-guaranteed-buybacks-but-will-anyone-do-the-drilling/
https://www.ewg.org/news-insights/news/2023/11/increasing-price-guarantees-would-likely-send-more-farm-subsidies-large
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The single most influential factor in ensuring a sustainable level of payment for small practices is 1 
leverage. Strong network adequacy requirements that expect all health plans to contract with 2 
sufficient numbers and types of physicians bestow bargaining power by making it difficult for 3 
insurers to dismiss negotiation on an in-network payment schedule. Alternatively, when small 4 
practices are able to drop onerous insurance contracts and achieve out-of-network status, their 5 
leverage is amplified, most markedly when underwritten by fair out-of-network rules that require 6 
out-of-network physicians be eligible to be paid at rates higher than in-network physicians would 7 
otherwise receive for those services. 8 
 9 
Physicians have been moving to larger group practices in order to gain leverage as well as access to 10 
more resources to effectively implement value-based care and risk-based payment models.26 In this 11 
era of consolidation, there is an expectation of progression from solo or small physician practices 12 
to groups and multispecialty practices and, finally, to fully integrated delivery systems that employ 13 
the physicians, own the hospitals, and use a single information system. In this limited view, the 14 
earlier forms of practice organization are assumed to be incapable of implementing the supporting 15 
systems needed for population health (e.g., registries, electronic medical records, care management, 16 
team-based care) and are therefore unable to compete in value-based payment systems. A 2011 17 
report of the Massachusetts Attorney General concluded that while bearing financial risk through 18 
value-based payments encourages coordinated care, it also requires significant investment to 19 
develop the capacity to effectively manage risk, which is more difficult for most physicians who 20 
practice in small groups and have historically been paid less than larger practices.27 The report also 21 
found that physicians who transitioned to larger groups received professional payment that was 22 
approximately 30 percent higher, which accelerated the number of physicians leaving small 23 
practices and joining larger groups. 24 
 25 
However, small practices are able to compete if they join forces to create profitable economies of 26 
scale without forfeiting the advantages of being small.28 When small practices collaborate, they 27 
form a network of peers to learn from and to glean deeper insights from population health models. 28 
Alliances can provide the scale needed to negotiate value-based contracts and to spread the risk 29 
across multiple practices, so that a handful of unavoidable hospitalizations does not destroy a single 30 
practice. Collaboration allows each practice access to the necessary technologies to draw actionable 31 
insights from data and regulatory and coding expertise to maximize revenue, while laying the 32 
groundwork for future savings. 33 
 34 
Independent practice associations (IPAs), if structured in compliance with antitrust laws, allow 35 
contracting between independent physicians and payers and can succeed in value-based purchasing 36 
arrangements if they are able to achieve results equal to more highly capitalized and tightly 37 
structured large medical groups and hospital-owned practices. Traditionally, most IPAs have been 38 
networks of small practices organized for the purpose of negotiating fee-for-service contracts with 39 
health insurers. While small practices considering participating in an IPA should be aware of the 40 
potential risks, such as underfunded capitation revenue, IPAs can act as a platform for sharing 41 
resources and negotiating risk-bearing medical services agreements on behalf of participating 42 
practices. Many IPAs, especially those that are clinically integrated, have already converted to an 43 
ACO, or provide the infrastructure for their members to organize as one. Because many of these 44 
organizations have already operated as risk-bearing provider networks, IPAs are well positioned to 45 
take leading roles in developing ACOs or acting as sustaining member organizations. Even if the 46 
physician organization has operated in a fee-for-service environment, an IPA can bring expertise 47 
regarding contracting, analytics, and management. For example, the Greater Rochester IPA 48 
(GRIPA) has over 1,500 physician members who benefit from data analytics services to stratify 49 
and manage patients, as well as care management support, pharmacists, visiting home nurses, and 50 
diabetes educators. GRIPA has its own ACO, which distributed 83 percent of its 2020 shared 51 

https://gripa.org/
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savings to participants. ACOs can also benefit from participation by small practices. A 2022 study 1 
found that small practices in ACOs reduced their beneficiaries’ spending more than large practices 2 
in ACOs, thereby generating higher savings for the ACOs consisting of small practices.29 3 
 4 
CMS structures several of its initiatives in an effort to support small practices in value-based 5 
participation, such as the Small, Underserved, and Rural Support initiative, which provides free, 6 
customized technical assistance to practices with 15 or fewer physicians. Small practices can 7 
contact selected organizations in their state to receive help with choosing quality measures, 8 
strategic planning, education and outreach, and health information technology optimization. CMS 9 
also includes several reporting flexibilities and rewards, specifically targeting solo and small 10 
practices under the Quality Payment Program’s Merit-Based Incentive Payment System, most 11 
notably by varying submission methods and allowing special scoring consideration. The CMS 12 
ACO Investment Model built on the experience with the Alternative Payment Model (APM) to test 13 
the use of pre-paid shared savings to encourage new ACOs to form in rural and underserved areas 14 
and to encourage current Medicare Shared Savings Program ACOs to transition to arrangements 15 
with greater financial risk. It resulted in more physicians in rural and underserved communities 16 
signing on to participate in ACOs. These new ACOs invested in better care coordination, and 17 
savings have been attributed to fewer unnecessary acute hospitalizations, fewer emergency 18 
department visits, and fewer days in skilled nursing facilities among beneficiaries. The ACO 19 
Investment Model generated $381.5 million in net Medicare savings between 2016 and 2018.30 In 20 
June 2024, CMS will launch the Making Care Primary program to allow practices to build a value-21 
based infrastructure by “improving care management and care coordination, equipping primary 22 
care clinicians with tools to form partnerships with health care specialists, and leveraging 23 
community-based connections to address patients’ health needs as well as their health-related 24 
social needs such as housing and nutrition.” The program will offer three progressive tracks to 25 
recognize participants’ varying experience in value-based care, including one reserved for practices 26 
with no prior value-based care experience. 27 
 28 
RESOURCES FOR SMALL PRACTICES 29 
 30 
There has been a recent emergence of payer-sponsored arrangements, such as the one sponsored by 31 
Acuitas Health. It is a partnership between a nonprofit health plan and a large multispecialty group 32 
that offers a range of services to small practices, including billing and coding assistance, practice 33 
transformation consulting, and patient aggregation, thereby allowing practices to achieve the scale 34 
needed for value-based contracts. Through its work with Acuitas, the NYC Population Health 35 
Improvement Program was able to “answer important questions about what skills small practices 36 
need in order to succeed in the new environment and how small practices might work together to 37 
share the services necessary to develop those skills…(as well as) break new ground by presenting a 38 
financial model for the cost of shared services and probing the legal and regulatory issues raised by 39 
such arrangements.”31 Other private companies have created shared service infrastructures to allow 40 
small, independent practices to participate in APMs, offering low-cost shared resources in return 41 
for a portion of downstream savings. 42 
 43 
Regardless of the payment rates, small practices can increase profit margins if they are able to keep 44 
their costs down. Group purchasing organizations (GPOs) and physician buying groups (PBGs) can 45 
offer independent practices a chance to access lower costs by using the power of many practices to 46 
benefit all. Some GPOs do not require purchases from a given supplier yet still offer leverage with 47 
other suppliers to grant small practices reduced rates. As most community-based practices offer 48 
vaccines, PBGs can play an important role in keeping costs down. Vaccines are one of the most 49 
costly and important investments a practice makes, and PBGs can offer practices lower contract 50 
pricing and rebates from the vaccine manufacturer. Practices can save five to 25 percent on the cost 51 

https://qpp.cms.gov/resources/small-practices
https://qpp.cms.gov/mips/overview
https://innovation.cms.gov/innovation-models/aco-investment-model
https://innovation.cms.gov/innovation-models/making-care-primary
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of supplies by joining a GPO or PBG, most of which have no fee and often allow practices to join 1 
several organizations.32 2 
 3 
Small practices typically sign “evergreen” contracts with payers, which continuously renew 4 
automatically until one party terminates the agreement. A payment schedule is part of the contract 5 
and will not be updated unless one party opens the contract for negotiation. In most cases, this must 6 
be the practice since it is not usually in the payer’s best financial interest to negotiate a new 7 
contract. As such, practices need to be prepared to contact the payer multiple times in order to 8 
actually get a contract negotiated – and then come to the table with as much data and population 9 
health metrics (e.g., A1C numbers for patients with diabetes) as possible. A practice able to 10 
successfully manage complex patients will have costs within a relatively narrow range without 11 
many outliers, thereby increasing negotiating leverage. Small practices can also gain a negotiating 12 
advantage if they have extended office hours, are considered the “only show in town,” provide 13 
specialized care for an underserved patient population, have obtained quality accreditation 14 
recognition (e.g., National Committee for Quality Assurance), or can share positive patient 15 
testimonials. 16 
 17 
The AMA has several resources dedicated to support physicians in private practice, such as the 18 
AMA Private Practice Simple Solutions series, which are “free, open access rapid learning cycles 19 
designed to provide opportunities to implement actionable changes that can immediately increase 20 
efficiency in private practices.” Session topics range from marketing to recruitment to reducing 21 
administrative burden. The AMA Practice Management Center developed the Evaluating and 22 
Negotiating Emerging Payment Options manual to assist members who are considering 23 
transitioning to risk-based payment, while the AMA Value Based Care Toolkit is being updated for 24 
2023 to provide a step-by-step guide to designing, adopting, and optimizing the value-based care 25 
model. The 2016 adoption of AMA Policy D-160.926, which calls for the development of a guide 26 
to provide information to physicians in or considering solo and small practice on how they can 27 
align through Independent Practice Associations, Accountable Care Organizations, Physician 28 
Hospital Organizations, and other models to help them with the imminent movement to risk-based 29 
contracting and value-based care, resulted in the development of the Joining or Aligning with a 30 
Physician-Led Integrated Health System guide, which was updated in June 2020. The AMA also 31 
offers a Private Practice Group Membership Program to drive sustainability and accelerate 32 
innovation for members in private practice, as well as a Voluntary Best Practices to Advance Data 33 
Sharing Playbook to address the future of sustainable value-based payment. 34 
 35 
AMA POLICY 36 
 37 
The AMA’s longstanding goal to promote the sustainability of solo, small, and primary care 38 
practices is reflected in numerous AMA policies, including those that: 39 
 40 

• Call for the development of a guide to provide information to physicians in or considering 41 
solo and small practice on how they can align through IPAs, ACOs, Physician Hospital 42 
Organizations, and other models to help them with the imminent movement to risk-based 43 
contracting and value-based care (Policy D-160.926); 44 

• Advocate in Congress to ensure adequate payment for services rendered by private 45 
practicing physicians, create and maintain a reference document establishing principles for 46 
entering into and sustaining a private practice, and issue a report in collaboration with the 47 
Private Practice Physicians Section at least every two years communicating efforts to 48 
support independent medical practices (Policy D-405.988); 49 

• Support development of administrative mechanisms to assist primary care physicians in the 50 
logistics of their practices to help ensure professional satisfaction and practice 51 

https://www.ama-assn.org/practice-management/private-practices/ama-private-practice-simple-solutions
https://www.ama-assn.org/sites/ama-assn.org/files/corp/media-browser/public/psa/payment-options.pdf
https://www.ama-assn.org/sites/ama-assn.org/files/corp/media-browser/public/psa/payment-options.pdf
https://edhub.ama-assn.org/steps-forward/module/2702555
https://www.ama-assn.org/system/files/2020-08/ipps-guide-to-joining-or-aligning-with-a-physician-led-integrated-system.pdf
https://www.ama-assn.org/system/files/2020-08/ipps-guide-to-joining-or-aligning-with-a-physician-led-integrated-system.pdf
https://cloud.e.ama-assn.org/22-1580-Private-Practice
https://www.ama-assn.org/practice-management/payment-delivery-models/succeeding-value-based-care-best-practices-data-sharing?utm_source=vanity&utm_medium=display&utm_term=2023&utm_content=presentation
https://www.ama-assn.org/practice-management/payment-delivery-models/succeeding-value-based-care-best-practices-data-sharing?utm_source=vanity&utm_medium=display&utm_term=2023&utm_content=presentation
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sustainability, support increased financial incentives for physicians practicing primary care, 1 
especially those in rural and urban underserved areas, and advocate for public and private 2 
payers to develop physician payment systems to promote primary care and specialty 3 
practices in progressive, community-based models of integrated care focused on quality 4 
and outcomes (Policy H-200.949); 5 

• Reinforce the freedom of physicians to choose their method of earning a living and the 6 
right of physicians to charge their patients their usual fee that is fair, irrespective of 7 
insurance/coverage arrangements between the patient and the insurers (Policy H-385.926); 8 

• Support insurance payment rates that are established through meaningful negotiations and 9 
contracts (Policy H-165.838); 10 

• Call for a formal, legal review of ongoing grievous behaviors of the health insurance 11 
industry (Policy D-385.949); 12 

• Advocate for payment rates that are sufficient to cover the full cost of sustainable medical 13 
practice, continue to monitor health care delivery and physician payment reform activities, 14 
and provide resources to help physicians understand and participate in payment reform 15 
initiatives (Policy H-390.849); 16 

• Seek positive inflation-adjusted annual physician payment updates that keep pace with 17 
rising practice costs to ensure payment rates cover the full cost of sustainable medical 18 
practice (D-390.946); and 19 

• Support fair out-of-network payment rules coupled with strong network adequacy 20 
requirements for all physicians (H-285.904). 21 

 22 
The AMA has policy that addresses the challenges presented by the evolving value-based health 23 
care system, such as those that: 24 
 25 

• Provide guidance and support infrastructure that allows independent physicians to join with 26 
other physicians in clinically integrated networks independent of any hospital system, 27 
identify financially viable prospective payment models, and develop educational 28 
opportunities for physicians to learn and collaborate on best practices for such payment 29 
models for physician practice, including but not limited to independent private practice 30 
(Policy H-385.904); 31 

• Support a pluralistic approach to third-party payment methodology, promoting flexibility 32 
in payment arrangements (Policy H-385.989); 33 

• Reaffirm the AMA’s support for a neutral public policy and fair market competition among 34 
alternative health care delivery and financing systems (Policy H-385.990); and 35 

• Emphasize the AMA’s dedication to seeking payment reform, supporting independent 36 
physicians in joining clinically integrated networks, and refining relative values for 37 
services based on valid and reliable data (Policy H-400.972). 38 

 39 
AMA policy does not endorse a specific payment mechanism such as Medicare RBRVS, but 40 
instead, states that use of RBRVS relative values is one option that could provide the basis for both 41 
public and private physician payment systems. Among the most relevant policies are those that: 42 
 43 

• Oppose any type of national mandatory fee schedule (Policy H-385.986); 44 
• Support uncoupling of commercial fee schedules from Medicare conversion factors and 45 

seek legislation and/or regulation to prevent insurance companies from utilizing a 46 
physician payment schedule below the updated Medicare professional fee schedule (Policy 47 
D-400.990); and 48 
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• Support a pluralistic approach to third-party payment methodology under fee-for-service, 1 
and do not support a preference for usual and customary or reasonable or any other specific 2 
payment methodology (Policy H-385.989). 3 

 4 
Finally, AMA policies establish a minimum physician payment of 100 percent of the RBRVS 5 
Medicare allowable for CHIP and Medicaid (Policy H-290.976) as well as for TRICARE and any 6 
other publicly funded insurance plan (Policy  7 
H-385.921). 8 
 9 
DISCUSSION 10 
 11 
Research has found that small community practices are able to deliver more personalized patient 12 
care and have lower rates of preventable hospital admissions. They are able to detect potential 13 
conditions before they result in hospital admissions and accordingly play a vital role in keeping 14 
patients healthier. However, small community practices may be challenged in implementing the 15 
support systems needed for participation in population health management and value-based 16 
purchasing arrangements. As such, the Council believes that bonuses for population-based 17 
programs must be accessible to small community practices, taking into consideration the size of the 18 
populations they manage and with a specific focus on improving care and payment for children, 19 
pregnant people, and people with mental health conditions, as these groups are often 20 
disproportionately covered by Medicaid. 21 
 22 
Small practices are typically not eligible to collect facility fees or utilize various addresses or 23 
facility types to generate higher billing for similar procedures depending on contracts and 24 
incentives, thereby creating a revenue differential with larger practices. Most importantly, small 25 
practices lack the leverage retained by larger practices, putting them at a significant disadvantage 26 
when negotiating payment schedules. The single most influential factor in ensuring a sustainable 27 
level of payment for small practices is leverage. Strong network adequacy requirements that expect 28 
all health plans to contract with sufficient numbers and types of physicians bestow bargaining 29 
power by making it difficult for insurers to dismiss negotiation on an in-network payment schedule. 30 
Alternatively, when small practices are able to drop onerous insurance contracts and achieve out-31 
of-network status, their leverage is amplified, most markedly when underwritten by fair out-of-32 
network rules that require out-of-network physicians be eligible to be paid at rates higher than in-33 
network physicians would otherwise receive for those services. There are resources available to 34 
help small practices succeed, most notably in underserved markets where average private 35 
professional service payments tend to be higher than those in more competitive physician 36 
markets.33 37 
 38 
Resolution 108-A-23 presumes that small practices experience private insurance payment rates 39 
well below Medicare payment rates. However, research shows that private insurance payment rates 40 
are, on average, higher than Medicare payment rates for the same health care services.34 While 41 
there are limitations in the available data due to inclusion of larger practices and hospital-employed 42 
physicians, variability in private insurance payment schedules means that most small practices 43 
accept multiple different payment schedules from different payers, making it difficult for them to 44 
respond to questions about payment rates with accuracy. Accordingly, the Council believes a 45 
physician survey is not likely to illuminate payment variations in small practices between private 46 
insurance and Medicare payment rates. Small practices have a higher percentage of private health 47 
insurance patients than larger practices, which should benefit them. However, not all private 48 
insurance payments are reflective of the full cost of practice, the value of the care provided, or 49 
include inflation-based updates. 50 
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Research also indicates that Medicaid payment rates are substantially below Medicare payment 1 
rates. As the largest public health insurance provider in the United States, Medicaid policy has 2 
significant health equity implications. Low payment rates may limit access to quality care and 3 
contribute to poor health outcomes for Medicaid beneficiaries. While Medicaid state flexibility is 4 
intended to preserve state operational autonomy and programming, it has fostered wide variability 5 
and geographic inequities, particularly between Medicaid expansion states and non-expansion 6 
states, further enabling health disparities. Substantial dependence on state revenues has led to low 7 
payment rates that effectively limit access, as it disincentivizes providing care to the often 8 
minoritized populations the program serves. As small practices must absorb costs required to 9 
provide care to the Medicaid population, such as compliance with regulations and addressing 10 
Social Determinants of Health toward equitable care, lower payment makes it almost impossible to 11 
recover those costs. 12 
 13 
Although AMA policy does not endorse a specific payment mechanism such as the Medicare 14 
RBRVS and opposes any type of mandatory payment schedule, it does support payment at no less 15 
than 100 percent of RBRVS Medicare allowable as one option that could provide the basis for both 16 
public and private physician payment systems. However, consideration must be given to the 17 
challenges presented by tying payment to a Medicare benchmark, which can be manipulated by 18 
payers to provide them with a financial advantage. Some payers may adopt only a portion of the 19 
Medicare RBRVS or use an outdated RBRVS where the RVUs are no longer reflective of current 20 
resource costs. Other payers may implement time-limited or temporary arrangements or apply the 21 
RBRVS to only certain specialties, leading to disruption in care or difficulties with patient 22 
referrals. Most importantly, continuing to tether payment to a Medicare payment rate that has been 23 
reduced by almost 10 percent in four years presents an untenable situation for small practices. As 24 
such, uncoupling payment schedules from a Medicare benchmark may allow for a level of payment 25 
that reflects the full cost of practice, the value of the care provided, and includes inflation-based 26 
updates, thereby sustaining small practices. 27 
 28 
It is unfeasible to establish an equitable minimum government payment rate defensible across the 29 
six major government health care programs. Furthermore, it would be impracticable to establish a 30 
minimum payment rate in the private physician market, which is currently riding a consolidation 31 
wave, transforming health insurers into much larger and more powerful conglomerates. The 32 
Council believes that an ideal payment benchmark will reflect the cost of providing care both in the 33 
short term and long term while acknowledging risk, variable expenses, an appropriate allocation of 34 
fixed costs, and physician work. It is essential that the benchmark reflect the full cost of practice 35 
and the value of the care provided, as well as include inflation-based updates. The benchmark 36 
should disclose payment amounts and the methodology used to calculate them, as these are 37 
fundamental to establishing trust between physicians and insurers and promoting sound decision 38 
making by all participants in the health care system. 39 
 40 
For small community practices, sustainable payment reflects the full cost of practice and the value 41 
of the care provided. Additionally, it includes annual inflation-based payment updates, which are 42 
essential to measure practice cost inflation and account for changes in physicians’ operating costs. 43 
Annual updates enable small practices to better absorb other payment redistributions triggered by 44 
budget neutrality rules and performance adjustments, as well as periods of high inflation and rising 45 
staffing costs; they also help physicians invest in their practices and implement new strategies to 46 
provide high-value care. 47 
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RECOMMENDATIONS 1 
 2 
The Council on Medical Service recommends that the following be adopted in lieu of Resolution 3 
108-A-23, and the remainder of the report be filed: 4 
 5 

1. That our American Medical Association (AMA) support making bonuses for population-6 
based programs accessible to small community practices, taking into consideration the size 7 
of the populations they manage and with a specific focus on improving care and payment 8 
for children, pregnant people, and people with mental health conditions, as these groups 9 
are often disproportionately covered by Medicaid. (New HOD Policy) 10 

 11 
2. That our AMA amend Policy D-400.990 by addition and deletion, and modify the title by 12 

addition and deletion, as follows: 13 
 14 
Uncoupling Commercial Fee Schedules from the Medicare Physician Payment Schedule 15 
Conversion Factors D-400.990 16 
Our AMA: (1) shall use every means available to convince health insurance companies and 17 
managed care organizations to immediately uncouple fee schedules from the Medicare 18 
Physician Payment Schedule conversion factors and to maintain a fair and appropriate 19 
level of payment reimbursement that is sustainable, reflects the full cost of practice, the 20 
value of the care provided, and includes an inflation-based update; and (2) will seek 21 
legislation and/or regulation to prevent managed care companies from utilizing a physician 22 
payment schedule below the updated Medicare Physician Payment professional fee 23 
sSchedule. (Modify Current HOD Policy) 24 
 25 

3. That our AMA amend Policy H-290.976 by addition and deletion, and modify the title by 26 
addition and deletion, as follows: 27 

 28 
Enhanced SCHIP Enrollment, Outreach, and Payment Reimbursement H-290.976 29 
1. It is the policy of our AMA that prior to or concomitant with states’ expansion of State 30 
Children’s Health Insurance Programs (SCHIP) to adult coverage, our AMA urge all states 31 
to maximize their efforts at outreach and enrollment of SCHIP eligible children, using all 32 
available state and federal funds. 33 
2. Our AMA affirms its commitment to advocating for reasonable SCHIP and Medicaid 34 
payment that is sustainable, reflects the full cost of practice, the value of the care provided, 35 
and includes inflation-based updates, reimbursement for its medical providers, defined as 36 
at minimum and is no less than 100 percent of RBRVS Medicare allowable. (Modify 37 
Current HOD Policy) 38 

 39 
4. That our AMA amend Policy H-385.921 by addition and deletion as follows: 40 
 41 

Health Care Access for Medicaid Patients H-385.921 42 
It is AMA policy that to increase and maintain access to health care for all, payment for 43 
physician providers for Medicaid, TRICARE, and any other publicly funded insurance plan 44 
must be sustainable, reflect the full cost of practice, the value of the care provided, and 45 
include inflation-based updates, and is no less than at minimum 100 percent of the RBRVS 46 
Medicare allowable. (Modify Current HOD Policy) 47 

 48 
5. That our AMA reaffirm Policy D-405.988, which calls for advocacy in Congress to ensure 49 

adequate payment for services rendered by private practicing physicians, creating and 50 
maintaining a reference document establishing principles for entering into and sustaining a 51 
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private practice, and issuing a report in collaboration with the Private Practice Physicians 1 
Section at least every two years to communicate efforts to support independent medical 2 
practices. (Reaffirm HOD Policy) 3 
 4 

6. That our AMA reaffirm Policy H-200.949, which supports development of administrative 5 
mechanisms to assist primary care physicians in the logistics of their practices to help 6 
ensure professional satisfaction and practice sustainability, support increased financial 7 
incentives for physicians practicing primary care, especially those in rural and urban 8 
underserved areas, and advocate for public and private payers to develop physician 9 
payment systems to promote primary care and specialty practices in progressive, 10 
community-based models of integrated care focused on quality and outcomes. (Reaffirm 11 
HOD Policy) 12 
 13 

7. That our AMA reaffirm Policy H-285.904, which supports fair out-of-network payment 14 
rules coupled with strong network adequacy requirements for all physicians. (Reaffirm 15 
HOD Policy) 16 
 17 

8. That our AMA reaffirm Policy H-385.986, which opposes any type of national mandatory 18 
fee schedule. (Reaffirm HOD Policy) 19 

 
Fiscal Note: Less than $500. 
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Council on Medical Service Report 8-A-24 
Sustainable Payment for Community Practices 
Policy Appendix 
 
Uncoupling Commercial Fee Schedules from Medicare Conversion Factors D-400.990 
Our AMA: (1) shall use every means available to convince health insurance companies and 
managed care organizations to immediately uncouple fee schedules from Medicare conversion 
factors and to maintain a fair and appropriate level of reimbursement; and (2) will seek legislation 
and/or regulation to prevent managed care companies from utilizing a physician payment schedule 
below the updated Medicare professional fee schedule. 
Res. 137, A-02 Reaffirmed: CCB/CLRPD Rep. 4, A-12 Appended: Res. 103, A-13 Reaffirmation: 
A-19 
 
The Preservation of the Private Practice of Medicine D-405.988 
Our AMA: (1) supports preserving the value of the private practice of medicine and its benefit to 
patients; (2) will utilize its resources to protect and support the continued existence of solo and 
small group medical practice, and to protect and support the ability of these practices to provide 
quality care; (3) will advocate in Congress to ensure adequate payment for services rendered by 
private practicing physicians; (4) will work through the appropriate channels to preserve choices 
and opportunities, including the private practice of medicine, for new physicians whose choices 
and opportunities may be limited due to their significant medical education debt; (5) will work 
through the appropriate channels to ensure that medical students and residents during their training 
are educated in all of medicine's career choices, including the private practice of medicine; (6) will 
create, maintain, and make accessible to medical students, residents and fellows, and physicians, 
resources to enhance satisfaction and practice sustainability for physicians in private practice; (7) 
will create and maintain a reference document establishing principles for entering into and 
sustaining a private practice, and encourage medical schools and residency programs to present 
physicians in training with information regarding private practice as a viable option; and (8) will 
issue a report in collaboration with the Private Practice Physicians Section at least every two years 
communicating their efforts to support independent medical practices. 
 Res. 224, I-10 Appended: Res. 604, A-12 Reaffirmation I-13 Appended: Res. 735, A-14 
Reaffirmed in lieu of Res. 223, I-14 Modified: Speakers Rep. 01, A-17 Reaffirmed: Res. 724, A-22 
Reaffirmation: A-22 Appended: Res. 602, A-22 
 
Principles of and Actions to Address Primary Care Workforce H-200.949 
1. Our patients require a sufficient, well-trained supply of primary care physicians--family 
physicians, general internists, general pediatricians, and obstetricians/gynecologists--to meet the 
nation’s current and projected demand for health care services. 
2. To help accomplish this critical goal, our American Medical Association (AMA) will work with 
a variety of key stakeholders, to include federal and state legislators and regulatory bodies; national 
and state specialty societies and medical associations, including those representing primary care 
fields; and accreditation, certification, licensing, and regulatory bodies from across the continuum 
of medical education (undergraduate, graduate, and continuing medical education). 
3. Through its work with these stakeholders, our AMA will encourage development and 
dissemination of innovative models to recruit medical students interested in primary care, train 
primary care physicians, and enhance both the perception and the reality of primary care practice, 
to encompass the following components: a) Changes to medical school admissions and recruitment 
of medical students to primary care specialties, including counseling of medical students as they 
develop their career plans; b) Curriculum changes throughout the medical education continuum; c) 
Expanded financial aid and debt relief options; d) Financial and logistical support for primary care 
practice, including adequate reimbursement, and enhancements to the practice environment to 



 CMS Rep. 8-A-24 -- page 18 of 21 

 
ensure professional satisfaction and practice sustainability; and e) Support for research and 
advocacy related to primary care. 
4. Admissions and recruitment: The medical school admissions process should reflect the specific 
institution’s mission. Those schools with missions that include primary care should consider those 
predictor variables among applicants that are associated with choice of these specialties. 
5. Medical schools, through continued and expanded recruitment and outreach activities into 
secondary schools, colleges, and universities, should develop and increase the pool of applicants 
likely to practice primary care by seeking out those students whose profiles indicate a likelihood of 
practicing in primary care and underserved areas, while establishing strict guidelines to preclude 
discrimination. 
6. Career counseling and exposure to primary care: Medical schools should provide to students 
career counseling related to the choice of a primary care specialty, and ensure that primary care 
physicians are well-represented as teachers, mentors, and role models to future physicians. 
7. Financial assistance programs should be created to provide students with primary care 
experiences in ambulatory settings, especially in underserved areas. These could include funded 
preceptorships or summer work/study opportunities. 
8. Curriculum: Voluntary efforts to develop and expand both undergraduate and graduate medical 
education programs to educate primary care physicians in increasing numbers should be continued. 
The establishment of appropriate administrative units for all primary care specialties should be 
encouraged. 
9. Medical schools with an explicit commitment to primary care should structure the curriculum to 
support this objective. At the same time, all medical schools should be encouraged to continue to 
change their curriculum to put more emphasis on primary care. 
10. All four years of the curriculum in every medical school should provide primary care 
experiences for all students, to feature increasing levels of student responsibility and use of 
ambulatory and community-based settings. 
11. Federal funding, without coercive terms, should be available to institutions needing financial 
support to expand resources for both undergraduate and graduate medical education programs 
designed to increase the number of primary care physicians. Our AMA will advocate for public 
(federal and state) and private payers to a) develop enhanced funding and related incentives from 
all sources to provide education for medical students and resident/fellow physicians, respectively, 
in progressive, community-based models of integrated care focused on quality and outcomes (such 
as the patient-centered medical home and the chronic care model) to enhance primary care as a 
career choice; b) fund and foster innovative pilot programs that change the current approaches to 
primary care in undergraduate and graduate medical education, especially in urban and rural 
underserved areas; and c) evaluate these efforts for their effectiveness in increasing the number of 
students choosing primary care careers and helping facilitate the elimination of geographic, racial, 
and other health care disparities. 
12. Medical schools and teaching hospitals in underserved areas should promote medical student 
and resident/fellow physician rotations through local family health clinics for the underserved, with 
financial assistance to the clinics to compensate their teaching efforts. 
13. The curriculum in primary care residency programs and training sites should be consistent with 
the objective of training generalist physicians. Our AMA will encourage the Accreditation Council 
for Graduate Medical Education to (a) support primary care residency programs, including 
community hospital-based programs, and (b) develop an accreditation environment and novel 
pathways that promote innovations in graduate medical education, using progressive, community-
based models of integrated care focused on quality and outcomes (such as the patient-centered 
medical home and the chronic care model). 
14. The visibility of primary care faculty members should be enhanced within the medical school, 
and positive attitudes toward primary care among all faculty members should be encouraged. 
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15. Support for practicing primary care physicians: Administrative support mechanisms should be 
developed to assist primary care physicians in the logistics of their practices, along with enhanced 
efforts to reduce administrative activities unrelated to patient care, to help ensure professional 
satisfaction and practice sustainability. 
16. There should be increased financial incentives for physicians practicing primary care, 
especially those in rural and urban underserved areas, to include scholarship or loan repayment 
programs, relief of professional liability burdens, and Medicaid case management programs, 
among others. Our AMA will advocate to state and federal legislative and regulatory bodies, 
among others, for development of public and/or private incentive programs, and expansion and 
increased funding for existing programs, to further encourage practice in underserved areas and 
decrease the debt load of primary care physicians. The imposition of specific outcome targets 
should be resisted, especially in the absence of additional support to the schools. 
17. Our AMA will continue to advocate, in collaboration with relevant specialty societies, for the 
recommendations from the AMA/Specialty Society RVS Update Committee (RUC) related to 
reimbursement for E&M services and coverage of services related to care coordination, including 
patient education, counseling, team meetings and other functions; and work to ensure that private 
payers fully recognize the value of E&M services, incorporating the RUC-recommended increases 
adopted for the most current Medicare RBRVS. 
18. Our AMA will advocate for public (federal and state) and private payers to develop physician 
reimbursement systems to promote primary care and specialty practices in progressive, 
community-based models of integrated care focused on quality and outcomes such as the patient-
centered medical home and the chronic care model consistent with current AMA Policies  
H-160.918 and H-160.919. 
19. There should be educational support systems for primary care physicians, especially those 
practicing in underserved areas. 
20. Our AMA will urge urban hospitals, medical centers, state medical associations, and specialty 
societies to consider the expanded use of mobile health care capabilities. 
21. Our AMA will encourage the Centers for Medicare & Medicaid Services to explore the use of 
telemedicine to improve access to and support for urban primary care practices in underserved 
settings. 
22. Accredited continuing medical education providers should promote and establish continuing 
medical education courses in performing, prescribing, interpreting and reinforcing primary care 
services. 
23. Practicing physicians in other specialties--particularly those practicing in underserved urban or 
rural areas--should be provided the opportunity to gain specific primary care competencies through 
short-term preceptorships or postgraduate fellowships offered by departments of family medicine, 
internal medicine, pediatrics, etc., at medical schools or teaching hospitals. In addition, part-time 
training should be encouraged, to allow physicians in these programs to practice concurrently, and 
further research into these concepts should be encouraged. 
24. Our AMA supports continued funding of Public Health Service Act, Title VII, Section 747, and 
encourages advocacy in this regard by AMA members and the public. 
25. Research: Analysis of state and federal financial assistance programs should be undertaken, to 
determine if these programs are having the desired workforce effects, particularly for students from 
disadvantaged groups and those that are underrepresented in medicine, and to gauge the impact of 
these programs on elimination of geographic, racial, and other health care disparities. Additional 
research should identify the factors that deter students and physicians from choosing and remaining 
in primary care disciplines. Further, our AMA should continue to monitor trends in the choice of a 
primary care specialty and the availability of primary care graduate medical education positions. 
The results of these and related research endeavors should support and further refine AMA policy 
to enhance primary care as a career choice. 
CME Rep. 04, I-18 
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Out-of-Network Care H-285.904 
1. Our AMA adopts the following principles related to unanticipated out-of-network care: 
A. Patients must not be financially penalized for receiving unanticipated care from an out-of-
network provider. 
B. Insurers must meet appropriate network adequacy standards that include adequate patient access 
to care, including access to hospital-based physician specialties. State regulators should enforce 
such standards through active regulation of health insurance company plans. 
C. Insurers must be transparent and proactive in informing enrollees about all deductibles, 
copayments and other out-of-pocket costs that enrollees may incur. 
D. Prior to scheduled procedures, insurers must provide enrollees with reasonable and timely 
access to in-network physicians. 
E. Patients who are seeking emergency care should be protected under the “prudent layperson” 
legal standard as established in state and federal law, without regard to prior authorization or 
retrospective denial for services after emergency care is rendered. 
F. Out-of-network payments must not be based on a contrived percentage of the Medicare rate or 
rates determined by the insurance company. 
G. Minimum coverage standards for unanticipated out-of-network services should be identified. 
Minimum coverage standards should pay out-of-network providers at the usual and customary out-
of-network charges for services, with the definition of usual and customary based upon a percentile 
of all out-of-network charges for the particular health care service performed by a provider in the 
same or similar specialty and provided in the same geographical area as reported by a 
benchmarking database. Such a benchmarking database must be independently recognized and 
verifiable, completely transparent, independent of the control of either payers or providers and 
maintained by a non-profit organization. The non-profit organization shall not be affiliated with an 
insurer, a municipal cooperative health benefit plan or health management organization. 
H. Independent Dispute Resolution (IDR) should be allowed in all circumstances as an option or 
alternative to come to payment resolution between insurers and physicians. 
2. Our AMA will advocate for the principles delineated in Policy H-285.904 for all health plans, 
including ERISA plans. 
3. Our AMA will advocate that any legislation addressing surprise out-of-network medical bills use 
an independent, non-conflicted database of commercial charges. 
Res. 108, A-17 Reaffirmation: A-18 Appended: Res. 104, A-18 Reaffirmed in lieu of: Res. 225,  
I-18 Reaffirmation: A-19 Reaffirmed: Res. 210, A-19 Appended: Res. 211, A-19 Reaffirmed: CMS 
Rep. 5, A-21 Modified: Res. 236, A-22 
 
Enhanced SCHIP Enrollment, Outreach, and Reimbursement H-290.976 
1. It is the policy of our AMA that prior to or concomitant with states’ expansion of State 
Children’s Health Insurance Programs (SCHIP) to adult coverage, our AMA urge all states to 
maximize their efforts at outreach and enrollment of SCHIP eligible children, using all available 
state and federal funds. 
2. Our AMA affirms its commitment to advocating for reasonable SCHIP and Medicaid 
reimbursement for its medical providers, defined as at minimum 100 percent of RBRVS Medicare 
allowable. 
Res. 103, I-01 Reaffirmation A-07 Reaffirmation A-11 Reaffirmed: CMS Rep. 7, I-14 
Reaffirmation  
A-15 Reaffirmed: CMS Rep. 3, A-15 Reaffirmation: A-17 Reaffirmed: CMS Rep. 02, A-19 
Reaffirmed: CMS Rep. 5, I-20 Reaffirmed: CMS Rep. 9, A-21 Reaffirmed: CMS Rep. 3, I-21 
Reaffirmed: CMS Rep. 1, I-22 
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Health Care Access for Medicaid Patients H-385.921 
It is AMA policy that to increase and maintain access to health care for all, payment for physician 
providers for Medicaid, TRICARE, and any other publicly funded insurance plan must be at 
minimum 100 percent of the RBRVS Medicare allowable. 
Res. 103, A-07 Reaffirmed: CMS Rep. 2, I-08 Reaffirmation A-12 Reaffirmed: Res 132, A-14 
Reaffirmed in lieu of Res. 808, I-14 Reaffirmation A-15 Reaffirmed in lieu of: Res. 807, I-18 
 
National Mandatory Fee Schedule H-385.986 
The AMA opposes any type of national mandatory fee schedule. 
Res. 27, A-85 Reaffirmed: BOT Rep. UU, A-93 Reaffirmed CLRPD Rep. 2, I-95 Reaffirmed: 
CMS Rep. 7, A-05 Reaffirmed in lieu of Res. 127, A-10 Reaffirmation A-15 
 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 101  
(A-24) 

 
Introduced by: Medical Student Section 
 
Subject: Infertility Coverage 
 
Referred to: Reference Committee A 
 
 
Whereas, fertility assistance and preservation are commonly used by patients diagnosed with or 1 
at risk for infertility (including iatrogenic infertility due to medical interventions, such as cancer 2 
treatment or hormone replacement therapy), LGBTQ+ patients, military and veteran patients, 3 
and patients who desire future pregnancy at advanced reproductive age1-2; and 4 
 5 
Whereas, cost for services such as in vitro fertilization or oocyte cryopreservation ranges from 6 
$10,000 to $13,000, not including medications, further tests, multiple cycles, and cryostorage 7 
fees3-5; and 8 
 9 
Whereas, the average cost for semen analysis by emission is around $750, with additional costs 10 
for cryostorage6; and 11 
 12 
Whereas, cost due to lack of insurance coverage and need for supplemental insurance is the 13 
most common barrier for patients with infertility, often leading them to end treatment7-8; and 14 
 15 
Whereas, in states where employer plans cover assisted reproductive technology, the cost of in 16 
vitro fertilization (IVF) is 13% of average annual disposable income compared to 52% in other 17 
states, indicating that coverage regulations drastically affect affordability9; and 18 
 19 
Whereas, Medicaid covers fertility drugs in only one state, covers infertility diagnostics in only a 20 
few states, and does not cover other fertility assistance or preservation services10; and 21 
 22 
Whereas, TRICARE only covers infertility care that enables “natural conception,” and the VA 23 
only covers care for infertility due to service-related injuries and only if donor eggs and sperm 24 
are from a couple, excluding LGBTQ+ and unmarried individuals10; and 25 
 26 
Whereas, 25 states and DC have various regulations at least partially restricting coverage of 27 
some fertility diagnostics or services in at least a portion of employer plans offered, although sex 28 
and gender-based restrictions, cost-sharing, age cutoffs, marital requirements, exemptions for 29 
small and large employers, and other stipulations vary widely10-14; and 30 
 31 
Whereas, states with private coverage for fertility services do not experience significant 32 
premium increases, with estimates ranging from 0.5-1% ($1-5), while demonstrating 150-300% 33 
greater use of fertility services compared to states without10,15-17; and 34 
 35 
Whereas, Black women may have higher infertility rates but are less likely to use fertility 36 
services, and Black, Hispanic, and Asian women all experience poorly understood lower 37 
success rates for fertility services, alongside many financial and logistic barriers18-20; and 38 
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Whereas, women of color also report hearing comments disregarding their fertility concerns or 1 
perpetuating stereotypes (that they can become pregnant easily or that they should not become 2 
pregnant at all)20; and 3 
 4 
Whereas, LGBTQ+ individuals and unmarried individuals are often excluded from conditions 5 
and requirements for fertility services10,11,21,22; and 6 
 7 
Whereas, unlike the IHS, other federal health programs such as the Veterans Health 8 
Administration and Federal Employees Health Benefit Program, provide a spectrum of coverage 9 
for infertility diagnostics and treatment23; and 10 

Whereas, the prevalence of infertility and impaired fecundity (reproductive fitness) among 11 
American Indian and Alaska Native (AI/AN) persons is 7.0% and 13.2%, respectively, which is 12 
greater than that of the U.S. population (6.4% and 11.0%)24; and 13 
 14 
Whereas, positive pregnancy (PP) and ongoing pregnancy/delivery (OP/D) rates are estimated 15 
to be 15% and 10% per IUI cycle in the general population, respectively, but AI/AN patients 16 
have marked PP/OP/D disparities (5.10% PP and 3.3% OP/D)25; and 17 
 18 
Whereas, the IHS defines Level 5 (Excluded Services) as services and procedures considered 19 
purely cosmetic in nature, experimental or investigational, or with no proven medical benefit and 20 
includes IVF and related services in this category, preventing IHS, Tribal, and Urban Indian 21 
Health Programs from paying for this care26-28; therefore be it 22 
 23 
RESOLVED, that our American Medical Association amend Policy H-185.990, “Infertility and 24 
Fertility Preservation Insurance Coverage” by addition and deletion to read as follows;  25 

 26 
1. Our AMA encourages third party payer health insurance carriers 27 
to make available insurance benefits supports federal protections 28 
that ensure insurance coverage by all payers for the diagnosis and 29 
treatment of recognized male and female infertility. 30 
2. Our AMA supports payment for fertility preservation therapy 31 
services by all payers when iatrogenic infertility may be caused 32 
directly or indirectly by necessary medical treatments as 33 
determined by a licensed physician, and will lobby for appropriate 34 
federal legislation requiring payment for fertility preservation 35 
therapy services by all payers when iatrogenic infertility may be 36 
caused directly or indirectly by necessary medical treatments as 37 
determined by a licensed physician. 38 
3. Our AMA will work with interested organizations to encourage the 39 
Indian Health Service to cover infertility diagnostics and treatment 40 
for patients seen by or referred through an Indian Health Service, 41 
Tribal, or Urban Indian Health Program. (Modify Current HOD 42 
Policy); and be it further 43 

 44 
RESOLVED, that our AMA study the feasibility of insurance coverage for fertility preservation 45 
for reasons other than iatrogenic infertility (Directive to Take Action); and be it further 46 
 47 
RESOLVED, that our AMA support the review of services defined to be experimental or 48 
excluded for payment by the Indian Health Service and for the appropriate bodies to make 49 
evidence-based recommendations for updated health services coverage. (New HOD Policy) 50 
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Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/5/2024 
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RELEVANT AMA POLICY 
 
H-185.990 Infertility and Fertility Preservation Insurance Coverage  
1. Our AMA encourages third party payer health insurance carriers to make available insurance benefits 
for the diagnosis and treatment of recognized male and female infertility. 
2. Our AMA supports payment for fertility preservation therapy services by all payers when iatrogenic 
infertility may be caused directly or indirectly by necessary medical treatments as determined by a 
licensed physician, and will lobby for appropriate federal legislation requiring payment for fertility 
preservation therapy services by all payers when iatrogenic infertility may be caused directly or indirectly 
by necessary medical treatments as determined by a licensed physician. [Res. 150, A-88; Reaffirmed: 
Sunset Report, I-98; Reaffirmed: CMS Rep. 4, A-08; Appended Res. 114, A-13; Modified: Res. 809, I-14] 
 
H-65.956 Right for Gamete Preservation Therapies  
1. Fertility preservation services are recognized by our AMA as an option for the members of the 
transgender and non-binary community who wish to preserve future fertility through gamete preservation 
prior to undergoing gender affirming medical or surgical therapies.  
2. Our AMA supports the right of transgender or non-binary individuals to seek gamete preservation 
therapies. [Res. 005, A-19] 
 
H-185.922 Right for Gamete Preservation Therapies  
3. Our AMA supports insurance coverage for gamete preservation in any individual for whom a medical 
diagnosis or treatment modality is expected to result in the loss of fertility. [Res. 005, A-19] 
 
H-510.984 Infertility Benefits for Veterans  
1. Our AMA supports: (A) lifting the congressional ban on the Department of Veterans Affairs (VA) from 
covering in vitro fertilization (IVF) costs for veterans who have become infertile due to service-related 
injuries; and (B) efforts by the DOD and VA to offer service members comprehensive health care services 
to preserve their ability to conceive a child and provide treatment within the standard of care to address 
infertility due to service-related injuries; and (C) additional research to better understand whether higher 
rates of infertility in servicewomen may be linked to military service, and which approaches might reduce 
the burden of infertility among service women.  
2. Our AMA encourages: (A) interested stakeholders to collaborate in lifting the congressional ban on the 
VA from covering IVF costs for veterans who have become infertile due to service-related injuries, and (B) 
the Department of Defense (DOD) to offer service members fertility counseling and information on 
relevant health care benefits provided through TRICARE and the VA at pre-deployment and during the 
medical discharge process. [CMS Rep. 01, I-16; Appended: Res. 513, A-19] 
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Introduced by: Medical Student Section 
 
Subject: Medicaid & CHIP Benefit Improvements 
 
Referred to: Reference Committee A 
 
 
Whereas, the Centers for Medicare and Services list hearing, vision, and dental care as optional 1 
benefits in Medicaid, and states vary drastically in Medicaid coverage of these services; and 2 
 3 
Whereas, Medicaid is not subject to Medicare’s budgetary constraints, and much of the cost of 4 
improved benefits is borne by existing federal agreements for Medicaid expansion funding; and 5 
 6 
Whereas, only 28 states provide varying levels of hearing coverage based on hearing loss 7 
severity, 18 states offer no coverage, and some only cover devices but not services;2 and 8 
 9 
Whereas, of the 28 states providing some Medicaid hearing coverage, a study rated only 6 as 10 
“fair” (on a scale of poor, fair, good, excellent);2 and 11 
 12 
Whereas, Medicaid patients are more likely to report hearing problems compared to privately 13 
insured patients, and lower-income patients are twice as likely to experience more difficulty 14 
using hearing aids, in part due to the cost of required support services;3,4 and 15 
 16 
Whereas, while FDA approval of over-the-counter hearing aids is expected to greatly increase 17 
access, a pair can still cost $1,000, a prohibitive cost for many Medicaid patients;5-6 and 18 
 19 
Whereas, only 33 states offer some Medicaid vision coverage, with 28 limiting access based on 20 
severity of vision impairment, pre-existing conditions, restrictions to only eyeglasses and not 21 
contacts, number of visits allowed, and approval of coverage only every 2 to 4 years;7 and 22 
 23 
Whereas, a JAMA Ophthalmology study found that Medicaid patients had significantly 24 
decreased odds of securing an appointment compared to privately insured patients (OR=0.41);8 25 
and 26 
 27 
Whereas, a study in Ophthalmology (the journal of the American Academy of Ophthalmology) 28 
found that Medicaid patients are over twice as likely to not receive follow-up care after glaucoma 29 
diagnosis compared to privately insured patients;9 and  30 
 31 
Whereas, no minimum requirements for Medicaid dental coverage exist, and in 2019, only 19 32 
states offered comprehensive coverage while 31 offered limited/emergency coverage;10-13 and 33 
 34 
Whereas, 18% of Medicaid patients under 65 report an unmet dental need due to cost, double 35 
the rate of privately insured patients;4 and 36 
 37 
Whereas, up to 25% of non-elderly adults forgo dental care due to cost, as the average yearly 38 
cost of dental care for adults under the poverty level is $523;14-15 and  39 
 40 
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Whereas, adults in poverty are three times as likely to develop dental caries, and 29% of low-1 
income adults report that appearance of their teeth affects their employment chances;16-17 and 2 
 3 
Whereas, Medicaid patients with dental coverage are more likely to seek dental care due to 4 
reduced out-of-pocket cost and receive dental caries treatment than those without;18 and 5 
 6 
Whereas, our 2 million dental-related emergency room visits a year cost $2 billion;19-22 and 7 
 8 
Whereas, California and Massachusetts cut Medicaid dental benefits in 2010 and subsequently 9 
saw 32% and 11% increases in dental-related ER visits respectively;23-24 and 10 
 11 
Whereas, California and Massachusetts restored dental benefits in 2014, and Massachusetts 12 
saw a 15% reduction in dental-related ER visits afterward;23-24 and 13 
 14 
Whereas, from 2012 to 2014, states that did not expand Medicaid or expanded Medicaid without 15 
dental coverage saw a 27% increase in dental-related ER visits, compared to a 14% reduction 16 
in states that expanded Medicaid with dental coverage;25 and 17 
 18 
Whereas, AMA advocacy on Medicaid dental coverage does not conflict with the position of the 19 
American Dental Association (ADA), which is active on this issue, and amendments to existing 20 
AMA policy on working with the ADA on public payer dental benefits to include Medicaid 21 
ensures that the AMA would collaborate with and not conflict with the ADA in this area;26 and 22 
 23 
Whereas, to increase savings on emergency and inpatient care costs and overall costs due to 24 
lost productivity, reduced employment, and disability, the benefits of Medicaid expansion can be 25 
better realized via comprehensive hearing, vision, and dental coverage; therefore be it 26 
 27 
RESOLVED, that our American Medical Association amend H-185.929 Hearing Aid Coverage 28 
by addition as follows; and be it further 29 

 30 
Hearing Aid Coverage H-185.929 31 
1) Our American Medical Association supports public and private 32 

health insurance coverage that provides all hearing-impaired 33 
infants and children access to appropriate physician-led teams 34 
and hearing services and devices, including digital hearing aids. 35 

2) Our AMA supports hearing aid coverage for children that, at 36 
minimum, recognizes the need for replacement of hearing aids 37 
due to maturation, change in hearing ability and normal wear 38 
and tear. 39 

3) Our AMA encourages private health plans to offer optional 40 
riders that allow their members to add hearing benefits to 41 
existing policies to offset the costs of hearing aid purchases, 42 
hearing-related exams and related services. 43 

4) Our AMA supports coverage of hearing tests administered by a 44 
physician or physician-led team as part of Medicare's Benefit. 45 

5) Our AMA supports policies that increase access to hearing aids 46 
and other technologies and services that alleviate hearing loss 47 
and its consequences for the elderly. 48 

6) Our AMA encourages increased transparency and access for 49 
hearing aid technologies through itemization of audiologic 50 
service costs for hearing aids. 51 
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7) Our AMA supports the availability of over-the-counter hearing 1 
aids for the treatment of mild-to-moderate hearing loss. 2 

8) Our AMA supports physician and patient education on the 3 
proper role of over the counter hearing aids, including the value 4 
of physician-led assessment of hearing loss, and when they are 5 
appropriate for patients and when there are possible cost-6 
savings. 7 

9) Our AMA encourages the United States Preventive Services 8 
Task Force to re-evaluate its determination not to recommend 9 
preventive hearing services and screenings in asymptomatic 10 
adults over age 65 in consideration of new evidence connecting 11 
hearing loss to dementia. 12 

10) Our AMA advocates that hearing exams, hearing aids, cochlear 13 
implants, and aural rehabilitative services be covered in all 14 
Medicaid and CHIP programs and any new public payers. 15 

(Modify Current HOD Policy) 16 
 17 
RESOLVED, that our AMA advocate that routine comprehensive vision exams and visual aids 18 
(including eyeglasses and contact lenses) be covered in all Medicaid and CHIP programs and 19 
by any new public payers (Directive to Take Action); and be it further 20 
 21 
RESOLVED, that our AMA amend H-330.872, “Medicare Coverage for Dental Services” by 22 
addition and deletion as follows. 23 
 24 

Medicare Coverage for Dental Services H-330.872 25 
Our AMA supports: (1) continued opportunities to work with the 26 
American Dental Association and other interested national 27 
organizations to improve access to dental care for Medicare, 28 
Medicaid, CHIP, and other public payer beneficiaries; and (2) 29 
initiatives to expand health services research on the effectiveness 30 
of expanded dental coverage in improving health and preventing 31 
disease among in the Medicare, Medicaid, CHIP, and other public 32 
payer beneficiaries population, the optimal dental benefit plan 33 
designs to cost-effectively improve health and prevent disease in 34 
the among Medicare, Medicaid, CHIP, and other public payer 35 
beneficiaries population, and the impact of expanded dental 36 
coverage on health care costs and utilization. 37 

(Modify Current HOD Policy)38 
 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/19/2024 
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RELEVANT AMA Policy 
 
H-185.929 Hearing Aid Coverage  

1) Our American Medical Association supports public and private health insurance coverage 
that provides all hearing-impaired infants and children access to appropriate physician-led 
teams and hearing services and devices, including digital hearing aids. 

2) Our AMA supports hearing aid coverage for children that, at minimum, recognizes the need 
for replacement of hearing aids due to maturation, change in hearing ability and normal wear 
and tear. 

3) Our AMA encourages private health plans to offer optional riders that allow their members to 
add hearing benefits to existing policies to offset the costs of hearing aid purchases, hearing-
related exams and related services. 

4) Our AMA supports coverage of hearing tests administered by a physician or physician-led 
team as part of Medicare's Benefit. 

5) Our AMA supports policies that increase access to hearing aids and other technologies and 
services that alleviate hearing loss and its consequences for the elderly. 

6) Our AMA encourages increased transparency and access for hearing aid technologies 
through itemization of audiologic service costs for hearing aids. 
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7) Our AMA supports the availability of over-the-counter hearing aids for the treatment of mild-
to-moderate hearing loss. 

8) Our AMA supports physician and patient education on the proper role of over the counter 
hearing aids, including the value of physician-led assessment of hearing loss, and when they 
are appropriate for patients and when there are possible cost-savings. 

9) Our AMA encourages the United States Preventive Services Task Force to re-evaluate its 
determination not to recommend preventive hearing services and screenings in 
asymptomatic adults over age 65 in consideration of new evidence connecting hearing loss to 
dementia. [CMS Rep. 6, I-15; Appended: Res. 124, A-19; Appended: CMS Rep. 02, A-23; 
Reaffirmed: CMS Rep. 02, A-23] 

 
H-25.990 Eye Exams for the Elderly  

1. Our American Medical Association encourages the development of programs and/or outreach 
efforts to support periodic eye examinations and access to affordable prescription eyeglasses for 
elderly patients. 

2. Our AMA encourages physicians to work with their state medical associations and appropriate 
specialty societies to create statutes that uphold the interests of patients and communities and 
that safeguard physicians from liability when reporting in good faith the results of vision 
screenings. [Res. 813, I-05; Reaffirmed: CSAPH Rep. 1, A-15; Modified: CMS Rep. 02, A-23] 

 
H-330.872 Medicare Coverage for Dental Services  
Our AMA supports: (1) continued opportunities to work with the American Dental Association and other 
interested national organizations to improve access to dental care for Medicare beneficiaries; and (2) 
initiatives to expand health services research on the effectiveness of expanded dental coverage in 
improving health and preventing disease in the Medicare population, the optimal dental benefit plan 
designs to cost-effectively improve health and prevent disease in the Medicare population, and the impact 
of expanded dental coverage on health care costs and utilization. [CMS Rep. 03, A-19; Reaffirmed: CMS 
Rep. 02, A-23] 
 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 103 
(A-24) 

 
Introduced by: Oklahoma 
 
Subject: Medicare Advantage Plans 
 
Referred to: Reference Committee A 
 
 
Whereas, 52% of Medicare beneficiaries are now enrolled in Medicare Advantage (MA) plans, 1 
with an anticipated growth to 70% within a years; and 2 
 3 
Whereas, a former Center for Medicare and Medicaid Services (CMS) administrator stated 4 
recently in a national publication that, “I think MA growth should be slowed or stopped, at least 5 
until we end the extraordinarily high subsidies for MA plans, which are unfair to traditional 6 
Medicare and burdensome to the treasury and many beneficiaries.”1; and 7 
 8 
Whereas, it is anticipated that MA plans, in 2024 will receive $88 billion more than what is spent 9 
for the same number of patient in traditional Medicare; and  10 
 11 
Whereas, it is anticipated that MA plans, in 2024 will receive $88 billion more than what is spent 12 
for the same number of patient in traditional Medicare; and  13 
 14 
Whereas, the amount that an MA plan gets is adjusted for the number of codes for diagnoses 15 
that a beneficiary has; and  16 
 17 
Whereas, providers and physicians are rewarded in any MA plans for upcoming, or they receive 18 
a percentage of the insurance premium the MA collects from CMS or, they are employed by the 19 
MA; and  20 
 21 
Whereas, this ends up being a transfer of funds out of the healthcare arena into the private 22 
sector, which goes to profit for the MA, or for stock buybacks, or for higher compensation for the 23 
MA executives, and activities that don’t benefit beneficiaries; therefore be it 24 
 25 
RESOLVED, that our American Medical Association urge the United States Congress and 26 
Center for Medicare and Medicaid Services to take steps to end the upcoding for Medicare 27 
Advantage plans that results in high subsidies which are unfair to traditional Medicare and 28 
burdensome to the public treasury and many beneficiaries (New HOD Policy); and be it further 29 
 30 
RESOLVED, that our AMA encourages Center for Medicare and Medicaid Services to improve 31 
the attractiveness of traditional Medicare so that the option remains robust and available giving 32 
beneficiaries greater traditional choices for this option and to seek better care for themselves. 33 
(New HOD Policy) 34 

35 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/22/2024 
 
REFERENCES 
1. https://www.medpagetoday.com/special-reports/exclusives/108980  
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Introduced by: Medical Student Section 
 
Subject: Medicaid Estate Recovery Reform 
 
Referred to: Reference Committee A 
 
 
Whereas, 70% of Medicare beneficiaries will require long-term supports and services (LTSS), 1 
but since annual LTSS costs exceeds the median Medicare beneficiary’s total savings, many  2 
must deplete their savings and become destitute to receive Medicaid LTSS coverage;1-9 and 3 
 4 
Whereas, the Social Security Act requires states to recover all Medicaid costs from patients’ 5 
estates after their death, but states typically only recover 0-1%, resulting in insignificant effects 6 
on state budgets but disproportionate detriment to patients’ inheritors;4,10-12 and 7 
 8 
Whereas, because the Social Security Act does not require recovery of nonprobate assets, 9 
patients with greater wealth or access to legal and financial estate planning services can evade 10 
estate recovery with careful planning and modern methods of wealth transfer;10,13-15 and 11 
 12 
Whereas, states disproportionately recover costs from low-income patients, exacerbating racial 13 
wealth gaps and preventing intergenerational wealth;13 and 14 
 15 
Whereas, Black Medicaid patients die with a median net worth of $800, compared to white 16 
Medicaid patients with $2100, so estate recovery more rapidly depletes Black wealth;12 and 17 
 18 
Whereas, 25 states use 1115 waivers to capitate Medicaid LTSS coverage and may therefore 19 
recover capitation payments from estates, even if a patient never received LTSS;16-18 and 20 
 21 
Whereas, alternative methods to reduce LTSS costs exist, such as clinical demonstration 22 
projects that improve patient outcomes while saving $12,000 per patient annually;19 and  23 
 24 
Whereas, California dramatically limited estate recovery by excluding patients survived by a 25 
spouse and homes of modest value, and the Stop Unfair Medicaid Recoveries Act in Congress 26 
would end Medicaid estate recovery altogether;20-21 therefore be it 27 
 28 
RESOLVED, that our American Medical Association oppose federal or state efforts to impose 29 
liens on or seek adjustment or recovery from the estate of individuals who received long-term 30 
services or supports coverage under Medicaid. (New HOD Policy)31 
 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/24/20/2024 
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RELEVANT AMA Policy 
 
Policy Directions for the Financing of Long-Term Care H-280.991 
Our American Medical Association believes that programs to finance long-term care should: 
1. Assure access to needed services when personal resources are inadequate to finance care. 
2. Protect personal autonomy and responsibility in the selection of LTC service providers. 
3. Prevent impoverishment of the individual or family in the face of extended or catastrophic service 

costs. 
4. Account for equity in order to assure affordability of long-term care for all Americans. 
5. Cover needed services in a timely, coordinated manner in the least restrictive setting appropriate to 

the health care needs of the individual. 
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6. Coordinate benefits across different LTC financing program. 
7. Provide coverage for the medical components of long-term care through Medicaid for all individuals 

with income below 100 percent of the poverty level. 
8. Provide sliding scale subsidies for the purchase of LTC insurance coverage for individuals with income 

between 100-200 percent of the poverty level. 
9. Encourage private sector LTC coverage through an asset protection program; equivalent to the 

amount of private LTC coverage purchased. 
10. Create tax incentives to allow individuals to prospectively finance the cost of LTC coverage, 

encourage employers to offer such policies as a part of employee benefit packages and otherwise 
treat employer-provided coverage in the same fashion as health insurance coverage, and allow tax-
free withdrawals from IRAs and Employee Trusts for payment of LTC insurance premiums and 
expenses. 

11. Authorize a tax deduction or credit to encourage family care giving. Consumer information 
programs should be expanded to emphasize the need for prefunding anticipated costs for LTC and to 
describe the coverage limitations of Medicare, Medicaid, and traditional medigap policies. State 
medical associations should be encouraged to seek appropriate legislation or regulation in their 
jurisdictions to: 

a. provide an environment within their states that permit innovative LTC financing and delivery 
arrangements, and 

b. assure that private LTC financing and delivery systems, once developed, provide the appropriate 
safeguards for the delivery of high quality care.  

Our AMA continues to evaluate and support additional health system reform legislative initiatives that 
could increase states' flexibility to design and implement long-term care delivery and financing programs. 
Our AMA will also encourage and support the legislative and funding changes needed to enable more 
accurate and disaggregated collection and reporting of data on health care spending by type of service, 
so as to enable more informed decisions as to those social components of long-term care that should not 
be covered by public or private health care financing mechanisms. 
2. Our AMA will work with Centers for Medicare & Medicaid Services and other relevant stakeholders to 
formulate appropriate medical insurance plans to provide long-term care coverage for patients with 
Alzheimer’s and other forms of dementia. [BOT Rep. O, A-88; BOT Rep. X, I-88; Reaffirmed: CMS Rep. 
3, A-94; BOT Rep. S, I-87; Reaffirmed: CMS Rep. 3-A-94; CMS Rep. 11, I-95; Reaffirmation A-04; 
Modified: CMS Rep. 6, I-05; Reaffirmed: BOT Rep. 32, A-09; Reaffirmation A-11; Reaffirmed: CMS Rep. 
05, A-18; Appended: Res. 110, A-23; Modified: Res. 815, I-23] 
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Introduced by: Medical Student Section 
 
Subject: Medigap Patient Protections 
 
Referred to: Reference Committee A 
 
 
Whereas, Medicare Supplement (Medigap) plans are used by 23% of Medicare beneficiaries 1 
(14 million) to make Traditional Medicare more affordable and avoid the myriad problems with 2 
Medicare Part C, including limited networks and prior authorizations1-13; and 3 
 4 
Whereas, when seniors enroll in Medicare Part B, they are offered a one-time 6-month 5 
enrollment period for Medigap, during which they are protected by guaranteed issue and 6 
community rating, preventing price discrimination based on health, age, or gender13-14; and 7 
 8 
Whereas, after the initial 6-month Medigap enrollment period, protections for guaranteed issue 9 
and community rating no longer apply, even though guaranteed issue and (modified) community 10 
ratings are permanent and universal in the Affordable Care Act (ACA) marketplace13-16; and 11 
 12 
Whereas, Medigap plans are required to be offered to all Medicare beneficiaries over 65, but not 13 
to other Medicare beneficiaries under 65 on dialysis or with disabilities17-18; and   14 
 15 
Whereas, several states have enacted Medigap protections for guaranteed issue, community 16 
rating, and eligibility for Medicare beneficiaries under 65 and demonstrated reduced switching 17 
from Traditional Medicare to Medicare Part C19-25; and  18 
 19 
Whereas, Congress is currently investigating deceptive tactics by private Medigap insurers, 20 
presenting a timely opportunity for regulation of  private health insurance companies’ dubious 21 
marketing tactics to steer consumers into purchasing more expensive Medigap plans, 22 
representing a timely opportunity for regulatory reform24,26; and 23 
 24 
Whereas, at I-23, the AMA passed H-390.832, “Saving Traditional Medicare,” “recognizing that 25 
Traditional Medicare is a critical healthcare program while educating the public on the benefits 26 
and threats of Medicare Part C expansion” and “acknowledg[ing] that the term "Medicare 27 
Advantage" can be misleading, as it implies a superiority or enhanced value over traditional 28 
Medicare, which may not accurately reflect the nature and challenges of these plans”; therefore 29 
be it 30 
 31 
RESOLVED, that our American Medical Association support annual open enrollment periods 32 
and guaranteed lifetime enrollment eligibility for Medigap plans (New HOD Policy); and be it 33 
further 34 
 35 
RESOLVED, that our AMA advocate for extending modified community rating regulations to 36 
Medigap supplemental insurance plans, similar to those enacted under the Affordable Care Act 37 
for commercial insurance plans (Directive to Take Action); and be it further  38 
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RESOLVED, that our AMA support efforts to expand access to Medigap policies to all 1 
individuals who qualify for Medicare benefits (New HOD Policy); and be it further 2 
 3 
RESOLVED, that our AMA supports efforts to improve the affordability of Medigap supplemental 4 
insurance for lower income Medicare beneficiaries. (New HOD Policy)5 
 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/24/2024 
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RELEVANT AMA Policy 
 
Health Insurance Market Regulation H-165.856 
Our AMA supports the following principles for health insurance market regulation: 
(1) There should be greater national uniformity of market regulation across health insurance markets, 
regardless of type of sub-market (e.g., large group, small group, individual), geographic location, or type 
of health plan. 
(2) State variation in market regulation is permissible so long as states demonstrate that departures from 
national regulations would not drive up the number of uninsured, and so long as variations do not unduly 
hamper the development of multi-state group purchasing alliances, or create adverse selection. 
(3) Risk-related subsidies such as subsidies for high-risk pools, reinsurance, and risk adjustment should 
be financed through general tax revenues rather than through strict community rating or premium 
surcharges. 
(4) Strict community rating should be replaced with modified community rating, risk bands, or risk 
corridors. Although some degree of age rating is acceptable, an individual's genetic information should 
not be used to determine his or her premium. 
(5) Insured individuals should be protected by guaranteed renewability. 
(6) Guaranteed renewability regulations and multi-year contracts may include provisions allowing insurers 
to single out individuals for rate changes or other incentives related to changes in controllable lifestyle 
choices. 
(7) Guaranteed issue regulations should be rescinded. 
(8) Health insurance coverage of pre-existing conditions with guaranteed issue within the context of an 
individual mandate, in addition to guaranteed renewability. 
(9) Insured individuals wishing to switch plans should be subject to a lesser degree of risk rating and pre-
existing conditions limitations than individuals who are newly seeking coverage. 
(10) The regulatory environment should enable rather than impede private market innovation in product 
development and purchasing arrangements. Specifically: (a) legislative and regulatory barriers to the 
formation and operation of group purchasing alliances should, in general, be removed; (b) benefit 
mandates should be minimized to allow markets to determine benefit packages and permit a wide choice 
of coverage options; and (c) any legislative and regulatory barriers to the development of multi-year 
insurance contracts should be identified and removed. 
[CMS Rep. 7, A-03; Reaffirmed: CMS Rep. 6, A-05; Reaffirmation A-07; Reaffirmed: CMS Rep. 2, I-07; 
Reaffirmed: BOT Rep. 7, A-09; Appended: Res. 129, A-09; Reaffirmed: CMS Rep. 9, A-11; Reaffirmed in 
lieu of Res. 811, I-11; Reaffirmed in lieu of Res. 109, A-12; Reaffirmed in lieu of Res. 125, A-12; 
Reaffirmed: Res. 239, A-12; Reaffirmed: CMS Rep. 9, A-14; Reaffirmation: A-17; Reaffirmed: Res. 518, 
A-17; Reaffirmed: Res. 105, A-18; Reaffirmed: Joint CMS CSAPH Rep. 01, I-18; Reaffirmed: CMS Rep. 
03, A-23] 
 
Medicare Advantage Policies H-285.913 
Our AMA will: 1. pursue legislation requiring that any Medicare Advantage policy sold to a Medicare 
patient must include a seven-day waiting period that allows for cancellation without penalty; 2. pursue 
legislation to require that Medicare Advantage policies carry a separate distinct page, which the patient 
must sign, including the statement, "THIS COVERAGE IS NOT TRADITIONAL MEDICARE. YOU HAVE 
CHOSEN TO CANCEL YOUR TRADITIONAL MEDICARE COVERAGE; NOT ALL PHYSICIANS, 
HOSPITALS AND LABORATORIES ACCEPT THIS NEW MEDICARE ADVANTAGE POLICY AND YOU 
MAY PERMANENTLY LOSE THE ABILITY TO PURCHASE MEDIGAP SECONDARY INSURANCE" (or 
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equivalent statement) and specifying the time period before they can resume their traditional Medicare 
coverage; and 3. petition the Centers for Medicare and Medicaid Services to implement the patient's 
signature page in a Medicare Advantage policy. [Res. 907, I-07; Reaffirmation A-08; Reaffirmed: CMS 
Rep. 01, A-18; Reaffirmation: I-18] 
 
Deemed Participation and Misleading Marketing by Medicare Advantage Private Fee for Service 
Plans D-330.930 
Our AMA will continue its efforts to educate physicians and the general public on the implications of 
participating in programs offered under Medicare Advantage and educate physicians and the public about 
the lack of secondary coverage (Medigap policies) with Medicare Advantage plans and how this may 
affect enrollees. [BOT Action in response to referred for decision Res. 711, I-06; Reaffirmation A-08; 
Modified: CMS Rep. 01, A-19] 
 
Ensuring Marketplace Competition and Health Plan Choice H-165.825 
Our AMA will: (1) support health plans offering coverage options for individuals and small groups 
competing on a level playing field, including providing coverage for pre-existing conditions and essential 
health benefits; (2) oppose the sale of health insurance plans in the individual and small group markets 
that do not guarantee: (a) pre-existing condition protections and (b) coverage of essential health benefits 
and their associated protections against annual and lifetime limits, and out-of-pocket expenses, except in 
the limited circumstance of short-term limited duration insurance offered for no more than three months; 
and (3) support requiring the largest two Federal Employees Health Benefits Program (FEHBP) insurers 
in counties that lack a marketplace plan to offer at least one silver-level marketplace plan as a condition 
of FEHBP participation. [CMS Rep. 03, A-18; Reaffirmed: CMS Rep. 01, I-20] 
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Introduced by: American Society for Gastrointestinal Endoscopy, American College of 

Gastroenterology, American Gastroenterological Association 
 
Subject: Incorporating Surveillance Colonoscopy into the Colorectal Cancer Screening 

Continuum 
 
Referred to: Reference Committee A 
 
 
Whereas, in 2024, an estimated 153,000 cases of colorectal cancer (CRC) will be diagnosed in 1 
the United Sates, and a total of 53,010 people will die from this cancer1; and 2 
 3 
Whereas, while CRC incidence and mortality rates have been declining because, in part, of 4 
screening uptake among adults ages 50 years and older, rates have increased by 1-2 percent 5 
per year since the mid-1990s in those younger than 55 years of age2; and 6 
 7 
Whereas, when detected and treated early, the five-year survival rate for CRC is 90 percent; 8 
yet, early detection occurs in less than 40 percent of CRC cases3; and  9 
 10 
Whereas, the Affordable Care Act (ACA) requires that several CRC screening modalities, 11 
including colonoscopy, be covered without patient cost-sharing for eligible individuals by non-12 
grandfathered group health plans and non-grandfathered group or individual health insurance 13 
coverage; and  14 
 15 
Whereas, the Centers for Medicare and Medicaid Services recently reported 21.3 million 16 
consumers signed up for 2024 individual health insurance coverage through the Marketplaces,4 17 
with nearly 65 percent of individuals between 18-54 years of age5 — the same demographic 18 
experiencing increased rates of CRC; and  19 
 20 
Whereas, the U.S. Multi-Society Task Force on Colorectal Cancer recommends that 21 
asymptomatic individuals undergoing screening colonoscopy seek follow-up colonoscopy 22 
exams to evaluate for new polyps at specific intervals based on the findings of the exam, 23 
ranging between one to 10 years6; and 24 
 25 
Whereas, Medicare considers these additional, follow-up, or surveillance, colonoscopies as 26 
screening exams; and  27 
 28 
Whereas, commercial insurers regulated by the ACA routinely treat a follow-up colonoscopy 29 
exam at an interval shorter than 10 years as a “diagnostic” service rather than screening or 30 
surveillance, even if a patient is asymptomatic; and 31 
 32 
Whereas, clinical evidence indicates screening colonoscopy exams, including surveillance 33 
colonoscopies, and post-polypectomy follow-up play a critical role in reducing colorectal cancer 34 
incidence and death; and  35 
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Whereas, the U.S. Department of Health and Human Services (HHS) has the authority to issue 1 
written guidance that clarifies surveillance colonoscopy after an original screening colonoscopy 2 
that required polyp removal is part of the screening continuum and should therefore be covered 3 
without patient cost sharing as a preventive services benefit under the ACA; and  4 
 5 
Whereas, more than 90 national and state medical societies and patient advocacy groups have 6 
asked7 HHS to use its existing regulatory authority make this policy clarification. And, in early 7 
2024, 45 members of the U.S. House of Representatives sent a similar letter8 to HHS, also 8 
urging the same change; therefore be it 9 
 10 
RESOLVED, that our American Medical Association Policy H-185.960, “Support for the 11 
Inclusion of the Benefit for Screening for Colorectal Cancer in All Health Plans” be amended by 12 
addition to read as follows:  13 
 14 

1. Our AMA supports health plan coverage for the full range of colorectal cancer 15 
screening tests. 16 

 17 
2. Our AMA will seek to eliminate cost-sharing in all health plans for the full range of 18 

colorectal cancer screening and all associated costs, including colonoscopy that 19 
includes a “diagnostic” intervention (i.e. the removal of a polyp or biopsy of a mass), 20 
as defined by Medicare. To further this goal, the AMA will develop a coding guide to 21 
promote common understanding among health care providers, payers, health care 22 
information technology vendors, and patients. 23 

 24 
3. Our AMA will seek to eliminate cost-sharing in all health plans for “follow-on” 25 

colonoscopies performed for colorectal cancer screening and all associated costs, 26 
defined as when other alternative screening tests are found to be positive. 27 

 28 
4. Our AMA will seek to classify follow-up, follow-on, or surveillance, colonoscopy after 29 

an original screening colonoscopy that required polyp removal as a screening service 30 
under the Affordable Care Act preventive services benefit and will seek to eliminate 31 
patient cost sharing in all health plans under such circumstances.  32 

 33 
(Modify Current HOD Policy)34 
 
Fiscal Note: TBD   
 
Received: 4/24/2024 
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RELEVANT AMA POLICY 
 
Support for the Inclusion of the Benefit for Screening for Colorectal Cancer in All Health Plans H-
185.960 
1. Our AMA supports health plan coverage for the full range of colorectal cancer screening tests. 
2. Our AMA will seek to eliminate cost-sharing in all health plans for the full range of colorectal cancer 
screening and all associated costs, including colonoscopy that includes a “diagnostic” intervention (i.e. 
the removal of a polyp or biopsy of a mass), as defined by Medicare. To further this goal, the AMA will 
develop a coding guide to promote common understanding among health care providers, payers, health 
care information technology vendors, and patients. 
Citation: Res. 726, I-04 Reaffirmation I-07 Reaffirmed: CMS Rep. 01, A-17 Reaffirmed: Res. 123, A-17 
Appended: CMS/CSAPH Joint Rep. 01, A-18 
 
Encourage Appropriate Colorectal Cancer Screening H-55.967 
Our AMA, in conjunction with interested organizations and societies, supports educational and public 
awareness programs to assure that physicians actively encourage their patients to be screened for colon 
cancer and precursor lesions, and to improve patient awareness of appropriate guidelines, particularly 
within minority populations and for all high-risk groups. 
CSAPH Rep. 8, A-23 
 
Encourage Appropriate Colorectal Cancer Screening H-55.967 
Our AMA, in conjunction with interested organizations and societies, supports educational and public 
awareness programs to assure that physicians actively encourage their patients to be screened for colon 
cancer and precursor lesions, and to improve patient awareness of appropriate guidelines, particularly 
within minority populations and for all high-risk groups. 
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(A-24) 

 
Introduced by: Mississippi 
 
Subject: Requiring Government Agencies to Contract Only with Not-For-Profit 

Insurance Companies 
 
Referred to: Reference Committee A 
 
 
Whereas, the medical system in the United States involves a market-like environment with a 1 
charity mission; and 2 
 3 
Whereas, for profit insurance companies have taken over much of the health care system, with 4 
most of their profits directed to private entities outside of our health system; and 5 
 6 
Whereas, many of the tactics for making a profit include strategies which complicate the 7 
provision of medical care for both the patient and the physician; and  8 
 9 
Whereas, the Dutch health care system is recognized as a successful health care system using 10 
a market-type multi-payer system which utilizes not-for-profit cooperatives whose profits are 11 
allocated to reserves or returned in the form of lower premiums; and 12 
 13 
Whereas, Medicare and Medicaid, which are government owned health insurance agencies, 14 
contract with insurance companies to operate aspects of the medical care delivery; therefore be 15 
it 16 
 17 
RESOLVED, that our American Medical Association advocate that government-owned health 18 
agencies such as Medicare and Medicaid be required to contract only with not-for-profit 19 
insurance companies or cooperatives (Directive to Take Action); and be it further 20 
 21 
RESOLVED, that our AMA support that those not-for-profit insurance companies or 22 
cooperatives receiving public revenues must allocate profits to reserves, investments in 23 
improving the quality of care in the system, or returned in the form of lower premiums for 24 
patients or the health agency. (New HOD Policy). 25 

26 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/24/2024 
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Resolution: 108  
(A-24) 

 
Introduced by: Mississippi 
 
Subject: Requiring Payments for Physician Signatures 
 
Referred to: Reference Committee A 
 
 
Whereas, insurance companies often require multiple physician signatures outside of a patient-1 
physician office, nursing home or hospital visit for bureaucratic reasons or to place hurdles to 2 
obtaining testing, health services, medications, referrals, or medical equipment; and 3 
 4 
Whereas, primary care physicians often have to sign dozens of signatures daily which are 5 
outside of the clinical visit in caring for patients; and 6 
 7 
Whereas, this duty is often a significant burden on physician time and staff time which is not 8 
usually paid for; and  9 
 10 
Whereas, physicians desire to care for their patients but often feel like these signatures are 11 
deliberately placed by the insurance companies to complicate the provision of services needed; 12 
and  13 
 14 
Whereas, if insurance companies had to pay for a physician’s time in signing forms, they might 15 
reduce the administrative burdens currently imposed on physicians; therefore be it 16 
 17 
RESOLVED, that our American Medical Association advocate that insurance companies be 18 
required to pay a physician for any required physician signature and/or peer to peer review 19 
which is requested or required outside of a patient visit.  (Directive to Take Action)20 

21 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/24/2024 
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Resolution: 109  
(A-24) 

 
Introduced by: Association for Clinical Oncology, American Society for Radiation  

Oncology 
 
Subject: Coverage for Dental Services Medically Necessary for Cancer Care 
 
Referred to: Reference Committee A 
 
 
Whereas, dental services may be required prior to or after cancer treatment and such services 1 
are an integral part of successful cancer treatment; and 2 
 3 
Whereas, dental care is linked to improved outcomes in patients with cancer and improved 4 
quality of life; and 5 
 6 
Whereas, the Centers for Medicare & Medicaid Services (CMS) recently expanded coverage for 7 
certain cancer treatment-related oral and dental conditions, as well as for pre-treatment exams; 8 
and  9 
 10 
Whereas, all patients, regardless of insurance coverage, deserve equal access to these 11 
medically necessary treatments; therefore be it 12 
 13 
RESOLVED, that our American Medical Association supports that oral examination and dental 14 
services prior to and following the administration of radiation, chemotherapy, chimeric antigen 15 
receptor (CAR) T-cell therapy and high-dose bone-modifying agents for the treatment of cancer 16 
are part of medically necessary care (New HOD Policy); and be it further 17 
 18 
RESOLVED, that our AMA will advocate that all insurers cover medically necessary oral 19 
examination and dental services prior to the administration of and resulting as a complication of 20 
radiation, chemotherapy and/or surgery for all cancer of the head and neck region. (Directive to 21 
Take Action)22 

23 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/24/2024 
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RELEVANT AMA POLICY 
 
Medicare Coverage for Dental Services H-330.872 
Our AMA supports: (1) continued opportunities to work with the American Dental Association and other 
interested national organizations to improve access to dental care for Medicare beneficiaries; and (2) 
initiatives to expand health services research on the effectiveness of expanded dental coverage in 
improving health and preventing disease in the Medicare population, the optimal dental benefit plan 
designs to cost-effectively improve health and prevent disease in the Medicare population, and the impact 
of expanded dental coverage on health care costs and utilization. 
  
Increasing Patient Access to Hearing, Dental and Vision Services D-185.972 
Our AMA will: (1) promote awareness of hearing impairment as a potential contributor to the development 
of cognitive impairment or dementia in later life, to physicians as well as to the public; (2) promote, and 
encourage other stakeholders, including public, private, and professional organizations and relevant 
governmental agencies, to promote the conduct and acceleration of research into specific patterns and 
degrees of hearing loss to determine those most linked to cognitive impairment or dementia and 
amenable to correction; (3) work with interested national medical specialty societies and state medical 
associations to encourage and promote research into hearing loss as a contributor to cognitive 
impairment, and to increase patient access to hearing loss identification and remediation services; and (4) 
work with interested national medical specialty societies and state medical associations to encourage and 
promote research into vision and dental health and to increase patient access to vision and dental 
services. 
  
Importance of Oral Health in Patient Care D-160.925 
Our AMA: (1) recognizes the importance of (a) managing oral health and (b) access to dental care as a 
part of optimal patient care; and (2) will explore opportunities for collaboration with the American Dental 
Association on a comprehensive strategy for improving oral health care and education for clinicians. 
  
Definitions of “Cosmetic” and “Reconstructive” Surgery H-475.992 
(1) Our AMA supports the following definitions of "cosmetic" and "reconstructive" surgery: Cosmetic 
surgery is performed to reshape normal structures of the body in order to improve the patient's 
appearance and self-esteem. Reconstructive surgery is performed on abnormal structures of the body, 
including prosthodontic reconstruction (including dental implants) caused by congenital defects, 
developmental abnormalities, trauma, infection, tumors, or disease. It is generally performed to improve 
function, but may also be done to approximate a normal appearance. (2) Our AMA supports that 
reconstructive surgery be covered by all insurers and encourages third party payers to use these 
definitions in determining services eligible for coverage under the plans they offer or administer.  
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Resolution: 110  
(A-24) 

 
Introduced by: American Academy of Physical Medicine and Rehabilitation, American 

Association of Neuromuscular & Electrodiagnostic Medicine, American 
Academy of Pediatrics 

 
Subject: Coverage for Shoes and Shoe Modifications for Pediatrics Patients Who 

Require Lower Extremity Orthoses 
 
Referred to: Reference Committee A 
 
 
Whereas, pediatric patients with musculoskeletal and/or neuromuscular disorders frequently 1 
require lower extremity orthoses to help with their mobility, maximize their function, and prevent 2 
contractures; and 3 
 4 
Whereas, an orthosis or orthotic device is defined by the International Standards Organization 5 
as an externally applied device used to modify the structural and functional characteristics of the 6 
neuromuscular and skeletal system; and 7 
 8 
Whereas, shoes that work with lower extremity orthoses are an essential component of the 9 
orthotic intervention; and  10 
 11 
Whereas, one of the goals when choosing the orthoses is to optimize forces and moments 12 
acting on bones, ligaments, and joints during standing and walking to allow for the most natural 13 
gait; and 14 
 15 
Whereas, the orthoses will not normalize the gait to the best potential without proper footwear; 16 
and 17 
 18 
Whereas, there are some shoe options on the market that are deep and roomy enough to 19 
accommodate braces which eliminates the need for custom shoes for most patients; and  20 
 21 
Whereas, the commercially available shoes may require external modifications, such as for leg 22 
length discrepancy or plantar flexion contracture, which require foot elevation or an external 23 
heel lift respectively; and  24 
 25 
Whereas, patients with severe hypotonia, calcaneus feet, and severe crouch using solid ankle-26 
foot orthoses (AFOs) to ambulate require shoes with a stiff sole, custom rocker, and heel lever 27 
to maintain consistent roll over to imitate the natural rocking motion of gait; and  28 
 29 
Whereas, those shoe modifications are relatively inexpensive and in the skilled hands of an 30 
orthotist are easy to accomplish; and   31 
 32 
Whereas, insurance coverage for shoes to use with orthoses as well as shoe modifications is 33 
limited or nonexistent; and  34 
 35 
Whereas, this creates a burden on the patients and families and makes the providers more 36 
hesitant to recommend the shoe modifications despite being medically indicated; therefore be it 37 
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RESOLVED, that our American Medical Association support coverage by all private and 1 
government insurance companies for pediatric footwear suitable for use with lower extremity 2 
orthoses and medically necessary shoe modifications. (New HOD Policy)3 

4 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/24/2024 
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Introduced by: Ohio 
 
Subject: Protections for “Guarantee Issue” of Medigap Insurance and Traditional 

Medicare 
 
Referred to: Reference Committee A 
 
 
Whereas, the Federal Medicare program has 4 parts A, B, C, and D, offering hospital, medical, 1 
and pharmacy benefits; and 2 
 3 
Whereas, Part C, known as Medicare Advantage, has become popular for its offerings of zero 4 
premiums and additional benefits which are not available through traditional Medicare; and 5 
 6 
Whereas, Medicare Advantage plans have various other limitations such as narrow networks, 7 
limited drug coverage, and numerous preauthorization requirements; and  8 
 9 
Whereas, traditional Medicare often requires supplementation through Medigap or 10 
Supplemental Insurance policies to cover the remaining 20% of approved expenses not covered 11 
by Medicare; and  12 
 13 
Whereas, beneficiaries who switch from Medicare Advantage to traditional Medicare face 14 
significant barriers in obtained Medigap or Supplemental Insurance, often finding themselves 15 
effectively locked into their Medicare Advantage plan even if it no longer meets their healthcare 16 
needs; and  17 
 18 
Whereas, only four states—Connecticut, Massachusetts, New York, and Maine—offer 19 
"guaranteed issue" protections that allow access to Medigap or Supplemental Insurance policies 20 
without restrictions after the initial enrollment period for Medicare beneficiaries; therefore be it 21 
 22 
RESOLVED, that our American Medical Association pursue all necessary legislative and 23 
administrative measures to ensure that Medicare beneficiaries have the freedom to switch back 24 
to Traditional Medicare and obtain Medigap insurance under federal "guaranteed issue" 25 
protections. (Directive to Take Action) 26 

27 
Fiscal Note: Moderate - between $5,000 - $10,000 
 
Received: 4/26/2024 
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RELEVANT AMA POLICY 
 
H-285.913 Medicare Advantage Policies 
Our AMA will: 
1. pursue legislation requiring that any Medicare Advantage policy sold to a Medicare patient must 
include a seven-day waiting period that allows for cancellation without penalty; 
2. pursue legislation to require that Medicare Advantage policies carry a separate distinct page, which the 
patient must sign, including the statement, "THIS COVERAGE IS NOT TRADITIONAL MEDICARE. YOU 
HAVE CHOSEN TO CANCEL YOUR TRADITIONAL MEDICARE COVERAGE; NOT ALL PHYSICIANS, 
HOSPITALS AND LABORATORIES ACCEPT THIS NEW MEDICARE ADVANTAGE POLICY AND YOU 
MAY PERMANENTLY LOSE THE ABILITY TO PURCHASE MEDIGAP SECONDARY INSURANCE" (or 
equivalent statement) and specifying the time period before they can resume their traditional Medicare 
coverage; and 
3. petition the Centers for Medicare and Medicaid Services to implement the patient's signature page in a 
Medicare Advantage policy. [Res. 907, I-07; Reaffirmation A-08; Reaffirmed: CMS Rep. 01, A-18; 
Reaffirmation: I-18] 
 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 112  
(A-24) 

 
Introduced by: American Academy of Physical Medicine and Rehabilitation 
 
Subject: Private and Public Insurance Coverage for Adaptive Sports Equipment 

including Prostheses and Orthoses 
 
Referred to: Reference Committee A 
 
 
Whereas, adults with lifelong disabilities are more likely to have chronic disease than adults with 1 
no limitations1; and 2 
 3 
Whereas, increased physical activity and exercise are associated with reduced chronic disease 4 
risk and most physiologic systems in the body benefit positively from physical activity and 5 
exercise by primary and secondary disease prevention2; and 6 
 7 
Whereas, the Centers for Disease Control (CDC) acknowledge the benefits of exercise to 8 
prevent chronic disease in patients with disability3; and  9 
 10 
Whereas, the CDC recommends that adults need a weekly 150 minutes of moderate-intensity 11 
physical activity and 2 days of muscle strengthening activity for chronic disease prevention4; and 12 
 13 
Whereas, people living with disabilities, including lower limb amputations, are 16-62% less likely 14 
to meet physical activity guidelines4; and 15 
 16 
Whereas, sports are a popular means of exercise and physical activity for children, adolescents, 17 
and adults in the United States; and  18 
 19 
Whereas, children with disabilities are 4.5 times less likely to engage in physical activity than 20 
children without disabilities; and  21 
 22 
Whereas, individuals with disabilities need specialized prostheses and orthoses for physical 23 
activity and recreation to improve access and equity; and 24 
 25 
Whereas, organizations like So Every BODY Can Move have helped introduce bills in 13 states 26 
for insurance coverage of activity specific adaptive sports and exercise equipment and bills 27 
have passed in 5 states; and 28 
 29 
Whereas, Medicare part B already covers durable medical equipment including ambulatory 30 
assistive devices to promote safe ambulation and increased independence for people with 31 
disabilities; therefore be it 32 
 33 
RESOLVED, that our American Medical Association recognizes activity-specific adaptive sports 34 
and exercise equipment as assistive devices that are integral to the health maintenance of 35 
persons with disabilities in accordance with national exercise guidelines (New HOD Policy); and 36 
be it further  37 
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RESOLVED, that our AMA recognizes activity-specific adaptive sports and exercise equipment, 1 
such as activity-specific prostheses and orthoses, as medical devices that facilitate 2 
independence and community participation (New HOD Policy); and be it further 3 
 4 
RESOLVED, that our AMA advocate for coverage by all private and public insurance plans for 5 
activity-specific adaptive sports and exercise equipment for eligible beneficiaries with disabilities 6 
in order to promote health maintenance and chronic disease prevention. (Directive to Take 7 
Action)  8 

9 
Fiscal Note: Moderate - between $5,000 - $10,000 
 
Received: 5/7/2024 
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RELEVANT AMA POLICY 
 
H-470.990 Promotion of Exercise Within Medicine and Society 
Our AMA supports (1) education of the profession on exercise, including instruction on the role of 
exercise prescription in medical practice in its continuing education courses and conferences, whenever 
feasible and appropriate; (2) medical student instruction on the prescription of exercise; (3) physical 
education instruction in the school system; and (4) education of the public on the benefits of exercise, 
through its public relations program. [Res. 56, I-78; Reaffirmed: CLRPD Rep. C, A-89; Reaffirmation I-98; 
Reaffirmation A-07; Reaffirmed: BOT Rep. 21, A-12; Reaffirmed: CSAPH Rep. 1, A-22] 
 
H-470.991 Promotion of Exercise 
Our AMA: (A) supports the promotion of exercise, particularly exercise of significant cardiovascular 
benefit; and (B) encourages physicians to prescribe exercise to their patients and to shape programs to 
meet each patient's capabilities and level of interest. 2. Our AMA supports National Bike to Work Day and 
encourages active transportation whenever possible. [Res. 83, parts 1 and 2, I-77; Reaffirmed: CLRPD 
Rep. C, A-89; Reaffirmed: Sunset Report, A-00; Reaffirmed: CSAPH Rep. 1, A-10; Appended: Res. 604, 
A-11; Reaffirmed: CSAPH Rep. 1, A-21] 
 
H-25.995 Exercise Programs for the Elderly 
The AMA recommends that physicians: (1) stress the importance of exercise for older patients and 
explain its physiological and psychological benefits; (2) obtain a complete medical history and perform a 
physical examination that includes exercise testing for quantification of cardiovascular and physical 
fitness as appropriate, prior to the specific exercise prescription; (3) provide appropriate follow-up of 
patients' exercise programs; and (4) encourage all patients to establish a lifetime commitment to an 
exercise program. [CSA Rep. C, I-83; Reaffirmed: CLRPD Rep. 1, I-93; Reaffirmed: CSA Rep. 8, A-05; 
Reaffirmed: CSAPH Rep. 1, A-15] 
 
  

https://www.cdc.gov/ncbddd/disabilityandhealth/features/physical-activity-for-all.html#:%7E:text=Physical%20activity%20can%20also%20improve,activity%20is%20better%20than%20none
https://www.cdc.gov/ncbddd/disabilityandhealth/features/physical-activity-for-all.html#:%7E:text=Physical%20activity%20can%20also%20improve,activity%20is%20better%20than%20none
https://www.cdc.gov/physicalactivity/basics/adults/index.htm#:%7E:text=Each%20week%20adults%20need%20150,Physical%20Activity%20Guidelines%20for%20Americans.&text=We%20know%20150%20minutes%20of,do%20it%20all%20at%20once
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H-470.952 Government to Support Community Exercise Venues 
Our AMA encourages: (1) towns, cities and counties across the country to make recreational exercise 
more available by utilizing existing or building walking paths, bicycle trails, swimming pools, beaches and 
community recreational fitness facilities; and (2) governmental incentives such as tax breaks and grants 
for the development of community recreational fitness facilities. [CSAPH Rep. 1, A-22] 
 
H-470.997 Exercise and Physical Fitness 
Our AMA encourages all physicians to utilize the health potentialities of exercise for their patients as a 
most important part of health promotion and rehabilitation, and urges state and local medical societies to 
emphasize through all available channels the need for physical activity for all age groups and both sexes. 
The AMA encourages other organizations and agencies to join with the Association in promoting physical 
fitness through all appropriate means. Our AMA will study evidence of the efficacy of physical activity 
interventions (e.g. group fitness, personal training, or physical therapy) on behavioral activation and 
outcomes on depressive and anxiety symptoms. [BOT Rep. K, A-66; Reaffirmed: CLRPD Rep. C, A-88; 
Reaffirmed: Sunset Report, I-98; Modified and Reaffirmed: CSAPH Rep. 2, A-08; Reaffirmed: BOT Rep. 
10, A-14; Modified: Res. 421, A-23] 
 
H-90.968 Medical Care of Persons with Disabilities 
1. Our AMA encourages: (a) clinicians to learn and appreciate variable presentations of complex 
functioning profiles in all persons with disabilities including but not limited to physical, sensory, 
developmental, intellectual, learning, and psychiatric disabilities and chronic illnesses; (b) medical schools 
and graduate medical education programs to acknowledge the benefits of education on how aspects in 
the social model of disability (e.g. ableism) can impact the physical and mental health of persons with 
disabilities; (c) medical schools and graduate medical education programs to acknowledge the benefits of 
teaching about the nuances of uneven skill sets, often found in the functioning profiles of persons with 
developmental disabilities, to improve quality in clinical care; (d) education of physicians on how to 
provide and/or advocate for developmentally appropriate and accessible medical, social and living 
support for patients with disabilities so as to improve health outcomes; (e) medical schools and residency 
programs to encourage faculty and trainees to appreciate the opportunities for exploring diagnostic and 
therapeutic challenges while also accruing significant personal rewards when delivering care with 
professionalism to persons with profound disabilities and multiple co-morbid medical conditions in any 
setting; (f) medical schools and graduate medical education programs to establish and encourage 
enrollment in elective rotations for medical students and residents at health care facilities specializing in 
care for the disabled; and (g) cooperation among physicians, health & human services professionals, and 
a wide variety of adults with disabilities to implement priorities and quality improvements for the care of 
persons with disabilities.  
2. Our AMA seeks: (a) legislation to increase the funds available for training physicians in the care of 
individuals with disabilities, and to increase the reimbursement for the health care of these individuals; 
and (b) insurance industry and government reimbursement that reflects the true cost of health care of 
individuals with disabilities.  
3. Our AMA entreats health care professionals, parents, and others participating in decision-making to be 
guided by the following principles: (a) All people with disabilities, regardless of the degree of their 
disability, should have access to appropriate and affordable medical and dental care throughout their 
lives; and (b) An individual’s medical condition and welfare must be the basis of any medical decision. 
Our AMA advocates for the highest quality medical care for persons with profound disabilities; 
encourages support for health care facilities whose primary mission is to meet the health care needs of 
persons with profound disabilities; and informs physicians that when they are presented with an 
opportunity to care for patients with profound disabilities, that there are resources available to them.  
4. Our AMA will collaborate with appropriate stakeholders to create a model general curriculum/objective 
that (a) incorporates critical disability studies; and (b) includes people with disabilities as patient 
instructors in formal training sessions and preclinical and clinical instruction.  
5. Our AMA recognizes the importance of managing the health of children and adults with developmental 
and intellectual disabilities as a part of overall patient care for the entire community.  
6. Our AMA supports efforts to educate physicians on health management of children and adults with 
intellectual and developmental disabilities, as well as the consequences of poor health management on 
mental and physical health for people with intellectual and developmental disabilities.  
7. Our AMA encourages the Liaison Committee on Medical Education, Commission of Osteopathic 
College Accreditation, and allopathic and osteopathic medical schools to develop and implement a 
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curriculum on the care and treatment of people with a range of disabilities.  
8. Our AMA encourages the Accreditation Council for Graduate Medical Education and graduate medical 
education programs to develop and implement curriculum on providing appropriate and comprehensive 
health care to people with a range of disabilities.  
9. Our AMA encourages the Accreditation Council for Continuing Medical Education, specialty boards, 
and other continuing medical education providers to develop and implement continuing programs that 
focus on the care and treatment of people with a range of disabilities.  
10. Our AMA will advocate that the Health Resources and Services Administration include persons with 
disabilities as a medically underserved population.  
11. Specific to people with developmental and intellectual disabilities, a uniquely underserved population, 
our AMA encourages: (a) medical schools and graduate medical education programs to acknowledge the 
benefits of teaching about the nuances of uneven skill sets, often found in the functioning profiles of 
persons with developmental and intellectual disabilities, to improve quality in clinical education; (b) 
medical schools and graduate medical education programs to establish and encourage enrollment in 
elective rotations for medical students and residents at health care facilities specializing in care for 
individuals with developmental and intellectual disabilities; and (c) cooperation among physicians, health 
and human services professionals, and a wide variety of adults with intellectual and developmental 
disabilities to implement priorities and quality improvements for the care of persons with intellectual and 
developmental disabilities. [CCB/CLRPD Rep. 3, A-14; Appended: Res. 306, A-14; Appended: Res. 315, 
A-17; Appended: Res. 304, A-18; Reaffirmed in lieu of the 1st Resolved: Res. 304, A-18; Modified: Res. 
428, A-22] 
 
D-330.961 Social Security Disability Medical Benefits 
Our American Medical Association will continue to monitor future research and related developments on 
Medicare benefits for Social Security disability recipients, and will report and recommend further action to 
the House of Delegates as appropriate. [Sub. Res. 101, A-03; Reaffirmed: CMS Rep. 4, A-13; 
Reaffirmed: CMS Rep. 01, A-23] 
 
H-425.970 Promoting Health Awareness and Preventive Screenings in Individuals with Disabilities 
Our American Medical Association will work closely with relevant stakeholders to advocate for equitable 
access to health promotion and preventive screenings for individuals with disabilities. [Res. 911, I-13; 
Reaffirmed: BOT Rep. 09, A-23] 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 113  
(A-24) 

 
Introduced by: New England 
 
Subject: Support Prescription Medication Price Negotiation 
 
Referred to: Reference Committee A 
 
 
Whereas, the passage of the “Inflation reduction act” is now allowing for negotiation of 10 high 1 
priced medications, and allowed for reasonable reduction of the price of insulin1; and 2 
 3 
Whereas, there are many more overpriced medications that our patients struggle to afford2; and 4 
 5 
Whereas, high prices of medications lead to non-compliance, and worse clinical outcomes3, 4; 6 
and  7 
 8 
Whereas, medication prices in the US are far above any other country in the world, adversely 9 
affecting our patient’s health5; and 10 
 11 
Whereas, excessive pharmaceutical prices put a massive strain on our health care system, and 12 
directly contribute to high insurance and Medicare premiums6; therefore be it 13 
 14 
RESOLVED, that our American Medical Association support pharmaceutical price negotiation 15 
for all prescription medications, both Medicare and private insurance (New HOD Policy); and be 16 
it further 17 
 18 
RESOLVED, that our AMA advocate for any medication price that is raised by a pharmaceutical 19 
company more than the rate of inflation be immediately subject to price negotiation in the 20 
following year’s negotiation schedule (Directive to Take Action); and be it further 21 
 22 
RESOLVED, that our AMA support extending the cap on annual out of pocket prescription drug 23 
spending in Medicare Part D plans to all insurance plans. (New HOD Policy) 24 
 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 5/7/2024 
 
 
REFERENCES 
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RELEVANT AMA POLICY 
 

Prescription Drug Prices and Medicare D-330.954 

1. Our AMA will support federal legislation which gives the Secretary of the Department of Health and 
Human Services the authority to negotiate contracts with manufacturers of covered Part D drugs. 
2. Our AMA will work toward eliminating Medicare prohibition on drug price negotiation. 
3. Our AMA will prioritize its support for the Centers for Medicare & Medicaid Services to negotiate 
pharmaceutical pricing for all applicable medications covered by CMS. 
Res. 211, A-04 Reaffirmation I-04 Reaffirmed in lieu of Res. 201, I-11 Appended: Res. 206, I-14 
Reaffirmed: CMS Rep. 2, I-15 Appended: Res. 203, A-17 Reaffirmed: CMS Rep. 4, I-19 Reaffirmed: CMS 
Rep. 3, I-20 Reaffirmed: Res. 113, I-21 Reaffirmed: CMS Rep. 4, A-22 Reaffirmed in lieu of: Res. 810, I-
22 
 
 



American Medical Association House of Delegates 
 

Resolution: 114 
(A-24) 

 
Introduced by: New York  
 
Subject:  Breast Cancer Screening/Clinical Breast Exam Coverage 
 
Referred to:  Reference Committee A 
 
 
Whereas, Centers for Medicare and Medicaid Services, CMS, reimburses Internists and 1 
Family Physicians for a single physical at the time of Medicare enrollment at the age of 2 
65 with the Initial Preventive Physical Exam, IPPE; and  3 
 4 
Whereas, CMS does not reimburse for any further annual physical exams for medicare 5 
patients; and 6 
  7 
Whereas, female patients no longer require annual cervical pap smears after the age of 8 
65 if prior pap smears have been negative and they are not at higher risk for cervical 9 
cancer, as is applicable for the majority of medicare female patients; and 10 
  11 
Whereas, female patients therefore opt to no longer see their gynecologists after the 12 
age of 65 as they no longer require a pap smear or have any active gynecological 13 
issues; and 14 
  15 
Whereas, these female patients need an annual or biennial clinical breast exam and this 16 
should therefore be performed by their internist or family practitioner at their Annual 17 
Wellness Visits (AWV) or Subsequent Annual Wellness Visits (SAWV) after their initial 18 
IPPE; and 19 
  20 
Whereas, an internist or family practitioner cannot bill for this clinical breast exam as 21 
part of this AWV or SAWV visit, even though this exam is critical and a part of the 22 
standard of care for breast cancer screening which includes both imaging and a clinical 23 
breast exam; and 24 
  25 
Whereas, this policy by CMS is inconsistent and gender biased since a digital rectal 26 
exam for prostate cancer screening in men over 65 for Medicare patients is a covered 27 
procedure at the time of their AWV or SAWV appointment with their internist or family 28 
practitioner; therefore be it 29 
  30 
RESOLVED, that our American Medical Association advocate for Medicare coverage of 31 
clinical breast exams for all female and at-risk male patients during the Medicare Annual 32 
Wellness Visit (AWV) and Subsequent Annual Wellness Visit (SAWV) appointments. 33 
(Directive to Take Action) 34 
 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 5/8/2024 



American Medical Association House of Delegates 
Resolution: 115 

(A-24) 
 
Introduced by:  New York  
 
Subject:  Payments by Medicare Secondary or Supplemental Plans 
 
Referred to:  Reference Committee A 
 

Whereas, there are more than 50,000 health plans in the United States; and 1 
 2 
Whereas, patients have paid for health insurance either as a supplemental Medicare plan or 3 
through their job or union as an earned benefit prior to meeting eligibility for Medicare; and 4 
 5 
Whereas, Medicare allowed amounts are not market based and fixed as an act of government 6 
edict; secondary payer does not vary whether a Medicare participating physician is in-network 7 
with the secondary payer; and 8 
 9 
Whereas, secondary health plans and Medicare supplemental health plans engage in abusive, 10 
predatory, and anticompetitive practices by tying payment as a Medicare secondary plan to 11 
whether the Medicare-participating physician that provides care to Medicare patients is in-12 
network with the secondary health plan; and 13 
 14 
Whereas, patients on Medicare are subjected to financial burdens when health plans fail to pay 15 
the balance (Medicare deductible and 20% coinsurance) that rightfully belongs to a secondary 16 
payer with adverse effects on their health and health equity; therefore be it 17 
 18 
RESOLVED, that our American Medical Association advocate for legislation that would mandate 19 
that all health plans cover Medicare secondary claims regardless of the provider participating in 20 
the secondary health plan (Directive to Take Action); and be it further 21 
 22 
RESOLVED, that our AMA will report on the status of this resolution and policies H-390.839 and 23 
D-390.984 at the 2025 Annual Meeting. (Directive to Take Action) 24 
 
Fiscal Note: Moderate - between $5,000 - $10,000 
 
Received: 5/7/2024 
 
 
RELEVANT AMA POLICY 
 
Requiring Secondary and Supplemental Insurers to Medicare to Follow Medicare Payments H-
390.839 
Our AMA will support payment by secondary insurers of the balance of the approved Medicare payment 
in an amount bringing Medicare and secondary payments up to the full allowance of the secondary 
insurer for services covered by the secondary insurer. Res. 120, A-16 
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Managed Care Secondary Payers H-385.950 
Our AMA: 
(1) will seek regulatory changes that require all payers of secondary Medicare insurance to reimburse the 
co-insurance and applicable deductible obligations of Medicare beneficiaries; 
(2) will require that these co-insurance and deductible obligations cannot be waived contractually; 
(3) will consider the development of draft federal legislation to require Medicare to recognize the total 
coinsurance and deductible amounts facing Medicare beneficiaries in instances where Medicare provides 
secondary insurance coverage; 
(4) advocates that all patients covered by Medicare as their primary carrier and another health insurance 
plan (not a Medigap policy) as their secondary carrier should be entitled to receive payment in full from 
their secondary carriers for all Medicare patient deductible and copayments without regard to the amount 
of the Medicare payment for the service; 
(5) advocates that all patients covered by Medicare as their primary carrier and another health insurance 
plan as secondary should be entitled to receive payment in full from their secondary plans for all Medicare 
patient deductibles and copayments without regard to any requirement that there be prior authorization by 
the secondary plan for medical care and treatment that is medically necessary under Medicare, by 
imposing limits on the amount, type or frequency of services covered, and by thereby seeking to 
“manage” the Medicare benefit, as if the secondary carrier were the primary carrier; and 
(6) in its advocacy efforts, will address and seek to solve (by negotiation, regulation, or legislation) the 
problem wherein a secondary insurance company does not reimburse the patient for, nor pay the 
physician for, the remainder/balance of the allowable amount on the original claim filed with the patient’s 
primary insurance carrier, regardless of the maximum allowed by the secondary insurance payer.| 
BOT Rep. 33, A-96 Appended: Res. 122, A-98 Reaffirmed: Res. 105, A-00 Sub. Res. 104, A-01 
Reaffirmation I-01 Appended: Res. 105 and 106, A-03 Appended: Res. 821, I-11 Modified: BOT Rep. 7, 
A-21 

 
Payment by Health Insurance Plans of Medicare Deductibles and Copayments D-390.984 
Our AMA will: (1) seek legislation to compel all insurers paying secondary to Medicare to be required to 
pay the deductibles and coinsurance owed after the Medicare payment is made; and (2) seek federal 
legislation to require that a secondary plan not manage the primary Medicare benefit by imposing limits 
as if it were primary. 
Res. 105 and 106, A-03 Reaffirmed: BOT Rep. 28, A-13 Modified: CCB/CLRPD Rep. 2, A-14 
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227 Medicare Reimbursement for Telemedicine 
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230 Protecting Patients from Inappropriate Dentist and Dental Hygienist Scope of Practice 
Expansion 

231 Supporting the Establishment of Rare Disease Advisory Councils 
232 Medicare Advantage Part B Drug Coverage 
233 Prohibiting Mandatory White Bagging   
234 State Prescription Drug Affordability Boards - Study   
235 Establish a Cyber-Security Relief Fund 
236 Support of Physicians Pursuing Collective Bargaining and Unionization 
237 Encouraging the Passage of the Preventive Health Savings Act (S.114) 
238 AMA Supports Efforts to Fund Overdose Prevention Sites 
239 Requiring stores that sell tobacco products to display NYS Quitline information 
240 Expanding Visa Requirement Waivers for NY IMGs Working in Underserved Areas 
241 Healthcare Cybersecurity Breaches 
242 Cancer Care in Indian Health Services Facilities 
243 Disaggregation of Demographic Data for Individuals of Federally Recognized Tribes 
244 Graduate Medical Education Opportunities for American Indian and Alaska Native 

Communities 
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REPORT OF THE BOARD OF TRUSTEES 
 

B of T Report 09-A-24 
 

Subject: Council on Legislation Sunset Review of 2014 House Policies  
 
Presented by: 

 
Willie Underwood, III, MD, MSc, MPH, Chair 

 
Referred to: 

 
Reference Committee B 

 
 
Policy G-600.110, “Sunset Mechanism for AMA Policy,” calls for the decennial review of 1 
American Medical Association (AMA) policies to ensure that our AMA’s policy database is 2 
current, coherent, and relevant. Policy G-600.010 reads as follows, laying out the parameters for 3 
review and specifying the procedures to follow:  4 
  5 
1. As the House of Delegates (HOD) adopts policies, a maximum ten-year time horizon shall 6 

exist. A policy will typically sunset after 10 years unless action is taken by the HOD to retain 7 
it. Any action of our AMA HOD that reaffirms or amends an existing policy position shall 8 
reset the sunset “clock,” making the reaffirmed or amended policy viable for another 10 years.  9 

  10 
2. In the implementation and ongoing operation of our AMA policy sunset mechanism, the 11 

following procedures shall be followed: (a) Each year, the Speakers shall provide a list of 12 
policies that are subject to review under the policy sunset mechanism; (b) Such policies shall 13 
be assigned to the appropriate AMA councils for review; (c) Each AMA council that has been 14 
asked to review policies shall develop and submit a report to the HOD identifying policies that 15 
are scheduled to sunset; (d) For each policy under review, the reviewing council can 16 
recommend one of the following actions: (i) retain the policy; (ii) sunset the policy; (iii) retain 17 
part of the policy; or (iv) reconcile the policy with more recent and like policy; (e) For each 18 
recommendation that it makes to retain a policy in any fashion, the reviewing council shall 19 
provide a succinct, but cogent justification; or (f) The Speakers shall determine the best way 20 
for the HOD to handle the sunset reports.  21 

  22 
3. Nothing in this policy shall prohibit a report to the HOD or resolution to sunset a policy earlier 23 

than its 10-year horizon if it is no longer relevant, has been superseded by a more current 24 
policy, or has been accomplished.  25 

  26 
4. The AMA councils and the HOD should conform to the following guidelines for sunset:  27 

(a) when a policy is no longer relevant or necessary; (b) when a policy or directive has been 28 
accomplished; or (c) when the policy or directive is part of an established AMA practice that is 29 
transparent to the House and codified elsewhere such as the AMA Bylaws or the AMA HOD 30 
Reference Manual: Procedures, Policies and Practices.  31 

  32 
5. The most recent policy shall be deemed to supersede contradictory past AMA policies.  33 
  34 
6. Sunset policies will be retained in the AMA historical archives.  35 
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RECOMMENDATION  1 
  2 
The Board of Trustees recommends that the House of Delegates policies that are listed in the 3 
appendix to this report be acted upon in the manner indicated and the remainder of this report be 4 
filed.  5 
 
 

APPENDIX – Recommended Actions 
 

Policy 
Number 

Title Text Recommendation 

D-105.996 Impact of 
Pharmaceutical 
Advertising on 
Women's Health 

1. Our AMA urges the US Food and 
Drug Administration (FDA) to assure 
that all direct-to-consumer advertising of 
pharmaceuticals includes information 
regarding differing effects and risks 
between the sexes. 
 
2. Our AMA urges the FDA to assure 
that advertising of pharmaceuticals to 
health care professionals includes 
specifics outlining whether testing of 
drugs prescribed to both sexes has 
included sufficient numbers of women to 
assure safe use in this population and 
whether such testing has identified needs 
to modify dosages based on sex. 
 
(Res. 509, A-14) 

Retain – this policy remains 
relevant. 

D-115.988 Medication Non-
Adherence and 
Errors 

Our AMA will recommend the Centers 
for Medicare & Medicaid Services 
conduct a cost/benefit analysis and an 
analysis of the ability of seniors and 
people with disabilities to use blister 
packs in order to determine the 
feasibility of expanding coverage for 
timed calendar blister packs for 
prescription medications beyond 
residents of long term care facilities. 
 
(BOT Rep. 11, A-14) 

Sunset this policy. 
 
The recommendation was 
communicated to the 
Centers for Medicare & 
Medicaid Services.  

D-120.944 Improvement of 
Electronic 
Prescription 
Software 

Our AMA will: (1) advocate for 
changing the national standards for 
controlled substance prescriptions so that 
prescriptions for controlled substances 
can be transmitted electronically directly 
to the pharmacy in a secure manner; and 
(2) work with pharmacies, vendors, and 
other appropriate entities to encourage 
the use of standards that would allow the 
transmission of short messages regarding 

Retain this policy in part.  
 
Delete clause (1). Drug 
Enforcement 
Administration regulations 
allow the option of writing 
prescriptions for 
controlled substances 
electronically. The 
regulations also permit 
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Policy 
Number 

Title Text Recommendation 

prescriptions so that both physicians and 
pharmacists could communicate directly 
with each other within the secure health 
records systems that they are already 
using. 
 
(Res. 209, A-14) 

pharmacies to receive, 
dispense, and archive 
these electronic 
prescriptions. 

D-120.980 Regulation of 
Media-Based Drug 
Sales Without Good 
Faith Medical 
Examination 

Our AMA will develop and promote 
model federal legislation to eliminate 
the sale, without a legitimate 
prescription, of prescription drugs over 
the Internet, if such bills to establish 
national standards in this area are not 
forthcoming. 
 
(Sub. Res. 520, A-04; Reaffirmed: BOT 
Rep. 19, A-14) 

Sunset this policy. 
 
This policy has been 
superseded by more recent 
AMA policy (H-120.956, 
Internet Prescribing). 

D-130.971 The Future of 
Emergency and 
Trauma Care 

Our AMA will: (1) expand the dialogue 
among relevant specialty societies to 
gather data and identify best practices for 
the staffing, delivery, and financing of 
emergency/trauma services, including 
mechanisms for the effective 
regionalization of care and use of 
information technology, teleradiology 
and other advanced technologies to 
improve the efficiency of care; (2) with 
the advice of specific specialty societies, 
advocate for the creation and funding of 
additional residency training positions in 
specialties that provide emergency and 
trauma care and for financial incentive 
programs, such as loan repayment 
programs, to attract physicians to these 
specialties; (3) continue to advocate for 
the following: a. Insurer payment to 
physicians who have delivered 
EMTALA-mandated, emergency care, 
regardless of in-network or out-of-
network patient status, b. Financial 
support for providing EMTALA-
mandated care to uninsured patients, c. 
Bonus payments to physicians who 
provide emergency/trauma services to 
patients from physician shortage areas, 
regardless of the site of service, d. 
Federal and state liability protections for 
physicians providing EMTALA-
mandated care; (4) disseminate these 

Retain – this policy 
remains relevant.  

https://policysearch.ama-assn.org/policyfinder/detail/prescription%20internet?uri=%2FAMADoc%2FHOD.xml-0-169.xml
https://policysearch.ama-assn.org/policyfinder/detail/prescription%20internet?uri=%2FAMADoc%2FHOD.xml-0-169.xml
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Policy 
Number 

Title Text Recommendation 

recommendations immediately to all 
stakeholders including but not limited to 
Graduate Medical Education Program 
Directors for appropriate 
action/implementation; (5) support 
demonstration programs to evaluate the 
expansion of liability protections under 
the Federal Tort Claims Act for 
EMTALA-related care; (6) support the 
extension of the Federal Tort Claims Act 
(FTCA) to all Emergency Medical 
Treatment and Labor Act (EMTALA) 
mandated care if an evaluation of a 
demonstration program, as called for in 
AMA Policy D-130.971(5), shows 
evidence that physicians would benefit 
by such extension; and (7) if an 
evaluation of a demonstration program, 
as called for in AMA Policy D-
130.971(5), shows evidence that 
physicians would benefit by extension of 
the FTCA, our AMA will conduct a 
legislative campaign, coordinated with 
national specialty societies, targeted 
toward extending FTCA protections to 
all EMTALA-mandated care, and the 
AMA will assign high priority to this 
effort. 
 
(BOT Rep. 14, I-06; Reaffirmation A-07; 
Reaffirmation A-08; BOT action in 
response to referred for decision Res. 
204, A-11; Appended: Res. 221, I-11; 
Modified: CCB/CLRPD Rep. 2, A-14) 

D-130.976 Implications of the 
November 2003 
Emergency Medical 
Treatment and 
Labor Act 
(EMTALA) Final 
Rule 

Our AMA will: (1) ask the EMTALA 
Technical Advisory Group (TAG) and 
the Centers for Medicare and Medicaid 
Services (CMS) for assistance in 
ameliorating the differential economic 
and staffing burdens on certain 
categories of facilities, including but not 
limited to academic health centers, 
trauma centers, critical access hospitals, 
and safety net hospitals, which are likely 
to receive high volumes of patients as a 
result of the EMTALA regulations; (2) 
work with the EMTALA TAG and CMS 
to ensure that physicians staffing 
emergency departments and on-call 

Retain – this policy 
remains relevant.  
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Policy 
Number 

Title Text Recommendation 

emergency services be appropriately 
compensated for providing EMTALA 
mandated services; (3) with input from 
all interested Federation members, 
coordinate an effort to educate the 
membership about emergency 
department coverage issues and the 
efforts to resolve them; (4) seek to 
require all insurers, both public and 
private, to pay promptly and fairly all 
claims for services mandated by 
EMTALA for all plans they offer, or face 
fines and penalties comparable to those 
imposed on providers; and (5) seek to 
have CMS require all states participating 
in Medicaid, as a condition of continued 
participation, establish and adequately 
fund state Emergency Medical Services 
funds which physicians providing 
EMTALA-mandated services may bill, 
and from which those physicians shall 
receive prompt and fair compensation. 
 
(CME Rep. 3, A-05; Reaffirmation A-
07; Reaffirmed in lieu of Res. 605, I-08; 
Modified: CCB/CLRPD Rep. 2, A-14) 

D-160.991 Licensure and 
Liability for Senior 
Physician 
Volunteers 

Our AMA (1) and its Senior Physician 
Group will inform physicians about 
federal and state-based charitable 
immunity laws that protect physicians 
wishing to volunteer their services in free 
medical clinics and other venues; and (2) 
will work with organizations 
representing free clinics to promote 
opportunities for physicians who wish to 
volunteer. 
 
(BOT Rep. 17, A-04; Reaffirmed: 
CCB/CLRPD Rep. 1, A-14) 

Retain – this policy 
remains relevant. 

D-175.985 The CMS Electronic 
Medical Records 
Initiative Should 
Not Be Used To 
Detect Alleged 
Fraud by Physicians 

1. Our AMA will (A) communicate its 
concerns about the plan recently 
announced by the Centers for Medicare 
and Medicaid Services (CMS), in which 
CMS is to use data from the electronic 
medical record incentive program in the 
pursuit of fraud, waste and abuse; and 
(B) seek active involvement in the 
drafting of all program directives for 
CMS's electronic medical record 

Retain this policy in part. 
 
Delete clauses (1) - (4) and 
modify clause (7). Our 
AMA communicated these 
concerns to the Centers for 
Medicare & Medicaid 
Services. 

https://searchlf.ama-assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2Fehr-program-intergrity-letter-05june2014.pdf
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Policy 
Number 

Title Text Recommendation 

initiative, including all directives about 
potential data capture and subsequent 
audit processes. 
2. Our AMA will lead an effort in 
concert with the Centers for Medicare 
and Medicaid Services to establish 
specific guidance to be utilized by 
entities that audit documentation 
generated by an electronic health record. 
3. Such guidance will provide specific 
protocols used by Medicare and 
Medicaid auditors to allege a service is 
not reasonable and necessary based on 
the generation of an electronic health 
record. 
4. Our AMA will inform state and 
specialty societies about available AMA 
resources to assist physicians with audits 
of electronic health records and 
prominently feature on their website 
information about methods, resources, 
and technologies related to appeals of 
electronic health record audits and 
Medicare and Medicaid overpayment 
recoveries as a members-only benefit. 
51. Our AMA believes that the use of 
time-saving features, such as cloning, 
templates, macros, "pull forward 
technology", auto-population and 
identical language in EMRs, by itself is 
not an indication of inaccurate 
documentation or incorrect coding. 
62. Our AMA believes that audit results 
that imply incorrect coding must 
specifically indicate which portion of the 
chart language either does not accurately 
reflect the office visit or reflects 
unnecessary care. 
73. Our AMA will: (1) develop 
guidelines in conjunction with the 
Centers for Medicare & Medicaid 
Services to provide clear and direct 
guidance to physicians concerning the 
permissible use for coding and billing of 
electronic health record (EHR) clinical 
documentation tools, such as templates, 
macros, cutting and pasting, and cloning, 
and (2) study the impact of EHR clinical 
documentation tools and shortcuts on 
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Policy 
Number 

Title Text Recommendation 

patient safety, quality of care and safe 
harbor laws. 
 
(Res. 212, A-10; Appended: Res. 206, I-
11; Appended: Res. 715, A-13; 
Reaffirmed: BOT Rep. 20, A-14) 

D-215.995 Specialty Hospitals 
and Impact on 
Health Care 

Our AMA will: (1) oppose efforts to 
either temporarily or permanently extend 
the 18-month moratorium on physician 
referrals to specialty hospitals in which 
they have an ownership interest; (2) 
support changes in the inpatient and 
outpatient Medicare prospective payment 
systems to eliminate the need for cross-
subsidization by more accurately 
reflecting the relative costs of hospital 
care; (3) support federal legislation 
and/or regulations that would fix the 
flawed methodology for allocating 
Medicare and Medicaid Disproportionate 
Share Hospital (DSH) payments to help 
ensure the financial viability of safety-
net hospitals so they can continue to 
provide adequate access to health care 
for indigent patients; (4) encourage 
physicians who contemplate formation of 
a specialty hospital to consider the best 
health interests of the community they 
serve. Physicians should explore the 
opportunities to enter into joint ventures 
with existing community hospitals before 
proceeding with the formation of a 
physician-owned specialty hospital; and 
(5) oppose the enactment of federal 
certificate of need (CON) legislation and 
support state medical associations in 
their advocacy efforts to repeal current 
CON statutes and to oppose the 
reinstatement of CON legislation or its 
expansion to physician-owned 
ambulatory health care facilities. 
 
(BOT Rep. 15, I-04; Reaffirmation A-09; 
Modified: CCB/CLRPD Rep. 2, A-14) 

Retain – this policy 
remains relevant. 

D-255.985 Conrad 30 - J-1 Visa 
Waivers 

1. Our AMA will: (A) lobby for the 
reauthorization of the Conrad 30 J-1 Visa 
Waiver Program; (B) advocate that the J-
1 Visa waiver slots be increased from 30 
to 50 per state; (C) advocate for 

Retain – this policy 
remains relevant. 
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Policy 
Number 

Title Text Recommendation 

expansion of the J-1 Visa Waiver 
Program to allow IMGs to serve on the 
faculty of medical schools and residency 
programs in geographic areas or 
specialties with workforce shortages; (D) 
publish on its website J-1 visa waiver 
(Conrad 30) statistics and information 
provided by state Conrad 30 
administrators along with a frequently 
asked questions (FAQs) document about 
the Conrad 30 program; (E) advocate for 
solutions to expand the J-1 Visa Waiver 
Program to increase the overall number 
of waiver positions in the US in order to 
increase the number of IMGs who are 
willing to work in underserved areas to 
alleviate the physician workforce 
shortage; (F) work with the Educational 
Commission for Foreign Medical 
Graduates and other stakeholders to 
facilitate better communication and 
information sharing among Conrad 30 
administrators, IMGs, US Citizenship 
and Immigration Services and the State 
Department; and (G) continue to 
communicate with the Conrad 30 
administrators and IMGS members to 
share information and best practices in 
order to fully utilize and expand the 
Conrad 30 program. 
2. Our AMA will continue to monitor 
legislation and provide support for 
improvements to the J-1 Visa Waiver 
program. 
3. Our AMA will continue to promote its 
educational or other relevant resources to 
IMGs participating or considering 
participating in J-1 Visa waiver 
programs. 
4. As a benefit of membership, our AMA 
will provide advice and information on 
Federation and other resources (but not 
legal opinions or representation), as 
appropriate to IMGs in matters 
pertaining to work-related abuses. 
5. Our AMA encourages IMGs to 
consult with their state medical society 
and consider requesting that their state 
society ask for assistance by the AMA 
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Policy 
Number 

Title Text Recommendation 

Litigation Center, if it meets the 
Litigation Center's established case 
selection criteria. 
 
(Res. 233, A-06; Appended: CME Rep. 
10, A-11; Appended: Res. 303, A-11; 
Reaffirmation I-11; Modified: BOT Rep. 
5, I-12; Appended: BOT Rep. 27, A-13; 
Reaffirmation A-14) 

D-255.993 J-1 Visas and 
Waivers 

1. Our AMA shall encourage HHS and 
other interested government agencies to 
continue sponsorship of the J-1 visa 
waiver program.  
2. If the USDA does not continue in its 
role as an interested government agency 
(IGA), the AMA encourage HHS to 
expand its J-1 visa waiver program.  
32. Our AMA will work with federal 
agencies to ensure better coordination of 
federal, state, and local agencies in 
monitoring the placement and 
enforcement of physicians?’ service 
requirements through the J-1 waiver and 
Conrad-30 programs with a report back 
at A-03. 
43. Our AMA will work towards 
regulation and/or legislation to allow 
physicians on H-1B waiver visas for 
their J-1 visa waiver, who are limited to 
serving in medically underserved areas, 
to continue to care for their patients who 
require hospitalization in the closest 
appropriate medical facility which may 
not be in the underserved area. 
54. Our AMA will work with state 
medical societies to study and report 
back on the feasibility of having support 
a national data repository of J-1 Visa 
Waiver statistics so that J-1 Visa Waiver 
unoffered positions can be transferred to 
states as needed to treat underserved 
communities and to monitor the success 
of this program. 
 
(BOT Rep. 11, I-02; Appended: Res. 
324, A-11; Appended: Res. 904, I-11; 
Reaffirmation A-14) 

Retain this policy in part. 
 
Delete clause (2) and 
modify clauses (3) – (5). 
In 2002 the USDA 
decided to discontinue its 
role as an IGA on behalf 
of foreign research 
scientists or physicians 
desiring a 
recommendation of a J-
1Visa waiver. Moreover, 
HHS has already expanded 
its J-1 visa waiver 
program. 
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D-260.994 Point of Care 
Availability for 
Blood Glucose 
Testing 

Our AMA will work with the Food and 
Drug Administration and the Centers for 
Medicare & Medicaid Services to 
maintain the Clinical Laboratory 
Improvement Act exempt status of point-
of-care glucose testing. 
 
(Res. 727, A-14) 

Sunset this policy. 
 
Our AMA communicated 
support to the U.S. Food 
and Drug Administration 
and the Centers for 
Medicare & Medicaid 
services for Clinical 
Laboratory Improvement 
Amendments exempt 
status of point of care 
blood glucose testing. 

D-315.984 Ownership of 
Claims Data 

Our AMA will: (1) encourage physicians 
to include language designed to buttress 
rights associated with claims data 
ownership and access when contracting 
with health plan payers and other third 
parties; (2) continue to educate 
physicians on providing public and 
private health plan payers the "minimum 
necessary," as defined in the Health 
Insurance Portability and Accountability 
Act (HIPAA) of 1996 and regulations 
thereunder, protected health information 
necessary to achieve the purpose of a 
disclosure; (3) assist physicians wishing 
to register a complaint against health 
plan payers that have used claims data to 
form a database, or that have permitted 
access to or sale of the database or its 
contents without explicit patient and/or 
physician authorization, beyond the 
scope permitted by HIPAA with the 
Department of Health and Human 
Services Office of Civil Rights; (4) 
advocate to the Department of Health 
and Human Services, Office of the 
National Coordinator of Health 
Information Technology and/or other 
appropriate agencies for rules and 
regulations ensuring appropriate 
physician ownership and access rights to 
claims data, and appropriate protection 
of claims data held by various parties; 
and (5) continue to monitor federal and 
state activities impacting the exchange of 
physician-generated health information, 
including claims data. 
 

Retain – this policy 
remains relevant.  
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(BOT Rep. 19, I-06; Modified: 
CCB/CLRPD Rep. 2, A-14) 

D-35.994 Scope of Practice 
Participants in 
Health Plans 

Our AMA Advocacy Resource Center 
will work at the invitation of AMA 
component societies to oppose legislative 
mandates on health care plans that may 
lead to inappropriate scope of practice 
expansion of non-physician providers. 
 
(Res. 923, I-04; Reaffirmed: BOT Rep. 
19, A-14) 

Retain – this policy 
remains relevant. 

D-375.997 Peer Reviewer 
Immunity 

Our AMA will: (1) recommend medical 
staffs adopt/implement staff by laws that 
are consistent with HCQIA and AMA 
policy by communicating the guidelines 
from AMA policy H-375.983 widely 
through appropriate media to the relevant 
organizations and institutions, including 
a direct mailing to all medical staff 
presidents in the United States, 
indicating that compliance is required to 
conform to HCQIA and related court 
decisions; (2) monitor legal and 
regulatory challenges to peer review 
immunity and non discoverability of peer 
review records/proceedings and continue 
to advocate for adherence to AMA 
policy, reporting challenges to peer 
review protections to the House of 
Delegates and produce an additional 
report with recommendations that will 
protect patients and physicians in the 
event of misdirected or negligent peer 
review at the local level while retaining 
peer review immunity for the process; 
and (3) continue to work to provide peer 
review protection under federal law. 
 
(BOT Rep.8, I-01; Reaffirmation A-05; 
Modified: CCB/CLRPD Rep. 2, A-14) 

Retain – this policy 
remains relevant. 
 

D-40.995 The Implications of 
Health Care 
Personnel Delivery 
System 

Our AMA will continue to monitor the 
Health Care Personnel Delivery System 
(HCPDS) and initiate communication 
with the Selective Service System and 
other relevant governmental bodies to 
address questions and concerns related to 
the implementation of the HCPDS. 
 

Retain – this policy 
remains relevant. 
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(CME Rep. 2, I-04; Reaffirmed: CMS 
Rep. 1, A-14) 

D-400.984 Transparency, 
Participation, and 
Accountability in 
CMS' Payment 
Determination 
Process 

1. Our AMA will urgently advocate for 
the Centers for Medicare and Medicaid 
Services (CMS) to improve its rate-
setting processes by first publishing 
modifications to Medicare physician fees 
that result from CMS' misvalued codes 
initiative in the Medicare Physician Fee 
Schedule proposed rule instead of the 
final rule to afford adequate time for 
providers, professional medical societies 
and other stakeholders to review and 
comment on such changes before they 
take effect. 
2. Our AMA will demand that CMS be 
transparent in its processes and 
methodologies for establishing physician 
work values and allow adequate 
opportunity for public comment on its 
methodologies before changes in 
physician work values take effect. 
 
(Res. 220, A-14) 

Retain – this policy 
remains relevant. 

D-406.998 National Provider 
Identification 

Our AMA will work closely in 
consultation with the Centers for 
Medicare and Medicaid Services to 
introduce safeguards and penalties 
surrounding the use of National Provider 
Identification to protect physicians' 
privacy, integrity, autonomy, and ability 
to care for patients. 
 
(Res. 717, I-04; Reaffirmed: CMS Rep. 
1, A-14) 

Retain – this policy 
remains relevant. 

D-435.978 Loss of Medical 
Staff Privileges for 
Lack of "Tail 
Coverage" 

Our AMA will: (1) Advocate for better 
disclosures by professional medical 
liability insurance carriers to their 
policyholders about the continuing 
financial health of the carrier; and 
advocate that carriers create and 
maintain a listing of alternate 
professional liability insurance carriers in 
good financial health which can provide 
physicians replacement tail or other 
coverage if the carrier becomes 
insolvent; and (2) Support model 
medical staff bylaw language stating: 
"Where continuous professional liability 

Retain – this policy 
remains relevant. 
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insurance coverage is a condition of 
medical staff membership, a temporary 
loss of professional liability insurance 
coverage (whether or not limited to "tail" 
coverage) is not grounds for immediate 
termination of medical staff membership. 
The Medical Executive Committee shall 
determine the length and other 
conditions of an individual waiver of the 
coverage requirement." 
 
(BOT Action in response to referred for 
decision Res. 537, A-04; Modified: CMS 
Rep. 1, A-14) 

D-435.985 Use of Countersuits 
to Discourage 
Frivolous Lawsuits 

Our AMA will advise members of the 
option for countersuits against plaintiffs 
and attorneys who have filed frivolous 
lawsuits against physicians. 
 
(Sub. Res. 914, I-04; Reaffirmed: BOT 
Rep. 19, A-14) 

Retain – this policy 
remains relevant. 

D-440.933 VA ACES Travel 
Policy 

Our AMA will send a letter to the 
Secretary of the Department of Veterans 
Affairs (VA) and any other appropriate 
entities noting that the Attendance and 
Cost Estimation System (ACES) system 
has become a barrier to VA physician 
attendance at medical and scientific 
meetings, and encourage the Secretary to 
adopt ACES system reforms that will 
allow VA employed physicians to attend 
medical and scientific conferences. 
 
(Res. 614, A-14) 

Sunset this policy.  
 
Our AMA submitted a 
letter to the Department of 
Veterans Affairs 
advocating for ACES 
reforms to lower the 
barriers and make it easier 
for VA-employed 
physicians and researchers 
to attend medical and 
scientific conferences. 

D-440.934 Onerous Restrictions 
on Travel of 
Government 
Scientists 

Our AMA will pursue legislative or 
regulatory action to achieve supports 
easing of travel restrictions for federally-
employed scientists who are attending 
academic or scientific conferences that 
are consistent with current HHS policies 
and procedures, to include a simplified 
approval process. 
 
(Res. 608, A-14) 

Retain this policy in part. 
 
Our AMA has 
communicated to the 
federal government about 
easing and simplifying 
restrictions related to 
federally employed 
scientists attending 
academic and scientific 
conferences. 

D-450.959 Improvements to the 
Value-Based 
Modifier 

Our AMA will: (1) seek a delay in the 
Value-Based Modifier (VBM) penalty 
for smaller practices; and (2) continue to 
encourage selection of VBM quality 

Sunset this policy. 
 
The Value-Based Modifier 
program was replaced by 
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measures that are physician-defined, 
clinically meaningful, specialty-
appropriate, realistic, and within 
reasonable control of the physician. 
 
(Sub. Res. 218, A-14) 

the Merit-based Incentive 
Payment System (MIPS) 
under the Quality Payment 
Program. 

D-450.981 Protecting Patients 
Rights 

Our AMA will: (1) continue to advocate 
for the repeal of the flawed sustainable 
growth rate formula without 
compromising our AMA's principles for 
pay-for-performance; and (2) develop a 
media campaign and public education 
materials to teach patients and other 
stakeholders about the potential risks and 
liabilities of pay-for-performance 
programs, especially those that are not 
consistent with AMA policies, 
principles, and guidelines. 
 
(Modified: CCB/CLRPD Rep. 2, A-14) 

Sunset this policy. 
 
The sustainable growth 
rate was repealed by the 
Medicare Access and 
CHIP Reauthorization Act. 

D-450.987 Support of Patient 
Safety Aspects of 
The Joint 
Commission 

Our AMA will continue to work with 
The Joint Commission on the 
development of standards which improve 
patient safety; and our AMA and The 
Joint Commission will then present these 
changes to the Centers for Medicare & 
Medicaid Services to effect an update of 
good health care policy and to delete 
outdated wasteful health care policy. 
 
(Res. 530, A-04; Modified: CMS Rep. 1, 
A-14) 

Retain – this policy 
remains relevant. 

D-480.973 President's Council 
on Science and 
Technology Report 

Our AMA will analyze the President's 
Council on Science and Technology 
Report entitled "Better Health Care and 
Lower Costs: Accelerating Improvement 
through Systems Engineering" and 
respond as appropriate. 
 
(Res. 523, A-14) 

Sunset this policy. 
 
Our AMA thoroughly 
analyzed the May 2014 
President’s Council on 
Science and Technology 
Report (PCAST) and has 
taken steps to implement 
the recommendations 
through testimony to an 
Office the National 
Coordinator Federal 
Advisory Committee, 
public comment on ONC’s 
proposed 10-year health IT 
roadmap, and comment 
letters to the 
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Administration in support 
of the health IT framework 
outlined in the November 
2014 Report to the 
President: Better Health 
Care and Lower Costs: 
Accelerating Improvement 
Through Systems 
Engineering.  

D-60.968 Ensuring Access to 
Health Care, Mental 
Health Care, Legal 
and Social Services 
for Unaccompanied 
Minors and Other 
Recently 
Immigrated Children 
and Youth 

Our AMA will work with medical 
societies and all clinicians to (i) work 
together with other child-serving sectors 
to ensure that new immigrant children 
receive timely and age-appropriate 
services that support their health and 
well-being, and (ii) secure federal, state, 
and other funding sources to support 
those services. 
 
(Res. 8, I-14) 

Retain – this policy 
remains relevant. 

D-80.997 Identify Theft 1. Our AMA will request that the 
Internal Revenue Service (IRS) adopt 
policies to ensure greater security 
protection for electronically filed federal 
income tax returns, including the 
universal use of PINs, or personal 
identification numbers. 
2. Our AMA will request that the IRS 
and the Centers for Medicare & Medical 
Services promulgate regulations to 
prohibit the use of Social Security 
numbers (SSN) by insurers, health care 
vendors, state agencies other than the 
state taxing authority and non-financial 
businesses. 
 
(Res. 613, A-14) 

Retain this policy in part. 
 
Delete clause 2. In 2023, 
the Centers for Medicare 
& Medicaid Services 
removed SSN-based 
health insurance claim 
numbers from Medicare 
cards and is now using 
Medicare Beneficiary 
Identifiers (MBIs) for 
Medicare transactions like 
billing, eligibility status, 
and claim status. 

H-110.998 Cost of New 
Prescription Drugs 

Our AMA urges the pharmaceutical 
industry to exercise reasonable restraint 
in the pricing of drugs. 
 
(Res. 112, I-89; Reaffirmed: Res. 520, 
A-99; Reaffirmed: CSAPH Rep. 1, A-09; 
Reaffirmed in lieu of Res. 229, I-14) 

Sunset this policy. 
 
This policy has been 
superseded by more recent 
AMA policy (H-110.987, 
Pharmaceutical Costs; H-
110.988, Controlling the 
Skyrocketing Costs of 
Generic Prescription 
Drugs; 

https://policysearch.ama-assn.org/policyfinder/detail/cost%20of%20prescription%20drugs?uri=%2FAMADoc%2FHOD.xml-0-101.xml
https://policysearch.ama-assn.org/policyfinder/detail/cost%20of%20prescription%20drugs?uri=%2FAMADoc%2FHOD.xml-0-101.xml
https://policysearch.ama-assn.org/policyfinder/detail/cost%20of%20prescription%20drugs?uri=%2FAMADoc%2FHOD.xml-0-102.xml
https://policysearch.ama-assn.org/policyfinder/detail/cost%20of%20prescription%20drugs?uri=%2FAMADoc%2FHOD.xml-0-102.xml
https://policysearch.ama-assn.org/policyfinder/detail/cost%20of%20prescription%20drugs?uri=%2FAMADoc%2FHOD.xml-0-102.xml
https://policysearch.ama-assn.org/policyfinder/detail/cost%20of%20prescription%20drugs?uri=%2FAMADoc%2FHOD.xml-0-102.xml
https://policysearch.ama-assn.org/policyfinder/detail/cost%20of%20prescription%20drugs?uri=%2FAMADoc%2FHOD.xml-0-102.xml
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H-110.997, Cost of 
Prescription Drugs; H-
285.965, Managed Care 
Cost Containment 
Involving Prescription 
Drugs; H-110.997, Cost of 
Prescription Drugs). 

H-120.937 Methadone Should 
Not Be Designated 
as the Sole Preferred 
Analgesic 

Our AMA recommends that methadone 
should not be designated as the sole 
preferred analgesic by any insurance 
payer, whether public or private. 
 
(Res. 117, A-14) 

Sunset this policy. 
 
This policy has been 
superseded by more recent 
policy (H-185.931, 
Workforce and Coverage 
for Pain Management; D-
120.932, Inappropriate 
Use of CDC Guidelines 
for Prescribing Opioids). 

H-120.948 Positive Verification 
of Contact Lens 
Prescriptions 

Our AMA will support positive 
prescription verification for contact 
lenses and recommend that the federal 
government monitor the effects of the 
Fairness to Contact Lens Consumers Act 
(FCLCA) on the accuracy of 
prescriptions. 
 
(Res. 225, A-04; Reaffirmed: BOT Rep. 
19, A-14) 

Retain – this policy 
remains relevant. 

H-160.907 Hospital Inpatient 
Admission Order 
and Certification 

Our AMA: (1) supports the rescission of 
the requirement that a physician certify 
the estimated time the patient will need 
to remain in the hospital as a condition 
for payment for inpatient services; and 
(2) believes that upon admission of any 
patient to a hospital for inpatient 
services, the admitting/attending 
physician should have access to 
appropriate information--for example the 
Geometric Mean Length of Stay 
(GMLOS)--to help the physician plan 
appropriately for the services that will be 
required to care for that particular 
patient; and (3) will inform the Centers 
for Medicare & Medicaid Services as 
soon as possible of the AMA's policy 
calling for the rescission of the 
requirement that a physician certify the 
estimated time the patient will need to 
remain in the hospital, and take 
appropriate action to enact this policy. 

Retain this policy in part.  
 
Delete clause (3). Our 
AMA communicated to 
the Centers for Medicare 
& Medicaid Services the 
AMA’s policy calling for 
the rescission of the 
requirement that a 
physician certify the 
estimated time the patient 
will need to remain in the 
hospital. 

https://policysearch.ama-assn.org/policyfinder/detail/cost%20of%20prescription%20drugs?uri=%2FAMADoc%2FHOD.xml-0-111.xml
https://policysearch.ama-assn.org/policyfinder/detail/cost%20of%20prescription%20drugs?uri=%2FAMADoc%2FHOD.xml-0-111.xml
https://policysearch.ama-assn.org/policyfinder/detail/cost%20of%20prescription%20drugs?uri=%2FAMADoc%2FHOD.xml-0-2089.xml
https://policysearch.ama-assn.org/policyfinder/detail/cost%20of%20prescription%20drugs?uri=%2FAMADoc%2FHOD.xml-0-2089.xml
https://policysearch.ama-assn.org/policyfinder/detail/cost%20of%20prescription%20drugs?uri=%2FAMADoc%2FHOD.xml-0-2089.xml
https://policysearch.ama-assn.org/policyfinder/detail/cost%20of%20prescription%20drugs?uri=%2FAMADoc%2FHOD.xml-0-2089.xml
https://policysearch.ama-assn.org/policyfinder/detail/cost%20of%20prescription%20drugs?uri=%2FAMADoc%2FHOD.xml-0-2089.xml
https://policysearch.ama-assn.org/policyfinder/detail/cost%20of%20prescription%20drugs?uri=%2FAMADoc%2FHOD.xml-0-111.xml
https://policysearch.ama-assn.org/policyfinder/detail/cost%20of%20prescription%20drugs?uri=%2FAMADoc%2FHOD.xml-0-111.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-185.931?uri=%2FAMADoc%2FHOD.xml-0-1109.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-185.931?uri=%2FAMADoc%2FHOD.xml-0-1109.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-185.931?uri=%2FAMADoc%2FHOD.xml-0-1109.xml
https://policysearch.ama-assn.org/policyfinder/detail/D-120.932?uri=%2FAMADoc%2Fdirectives.xml-D-120.932.xml
https://policysearch.ama-assn.org/policyfinder/detail/D-120.932?uri=%2FAMADoc%2Fdirectives.xml-D-120.932.xml
https://policysearch.ama-assn.org/policyfinder/detail/D-120.932?uri=%2FAMADoc%2Fdirectives.xml-D-120.932.xml
https://policysearch.ama-assn.org/policyfinder/detail/D-120.932?uri=%2FAMADoc%2Fdirectives.xml-D-120.932.xml
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(Res. 227, I-13; BOT action in response 
to referred for decision Res. 227, I-13; 
Reaffirmation A-14) 

H-175.984 Health Care Fraud 
and Abuse Update 

AMA policy is that: (1) our AMA 
leadership intensify efforts to urge 
federal policy makers to apply traditional 
definitions of fraud and abuse which 
focus on intentional acts of misconduct 
and activities inconsistent with accepted 
medical practice; 
(2) our AMA continue to work with 
federal law enforcement officials to 
improve the ability to root out intentional 
schemes to defraud public programs; 
(3) our AMA work with federal 
policymakers to balance payment 
integrity objectives with reasonable 
documentation and other administrative 
requirements; 
(4) our AMA develop model compliance 
plans and educational materials to assist 
physicians in conforming to the latest 
laws and regulations; and 
(5) our AMA continue to work in a 
coalition of other health care 
organizations to lobby for restrictions on 
the use of the False Claims Act. 
 
(BOT Rep. 25, I-97; Reaffirmation A-99; 
Reaffirmation I-99; Reaffirmation I-00; 
Reaffirmed: BOT Rep. 6, A-10; 
Reaffirmed in lieu of Res. 223, A-14) 

Retain – this policy 
remains relevant. 

H-185.949 Centers for 
Medicare and 
Medicaid Services 
Policy on Hospital 
Acquired Conditions 
- Present on 
Admission 

1. Our AMA will: (a) continue its strong 
opposition to non-payment for 
conditions outlined in the Hospital 
Acquired Condition -- Present on 
Admission (HAC-POA) policy that are 
not reasonably preventable through the 
application of evidence-based guidelines 
developed by appropriate medical 
specialty organizations based on non-
biased, well-designed, prospective, 
randomized studies; (b) ask CMS or 
other appropriate bodies to monitor and 
evaluate practice changes made as a 
result of HAC-POA law, and associated 
outcomes, and report back on best 
practices; (c) educate physicians about 

Retain – this policy 
remains relevant. 
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the HAC-POA law and its implications 
for patient care, coding requirements and 
payment; (d) continue its education and 
advocacy of CMS, Members of Congress 
and the public about the unintended 
consequences of non-payment for 
hospital acquired conditions that may not 
in fact be preventable, and that adversely 
affect access to and quality of care; (e) 
oppose the use of payment and coverage 
decisions of governmental and 
commercial health insurance entities as 
determinative of the standard of care for 
medical practice and advocate that 
payment decisions by any third party 
payer not be considered in determining 
standards of care for medical practice; 
and (f) continue to study the effect of 
HAC-POA penalty programs on 
professional liability; potential 
institutional demands to control or 
micro-manage doctors' professional 
decision-making; and efforts to develop 
evidence-based information about which 
events may be truly preventable as 
opposed to those whose frequency can be 
reduced by appropriate intervention. 2. 
Our AMA will: (a) continue its efforts to 
advocate against expansion of the 
Hospital Acquired Conditions - Present 
on Admission policy to physicians; (b) 
communicate to the Administration how 
burdensome the HAC-POA policy is for 
physicians and the Medicare program; 
(c) work with federal agencies to further 
monitor the HAC-POA program 
evaluation, and offer constructive input 
on its content and design; and (d) 
maintain efforts with our hospital 
association colleagues, such as the 
American Hospital Association, to 
monitor HAC-POA policy and its 
impact. 
 
(BOT Rep. 17, A-08; Appended: BOT 
Rep. 2, I-10; Modified: CCB/CLRPD 
Rep. 2, A-14) 
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H-185.951 Home Anti-
Coagulation 
Monitoring 

1. Our AMA encourages all third party 
payers to extend coverage and 
reimbursement for home monitors and 
supplies for home self-monitoring of 
anti-coagulation for all medically 
appropriate conditions. 
2. Our AMA (a) supports the appropriate 
use of home self-monitoring of oral 
anticoagulation therapy and (b) will 
continue to monitor safety and 
effectiveness data, in particular cost-
effectiveness data, specific to the United 
States on home management of oral 
anticoagulation therapy. 
3. Our AMA will request a change in 
Centers for Medicare & Medicaid 
Services' regulations to allow a nurse, 
under physician supervision, to visit a 
patient who cannot travel, has no family 
who can reliably test, or is unable to test 
on his/her own to obtain and perform a 
protime/INR without restrictions. 
 
(Res. 825, I-05; Modified and 
Reaffirmed: CSAPH Rep. 9, A-07; 
Appended: Res. 709, A-14) 

Retain – this policy 
remains relevant. 

H-225.995 Duplication in 
Hospital Liability 
and Physicians' 
Professional 
Liability Insurance 

Our AMA believes that (1) Each 
physician should be free to determine 
whether to carry liability coverage as 
well as the amount of such coverage. 
Likewise, it is the responsibility of the 
hospital governing board to determine 
the extent to which the hospital should 
protect its assets by purchasing liability 
insurance; and (2) Regardless of the type 
of insurance coverage or protection plan 
hospitals and physicians on the 
organized staff have, the AMA 
encourages medical staffs and hospitals 
to work toward the establishment of 
effective risk management programs. 
 
(Res. 60, A-80; Reaffirmed: CLRPD 
Rep. B, I-90; Reaffirmed: Sunset Report, 
I-00; Modified: Res. 813, I-02; 
Reaffirmation A-04; Modified: CMS 
Rep. 1, A-14) 

Retain – this policy 
remains relevant. 

H-245.979 Opposition to 
Proposed Budget 

The AMA opposes reductions in funding 
for WIC and Head Start and other 

Retain – this policy 
remains relevant. 
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Cuts in WIC and 
Head Start 

programs that significantly impact child 
and infant health and education. 
 
(Res. 246, I-94; Reaffirmed: BOT Rep. 
29, A-04; Reaffirmed: BOT Rep. 19, A-
14) 

H-250.987 Duty-Free Medical 
Equipment and 
Supplies Donated to 
Foreign Countries 

Our AMA will seek, through the federal 
government, a process to allow for duty-
free donations of medical equipment and 
supplies, which are intended to reach 
medically-underserved areas and not be 
used for profit, to foreign countries. 
 
(Res. 229, A-04; Reaffirmed: BOT Rep. 
19, A-14) 

Retain – this policy 
remains relevant. 

H-275.918 Pediatric Medical 
Orders Between 
States 

1. Our AMA supports legislation or 
regulation that allows physicians 
currently licensed and registered to 
practice medicine in any of the United 
States to duly execute conventional 
medical orders for their patients who are 
moving out of their state and into another 
state for use in any of the United States, 
for a transitional period of no more than 
sixty days. This would allow a child with 
special health care needs to attend early 
child care, daycare, nursery, preschool, 
and school safely in their new location 
while the family secures a new medical 
home, health insurance, and, when 
indicated, subspecialty care. 
2. Our AMA will work with interested 
states and specialties on legislation or 
regulations to allow temporary honoring 
of medical orders by an out-of-state 
physician, as long as the physician is 
registered and licensed to practice 
medicine in the United States. 
 
(BOT Rep. 16, A-14) 

Retain – this policy 
remains relevant. 

H-330.974 Modification or 
Repeal of the 
Federal False 
Claims Act and 
Other Similar 
Statutes 

It is the policy of the AMA to expend 
those resources necessary to monitor 
situations where physicians are under 
investigation, to provide financial and 
legal assistance where it is determined 
these are necessary, and to lobby for 
modification or repeal of the Federal 
False Claims Act and similar federal 
statutes. 

Retain – this policy 
remains relevant. 
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(Res. 152, A-90; Reaffirmation A-99; 
Reaffirmation I-99; Reaffirmation A-01; 
Reaffirmed: BOT Rep. 22, A-11; 
Reaffirmed in lieu of Res. 223, A-14) 

H-335.980 Payment For 
Copying Medical 
Records 

It is the policy of the AMA to seek 
legislation under which Medicare will be 
required to reimburse physicians and 
hospitals for the reasonable cost of 
copying medical records which are 
required for the purpose of postpayment 
audit. A reasonable charge will be paid 
by the patient or requesting entity for 
each copy (in any form) of the medical 
record provided. 
 
(Res. 161, I-90; Appended by Res. 819, 
A-98; Reaffirmation A-08; Reaffirmed in 
lieu of Res. 710, A-14) 

Sunset this policy. 
 
This matter is covered 
under Code of Medical 
Ethics 3.3.1, Management 
of Medical Records, which 
allows for physicians to 
charge a reasonable fee for 
the cost of transferring a 
record. 

H-35.968 Averting a Collision 
Course Between 
New Federal Law 
and Existing State 
Scope of Practice 
Laws 

1. Our AMA will: (A) work to repeal 
new Public Health Service Act Section 
2706, so-called provider "Non-
Discrimination in Health Care," as 
enacted in PPACA, through active direct 
and grassroots lobbying of and formal 
AMA written communications and/or 
comment letters to the Secretary of 
Health and Human Services and 
Congressional leaders and the chairs and 
ranking members of the House Ways and 
Means and Energy and Commerce and 
Senate Finance Committees; and (B) 
promptly initiate a specific lobbying 
effort and grassroots campaign to repeal 
the provider portion of the Patient 
Protection and Affordable Care Act's 
"Non-Discrimination in Health Care" 
language, including direct collaboration 
with other interested components of 
organized medicine. 2. Our AMA will: 
(A) create and actively pursue legislative 
and regulatory opportunities to advocates 
for the repeal of the so called "Non-
discrimination in Health Care" clause in 
Public Health Service Act Section 2706, 
as enacted in the Patient Protection and 
Affordable Care Act; and (B) lead a 
specific lobbying effort and grassroots 
campaign in cooperation with members 

Retain this policy in part.  
 
Delete part 1 and modify 
part 2. Our AMA has 
advocated for repeal of 
section 2706 of the 
Affordable Care Act and 
has successfully advocated 
to the Centers for 
Medicare & Medicaid 
Services to clarify, 
consistent with the 
statutory language in the 
ACA and with Medicare 
Advantage and Medicaid 
policies, that section 2706 
does not go beyond 
existing Medicare or 
Medicaid rules regarding 
the scope of practice of 
particular types of non-
physician practitioners, 
nor does it require health 
plans and issuers to 
contract with particular 
types of non-physician 
practitioners or cover all 
types of services. 
 

https://policysearch.ama-assn.org/policyfinder/detail/copying%20cost?uri=%2FAMADoc%2FEthics.xml-E-3.3.1.xml
https://policysearch.ama-assn.org/policyfinder/detail/copying%20cost?uri=%2FAMADoc%2FEthics.xml-E-3.3.1.xml
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of the federation of medicine and other 
interested components of organized 
medicine to repeal the provider portion 
of PPACA's "Non-Discrimination in 
Health Care" language. 
 
(Res. 220, A-10; Appended: Res. 241, A-
12; Appended: BOT Rep. 8, I-12; 
Modified: CCB/CLRPD Rep. 2, A-14) 

H-350.962 Reauthorization of 
the Indian Health 
Care Improvement 
Act 

Our AMA supports reauthorization of 
the Indian Health Care Improvement 
Act. 
 
(Res. 221, A-07; Modified: 
CCB/CLRPD Rep. 2, A-14) 

Sunset this policy. 
 
The Indian Health Care 
Improvement Act (IHCIA) 
was made permanent in 
2010 as part of the Patient 
Protection and Affordable 
Care Act. 

H-355.975 Opposition to the 
National Practitioner 
Data Bank 

1. Our AMA communicates to legislators 
the fundamental unfairness of the civil 
judicial system as it now exists, whereby 
a jury, rather than a forum of similarly 
educated peers, determines if a physician 
has violated the standards of care and 
such results are communicated to the 
National Practitioner Data Bank; and 
impresses on our national legislators that 
only when a physician has been 
disciplined by his/her state licensing 
agency should his/her name appear on 
the National Practitioner Data Bank.  
2. Our AMA affirms its support for the 
Federation of State Medical Boards 
Action Data Bank and seeks to abolish 
the National Practitioner Data Bank.  
3. Our AMA urges HHS to retain an 
independent consultant to (A) evaluate 
the utility and effectiveness of the 
National Practitioner Data Bank, (B) 
evaluate the confidentiality and security 
of the reporting, processing and 
distribution of Data Bank information, 
and (C) provide the findings and 
recommendations to the National 
Practitioner Data Bank Executive 
Committee and the General Accounting 
Office.  
4. Our AMA will take appropriate steps 
to have Congress repeal Section 4752 (f) 

Retain – this policy 
remains relevant. 
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of OBRA 1990 requiring peer review 
organizations and private accreditation 
entities to report any negative action or 
finding to the Data Bank.  
5. Our AMA seeks to amend the Health 
Care Quality Improvement Act of 1986 
to allow a physician, at the time the 
physician notifies the Data Bank of a 
dispute, to attach an explanation or 
statement to the disputed report;  
6. Our AMA opposes any legislative or 
administrative efforts to expand the Data 
Bank reporting requirements for 
physicians, such as the reporting of a 
physician who is dismissed from a 
malpractice suit without any payment 
made on his or her behalf, or to expand 
the entities permitted to query the Data 
Bank such as public and private third 
party payers for purposes of 
credentialing or reimbursement.  
7. Our AMA (A) urges HHS to work 
with the Federation of State Medical 
Boards to refine its National Practitioner 
Data Bank breakdown of drug violation 
reporting into several categories; (B) 
urges the HHS to analyze malpractice 
data gathered by the Physician Insurance 
Association of America and recommend 
to Congress that a threshold of at least 
$30,000 for the reporting of malpractice 
payments be established as soon as 
possible; (C) will continue to work with 
HHS to allow physicians an expanded 
time period to verify the accuracy of 
information reported to the Data Bank 
prior to its release in response to queries; 
(D) will work with HHS and the Office 
of Management and Budget to reduce the 
amount of information required on the 
request for information disclosure form 
and to improve the design of the form to 
allow for more efficient processing of 
information; and (E) will continue to 
work with HHS to improve its 
mechanism to distribute revisions and 
clarifications of Data Bank policy and 
procedure.  
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8. Our AMA will review questions 
regarding reportability to the Data Bank 
and will provide periodic updates on this 
issue to the AMA House of Delegates. 
 
(CCB/CLRPD Rep. 3, A-14) 

H-365.980 OSHA Regulations 
Pertaining to 
Physicians' Offices 
and Hospitals 

The AMA continues to review the data 
and rationale used to substantiate OSHA 
regulations pertaining to medical practice 
in physician offices and health care 
facilities. Where OSHA rules and 
regulations are found to be unnecessary 
or inappropriate, the AMA will work for 
their modification or repeal. 
 
(Sub. Res. 218, A-94; Reaffirmed: BOT 
Rep. 29, A-04; Reaffirmed: BOT Rep. 
19, A-14) 

Retain – this policy 
remains relevant. 

H-375.972 Lack of Federal Peer 
Review 
Confidentiality 
Protection 

Our AMA will seek to vigorously pursue 
enactment of federal legislation to 
prohibit discovery of records, 
information, and documents obtained 
during the course of professional review 
proceedings. Our AMA will immediately 
work with the Administration and 
Congress to enact legislation that is 
consistent with Policy H-375.972. 
 
(Res. 221, I-96; Reaffirmed: BOT Rep. 
13, I-00; Reaffirmation A-01; 
Reaffirmed: BOT Rep. 8, I-01; 
Reaffirmed: CMS Rep. 6, I-02; 
Appended: Res. 925, I-03; Reaffirmation 
A-05; Reaffirmed: BOT Rep. 13, I-11; 
Modified: CCB/CLRPD Rep. 2, A-14) 

Sunset this policy. 
 
This policy is superseded 
by more recent AMA 
policy (D-375.999, 
Confidentiality of 
Physician Peer Review; H-
375.962, Legal Protections 
for Peer Review).  

H-40.967 Physician 
Participation in 
Department of 
Defense Reserve 
Components 

1. Our AMA endorses voluntary 
physician participation in the military 
reserve components' medical programs 
as a means of actively aiding national 
defense while preserving the right of the 
individual physician to practice his/her 
profession without interruption in peace 
time. 
2. Our AMA supports the U.S. 
Department of Defense by publicizing its 
needs for physicians in active duty 
military service and in the reserve 
components and guard, and encourages 
the active support and participation of 

Retain – this policy 
remains relevant. 

https://policysearch.ama-assn.org/policyfinder/detail/discovery?uri=%2FAMADoc%2Fdirectives.xml-0-1250.xml
https://policysearch.ama-assn.org/policyfinder/detail/discovery?uri=%2FAMADoc%2Fdirectives.xml-0-1250.xml
https://policysearch.ama-assn.org/policyfinder/detail/discovery?uri=%2FAMADoc%2Fdirectives.xml-0-1250.xml
https://policysearch.ama-assn.org/policyfinder/detail/discovery?uri=%2FAMADoc%2FHOD.xml-0-3167.xml
https://policysearch.ama-assn.org/policyfinder/detail/discovery?uri=%2FAMADoc%2FHOD.xml-0-3167.xml
https://policysearch.ama-assn.org/policyfinder/detail/discovery?uri=%2FAMADoc%2FHOD.xml-0-3167.xml
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physicians in active duty military service 
and in the reserves. 
3. Our AMA will (a) continue to work 
with all appropriate parties in developing 
and proposing a multi-faceted approach 
toward rejuvenation and improvement in 
recruitment and retention in the military 
reserves; (b) work to assure that retired 
military medical personnel become 
eligible for reserve status; (c) support 
enactment of federal laws to assist 
physicians in the transition from medical 
practice to active military service; (d) 
promote use of existing laws for 
selective service and retirement credits 
as models for development of practical 
equitable criteria to be applied; and (e) 
support improvements in professional 
utilization of military medical personnel 
during both active duty periods and 
"weekend drill." 
4. Our AMA supports the development 
of a statutory system of limitations on 
call-up, retention and recall of reservists 
in order to provide stability and 
predictability to reserve status and duty, 
with the basis for such a system to be 
defined statutorily using credits or 
"points" to prioritize options available to 
individual reservists as to call-up, 
retention, rotation and recall. 
 
(CCB/CLRPD Rep. 3, A-14) 

H-406.989 Work of the Task 
Force on the Release 
of Physician Data 

1. Our AMA Council on Legislation 
will use the Release of Claims and 
Payment Data from Governmental 
Programs as a basis for draft model 
legislation. 2. Our AMA will create 
additional tools to assist physicians in 
dealing with the release of physician 
data. 3. Our AMA will continue to 
monitor the status of, and take 
appropriate action on, any legislative or 
regulatory opportunities regarding the 
appropriate release and use of physician 
data and its use in physician profiling 
programs. 4. Our AMA will monitor new 
and existing Web sites and programs that 
collect and use data on patient 

Retain – this policy 
remains relevant. 
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satisfaction and take appropriate action 
when safeguards are not in place to 
ensure the validity of the results. 5. Our 
AMA will continue and intensify its 
extensive efforts to educate employers, 
healthcare coalitions and the public 
about the potential risks and liabilities of 
pay-for-performance and public 
reporting programs that are not 
consistent with AMA policies, 
principles, and guidelines. 6. Our AMA: 
A) opposes the public reporting of 
individual physician performance data 
collected by certification and licensure 
boards for purposes of MOC and MOL; 
and B) supports the principle that 
individual physician performance data 
collected by certification and licensure 
boards should only be used for the 
purposes of helping physicians to 
improve their practice and patient care, 
unless specifically approved by the 
physician. 

(BOT Rep. 18, A-09; Reaffirmed: BOT 
action in response to referred for 
decision Res. 709, A-10, Res. 710, A-10, 
Res. 711, A-10 and BOT Rep. 17, A-10; 
Reaffirmed in lieu of Res. 808, I-10; 
Appended: Res. 327, A-11; Modified: 
CCB/CLRPD Rep. 2, A-14) 

H-415.998 Preferred Provider 
Organizations 

The AMA: (1) opposes federal 
legislation that would preempt state 
regulation of PPOs; and (2) encourages 
state medical associations to support 
legislation that: (a) insures proper state 
regulation of PPOs, with particular 
attention to such practices as arbitrary 
determinations of medical necessity by 
carriers, "hold harmless" clauses, and 
predatory pricing concepts; and (b) 
requires independent, physician-directed 
peer review of the services provided by 
PPOs. 
 
(Sub. Res. 16, A-84; Reaffirmed by 
CLRPD Rep. 3 - I-94; Reaffirmed: BOT 
Rep. 29, A-04; Reaffirmed: BOT Rep. 
19, A-14) 

Retain – this policy 
remains relevant. 
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H-435.957 Uniform and 
Consistent Tort 
Reform 

Our AMA will not pursue federal 
medical liability reform legislation that 
would divide or diminish the voice of the 
House of Medicine. 
 
(Sub. Res. 910, I-03; Reaffirmed in lieu 
of Res. 216, A-04; Reaffirmed: BOT 
Rep. 19, A-14) 

Retain – this policy 
remains relevant. 

H-435.963 Professional 
Liability Claims 
Reporting 

The AMA opposes the need for reporting 
on medical staff and other non-licensing 
board applications, including insurance 
company credentialing applications, 
(excepting professional liability 
insurance applications) any threatened, 
pending, or closed professional liability 
claims where the claim did not result in 
payment on behalf of that physician. 
 
(Sub. Res. 818, A-95; Modified: BOT 
Rep. 18, A-03; Reaffirmed: Res. 806, I-
03; Reaffirmation A-04; Reaffirmed: 
BOT Rep. 19, A-14) 

Retain – this policy 
remains relevant.  

H-435.968 Enterprise Liability The AMA: (1) affirms its position that 
effective medical liability reform based 
on California's MICRA model is integral 
to health system reform, and must be 
included in any comprehensive health 
system reform proposal that hopes to be 
effective in containing costs, providing 
access to health care services and 
promoting the quality and safety of 
health care services; (2) opposes any 
proposal that would mandate or impose 
enterprise liability concepts. Federal 
funding to evaluate the comparative 
advantages and disadvantages of 
enterprise liability may be best spent 
studying the operation, effect on liability 
costs and patient safety/injury prevention 
results of liability channeling systems 
that already exist and function as close 
analogs to the enterprise liability model 
(BOT Rep. I-93-53); and (3) supports 
strong patient safety initiatives and the 
investigation of alternative dispute 
resolution models, appropriate uses of 
practice parameters in medical liability 
litigation and other reform ideas that 
have the potential to decrease defensive 

Retain – this policy 
remains relevant.  
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medicine costs and more fairly and cost-
effectively compensate persons injured 
in the course of receiving health care 
services. 
 
(BOT Rep. III, A-93; Reaffirmed: BOT 
Rep. 40, I-93; Reaffirmed: BOT Rep. 28, 
A-03; Reaffirmation A-04; Reaffirmed: 
BOT Rep. 19, A-14) 

H-435.991 Professional 
Liability 
Countersuits 

Our AMA supports the principle that the 
"special injury" element required to win 
a malicious prosecution countersuit in 
some jurisdictions should be eliminated. 
 
(Res. 44, I-84; Reaffirmed: Sunset 
Report, I-98; Reaffirmed: Sub. Res. 914, 
I-04; Reaffirmed: BOT Rep. 19, A-14) 

Retain – this policy 
remains relevant.  

H-440.876 Opposition to 
Criminalization of 
Medical Care 
Provided to 
Undocumented 
Immigrant Patients 

1. Our AMA: (a) opposes any policies, 
regulations or legislation that would 
criminalize or punish physicians and 
other health care providers for the act of 
giving medical care to patients who are 
undocumented immigrants; (b) opposes 
any policies, regulations, or legislation 
requiring physicians and other health 
care providers to collect and report data 
regarding an individual patient's legal 
resident status; and (c) opposes proof of 
citizenship as a condition of providing 
health care. 2. Our AMA will work with 
local and state medical societies to 
immediately, actively and publicly 
opposes any legislative proposals that 
would criminalize the provision of health 
care to undocumented residents. 

(Res. 920, I-06; Reaffirmed and 
Appended: Res. 140, A-07; Modified: 
CCB/CLRPD Rep. 2, A-14) 

Retain this policy in part. 
 
Modify Part 2 by 
broadening the language 
and making it more 
consistent with Part 1. 

H-45.975 Proposed Change in 
Medical 
Requirements for 
3rd Class Pilots' 
Licenses 

Our AMA will: (1) oppose efforts to 
substitute the third class medical 
certificate with a driver's license; and (2) 
write a letter encouraging the Federal 
Aviation Administration to retain the 
third class medical certification process. 
 
(Res. 228, A-14) 

Sunset this policy.  
 
Legislation was enacted in 
2016 (Public Law 114-
190, the FAA Extension, 
Safety, and Security Act of 
2016) that statutorily 
allows pilots of small, 
non-commercial planes to 
forgo the medical 
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certification process if the 
pilot and aircraft meet 
certain prescribed 
conditions under an FAA 
program called 
“BasicMed.” A 2020 FAA 
study found no difference 
in accident risk between 
flights conducted by pilots 
operating under BasicMed 
and flights conducted by 
pilots holding third-class 
medical certificates. 

H-478.987 Compliance with 
Meaningful Use 
Requirements as a 
Condition of 
Medical Licensure 

1. Our AMA stands on record as 
opposing any requirement that medical 
licensure be conditioned upon 
compliance with "Meaningful Use" 
requirements. 
2. Our AMA, working with state and 
specialty medical societies, will make 
efforts at all appropriate levels of 
government to secure the reversal of any 
requirements that medical licensure be 
conditioned upon compliance with 
meaningful use requirements. 
 
(Res. 232, A-14) 

Sunset this policy. 
 
The Centers for Medicare 
& Medicaid Services 
renamed this EHR 
Incentive Program to the 
Medicare and Medicaid 
Promoting Interoperability 
Programs in April 2018. 
This policy has been 
superseded by more recent 
AMA policy (H-478.993, 
Implementing Electronic 
Medical Records).  

H-478.991 Federal EMR and 
Electronic 
Prescribing 
Incentive Program 

Our AMA: (1) will communicate to the 
federal government that the Electronic 
Medical Record (EMR) incentive 
program should be made compliant with 
AMA principles by removing penalties 
for non-compliance and by providing 
inflation-adjusted funds to cover all costs 
of implementation and maintenance of 
EMR systems; (2) supports the concept 
of electronic prescribing, as well as the 
offering of financial and other incentives 
for its adoption, but strongly discourages 
a funding structure that financially 
penalizes physicians that have not 
adopted such technology; and (3) will 
work with the Centers for Medicaid & 
Medicare Services and the Department 
of Defense to oppose programs that 
unfairly penalize or create disincentives, 
including e-prescribing limitations for 
physicians who provide care to military 
patients, and replace them with 

Retain – this policy 
remains relevant. 
 
 

https://policysearch.ama-assn.org/policyfinder/detail/478.993%20?uri=%2FAMADoc%2FHOD.xml-0-4340.xml
https://policysearch.ama-assn.org/policyfinder/detail/478.993%20?uri=%2FAMADoc%2FHOD.xml-0-4340.xml
https://policysearch.ama-assn.org/policyfinder/detail/478.993%20?uri=%2FAMADoc%2FHOD.xml-0-4340.xml
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meaningful percentage requirements of 
e-prescriptions or exemptions of military 
patients in the percentages, where paper 
prescriptions are required. 
 
(Sub. Res. 202, A-09; Reaffirmation I-
09; Reaffirmation A-10; Reaffirmation I-
10; Reaffirmed in lieu of Res. 237, A-12; 
Reaffirmed in lieu of Res. 218, I-12; 
Reaffirmed in lieu of Res. 219, I-12; 
Reaffirmed in lieu of Res. 226, I-12; 
Reaffirmed in lieu of Res. 228, I-12; 
Reaffirmed in lieu of Res. 725, A-13; 
Appended: Res. 205, A-13; Reaffirmed 
in lieu of Res. 214, I-13; Reaffirmed in 
lieu of Res. 221, I-13; Reaffirmed in lieu 
of Res. 222, I-13; Reaffirmed in lieu of 
Res. 223, I-14) 

H-55.991 Use of Heroin in 
Terminally Ill 
Cancer Patients 
With Severe 
Chronic Pain 

Our AMA remains opposed to legislation 
or any other action that would reschedule 
heroin from Schedule 1 to Schedule 2 of 
the Controlled Substances Act. 
 
(BOT Rep. TT, A-87; Reaffirmed: 
Sunset Report, I-97; Modified and 
Reaffirmed: CSAPH Rep. 3, A-07; 
Modified: CCB/CLRPD Rep. 2, A-14) 

Retain - this policy 
remains relevant. 

H-60.940 Partner Co-Adoption Our AMA will support legislative and 
other efforts to allow the adoption of a 
child by the non-married partner who 
functions as a second parent or co-parent 
to that child. (Res. 204, A-04) 
 
(Res. 204, A-04; Modified: CSAPH Rep. 
1, A-14) 

Retain – this policy 
remains relevant. 

H-75.998 Opposition to HHS 
Regulations on 
Contraceptive 
Services for Minors 

(1) Our AMA continues to oppose 
regulations that require parental 
notification when prescription 
contraceptives are provided to minors 
through federally funded programs, since 
they create a breach of confidentiality in 
the physician-patient relationship. (2) 
The Association encourages physicians 
to provide comparable services on a 
confidential basis where legally 
permissible. 

(Sub. Res. 65, I-82; Reaffirmed: CLRPD 
Rep. A, I-92; Reaffirmed: BOT Rep. 28, 

Retain – this policy 
remains relevant. 
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A-03; Reaffirmed: Res. 825, I-04; 
Reaffirmed: CMS Rep. 1, A-14) 

H-95.941 Restricting 
Prescriptions to 
Medicare 
Beneficiaries 

1. Our AMA will work with the Centers 
for Medicare & Medicaid Services and 
state medical societies as needed to 
preserve access to care and eliminate the 
burden of provisions in the Patient 
Protection and Affordable Care Act that 
require physicians to enroll in Medicare, 
Medicaid and other governmentally 
sponsored health insurance programs as 
a condition of referring, ordering or 
prescribing for patients enrolled in these 
programs. 
2. Our AMA supports federal legislation 
to eliminate the burden of provisions in 
the Patient Protection and Affordable 
Care Act that require physicians to enroll 
in Medicare, Medicaid and other 
governmentally sponsored health 
insurance programs as a condition of 
referring, ordering or prescribing for 
patients enrolled in these programs. 
 
(BOT Rep. 22, A-14) 

Retain – this policy 
remains relevant. 
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INTRODUCTION 1 
 2 
At the 2023 Annual Meeting of the American Medical Association (AMA) House of Delegates 3 
(HOD), Resolution 217 entitled, “Increase Access to Safe and Effective Overdose Reversal 4 
Medications in Educational Settings,” was adopted. This resolution called on the AMA to: 5 
 6 

• Encourage states, communities, and educational settings, to adopt legislative and 7 
regulatory policies that allow schools to make safe and effective overdose reversal 8 
medications naloxone readily accessible to staff and teachers to prevent opioid overdose 9 
deaths in educational settings;  10 

• Encourage states, communities, and educational settings to remove barriers to students 11 
carrying safe and effective overdose reversal medications; and  12 

• Study and report back on issues regarding student access to safe and effective overdose 13 
reversal medications. 14 

 15 
The HOD adopted the resolution, which has been codified at Policy H-95.908, “Increase Access to 16 
Safe and Effective Overdose Reversal Medications in Educational Settings.” In response to the 17 
third resolve of the HOD action, this report provides background information, a discussion on 18 
naloxone access in schools and other educational settings, relevant AMA advocacy initiatives, and 19 
other updates.  20 
 21 
BACKGROUND 22 
 23 
More than 2,200 adolescents (ages 10-19) died of a drug-related overdose between July 2019-24 
December 2021, with nearly 84 percent of these deaths involving illicitly manufactured fentanyl. 25 
An opioid of any type was involved in more than 91 percent of deaths, according to the Centers for 26 
Disease Control and Prevention (CDC).1 Naloxone was administered only 30 percent of the time, 27 
according to the CDC.2 Unintentional drug overdose deaths among young people (ages 15-19) 28 
continued to remain high in 2022, according to the National Institute on Drug Abuse (NIDA).3 29 
Two-thirds of those who died did not have any history of prior opioid use.4  30 
 31 
Naloxone was created in the 1960s and subsequently began being used in emergency departments 32 
and other hospital settings.5 Naloxone distribution in the community became more prevalent in the 33 
1990s through harm reduction organizations.6 Naloxone is most commonly administered via 34 
intramuscular injection or intranasal spray, and user preference may vary depending on familiarity 35 
with a product and how to use it.7 With respect to availability in schools and other educational 36 
settings, the nasal spray formulation is most commonly cited in school educational resources and 37 
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guidelines. It is important to emphasize, however, that the AMA does not endorse any specific 1 
brand or generic formulation of naloxone or other U.S. Food and Drug Administration (FDA)-2 
approved opioid overdose reversal agents. While it is beyond the scope of this report to review the 3 
several decades of life-saving benefits of naloxone, it is notable that AMA policy supports 4 
continued development of and access to additional medications to reverse opioid-related overdoses.  5 
 6 
Access to naloxone in the community has increased considerably in the past decade. From  7 
2012-2017, naloxone prescriptions dispensed in the United States grew from 1,061 prescriptions to 8 
nearly 270,000 prescriptions.8 Naloxone prescriptions dispensed increased to nearly 1.7 million 9 
prescriptions in 2022. Based on our strong policy, the AMA continues to urge all physicians to 10 
prescribe naloxone or other overdose reversal medications to patients at risk of overdose—and to 11 
friends and family of those who might be in a position to save a life from overdose. The AMA also 12 
continues to encourage physicians and physician offices to educate patients about the availability of 13 
naloxone and other overdose reversal agents available over the counter, from pharmacists via a 14 
standing order, or reversal agents that may be available through public health agencies. The 15 
National Association of Counties details multiple strategies and examples to increase state- and 16 
community-level distribution of naloxone.9 17 
 18 
In addition to physicians’ increasing efforts in prescribing naloxone, the AMA also recognizes the 19 
longstanding role that harm reduction organizations have played in saving lives from overdose. 20 
Harm reduction and other community-based organizations distributed more than 3.7 million doses 21 
of naloxone between 2017–2020.10 From August 2021 to July 2023, national harm reduction 22 
organization, Remedy Alliance For The People, sent 1,639,542 doses of generic injectable 23 
naloxone to 196 harm reduction projects in 44 US states, DC, and Puerto Rico, of which  24 
206,371 doses were provided at no-cost to 138 under-resourced harm reduction projects.11 25 
Naloxone has saved hundreds of thousands of lives in the United States, and the Board of Trustees 26 
continues to strongly support all efforts to increase access to naloxone and other opioid overdose 27 
reversal agents. 28 
 29 
DISCUSSION  30 
 31 
Increasing access to naloxone was one of the first recommendations of the AMA Substance Use 32 
and Pain Care Task Force (Task Force),12 which was first convened in 2014 and remains a vital 33 
part of ensuring that organized medicine communicates emerging issues and policies to improve 34 
outcomes and save lives. The Task Force’s work, including providing input on and development of 35 
AMA model state legislation13 to increase access to naloxone, has been part of every state now 36 
having broad naloxone access laws.14  37 
 38 
AMA model legislation also includes broad authority and immunities for high schools, universities, 39 
and other educational settings to possess, distribute and administer naloxone to teachers, staff, and 40 
students. As a result of AMA and other organizations’ advocacy, approximately 30 states authorize 41 
educational settings to administer naloxone, and it varies by state regarding whether that includes 42 
elementary schools, high schools, or schools of higher education.15 43 
 44 
Multiple school districts and universities already provide naloxone and overdose prevention and 45 
education opportunities. While the total number continues to grow, representative examples can be 46 
found in Southwest Virginia, where nearly all schools carry naloxone,16 and the state itself has 47 
amended its laws to authorize the ability for schools and school employees to carry, administer, and 48 
distribute naloxone.17 All schools in the Miami-Dade public school system carry naloxone, 49 
although it is most commonly held by school public safety officials.18 One student remarked that 50 
she carries naloxone in her purse because, “Our friends do not know that those pills are more than 51 
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likely to be fake [or] have enough fentanyl in it to kill you. And that is scary. I carry Narcan in my 1 
school bag. If I am going to a party, I will put it in my purse. It is just a layer of protection. You 2 
wear your seatbelt not because you are going get in a car accident. It is to keep yourself safe.”  3 
 4 
Additional examples of schools, universities and other educational settings carrying naloxone: 5 
 6 

• University of Pennsylvania Perelman School of Medicine—medical students are taught 7 
how to recognize signs of overdose and administer naloxone on their first day of medical 8 
school.19 9 

• University of Southern California—a group of pharmacy students found that once they 10 
started a naloxone education and distribution program, demand outpaced expectations.20 11 

• Vanderbilt University—makes naloxone and other harm reduction supplies available for 12 
individuals as well as at public locations throughout campus.21 13 

• Akron (Ohio) School District—voted to approve naloxone availability in schools in 2017.22 14 
• Columbia (NY) University—students who carry naloxone have saved lives from overdose 15 

in the community23 and in schools. Naloxone education events have occurred since 2018 16 
and resulted in “more than 2,500 students, faculty, staff and community members on how 17 
to recognize an overdose and administer treatment.”24 18 

• University of South Carolina—naloxone is accessible at the university fitness center, 19 
school pharmacy and other locations.25 20 

• Montana—authorizing naloxone distribution and use in schools has been one part of the 21 
state’s naloxone efforts, which distributed more than 26,000 naloxone kits to first 22 
responders, law enforcement, schools, and others.26 23 

• Texas—schools now are required to carry naloxone, which has been administered multiple 24 
times to save the life of a young person, according to news reports.27 25 

 26 
This short list above of high schools, universities, and other settings is a very brief snapshot 27 
showcasing the fact that school districts recognize the value of having naloxone in educational 28 
settings. Given the rapid adoption of efforts to increase access to naloxone in school-based settings, 29 
data on the total number of educational settings with naloxone is not currently available. The Board 30 
of Trustees strongly encourages these trends to continue. 31 
 32 
The Board of Trustees also wants to continue to dispel myths about naloxone. The Board is aware 33 
of ongoing myths that naloxone may increase risky drug use behaviors. Much like debunked and 34 
dangerous myths of how use of seatbelts encourages risky driving; that the presence of fire 35 
hydrants encourages arson; or “that HPV vaccination increases promiscuity or increases risky 36 
sexual behavior,”28 the presence and availability of naloxone has consistently been found to not 37 
increase use of drugs or increase risk of overdose. For example, a 2023 study found that “Naloxone 38 
access laws and pharmacy naloxone distribution were more consistently associated with decreases 39 
rather than increases in lifetime heroin and [injection drug use] among adolescents.”29 The study 40 
authors make clear that “Our findings therefore do not support concerns that naloxone access 41 
promotes high-risk adolescent substance use behaviors.” A smaller study of heroin users found “no 42 
evidence of compensatory drug use following naloxone/overdose training.”30 And a report from 43 
2010 looking at multiple myths cited multiple studies disproving the link between naloxone 44 
availability and increased drug use.31 The Board of Trustees further emphasizes that while the 45 
Board does not support illicit drug use, it unequivocally supports efforts to save lives from 46 
unintentional drug-related overdose, including dispelling myths and supporting widespread 47 
availability of naloxone and other opioid overdose reversal agents. The limitations of naloxone, 48 
however, should be recognized. NIDA advises that “People with physical dependence on opioids 49 
may have withdrawal symptoms within minutes after they are given naloxone. Withdrawal 50 
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symptoms might include headaches, changes in blood pressure, rapid heart rate, sweating, nausea, 1 
vomiting, and tremors.”32 NIDA aptly points out, however, that “The risk of death for someone 2 
overdosing on opioids is worse than the risk of having a bad reaction to naloxone.” The Board of 3 
Trustees agrees that death is a greater harm than withdrawal symptoms. 4 
 5 
As noted in the 2023 AMA Overdose Epidemic Report, overdose and death related to illicitly 6 
manufactured fentanyl, methamphetamine and cocaine increase; and xylazine and other toxic 7 
synthetic adulterants present new challenges. Naloxone does not reverse an overdose related to 8 
methamphetamine, cocaine or other toxic substances. Naloxone also does not work to counteract 9 
overdose related to alcohol, benzodiazepines or xylazine, which may increase the sedative effects 10 
of opioids, making the antagonist effects of naloxone appear not as rapid or sustaining.33 11 
Polysubstance use, moreover, may be intentional or unintentional as illicit substances may contain 12 
multiple toxic adulterants, including illicitly manufactured fentanyl.34 The CDC, SAMHSA, NIDA 13 
and many other leading public health organizations, including the AMA, continue to counsel that in 14 
addition to immediately calling 911, it is still advised to administer naloxone because it is likely an 15 
opioid is present, and naloxone will not harm an individual. The Board of Trustees agrees and 16 
further points out that if an individual’s overdose is related to multiple substances, administering 17 
naloxone could help reduce respiratory depression. Again, the benefits of naloxone outweigh the 18 
limitations. 19 
 20 
The presence of fentanyl in the nation’s illicit drug supply also has raised the question of whether 21 
additional doses of naloxone are necessary, greater dose strengths, or different opioid overdose 22 
reversal medication (OORM) work more effectively than another. According to SAMHSA, the 23 
evidence shows that:  24 
 25 

• Giving more than one dose of naloxone and using higher dose products may not be 26 
necessary when responding to a known fentanyl overdose.  27 

• An overdose may appear to need additional doses if other sedating drugs are present in the 28 
person’s body, such as alcohol, benzodiazepines, or xylazine; however, rapidly giving 29 
more naloxone or using a stronger, more concentrated OORM will not necessarily speed 30 
up the reversal process.  31 

 32 
In fact, SAMHSA reports that “Multiple studies have found that despite the presence of fentanyl, 33 
more doses were not associated with improved outcomes.”35 The Board of Trustees further 34 
emphasizes that there are multiple OORM that have been approved by the FDA. The AMA does 35 
not take a position on which OORM is more effective than another and—for the purposes of this 36 
report—encourages states, communities, and educational settings, to adopt legislative and 37 
regulatory policies that allow schools to make safe and effective overdose reversal medications 38 
such as naloxone readily accessible to staff and teachers to prevent opioid overdose deaths in 39 
educational settings. The Board of Trustees further encourages states, communities, and 40 
educational settings to remove barriers to students carrying safe and effective overdose reversal 41 
medications. The Board of Trustees wants to make clear that even when naloxone or other OORM 42 
saves a life from overdose, it is essential to seek immediate medical attention. 43 
 44 
AMA POLICY  45 
 46 
The two most relevant AMA policies covering the areas of this report are (1) “Increasing 47 
Availability of Naloxone and Other Safe and Effective Overdose Reversal Medications”  48 
(Policy H-95.932); and (2) “Prevention of Drug-Related Overdose” (Policy D-95.987).  49 
Adoption of H-95.932 has helped the AMA to support a broad array of naloxone access initiatives 50 
for nearly a decade. As identified in H-95.932, these initiatives include:  51 
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 1 
…legislative, regulatory, and national advocacy efforts to increase access to 2 
affordable naloxone and other safe and effective overdose reversal medications, 3 
including but not limited to collaborative practice agreements with pharmacists and 4 
standing orders for pharmacies and, where permitted by law, community-based 5 
organizations, law enforcement agencies, correctional settings, schools, and other 6 
locations that do not restrict the route of administration for naloxone and other safe 7 
and effective overdose reversal medications delivery.  8 
 9 

Moreover, in accordance with AMA policy, specifically “Increasing Availability of Naloxone and 10 
Other Safe and Effective Overdose Reversal Medications” (Policy H-95.932), AMA advocacy has 11 
helped states enact broad liability protections “for physicians and other healthcare professionals 12 
and others who are authorized to prescribe, dispense and/or administer naloxone and other safe and 13 
effective overdose reversal medications pursuant to state law.” As part of our advocacy to support 14 
broad access, in accordance with AMA policy entitled, “Increasing Availability of Naloxone and 15 
Other Safe and Effective Overdose Reversal Medications” (Policy H-95.932), AMA continues “to 16 
encourage individuals who are authorized to administer naloxone and other safe and effective 17 
overdose reversal medications to receive appropriate education to enable them to do so 18 
effectively.” 19 
 20 
As noted briefly above, existing AMA policy entitled, “Increasing Availability of Naloxone and 21 
Other Safe and Effective Overdose Reversal Medications” (Policy H-95.932), also allows for broad 22 
support for “the widespread implementation of easily accessible naloxone and other safe and 23 
effective overdose reversal medications rescue stations,” as well as “access to and use 24 
of naloxone and other safe and effective overdose reversal medications in all public spaces 25 
regardless of whether the individual holds a prescription.” This includes public schools and other 26 
educational settings.  27 
 28 
Given the broad nature of our existing AMA policy, which is amply reflected in the positive 29 
developments to implement these policies throughout the United States, the Board of Trustees 30 
concludes that AMA policy is sufficient and that additional new policy is not necessary. This report 31 
also accomplishes the task set to the Board of Trustees to study and report back on issues regarding 32 
student access to safe and effective overdose reversal medications. 33 
 34 
RECOMMENDATIONS 35 
 36 
The Board of Trustees recommends that the following be adopted, and that the remainder of the 37 
report be filed: 38 
 39 

1. Existing American Medical Association (AMA) policy entitled, “Increasing Availability of 40 
Naloxone and Other Safe and Effective Overdose Reversal Medications” (Policy H-41 
95.932), be reaffirmed, and (Reaffirm HOD Policy) 42 

 43 
2. The third resolve of Policy H-95.908, “Increase Access to Safe and Effective Overdose 44 

Reversal Medications in Educational Settings” be rescinded and that the policy be updated 45 
as noted. (Modify Current HOD Policy) 46 

 
1. Our AMA will encourage states, communities, and educational settings to adopt 47 
legislative and regulatory policies that allow schools to make safe and effective overdose 48 
reversal medications readily accessible to staff and teachers to prevent opioid overdose 49 
deaths in educational settings. 50 
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2. Our AMA will encourage states, communities, and educational settings to remove 1 
barriers to students carrying safe and effective overdose reversal medications.      2 
3. Our AMA will study and report back on issues regarding student access to safe and 3 
effective overdose reversal medications. 4 
 

 
Fiscal Note: Less than $500.  
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Prohibiting Covenants Not-to-Compete (Resolution 237-A-23, Resolve 3) 
Reference Committee B 
  

EXECUTIVE SUMMARY 
  
At the 2023 Annual Meeting, the American Medical Association (AMA) House of Delegates 
(HOD) adopted Resolution 237 entitled, “Prohibiting Covenants Not-to-Compete in Physician 
Contracts.” Resolution 237 was introduced by California, American Academy of Family 
Physicians, American Association of Neurological Surgeons, American College of Surgeons, 
Congress of Neurological Surgeons, and The Society of Thoracic Surgeons.   
 
Resolve 3 of Resolution 237 (Resolve 3) directs that our AMA study and report back on current 
physician employment contract terms and trends with recommendations to address balancing 
legitimate business interests of physician employers while also protecting physician employment 
mobility and advancement, competition, and patient access to care – such recommendations to 
include the appropriate regulation or restriction of (1) covenants not to compete in physician 
contracts with independent physician groups that include time, scope, and geographic restrictions; 
and (2) de facto non-compete restrictions that allow employers to recoup recruiting incentives upon 
contract termination.  
 
The term “non-compete” in the report refers to an agreement between an employer and an 
employed physician that prohibits the physician from working within a certain geographic area and 
for a period of time after the physician’s employment ends.    
 
This report discusses physicians’ recurring concerns about the effect that non-competes have on 
both physicians and patients. The report also highlights the reasons why an independent physician 
group may think it necessary to use a reasonable non-compete to protect legitimate business 
interests (LBIs).   
 
As directed by Resolve 3, this report describes many ways that non-competes can be regulated, 
restricted, or modified to achieve the purposes of Resolve 3. The report ends with a 
recommendation that would be new HOD policy. The recommendation calls on the AMA to 
continue assisting interested state medical associations in developing fair and reasonable strategies 
regarding restrictive covenants between physician employers and physician employees including 
regularly updating the AMA’s state restrictive covenant legislative template.   
 
Following the instructions of the HOD, this report addresses only Resolve 3.  As such, this report 
does not consider non-competes generally, nor does it adjust any AMA policy positions regarding 
the pros and cons of non-competes as they may exist between physician practices and physician 
employees. 
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INTRODUCTION 1 
 2 
At the 2023 Annual Meeting, the American Medical Association (AMA) House of Delegates 3 
(HOD) adopted Resolution 237 entitled, “Prohibiting Covenants Not-to-Compete in Physician 4 
Contracts.” Resolution 237 was introduced by California, American Academy of Family 5 
Physicians, American Association of Neurological Surgeons, American College of Surgeons, 6 
Congress of Neurological Surgeons, and The Society of Thoracic Surgeons. Resolution 237 stated 7 
the following: 8 
 9 

RESOLVED, That our American Medical Association support policies, 10 
regulations, and legislation that prohibits covenants not-to-compete for all 11 
physicians in clinical practice who hold employment contracts with for-profit or 12 
non-profit hospital, hospital system, or staffing company employers (New HOD 13 
Policy); and be it further 14 
 15 
RESOLVED, That our AMA oppose the use of restrictive covenants not-to-16 
compete as a contingency of employment for any physician-in-training, regardless 17 
of the ACGME accreditation status of the residency/fellowship training program 18 
(New HOD Policy); and be it further 19 
 20 
RESOLVED, That our AMA study and report back on current physician 21 
employment contract terms and trends with recommendations to address balancing 22 
legitimate business interests of physician employers while also protecting 23 
physician employment mobility and advancement, competition, and patient access 24 
to care - such recommendations to include the appropriate regulation or restriction 25 
of 1) Covenants not to compete in physician contracts with independent physician 26 
groups that include time, scope, and geographic restrictions; and 2) De facto non-27 
compete restrictions that allow employers to recoup recruiting incentives upon 28 
contract termination. (Directive to Take Action) 29 

 30 
As directed by the HOD, this report addresses only Resolve 3 of Resolution 237 (Resolve 3).  As 31 
such, this report does not consider non-competes generally, nor does it adjust any AMA policy 32 
positions regarding the pros and cons of non-competes as they may exist between physician 33 
practices and physician employees.   34 
 35 
In this report, “non-compete” is defined as “a contractual term between a physician employer, e.g., 36 
a hospital, and a physician employee that prohibits the employee from working within a certain 37 
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geographic area and period of time after the physician’s employment ends.” For example, a 1 
restrictive covenant may prohibit the physician from practicing medicine within 10 miles of the 2 
location where he or she treated patients for two years after employment has ended. 3 
 4 
BACKGROUND 5 
 6 
Adoption of Resolution 237 made a significant change to the AMA’s policy on non-compete 7 
clauses (a/k/a covenants not-to-compete or non-competes). Prior to Resolution 237, the AMA was 8 
primarily guided by Ethical Opinion 11.2.3.1, Restrictive Covenants (Ethical Opinion 11.2.3.1), 9 
which states that physicians should not enter into unreasonable non-competes.1 10 
 11 
Pursuant to Resolution 237, AMA policy now requires the AMA to “support policies, regulations, 12 
and legislation that prohibits covenants not-to-compete for all physicians in clinical practice who 13 
hold employment contracts with for-profit or non-profit hospital, hospital system, or staffing 14 
company employers.” Resolution 237 does not supplant Ethical Opinion 11.2.3.1, which opposes 15 
the use of unreasonable physician non-competes. Thus, while Resolution 237 prohibits covenants 16 
not-to-compete for all physicians in clinical practice who hold employment contracts with for-17 
profit or non-profit hospital, hospital system, or staffing company employers, Ethical Opinion 18 
11.2.3.1 applies in other contexts, and thus opposes the use of unreasonable non-competes between 19 
physician employers and physician employees. 20 
 21 
Resolve 3 appears to recognize the negative impact that non-competes – even those used by 22 
physician employers – may have on physicians and patients. Specifically, Resolve 3 asks the AMA 23 
to make recommendations concerning the appropriate regulation or restriction of non-competes in 24 
physician contracts with independent physician groups that include time, scope, and geographic 25 
restrictions. What follows is a brief discussion regarding how non-competes may harm patients and 26 
physicians. 27 
 28 
Non-competes Harm Patients 29 
 30 
Enforcement of non-competes often harms patients by ending patient-physician relationships, e.g., 31 
if a non-compete forces a physician out of a community or otherwise makes the physician 32 
geographically inaccessible to patients. Patients may be particularly at risk when the non-compete 33 
severs long-standing patient-physician relationships where the physician has been taking care of 34 
patients with chronic illnesses. Similarly, a non-compete can thwart a patient’s choice of physician.   35 
 36 
Non-competes may hinder patients’ ability to timely access care. For example, depending on the 37 
geographic area, there may be a few physicians, general practitioners, or specialists available to 38 
serve the patient population. Even if several physicians practice in the community, forcing a 39 
physician to leave the area may reduce the number of available physicians. Although a replacement 40 
physician may ultimately be recruited to the area, recruitment can be a lengthy process. In the 41 
meantime, the absence of the physician subject to the non-compete may frustrate timely patient 42 
access to physician services – assuming the community’s remaining physicians have the capacity to 43 
take on new patients.  44 
 45 
Non-competes may also harm patients by compromising physician autonomy. For example, most 46 
physician employment agreements allow the employer (and the physician) to end the agreement at 47 
any time, so long as the other party is given advance notice. (This is typically referred to as 48 
“without cause” termination). A physician who knows that an employer can end their employment 49 
at any time, which will in turn trigger a non-compete, may be very reluctant to engage in patient 50 
advocacy, and speak up about matters negatively affecting patient care, clinical decision-making, 51 
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etc.   1 
 2 
Non-competes Harm Physicians 3 
 4 
Non-competes can also harm employed physicians by locking them into untenable working 5 
conditions or responsibilities that are detrimental to physicians’ mental and/or physical health, 6 
thereby contributing to the physician burnout epidemic. A physician who is practicing medicine in 7 
demoralizing working conditions may feel an urgent need to find a job with a better working 8 
environment and where the employer listens to its physicians’ concerns and fosters a workplace 9 
that is more conducive to the practice of medicine. If a competing employer in the community 10 
offers the physician such an opportunity, a non-compete would bar the physician from accepting 11 
the new position. The physician might solve this issue if he or she were willing to work for an 12 
employer outside the non-compete’s geographic restrictions. Doing so, however, could not only 13 
force the physician to leave the area, but require the physician to uproot his or her family from a 14 
community where the family has established significant roots. As a practical matter, working 15 
outside of the non-compete’s geographic restriction may then be completely out of the question. 16 
Thus, the physician will simply have no option but to stay in a demoralizing employment situation 17 
that continues to put the physician’s mental and physical health at risk and increasingly subjects the 18 
physician to burnout.   19 
 20 
Based on all of the above, we understand that employed physicians have a strong case for wanting 21 
the AMA to adopt policy calling for a complete ban on non-competes. However, while Resolve 3 22 
requires the AMA to support a ban on non-competes in employment contracts with for-profit or 23 
non-profit hospitals, hospital systems, or staffing company employers, Resolve 3 does not call on 24 
the AMA to do the same with respect to non-competes between independent physician groups and 25 
their physicians. Rather, Resolve 3 asks the AMA to study and report back with recommendations 26 
to address balancing legitimate business interests (LBIs) of physician employers while also 27 
protecting physician employment mobility and advancement, competition, and patient access to 28 
care. Thus Resolve 3 appears to recognize that physician employers may feel the need to use 29 
reasonable non-competes to protect LBIs. The next paragraph discusses those interests.   30 
 31 
Employer’s Reasons for Requiring Restrictive Covenants 32 
 33 
Physician employers may feel that reasonable non-competes are essential to protect LBIs, which 34 
may take several forms. For example, an independent physician group may train the physician, 35 
make referral sources and contacts available to the physician, give the physician access to patients 36 
and patient lists, market the physician in the community, and provide the physician with 37 
proprietary practice information to help the physician build up his or her practice. Physician 38 
employers may want to use non-competes to prohibit a physician from leaving and then opening up 39 
their own practice “down the hall,” in the same building, or even across the street – after receiving 40 
the benefit of information, training, patient contacts, and other resources provided by the 41 
independent physician group. Non-competes may give the physician employer the freedom and 42 
security to invest significant resources in the employed physician’s success, without the employer 43 
having to worry that the physician will later leave after the physician has developed a significant 44 
patient base, taking those patients with him or her.   45 
 46 
DISCUSSION 47 
 48 
There are two recent, major developments or trends relating to physician employment contract 49 
terms relating to the potential balancing of the physician employer and their employed physicians 50 
and patient access. These developments are: (1) the Federal Trade Commission’s (FTC) proposed 51 
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rule on non-competes and (2) the ongoing enactment of state legislation dealing with non-1 
competes. Because the FTC’s proposed rule bans physician non-competes, except with respect to 2 
501(c)(3) organizations under the U.S. Internal Revenue Code (which includes at least some 3 
hospitals and health systems), the proposed rule is not a source of recommendations about how 4 
physician contracting, regulation, or restrictions to non-competes might modify non-competes 5 
themselves to achieve the balance described in Resolve 3. The proposed rule does not prohibit the 6 
use of reasonable confidentiality provisions to protect trade secrets and other confidential 7 
information or repayment agreements. These types of provisions might, if taken together, be a 8 
possible means of achieving the kind of balance described by Resolve 3.    9 
 10 
Recommendations Concerning Possible Modifications to Traditional Non-competes 11 
 12 
State legislatures continue to consider bills that address non-competes, and most states have 13 
enacted statutes that are applicable to non-competes between physician employers and physician 14 
employees. These laws, as well as court decisions, provide the basis of how non-competes between 15 
physician employers and physician employees might be regulated. In states where one or more of 16 
these laws do not apply, the following recommendations could also be considered in contract 17 
negotiations between physician employers and their employees as a means of trying to achieve the 18 
balance described in Resolve 3. 19 
 20 
• Bases of termination. Rather than having the non-compete apply regardless of the reason for 21 

employment termination, the non-compete might be modified so that it is enforceable only if: 22 
(1) the physician terminated his or her employment without cause; (2) the physician’s license 23 
to practice medicine, or prescribe or dispense controlled substances, is currently revoked; or (3) 24 
the physician is currently excluded from participating in Medicare, Medicaid, or any other 25 
governmental program providing compensation for services rendered to patients.  26 

 27 
• Duration. A non-compete could be drafted so that it has a short duration. It is not unusual for 28 

physician non-competes to last two years. But, following the direction of several state laws, the 29 
duration could be reduced to one year, or even six months. For example, Connecticut limits the 30 
duration of a physician non-compete to no more than one year.2 In a frequently cited Arizona 31 
Supreme Court case, the court affirmed a lower court’s ruling that six months, rather than three 32 
years, was sufficient to protect the legitimate business interests of a physician practice with 33 
respect to competition from a formerly employed pulmonologist.3   34 

 35 
• Scope of services. A non-compete should apply only to services that the employed physician 36 

provided to the physician employer, and not, for example, broadly restrict the physician from 37 
“practicing medicine.” For example, a Louisiana court ruled that a non-compete was too broad 38 
because it prohibited the physician employee from engaging in the practice of medicine, rather 39 
than being limited to the pain management services that he provided.4 On the other hand, the 40 
Illinois Supreme Court upheld a ruling holding that a non-compete prohibiting a physician 41 
from practicing medicine was not too broad.5 42 

 43 
• Working for competitors. A non-compete could be structured so that it prohibits the departing 44 

physician from working for a competitor, rather than prohibiting the physician from working 45 
for any employer in the relevant geographic area.6   46 
 47 

• Tying the geographic scope of the non-compete to a single location. A non-compete should 48 
be written so that it is tied to the specific location where the physician provided the majority of 49 
his or her services, sometimes referred to in state law as the “primary practice site.” A non-50 
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compete should not include any geographic area where the physician employer has offices—1 
since the employer may have several offices in a state or states.7 2 
 3 

• Reasonable buy-out provision. A non-compete could be drafted so that the departing 4 
physician could buy his or her way out of the non-compete.8 The amount of the buyout should 5 
be reasonable based on a predetermined formula to eliminate ambiguity concerning how the 6 
buyout amount will be calculated. However, in some cases, even if there is no dispute 7 
concerning the buyout’s reasonableness, a departing physician may not be able to buy his or 8 
her way out of a non-compete because the amount of the buyout is more than the physician can 9 
pay.  10 
 11 

• Carve out for specific types of patients. Some state statutes that do permit the use of non-12 
competes allow the departing physician to continue to see patients with specific types of 13 
conditions. For example, the Texas statute permits the physician to still treat patients with an 14 
acute illness.9 The Colorado statute may also serve as an example here. Although the Colorado 15 
law prohibits non-competes in physician employment agreements, it does permit punitive 16 
damages related to competition. However, punitive damages are not recoverable if the formerly 17 
employed physician is treating a patient with a rare disorder.10 18 

 19 
Use of Contractual Provisions that are not Non-competes 20 
 21 
There are other kinds of post-employment restrictions that may represent other ways of attempting 22 
to achieve the balance described in Resolve 3. A physician employer may, however, be concerned 23 
that these alternatives do not sufficiently protect its LBI. This section describes some of these other 24 
options, which may be used in combination with one another. 25 
 26 
Trade Secrets  27 
 28 
A contract clause obligating the departing physician not to disclose the employer’s trade secrets is 29 
one way that the physician employer could protect its LBI. All states have laws protecting trade 30 
secrets and most states have adopted the Uniform Trade Secrets Act11 (UTSA) in various forms. 31 
The UTSA defines “trade secret” as information, including a formula, pattern, compilation, 32 
program, device, method, technique, or process, that: (1) derives independent economic value, 33 
actual or potential, from not being generally known to, and not being readily ascertainable by 34 
proper means by, other persons who can obtain economic value from its disclosure or use and  35 
(2) is the subject of efforts that are reasonable under the circumstances to maintain its secrecy.  36 
 37 
The UTSA includes a civil cause of action for trade secret misappropriation, which refers to 38 
disclosure or use of a trade secret by a former employee without express or implied consent. 39 
Moreover, the courts have held that trade secrets include patient lists, medical records, and 40 
superbills containing patient addresses, medical diagnoses and treatment codes, and patient 41 
insurance information.12 AMA policy states, however, that billing records and associated medical 42 
records should not be treated as proprietary or as trade secrets.13 43 
 44 
Confidentiality Clauses   45 
 46 
Physician employers may also use confidentiality agreements to protect legitimate business 47 
interests. Confidential information includes, but is not limited to, trade secrets. Some state laws 48 
define “confidential information.” For example, the Georgia non-compete statute defines 49 
“confidential information” in part to mean data and information: 50 
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Relating to the business of the employer, regardless of whether the data or 1 
information constitutes a trade secret…disclosed to the employee, that has value to 2 
the employer; is not generally known to the employer’s competitors; competitors 3 
of the employer; and includes trade secrets, methods of operation, names of 4 
customers, price lists, financial information and projections, route books, personnel 5 
data, and similar information…14 6 

 7 
The employer should require that, upon termination of the physician’s employment, that the 8 
departing physician promptly return any confidential information in the physician’s possession or 9 
control to the physician employer, including but not limited to, information on electronic devices. 10 
Further, the physician employer should consider requiring the employee to agree to a provision 11 
prohibiting a physician from taking any property, patient lists, or records of the employer with him 12 
or her upon the termination or expiration of the employment agreement.15   13 
 14 
Protecting Trade Secrets and Confidential Information Through Non-disclosure Agreements   15 
 16 
A physician employer can take steps to protect both confidential and trade secrets information by 17 
requiring the employee to sign a non-disclosure agreement (NDA) that applies after the physician 18 
leaves the employer. An NDA needs to be (1) clear about the information that is protected and (2) 19 
specifically tailored to protect that information. Courts may refuse to enforce NDAs that are too 20 
broad, e.g., they apply to information that is not considered to be confidential.   21 
 22 
In some circumstances an NDA may be so broad that it can function as a de facto non-compete. 23 
One example of an NDA functioning as a de facto non-compete is found in Brown v. TGS Mgmt. 24 
Co., LLC. In this case, “confidential information” included any information that was “usable in” or 25 
“relates to” the securities industry. A California court refused to enforce the NDA because it 26 
defined confidential information “so broadly as to prevent [the employee] from ever working again 27 
in securities trading” and thus, operated as a de facto non-compete. As a result, the court concluded 28 
that it could not be enforced under California law.16  29 
 30 
While NDAs do not restrict the mobility of physician employees as much as non-competes, 31 
physician employers may be concerned that an NDA is not sufficient to protect its trade secrets and 32 
other confidential information. It may be challenging for the physician employer to detect a breach 33 
of an NDA in comparison with a non-compete. Further, there can be significant litigation 34 
concerning just what damage the breach has caused the employer. Issues with detection and 35 
establishing damage amounts are likely to make enforcement of NDAs more expensive than 36 
enforcement of non-competes. However, in lieu of having to prove damage amounts, the physician 37 
employer might, to the extent permitted by state law, be able to include in the employment contract 38 
a clause entitling the employer to liquidated damages if the physician breaches an NDA, although 39 
the amount of liquidated damages could itself be subject to litigation.   40 
 41 
Non-solicitation Agreements  42 
 43 
Most states that prohibit non-competes do not disallow the use of non-solicitation agreements 44 
(NSA). For example, the Minnesota non-compete statute does not prohibit an NDA, an agreement 45 
designed to protect trade secrets or confidential information, an NSA, or an agreement restricting 46 
the ability to use client or contact lists or solicit customers of the employer.17 NSAs can apply to 47 
the physician employer’s patients, employees, or both.  An NSA should, however, entitle the 48 
physician to notify patients whom they have seen and who wish to continue care with them of their 49 
new location and be advised they may sign a records release to have their records transferred to 50 
their physician of choice. 51 
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As in the case of NDA, it is likely that an employer will find it more difficult, and thus more 1 
expensive, to detect the breach of an NSA and prove damages, as opposed to a non-compete. 2 
Proving a breach of an NSA may be particularly challenging because employees may want to work 3 
for, and patients may decide to continue their relationship with, the departing physician on their 4 
own initiative without any solicitation from the physician. Again, as in the case of breach of an 5 
NDA, the physician employer might, to the extent permitted by state law, include a liquidated 6 
damages provision in its employment agreement with the physician to remedy a breach of an NSA, 7 
which, as noted above, may also be the subject of litigation.   8 

 9 
Repayment Agreements 10 
 11 
Using a repayment agreement can be another way to attempt to achieve the balance described in 12 
Resolve 3. The main concern here most likely has to do with what costs are covered by the 13 
agreement. Fortunately, some state non-compete statutes address this issue. For example, the New 14 
Mexico non-compete law, which bans non-competes in physician employee contracts, states that 15 
during an initial employment period of less than three years, the physician employer can require 16 
the departing physician to repay all or a portion of: (1) a loan; (2) relocation expenses; (3) a 17 
signing bonus or other remuneration to induce the health care practitioner to relocate or establish a 18 
health care practice in a specified geographic area; or (4) recruiting, education, and training 19 
expenses.18 The West Virginia non-compete statute, on the other hand, states that a physician 20 
employer may require an employed physician to repay all or a portion of: (1) a loan; (2) location 21 
expenses; (3) a signing bonus; (4) remuneration to induce the physician to relocate or establish a 22 
physician practice in a specific geographic area; or (5) recruiting, education, and training expenses. 23 
(The West Virginia statute does permit the use of physician non-competes lasting no more than 24 
one year). Unlike the New Mexico statute, the repayment obligation appears to have no time 25 
limit.19  26 

 27 
A physician employer must take care that the repayment agreement is fair and is not inflated by 28 
costs that do not reflect actual financial benefits conferred on the employed physician. Notably, the 29 
FTC’s proposed non-compete rule states that a repayment agreement may function as a de facto 30 
non-compete if the repayment obligation is not reasonably related to the costs the employer 31 
incurred for training the worker.20 The abuse of repayment agreements has come under fire from 32 
other quarters as a means of preventing employees from leaving their jobs through debt, and are 33 
being used as a work-around in states where non-competes are banned.21 If a physician employer is 34 
considering how to structure a repayment agreement and what types of costs ought to be covered, 35 
the cost categories listed in the New Mexico and the West Virginia laws may be useful guides, 36 
keeping in mind that the cost amounts must also be reasonable.   37 
 38 
AMA Educational and Advocacy Resources 39 
 40 
The AMA has many educational and advocacy resources concerning non-competes. For example, 41 
the Advocacy Resource Center (ARC) has, pursuant to prior AMA policy, developed a 42 
comprehensive analysis of all state non-compete laws that apply to physicians entitled “Legislative 43 
Template: Covenants not-to-Compete in Physician Contracts.” Those interested in this advocacy 44 
resource may obtain it by contacting the ARC at https://www.ama-assn.org/system/files/rc-45 
legislative-template.pdf. The AMA Career Planning Resource webpage also has a wealth of 46 
information discussing physician employment issues, which includes information and tips regarding 47 
restrictive covenants. The AMA Career Planning Resource webpage may be accessed at 48 
https://www.ama-assn.org/residents-students/career-planning-resource/understanding-employment-49 
contracts. 50 
 

https://www.ama-assn.org/system/files/rc-legislative-template.pdf
https://www.ama-assn.org/system/files/rc-legislative-template.pdf
https://www.ama-assn.org/residents-students/career-planning-resource/understanding-employment-contracts
https://www.ama-assn.org/residents-students/career-planning-resource/understanding-employment-contracts
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RELEVANT AMA POLICY 1 
 2 
The following AMA policy is relevant to this Board Report: 3 
 4 
• Code of Medical Ethics 11.2.3.1 Restrictive Covenants 5 
 6 

Competition among physicians is ethically justifiable when it is based on such factors as 7 
quality of services, skill, experience, conveniences offered to patients, fees, or credit terms. 8 
 9 
Covenants-not-to-compete restrict competition, can disrupt continuity of care, and may limit 10 
access to care. 11 
 12 
Physicians should not enter into covenants that: 13 
 14 
(a) Unreasonably restrict the right of a physician to practice medicine for a specified period of 15 
time or in a specified geographic area on termination of a contractual relationship; and 16 
 17 
(b) Do not make reasonable accommodation for patients’ choice of physician. 18 
 19 
Physicians in training should not be asked to sign covenants not to compete as a condition of 20 
entry into any residency or fellowship program. 21 
 22 
AMA Principles of Medical Ethics: III, IV, VI, VII 23 

 24 
• Restrictive Covenants of Large Health Care Systems D-383.978 25 
 26 

Our AMA, through its Organized Medical Staff Section, will educate medical students, 27 
physicians-in-training, and physicians entering into employment contracts with large health 28 
care system employers on the dangers of aggressive restrictive covenants, including but not 29 
limited to the impact on patient choice and access to care. 30 

 31 
• Restrictive Covenants in Physician Contracts H-383.987 32 
 33 

Our AMA will provide guidance, consultation, and model legislation concerning the 34 
application of restrictive covenants to physicians upon request of state medical associations and 35 
national medical specialty societies. 36 

 37 
• Prohibiting Covenants Not-To-Compete in Physician Contracts H-265.988 38 
 39 

(1) Our American Medical Association support policies, regulations, and legislation that 40 
prohibits covenants not-to-compete for all physicians in clinical practice who hold employment 41 
contracts with for-profit or non-profit hospital, hospital system, or staffing company 42 
employers. 43 
 44 
(2) Our AMA will oppose the use of restrictive covenants not-to-compete as a contingency of 45 
employment for any physician-in-training, regardless of the ACGME accreditation status of the 46 
residency/fellowship training program. 47 
 48 
(3) Our AMA will study and report back on current physician employment contract terms and 49 
trends with recommendations to address balancing legitimate business interests of physician 50 
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employers while also protecting physician employment mobility and advancement, 1 
competition, and patient access to care - such recommendations to include the appropriate 2 
regulation or restriction of a) Covenants not to compete in physician contracts with 3 
independent physician groups that include time, scope, and geographic restrictions; and b) De 4 
facto non-compete restrictions that allow employers to recoup recruiting incentives upon 5 
contract termination. 6 

 7 
• Covenants Not to Compete D-265.988  8 
 9 

Our AMA will create a state restrictive covenant legislative template to assist state medical 10 
associations, national medical specialty societies and physician members as they navigate the 11 
intricacies of restrictive covenant policy at the state level. 12 

 13 
RECOMMENDATIONS 14 
 15 
The Board of Trustees recommends that the following policy be adopted, and the remainder of the 16 
report be filed: 17 
 18 

1. That the American Medical Association (AMA) continue to assist interested state 19 
medical associations in developing fair and reasonable strategies regarding restrictive 20 
covenants between physician employers and physician employees including regularly 21 
updating the AMA’s state restrictive covenant legislative template. (New HOD Policy) 22 
  

Fiscal Note: Less than $500  
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REPORT 14 OF THE BOARD OF TRUSTEES (A-24) 
Physician Assistant and Nurse Practitioner Movement Between Specialties (Resolution 239) 
Reference Committee B 

 
EXECUTIVE SUMMARY 

 
While physicians receive extensive training in a chosen specialty during their medical residency, 
nurse practitioners and physician assistants do not specialize in a comparable way. Both nurse 
practitioners and physician assistants must graduate from an accredited program and pass a 
certification examination for licensure in most states. While didactic education and clinical training 
differs between the two professions, the education of both nurse practitioners and physician 
assistants is broadly focused, especially compared to that of a physician. Any focus on a specific 
specialty in formal training is limited. While some nurse practitioners and physician assistants may 
“specialize” by gaining certifications in a certain area, these additional certifications are earned by 
acquiring experience “on-the-job,” are optional upon completion of their formal training, and are 
separate from the initial certifications typically attained upon graduation.  
 
Nurse practitioner programs do prepare students to provide care to a particular population as 
determined by the population focus selected by the students. Students choose one of six population 
foci—for example, family/individual, pediatrics, or psychiatric/mental health—to emphasize in 
their training. The chosen population focus typically determines the certification a nurse 
practitioner attains following graduation. As such, nurse practitioner programs vary based on the 
nurse practitioner’s chosen population foci and the primary certification they plan to attain. 
Importantly, however, the education around the population focus does not rise to the level of 
specialty training. Specialty training represents a “much more focused area of preparation and 
practice than does the APRN role/population focus level.”i 
 
On the other hand, physician assistant programs intentionally train physician assistants as 
“generalists,” not specialists. The physician assistant curriculum is largely the same for all 
physician assistant students. However, physician assistants can obtain Certificates of Added 
Qualifications (CAQs) post-graduation in certain specialties such as cardiovascular and thoracic 
surgery or emergency medicine. These CAQs are optional and require physician assistants to 
acquire work hours in the relevant specialty. Of note, CAQs are separate from the PA-C 
certification, which is the single certification offered to physician assistants who have graduated 
from an accredited program and passed the Physician Assistant National Certifying Examination.  
 
A nurse practitioner or physician assistant’s certification is not always aligned with the specialty or 
setting in which they practice during their career. In fact, both can move between specialties 
throughout their career often with little to no additional education or training. Available data shows 
that an increasing number of nurse practitioners and physician assistants are practicing in 
specialties outside of primary care. However, there is no publicly available data on how often nurse 
practitioners change specialties and very little such data on physician assistants. Nevertheless, the 
flexibility to move between specialties is often touted as a “selling point” for prospective students.  
 
This Board Report provides a summary of the underlying education and training of nurse 
practitioners and physician assistants, as well as an overview of initial certifications and optional 
specialty certifications available to each profession. The report also examines existing workforce 
studies and data on specialties and practice settings of nurse practitioners and physician assistants 
and the alignment of such to the certification of the respective nurse practitioner or physician 
assistant. 
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INTRODUCTION  1 
 2 
At the 2023 Annual Meeting, the American Medical Association (AMA) House of Delegates 3 
(HOD) adopted Resolution 239 entitled, “Physician Assistant and Nurse Practitioner Movement 4 
Between Specialties.” This resolution asked the AMA to study the movement of nonphysician 5 
health care professionals between specialties.   6 
 7 
Procedural History 8 
 9 
Resolution 239 was introduced by the Arizona delegation and asked: 10 
 11 

That our American Medical Association Board of Trustees study and report back 12 
at the 2023 Interim meeting on the economic impact to primary care and other 13 
lower tier income medical specialties of specialty switching by Advanced 14 
Practice Providers (Directive to Take Action); and  15 
 16 
That our AMA Board of Trustees study and report back at the 2023 Interim 17 
meeting about possible options on how APP’s can best be obligated to stay in a 18 
specialty tract that is tied to the specialty area of their supervising physician in 19 
much the same way their supervisory physicians are tied to their own specialty, 20 
with an intent for the study to look at how the house of medicine can create 21 
functional barriers that begin to make specialty switching by Advanced Practice 22 
Providers appropriately demanding. (Directive to Take Action) 23 
 24 

Similar in intent, Resolution 262 was introduced by the Private Practice Physicians Section and 25 
asked: 26 
 27 

That our American Medical Association create a national task force that will 28 
make recommendations for the best process for advanced practice providers 29 
(APPs) to develop specialty designations or an associated apprenticeship process 30 
that is parallel to the specialties of the physicians that supervise them (Directive 31 
to Take Action);    32 
 33 
That our American Medical Association study and report back at Interim 2023 on 34 
the economic impact to medical practices of specialty switching by advanced 35 
practice providers (Directive to Take Action); and 36 
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That our American Medical Association study and report back at the 2023 1 
Interim Meeting about possible options on how advanced practice providers can 2 
best be obligated to stay in a specialty tract (Directive to Take Action). 3 
 4 

Testimony on both of these Resolutions was limited. The Reference Committee heard that the 5 
AMA does not have the authority or purview over post-graduate clinical training requirements of 6 
nonphysicians and that the AMA has extensive resources detailing the education and training of 7 
nurse practitioners and physician assistants. However, the Reference Committee also heard 8 
testimony indicating that a growing number of nonphysicians are moving between specialties, and 9 
that this is a concern for physicians.  10 
 11 
Seeking to meet the underlying concerns raised in Resolutions 239 and 262, the Reference 12 
Committee recommended that Resolution 239 be adopted with an amendment, and that the 13 
amended Resolution 239 be adopted in lieu of Resolution 262. The HOD agreed and ultimately 14 
adopted amended Resolution 239, which reads as follows:  15 
 16 

That our American Medical Association study the movement of nonphysician 17 
health care professionals such as physician assistants and nurse practitioners 18 
between specialties. 19 
 20 

This Board of Trustees Report aims to address this directive. It examines the educational 21 
preparation of nurse practitioners and physician assistants and evaluates their ability to move 22 
between specialties.  23 
 24 
BACKGROUND 25 
 26 
The implications of specialty switching by nurse practitioners and physician assistants are best 27 
understood when one considers the underlying education, training, and certification of each 28 
profession.  29 
 30 
Nurse Practitioner Education and Training 31 
 32 
Nurse practitioners are one type of Advanced Practice Registered Nurse (APRN). While the focus 33 
of this board report is on nurse practitioner and physician assistant certification, the foundational 34 
documents for nurse practitioner education include APRNs in four types of “roles:” nurse 35 
practitioners, clinical nurse specialists, certified nurse midwives, and certified registered nurse 36 
anesthetists (CRNAs). Each type of APRN has its own accreditation and certifying bodies. For 37 
example, CRNA programs are accredited by the Council on Accreditation of Nurse Anesthesia 38 
Education Programs (COA) and CRNAs can obtain certification from the National Board of 39 
Certification and Recertification for Nurse Anesthetists (NBCRNA). By contrast, the Commission 40 
on Collegiate Nursing Education (CCNE) and the Accreditation Commission for Education in 41 
Nursing (ACEN) both accredit nurse practitioner programs, and nurse practitioners may be 42 
certified by one of several different certifying bodies. 43 
 44 
APRN education and training is based on foundational documents that were drafted and agreed to 45 
by leaders in the nursing profession:  46 
 47 

• Two American Association of Colleges of Nursing (AACN) “Essentials” documents: The 48 
Essentials of Master’s Education in Nursing (2011) and The Essentials of Doctoral 49 
Education for Advanced Nursing Practice (2006) (together, the AACN Essentials). 50 
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• The National Task Force on Quality Nurse Practitioner Education’s 2016 Criteria for 1 
Evaluation of Nurse Practitioner Programs (NTF Standards). 2 

• The Consensus Model for APRN Regulation: Licensure, Accreditation, Certification & 3 
Education (APRN Consensus Model).  4 

 5 
Taken together, these documents provide the framework for the curriculum and accreditation of 6 
nurse practitioner graduate education programs.  7 
 8 
What is referred to as the “APRN Consensus Model” also provides a model for APRN regulation 9 
and certification. The APRN Consensus Model is the basis for the four distinct roles of APRNs and 10 
the six-population foci that are foundational to APRN education and training:  11 
 12 

• Family/individual across the lifespan;   13 
• Adult-gerontology;  14 
• Pediatrics;  15 
• Neonatal;   16 
• Women’s health/gender-related; and  17 
• Psychiatric/mental health. 18 

 19 
A nurse practitioner’s specific educational experience will depend on their chosen population 20 
focus, and so will their certification. The APRN Consensus Model states that, “[e]ducation, 21 
certification, and licensure of an individual must be congruent in terms of role and population 22 
foci.”ii As such, distinct certifications—which are generally required for licensure—were created 23 
for each population focus, and in some cases for primary care as distinct from acute care. Each 24 
certification is aligned with a different educational track. In short, it is expected that a nurse 25 
practitioner’s education and training will be based on the certification they plan to attain after 26 
graduation. Consequentially, nurse practitioner programs vary slightly based on the nurse 27 
practitioner’s chosen population foci and the certification they plan to attain. Each certification has 28 
a somewhat different educational pathway, but all nurse practitioners must meet the same core 29 
academic requirements. The APRN Consensus Model provides the required “APRN core” courses 30 
included in the curriculum for all nurse practitioners (and all APRNs):  31 
 32 

• Physiology/pathophysiology; 33 
• Health assessment; and  34 
• Pharmacology.iii   35 

 36 
Specialty training, by contrast, represents a “much more focused area of preparation and practice 37 
than does the APRN role/population focus level.”iv 38 
 39 
Across all population foci, nurse practitioner clinical training requirements are largely not 40 
standardized, in sharp contrast to physician clerkships and residencies. Nurse practitioners only 41 
undergo 500-750 hours of clinical training. This results in evident experience gaps. For example, 42 
even though some of the nurse practitioner certifications broadly span patient populations, 43 
including across the lifespan from children to geriatric patients, studies on nurse practitioner 44 
education have documented that family nurse practitioners (FNPs) often receive minimal training 45 
across patient populations.  46 
 47 
Notably, a study in the Journal of Nursing Regulation surveyed recent FNP graduates on how often 48 
they performed basic tasks like prescribing medications, obtaining a health history, ordering 49 
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diagnostic tests, and developing differential diagnoses during their entire training.v The survey also 1 
examined these tasks across patient populations, providing a window into how the FNP education 2 
and training prepares students for practice. The results were shocking. For example, only  3 
61.5 percent of FNPs reported they prescribed medications to an adult patient more than 10 times, 4 
15 percent said they only prescribed medications to an adult patient one to two times.vi The 5 
numbers were even lower for pediatric and geriatric patients. Only 44.6 percent and 56.3 percent of 6 
FNP students surveyed said they prescribed medications more than 10 times to a pediatric patient 7 
and geriatric patient respectively, with 5.5 percent and 4.0 percent of FNP students indicating they 8 
never prescribed medications to pediatric or geriatric patients respectively during their clinical 9 
training.vii This study demonstrates the lack of standardization in nurse practitioner training 10 
programs. Yet, FNPs often practice across patient populations and increasingly in specialties 11 
outside primary care.   12 
 13 
Nurse Practitioner Certification 14 
 15 
For initial certification of nurse practitioners, two major certifying bodies exist: the American 16 
Academy of Nurse Practitioners Certification Board (AANPCB) and the American Nurses 17 
Credentialing Center (ANCC).viii Each certifying body administers their own examination and 18 
offers their own certifications. Both AANPCB and ANCC require nurse practitioners to renew their 19 
certification every five years. Most states require certification for licensure as a nurse practitioner, 20 
and certification exams are generally aligned with population foci.  21 
 22 
The AANPCB offers three initial certifications: Family Nurse Practitioner (FNP), Adult-23 
Gerontology Primary Care Nurse Practitioner (A-GNP), and Psychiatric Mental Health Nurse 24 
Practitioner (PMHNP).ix AANPCB’s FNP examination is an online examination with 150 multiple 25 
choice questions, which must be completed in three-hours. In 2021 the pass rate was 84 percent. 26 
AANPCB has retired a couple of certifications, including the Adult Nurse Practitioner (retired in 27 
2017) and Gerontology Nurse Practitioner (retired in 2012). Nurse practitioners who obtained these 28 
retired certifications can maintain the credential as long as they continue to renew their certification 29 
by completing the required clinical practice hours and continuing education.  30 
 31 
ANCC offers four certifications for nurse practitioners: Family Nurse Practitioner (FNP-BC), 32 
Adult-Gerontology Primary Care Nurse Practitioner (AGPCNP-BC), Adult-Gerontology Acute 33 
Care Nurse Practitioner (AGACNP-BC), and Psychiatric Mental Health Nurse Practitioner 34 
(PMHNP-BC). ANCC’s FNP-BC certifying examination includes 150-200 questions that vary in 35 
format from multiple choice, drop and drag, and multiple response. The average pass rate in  36 
2021 was 87 percent. ANCC also offers certifications for registered nurses, as well as micro-37 
credentials in certain sub-specialties. ANCC has also retired several certifications, including Acute 38 
Care Nurse Practitioner, Adult Nurse Practitioner, Adult-Psychiatric Mental Health Nurse 39 
Practitioner, Emergency Nurse Practitioner, Gerontological Nurse Practitioner, Pediatric Primary 40 
Care Nurse Practitioner, and School Nurse Practitioner. Like the retired certifications offered by 41 
AANPCB, nurse practitioners may renew these ANCC retired certifications to maintain their 42 
credential.x 43 
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While AANPCB and ANCC are the largest certifying bodies for nurse practitioners, other smaller 1 
certification bodies exist, including the American Association of Critical-Care Nurses (AACN), 2 
National Certification Corporation (NCC), Pediatric Certification Board (PNCB), Certification 3 
Board for Urological Nurses & Associates (CBUNA), and Hospice & Palliative Credentialing 4 
Center (HPCC). 5 
 6 
Nurse Practitioner Specialties 7 
 8 
Under the APRN Consensus Model, advanced practice registered nurses are licensed at the level of 9 
the population focus—not at the specialty level.xi Advanced practice registered nurses cannot be 10 
licensed solely within a specialty area.xii Regarding specialties, the APRN Consensus Model notes 11 
that specialties are optional but must be congruent with and build on the individual’s established 12 
role and population foci.  13 
 14 
Nurse practitioners may pursue optional certification in various specialties/subspecialties after 15 
initial certification in their role and population focus. An array of certifying boards issue 16 
“specialty” certifications for nurse practitioners—typically these certifications are based on hours 17 
of practice experience in a specialty and passage of an exam. Customarily, the certifying boards are 18 
specific to nursing and specific to a single specialty. For example, the Orthopaedic Nurses 19 
Certification Board certifies nurse practitioners in the orthopaedic specialty (ONP-C) and the 20 
Dermatology Nurses Association certifies dermatology nurse practitioners (DCNPs). However, 21 
AANPCB offers an Emergency Nurse Practitioner (ENP) certification for certified FNPs with 22 
specialty education and practice in emergency care.  23 
 24 
Note that specialty certification is generally not required for practice within a given specialty—25 
indeed, work within a specific specialty is required to earn specialty certification.  26 
 27 
Nurse Practitioner Workforce 28 
 29 
Nurse practitioners are not required to practice within the specialty in which they are certified, and 30 
so there is great misalignment between nurse practitioner certification and the setting or specialty 31 
in which they practice. The APRN Consensus Model attempts to align the nurse practitioner 32 
curriculum with the certification a nurse practitioner can attain after graduation, however, a nurse 33 
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practitioner’s certification is not always congruent with the specialty or setting in which the nurse 1 
practitioner practices during their career. Myriad data sources confirm this misalignment. For 2 
example, the American Association of Nurse Practitioners (AANP) claims that 88 percent of nurse 3 
practitioners are certified in primary care, but also reports that only 70.3 percent of nurse 4 
practitioners deliver primary care. The most recent Health Resources and Services Administration 5 
(HRSA) workforce data suggests a greater disparity, reflecting that only 24 percent of nurse 6 
practitioners deliver primary care.xiii  7 
 8 
HRSA’s findings are consistent with several state-level workforce studies, including the following: 9 
 10 

• A study from the Oregon Center for Nursing examined the number of nurse practitioners 11 
practicing in primary compared to specialty care in Oregon. Looking at practice setting and 12 
area of practice, data from the survey revealed that only one-third of nurse practitioners 13 
practice in primary care and about 22 percent provided a combination of primary and 14 
specialty care. Of those nurse practitioners providing both primary and specialty care, 15 
about 62 percent spent less than half of their time focusing on primary care.xiv The study 16 
found that the gap between nurse practitioners providing primary care versus specialty care 17 
is widening over time, with a greater number of nurse practitioners providing specialty care 18 
and fewer nurse practitioners providing primary care. It concluded that certification alone 19 
is not enough to determine one’s area of practice. 20 

• Adding to this body of evidence is A Profile of New York State Nurse Practitioners, 2017, 21 
a workforce report in which only about one-third of actively practicing nurse practitioners 22 
were considered primary care nurse practitioners based on their specialty certification and 23 
practice setting, even though a vast majority of nurse practitioners in the state report a 24 
primary care specialty certification. To indicate, 87 percent of nurse practitioners reported 25 
a certification in primary care (36.8 percent in family health, 23.2 percent in adult health, 26 
8.1 percent in pediatrics). xv  27 

• A 2023 South Dakota Workforce Study had similar findings.xvi Based on data gathered 28 
from nurse license renewal applications, including nurses who renewed their license, 29 
reactivated an inactive license, or reinstated a lapsed license, 80.9 percent indicated they 30 
were licensed and certified as family nurse practitioners yet only 24.9 percent identified 31 
“family health” as their primary area of specialty, 5.1 percent chose “primary care”, and    32 
6 percent chose adult health.xvii Other notable specialties selected include “other”  33 
(11.6 percent), psychiatric/mental health/substance abuse (8.2 percent), acute/critical care 34 
(7.3 percent), cardiology (4.2 percent), and emergency/trauma (3.5 percent).xviii 35 
 36 

Studies also elucidate lack of congruence between nurse practitioners’ certification and their 37 
practice in acute care settings.xix As noted earlier, some certifications distinguish between primary 38 
and acute care—and this distinction is ostensibly reflected in the nurse practitioner’s educational 39 
track. Yet, many nurse practitioners are certified in primary care work in an acute care practice 40 
specialty or setting.  41 
 42 
A study published in Nursing Outlook using data from HRSA’s 2018 National Sample Survey of 43 
Registered Nurses found that among nurse practitioners working in acute care settings, only  44 
44.5 percent held a certification in acute care, while 55.5 percent held only a primary care 45 
certification (13.7 percent held both acute care and primary care certifications). Notably, only about 46 
half of nurse practitioners working in acute care reported that they feel prepared to be an 47 
independent practitioner.xx  48 
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Below are findings by clinical specialty area in which the respondents worked: 1 
 

 Acute Care Certified (N = 
8,256) 

Primary Care Certified (N = 
10,297) 
 

Total 44.5% 55.5% 
Clinical Specialty   
General medical surgical 27.5% 37.6% 
Critical care 23.5% 25.3% 
Chronic Care 30.0% 10.6% 
Neurological 6.4% 7.0% 
Oncology 5.0% 9.2% 
Other 7.6% 10.3% 

*from Nursing Outlook p < .01 
 
These findings were consistent with other studies examining the misalignment between nurse 2 
practitioners’ credentials and their practice setting. For example, using data from the AANP 3 
National Nurse Practitioner Sample Survey, researchers found that of the 366 nurse practitioners 4 
who responded they were a hospitalist caring for adult patients (i.e., in an acute care setting),  5 
74.7 percent were certified in primary care—with a full 75 percent indicating “on-the-job training” 6 
as their qualification to be a nurse practitioner hospitalist.xxi  7 
 8 
Similarly, while emergency departments are for acute-life or limb threatening emergencies and 9 
providing care to critically ill patients, most nurse practitioners working in emergency departments 10 
are certified as an FNP. In fact, while there is a separate specialty certification for emergency nurse 11 
practitioners (ENPs), only FNPs are eligible for such certification—not acute care nurse 12 
practitioners, even though emergency departments are acute care settings. Moreover, 90 percent of 13 
nurse practitioners practicing in emergency departments do not have the ENP additional specialty 14 
certification.xxii 15 
 16 
Altogether, education and certification are not determinative of where a nurse practitioner will 17 
practice—workforce studies show that nurse practitioners commonly practice in clinical settings or 18 
specialties that are misaligned with, their education, training, and credentials. 19 
 20 
Specialty Switching by Nurse Practitioners 21 
 22 
Nurse practitioners may switch specialties throughout their career with few limitations, with the 23 
primary limitation being that, per the APRN Consensus Model, a nurse practitioner’s specialty 24 
must align with the population focus of the nurse practitioner’s training, as well as their 25 
certification. For some nurse practitioners this provides broad latitude in mid-career changes. For 26 
example, FNPs are trained to provide primary care across the lifespan and so would qualify for a 27 
broad range of specialties. By contrast, an adult-gerontology primary care nurse practitioner (AG-28 
PCNP) might be more limited. For example, an AG-PCNP would likely have to complete 29 
additional training to care for children, or to care for adult or geriatric patients outside primary 30 
care.xxiii  31 
 32 
Physician Assistant Education and Training 33 
 34 
Physician assistant programs are accredited by the Accreditation Review Commission on 35 
Education for the Physician Assistant (ARC-PA) and are two-to-three years in length. Physician 36 
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assistant programs provide a generalist education rather than focus on a particular specialty.xxiv Per 1 
the standards, program curriculum must include, “applied medical, behavioral and social sciences; 2 
patient assessment and clinical medicine; supervised clinical practice; and health policy and 3 
professional practice issues.”xxv Upon completion of the program graduates are awarded a master’s 4 
degree and become eligible to sit for the physician assistant certification examination.   5 
 6 
Physician Assistant Certification 7 
 8 
A single body certifies physician assistants: the National Commission on Certification of Physician 9 
Assistants (NCCPA). Certification is available to physician assistants who graduate from an ARC-10 
PA accredited program and pass the Physician Assistant National Certifying Examination. 11 
Physician assistants are eligible to take the examination up to six-years after graduation and those 12 
who pass are awarded the PA-C credential. To maintain certification, physician assistants must 13 
complete a minimum number of hours of continuing medical education (CME) and pass the 14 
Physician Assistant National Recertifying Examination (PANRE) every 10 years. Most states 15 
require completion of a minimum number of hours of CME, current certification by NCCPA, or 16 
both as a condition of licensure or for licensure renewal.  17 
 18 
The single certification for physician assistants is consistent with the approach for physician 19 
assistant education and training—to provide a generalist education without a focus on specialty. 20 
This is evident in both the didactic curriculum and clinical training of physician assistants. For 21 
example, the 2,000 hours of clinical practice required of physician assistants includes rotations in 22 
various specialties, including emergency medicine, obstetrics and gynecology, psychiatry, family 23 
medicine, and internal medicine. Standards also include requirements that these clinical rotations 24 
must include specific types of encounters. For example, physician assistant students must treat 25 
patients requiring chronic, acute, emergent, and preventive care and must also provide care in a 26 
variety of settings, including the emergency department, outpatient, and inpatient facilities. There 27 
is no path for specialized focus in the physician assistant educational program. 28 
 29 
In addition to the PA-C certification, NCCPA also offers optional specialty Certificates of Added 30 
Qualification (CAQs) to physician assistants in 10 specialties, including:  31 
 32 

• Cardiovascular & Thoracic Surgery;  33 
• Dermatology;  34 
• Emergency Medicine;  35 
• Hospital Medicine;  36 
• Nephrology;  37 
• Obstetrics and Gynecology;  38 
• Orthopaedic Surgery;  39 
• Palliative Medicine and Hospice Care;  40 
• Pediatrics; and  41 
• Psychiatry.xxvi  42 

 43 
A physician assistant who has acquired a CAQ is considered “board certified.” The specific 44 
requirements vary by specialty but generally require the following: (1) completion of specialty-45 
specific CME, (2) attestation that the physician assistant has completed a certain number of hours 46 
of experience in the specialty, (3) attestation that the physician assistant has the knowledge and 47 
skills relevant to practice in the specialty, including the knowledge and skills to perform the 48 
procedures relevant to the specialty, and/or that the physician assistant understands how and when 49 
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the knowledge and skills should be applied for appropriate patient management or how and when 1 
the procedures should be performed, and (4) achieve a passing score on a specialty examination 2 
(online or in person).  3 
 4 
CAQs often rely heavily on attestations and may not actually require the physician assistant to 5 
complete relevant procedures. Consider as an example the requirements to attain a CAQ in 6 
emergency medicine: 7 
 8 

• Self-attest to completing 75 credits of Category 1 CME focused on emergency medicine; 9 
25 of which must be earned within two-years of the date of the application for the specialty 10 
examination and the remaining earned within six years before this date. 11 

• Complete a comprehensive emergency medicine course that reflects the guidelines set forth 12 
in the most current version of Model of the Clinical Practice of Emergency Medicine, and 13 
complete the following courses: 14 

o Pediatric Advanced Life Support or Advanced Pediatric Life Support 15 
o Advanced Trauma Life Support 16 
o Airway course 17 

• Self-attest to completing 3,000 hours of experience working as a physician assistant in 18 
emergency medicine within at least six-years.   19 

• Obtain attestation from a physician, lead/senior physician assistant, or physician/physician 20 
assistant post graduate program director who works in emergency medicine and is familiar 21 
with the physician assistant’s practice and experience. The attestation must affirm that the 22 
physician assistant, “has performed the procedures and patient management relevant to the 23 
practice setting and/or understands how and when the procedures should be 24 
performed…the PA may not have experience with each procedure, but he or she must be 25 
knowledgeable of the basics of the procedures, in what situation the procedures should be 26 
done, and the associated management of patients.”xxvii 27 

• Pass an examination which consists of 120 multiple choice questions, which can be taken 28 
at a test center or online.  29 

 30 
CAQs are wholly optional for physician assistants and are generally not required for physician 31 
assistants to practice. Indeed, before earning and in order to earn a CAQ in the first instance, a 32 
physician assistant must practice in a chosen specialty. 33 
 34 
Physician Assistant Workforce 35 
 36 
According to the NCCPA 2022 statistical profile of board-certified physician assistants, only 23.1 37 
percent of physician assistants work in primary care, which includes “family medicine/general 38 
practice, internal medicine general, and pediatrics general.” When asked to identify their primary 39 
area of practice, the most physician assistants reported working in the five specialties: 40 
 41 

• Surgical subspecialties (18.6 percent); 42 
• Family medicine/general practice (17.1 percent); 43 
• Emergency medicine (11.2 percent);  44 
• Other (10.6 percent; *note that the most frequent responses include: urgent care, 45 

interventional radiology, sleep medicine, aesthetics, trauma surgery, wound care, and 46 
transplant surgery); and 47 

• Internal medicine subspecialties (9.9 percent). 48 
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Most physician assistants practice in hospital settings (41.7 percent) with office-based private 1 
practice a close second (37.1 percent). Urgent care (5.6 percent) and federal government 2 
facility/hospital/unit (4.7 percent) are a distant fourth and fifth.    3 
 4 
While most physician assistants hold one clinical position (84.9 percent), 11.3 percent of physician 5 
assistants hold two or more clinical positions, with emergency medicine (25.6 percent) being the 6 
most common secondary specialty area of these physician assistants.    7 
 8 
Specialty Switching by Physician Assistants 9 
 10 
Since physician assistants are trained as “generalists,” they face very few barriers to specialty 11 
switching. Indeed, more than half have changed specialties at least once during their career with 12 
over 20 percent indicating they have changed specialties two to three times.xxviii This can be done 13 
without any additional education, formal training, or certification.  14 
 15 
AMA POLICY 16 
 17 
The AMA has extensive policy supporting physician-led team-based care, including policy on 18 
appropriate physician supervision of nurse practitioners and physician assistants:  19 
 20 

• Policy H-160.949, “Practicing Medicine by Non-Physicians;”  21 
• Policy H-160-906, “Models /Guidelines for Medical Health Care Teams;”  22 
• Policy H-160.950, “Guidelines for Integrated Practice of Physician and Nurse 23 

Practitioner;” 24 
• Policy H-360.987, “Principles Guiding AMA Policy Regarding Supervision of Medical 25 

Care Delivered by Advanced Practice Nurses in Integrated Practice;” 26 
• Policy H-35.989, “Physician Assistants;” and 27 
• Policy D-35.985 “Support for Physician Led, Team Based Care.”  28 
 29 

The AMA also has policy directing our AMA to educate the public on the difference in the 30 
education and training of physicians and non-physicians. Specifically: 31 
 32 

• Policy H-160.949, “Practicing Medicine by Non-Physicians;”  33 
• Policy H-450.955, “Education of the General Public on the Role of Physician and Non-34 

Physician Health Care Providers;” and 35 
• Policy H-275.943, “Public Education about Physician Qualifications.”  36 

 37 
DISCUSSION 38 
 39 
The nurse practitioner and physician assistant professions both began with an emphasis on 40 
providing primary care to patients to help address the primary care workforce shortages. Over time, 41 
however, both nurse practitioners and physician assistants are increasingly choosing to practice in 42 
specialties instead of primary care and may switch specialties multiple times during their career. 43 
The idea of specialty switching by nurse practitioners and physician assistants is not a new 44 
phenomenon and such flexibility in specialization is often touted by both professions as a positive 45 
attribute to prospective students.  46 
 47 
The underlying education and clinical training of both nurse practitioners and physician assistants 48 
is founded upon a generalist approach. With limited exceptions, there is no focus on specialty care. 49 
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While state licensure requires graduation from an accredited program and certification by a 1 
designated body, physician assistant certification and most nurse practitioner certifications are 2 
extremely broad, allowing wide latitude in the patient population, specialty or setting in which they 3 
can practice. 4 
 5 
Moreover, there are little-to-no guardrails limiting the specialties in which nurse practitioners and 6 
physician assistants may work. In fact, many studies show a misalignment between nurse 7 
practitioner education, training, and certification and the specialty or setting in which they practice, 8 
such that some nurse practitioners find themselves in the position of caring for a patient population 9 
or level of acuity in which they have received no formal education or training. For both 10 
professions, on-the-job training post-graduation is a common means to gain the requisite 11 
knowledge in the specialty and practice setting in which they practice. This reinforces the 12 
importance of physician-led team-based care. 13 
 14 
While studies demonstrate the increased number of nurse practitioners and physician assistants 15 
practicing in specialties as opposed to primary care, there is no publicly available data on specialty 16 
switching by nurse practitioners. There are also no studies on the impact of specialty switching on 17 
the cost and quality of care provided by nurse practitioners and physician assistants. Moreover, 18 
there are no studies on the additional workload placed on physicians and other health care 19 
professionals who must provide on-the-job training to nurse practitioners or physician assistants 20 
who have switched specialties and/or are practicing in a specialty in which they have no formal 21 
education, training, or certification. Moreover, there are no studies looking at the impact of 22 
specialty switching in these professions on physician burnout, nor are there studies that look at the 23 
impact on physician’s time away from providing direct patient care. These gaps in literature are 24 
ripe for analysis, particularly by those conducting research on the health care workforce. State 25 
nursing and medical boards could also capture this information as part of a survey conducted at the 26 
time of licensure renewals by nurse practitioners and physician assistants.  27 
 28 
RECOMMENDATIONS 29 
 30 
The Board of Trustees recommends that the following policy be adopted, and the remainder of the 31 
report be filed:  32 
 33 

1. That the American Medical Association (AMA) support workforce research, including 34 
surveys by state medical and nursing boards, that specifically focus on gathering 35 
information on nurse practitioners and physician assistants practicing in specialty care, 36 
their certification(s), alignment of their certification to their specialty, and whether they 37 
have switched specialties during their career. (New HOD Policy) 38 

2. That the AMA support research that evaluates the impact of specialty switching by nurse 39 
practitioners and physician assistants on the cost and quality of patient care. (New HOD 40 
Policy) 41 

3. That the AMA encourage hospitals and other health care entities employing nurse 42 
practitioners to ensure that the nurse practitioner’s certification aligns with the specialty in 43 
which they will practice. (New HOD Policy) 44 

4. That the AMA continue educating policymakers and lawmakers on the education, training, 45 
and certification of nurse practitioners and physician assistants, including the concept of 46 
specialty switching. (New HOD Policy) 47 

 
Fiscal Note: Less than $500. 
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REPORT 15 OF THE BOARD OF TRUSTEES (A-24) 
Augmented Intelligence Development, Deployment, and Use in Health Care 
(Resolution 247-A-23) (Resolution 206-I-23) 
(Reference Committee B) 
 
 

EXECUTIVE SUMMARY 
 
At the June 2023 Annual Meeting, the American Medical Association (AMA) House of 
Delegates (HOD) adopted policy H-480-935, “Assessing the Potentially Dangerous Intersection 
Between AI and Misinformation.” This policy calls on the AMA to “study and develop 
recommendations on the benefits and unforeseen consequences to the medical profession of large 
language models (LLM) such as, generative pretrained transformers (GPTs), and other 
augmented intelligence-generated medical advice or content, and that our AMA propose 
appropriate state and federal regulations with a report back at A-24.” This policy reflects the 
intense interest and activity in augmented intelligence (AI) prompted by the arrival of OpenAI’s 
ChatGPT and other LLMs/generative AI. 
 
Additionally, at the November 2023 Interim Meeting, the AMA HOD referred Resolution 206-I-
23, “The Influence of Large Language Models (LLMs) on Health Policy Formation and Scope of 
Practice.” Resolution 206-I-23 asked, “that our American Medical Association encourage 
physicians to educate our patients, the public, and policymakers about the benefits and risks of 
facing LLMs including GPTs for advice on health policy, information on health care issues 
influencing the legislative and regulatory process, and for information on scope of practice that 
may influence decisions by patients and policymakers.” 
 
Generative AI is a type of AI that can recognize, summarize, translate, predict, and generate text 
and other content based on knowledge gained from large datasets. There has been increasing 
discussion about clinical applications of generative AI, including use as clinical decision support 
to provide differential diagnoses, early detection and intervention, and to assist in treatment 
planning. Generative AI tools are also being developed to assist with administrative functions, 
such as generating office notes, responding to documentation requests, and generating patient 
messages. While generative AI tools show tremendous promise to make a significant contribution 
to health care, there are a number of risks and limitations to consider when using these tools in a 
clinical setting or for direct patient care.  
 
As the number of AI-enabled health care tools and systems continues to grow, these technologies 
must be designed, developed, and deployed in a manner that is ethical, equitable, responsible, and 
transparent. With a lagging effort towards adoption of national governance policies or oversight 
of AI, it is critical that the AMA and the physician community engage in the development of 
policies to help inform patient and physician education, help guide development of these tools in 
a way that best meets both patient and physician needs, and advocate for governance policies to 
help ensure that risks arising from AI are mitigated to the greatest extent possible. 
 
This report highlights the AMA’s recognition of the issues raised at both the A-23 and I-23 HOD 
meetings, introduces and explains major themes of the report’s recommendations, and provides 
background information on the evolution of AI policy in health care and the direction that policy 
appears to be headed. 
 
 
 

https://policysearch.ama-assn.org/policyfinder/detail/h-480-935?uri=%2FAMADoc%2FHOD.xml-H-480.935.xml
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INTRODUCTION 1 
 2 
At the 2023 Annual Meeting, the American Medical Association (AMA) House of Delegates 3 
(HOD) adopted policy H-480-935, “Assessing the Potentially Dangerous Intersection Between AI 4 
and Misinformation.” This policy calls on the AMA to “study and develop recommendations on 5 
the benefits and unforeseen consequences to the medical profession of large language models 6 
(LLM) such as, generative pretrained transformers (GPTs), and other augmented intelligence-7 
generated medical advice or content, and that our AMA propose appropriate state and federal 8 
regulations with a report back at A-24.” This policy reflects the intense interest and activity in 9 
augmented intelligence (AI) prompted by the arrival of OpenAI’s ChatGPT and other 10 
LLMs/generative AI. 11 
 12 
Additionally, at the 2023 Interim Meeting, the AMA HOD referred Resolution 206-I-23, “The 13 
Influence of Large Language Models (LLMs) on Health Policy Formation and Scope of 14 
Practice.” Resolution 206-I-23 asked, “that our American Medical Association encourage 15 
physicians to educate our patients, the public, and policymakers about the benefits and risks of 16 
facing LLMs including GPTs for advice on health policy, information on health care issues 17 
influencing the legislative and regulatory process, and for information on scope of practice that 18 
may influence decisions by patients and policymakers.” 19 
 20 
Testimony on Resolution 206-I-23 highlighted the importance of physician understanding of 21 
LLMs and the ability to weigh the benefits and risks of these tools as the excitement and 22 
eagerness to implement them in everyday practice increases. Testimony emphasized that our 23 
AMA is currently in the process of fulfilling the directive in Policy H-480-935 (adopted at A-23) 24 
that directs our AMA to study and develop recommendations on the benefits and unforeseen 25 
consequences to the medical profession of LLMs, such as GPTs, and other augmented 26 
intelligence-generated medical advice or content. The HOD referred Resolution 206 so that the 27 
issues raised in this resolution could be considered along with the issues in Policy H-480.935. 28 
 29 
BACKGROUND 30 
 31 
The issue of AI first presented itself as an area of potential interest to AMA physicians and 32 
medical students that necessitated creation of AMA policy in 2018. At that time, physicians and 33 
medical students primarily considered AI-enabled technologies within the context of medical 34 

https://policysearch.ama-assn.org/policyfinder/detail/h-480-935?uri=%2FAMADoc%2FHOD.xml-H-480.935.xml
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device and clinical decision support (CDS), although administrative applications of AI began to 1 
grow exponentially and started to gain traction in the hospital, health system, and insurer space. 2 
Since the development of the AMA’s foundational AI policy in 2018 and subsequent policy on 3 
coverage and payment for AI in 2019, the number of AI-enabled medical devices approved by the 4 
U.S. Food and Drug Administration (FDA) has grown to nearly 700. In 2022, the concept of 5 
“generative AI” and what it can do became better understood to the public. Generative AI is a 6 
broad term used to describe any type of artificial intelligence that can be used to create new text, 7 
images, video, audio, code, or synthetic data. Generative AI and LLMs have rapidly transformed 8 
the use cases and policy considerations for AI within health care, necessitating updated AMA 9 
policy that reflects the rapidly evolving state of the technologies. 10 
 11 
AMA policy adopted in 2018 and 2019 enabled the AMA to be a strong advocate on behalf of 12 
patients and physicians and has been the bedrock of AMA’s advocacy on AI in the form of 13 
lobbying key congressional committees, participating in expert panel discussions, creating 14 
educational resources, and working with our Federation colleagues at the federal and state levels. 15 
However, as AI has rapidly developed beyond AI-enabled medical devices and into 16 
LLMs/generative AI, new policy and guidance are needed to ensure that they are designed, 17 
developed, and deployed in a manner that is ethical, equitable, responsible, and transparent. 18 
 19 
As an initial step, in November 2023, the AMA Board of Trustees approved a set of advocacy 20 
principles developed by the Council on Legislation (COL) that serve as the framework of this 21 
Board report. The main topics addressed in the principles include AI oversight, disclosure 22 
requirements, liability, data privacy and security, and payor use of AI. In addition to the COL, 23 
these principles have been vetted among multiple AMA business units, and AMA staff has 24 
worked with several medical specialty societies that have an expertise in AI and has received 25 
additional guidance and input from outside experts that have further refined these principles. 26 
These principles build upon and are supplemental to the AMA’s existing AI policy, especially  27 
Policy H-480.940, “Augmented Intelligence in Health Care,” Policy H-480.939, “Augmented 28 
Intelligence in Health Care,” and Policy D-480.956, “Use of Augmented Intelligence for Prior 29 
Authorization,” as well as the AMA’s Privacy Principles. The Board recommends adoption of 30 
these principles as AMA policy to guide our AMA’s advocacy and educational efforts on 31 
LLM/generative AI issues. 32 
 33 
This report highlights the AMA’s recognition of the issues raised at both the A-23 and I-23 HOD 34 
meetings, introduces and explains major themes of the report’s recommendations, and provides 35 
background information on the evolution of AI policy in health care and the direction that policy 36 
appears to be headed. 37 
 38 
CURRENT STATUS OF OVERSIGHT OF AUGMENTED INTELLIGENCE-ENABLED 39 
TECHNOLOGIES 40 
 41 
There is currently no whole-of-government strategy for oversight and regulation of AI. The U.S. 42 
Department of Health and Human Services (HHS) did establish an AI Office in March 2021 and 43 
developed a general strategy to promote the use of trustworthy AI, but has not produced a 44 
department-wide plan for the oversight of AI. While many other federal departments and agencies 45 
also have some authority to regulate health care AI, many regulatory gaps exist. To address the 46 
lack of a national strategy and national governance policies directing the development and 47 
deployment of AI, the federal government has largely defaulted to public “agreements” 48 
representing promises by large AI developers and technology companies to be good actors in 49 
their development of AI-enabled technologies. 50 
 

https://policysearch.ama-assn.org/policyfinder/detail/augmented%20intelligence?uri=%2FAMADoc%2FHOD.xml-H-480.940.xml
https://policysearch.ama-assn.org/policyfinder/detail/augmented%20intelligence?uri=%2FAMADoc%2FHOD.xml-H-480.939.xml
https://www.ama-assn.org/system/files/ama-ai-principles.pdf
https://www.ama-assn.org/system/files/ama-ai-principles.pdf
https://policysearch.ama-assn.org/policyfinder/detail/augmented%20intelligence?uri=%2FAMADoc%2FHOD.xml-H-480.940.xml
https://policysearch.ama-assn.org/policyfinder/detail/augmented%20intelligence?uri=%2FAMADoc%2FHOD.xml-H-480.939.xml
https://policysearch.ama-assn.org/policyfinder/detail/augmented%20intelligence?uri=%2FAMADoc%2Fdirectives.xml-D-480.956.xml
https://www.ama-assn.org/system/files/2020-05/privacy-principles.pdf
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In December 2023, the Biden Administration released a reasonably comprehensive executive 1 
order on the “Safe, Secure, and Trustworthy Development and Use of Artificial Intelligence.” 2 
While the executive order does not create new statutory or regulatory requirements, it does serve 3 
to direct federal departments and agencies to take action to provide guidance, complete studies, 4 
identify opportunities, etc. on AI across several sectors, including HHS. The AMA was pleased to 5 
see close alignment between the executive order’s direction and AMA principles. However, 6 
executive orders do not represent binding policy, so the regulatory status quo remains unchanged 7 
at present. 8 
 9 
The Biden Administration had also previously released a “Blueprint for an AI Bill of Rights” 10 
setting forth five principles that should guide the design, use, and deployment of AI. Those 11 
include recommendations for creating safe and effective systems; algorithmic discrimination 12 
protections; data privacy; notice and explanation; and human alternatives, considerations, and 13 
fallback. Like executive orders, this blueprint does not create new or binding policy and it does 14 
not appear there have been new efforts by federal departments and agencies to take action to 15 
ensure that AI aligns with these principles. 16 
 17 
There have been few, but notable, additional actions by federal agencies that may serve to impact 18 
patient and physician interaction with AI-enabled technologies. In 2022, the Centers for Medicare 19 
& Medicaid Services (CMS) and HHS Office for Civil Rights (OCR) introduced a sweeping 20 
liability proposal within its Section 1557 Non-Discrimination in Health Programs and Activities 21 
proposed rule. The proposal, if finalized, would create liability for physicians if they “rely” on a 22 
clinical algorithm that results in discriminatory harm to a patient. In the proposal, “clinical 23 
algorithm” is defined to include AI. The AMA submitted detailed comments opposing this 24 
section of the proposed rule. CMS and OCR have yet to finalize the rule. 25 
 26 
In addition, the Office of the National Coordinator for Health Information Technology (ONC) 27 
proposed and finalized, with some modifications, polices that will require electronic health record 28 
(EHR) technology developers to make certain information about AI used in EHRs available to 29 
physicians and other users. ONC refers to these AI tools as Predictive Decision Support 30 
Interventions (Predictive DSI). Starting in 2025, EHR developers that supply Predictive DSIs as 31 
part of the developer’s EHR offering must disclose specific attributes and inform users if patient 32 
demographic, social determinants of health, or health assessment data are used in the Predictive 33 
DSI. EHRs will be subject to regulatory requirements regarding the design, development, 34 
training, and evaluation of Predictive DSIs along with mandated risk management practices. 35 
ONC’s stated goal is to ensure that physicians understand how these tools work, how data are 36 
used, the potential for bias, and any known limitations. 37 
 38 
FDA APPROVED AI-ENABLED MEDICAL DEVICES 39 
 40 
The FDA continues to rapidly approve AI-enabled medical devices. While FDA approval and 41 
clearance of algorithmic-based devices dates back to 1995, clearance and approval of these 42 
devices has rapidly accelerated in the last several years. As of October 2023, 692 devices that 43 
FDA classifies as Artificial Intelligence/Machine Learning (AI/ML) devices have been approved 44 
for marketing. The overwhelming number of these devices are classified as radiology devices and 45 
this category of devices has seen the steadiest increases in the number of applications for FDA 46 
approval. However, the number of applications is increasing in several specialties, including 47 
cardiology, neurology, hematology, gastroenterology, urology, anesthesiology, otolaryngology, 48 
ophthalmology, and pathology. A significant number of cleared or approved devices are 49 
considered diagnostic in nature and many currently support screening or triage functions. 50 
 

https://www.govinfo.gov/content/pkg/FR-2019-02-14/pdf/2019-02544.pdf
https://www.govinfo.gov/content/pkg/FR-2019-02-14/pdf/2019-02544.pdf
https://www.whitehouse.gov/ostp/ai-bill-of-rights/
https://searchlf.ama-assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2Flf.zip%2F2022-10-3-Letter-to-Becerra-re-Comment-on-Nondiscrimination-v3.pdf
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In 2017, the FDA announced that they were evaluating a potentially new regulatory approach 1 
towards Software as a Medical Device, which would include AI/ML technologies. The so-called 2 
Pre-Certification program, or “Pre-Cert,” progressed to an initial pilot program involving nine 3 
manufacturer applicants. The program proposed to pre-certify manufacturers of software-based 4 
medical devices. Devices developed by pre-certified manufacturers would be subject to varying 5 
levels of FDA review based on risk to patients, including potentially being exempt from review if 6 
the risk is low. However, the Pre-Cert program has been tabled and the pilot dismantled for the 7 
time being, leaving FDA to utilize traditional review pathways for AI-enabled medical devices. In 8 
the absence of new regulatory strategies tailored to SaMD and AI/ML, FDA has issued some 9 
proposed guidance for developers of these devices but has not yet moved forward with additional 10 
guidance for important, physician-facing topics, such as transparency and labeling requirements. 11 
While transparency was listed as one of five major FDA priorities in this area, the Agency does 12 
not have current plans to move forward on additional guidance at this time. This leaves a critical 13 
gap in the oversight of AI-enabled medical devices. 14 
 15 
Data Privacy and Cybersecurity Considerations in Health Care AI 16 
 17 
The integration of AI into health care signifies a transformative era, greatly enhancing patient 18 
care and operational efficiency. However, this advancement also introduces considerable 19 
challenges, particularly in data privacy and cybersecurity. As health care facilities, technology 20 
vendors, clinicians, and users increasingly adopt AI, it is vital to focus on protecting patient and 21 
user data and securing AI systems against cyber threats. Handling vast amounts of sensitive data 22 
raises critical questions about privacy and security. Survey data has shown that 9 out of 10 23 
patients believe privacy is a right and nearly 75 percent of people are concerned about protecting 24 
the privacy of their health data.i Addressing these concerns necessitates a multifaceted approach 25 
that includes advanced data privacy techniques, data use transparency, robust cybersecurity 26 
strategies, and compliance with regulatory standards. 27 
 28 
Ensuring the protection of patient data in the context of AI requires sophisticated privacy 29 
techniques. Key methods such as anonymization and pseudonymization can remove or replace 30 
personal identifiers in data sets and significantly reduce the risk of re-identification. Additionally, 31 
implementing a robust data management system empowers patients by providing clear ways to 32 
grant, deny, or revoke consent for the use of their data, enhancing patient trust and ensuring 33 
compliance with global data protection regulations such as the General Data Protection 34 
Regulation and the Health Insurance Portability and Accountability Act (HIPAA). Moreover, the 35 
collection of data should be kept to a minimum. By collecting only the data necessary for the 36 
intended purpose, AI systems can mitigate the risks associated with data breaches and misuse. 37 
 38 
Cybersecurity plays a crucial role in health care, especially in the context of the increasing 39 
digitalization of medical records, patient data, and health care services. The health care sector is a 40 
prime target for cyber-attacks due to the sensitivity and value of the data it handles, including 41 
personal health information (PHI), financial data, and intellectual property related to medical 42 
research. The integration of technology in health care has undoubtedly brought significant 43 
benefits such as improved patient care, streamlined operations, and enhanced data analytics. 44 
However, it also introduces vulnerabilities. These include potential unauthorized access, data 45 
breaches, and disruptions to health care services, which can have dire consequences for patient 46 
privacy and safety. In 2017, 83 percent of surveyed physicians had already experienced a 47 
cyberattack and 85 percent stated that they want to share electronic PHI but were concerned about 48 
the data security necessary to protect it.ii This risk is amplified by the recent increased use of 49 
interconnected devices and systems, such as EHRs, telemedicine platforms, and mobile health 50 
applications. 51 
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The attack on Change Healthcare in February 2024 is a stark reminder of the critical importance 1 
of cybersecurity in health care. Change Healthcare, a division of UnitedHealth Group, was struck 2 
by a ransomware attack that significantly disrupted the largest health care payment and operations 3 
system in the United States. This incident led to widespread disruptions, affecting thousands of 4 
medical practices, hospitals, pharmacies, and others. The attack was attributed to ransomware. 5 
Despite efforts to recover from this attack, the impact on health care operations was profound, 6 
including the disruption of claims processing, payments, and electronic prescriptions leading to 7 
financial strain on physicians and delays in patient care. The health care sector's reliance on 8 
interconnected digital systems for patient records, billing, and payments, means that the impact of 9 
a cyberattack can be both immediate and widespread, affecting patient care and operational 10 
continuity. 11 
 12 
The implications of cybersecurity in health care AI are multifaceted. AI in health care, 13 
encompassing machine learning algorithms, predictive analytics, and robotic process automation, 14 
hold immense potential for diagnostic accuracy, personalized medicine, and operational 15 
efficiency. However, the deployment of AI in health care settings creates unique cybersecurity 16 
challenges. AI systems require large datasets to train and operate effectively, increasing the risk 17 
of large-scale data breaches. Additionally, the complexity of AI algorithms can make them 18 
opaque and vulnerable to manipulation, such as adversarial attacks that can lead to misdiagnoses 19 
or inappropriate treatment recommendations. AI-driven health care solutions often rely on 20 
continuous data exchange across networks, escalating the risk of cyber-attacks that can 21 
compromise both the integrity and availability of critical health care services. 22 
 23 
Model stealing attack represents a significant cybersecurity threat in the realm of AI, where a 24 
malicious actor systematically queries an AI system to understand its behavior and subsequently 25 
replicates its functionality. This form of intellectual property theft is particularly alarming due to 26 
the substantial resources and time required to develop sophisticated AI models. An example of 27 
this issue involves a health care organization that has invested heavily in an AI model designed to 28 
predict patient health outcomes based on a wide range of variables. If a malicious entity were to 29 
engage in model stealing by extensively querying this predictive model, it could essentially 30 
duplicate the original model’s predictive capabilities along with capitalizing on sensitive health 31 
care information and physicians, users, or the entity’s intellectual property. Absent strong 32 
protections against input manipulation and malicious attacks, AI can become a new conduit for 33 
bad actors to compromise health care organizations and harm patients. This not only undermines 34 
the original investment but also poses a direct threat to the competitive advantage of the 35 
innovating organization. 36 
 37 
Moreover, the risk extends beyond intellectual property theft to encompass serious privacy 38 
concerns. This is exemplified by incidents where generative AI models, trained on vast datasets, 39 
inadvertently reveal sensitive information contained within their training data in response to 40 
certain prompts. In the health care sector, where models are often trained on highly sensitive 41 
patient data, including personally identifiable information, the unauthorized extraction of this data 42 
can lead to significant breaches of patient confidentiality. The dual threat of intellectual property 43 
theft and data privacy breaches underscores the critical need for robust cybersecurity measures in 44 
safeguarding AI models, particularly those developed and utilized within the health care industry, 45 
to maintain the integrity of both their intellectual property and the confidentiality of the sensitive 46 
data they handle. 47 
 48 
While there are new federal policies to increase data transparency when AI is used in conjunction 49 
with health information technology, such as those issued by ONC, these new policies only cover 50 
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the certified EHR developer and stop short of holding AI developers accountable for robust data 1 
governance or data security and privacy practices.iii 2 
 3 
GENERATIVE AI 4 
 5 
The broad introduction of generative AI into the public sphere in 2022 saw a paradigm shift in 6 
how physicians contemplated AI. Open-source LLM Chat GPT presented a new, easily accessible 7 
AI-enabled technology with significant capabilities to generate new content and provide readily 8 
available access to information from a huge number of sources. Generative AI tools have 9 
significant potential to relieve physician administrative burdens by helping to address actions 10 
such as in-box management, patient messages and prior authorization requests. They also show 11 
promise in providing clinical decision support. These generative AI tools, however, can also pose 12 
significant risk, particularly for clinical applications. They are largely unregulated, as there is no 13 
current regulatory structure for generative AI clinical decision support tools unless they meet the 14 
definition of a medical device regulated by the FDA. The U.S. Federal Trade Commission (FTC) 15 
has limited authority to regulate data privacy issues that may be associated with generative AI 16 
tools. The FTC can also regulate activities considered to be an unfair, deceptive, or abusive 17 
business practice and can enforce laws for consumer protection. CMS has some authority to 18 
regulate use of AI by entities receiving funds from Medicare and Medicaid, including use by 19 
Medicare Advantage plans. OCR has some additional authorities to regulate data privacy and 20 
nondiscrimination. CMS and OCR have already put forth a very concerning proposal regarding 21 
physician liability for clinical algorithms, which the AMA has vigorously opposed. 22 
 23 
While some federal agencies may have oversight and authorities to regulate some aspects of AI, 24 
there are many regulatory gaps. These regulatory gaps are particularly significant when 25 
considering generative AI, as tools like ChatGPT and others currently fall well outside the 26 
definition of a regulated medical device. While generative AI use for clinical applications is 27 
relatively limited right now, it is expected to grow and patients and physicians will need 28 
assurances that it is providing safe, correct, non-discriminatory answers to the full extent possible, 29 
whether through regulation or generally accepted standards for design, development, and 30 
deployment. 31 
 32 
USE OF AI BY PAYORS 33 
 34 
There have been numerous reports recently regarding the use of what has been termed 35 
“automated decision-making tools” by payors to process claims. However, numerous reports 36 
regarding the use of these tools show a growing tendency toward inappropriate denials of care or 37 
other limitations on coverage. Reporting by ProPublica claims that tools used by Cigna denied 38 
300,000 claims in two months, with claims receiving an average of 1.2 seconds of review.iv Two 39 
class action lawsuits were filed during 2023, charging both United Health Care and Humana with 40 
inappropriate claims denials resulting from use of the nHPredict AI model, a product of United 41 
Health Care subsidiary NaviHealth. Plaintiffs in those suits claim the AI model wrongfully denied 42 
care to elderly and disabled patients enrolled in Medicare Advantage (MA) plans with both 43 
companies. Plaintiffs also claim that payors used the model despite knowing that 90 percent of 44 
the tool’s denials were faulty. 45 
 46 
There is growing concern among patients and physicians about what they perceive as increasing 47 
and inappropriate denials of care resulting from the use of these automated decision-making tools. 48 
In his recent Executive Order on AI, President Biden addressed this issue as an area of concern, 49 
directing the HHS to identify guidance and resources for the use of predictive and generative AI 50 
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in many areas, including benefits administration, stating that it must take into account 1 
considerations such as appropriate human oversight of the application of the output from AI. 2 
 3 
There are currently no statutory and only limited regulatory requirements addressing the use of AI 4 
and other automated decision-making tools by payors. States are beginning to look more closely 5 
at this issue given the significant negative reporting in recent months and are a likely place for 6 
near-term action on this issue. Congress has also shown increasing concern and has convened 7 
hearings for testimony on the issue; however, there has been no further Congressional action or 8 
legislation to pursue further limitations on use of these algorithms. Additionally, CMS has not 9 
taken broad regulatory action to limit the use of these algorithms by entities administering 10 
Medicare and Medicaid benefits. 11 
 12 
AMA POLICY 13 
 14 
The AMA has existing policies, H-480.940 and H-480.939 both titled “Augmented Intelligence in 15 
Health Care,” which stem from a 2018 and 2019 Board report and cover an array of areas related 16 
to the consequences and benefits of AI use in the physician’s practice. In pertinent part to this 17 
discussion, AMA Policy H-480.940 seeks to “promote development of thoughtfully designed, 18 
high-quality, clinically validated health care AI, encourage education for patients, physicians, 19 
medical students, other health care professionals, and health administrators to promote greater 20 
understanding of the promise and limitations of health care AI, and explore the legal implications 21 
of health care AI, such as issues of liability or intellectual property, and advocate for appropriate 22 
professional and governmental oversight for safe, effective, and equitable use of and access to 23 
health care AI.” This policy reflects not only the significance of attribution on the part of the 24 
developer, but furthermore emphasizes that physicians and other end users also play a role in 25 
understanding the technology and the risks involved with its use. 26 
 27 
AMA Policy H.480.939 also addresses key aspects of accountability and liability by stating that 28 
“oversight and regulation of health care AI systems must be based on risk of harm and benefit 29 
accounting for a host of factors, including but not limited to: intended and reasonably expected 30 
use(s); evidence of safety, efficacy, and equity including addressing bias; AI system methods; 31 
level of automation; transparency; and, conditions of deployment.” Furthermore, this policy 32 
asserts that “liability and incentives should be aligned so that the individual(s) or entity(ies) best 33 
positioned to know the AI system risks and best positioned to avert or mitigate harm do so 34 
through design, development, validation, and implementation. Specifically, developers of 35 
autonomous AI systems with clinical applications (screening, diagnosis, treatment) are in the best 36 
position to manage issues of liability arising directly from system failure or misdiagnosis and 37 
must accept this liability with measures such as maintaining appropriate medical liability 38 
insurance and in their agreements with users.” 39 
 40 
AMA Policy D-480.956 supports “greater regulatory oversight of the use of augmented 41 
intelligence for review of patient claims and prior authorization requests, including whether 42 
insurers are using a thorough and fair process that: (1) is based on accurate and up-to-date clinical 43 
criteria derived from national medical specialty society guidelines and peer reviewed clinical 44 
literature; (2) includes reviews by doctors and other health care professionals who are not 45 
incentivized to deny care and with expertise for the service under review; and (3) requires such 46 
reviews include human examination of patient records prior to a care denial.” 47 
 
 
 
 

https://policysearch.ama-assn.org/policyfinder/detail/augmented%20intelligence?uri=%2FAMADoc%2FHOD.xml-H-480.940.xml
https://policysearch.ama-assn.org/policyfinder/detail/augmented%20intelligence?uri=%2FAMADoc%2FHOD.xml-H-480.939.xml
https://policysearch.ama-assn.org/policyfinder/detail/augmented%20intelligence?uri=%2FAMADoc%2Fdirectives.xml-D-480.956.xml
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DISCUSSION 1 
 2 
As the number of AI-enabled health care tools and systems continues to grow, these technologies 3 
must be designed, developed, and deployed in a manner that is ethical, equitable, responsible, and 4 
transparent. With a lagging effort towards adoption of national governance policies or oversight 5 
of AI, it is critical that the physician community engage in development of policies to help drive 6 
advocacy, inform patient and physician education, and guide engagement with these new 7 
technologies. It is also important that the physician community help guide development of these 8 
tools in a way that best meets both patient and physician needs, and help define their own 9 
organization’s risk tolerance, particularly where AI impacts direct patient care. AI has significant 10 
potential to advance clinical care, reduce administrative burdens, and improve clinician well-11 
being. This may only be accomplished by ensuring that physicians engage only with AI that 12 
satisfies rigorous, clearly defined standards to meet the goals of the quadruple aim:v advance 13 
health equity, prioritize patient safety, and limit risks to both patients and physicians. 14 
 15 
Oversight of Health Care Augmented Intelligence 16 
 17 
There is currently no national policy or governance structure in place to guide the development 18 
and adoption of non-device AI. As discussed above, the FDA regulates AI-enabled medical 19 
devices, but many types of AI-enabled technologies fall outside the scope of FDA oversightvi. 20 
This potentially includes AI that may have clinical applications, such as some generative AI 21 
technologies serving clinical decision support functions. While the FTC and OCR have oversight 22 
over some aspects of AI, their authorities are limited and not adequate to ensure appropriate 23 
development and deployment of AI generally, and specifically in the health care space. Likewise, 24 
ONC’s enforcement is limited and focused on EHR developers’ use and integration of AI within 25 
their federally certified EHRs. While this is a major first step in requiring AI transparency, it is 26 
still the EHR developer that is regulated with few requirements on the AI developer itself. 27 
Encouragement of a whole-of-government approach to implement governance policies will help 28 
to ensure that risks to consumers and patients arising from AI are mitigated to the greatest extent 29 
possible. 30 
 31 
In addition to the government, health care institutions, practices, and professional societies share 32 
some responsibility for appropriate oversight and governance of AI-enabled systems and 33 
technologies. Beyond government oversight or regulation, purchasers and users of these 34 
technologies should have appropriate and sufficient policies in place to ensure they are acting in 35 
accordance with the current standard of care. Similarly, clinical experts are best positioned to 36 
determine whether AI applications are high quality, appropriate, and whether the AI tools are 37 
valid from a clinical perspective. Clinical experts can best validate the clinical knowledge, 38 
clinical pathways, and standards of care used in the design of AI-enabled tools and can monitor 39 
the technology for clinical validity as it evolves over time. 40 
 41 
Transparency in Use of Augmented Intelligence-Enabled Systems and Technologies 42 
 43 
As implementation of AI-enabled tools and systems increases, it is essential that use of AI in 44 
health care be transparent to both patients and physicians. Transparency requirements should be 45 
tailored in a way that best suits the needs of the end users. Care must be taken to preserve the 46 
integrity of data sets used in health care such that individual choice and data privacy are balanced 47 
with preserving algorithms that remain as pristine as possible to avoid exacerbating health care 48 
inequities. Disclosure should contribute to patient and physician knowledge without increasing 49 
administrative burden. When AI is utilized in health care decision-making, that use should be 50 
disclosed and documented to limit risks to, and mitigate inequities for, both patients and 51 
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physicians, and to allow each to understand how decisions impacting patient care or access to 1 
care are made. While transparency does not necessarily ensure AI-enabled tools are accurate, 2 
secure, or fair, it is difficult to establish trust if certain characteristics are hidden. 3 
 4 
Heightened attention to transparency and additional transparency requirements serve several 5 
purposes. They help to both ensure that the best possible decisions are made about a patient’s 6 
health care and help patients and physicians identify critical decision points and possible points of 7 
error. They can also serve as mechanisms to help shield physicians from liability so that potential 8 
issues related to use of AI-enabled technologies can be isolated and accountability apportioned 9 
appropriately. 10 
 11 
There are currently few federal requirements for transparency regarding AI. The FDA requires 12 
product labeling to provide certain information to physicians and other users, but requirements for 13 
device labeling are generally considered to be less stringent and have more leeway than drug 14 
product labeling. While FDA has stated that transparency is a key priority for the agency to 15 
address, they have not taken any additional action to update the labeling requirements for AI-16 
enabled medical devices or put into place additional transparency requirements for AI-enabled 17 
devices. As discussed above, ONC also has new transparency requirements applicable to the use 18 
of AI within EHRs; however, again, those requirements are limited to AI within an EHR or other 19 
applications integrated and made available through the EHR. They will not apply to AI-enabled 20 
tools accessible through the Internet, cellular phones, etc. It is clear that there is an urgent need 21 
for additional federal action to ensure AI transparency. 22 
 23 
Required Disclosures by Health Care Augmented Intelligence-Enabled Systems and Technologies 24 
 25 
Along with significant opportunity to improve patient care, all new technologies in health care 26 
will likely present certain risks and limitations that physicians must carefully navigate during the 27 
early stages of clinical implementation of these new systems and tools. AI-enabled tools are no 28 
different and are perhaps more challenging than other advances as they present novel and 29 
complex questions and risks. To best mitigate these risks, it is critical that physicians understand 30 
AI-driven technologies and have access to certain information about the AI tool or system being 31 
considered, including how it was trained and validated, so that they can assess the quality, 32 
performance, equity, and utility of the tool to the best of their ability. This information may also 33 
establish a set of baseline metrics for comparing AI tools. Transparency and explainability 34 
regarding the design, development, and deployment processes should be mandated by law where 35 
feasible, including potential sources of inequity in problem formulation, inputs, and 36 
implementation. Additionally, sufficient detail should be disclosed to allow physicians to 37 
determine whether a given AI-enabled tool would reasonably apply to the individual patient they 38 
are treating. 39 
 40 
Physicians should be aware and understand that, where they utilize AI-enabled tools and systems 41 
without transparency provided by the AI developer, their risks of liability for reliance on that AI 42 
will likely increase. The need for full transparency is greatest where AI-enabled systems have 43 
greater impact on direct patient care, such as by AI-enabled medical devices, clinical decision 44 
support, and interaction with AI-driven chatbots. Transparency needs may be somewhat lower 45 
where AI is utilized for primarily administrative, practice-management functions. 46 
While some of this information may be provided in labeling for FDA cleared and approved 47 
medical devices, the labeling requirements for such devices have not been specifically tailored to 48 
clearly convey information about these new types of devices. Updated guidance for FDA-49 
regulated medical devices is needed to provide this critical information. Congress should consider 50 
actions to ensure appropriate authorities exist to require appropriate information to be provided to 51 
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users of AI so that they can best evaluate the technology to determine reported performance, 1 
intended use, intended population, and appropriateness for the task. Developers and vendors 2 
should consider voluntarily providing this information about their products, and physicians and 3 
other purchasers should consider this information when selecting the AI tools they use. 4 
 5 
Generative AI 6 
 7 
Generative AI is a type of AI that can recognize, summarize, translate, predict, and generate text 8 
and other content based on knowledge gained from large datasets. Generative AI tools are finding 9 
an increasing number of uses in health care, including assistance with administrative functions, 10 
such as generating office notes, responding to documentation requests, and generating patient 11 
messages. Additionally, there has been increasing discussion about clinical applications of 12 
generative AI, including use as clinical decision support to provide differential diagnoses, early 13 
detection and intervention, and to assist in treatment planning. While generative AI tools show 14 
tremendous promise to make a significant contribution to health care, there are a number of risks 15 
and limitations to consider when using these tools in a clinical setting or for direct patient care. 16 
These risks are especially important to consider for clinical applications that may impact clinical 17 
decision-making and treatment planning where risks to patients are higher.  18 
 19 
Given that there are no regulations or generally accepted standards or frameworks to govern the 20 
design, development, and deployment of generative AI, consideration and mitigation of the 21 
significant risks is paramount. To manage risk, health care organizations should develop and 22 
adopt appropriate polices that anticipate and minimize negative impacts. Physicians who consider 23 
utilizing a generative AI-based tool in their practice should ensure that all practice staff are 24 
educated on the risks and limitations, including patient privacy concerns, and should have 25 
appropriate governance policies in place for its use prior to adoption. Also, as raised in 26 
Resolution 206-I-23, physicians should be encouraged to educate their patients about the benefits 27 
and risks of using AI-based tools, such as LLMs, for information about health care conditions, 28 
treatment options, or the type of health care professionals who have the education, training, and 29 
qualifications to treat a particular condition. Patients and physicians should be aware that chatbots 30 
powered by LLMs/generative AI could provide inaccurate, misleading, or unreliable information 31 
and recommendations. This principle is incorporated in the recommendations in this report and 32 
current AMA Policy H-480.940, “Augmented Intelligence in Health Care.” 33 
 34 
Liability 35 
 36 
The question of physician liability for use of AI-enabled technologies presents novel and complex 37 
legal questions and poses risks to the successful clinical integration of AI-enabled technologies. It 38 
is also one of the most serious concerns for physicians when considering integration of AI into 39 
their practice. Concerns also arise for employed physicians who feel they may have no choice but 40 
to utilize the AI, should hospitals or health systems mandate its use or utilize an EHR system that 41 
incorporates AI-based applications as standard. 42 
 43 
The challenge for physicians regarding questions of liability for use of AI is that there is not yet 44 
any clear legal standard for determining liability. While there are clear standards for general 45 
medical malpractice and for medical device liability, AI presents novel and potentially complex 46 
legal questions. When AI has suggested a diagnosis, the question of how appropriate it is for a 47 
physician to rely on that result is yet to be determined and will likely continue to evolve as AI 48 
improves. Ultimately the “standard of care” will help guide physician liability. It is expected that, 49 
as it improves over time, AI will be incorporated into what is likely to be specialty-specific 50 
standards of care. However, until that occurs, AI-transparency is of critical importance and 51 

https://policysearch.ama-assn.org/policyfinder/detail/augmented%20intelligence?uri=%2FAMADoc%2FHOD.xml-H-480.940.xml


 B of T Rep. 15-A-24 -- page 11 of 19 

 

physicians will need to be diligent in ensuring that they engage with AI tools where performance 1 
has been validated in their practice setting. 2 
 3 
As AI continues to evolve, there may ultimately be questions regarding liability when physicians 4 
fail to use AI and rely only on their professional judgment. Again, this question may ultimately 5 
turn on what evolves to be considered the standard of care. 6 
 7 
It should be noted that, when using AI, physicians will still be subject to general legal theories 8 
regarding medical liability. Negligent selection of an AI tool, including using tools outside their 9 
intended use or intended population, or choosing a tool where there is no evidence of clinical 10 
validation, could be decisions that expose a physician to a liability claim. 11 
 12 
Data Privacy and Augmented Intelligence 13 
 14 
Data privacy is highly relevant to AI development, implementation, and use. The AMA is deeply 15 
invested in ensuring individual patient rights and protections from discrimination remain intact, 16 
that these assurances are guaranteed, and that the responsibility rests with the data holders. AI 17 
development, training, and use requires assembling large collections of health data. AI machine 18 
learning is data hungry; it requires massive amounts of data to function properly. Increasingly, 19 
more electronic health records are interoperable across the health care system and, therefore, are 20 
accessible by AI trained or deployed in medical settings. AI developers may enter into legal 21 
arrangements (e.g., business associate agreements) that bring them under the Health Insurance 22 
Portability and Accountability Act (HIPAA) Privacy and Security Rules. While some uses of AI 23 
in health care, such as research, are not allowed by HIPAA absent patient authorization, the 24 
applicability of other HIPAA privacy protections to AI use is not as clear and HIPAA cannot 25 
protect patients from the “black box” nature of AI which makes the use of data opaque. AI system 26 
outputs may also include inferences that reveal personal data or previously confidential details 27 
about individuals. This can result in a lack of accountability and trust and exacerbate data privacy 28 
concerns. Often, AI developers and implementers are themselves unaware of exactly how their 29 
products use information to make recommendations. 30 
 31 
It is unlikely that physicians or patients will have any clear insight into a generative AI tool’s 32 
conformance to state or federal data privacy laws. LLMs are trained on data scraped from the web 33 
and other digital sources, including one well-documented instance where HIPAA privacy 34 
protections were violated.vii Few, if any, controls are available to help users protect the data they 35 
voluntarily enter in a chatbot query. For instance, there are often no mechanisms in place for 36 
users to request data deletion or ensure that their inputs are not stored or used for future model 37 
training. While tools designed for medical use should align with HIPAA, many “HIPAA-38 
compliant” generative tools rely on antiquated notions of deidentification, i.e., stripping data of 39 
personal information. With today’s advances in computing power, data can easily be reidentified. 40 
Rather than aiming to make LLMs compliant with HIPAA, all health care AI-powered generative 41 
tools should be designed from the ground up with data privacy in mind. 42 
 43 
The AMA’s Privacy Principles were designed to provide individuals with rights and protections 44 
and shift the responsibility for privacy to third-party data holders. While the Principles are 45 
broadly applicable to all AI developers, e.g., entities should only collect the minimum amount of 46 
information needed for a particular purpose, the unique nature of LLMs and generative AI 47 
warrant special emphasis on entity responsibility and user education. 48 
 
 
 

https://www.ama-assn.org/system/files/2020-05/privacy-principles.pdf
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Augmented Intelligence Cybersecurity 1 
 2 
Data privacy relies on strong data security measures. There is growing concern that cyber 3 
criminals will use AI to attack health care organizations. AI poses new threats to health IT 4 
operations. AI-operated ransomware and AI-operated malware can be targeted to infiltrate health 5 
IT systems and automatically exploit vulnerabilities. Attackers using ChatGPT can craft 6 
convincing or authentic emails and use phishing techniques that entice people to click on links—7 
giving them access to the entire electronic health record system. 8 
 9 
AI is particularly sensitive to the quality of data. Data poisoning is the introduction of “bad” data 10 
into an AI training set, affecting the model’s output. AI requires large sets of data to build logic 11 
and patterns used in clinical decision-making. Protecting this source data is critical. Threat actors 12 
could also introduce input data that compromises the overall function of the AI tool. Failure to 13 
secure and validate these inputs, and corresponding data, can contaminate AI models—resulting 14 
in patient harm. 15 
 16 
Because stringent privacy protections and higher data quality standards might slow model 17 
development, there could be a tendency to forgo essential data privacy and security precautions. 18 
However, strengthening AI systems against cybersecurity threats is crucial to their reliability, 19 
resiliency, and safety. 20 
 21 
Payor Use of Augmented Intelligence in Automated Decision-Making 22 
 23 
Payors and health plans are increasingly using AI and algorithm-based decision-making in an 24 
automated fashion to determine coverage limits, make claim determinations, and engage in 25 
benefit design. Payors should leverage automated decision-making systems that improve or 26 
enhance efficiencies in coverage and payment automation, facilitate administrative simplification, 27 
and reduce workflow burdens. While the use of these systems can create efficiencies such as 28 
speeding up prior authorization and cutting down on paperwork, there is concern these systems 29 
are not being designed or supervised effectively—creating access barriers for patients and 30 
limiting essential benefits. 31 
 32 
Increasingly, evidence indicates that payors are using automated decision-making systems to 33 
deny care more rapidly, often with little or no human review. This manifests in the form of 34 
increased denials, stricter coverage limitations, and constrained benefit offerings. For example, a 35 
payor allowed an automated system to cut off insurance payments for Medicare Advantage 36 
patients struggling to recover from severe diseases, forcing them to forgo care or pay out of 37 
pocket. In some instances, payors instantly reject claims on medical grounds without opening or 38 
reviewing the patient’s medical record. There is also a lack of transparency in the development of 39 
automated decision-making systems. Rather than payors making determinations based on 40 
individualized patient care needs, reports show that decisions are based on algorithms developed 41 
using average or “similar patients” pulled from a database. Models that rely on generalized, 42 
historical data can also perpetuate biases leading to discriminatory practices or less inclusive 43 
coverage.viii,ix,x,xi 44 
 45 
While AI can be used inappropriately by payors with severe detrimental outcomes to patients, it 46 
can also serve to reduce administrative burdens on physicians, providing the ability to more easily 47 
submit prior authorization and documentation requests in standardized forms that require less 48 
physician and staff time. Given the significant burden placed on physicians and administrative 49 
staff by prior authorization requests, AI could provide much needed relief and help to increase 50 
professional satisfaction among health care professionals. With clear guidelines, AI-enabled 51 
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decision-making systems may also be appropriate for use in some lower-risk, less complex care 1 
decisions. 2 
 3 
While payor use of AI in well-defined situations with clear guidelines has the potential to reduce 4 
burdens and benefit physician practices, new regulatory or legislative action is necessary to 5 
ensure that automated decision-making systems do not reduce needed care, nor systematically 6 
withhold care from specific groups. Steps should be taken to ensure that these systems do not 7 
override clinical judgment. Patients and physicians should be informed and empowered to 8 
question a payor’s automated decision-making. There should be stronger regulatory oversight, 9 
transparency, and audits when payors use these systems for coverage, claim determinations, and 10 
benefit design. [See Policy D-480.956, “Use of Augmented Intelligence for Prior Authorization;” 11 
Policy H-320.939, “Prior Authorization and Utilization Management Reform”] 12 
 13 
CONCLUSION 14 
 15 
As the number of AI-enabled health care tools and systems continue to grow, these technologies 16 
must be designed, developed, and deployed in a manner that is ethical, equitable, responsible, and 17 
transparent. In line with AMA Policy H-480-935 and Resolution 206-I-23, this report highlights 18 
some of the potential benefits and risks to the medical profession and patients of LLMs (e.g., 19 
GPTs) and other AI-generated medical decision-making tools, and recommends adoption of 20 
policy to help inform patient and physician education and guide engagement with this new 21 
technology, as well as position the AMA to advocate for governance policies that help to ensure 22 
that risks arising from AI are mitigated to the greatest extent possible. 23 
 24 
RECOMMENDATION 25 
 26 
The Board of Trustees recommends that the following be adopted in lieu of Resolution 206-I-23 27 
and that the remainder of the report be filed: 28 
 29 
AUGMENTED INTELLIGENCE DEVELOPMENT, DEPLOYMENT, AND USE IN 30 
HEALTH CARE 31 
 32 

General Governance 33 
 34 

• Health care AI must be designed, developed, and deployed in a manner which is ethical, 35 
equitable, responsible, and transparent. 36 

• Use of AI in health care delivery requires clear national governance policies to regulate 37 
its adoption and utilization, ensuring patient safety, and mitigating inequities. 38 
Development of national governance policies should include interdepartmental and 39 
interagency collaboration. 40 

• Compliance with national governance policies is necessary to develop AI in an ethical 41 
and responsible manner to ensure patient safety, quality, and continued access to care. 42 
Voluntary agreements or voluntary compliance is not sufficient. 43 

• Health care AI requires a risk-based approach where the level of scrutiny, validation, and 44 
oversight should be proportionate to the potential overall of disparate harm and 45 
consequences the AI system might introduce. [See also Augmented Intelligence in Health 46 
Care H-480.939 at (1)] 47 

• Clinical decisions influenced by AI must be made with specified human intervention 48 
points during the decision-making process. As the potential for patient harm increases, 49 
the point in time when a physician should utilize their clinical judgment to interpret or act 50 
on an AI recommendation should occur earlier in the care plan. 51 

https://policysearch.ama-assn.org/policyfinder/detail/D-480.956?uri=%2FAMADoc%2Fdirectives.xml-D-480.956.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-480.939%20?uri=%2FAMADoc%2FHOD.xml-H-480.939.xml
https://policysearch.ama-assn.org/policyfinder/detail/h-480-935?uri=%2FAMADoc%2FHOD.xml-H-480.935.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-480.939%20?uri=%2FAMADoc%2FHOD.xml-H-480.939.xml
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• Health care practices and institutions should not utilize AI systems or technologies that 1 
introduce overall or disparate risk that is beyond their capabilities to mitigate. 2 
Implementation and utilization of AI should avoid exacerbating clinician burden and 3 
should be designed and deployed in harmony with the clinical workflow. 4 

• Medical specialty societies, clinical experts, and informaticists are best positioned and 5 
should identify the most appropriate uses of AI-enabled technologies relevant to their 6 
clinical expertise and set the standards for AI use in their specific domain. [See 7 
Augmented Intelligence in Health Care H-480.940 at (2)] 8 

 9 
When to Disclose: Transparency in Use of Augmented Intelligence-Enabled Systems and 10 
Technologies 11 
 12 
• When AI is used in a manner which directly impacts patient care, access to care, or 13 

medical decision making, that use of AI should be disclosed and documented to both 14 
physicians and/or patients in a culturally and linguistically appropriate manner. The 15 
opportunity for a patient or their caregiver to request additional review from a licensed 16 
clinician should be made available upon request. 17 

• When AI is used in a manner which directly impacts patient care, access to care, medical 18 
decision making, or the medical record, that use of AI should be documented in the 19 
medical record. 20 

• AI tools or systems cannot augment, create, or otherwise generate records, 21 
communications, or other content on behalf of a physician without that physician’s 22 
consent and final review.  23 

• When health care content is generated by generative AI, including by large language 24 
models, it should be clearly disclosed within the content that was generated by an AI-25 
enabled technology. 26 

• When AI or other algorithmic-based systems or programs are utilized in ways that impact 27 
patient access to care, such as by payors to make claims determinations or set coverage 28 
limitations, use of those systems or programs must be disclosed to impacted parties. 29 

• The use of AI-enabled technologies by hospitals, health systems, physician practices, or 30 
other entities, where patients engage directly with AI should be clearly disclosed to 31 
patients at the beginning of the encounter or interaction with the AI-enabled technology. 32 
 33 

What to Disclose: Required Disclosures by Health Care Augmented Intelligence-Enabled 34 
Systems and Technologies 35 

 36 
• When AI-enabled systems and technologies are utilized in health care, the following 37 

information should be disclosed by the AI developer to allow the purchaser and/or user 38 
(physician) to appropriately evaluate the system or technology prior to purchase or 39 
utilization:  40 

o Regulatory approval status 41 
o Applicable consensus standards and clinical guidelines utilized in design, 42 

development, deployment, and continued use of the technology 43 
o Clear description of problem formulation and intended use accompanied by clear 44 

and detailed instructions for use 45 
o Intended population and intended practice setting  46 
o Clear description of any limitations or risks for use, including possible disparate 47 

impact 48 
o Description of how impacted populations were engaged during the AI lifecycle 49 
o Detailed information regarding data used to train the model: 50 

 Data provenance 51 

https://policysearch.ama-assn.org/policyfinder/detail/H-480.940?uri=%2FAMADoc%2FHOD.xml-H-480.940.xml
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 Data size and completeness 1 
 Data timeframes 2 
 Data diversity 3 
 Data labeling accuracy 4 

o Validation Data/Information and evidence of: 5 
 Clinical expert validation in intended population and practice setting and 6 

intended clinical outcomes 7 
 Constraint to evidence-based outcomes and mitigation of “hallucination” 8 

or other output error 9 
 Algorithmic validation 10 
 External validation processes for ongoing evaluation of the model 11 

performance, e.g., accounting for AI model drift and degradation  12 
 Comprehensiveness of data and steps taken to mitigate biased outcomes 13 
 Other relevant performance characteristics, including but not limited to 14 

performance characteristics at peer institutions/similar practice settings 15 
 Post-market surveillance activities aimed at ensuring continued safety, 16 

performance, and equity 17 
o Data Use Policy 18 

 Privacy 19 
 Security 20 
 Special considerations for protected populations or groups put at 21 

increased risk 22 
o Information regarding maintenance of the algorithm, including any use of active 23 

patient data for ongoing training 24 
o Disclosures regarding the composition of design and development team, 25 

including diversity and conflicts of interest, and points of physician involvement 26 
and review 27 
 28 

• Purchasers and/or users (physicians) should carefully consider whether or not to engage 29 
with AI-enabled health care technologies if this information is not disclosed by the 30 
developer. As the risk of AI being incorrect increases risks to patients (such as with 31 
clinical applications of AI that impact medical decision making), disclosure of this 32 
information becomes increasingly important. [See also Augmented Intelligence in Health 33 
Care H-480.939] 34 
 35 

Generative Augmented Intelligence 36 
 37 

• Generative AI should: (a) only be used where appropriate policies are in place within the 38 
practice or other health care organization to govern its use and help mitigate associated 39 
risks; and (b) follow applicable state and federal laws and regulations (e.g., HIPAA-40 
compliant Business Associate Agreement). 41 

• Appropriate governance policies should be developed by health care organizations and 42 
account for and mitigate risks of:  43 

o Incorrect or falsified responses; lack of ability to readily verify the accuracy of 44 
responses or the sources used to generate the response 45 

o Training data set limitations that could result in responses that are out of date or 46 
otherwise incomplete or inaccurate for all patients or specific populations 47 

o Lack of regulatory or clinical oversight to ensure performance of the tool 48 
o Bias, discrimination, promotion of stereotypes, and disparate impacts on access 49 

or outcomes 50 
o Data privacy  51 

https://policysearch.ama-assn.org/policyfinder/detail/H-480.939?uri=%2FAMADoc%2FHOD.xml-H-480.939.xml
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o Cybersecurity  1 
o Physician liability associated with the use of generative AI tools 2 

• Health care organizations should work with their AI and other health information 3 
technology (health IT) system developers to implement rigorous data validation and 4 
verification protocols to ensure that only accurate, comprehensive, and bias managed 5 
datasets inform generative AI models, thereby safeguarding equitable patient care and 6 
medical outcomes. [See Augmented Intelligence in Health Care H-480.940 at (3)(d)] 7 

• Use of generative AI should incorporate physician and staff education about the 8 
appropriate use, risks, and benefits of engaging with generative AI. Additionally, 9 
physicians should engage with generative AI tools only when adequate information 10 
regarding the product is provided to physicians and other users by the developers of those 11 
tools. 12 

• Clinicians should be aware of the risks of patients engaging with generative AI products 13 
that produce inaccurate or harmful medical information (e.g., patients asking chatbots 14 
about symptoms) and should be prepared to counsel patients on the limitations of AI-15 
driven medical advice. 16 

• Governance policies should prohibit the use of confidential, regulated, or proprietary 17 
information as prompts for generative AI to generate content. 18 

• Data and prompts contributed by users should primarily be used by developers to 19 
improve the user experience and AI tool quality and not simply increase the AI tool’s 20 
market value or revenue generating potential. 21 
 22 

Physician Liability for Use of Augmented Intelligence-Enabled Technologies 23 
 24 

• Current AMA policy states that liability and incentives should be aligned so that the 25 
individual(s) or entity(ies) best positioned to know the AI system risks and best 26 
positioned to avert or mitigate harm do so through design, development, validation, and 27 
implementation. [See Augmented Intelligence in Health Care H-480.939] 28 

o Where a mandated use of AI systems prevents mitigation of risk and harm, the 29 
individual or entity issuing the mandate must be assigned all applicable liability. 30 

o Developers of autonomous AI systems with clinical applications (screening, 31 
diagnosis, treatment) are in the best position to manage issues of liability arising 32 
directly from system failure or misdiagnosis and must accept this liability with 33 
measures such as maintaining appropriate medical liability insurance and in their 34 
agreements with users. 35 

o Health care AI systems that are subject to non-disclosure agreements concerning 36 
flaws, malfunctions, or patient harm (referred to as gag clauses) must not be 37 
covered or paid and the party initiating or enforcing the gag clause assumes 38 
liability for any harm. 39 

• When physicians do not know or have reason to know that there are concerns about the 40 
quality and safety of an AI-enabled technology, they should not be held liable for the 41 
performance of the technology in question. 42 

 43 
Data Privacy and Augmented Intelligence 44 
 45 

• Entity Responsibility: 46 
o Entities should make information available about the intended use of generative 47 

AI in health care and identify the purpose of its use. Individuals should know 48 
how their data will be used or reused, and the potential risks and benefits. 49 

https://policysearch.ama-assn.org/policyfinder/detail/H-480.940?uri=%2FAMADoc%2FHOD.xml-H-480.940.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-480.939%20?uri=%2FAMADoc%2FHOD.xml-H-480.939.xml
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o Individuals should have the right to opt-out, update, or forget use of their data in 1 
generative AI tools. These rights should encompass AI training data and 2 
disclosure to other users of the tool. 3 

o Generative AI tools should not reverse engineer, reconstruct, or reidentify an 4 
individual’s originally identifiable data or use identifiable data for nonpermitted 5 
uses, e.g., when data are permitted to conduct quality and safety evaluations. 6 
Preventive measures should include both legal frameworks and data model 7 
protections, e.g., secure enclaves, federated learning, and differential privacy. 8 

 9 
• User Education: 10 

o Users should be provided with training specifically on generative AI. Education 11 
should address: 12 
 legal, ethical, and equity considerations; 13 
 risks such as data breaches and re-identification; 14 
 potential pitfalls of inputting sensitive and personal data; and 15 
 the importance of transparency with patients regarding the use of 16 

generative AI and their data. 17 
[See H-480.940, Augmented Intelligence in Health Care, at (4) and (5)] 18 

 19 
Augmented Intelligence Cybersecurity 20 
 21 

• AI systems must have strong protections against input manipulation and malicious 22 
attacks. 23 

• Entities developing or deploying health care AI should regularly monitor for anomalies or 24 
performance deviations, comparing AI outputs against known and normal behavior. 25 

• Independent of an entity’s legal responsibility to notify a health care provider or 26 
organization of a data breach, that entity should also act diligently in identifying and 27 
notifying the individuals themselves of breaches that impact their personal information. 28 

• Users should be provided education on AI cybersecurity fundamentals, including specific 29 
cybersecurity risks that AI systems can face, evolving tactics of AI cyber attackers, and 30 
the user’s role in mitigating threats and reporting suspicious AI behavior or outputs. 31 

 32 
Payor Use of Augmented Intelligence and Automated Decision-Making Systems 33 

 34 
• Use of automated decision-making systems that determine coverage limits, make claim 35 

determinations, and engage in benefit design should be publicly reported, based on easily 36 
accessible evidence-based clinical guidelines (as opposed to proprietary payor criteria), 37 
and disclosed to both patients and their physician in a way that is easy to understand. 38 

• Payors should only use automated decision-making systems to improve or enhance 39 
efficiencies in coverage and payment automation, facilitate administrative simplification, 40 
and reduce workflow burdens. Automated decision-making systems should never create 41 
or exacerbate overall or disparate access barriers to needed benefits by increasing denials, 42 
coverage limitations, or limiting benefit offerings. Use of automated decision-making 43 
systems should not replace the individualized assessment of a patient’s specific medical 44 
and social circumstances and payors’ use of such systems should allow for flexibility to 45 
override automated decisions. Payors should always make determinations based on 46 
particular patient care needs and not base decisions on algorithms developed on “similar” 47 
or “like” patients. 48 

• Payors using automated decision-making systems should disclose information about any 49 
algorithm training and reference data, including where data were sourced and attributes 50 
about individuals contained within the training data set (e.g., age, race, gender). Payors 51 

https://policysearch.ama-assn.org/policyfinder/detail/augmented%20intelligence?uri=%2FAMADoc%2FHOD.xml-H-480.940.xml
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should provide clear evidence that their systems do not discriminate, increase inequities, 1 
and that protections are in place to mitigate bias. 2 

• Payors using automated decision-making systems should identify and cite peer-reviewed 3 
studies assessing the system’s accuracy measured against the outcomes of patients and 4 
the validity of the system’s predictions. 5 

• Any automated decision-making system recommendation that indicates limitations or 6 
denials of care, at both the initial review and appeal levels, should be automatically 7 
referred for review to a physician (a) possessing a current and valid non-restricted license 8 
to practice medicine in the state in which the proposed services would be provided if 9 
authorized and (b) be of the same specialty as the physician who typically manages the 10 
medical condition or disease or provides the health care service involved in the request 11 
prior to issuance of any final determination. Prior to issuing an adverse determination, the 12 
treating physician must have the opportunity to discuss the medical necessity of the care 13 
directly with the physician who will be responsible for determining if the care is 14 
authorized. 15 

• Individuals impacted by a payor’s automated decision-making system, including patients 16 
and their physicians, must have access to all relevant information (including the coverage 17 
criteria, results that led to the coverage determination, and clinical guidelines used). 18 

• Payors using automated decision-making systems should be required to engage in regular 19 
system audits to ensure use of the system is not increasing overall or disparate claims 20 
denials or coverage limitations, or otherwise decreasing access to care. Payors using 21 
automated decision-making systems should make statistics regarding systems’ approval, 22 
denial, and appeal rates available on their website (or another publicly available website) 23 
in a readily accessible format with patient population demographics to report and 24 
contextualize equity implications of automated decisions. Insurance regulators should 25 
consider requiring reporting of payor use of automated decision-making systems so that 26 
they can be monitored for negative and disparate impacts on access to care. Payor use of 27 
automated decision-making systems must conform to all relevant state and federal laws. 28 
(New HOD Policy) 29 

 
Fiscal Note: Less than $500. 
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INTRODUCTION 1 
 2 
At the 2023 Annual Meeting of the American Medical Association (AMA) House of Delegates 3 
(HOD), Resolution 202 entitled, “Support for Mental Health Courts,” was introduced by the 4 
Medical Student Section and called on the AMA to amend existing policy – Policy H-100.955 5 
entitled, “Support for Drug Courts” – as follows: 6 
 7 

Our AMA: (1) supports the establishment and use of mental health drug courts, 8 
including drug courts and sobriety courts, as an effective method of intervention within 9 
a comprehensive system of community-based supports and services for individuals 10 
with mental illness involved in the justice system addictive disease who are convicted 11 
of nonviolent crimes; (2) encourages legislators to establish mental health drug courts 12 
at the state and local level in the United States; and (3) encourages mental health drug 13 
courts to rely upon evidence-based models of care for those who the judge or court 14 
determine would benefit from intervention rather than incarceration. 15 

 16 
There was robust discussion of this resolution, including widespread support for increasing access 17 
to evidence-based care for individuals with a mental illness or substance use disorder (SUD) who 18 
were involved with the justice system. Multiple questions were raised, however, regarding terms 19 
of art that may be in use in legal settings compared to medical settings; the potential of unintended 20 
consequences; and the different uses of such courts. Ultimately, the HOD referred this resolution 21 
to the Board of Trustees for study. In response, this report provides background information; 22 
discusses the different courts; presents AMA policy; and makes recommendations. 23 
 24 
BACKGROUND 25 
 26 
There are more than 4,000 courts in the United States that provide some measure of alternative to 27 
incarceration when there is evidence of a mental illness, SUD, or other health condition impacting 28 
an individual and/or family.1 There are at least 39 states with a diversion program that addresses 29 
substance use, and at least 24 that directly address mental health and illness needs.2 A fact sheet 30 
from the Obama Administration noted that, “Since 1989, drug courts have been established or are 31 
being planned in all 50 States, the District of Columbia, the Northern Mariana Islands, Puerto Rico, 32 
Guam, and in nearly 90 Tribal locations.”3 The AMA has long been a supporter of these programs.4 33 
 34 
These programs go by many names, including “treatment court,” “adult drug court,” “DWI court,” 35 
“family treatment court,” “juvenile treatment court,” “tribal healing to wellness court,” or “veterans 36 
treatment court.” Other names used to describe programs that seek alternatives to incarceration are 37 
“opioid intervention court,” “opiate treatment court,” “heroin court,” “treatment pathway 38 
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program,” “overdose avoidance and recovery program,” and “heroin overdose prevention and 1 
education initiative.”5 The U.S. Department of Justice (DOJ) broadly describes these programs as 2 
“pretrial diversion programs” to which the U.S. Attorney has discretion to “divert” if there are 3 
“substance abuse or mental health challenges.”6  4 
 5 
Given the many different types of programs that are designed to provide mental health or SUD 6 
services as an alternative to incarceration, for the purposes of this report, any program that 7 
addresses substance use or mental health in a justice-involved or justice-related setting or program 8 
will be denoted as a “diversion program.” A recent issue brief from the National Conference of 9 
State Legislatures (NCSL)7 further explains that “Pretrial diversion programs are post-arrest 10 
interventions that occur at some point prior to final entry of judgment. Programs can take place 11 
before charges are filed, before first appearance or before adjudication.”  12 
 13 
Public health and public justice and law enforcement officials generally agree on the considerable 14 
need to treat mental illness and SUDs. Data reported by the U.S. Substance Abuse and Mental 15 
Health Services Administration (SAMHSA) show much greater prevalence of mental illness and 16 
SUDs in jails and prisons compared to the general population. It is estimated that:8  17 
 18 

• 18 percent of the general population has a mental illness; 44 percent of those in jail and  19 
37 percent of those in prison have a mental illness; 20 

• 11 percent of 18–25-year-olds, and 6 percent of those over 25 years old have a SUD; and 21 
• 63 percent of people in jail and 58 percent in prison have a SUD. 22 

 23 
In terms of sheer numbers, “1.2 million individuals living with mental illness sit in jail and prison 24 
each year.”9 Making matters more challenging, more than 60 percent of individuals with a history 25 
of mental illness do not receive treatment while incarcerated, and more than 50 percent of 26 
individuals receiving medication for mental health conditions stop taking them upon being 27 
incarcerated.10 The National Institutes on Drug Abuse says that estimates for SUD prevalence in 28 
jails and prisons have been as high as 65 percent.11 29 
 30 
DISCUSSION 31 
 32 
Are Diversion Programs an Effective Method of Intervention for Individuals with Mental Illness or 33 
Substance Use Disorder Involved with the Justice System? 34 
 35 
The first issue to address is whether diversion programs are an effective method of intervention for 36 
individuals with a mental illness or SUD involved with the justice system. If so, what elements of a 37 
diversion program demonstrate efficacy? For the purposes of this report, at least two metrics for 38 
“efficacy” can be viewed as to whether individuals receive and continue to engage in treatment, as 39 
well as whether they become re-incarcerated. While it is beyond the scope of this report to evaluate 40 
the 4,000+ programs in existence in the United States, there are innumerable examples of programs 41 
reporting that individuals enrolled in diversion programs not only start and continue treatment but 42 
are also less likely to return to jail or prison or be re-arrested. Proponents of diversion programs 43 
cite multiple economic and other benefits, including that they can connect hundreds of thousands of 44 
individuals to medications for opioid use disorder (OUD).  45 
 46 
A sample of meta-analyses also show general positivity, but identify challenges that come with 47 
evaluating such programs: 48 
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• A 2012 meta-analysis found that adult drug courts are effective “in reducing 1 
recidivism…[and] The evidence assessing DWI courts’ effectiveness is very promising but 2 
more experimental evaluations are needed. Juvenile drug courts typically produce small 3 
reductions in recidivism.”12  4 

• A 2013 meta-review broadly found benefits of juvenile justice diversion programs.13 5 
• A 2016 review of juvenile justice programs found, “There is no evidence that juvenile drug 6 

courts are more or less effective than traditional court processing in terms of reducing 7 
juveniles’ recidivism and drug use, but there is also no evidence of harm. The quality of 8 
the body of evidence is very low, however, so we have little confidence in these null 9 
findings.”14  10 

• A 2016 guide from the National Drug Court Institute cited multiple studies showing that, 11 
“Use of all three [MOUD] medications is associated with significantly reduced use of 12 
unauthorized opioids among probationers, parolees, and other persons with opioid use 13 
disorders involved in the criminal justice system.”15 14 

• A 2017 review of mental health courts (MHC) found that, “Overall, a small effect of MHC 15 
participation on recidivism was noted, compared with traditional criminal processing. 16 
Findings suggest the need for research to identify additional sources of variability in the 17 
effectiveness of MHCs.”16 18 

• A 2019 systematic review of drug courts found that, “Treatment accessed via community-19 
based diversion is effective at reducing drug use in Class A drug-using offenders. Evidence 20 
of a reduction in offending amongst this group as a result of diversion is uncertain. Poor 21 
methodological quality and data largely limited to US methamphetamine users limits 22 
available evidence.”17  23 

• A 2020 literature review of mental health courts found that, while research generally 24 
supports MHCs’ positive effects to reduce recidivism, there are inconsistencies with 25 
overall study designs, data collection, lack of adequate controls and other methodological 26 
faults.18 27 

• Another 2020 meta-analysis found that, “diversion programs for low-level drug offenders 28 
are likely to be cost-effective, generating savings in the criminal justice system while only 29 
moderately increasing healthcare costs. Such programs can reduce incarceration and its 30 
associated costs and avert overdose deaths and improve quality of life for PWID [people 31 
who inject drugs], PWUD [people who use drugs], and the broader population (through 32 
reduced HIV and HCV transmission).”19 33 

 34 
Considering individual programs reporting broad benefits20 and meta-analyses showing benefits as 35 
well as raising questions about how broad those benefits might be, it seems prudent to call for 36 
additional research as well as mechanisms to identify best practices. For example, some programs 37 
to treat OUD might prohibit use of medications for opioid use disorder (MOUD) or rely on non-38 
evidence-based approaches. The Board of Trustees notes, however, that what works in one 39 
jurisdiction may not work in another—and given the evidence that points to the overall benefits and 40 
lack of harm, we believe that the AMA should continue to support these programs. To guide 41 
programs, we highlight that professional medical organizations have published multiple guidelines 42 
and treatment considerations for diversion programs and care for individuals involved with the 43 
justice system, including the American Society of Addiction Medicine,21 American Psychiatric 44 
Association,22 and Providers Clinical Support System.23 45 
 46 
There are many potential elements of “a comprehensive system of community-based supports and 47 
services.” This includes benefits provided by “wraparound services,” such as community-based 48 
interagency cooperation, care coordination, child and/or family teams, unified plans of care, 49 
evidence-based systems of care, and other areas.24 Additional guidance can be found in recent 50 
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SAMHSA grants for diversion programs in three jurisdictions.25 These grants identify multiple 1 
types of services that may be useful in a diversion program, including motivational interviewing; 2 
crisis intervention training; psychiatric/psychosocial rehabilitation; dialectical behavior therapy; 3 
community-based treatment; case management; comprehensive psychiatric services, including 4 
psychotherapy and supportive counseling; substance use and detoxification treatment; housing and 5 
employment support, including skills training; screening, assessment, referral, and treatment to 6 
individuals at risk of entering the criminal justice system; and links between individuals and other 7 
community resources. While not all diversion programs will have all these elements, the Board of 8 
Trustees believes that the AMA should support development of diversion programs that include 9 
broad-based community support that include these types of resources. 10 
 11 
Should Diversion Programs be Available to Both Nonviolent and Violent Offenders? 12 
 13 
The second issue is whether diversion programs should be available to both nonviolent and violent 14 
offenders. It is first important to distinguish that access to a diversion program is related to—but 15 
different from than access to evidence-based treatment for a mental illness or SUD within the 16 
justice system. In 2022, the DOJ issued guidance making it clear that the Americans with 17 
Disabilities Act (ADA) protects individuals with an OUD to continue treatment for an OUD while 18 
incarcerated, including protecting continuity of care with MOUD.26 The AMA has advocated in 19 
multiple legal, legislative, and other forums that individuals involved with the justice system have a 20 
medical—and constitutional right—to continue OUD while incarcerated. This advocacy is 21 
highlighted in seminal cases: Smith v. Aroostook County27 and Pesce v. Coppinger.28 By extension, 22 
an individual also likely has statutory and constitutional rights to MOUD—or other evidence-based 23 
care—in a diversion program, but as the DOJ points out, there may be nuances if “the individual is 24 
currently engaged in illegal drug use.”29 The National Institute on Drug Abuse (NIDA) explains 25 
that:  26 
 27 

The chronic nature of addiction means that for some people relapse, or a return to 28 
drug use after an attempt to stop, can be part of the process, but newer treatments 29 
are designed to help with relapse prevention. Relapse rates for drug use are similar 30 
to rates for other chronic medical illnesses. If people stop following their medical 31 
treatment plan, they are likely to relapse.30  32 

 33 
The Board of Trustees believes that AMA support for individuals being able to stay in treatment 34 
even if they engaged in illegal drug use is a natural extension of existing AMA policy to not punish 35 
people because they have a SUD.  36 
 37 
With respect to whether diversion programs should be available to non-violent and violent 38 
offenders, given the evidence showing benefits of these programs—even if limited in some cases—39 
the AMA should continue to support access to evidence-based care, including MOUD, for non-40 
violent offenders. Notably, no change in policy is needed to meet this result. Whether to support 41 
and advocate for diversion programs to be available to individuals charged or convicted of violent 42 
offenses, however, raises multiple issues.   43 
 44 
The first issue is whether those charged or convicted of a violent offense are legally eligible for a 45 
diversion program. The U.S. Government Accountability Office (GAO) reports that, “adult drug 46 
courts funded by DOJ grants are prohibited by law from using grant funding to include individuals 47 
with prior or current violent offenses in their programs.”31 The GAO pointed out, however, that, “a 48 
few adult drug courts told us that they admit violent offenders, by ensuring that they do not use 49 
federal funding to serve these clients.” The GAO, which interviewed representatives from 44 adult 50 
drug courts from a mix of rural, suburban, urban, and tribal adult drug courts, highlighted that some 51 
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violent offenders and those convicted of drug-related crimes would benefit from drug court 1 
services. State law also commonly excludes individuals charged or convicted of a violent offense—2 
or having been convicted within a certain time period in the past. 3 
 4 
The National Association of Drug Court Professionals counsels that, “Evidence does not support 5 
blanket disqualification from treatment court for persons with a history of violent crimes. Instead, 6 
persons charged with offenses involving violence, or who have a history of such offenses, should 7 
be evaluated on a case-by-case basis to determine if they can be safely supervised in treatment 8 
court.”32 The Board of Trustees agrees. Just as AMA policy does not discriminate against an 9 
individual’s right to receive treatment based on external factors, the AMA should not discriminate 10 
against access to evidence-based care for SUD and mental illness based on carceral status or 11 
judicial supervision. As noted above, the provision of evidence-based care for mental illness and 12 
SUDs has strong constitutional protections. And as discussed below, current AMA policy strongly 13 
supports evidence-based care for individuals with a mental illness or SUD in jails and prisons.  14 
 15 
Saying that the AMA should not oppose participation in a diversion program does not mean, 16 
however, that there should not be comprehensive considerations about which individuals would 17 
benefit most from participation in a diversion program. Such considerations, moreover, should 18 
include whether an individual’s participation constitutes a threat to public safety. Thankfully, there 19 
are robust eligibility criteria to help judicial and health care professionals make those 20 
determinations. This guidance can help ensure “equitable access, services, and outcomes for all 21 
sociodemographic and sociocultural groups,” including “guidance for treatment courts to monitor 22 
and rectify unwarranted cultural disparities.”33 The eligibility guidance, moreover, can help 23 
diversion programs remove inappropriate restrictions and exclusions, ensure evidence-based care, 24 
connect individuals to complementary services, as well as avoid conflicts of interest. And just as 25 
important, the Board of Trustees agrees that:  26 
 27 

All persons meeting evidence-based eligibility criteria for treatment court receive 28 
the same opportunity to participate and succeed in the program regardless of their 29 
sociodemographic characteristics or sociocultural identity, including but not 30 
limited to their race, ethnicity, sex, gender identity, sexual orientation, age, 31 
socioeconomic status, national origin, native language, religion, cultural practices, 32 
and physical, medical, or other conditions.34 33 

 34 
AMA POLICY  35 
 36 
A bedrock of AMA advocacy is found in Policy H-430-987, “Medications for Opioid Use Disorder 37 
in Correctional Facilities,” which provides, “Our AMA endorses: (a) the medical treatment model 38 
of employing medications for opioid use disorder (OUD) as the standard of care for persons with 39 
OUD who are incarcerated.” This policy also calls for the AMA to advocate for  40 
 41 

. . . legislation, standards, policies, and funding that require correctional facilities 42 
to increase access to evidence-based treatment of OUD, including initiation and 43 
continuation of medications for OUD, in conjunction with psychosocial treatment 44 
when desired by the person with OUD, in correctional facilities within the United 45 
States and that this apply to all individuals who are incarcerated, including 46 
individuals who are pregnant, postpartum, or parenting.  47 
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The Board of Trustees recommends that diversion programs be held to the same standards. 1 
 2 
The AMA also supports “veterans courts” as “a method of intervention for veterans who commit 3 
criminal offenses that may be related to a neurological or psychiatric disorder.” (Policy H-510-979, 4 
“Support for Veterans Courts”). If AMA policy supports broad access to veterans’ courts as a 5 
matter of policy, the Board of Trustees does not see any reason why such policy should not also 6 
apply to other types of diversion programs. Similarly, AMA policy calling to support “justice 7 
reinvestment initiatives … and assessing individuals for substance use disorders and mental health 8 
issues, expanding jail diversion and jail alternative programs, and increasing access to reentry and 9 
treatment programs,” does not distinguish between nonviolent and violent offenses.  10 
(Policy H-94-931, “AMA Support for Justice Reinvestment Initiatives”).  11 
 12 
Finally, AMA Ethics Policy recognizes that, “Although convicted criminals have fewer rights and 13 
protections than other citizens, being convicted of a crime does not deprive an offender of all 14 
protections under the law.” (Policy E-9.7.2, “Court-Initiated Medical Treatment in Criminal 15 
Cases”). This policy also counsels for physicians to, “Treat patients based on sound medical 16 
diagnoses, not court-defined behaviors. While a court has the authority to identify criminal 17 
behavior, a court does not have the ability to make a medical diagnosis or to determine the type of 18 
treatment that will be administered.” (Policy E-9.7.2, “Court-Initiated Medical Treatment in 19 
Criminal Cases”). Thus, while the justice system may have guidance about which individuals are 20 
eligible for a diversion program, the physician’s role is not to raise barriers to such care. 21 
 22 
RECOMMENDATIONS 23 
 24 
The Board of Trustees recommends that existing policy – Policy H-100.955, entitled, “Support for 25 
Drug Courts” – be amended by addition and deletion in lieu of Resolution 202 as follows: 26 
 27 

Support for Diversion Programs, Including Drug Courts, Mental Health Courts, Veterans 28 
Courts, Sobriety Courts, and Similar Programs  29 

 30 
Our AMA:  31 
 32 
(1) supports the establishment and use of diversion and treatment programs drug 33 
courts, including drug courts, mental health courts, veterans courts, sobriety courts, 34 
and other types of similar programs, as an effective method of intervention within a 35 
comprehensive system of community-based supports and services for individuals 36 
with a mental illness or substance use disorder involved in the justice system 37 
addictive disease who are convicted of nonviolent crimes;  38 
(2) encourages legislators and court systems to establish diversion and treatment 39 
programs drug courts at the state and local level in the United States; and  40 
(3) encourages diversion and treatment programs drug courts to rely upon evidence-based 41 
models of care, including medications for opioid use disorder, for those who the judge or 42 
court determine would benefit from intervention, including treatment, rather than 43 
incarceration; and 44 
(4) supports individuals enrolled in diversion or treatment programs not be removed from a 45 
program solely because of evidence showing that an individual used illegal drugs while 46 
enrolled. (Modify HOD Policy)  47 

 
Fiscal Note: Less than $500.  
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INTRODUCTION 1 
 2 
At the 2023 Annual Meeting of the American Medical Association (AMA) House of Delegates (HOD), 3 
Resolution 203 entitled, “Drug Policy Reform,” was introduced by the Medical Student Section and 4 
called on the AMA to: 5 
 6 

• Advocate for federal and state reclassification of drug possession offenses as civil 7 
infractions and the corresponding reduction of sentences and penalties for individuals 8 
currently incarcerated, monitored, or penalized for previous drug-related felonies;  9 

• Support federal and state efforts to expunge criminal records for drug possession 10 
upon completion of a sentence or penalty at no cost to the individual; and  11 

• Support federal and state efforts to eliminate incarceration-based penalties for 12 
persons under parole, probation, pre-trial, or other criminal supervision for drug 13 
possession. 14 

 15 
Ultimately, Resolution 203 was referred to the Board of Trustees for study. Some of the primary reasons 16 
for referral included the need for more background information on criminal penalties for drug possession; 17 
the need to review the role of expungement for those convicted of drug-related crimes for drug 18 
possession; and the need to identify the AMA’s unique role concerning other issues relating to drug 19 
possession. This report also provides background information; discusses relevant policy and public health 20 
considerations; presents AMA policy; and makes recommendations. 21 
 22 
BACKGROUND 23 
 24 
The National Center for Drug Abuse Statistics (NCDAS) reports that, “1.16 million Americans are 25 
arrested annually for drug related offenses” and that, “227,655 Americans are arrested annually for the 26 
possession of heroin, cocaine, and derivative products.” At the same time, NCDAS reports that, “40,446 27 
Americans are arrested annually for the possession of synthetic drugs.”1 A 2022 report from the Pew 28 
Charitable Trusts found that between 2009-2019, “87 percent [of] drug arrests were for possession; the 29 
rest were for sale or manufacturing.”2 In the federal prison system, more than 44 percent of individuals 30 
were incarcerated because of a drug-related offense.3  31 
 32 
Incarceration rates for drug-related offenses, however, are decreasing. While the figures vary by state, 33 
between 2009-2019, “The prison population in the 39 states with available data dropped by approximately 34 
117,000 individuals from 2009 to 2019. The decrease in the number of people in prison for drug offenses 35 
accounted for 61% of this total decline. Similarly, prison admissions fell by more than 131,000 from  36 
2009 to 2019, with the drop in drug-related admissions accounting for 38 percent of the total.”4  37 
There are significant racial disparities for those incarcerated for a drug-related offense. While use and 38 
dependence rates between groups only vary by 1-2 percent, Black people are far more likely to be arrested 39 
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and incarcerated.5 These disparities have existed for decades,6 and they unfortunately continue. Research 1 
from 2000 showed that Black individuals made up more than 60 percent of those sent to state prisons for 2 
a drug-related offense7. The same study reported that, “Nationwide, black men are sent to state prison on 3 
drug charges at 13 times the rate of white men.” More recent data show that, “prison admissions for Black 4 
individuals for drug offenses decreased by 59 percent between 2009 and 2019, accounting for a quarter 5 
(26 percent) of the total drop in admissions over that span.”8 Despite these decreases, disparities remain. 6 
According to the Pew Charitable Trusts, “Black people made up 28 percent of admissions and 36 percent 7 
of the population in prison for drug convictions in 2019, which are two and three times, respectively, their 8 
share of the general population.” 9 
 10 
The data also show differences in the prison population when race and gender are both considered. 11 
Between 2009-2019, there was a “4 percent increase in admissions of White individuals for drug 12 
offenses…[and] a 32 percent increase in the number of White females entering prison with drug 13 
convictions. By comparison, admissions for drug offenses fell 71 percent for Black females and 4 percent 14 
for White males.”9  15 
 16 
Regarding youth-related drug offenses, between 2011-2020, there were an estimated 42,280 juvenile 17 
arrests.10 Juvenile arrests for drug offenses decreased 72 percent between 2016-2020.11 According to the 18 
U.S. Office of Juvenile Justice and Delinquency Prevention, “the peak year for juvenile drug abuse 19 
violation arrest rates was 1997 … [and] overall from 1980 to 2020, the drug abuse violation arrest rate for 20 
youth ages 15-17 decreased 64 percent , compared with a 21 percent  decrease for young adults ages 21 
18-20 and a 7 percent increase for young adults ages 21-24.”12 22 
 23 
Civil Infractions, Misdemeanors, and Felonies 24 
 25 
It is beyond the scope of this report to go into extensive detail about the wide variability and extensive 26 
nuances in federal or state criminal codes concerning drug possession.13 A brief overview, however, may 27 
be useful to underscore that the AMA’s unique role for this report is to focus on public health rather than 28 
criminal law.  29 
 30 
In general, a misdemeanor means any crime that does not amount to a felony.14 Misdemeanors generally 31 
are those criminal offenses that carry punishments by incarceration of a year or less.15 A felony typically 32 
denotes a crime more serious than a misdemeanor that subjects an individual to incarceration.16 33 
Punishments for a felony typically are incarceration for periods of one year or more.17 An “infraction” can 34 
have different meanings depending on the state, but it generally refers to a criminal act that is less serious 35 
and carries less severe penalties than a misdemeanor, such a speeding ticket or parking meter violation.18 36 
Criminal codes also distinguish “simple possession”19 from possession with intent to sell or distribute.20  37 
 38 
To prove a statutory crime, it is required to show both that an individual committed a criminal act, and in 39 
so doing, acted with the state of mind requisite to constitute the crime in question.21 For simple drug 40 
possession, the prosecutor must prove, generally, that the illicit substance was knowingly and/or 41 
intentionally in the accused individual’s possession. Simple possession crimes differ from those with 42 
intent to sell, manufacture or deliver in that simple possession typically is limited to personal use or 43 
control whereas the crime of possession with intent to sell, manufacture or deliver requires proving both 44 
possession/control of an illicit substance and that the individual had the intent to sell, manufacture or 45 
deliver the substance. To prove intent to sell, manufacture or deliver, additional facts would be required, 46 
which could come from undercover law enforcement or other witness testimony, exchange of money, 47 
possession of manufacturing equipment, video surveillance, customer lists or other factual elements that 48 
show more than just an intent limited to personal use or control.   49 
There are a limited number of states that have decriminalized certain drug-related offenses. In 2020, 50 
Oregon voters passed Ballot Measure 110, which among other things, effectively decriminalized 51 
possession of certain amounts of Schedule I Controlled Substances, including cocaine, heroin, psilocybin, 52 
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and methamphetamine. Possession of amounts greater than the law authorized, as well as possession for 1 
non-prescribed Schedule II-IV Controlled Substances, would subject an individual to a “Class E” 2 
violation. Violators would be subject to a fine or agree to undertake a screening in lieu of a fine.22 Since 3 
the measure went into effect, more than 7,600 individuals have received a Class E violation with 4 
methamphetamine (55 percent) and Schedule II Controlled Substances (26 percent) the top reasons for 5 
violations.23 In response to multiple factors, including considerable public concern about reported 6 
increases in public drug use, mortality and crime, the Oregon Legislature effectively ended 7 
decriminalization of illegal drugs for personal use with passage of House Bill 4002, which the governor 8 
said she will sign.24 HB 4002 passed with wide, bipartisan margins in both the Oregon House and 9 
Senate.25 10 
 11 
Additional state actions have occurred regarding psychedelics and other substances. For example, 12 
legislative efforts surrounding Schedule I psychedelics are increasing. More than two dozen states have 13 
considered or enacted measures to further study psychedelics, regulate their use, and establish pilot 14 
treatment programs. For example, certain psychedelics were decriminalized in Washington, D.C. in 15 
202126 and Colorado in 2022.27 In 2021, drug possession was decriminalized in Washington state as a 16 
result of a state supreme court decision in State v. Blake, which found the state’s drug possession statute 17 
unconstitutional because it lacked an intent requirement.28 The Washington Legislature re-criminalized 18 
drug possession (as a misdemeanor) several months later in a special session.29 The Washington law also 19 
included provisions for diversion programs as an alternative to incarceration. The 2024 state legislative 20 
sessions are actively considering many similar proposals.30  21 
 22 
Expungement 23 
 24 
The Board of Trustees explained in Board of Trustees Report 17-A-22 that it is important to recognize 25 
that expungement, destruction, and sealing are legal processes.31 An expungement process may involve 26 
multiple steps where the result is to remove a record of arrest and/or conviction from the official state or 27 
federal record. The idea is that post-expungement, the record never existed. While an expungement may 28 
“erase” a record, “sealing” hides the record from public view. More specifically, when “sealed,” the 29 
record can be accessed under certain circumstances.32 Finally, “destruction” of a record generally means 30 
to physically destroy it. When a record is “destroyed,” there is no record remaining whatsoever.33 It is 31 
important to note that specific definitions may vary by state. 32 
 33 
Under federal law, the record of a conviction for drug possession may be able to be expunged depending 34 
on the circumstances. An individual must qualify for expungement and undertake the process to formally 35 
seek expungement. There are different requirements for those 21 years of age and older and those 36 
younger than 21. The record of the underlying expungement also offers protection against future adverse 37 
use, but it is retained by the U.S. Department of Justice.34 38 
 39 
At the state level, eligibility, and procedures for expungement of drug possession crimes vary 40 
considerably35. State laws often are non-specific to controlled substances. In other words, eligibility and 41 
procedures would be dependent on multiple factors, including whether a drug possession crime was a 42 
misdemeanor or felony, and whether there were additional circumstances, including whether there were 43 
other crimes committed and whether they were violent or nonviolent. Other states have waiting periods 44 
after a sentence has been served, but these also are dependent on other factors that may be present, 45 
including whether the drug possession crime was a first offense. States typically have different processes 46 
and qualifications for minors.36 In contrast, 24 states have specific procedures when the state has 47 
decriminalized cannabis for medical and/or adult use.37  48 
 

file://Hqd02/dept/Gxx/ARC/BOT%20Reports/BOT%20Reports/2022/Cannabis/BOT%20Report%2017-A-22.docx
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DISCUSSION 1 
 2 
Reclassification of Drug Possession Offenses as Civil Infractions 3 
 4 
Proponents of decriminalizing drug possession cite multiple potential benefits, including saving money 5 
from incarceration, focusing resources on treatment and social services, and other benefits such as 6 
reducing the stigma surrounding drug use and having a substance use disorder.38 Being incarcerated does 7 
not often lead to treatment for a substance use disorder. The Pew Charitable Trusts reported data showing 8 
that “1.1 million people with past-year illicit drug dependence or misuse reported being arrested and 9 
booked in the past year…[but] 1 in 13—85,199—reported receiving drug treatment while in jail or prison.  10 
Further, the drug- or alcohol-related mortality rate in jails increased from 9 in 100,000 in 2009 to 26 in 11 
100,000 in 2019.”39 Proponents also point to collateral consequences of having a criminal record for drug 12 
possession, including denial of public benefits, losing custody of children, loss of voting rights, inability 13 
to secure loans or financial aid, to name a few negative effects.40 A meta-analysis of drug 14 
decriminalization policies in 2020 focused on “evaluating effects of drug decriminalization or legal 15 
regulation on drug availability, use or related health and social harms globally.”41 The analysis concluded 16 
there was “a need for a broadening of the metrics used to assess the impacts of drug decriminalization and 17 
legal regulation.”  18 
 19 
Except for cannabis, there are few tangible examples in the United States on which to evaluate the 20 
potential public health and collateral benefits of reclassifying drug possession offenses as civil infractions. 21 
The Board of Trustees notes that our AMA Council on Science and Public Health has issued two previous 22 
reports detailing the continued public health dangers associated with cannabis. Oregon, Colorado, and 23 
Washington, D.C. are the only states to specifically decriminalize illicit substances, while multiple others 24 
have enacted measures to direct law enforcement to treat possession of, for example, certain psychedelics, 25 
as a “low priority.”42 In Oregon, the language of Ballot Measure 110 based part of its argument on the 26 
premise that, “People suffering from addiction are more effectively treated with health care services than 27 
with criminal punishments. A health care approach includes a health assessment to figure out the needs of 28 
people who are suffering from addiction, and it includes connecting them to the services they need.” The 29 
reality of Ballot Measure 110’s effects, however, demonstrate widespread challenges with connecting 30 
individuals to screening, treatment, or recovery. 31 
 32 
Three main studies of the effects of Oregon Ballot Measure 110 show that it generally failed to reduce 33 
overdose-related fatality, and that it did not connect individuals to screening, treatment, or recovery. One 34 
study found that Ballot Measure 110 “caused 182 additional unintentional drug overdose deaths to occur 35 
in Oregon in 2021. This represents a 23 percent increase over the number of unintentional drug overdose 36 
deaths predicted if Oregon had not decriminalized drugs.”43 A separate study, however, found that there 37 
was no significant change in death rates.44 Perhaps most concerning is that Ballot Measure 110’s promise 38 
of increased connections to treatment and increased access to evidence-based care has not been realized. 39 
A state audit of Ballot Measure 110 discussed the widespread hopes for the ballot measure to improve 40 
access to care for substance use disorders, reduce health inequities, and other laudable goals. The reality, 41 
unfortunately, has been hampered by widespread challenges, including inefficient “program governance,” 42 
“silos and fragmentation in the delivery of mental health and substance use disorder treatment,” poor 43 
“stakeholder collaboration,” poor data collection and reporting structures, and a lack of coordination 44 
between public health, public safety, and other agencies.45 45 
 46 
The Board of Trustees understands that the original intent of Oregon Ballot Measure 110 included an 47 
effort to increase access to treatment, but there is a clear lack of evidence demonstrating public health 48 
benefits or increases in access to evidence-based mental health or substance use disorder services in the 49 
state. The available research, furthermore, does not clearly demonstrate tangible benefits on a wider scale. 50 
The Board of Trustees observes that drug-related overdoses in Oregon have increased from 1,147 deaths 51 
reported for the 12-month period between October 2020 and October 2021 to 1,683 deaths reported for 52 

https://www.sciencedirect.com/topics/medicine-and-dentistry/drug-overdose
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the 12-month period between October 2022 and October 2023.46 The Board of Trustees believes that it is 1 
premature to recommend decriminalizing drug possession offenses as a public health benefit in the 2 
absence of evidence demonstrating public health benefits. 3 
 4 
Expungement of Criminal Records for Drug Possession upon Completion of a Sentence 5 
 6 
As noted above, there are ongoing collateral consequences experienced by individuals convicted of drug 7 
possession (or other) crimes. The Board of Trustees emphasized these consequences as part of Board of 8 
Trustees Report 17-A-22, “Expungement, Destruction, And Sealing Of Criminal Records For Legal 9 
Offenses Related To Cannabis Use Or Possession.” That report recommended support for expungement 10 
of cannabis-related offenses when those offenses were no longer illegal (because of newly enacted state 11 
laws). As the Board stated in BOT Report 17-A-22,  12 
 13 

Even if a record is expunged or sealed, however, that may not address collateral 14 
consequences of the arrest or conviction, e.g., potential professional licensing sanctions, 15 
adverse employment actions, and qualification for government benefits, including loans 16 
and housing. These collateral consequences can also suppress the local tax base by 17 
locking people into unemployment or lower paying jobs and increase taxpayer costs due 18 
to increasing likelihood of further involvement in the criminal legal system.47  19 

 20 
The Board of Trustees supports reducing barriers to address these social determinants of health, including 21 
supporting federal and state efforts to expunge criminal records for drug possession upon completion of a 22 
sentence or penalty. Given that individuals released from jail or prison may have limited financial means, 23 
we also support that the expungement process consider an individual’s financial hardship. 24 
 25 
Incarceration-based Penalties for Persons under Parole, Probation, Pre-trial, or other Criminal 26 
Supervision for Drug Possession. 27 
 28 
As with different state laws and policies concerning what constitutes a drug possession felony or 29 
misdemeanor, there is likely even greater state variation in what constitutes a violation of parole, 30 
probation, pre-trial, or other supervisory agreement with an individual charged or convicted of drug 31 
possession. While drug possession while on parole might trigger an automatic revocation in some 32 
jurisdictions, in others there would be discretion. This is why some commentators argue for the “need to 33 
critically examine the revocation process for probationers and parolees who transgress the terms and 34 
conditions of their community supervision.”48 Other commentators cite drug use or drug possession as a 35 
common reason for parole, probation or other supervisory violations.49 The Board of Trustees notes that 36 
AMA advocacy and policy focus primarily on helping ensure individuals involved with the justice system 37 
have access to evidence-based care. We certainly encourage discretion by court officers but do not believe 38 
that the AMA has the unique expertise or experience to make categorical determinations about judicial 39 
discretion.  40 
 41 
Your Board – in a separate board report under consideration at this meeting, Board of Trustees Report 16 42 
– explains why diversion programs should not automatically exclude individuals because they may have 43 
previously used illicit substances. Similarly, we argue that individuals should not be removed from a 44 
diversion program solely because they used an illicit substance. The National Institute of Drug Abuse 45 
explains that “The chronic nature of addiction means that for some people relapse, or a return to drug use 46 
after an attempt to stop, can be part of the process, but newer treatments are designed to help with relapse 47 
prevention. Relapse rates for drug use are similar to rates for other chronic medical illnesses. If people 48 
stop following their medical treatment plan, they are likely to relapse.”50 AMA support for individuals 49 
being able to continue parole or probation even if they engaged in illegal drug use is a natural extension 50 
of AMA policy to not punish people because they have a substance use disorder.  51 
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AMA POLICY 1 
 2 
AMA policy includes “support [for] legislation that promotes the use of non-financial release options for 3 
individuals charged with nonviolent crimes.” (Policy H-80-993, “Ending Money Bail to Decrease Burden 4 
on Lower Income Communities”). AMA policy also supports a broad range of elements for individuals 5 
who are incarcerated, including, “…(a) linkage of those incarcerated to community clinics upon release in 6 
order to accelerate access to comprehensive health care, including mental health and substance use 7 
disorder services, and improve health outcomes among this vulnerable patient population, as well as 8 
adequate funding; (b) the collaboration of correctional health workers and community health care 9 
providers for those transitioning from a correctional institution to the community; (c) the provision of 10 
longitudinal care from state supported social workers, to perform foundational check-ins that not only 11 
assess mental health but also develop lifestyle plans with newly released people; and (d) collaboration 12 
with community-based organizations and integrated models of care that support formerly incarcerated 13 
people with regard to their health care, safety, and social determinant of health needs, including 14 
employment, education, and housing.” (Policy H-430-986, “Health Care While Incarcerated”). Whether 15 
these elements could be achieved through decriminalization of drug possession crimes is not clear, 16 
however, which is why your Board supports additional research to inform future decision making. 17 
 18 
AMA policy also supports “automatic expungement, sealing, and similar efforts regarding an arrest or 19 
conviction for a cannabis-related offense for use or possession that would be legal or decriminalized 20 
under subsequent state legalization or decriminalization of adult use or medicinal cannabis.”  21 
(Policy H-95.910, “Expungement, Destruction, and Sealing of Criminal Records for Legal Offenses 22 
Related to Cannabis Use or Possession”). AMA’s cannabis-related expungement policy also extends to 23 
protections for minors and for “ending conditions such as parole, probation, or other court-required 24 
supervision because of a cannabis-related offense for use or possession that would be legal or 25 
decriminalized under subsequent state legalization or decriminalization of adult use or medicinal 26 
cannabis.” (Policy H-430.986, “Health Care While Incarcerated”). Finally, AMA policy also calls for 27 
“fairness in the expungement and sealing of records.” (Policy H-60.916, “Youth Incarceration in Adult 28 
Facilities”). These policies highlight issues of fairness with respect to expungement as well as support for 29 
the principle that drug use or possession—by itself—should not be a cause for additional criminal 30 
penalty. 31 
 32 
RECOMMENDATIONS 33 
 34 
The Board of Trustees recommends that the following recommendations be adopted in lieu of Resolution 35 
203 and the remainder of the report be filed: 36 
 37 

1. That the American Medical Association (AMA) will continue to monitor the legal and public 38 
health effects of state and federal policies to reclassify criminal offenses for drug possession for 39 
personal use; (New HOD Policy) 40 

2. That the AMA will support federal and state efforts to expunge, at no cost to the individual, 41 
criminal records for drug possession for personal use upon completion of a sentence or penalty; 42 
(New HOD Policy) and  43 

3.  That the AMA support programs that provide comprehensive substance use disorder treatment 44 
and social support to people who use or possess illicit drugs for personal use as an alternative to 45 
incarceration-based penalties for persons under parole, probation, pre-trial, or other civic, 46 
criminal, or judicial supervision. (New HOD Policy) 47 

 
Fiscal Note: Less than $500.  
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INTRODUCTION 1 
 2 
At the June 2023 Annual Meeting, the American Medical Association (AMA) House of Delegates 3 
(HOD), Resolution 204 entitled, “Supporting Harm Reduction,” was introduced by the Medical Student 4 
Section and called on the AMA to: 5 
 6 

• Advocate for the removal of buprenorphine from the misdemeanor crime of 7 
possession of a narcotic;  8 

• Support any efforts to decriminalize the possession of non-prescribed 9 
buprenorphine; and  10 

• Amend the 4th and 6th resolves of Policy D-95.987 by addition and deletion to 11 
read as follows: 12 

4. Our AMA will advocate for and encourage state and county medical 13 
societies to advocate for harm reduction policies that provide civil and 14 
criminal immunity for the possession, distribution, and use of “drug 15 
paraphernalia” designed for harm reduction from drug use, including but 16 
not limited to drug contamination testing, safer smoking, and injection 17 
drug preparation, use and disposal supplies. 18 

 19 
6. Our AMA will advocate for supports efforts to increased access to and 20 
decriminalization of fentanyl test strip, and other drug checking supplies, 21 
and safer smoking kits for purposes of harm reduction. 22 

 23 
The HOD discussed the strong evidence base supporting buprenorphine as a treatment for opioid use 24 
disorder (OUD), the uncertainty surrounding the facts of buprenorphine “diversion,” and the significant 25 
concerns about the meaning and practice of “safer smoking.” Ultimately, the HOD referred the resolution 26 
to the Board of Trustees for study. In response, this board report provides background information; 27 
discusses the different issues raised by the resolution; presents AMA policy; and makes policy 28 
recommendations. 29 
 30 
BACKGROUND 31 
 32 
Buprenorphine 33 
 34 
Buprenorphine is a Schedule III Controlled Substance that the U.S. Drug Enforcement Administration 35 
(DEA) defines as a narcotic for purposes of drug scheduling.1 The U.S. Food and Drug Administration 36 
(FDA) first approved buprenorphine-containing products in 2002 for the treatment of OUD. 37 
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Buprenorphine for OUD may be prescribed as a “mono-product,” and some manufacturers combine it 1 
with naloxone (“combination product”) to treat OUD. It may be available as a tablet, sublingual film, 2 
transdermal film, or injection.  3 
 4 
There is widespread evidence that supports buprenorphine as an evidence-based medication to treat 5 
OUD.2 Researchers and clinicians commonly promote statements such as, “opioid agonist therapy (OAT) 6 
with methadone or buprenorphine is the gold-standard treatment for OUD.”3 The U.S. Substance Abuse 7 
and Mental Health Services Administration (SAMHSA) provides multiple resources about 8 
buprenorphine, including clinical and safety information, treating pregnant and postpartum individuals, 9 
potential for misuse, and safety considerations.4 Because of its evidence-base, AMA advocacy has for 10 
years called for removing all barriers to buprenorphine for the treatment of OUD—including prior 11 
authorization reforms,5 the x-waiver,6 telehealth restrictions,7 and dosage caps.8  12 
 13 
While prescriptions dispensed for medications to treat opioid use disorder (MOUD) have marginally 14 
increased in the past five years from 14.54 million to 16.05 million,9 there remain millions of Americans 15 
who misuse illicit substances, prescription opioids and/or have untreated substance use disorder.10 More 16 
than 78 million illicit fentanyl-containing pills and 12,000 pounds of fentanyl powder were seized by the 17 
U.S. Drug Enforcement Administration (DEA) in 2023.11 The U.S. Centers for Disease Control and 18 
Prevention (CDC) advise that, “Powdered fentanyl looks just like many other drugs. It is commonly 19 
mixed with drugs like heroin, cocaine, and methamphetamine and made into pills that are made to 20 
resemble other prescription opioids.”12 21 
 22 
“Safer Smoking” 23 
 24 
As a threshold matter, and discussed briefly below, the AMA does not support the concept of “safer 25 
smoking.” The issue of “safer smoking” in relation to the nation’s drug-related overdose and death 26 
epidemic, however, is a harm reduction concept that seeks to reduce the spread of infectious disease as 27 
well as support changes to injection drug use. The types of safer smoking supplies are often, “specific for 28 
each type of drug used, but generally includes a heat resistant pipe or foil, protective mouthpiece, tamp, 29 
screen, and lip protectant, all of which reduce heat-related injuries and infection risk.”13 In addition to 30 
reducing injection drug use, proponents of safer smoking supplies also point to, “Smoking supplies 31 
distributed by harm reduction programs [that] are clean and safer than improvised items like aluminum 32 
cans, plastic tubes, steel wool, and light bulbs that can break easily or release toxic fumes.”14 These 33 
supplies are typically considered illicit drug paraphernalia, and “Nearly all states penalize the possession 34 
and distribution of glass pipes and other devices used for smoking or inhaling illegal drugs.”15  35 
 36 
In addition to state law prohibitions against safer smoking supplies, federal law defines a wide variety of 37 
materials as illegal drug paraphernalia, including,  38 
 39 

(1) metal, wooden, acrylic, glass, stone, plastic, or ceramic pipes with or without screens, 40 
permanent screens, hashish heads, or punctured metal bowls; (2) water pipes; (3) 41 
carburetion tubes and devices; (4) smoking and carburetion masks; (5) roach clips: 42 
meaning objects used to hold burning material, such as a marihuana cigarette, that has 43 
become too small or too short to be held in the hand; (6) miniature spoons with level 44 
capacities of one-tenth cubic centimeter or less; (7) chamber pipes; (8) carburetor pipes; 45 
(9) electric pipes; (10) air-driven pipes; (11) chillums; (12) bongs; (13) ice pipes or 46 
chillers; (14) wired cigarette papers; or (15) cocaine freebase kits.16  47 

 48 
Every state—except Alaska—has a drug paraphernalia law.17 While state laws vary considerably, one 49 
distinction is that needles and syringes may still be considered drug paraphernalia, but they are allowed 50 
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for personal use in most states. Penalties for individuals convicted of possession or use of other drug 1 
paraphernalia can range from misdemeanors to felonies.18 2 
 3 
DISCUSSION 4 
 5 
Decriminalization of Non-prescribed Possession and Use of Buprenorphine 6 
 7 
While penalties vary, possession of non-prescribed buprenorphine—like other non-prescribed controlled 8 
substances—is generally considered a violation of state and/or federal law and can subject an individual 9 
to monetary penalties and/or imprisonment depending on the circumstances.19 One of the key questions 10 
for this board report, however, is whether the benefits of using non-prescribed buprenorphine in certain 11 
circumstances outweigh the risks. The National Institute on Drug Abuse (NIDA) reports that, “most data 12 
suggest that the majority of buprenorphine and methadone misuse (use without a prescription) is for the 13 
purpose of controlling withdrawal and cravings for other opioids and not to get high.”20 NIDA also points 14 
out low rates of diversion risk, illicit use, and emergency department visits related to buprenorphine. 15 
Research comparing buprenorphine-involved deaths compared to opioid-involved deaths during the 16 
COVID-19 pandemic found that, “actions to facilitate access to buprenorphine-based treatment for opioid 17 
use disorder during the COVID-19 pandemic were not associated with an increased proportion of 18 
overdose deaths involving buprenorphine; efforts are needed to expand more equitable and culturally 19 
competent access to and provision of buprenorphine-based treatment.”21 The AMA has argued that 20 
individuals’ lack of access to buprenorphine is due to multiple factors, including stigma, and inadequate 21 
networks of addiction medicine physicians, psychiatrists, primary care and other physicians willing to 22 
prescribe buprenorphine. Access to buprenorphine is particularly problematic for racial and ethnic 23 
minorities.22 The AMA and the AMA Substance Use and Pain Care Task Force has long urged that all 24 
efforts be taken to increase access to buprenorphine and other medications for opioid use disorder 25 
(MOUD). Decriminalization, however, is an issue of first impression for the AMA. 26 
 27 
Decriminalization of possession of non-prescribed buprenorphine for personal use already is occurring in 28 
the United States. Vermont became the first state in 2021 to specifically decriminalize possession of  29 
224 milligrams of non-prescribed buprenorphine for personal use.23 Initially enacted as a two-year pilot, 30 
after positive reviews that the bill helped increase access to buprenorphine among people who use drugs 31 
(PWUD) and also increase access to other forms of treatment, the Vermont Legislature made the 32 
exemption permanent in 2023.24 Rhode Island also decriminalized buprenorphine in 2021 by amending its 33 
criminal code.25 Another state example is when Oregon, in 2020, effectively decriminalized a wide range 34 
of drugs for personal use, including Schedule III Controlled Substances.26 It is not clear whether this has 35 
increased access to buprenorphine in Oregon, but a report from the Oregon Judicial Department did not 36 
cite “buprenorphine” for any of the new “Class E” violations.27 37 
 38 
Multiple studies have found the mortality risk of buprenorphine is low. This includes retrospective 39 
mortality reviews showing how buprenorphine-involved mortality was commonly part of polysubstance 40 
use.28 In a study of Medicare beneficiaries, “Buprenorphine treatment after nonfatal opioid-involved 41 
overdose was associated with a 62% reduction in the risk of opioid-involved overdose death.”29  A review 42 
of COVID-19-era opioid-involved overdose deaths found that “buprenorphine was involved in  43 
2.6 percent of opioid-involved overdose deaths during July 2019 to June 2021”—a rate that “did not 44 
increase” even as rates of overdose overall increased.30 Commentators suggest that while there are some 45 
risks to using non-prescribed buprenorphine, there are many benefits, including overcoming barriers that, 46 
“extend across socioeconomic, bureaucratic, and stigmatizing lines and include unemployment, insurance 47 
status, buprenorphine waiting lists, and most importantly, knowledge and physical access to providers 48 
who can and want to prescribe buprenorphine.”31 The Board of Trustees acknowledges that use of 49 
nonprescribed buprenorphine carries risks, but views the available evidence as mitigating in support of 50 
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doing all that is necessary to reduce health inequities and save lives from an opioid-related overdose, 1 
including decriminalizing the personal possession and use of nonprescribed buprenorphine. 2 
 3 
“Safer Smoking” as a Harm Reduction Measure 4 
 5 
The AMA has supported a broad range of what are generally considered “harm reduction” measures. This 6 
includes support for laws and other policies encouraging prescribing, distribution, and use of naloxone 7 
and other opioid-overdose reversal agents. The AMA also supports broad Good Samaritan protections to 8 
provide civil and criminal protections for individuals at the scene of an overdose event. The AMA further 9 
supports the same protections for individuals who overdose. AMA policy also supports harm reduction 10 
centers (also called overdose prevention sites), as well as the ability for syringe services programs (SSPs) 11 
to provide sterile needles and syringes to help stem the spread of blood borne infectious disease. While 12 
there will always be detractors and stigma, these harm reduction measures have been well-studied and 13 
have been shown to help reduce mortality and improve health outcomes. It is beyond the scope of this 14 
report to detail all the research for these measures, but it is important to highlight that each (to different 15 
degrees) has largely overcome stigma in the medical community. The Board of Trustees acknowledges 16 
that sigma remains a considerable barrier for SSPs and harm reduction centers. 17 
 18 
Injection drug use continues to be a major public health issue. A Centers for Disease Control and 19 
Prevention (CDC) study found that nearly 3.7 million people in the United States injected drugs in 20 
2018—a 5-fold increase from 2011.32 The study also found that more than 42 percent of overdose deaths 21 
were from injections. Another CDC report found that, “During 2013–2017, reported methamphetamine, 22 
injection drug, and heroin use increased substantially among women and heterosexual men with [primary 23 
and secondary] syphilis.”33 Injection drug use may also result in the spread of skin and groin infections, 24 
Hepatitis C, bacterial endocarditis, osteomyelitis, and other preventable health conditions.34 Prevention of 25 
the spread of blood-borne infectious disease is one of many reasons the AMA strongly supports broad 26 
access to sterile needle and SSPs. 27 
 28 
AMA support for SSPs, however, has been based on the strong evidence-base for SSPs. We raise the 29 
question, therefore, whether the evidence supports increased use of safer smoking supplies (as defined 30 
above), including decriminalization of such supplies. A 2023 descriptive review of 550 PWUDs found 31 
that there was limited access but high interest in obtaining safer smoking supplies for heroin, crack 32 
cocaine, and methamphetamine.35 The authors were clear about the study limitations but highlighted other 33 
research suggesting that obtaining safer smoking supplies could reduce injection drug use. A recently 34 
published meta-review of global practices reported that, “Ten studies found that when people who use 35 
drugs were provided with safer smoking materials, they engaged in fewer risky drug use behaviors (e.g., 36 
pipe sharing, using broken pipes) and showed improved health outcomes.”36 The authors concluded that, 37 
“safer smoking practices are essential forms of harm reduction,” but that “Additional research is also 38 
needed to evaluate the efficacy of and access to safer smoking services, particularly in the U.S. and other 39 
similar countries, where such practices are being implemented but have not been empirically studied in 40 
the literature.” We agree that more research is necessary. 41 
 42 
It is also important to emphasize that additional research into the potential benefits of any harm reduction 43 
measure in no way condones or supports the use of illicit drugs or other substances whether through 44 
injection, inhalation, or other routes of administration. The Board of Trustees notes that while reductions 45 
in injection drug use should be considered positive, it is deeply concerning that it may be accompanied by 46 
increases in smoking illicit fentanyl.37 We agree with comments from addiction psychiatrists such as, “I 47 
do not know that we are at a place where we can say, ‘Hey, maybe you should smoke it instead,’” and “It 48 
would be hard for me to feel confident in recommending that to somebody.”38 Further, it must be stressed 49 
that there is no such thing as “safer smoking” of fentanyl, cannabis, tobacco or illicit substances, and also 50 
stressed that smoking fentanyl carries significant risks, including overdose and death.39 Similarly, the 51 
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Board of Trustees believes that while there may be some evidence showing reduced harms associated 1 
with smoking fentanyl and certain safer smoking supplies as compared to injection use, there is a clear 2 
need for much more research before the AMA spends it resources and puts its public health and science 3 
credibility on the line. 4 
 5 
Decriminalization of Fentanyl Test Strips 6 
 7 
This resolution also calls for the AMA to support the decriminalization of fentanyl test strips. It is critical 8 
to note that this ask is redundant as AMA policy already effectively accomplishes this. Specifically, our 9 
policy states that, “Our AMA will: advocate for the removal of fentanyl test strips (FTS) and other testing 10 
strips, devices or testing equipment used in identifying or analyzing whether a substance contains fentanyl 11 
or other adulterants from the legal definition of drug paraphernalia.” (Policy D-95.987, “Prevention of 12 
Drug-Related Overdose”) The AMA has advocated for this at the state and federal levels40 and 13 
encourages all medical societies to support legislation to implement this important policy. In this regard, 14 
we appreciate the opportunity to highlight AMA advocacy and conclude that existing policy (and 15 
subsequent advocacy measures) already meet the intent and purpose of the resolution. 16 
 17 
AMA POLICY 18 
 19 
Extending AMA policy to support decriminalization of non-prescribed buprenorphine for personal use 20 
would become part of a broad and growing policy base supporting increased access to buprenorphine and 21 
other MOUD. Policies in this family include: 22 
 23 

• Policy H-420.970, “Treatment Versus Criminalization - Physician Role in Drug Addiction During 24 
Pregnancy;”  25 

• Policy H-95.956, “Harm Reduction Through Addiction Treatment;”  26 
• Policy H-430.987, “Medications for Opioid Use Disorder in Correctional Facilities;”  27 
• Policy H-290.962, “Medicaid Substance Use Disorder Coverage;”  28 
• Policy H-320.941, “Eliminate Fail First Policy in Addiction Treatment;”  29 
• Policy H-95.944, “Third-Party Payer Policies on Opioid Use Disorder Pharmacotherapy;”  30 
• Policy D-95.955, “Improving Access to Post-Acute Medical Care for Patients with Substance Use 31 

Disorder (SUD);” and 32 
• Policy D-95.972, “Expanding Access to Buprenorphine for the Treatment of Opioid Use 33 

Disorder.”  34 
 35 
It bears repeating that the Board of Trustees strongly supports the provision of MOUD to occur within a 36 
medically supervised and physician-led environment. We also recognize that given the innumerable 37 
barriers to such care, combined with the clear benefits of increasing access to buprenorphine, calling for 38 
decriminalization of non-prescribed buprenorphine for personal use is necessary to help reduce harms, 39 
including overdose and death. 40 
 41 
AMA policy already supports efforts to increase access to a broad range of harm reduction initiatives:  42 
 43 

Our AMA will advocate for and encourage state and county medical societies to advocate 44 
for harm reduction policies that provide civil and criminal immunity for the possession, 45 
distribution, and use of “drug paraphernalia” designed for harm reduction from drug use, 46 
including but not limited to drug contamination testing and injection drug preparation, 47 
use, and disposal supplies. (Policy D-95.987, “Prevention of Drug-Related Overdose”)  48 

 49 
It is reasonable to conclude, therefore, that this policy helps inform AMA support for SSPs, public 50 

https://policysearch.ama-assn.org/policyfinder/detail/addiction?uri=%2FAMADoc%2FHOD.xml-0-3774.xml
https://policysearch.ama-assn.org/policyfinder/detail/addiction?uri=%2FAMADoc%2FHOD.xml-0-3774.xml
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availability of sharps disposal units, and other areas. For example, AMA support for SSPs can be found 1 
here:  2 
 3 

. . . encourages the extensive application of needle and syringe exchange and distribution 4 
programs and the modification of restrictive laws and regulations concerning the sale and 5 
possession of needles and syringes to maximize the availability of sterile syringes and 6 
needles, while ensuring continued reimbursement for medically necessary needles and 7 
syringes. strongly supports the ability of physicians to prescribe syringes and needles to 8 
patients who inject drugs in conjunction with addiction counseling to help prevent the 9 
transmission of contagious diseases. (Policy H-95.954, “The Reduction of Medical and 10 
Public Health Consequences of Drug Use”)  11 

 12 
Finally, as discussed above, the evidence base for SSPs has been demonstrated. In contrast, the evidence 13 
base in support of safer smoking supplies has not. The Board, therefore, urges increased research as it 14 
relates to the latter. 15 
 16 
RECOMMENDATIONS 17 
 18 
The Board of Trustees recommends that the following new policy be adopted in lieu of Resolution 204, 19 
and that the remainder of the report be filed. 20 
 21 

1. That the American Medical Association (AMA) support efforts to decriminalize the possession 22 
of non-prescribed buprenorphine for personal use by individuals who lack access to a physician 23 
for the treatment of opioid use disorder; (New HOD Policy) 24 

2. That the AMA oppose the concept, promotion, or practice of “safe smoking” with respect to 25 
inhalation of tobacco, cannabis or any illicit substance; (New HOD Policy) 26 

3. That the AMA encourage additional study whether “safer smoking supplies” may be a potential 27 
harm reduction measure to reduce harms from the nation’s overdose and death epidemic; and 28 
(New HOD Policy) 29 

4. That the AMA reaffirm Policy D-95.987, “Prevention of Drug-Related Overdose.” (Reaffirm 30 
AMA Policy) 31 

 
Fiscal Note: Less than $500.  
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INTRODUCTION 1 
 2 
Resolution 240-A-23, introduced by the Illinois State Medical Society, consisted of the following 3 
proposals: 4 
 5 

RESOLVED, That our American Medical Association advocate that attorney requests for 6 
controlled medical expert personal tax returns should be limited to 1099-MISC forms 7 
(miscellaneous income) and that entire personal tax returns (including spouse’s) should not be 8 
forced by the court to be disclosed (Directive to Take Action); and be it further 9 

 10 
RESOLVED, That our AMA advocate through legislative or other relevant means the proper 11 
destruction by attorneys of medical records (as suggested by Haage v. Zavala, 2021 IL 12 
125918)1 and medical expert’s personal tax returns within sixty days of the close of the case. 13 
(Directive to Take Action). 14 

 15 
FIRST RESOLVED 16 
 17 
In cases requiring physicians as medical expert witnesses, their testimony is critical to the 18 
resolution of the case. They provide an invaluable service. At the same time, it is the right of the 19 
opposing party’s attorney to request discovery that allows the attorney to cross-examine the witness 20 
to show potential bias. See United States v. Abel, 469 U.S. 45, 49-52 (1984). This discovery often 21 
involves the expert’s financial history. Still, discovery must be balanced with the expert’s privacy 22 
rights and the burden imposed. See Grant v. Rancour, 157 N.E.3d 1083, 1094-95 (Ill. 2020). 23 
(“[W]hile cross-examination is permissible to show bias, partisanship, or financial interest, there is 24 
a point at which such inquiries trample on the legitimate bounds of cross-examination and unduly 25 
harass or unnecessarily invade the privacy of the witness.”). 26 
 27 
There is no general rule or universal leaning that courts take when it comes to an expert’s personal 28 
tax returns. Personal tax returns may be relevant to show an expert’s potential biases – how often 29 
they have testified, how much they have earned for that testimony, what sources are paying for that 30 
testimony, etc. Courts decide whether personal tax returns should be allowable discovery on a case-31 

 
1 The form of citation quoted in the First Resolved refers to an Illinois-specific publication, one that might 
not be available to those outside of Illinois. For ease of reference and accessibility, the Board will use the 
citation of the case as published in the North Eastern Reporter, a widely available publication. The citation is 
Haage v. Zavala, 183 N.E.3d 830 (Ill. 2021). 
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by-case basis, depending on the specific facts of the case. See, e.g., Olson v. State Farm Fire & 1 
Cas. Co., No. C14-0786RSM, 2015 WL 753501, at *3 (W.D. Wash. Feb. 23, 2015) (“there is no 2 
need for the expert to have to produce his or her tax returns, if the party seeking the discovery has 3 
accurate information regarding the percentage of income earned as an expert”); but see Noffke v. 4 
Perez, 178 P.3d 1141, 1150 (Alaska 2008) (“trial court determined that the income tax returns were 5 
relevant and that production of the returns would help clarify any stake the witness might have in 6 
the outcome of the case”). As with most discovery disputes, the resolution is within the court’s 7 
discretion. “Courts must use their discretion to oversee the process and ensure that it is fair to both 8 
sides.” Grant, 157 N.E.3d at 1095. 9 
 10 
With this background, the Board agrees that seeking a medical expert’s entire personal income tax 11 
returns is, in most instances, overly broad and unnecessarily invades the expert’s privacy. The 12 
Board also agrees that limiting personal tax return discovery of a medical expert to miscellaneous 13 
income (1099-MISC forms) strikes a reasonable balance between allowing the probing for 14 
potential bias and protecting the expert’s privacy and burdens. Miscellaneous income discovery 15 
would encompass the income that is received from serving as an expert, and the source of that 16 
income. In most cases, this should shed sufficient light on potential bias. 17 
 18 
This position is also in line with current AMA policy, which states, “(c) The AMA supports the 19 
right to cross examine physician expert witnesses on the following issues: (i) the amount of 20 
compensation received for the expert’s consultation and testimony; (ii) the frequency of the 21 
physician’s expert witness activities; (iii) the proportion of the physician’s professional time 22 
devoted to and income derived from such activities; and (iv) the frequency with which he or she 23 
testified for either plaintiffs or defendants.” Expert Witness Testimony, H-265.994. 24 
 25 
On the other hand, the Board believes the phrase “and that entire personal tax returns (including 26 
spouse’s) should not be forced by the court to be disclosed” should be removed from the First 27 
Resolved. It would be an overreach for the AMA to tell courts how to use their discretion in 28 
managing discovery, which as discussed, varies on a case-by-case basis. In any event, the first part 29 
of the Resolved makes this latter part largely unnecessary. Advocating for the limitation of tax 30 
return discovery to miscellaneous income means that the discovery of entire personal tax returns is 31 
generally unnecessary and inappropriate. Along those lines, we suggest that the word “usually” be 32 
inserted between “should” and “be.” 33 
 34 
As such, the Board believes the First Resolved should be rewritten as follows: 35 
 36 

RESOLVED, That our American Medical Association advocate that attorneys’ discovery 37 
requests for the personal tax returns of a medical expert for the opposing party should usually 38 
be limited to 1099-MISC forms (miscellaneous income). 39 

 40 
 SECOND RESOLVED 41 
 42 
The Second Resolved likely lumps together two different categories of documents: 1) client 43 
medical records, and 2) tax returns of medical experts. The first category is personal health 44 
information (“PHI”), likely protected under the Health Insurance Portability and Accountability 45 
Act of 1996 (“HIPAA”). The second category is financial information that has nothing to do with 46 
HIPAA. Yet the Second Resolved advocates for the destruction of both types of documents within 47 
60 days of the conclusion of a case, using Haage v. Zavala, 183 N.E.3d 830 (Ill. 2021) as an 48 
example.  49 
 50 
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In Haage, a personal injury matter, the trial court issued HIPAA qualified protective orders 1 
(“QPOs”) expressly requiring the destruction of PHI within 60 days after the conclusion of the 2 
litigation. The insurance company objected to the QPOs, arguing that the orders prevented insurers 3 
from performing functions related to fraud detection and deterrence. The appellate court disagreed 4 
and enforced the QPOs, finding that no law or regulations required the insurance company to use or 5 
disclose plaintiffs’ PHI after the conclusion of the litigation. See Haage, 183 N.E.3d at 853. 6 
 7 
Thus, Haage may be relevant to the return or destruction of PHI under a HIPAA QPO, but it is 8 
irrelevant to the return or destruction of an expert’s tax return information. Thus, the Second 9 
Resolved does not need to mention Haage. 10 
 11 
Regarding the return of client records, the American Bar Association’s (“ABA”) Rules of 12 
Professional Conduct state: “Upon termination of representation, a lawyer shall take steps to the 13 
extent reasonably practicable to protect a client’s interests, such as . . . surrendering papers and 14 
property to which the client is entitled[.] The lawyer may retain papers relating to the client to the 15 
extent permitted by other law.” ABA Rule 1.6(d). The ABA rules do not address exactly when 16 
attorneys are to return or destroy their client’s records. 17 
 18 
As a general matter, the Board agrees with the intent of the Second Resolved – that certain 19 
documents contain clients’ or experts’ sensitive and confidential information, and it is logical that 20 
those individuals do not want that sensitive information used or available for longer than absolutely 21 
necessary. Sixty days after the conclusion of litigation also seems like a reasonable time period for 22 
the return or destruction of those documents. At the same time, the Board notes that reaching this 23 
goal will likely be an uphill battle, as it would likely entail specific changes to the ABA’s Model 24 
Rules of Professional Conduct, and could require changes to state and federal laws. Nonetheless, 25 
advocating for this goal seems like a worthwhile effort. 26 
 27 
As such, the Board believes the Second Resolved should be rewritten as follows: 28 
 29 

RESOLVED, That our AMA support through legislative or other relevant means the proper 30 
return or destruction of client medical records and medical expert’s personal tax returns by 31 
attorneys within sixty days of the conclusion of the litigation. 32 

 33 
RECOMMENDATION 34 
 35 
The Board of Trustees recommends that the following be adopted in lieu of Resolution 240-A-23 36 
and the remainder of this report be filed: 37 
 38 

1. That our American Medical Association advocate that attorneys’ discovery requests for the 39 
personal tax returns of a medical expert for the opposing party should usually be limited to 40 
1099-MISC forms (miscellaneous income) (New HOD Policy); and 41 
 42 

2. RESOLVED, That our AMA support through legislative or other relevant means the 43 
proper return or destruction of client medical records and medical expert’s personal tax 44 
returns by attorneys within sixty days of the conclusion of the litigation (New HOD 45 
Policy). 46 
 

Fiscal Note:  TBD 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 

Resolution: 201 
(A-24) 

Introduced by: American Academy of Ophthalmology 

Subject: Research Correcting Political Misinformation and Disinformation on Scope of 
Practice 

Referred to: Reference Committee B 

Whereas, state and federal policymakers are regularly exposed to political misinformation and 
disinformation about the benefits and safety of scope of practice expansion from non-physician 
practitioners; and 

Whereas, members of our American Medical Association spend valuable time and resources 
attempting to counter this political misinformation and disinformation with varying success; and 

Whereas, recent research has explored various psychological and communication strategies to 
correct political misinformation and disinformation1,2,3,4,5,6; and 

Whereas, there may be differences between strategies that work to correct political 
misinformation and disinformation in different contexts, amongst different audiences, and on 
different issues; and 

Whereas, members of our AMA may lack information about these strategies and how they might 
apply to correcting political misinformation and disinformation on scope of practice; therefore be 
it  

RESOLVED, that our American Medical Association perform a comprehensive literature review 
on current research on correcting political misinformation and disinformation and conduct field 
research on ways to correct political misinformation and disinformation amongst policymakers 
as it pertains to scope of practice (Directive to Take Action); and be it further  

RESOLVED, that our AMA Board of Trustees report its findings and recommendations by the 
I-24 meeting to the HOD on correcting political misinformation and disinformation and that our
AMA incorporate these findings to the extent possible into our AMA’s advocacy efforts on scope
of practice. (Directive to Take Action)

Fiscal Note: $330,526: Perform comprehensive literature review on current research on 
correcting political misinformation and disinformation. Conduct field research through focus 
groups and surveys on ways to correct political misinformation and disinformation. 

Received: 4/8/2024 
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Relevant AMA Policy 

G-640.050 Preserving the AMA's Grassroots Legislative and Political Mission 
Our AMA will ensure that all Washington activities, including lobbying, political education, grassroots 
communications and membership activities be staffed and funded so that all reasonable legislative 
missions and requests by AMA members and constituent organizations for political action and training can 
be met in a timely and effective manner. (Res. 619, A-00; Reaffirmed: BOT Rep. 6, A-10; CCB/CLRPD 
Rep. 3, A-12; Reaffirmed:  CCB/CLRPD Rep. 1, A-22) 

G-620.021 Communications and Collaboration with the Federation 
Our AMA: (1) when confronted with attempts by non-physicians to expand scope of practice via state 
legislation, shall work at the invitation of its component societies to develop strategies to most effectively 
promote and protect the best interest of our patients; (2) shall continue to work with national medical 
specialty societies to assist them in working with and coordinating activities with state medical 
associations and that the AMA, when requested by either a state medical association or a national 
specialty society, provide a mechanism to attempt to resolve any dispute between such organizations; (3) 
shall become actively involved in lobbying and/or communicating with state officials at the request of the 
state medical associations. (4) Prior to placing targeted advertising, our AMA will contact the relevant 
state medical associations and/or specialty societies for the purpose of enhancing communication about 
AMA's planned activities. (CCB/CLRPD Rep. 3, A-12; Reaffirmed: CCB/CLRPD Rep. 1, A-22) 

2.3.4 Political Communications 
Physicians enjoy the rights and privileges of free speech shared by all Americans. It is laudable for 
physicians to run for political office; to lobby for political positions, parties, or candidates; and in every 
other way to exercise the full scope of their political rights as citizens. Physicians may exercise these 
rights individually or through involvement with professional societies and political action committees or 
other organizations. 
When physicians wish to express their personal political views to a patient or a patient’s family, the 
physician must be sensitive to the imbalance of power in the patient- physician relationship, as well as to 
the patient’s vulnerability and desire for privacy. Physicians should refrain from initiating political 
conversations during the clinical encounter.  
Physicians must not allow differences with the patient or family about political matters to interfere with the 
delivery of professional care. 
When expressing political views to a patient or a patient’s family, physicians should: 
(a)   Judge both the intrusiveness of the discussion and the patient’s level of comfort before initiating 
such a discussion. 
(b)   Discuss political matters only in contexts where conversation with the patient or family about social, 
civic, or recreational matters is acceptable. 
(c)    Refrain from conversation about political matters when the patient or family is emotionally pressured 
by significant medical circumstances. 
(d)   Work towards and advocate for the reform and proper administration of laws related to health care. 
Physicians should stay well informed of current political questions regarding needed and proposed 
reforms. 
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(e)    Stay well informed about needed or proposed policies concerning health care access and quality, 
medical research, and promoting public health so as to be able to advocate for patients’ needs. (AMA 
Principles of Medical Ethics: I,VII, Issued 2016) 

H-160.947 Physician Assistants and Nurse Practitioners 
Our AMA will develop a plan to assist the state and local medical societies in identifying 
and lobbying against laws that allow advanced practice nurses to provide medical care without the 
supervision of a physician. BOT Rep. 6, A-95Reaffirmed: Res 240 and Reaffirmation A-00Reaffirmed: 
(Res. 213, A-02; Modified: CLRPD Rep. 1, A-03; Reaffirmed: BOT Rep. 9, I-11; Reaffirmed: Joint CME-
CMS Rep., I-12; Reaffirmed: BOT Rep. 16, A-13; Reaffirmed: Res. 206, I-22; Reaffirmed: CMS Rep. 09, 
A-23 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 202  
(A-24) 

 
Introduced by: American Association of Clinical Urologists 
 
Subject: Use of Artificial Intelligence and Advanced Technology by Third Party Payors 

to Deny Health Insurance Claims 
 
Referred to: Reference Committee B 
 
 
Whereas, insurers use of Artificial Intelligence (AI) and advanced technology to analyze Health 1 
Insurance Claims is very frequent; and 2 
 3 
Whereas, Humana, Cigna and UnitedHealthcare are facing class actions from consumers and 4 
their estates for allegedly deploying advanced technology to deny claims; and 5 
 6 
Whereas, health plans use of AI or algorithm software managed by firms such as naviHealth 7 
and CareCentrix assist in coverage decisions; and  8 
 9 
Whereas, insurers are using AI and algorithms to improve their bottom line under the guise of 10 
delivering better service to their policy holders; and 11 
 12 
Whereas, doctors, diagnostic companies and others are not able to deliver appropriate medical 13 
care when insurance coverage is arbitrarily denied; and 14 

Whereas, President Biden signed an executive order to establish AI standards in October 2023 15 
which includes the responsible use of AI in Healthcare.  This also requires the Department of 16 
Health and Human Services (HHS) to set up a safety program to take in reports of harm or 17 
unsafe health practices involving AI; and 18 

Whereas, the HHS office of the National Coordinator for Health Information Technology issued 19 
a rule in December 2023 requiring more transparency around AI; and 20 

Whereas, the Center for Medicare and Medicaid Services (CMS) finalized rules requiring 21 
Medicare Advantage Plans in 2024 to ensure they are making medical necessity determinations 22 
based on the circumstances of a specific individual rather than an algorithm or software that 23 
does not account for individual circumstances.  Additionally, coverage denials based on medical 24 
necessity determinations must be reviewed by a physician or other health care professional; 25 
therefore be it 26 

RESOLVED, that our American Medical Association adopt as policy that Commercial third-party 27 
payors, Medicare, Medicaid, Workers Compensation, Medicare Advantage and other health 28 
plans ensure they are making medical necessity determinations based on the circumstances of 29 
the specific patient rather than by using an algorithm, software, or Artificial Intelligence (AI) that 30 
does not account for an individual’s circumstances (New HOD Policy); and be it further   31 
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RESOLVED, that our AMA adopt as policy that coverage denials based on a medical necessity 1 
determination must be reviewed by a physician in the same specialty or by another appropriate 2 
health care professional for non-physician health care providers. (New HOD Policy) 3 
 
Fiscal Note: Minimal - less than $1,000 
 
Received: 3/11/2024 
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Introduced by: Florida  
 
Subject: Medicaid Patient Accountability 
 
Referred to: Reference Committee B 
 
 
Whereas, most Medicaid managed care plans assign patients who do not select their own 1 
primary care physician (PCP) randomly to a physician of the plan’s choosing; and  2 
 3 
Whereas, despite their best efforts, physicians at times are unable to persuade these Medicaid 4 
patients to come into the office for wellness visits, immunization updates, or their childhood 5 
check-up visit; and 6 
 7 
Whereas, parents in many states have the ability to opt out of vaccines and other treatments for 8 
pediatric patients through state approved religious or medical exemptions; and  9 
 10 
Whereas, physicians are responsible for their assigned patients completing visits to record 11 
Healthcare Effectiveness Data and Information Set (HEDIS) measures; and 12 
 13 
Whereas, physicians may be given bonuses/incentives or be penalized based on their HEDIS 14 
star rating score; therefore be it 15 
 16 
RESOLVED, that our American Medical Association advocate that physicians’ Healthcare 17 
Effectiveness Data and Information Set and other quality scores and ratings not be affected by 18 
non-compliant patients or patients whose parents exercise state exemptions from 19 
recommended treatment. (Directive to Take Action) 20 
 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/3/2024 
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Relevant AMA Policy 
 
Retroactive Assignment of Patients by Managed Care Entities H-285.947 
Our AMA opposes the practice of "retroactive or late assignment" of patients by managed care entities, 
noting that "retroactive or last assignment" includes: (a) the practice of failing to require enrollees in a 
capitated plan to select a responsible physician(s) at the time of enrollment; (b) the practice of failing to 
inform the responsible physician(s) of the enrollment of the patient and the assignment of responsibility 
until the patient has sought care; and (c) the practice of failing to pay the responsible physician the 
capitated rate until after the patient has sought care. 
Sub. Res. 719, A-97Reaffirmation I-01Modified: CMS Rep. 7, A-11Reaffirmation: A-19 
 
Physician Payment Reform H-390.849 
1. Our AMA will advocate for the development and adoption of physician payment reforms that adhere to 
the following principles: 
a) promote improved patient access to high-quality, cost-effective care; 
b) be designed with input from the physician community; 
c) ensure that physicians have an appropriate level of decision-making authority over bonus or shared-
savings distributions; 
d) not require budget neutrality within Medicare Part B; 
e) be based on payment rates that are sufficient to cover the full cost of sustainable medical practice; 
f) ensure reasonable implementation timeframes, with adequate support available to assist physicians 
with the implementation process; 
g) make participation options available for varying practice sizes, patient mixes, specialties, and locales; 
h) use adequate risk adjustment methodologies; 
i) incorporate incentives large enough to merit additional investments by physicians; 
j) provide patients with information and incentives to encourage appropriate utilization of medical care, 
including the use of preventive services and self-management protocols; 
k) provide a mechanism to ensure that budget baselines are reevaluated at regular intervals and are 
reflective of trends in service utilization; 
l) attribution processes should emphasize voluntary agreements between patients and physicians, 
minimize the use of algorithms or formulas, provide attribution information to physicians in a timely 
manner, and include formal mechanisms to allow physicians to verify and correct attribution data as 
necessary; and 
m) include ongoing evaluation processes to monitor the success of the reforms in achieving the goals of 
improving patient care and increasing the value of health care services. 
 
2. Our AMA opposes bundling of payments in ways that limit medically necessary care, including 
institutional post-acute care, or otherwise interfere with a physician's ability to provide high quality care to 
patients. 
 
3. Our AMA supports payment methodologies that redistribute Medicare payments among providers 
based on outcomes (including functional improvements, if appropriate), quality and risk-adjustment 
measures only if measures are scientifically valid, reliable, and consistent with national medical specialty 
society- developed clinical guidelines/standards. 
 
4. Our AMA will continue to monitor health care delivery and physician payment reform activities and 
provide resources to help physicians understand and participate in these initiatives. 
 
5. Our AMA supports the development of a public-private partnership for the purpose of validating 
statistical models used for risk adjustment. 
Policy Timeline  
CMS Rep. 6, A-09Reaffirmation A-10Appended: Res. 829, I-10Appended: CMS Rep. 1, A-11Appended: 
CMS Rep. 4, A-11Reaffirmed in lieu of Res. 119, A-12 
Reaffirmed in lieu of Res. 122, A-12Modified: CMS Rep. 6, A-13Reaffirmation I-15Reaffirmation: A-
16Reaffirmed in lieu of: Res. 712, A-17 
Reaffirmed: BOT Action in response to referred for decision: Res. 237, I-17 Reaffirmation: A-19 
Reaffirmed: BOT Action in response to referred for decision Res. 111, A-19 Reaffirmed: BOT Action in 
response to referred for decision Res. 132, A-19 
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Reaffirmed: Res. 212, I-21Reaffirmed: Res. 240, A-22Reaffirmation: A-22Modified: CMS Rep. 04, A-
23Reaffirmed: Res. 214, A-23Reaffirmation: A-23 
 
Work of the Task Force on the Release of Physician Data H-406.991 
Principles for the Public Release and Accurate Use of Physician Data 
  
The AMA encourages the use of physician data to benefit both patients and physicians and to improve 
the quality of patient care and the efficient use of resources in the delivery of health care services. The 
AMA supports this use of physician data when it is used in conjunction with program(s) designed to 
improve or maintain the quality of, and access to, medical care for all patients and is used to provide 
accurate physician performance assessments in concert with the following Principles: 
  
1. Patient Privacy Safeguards 
- All entities involved in the collection, use and release of claims data comply with the HIPAA Privacy and 
Security Rules (H-315.972, H-315.973, H-315.983, H-315.984, H-315.989, H-450.947). 
- Disclosures made without patient authorization are generally limited to claims data, as that is generally 
the only information necessary to accomplish the intended purpose of the task (H-315.973, H-315.975, H-
315.983). 
  
2. Data Accuracy and Security Safeguards 
- Effective safeguards are established to protect against the dissemination of inconsistent, incomplete, 
invalid or inaccurate physician-specific medical practice data (H-406.996, H-450.947, H-450.961). 
- Reliable administrative, technical, and physical safeguards provide security to prevent the unauthorized 
use or disclosure of patient or physician-specific health care data and physician profiles (H-406.996, H-
450.947, H-450.961). 
- Physician-specific medical practice data, and all analyses, proceedings, records and minutes from 
quality review activities are not subject to discovery or admittance into evidence in any judicial or 
administrative proceeding without the physician's consent (H-406.996, H-450.947, H-450.961). 
  
3. Transparency Requirements 
- When data are collected and analyzed for the purpose of creating physician profiles, the methodologies 
used to create the profiles and report the results are developed in conjunction with relevant physician 
organizations and practicing physicians and are disclosed in sufficient detail to allow each physician or 
medical group to re-analyze the validity of the reported results prior to more general disclosure (H-
315.973, H-406.993, H-406.994, H-406.998, H-450.947, H-450.961). 
- The limitations of the data sources used to create physician profiles are clearly identified and 
acknowledged in terms understandable to consumers (H-406.994, H-450.947). 
- The capabilities and limitations of the methodologies and reporting systems applied to the data to profile 
and rank physicians are publicly revealed in understandable terms to consumers (H-315.973, H-406.994, 
H-406.997, H-450.947, H-450.961). 
- Case-matched, risk-adjusted resource use data are provided to physicians to assist them in determining 
their relative utilization of resources in providing care to their patients (H-285.931). 
  
4. Review and Appeal Requirements 
- Physicians are provided with an adequate and timely opportunity to review, respond and appeal the 
results derived from the analysis of physician-specific medical practice data to ensure accuracy prior to 
their use, publication or release (H-315.973, H-406.996, H-406.998, H-450.941, H-450.947, H-450.961). 
- When the physician and the rater cannot reach agreement, physician comments are appended to the 
report at the physician's request (H-450.947). 
  
5. Physician Profiling Requirements 
- The data and methodologies used in profiling physicians, including the use of representative and 
statistically valid sample sizes, statistically valid risk-adjustment methodologies and statistically valid 
attribution rules produce verifiably accurate results that reflect the quality and cost of care provided by the 
physicians (H-406.994, H-406.997, H-450.947, H-450.961). 
- Data reporting programs only use accurate and balanced data sources to create physician profiles and 
do not use these profiles to create tiered or narrow network programs that are used to steer patients 
towards certain physicians primarily on cost of care factors (H-450.951). 
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- When a single set of claims data includes a sample of patients that are skewed or not representative of 
the physicians' entire patient population, multiple sources of claims data are used. 
- Physician efficiency of care ratings use physician data for services, procedures, tests and prescriptions 
that are based on physicians' patient utilization of resources so that the focus is on comparative 
physicians' patient utilization and not on the actual charges for services. 
- Physician-profiling programs may rank individual physician members of a medical group but do not use 
those individual rankings for placement in a network or for reimbursement purposes. 
  
6. Quality Measurement Requirements 
- The data are used to profile physicians based on quality of care provided - never on utilization of 
resources alone -- and the degree to which profiling is based on utilization of resources is clearly 
identified (H-450.947). 
- Data are measured against evidence-based quality of care measures, created by physicians across 
appropriate specialties, such as the Physician Consortium for Performance Improvement. (H-406.994, H-
406.998, H-450.947, H-450.961). 
- These evidence-based measures are endorsed by the National Quality Forum (NQF) and/or the AQA 
and HQA, when available. When unavailable, scientifically valid measures developed in conjunction with 
appropriate medical specialty societies and practicing physicians are used to evaluate the data. 
  
7. Patient Satisfaction Measurement Requirements 
- Until the relationship between patient satisfaction and other outcomes is better understood, data 
collected on patient satisfaction is best used by physicians to better meet patient needs particularly as 
they relate to favorable patient outcomes and other criteria of high quality care (H-450.982). 
- Because of the difficulty in determining whether responses to patient satisfaction surveys are a result of 
the performance of a physician or physician office, or the result of the demands or restrictions of health 
insurers or other factors out of the control of the physician, the use of patient satisfaction data is not 
appropriate for incentive or tiering mechanisms. 
- As in physician profiling programs, it is important that programs that publicly rate physicians on patient 
satisfaction notify physicians of their rating and provide a chance for the physician to appeal that rating 
prior to its publication. 
Policy Timeline  
BOT Rep. 18, A-09Reaffirmation A-10Reaffirmed: BOT action in response to referred for decision Res. 
709, A-10, Res. 710, A-10, Res. 711, A-10 and BOT Rep. 17, A-10 
Reaffirmation I-10Reaffirmed in lieu of Res. 808, I-10Reaffirmed in lieu of Res. 824, I-10Reaffirmation A-
11Reaffirmed: BOT Rep. 17, A-13Reaffirmed: Res. 806, I-13 
Reaffirmation: A-19 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 

Resolution: 204  
(A-24) 

Introduced by:  Florida  
 
Subject:  Staffing Ratios in the Emergency Department 
 
Referred to:  Reference Committee B 
___________________________________________________________________________ 
 
Whereas, the Emergency Department is the medical safety net for the nation and provides care 1 
to vulnerable patients who may not otherwise have access to primary or specialty medical care; 2 
and 3 
 4 
Whereas, in many states, physicians are the only health professionals authorized to practice 5 
medicine in the Emergency Department without limitation; and  6 
 7 
Whereas, every patient presenting to an Emergency Department should be under the direct, 8 
real-time care of a licensed physician, including the on-site and real-time supervision of non-9 
physician practitioners (NPPs); and 10 
 11 
Whereas, state laws vary on the number of nurse practitioners and physician assistants that a 12 
physician can supervise, with some states having no limits at all; and  13 
 14 
Whereas, a 2022 NBER paper using data from the VA shows that nurse practitioners working 15 
without supervision in the Emergency Department resulted in increased lengths of stay, 16 
increased costs, increased 30-day re-admissions, and increased mortality rates among the 17 
higher acuity patients. Nursing literature also supports that NPs should not be working 18 
unsupervised in the ED; and 19 
 20 
Whereas, in an increasing number of states, most Emergency Physicians are employed by 21 
corporate staffing groups with private equity backing seeking to maximize profit through 22 
understaffing physicians and replacing them with non-physician practitioners (NPPs); and 23 
 24 
Whereas, the staffing ratio of NPPs to physicians at any given time in the Emergency 25 
Department determines whether a physician has time to adequately supervise and see the 26 
patients being cared for by the NPPs,; therefore be it  27 
 28 
RESOLVED, that our American Medical Association seek federal legislation or regulation 29 
prohibiting staffing ratios that do not allow for proper supervision of NPPs in the Emergency 30 
Department  (Directive to Take Action); and be it further  31 
 32 
RESOLVED, that our AMA seek federal legislation or regulation that would require all 33 
Emergency Departments to be staffed 24-7 by a qualified physician. (Directive to Take Action) 34 
 
Fiscal Note: Modest - between $1,000 - $5,000 

Received: 4/9/2024 
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Relevant AMA Policy 
 
Promoting Supervision of Emergency Care Services in Emergency Departments by Physicians D-
35.976 
Our AMA will advocate for the establishment and enforcement of legislation and/or regulations that 
ensure only physicians supervise the provision of emergency care services in an emergency department.  
[Res. 218, A-23] 
 
Principles for Strengthening the Physician-Hospital Relationship H-225.957 
The following twelve principles are AMA policy: 
  
PRINCIPLES FOR STRENGTHENING THE PHYSICIAN-HOSPITAL RELATIONSHIP 
  
1. The organized medical staff and the hospital governing body are responsible for the provision of quality 
care, providing a safe environment for patients, staff and visitors, and working continuously to improve 
patient care and outcomes, with the primary responsibility for the quality of care rendered and for patient 
safety vested with the organized medical staff. These activities depend on mutual accountability, 
interdependence, and responsibility of the organized medical staff and the hospital governing body for the 
proper performance of their respective obligations. 
 2. The organized medical staff, a self-governing organization of professionals, possessing special 
expertise, knowledge and training, discharges certain inherent professional responsibilities by virtue of its 
authority to regulate the professional practice and standards of its members, and assumes primary 
responsibility for many functions, including but not limited to: the determination of organized medical staff 
membership; performance of credentialing, privileging and other peer review; and timely oversight of 
clinical quality and patient safety. 
3. The leaders of the organized medical staff, with input from the hospital governing body and senior 
hospital managers, develop goals to address the healthcare needs of the community and are involved in 
hospital strategic planning as described in the medical staff bylaws. 
4. Ongoing, timely and effective communication, by and between the hospital governing body and the 
organized medical staff, is critical to a constructive working relationship between the organized medical 
staff and the hospital governing body. 
5. The organized medical staff bylaws are a binding, mutually enforceable agreement between the 
organized medical staff and the hospital governing body. The organized medical staff and hospital 
bylaws, rules and regulations should be aligned, current with all applicable law and accreditation body 
requirements and not conflict with one another. The hospital bylaws, policies and other governing 
documents do not conflict with the organized medical staff bylaws, rules, regulations and policies, nor with 
the organized medical staff's autonomy and authority to self govern, as that authority is set forth in the 
governing documents of the organized medical staff. The organized medical staff, and the hospital 
governing body/administration, shall, respectively, comply with the bylaws, rules, regulations, policies and 
procedures of one another. Neither party is authorized to, nor shall unilaterally amend the bylaws, rules, 
regulations, policies or procedures of the other. 
6. The organized medical staff has inherent rights of self governance, which include but are not limited to: 
  

https://www.nber.org/papers/w30608
https://www.journalofnursingregulation.com/article/S2155-8256(22)00010-2/fulltext
https://www.aaem.org/resources/statements/position/updated-advanced-practice-providers
https://www.aaem.org/resources/statements/position/updated-advanced-practice-providers
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a) Initiating, developing and adopting organized medical staff bylaws, rules and regulations, and 
amendments thereto, subject to the approval of the hospital governing body, which approval shall not be 
unreasonably withheld. The organized medical staff bylaws shall be adopted or amended only by a vote 
of the voting membership of the medical staff. 
b) Identifying in the medical staff bylaws those categories of medical staff members that have voting 
rights. 
c) Identifying the indications for automatic or summary suspension, or termination or reduction of 
privileges or membership in the organized medical staff bylaws, restricting the use of summary 
suspension strictly for patient safety and never for purposes of punishment, retaliation or strategic 
advantage in a peer review matter. No summary suspension, termination or reduction of privileges can be 
imposed without organized medical staff action as authorized in the medical staff bylaws and under the 
law. 
d) Identifying a fair hearing and appeals process, including that hearing committees shall be composed of 
peers, and identifying the composition of an impartial appeals committee. These processes, contained 
within the organized medical staff bylaws, are adopted by the organized medical staff and approved by 
the hospital governing board, which approval cannot be unreasonably withheld nor unilaterally amended 
or altered by the hospital governing board or administration. The voting members of the organized 
medical staff decide any proposed changes. 
e) Establishing within the medical staff bylaws: 1) the qualifications for holding office, 2) the procedures 
for electing and removing its organized medical staff officers and all organized medical staff members 
elected to serve as voting members of the Medical Executive Committee, and 3) the qualifications for 
election and/or appointment to committees, department and other leadership positions. 
f) Assessing and maintaining sole control over the access and use of organized medical staff dues and 
assessments, and utilizing organized medical staff funds as appropriate for the purposes of the organized 
medical staff. 
g) Retaining and being represented by legal counsel at the option and expense of the organized medical 
staff. 
h) Establishing in the organized medical staff bylaws, the structure of the organized medical staff, the 
duties and prerogatives of organized medical staff categories, and criteria and standards for organized 
medical staff membership application, reapplication credentialing and criteria and processing for 
privileging. The standards and criteria for membership, credentialing and privileging shall be based only 
on quality of care criteria related to clinical qualifications and professional responsibilities, and not on 
economic credentialing, conflicts of interest or other non-clinical credentialing factors. 
i) Establishing in the organized medical staff bylaws, rules and regulations, clinical criteria and standards 
to oversee and manage quality assurance, utilization review and other organized medical staff activities, 
and engaging in all activities necessary and proper to implement those bylaw provisions including, but not 
limited to, periodic meetings of the organized medical staff and its committees and departments and 
review and analysis of patient medical records. 
j) The right to define and delegate clearly specific authority to an elected Medical Executive Committee to 
act on behalf of the organized medical staff. In addition, the organized medical staff defines indications 
and mechanisms for delegation of authority to the Medical Executive Committee and the removal of this 
authority. These matters are specified in the organized medical staff bylaws. 
k) Identifying within the organized medical staff bylaws a process for election and removal of elected 
Medical Executive Committee members. 
l) Defining within the organized medical staff bylaws the election process and the qualifications, roles and 
responsibilities of clinical department chairs. The Medical Executive Committee must appoint any clinical 
chair that is not otherwise elected by the vote of the general medical staff. 
m) Enforcing the organized medical staff bylaws, regulations and policies and procedures. 
n) Establishing in medical staff bylaws, medical staff involvement in contracting relationships, including 
exclusive contracting, medical directorships and all hospital-based physician contracts, that affect the 
functioning of the medical staff. 
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7. Organized medical staff bylaws are a binding, mutually enforceable agreement between the organized 
medical staff and the hospital governing body, as well as between those two entities and the individual 
members of the organized medical staff. 
8. The self-governing organized medical staff determines the resources and financial support it requires 
to effectively discharge its responsibilities. The organized medical staff works with the hospital governing 
board to develop a budget to satisfy those requirements and related administrative activities, which the 
hospital shall fund, based upon the financial resources available to the hospital. 
9. The organized medical staff has elected appropriate medical staff member representation to attend 
hospital governing board meetings, with rights of voice and vote, to ensure appropriate organized medical 
staff input into hospital governance. These members should be elected only after full disclosure to the 
medical staff of any personal and financial interests that may have a bearing on their representation of the 
medical staff at such meetings. The members of the organized medical staff define the process of 
election and removal of these representatives. 
10. Individual members of the organized medical staff, if they meet the established criteria that are 
applicable to hospital governing body members, are eligible for full membership on the hospital governing 
body. Conflict of interest policies developed for members of the organized medical staff who serve on the 
hospital's governing body are to apply equally to all individuals serving on the hospital governing body. 
11. Well-defined disclosure and conflict of interest policies are developed by the organized medical staff 
which relate exclusively to their functions as officers of the organized medical staff, as members and 
chairs of any medical staff committee, as chairs of departments and services, and as members who 
participate in conducting peer review or who serve in any other positions of leadership of the medical 
staff. 
12. Areas of dispute and concern, arising between the organized medical staff and the hospital governing 
body, are addressed by well-defined processes in which the organized medical staff and hospital 
governing body are equally represented. These processes are determined by agreement between the 
organized medical staff and the hospital governing body.  [Res. 828, I-07 Reaffirmed in lieu of Res. 730, 
A-09 Modified: Res. 820, I-09 Reaffirmed: Res. 725, A-10Reaffirmation A-12 Reaffirmed: CMS Rep. 6, I-
13 Reaffirmed: CMS Rep. 5, A-21] 
 
Supervision and Proctoring by Facility Medical Staff H-375.967 
Our AMA advocates that the conduct of medical staff supervision be included in medical staff bylaws and 
be guided by the following principles: 
(1) Physicians serving as medical staff supervisors should be indemnified at the facility's expense from 
malpractice claims and other litigation arising out of the supervision function. 
(2) Physicians being supervised should be indemnified at the facility's expense for any damages that 
might occur as a result of implementing interventions recommended by medical staff supervisors. 
(3) AMA principles of peer review as found in Policies H-320.968 [2,d], H-285.998 [5], and H-320.982 
[2c,d] should be adhered to in the conduct of medical staff supervision. 
(4) The medical staff member serving as supervisor should be determined through a formal process by 
the department chair or medical staff executive committee. 
(5) The scope of the medical staff supervision should be limited to the provision of services that have 
been restricted, are clearly questionable, or are under question, as determined by the department chair or 
medical staff executive committee. 
(6) The duration of the medical staff supervision should be limited to the amount of time necessary to 
adequately assess the degree of clinical competence in the area of skill being assessed. 
(7) Medical staff supervision should include a sufficient volume of procedures or admissions for 
meaningful assessment. 
(8) Medical staff supervisors should provide periodic performance reports on each patient to the 
appropriate designated medical staff committee. The reports should be transcribed or transcripted by the 
medical staff office to assure confidentiality. The confidentiality of medical staff supervision reports must 
be strictly maintained. 
(9) Physicians whose performance is supervised should have access to the performance reports 
submitted by medical staff supervisors and should be given the opportunity to comment on the contents 
of the reports.  [CMS Rep. 3, A-99 Reaffirmed: CLRPD Rep. 1, A-09 Reaffirmed: CMS Rep. 01, A-19] 
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Medical Staff Development Plans H-225.961 
All hospitals/health systems incorporate the following principles for the development of medical staff 
development plans: (a) The medical staff and hospital/health system leaders have a mutual responsibility 
to: cooperate and work together to meet the overall health and medical needs of the community and 
preserve quality patient care; acknowledge the constraints imposed on the two by limited financial 
resources; recognize the need to preserve the hospital/health system's economic viability; and respect 
the autonomy, practice prerogatives, and professional responsibilities of physicians. (b) The medical staff 
and its elected leaders must be involved in the hospital/health system's leadership function, including: the 
process to develop a mission that is reflected in the long-range, strategic, and operational plans; service 
design; resource allocation; and organizational policies. (c) Medical staffs must ensure that quality patient 
care is not harmed by economic motivations. (d) The medical staff should review and approve and make 
recommendations to the governing body prior to any decision being made to close the medical staff 
and/or a clinical department. (e) The best interests of patients should be the predominant consideration in 
granting staff membership and clinical privileges. (f) The medical staff must be responsible for 
professional/quality criteria related to appointment/reappointment to the medical staff and 
granting/renewing clinical privileges. The professional/quality criteria should be based on objective 
standards and the standards should be disclosed. (g) The medical staff should be consulted in 
establishing and implementing institutional/community criteria. Institutional/community criteria should not 
be used .inappropriately to prevent a particular practitioner or group of practitioners from gaining access 
to staff membership. (h) Staff privileges for physicians should be based on training, experience, 
demonstrated competence, and adherence to medical staff bylaws. No aspect of medical staff 
membership or particular clinical privileges shall be denied on the basis of sex, race, age, creed, color, 
national origin, religion, disability, ethnic origin sexual orientation, gender identity or physical or mental 
impairment that does not pose a threat to the quality of patient care. (i) Physician profiling must be 
adjusted to recognize case mix, severity of illness, age of patients and other aspects of the physician's 
practice that may account for higher or lower than expected costs. Profiles of physicians must be made 
available to the physicians at regular intervals. [BOT Rep. 14, A-98Modified: BOT Rep. 11, A-
07Reaffirmation A-10Modified: CMS Rep. 01, A-20] 
 
Credentialing and the Quality of Care H-225.971 
It is the policy of the AMA: (1) that the hospital medical staff be recognized within the hospital as the entity 
with the overall responsibility for the quality of medical care; (2) that hospital medical staff bylaws reaffirm 
The Joint Commission standard that medical staffs have "overall responsibility for the quality of the 
professional services provided by individuals with clinical privileges"; (3) that each hospital's quality 
assurance, quality improvement, and other quality-related activities be coordinated with the hospital 
medical staff's overall responsibility for quality of medical care; (4) that the hospital governing body, 
management, and medical staff should jointly establish the purpose, duties, and responsibilities of the 
hospital administrative personnel involved in quality assurance and other quality-related activities; 
establish the qualifications for these positions; and provide a mechanism for medical staff participation in 
the selection, evaluation, and credentialing of these individuals; (5) that the hospital administrative 
personnel performing quality assurance and other quality activities related to patient care report to and be 
accountable to the medical staff committee responsible for quality improvement activities; (6) that the 
purpose, duties, responsibilities, and reporting relationships of the hospital administrative personnel 
performing quality assurance and other quality-related activities be included in the medical staff and 
hospital corporate bylaws; (7) that the general processes and policies related to patient care and used in 
a hospital quality assurance system and other quality-related activities should be developed, approved, 
and controlled by the hospital medical staff; and (8) that any physician hired or retained by a hospital to 
be involved solely in medical staff quality of care issues be credentialed by the medical staff prior to 
employment in the hospital. [BOT Rep. T, I-92Reaffirmed: CMS Rep. 10, A-03Modified: CMS Rep. 4, A-
13 Reaffirmed: CMS Rep. 5, A-21] 
 
On-Call Physicians H-130.948 
Our AMA: 
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(1) strongly encourages physicians and hospitals to work collaboratively to develop solutions based on 
adequate compensation or other appropriate incentives as the preferred method of ensuring on-call 
coverage and will monitor and oppose any state legislative or regulatory efforts mandating emergency 
room on-call coverage as a requirement for medical staff privileges and state licensure that are not 
supported by the state medical association; 
(2) advocates that physician on-call coverage for emergency departments be guided by the following 
principles: 
(a) The hospital and physicians should jointly share the responsibility for the provision of care of 
emergency department patients. 
(b) Every hospital that provides emergency services should maintain policies to ensure appropriate on-
call coverage of the emergency department by medical staff specialists that are available for consultation 
and treatment of patients. 
(c) The organization and function of on-call services should be determined through hospital policy and 
medical staff by-laws, and include methods for monitoring and assuring appropriate on-call performance. 
(d) Physicians should be provided adequate compensation for being available and providing on-call and 
emergency services. 
(e) Hospital medical staff by-laws and emergency department policies regarding on-call physicians’ 
responsibilities must be consistent with Emergency Medical Treatment and Active Labor Act (EMTALA) 
requirements. 
(f) Medical staffs should determine and adopt protocols for appropriate, fair, and responsible medical staff 
on-call coverage. 
(g) Hospitals with specialized emergency care capabilities need to have a means to ensure medical staff 
responsibility for patient transfer acceptance and care. 
(h) Hospitals that lack the staff to provide on-call coverage for a particular specialty should have a plan 
that specifies how such care will be obtained. 
(i) The decision to operate or close an emergency department should be made jointly by the hospital and 
medical staff; 
(3) supports the enforcement of existing laws and regulations that require physicians under contract with 
health plans to be adequately compensated for emergency services provided to the health plans' 
enrollees; and 
(4) supports the enactment of legislation that would require health plans to adequately compensate out-
of-plan physicians for emergency services provided to the health plans' enrollees or be subject to 
significant fines similar to the civil monetary penalties that can be imposed on hospitals and physicians for 
violation of EMTALA.  [CMS Rep. 3, I-99 Reaffirmation A-00Modified: Sub. Res. 217, I-00 Reaffirmation I-
01Reaffirmation A-07Appended and Reaffirmed: CMS Rep. 1, I-09 Modified: Res. 818, I-17] 
 
Professional Nurse Staffing in Hospitals H-360.986 
The AMA: (1) encourages medical and nursing staffs in each facility to closely monitor the quality of 
medical care to help guide hospital administrations toward the best use of resources for patients; 
(2) encourages medical and nursing staffs to work together to develop and implement in-service 
education programs and promote compliance with established or pending guidelines for unlicensed 
assistive personnel and technicians that will help assure the highest and safest standards of patient care; 
(3) encourages medical and nursing staffs to use identification mechanisms, e.g. badges, that provide the 
name, credentials, and/or title of the physicians, nurses, allied health personnel, and unlicensed assistive 
personnel in facilities to enable patients to easily note the level of personnel providing their care; 
(4) encourages medical and nursing staffs to develop, promote, and implement educational guidelines for 
the training of all unlicensed personnel working in critical care units, according to the needs at each 
facility; and 
(5) encourages medical and nursing staffs to work with hospital administrations to assure that patient care 
and safety are not compromised when a hospital's environment and staffing are restructured. [BOT Rep. 
11, I-96Reaffirmed: CMS Rep. 8, A-06Reaffirmed: CMS Rep. 01, A-16] 
 
Supervision of Non-Physician Practitioners by Physicians D-35.978 
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Our AMA will advocate: (1) to ensure physicians on staff receive written notification when their license is 
being used to document supervision of non-physician practitioners; (2) that physician supervision should 
be explicitly defined and mutually agreed upon; (3) for advanced notice and disclosure to the physician 
before they are hired or as soon as practicably known by provider organizations and institutions that 
anticipate physician supervision of non-physician practitioners as a condition for physician employment; 
(4) that organizations, institutions, and medical staffs that have physicians who participate in supervisory 
duties for non-physician practitioners have processes and procedures in place that have been developed 
with appropriate clinical physician input; and (5) that physicians be able to report professional concerns 
about care provided by the non-physician practitioners to the appropriate leadership with protections 
against retaliation. [ 
Res. 017, I-22] 
 
Emergency Department Boarding and Crowding H-130.940 
Our AMA: 
  
1. congratulates the American College of Emergency Physicians for developing and promulgating 
solutions to the problem of emergency department boarding and crowding; 
2. supports collaboration between organized medical staff and emergency department staff to reduce 
emergency department boarding and crowding; 
3. supports dissemination of best practices in reducing emergency department boarding and crowding; 
4. continues to encourage entities engaged in measuring emergency department performance (e.g., 
payers, licensing bodies, health systems) to use evidence-based, clinical performance measures that 
enable clinical quality improvement and capture variation such as those developed by the profession 
through the Physician Consortium for Performance Improvement; 
5. continues to support physician and hospital use and reporting of emergency medicine performance 
measures developed by the Physician Consortium for Performance Improvement; and 
6. continues to support the harmonization of individual physician, team-based, and facility emergency 
medicine performance metrics so there is consistency in evaluation, methodology, and limited burden 
associated with measurement. [CMS Rep. 3, A-09Reaffirmed: CMS Rep. 01, A-19Reaffirmed: BOT Rep. 
16, A-19] 
 
Managed Care Organizations' Use of Physicians to Provide Second Opinions to Physicians 
Providing Emergency Services H-285.950 
The AMA adopts the following principles to guide the use by managed care plans of physicians employed 
or contracted with to specifically provide second opinions to physicians providing emergency services. 
The AMA encourages managed care plans to follow these guidelines when employing or contracting with 
physicians to provide second opinions to physicians providing emergency services. 
(1) All managed care plans shall disclose to their enrollees and prospective enrollees any plan 
requirements or the existence of contractual arrangements whereby physicians are required to provide 
second opinions to physicians providing emergency services regarding the care provided to patients 
presenting at emergency departments or facilities. 
(2) The required use of physicians to provide second opinions to physicians providing emergency 
services regarding the care provided to patients presenting at emergency departments or facilities shall 
not impede the immediate diagnosis and therapy of acute cardiac, trauma, and other critical patient 
situations for which delay may result in death or an increase in severity of illness. 
(3) Any physician with a contractual arrangement to provide second opinions to physicians providing 
emergency services regarding the care provided to patients presenting at emergency departments or 
facilities shall be licensed to practice medicine and actively practicing emergency medicine in the same 
state in which the second opinion is provided. 
(4) Any physician with a contractual arrangement to provide second opinions to physicians providing 
emergency services regarding the care provided to patients presenting at emergency departments or 
facilities shall have active staff privileges in any facility in which the second opinion is provided. 
(5) To the degree possible, patients presenting at an emergency department or facility should be involved 
in the decisions regarding the treatment, referral, and follow-up care for their condition. 
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(6) In the event of disagreements over second opinions, final decisions regarding the treatment, referral, 
and follow-up care provided to patients presenting at emergency departments or facilities shall be made 
by the attending emergency physician or other appropriate physicians on staff at the facility.  [CMS Rep. 
1, I-96Reaffirmed: CMS Rep. 8, A-06Reaffirmed: CMS Rep. 01, A-16] 
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(A-24) 

 
Introduced by: Medical Student Section, American Association of Public Health Physicians 
 
Subject: Medical-Legal Partnerships & Legal Aid Services 
 
Referred to: Reference Committee B 
 
 
Whereas, medical-legal partnerships (MLPs) address social determinants of health relating to 
civil law, such as family violence, child support and custody, workplace conditions, employment 
conflicts, financial exploitation, post-incarceration rehabilitation, housing, utility shutoffs, 
disability access, debt relief, and veteran benefits, by integrating lawyers in clinical settings 
team to meet patient’s legal needs1-6; and 
 
Whereas, 70% of low-income households experience civil legal problems, with 40% 
experiencing at least 5, 20% experiencing at least 10, and the average low-income individual 
managing 2 to 3 legal issues at a time7-8; and 
 
Whereas, unmet civil legal needs may lead to or exacerbate both physical and mental illness, as 
seen with inadequate housing, eviction, and even threat of eviction being connected to anxiety, 
depression, bodily injury, asthma, and respiratory infection9-11; and 
 
Whereas, MLPs demonstrate success in access to retroactive benefits, improved asthma 
control and neonatal preventive care use, and decreased length of hospitalization, readmission 
rates, and emergency department visits7; and 
 
Whereas, while MLPs are found at only 26% of medical schools, studies indicate that MLPs can 
help educate physicians and medical students on screening for social determinants and legal 
needs, addressing issues impacting health through legal advocacy, and referring patients to 
reliable legal resources1,12-15; and 
 
Whereas, civil legal aid often includes free or low-cost direct legal services by lawyers as well as 
legal education to help low- and middle-income people navigate social systems16; and 
 
Whereas, the high cost of civil legal aid is a significant barrier to access, with low-income 
Americans reporting only seek aid for 1 out of 4 civil legal problems and receiving inadequate 
legal aid for 92% of their needs8,17; and 
 
Whereas, civil legal aid services in the US are chronically underfunded, turning away an 
average of 50% of eligible individuals who seek services due to inadequate funds16; and 
 
Whereas, the Association of American Medical Colleges and the American Bar Association both 
conduct initiatives relating to MLPs, including creation of models and directories18-19; therefore 
be it 
 
RESOLVED, that our American Medical Association support the establishment and funding of 
medical-legal partnerships and civil legal aid services to meet patients’ legal needs. (New HOD 
Policy)  
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Fiscal Note: Minimal - less than $1,000 
 
Received: 03/28/2024 
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RELEVANT AMA POLICY 
 
H-165.822 Health Plan Initiatives Addressing Social Determinants of Health 
Our AMA:  
1. recognizing that social determinants of health encompass more than health care, encourages new and 
continued partnerships among all levels of government, the private sector, philanthropic organizations, 
and community- and faith-based organizations to address non-medical, yet critical health needs and the 
underlying social determinants of health;  
2. supports continued efforts by public and private health plans to address social determinants of health in 
health insurance benefit designs;  
3. encourages public and private health plans to examine implicit bias and the role of racism and social 
determinants of health, including through such mechanisms as professional development and other 
training;  
4. supports mechanisms, including the establishment of incentives, to improve the acquisition of data 
related to social determinants of health, while minimizing burdens on patients and physicians; 
5. supports research to determine how best to integrate and finance non-medical services as part of 
health insurance benefit design, and the impact of covering non-medical benefits on health care and 
societal costs; and  
6. encourages coverage pilots to test the impacts of addressing certain non-medical, yet critical health 
needs, for which sufficient data and evidence are not available, on health outcomes and health care 
costs. [CMS Rep. 7, I-20Reaffirmed: CMS Rep. 5, I-21Reaffirmed: CMS Rep. 5, A-22] 
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Introduced by: Medical Student Section 
 
Subject: Indian Health Service Youth Regional Treatment Centers 
 
Referred to: Reference Committee B  
 
 
Whereas, nearly 13% of AI/AN youth ages 12-24 experienced a depressive episode or related 1 
mental illness in 2018, and an estimated 20% require treatment due to early alcohol use1-2; and 2 
 3 
Whereas, the Indian Health Service (IHS) uses Youth Regional Treatment Centers (YRTCs) for 4 
acute behavioral healthcare for AI/AN adolescents, but national capacity only meets 4% of the 5 
need2-3; and 6 
 7 
Whereas, YRTCs help adolescents develop independent living skills, provide schooling attuned 8 
to individual needs, create post-discharge sobriety plans, and coordinate prison diversion 9 
programs4-5; and 10 
 11 
Whereas, while 61% of arrested AI/AN youth are eligible for YRTC diversion programs, only 12 
14% ultimately receive care at YRTCs2; and 13 
 14 
Whereas, the IHS, in consultation with Tribal leaders and key parties, has voiced concerns 15 
regarding AI/AN youth traveling across state lines to seek care at non-IHS treatment centers6; 16 
and 17 
 18 
Whereas, non-IHS treatment centers are not equipped to address the complex effects of 19 
intergenerational trauma, systematic discrimination, and displacement on AI/AN youth mental 20 
health7-9; therefore be it 21 
 22 
RESOLVED, that our American Medical Association support the expansion of Indian Health 23 
Service Youth Regional Treatment Centers, recognizing them as a model for culturally-rooted, 24 
evidence-based behavioral health treatment, and prompt referral of eligible AI/AN youth to Youth 25 
Regional Treatment Centers (YRTCs) for community-directed care. (New HOD Policy) 26 
 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/5/2024 
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RELEVANT AMA POLICY 
  
H-160.963 Community-Based Treatment Centers  
Our AMA supports the use of community-based treatment centers for substance use disorders, mental 
health disorders and developmental disabilities. [BOT Rep. F, I-91; Reaffirmed: Sunset Report, I-01; 
Modified: CSAPH Rep. 1, A-11; Modified: CSAPH Rep. 1, A-21] 
 
D-350.988 American Indian / Alaska Native Adolescent Suicide  
Our AMA will: 1) provide active testimony in Congress for suicide prevention and intervention resources to 
be directed towards American Indian/Alaska Native communities; 2) encourage significant funding to be 
allocated to research the causes, prevention, and intervention regarding American Indian/Alaska Native 
adolescent suicide and make these findings widely available; and 3) lobby the Senate Committee on 
Indian Affairs on the important issue of American Indian/Alaska Native adolescent suicide. [Sub Res. 404, 
A-11; Reaffirmed: BOT Rep. 7, A-21] 
 
H-345.974 Culturally, Linguistically Competent Mental Health Care and Outreach for At-Risk 
Communities  
Our AMA supports adequate attention and funds being directed towards culturally and linguistically 
competent mental health direct services for the diverse, multi-ethnic communities at greatest risk, and 
encourages greater cultural and linguistic-competent outreach to ethnic communities including 
partnerships with ethnic community organizations, health care advocates, and respected media outlets. 
[Res. 917, I-13; Reaffirmed: Res. 426, A-16] 
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Introduced by: Medical Student Section 
 
Subject: Biosimilar Use Rates and Prevention of Pharmacy Benefit Manager Abuse 
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Whereas, biologics account for only 2% of prescriptions but 40% of US pharmaceutical 1 
spending and 90% of the net pharmaceutical spending growth over the past decade1-6; and  2 
 3 
Whereas, biologics are often significantly more expensive than small-molecule drugs, costing on 4 
average $10,000 to $40,000 per patient annually with some prices up to $500,0001-6; and  5 
 6 
Whereas, biosimilars exhibit no clinically meaningful differences in safety, purity, and potency 7 
compared to their corresponding “brand-name” (originator, or reference product) biologic7; and 8 
 9 
Whereas, the US has only approved 50% of the biosimilars approved in other industrialized 10 
nations, with an average uptake rate of 20% compared to over 80%8-16; and  11 
 12 
Whereas, average US price decreases due to biosimilar entry are only 15 to 40% compared to 13 
70% in other industrialized nations8-16; and  14 
 15 
Whereas, other industrialized nations improve biosimilar uptake through lucrative financial 16 
incentives for physicians to maintain robust reimbursement while saving on medication costs, 17 
including rewards for biosimilar usage targets and shared savings programs17-23; and 18 
 19 
Whereas, “brand-name” biologics manufacturers have blocked biosimilar uptake in the US via 20 
long-term exclusivity agreements with pharmacy benefit managers (PBMs) for preferential 21 
coverage in insurance plans, such as Johnson & Johnson with Remicade (infliximab) and 22 
AbbVie with Humira (adalimumab)24-25; and 23 
 24 
Whereas, biologics manufacturers’ efforts to prevent biosimilar coverage by insurers interfere 25 
with physician’s prescriptive authority, conflict with analogous AMA policy supporting physicians’ 26 
right to prescribe generic drugs, and maintain exorbitant pharmaceutical costs; and 27 
 28 
Whereas, the Federal Trade Commission (FTC) and Department of Justice (DOJ) have the 29 
authority to investigate and block exclusive distribution clauses as antitrust violations, and AMA 30 
advocacy can help ensure that PBM exclusivity agreements are an antitrust priority25-27; 31 
therefore be it 32 
 33 
RESOLVED, that our American Medical Association support economic incentives to increase 34 
physician use of less expensive biosimilars instead of their reference biologics (New HOD 35 
Policy); and be it further 36 
 37 
RESOLVED, that our AMA encourage the Federal Trade Commission (FTC) and Department of 38 
Justice (DOJ) Antitrust Division to closely scrutinize long-term exclusive contracts signed 39 
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between biologics originators and PBMs to ensure they do not impede biosimilar development 1 
and uptake. (New HOD Policy)2 
 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/5/2024 
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RELEVANT AMA POLICY 
 
H-125.980 Abbreviated Pathway for Biosimilar Approval  
Our AMA supports FDA implementation of the Biologics Price Competition and Innovation Act of 2009 in 
a manner that 1) places appropriate emphasis on promoting patient access, protecting patient safety, and 
preserving market competition and innovation; 2) includes planning by the FDA and the allocation of 
sufficient resources to ensure that physicians understand the distinctions between biosimilar products that 
are considered highly similar, and those that are deemed interchangeable. Focused educational activities 
must precede and accompany the entry of biosimilars into the U.S. market, both for physicians and 
patients; and 3) includes compiling and maintaining an official compendium of biosimilar products, 
biologic reference products, and their related interchangeable biosimilars as they are developed and 
approved for marketing by the FDA. 
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Resolution: 208  
(A-24) 

 
Introduced by: Medical Student Section and American College of Physicians 
 
Subject: Improving Supplemental Nutrition Programs  
 
Referred to: Reference Committee B 
 
 
Whereas, food insecurity is a public health crisis, especially among American Indian and Alaska 1 
Native (AI/AN) persons, who were relocated and gave up 98% of their lands and ability to survive  2 
under coercion and threats of violence by state and federal actors3,4; and  3 
 4 
Whereas, the burden of chronic diseases such as obesity and diabetes on AI/AN communities is 5 
directly attributable to settler colonialism and interruption of AI/AN knowledge systems5,6; and 6 
 7 
Whereas, AI/AN persons experience food insecurity at twice the rate of whites, with 25% being 8 
consistently food insecure4; and  9 
 10 
Whereas, climate change uniquely affects AI/AN communities, including disproportionate 11 
exposure of Alaska Native Villages to marine foods polluted by plastic and poor nutritional 12 
offerings with significant price markups at grocery and convenience stores7; and 13 
 14 
Whereas, US nutrition programs for AI/AN persons, including the Food Distribution Program on 15 
Indian Reservations (FDPIR) and the recently launched Indian Health Service (IHS) Produce 16 
Prescription Pilot Program, differ from other nutrition programs by including staple foods and 17 
ingredients commonly used in pre-contact AI/AN societies and food systems8-9; and  18 
 19 
Whereas, federally-recognized AI/AN Tribes and Villages without a reservation or land base and 20 
the 2.8 million AI/AN persons in urban areas (greater than the population on Tribal lands) are all 21 
ineligible for federal nutrition assistance programs for AI/AN persons8-13; and 22 
 23 
Whereas, AI/AN persons in urban areas were 1.4 times as likely to experience food insecurity as 24 
other AI/AN persons, with rates exacerbated by COVID4,14; and 25 
 26 
Whereas, the reduction of AI/AN food insecurity (by increasing AI/AN food choices, availability, 27 
and household purchasing power and intervening preventively via early education and farm-to-28 
school programs) can decrease risk of gestational diabetes, sleep apnea, and metabolic 29 
syndrome, promote AI/AN self-determination and self-governance, and improve AI/AN youth 30 
health behavior15-18; therefore be it 31 
 32 
RESOLVED, that our American Medical Association support regulatory and legal reforms to 33 
extend multieligibility for USDA Food Assistance to enrolled members of federally-recognized 34 
American Indian and Alaska Native Tribes and Villages to all federal feeding programs, such as, 35 
but not limited to, Supplemental Nutrition Assistance Program (SNAP) and Food Distribution 36 
Program on Indian Reservations (FDPIR). (New HOD Policy)37 
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RELEVANT AMA Policy 
 
H-150.925 Food Environments and Challenges Accessing Healthy Food  
Our AMA (1) encourages the U.S. Department of Agriculture and appropriate stakeholders to study the 
national prevalence, impact, and solutions to challenges accessing healthy affordable food, including, but 
not limited to, food environments like food mirages, food swamps, and food deserts; (2) recognizes that 
food access inequalities are a major contributor to health inequities, disproportionately affecting 
marginalized communities and people of color; (3) supports policy promoting community-based initiatives 
that empower resident businesses, create economic opportunities, and support sustainable local food 
supply chains to increase access to affordable healthy food; and (4) will advocate for CMS and other 
relevant agencies to develop, test, and then implement evidence-based innovative models to address 
food insecurity, such as food delivery and transportation services to supermarkets, food banks and 
pantries, and local farmers markets for healthy food options. [Res. 921, I-18; Modified: Res. 417, A-21; 
Appended: Res. 117, A-22] 
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H-150.937 Improvements to Supplemental Nutrition Programs  
1. Our AMA supports: (a) improvements to the Supplemental Nutrition Assistance Program (SNAP) and 
Special Supplemental Nutrition Program for Women, Infants, and Children (WIC) that are designed to 
promote adequate nutrient intake and reduce food insecurity and obesity; (b) efforts to decrease the price 
gap between calorie-dense, nutrition-poor foods and naturally nutrition-dense foods to improve health in 
economically disadvantaged populations by encouraging the expansion, through increased funds and 
increased enrollment, of existing programs that seek to improve nutrition and reduce obesity, such as the 
Farmer's Market Nutrition Program as a part of the Women, Infants, and Children program; and (c) the 
novel application of the Farmer's Market Nutrition Program to existing programs such as the 
Supplemental Nutrition Assistance Program (SNAP), and apply program models that incentivize the 
consumption of naturally nutrition-dense foods in wider food distribution venues than solely farmer's 
markets as part of the Women, Infants, and Children program. 
2. Our AMA will request that the federal government support SNAP initiatives to (a) incentivize healthful 
foods and disincentivize or eliminate unhealthful foods and (b) harmonize SNAP food offerings with those 
of WIC. 
3. Our AMA will actively lobby Congress to preserve and protect the Supplemental Nutrition Assistance 
Program through the reauthorization of the 2018 Farm Bill in order for Americans to live healthy and 
productive lives. [Res. 414, A-10; Reaffirmation A-12; Reaffirmation A-13; Appended: CSAPH Rep. 1, I-
13; Reaffirmation A-14; Reaffirmation I-14; Reaffirmation A-15; Appended: Res. 407, A-17; Appended: 
Res. 233, A-18; Reaffirmed: Res. 259, A-23] 
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Resolution: 209 
(A-24) 

Introduced by: Medical Student Section 

Subject: Native American Voting Rights 

Referred to: Reference Committee B 

Whereas, our American Medical Association “acknowledges voting is a social determinant of 1 
health and significantly contributes to the analyses of other social determinants of health as a 2 
key metric”; and be it further 3 

4 
Whereas, the Association of American Medical Colleges (AAMC) supports medical schools and 5 
teaching hospitals facilitating nonpartisan voter registration efforts1; and 6 

7 
Whereas, health facilities’ nonpartisan voter registration efforts demonstrate improved civic8 
engagement and are protected by the National Voter Registration Act and IRS code2-5; and 9 

10 
Whereas, 1.2 million Native Americans (34%) are not registered to vote due to vast differences 11 
in experiences and opportunities, especially for voters on reservations who experience12 
discrimination and unique challenges with voter identification laws (e.g., no addresses on 13 
reservations, inability to use tribal-federal membership cards)6-11; and 14 

15 
Whereas, the distinct political and dual citizenship status of Native Americans as members of16 
sovereign Tribal nations underscores the importance of their voter participation, as federal and 17 
state elected officials are responsible for working with their Tribal governments to enact laws 18 
governing Tribal authority and treaty rights8; and 19 

20 
Whereas, as Native Americans comprise over 10% of the electorate in many states, Congress21 
has repeatedly introduced the Native American Voting Rights Act, which would in part establish 22 
a Native American voting task force grant program to increase turnout8; and 23 

24 
Whereas, President Biden’s Executive Order on Promoting Access to Voting strongly 25 
encourages federal agencies, including Veterans Health Administration (VHA) and Indian Health 26 
Service sites to seek designation as voter registration sites12; and 27 

28 
Whereas, other federal health and social programs such as the VHA, Medicaid, and SNAP/WIC 29 
offer voter registration services, and the Health Resources and Services Administration even 30 
offers guidance for Federally Qualified Health Centers to organize such efforts3,13-14; and 31 

32 
Whereas, civic engagement efforts are limited at Indian Health Service, Tribal, and Urban Indian 33 
Health Programs, which are crucial interfaces with Native American patients and Tribal 34 
governments15-16; therefore be it 35 

36 
RESOLVED, that our American Medical Association support Indian Health Service, Tribal, and 37 
Urban Indian Health Programs becoming designated voter registration sites to promote 38 
nonpartisan civic engagement among the American Indian and Alaska Native population. (New 39 
HOD Policy) 40 
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RELEVANT AMA Policy 

Support for Safe and Equitable Access to Voting H-440.805 
1. Our AMA supports measures to facilitate safe and equitable access to voting as a harm-reduction
strategy to safeguard public health and mitigate unnecessary risk of infectious disease transmission by
measures including but not limited to: (a) extending polling hours; (b) increasing the number of polling
locations; (c) extending early voting periods; (d) mail-in ballot postage that is free or prepaid by the
government; (e) adequate resourcing of the United States Postal Service and election operational
procedures; (f) improved access to drop off locations for mail-in or early ballots; and (g) use of a P.O. box
for voter registration.
2. Our AMA opposes requirements for voters to stipulate a reason in order to receive a ballot by mail and
other constraints for eligible voters to vote-by-mail.
3. Our AMA: (a) acknowledges voting is a social determinant of health and significantly contributes to the
analyses of other social determinants of health as a key metric; (b) recognizes that gerrymandering which
disenfranchises individuals/communities limits access to health care, including but not limited to the
expansion of comprehensive medical insurance coverage, and negatively impacts health outcomes; and
(c) will collaborate with appropriate stakeholders and provide resources to firmly establish a relationship
between voter participation and health outcomes. [Res. 18, I-21; Appended: Res. 422, A-22]
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Resolution: 210 
(A-24) 

Introduced by: Oregon, American College of Physicians 

Subject: Support for Physicians Pursuing Collective Bargaining and Unionization 

Referred to: Reference Committee B 

Whereas, the American Medical Association (AMA) supports the right of physicians to engage in 1 
collective bargaining, and it is AMA policy to work for expansion of the numbers of physicians 2 
eligible for that right under federal law; and 3 

4 
Whereas, while AMA policy supports expanding rights for physicians rights and abilities to 5 
collectively bargain, the last study of this policy area last occurred pre-pandemic as the 6 
paradigm shift of physician as employee continues to expand, particularly for younger 7 
generations of physicians who would be more likely to leverage and seek unionization; and 8 

9 
Whereas, the AMA points out that bargaining units composed entirely of physicians are 10 
presumed appropriate, a recommendation that makes sense in recognition of physicians’ unique 11 
skills and ethical and professional obligations; and 12 

13 
Whereas, in 1999 the AMA provided financial support for the establishment of a national labor 14 
organization - Physicians for Responsible Negotiation (PRN) - under the National Labor 15 
Relations Board (NLRA) to support the development and operation of local physician 16 
negotiating units as an option for employed physicians and physicians in-training, but ultimately 17 
withdrew support in 2004 as few physicians signed up; and 18 

19 
Whereas, the numbers of physicians who are union members is estimated to have grown 20 
significantly since then with a 26% increase from 2014 to 2019 when 67,673 physicians were 21 
members of a union; and 22 

23 
Whereas, the percentage of physicians now employed by hospitals, health systems, or 24 
corporate entities has increased significant, most recently reported up to 73.9% as of January, 25 
2022 (up from 47.4% in 2018), and the number of physician practices acquired by hospitals and 26 
corporate entities between 2019-2022 also accelerated during the pandemic; and 27 

28 
Whereas, dominant hospitals, healthcare systems, and other corporate entities employing 29 
physicians may present limited alternatives to physicians working in a market largely controlled 30 
by their employer or where covenants-not-to-compete may further contribute to the employer’s 31 
bargaining advantage; and 32 

33 
Whereas, the transition from independent professional physician workforce to employed 34 
physician workforce fundamentally alters the dynamics between hospitals, health systems, 35 
corporate entities and physicians, with a risk of negatively affecting the conditions of care 36 
delivery and quality of care provided; and 37 
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Whereas, the corporatization of medicine, including involvement of private equity in healthcare, 1 
raises questions about incentive alignment, costs, and downstream effects on patients; and 2 

3 
Whereas, recent years have seen an increase in physician burnout, which accelerated during 4 
the COVID-19 pandemic, directly related to time spent on electronic health record 5 
documentation, bureaucratic administrative tasks, and moral injury related to an incongruence 6 
between what physicians care about and what they are incentivized to do by the health care 7 
system; and 8 

9 
Whereas, physicians face a dominant power when negotiating with hospital employers and may 10 
not have countervailing influence without collective bargaining; and 11 

12 
Whereas, collective bargaining is an effective tool for protecting patient care safety standards, 13 
improving work conditions, ensuring pay and job security, and a providing a process for 14 
grievances; and 15 

16 
Whereas, the National Labor Relations Board determined in 2022 that employed physicians are 17 
not in a supervisory role and are therefore eligible to unionize; and 18 

19 
Whereas, interest in exploring collective bargaining for residents and practicing physician 20 
groups has increased in some parts of the country including in Oregon, likely driven by 21 
dynamics seen in the profession’s shift to “employed status” for the majority of physicians; 22 
therefore be it 23 

24 
RESOLVED, that our American Medical Association convenes an updated study of 25 
opportunities for the AMA or physician associations to support physicians initiating a collective 26 
bargaining process, including but not limited to unionization. (Directive to Take Action)27 

28 
Fiscal Note: $43,308; Consult experts and coordinate with medical societies to identify and 
communicate ways to aid physicians in collective bargaining efforts. 
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RELEVANT AMA POLICY 

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.  
Citation: Res. 239, A-97Reaffirmation I-98Reaffirmation A-01Reaffirmation A-05Reaffirmation A-
06Reaffirmation A-08Reaffirmation I-10 

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.
Citation: BOT Rep. P, I-88; Modified: Sunset Report, I-98; Reaffirmation A-00; Reaffirmation I-00;
Reaffirmation A-01; Reaffirmation I-03; Reaffirmation A-04; Reaffirmed in lieu of Res. 105, A-04;
Reaffirmation A-05; Reaffirmation A-06; Reaffirmation A-08; Reaffirmed: BOT Rep. 17, A-09;
Reaffirmation I-10; Reaffirmed: Sub. Res. 222, I-10; Reaffirmed: Res. 215, A-11; Reaffirmed: BOT action
in response to referred for decision Res. 201, I-12; Reaffirmed: Res. 206, A-19;

Employee Associations and Collective Bargaining for Physicians D-383.981 
Our AMA will study and report back on physician unionization in the United States. 
Citation: Res. 601, I-14; Reaffirmed: Res. 206, A-19 

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.  Citation: Res. 606, A-19 

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. Citation: Res. 229, 
A-12; Reaffirmed: Res. 206, A-19
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Introduced by: Organized Medical Staff Section 
 
Subject: Deceptive Hospital Badging 2.0 
 
Referred to: Reference Committee B 
 
 
Whereas, the public is wholly unaware of the false labeling for care personnel in the hospital, 1 
with the increasing introduction of lesser trained people appearing to be equivalent caregivers; 2 
and 3 
 4 
Whereas, the most recent addition to this group of non-physicians are certified registered nurse 5 
anesthetists (CRNAs), increasingly replacing anesthesiologists; and 6 
 7 
Whereas, this has crept into the cardiac suites of our operating rooms with increasing fallout as 8 
surgeons are being tasked with assuming responsibility and therefore enhanced liability for 9 
these non-physician personnel; and 10 
 11 
Whereas, anesthesia was also overing perfusion, which will now fall to surgeons who may not 12 
be up to speed to perform these additional tasks; and 13 
 14 
Whereas, this is unquestionably a quality of care issue as well as safety related, along with a 15 
public relations, cost, and billing problem; and  16 
 17 
Whereas, we were able to correct the previous deception at our hospital with a push by the 18 
organized medical staff taking action, along with the support of the AMA; therefore be it 19 
 20 
RESOLVED, that our American Medical Association promote and prioritize public awareness of 21 
the difference and importance of having the proper level of training and clear identification and 22 
labeling of caregivers as that relates to quality and safety of healthcare (Directive to Take 23 
Action); and be it further 24 
 25 
RESOLVED, that our AMA work with state and county medical societies to highlight to 26 
physicians the growing practice of creating false equivalencies between physicians and non-27 
physicians in the healthcare team and encourage action in local institutions to assure the quality 28 
and safety of patient care. (Directive to Take Action)29 

30 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/17/2024 
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RELEVANT AMA POLICY 
 
Clarification of the Title "Doctor" in the Hospital Environment D-405.991 

1. Our AMA Commissioners will, for the purpose of patient safety, request that The Joint Commission 
develop and implement standards for an identification system for all hospital facility staff who have direct 
contact with patients which would require that an identification badge be worn which indicates the 
individual's name and credentials as appropriate (i.e., MD, DO, RN, LPN, DC, DPM, DDS, etc), to 
differentiate between those who have achieved a Doctorate, and those with other types of credentials. 
2. Our AMA Commissioners will, for the purpose of patient safety, request that The Joint Commission 
develop and implement new standards that require anyone in a hospital environment who has direct 
contact with a patient who presents himself or herself to the patient as a "doctor," and who is not a 
"physician" according to the AMA definition (H-405.969, ?that a physician is an individual who has 
received a "Doctor of Medicine" or a "Doctor of Osteopathic Medicine" degree or an equivalent degree 
following successful completion of a prescribed course of study from a school of medicine or osteopathic 
medicine?) must specifically and simultaneously declare themselves a "non-physician" and define the 
nature of their doctorate degree. 
3. Our AMA will request the American Osteopathic Association (AOA) to (1) expand their standards to 
include proper identification of all medical staff and hospital personnel with their applicable credential (i.e., 
MD, DO, RN, LPN, DC, DPM, DDS, etc), and (2) Require anyone in a hospital environment who has 
direct contact with a patient presenting himself or herself to the patient as a "doctor", who is not a 
"Physician" according to the AMA definition (AMA Policy H-405.969 .. that a physician is an individual who 
has received a "Doctor of Medicine" or a "Doctor of Osteopathic Medicine" degree or an equivalent 
degree following successful completion of a prescribed course of study from a school of medicine or 
osteopathic medicine) must specifically and simultaneously declare themselves a "non-physician" and 
define the nature of their doctorate degree. 
Citation: Res. 846, I-08; Modified: BOT Rep. 9, I-09; Reaffirmed: CCB/CLRPD Rep. 01, A-23 
 
Need to Expose and Counter Nurse Doctoral Programs (NDP) Misrepresentation D-35.992 
Our AMA will: (1) work jointly with state attorneys general to identify and prosecute those individuals who 
misrepresent themselves as physicians to their patients and mislead program applicants as to their future 
scope of practice; (2) pursue all other appropriate legislative, regulatory and legal actions through the 
Scope of Practice Partnership, as well as actions within hospital staff organizations, to counter 
misrepresentation by nurse doctoral programs and their students and graduates, particularly in clinical 
settings; and (3) work with all appropriate entities to ensure that all persons engaged in patient contact be 
clearly identified either verbally, or by name badge or similar identifier, with regard to their professional 
licensure in order that patients are aware of the professional educational background of that person. 
Citation: Res. 211, A-06; Reaffirmed: BOT Rep. 6, A-16 
 
Professional Nurse Staffing in Hospitals H-360.986 
The AMA: (1) encourages medical and nursing staffs in each facility to closely monitor the quality of 
medical care to help guide hospital administrations toward the best use of resources for patients; 
(2) encourages medical and nursing staffs to work together to develop and implement in-service 
education programs and promote compliance with established or pending guidelines for unlicensed 
assistive personnel and technicians that will help assure the highest and safest standards of patient care; 
(3) encourages medical and nursing staffs to use identification mechanisms, e.g. badges, that provide the 
name, credentials, and/or title of the physicians, nurses, allied health personnel, and unlicensed assistive 
personnel in facilities to enable patients to easily note the level of personnel providing their care; 
(4) encourages medical and nursing staffs to develop, promote, and implement educational guidelines for 
the training of all unlicensed personnel working in critical care units, according to the needs at each 
facility; and 
(5) encourages medical and nursing staffs to work with hospital administrations to assure that patient care 
and safety are not compromised when a hospital's environment and staffing are restructured. 
Citation: BOT Rep. 11, I-96; Reaffirmed: CMS Rep. 8, A-06; Reaffirmed: CMS Rep. 01, A-16 
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Introduced by: Organized Medical Staff Section 
 
Subject: Advocacy Education Towards a Sustainable Medical Care System 
 
Referred to: Reference Committee B 
 
 
Whereas, extensive AMA policy and actions address the education of medical students and 1 
physicians on advocacy techniques and their involvement in AMA advocacy efforts; and 2 
 3 
Whereas, our AMA believes that “better-informed and more active citizens will result in better 4 
legislators, better government, and better health care” (AMA Policy G-640.020); and 5 
 6 
Whereas, the AMA currently facilitates some patient education and engagement in advocacy 7 
efforts via is Patient Action Network (PAN); and  8 
 9 
Whereas, greater involvement of the public in AMA advocacy efforts potentially could make the 10 
AMA more effective in its advocacy on behalf of patients and the profession; and  11 
 12 
Whereas, any attempt to engage the public must consider the potential difficulties that can arise 13 
from blending the perspectives of physicians and patients; therefore be it 14 
 15 
RESOLVED, that our American Medical Association explore innovative opportunities for 16 
engaging the public in advocacy on behalf of an improved healthcare environment. (Directive to 17 
Take Action) 18 

19 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/17/2024 
 
 
RELEVANT AMA POLICY 
 
Medical Student, Resident and Fellow Legislative Awareness H-295.953   
1. The AMA strongly encourages the state medical associations to work in conjunction with medical 
schools to implement programs to educate medical students concerning legislative issues facing 
physicians and medical students.  
2. Our AMA will advocate that political science classes which facilitate understanding of the legislative 
process be offered as an elective option in the medical school curriculum.  
3. Our AMA will establish health policy and advocacy elective rotations based in Washington, DC for 
medical students, residents, and fellows.  
4. Our AMA will support and encourage institutional, state, and specialty organizations to offer health 
policy and advocacy opportunities for medical students, residents, and fellows.  
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Improving Medical Student, Resident/Fellow and Academic Physician Engagement in Organized 
Medicine and Legislative Advocacy G-615.103  
Our AMA will: (1) study the participation of academic and teaching physicians, residents, fellows, and 
medical students in organized medicine and legislative advocacy; (2) study the participation of 
community-based faculty members of medical schools and graduate medical education programs in 
organized medicine and legislative advocacy; (3) identify successful, innovative and best practices to 
engage academic physicians (including community-based physicians), residents/fellows, and medical 
students in organized medicine and legislative advocacy; and (4) study mechanisms to mitigate costs 
incurred by medical students, residents and fellows who participate at national, in person AMA 
conferences.  
 
 
Political Action Committees and Contributions G-640.020  
Our AMA: (1) believes that better-informed and more active citizens will result in better legislators, better 
government, and better health care; (2) encourages AMA members to participate personally in the 
campaign of their choice and strongly supports physician/family leadership in the campaign process; (3) 
opposes legislative initiatives that improperly limit individual and collective participation in the democratic 
process; (4) supports AMPAC’s policy to adhere to a no Rigid Litmus Test policy in its assessment and 
support of political candidates; (5) encourages AMPAC to continue to consider the legislative agenda of 
our AMA and the recommendations of state medical PACs in its decisions; (6) urges members of the 
House to reaffirm their commitment to the growth of AMPAC and the state medical PACs; (7) will continue 
to work through its constituent societies to achieve a 100 percent rate of contribution to AMPAC by 
members; (8) calls upon all candidates for public office to refuse contributions from tobacco companies 
and their subsidiaries; and (9) calls upon all candidates for public office to refuse contributions from any 
organization that opposes evidence-based public health measures to reduce firearm violence.  
 
 
Physician Health Policy Opportunity G-640.035  
Our AMA encourages and supports efforts to educate interested medical students, residents, fellows, and 
practicing physicians about health policy and assist them in starting or transitioning to careers that involve 
health policy.  
 
Our AMA: (a) recognizes, encourages, and supports the primary health policy training found in the 
physician specialties of Public Health / General Preventive Medicine, Occupational and Environmental 
Medicine, and Aerospace Medicine; (b)  will significantly increase its collaborative efforts with the National 
Academy of Medicine (NAM) to make physicians aware of existing health policy training opportunities and 
help them to apply for and participate in them; (c) will engage with alumni of health policy training 
programs and joint degree programs and provide opportunities for them to share their health policy 
experiences with medical students, residents, fellows, and practicing physicians; (d) will include health 
policy content in its educational resources for members; (e) will work with the Office of the U.S. Surgeon 
General to disseminate information to medical students, residents, fellows, and practicing physicians 
about opportunities to join the Commissioned Corps of the U.S. Public Health Service; and (f) will 
consider options for funding a 1-year educational training program for practicing physicians who wish to 
transition from clinical practice to employment within the health policy sector. 
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Resolution: 213 
(A-24) 

Introduced by: Private Practice Physicians Section 

Subject: Access to Covered Benefits with an Out of Network Ordering Physician 

Referred to: Reference Committee B 

Whereas, physicians have not had inflationary increases like other service providers have for 1 
decades in the Medicare program; and 2 

3 
Whereas, physicians’ ability to continue to serve patients independent of hospital systems, 4 
private equity, vertically and/or horizontally consolidated systems has narrowed under current 5 
reimbursement settings6; and 6 

7 
Whereas, between 2019 and 2020, 48,400 physicians left independent practice according to a 8 
2021 Physicians Advocacy Institute study1; and 9 

10 
Whereas, as a result there is a growing number of private practice physicians using the Direct 11 
Primary Care (DPC) model not accepting insurance or otherwise treating patients in models that 12 
are not in-network with health maintenance organizations (HMOs), Medicare Advantage, or 13 
other health plans2,3; and 14 

15 
Whereas, there are 2,060 direct primary care practices spanning 48 states4; and 16 

17 
Whereas, patients with catastrophic insurance plans with high deductibles are well-served by 18 
having access to direct primary care physicians5; and 19 

20 
Whereas, physicians who care for patients under the direct primary care model or other out-of-21 
network models are not compensated by insurers for physician services rendered to patients 22 
with these plans; and 23 

24 
Whereas, many of the patients served in direct primary care or out-of-network models have 25 
HMOs, Medicare Advantage or other health plans for their primary insurance while using a 26 
direct-pay physician for their medical care; and 27 

28 
Whereas, these health plans often will not cover laboratory studies, radiology studies, referral or 29 
even prescription medications when ordered by one of these out-of-network physicians; and 30 

31 
Whereas, non-coverage of valid orders for health plan benefits for the insured leads to delays in 32 
case, increased cost to patients and redundancy and inefficiency in the healthcare system; 33 
therefore be it 34 

35 
RESOLVED, that our American Medical Association develop model legislation to protect 36 
patients in direct primary care plans and non-network plans thus furthering the ability of direct 37 
primary care physicians and other out-of-network physicians to provide covered services, 38 
including imaging, laboratory testing, referrals, medications, and other medically-necessary 39 
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services for patients under their commercial insurance, even if it is an HMO or point of service 1 
plan (Directive to Take Action); and be it further 2 
 3 
RESOLVED, that our AMA develop resources, tool kits, education, and internal experts to 4 
support direct primary care and other out-of-network models. (Directive to Take Action) 5 

6 
Fiscal Note: Resolved 1, Modest - between $1,000 - $5,000.  Resolved 2, $22,980. Develop a 
comprehensive portfolio of education, experts, and toolkits 
 
Received: 4/17/2024 
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RELEVANT AMA POLICY 
 
Direct Primary Care H-385.912 
1. Our AMA supports: (a)  inclusion of Direct Primary Care as a qualified medical expense by the Internal 
Revenue Service; and (b) efforts to ensure that patients in Direct Primary Care practices have access to 
specialty care, including efforts to oppose payer policies that prevent referrals to in-network specialists. 
2. AMA policy is that the use of a health savings account (HSA) to access direct primary care providers 
and/or to receive care from a direct primary care medical home constitutes a bona fide medical expense, 
and that particular sections of the IRS code related to qualified medical expenses should be amended to 
recognize the use of HSA funds for direct primary care and direct primary care medical home models as a 
qualified medical expense. 
3. Our AMA will seek federal legislation or regulation, as necessary, to amend appropriate sections of the 
IRS code to specify that direct primary care access or direct primary care medical homes are not health 
“plans” and that the use of HSA funds to pay for direct primary care provider services in such settings 
constitutes a qualified medical expense, enabling patients to use HSAs to help pay for Direct Primary 
Care and to enter DPC periodic-fee agreements without IRS interference or penalty. 
Citation: Res. 103; A-16; Appended: Res. 246, A-18; Reaffirmed: A-18; Reaffirmed: I-18; Appended: Res. 
102, A-19 
 
Subacute Care Standards for Physicians H-160.945 
AMA guidelines for physicians' responsibilities in subacute care include: 
(1) Physicians are responsible to their patients for delivery of care in all subacute care settings, 24 hours 
a day, 7 days a week. 
(2) Patients who might benefit from subacute care should be admitted to and discharged under the orders 
of the physician who is responsible for the continuous medical management needed to meet the patient's 
needs and safety and maintaining quality of care. 
(3) Physicians are responsible for coordinating care for their patients with other physicians including 
medical directors, primary care physicians, and appropriate specialists, to optimize the quality of care in 
subacute settings. 
(4) Physicians are responsible for supervision and coordination of the medical care for their patients and 
providing leadership for all other health care providers in subacute care. 
(5) Physicians should guide procedures for their patients performed within integrated practices and direct 
other health care providers, consistent with federal and state regulations. 
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(6) Physicians are responsible for: (a) Fulfilling their roles and identifying the medical skills needed to 
deliver care in subacute facilities and for creating and developing continuing medical education to meet 
the special needs of patients in subacute care. (b) Identifying and appropriately utilizing subacute care 
facilities in their communities. (c) Oversight of physician credentialing in subacute settings (d) Promoting 
medical staff organization and by-laws that may be needed to support peer evaluations. (e) Planning care 
of their patients with acute and chronic conditions in subacute care, as well as pursuing efforts to restore 
and maintain functions for quality of life. 
(7) Subacute units and/or programs need physician medical directors to assure quality of medical care, 
provide peer group liaisons, and coordinate and supervise patients and families input and needs. 
(8) Physicians provide a plan of care for medically necessary visits after completing an initial assessment 
within 24 hours of admission that identifies the medical services expected during subacute care. 
(9) Attending physicians should: (a) make an on-site visit to review the interdisciplinary care plan within 
seventy two hours of admission. (b) Determine the number of medically necessary follow up visits; these 
may occur daily but never less often than weekly. (c) Document active involvement of physicians in 
interdisciplinary care and all major components of the patient care plan including completing a progress 
note for each patient visit. 
(10) Physicians should implement these guidelines through organized medical staff by-laws in subacute 
settings to assure quality patient care. 
Citation: BOT Rep. 21, I-95; Reaffirmed: CMS Rep. 7, A-05; Reaffirmed: CMS Rep. 1, A-15 
 
Out-of-Network Care H-285.904 
1. Our AMA adopts the following principles related to unanticipated out-of-network care: 
A. Patients must not be financially penalized for receiving unanticipated care from an out-of-network 
provider. 
B. Insurers must meet appropriate network adequacy standards that include adequate patient access to 
care, including access to hospital-based physician specialties. State regulators should enforce such 
standards through active regulation of health insurance company plans. 
C. Insurers must be transparent and proactive in informing enrollees about all deductibles, copayments 
and other out-of-pocket costs that enrollees may incur. 
D. Prior to scheduled procedures, insurers must provide enrollees with reasonable and timely access to 
in-network physicians. 
E. Patients who are seeking emergency care should be protected under the "prudent layperson" legal 
standard as established in state and federal law, without regard to prior authorization or retrospective 
denial for services after emergency care is rendered. 
F. Out-of-network payments must not be based on a contrived percentage of the Medicare rate or rates 
determined by the insurance company. 
G. Minimum coverage standards for unanticipated out-of-network services should be identified. Minimum 
coverage standards should pay out-of-network providers at the usual and customary out-of-network 
charges for services, with the definition of usual and customary based upon a percentile of all out-of-
network charges for the particular health care service performed by a provider in the same or similar 
specialty and provided in the same geographical area as reported by a benchmarking database. Such a 
benchmarking database must be independently recognized and verifiable, completely transparent, 
independent of the control of either payers or providers and maintained by a non-profit organization. The 
non-profit organization shall not be affiliated with an insurer, a municipal cooperative health benefit plan 
or health management organization. 
H. Independent Dispute Resolution (IDR) should be allowed in all circumstances as an option or 
alternative to come to payment resolution between insurers and physicians. 
2. Our AMA will advocate for the principles delineated in Policy H-285.904 for all health plans, including 
ERISA plans. 
3. Our AMA will advocate that any legislation addressing surprise out of network medical bills use an 
independent, non-conflicted database of commercial charges.   
Citation: Res. 108, A-17; Reaffirmed: A-19; Appended: Res. 104, A-18; Reaffirmed in lieu of: Res. 225, A-
18; Reaffirmed: A-19; Reaffirmed: Res. 210, A-19; Appended Res. 211, A-19; Reaffirmed: CMS Rep. 5, 
A-21; Modified: Res. 236, A-22 
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Out-of-Network Care D-285.962 
Our AMA will develop model state legislation addressing the coverage of and payment for unanticipated 
out-of-network care. 
Citation: Res. 108, A-17 
 
Physician Penalties for Out-of-Network Services H-180.952 
Our AMA vehemently opposes any penalties implemented by insurance companies against physicians 
when patients independently choose to obtain out-of-network services. 
Citation: Res. 702, A-07; Reaffirmed: CMS Rep. 01, A-17 
 
Out of Network Restrictions of Physicians H-285.907 
Our American Medical Association opposes the denial of payment for a medically necessary prescription 
of a drug or service covered by the policy based solely on the network participation of the duly licensed 
physician ordering it. 
Citation: Res. 126, A-15 
 
Out of Network Coverage Denials for Physician Prescriptions and Ordered Services D-285.963 
Our American Medical Association will pursue regulation or legislation to prohibit any insurer from writing 
individual or group policies which deny or unreasonably delay coverage of medically necessary 
prescription drugs or services based on network distinctions of the licensed health care provider ordering 
the drug or service. 
Citation: Res. 119, A-15 
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Resolution: 214  
(A-24) 

 
Introduced by: Medical Student Section 
 
Subject: Support for Paid Sick Leave 
 
Referred to: Reference Committee B 
 
 
Whereas, sick leave can be used by employees to recover from illness, attend medical 1 
appointments, care for sick relatives, and seek assistance for domestic violence, and access 2 
disproportionately impacts women who take on caregiver responsibilities1-4; and 3 
 4 
Whereas, all but 10 countries feasibly fund paid sick leave via governments and/or employers, 5 
but the US’ Family and Medical Leave Act (FMLA) only ensures unpaid leave5-7; and 6 
 7 
Whereas, 75% of voters support a national paid leave policy, but currently 25% of private sector 8 
workers do not receive paid sick leave, including 62% of those in the lowest income decile, 45% 9 
of those in the lowest income quartile, 54% of Latine workers, 47% of Indigenous workers, and 10 
38% of Black workers8-11; and  11 
 12 
Whereas, multiple studies demonstrate that paid sick leave increases primary care use and 13 
reduces occupational injuries and infectious spread, with one estimating over $1 billion in 14 
annual savings from over 1 million prevented ED visits12-22; and 15 
 16 
Whereas, paid sick leave is guaranteed in 15 states including DC, 4 counties, and 17 cities, with 17 
early adopters showing sustainable success for over a decade2,23-24; and 18 
 19 
Whereas, the Healthy Families Act would guarantee paid sick leave and is currently being 20 
considered in both the House and Senate25; therefore be it 21 
 22 
RESOLVED, that our American Medical Association amend Policy H-440.823, “Paid Sick 23 
Leave,” as follows: 24 

 25 
Paid Sick Leave H-440.823 26 
Our AMA: (1) recognizes the public health benefits of paid sick 27 
leave and other discretionary paid time off; (2) supports employer 28 
policies that allow employees to accrue paid time off and to use 29 
such time to care for themselves or a family member; and (3) 30 
supports employer policies that provide employees with paidsick 31 
days to use to care for themselves or a family member where 32 
providing paid leave is overly burdensome; and (4) advocates for 33 
federal and state policies that guarantee employee access to 34 
protected paid sick leave. (Modify Current HOD Policy)35 

36 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/5/2024 
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RELEVANT AMA POLICY 
 
H-420.979 AMA Statement on Family, Medical, and Safe Leave  
Our AMA supports policies that provide employees with reasonable job security and continued availability 
of health plan benefits in the event leave by an employee becomes necessary due to documented 
medical conditions. Such policies should provide for reasonable periods of paid or unpaid: 
1) Medical leave for the employee, including pregnancy, abortion, and stillbirth; 2) Maternity leave for the 
employee-mother; 3) Leave if medically appropriate to care for a member of the employee’s immediate 
family, i.e., a spouse or children; 4) Leave for adoption or for foster care leading to adoption; and 5) Safe 
leave provisions for those experiencing any instances of violence, including but not limited to intimate 
partner violence, sexual violence or coercion, and stalking. 
Such periods of leave may differ with respect to each of the foregoing classifications and may vary with 
reasonable categories of employers. Such policies should encourage voluntary programs by employers 
and may provide for appropriate legislation (with or without financial assistance from government). Any 
legislative proposals will be reviewed through the Association's normal legislative process for 
appropriateness, taking into consideration all elements therein, including classifications of employees and 
employers, reasons for the leave, periods of leave recognized (whether paid or unpaid), obligations on 
return from leave, and other factors involved in order to achieve reasonable objectives recognizing the 
legitimate needs of employees and employers. 
Our AMA recognizes the positive impact of paid safe leave on public health outcomes and supports 
legislation that offers safe leave. 
 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 

Resolution: 215 
(A-24) 

Introduced by: Medical Student Section 

Subject: American Indian and Alaska Native Language Revitalization and Elder Care 

Referred to: Reference Committee B 

Whereas, American Indian and Alaska Native (AI/AN) elders ages 65 and over are expected to 1 
increase from 13% of the AI/AN population in 2012 to 20% by 20301; and 2 

3 
Whereas, AI/AN elders are considered essential to community identity, as extended family and 4 
clanship leaders are valued as protectors, mentors, teachers, and intergenerational transmitters5 
of cultural knowledge, a well-recognized protective health factor for AI/AN youth2-5; and 6 

7 
Whereas, AI/AN elders experience significant health and socioeconomic disparities including 8 
the lowest life expectancy of all racial/ethnic groups in the US, a 25% uninsured rate, and a 25% 9 
rate of having at least one documented disability1; and 10 

11 
Whereas, a study in Canada of AI/AN elders found that Indigenous-led health service 12 
partnerships improve holistic health outcomes, as well as access to care, prevention uptake and 13 
adherence to care plans for First Nations6; and 14 

15 
Whereas, a survey with southwestern Tribal Nations found that AI/AN elders consistently shared16 
themes of healthcare insecurity due to failed systems and IHS underfunding7; and 17 

18 
Whereas, while AI/AN elders receive primary care through the IHS, underfunding and 19 
understaffing has forced IHS to rely on non-IHS facilities for more specialized elder care, 20 
including hospice and respite care, forcing AI/AN elders to navigate unknown health systems21 
not respective of their cultural values and traditions8; and 22 

23 
Whereas, despite the well-documented comorbidities AI/AN people carry into elderhood, AI/AN 24 
elders are less likely to create end-of-life care plans compared to non-Hispanic Whites and 25 
remain one of the least studied populations regarding their use of advance care planning7-9; and 26 

27 
Whereas, terminally ill AI/AN elders are less likely to receive hospice and palliative care than 28 
other racial/ethnic groups, with fewer than a third receiving these services compared to over 29 
45% of the non-Hispanic white population10; and 30 

31 
Whereas, according to data collected by the Mayo Clinic Spirit of Eagles program, Tribal Health 32 
Directors reported pain management, advanced care planning, hospice contracts, care for the 33 
dying, and bereavement support as their most pressing needs, with 60% reporting limited 34 
access to end-of-life care11; and 35 

36 
Whereas, by 2060, the number of AI/AN elders with memory loss is expected to increase by 37 
400%, requiring additional resources for the IHS to provide dementia services12; and 38 
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Whereas, language and cultural barriers severely restrict AI/AN elder access to federal and 1 
state programs, such as Social Security, Medicare, and Medicaid13-14; and  2 
 3 
Whereas, over 20% of AI/AN elders mostly speak their native language, and in several counties 4 
on the Navajo Nation, over 40% speak their native language as their primary language15; and 5 
 6 
Whereas, the National Indian Council on Aging considers Native languages as key for improving 7 
health and social services and well-being for AI/AN elders16; and  8 
 9 
Whereas, the White House Office of Science and Technology Policy (OSTP) has directed the 10 
Department of Health and Human Services, Centers for Medicare and Medicaid Services, IHS, 11 
and other federal agencies to value and prioritize Indigenous knowledge, including languages 12 
and knowledge holders, in federal grantmaking and other funding opportunities17; and  13 
 14 
Whereas, the Biden-Harris Administration’s 2024 budget request for Indian Affairs programs 15 
makes significant investments in Tribal native language revitalization18; therefore be it 16 
 17 
RESOLVED, that our American Medical Association recognize that access to language 18 
concordant services for AI/AN patients will require targeted investment as Indigenous languages 19 
in North America are threatened due to a complex history of removal and assimilation by state 20 
and federal actors (New HOD Policy); and be it further 21 
 22 
RESOLVED, that our AMA support federal-tribal funding opportunities for American Indian and 23 
Alaska Native language revitalization efforts, especially those that increase health information 24 
resources and access to language-concordant health care services for American Indian and 25 
Alaska Native elders living on or near tribal lands (New HOD Policy); and be it further 26 
 27 
RESOLVED, that our AMA collaborate with stakeholders, including but not limited to the 28 
National Indian Council on Aging and Association of American Indian Physicians, to identify best 29 
practices for AI/AN elder care to ensure this group is provided culturally-competent healthcare 30 
outside of the umbrella of the Indian Health Service. (Directive to Take Action) 31 
 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/5/2024 
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RELEVANT AMA POLICY 
 
H-295.897 Enhancing the Cultural Competence of Physicians  
1. Our AMA continues to inform medical schools and residency program directors about activities and 
resources related to assisting physicians in providing culturally competent care to patients throughout 
their life span and encourage them to include the topic of culturally effective health care in their curricula. 
2. Our AMA continues to support research into the need for and effectiveness of training in cultural 
competence and cultural humility, using existing mechanisms such as the annual medical education 
surveys. 
3. Our AMA will assist physicians in obtaining information about and/or training in culturally effective 
health care through dissemination of currently available resources from the AMA and other relevant 
organizations. 
4. Our AMA encourages training opportunities for students and residents, as members of the physician-
led team, to learn cultural competency from community health workers, when this exposure can be 
integrated into existing rotation and service assignments. 
5. Our AMA supports initiatives for medical schools to incorporate diversity in their Standardized Patient 
programs as a means of combining knowledge of health disparities and practice of cultural competence 
with clinical skills. 
6. Our AMA will encourage the inclusion of peer-facilitated intergroup dialogue in medical education 
programs nationwide. 
7. Our AMA supports the development of national standards for cultural humility training in the medical 
school curricula. 
[CME Rep. 5, A-98; Reaffirmed: Res. 221, A-07; Reaffirmation A-11; Appended: Res. 304, I-16; Modified: 
CME Rep. 01, A-17; Appended: Res. 320, A-17; Reaffirmed: CMS Rep. 02, I-17; Appended: Res. 315, A-
18; Modified: Res. 322, A-22] 
 
H-350.976 Improving Health Care of American Indians  
Our AMA recommends that: (1) All individuals, special interest groups, and levels of government 
recognize the American Indian people as full citizens of the U.S., entitled to the same equal rights and 
privileges as other U.S. citizens. 
(2) The federal government provide sufficient funds to support needed health services for American 
Indians. 
(3) State and local governments give special attention to the health and health-related needs of 
nonreservation American Indians in an effort to improve their quality of life. 
(4) American Indian religions and cultural beliefs be recognized and respected by those responsible for 
planning and providing services in Indian health programs. 
(5) Our AMA recognize the "medicine man" as an integral and culturally necessary individual in delivering 
health care to American Indians. 
(6) Strong emphasis be given to mental health programs for American Indians in an effort to reduce the 
high incidence of alcoholism, homicide, suicide, and accidents. 
(7) A team approach drawing from traditional health providers supplemented by psychiatric social 
workers, health aides, visiting nurses, and health educators be utilized in solving these problems. 

https://www.ihs.gov/alzheimers/grantees/dementiagrantees/
https://www.ihs.gov/alzheimers/grantees/dementiagrantees/
https://www.ncbi.nlm.nih.gov/books/NBK570601/
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(8) Our AMA continue its liaison with the Indian Health Service and the National Indian Health Board and 
establish a liaison with the Association of American Indian Physicians. 
(9) State and county medical associations establish liaisons with intertribal health councils in those states 
where American Indians reside. 
(10) Our AMA supports and encourages further development and use of innovative delivery systems and 
staffing configurations to meet American Indian health needs but opposes overemphasis on research for 
the sake of research, particularly if needed federal funds are diverted from direct services for American 
Indians. 
(11) Our AMA strongly supports those bills before Congressional committees that aim to improve the 
health of and health-related services provided to American Indians and further recommends that 
members of appropriate AMA councils and committees provide testimony in favor of effective legislation 
and proposed regulations. 
[CLRPD Rep. 3, I-98; Reaffirmed: Res. 221, A-07; Reaffirmation A-12; Reaffirmed: Res. 233, A-13; 
Reaffirmed: BOT Rep. 09, A-23] 
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Introduced by: American College of Legal Medicine 
 
Subject: The AMA Supports H.R. 7225, the Bipartisan “Administrative Law 

Judges Competitive Service Restoration Act” 
 
Referred to: Reference Committee B 
 
 
Whereas, Medicare and Medicaid beneficiaries and providers must appeal their 1 
coverage and payment disputes to the Health and Human Services Administrative Law 2 
Judges (ALJs); and 3 
 4 
Whereas, from 1946 until 2018, attorney candidates who wanted to become federal 5 
ALJs were required:  6 

a. to pass an examination on administrative law given by the U.S. Department of  7 
Personnel Management, and only the top three scoring candidates were 8 
offered positions as federal ALJs; and 9 

b. to have at least seven years of experience in an area of law relevant to 10 
administrative proceedings; and 11 

c. to prove they had the ability to write clear and understandable decisions 12 
following an administrative proceeding; and 13 

 14 
Whereas, following the Supreme Court decision in Lucia v. SEC1, Executive Order 15 
(E.O.) 13,843 was signed2; and  16 
 17 
Whereas, E.O. 13,843 removed federal ALJs from the competitive civil service; and  18 
 19 
Whereas, the only current requirements for a new federal ALJ are a license to practice 20 
law somewhere in the United States and an appointment made by a temporary, 21 
politically appointed agency head; and 22 
 23 
Whereas, E.O. 13,843 politicized the federal ALJ service, potentially resulting in the 24 
appointment of questionably competent ALJs3; and 25 
 26 
Whereas, Medicare and Medicaid coverage and payment disputes are more likely to be 27 
correctly decided by informed, competent, and truly neutral ALJs; and 28 
 29 
Whereas, the bipartisan “Administrative Law Judges Competitive Service Restoration 30 
Act,” H.R.7225, was introduced on February 4, 2024, by Congressman Gerry Connolly 31 
(D-VA-11) and is co-sponsored by Congressman Brian Fitzpatrick (R-PA-1) and 32 
Congressman Michael Lawler (R-NY-17) and is endorsed by the American College of 33 
Legal Medicine (ACLM), the Association of Administrative Law Judges (AALJ), and the 34 
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International Federation of Professional and Technical Engineers (IFPTE); therefore be 1 
it  2 
 3 
RESOLVED, that our American Medical Association support H.R. 7225, the bipartisan 4 
“Administrative Law Judges Competitive Service Restoration Act” that supports the 5 
merit-based process for the selection of all Medicare/Medicaid Administrative Law 6 
Judges. (New HOD Policy)  7 
 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/21/2024 
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Resolution: 217 
(A-24) 

Introduced by: American Society for Reproductive Medicine, American College of 

Subject: 

Referred to: 

Obstetricians and Gynecologists, The Endocrine Society       

Protecting Access to IVF Treatment 

Reference Committee B 

Whereas, on Friday 2/16/24, the Alabama Supreme Court1 ruled that 1 
(a) “an embryo created through in vitro fertilization (IVF) is a child protected by2 

Alabama’s wrongful death act and the Alabama Constitution;” and that3 
(b) “a human frozen embryo is a ‘child’ which is an unborn or recently born [child];” and4 

that5 
(c) “the Constitution … commands the judge to … upholding the sanctity of unborn life,6 

including unborn life that exists outside the womb;” and that7 
(d) “the Court would not create an exception in the statute for these IVF embryo children8 

just because they were located outside the womb;” and9 
10 

Whereas, in current IVF practice in the United States, over half of embryo transfers will *not* 11 
result in live birth, as many embryos after transfer will either (a) not result in a pregnancy, or (b) 12 
result in a miscarriage, or (c) result in a non-viable ectopic or molar pregnancy; and 13 

14 
Whereas, cryopreserved embryos also do *not* have a 100% thaw-survival rate, and a small 15 
percentage of embryos will not survive freeze-thaw; such that if embryos in the IVF lab have the 16 
same legal status as children, then an embryology laboratory that fails to have a 100% thaw-17 
survival rate may also have some potential liability; and 18 

19 
Whereas, not all IVF patients (a) can afford the long-term storage fees to cryopreserve embryos 20 
for future use or (b) wish to donate those embryos; and 21 

22 
Whereas, defining all embryos as “children” promotes the dangerous notion that all embryos 23 
should somehow be transferred in an IVF cycle (instead of cryopreserving extra embryos of 24 
adequate quality), which could potentially increase the rate of dangerous higher-order multiple 25 
gestation pregnancies (triplets, quadruplets, etc); and 26 

27 
Whereas, defining all embryos as “children” may promote the dangerous and misguided notion 28 
that an ectopic pregnancy could somehow be safely implanted into the uterus (as is erroneously 29 
reported on various “Personhood” websites9); and 30 

31 
Whereas, the American Society for Reproductive Medicine (ASRM) Position Statement on 32 
Personhood Measures states that 33 

- “The ASRM is strongly opposed to measures granting constitutional rights or protections34 
and “personhood” status to fertilized reproductive tissues.35 

- In a growing number of states, vaguely worded and often misleading measures are…36 
defining when life begins and granting legal “personhood” status to embryos at varying37 
stages of development.38 
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- …, these broadly worded measures will have significant effects on a number of medical 39 
treatments available to women of reproductive age. 40 

o Personhood measures would make illegal some commonly used birth control 41 
methods. 42 

o Personhood measures would make illegal a physician's ability to provide 43 
medically appropriate care to women experiencing life-threatening complications 44 
due to a tubal pregnancy. 45 

o Personhood measures would consign infertility patients to less effective, less 46 
safe treatments for their disease. 47 

o Personhood measures would unduly restrict infertile patients’ right to make 48 
decisions about their own medical treatments, including determining the fate of 49 
any embryos created as part of the IVF process. 50 

- ASRM will oppose any personhood measure;” and 51 
 52 
Whereas, partly in response to a movement to allow the establishment of college savings 53 
accounts for undelivered pregnancies; our AMA established policy H-140.835 which states that: 54 

"our AMA opposes any policies that interfere with the patient-physician relationship by 55 
giving probate, inheritance, a social security number, or other legal rights to 56 
an undelivered pregnancy, or imposing legislative barriers to medical decision-making by 57 
changes in tax codes or in definitions of beneficiaries.”  therefore, be it 58 

 59 
RESOLVED, that our American Medical Association oppose any legislation or ballot measures 60 
that could criminalize in-vitro fertilization (New HOD Policy); and be it further 61 
 62 
RESOLVED, that our AMA work with other interested organizations to oppose any legislation or 63 
ballot measures or court rulings that equate gametes (oocytes and sperm) or embryos with 64 
children (New HOD Policy); and be it further 65 
 66 
RESOLVED, that our AMA report back at A-25, on the status of, and AMA’s activities 67 
surrounding, ballot measures, court rulings, and legislation that equate embryos with children. 68 
(Directive to Take Action) 69 
 
Fiscal Note: Modest - between $1,000 - $5,000  
 
Received:  4/23/2024 
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RELEVANT AMA POLICY 
 
D-5.999 “Preserving Access to Reproductive Health Services” 
Our AMA: (1) recognizes that healthcare, including reproductive health services like contraception and 
abortion, is a human right; (2) opposes limitations on access to evidence-based reproductive health 
services, including fertility treatments, contraception, and abortion; (3) will work with interested state 
medical societies and medical specialty societies to vigorously advocate for broad, equitable access to 
reproductive health services, including fertility treatments, fertility preservation, contraception, and 
abortion; (4) supports shared decision-making between patients and their physicians regarding 
reproductive healthcare; (5) opposes any effort to undermine the basic medical principle that clinical 
assessments, such as viability of the pregnancy and safety of the pregnant person, are determinations to 
be made only by healthcare professionals with their patients; (6) opposes the imposition of criminal and 
civil penalties or other retaliatory efforts, including adverse medical licensing actions and the termination 
of medical liability coverage or clinical privileges against patients, patient advocates, physicians, other 
healthcare workers, and health systems for receiving, assisting in, referring patients to, or providing 
reproductive health services; (7) will advocate for legal protections for patients who cross state lines to 
receive reproductive health services, including contraception and abortion, or who receive medications for 
contraception and abortion from across state lines, and legal protections for those that provide, support, 
or refer patients to these services; and (8) will advocate for legal protections for medical students and 
physicians who cross state lines to receive education in or deliver reproductive health services, including 
contraception and abortion. 
(Res 028, A-22; Reaffirmed:  Res 224, I-22; Modified:  BOT Rep. 4, I-22; Appended:  Res 317, I-22; 
Reaffirmation:  A-23, Appended:  Res 711, A-23) 
 
G-605.009 “Establishing a Task Force to Preserve the Patient-Physician Relationship when 
Evidence-Based Appropriate Care is Banned or Restricted” 
1. Our AMA will convene a task force of appropriate AMA councils and interested state and medical 
specialty societies, in conjunction with the AMA Center for Health Equity, and in consultation with relevant 
organizations, practices, government bodies, and impacted communities for the purpose of 
preserving the patient-physician relationship. 
2. This task force, which will serve at the direction of our AMA Board of Trustees, will 
inform the Board to help guide organized medicine’s response to bans and restrictions on abortion, 
prepare for widespread criminalization of other evidence-based care, implement relevant AMA policies, 
and identify and create implementation-focused practice and advocacy resources on issues including but 
not limited to: 
a. Health equity impact, including monitoring and evaluating the consequences of abortion bans and 
restrictions for public health and the physician workforce and including making actionable 
recommendations to mitigate harm, with a focus on the disproportionate impact on under-resourced, 
marginalized, and minoritized communities; 
b. Practice management, including developing recommendations and educational materials for 
addressing reimbursement, uncompensated care, interstate licensure, and provision of care, including 
telehealth and care provided across state lines; 
c. Training, including collaborating with interested medical schools, residency and fellowship programs, 
academic centers, and clinicians to mitigate radically diminished training opportunities; 
d. Privacy protections, including best practice support for maintaining medical records privacy and 
confidentiality, including under HIPAA, for strengthening physician, patient, and clinic security measures, 
and countering law enforcement reporting requirements; 
e. Patient triage and care coordination, including identifying and publicizing resources for physicians and 
patients to connect with referrals, practical support, and legal assistance; 
f. Coordinating implementation of pertinent AMA policies, including any actions to protect against civil, 
criminal, and professional liability and retaliation, including criminalizing and penalizing physicians for 
referring patients to the care they need; and 
g. Anticipation and preparation, including assessing information and resource gaps and 
creating a blueprint for preventing or mitigating bans on other appropriate health care, such as gender 
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affirming care, contraceptive care, sterilization, infertility care, and management of ectopic pregnancy and 
spontaneous pregnancy loss and pregnancy complications. 
3. Our American Medical Association will appoint an ad hoc committee or task force, composed of 
physicians from specialties who routinely provide gender-affirming care, payers, community advocates, 
and state Medicaid directors and/or insurance commissioners, to identify issues with physician payment 
and reimbursement for gender-affirming care and recommend solutions to address these 
barriers to care.  
(Res 621, A-22; Appended: Res 816, I-23) 
 
H-160.954 Criminalization of Medical Judgment 
(1) Our AMA continues to take all reasonable and necessary steps to insure that medical decision-making 
exercised in good faith, does not become a violation of criminal law. (2) Henceforth our AMA opposes any 
future legislation which gives the federal government the responsibility to define appropriate medical 
practice and regulate such practice through the use of criminal penalties.  
(Sub. Res. 223, I-93; Reaffirmed: Res. 227, I-98; Reaffirmed: Res. 237, A-99; Reaffirmed and Appended: 
Sub. Res. 215, I-99; Reaffirmation A-09; Reaffirmed: CEJA Rep. 8, A-09) 
 
H-160.946 The Criminalization of Health Care Decision-making 
The AMA opposes the attempted criminalization of health care decision-making especially as represented 
by the current trend toward criminalization of malpractice; it interferes with appropriate decision making 
and is a disservice to the American public; and will develop model state legislation properly defining 
criminal conduct and prohibiting the criminalization of health care decision-making, including cases 
involving allegations of medical malpractice, and implement an appropriate action plan for all components 
of the Federation to educate opinion leaders, elected officials and the media regarding the detrimental 
effects on health care resulting from the criminalization of health care decision-making.  
(Sub. Res. 202, A-95; Reaffirmed: Res. 227, I-98; Reaffirmed: BOT Rep. 2, A-07; Reaffirmation A-09) 
 
D-160.999 Opposition to Criminalizing Health Care Decisions 
Our AMA will educate physicians regarding the continuing threat posed by the criminalization of 
healthcare decision-making and the existence of our model legislation "An Act to Prohibit the 
Criminalization of Healthcare Decision-Making."  
(Res. 228, I-98; Reaffirmed: BOT Rep. 5, A-08) 
 
 
   



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 

Resolution: 218 
(A-24) 

Introduced by: Michigan 

Subject: Designation of Descendants of Enslaved Africans in America 

Referred To: Reference Committee B 

Whereas, the designation of African American and Black has been expanded to include any 1 
person who immigrated from Africa or Caribbean countries and obtained American citizenship at 2 
any point in recent history; and 3 

4 
Whereas, since 2003 the United States Supreme Court, ruled the definition of "Black" included 5 
every person who identifies as Black on a census form including people who check the box for 6 
Black and any other racial or ethnic category such as white, Asian, and Hispanic or Latino, which 7 
the federal government considers to be an ethnicity that can be of any race; and 8 

9 
Whereas, anyone Black or White who was born in Africa, immigrated to the United States, and 10 
legally becomes an American citizen is considered an African American (i.e., Elon Musk); and 11 

12 
Whereas, the number of immigrants entering the United States legally rose from 3.3 million in the 13 
1960s to a record 7.3 million in the 1980s; and during the 1990s, some 900,000 Black immigrants 14 
came from the Caribbean; another 400,000 came from Africa; still many others came from Europe, 15 
Pacific Rim, Arab and Asian countries; and 16 

17 
Whereas, today, nearly one in ten Black Americans is an immigrant or the child of an immigrant in 18 
the United States; and 19 

20 
Whereas, the “Intelligent” survey found 34 percent of white students who applied to colleges and 21 
universities falsely claimed they were a racial minority on their application; 81 percent of students 22 
who faked minority status did so to improve their chances of getting accepted and 50 percent did it 23 
to get minority-focused financial aid; and 24 

25 
Whereas, the “Intelligent” survey found that 3 in 4, or 77 percent, of white applicants who faked 26 
minority status on their applications were accepted to those colleges; and 27 

28 
Whereas, Descendants of Enslaved Africans in America are the only people in U.S. history 29 
classified as nonhuman and property, to undergo chattel slavery, and to be deemed by the U.S. 30 
constitution 3/5 of a human, according to the 13th, 14th, and 15th amendments; and 31 

32 
Whereas, the Descendants of Enslaved Africans in America are the only people for whom it was 33 
illegal to attend school or learn how to read and write in the United States; and 34 

35 
Whereas, it is important to disaggregate data to make sure everyone is recognized and that the 36 
data influencing policies, programs, and solutions is accurate; therefore be it 37 

38 
RESOLVED, that our American Medical Association work with appropriate organizations including, 39 
but not limited to, the Association of American Medical Colleges to adopt and define the term 40 
Descendants of Enslaved Africans in America and separate if from the generic terms African 41 
American and Black in glossaries and on medical school applications. (Directive to Take Action) 42 
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Definition of African American(s) 
1. African Americans are an ethnic group consisting of Americans with partial or total ancestry from sub-Saharan Africa. The term

"African American" generally denotes descendants of enslaved Africans who are from the United States (Ref)
2. The glossary that is available on the AAMC FACTS website, as well as the FACTS tables that display the full race/ethnicity

response options does not include DOESAA: FACTS Glossary: https://www.aamc.org/data-reports/students-residents/interactive-
data/facts-glossary Example FACTS Table with response options: https://www.aamc.org/media/6046/download?attachment

3. AAMC DATA FACTS TABLE 12-A of the freshman class acceptees for medical schools in the United States in 2021: 456 African
Americans, who are not distinguished as immigrant or non-immigrant; 203 individuals indicating more than 1 Black or African
American response, which implies an immigrant status or admixture; 33 “other Black or African American” which implies immigrant
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RELEVANT AMA POLICY 

Racism as a Public Health Threat H-65.952 
1. Our AMA acknowledges that, although the primary drivers of racial health inequity are systemic and
structural racism, racism and unconscious bias within medical research and health care delivery have
caused and continue to cause harm to marginalized communities and society as a whole.

2. Our AMA recognizes racism, in its systemic, cultural, interpersonal, and other forms, as a serious threat to
public health, to the advancement of health equity, and a barrier to appropriate medical care.

https://www.ama-assn.org/press-center/press-releases/new-ama-policy-recognizes-racism-public-health-threat
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3. Our AMA encourages the development, implementation, and evaluation of undergraduate, graduate, and
continuing medical education programs and curricula that engender greater understanding of: (a) the causes,
influences, and effects of systemic, cultural, institutional, and interpersonal racism; and (b) how to prevent
and ameliorate the health effects of racism.

4. Our AMA: (a) supports the development of policy to combat racism and its effects; and (b) encourages
governmental agencies and nongovernmental organizations to increase funding for research into the
epidemiology of risks and damages related to racism and how to prevent or repair them.

5. Our AMA will work to prevent and combat the influences of racism and bias in innovative health
technologies.
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Introduced by: American College of Obstetricians and Gynecologists 
 
Subject: Bundling for Maternity Care Services 
 
Referred to: Reference Committee B 
 
 
Whereas, maternal mortality in the US continues to rise, up from 861 deaths in 2020 to 1,205 1 
deaths in 20211; and 2 
 3 
Whereas, rates of severe maternal morbidity (SMM) continues to climb and of particular 4 
significance, the increasing gap in SMM between the national average (88.2/10,000 in 2020) 5 
and among Black mothers (139.0/10,000)2; and 6 
 7 
Whereas, access to maternity care continues to decline, with 35.6 percent of counties classified 8 
as “maternity care deserts” and only 45.4 percent of counties classified as having “full access” 9 
to maternity care and 56 counites losing obstetric providers3; and  10 
 11 
Whereas, state Medicaid programs and private commercial plans are developing Alternative 12 
Payment Models and that inappropriately bundle community and wrap-around services under 13 
the physician payment4,5; and 14 
 15 
Whereas, insurers are not recognizing separate billing for services such as immediate 16 
postpartum long-acting reversible contraception, care coordination, transfers during labor, 17 
increased time in delivery, screening, counseling and treatment for health-related social needs 18 
or co-morbid conditions that increase pregnancy risk, postpartum care, and many other 19 
services6,7; and  20 
 21 
Whereas, the American Medical Association opposes the incorrect use of CPT by insurers and 22 
others (Improper Use of AMA-CPT by Carriers/Software Programs (H-70.954); and 23 
 24 
Whereas, the AMA has several policies that call for advocacy to third party payers for 25 
inappropriate bundling of services (D-70.983, H-70.983); and 26 
 27 
Whereas, the AMA CPT instructions for use of the maternity global codes includes “services 28 
normally provided in uncomplicated maternity cases include antepartum care, delivery, and 29 
postpartum care” and that services for high-risk pregnancies and hospital stays more than 24 30 
hours before delivery should be reported separately; therefore be it 31 
 32 
RESOLVED, that our American Medical Association advocates for the separate payment of 33 
services not accounted for in the valuation of the maternity global codes and opposes the 34 
inappropriate bundling of related services. (Directive to Take Action) 35 
 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/23/2024  
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RELEVANT AMA POLICY 
 
H-70.954 Improper Use of AMA-CPT by Carriers/Software Programs 
Our AMA: (1) continues to seek endorsement of Current Procedural Terminology (CPT) as the national 
coding standard for physician services; in collaboration with state and specialty societies, will urge the 
Secretary of HHS and CMS and all other payers to adopt CPT as the single uniform coding standard for 
physician services in all practice settings; and will oppose the incorrect use of CPT by insurers and 
others, taking necessary actions to insure compliance with licensing agreements, which include 
provisions for termination of the agreement; 
(2) will work with the American Academy of Pediatrics and other specialty societies to support state and 
federal legislation requiring insurers to follow the coding as defined in the Current Procedural Terminology 
Manual and interpreted by the CPT Assistant for all contracts in both the public and private sectors, as 
long as the CPT process is simple, user friendly, and does not undergo frequent changes; and 
(3) seeks legislation and/or regulation to ensure that all insurance companies and group payers recognize 
all published CPT codes including modifiers. 
 
D-70.983 Inappropriate Bundling of Medical Services by Third Party Payers 
Our AMA will: (1) continue to promote its Private Sector Advocacy activities and initiatives associated with 
the collection of information on third party payer modifier acceptance and inappropriate bundling 
practices; 
(2) use the data collected as part of its Private Sector Advocacy information clearinghouse to work, in a 
legally appropriate manner, with interested state medical associations and national medical specialty 
societies to identify and address inappropriate third party payer coding and reimbursement practices, 
including inappropriate bundling of services, rejection of CPT modifiers, and denial and delay of payment; 
(3) continue to monitor the class action lawsuits of state medical associations, and provide supportive 
legal and technical resources, as appropriate; 
4) develop model state legislation to prohibit third party payers from bundling services inappropriately by 
encompassing individually coded services under other separately coded services unless specifically 
addressed in CPT guidelines, or unless a physician has been specifically advised of such bundling 
practices at the time of entering into a contractual agreement with the physician;  
(5) urge state medical associations to advocate the introduction and enactment of AMA model state 
legislation on claims bundling by their state legislatures; and. 
(6) highlight its Private Sector Advocacy document on bundling and downcoding, the related section of 
the AMA Model Managed Care Contract, and its advocacy initiatives on its web site and other 
communications measures to assure that physicians are aware of the AMA's advocacy on this issue. 
 
H-70.937 Bundling and Downcoding of CPT Codes 
Our AMA: (1) vigorously opposes the practice of unilateral, arbitrary recoding and/or bundling by all 
payers; 
(2) makes it a priority to establish national standards for the appropriate use of CPT codes, guidelines, 
and modifiers and to advocate the adoption of these standards; 

https://dx.doi.org/10.15620/cdc:124678
https://www.hrsa.gov/sites/default/files/hrsa/advisory-committees/infant-mortality/meetings/hirai-severe-maternal-morbidity.pdf
https://www.marchofdimes.org/research/maternity-care-deserts-report.aspx
https://www.marchofdimes.org/research/maternity-care-deserts-report.aspx
https://portal.ct.gov/DSS/Health-And-Home-Care/HUSKY-Maternity-Bundle
https://portal.ct.gov/DSS/Health-And-Home-Care/HUSKY-Maternity-Bundle
https://portal.ct.gov/DSS/Health-And-Home-Care/HUSKY-Maternity-Bundle
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(3) formulates a national policy for intervention with carriers or payers who use unreasonable business 
practices to unilaterally recode or inappropriately bundle physician services, and support legislation to 
accomplish this; and 
(4) along with medical specialty societies, calls on its members to identify to our AMA specific CPT code 
bundling problems by payers in their area and that our AMA develop a mechanism for assisting our 
members in dealing with these problems with payers. 
 
H-70.949 Bundling of Codes for Physician Services 
Our AMA: (1) advocates and will take steps to ensure that public and private payers do 
not bundle services inappropriately by encompassing individually coded services under other separately 
coded services unless specifically addressed in CPT guidelines; and (2) will enhance and fully coordinate 
its activities to prevent the inappropriate bundling of CPT codes (and other coding systems for supplies, 
injections, etc) used for payment by both public and private payers. 
 
H-70.962 Changes in the Bundling of Medical Services by Managed Care Plans 
Our AMA will introduce or support legislation or regulation that would require that managed care plans be 
monitored and prohibited from the arbitrary and inappropriate bundling of services to reduce payment to 
participating physicians; and that the medically indicated patient services such as consultations and 
diagnostic procedures provided by physicians on the same day be paid on a separate basis in conformity 
with the AMA Current Procedural Terminology (CPT) coding policy and not inappropriately bundled as 
they currently are by managed care plans. 
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Introduced by: California  
 
Subject: Restorative Justice for the Treatment of Substance Use Disorders  
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Whereas, Restorative Justice (RJ) is a correctional model featuring relationship building, 1 
rehabilitation, and community empowerment. Examples of Restorative Justice models include 2 
Restorative Community Conferencing (RCC) and Drug Treatment Courts, which have reduced 3 
recidivism, cut costs (one RCC estimates a cost savings of $18,500 per case per year), and 4 
promoted familial connectedness, particularly among people of color; and 5 
 6 
Whereas, police brutality, racist sentencing practices, and implicit biases that created health 7 
inequities have contributed to the US having the highest incarceration rate in the world, with one 8 
in three black men currently incarcerated; and  9 
 10 
Whereas, the “war on drugs” prioritized punishment over treatment for non-violent drug 11 
offenses, leading to an eight-fold increase in incarceration to 400,000 people by 1997. The Anti-12 
Drug Abuse Act diverted $1.7 billion away from education, drug treatment, and research 13 
towards law enforcement and now the U.S. spends $12 billion annually on the war on drugs; 14 
and 15 
 16 
Whereas, during the crack cocaine epidemic of the mid 1980s where there were an estimated 17 
1.6 million users, the black community was devastated because of an inequitable response by 18 
law enforcement and mass incarceration due to racist sentencing practices, such as unequal 19 
mandatory minimum sentences for crack cocaine - as 80% of crack users were black (due to its 20 
affordability) as compared to more expensive powdered cocaine used preferentially by white 21 
users; and 22 
 23 
Whereas, injected powdered cocaine delivers a fast, intense high similar to crack, and has been 24 
found to have the highest risk of overdose and death; and 25 
 26 
Whereas, the U.S. Sentencing Commission reported in 1995 that 52% of all crack users were 27 
white and 38% were black. However, only 4.1% of those sentenced for crack offenses were 28 
White and 88% were Black. Prisoners have a higher rate of suicide, self harm, violence, HIV, 29 
and other infectious diseases and public health experts recommend that substance abuse 30 
impacts are best addressed through community resources such as family counseling, and 31 
mental health programs; and 32 
 33 
Whereas, black patients are less likely to receive pain medication and decreasing opiate 34 
prescriptions increases the use of fentanyl and heroin. Conversely, increasing services such as 35 
medication-assisted addiction treatment, needle exchange, naloxone availability, and 36 
psychosocial treatment improve outcomes; and 37 
 38 
Whereas, the U.S. Office of National Drug Control Policy estimated that in 1996, 3.6 million 39 
people required medical treatment for their addiction, but only one million were receiving 40 
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treatment because 19% of the $13.5 billion budget was dedicated to drug treatment as 1 
compared to 58% for criminal justice and thus, the crack cocaine epidemic caused a multitude 2 
of negative health outcomes including a four-fold increase in emergency room visits, as well as 3 
a significant increase in Sexually Transmitted Diseases; and 4 
 5 
Whereas, some minor steps in line with “Restorative Justice” have been taken, such as The Fair 6 
Sentencing Act of 2010 and The First Step Act of 2018 which applied the Fair Sentencing Act 7 
retroactively, and reduced the sentencing disparity from 100:1 to 18:1; and  8 
 9 
Whereas, by contrast, the opioid epidemic, which has predominantly affected white individuals, 10 
has been combatted using a “Disease Model” featuring a reduction in stigmatizing language, the 11 
expenditure of $59 million by the U.S. Department of Justice for community health interventions, 12 
and sentencing individuals to rehabilitation as opposed to incarceration; and 13 
 14 
Whereas, in 2019 alone, the Centers for Disease Control and Prevention (CDC) granted $475 15 
million for opioid overdose prevention and has (1) funded research to identify effective 16 
strategies for combating the epidemic, (2) worked with health departments and community-17 
based organizations to implement evidence-based prevention strategies, (3) created an 18 
evidence-based “CDC Guideline for Prescribing Opioids for Chronic Pain” and implemented 19 
quality-improvement measures, (4) created the “Rx Awareness” campaign to educate users on 20 
the risks of opioid use, and (5) partnered with first responders, including police, with an 21 
emphasis on saving lives through naloxone administration rather than incarceration; and  22 
Whereas, approaches, such as the CDC models for the opioid epidemic, are examples of the 23 
application of the Restorative Justice model and can be applied retroactively to those negatively 24 
impacted by the crack cocaine epidemic; therefore be it  25 
 26 
RESOLVED, that our American Medical Association (1) continues to support the right of 27 
incarcerated individuals to receive appropriate care for substance use disorders, (2) supports 28 
providing incentives for incarcerated individuals to overcome substance use disorders, such as 29 
participation in treatment as a condition for early release, and (3) supports providing access to 30 
social services and family therapy during and after incarceration (New HOD Policy); and be it 31 
further 32 
 33 
RESOLVED, that our AMA (1) recognizes that criminalization of substance use 34 
disproportionately impacts minoritized and disadvantaged communities due to structural racism 35 
and implicit bias, (2) acknowledges inequitable sentencing structures, such as towards crack 36 
cocaine versus opioids, have contributed to unjust imprisonments, and (3) supports implicit bias 37 
and antiracism training for medical professionals working in correctional facilities. (New HOD 38 
Policy) 39 
 40 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/23/2024 
 
 
RELEVANT AMA POLICY 
 
H-95.931 AMA Support for Justice Reinvestment Initiatives 
Our American Medical Association supports justice reinvestment initiatives aimed at improving risk 
assessment tools for screening and assessing individuals for substance use disorders and mental health 
issues, expanding jail diversion and jail alternative programs, and increasing access to reentry and 
treatment programs. [Reaffirmed: CSAPH Rep. 4, I-23, Res. 205, A-16.]  
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H-430.986 Health Care While Incarcerated  

1. Our American Medical Association advocates for adequate payment to health care providers, 
including primary care and mental health, and addiction treatment professionals, to encourage 
improved access to comprehensive physical and behavioral health care services to juveniles and 
adults throughout the incarceration process from intake to re-entry into the community. 

2. Our AMA advocates and requires a smooth transition including partnerships and information 
sharing between correctional systems, community health systems and state insurance programs 
to provide access to a continuum of health care services for juveniles and adults in the 
correctional system, including correctional settings having sufficient resources to 
assist incarcerated persons’ timely access to mental health, drug and residential rehabilitation 
facilities upon release. 

3. Our AMA encourages state Medicaid agencies to accept and process Medicaid applications from 
juveniles and adults who are incarcerated. 

4. Our AMA encourages state Medicaid agencies to work with their local departments of corrections, 
prisons, and jails to assist incarcerated juveniles and adults who may not have been enrolled in 
Medicaid at the time of their incarceration to apply and receive an eligibility determination for 
Medicaid. 

5. Our AMA advocates for states to suspend rather than terminate Medicaid eligibility of juveniles 
and adults upon intake into the criminal legal system and throughout the incarceration process, 
and to reinstate coverage when the individual transitions back into the community. 

6. Our AMA advocates for Congress to repeal the “inmate exclusion” of the 1965 Social Security Act 
that bars the use of federal Medicaid matching funds from covering healthcare services in jails 
and prisons. 

7. Our AMA advocates for Congress and the Centers for Medicare & Medicaid Services (CMS) to 
revise the Medicare statute and rescind related regulations that prevent payment for 
medical care furnished to a Medicare beneficiary who is incarcerated or in custody at the time the 
services are delivered. 

8. Our AMA advocates for necessary programs and staff training to address the 
distinctive health care needs of women and adolescent females who are incarcerated, including 
gynecological care and obstetrics care for individuals who are pregnant or postpartum. 

9. Our AMA will collaborate with state medical societies, relevant medical specialty societies, and 
federal regulators to emphasize the importance of hygiene and health literacy information 
sessions, as well as information sessions on the science of addiction, evidence-based addiction 
treatment including medications, and related stigma reduction, for both individuals who 
are incarcerated and staff in correctional facilities. 

10. Our AMA supports: 

a. linkage of those incarcerated to community clinics upon release in order to 
accelerate access to comprehensive health care, including mental health and 
substance use disorder services, and improve health outcomes among this 
vulnerable patient population, as well as adequate funding; 

b. the collaboration of correctional health workers and 
community health care providers for those transitioning from a correctional 
institution to the community; 

c. the provision of longitudinal care from state supported social workers, to perform 
foundational check-ins that not only assess mental health but also develop lifestyle 
plans with newly released people; and 

d. collaboration with community-based organizations and integrated models 
of care that support formerly incarcerated people with regard to their health care, 
safety, and social determinant of health needs, including employment, education, 
and housing. 
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11. Our AMA advocates for the continuation of federal funding for health insurance benefits, including 
Medicaid, Medicare, and the Children’s Health Insurance Program, for otherwise eligible 
individuals in pre-trial detention. 

12. Our AMA advocates for the prohibition of the use of co-payments to access healthcare services in 
correctional facilities. 

13. Our AMA encourages the following qualifications for the Director and Assistant Director of 
the Health Services Division within the Federal Bureau of Prisons: 

a. MD or DO, or an international equivalent degree with at least five years of clinical 
experience at a Bureau of Prisons medical facility or a community clinical setting; 

b. knowledge of health disparities among Black, American Indian and Alaska Native, 
and people of color, including the pathophysiological basis of the disease process 
and the social determinants of health that affect disparities; and 

c. knowledge of the health disparities among individuals who are involved with the 
criminal justice system. 

14. Our AMA will collaborate with interested parties to promote the highest quality of health care and 
oversight for those who are involved in the criminal justice system by advocating 
for health administrators and executive staff to possess credentials and experience comparable 
to individuals in the community in similar professional roles 

 [Appended: Res. 429, A-23; Appended: Res. 244, A-23; Modified: Res. 127, A-22; Reaffirmed: Res. 229, 
A-21; Modified: Res. 503, A-21; Modified: Res. 216, I-19; Appended: Res 420, A-19; Appended: Res. 
417, A-19; CMS Rep. 02, I-16.]  
 
H-430.997 Standards of Care for Inmates of Correctional Facilities  
Our AMA believes that correctional and detention facilities should provide medical, psychiatric, 
and substance use disorder care that meets prevailing community standards, including appropriate 
referrals for ongoing care upon release from the correctional facility in order to prevent recidivism. 
[Modified: CSAPH Rep. 1, A-22; Reaffirmation: I-12; Modified in lieu of Res. 502, A-12; Reaffirmation I-09; 
Reaffirmed: CEJA Rep. 8, A-09; Amended: Res. 416, I-99; Reaffirmed by CLRPD Rep. 3 – I-94; Res 60, 
A-84.] 
 

H-95.922 Substance Use and Substance Use Disorders  
Our AMA: (1) will continue to seek and participate in partnerships designed to foster awareness and to 
promote screening, diagnosis, and appropriate treatment of substance misuse 
and substance use disorders;  
(2) will renew efforts to: (a) have substance use disorders addressed across the continuum of medical 
education; (b) provide tools to assist physicians in screening, diagnosing, intervening, and/or referring 
patients with substance use disorders so that they have access to treatment; (c) develop partnerships 
with other organizations to promote national policies to prevent and treat these illnesses, particularly in 
adolescents and young adults; and (d) assist physicians in becoming valuable resources for the general 
public, in order to reduce the stigma and enhance knowledge about substance use disorders and to 
communicate the fact that substance use disorder is a treatable disease; and 
 (3) will support appropriate federal and state legislation that would enhance the prevention, diagnosis, 
and treatment of substance use disorders. 
[Reaffirmed: CSAPH Rep. 01, A-23; Reaffirmed: BOT Rep. 14, I-20; CSAPH Rep. 01, A-18]  
 

H-95.975 Substance Use Disorders as a Public Health Hazard  
Our AMA: (1) recognizes that substance use disorders are a major public health problem in the United 
States today and that its solution requires a multifaceted approach; 

(2) declares substance use disorders are a public health priority; 
(3) supports taking a positive stance as the leader in matters concerning substance use disorders, 
including addiction; 
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(4) supports studying innovative approaches to the elimination of substance use disorders and their 
resultant street crime, including approaches which have been used in other nations; and 
(5) opposes the manufacture, distribution, and sale of substances created by chemical alteration of illicit 
substances, herbal remedies, and over-the-counter drugs with the intent of circumventing laws prohibiting 
possession or use of such substances. 
[Reaffirmed: CSAPH Rep. 01, A-19; Modified and Reaffirmed: CSAPH Rep. 1, A-09; Reaffirmed: CSAPH 
Rep. 1, A-09; Reaffirmed: Sunset Rep., I-99; Appended: Sub. Res. 401; Res. 7, I-89.] 
 
D-95.962 Enhanced Funding for and Access to Outpatient Addiction Rehabilitation  
Our AMA will advocate for: (1) the expansion of federal grants in support of treatment for 
a substance use disorder to states that are conditioned on that state’s adoption of law and/or regulation 
that prohibit drug courts, recovery homes, sober houses, correctional settings, and other similar programs 
from denying entry or ongoing care if a patient is receiving medication for an opioid use disorder or other 
chronic medical condition; and (2) sustained funding to states in support of evidence-based treatment for 
patients with a substance use disorder and/or co-occurring mental disorder, such as that put forward by 
the American Society of Addiction Medicine, American Academy of Addiction Psychiatry, American 
Psychiatric Association, American Academy of Child and Adolescent Psychiatry and other professional 
medical organizations.  [BOT Rep. 14, I-20] 

 
H-430.987 Medications for Opioid Use Disorder in Correctional Facilities  
1. Our AMA endorses: (a) the medical treatment model of employing medications for opioid use disorder 
(OUD) as the standard of care for persons with OUD who are incarcerated; and (b) medications for 
persons with OUD who are incarcerated, an endorsement in collaboration with relevant organizations 
including but not limited to the American Society of Addiction Medicine and the American Academy of 
Addiction Psychiatry.  
2. Our AMA advocates for legislation, standards, policies and funding that require correctional facilities to 
increase access to evidence-based treatment of OUD, including initiation and continuation of medications 
for OUD, in conjunction with psychosocial treatment when desired by the person with OUD, in correctional 
facilities within the United States and that this apply to all individuals who are incarcerated, including 
individuals who are pregnant, postpartum, or parenting.  
3. Our AMA advocates for legislation, standards, policies, and funding that require correctional facilities 
within the United States to work in ongoing collaboration with addiction treatment physician-led teams, 
case managers, social workers, and pharmacies in the communities where patients, including individuals 
who are pregnant, postpartum, or parenting, are released to offer post-incarceration treatment plans for 
OUD, including education, medication for addiction treatment and counseling, and medication for 
preventing overdose deaths, including naloxone (or any other medication that is approved by the United 
States Food and Drug Administration for the treatment of an opioid overdose), and help ensure post-
incarceration medical coverage and accessibility to mental health and substance use disorder treatments, 
that include medication and behavioral health and social supports for addiction treatment.  
4. Our AMA advocates for all correctional facilities to use a validated screening tool to identify opioid 
withdrawal and take steps to determine potential need for treatment for OUD and opioid withdrawal 
syndrome for all persons upon entry. 
[Modified: Res. 503, A-21; Appended: Res. 223, I-17; Reaffirmed: CSAPH Rep. 1, A-15; Res. 443, A-05.] 
 
D-405.970 Racism - A Threat to Public Health  
Our American Medical Association advocates for the creation of an International Classification of 
Diseases (ICD) code for patients presenting with conditions related to experiencing racism (including 
systemic racism and unconscious bias), a code that will provide physicians with a tool to document the 
clinical impact of racism, and capture the data needed to help provide more effective patient care. 
[Modified: Res. 503, A-21; Appended: Res. 223, I-17; Reaffirmed: CSAPH Rep. 1, A-15; Res. 443, A-05] 
 
H-65.952 Racism as a Public Health Threat  
1. Our AMA acknowledges that, although the primary drivers of racial health inequity are systemic and 
structural racism, racism and unconscious bias within medical research and health care delivery have 
caused and continue to cause harm to marginalized communities and society as a whole.  
2. Our AMA recognizes racism, in its systemic, cultural, interpersonal, and other forms, as a serious threat 
to public health, to the advancement of health equity, and a barrier to appropriate medical care.  



Resolution: 220  (A-24) 
Page 6 of 6 

 
 
3. Our AMA encourages the development, implementation, and evaluation of undergraduate, graduate, 
and continuing medical education programs and curricula that engender greater understanding of: (a) the 
causes, influences, and effects of systemic, cultural, institutional, and interpersonal racism; and (b) how to 
prevent and ameliorate the health effects of racism.  
4. Our AMA: (a) supports the development of policy to combat racism and its effects; and (b) encourages 
governmental agencies and nongovernmental organizations to increase funding for research into the 
epidemiology of risks and damages related to racism and how to prevent or repair them.  
5. Our AMA will work to prevent and combat the influences of racism and bias in innovative health 
technologies. 
[Modified: Speakers Rep., A-22; Reaffirmed: Res. 013, A-22; Res. 5, I-20] 
 
H-65.943 Redressing the Harms of Misusing Race in Medicine 
1. Our American Medical Association recognizes the exacerbation of health and economic inequities due 
to race-based algorithms as a manifestation of racism within the medical field. 
2. Our AMA will revise the AMA Guides to the Evaluation of Permanent Impairment, in accordance with 
existing AMA policy on race as a social construct and national standards of care, to modify 
recommendations that perpetuate racial essentialism or race-based medicine. 
3. Our AMA advocates for and promotes racism-conscious, reparative, community engaged interventions 
at the health system, organized medical society, local, and federal levels which seek to identify, evaluate, 
and address the health, economic, and other consequences of structural racism in medicine. 
[Modified: Speakers Rep., A-22, Reaffirmed: Res. 013, A-22, Res. 5, I-20.] 
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Whereas, the skyrocketing cost of drugs is a key driver of U.S. healthcare costs; In 2021, 1 
Medicare spent $215B and $33B on Part D and Part B drugs respectively, with Part B clinically-2 
administered drugs costs rising at an average rate of 9.2% annually from 2008-2021;1,2 and  3 
 4 
Whereas, Medicare Part B reimburses for Part B drugs under the “Buy and Bill” method, in 5 
which healthcare systems or physicians purchase, stock, maintain inventory for and administer 6 
drugs, and are reimbursed at an amount equal to the Average Sales Price (ASP) of the drug 7 
plus 6% of the ASP;3,4 and  8 
 9 
Whereas, multiple factors contribute to the high cost of Part B drugs, including longer patent 10 
exclusivity periods, lack of market competition and generic alternatives, and historical prohibition 11 
of Medicare in negotiating drug prices; and  12 
 13 
Whereas, the “Buy and Bill” reimbursement structure which ties reimbursement directly to drug 14 
prices disincentivizes healthcare systems or physicians to choose the lowest-cost drugs;5 and  15 
 16 
Whereas, Part B drugs have high levels of patient cost-sharing, as patients are charged a 17 
coinsurance of 20% of the cost of the drug rather than a fixed copay;6 and  18 
 19 
Whereas, more than half of patients with a chronic illness are in medical debt, and 25% of 20 
cancer patients experience eviction, home foreclosure or bankruptcy;7 and  21 
 22 
Whereas, The Inflation Reduction Act authorized Medicare to begin drug price negotiations for 23 
Part B drugs in 2026, with these prices taking effect in 2028;8 and 24 
 25 
Whereas, while lower drug prices will undoubtedly improve affordability for patients, as noted in 26 
an AMA Letter to CMS in 20189, tying reimbursement to the ASP over time as prices drop “may 27 
no longer be sufficient to cover the administrative costs to the practice”, threatening practice 28 
viability and therefore patient access to care; and  29 
 30 
Whereas, ASP-based Medicare reimbursement for physicians has a six-month lag period, 31 
contributing to the financial vulnerability of small/medium-sized physician practices, practices in 32 
rural and/or underserved areas, and practices serving a significant proportion of Medicare 33 
patients;10 and 34 
 35 
Whereas, While the administration of Part B drugs is most prevalent in the fields of oncology, 36 
rheumatology, ophthalmology, dermatology and gastroenterology, this issue affects all 37 
physicians serving Medicare patients, as the anticipated billions saved annually through drug 38 
price negotiations could be reappropriated towards improving physician reimbursement across-39 
the-board; therefore be it  40 
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RESOLVED, that our American Medical Association support the creation of a new 1 
reimbursement model for Part B drugs that 1) Disentangles reimbursement from the drug price, 2 
or any weighted market average of the drug price, by reimbursing physicians for the actual cost 3 
of the drug, and 2) Ensures adequate compensation for the cost of acquisition, inventory, 4 
storage, and administration of clinically-administered drugs that is based on physician costs, not 5 
a percent of the drug price (New HOD Policy); and be it further  6 
 7 
RESOLVED, that our AMA maintain the principles that any revised Part B reimbursement 8 
models should promote practice viability, especially for small physician practices, practices in 9 
rural and/or underserved areas, and practices with a significant proportion of Medicare patients, 10 
to promote continued treatment access for patients. (New HOD Policy) 11 
 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/23/2024 
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RELEVANT AMA POLICY 
 
H-330.888 Exempt Physician-Administered Drugs from Medicare Sequestration  
Our AMA supports passage of federal legislation 1) exempting payments for biologics and other drugs 
provided under Medicare Part B from sequestration cuts, and 2) reimbursing providers for reductions in 
payments for biologics and other drugs furnished under Medicare Part B on or after April 1, 2013. 
[Reaffirmed: Res. 212, I-21; Reaffirmation A-15; Res. 235, A-13] 
 
  

https://www.kff.org/medicare/press-release/10-prescription-drugs-accounted-for-48-billion-in-medicare-part-d-spending-in-2021-or-more-than-one-fifth-of-part-d-spending-that-year/#:%7E:text=In%202021%2C%20Part%20D%20covered,manufacturers%20to%20pharmacy%20benefit%20managers
https://www.kff.org/medicare/press-release/10-prescription-drugs-accounted-for-48-billion-in-medicare-part-d-spending-in-2021-or-more-than-one-fifth-of-part-d-spending-that-year/#:%7E:text=In%202021%2C%20Part%20D%20covered,manufacturers%20to%20pharmacy%20benefit%20managers
https://www.kff.org/medicare/press-release/10-prescription-drugs-accounted-for-48-billion-in-medicare-part-d-spending-in-2021-or-more-than-one-fifth-of-part-d-spending-that-year/#:%7E:text=In%202021%2C%20Part%20D%20covered,manufacturers%20to%20pharmacy%20benefit%20managers
https://www.medpac.gov/wp-content/uploads/2021/10/July2021_MedPAC_DataBook_Sec10_SEC.pdf
https://www.brookings.edu/blog/usc-brookings-schaeffer-on-health-policy/2019/08/02/the-use-of-vendors-in-medicare-part-b-drug-payment/
https://www.brookings.edu/blog/usc-brookings-schaeffer-on-health-policy/2019/08/02/the-use-of-vendors-in-medicare-part-b-drug-payment/
https://urldefense.proofpoint.com/v2/url?u=https-3A__www.ncbi.nlm.nih.gov_books_NBK493090&d=DwMFaQ&c=euGZstcaTDllvimEN8b7jXrwqOf-v5A_CdpgnVfiiMM&r=So5psfCt77CPzTQr6v9Fg9V0kzpSzlEK8_3sv4hMYFw&m=0bXaznK7omz93plLRWhqd3NG4rUqsxzORnOdbOO9_5sELCCB4wO5K54nJJVG6Bbk&s=uOkiALWiWgRmVQVxpCm894x2nw5665ri-z5OgyNY4Rw&e=
https://www.kff.org/medicare/issue-brief/medicare-part-b-drugs-cost-implications-for-beneficiaries-in-traditional-medicare-and-medicare-advantage/
https://www.kff.org/medicare/issue-brief/medicare-part-b-drugs-cost-implications-for-beneficiaries-in-traditional-medicare-and-medicare-advantage/
https://kffhealthnews.org/news/article/in-america-cancer-patients-endure-debt-on-top-of-disease/
https://aspe.hhs.gov/sites/default/files/documents/fb7f647e32d57ce4672320b61a0a1443/aspe-medicare-part-b-drug-pricing.pdf
https://aspe.hhs.gov/sites/default/files/documents/fb7f647e32d57ce4672320b61a0a1443/aspe-medicare-part-b-drug-pricing.pdf
https://searchlf.ama-assn.org/undefined/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2018-12-20-Letter-to-Verma-re-Comments-on-IPI-Model-ANPRM.pdf
https://searchlf.ama-assn.org/undefined/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2018-12-20-Letter-to-Verma-re-Comments-on-IPI-Model-ANPRM.pdf
https://searchlf.ama-assn.org/undefined/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2018-12-20-Letter-to-Verma-re-Comments-on-IPI-Model-ANPRM.pdf
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D-330.960 Cuts in Medicare Outpatient Infusion Services  
1. Our AMA will actively support efforts to seek legislation to ensure that Medicare payments for drugs 
fully cover the physician's acquisition, inventory and carrying cost and that Medicare payments for drug 
administration and related services are adequate to ensure continued patient access to outpatient 
infusion services. 
2. Our AMA will continue strong advocacy efforts working with relevant national medical specialty 
societies to ensure adequate physician payment for Part B drugs and patient access to biologic and 
pharmacologic agents. 
[Reaffirmation: I-18; Reaffirmed: CMS Rep. 10, A-16; Reaffirmation A-15; Reaffirmed and Modified: CMS 
Rep. 3, I-08; Res. 926, I-03] 
 
D-330-.904 Opposition to the CMS Medicare Part B Drug Payment Model  
1. Our AMA will request that the Centers for Medicare &Medicaid Services (CMS) withdraw the proposed 
Part B Drug Payment Model. 
2. Our AMA will support and actively work to advance Congressional action to block the proposed Part B 
Drug Payment Model if CMS proceeds with the proposal. 
3. Our AMA will advocate against policies that are likely to undermine access to the best course of 
treatment for individual patients and oppose demonstration programs that could lead to lower quality of 
care and do not contain mechanisms for safeguarding patients. 
4. Our AMA will advocate for ensuring that CMS solicits and takes into consideration feedback from 
patients, physicians, advocates, or other stakeholders in a way that allows for meaningful input on any 
Medicare coverage or reimbursement policy that impacts patient access to medical therapies, including 
policies on coverage and reimbursement. 
[Res. 241, A-16] 
 
H-110-983 Medicare Part B Competitive Acquisition Program (CAP)  
Our AMA will advocate that any revised Medicare Part B Competitive Acquisition Program meet the 
following standards to improve the value of the program by lowering the cost of drugs without 
undermining quality of care: 
(1) it must be genuinely voluntary and not penalize practices that choose not to participate; 
(2) it should provide supplemental payments to reimburse for costs associated with special handling and 
storage for Part B drugs; 
(3) it must not reduce reimbursement for services related to provision/administration of Part B drugs, and 
reimbursement should be indexed to an appropriate healthcare inflation rate; 
(4) it should permit flexibility such as allowing for variation in orders that may occur on the day of 
treatment, and allow for the use of CAP-acquired drugs at multiple office locations; 
(5) it should allow practices to choose from multiple vendors to ensure competition, and should also 
ensure that vendors meet appropriate safety and quality standards; 
(6) it should include robust and comprehensive patient protections which include preventing delays in 
treatment, helping patients find assistance or alternative payment arrangements if they cannot meet the 
cost-sharing responsibility, and vendors should bear the risk of non-payment of patient copayments in a 
way that does not penalize the physician; 
(7) it should not allow vendors to restrict patient access using utilization management policies such as 
step therapy; and 
(8) it should not force disruption of current systems which have evolved to ensure patient access to 
necessary medications. 
[Reaffirmed: CMS Rep. 4, A-22; Reaffirmed: CMS Rep. 4, I-19; Res. 216, I-18] 
 
H-110.987 Pharmaceutical Costs 
1. Our AMA encourages Federal Trade Commission (FTC) actions to limit anticompetitive behavior by 
pharmaceutical companies attempting to reduce competition from generic manufacturers through 
manipulation of patent protections and abuse of regulatory exclusivity incentives. 
2. Our AMA encourages Congress, the FTC and the Department of Health and Human Services to 
monitor and evaluate the utilization and impact of controlled distribution channels for prescription 
pharmaceuticals on patient access and market competition. 
3. Our AMA will monitor the impact of mergers and acquisitions in the pharmaceutical industry. 
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4. Our AMA will continue to monitor and support an appropriate balance between incentives based on 
appropriate safeguards for innovation on the one hand and efforts to reduce regulatory and statutory 
barriers to competition as part of the patent system. 
5. Our AMA encourages prescription drug price and cost transparency among pharmaceutical 
companies, pharmacy benefit managers and health insurance companies. 
6. Our AMA supports legislation to require generic drug manufacturers to pay an additional rebate to state 
Medicaid programs if the price of a generic drug rises faster than inflation. 
7. Our AMA supports legislation to shorten the exclusivity period for biologics. 
8. Our AMA will convene a task force of appropriate AMA Councils, state medical societies and national 
medical specialty societies to develop principles to guide advocacy and grassroots efforts aimed at 
addressing pharmaceutical costs and improving patient access and adherence to medically necessary 
prescription drug regimens. 
9. Our AMA will generate an advocacy campaign to engage physicians and patients in local and national 
advocacy initiatives that bring attention to the rising price of prescription drugs and help to put forward 
solutions to make prescription drugs more affordable for all patients. 
10. Our AMA supports: (a) drug price transparency legislation that requires pharmaceutical manufacturers 
to provide public notice before increasing the price of any drug (generic, brand, or specialty) by 10% or 
more each year or per course of treatment and provide justification for the price increase; (b) legislation 
that authorizes the Attorney General and/or the Federal Trade Commission to take legal action to address 
price gouging by pharmaceutical manufacturers and increase access to affordable drugs for patients; and 
(c) the expedited review of generic drug applications and prioritizing review of such applications when 
there is a drug shortage, no available comparable generic drug, or a price increase of 10% or more each 
year or per course of treatment. 
11. Our AMA advocates for policies that prohibit price gouging on prescription medications when there 
are no justifiable factors or data to support the price increase. 
12. Our AMA will provide assistance upon request to state medical associations in support of state 
legislative and regulatory efforts addressing drug price and cost transparency. 
13. Our AMA supports legislation to shorten the exclusivity period for FDA pharmaceutical products where 
manufacturers engage in anti-competitive behaviors or unwarranted price escalations. 
14. Our AMA supports legislation that limits Medicare annual drug price increases to the rate of inflation. 
[Reaffirmed: Res. 801, I-23; Reaffirmed in lieu of: Res. 810, I-22; Appended: Res. 113, I-21; Reaffirmed: 
Res. 105, A-19; Appended: BOT Rep. 14, A-19; Appended: CMS Rep. 07, A-18; Reaffirmed: BOT Rep. 
14, A-18; Appended: Alt. Res. 806, I-17; Modified: Speakers Rep. 01, A-17; Reaffirmed in lieu of Res. 
107, A-17; Appended: Res. 201 A-17; Reaffirmed in lieu of: Res. 817, I-16; CMS Rep. 2, I-15] 
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Introduced by: Resident and Fellow Section 
 
Subject: Studying Avenues for Parity in Mental Health & Substance Use Coverage 
 
Referred to: Reference Committee B
 
 
Whereas, the Mental Health Parity Act passed in 1996 and was the first law to impose any sort 1 
of parity between mental and physical health care, with an imposition on the annual or lifetime 2 
dollar limits on mental health benefits being any less favorable than those imposed on 3 
medical/surgical benefits1; and  4 
 5 
Whereas, the Paul Wellstone and Pete Domenici Mental Health Parity and Addiction Equity Act 6 
of 2008 took this concept further by preventing group health plans and health insurance insurers 7 
from imposing less favorable benefit limitations for mental health or substance use disorder 8 
benefits than on medical/surgical benefits1; and  9 
 10 
Whereas, prior to and since the inception of these federal laws, our AMA has been advocating 11 
for parity in insurance benefits for those receiving mental health and substance use care (H-12 
185.974, H-168.888); and  13 
 14 
Whereas, despite violations being found in every investigation of insurance companies, as well 15 
as multiple AMA policies supporting parity and calling for compliance with parity laws (D-16 
180.998, H-185.916, H-185.974), parity still does not exist and health plans are not remotely 17 
close to following parity laws regarding mental health/substance use benefits2,3; and  18 
 19 
Whereas, both the 2022 DOL/HHS/IRS Report to Congress & July 2023 MHPAEA Comparative 20 
Analysis Report to Congress showed widespread violations and repeated failure of health plans 21 
to provide sufficient, accurate information to regulators to perform the comparative analyses 22 
required by law2,3; and  23 
 24 
Whereas, a 2023 Robert Wood Johnson Foundation Report found that cost-sharing was 25 
decreased for mental health when compared to primary care visits, such that 17% of plans 26 
required that a deductible be satisfied for mental health visits but not primary care visits, and 27 
that despite reporting these deficits year after year, they remain unchanged4,5; and  28 
 29 
Whereas, in Georgia, 24 health plans provided no information to the state Department of 30 
Insurance (DOI) to perform its statutorily-required comparative analyses and of the 28 plans that 31 
did submit information, none submitted sufficient information for the DOI to perform the 32 
comparative analyses6; and 33 
 34 
Whereas, lack of compliance occurs at both the federal and the state level, without significant 35 
consequences including continuing to allow insurer participation in state-delivered insurance 36 
plans6; therefore be it 37 
 38 
RESOLVED, that our American Medical Association study potential penalties to insurers for not 39 
complying with mental health and substance use parity laws. (Directive to Take Action) 40 
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Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/24/2024 
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RELEVANT AMA POLICY: 
 
Expanding Parity Protections and Coverage of Mental Health and Substance Use Disorder Care H-
185.916 
Our AMA supports requirements of all health insurance plans to implement a compliance program to 
demonstrate compliance with state and federal mental health parity laws. [Res. 216, I-22] 
 
Parity for Mental Health and Substance Use Disorders in Health Insurance Programs H-185.974 
1. Our AMA supports parity of coverage for mental, health, and substance use disorders.  
2. Our AMA supports federal legislation, standards, policies, and funding that enforce and expand the 
parity and non-discrimination protections of the Paul Wellstone and Peter Domenici Mental Health Parity 
and Addiction Equity Act of 2008 to Medicare (Parts A, B, C and D). 
3. Our AMA supports federal legislation, standards, policies, and funding that require Medicare coverage 
(Parts A, B, C, and D) of all levels of mental health and substance use disorder care, consistent with 
nationally recognized medical professional organization level of care criteria for mental health or 
substance use disorders. [Res. 212, A-96, Reaffirmation A-97, Reaffirmed: Res. 215, I-98, Reaffirmation 
A-99, Reaffirmed: BOT Action in response to referred for decision Res. 612, I-99, Reaffirmation A-00, 
Reaffirmed: CMS Rep. 9, A-01, Reaffirmation A-02, Reaffirmation I-03, Modified: CMS Rep. 2, A-08, 
Reaffirmed: CMS Rep. 5, I-12, Reaffirmed in lieu of Res. 804, I-13, Reaffirmation A-15, Modified: Res. 
113, A-16, Modified: Res. 216, I-22] 
 
Insurance Parity for Mental Health and Psychiatry D-180.998 
Our AMA in conjunction with the American Psychiatric Association and other interested organizations will 
develop model state legislation for the use of state medical associations and specialty societies to 
promote legislative changes assuring parity for the coverage of mental illness, alcoholism, and substance 
abuse. [Res. 215, I-98, Reaffirmation I-03, Reaffirmed in lieu of Res. 910, I-06, Reaffirmation A-15] 
 
Maintaining Mental Health Services by States H-345.975 
Our AMA: 
1. supports maintaining essential mental health services at the state level, to include maintaining state 
inpatient and outpatient mental hospitals, community mental health centers, addiction treatment centers, 
and other state-supported psychiatric services; 
2. supports state responsibility to develop programs that rapidly identify and refer individuals with 
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significant mental illness for treatment, to avoid repeated psychiatric hospitalizations and repeated 
interactions with the law, primarily as a result of untreated mental conditions; 
3. supports increased funding for state Mobile Crisis Teams to locate and treat homeless individuals with 
mental illness; 
4. supports enforcement of the Mental Health Parity Act at the federal and state level; and 
5. will take these resolves into consideration when developing policy on essential benefit services. 
[Res. 116, A-12, Reaffirmation A-15, Reaffirmed: Res. 414, A-22] 
 
Evaluating Health System Reform Proposals H-165.888 
1. Our AMA will continue its efforts to ensure that health system reform proposals adhere to the following 
principles: 
A. Physicians maintain primary ethical responsibility to advocate for their patients' interests and needs. 
B. Unfair concentration of market power of payers is detrimental to patients and physicians, if patient 
freedom of choice or physician ability to select mode of practice is limited or denied. Single-payer systems 
clearly fall within such a definition and, consequently, should continue to be opposed by the AMA. Reform 
proposals should balance fairly the market power between payers and physicians or be opposed. 
C. All health system reform proposals should include a valid estimate of implementation cost, based on all 
health care expenditures to be included in the reform; and supports the concept that all health system 
reform proposals should identify specifically what means of funding (including employer-mandated 
funding, general taxation, payroll or value-added taxation) will be used to pay for the reform proposal and 
what the impact will be. 
D. All physicians participating in managed care plans and medical delivery systems must be able without 
threat of punitive action to comment on and present their positions on the plan's policies and procedures 
for medical review, quality assurance, grievance procedures, credentialing criteria, and other financial and 
administrative matters, including physician representation on the governing board and key committees of 
the plan. 
E. Any national legislation for health system reform should include sufficient and continuing financial 
support for inner-city and rural hospitals, community health centers, clinics, special programs for special 
populations and other essential public health facilities that serve underserved populations that otherwise 
lack the financial means to pay for their health care. 
F. Health system reform proposals and ultimate legislation should result in adequate resources to enable 
medical schools and residency programs to produce an adequate supply and appropriate 
generalist/specialist mix of physicians to deliver patient care in a reformed health care system. 
G. All civilian federal government employees, including Congress and the Administration, should be 
covered by any health care delivery system passed by Congress and signed by the President. 
H. True health reform is impossible without true tort reform. 
2. Our AMA supports health care reform that meets the needs of all Americans including people with 
injuries, congenital or acquired disabilities, and chronic conditions, and as such values function and its 
improvement as key outcomes to be specifically included in national health care reform legislation. 
3. Our AMA supports health care reform that meets the needs of all Americans including people with 
mental illness and substance use / addiction disorders and will advocate for the inclusion of full parity for 
the treatment of mental illness and substance use / addiction disorders in all national health care reform 
legislation. 
4. Our AMA supports health system reform alternatives that are consistent with AMA principles of 
pluralism, freedom of choice, freedom of practice, and universal access for patients. 
[Res. 118, I-91, Res. 102, I-92, BOT Rep. NN, I-92, BOT Rep. S, A-93, Reaffirmed: Res. 135, A-93, 
Reaffirmed: BOT Reps. 25 and 40, I-93, Reaffirmed in lieu of Res. 714, I-93, Res. 130, I-93, Res. 316, I-
93, Sub. Res. 718, I-93, Reaffirmed: CMS Rep. 5, I-93, Res. 124, A-94, Reaffirmed by BOT Rep.1- I-94, 
CEJA Rep. 3, A-95, Reaffirmed: BOT Rep. 34, I-95, Reaffirmation A-00, Reaffirmation A-01, Reaffirmed: 
CMS Rep. 10, A-03, Reaffirmed: CME Rep. 2, A-03, Reaffirmed and Modified: CMS Rep. 5, A-04, 
Reaffirmed with change in title: CEJA Rep. 2, A-05, Consolidated: CMS Rep. 7, I-05, Reaffirmation I-07, 
Reaffirmed in lieu of Res. 113, A-08, Reaffirmation A-09, Res. 101, A-09, Sub. Res. 110, A-09, Res. 123, 
A-09, Reaffirmed in lieu of Res. 120, A-12, Reaffirmation: A-17] 
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Introduced by: American Academy of Pediatrics, American College of Obstetricians and 

Gynecologists 
 
Subject: Increase in Children’s Hospital Graduate Medical Education Funding 
 
Referred to: Reference Committee B 
 
 
Whereas, the Children's Hospitals Graduate Medical Education (CHGME) program has been a 1 
vital component of supporting pediatric residency training programs in the United States since 2 
its inception in the 1990s1,4 and was established to address the unique funding challenges faced 3 
by children's hospitals in providing quality graduate medical education, recognizing the 4 
importance of specialized pediatric training1,3  for pediatricians and other specialties who care for 5 
children; and  6 
 7 
Whereas, since the 1990s, the funding for the CHGME program has not kept pace with the 8 
evolving needs of pediatric residency programs, leading to a widening gap between the funding 9 
provided and the increasing demands on pediatric healthcare2,3,6-7; and 10 
 11 
Whereas, the lack of adequate adjustments to CHGME funding over the years has created 12 
financial strains on children's hospitals and pediatric residency programs, limiting their ability to 13 
expand training capacities and adequately respond to the growing healthcare needs of 14 
children4,7; and 15 
 16 
Whereas, investing in pediatric medical education contributes to the overall improvement of 17 
child health outcomes and strengthens the healthcare system as a whole5; and 18 
 19 
Whereas, the American Medical Association has a longstanding commitment to advocating for 20 
policies that enhance medical education and improve the healthcare workforce; therefore be it 21 
 22 
RESOLVED, that our American Medical Association collaborate with other relevant medical 23 
organizations to support and advocate for increased funding for the Children’s Hospitals 24 
Graduate Medical Education program, recognizing the vital role it plays in shaping the future of 25 
pediatric healthcare in the United States.  (Directive to Take Action) 26 
 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/23/2024 
 
 
REFERENCES 
 
1. Catherine G. Coughlin, Kenneth A. Michelson, Amy J. DeLong, Amanda M. Stewart; Federal Funding for Children’s Hospitals: 

Challenges and Critical Shortages for Pediatric Care. Pediatrics October 2023; 152 (4): e2023061714. 10.1542/peds.2023-
061714 

2. COMMITTEE ON PEDIATRIC WORKFORCE, Mary Ellen Rimsza, Andrew J. Hotaling, Harold K. Simon, Mary E. Keown, 
James P. Marcin, William B. Moskowitz; Financing Graduate Medical Education to Meet the Needs of Children and the Future 
Pediatrician Workforce. Pediatrics April 2016; 137 (4): e20160211. 10.1542/peds.2016-0211 

3. Association of American Medical Colleges. Proportion of charity care provided at COTH, other teaching, and non-teaching 
hospitals, 2012. Updated 2014. 



Resolution: 223  (A-24) 
Page 2 of 5 

 
 
4. Chandra A, Khullar D, Wilensky GR. The economics of graduate medical education. N Engl J Med. 2014;370(25):2357–2360 

[PubMed] 
5. Cushing AM, Bucholz EM, Chien AT, Rauch DA, Michelson KA. Availability of Pediatric Inpatient Services in the United States. 

Pediatrics. 2021 Jul;148(1):e2020041723. doi: 10.1542/peds.2020-041723. Epub 2021 Jun 14. PMID: 34127553; PMCID: 
PMC8642812. 

6. VonAchen P, Gaur D, Wickremasinghe W, Hall M, Goodman DM, Agrawal R, Berry JG. Assessment of Underpayment for 
Inpatient Care at Children's Hospitals. JAMA Pediatr. 2021 Sep 1;175(9):972-974. doi: 10.1001/jamapediatrics.2021.1133. 
PMID: 34047755; PMCID: PMC8424474. 

7. Dobson DaVanzo & Associates. Comparative analysis of GME funding programs for children’s hospitals and general acute 
care teaching hospitals. Available at: https://www.childrenshospitals.org/-/media/files/public-
policy/chgme_workforce/reports/chgme_dobson_davanzo_report_032422.pdf. Accessed February 2, 2022 

 
 
RELEVANT AMA POLICY 
 
Increasing Coverage for Children H-165.877 
Our AMA: (1) supports appropriate legislation that will provide health coverage for the greatest number of 
children, adolescents, and pregnant women; (2) recognizes incremental levels of coverage for different 
groups of the uninsured, consistent with finite resources, as a necessary interim step toward universal 
access; (3) places particular emphasis on advocating policies and proposals designed to expand the 
extent of health expense coverage protection for presently uninsured children and recommends that the 
funding for this coverage should preferably be used to allow these children, by their parents or legal 
guardians, to select private insurance rather than being placed in Medicaid programs; (4) supports, and 
encourages state medical associations to support, a requirement by all states that all insurers in that 
jurisdiction make available for purchase individual and group health expense coverage solely for children 
up to age 18; (5) encourages state medical associations to support study by their states of the need to 
extend coverage under such children's policies to the age of 23; (6) seeks to have introduced or support 
federal legislation prohibiting employers from conditioning their provision of group coverage including 
children on the availability of individual coverage for this age group for direct purchase by families; (7) 
advocates that, in order to be eligible for any federal or state premium subsidies or assistance, the private 
children's coverage offered in each state should be no less than the benefits provided under Medicaid in 
that state and allow states flexibility in the basic benefits package; (8) advocates that state and/or federal 
legislative proposals to provide premium assistance for private children's coverage provide for an 
appropriately graduated subsidy of premium costs for insurance benefits; (9) supports an increase in the 
federal and/or state sales tax on tobacco products, with the increased revenue earmarked for an income-
related premium subsidy for purchase of private children's coverage; (10) advocates consideration by 
Congress, and encourage consideration by states, of other sources of financing premium subsidies for 
children's private coverage; (11) supports and encourages state medical associations and local medical 
societies to support, the use of school districts as one possible risk pooling mechanism for purchase of 
children's health insurance coverage, with inclusion of children from birth through school age in the 
insured group; (12) supports and encourages state medical associations to support, study by states of the 
actuarial feasibility of requiring pure community rating in the geographic areas or insurance markets in 
which policies are made available for children; and (13) encourages state medical associations, county 
medical societies, hospitals, emergency departments, clinics and individual physicians to assist in 
identifying and encouraging enrollment in Medicaid of the estimated three million children currently 
eligible for but not covered under this program. 
 
The Preservation, Stability and Expansion of Full Funding for Graduate Medical Education D-
305.967 
1. Our AMA will actively collaborate with appropriate stakeholder organizations, (including Association of 
American Medical Colleges, American Hospital Association, state medical societies, medical specialty 
societies/associations) to advocate for the preservation, stability and expansion of full funding for the 
direct and indirect costs of graduate medical education (GME) positions from all existing sources (e.g. 
Medicare, Medicaid, Veterans Administration, CDC and others). 
2. Our AMA will actively advocate for the stable provision of matching federal funds for state Medicaid 
programs that fund GME positions. 
3. Our AMA will actively seek congressional action to remove the caps on Medicare funding 
of GME positions for resident physicians that were imposed by the Balanced Budget Amendment of 1997 
(BBA-1997). 

https://www.childrenshospitals.org/-/media/files/public-policy/chgme_workforce/reports/chgme_dobson_davanzo_report_032422.pdf
https://www.childrenshospitals.org/-/media/files/public-policy/chgme_workforce/reports/chgme_dobson_davanzo_report_032422.pdf
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4. Our AMA will strenuously advocate for increasing the number of GME positions to address the future 
physician workforce needs of the nation. 
5. Our AMA will oppose efforts to move federal funding of GME positions to the annual appropriations 
process that is subject to instability and uncertainty. 
6. Our AMA will oppose regulatory and legislative efforts that reduce funding for GME from the full scope 
of resident educational activities that are designated by residency programs for accreditation and the 
board certification of their graduates (e.g. didactic teaching, community service, off-site ambulatory 
rotations, etc.). 
7. Our AMA will actively explore additional sources of GME funding and their potential impact on the 
quality of residency training and on patient care. 
8. Our AMA will vigorously advocate for the continued and expanded contribution by all payers for health 
care (including the federal government, the states, and local and private sources) to fund both the direct 
and indirect costs of GME. 
9. Our AMA will work, in collaboration with other stakeholders, to improve the awareness of the general 
public that GME is a public good that provides essential services as part of the training process and 
serves as a necessary component of physician preparation to provide patient care that is safe, effective 
and of high quality. 
10. Our AMA staff and governance will continuously monitor federal, state and private proposals for 
health care reform for their potential impact on the preservation, stability and expansion of full funding for 
the direct and indirect costs of GME. 
11. Our AMA: (a) recognizes that funding for and distribution of positions for GME are in crisis in the 
United States and that meaningful and comprehensive reform is urgently needed; (b) will immediately 
work with Congress to expand medical residencies in a balanced fashion based on expected specialty 
needs throughout our nation to produce a geographically distributed and appropriately sized physician 
workforce; and to make increasing support and funding for GME programs and residencies a top priority 
of the AMA in its national political agenda; and (c) will continue to work closely with the Accreditation 
Council for Graduate Medical Education, Association of American Medical Colleges, American 
Osteopathic Association, and other key stakeholders to raise awareness among policymakers and the 
public about the importance of expanded GME funding to meet the nation's current and anticipated 
medical workforce needs. 
12. Our AMA will collaborate with other organizations to explore evidence-based approaches to quality 
and accountability in residency education to support enhanced funding of GME. 
13. Our AMA will continue to strongly advocate that Congress fund additional graduate medical education 
(GME) positions for the most critical workforce needs, especially considering the current and worsening 
maldistribution of physicians. 
14. Our AMA will advocate that the Centers for Medicare and Medicaid Services allow for rural and other 
underserved rotations in Accreditation Council for Graduate Medical Education (ACGME)-accredited 
residency programs, in disciplines of particular local/regional need, to occur in the offices of physicians 
who meet the qualifications for adjunct faculty of the residency program's sponsoring institution. 
15. Our AMA encourages the ACGME to reduce barriers to rural and other underserved community 
experiences for graduate medical education programs that choose to provide such training, by adjusting 
as needed its program requirements, such as continuity requirements or limitations on time spent away 
from the primary residency site. 
16. Our AMA encourages the ACGME and the American Osteopathic Association (AOA) to continue to 
develop and disseminate innovative methods of training physicians efficiently that foster the skills and 
inclinations to practice in a health care system that rewards team-based care and social accountability. 
17. Our AMA will work with interested state and national medical specialty societies and other appropriate 
stakeholders to share and support legislation to increase GMEfunding, enabling a state to accomplish 
one or more of the following: (a) train more physicians to meet state and regional workforce needs; (b) 
train physicians who will practice in physician shortage/underserved areas; or (c) train physicians in 
undersupplied specialties and subspecialties in the state/region. 
18. Our AMA supports the ongoing efforts by states to identify and address changing physician workforce 
needs within the GME landscape and continue to broadly advocate for innovative pilot programs that will 
increase the number of positions and create enhanced accountability of GME programs for quality 
outcomes. 
19. Our AMA will continue to work with stakeholders such as Association of American Medical Colleges 
(AAMC), ACGME, AOA, American Academy of Family Physicians, American College of Physicians, and 
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other specialty organizations to analyze the changing landscape of future physician workforce needs as 
well as the number and variety of GME positions necessary to provide that workforce. 
20. Our AMA will explore innovative funding models for incremental increases in funded residency 
positions related to quality of resident education and provision of patient care as evaluated by appropriate 
medical education organizations such as the Accreditation Council for Graduate Medical Education. 
21. Our AMA will utilize its resources to share its content expertise with policymakers and the public to 
ensure greater awareness of the significant societal value of graduate medical education (GME) in terms 
of patient care, particularly for underserved and at-risk populations, as well as global health, research and 
education. 
22. Our AMA will advocate for the appropriation of Congressional funding in support of the National 
Healthcare Workforce Commission, established under section 5101 of the Affordable Care Act, to provide 
data and healthcare workforce policy and advice to the nation and provide data that support the value 
of GME to the nation. 
23. Our AMA supports recommendations to increase the accountability for and transparency 
of GME funding and continue to monitor data and peer-reviewed studies that contribute to further assess 
the value of GME. 
24. Our AMA will explore various models of all-payer funding for GME, especially as the Institute of 
Medicine (now a program unit of the National Academy of Medicine) did not examine those options in its 
2014 report on GME governance and financing. 
25. Our AMA encourages organizations with successful existing models to publicize and share strategies, 
outcomes and costs. 
26. Our AMA encourages insurance payers and foundations to enter into partnerships with state and local 
agencies as well as academic medical centers and community hospitals seeking to expand GME. 
27. Our AMA will develop, along with other interested stakeholders, a national campaign to educate the 
public on the definition and importance of graduate medical education, student debt and the state of the 
medical profession today and in the future. 
28. Our AMA will collaborate with other stakeholder organizations to evaluate and work to establish 
consensus regarding the appropriate economic value of resident and fellow services. 
29. Our AMA will monitor ongoing pilots and demonstration projects, and explore the feasibility of broader 
implementation of proposals that show promise as alternative means for funding physician education and 
training while providing appropriate compensation for residents and fellows. 
30. Our AMA will monitor the status of the House Energy and Commerce Committee's response to public 
comments solicited regarding the 2014 IOM report, Graduate Medical Education That Meets the Nation's 
Health Needs, as well as results of ongoing studies, including that requested of the GAO, in order to 
formulate new advocacy strategy for GME funding, and will report back to the House of Delegates 
regularly on important changes in the landscape of GME funding. 
31. Our AMA will advocate to the Centers for Medicare & Medicaid Services to adopt the concept of “Cap-
Flexibility” and allow new and current Graduate Medical Education teaching institutions to extend their 
cap-building window for up to an additional five years beyond the current window (for a total of up to ten 
years), giving priority to new residency programs in underserved areas and/or economically depressed 
areas. 
32. Our AMA will: (a) encourage all existing and planned allopathic and osteopathic medical schools to 
thoroughly research match statistics and other career placement metrics when developing career 
guidance plans; (b) strongly advocate for and work with legislators, private sector partnerships, and 
existing and planned osteopathic and allopathic medical schools to create and fund graduate medical 
education (GME) programs that can accommodate the equivalent number of additional medical school 
graduates consistent with the workforce needs of our nation; and (c) encourage the Liaison Committee on 
Medical Education (LCME), the Commission on Osteopathic College Accreditation (COCA), and other 
accrediting bodies, as part of accreditation of allopathic and osteopathic medical schools, to prospectively 
and retrospectively monitor medical school graduates’ rates of placement into GME as well 
as GME completion. 
33. Our AMA encourages the Secretary of the U.S. Department of Health and Human Services to 
coordinate with federal agencies that fund GME training to identify and collect information needed to 
effectively evaluate how hospitals, health systems, and health centers with residency programs are 
utilizing these financial resources to meet the nation’s health care workforce needs. This includes 
information on payment amounts by the type of training programs supported, resident training costs and 
revenue generation, output or outcomes related to health workforce planning (i.e., percentage of primary 
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care residents that went on to practice in rural or medically underserved areas), and measures related to 
resident competency and educational quality offered by GME training programs. 
34. Our AMA will publicize best practice examples of state-funded Graduate Medical Education positions 
and develop model state legislation where appropriate. 
 
Securing Funding for Graduate Medical Education H-310.917 
Our American Medical Association: (1) continues to be vigilant while monitoring pending legislation that 
may change the financing of medical services (health system reform) and advocate for expanded and 
broad-based funding for graduate medical education (from federal, state, and commercial entities); (2) 
continues to advocate for graduate medical education funding that reflects the physician workforce needs 
of the nation; (3) encourages all funders of GME to adhere to the Accreditation Council for Graduate 
Medical Education's requirements on restrictive covenants and its principles guiding the relationship 
between GME, industry and other funding sources, as well as the AMA's Opinion 8.061, and other AMA 
policy that protects residents and fellows from exploitation, including physicians training in non-ACGME-
accredited programs; and (4) encourages entities planning to expand or start GME programs to develop a 
clear statement of the benefits of their GME activities to facilitate potential funding from appropriate 
sources given the goals of their programs. 
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Referred to: Reference Committee B 
 
 
Whereas, 30% of youth in foster care are LGBTQ+, triple the rate of those not in care1–4; and 1 
 2 
Whereas, in the foster care system, LGBTQ+ identifying youth encounter unique and significant 3 
threats associated with their identity including rejection, harassment, violence, and discrimination 4 
from social workers, foster parents, residential staff, and peers in addition to poorer health 5 
outcomes compared to their non-LGBTQ+ counterparts including worse physical, mental, and 6 
sexual health alongside higher prevalence of trauma, substance use, survival sex, sexual 7 
victimization, and unintended pregnancy 1–19; and 8 
 9 
Whereas, studies demonstrate LGBTQ+ youth are twice as likely to enter foster care, more likely 10 
to spend longer time in care, be removed from placements due to hostility based on LGBTQ+ 11 
identity, and to age out of care without adequate preparation for higher education, employment, 12 
and housing6,7,20–26; and 13 
 14 
Whereas, in 2016, the United States Children’s Bureau confidentially collected data on foster 15 
youth’s sexual orientation as well as family conflicts related to a child’s gender identity, sexual 16 
orientation, and or gender expression, demonstrating the ability of the system to obtain 17 
demographic information confidentially to improve the system for LGBTQ+ youth27; and 18 
 19 
Whereas, in 2020, the United States Children’s Bureau eliminated requirements for collection of 20 
demographics on sexual orientation in the Foster Care Analysis and Reporting System, which 21 
limited child welfare agencies’ ability to analyze LGBTQ+ youth in foster care and increase 22 
programs, laws, and funds protecting LGBTQ+ foster youth27–30; and 23 
 24 
Whereas, social care professionals at religiously-affiliated foster care facilities in the United States 25 
were found to propagate negative stereotypes about same-sex relationships31; and 26 
 27 
Whereas, in recent years, New Jersey child welfare officials successfully recruited and licensed 28 
120 new foster homes that affirm and support LGBTQ+ youth, demonstrating through local 29 
LGBTQ+ community organization, home studies, and training sessions that child services can 30 
successfully recruit inclusive families for the foster care system32; and 31 
 32 
Whereas, the Children’s Bureau and Child Welfare League of America provide fact sheets and 33 
brochures with passive guidance on supporting LGBTQ+ youth in foster care as an accessible 34 
and feasible means of improving care for LGBTQ+ youth33–38; and 35 
 36 
Whereas, implementation of the RISE Care Coordination Team Program in Los Angeles helped 37 
LGBTQ+ youth in the Los Angeles foster care system feel supported in their identities and 38 
demonstrated an accessible model by which other programs can support LGBTQ+ youth39; and 39 
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Whereas, the Civil Rights Act of 1964 does not protect against discrimination of LGBTQ+ 1 
individuals in federally-funded programs, including adoption and foster care, with recent attempts 2 
to expand nondiscrimination protections failing to pass40–46; and 3 
 4 
Whereas, the lack of inclusive protections for LGBTQ+ individuals in federal legislation, such as 5 
the Civil Rights Act of 1964, the Fair Housing Act, and the Affordable Care Act, has enabled rule 6 
changes and proposals that permit discrimination against LGBTQ+ individuals47–49; and   7 
 8 
Whereas, only 28 states and the District of Columbia have specific laws and policies in place to 9 
protect LGBTQ+ foster youth from discrimination based on both sexual orientation and gender 10 
identity, six other states include sexual orientation but not gender identity as a protected class in 11 
child welfare, and some states have no protections at all21,33,50; and 12 
 13 
Whereas, only four states had regulatory guidance regarding placement of transgender youth in 14 
out-of-home care in alignment with gender identity as of 2016, and child welfare agency officials 15 
from three states reported placing transgender youth in gender-segregated residential facilities 16 
by their sex assigned at birth rather than their gender identity32,51; and 17 
 18 
Whereas, the relationship between LGBTQ+ protections and availability of foster families is 19 
unclear, but court cases in states challenging those protections are pending52,53; and 20 
 21 
Whereas, because youth may begin to identify as LGBTQ+ after being placed with a family not 22 
supportive of those identities, screening for unsupportive families is necessary to reduce harm 23 
toward LGBTQ+ youth54–56; and 24 
 25 
Whereas, though AMA policies H-60.910 and H-160.991 separately address the healthcare needs 26 
of youth in foster care and of LGBTQ+ individuals, the AMA has only written one letter to the 27 
Department of Housing and Urban Development opposing the removal of protections for housing 28 
allocation based on gender identity57; therefore be it 29 
 30 
RESOLVED, that our American Medical Association collaborate with state medical societies and 31 
other appropriate stakeholders to support policies on the federal and state levels that establish 32 
nondiscrimination protections within the foster care system on the basis of sexual orientation and 33 
gender identity (New HOD Policy); and be it further 34 
 35 
RESOLVED, that our AMA support efforts by the Department of Health and Human Services and 36 
other appropriate stakeholders to establish a reporting mechanism for the collection of 37 
anonymized and aggregated sexual orientation and gender identity data in the Foster Care 38 
Analysis and Reporting System only when strong privacy protections exist (New HOD Policy); 39 
and be it further 40 
 41 
RESOLVED, that our AMA encourage child welfare agencies to implement practices, policies, 42 
and regulations that: (a) provide training to child welfare professionals, social workers, and foster 43 
caregivers on how to establish safe, stable, and affirming care placements for LGBTQ+ youth; (b) 44 
adopt programs to prevent and reduce violence against LGBTQ+ youth in foster care; (c) improve 45 
recruitment of foster families that are affirming of LGBTQ+ youth; and (d) allow gender diverse 46 
youth to be placed in residential foster homes that are willing to accept their gender identity. 47 
(New HOD Policy)48 
 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/24/2024 
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RELEVANT AMA Policy 
 
Addressing Healthcare Needs of Children in Foster Care, H-60.910 
Our AMA advocates for comprehensive and evidence-based care that addresses the specific health care 
needs of children in foster care. [Res. 907, I-17] 
 
Health Care Needs of Lesbian, Gay, Bisexual, Transgender and Queer Populations, H-160.991 
1. Our AMA: (a) believes that the physician's nonjudgmental recognition of patients' sexual orientations, 
sexual behaviors, and gender identities enhances the ability to render optimal patient care in health as 
well as in illness. In the case of lesbian, gay, bisexual, transgender, queer/questioning, and other 
(LGBTQ) patients, this recognition is especially important to address the specific health care needs of 
people who are or may be LGBTQ; (b) is committed to taking a leadership role in: (i) educating physicians 
on the current state of research in and knowledge of LGBTQ Health and the need to elicit relevant gender 
and sexuality information from our patients; these efforts should start in medical school, but must also be 
a part of continuing medical education; (ii) educating physicians to recognize the physical and 
psychological needs of LGBTQ patients; (iii) encouraging the development of educational programs in 
LGBTQ Health; (iv) encouraging physicians to seek out local or national experts in the health care needs 
of LGBTQ people so that all physicians will achieve a better understanding of the medical needs of these 
populations; and (v) working with LGBTQ communities to offer physicians the opportunity to better 
understand the medical needs of LGBTQ patients; and (c) opposes, the use of "reparative" or 
"conversion" therapy for sexual orientation or gender identity. 
2. Our AMA will collaborate with our partner organizations to educate physicians regarding: (i) the need 
for sexual and gender minority individuals to undergo regular cancer and sexually transmitted infection 
screenings based on anatomy due to their comparable or elevated risk for these conditions; and (ii) the 
need for comprehensive screening for sexually transmitted diseases in men who have sex with men; (iii) 
appropriate safe sex techniques to avoid the risk for sexually transmitted diseases; and (iv) that 
individuals who identify as a sexual and/or gender minority (lesbian, gay, bisexual, transgender, 
queer/questioning individuals) experience intimate partner violence, and how sexual and gender 
minorities present with intimate partner violence differs from their cisgender, heterosexual peers and may 
have unique complicating factors. 
3. Our AMA will continue to work alongside our partner organizations, including GLMA, to increase 
physician competency on LGBTQ health issues. 
4. Our AMA will continue to explore opportunities to collaborate with other organizations, focusing on 
issues of mutual concern in order to provide the most comprehensive and up-to-date education and 
information to enable the provision of high quality and culturally competent care to LGBTQ people. [CSA 
Rep. C, I-81; Reaffirmed: CLRPD Rep. F, I-91; CSA Rep. 8, I-94; Appended: Res. 506, A-00; Modified 
and Reaffirmed: Res. 501, A-07; Modified: CSAPH Rep. 9, A-08; Reaffirmation A-12; Modified: Res. 08, 
A-16; Modified: Res. 903, I-17; Modified: Res. 904, I-17; Res. 16, A-18; Reaffirmed: CSAPH Rep. 01, I-
18] 
 
Reducing Suicide Risk Among Lesbian, Gay, Bisexual, Transgender, and Questioning Youth 
Through Collaboration with Allied Organizations, H-60.927 
Our AMA will partner with public and private organizations dedicated to public health and public policy to 
reduce lesbian, gay, bisexual, transgender, and questioning (LGBTQ) youth suicide and improve health 
among LGBTQ youth. [Res. 402, A-12; Reaffirmed: CSAPH Rep. 1, A-22] 
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Resolution: 225 
(A-24) 

Introduced by: Medical Student Section 

Subject: Humanitarian Efforts to Resettle Refugees 

Referred to: Reference Committee B 

Whereas, “refugee” is defined in the Immigration and Nationality Act as an individual 1 
experiencing persecution or a well-founded fear of persecution on account of their race, religion, 2 
nationality, membership in a particular social group, or political opinion1-3; and 3 

4 
Whereas, refugees in the US undergo an extensive and complex admission process involving 5 
evaluation and referral by UNHCR (the UN’s refugee agency) to the US State Department’s 6 
Refugee Admissions Program (USRAP), and are a distinct population from asylum seekers or 7 
migrants crossing at the US’ southern border, who follow a completely separate process1; and 8 

9 
Whereas, the US consistently admits fewer refugees than its cap, leading to 5,000 to 40,000 10 
unallocated refugees4; and 11 

12 
Whereas, 29 million refugees are estimated in 2023, including 14 million children5-6; and 13 

14 
Whereas, over a 20-year period, refugees in the US ages 18 to 45 pay on average $21,000- 15 
$43,707 more in taxes than they receive in benefits7-10; and 16 

17 
Whereas, refugees in general contribute $21 billion in taxes annually, including to Social 18 
Security and Medicare, offsetting the costs our aging population13; and 19 

20 
Whereas, analyses from Ohio, Michigan, and Minnesota demonstrate how refugees produce 21 
billions of dollars in economic activity annually and create thousands of jobs9,11; and 22 

23 
Whereas, 77% of refugees are working age, as opposed to the 39.7% of the US-born population 24 
and male refugees participate in the labor force at higher rates than US males7,12,14; and 25 

26 
Whereas, under 3% of refugees return to their country of origin, and 84% of long-term refugees 27 
make the US their home by taking steps to become citizens6,10,15; and 28 

29 
Whereas, when annual refugee admissions decreased 86% between 2016-2020, the 295,000 30 
person gap actually harmed the US economy by nearly $10 billion annually8; and 31 

32 
Whereas, decreased resettlement caps and worsening backlogs delay family reunification and 33 
leave people displaced for decades, remaining indefinitely in refugee camps16; and 34 

35 
Whereas, forced displacement and restrictions on refugee admissions result in distinct chronic 36 
physical and mental phenomena and generational trauma16-18; therefore be it 37 

38 
RESOLVED, that our American Medical Association support increases and oppose decreases 39 
to the annual refugee admissions cap in the United States. (New HOD Policy)40 



Fiscal Note: Minimal - less than $1,000 

Received: 4/24/2024 
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RELEVANT AMA Policy 

D-65.984 Humanitarian and Medical Aid Support to Ukraine
Our AMA will advocate for: (1) continuous support of organizations providing humanitarian missions and
medical care to Ukrainian refugees in Ukraine, at the Polish-Ukrainian border, in nearby countries, and/or
in the US; (2) an early implementation of mental health measures, including suicide prevention efforts,
and address war-related trauma and post-traumatic stress disorder when dealing with Ukrainian refugees
with special attention to vulnerable populations including but not limited to young children, mothers,
pregnant women, and the elderly; and (3) educational measures to enhance the understanding of war-
related trauma in war survivors and promote broad protective factors (e.g., financial, employment,
housing, and food stability) that can improve adjustment and outcomes for war-affected people,
particularly when applied to vulnerable categories of people. [Res. 017, A-22]
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AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 

Resolution: 226 
(A-24) 

Introduced by: Missouri 

Subject: Protecting Access to IVF Treatment 

Referred to: Reference Committee B 

Whereas, on Friday, 2/16/24, the Alabama Supreme Court ruled that “an embryo created1 
through in vitro fertilization (IVF) is a child protected by Alabama’s wrongful death act and the2 
Alabama Constitution;” and that “a human frozen embryo is a ‘child’ which is an unborn or3 
recently born children;” and that “the Constitution … commands the judge to … upholding the 4 
sanctity of unborn life, including unborn life that exists outside the womb;” and that “the Court5 
would not create an exception in the statute for these IVF embryo children just because they6 
were located outside the womb; and7 

8 
Whereas, historically, multiple states have already rejected attempts through legislation, 9 
constitutional amendments or ballot measures to establish and expand the definition of 10 
personhood and associated rights: 11 

1. In 2008 and 2010, Colorado voters rejected ballot measures, to give constitutional12 
rights to individuals “at the beginning of biological development;” and 13 

2. In 2011, Mississippi considered Proposition 26: "Should the term ‘person’ be defined14 
to include every human being from the moment of fertilization, cloning, or the equivalent15 
thereof?" which was voted down; and16 

3. In 2012, the Virginia House of Delegates passed House Bill 1 that was subsequently17 
tabled by the state Senate until 2013, which if passed would “construe the word ‘person’ under 18 
Virginia Law … to include unborn children” and enact that “the life of each human being begins 19 
at conception;” and 20 

4. Similar “Personhood” bills have also been passed by a single legislative chamber in21 
North Dakota, Oklahoma, and Mississippi; and 22 

23 
Whereas, these “Personhood” bills and ballot measures define a person as being a legal 24 
entity from the moment of conception, and thus define fertilized eggs and embryos, as persons 25 
with constitutional rights; and 26 

27 
Whereas, giving constitutional rights to a fertilized oocyte or embryo would interfere with the 28 
physician-patient relationship in the provision of in vitro fertilization (IVF) services; and 29 

30 
Whereas, in current IVF practice in the United States, over half of embryo transfers will *not* 31 
result in live birth, as many embryos after transfer will either (a) not result in a pregnancy, (b) 32 
result in a miscarriage, or (c) result in a non-viable ectopic or molar pregnancy; and 33 

34 
Whereas, cryopreserved embryos also do *not* have a 100% thaw-survival rate, and a small 35 
percentage of embryos will not survive freeze-thaw; and if embryos in the IVF lab have the 36 
same legal status as children, then an embryology laboratory that fails to have a 100% thaw-37 
survival rate may also have some potential liability; and 38 
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Whereas, not all IVF patients can afford the long-term storage fees to cryopreserve embryos for 1 
future use or to donate those embryos to others; and  2 

3 
Whereas, defining all embryos as “children” promotes the dangerous notion that all embryos 4 
should somehow be transferred in an IVF cycle (instead of cryopreserving extra embryos of 5 
adequate quality), which could potentially increase the rate of dangerous higher-order multiple 6 
gestation pregnancies (triplets, quadruplets, etc.); and  7 

8 
Whereas, defining all embryos as “children” may promote the dangerous and misguided notion 9 
that an ectopic pregnancy could somehow be safely implanted into the uterus (as is erroneously 10 
reported on various “Personhood” websites); and  11 

12 
Whereas, considering embryos to be “children” also raises potential legal complications, such 13 
as how inheritance and probate laws would apply to embryos; and  14 

15 
Whereas, defining all embryos as “children” may promote the dangerous and misguided notion 16 
that a molar pregnancy can somehow be “rescued” instead of being a potential cancer; and  17 

18 
Whereas, considering abandoned embryos to be “children” raises questions about whether 19 
states would then be liable to provide support for cryopreserved embryos and long-term storage 20 
costs, such as under Medicaid as if they were “wards” of the state; and  21 

22 
Whereas, giving “rights” to embryos in the IVF lab will potentially complicate the practice of IVF 23 
by inappropriately pressuring physicians to transfer abnormally-growing and arrested embryos;24 
and 25 

26 
Whereas, the American Society for Reproductive Medicine (ASRM) Position Statement on 27 
Personhood Measures states that: 28 

1. The ASRM is strongly opposed to measures granting constitutional rights or29 
protections and “personhood” status to fertilized reproductive tissues. 30 

2. In a growing number of states, vaguely worded and often misleading measures are31 
appearing either in legislation or as proposed constitutional amendments, defining when life 32 
begins and granting legal “personhood” status to embryos at varying stages of development.  If 33 
approved, these measures will have profound consequences for women and their families. 34 

3. …, these broadly worded measures will have significant effects on a number of35 
medical treatments available to women of reproductive age. 36 

a. Personhood measures would make illegal some commonly used birth control37 
methods. 38 

b. Personhood measures would make illegal a physician's ability to provide medically39 
appropriate care to women experiencing life-threatening complications due to a tubal 40 
pregnancy. 41 

c. Personhood measures would consign infertility patients to less effective, less safe42 
treatments for their disease. 43 

d. Personhood measures would unduly restrict infertile patients’ right to make decisions44 
about their own medical treatments, including determining the fate of any embryos created as 45 
part of the IVF process. 46 

4. ASRM will oppose any personhood measure that is unclear, confusing, ambiguous, or47 
not based on sound scientific or medical knowledge, and which threatens the safety and 48 
effective treatment of patients; therefore be it 49 

50 
RESOLVED, that our American Medical Association oppose any legislation that could 51 
criminalize in-vitro fertilization (New HOD Policy); and be it further 52 
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RESOLVED, that our AMA work with other interested organizations to oppose Court rulings that 1 
equate gametes (oocytes and sperm) or embryos with children. (Directive to Take Action) 2 

3 
Fiscal Note: Modest - between $1,000 - $5,000 

Received: 4/16/2024 
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Resolution: 227  
(A-24) 

 
Introduced by: Missouri  
 
Subject: Medicare Reimbursement for Telemedicine 
 
Referred to: Reference Committee B 
 
 
Whereas, during the COVID-19 pandemic, Medicare billing rules were revised to enable and 1 
facilitate reimbursement to clinicians for services rendered by telemedicine links to their 2 
patients; and 3 
 4 
Whereas, these rules were adopted during the COVID-19 pandemic, and did not differentiate 5 
reimbursement rates for office-based vs telemedicine-based patient care; and 6 
 7 
Whereas, commercial insurers have generally adopted Medicare’s methodology for 8 
reimbursement; and  9 
 10 
Whereas, reimbursement for telemedicine services has had two salutatory effects: 1) greater 11 
convenience for patients, and 2) decreased need to utilize petroleum-powered vehicles for 12 
patients’ and doctors’ transit from their homes to physicians’ offices; and  13 
 14 
Whereas, for mobility-challenged patients telemedicine links offer an increased level of 15 
convenience; and  16 
 17 
Whereas, American Medical Association Policy D-135.966, “Declaring Climate Change a Public 18 
Health Crisis”, states that a goal for America’s health care sector is to decrease its greenhouse 19 
gas emissions by 50% by 2030, and to achieve “carbon neutrality” by 2050; and  20 
 21 
Whereas, under Medicare, through December 31, 2024, Medicare will reimburse physicians for 22 
charges that accrue for the provision of medical care to patients via telehealth services; and 23 
 24 
Whereas, the remission of the COVID pandemic has enabled much medical care to again be 25 
provided in “brick and mortar” offices, which makes it imperative that reimbursement rates for 26 
office-based care should be greater than reimbursement rates for telemedicine-based care, due 27 
to the greater overhead expenses associated with office-based care; and 28 
 29 
Whereas, to extend indefinitely the policy of reimbursement to physicians for services provided via 30 
telemedicine links (at rates lower than provided for office-based care) would be salutatory toward 31 
patient convenience and toward reducing the greenhouse gas emissions attributable to the 32 
healthcare sector, a previously-established goal of our AMA via its Policy D-135.9661; therefore 33 
be it 34 
 35 
RESOLVED, that our American Medical Association support removal of the December 31, 2024 36 
“sunset” date currently set for Medicare to cease reimbursement for services provided via 37 
telemedicine, such that reimbursement of medical services provided by telemedicine be 38 
continued indefinitely into the future, consistent with what would be determined by the Relative 39 
Value Update Committee (“RUC”). (New HOD Policy) 40 
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Fiscal Note: Minimal - less than $1,000 
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Resolution: 228  
(A-24) 

 
Introduced by: Missouri  
 
Subject: Waiver of Due Process Clauses 
 
Referred to: Reference Committee B 
 
 
Whereas, the right to and access to due process protections is a fundamental right enjoyed by all 1 
employed Americans, unless specifically waived by the employee; and 2 
 3 
Whereas, approximately half of all physicians are employed by employers that are not local, 4 
physician-owned groups; and 5 
 6 
Whereas, many employment agreements offered to such employed physicians contain “Waiver 7 
of Due Process” clauses, which the non-physician employer has inserted to nullify the physician-8 
employee’s due process rights; and  9 
 10 
Whereas, by working at the patient care interface, physicians are uniquely situated to detect 11 
threats to patients’ health and well-being that have not been recognized or acknowledged by 12 
members of hospitals’ administrations; and  13 
 14 
Whereas, hospital administrators have occasionally retaliated against physicians who have 15 
reported threats to patient or hospital worker safety in a manner that adversely impacts the 16 
physician’s employment security, income stream and access to ongoing opportunities to provide 17 
patient care, especially after within-organization reporting has failed to result in the employer 18 
addressing or resolving those threats; and  19 
 20 
Whereas, due process protections are thus essential for physicians, because they are duty-21 
bound to advocate for the best interest of patients and co-workers, without fear of adverse job 22 
actions on the part of their employer; and  23 
 24 
Whereas, federal legislation proposing to ban waiver of due process provisions in the 25 
employment contracts of some physicians was introduced in the 116th Congress of the United 26 
States of America, the “ER Hero and Patient Safety Act”, also known as HR 69102, a proposed 27 
law that was not enacted; and  28 
 29 
Whereas, the AMA House of Delegates adopted Resolution I-205-2022, advocating that our 30 
AMA work for the abolition of waiver of due process clauses in physicians’ employment 31 
agreements; and  32 
 33 
Whereas, the AMA has since developed model state legislation on this topic, yet has not 34 
developed model federal legislation regarding this matter as had been envisioned within the “ER 35 
Hero and Patient Safety Act”; therefore be it 36 
 37 
RESOLVED, that our American Medical Association advocate that waiver of due process 38 
clauses be eliminated from all employment agreements between employed physicians and their 39 
non-physician employers, and be declared unenforceable in physicians’ previously-executed 40 
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employment agreements between physicians and their non-physician employers that currently 1 
exist (Directive to Take Action); and be it further 2 
 3 
RESOLVED, that our AMA will engage in advocacy for adoption of such legislation at the 4 
federal level. (Directive to Take Action)5 

6 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/16/2024 
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Resolution:  229 
(A-24) 

 
Introduced by: Illinois  
 
Subject: Opposition to Legalization of Psilocybin 
 
Referred to: Reference Committee B 
 
 
Whereas, the effects of psilocybin, psilocin, baeocystin, norbaeocystin, and indole alkaloids 1 
similar to LSD (d-lysergic acid) are primarily central (hallucinogenic) but there are some 2 
peripheral effects, probably through the serotonin-norepinephrine pathways similar to 3 
bufotenine; and  4 
 5 
Whereas, according to the Drug Enforcement Administration (DEA), “The physical effects 6 
include: nausea, vomiting, muscle weakness, and lack of coordination. The psychological 7 
consequences of psilocybin use include hallucinations and an inability to discern fantasy from 8 
reality. Panic reactions and a psychotic-like episode also may occur, particularly if a user 9 
ingests a high dose.” (https://www.dea.gov/factsheets/psilocybin); and  10 
 11 
Whereas, mild to moderate effects of hallucinogenic mushrooms include dilated pupils 12 
(develops in over 90% of cases), confusion, vertigo, drowsiness, nausea, vomiting, tachycardia, 13 
and mild hypertension. Psychotropic effects include sense of exhilaration, hallucinations 14 
including vivid bright colors and shapes, euphoria, distortion of sense of time, dysesthesias, 15 
anxiety, perceptual distortions (may result in either a pleasant or apprehensive mood; "good" or 16 
"bad" trip), and impaired judgement. Although hallucinations usually do not persist after 4 to 5 17 
hours, prolonged hallucinations persisting for up to 4 days have rarely been reported. Flashback 18 
phenomena have occurred from 2 weeks to 8 months after ingestion; and 19 
 20 
Whereas, severe toxic physical effects include: muscular weakness, increased deep tendon 21 
reflexes, fever (particularly in children), flushing (primarily face and upper trunk), tachycardia, 22 
hypertension, ataxia, paresthesias, seizures (more common in children), rhabdomyolysis (very 23 
rarely), renal failure, or cardiopulmonary arrest. Intravenous injection of mushroom extract can 24 
cause fever, hypoxia, or mild methemoglobinemia. Severe psychotropic effects include: mood 25 
alterations, acute psychosis, panic reactions, and powerful distortions of space and time; and  26 
 27 
Whereas, psilocybin can induce complex changes at various levels of the brain which lead to 28 
altered states of consciousness; and  29 
 30 
Whereas, there is little correlation between the quantity ingested and clinical effects. One to four 31 
large Psilocybes (10 to 30 grams fresh weight) may yield 5 to 15 mg of psilocybin, and produce 32 
hallucinations. A dose of 12 mg or more of psilocybin can produce vivid hallucinations; and  33 
 34 
Whereas, Psilocybin or it’s related substances should not be used in any safety sensitive 35 
position in that impairment is likely to occur; and  36 
 37 
Whereas, quality control (for dose confirmation and contaminant detection) is difficult to obtain 38 
for a fungal based product; and   39 

https://www.dea.gov/factsheets/psilocybin
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Whereas, Psilocybin is not detected with usual toxicological screening methods and blood/urine 1 
concentrations of the active ingredient (Psilocin or 4-hydroxy-dimethyltryptamine; 4-OH-DMT) is 2 
not possible for the clinical application (requiring at least one-week turnaround from most 3 
reference labs (https://www.nmslabs.com/tests?test=psilocybin); and  4 
 5 
Whereas, therapeutic drug monitoring, dose titration to effects and prediction of toxic sequelae 6 
is not possible with Psilocybin; therefore be it  7 
 8 
RESOLVED, that our American Medical Association oppose any legislative efforts relatable to 9 
legalization of Psilocybin/Psilocin or its related substances use. (New HOD Policy) 10 
 
Fiscal Note:  Minimal - less than $1,000 
 
Received: 4/24/2024 
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Resolution: 230  
(A-24) 

 
Introduced by: American Academy of Dermatology, American Society for Dermatologic 

Surgery Association,  American Contact Dermatitis Society and American 
College of Mohs Surgery 

 
Subject: Protecting Patients from Inappropriate Dentist and Dental Hygienist Scope of 

Practice Expansion 
 
Referred to: Reference Committee B 
 
 
Whereas, procedures performed by any means, methods, devices, or instruments that can alter 1 
or cause biologic change or damage the skin and subcutaneous tissue constitute the practice of 2 
medicine and surgery; and 3 
 4 
Whereas, there are increased legislative and regulatory efforts to allow dentists and dental 5 
hygienists to administer neurotoxins and dermal fillers for therapeutic or cosmetic purposes 6 
without physician supervision; and 7 
 8 
Whereas, in order to ensure patient safety, administration of neurotoxins and dermal fillers 9 
requires supervision by a trained physician, education, training, specific knowledge of facial 10 
anatomy (particularly in the periocular region), and the ability to manage complications that may 11 
arise; and 12 
 13 
Whereas, the focus of dental education is on oral health, rather than the skin and facial tissue; 14 
and  15 
 16 
Whereas, dentists and dental hygienists are not required to demonstrate competency in 17 
procedures that augment skin and soft tissues using products that can alter or damage such 18 
living tissue; and 19 
 20 
Whereas, the American Dental Association and the American Dental Hygienist Association are 21 
silent on the issue of dentists and dental hygienists performing medical procedures related to 22 
fillers and neurotoxins; and 23 
 24 
Whereas, in 2023 the Food and Drug Administration (FDA) updated consumer guidance to state 25 
that anyone considering a neurotoxin or dermal filler should consult with a licensed health care 26 
provider who has experience in the fields of dermatology or plastic surgery, who is experienced 27 
in injecting dermal fillers, who is knowledgeable about fillers, anatomy and managing 28 
complications, and who knows the risks and benefits of treatment3; and 29 
 30 
Whereas, preventing and treating adverse events of injectable fillers requires the development 31 
of evidence-based clinical practice guidelines to support decision-making in daily practice and 32 
knowledge of vascular anatomy is crucial for all filler injections4; and  33 
 34 
Whereas, intravascular injection is possible at any location on the face, but certain locations 35 
carry a higher risk of filler embolization, necrosis, visual abnormalities, blindness and stroke5; 36 
and 37 
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Whereas, allowing dentists and dental hygienists to administer neurotoxins and dermal fillers for 1 
therapeutic or cosmetic purposes jeopardizes patient safety and disregards what is considered 2 
adequate and appropriate medical education and training; therefore be it 3 
 4 
RESOLVED, that our American Medical Association advocacy efforts recognize the threat 5 
posed to patient safety when dentists and dental hygienists are authorized to practice medicine 6 
and administer procedures outside their level of education and training (New HOD Policy); and 7 
be it further  8 
 9 
RESOLVED, that our AMA actively oppose regulatory and legislative efforts authorizing dentists 10 
and dental hygienists to practice outside their level of education and training. (Directive to Take 11 
Action) 12 
 
Fiscal Note: Modest - between $1,000 - $5,000   
 
Received: 4/24/2024 
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RELEVANT AMA POLICY 
D-35.983 Addressing Safety and Regulation in Medical Spas  
Our AMA will: (1) advocate for state regulation to ensure that cosmetic medical procedures, whether 
performed in medical spas or in more traditional medical settings, have the same safeguards as 
"medically necessary" procedures, including those which require appropriate training, supervision and 
oversight; (2) advocate that cosmetic medical procedures, such as botulinum toxin injections, dermal filler 
injections, and laser and intense pulsed light procedures, be considered the practice of medicine; (3) take 
steps to increase the public awareness about the dangers of those medical spas which do not adhere to 
patient safety standards by encouraging the creation of formal complaint procedures and accountability 
measures in order to increase transparency; and (4) continue to evaluate the evolving issues related to 
medical spas, in conjunction with interested state and medical specialty societies. (Res. 209, I-11; 
Reaffirmed: BOT Rep. 7, A-21) 
 
D-160.995 Physician and Nonphysician Licensure and Scope of Practice  
1. Our AMA will: (a) continue to support the activities of the Advocacy Resource Center in providing 
advice and assistance to specialty and state medical societies concerning scope of practice issues to 
include the collection, summarization and wide dissemination of data on the training and the scope of 
practice of physicians (MDs and DOs) and nonphysician groups and that our AMA make these issues a 
legislative/advocacy priority; (b) endorse current and future funding of research to identify the most cost 
effective, high-quality methods to deliver care to patients, including methods of multidisciplinary care; and 
(c) review and report to the House of Delegates on a periodic basis on such data that may become 
available in the future on the quality of care provided by physician and nonphysician groups. 
2. Our AMA will: (a) continue to work with relevant stakeholders to recognize physician training and 
education and patient safety concerns, and produce advocacy tools and materials for state level 
advocates to use in scope of practice discussions with legislatures, including but not limited to 
infographics, interactive maps, scientific overviews, geographic comparisons, and educational 
experience; (b) advocate for the inclusion of non-physician scope of practice characteristics in various 



Resolution: 230  (A-24) 
Page 3 of 3 

 
 
analyses of practice location attributes and desirability; (c) advocate for the inclusion of scope of practice 
expansion into measurements of physician well-being; and (d) study the impact of scope of practice 
expansion on medical student choice of specialty. 
3. Our AMA will consider all available legal, regulatory, and legislative options to oppose state board 
decisions that increase non-physician health care provider scope of practice beyond legislative statute or 
regulation. (CME Rep. 1, I-00; Reaffirmed: CME Rep. 2, A-10; Modified: CCB/CLRPD Rep. 2, A-14; 
Appended: Res. 251, A-18; Appended: Res. 222, I-19) 
 
H-160.949 Practicing Medicine by Non-Physicians  
Our AMA: (1) urges all people, including physicians and patients, to consider the consequences of any 
health care plan that places any patient care at risk by substitution of a non-physician in the diagnosis, 
treatment, education, direction and medical procedures where clear-cut documentation of assured quality 
has not been carried out, and where such alters the traditional pattern of practice in which the physician 
directs and supervises the care given; 
(2) continues to work with constituent societies to educate the public regarding the differences in the 
scopes of practice and education of physicians and non-physician health care workers; 
(3) continues to actively oppose legislation allowing non-physician groups to engage in the practice of 
medicine without physician (MD, DO) training or appropriate physician (MD, DO) supervision; 
(4) continues to encourage state medical societies to oppose state legislation allowing non-physician 
groups to engage in the practice of medicine without physician (MD, DO) training or appropriate physician 
(MD, DO) supervision; 
(5) through legislative and regulatory efforts, vigorously support and advocate for the requirement of 
appropriate physician supervision of non-physician clinical staff in all areas of medicine; and 
(6) opposes special licensing pathways for “assistant physicians” (i.e., those who are not currently 
enrolled in an Accreditation Council for Graduate Medical Education training program or have not 
completed at least one year of accredited graduate medical education in the U.S). (Res. 317, I-94; 
Modified by Res. 501, A-97; Appended: Res. 321, I-98; Reaffirmation A-99; Appended: Res. 240, 
Reaffirmed: Res. 708 and Reaffirmation A-00; Reaffirmed: CME Rep. 1, I-00; Reaffirmed: CMS Rep. 6, A-
10; Reaffirmed: Res. 208, I-10; Reaffirmed: Res. 224, A-11; Reaffirmed: BOT Rep. 9, I-11; Reaffirmed: 
Res. 107, A-14; Appended: Res. 324, A-14; Modified: CME Rep. 2, A-21) 
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Resolution: 231 
(A-24) 

 
Introduced by: American College of Medical Genetics and Genomics 
 
Subject: Supporting the Establishment of Rare Disease Advisory Councils 
 
Referred to: Reference Committee B 
 
 
Whereas, a rare disease is defined as a disease or condition that impacts fewer than 200,000 1 
people in the United States1; and 2 
 3 
Whereas, given the current estimate for the number of known rare diseases is more than 4 
10,000, the rare disease population comprises of more than 30 million people in the United 5 
States2; and 6 
 7 
Whereas, the economic burden of rare diseases surpasses that of some of the most prevalent 8 
chronic diseases in the United States3; and  9 
 10 
Whereas, rare diseases are often chronic, progressive, and debilitating, and lead to significant 11 
morbidity and mortality4; and  12 
 13 
Whereas, rare disease patients continue to face hurdles with accessing new available 14 
medications due to costs and payor policies, including prior authorizations and denials5; and  15 
 16 
Whereas, patients with rare disorders face other unique challenges in healthcare including 17 
limited access to specialists, the cost-sharing mechanism of prescriptions, insurance coverage 18 
issues without a proper diagnosis, and more5,6; and  19 
 20 
Whereas, rare patients report significantly lower quality of life scores due to facing these hurdles 21 
and experiencing a longer diagnostic journey than typical patients5,6; and  22 
 23 
Whereas, a Rare Disease Advisory Council (RDAC) is an advisory body that informs 24 
policymakers on the issues relevant to the rare community and gives said community a stronger 25 
voice7; and  26 
 27 
Whereas, since 2015, Rare Disease Advisory Councils have been established in 27 states, 28 
leaving many states without advocates for proper rights for rare patients7; and  29 
 30 
Whereas, Rare Disease Advisory Councils have been actively working on state and federal 31 
policies addressing barriers to obtaining proper care for patients with rare diseases such as 32 
Medicaid eligibility, newborn screening processes, coverage of medical nutrition, out-of-pocket 33 
prescription drug costs, reforming step therapy, and more8; and 34 
 35 
Whereas, AMA Policy H 460.880 recognizes the under-treatment and under-diagnosis of 36 
orphan diseases but fails to sufficiently include how to act on this recognition to actively support 37 
rare disease patients and their families; therefore be it  38 
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RESOLVED, that our American Medical Association will support state legislation for the 1 
establishment of Rare Disease Advisory Councils in each state (New HOD Policy). 2 

3 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/24/2024 
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Resolution: 232 
(A-24) 

Introduced by: Association for Clinical Oncology, American College of Rheumatology 

Subject: Medicare Advantage Part B Drug Coverage 

Referred to: Reference Committee B 

Whereas, 66% of Medicare beneficiaries have been diagnosed with at least two chronic 1 
diseases; and 2 

3 
Whereas, the majority of patients enrolled in traditional (fee-for-service) Medicare have 4 
additional coverage that limits their financial exposure to the 20% coinsurance required for Part 5 
B drugs and biologicals; and 6 

7 
Whereas, over half of all Medicare-eligible patients were enrolled in a Medicare Advantage (MA) 8 
plan in 2023; and 9 

10 
Whereas, Medicare patients are increasingly choosing MA plans because many of those plans 11 
have lower premiums and are more affordable for less affluent patients; and 12 

13 
Whereas, more MA plans are listing specialty drugs and biologicals as either non-covered14 
benefits or are covering only 80% of the cost of physician administered drugs and biologicals; 15 
and 16 

17 
Whereas, patients enrolled in MA are prohibited from purchasing Medigap policies; and 18 

19 
Whereas, less affluent patients may not be able to afford the remaining 20% coinsurance for 20 
essential drugs and biologicals required by most MA plans, potentially leading to disparities in 21 
health outcomes; and 22 

23 
Whereas, prior to a chronic disease diagnosis, patients enrolling in MA can have no knowledge 24 
of which expensive drugs and biologicals they may require and, further, that those drugs and 25 
biologicals may be designated as non-covered by the plan or require a 20% coinsurance 26 
payment; and 27 

28 
Whereas, when a patient enrolled in MA is diagnosed with a chronic disease where costly 29 
physician-administered drugs and biologicals are necessary, they cannot revert to traditional 30 
(fee-for-service) Medicare or purchase a Medigap policy; therefore be it 31 

32 
RESOLVED, that our American Medical Association will advocate with Congress, through the 33 
appropriate oversight committees, and with the Centers for Medicare & Medicaid Services 34 
(CMS) to require that Medicare Advantage (MA) plans cover physician-administered drugs and 35 
biologicals in such a way that the patient out of pocket cost is the same or less than the amount 36 
that a patient with traditional Medicare plus a Medigap plan would pay. (Directive to Take Action)  37 

Fiscal Note: Moderate - between $5,000 - $10,000 

Received: 4/24/2024 
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RELEVANT AMA POLICY 

Medicare Advantage Policies H-330.878 
1. Our AMA supports that Medicare Advantage plans must provide enrollees with coverage for, at a 
minimum, all Part A and Part B original Medicare services, if the enrollee is entitled to benefits under both 
parts.
2. Our AMA will advocate: (a) for better enforcement of Medicare Advantage regulations to hold the
Centers for Medicare & Medicaid Services (CMS) accountable for presenting transparency of minimum
standards and to determine if those standards are being met for physicians and their patients; (b) that
Medicare Advantage plans be required to post all components of Medicare covered and not covered in all
plans across the US on their website along with the additional benefits provided; and (c) that CMS
maintain a publicly available database of physicians in network under Medicare Advantage and the status
of each of these physicians in regard to accepting new patients in a manner least burdensome to
physicians.

Deemed Participation and Misleading Marketing by Medicare Advantage Private Fee for Service 
Plans D-330.930 
Our AMA will continue its efforts to educate physicians and the general public on the implications of 
participating in programs offered under Medicare Advantage and educate physicians and the public about 
the lack of secondary coverage (Medigap policies) with Medicare Advantage plans and how this may 
affect enrollees. 

Transparency of Costs to Patients for Their Prescription Medications Under Medicare Part D and 
Medicare Advantage Plans H-330.870 
Our AMA will: (1) advocate for provision of transparent print and audio/video patient educational 
resources to patients and families in multiple languages from health care systems and from Medicare - 
directly accessible - by consumers and families, explaining clearly the different benefits, as well as the 
varied, programmatic and other out-of-pocket costs for their medications under Medicare, Medicare 
Supplemental and Medicare Advantage plans; (2) advocate for printed and audio/video patient 
educational resources regarding personal costs, changes in benefits and provider panels that may be 
incurred when switching (voluntarily or otherwise) between Medicare, Medical Supplemental and 
Medicare Advantage or other plans, including additional information regarding federal and state health 
insurance assistance programs that patients and consumers could access directly; and (3) advocate for 
increased funding for federal and state health insurance assistance programs and educate physicians, 
hospitals, and patients about the availability of and access to such programs. 

Medicare Cost-Sharing D-330.951  
Our AMA will urge the Centers for Medicare and Medicaid Services to require companies that participate 
in the Medicare Advantage program to provide enrollees and potential enrollees timely information in a 
comparable, standardized, and clearly-written format that details enrollment restrictions, as well as all 
coverage restrictions and beneficiary cost-sharing requirements for all services.   
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Resolution: 233  
(A-24) 

 
Introduced by: Association for Clinical Oncology, American College of Rheumatology 
 
Subject: Prohibiting Mandatory White Bagging   
 
Referred to: Reference Committee B 
 
 
Whereas, many health insurers and pharmacy benefit managers (PBMs) have adopted policies 1 
that condition coverage of a clinician-administered drug, such as an IV infusion, on the drug 2 
being dispensed from a PBM-affiliated mail order pharmacy; and 3 
 4 
Whereas, this practice is commonly referred to as “white bagging”; and 5 
 6 
Whereas, mandatory white bagging policies exclude payment for medically necessary drugs 7 
from any health care provider that is not under common ownership with the insurer or PBM, 8 
including in-network pharmacies; and  9 
 10 
Whereas, drugs commonly subject to mandatory white bagging policies are often needed to 11 
treat the most vulnerable patient populations with complex treatment plans who require efficient 12 
and timely delivery of clinician-administered drugs for successful outcomes; and 13 
 14 
Whereas, white bagging requires each individual patient-specific treatment dose to be shipped 15 
in a separate parcel, via common carrier, to the administering provider, even if the administering 16 
provider already has the drug in stock and available for administration; and 17 
 18 
Whereas, shipments from specialty pharmacies can be delayed and are difficult for providers to 19 
track; and  20 
 21 
Whereas, if a patient’s clinical status changes from when the medication was ordered, the 22 
adjusted medication must be re-ordered from the third-party pharmacy, which can result in 23 
increases in canceled appointments, days to initiation of therapy, and frequency of past-due 24 
administrations; and  25 
 26 
Whereas, day-of treatment changes lead to drug waste when an unused portion of the drug 27 
cannot be used for another patient, and practices and hospitals must then discard the unused 28 
portion of highly toxic drugs according to state and federal safety standards, creating additional 29 
administrative burden; and  30 
 31 
Whereas, providers have no control over the shipping process, limiting their ability to prevent 32 
improper storage or mishandling of white bagged drugs; and  33 
 34 
Whereas, a 2023 analysis found that, on average, bagging increased oncology patients’ out-of-35 
pocket costs by $180 per month, or $2,160 per year; and  36 
 37 
Whereas, since 2021, eight states have prohibited the use of payer-mandated white bagging; 38 
therefore be it  39 
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RESOLVED, that our American Medical Association urge state and federal policymakers to 1 
enact legislation to prohibit the mandatory use of white bagging (Directive to Take Action).  2 

3 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/24/2024 
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RELEVANT AMA POLICY 
 
Medication Brown Bagging H-100.951 
1. Our AMA affirms that decisions to accept or refuse "brown bagged" (patient-acquired, physician-
administered) pharmaceuticals be made only by physicians responsible for administering these 
medications. 
2. Our AMA affirms that "brown bagged" pharmaceuticals be accepted for in-office or hospital 
administration only after the physician responsible for administering these medications determines that 
the individual patient, or his or her agent, is fully capable of safely handling and transporting the 
medication. 
3. Our AMA will work with interested national medical specialty societies and state medical associations 
to oppose third party payer policies and legislative and regulatory actions that require patients to utilize 
"brown bagging" to ensure coverage of office-administered medications. 
4. Our AMA will work with interested national medical specialty societies and state medical associations 
to oppose third party payer policies that reimburse office-administered drug costs at less than the 
provider's cost of acquiring the drug if the provider does not accept "brown bagging."   
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Resolution: 234 
(A-24) 

Introduced by: Association for Clinical Oncology, American Academy of Dermatology 
Association, American College of Mohs Surgery, American Contact 
Dermatitis Society, American College of Rheumatology 

Subject: State Prescription Drug Affordability Boards - Study  

Referred to: Reference Committee B 

Whereas, in an effort to control high prescription drug costs, states are increasingly considering 1 
prescription drug affordability boards (PDABs); and 2 

3 
Whereas, PDABs in Colorado, Maryland and Minnesota have the authority to set upper4 
payment limits (UPLs) for certain high-cost medications; and5 

6 
Whereas, a UPL is the maximum reimbursement rate above which purchasers throughout the 7 
state may not pay for prescription drug products; and8 

9 
Whereas, Medicare pays most separately payable Part-B covered drugs and biologics at a rate 10 
of the drug’s average sales price plus 6%; and 11 

12 
Whereas, the 6% add-on payment for Medicare Part B drugs is intended to cover expenses13 
associated with administering drugs in-office, including storage and handling; and 14 

15 
Whereas, similar to the concept of an upper payment limit, the Inflation Reduction Act (IRA)16 
establishes a “maximum fair price” for a negotiated drug; and17 

18 
Whereas, under the IRA, Medicare’s payment to providers for Part B drugs with negotiated 19 
prices will be at 106% of the maximum fair price; and20 

21 
Whereas, reimbursement for physician administered drugs can be up to 125% of a drug’s 22 
average sales price in the private insurance market; and 23 

24 
Whereas, state PDAB legislation that includes UPL authority often lacks language that would 25 
allow physicians to seek reimbursement for storage and handling of a physician-administered 26 
drug subject to a UPL; therefore be it 27 

28 
RESOLVED, that our American Medical Association conduct a study to determine how upper 29 
payment limits (UPLs) established by state prescription drug affordability boards (PDABs) will 30 
impact reimbursement for physician-administered drugs and what impact state UPLs will have 31 
on patient access to care (Directive to Take Action); and be it further 32 

33 
RESOLVED, that our AMA report the results of the study on UPLs to the House of Delegates at 34 
A-25. (Directive to Take Action)35 

36 

Fiscal Note: Modest - between $1,000 - $5,000 

Received: 4/24/2024 
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RELEVANT AMA POLICY 

Reducing Prescription Drug Prices D-110.993 
Our AMA will (1) continue to meet with the Pharmaceutical Research and Manufacturers of America to 
engage in effective dialogue that urges the pharmaceutical industry to exercise reasonable restraint in 
the pricing of drugs; and (2) encourage state medical associations and others that are interested in 
pharmaceutical bulk purchasing alliances, pharmaceutical assistance and drug discount programs, and
other related pharmaceutical pricing legislation, to contact the National Conference of State Legislatures,
which maintains a comprehensive database on all such programs and legislation.

Medicare Part B Competitive Acquisition Program (CAP) H-110.983
Our AMA will advocate that any revised Medicare Part B Competitive Acquisition Program meet the 
following standards to improve the value of the program by lowering the cost of drugs without 
undermining quality of care: 
(1) it must be genuinely voluntary and not penalize practices that choose not to participate;
(2) it should provide supplemental payments to reimburse for costs associated with special handling and
storage for Part B drugs;
(3) it must not reduce reimbursement for services related to provision/administration of Part B drugs,
and reimbursement should be indexed to an appropriate healthcare inflation rate;
(4) it should permit flexibility such as allowing for variation in orders that may occur on the day of
treatment, and allow for the use of CAP-acquired drugs at multiple office locations;
(5) it should allow practices to choose from multiple vendors to ensure competition, and should also
ensure that vendors meet appropriate safety and quality standards;
(6) it should include robust and comprehensive patient protections which include preventing delays in 
treatment, helping patients find assistance or alternative payment arrangements if they cannot meet the 
cost-sharing responsibility, and vendors should bear the risk of non-payment of patient copayments in a 
way that does not penalize the physician;
(7) it should not allow vendors to restrict patient access using utilization management policies such as
step therapy; and
(8) it should not force disruption of current systems which have evolved to ensure patient access to
necessary medications.
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Resolution: 235 
(A-24) 

Introduced by: New Jersey 

Subject: Establish a Cyber-Security Relief Fund 

Referred to: Reference Committee B 

Whereas, Cyber-attacks are becoming frequent and that they will continue to escalate and 1 
become more complex; and 2 

3 
Whereas, the recent cyber-attack on “Optum” resulted in thousands of Physician payments to 4 
be withheld for several weeks or months resulting in devastating consequences to the several 5 
thousand families because of inability to meet the payroll of the physicians and their employees; 6 
and 7 

8 
Whereas, the financial impact is global, affecting private practicing Physicians, Medical groups, 9 
and healthcare systems; and 10 

11 
Whereas, United Healthcare’s full year 2023 earnings from operations were $32.4 billion; 12 
therefore be it 13 

14 
RESOLVED, that our American Medical Association, through appropriate channels, advocate 15 
for a ‘Cyber Security Relief Fund” to be established by Congress (Directive to Take Action); and 16 
be it further 17 

18 
RESOLVED, that the “Cyber Security Relief Fund” be funded through contributions from health 19 
insurance companies and all payers - as a mandated requirement by each of the payer 20 
(Directive to Take Action); and be it further 21 

22 
RESOLVED, that the “Cyber Security Relief Fund” only be utilized for ‘uninterrupted’ payments 23 
to all providers- in a structured way, in the event of future cyber-attacks affecting payments. 24 
(Directive to Take Action) 25 

Fiscal Note: Moderate - between $5,000 - $10,000 

Received: 5/3/2024 
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Resolution: 236  
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Introduced by: Delaware 
 
Subject: Support of Physicians Pursuing Collective Bargaining and Unionization 
 
Referred to: Reference Committee B 
 
 
Whereas, the American Medical Association supports physicians’ entitlement to engage in 1 
collective bargaining, and it is AMA policy to advocate for broadening the scope of eligibility for 2 
this right under federal law, thereby expanding the number of physicians eligible to join unions1; 3 
and 4 
 5 
Whereas, the AMA highlights that bargaining units consisting solely of physicians are presumed 6 
appropriate,1 a recommendation that aligns with the acknowledgment of physicians’ unique 7 
skills, distinct expertise, and ethical and professional obligations; and 8 
 9 
Whereas, in 1999 the AMA provided financial support for the establishment of a national labor 10 
organization, the Physicians for Responsible Negotiation (PRN), under the National Labor 11 
Relations Board (NLRB), an initiative aimed to support the development and operation of local 12 
physician negotiating units as an option for employed physicians and physicians in-training, but 13 
due to limited participation from physicians, the AMA withdrew this support in 20041; and  14 
 15 
Whereas, since 2004, the number of physicians belonging to unions in the United States has 16 
reportedly surged, with a notable 26% increase from 2014 to 2019 reaching a total of 67,673 17 
physicians that were union members1; and  18 
 19 
Whereas, the percentage of physicians in the United States now employed by hospitals, health 20 
systems, or corporate entities has seen a substantial rise, reaching 73.9% as of January 2022, 21 
compared to 47.4% in 2018, and the acquisition of physician practices by hospitals and 22 
corporate entities escalated between 2019-2022 during the pandemic2,3; and  23 
 24 
Whereas, the shift from a workforce of independent professional physicians to one composed of 25 
employed physicians fundamentally alters the dynamics among hospitals, health systems, 26 
corporate entities and physicians, with a risk of adversely affecting the conditions under which 27 
care is delivered and quality of care provided,4 consequently altering the physician-patient 28 
relationship; and  29 
 30 
Whereas, major hospitals, health care systems, and other corporate entities that employ 31 
physicians may restrict employment options available to these professionals in a market largely 32 
influenced by their employer or where covenants not to compete may further contribute to an 33 
employer’s bargaining advantage1; and  34 
 35 
Whereas, the increasing corporatization of medicine, encompassing private equity involvement 36 
in health care, raises concerns about alignment of incentives, costs, impacts on physician 37 
wellness, and subsequent downstream effects on patients5,6; and   38 
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Whereas, in recent years, there has been a rise in physician burnout, exacerbated by the 1 
COVID-19 pandemic, primarily stemming from the excessive time dedicated to electronic health 2 
record documentation, bureaucratic administrative duties, and moral distress arising from a 3 
misalignment between physicians’ values and the incentivized actions dictated by the health 4 
care system7-11; and  5 
 6 
Whereas, as physicians increasingly transition to employment, there’s a trend toward 7 
standardization of work schedules, time of appointments, and other aspects of work conditions. 8 
Studies indicate that burnout is directly impacted by a lack of control over work conditions and 9 
that granting more autonomy can mitigate stress and burnout, and even reduce cardiovascular 10 
risk12; and  11 
 12 
Whereas, physicians encounter significant power differentials when negotiating with hospital 13 
systems as employers and may lack sufficient influence without collective bargaining to 14 
counterbalance the dynamic1; and  15 
 16 
Whereas, collective bargaining serves as an effective mechanism for safeguarding patient care 17 
safety standards, enhancing work conditions, securing fair compensation and job stability, and 18 
establishing a structured process for addressing grievances; and  19 
 20 
Whereas, unionization is linked with enhanced wages and benefits, as well as diminished 21 
disparities in compensation for minority groups13; and  22 
 23 
Whereas, in 2022, the National Labor Relations Board concluded that employed physicians are 24 
not in a supervisory role simply by virtue of their position in the organization and, therefore, may 25 
be eligible to unionize14; and  26 
 27 
Whereas, collective bargaining and unionization do not necessarily require resorting to strikes. 28 
For example, first responder unions often utilize binding arbitration as an alternative tactic. 29 
Other potential strategies may include work slowdowns, picketing, mass resignation, 30 
whistleblowing to regulatory and accrediting bodies, boycotting administrative tasks, and 31 
suspending billing activities, among other options; therefore be it 32 
 33 
RESOLVED, that our American Medical Association investigate avenues for the AMA and other 34 
physician associations to aid physicians in initiating and navigating collective bargaining efforts, 35 
encompassing but not limited to unionization. (Directive to Take Action) 36 

37 
Fiscal Note: $43,308: Consult experts and coordinate with medical societies to identify and 
communicate ways to aid physicians in  collective bargaining efforts. 
 
Received: 5/3/2024 
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RELEVANT AMA POLICY 
 
D-383.977 Investigation into Residents, Fellows, and Physician Unions  
Our AMA will study the risks and benefits of collective bargaining for physicians and physicians-in-training 
in today’s health care environment. [Res. 606, A-19] 
 
D-383.988 Collective Bargaining and the Definition of Supervisors  
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. 
[BOT Action in response to referred for decision Res. 248, A-01; Modified: BOT Rep. 22, A-11; 
Reaffirmed: Res. 206, A-19] 
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 (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. 
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H-385.946 Collective Bargaining for Physicians 
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. [Res. 239, A-97; Reaffirmation I-98; 
Reaffirmation A-01; Reaffirmation A-05; Reaffirmation A-06; Reaffirmation A-08; Reaffirmation I-10; 
Reaffirmed: Res. 206, A-19] 
 
H-383.998 Resident Physicians, Unions and Organized Labor  
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. [CME Rep. 7, A-00; Reaffirmed: CME Rep. 2, A-10; Modified: Speakers Rep. 01, A-17; 
Reaffirmed: BOT Rep. 13, A-19] 
 
H-385.976 Physician Collective Bargaining  
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. 
 
[BOT Rep. P, I-88; Modified: Sunset Report, I-98; Reaffirmation A-00; Reaffirmation I-00; Reaffirmation A-
01; Reaffirmation I-03; Reaffirmation A-04; Reaffirmed in lieu of Res. 105, A-04; Reaffirmation A-05; 
Reaffirmation A-06; Reaffirmation A-08; Reaffirmed: BOT Rep. 17, A-09; Reaffirmation I-10; Reaffirmed: 
Sub. Res. 222, I-10; Reaffirmed: Res. 215, A-11; Reaffirmed: BOT action in response to referred for 
decision Res. 201, I-12; Reaffirmed: Res. 206, A-19] 
 
H-383.988 Physicians' Ability to Negotiate and Undergo Practice Consolidation 
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. [Res. 229, A-12; 
Reaffirmed: Res. 206, A-19] 
 
AMA Code of Medical Ethics 
1.2.10 Political Action by Physicians 
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. 
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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. 

AMA Principles of Medical Ethics: I,III,VI 
 
The Opinions in this chapter are offered as ethics guidance for physicians and are not intended to 
establish standards of clinical practice or rules of law. 
[Issued: 2016] 
 

https://www.ama-assn.org/sites/default/files/media-browser/principles-of-medical-ethics.pdf
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Resolution: 237  
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Introduced by: American College of Preventive Medicine 
 
Subject: Encouraging the Passage of the Preventive Health Savings Act (S.114) 
 
Referred to: Reference Committee B 
 
 
Whereas, the Congressional Budget Office (CBO) was established in 1974 to provide objective, 1 
nonpartisan information to support the U.S. budget process and aid Congress in making 2 
effective budget and economic policy1; and  3 
 4 
Whereas, the CBO is directed to estimate and project the cost of legislation approved by 5 
Congressional committees for a specified period of time, usually 10 years2; and  6 
 7 
Whereas, the CBO estimates the United States Federal Budget deficit will increase substantially 8 
over the next 30 years3; and  9 
 10 
Whereas, the CBO is evaluating the economic impact of legislation pertaining to roles of health 11 
behaviors and preventive measures beyond the 10-year budget window in specific cases4; and  12 
 13 
Whereas, the 118th House of Representatives has passed legislation in a bipartisan vote to 14 
direct the CBO to expand the scoring window to estimate the budgetary effects of legislation 15 
related to preventive health care services up to a 30-year period5; and 16 
 17 
Whereas, expanding the CBO scoring window to estimate the budgetary effects over a 30-year 18 
period of legislation related to preventive health care services would not significantly increase 19 
the cost of generating economic estimates for legislation6; and  20 
 21 
Whereas, the United States spends $4.1 trillion in annual health care expenditure7; and 22 
 23 
Whereas, 70% of the U.S. health care expenditure is spent on the management and treatment 24 
of chronic disease7; and 25 
 26 
Whereas, the American Medical Association encourages the CBO to more comprehensively 27 
measure long-term budget deficit reductions and costs associated with legislation related to the 28 
preventive health services8; therefore be it 29 
 30 
RESOLVED, that our American Medical Association encourages continued advocacy to federal 31 
and state legislatures of the importance of more accurately and effectively measuring the health 32 
and economic impacts of investing in preventive health services to improve health and reduce 33 
healthcare spending costs in the long term. (Directive to Take Action); and be it further 34 
 35 
RESOLVED, that our AMA reaffirm the following policy: D-155.994, “Value-Based Decision 36 
Making in the Health Care System” to encourage legislation and efforts to allow the 37 
Congressional Budget Office to more effectively project long-term budget deficit reductions and 38 
costs associated with legislation related to preventive health services. (Reaffirm HOD Policy)   39 

40 
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RELEVANT AMA POLICY 
 
Value-Based Decision-Making in the Health Care System D-155.994 
1. Our AMA will advocate for third-party payers and purchasers to make cost data available to physicians 
in a useable form at the point of service and decision-making, including the cost of each alternate 
intervention, and the insurance coverage and cost-sharing requirements of the respective patient. 
2. Our AMA encourages efforts by the Congressional Budget Office to more comprehensively measure 
the long-term as well as short-term budget deficit reductions and costs associated with legislation related 
to the prevention of health conditions and effects as a key step in improving and promoting value-based 
decision-making by Congress. [CMS Rep. 7, A-08; Reaffirmed in lieu of Res. 230, I-14; Reaffirmation I-
15] 
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Introduced by:  New York  

Subject:  AMA Supports Efforts to Fund Overdose Prevention Sites 

Referred to:   Reference Committee B 
 

Whereas, the federal “Defund Heroin Injections Centers of 2023” Act prohibits federal funding 1 
for injection sites; and 2 
 3 
Whereas, this Act states: No Federal funds may be used by any Federal agency to operate or 4 
control, or to pay the salaries of officers and employees of such an agency to operate or control, 5 
an injection center in violation of section 416 of the Controlled Substances Act (21 U.S.C. 856; 6 
commonly referred to as the “Crack House Statute”); and 7 
 8 
Whereas, OPS (Overdose Prevention Sites) have been shown to be effective at reducing 9 
overdoses, refer patients for ongoing drug treatment, prevent communicable disease and 10 
decrease health care costs; therefore be it 11 
 12 
RESOLVED, that our American Medical Association support legislation or regulation that would 13 
fund overdose prevention sites. (New HOD Policy) 14 
 
Fiscal Note: Moderate - between $5,000 - $10,000 
 
Received: 5/7/2024 
 
 
REFERENCES 
https://www.congress.gov/117/bills/hr6741/BILLS-117hr6741ih.pdf  
 

https://www.congress.gov/117/bills/hr6741/BILLS-117hr6741ih.pdf


American Medical Association House of Delegates 
 

Resolution: 239 
(A-24)  

 
Introduced by: New York  
 
Subject:  Requiring stores that sell tobacco products to display NYS Quitline 

information  
 
Referred to: Reference Committee B 
 

Whereas, state laws already only allow only certain stores (not pharmacies) to sell to certain 1 
persons (those over age 20) in certain locations (not near schools); and 2 
 3 
Whereas, the states various Tobacco Control Programs allow  Quitline phone number and 4 
website which offers to persons who smoke the ability to get help with stopping by texting, 5 
calling, or chatting; free nicotine patches, gum or lozenges, and other tools for cessation 6 
assistance, therefore be it 7 
 8 
RESVOLVED, that our American Medical Association seek federal legislation and/or regulation 9 
requiring all stores licensed to sell tobacco or nicotine products to display easily visible 10 
information about the CDC hotline 1-800-QUIT-NOW in multiple languages and/or the 11 
information for the corresponding state or territory. (Directive to Take Action) 12 
 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 5/8/2024 
 
 
REFERENCES 
https://www.nysmokefree.com/ 
https://www.health.ny.gov/prevention/tobacco_control/current_policies.htm 
 

https://www.nysmokefree.com/
https://www.health.ny.gov/prevention/tobacco_control/current_policies.htm


American Medical Association House of Delegates 
 

Resolution: 240  
(A-24) 

 
Introduced by:  New York  
 
Subject:  Expanding Visa Requirement Waivers for NY IMGs Working in 

Underserved Areas  
 
Referred to: Reference Committee B 
 
 
Whereas, the most common visa that international medical graduates (IMG) use to participate in 1 
US graduate medical education programs is the J-1 visa1; and 2 
 3 
Whereas, the J-1 visa traditionally requires a mandatory two-year foreign residency after 4 
completion of their graduate medical education , forcing many IMGs who may wish to begin 5 
practice inside the US to undergo a long and painful transition out of the country before 6 
reapplication under a new visa2; and 7 
 8 
Whereas, the Conrad 30 waiver program is a federal exemption to the J-1 visa residency 9 
requirement, which allows up to 30 IMGs per State under a J-1 visa to avoid the two-year 10 
foreign residency requirement after graduation if they practice in a federally designated 11 
medically underserved area or with a medically underserved population3; and 12 
 13 
Whereas, some studies have suggested that US residency-trained IMG physicians may yield 14 
superior patient outcomes relative to their US medical graduate peers6; and 15 
 16 
Whereas, reapproval or expansion of the Conrad 30 waiver program is unlikely to meaningfully 17 
harm the economic competitiveness of native New York physicians or physician practices due to 18 
requirements that waiver recipients be employed by health systems that have been 19 
unsuccessful in attracting US medical graduates to the same position9; and 20 
 21 
Whereas, the Conrad State 30 and Physician Access Reauthorization Act would extend and 22 
expand the Conrad 30 waiver exemption program, allowing for approximately ~50% additional 23 
waivers to be granted on a per-year basis over the next decade11; therefore be it 24 
 25 
RESOLVED, that our American Medical Association supports reauthorization and expansion of 26 
the Conrad-30 J-1 visa waiver program, including permitting reallocation of unused slots to 27 
states that have already used the maximum number of waivers. (New HOD Policy) 28 
 
Fiscal Note: Minimal - less than $1,000 
 
Received: 5/8/2024 
 
 
REFERENCES 
1. https://www.ama-assn.org/education/international-medical-education/immigration-information-international-medical-graduates 
2. https://internationalaffairs.uchicago.edu/twoyearreq 
3. https://bhw.hrsa.gov/workforce-shortage-areas/shortage-designation#mups 
4. https://cbkimmigration.com/health-care-workers/conrad-flex-program/ 
5. https://www.graham-center.org/content/dam/rgc/documents/maps-data-tools/state-collections/workforce-

projections/New%20York.pdf 
6. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9334519/#REF5 
7. https://www.ruralhealthinfo.org/charts/5?state=NY 
8. https://www.ruralhealthinfo.org/charts/7?state=NY 
9. https://www.irvine-legal.com/irvine-articles/2019/10/21/conrad-30-overview-by-state-j-1-waivers-for-physicians 

https://www.graham-center.org/content/dam/rgc/documents/maps-data-tools/state-collections/workforce-projections/New%20York.pdf
https://www.graham-center.org/content/dam/rgc/documents/maps-data-tools/state-collections/workforce-projections/New%20York.pdf
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10. https://www.niskanencenter.org/the-bipartisan-immigration-policy-that-helps-rural-americans-get-access-to-local-physicians/ 
11. https://www.collins.senate.gov/newsroom/collins-klobuchar-rosen-tillis-introduce-bipartisan-legislation-to-build-healthcare-

workforce-in-rural-and-medically-underserved-areas 
12. https://stefanik.house.gov/2024/1/stefanik-helps-introduce-bill-to-address-doctor-shortage 
 

https://www.collins.senate.gov/newsroom/collins-klobuchar-rosen-tillis-introduce-bipartisan-legislation-to-build-healthcare-workforce-in-rural-and-medically-underserved-areas
https://www.collins.senate.gov/newsroom/collins-klobuchar-rosen-tillis-introduce-bipartisan-legislation-to-build-healthcare-workforce-in-rural-and-medically-underserved-areas


AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 241  
(A-24) 

 
Introduced by: New York 
 
Subject: Healthcare Cybersecurity Breaches 
 
Referred to: Reference Committee B 
 
 
Whereas, cybersecurity attacks by malicious criminals on Healthcare entities: Insurers, Health 1 
systems and Medical Practices are becoming more and more common; and 2 
 3 
Whereas, the recent 2024 attack on Change Healthcare website has crippled Healthcare 4 
operations across multiple insurers and threatens the financial viability of thousands of practices 5 
and healthcare systems; and 6 
 7 
Whereas, the timely delivery of healthcare to millions of patients is jeopardized by healthcare 8 
Cybercrime, thus jeopardizing the health and safety of New Yorkers and the US population as a 9 
whole ; making Healthcare Cybercrimes especially heinous and deserving of more vigorous  10 
punishment and prevention efforts than are currently in effect; therefore be it  11 
 12 
RESOLVED, that our American Medical Association advocate for the development of an 13 
adequately funded multidisciplinary task-force including representation of AMA, health insurers, 14 
the FBI and other pertinent stakeholders to prevent future healthcare cyberattacks throughout 15 
the country and to increase the apprehension of cybercriminals who prey on patients and 16 
healthcare entities, and to recommend appropriate penalties for their crimes.  (Directive to Take 17 
Action)18 
 
Fiscal Note: Moderate - between $5,000 - $10,000   
 
Received: 5/8/24 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 242  
(A-24) 

 
Introduced by: Minority Affairs Section 
 
Subject: Cancer Care in Indian Health Services Facilities 
 
Referred to: Reference Committee B 
 
 
Whereas, cancer is the leading cause of death among American Indian and Alaska Native 1 
(AI/AN) persons in the United States (US)1,2; and 2 
 3 
Whereas, AI/AN Tribes and Villages are sovereign governments that have unique needs and 4 
challenges; and 5 
 6 
Whereas, AI/AN patients, as dual citizens of their Tribal Nations and the US, are entitled to the 7 
same rights and privileges of US citizens, including those relating to healthcare (H-350.976 and 8 
H-350.977); and  9 
 10 
Whereas, the Indian Health Service (IHS) was established by Article I, Section 8 of the 11 
Constitution to provide adequate and timely healthcare, in honoring the government-to-12 
government relationship between the United States and these Tribal organizations3,4; and  13 
 14 
Whereas, federal IHS facilities do not offer on-site cancer care or provide payment for cancer 15 
treatment, unlike other federal health programs like the VA, unless funds are available for 16 
referral5,6; and  17 
 18 
Whereas, several Indian Health Service Areas do not have a single comprehensive cancer 19 
care center, increasing the likelihood that AI/AN patients have to obtain care from other public 20 
and private payors and shoulder out-of-pocket costs7; and  21 
 22 
Whereas, funding limitations to the IHS primarily limit health care to direct ambulatory care 23 
services, thus denying access to comprehensive, specialty healthcare services to their patients 24 
(H-350.977); and  25 
 26 
Whereas, many cancers, including liver, stomach, kidney, lung, melanoma, and colorectal 27 
cancer have a significantly higher prevalence among AI/AN persons8; and  28 
 29 
Whereas, for the ten most populated AI/AN reservations, the median travel distance to a 30 
National Cancer Institute (NCI) cancer center is 186.5 miles (range 77.8 - 629 miles), and the 31 
median travel time is 3.37 hours (range 1.32 - 10.42 hours), while 45.2% of the general US 32 
population lives <1 hour from an NCI cancer center9; and  33 
 34 
Whereas, 14% of the US population lives >2 hours from an NCI cancer center, with 37% of 35 
these individuals being identified as AI/AN persons9; and  36 
 37 
Whereas, a study analyzing the effects of distance on cancer treatment outcomes found that 38 
patients who traveled 50 miles or 1+ hour in driving time were associated with a more advanced 39 
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disease at diagnosis, and patients in rural areas were found to be twice as likely to have 1 
unstaged cancer and/or more advanced disease when compared to urban counterparts10; and  2 
 3 
Whereas, counties with poor access to healthcare are known to have statistically lower cancer 4 
screening rates and higher cancer-related mortality rates11; and  5 
 6 
Whereas, oncology patients not first seen at NCI-designated Comprehensive Cancer Care 7 
Centers have worse outcomes, even when adjusting for sociodemographic and clinical factors12; 8 
and  9 
 10 
Whereas, it is unethical to deny appropriate and timely cancer care to American Indian and 11 
Alaska Native patients; therefore be it 12 
 13 
RESOLVED, that our American Medical Association actively advocate for the federal 14 
government to continue enhancing and developing alternative pathways for American Indian 15 
and Alaska Native patients to access the full spectrum of cancer care and cancer-directed 16 
therapies outside of the established Indian Health Service system (Directive to Take Action); 17 
and be it further 18 
 19 
RESOLVED, that our AMA (a) support collaborative research efforts to better understand the 20 
limitations of IHS cancer care, including barriers to access, disparities in treatment outcomes, 21 
and areas for improvement and (b) encourage cancer linkage studies between the IHS and the 22 
CDC to better evaluate regional cancer rates, outcomes, and potential treatment deficiencies 23 
among American Indian and Alaska Native populations. (Directive to Take Action)24 
 
Fiscal Note: Moderate - between $5,000 - $10,000 
 
Received: 5/4/2024 
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RELEVANT AMA Policy 
 
Improving Health Care of American Indians H-350.976 
Our AMA recommends that: (1) All individuals, special interest groups, and levels of government 
recognize the American Indian people as full citizens of the U.S., entitled to the same equal rights 
and privileges as other U.S. citizens. 
(2) The federal government provide sufficient funds to support needed health services for 
American Indians. 
(3) State and local governments give special attention to the health and health-related needs of 
non-reservation American Indians in an effort to improve their quality of life. 
(4) American Indian religions and cultural beliefs be recognized and respected by those 
responsible for planning and providing services in Indian health programs. 
(5) Our AMA recognize the "medicine man" as an integral and culturally necessary individual in 
delivering health care to American Indians. 
(6) Strong emphasis be given to mental health programs for American Indians in an effort to 
reduce the high incidence of alcoholism, homicide, suicide, and accidents. 
(7) A team approach drawing from traditional health providers supplemented by psychiatric social 
workers, health aides, visiting nurses, and health educators be utilized in solving these problems. 
(8) Our AMA continue its liaison with the Indian Health Service and the National Indian Health 
Board and establish a liaison with the Association of American Indian Physicians. 
(9) State and county medical associations establish liaisons with intertribal health councils in 
those states where American Indians reside. 
(10) Our AMA supports and encourages further development and use of innovative delivery 
systems and staffing configurations to meet American Indian health needs but opposes 
overemphasis on research for the sake of research, particularly if needed federal funds are 
diverted from direct services for American Indians. 
(11) Our AMA strongly supports those bills before Congressional committees that aim to improve 
the health of and health-related services provided to American Indians and further recommends 
that members of appropriate AMA councils and committees provide testimony in favor of effective 
legislation and proposed regulations. [CLRPD Rep. 3, I-98; Reaffirmed: Res. 221, A-07; Reaffirmation A-
12; Reaffirmed: Res. 233, A-13; Reaffirmed: BOT Rep. 09, A-23] 
 
Cancer and Health Care Disparities Among Minority Women D-55.997 
Our AMA encourages research and funding directed at addressing racial and ethnic disparities in 
minority women pertaining to cancer screening, diagnosis, and treatment. [Res. 509, A-08; Modified: 
CSAPH Rep. 01, A-18] 
 
Clinical Preventive Services H-410.967 
The AMA: (1) recommends the USPSTF guidelines to clinicians and medical educators as one 
resource for guiding the delivery of clinical preventive services. USPSTF recommendations 
should not be construed as AMA policy on screening procedures and should not take the place 
of clinical judgment and the need for individualizing care with patients; physicians should weigh 
the utility of individual recommendations within the context of their scope of practice and the 
situation presented by each clinical encounter; (2) will continue to encourage the adoption of 
practice guidelines as they are developed based on the best scientific evidence and methodology 
available; and (3) will continue to promote discussion, collaboration, and consensus among expert 
groups and medical specialty societies involved in preparation of practice guidelines. [CSA Rep. 1, A-97; 
Modified and Reaffirmed: CSAPH Rep. 3, A-07; Reaffirmed: Sub. Res. 517, A-12; Modified: CSAPH Rep. 
1, A-22] 
 
 
 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 243  
(A-24) 

 
Introduced by: Minority Affairs Section 
 
Subject: Disaggregation of Demographic Data for Individuals of Federally Recognized 

Tribes 
 
Referred to: Reference Committee B 
 

Whereas, the Indian Health Service (IHS) is a health care system for federally recognized 1 
American Indians and Alaska Natives in the United States;1 and2 
 3 
Whereas, the Snyder Act of 1921 and the Indian Health Care Improvement Act (IHCIA) of 1976 4 
recognized treaty obligations in codifying federal responsibility for Native American health in the 5 
creation of the IHS; and 6 
 7 
Whereas, the Supreme Court decision of Morton v. Mancari 417 U.S. 535 (1974) ruled that 8 
members of federally recognized tribes possess a unique political status of quasi-sovereign 9 
tribal entities; and 10 
 11 
Whereas, the IHS currently delivers care to over 2.8 million American Indians and Alaska 12 
Natives;2 and 13 
 14 
Whereas, eligibility for IHS services is strictly restricted to members of federally recognized 15 
American Indian or Alaska Native tribes;3 and 16 
 17 
Whereas, the Indian Health Service (IHS) Physician Scholarship program, as well as many 18 
other Native scholarship programs, require applicants to be enrolled members of federally 19 
recognized tribes;4 and 20 
 21 
Whereas, the IHS has severe physician vacancy issues;5 and 22 
 23 
Whereas, American Indians and Alaska Natives carry the lowest life expectancy (65.2 years old) 24 
of all races;6 and 25 
 26 
Whereas, American Indians and Alaska Natives have the least representation in the physician 27 
workforce of any racial group per capita;7 and  28 
 29 
Whereas, the American Medical Association and its partners, such as the Association of 30 
American Medical Colleges (AAMC) and the Accreditation Council for Graduate Medical 31 
Education (ACGME), currently do not collect demographic data on federally recognized tribal 32 
members; and 33 
 34 
Whereas, demographic data of federally recognized tribal members is a necessary first step 35 
towards better aiding the Indian Health Service (IHS); therefore be it 36 
 37 
RESOLVED, that our American Medical Association add “Enrolled Member of a Federally 38 
Recognized Tribe” on all AMA demographic forms (Directive to Take Action); and be it further  39 
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RESOLVED, that our AMA advocate for the use of “Enrolled Member of a Federally Recognized 1 
Tribe” as an additional category in all uses of demographic data including but not limited to 2 
medical records, government data collection and research, and within medical education 3 
(Directive to Take Action); and be it further 4 
 5 
RESOLVED, that our AMA support the Association of American Medical Colleges (AAMC) 6 
inclusion of “Enrolled Member of a Federally Recognized Tribe” on all AAMC demographic 7 
forms (New HOD Policy); and be it further 8 
 9 
RESOLVED, that our AMA advocate for the Accreditation Council for Graduate Medical 10 
Education (ACGME) to include “Enrolled Member of a Federally Recognized Tribe” on all 11 
ACGME demographic forms. (Directive to Take Action)12 

13 
Fiscal Note: To Be Determined 
 
Received: 5/24/2024 
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Accessed March 31, 2024. https://www.aamc.org/data-reports/workforce/data/active-physicians-american-indian-alaska-native-2021 
 
RELEVANT AMA POLICY 
 
Disaggregation of Demographic Data for Individuals of Middle Eastern and North African (MENA) 
descent D-350.979 
Our AMA will: (1) add “Middle Eastern/North African (MENA)” as a separate racial category on all AMA 
demographics forms; (2) advocate for the use of “Middle Eastern/North African (MENA)” as a separate 
race category in all uses of demographic data including but not limited to medical records, government 
data collection and research, and within medical education; and (3) study methods to further improve 
disaggregation of data by race which most accurately represent the diversity of our patients. [Res.19, I-
21] 
 
Disaggregation of Demographic Data Within Ethnic Groups H-350.954 
1. Our AMA supports the disaggregation of demographic data regarding: (a) Asian-Americans and Pacific 
Islanders in order to reveal the within-group disparities that exist in health outcomes and representation in 
medicine; and (b) ethnic groups in order to reveal the within-group disparities that exist in health 
outcomes and representation in medicine. 
2. Our AMA: (a) will advocate for restoration of webpages on the Asian American and Pacific Islander 
(AAPI) initiative (similar to those from prior administrations) that specifically address disaggregation of 
health outcomes related to AAPI data; (b) supports the disaggregation of data regarding AAPIs in order to 
reveal the AAPI ethnic subgroup disparities that exist in health outcomes; (c) supports the disaggregation 
of data regarding AAPIs in order to reveal the AAPI ethnic subgroup disparities that exist in 
representation in medicine, including but not limited to leadership positions in academic medicine; and (d) 
will report back at the 2020 Annual Meeting on the issue of disaggregation of data regarding AAPIs (and 
other ethnic subgroups) with regards to the ethnic subgroup disparities that exist in health outcomes and 
representation in medicine, including leadership positions in academic medicine. [Res. 001, I-17; 
Appended: Res. 403, A-19] 
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https://www.cdc.gov/nchs/data/nvsr/nvsr72/nvsr72-12.pdf
https://www.aamc.org/data-reports/workforce/data/active-physicians-american-indian-alaska-native-2021
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AMA Race/Ethnicity Data D-630.972 
1. Our American Medical Association will continue to work with the Association of American Medical 
Colleges to collect race/ethnicity information through the student matriculation file and the GME census 
including automating the integration of this information into the Masterfile. 
2. Our AMA will: (a) adopt racial and ethnic demographic data collection practices that allow self-
identification of designation of one or more racial categories; (b) report demographic physician workforce 
data in categories of race and ethnicity whereby Latino, Hispanic, and other identified ethnicities are 
categories, irrespective of race; (c) adopt racial and ethnic physician workforce demographic data 
reporting practices that permit disaggregation of individuals who have chosen multiple categories of race 
so as to distinguish each category of individuals' demographics as alone or in combination with any other 
racial and ethnic category; and (d) collaborate with AAMC, ACGME, AACOM, AOA, NBME, NBOME, 
NRMP, FSBM, CMSS, ABMS, HRSA, OMB, NIH, ECFMG, and all other appropriate stakeholders, 
including minority physician organizations, and relevant federal agencies to develop standardized 
processes and identify strategies to improve the accurate collection, disclosure and reporting of racial and 
ethnic data across the medical education continuum and physician workforce. [BOT Rep. 24, I-06; 
Modified: CCB/CLRPD Rep. 3, A-12; Reaffirmed: CME Rep. 1, A-22; Appended: Res. 612, A-22] 
 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 244  
(A-24) 

 
Introduced by: Minority Affairs Section 
 
Subject: Graduate Medical Education Opportunities for American Indian and Alaska 

Native Communities 
 
Referred to: Reference Committee B 
 
 
Whereas, the federal government has a unique government-to-government relationship with 1 
574 federally recognized tribes based on Article I, Section 8 of the U.S. Constitution; and 2 
 3 
Whereas, the federal government has committed itself to provide health care services to Tribal 4 
nations under the enforceable federal Indian trust responsibility, a legal fiduciary obligation to 5 
provide basic social, medical, and educational services for American Indians and Alaska 6 
Natives (AI/ANs);1 and 7 
 8 
Whereas, AI/AN are disproportionately affected by many chronic conditions, including heart 9 
disease, cancer, diabetes, stroke, and accidental injuries;2 and 10 
 11 
Whereas, AI/AN have the lowest life expectancy of any racial group (65.2 years), with AI/AN 12 
communities experiencing a 6.6-year decline between 2019 and 2021;3 and 13 
 14 
Whereas, the Indian Health Service (IHS) provides health care to over 2.8 million AI/AN through 15 
IHS and Tribal Health Programs and Urban Indian Organizations, often referred to as the I/T/U 16 
or the Indian Health system;4 and  17 
 18 
Whereas, the IHS is chronically under-funded compared to other federal health care systems, 19 
and the lack of funds has contributed to health disparities in Tribal communities;5 and  20 
 21 
Whereas, the IHS is the only large federal health care system to lack formalized partnerships 22 
with academic medical centers, unlike the Veterans Health Administration and the Military 23 
Health System;6 and  24 
 25 
Whereas, IHS and Tribal medical facilities often suffer from high physician staffing vacancy 26 
rates, contributing to negative outcomes;7 and  27 
 28 
Whereas, Congress mandated that IHS form workforce partnerships with teaching hospitals in 29 
the Indian Health Care Improvement Act of 1976 but has failed to appropriate funds to that 30 
effect;8 and  31 
 32 
Whereas, the President of the United States in the FY 2023 and FY 2024 Budget Proposals to 33 
Congress has recommended establishing and funding a Division of Graduate Medical Education 34 
in the IHS that would be tasked with expanding and supporting graduate medical education 35 
programs to create a pathway and an enhanced ecosystem for future physicians to address 36 
longstanding vacancy issues at IHS;9 and   37 
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Whereas, the AMA reaffirmed its recommendation in 2023 to support efforts in Congress to 1 
enable the IHS to meet its obligation to bring American Indian health up to the general 2 
population level, and support efforts to establish closer ties with teaching centers to increase 3 
both the available manpower and the level of professional expertise available in Tribal clinics;10 4 
and  5 
 6 
Whereas, the AMA also reaffirmed its commitment to advocate that the IHS establish an Office 7 
of Academic Affiliations responsible for coordinating partnerships with LCME- and COCA-8 
accredited medical schools and ACGME-accredited residency programs, and encourage the 9 
development of funding streams to promote rotations and learning opportunities at IHS, Tribal, 10 
and Urban Indian Health Programs;11 and  11 
 12 
Whereas, the AMA reaffirmed its recommendation in 2023 that the federal government provide 13 
sufficient funds to support needed health services for American Indians, and encourage further 14 
development and use of innovative delivery systems and staffing configurations to meet 15 
American Indian health needs;12 and  16 
 17 
Whereas, the AMA acknowledges the importance of graduate medical education in training the 18 
next generation of physicians, reducing physician shortages, and benefiting communities;13 and  19 
 20 
Whereas, the AMA reaffirmed in 2022 that it will strenuously advocate for increasing the number 21 
of GME positions to address the future physician workforce needs of the nation;14 and  22 
 23 
Whereas, the AMA also is committed to strongly advocate that Congress fund additional 24 
graduate medical education positions for the most critical workforce needs;15 and  25 
 26 
Whereas, the AMA is also committed to utilizing its resources to share its content expertise with 27 
policymakers and the public to ensure greater awareness of the significant societal value of 28 
graduate medical education in terms of patient care, particularly for underserved and at-risk 29 
populations, as well as global health, research, and education;16 and  30 
 31 
Whereas, the AMA included in its Recovery Plan for America’s Physicians the need to expand 32 
the number of residency training slots and remove caps to Medicare-funded positions;17 33 
therefore be it  34 
 35 
RESOLVED, that our American Medical Association supports policy and communication efforts 36 
to (1) advance legislative and regulatory policies and actions that establish, authorize, fund, and 37 
incentivize the creation of graduate medical education opportunities in IHS, Tribal-administered, 38 
and urban Indian health organizations and facilities and (2) establish associated partnerships 39 
with accredited medical schools and teaching hospitals (New HOD Policy); and be it further 40 
 41 
RESOLVED, that our AMA supports collaboratively working with Tribal nations, Tribal 42 
organizations, academic medical centers, policy professionals, medical schools, teaching 43 
hospitals, coalition builders, and other stakeholders to advocate to Congress, The White House, 44 
the Department of Health and Human Services, and other government entities to establish 45 
dedicated graduate medical education funding and programs that benefit Tribal communities, 46 
increase physician training sites, and reduce physician shortages, particularly among 47 
underserved populations. (New HOD Policy)48 
 
Fiscal Note: Minimal - less than $1,000) 
 
Received: 5/8/2024 
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RELEVANT AMA Policy 
 
Indian Health Service H-350.977 
The policy of the AMA is to support efforts in Congress to enable the Indian Health Service to meet its 
obligation to bring American Indian health up to the general population level. The AMA specifically 
recommends: (1) Indian Population: (a) In current education programs, and in the expansion of 
educational activities suggested below, special consideration be given to involving the American Indian 
and Alaska native population in training for the various health professions, in the expectation that such 
professionals, if provided with adequate professional resources, facilities, and income, will be more likely 
to serve the tribal areas permanently; (b) Exploration with American Indian leaders of the possibility of 
increased numbers of nonfederal American Indian health centers, under tribal sponsorship, to expand the 
American Indian role in its own health care; (c) Increased involvement of private practitioners and facilities 
in American Indian care, through such mechanisms as agreements with tribal leaders or Indian Health 
Service contracts, as well as normal private practice relationships; and (d) Improvement in transportation 
to make access to existing private care easier for the American Indian population. 
(2) Federal Facilities: Based on the distribution of the eligible population, transportation facilities and 
roads, and the availability of alternative nonfederal resources, the AMA recommends that those Indian 
Health Service facilities currently necessary for American Indian care be identified and that an immediate 
construction and modernization program be initiated to bring these facilities up to current standards of 
practice and accreditation. 
(3) Manpower: (a) Compensation for Indian Health Service physicians be increased to a level competitive 
with other Federal agencies and nongovernmental service; (b) Consideration should be given to 
increased compensation for service in remote areas; (c) In conjunction with improvement of Service 
facilities, efforts should be made to establish closer ties with teaching centers, thus increasing both the 
available manpower and the level of professional expertise available for consultation; (d) Allied health 
professional staffing of Service facilities should be maintained at a level appropriate to the special needs 
of the population served; (e) Continuing education opportunities should be provided for those health 
professionals serving these communities, and especially those in remote areas, and, increased peer 
contact, both to maintain the quality of care and to avert professional isolation; and (f) Consideration 
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should be given to a federal statement of policy supporting continuation of the Public Health Service to 
reduce the great uncertainty now felt by many career officers of the corps. 
(4) Medical Societies: In those states where Indian Health Service facilities are located, and in counties 
containing or adjacent to Service facilities, that the appropriate medical societies should explore the 
possibility of increased formal liaison with local Indian Health Service physicians. Increased support from 
organized medicine for improvement of health care provided under their direction, including professional 
consultation and involvement in society activities should be pursued. 
(5) Our AMA also support the removal of any requirement for competitive bidding in the Indian Health 
Service that compromises proper care for the American Indian population. 
(6) Our AMA will advocate that the Indian Health Service (IHS) establish an Office of Academic Affiliations 
responsible for  coordinating partnerships with LCME- and COCA-accredited medical schools and 
ACGME-accredited residency programs. 
(7) Our AMA will encourage the development of funding streams to promote rotations and learning 
opportunities at Indian Health Service, Tribal, and Urban Indian Health Programs. [CLRPD Rep. 3, I-98; 
Reaffirmed: CLRPD Rep. 1, A-08; Reaffirmation A-12; Reaffirmed: Res. 233, A-13; Appended: Res. 305, 
A-23; Reaffirmed: BOT Rep. 09, A-23] 
 
Improving Health Care of American Indians H-350.976 
Our AMA recommends that: (1) All individuals, special interest groups, and levels of government 
recognize the American Indian people as full citizens of the U.S., entitled to the same equal rights and 
privileges as other U.S. citizens. 
(2) The federal government provide sufficient funds to support needed health services for American 
Indians. 
(3) State and local governments give special attention to the health and health-related needs of 
nonreservation American Indians in an effort to improve their quality of life. 
(4) American Indian religions and cultural beliefs be recognized and respected by those responsible for 
planning and providing services in Indian health programs. 
(5) Our AMA recognize the "medicine man" as an integral and culturally necessary individual in delivering 
health care to American Indians. 
(6) Strong emphasis be given to mental health programs for American Indians in an effort to reduce the 
high incidence of alcoholism, homicide, suicide, and accidents. 
(7) A team approach drawing from traditional health providers supplemented by psychiatric social 
workers, health aides, visiting nurses, and health educators be utilized in solving these problems. 
(8) Our AMA continue its liaison with the Indian Health Service and the National Indian Health Board and 
establish a liaison with the Association of American Indian Physicians. 
(9) State and county medical associations establish liaisons with intertribal health councils in those states 
where American Indians reside. 
(10) Our AMA supports and encourages further development and use of innovative delivery systems and 
staffing configurations to meet American Indian health needs but opposes overemphasis on research for 
the sake of research, particularly if needed federal funds are diverted from direct services for American 
Indians. 
(11) Our AMA strongly supports those bills before Congressional committees that aim to improve the 
health of and health-related services provided to American Indians and further recommends that 
members of appropriate AMA councils and committees provide testimony in favor of effective legislation 
and proposed regulations. [CLRPD Rep. 3, I-98; Reaffirmed: Res. 221, A-07; Reaffirmation A-12; 
Reaffirmed: Res. 233, A-13; Reaffirmed: BOT Rep. 09, A-23] 
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REPORT 31 OF THE BOARD OF TRUSTEES (A-24) 
The Morrill Act and Its Impact on the Diversity of the Physician Workforce 
Reference Committee C 
 

EXECUTIVE SUMMARY 
 
 

This report was written in response to Resolution 308 brought forth by the Medical Student Section 
at the 2022 Annual Meeting of the House of Delegates. This resolution was referred for decision 
due to concern about legal implications of the first resolve related to both federal and state laws 
regarding affirmative action, land grant status, and federal trust responsibilities. To inform this 
action, a management report was subsequently submitted to the Board of Trustees (BOT) entitled 
“University Land Grant Status in Medical School Admissions.” The management report 
summarized concerns about implementing original Resolution 308-A-22 due to unknown legal 
implications and potentially unintended and negative consequences for communities that have been 
historically excluded from medicine. Also, it emphasized the importance of improving the health 
status of American Indian and Alaska Native (AI/AN) communities and increasing the number of 
AI/AN physicians who are uniquely qualified to provide care to these communities as well as the 
need be better understand the Morrill Act and its impact on efforts to diversify the physician 
workforce. Thus, the management report recommended that in lieu of Resolution 308-A-22, the 
AMA “study the historical and economic significance of the Morrill Act as it relates to its impact 
on diversity of the physician workforce.”  
 
This report summarizes the extensive history of land acquisition, public education, federal 
recognition of tribes, the Morrill Act, economic impacts, and current physician workforce. It also 
reviews the role of the American Medical Association in that history as well as more recent 
improvement efforts. The report addresses concerns cited by the original author and notes the 
substantial role that medical education and organized medicine has played and can continue to play 
for the betterment of the physician workforce and AI/AN students and populations. Diversification 
of the physician workforce is imperative to meeting the health care needs in underserved 
communities across the U.S., particularly AI/AN populations. Medical education and organized 
medicine have much to learn from tribal nations, schools, and agencies to provide more culturally 
responsive information, understanding, and support. The report offers recommendations to 
strengthen its existing policies and provide leadership in more actionable efforts. 
 



© 2024 American Medical Association. All rights reserved. 

REPORT OF THE BOARD OF TRUSTEES 

B of T Report 31-A-24 

Subject: The Morrill Act and Its Impact on the Diversity of the Physician Workforce 

Presented by: Willie Underwood, III, MD, MSc, MPH, Chair 

Referred to: Reference Committee C 

INTRODUCTION 1 
2 

At the 2022 Annual Meeting of the House of Delegates, the Medical Student Section authored 3 
Resolution 308 that asked the American Medical Association (AMA) to: 4 

(1) work with the Association of American Medical Colleges, Liaison Committee on Medical5 
Education, Association of American Indian Physicians, and Association of Native American6 
Medical Students to design and promulgate medical school admissions recommendations in7 
line with the federal trust responsibility; and (2) amend Policy H-350.981, “AMA Support of8 
American Indian Health Career Opportunities,” by addition to read as follows: (2) Our AMA9 
support the inclusion of American Indians in established medical training programs in numbers10 
adequate to meet their needs. Such training programs for American Indians should be operated11 
for a sufficient period of time to ensure a continuous supply of physicians and other health12 
professionals. These efforts should include, but are not limited to, priority consideration of13 
applicants who self-identify as American Indian or Alaska Native and can provide some form14 
of affiliation with an American Indian or Alaska Native tribe in the United States, and robust15 
mentorship programs that support the successful advancement of these trainees. (3) Our AMA16 
utilize its resources to create a better awareness among physicians and other health providers of17 
the special problems and needs of American Indians and that particular emphasis be placed on18 
the need for stronger clinical exposure and a greater number of health professionals to work19 
among the American Indian population. (5) Our AMA acknowledges long-standing federal20 
precedent that membership or lineal descent from an enrolled member in a federally recognized21 
tribe is distinct from racial identification as American Indian or Alaska Native and should be22 
considered in medical school admissions even when restrictions on race-conscious admissions23 
policies are in effect. (6) Our AMA will engage with the Association of Native American24 
Medical Students and Association of American Indian Physicians to design and disseminate25 
American Indian and Alaska Native medical education curricula that prepares trainees to serve26 
AI/AN communities.27 

28 
This resolution was referred for decision, due to concern about legal implications of the first 29 
resolve related to both federal and state laws regarding affirmative action, land grant status, and 30 
federal trust responsibilities. To inform this action, a management report was subsequently 31 
submitted to the Board of Trustees (BOT) entitled “University Land Grant Status in Medical 32 
School Admissions.” That report noted the central issue is improving the health status of AI/AN 33 
communities and the need to increase the number of AI/AN physicians who are uniquely qualified 34 
to provide culturally humble care to these communities. Further, it noted there may be risks 35 
associated with implementing original Resolution 308-A-22 due to unknown legal implications and 36 
potentially unintended and negative consequences for communities that have been historically 37 
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excluded from medicine. The management report identified a need to further understand all 1 
components of the Morrill Act that may impact efforts to diversify the physician workforce prior to 2 
developing any new policy recommendations. It recommended that in lieu of Resolution 308-A-22, 3 
the AMA: 4 

5 
1. Work with the Association of American Medical Colleges, American Association of6 

Colleges of Osteopathic Medicine, Association of American Indian Physicians, and7 
Association of Native American Medical Students to increase representation of American8 
Indian physicians in medicine by promoting effective practices in recruitment,9 
matriculation, retention and graduation of American Indian medical students. (Directive to10 
Take Action)11 

2. Amend Policy H-350.981, “AMA Support of American Indian Health Career12 
Opportunities,” by addition and deletion to read as follows:13 
(2) Our AMA support the inclusion of American Indians in established medical training14 
programs in numbers adequate to meet their needs. Such training programs for American15 
Indians should be operated for a sufficient period of time to ensure a continuous supply of16 
physicians and other health professionals, prioritize consideration of applicants who self-17 
identify as American Indian or Alaska Native and can provide some form of affiliation18 
with an American Indian or Alaska Native tribe in the United States, and support the19 
successful advancement of these trainees. (3) Our AMA utilize its resources to create a20 
better awareness among physicians and other health providers of the special problems and21 
needs of American Indians and that particular emphasis be placed on the need for stronger22 
clinical exposure and a greater number of health professionals to work among the23 
American Indian population. (5) Our AMA acknowledges long-standing federal precedent24 
that membership or lineal descent from an enrolled member in a federally recognized tribe25 
is distinct from racial identification as American Indian or Alaska Native and should be26 
considered in medical school admissions even when restrictions on race-conscious27 
admissions policies are in effect. (Modify Current HOD Policy)28 

3. Study the historical and economic significance of the Morrill Act as it relates to its29 
impact on diversity of the physician workforce. (Directive to Take Action)30 

31 
This BOT report is in response to Recommendation #3 above. 32 

33 
BACKGROUND 34 

35 
To better understand the Morrill Act and its impact, it is important to review the history of land 36 
acquisition and public education as well as the federal recognition of tribes. 37 

38 
Public education and land acquisition 39 

40 
Support for public education was realized early in the formation of the republic. According to the 41 
Northwest Ordinance of 1787, “Knowledge, being necessary to good government and the 42 
happiness of mankind, schools and the means of education shall forever be encouraged.”1 Those 43 
who did receive instruction were primarily white children. Financing for early schools varied and 44 
often charged tuition. Thus, many children were not included, depending on income, race, 45 
ethnicity, gender, geographic location, and other reasons. Some rural areas had no schools. The 46 
nation’s leaders at the time “believed strongly that preserving democracy would require an 47 
educated population that could understand political and social issues and would participate in civic 48 
life, vote wisely (only white men could vote), protect their rights and freedoms, and resist tyrants 49 

https://www.archives.gov/milestone-documents/northwest-ordinance#:%7E:text=The%20Northwest%20Ordinance%20chartered%20a,rights%20guaranteed%20in%20the%20territory.
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and demagogues.”2 Free public education began to expand in the 1830s, with states taking on the 1 
provision of public education. Land acquisition, however, was key to implementing such education 2 
widely. The largest occupier and ‘owner’ of such land at the time were American Indians — the 3 
native and original caregivers of what is now the United States. 4 

5 
By 1887, American Indian tribes owned 138 million acres. However, the passage of the General 6 
Allotment Act of 1887 (The Dawes Act) greatly impacted such ownership as their land became 7 
subject to state and local taxation, of which many could not afford. By 1934, the total had dropped 8 
to 48 million acres.3 The Indian Reorganization Act of 1934 (IRA) tamed this era of allotment and 9 
marked a shift toward the promotion of tribal self-government. Subsequent Congressional acts 10 
impacting tribes and their land — ownership, use, and development — include the following: 11 

• Indian Mineral Leasing Act: 193812 
• Indian Self-Determination and Education Assistance Act: 197513 
• Indian Mineral Development Act: 198214 
• Indian Tribal Energy Development and Self-Determination Act: 200515 
• Indian Tribal Energy Development and Self-Determination Act Amendments: 201716 

17 
There are approximately 2.4 billion acres in today’s United States.4 About 56 million acres of that 18 
land (2.3%) is currently held in trust by the U.S. for various American Indian tribes and 19 
individuals, making up the majority of American Indian land.2 With trust land, the federal 20 
government holds legal title but the beneficial interest remains with the individual or tribe. Trust 21 
lands held on behalf of individuals are known as allotments. Fee land, on the other hand, is 22 
purchased by tribes whereby the tribe acquires legal title under specific statutory authority. 23 

24 
The Morrill Act and land-grant universities 25 

26 
In 1862, Congress passed the Morrill Act named after Senator Justin Morrill of Vermont. “This act 27 
made it possible for states to establish public colleges funded by the development or sale of 28 
associated federal land grants. The original intention was to fund colleges of agriculture and 29 
mechanical arts.5 Over 10 million acres provided by these grants were expropriated from tribal 30 
lands of Native communities. The new land-grant institutions, which emphasized agriculture and 31 
mechanic arts, opened opportunities to thousands of farmers and working people previously 32 
excluded from higher education.”6 Much of this land was taken from American Indian tribes for the 33 
benefit of white people by way of treaties and agreements (many of which the federal government 34 
did not uphold its end) as well as seizure. In other words, “The government took the land for which 35 
it paid little or nothing, from tribes with little bargaining power, that were impoverished, and that 36 
were sometimes subject to threats to withhold rations and other benefits if they did not comply.”7 37 
These now ‘public lands’ were surveyed into townships, and sections were reserved for public 38 
schools; however, the land itself was often sold off, with proceeds used to fund the school program. 39 
“The system invited misuse by opportunists, and substantial portions of the educational land-grants 40 
never benefited education.”6 Support for land-grants was a significant factor in providing education 41 
to white American children.  42 

43 
By way of the Morrill Act, the government granted each state 30,000 acres of public land, issued to 44 
its Congressional representatives and senators to be used in establishing a “land grant” university. 45 
Some of the land sales financed existing institutions while others chartered new schools. This 46 
allocation grew to over 100 million acres. The Morrill land grants put into place a national system 47 
of state colleges and universities. Examples of major universities that were chartered as land-grant 48 
schools are Cornell University, Washington State University, Clemson University, and University 49 
of Nebraska-Lincoln. 50 

https://www.archives.gov/milestone-documents/dawes-act#:%7E:text=Also%20known%20as%20the%20General,granted%20allotments%20of%20reservation%20land.
https://www.archives.gov/milestone-documents/dawes-act#:%7E:text=Also%20known%20as%20the%20General,granted%20allotments%20of%20reservation%20land.
https://www.govinfo.gov/content/pkg/COMPS-5299/pdf/COMPS-5299.pdf
https://uscode.house.gov/view.xhtml?req=(title:25%20section:396a%20edition:prelim)#:%7E:text=On%20and%20after%20May%2011,of%20the%20Interior%2C%20be%20leased
https://www.congress.gov/bill/93rd-congress/senate-bill/1017
https://www.congress.gov/bill/97th-congress/senate-bill/1894#:%7E:text=Permits%20individual%20Indians%20to%20include,best%20interest%20of%20the%20Indian.
https://uscode.house.gov/view.xhtml?path=/prelim@title25/chapter37&edition=prelim
https://www.congress.gov/bill/115th-congress/senate-bill/245
https://www.archives.gov/milestone-documents/morrill-act
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Following the Civil War, a Second Morill Act was passed in 1890 to address the exclusion of 1 
Black individuals from these educational opportunities due to their race. “It required states to 2 
establish separate land-grant institutions for Black students or demonstrate that admission was not 3 
restricted by race. The act granted money instead of land.”6 The 1890 Foundation provides 4 
additional information about these 19 historically Black colleges and universities (HBCUs), which 5 
include Tuskegee University, Tennessee State University, and Alabama A&M University. In 1994, 6 
a third land-grant act was passed — the Equity in Educational Land-Grant Status Act — that 7 
bestowed land-grant status to American Indian tribal colleges. As a result, these colleges are 8 
referred to as the “1994 land-grants.”8 Today’s land grant university (LGU) system is comprised of 9 
institutions resulting from the above-mentioned acts passed in 1862 (57 original), 1890 (19 10 
HBCUs), and 1994 (35 Tribal). “LGUs are located in all 50 states as well as the District of 11 
Columbia and six U.S. territories. Of note, the “1994 institutions receive fewer federal funds 12 
administered by National Institute of Food and Agriculture — in total — than 1862 and 1890 13 
institutions, and they are ineligible for certain grant types available to 1862 and 1890 institutions. 14 
Whereas the 1862 and 1890 institutions receive federal capacity funds specific to agricultural 15 
research and extension (which brings research to the public through nonformal education 16 
activities), 1994 institutions do not. Although 1994 institutions have more limited enrollment and 17 
offer fewer postsecondary degrees than 1862 and 1890 institutions, some argue that funding for 18 
agricultural research and extension at the 1994 institutions is insufficient and should be increased.”9 19 

20 
Education of American Indians 21 

22 
The inaccurate perception of American Indians as unintelligent and uncivilized  led Congress to 23 
pass the Indian Civilization Act in 1819 which paid missionaries to educate Natives and promote 24 
the government’s notion of civility. Most American Indian children at that time were forcefully 25 
relocated and brought to these schools to begin the assimilation into the “Western way of life” 26 
under the authority of that Act — thus beginning the troubled history of American Indian boarding 27 
schools that is still felt by current generations. One such school built in 1879, the Carlisle Indian 28 
Industrial School, coined the term “Kill the Indian to save the man” summarizing a belief system to 29 
erase Native culture through assimilation.10 These children were forcibly separated from their 30 
families and not allowed to practice their spirituality, speak their language, or live according to 31 
their culture under threat of punishment. They were even given new names. These practices 32 
continued through the 1960s. In 1969, a Senate report of the Committee on Labor and Public 33 
Welfare, entitled “Indian Education: A National Tragedy--A National Challenge“,” summarized 34 
the devastating effects of forced assimilation of Native children and the failures of the education 35 
system where students also experienced physical abuse, sexual violence, hunger, forced 36 
sterilizations, and exposure to diseases. The trauma associated with this contributes to a well-37 
documented historical trauma that has been correlated to the high number of suicides and health 38 
inequities experienced by American Indians in the U.S.11 This trauma has had a devastating impact 39 
on the potential number of students who consider enrollment in higher education due to a distrust 40 
of any system associated with the U.S. government. Many who have been directly affected by 41 
historical traumas have to overcome barriers like depression or other chronic diseases to participate 42 
in a system that still does not align to their way of knowing. There was little consideration for the 43 
higher education of American Indians (nor how to include a non-colonial perspective) until 1972 44 
with the formation of the American Indian Higher Education Consortium (AIHEC). Through its 45 
network of tribal colleges and universities (TCUs), AIHEC “provides leadership and influences 46 
public policy on American Indian higher education issues through advocacy, research, and program 47 
initiatives; promotes and strengthens indigenous languages, cultures, communities, and tribal 48 
nations; and through its unique position, serves member institutions and emerging TCUs.”12 49 

https://www.law.cornell.edu/uscode/text/7/323
https://www.1890foundation.org/about-us-2
https://www.aihec.org/
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1 
American Indian affairs and federal recognition of tribes 2 

3 
In 1775, Congress created a Committee on Indian Affairs under the leadership of Benjamin 4 
Franklin. The U.S. Constitution (Article I, Section 8, Clause 3) gave Congress the power “to 5 
regulate commerce with foreign nations, and among the several States, and with the Indian tribes.” 6 
The Bureau of Indian Affairs (BIA) — known over the years as the Indian Office, the Indian 7 
Bureau, the Indian Department, and the Indian Service —was established in 1824 to oversee and 8 
carry out the government’s trade and treaty relations with the tribes. The BIA received statutory 9 
authority from Congress in 1832; in 1849, it was transferred to the newly created U.S. Department 10 
of the Interior.13 “Over the years, the BIA has been involved in the implementation of federal laws 11 
that have directly affected all Americans. The General Allotment Act of 1887 opened tribal lands 12 
west of the Mississippi to non-Indian settlers, the Indian Citizenship Act of 1924 granted American 13 
Indians and Alaska Natives U.S. citizenship and limited rights to vote, and the New Deal and the 14 
Indian Reorganization Act of 1934 restored self-determination and dictated a model the United 15 
States expected tribal governments to use. The World War II period of relocation and the post-War 16 
termination era of the 1950s led to the activism of the 1960s and 1970s that saw the takeover of the 17 
BIA’s headquarters and resulted in the creation of the Indian Self-Determination and Education 18 
Assistance Act of 1975. This act as well as the Tribal Self-Governance Act of 1994 have 19 
fundamentally changed how the federal government and the tribes conduct business with each 20 
other.”13 Although the BIA was once responsible for providing health care services to American 21 
Indians and Alaska Natives, that role was legislatively transferred to the U.S. Department of 22 
Health, Education, and Welfare (now known as the Department of Health and Human Services) in 23 
1954.13 It remains there under the auspices of the Indian Health Service (IHS). However, funding 24 
for this continues to be a problem. In 2019, IHS spending per capita was only $4,078 while the 25 
national average spending per capita was $9,726.14 At that time, it was also reported that American 26 
Indians and Alaska Natives (AI/AN) had a life expectancy 5.5 years less than the U.S. all races 27 
population (73.0 years compared to 78.5 years) and “die at higher rates than other Americans in 28 
many categories, including chronic liver disease and cirrhosis, diabetes mellitus, unintentional 29 
injuries, assault/homicide, intentional self-harm/suicide, and chronic lower respiratory diseases.”15 30 
Groups such as the Tribal Sovereign Leaders on the national Tribal Budget Formulation 31 
Workgroup (TBFWG) have provided, and continue to provide, significant insights to inform IHS 32 
budget requests. 33 

34 
According to the BIA, “a federally recognized tribe is an AI/AN tribal entity that is recognized as 35 
having a government-to-government relationship with the United States, with the responsibilities, 36 
powers, limitations, and obligations attached to that designation, and is eligible for funding and 37 
services from the BIA. Furthermore, federally recognized tribes are recognized as possessing 38 
certain inherent rights of self-government (i.e., tribal sovereignty) and are entitled to receive certain 39 
federal benefits, services, and protections because of their special relationship with the United 40 
States.”16 Over the years, most of today’s federally recognized tribes received federal recognition 41 
status by way of treaties, acts of Congress, presidential executive orders or other federal 42 
administrative actions, or federal court decisions. In 1978, the Department of the Interior issued 43 
procedures for federal acknowledgment of Indian tribes to more uniformly handle requests — 44 
found in Part 83 of Chapter 25 of the Code of Federal Regulations.17 In 1994, Congress enacted the 45 
Federally Recognized Indian Tribe List Act. It formally established three ways to achieve federal 46 
recognition: (1) by act of Congress, (2) by the administrative procedures under 25 C.F.R. Part 83, 47 
or (3) by decision of a United States court. Congress has the authority to terminate a relationship 48 
with a tribe, and only Congress can restore its federal recognition. The act also requires the 49 
Secretary of the Interior to annually publish information on federally recognized tribal entities.18 50 

51 

https://constitution.congress.gov/browse/article-1/section-8/
https://www.bia.gov/
https://immigrationhistory.org/item/1924-indian-citizenship-act/
https://www.congress.gov/bill/103rd-congress/house-bill/3508#:%7E:text=Tribal%20Self%2DGovernance%20Act%20of%201994%20%2D%20Amends%20the%20Indian%20Self,additional%20tribal%20participants%20each%20year.
http://www.ihs.gov/
https://www.nihb.org/docs/03012018/TBFWG%20FY%202020%20Recommendations%20Brief.pdf
https://www.nihb.org/docs/03012018/TBFWG%20FY%202020%20Recommendations%20Brief.pdf
https://www.ecfr.gov/current/title-25
https://www.govinfo.gov/content/pkg/COMPS-1398/pdf/COMPS-1398.pdf
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As of January 2023, there were 574 federally recognized Tribal entities.19 There are also many 1 
tribes that are not state or federally recognized. There are 324 federally recognized American 2 
Indian reservations where 13 percent of the AI/AN population lives. The 2020 Census indicates 3 
that 87 percent live outside of tribal statistical areas. It also shows that 9.1 million people identify 4 
as AI/AN alone or in combination (2.9 percent of total U.S. population).20 5 

6 
DISCUSSION 7 

8 
Economic and educational impacts 9 

10 
The Morill Act, as well as the Homestead Act of 1862, had a significant impact on American 11 
expansion. The Homestead Act encouraged western migration by providing settlers with 160 acres 12 
of land. Such settlers were required to live on and cultivate the land. After five years, they were 13 
entitled to the property upon payment of a small filing fee. While they certainly fostered prosperity 14 
and educational opportunities for new American settlers, these came at the expense of the original 15 
people — American Indians. The economic significance of these acts cannot be understated. In 16 
2019, sixteen land-grant universities retained over half a million acres of Indigenous lands, 17 
generating at least $8.7 million.21 See Appendix A for a table of remaining Morrill Act lands and 18 
revenue by university. 19 

20 
In addition to the economic impact, thousands of American Indian families were affected by the 21 
Indian Civilization Act and boarding schools. Given the lingering effects to this day, it stands to 22 
reason that many AI/AN students have a negative attitude toward the education system. According 23 
to the Bureau of Indian Education (BIE), “Native youth have the lowest high school graduation rate 24 
of students across all schools. Nationally, the AI/AN high school graduation rate is 69 percent, far 25 
below the national average of 81 percent.”22 The BIE funds elementary and secondary schools on 26 
64 reservations in 23 states, serving approximately 42,000 Indian students.23 These BIE schools 27 
hold an average graduation rate of 53 percent. The BIE also serves AI/AN post-secondary students 28 
through higher education scholarships, supports funding for tribal colleges and universities, and 29 
directly operates two post-secondary institutions — Haskell Indian Nations University in Kansas 30 
and the Southwestern Indian Polytechnic Institute in New Mexico. 31 

32 
Medical education and the physician workforce 33 

34 
Significant school dropout rates and lower enrollment in higher education have negatively 35 
impacted AI/AN representation in medical education and the physician workforce. According to 36 
2023-2024 data from the Association of American Medical Colleges (AAMC), 1,045l AI/AN 37 
students were enrolled in MD-granting medical schools (about 1percent of the total student 38 
population). Further, only 188 AI/AN students graduated from MD-granting medical schools.24 39 
This significant decline from enrollment to graduation is very concerning; medical education needs 40 
to figure out why and what to do about it. The entire educational pathway (PreK-12 and 41 
undergraduate) may need to be considered to help AI/AN students to prepare for their studies, 42 
promote a sense of belonging, and avail themselves of mentorship opportunities. Tribes have a 43 
vested interest in the training of AI/AN students, given they are more likely to return to and serve 44 
their own communities as physicians. Such efforts will ultimately foster tribal self-governance and 45 
self-determination. 46 

47 
Several universities have taken steps to increase AI/AN representation in medical schools. In 1973, 48 
the University of North Dakota launched the Indians Into Medicine (INMED) program, which has 49 
recruited, supported, and trained 250 AI/AN physicians. This program has served as a model for 50 
other health professions within the university as well as for other medical schools that receive IHS 51 

https://www.archives.gov/milestone-documents/homestead-act#:%7E:text=The%20Homestead%20Act%2C%20enacted%20during,plot%20by%20cultivating%20the%20land.
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funding. Since many students face financial hardship, INMED offers a free summer program called 1 
Med Prep that provides students with stipends, and it helps its medical school students identify 2 
potential scholarship options. The university went one step further in 2020 to launch the country’s 3 
first PhD. program in Indigenous health.25 Another example is Oregon Health & Science 4 
University (OHSU) School of Medicine and its Wy’east Pathway, a 10-month postbaccalaureate 5 
program for AI/AN students who unsuccessfully applied to medical school, have an MCAT score 6 
below a certain cutoff, or lack clinical experience. The program provides biomedical and MCAT 7 
classes as well as cultural support and skills-building to promote success in medical school.26 Not 8 
only do programs like these directly support AI/AN students, but they also promote collaboration 9 
with and inclusion of non-indigenous allies. This combination can help to turn the tide on the 10 
workforce issue. 11 

12 
The impact of low representation in medical schools is evident when examining the diversity of 13 
physician workforce. In 2022, 0.3% of active physicians identified as AI/AN.27 According to a 14 
2018 report from the U.S. Government Accountability Office, the vacancy rate at IHS clinics 15 
among staff physician positions was about 29% across the eight IHS geographic regions; the 16 
highest vacancy was 46% in the areas servicing Bemidji, Minnesota, and Billings, Montana.28 In 17 
addition to representation in practicing medicine, there are also deficits in AI/AN representation in 18 
academic positions. One study found that, compared with their white peers, AI/AN individuals had 19 
48% lower odds of holding a full-time faculty position post residency.29 20 

21 
As mentioned in other parts of this report, there is distrust in colonial constructs (U.S. laws, 22 
policies, and institutions), but there may also be distrust in the colonial medicine through IHS 23 
because of the history of forced sterilization and because traditional forms of medicine were 24 
outlawed (as well as any religious/cultural beliefs associated with them). In fact, the Department of 25 
the Interior’s 1883 Code of Indian Offenses noted that “any medicine man convicted of 26 
encouraging others to follow traditional practices was to be confined in the agency prison for not 27 
less than 10 days or until he could provide evidence that he had abandoned his beliefs.”30 This 28 
context has given rise to a distrust of medicine and medical education that continues today. 29 

30 
In June 2023, the Supreme Court of the U.S. (SCOTUS) issued a ruling on affirmative action that 31 
eliminated race as a consideration in college and universities’ admission processes. This ruling 32 
should not change tribal colleges; however, will it likely impact AI/AN students who attend non-33 
tribal institutions because most wrongly collect tribal identity as a racial category. “Most, if not all, 34 
mainstream colleges and universities rely entirely on self-reporting when it comes to determining 35 
tribal identity of students. This means if a Native student doesn’t indicate they are a tribal citizen, 36 
then they are not counted as such.”31 This lack of data can impact the understanding of student 37 
enrollment as well as funding opportunities. It is critical to re-emphasize that “Native American” is 38 
not only a racial category but also the designation which gives those who are enrolled in federally 39 
recognized tribes a protected classification by treaty and is not subject to the SCOTUS decision on 40 
race/ethnicity. Many schools may not include identifying Native Americans in their admissions 41 
consideration as they may fear violation of the SCOTUS decision. 42 

43 
The AMA’s role: accountability and restitution 44 

45 
The AMA and its members play a complicated role in the history of American Indians. AMA 46 
members were party to the claiming of land in the “Western territories” in the mid-1850s, as 47 
described in the A-1857 report “Report on the Fauna and Medical Topography of Washington 48 
Territory. AMA archives contain a 1865 report entitled “On Some Causes Tending to Promote the 49 
Extinction of the Aborigines of America” which details study of the Onondoga tribe, concluding 50 
“But those of us who pity and strive to arrest the downward course of this remnant of the original 51 

https://www.gao.gov/products/gao-18-580
https://ama.nmtvault.com/jsp/PsImageViewer.jsp?doc_id=6863b9b4-a8b5-4ea0-9e63-ca2ed554e876%2Fama_arch%2FAD200001%2F00000010&pg_seq=181
https://ama.nmtvault.com/jsp/PsImageViewer.jsp?doc_id=6863b9b4-a8b5-4ea0-9e63-ca2ed554e876%2Fama_arch%2FAD200001%2F00000010&pg_seq=181
http://ama.nmtvault.com/jsp/PsImageViewer.jsp?doc_id=6863b9b4-a8b5-4ea0-9e63-ca2ed554e876%2Fama_arch%2FAD200001%2F00000015&pg_seq=293
http://ama.nmtvault.com/jsp/PsImageViewer.jsp?doc_id=6863b9b4-a8b5-4ea0-9e63-ca2ed554e876%2Fama_arch%2FAD200001%2F00000015&pg_seq=293
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lords of the forest, may delay what we are wholly unable to prevent, for I much fear that before the 1 
poor Indian has learned the laws of his physical nature and how to obey them, economy of time and 2 
means, industry, and reliance upon his own muscles and broad acres for his support, instead of 3 
looking for the government to hire his teacher and physician, and for his wants to be met by others, 4 
without forecast and plan of us own — before these radical changes in his habits are effected — the 5 
waning remnant of the Onondagas will forever have passed away.”32 6 

7 
Physicians were involved in American Indian boarding schools, the development of the Indian 8 
Health Service, and the study of illnesses and healing practices on AI/AN tribes. Their works were 9 
published in JAMA and included: 10 

• The Medicine and Surgery of the Winnebago and Dakota Indians (1883)11 
• Improved Sanitary and Social Conditions of the Seminoles of Florida (1896)12 
• Indian Method of Treating Measles (1903)13 
• The Indian Medical Service (1913)14 

15 
Past harms also include the AMA’s role in promulgating discriminatory practices resulting from 16 
the Flexner Report, a landmark 1910 criticism of U.S. medical education resulting in a reduction in 17 
the number of medical schools including the closing of 5 out of the 7 historically black medical 18 
schools. Past decisions such as these continue to negatively impact populations in need. The AMA 19 
acknowledges that AI/AN populations experience significant health disparities up to the present 20 
including lower access to care and underfunding of public programs such as the Indian Health 21 
Service serving AI/AN communities. In addition, AI/AN persons continue to be severely 22 
underrepresented in the physician and healthcare workforce. 23 

24 
The AMA launched various supportive efforts such as:  25 

• Asked the federal government to step in to stop the spread of trachoma in Native26 
communities (A-1924) and provide better health services for the population (A-1929);27 

• Issued AMA Statement on Infant Mortality (A-1968);28 
• Advocated for the transfer of functions relating to health and hospitalization of American29 

Indians from the Bureau of Indian Affairs to the U.S. Public Health Service (I-1953);30 
• Appealed for more funding for hospitals and health services on reservations (I-1957);31 
• Collaborated with the IHS on efforts related to health care delivery and health aide training32 

programs (I-1970);33 
• Led large-scale study of health care for American Indians that was used to guide the34 

Senate’s “Indian Health Care Improvement Act” of 1976 (I-1973);35 
• Created Project USA to recruit physicians to medically underserved areas, including36 

AI/AN reservations (I-1975);37 
• Sought to exempt Indian Health Services from competitive procurement practices38 

regulations (A-1984);39 
• Initiated a project with the AAIP to improve health care for American Indians (A-1995);40 
• With the National Medical Association, established the Commission to End Health Care41 

Disparities in 2004 – a collaboration of health care organizations to address racial and42 
ethnic health care disparities and diversity in the physician workforce.43 

• In 2013, the AMA launched its innovative “Accelerating Change in Medical Education”44 
initiative to rebuild medical education from the ground up. Now known as the45 
ChangeMedEd initiative, this effort has fostered collaborations with schools like Oregon46 
Health & Science University School of Medicine and the University of Washington School47 
of Medicine to increase the numbers of AI/AN students and faculty.48 

49 

https://jamanetwork.com/journals/jama/fullarticle/421084?resultClick=1
https://jamanetwork.com/journals/jama/fullarticle/459852?resultClick=1
https://jamanetwork.com/journals/jama/fullarticle/448503?resultClick=1
https://jamanetwork.com/journals/jama/fullarticle/214807?resultClick=1
https://journalofethics.ama-assn.org/article/how-should-we-respond-racist-legacies-health-professions-education-originating-flexner-report/2021-03
http://ama.nmtvault.com/jsp/PsImageViewer.jsp?doc_id=1ee24daa-2768-4bff-b792-e4859988fe94%2Fama_arch%2FHOD00001%2F00000015&pg_seq=57
http://ama.nmtvault.com/jsp/PsImageViewer.jsp?doc_id=1ee24daa-2768-4bff-b792-e4859988fe94%2Fama_arch%2FHOD00001%2F00000020&pg_seq=25
http://ama.nmtvault.com/jsp/PsImageViewer.jsp?doc_id=1ee24daa-2768-4bff-b792-e4859988fe94%2Fama_arch%2FHOD00001%2F00000086&pg_seq=74
http://ama.nmtvault.com/jsp/PsImageViewer.jsp?doc_id=1ee24daa-2768-4bff-b792-e4859988fe94%2Fama_arch%2FHOD00001%2F00000053&pg_seq=39
http://ama.nmtvault.com/jsp/PsImageViewer.jsp?doc_id=1ee24daa-2768-4bff-b792-e4859988fe94%2Fama_arch%2FHOD00001%2F00000062&pg_seq=90
http://ama.nmtvault.com/jsp/PsImageViewer.jsp?doc_id=1ee24daa-2768-4bff-b792-e4859988fe94%2Fama_arch%2FHOD00001%2F00000091&pg_seq=72
http://ama.nmtvault.com/jsp/PsImageViewer.jsp?doc_id=1ee24daa-2768-4bff-b792-e4859988fe94%2Fama_arch%2FHOD00001%2F00000097&pg_seq=196
http://ama.nmtvault.com/jsp/PsImageViewer.jsp?doc_id=1ee24daa-2768-4bff-b792-e4859988fe94%2Fama_arch%2FHOD00001%2F00000101&pg_seq=53
http://ama.nmtvault.com/jsp/PsImageViewer.jsp?doc_id=1ee24daa-2768-4bff-b792-e4859988fe94%2Fama_arch%2FHOD00001%2F00000118&pg_seq=98
http://ama.nmtvault.com/jsp/PsImageViewer.jsp?doc_id=1ee24daa-2768-4bff-b792-e4859988fe94%2Fama_arch%2FHOD00002%2F00000002&pg_seq=98
https://www.ama-assn.org/education/changemeded-initiative
https://www.ama-assn.org/education/changemeded-initiative
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Although the Commission was retired in 2016, a new effort emerged in 2018 through the adoption 1 
of policy calling for a strategic framework to address health equity on a national scale — resulting 2 
in the creation of the AMA Center for Health Equity. Among other things, the Center is leading a 3 
task force that will “guide organizational transformation within and beyond the AMA toward 4 
restorative justice to promote truth, reconciliation, and healing in medicine and medical education. 5 
…The task force will inform and advise the AMA on ways to establish restorative justice dialogues 6 
between AMA leaders, physicians from historically marginalized racial and ethnic groups and their 7 
physician associations, and other critical stakeholders.”33 8 

9 
Recently, an AMA article from December 2023 addressed vacancies at the Indian Health Service. 10 
Also, an AMA Update on January 8, 2024 discussed how tribal medical education programs could 11 
solve the rural health care crisis. Featuring Oklahoma State University College of Osteopathic 12 
Medicine’s unique partnership with The Cherokee Nation, the discussion addressed the importance 13 
of physicians truly understanding the communities they serve. 14 

15 
AMA Advocacy has been actively participating in efforts to support AI/AN populations and related 16 
physicians. Federal efforts in just the last two years include: 17 

• May 2022: Letter sent to Senators Mastro and Murkowski in support of the Indian Health18 
Service Health Professions Tax Fairness Act (S.2874).19 

• April 2023: Letter sent to U.S. Department of Agriculture addressing Menu Planning20 
Options for American Indian and Alaska Native Students.21 

• October 2023: Letter sent to U.S. Department of Health and Human Services and Indian22 
Health Service to highlight the importance of high quality, timely care for American23 
Indians, Alaska Natives, and Native Hawaiians, particularly as it related to physician and24 
medical student members.25 

• February 2024: Multi-organizational letter sent to both the House Appropriations26 
Subcommittee on Interior and Senate Appropriations Subcommittee on Interior,27 
Environment, and Related Agencies, Environment, and Related Agencies. This letter28 
detailed support for the inclusion of $30 million in new funding in the FY2025 Interior,29 
Environment, and Related Agencies appropriations bills to address chronic clinical staff30 
shortages across Indian Country through GME programming.31 

32 
The AMA Foundation (AMAF) funds the Physicians of Tomorrow Program. This program 33 
distributes a $10,000 tuition assistance scholarship to medical students approaching their final year 34 
of school with the goal of creating a diverse cohort of students who are dedicated to serving 35 
underserved communities. The AMAF is also bringing attention to AI/AN issues in medical 36 
education, as seen in a 2022 article featuring AMA members. 37 
The AMA Ed Hub™ offers a variety of equity-related educational opportunities — from its panel 38 
discussion on Truth and Reconciliation in Medicine to its Prioritizing Equity series. Titles of 39 
relevance include: 40 

• For Us, By Us: Advocating for Change in Native Health Policy41 
• Getting to Justice in Education42 
• The Root Cause and Considerations for Health Care Professionals43 
• How the Past Informs the Present in Healthcare44 

45 
RELEVANT AMA POLICIES 46 

47 
The AMA has several policies in support of AI/AN tribes and communities as well as students and 48 
trainees in order to foster diversity of the physician workforce in an effort to improve public health 49 
including AI/AN populations. For example: 50 

https://www.ama-assn.org/press-center/press-releases/ama-announces-first-chief-health-equity-officer
https://www.ama-assn.org/practice-management/sustainability/indian-health-service-must-act-lower-staff-physician-vacancies
https://www.ama-assn.org/delivering-care/health-equity/how-tribal-medical-education-programs-could-solve-rural-health-care
https://searchlf.ama-assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2022-5-3-Letter-to-Senate-re-S-2874-Indian-Health-Service-v3.zip%2F2022-5-3-Letter-to-Senate-re-S-2874-Indian-Health-Service-v3.pdf
https://searchlf.ama-assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2Fflr.zip%2F2023-4-10-Letter-to-Vilsack-re-Proposed-Rule-for-School-Meal-Standards-v2.pdf
https://searchlf.ama-assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2Flfcmt.zip%2F2023-10-4-Letter-to-Becerra-and-Tso-re-AI-AN-Grid-Items-v2.pdf
https://searchlf.ama-assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2Flfsto.zip%2FFY2025-ITU-GME-external-support-letter-with-signers-2-5-24.pdf
https://amafoundation.org/programs/scholarships/
https://amafoundation.org/breaking-barriers-in-american-indian-and-alaska-native-medical-education/
https://edhub.ama-assn.org/
https://edhub.ama-assn.org/ama-center-health-equity/video-player/18819180
https://www.youtube.com/watch?v=UB0ZYVexhWM&list=PL7ZHBCvG4qsfzvhjAnmLnEN2l5BzVH0OK&index=6&pp=iAQB
https://www.youtube.com/watch?v=mHfoKBo1lds&list=PL7ZHBCvG4qsfzvhjAnmLnEN2l5BzVH0OK&index=17&pp=iAQB
https://www.youtube.com/watch?v=tpAKKmisCTQ&list=PL7ZHBCvG4qsfzvhjAnmLnEN2l5BzVH0OK&index=47&pp=iAQB
https://www.youtube.com/watch?v=dqDWPp7c5Rk&list=PL7ZHBCvG4qsfzvhjAnmLnEN2l5BzVH0OK&index=18&pp=iAQB
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• AMA Support of American Indian Health Career Opportunities H-350.981 promotes1 
recruitment of AI/AN into health careers including medicine and the concept of AI/AN 2 
self-determination. 3 

• Promising Practices Among Pathway Programs to Increase Diversity in Medicine D-4 
350.980 establishes a task force to guide organizational transformation within and beyond5 
the AMA toward restorative justice to promote truth, reconciliation, and healing in6 
medicine and medical education.7 

• Underrepresented Student Access to US Medical Schools H-350.960 recognizes some8 
people have been historically underrepresented, excluded from, and marginalized in9 
medical education and medicine because of their race, ethnicity, disability status, sexual10 
orientation, gender identity, socioeconomic origin, and rurality, due to racism and other11 
systems of exclusion and discrimination.12 

• Strategies for Enhancing Diversity in the Physician Workforce H-200.951 supports13 
increased diversity across all specialties in the physician workforce in the categories of14 
race, ethnicity, disability status, sexual orientation, gender identity, socioeconomic origin,15 
and rurality.16 

• Cultural Leave for American Indian Trainees H-350.957 recognizes the importance of17 
cultural identity in fostering trainee success and supports accommodating cultural18 
observances.19 

20 
See Appendix B for the full policies. Additional policies can be accessed in the AMA Policy 21 
Finder database, which include: 22 

• Strategies for Enhancing Diversity in the Physician Workforce D-200.98523 
• Continued Support for Diversity in Medical Education D-295.96324 
• AMA Support of American Indian Health Career Opportunities H-350.98125 
• Indian Health Service H-350.97726 
• Desired Qualifications for Indian Health Service Director H-440.81627 
• Strong Opposition to Cuts in Federal Funding for the Indian Health Service D-350.98728 
• Improving Health Care of American Indians H-350.97629 
• Plan for Continued Progress Toward Health Equity H-180.94430 

31 
SUMMARY AND RECOMMENDATIONS 32 

33 
This report illuminates these concerns as well as the substantial part that medical education and 34 
organized medicine has played and can continue to play for the betterment of the physician 35 
workforce and AI/AN students and populations. Organizations like the Association of American 36 
Indian Physicians (AAIP) hold an esteemed role in such efforts. AAIP was established in 1971 by a 37 
group of 14 AI/AN physicians to support AI/AN communities and serve as an educational, 38 
scientific, and charitable nonprofit. 39 

40 
As stated in the AAMC’s 2018 publication, Reshaping the Journey: American Indians and Alaska 41 
Natives in Medicine, “Medical schools are chiefly responsible for the development of what the 42 
physician workforce looks like today and what it will look like in the future…. We must view this 43 
issue as a national crisis facing not just the American Indian-Alaskan Native (AI/AN) 44 
communities, but all medical schools and teaching hospitals…. We need transformative thinking 45 
and a new systems-based approach if we are to resolve this crisis with a plausible solution.”34 46 
Diversification of the physician workforce is imperative to meeting the health care needs in 47 
underserved communities across the U.S., particularly AI/AN populations. Also, medical education 48 
has much to learn from tribal nations, schools, and organizations to provide more culturally 49 
responsive information, understanding, and support. 50 

https://policysearch.ama-assn.org/policyfinder/detail/H-350.981?uri=%2FAMADoc%2FHOD.xml-0-3031.xml
https://policysearch.ama-assn.org/policyfinder/detail/%22pathway%20program%22?uri=%2FAMADoc%2Fdirectives.xml-D-350.980.xml
https://policysearch.ama-assn.org/policyfinder/detail/%22pathway%20program%22?uri=%2FAMADoc%2Fdirectives.xml-D-350.980.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-350.960?uri=%2FAMADoc%2FHOD.xml-0-3010.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-200.951?uri=%2FAMADoc%2FHOD.xml-0-1341.xml
https://policysearch.ama-assn.org/policyfinder/detail/cultural%20identity?uri=%2FAMADoc%2FHOD.xml-H-350.957.xml
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The Board of Trustees that the following recommendations be adopted, and the remainder of this 1 
report be filed. That our AMA: 2 

3 
1. Amend AMA Support of American Indian Health Career Opportunities H-350.981 by4 

addition to read:5 
(4) Our AMA will continue to support the concept of American Indian self-6 
determination as imperative to the success of American Indian programs and recognize7 
that enduring acceptable solutions to American Indian health problems can only result8 
from program and project beneficiaries having initial and continued contributions in9 
planning and program operations to include training a workforce from and for these10 
tribal nations.11 
(6) Our AMA acknowledges the significance of the Morrill Act of 1862, the resulting12 
land-grant university system, and the federal trust responsibility related to tribal 13 
nations. 14 

15 
2. Amend AMA Support of American Indian Health Career Opportunities D-350.976 by16 

deletion of clause (2) as having been accomplished by this report.17 
(2) study the historical and economic significance of the Morrill Act as it relates to18 
its impact on diversity of the physician workforce.19 

20 
3. Amend AMA Support of American Indian Health Career Opportunities D-350.976 by21 

addition of a new clause to read:22 
Convene key parties, including but not limited to the Association of American Indian 23 
Physicians (AAIP) and American Indian/Alaska Native (AI/AN) tribes/entities such as 24 
Indian Health Service and National Indian Health Board, to discuss the representation 25 
of AI/AN physicians in medicine and promotion of effective practices in recruitment, 26 
matriculation, retention, and graduation of medical students. 27 

28 
4. Reaffirm the following policies:29 

a. Indian Health Service H-350.97730 
b. Underrepresented Student Access to US Medical Schools H-350.96031 
c. Strategies for Enhancing Diversity in the Physician Workforce H-200.95132 
d. Continued Support for Diversity in Medical Education D-295.96333 
e. AMA Support of American Indian Health Career Opportunities D-350.976.34 

35 
36 
37 

Fiscal note: $1,000 38 

https://policysearch.ama-assn.org/policyfinder/detail/H-350.981?uri=%2FAMADoc%2FHOD.xml-0-3031.xml
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APPENDIX A: Remaining Morrill Act lands and revenue by university 

University Total 
Morrill 
acres 
found 

Endowment 
raised as of 
1914 

Remaining 
acres with 
surface 
rights 

Surface 
royalties 
raised, FY 
2019 

Remaining 
acres with 
mineral 
rights 

Mineral 
royalties 
raised, FY 
2019 

Colorado 
State 
University 

89,321 $185,956 19,130 $77,526 42,572 $662,596 

Kansas 
State 
University 

87,290 $491,746 0 N/A 6,080 $163,345 

Montana 
State 
University 

140,385 $533,149 63,474 $623,941 77,929 $6,670 

New 
Mexico 
State 
University 

248,964 $241,909 194,571 $1,217,672 254,200 $353,587 

North 
Dakota 
State 
University 

130,471 $455,924 15,117 $308,142 66,109 $2,874,800 

South 
Dakota 
State 
University 

159,832 $128,804 36,617 $608,583 160,000 $27,365 

University 
of Arizona 

143,684 $450,000 UNKNOWN UNKNOWN UNKNOWN UNKNOWN 

University 
of 
California 

150,525 $732,233 0 N/A 441.6 $1,947 

University 
of Idaho 

87,445 $129,615 33,527 $358,258 70,000 $1,188 

University 
of 
Minnesota 

94,631 $579,430 0 N/A 240 $0 

University 
of Missouri 

270,613 $363,441 14,787 UNKNOWN 0 N/A 

University 
of Nebraska 

89,920 $560,072 6,173 $426,619 0 N/A 

University 
of 
Wisconsin 

235,690 $303,594 0 N/A 6,400 $0 

University 
of 
Wyoming 

89,849 $73,355 71,066 UNKNOWN UNKNOWN UNKNOWN 

Utah State 
University 

198,837 $194,136 27,577 $83,769 51,724 $943,843 

Washington 
State 
University 

90,081 $247,608 71,147 $4,250,000 86,657 $1,936 

The land-grant universities still profiting off Indigenous homelands, High Country News, 2020. 

https://amatoday-my.sharepoint.com/personal/aryan_ama-assn_org/Documents/A-24%20BOT%20Morill%20Act/The%20land-grant%20universities%20still%20profiting%20off%20Indigenous%20homelands
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APPENDIX B – RELEVANT AMA POLICIES 

AMA Support of American Indian Health Career Opportunities H-350.981 
AMA policy on American Indian health career opportunities is as follows: 
(1) Our AMA, and other national, state, specialty, and county medical societies recommend special programs
for the recruitment and training of American Indians in health careers at all levels and urge that these be
expanded. (2)  Our AMA supports the inclusion of American Indians in established medical training
programs in numbers adequate to meet their needs. Such training programs for American Indians should be
operated for a sufficient period of time to ensure a continuous supply of physicians and other health
professionals, prioritize consideration of applicants who self-identify as American Indian or Alaska Native
and can provide some form of affiliation with an American Indian or Alaska Native tribe in the United States,
and support the successful advancement of these trainees. (3) Our AMA will utilize its resources to create a
better awareness among physicians and other health providers of the special problems and needs of American
Indians and particular emphasis will be placed on the need for stronger clinical exposure and a greater
number of health professionals to work among the American Indian population. (4) Our AMA will continue
to support the concept of American Indian self-determination as imperative to the success of American
Indian programs and recognize that enduring acceptable solutions to American Indian health problems can
only result from program and project beneficiaries having initial and continued contributions in planning and
program operations. (5) Our AMA acknowledges long-standing federal precedent that membership or lineal
descent from an enrolled member in a federally recognized tribe is distinct from racial identification as
American Indian or Alaska Native and should be considered in medical school admissions even when
restrictions on race-conscious admissions policies are in effect.

Promising Practices Among Pathway Programs to Increase Diversity in Medicine D-350.980  
Our AMA will establish a task force to guide organizational transformation within and beyond the AMA 
toward restorative justice to promote truth, reconciliation, and healing in medicine and medical education. 

Underrepresented Student Access to US Medical Schools H-350.960  
Our AMA: (1) recommends that medical schools should consider in their planning: elements of diversity 
including but not limited to gender, racial, cultural and economic, reflective of the diversity of their patient 
population; (2) supports the development of new and the enhancement of existing programs that will identify 
and prepare underrepresented students from the high-school level onward and to enroll, retain and graduate 
increased numbers of underrepresented students; (3) recognizes some people have been historically 
underrepresented, excluded from, and marginalized in medical education and medicine because of their race, 
ethnicity, disability status, sexual orientation, gender identity, socioeconomic origin, and rurality, due to 
racism and other systems of exclusion and discrimination; (4) is committed to promoting truth and 
reconciliation in medical education as it relates to improving equity; (5) recognizes the harm caused by the 
Flexner Report to historically Black medical schools, the diversity of the physician workforce, and the 
outcomes of minoritized and marginalized patient populations; (6) will urge medical schools to develop or 
expand the reach of existing pathway programs for underrepresented middle school, high school and college 
aged students to motivate them to pursue and prepare them for a career in medicine; (7) will encourage 
collegiate programs to establish criteria by which completion of such programs will secure an interview for 
admission to the sponsoring medical school; (8) will recommend that medical school pathway programs for 
underrepresented students be free-of-charge or provide financial support with need-based scholarships and 
grants; (9) will encourage all physicians to actively participate in programs and mentorship opportunities that 
help expose underrepresented students to potential careers in medicine; and (10) will consider quality of K-
12 education a social determinant of health and thus advocate for implementation of Policy H-350.979, (1) 
(a) encouraging state and local governments to make quality elementary and secondary education available to
all.

Strategies for Enhancing Diversity in the Physician Workforce H-200.951  
Our AMA: (1) supports increased diversity across all specialties in the physician workforce in the categories 
of race, ethnicity, disability status, sexual orientation, gender identity, socioeconomic origin, and rurality; (2) 
commends the Institute of Medicine (now known as the National Academies of Sciences, Engineering, and 
Medicine) for its report, "In the Nation's Compelling Interest: Ensuring Diversity in the Health Care 
Workforce," and supports the concept that a racially and ethnically diverse educational experience results in 

https://policysearch.ama-assn.org/policyfinder/detail/H-350.981?uri=%2FAMADoc%2FHOD.xml-0-3031.xml
https://policysearch.ama-assn.org/policyfinder/detail/%22pathway%20program%22?uri=%2FAMADoc%2Fdirectives.xml-D-350.980.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-350.960?uri=%2FAMADoc%2FHOD.xml-0-3010.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-200.951?uri=%2FAMADoc%2FHOD.xml-0-1341.xml
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better educational outcomes; (3) encourages the development of evidence-informed programs to build role 
models among academic leadership and faculty for the mentorship of students, residents, and fellows 
underrepresented in medicine and in specific specialties; (4) encourages physicians to engage in their 
communities to guide, support, and mentor high school and undergraduate students with a calling to 
medicine; (5) encourages medical schools, health care institutions, managed care and other appropriate 
groups to adopt and utilize activities that bolster efforts to include and support individuals who are 
underrepresented in medicine by developing policies that articulate the value and importance of diversity as a 
goal that benefits all participants, cultivating and funding programs that nurture a culture of diversity on 
campus, and recruiting faculty and staff who share this goal; and (6) continue to study and provide 
recommendations to improve the future of health equity and racial justice in medical education, the diversity 
of the health workforce, and the outcomes of marginalized patient populations. 

Cultural Leave for American Indian Trainees H-350.957  
Our AMA recognizes the importance of cultural identity in fostering trainee success and encourages 
residency programs, fellowship programs, and medical schools to accommodate cultural observances for 
trainees from American Indian, Alaska Native, and Native Hawaiian communities. 

Strategies for Enhancing Diversity in the Physician Workforce D-200.985 
1. Our AMA, independently and in collaboration with other groups such as the Association of American 
Medical Colleges (AAMC), will actively work and advocate for funding at the federal and state levels and in 
the private sector to support the following: (a) Pipeline programs to prepare and motivate members of 
underrepresented groups to enter medical school; (b) Diversity or minority affairs offices at medical schools;
(c) Financial aid programs for students from groups that are underrepresented in medicine; and (d) Financial 
support programs to recruit and develop faculty members from underrepresented groups. 2. Our AMA will 
work to obtain full restoration and protection of federal Title VII funding, and similar state funding 
programs, for the Centers of Excellence Program, Health Careers Opportunity Program, Area Health 
Education Centers, and other programs that support physician training, recruitment, and retention in 
geographically underserved areas. 3. Our AMA will take a leadership role in efforts to enhance diversity in 
the physician workforce, including engaging in broad-based efforts that involve partners within and beyond 
the medical profession and medical education community. 4. Our AMA will encourage the Liaison 
Committee on Medical Education to assure that medical schools demonstrate compliance with their 
requirements for a diverse student body and faculty. 5. Our AMA will develop an internal education program 
for its members on the issues and possibilities involved in creating a diverse physician population. 6. Our 
AMA will provide on-line educational materials for its membership that address diversity issues in patient 
care including, but not limited to, culture, religion, race and ethnicity. 7. Our AMA will create and support 
programs that introduce elementary through high school students, especially those from groups that are 
underrepresented in medicine (URM), to healthcare careers. 8. Our AMA will create and support pipeline 
programs and encourage support services for URM college students that will support them as they move 
through college, medical school and residency programs. 9. Our AMA will recommend that medical school 
admissions committees and residency/fellowship programs use holistic assessments of applicants that take 
into account the diversity of preparation and the variety of talents that applicants bring to their education with 
the goal of improving health care for all communities. 10. Our AMA will advocate for the tracking and 
reporting to interested stakeholders of demographic information pertaining to URM status collected from 
Electronic Residency Application Service (ERAS) applications through the National Resident Matching 
Program (NRMP). 11. Our AMA will continue the research, advocacy, collaborative partnerships and other 
work that was initiated by the Commission to End Health Care Disparities. 12. Our AMA unequivocally 
opposes legislation that would dissolve affirmative action or punish institutions for properly employing race-
conscious admissions as a measure of affirmative action in order to promote a diverse student population. 13. 
Our AMA will work with the AAMC and other stakeholders to create a question for the AAMC electronic 
medical school application to identify previous pipeline program (also known as pathway program) 
participation and create a plan to analyze the data in order to determine the effectiveness of pipeline 
programs.

Continued Support for Diversity in Medical Education D-295.963 
Our AMA will: (1) publicly state and reaffirm its support for diversity in medical education and acknowledge 
the incorporation of DEI efforts as a vital aspect of medical training; (2) request that the Liaison Committee 

https://policysearch.ama-assn.org/policyfinder/detail/cultural%20identity?uri=%2FAMADoc%2FHOD.xml-H-350.957.xml
https://policysearch.ama-assn.org/policyfinder/detail/%22pathway%20program%22?uri=%2FAMADoc%2Fdirectives.xml-0-505.xml
https://policysearch.ama-assn.org/policyfinder/detail/D-295.963?uri=%2FAMADoc%2Fdirectives.xml-0-851.xml
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on Medical Education regularly share statistics related to compliance with accreditation standards IS-16 and 
MS-8 with medical schools and with other stakeholder groups; (3) work with appropriate stakeholders to 
commission and enact the recommendations of a forward-looking, cross-continuum, external study of 21st 
century medical education focused on reimagining the future of health equity and racial justice in medical 
education, improving the diversity of the health workforce, and ameliorating inequitable outcomes among 
minoritized and marginalized patient populations; (4) advocate for funding to support the creation and 
sustainability of Historically Black College and University (HBCU), Hispanic-Serving Institution (HSI), and 
Tribal College and University (TCU) affiliated medical schools and residency programs, with the goal of 
achieving a physician workforce that is proportional to the racial, ethnic, and gender composition of the 
United States population; (5) directly oppose any local, state, or federal actions that aim to limit diversity, 
equity, and inclusion initiatives, curriculum requirements, or funding in medical education; (6) advocate for 
resources to establish and maintain DEI offices at medical schools that are staff-managed and student- and 
physician-guided as well as committed to longitudinal community engagement; (7) investigate the impacts of 
state legislation regarding DEI-related efforts on the education and careers of students, trainees, and faculty; 
(8) recognize the disproportionate efforts by and additional responsibilities placed on minoritized individuals 
to engage in diversity, equity, and inclusion efforts; and (9) collaborate with the Association of American 
Medical Colleges, the Liaison Committee on Medical Education, and relevant stakeholders to encourage 
academic institutions to utilize Diversity, Equity, and Inclusion activities and community engagement as 
criteria for faculty and staff promotion and tenure.

AMA Support of American Indian Health Career Opportunities H-350.981 
AMA policy on American Indian health career opportunities is as follows: 
(1) Our AMA, and other national, state, specialty, and county medical societies recommend special programs
for the recruitment and training of American Indians in health careers at all levels and urge that these be
expanded. (2) ) Our AMA supports the inclusion of American Indians in established medical training
programs in numbers adequate to meet their needs. Such training programs for American Indians should be
operated for a sufficient period of time to ensure a continuous supply of physicians and other health
professionals, prioritize consideration of applicants who self-identify as American Indian or Alaska Native
and can provide some form of affiliation with an American Indian or Alaska Native tribe in the United States,
and support the successful advancement of these trainees. (3) Our AMA will utilize its resources to create a
better awareness among physicians and other health providers of the special problems and needs of American
Indians and particular emphasis will be placed on the need for stronger clinical exposure and a greater
number of health professionals to work among the American Indian population. (4) Our AMA will continue
to support the concept of American Indian self-determination as imperative to the success of American
Indian programs and recognize that enduring acceptable solutions to American Indian health problems can
only result from program and project beneficiaries having initial and continued contributions in planning and
program operations. (5) Our AMA acknowledges long-standing federal precedent that membership or lineal
descent from an enrolled member in a federally recognized tribe is distinct from racial identification as
American Indian or Alaska Native and should be considered in medical school admissions even when
restrictions on race-conscious admissions policies are in effect.

Indian Health Service H-350.977 
The policy of the AMA is to support efforts in Congress to enable the Indian Health Service to meet its 
obligation to bring American Indian health up to the general population level. The AMA specifically 
recommends: (1) Indian Population: (a) In current education programs, and in the expansion of educational 
activities suggested below, special consideration be given to involving the American Indian and Alaska 
native population in training for the various health professions, in the expectation that such professionals, if 
provided with adequate professional resources, facilities, and income, will be more likely to serve the tribal 
areas permanently; (b) Exploration with American Indian leaders of the possibility of increased numbers of 
nonfederal American Indian health centers, under tribal sponsorship, to expand the American Indian role in 
its own health care; (c) Increased involvement of private practitioners and facilities in American Indian care, 
through such mechanisms as agreements with tribal leaders or Indian Health Service contracts, as well as 
normal private practice relationships; and (d) Improvement in transportation to make access to existing 
private care easier for the American Indian population. (2) Federal Facilities: Based on the distribution of the 
eligible population, transportation facilities and roads, and the availability of alternative nonfederal resources, 
the AMA recommends that those Indian Health Service facilities currently necessary for American Indian 

https://policysearch.ama-assn.org/policyfinder/detail/H-350.981?uri=%2FAMADoc%2FHOD.xml-0-3031.xml
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care be identified and that an immediate construction and modernization program be initiated to bring these 
facilities up to current standards of practice and accreditation. (3) Manpower: (a) Compensation for Indian 
Health Service physicians be increased to a level competitive with other Federal agencies and 
nongovernmental service; (b) Consideration should be given to increased compensation for service in remote 
areas; (c) In conjunction with improvement of Service facilities, efforts should be made to establish closer 
ties with teaching centers, thus increasing both the available manpower and the level of professional 
expertise available for consultation; (d) Allied health professional staffing of Service facilities should be 
maintained at a level appropriate to the special needs of the population served; (e) Continuing education 
opportunities should be provided for those health professionals serving these communities, and especially 
those in remote areas, and, increased peer contact, both to maintain the quality of care and to avert 
professional isolation; and (f) Consideration should be given to a federal statement of policy supporting 
continuation of the Public Health Service to reduce the great uncertainty now felt by many career officers of 
the corps. (4) Medical Societies: In those states where Indian Health Service facilities are located, and in 
counties containing or adjacent to Service facilities, that the appropriate medical societies should explore the 
possibility of increased formal liaison with local Indian Health Service physicians. Increased support from 
organized medicine for improvement of health care provided under their direction, including professional 
consultation and involvement in society activities should be pursued. (5) Our AMA also support the removal 
of any requirement for competitive bidding in the Indian Health Service that compromises proper care for the 
American Indian population. (6) Our AMA will advocate that the Indian Health Service (IHS) establish an 
Office of Academic Affiliations responsible for coordinating partnerships with LCME- and COCA-
accredited medical schools and ACGME-accredited residency programs. (7) Our AMA will encourage the 
development of funding streams to promote rotations and learning opportunities at Indian Health Service, 
Tribal, and Urban Indian Health Programs. 

Desired Qualifications for Indian Health Service Director H-440.816 
Our AMA supports the following qualifications for the Director of the Indian Health Service: 
1. Health profession, preferably an MD or DO, degree and at least five years of clinical experience at an 
Indian Health Service medical site or facility. 2. Demonstrated long-term interest, commitment, and activity 
within the field of Indian Health. 3. Lived on tribal lands or rural American Indian or Alaska Native 
community or has interacted closely with an urban Indian community. 4. Leadership position in American 
Indian/Alaska Native health care or a leadership position in an academic setting with activity in American 
Indian/ Alaska Native health care. 5. Experience in the Indian Health Service or has worked extensively with 
Indian Health Service, Tribal, or Urban Indian health programs. 6. Knowledge and understanding of social 
and cultural issues affecting the health of American Indian and Alaska Native people. 7. Knowledge of health 
disparities among Native Americans / Alaska Natives, including the pathophysiological basis of the disease 
process and the social determinants of health that affect disparities. 8. Experience working with Indian Tribes 
and Nations and an understanding of the Trust Responsibility of the Federal Government for American 
Indian and Alaska Natives as well as an understanding of the sovereignty of American Indian and Alaska 
Native Nations. 9. Experience with management, budget, and federal programs.

Strong Opposition to Cuts in Federal Funding for the Indian Health Service D-350.987 
1. Our AMA will strongly advocate that all of the facilities that serve Native Americans under the Indian 
Health Service be adequately funded to fulfill their mission and their obligations to patients and providers. 2. 
Our AMA will ask Congress to take all necessary action to immediately restore full and adequate funding to 
the Indian Health Service. 3. Our AMA adopts as new policy that the Indian Health Service not be treated 
more adversely than other health plans in the application of any across the board federal funding reduction. 4. 
In the event of federal inaction to restore full and adequate funding to the Indian Health Service, our AMA 
will consider the option of joining in legal action seeking to require the federal government to honor existing 
treaties, obligations, and previously established laws regarding funding of the Indian Health Service. 5. Our 
AMA will request that Congress: (A) amend the Indian Health Care Improvement Act to authorize Advanced 
Appropriations; (B) include our recommendation for the Indian Health Service (HIS) Advanced 
Appropriations in the Budget Resolution; and (C) include in the enacted appropriations bill IHS Advanced 
Appropriations. 6. Our AMA supports an increase to the Federal Medical Assistance Percentage (FMAP) to 
100% for medical services which are received at or through an Urban Indian Organization that has a grant or 
contract with the Indian Health Service (IHS) and encourages state and federal governments to reinvest 
Medicaid savings from 100% FMAP into tribally driven health improvement programs.

https://policysearch.ama-assn.org/policyfinder/detail/H-440.816?uri=%2FAMADoc%2FHOD.xml-H-440.816.xml
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Improving Health Care of American Indians H-350.976 
Our AMA recommends that: (1) All individuals, special interest groups, and levels of government recognize 
the American Indian people as full citizens of the U.S., entitled to the same equal rights and privileges as 
other U.S. citizens. (2) The federal government provide sufficient funds to support needed health services for 
American Indians. (3) State and local governments give special attention to the health and health-related 
needs of non-reservation American Indians in an effort to improve their quality of life. (4) American Indian 
religions and cultural beliefs be recognized and respected by those responsible for planning and providing 
services in Indian health programs. (5) Our AMA recognize the "medicine man" as an integral and culturally 
necessary individual in delivering health care to American Indians. (6) Strong emphasis be given to mental 
health programs for American Indians in an effort to reduce the high incidence of alcoholism, homicide, 
suicide, and accidents. (7) A team approach drawing from traditional health providers supplemented by 
psychiatric social workers, health aides, visiting nurses, and health educators be utilized in solving these 
problems. (8) Our AMA continue its liaison with the Indian Health Service and the National Indian Health 
Board and establish a liaison with the Association of American Indian Physicians. (9) State and county 
medical associations establish liaisons with intertribal health councils in those states where American Indians 
reside. (10) Our AMA supports and encourages further development and use of innovative delivery systems 
and staffing configurations to meet American Indian health needs but opposes overemphasis on research for 
the sake of research, particularly if needed federal funds are diverted from direct services for American 
Indians. (11) Our AMA strongly supports those bills before Congressional committees that aim to improve 
the health of and health-related services provided to American Indians and further recommends that members 
of appropriate AMA councils and committees provide testimony in favor of effective legislation and 
proposed regulations. 

Plan for Continued Progress Toward Health Equity H-180.944 
Health equity, defined as optimal health for all, is a goal toward which our AMA will work by advocating for 
health care access, research, and data collection; promoting equity in care; increasing health workforce 
diversity; influencing determinants of health; and voicing and modeling commitment to health equity. 

https://policysearch.ama-assn.org/policyfinder/detail/H-350.976?uri=%2FAMADoc%2FHOD.xml-0-3026.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-180.944?uri=%2FAMADoc%2FHOD.xml-H-180.944.xml
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Policy G-600.110, “Sunset Mechanism for AMA Policy,” calls for the decennial review of American 1 
Medical Association (AMA) policies to ensure that our AMA’s policy database is current, coherent, and 2 
relevant:  3 
 4 
1. As the House of Delegates adopts policies, a maximum ten-year time horizon shall exist. A policy will 5 

typically sunset after ten years unless action is taken by the House of Delegates to retain it. Any action 6 
of our AMA House that reaffirms or amends an existing policy position shall reset the sunset “clock,” 7 
making the reaffirmed or amended policy viable for another 10 years. 8 

 9 
2. In the implementation and ongoing operation of our AMA policy sunset mechanism, the following 10 

procedures shall be followed: (a) Each year, the Speakers shall provide a list of policies that are 11 
subject to review under the policy sunset mechanism; (b) Such policies shall be assigned to the 12 
appropriate AMA councils for review; (c) Each AMA council that has been asked to review policies 13 
shall develop and submit a report to the House of Delegates identifying policies that are scheduled to 14 
sunset; (d) For each policy under review, the reviewing council can recommend one of the following 15 
actions: (i) retain the policy; (ii) sunset the policy; (iii) retain part of the policy; or (iv) reconcile the 16 
policy with more recent and like policy; (e) For each recommendation that it makes to retain a policy 17 
in any fashion, the reviewing council shall provide a succinct, but cogent justification; (f) The 18 
Speakers shall determine the best way for the House of Delegates to handle the sunset reports. 19 

 20 
3. Nothing in this policy shall prohibit a report to the HOD or resolution to sunset a policy earlier than its 21 

10-year horizon if it is no longer relevant, has been superseded by a more current policy, or has been 22 
accomplished. 23 

 24 
4. The AMA councils and the House of Delegates should conform to the following guidelines for sunset: 25 

(a) when a policy is no longer relevant or necessary; (b) when a policy or directive has been 26 
accomplished; or (c) when the policy or directive is part of an established AMA practice that is 27 
transparent to the House and codified elsewhere such as the AMA Bylaws or the AMA House of 28 
Delegates Reference Manual: Procedures, Policies and Practices. 29 

 30 
5. The most recent policy shall be deemed to supersede contradictory past AMA policies. 31 
 32 
6. Sunset policies will be retained in the AMA historical archives. 33 
 34 
See Appendix for a table of 2014 policies and recommended actions. 35 
RECOMMENDATION 36 
 37 

https://policysearch.ama-assn.org/policyfinder/detail/%22Sunset%20Mechanism%20for%20AMA%20Policy%20G-600.110%22?uri=%2FAMADoc%2FHODGOV.xml-0-36.xml
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The Council on Medical Education recommends that the House of Delegates policies listed in the 1 
appendix to this report be acted upon in the manner indicated and the remainder of this report be filed. 2 
(Directive to Take Action) 3 
 
 
 
Fiscal Note: $1,000. 
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APPENDIX: RECOMMENDED ACTIONS  
 

Policy 
Number 

Title Text Recommendations 
 

D-275.958 USMLE Step 1 
Timing  

Our AMA will ask the appropriate 
stakeholders to track United States Medical 
Licensing Examination (USMLE) Step 1 
Exam timing and subsequently publish 
aggregate data to determine the significance 
of advanced clinical experience on Step 1 
Exam performance. 
 
(Res. 911, I-14) 

Sunset - accomplished.  
 
After I-14, the Association of American Medical 
Colleges (AAMC), National Board of Medical 
Examiners (NBME), and Federation of State 
Medical Boards (FSMB) were notified of the HOD 
directive. It was also communicated via the MedEd 
Update newsletter to each medical school, 
residency program director, directors of medical 
education at U.S. teaching hospitals, and other 
interested groups. 
 

D-275.981 Potential 
Impact of the 
USMLE Step 2 
CS and 
COMLEX-PE 
on 
Undergraduate 
and Graduate 
Medical 
Education  

Our AMA will: (1) continue to closely 
monitor the USMLE Step 2 CS and the 
COMLEX-USA Level 2-PE, collecting data 
on initial and final pass rates, delays in 
students starting residency training due to 
scheduling of examinations, economic 
impact on students, and the potential impact 
of ethnicity on passing rates; and (2) 
encourage residency program directors to 
proactively evaluate their access to 
resources needed to assist resident 
physicians who have not passed these 
examinations to remediate. 
 
(CME Rep. 4, A-04; Modified: CME Rep. 
2, A-14) 
 

Sunset – no longer relevant.  
 
USMLE Step 2 CS and the COMLEX-USA Level 
2-PE were discontinued in 2021 and 2022 
respectively. 

D.275.983 Physicians? 
Right to 
Reasonable 
Privacy 
Protection and 
the Federation 
Credentials 
Verification 
Service 

Our AMA will request the Federation 
Credentials Verification Service (FCVS) to 
(1) add to its "Affidavit and Release" and 
"Authorization for Release of Records" 
forms appropriate language that: (a) allows 
physicians to revoke a prior authorization to 
the FCVS at any time through an 
affirmative action on the part of the 
physician (e.g., written notice) and (b) 
informs physicians their authorization will 
remain in effect unless and until revoked by 
the physician in accordance with guidance 
provided by the FCVS; and (2) clarify its 
release does not extend to liability which 
arises from the gross negligence or willful 
misconduct of FCVS. 
 
(BOT Rep. 22, A-04; Reaffirmed: CMS 
Rep. 1, A-14) 
 

Retain – still relevant. Amend title to read as 
follows: 
 
Physicians? Right to Reasonable Privacy 
Protection and the Federation Credentials 
Verification Service 
 
After A-04, the FSMB was notified of this HOD 
directive. 
 
The current FCVS waiver does not contain 
language contained in the AMA policy. FSMB has 
shared this AMA policy with their FCVS 
department and legal staff for review and welcome 
any AMA language for consideration.  

https://policysearch.ama-assn.org/policyfinder/detail/D-275.958?uri=%2FAMADoc%2Fdirectives.xml-0-687.xml
https://policysearch.ama-assn.org/policyfinder/detail/D-275.981?uri=%2FAMADoc%2Fdirectives.xml-0-710.xml
https://policysearch.ama-assn.org/policyfinder/detail/D-275.983?uri=%2FAMADoc%2Fdirectives.xml-0-712.xml
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D-275.995 Licensure and 
Credentialing 
Issues  

Our AMA will: (1) support recognition of 
the Federation of State Medical Boards' 
(FSMB) Credentials Verification Service by 
all licensing jurisdictions; and (2) encourage 
the National Commission on Quality 
Assurance (NCQA) and all other 
organizations to accept the Federation of 
State Medical Boards' Credentials 
Verification Service, the Educational 
Commission for Foreign Medical 
Graduates' Certification Verification 
Service, and the AMA Masterfile as 
primary source verification of credentials. 
Res. 303, I-00; Reaffirmation A-04; 
Modified:  
 
(CCB/CLRPD Rep. 2, A-14; Reaffirmed: 
BOT Rep. 3, I-14) 

Retain - still relevant. Amend policy with 
change in title to read as follows: 
 
Licensure and Credentialing Issues 
Primary Source Verification of Credentials 
 
Our AMA will: (1) supports recognition of the 
Federation of State Medical Boards’ (FSMB) 
Credentials Verification Service by all licensing 
jurisdictions; and (2) encourages the National 
Commission on Quality Assurance (NCQA) and 
all other organizations to accept recognition of the 
Federation of State Medical Boards’ Credentials 
Verification Service, the Educational Commission 
for Foreign Medical Graduates’ Certification 
Verification Service, and the AMA Masterfile as 
primary source verification of credentials. 

D-300.984 Physician 
Reentry  

Our AMA:  
1. Will continue to collaborate with other 
appropriate organizations on physician 
reentry issues including research on the 
need for and the effectiveness of reentry 
programs.  
2. Will work collaboratively with the 
American Academy of Pediatrics and other 
interested groups to convene a conference 
on physician reentry which will bring 
together key stakeholders to address the 
development of reentry programs as well as 
the educational needs of physicians 
reentering clinical practice.  
3. Will work with interested parties to 
establish a physician reentry program 
(PREP) information data base that is 
publicly accessible to physician applicants 
and which includes information pertaining 
to program characteristics.  
4. Will support efforts to ensure the 
affordability and accessibility, and to 
address the unique liability issues related to 
PREPs.  
5. Will make available to all interested 
parties the physician reentry program 
(PREP) system Guiding Principles for use 
as a basis for all reentry programs: a. 
Accessible: The PREP system is accessible 
by geography, time and cost. Reentry 
programs are available and accessible 
geographically across the United States and 
include national and regional pools of 
reentry positions. Reentering physicians 
with families or community ties are not 
burdened by having to relocate to attend a 
program. The length of time of reentry 
programs is standardized and is 

Retain – in part. Sunset clauses (2) and (3) as 
having been accomplished and (6) as no longer 
relevant. Amend policy to read as follows: 
 
Our AMA:  
1. Will continue to collaborate with other 
appropriate organizations on physician reentry 
issues including research on the need for and the 
effectiveness of reentry programs.  
2. Will work collaboratively with the American 
Academy of Pediatrics and other interested groups 
to convene a conference on physician reentry 
which will bring together key stakeholders to 
address the development of reentry programs as 
well as the educational needs of physicians 
reentering clinical practice.  
3. Will work with interested parties to establish a 
physician reentry program (PREP) information 
data base that is publicly accessible to physician 
applicants and which includes information 
pertaining to program characteristics.  
42. Will support efforts to ensure the affordability 
and accessibility and to address the unique liability 
issues related to PREPs physician reentry 
programs.  
53. Will make available to all interested parties the 
continue to support physician reentry program 
(PREP) system these guiding principles for use as 
a basis for all reentry programs: (a). Accessible: 
The PREP system is accessible Obtainable by 
geography, time, and cost. Reentry programs are 
available and accessible geographically across the 
United States and include national and regional 
pools of reentry positions. Reentering physicians 
with families or community ties are not burdened 
by having to relocate to attend a program. The 
length of time of reentry programs is standardized 
and is commensurate with the assessed clinical and 

https://policysearch.ama-assn.org/policyfinder/detail/D-275.995?uri=%2FAMADoc%2Fdirectives.xml-0-724.xml
https://policysearch.ama-assn.org/policyfinder/detail/D-300.984?uri=%2FAMADoc%2Fdirectives.xml-0-901.xml
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commensurate with the assessed clinical 
and educational needs of reentering 
physicians. The cost of reentry programs is 
not prohibitive to the physician, health care 
institutions or the health care system. b. 
Collaborative: The PREP system is 
designed to be collaborative to improve 
communication and resource sharing. 
Information and materials including 
evaluation instruments are shared across 
specialties, to the extent possible, to 
improve program and physician 
performance. A common nomenclature is 
used to maximize communication across 
specialties. Reentry programs share 
resources and create a common repository 
for such resources, which are easily 
accessible. c. Comprehensive: The PREP 
system is comprehensive to maximize 
program utility. Physician reentry programs 
prepare physicians to return to clinical 
activity in the discipline in which they have 
been trained or certified and in the practice 
settings they expect to work including 
community-based, public health, and 
hospital-based or academic practice. d. 
Ethical: The PREP system is based on 
accepted principles of medical ethics. 
Physician reentry programs will conform to 
physician licensure statues. The standards 
of professionalism, as stated in the AMA 
Code of Medical Ethics, must be followed. 
e. Flexible: The PREP system is flexible in 
structure in order to maximize program 
relevancy and usefulness. Physician reentry 
programs can accommodate modifications 
to program requirements and activities in 
ways that are optimal to the needs of 
reentering physicians. f. Modular: Physician 
reentry programs are modularized, 
individualized and competency-based. They 
are tailored to the learning needs of 
reentering physicians, which prevents the 
need for large, expensive, and standardized 
programs. Physicians should only be 
required to take those modules that allow 
them to meet an identified educational need. 
g. Innovative: Innovation is built into a 
PREP system allowing programs to offer 
state of the art learning and meet the diverse 
and changing needs of reentry physicians. 
Physician reentry programs develop and 
utilize learning tools including 
experimenting with innovative and novel 
curricular methodologies such as distance 
learning technologies and simulation. h. 

educational needs of reentering physicians. The 
cost of reentry programs is not prohibitive to the 
physician, health care institutions, or the health 
care system. (b). Collaborative: The PREP system 
is dDesigned to be collaborative to improve 
communication and resource sharing. Information 
and materials including evaluation instruments are 
shared across specialties, to the extent possible, to 
improve program and physician performance. A 
common nomenclature is used to maximize 
communication across specialties. Reentry 
programs share resources and create a common 
repository for such resources, which are easily 
accessible. (c). Comprehensive: The PREP system 
is comprehensive Broad to maximize program 
utility. Physician reentry programs prepare 
physicians to return to clinical activity in the 
discipline in which they have been trained or 
certified and in the practice settings they expect to 
work including community-based, public health, 
and hospital-based or academic practice. (d). 
Ethical: The PREP system is bBased on accepted 
principles of medical ethics. Physician reentry 
programs will conform to physician licensure 
statues. The standards of professionalism, as stated 
in the AMA Code of Medical Ethics, must be 
followed. (e). Flexible: The PREP system is 
flexible Pliable in structure in order to maximize 
program relevancy and usefulness. Physician 
reentry programs can accommodate modifications 
to program requirements and activities in ways 
that are optimal to the needs of reentering 
physicians. (f). Modular: Physician reentry 
programs are modularized, individualized, and 
competency-based. They are tailored to the 
learning needs of reentering physicians, which 
prevents the need for large, expensive, and 
standardized programs. Physicians should only be 
required to take those modules that allow them to 
meet an identified educational need. (g). 
Innovative: Innovation is built into a PREP system 
allowing Allows programs to offer state of the art 
learning and meet the diverse and changing needs 
of reentry physicians. Physician reentry programs 
develop and utilize learning tools including 
experimenting with innovative and novel 
curricular methodologies such as distance learning 
technologies and simulation. (h). Accountable: 
The PREP system Has mechanisms for assessment 
and is open to evaluation. Physician reentry 
programs have an evaluation component that is 
comparable among all specialties. Program 
assessments use objective measures to evaluate 
physician's competence at time of entry, during the 
program and at time of completion. Program 
outcomes are measured. Reliability and validity of 
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Accountable: The PREP system has 
mechanisms for assessment and is open to 
evaluation. Physician reentry programs have 
an evaluation component that is comparable 
among all specialties. Program assessments 
use objective measures to evaluate 
physician's competence at time of entry, 
during the program and at time of 
completion. Program outcomes are 
measured. Reliability and validity of the 
measures are established. Standardization of 
measures exist across programs to assess 
whether or not national standards are being 
met. i. Stable: A funding scheme is in place 
to ensure the PREP system is financially 
stable over the long-term. Adequate funding 
allows physician reentry programs to 
operate at sufficient and appropriate 
capacity. j. Responsive: The PREP system 
makes refinements, updates and other 
changes when necessary. Physician reentry 
programs are equipped to address systemic 
changes such as changes in regulations. 
Additionally, the PREP system is prepared 
to respond efficiently to urgent health care 
needs within society including mobilizing 
clinically inactive physicians temporarily 
into the workforce to attend to an acute 
public health crisis, such as a terrorist, 
biological, chemical, or natural disaster. 
6. Our AMA encourages each state which 
does not grant a full and unrestricted license 
to physicians undergoing reentry to develop 
a non-disciplinary category of licensure for 
physicians during their reentry process. 
 
(CME Rep. 6, A-08; Reaffirmed: CME Rep. 
11, A-12; Modified: CCB/CLRPD Rep. 2, 
A-14; Appended: Res. 310, A-14) 

the measures are established. Standardization of 
measures exists across programs to assess whether 
or not national standards are being met. (i). Stable: 
A funding scheme is in place to ensure the PREP 
system is financially stable stability over the long-
term. Adequate funding allows physician reentry 
programs to operate at sufficient and appropriate 
capacity. (j) Responsive: The PREP system 
mMakes refinements, updates, and other changes 
when necessary. Physician reentry programs are 
equipped to address systemic changes such as 
changes in regulations. Additionally, the PREP 
systemIt is prepared to respond efficiently to 
urgent health care needs within society including 
mobilizing clinically inactive physicians 
temporarily into the workforce to attend to an 
acute public health crisis, such as a terrorist, 
biological, chemical, or natural disaster. 
6. Our AMA Will encourages each states that 
which does not grant a full and unrestricted license 
to physicians undergoing reentry to develop a non-
disciplinary category of licensure for physicians 
during their reentry process. 
 
Sunset clause (2) as having been accomplished. 
Records indicate the AMA and the American 
Academy of Pediatrics hosted joint conferences in 
2008 and 2011. They also launched the National 
Inactive Physicians Survey, which was published 
in 2011. Plans are underway for a similar study 
that will ask many of the same questions as the 
previous study.  
 
Sunset clause (3) as having been accomplished. 
FSMB developed a directory of physician 
assessment and remedial education programs.  
 
Regarding clause (6), state board requirements for 
reentry are listed on the FSMB website. FSMB’s 
Workgroup on Reentry to Practice developed a 
draft report that discusses difficulties obtaining 
licensure based on time away from practice and 
speaks to differing reentry requirements when 
absences from practice result from disciplinary 
action or criminal conviction. Open comment 
period ended Feb 16, 2024. 
 
Remove references to “PREP” as it does not 
reflect current nomenclature. 

D-300.988 Implications of 
the "Stark II" 
Regulations for 
Continuing 
Medical 
Education  

Our AMA will (1) request that the Centers 
for Medicare & Medicaid Services develop 
an explicit exception within the regulations 
for Section 1877 of the Social Security Act 
(Stark law) that permits physician 
compensation without financial limit in the 
form of continuing medical education that is 

Retain – in part. Amend policy to read as 
follows: 
 
Our AMA will (1) request that the Centers for 
Medicare & Medicaid Services develop an explicit 
exception within the regulations for Section 1877 
of the Social Security Act (Stark law) that permits 

https://policysearch.ama-assn.org/policyfinder/detail/D-300.988?uri=%2FAMADoc%2Fdirectives.xml-0-905.xml
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offered for the purpose of ensuring quality 
patient care; and (2) monitor the impact of 
the Section 1877 (Stark II) regulations on 
the ability of health care institutions to 
provide continuing medical education to 
their medical staffs. 
 
(CME Rep. 6, I-04; Reaffirmed: CME Rep. 
2, A-14) 

physician compensation without financial limit in 
the form of continuing medical education that is 
offered for the purpose of ensuring quality patient 
care; and (2) monitor the impact of the Section 
1877 (Stark II) regulations on the ability of health 
care institutions to provide continuing medical 
education to their medical staffs. 
 
Sunset clause (1) as having been accomplished. 
After I-04, Centers for Medicare & Medicaid 
Services was notified of this HOD directive.  
 
Retain clause (2) as there remain situations where 
health care institutions seek guidance on whether 
providing certain types of continuing medical 
education violates section 1877. 
 

D-300.994 Reduced 
Continuing 
Medical 
Education 
(CME) Fees for 
Retired 
Physicians  

Our AMA supports reduced registration 
fees for retired physicians at all continuing 
medical education (CME) programs and 
encourages CME providers to consider a 
reduced fee policy for retired physicians. 
 
(Res. 302, I-01; Reaffirmed: CME Rep. 2, 
A-11; Modified: CME Rep. 2, A-14) 

Retain - still relevant. 

D-310.967 Resident Pay 
During 
Orientation  

Our AMA will advocate that all resident 
and fellow physicians should be 
compensated, and receive benefits, at a 
level commensurate with the pay that they 
will receive while in their training program, 
for all days spent in required orientation 
activities prior to the onset of their 
contractual responsibilities. 
 
(Res. 302, A-07; Modified: CCB/CLRPD 
Rep. 2, A-14) 

Retain - still relevant. 

D-310.980 Increase in 
ACGME Fees  

Our AMA will work with the Accreditation 
Council for Graduate Medical Education to 
limit the increase of the ACGME fees. 
 
(Res. 311, A-04; Reaffirmed: CME Rep. 2, 
A-14) 

Sunset – not practical.  
 
ACGME has limited increases for many years. It is 
incumbent on organizations to be able to control 
their own fees.  

D-310.982 Protecting the 
Privacy of 
Physician 
Information 
Held by the 
ACGME  

Our AMA will request the Accreditation 
Council for Graduate Medical Education 
and any other organization with a similar 
case and procedure log for resident 
physicians to (1) develop and implement a 
system to remove or sufficiently protect 
identifying data from individual physicians? 
data logs; and (2) adopt a policy not to 
disseminate any data specific to individual 
physicians without the written consent of 
the physician. 
 
(Res. 301, A-04; Reaffirmed: CME Rep. 2, 
A-14) 

Sunset – accomplished. 
 
After A-04, ACGME was notified of this HOD 
directive. Records of the correspondence state that 
“in discussing this issue last week with John 
Nylen, he assured me this is already ACGME 
policy.” 
 
The ACGME data systems include the 
Accreditation Data System (ADS), the Case Log 
System, the Medical School Portal, and ACGME 
surveys. Public-facing data is available here. The 
majority of data are available only to individuals 
with login credentials. Logins are provided to 

https://policysearch.ama-assn.org/policyfinder/detail/D-300.994?uri=%2FAMADoc%2Fdirectives.xml-0-911.xml
https://policysearch.ama-assn.org/policyfinder/detail/D-310.967?uri=%2FAMADoc%2Fdirectives.xml-0-977.xml
https://policysearch.ama-assn.org/policyfinder/detail/D-310.980?uri=%2FAMADoc%2Fdirectives.xml-0-990.xml
https://policysearch.ama-assn.org/policyfinder/detail/D-310.982?uri=%2FAMADoc%2Fdirectives.xml-0-992.xml
https://apps.acgme.org/ads/public/
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designated institutional officials (DIOs), program 
directors, program coordinators, residents, fellows, 
and designated medical school users. Users have 
access to the following systems: 
• Program directors: ADS, including Case Logs 

for viewing reports. 
• DIOs: ADS, including Case Logs for viewing 

reports. 
• Residents and fellows: Case Logs and ACGME 

Surveys. 
• Faculty members: ACGME Surveys 
• Medical school users: Medical School Portal. 
• Others: ADS Public. 

 
D-310.992 Limits on 

Training 
Opportunities 
for J-1 
Residents  

Our AMA will request that the Bureau of 
Educational and Cultural Affairs, 
Accreditation Council for Graduate Medical 
Education (ACGME), American Board of 
Medical Specialties and the Educational 
Commission for Foreign Medical Graduates 
develop criteria by which J-1 exchange 
visitor physicians could seek extension of 
the length of their visa beyond the 7-year 
limit in order to participate in fellowship or 
subspecialty programs accredited by the 
ACGME. 
 
(Res. 303, A-01; Reaffirmed: CME Rep. 2, 
A-11; Reaffirmation A-14) 

Sunset – accomplished. 
 
After A-01, the Bureau of Educational and 
Cultural Affairs and the Educational Commission 
for Foreign Medical Graduates were notified of 
this HOD directive. It was also communicated to 
each residency program director and directors of 
medical education at U.S. teaching hospitals via 
the Medical Education Bulletin. 
 
According to ECFMG’s (now a member of 
Intealth) Exchange Visitor Sponsor Program 
(EVSP), “any international medical graduate 
seeking to extend his/her participation in ECFMG-
sponsored training beyond seven years must file a 
formal extension request with the Department of 
State (DOS) through ECFMG.” In addition to the 
ECFMG fee and DOS fee, documentation must 
include: complete application for ECFMG 
sponsorship, letter of support from applicant’s 
current and proposed program directors, statement 
of educational objectives from applicant, and letter 
of “exceptional need” from the home country 
government; this letter must be signed by either 
the home country’s ambassador to the United 
States or the home country’s minister of health 
confirming an “exceptional need” for the applicant 
to be trained in the field of medicine being 
pursued. 
 

D-373.999 Informed 
Patient Choice 
and Shared 
Decision 
Making  

1. Our AMA will work with state and 
specialty societies, medical schools, and 
others as appropriate to educate and 
communicate to medical students and to 
physicians about the importance of shared 
decision-making guidance through 
publications and other educational methods 
and assist the medical community in 
moving towards patient-centered care. 
 
(Res. 817, I-08; Modified: Res. 301, A-14) 

Retain - still relevant. 

https://policysearch.ama-assn.org/policyfinder/detail/D-310.992?uri=%2FAMADoc%2Fdirectives.xml-0-1002.xml
https://www.ecfmg.org/evsp/evspeememo.pdf
https://policysearch.ama-assn.org/policyfinder/detail/D-373.999?uri=%2FAMADoc%2Fdirectives.xml-0-1238.xml
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D-480.999 State Authority 
and Flexibility 
in Medical 
Licensure for 
Telemedicine  

Our AMA will continue its opposition to a 
single national federalized system of 
medical licensure. 
 
(CME Rep. 7, A-99; Reaffirmed and 
Modified: CME Rep. 2, A-09; Reaffirmed 
in lieu of Res. 920, I-13; Reaffirmed: BOT 
Rep. 3, I-14) 
 

Retain - still relevant.  
 
This policy is central to Advocacy’s work on 
telehealth licensure.  

G-620.065 Dues 
Exemption/ 
Adjustment for 
Physicians 
Unable to 
Attain 
Residency 
Training 
Program  

Our AMA urges state societies to offer 
membership at significantly discounted 
rates for example, equal to the charge for 
medical students or residents, to physicians 
who have graduated from American 
medical schools or who have successfully 
completed Educational Commission on 
Foreign Medical Graduate (ECFMG) and 
United States Medical Licensing 
Examination (USMLE) examinations but 
have been unable to obtain American 
residency positions. 
 
(Res. 611, A-14) 
 

Retain - still relevant. 

H-40.977 Pay Equity for 
Physicians in 
Active and 
Reserve 
Uniformed 
Services  

For reservists called to active duty or on 
short-term mobilization assignments, the 
AMA supports the adjustment of pay and 
allowances upwards to approach pay and 
allowances for those with similar rank and 
qualifications in regular and long-term 
reserve status. 
 
(Sub. Res. 233, I-92; Reaffirmed: CMS 
Rep. 10, A-03; Reaffirmed: CME Rep. 2, I-
04; Reaffirmed: CMS Rep. 1, A-14) 
 

Retain - still relevant. 

H-40.983 Active and 
Reserve 
Physicians and 
Physicians-In-
Training  

(1) Our AMA requests the Residency 
Review Committees and Specialty Boards 
to develop flexible policies to ensure that 
(a) resident physicians and fellows who are 
members of the active or reserve 
components of the uniformed services of 
the United States retain their academic and 
training status within their respective 
training programs during periods of reserve 
activation or active duty with the uniformed 
services; and (b) active duty or deployment 
time with the uniformed services during a 
residency or fellowship should be credited 
toward the usual training period for 
eligibility for matriculation and Board 
examinations when the trainee's experiences 
have been educationally appropriate.  
(2) Our AMA strongly encourages state 
licensing boards to waive requirements for 
continuing medical education credits for 

Retain – still relevant.  
 
ACGME works closely with the Department of 
Defense around issues with deployment of both 
residents and faculty. The institutional review 
group is revising their requirements, which will 
likely be released in fall 2024 with an open 
comment period. 

https://policysearch.ama-assn.org/policyfinder/detail/D-480.999?uri=%2FAMADoc%2Fdirectives.xml-0-1701.xml
https://policysearch.ama-assn.org/policyfinder/detail/G-620.065?uri=%2FAMADoc%2FHODGOV.xml-0-105.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-40.977?uri=%2FAMADoc%2FHOD.xml-0-3498.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-40.983?uri=%2FAMADoc%2FHOD.xml-0-3504.xml
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physicians during periods of reserve or 
national guard activation or active duty with 
the uniformed services.  
(3) Our AMA supports the position that, at 
the time of national emergency, residents 
and fellows called to support their country 
in military service should be placed, when 
possible, in positions consistent with their 
specialty and level of training. 
 
(Res. 187, I-90; Modified: Sunset Report, I-
00; Reaffirmed: CME Rep. 2, I-04; 
Modified: CME Rep. 2, A-14) 
 

H-95.943 MDs/DOs as 
Medical 
Review 
Officers  

Our AMA: (1) reaffirms its policy that only 
licensed MDs/DOs with knowledge of 
substance use disorders should serve as 
Medical Review Officers (MROs); (2) 
reaffirms its policy that all MDs/DOs who 
serve as MROs should obtain continuing 
medical education credit in this subject 
area; (3) vigorously advocates that any 
legislation concerning drug testing in the 
workplace include a provision for a Medical 
Review Officer (MRO) who will review all 
positive test results and further that only a 
licensed physician may serve as the MRO 
and further that this physician MRO has 
knowledge of substance abuse disorders and 
has appropriate medical training to interpret 
and evaluate an individual's positive test 
results together with his or her medical 
history and any other relevant biomedical 
information ; and (4) vigorously opposes 
legislation that is inconsistent with these 
policies. 
 
(CCB/CLRPD Rep. 3, A-14) 

Retain – still relevant. Amend policy to read as 
follows: 
 
Our AMA: (1) reaffirms its policy affirms that 
only licensed MDs/DOs with knowledge of 
substance use disorders should serve as Medical 
Review Officers (MROs); (2) reaffirms its policy 
affirms that all MDs/DOs who serve as MROs 
should obtain continuing medical education credit 
in this subject area; (3) vigorously advocates 
affirms that any legislation concerning drug testing 
in the workplace include a provision for a Medical 
Review Officer (MRO) who will review all 
positive test results and further that only a licensed 
physician may serve as the MRO and further that 
this physician MRO has knowledge of substance 
abuse  disorders and has appropriate medical 
training to interpret and evaluate an individual's 
positive test results together with their medical 
history and any other relevant biomedical 
information ; and (4) vigorously opposes 
legislation that is inconsistent with these policies. 
 
Clauses (1) and (2) are consistent with ACOEM’s 
MRO training. Language in clause (3) is 
redundant. 
 

H-275.929 Additions to 
United States 
Medical 
Licensure 
Examination 
and 
Comprehensive 
Osteopathic 
Medical 
Licensure 
Examination  
 

Our AMA opposes additions to the United 
States Medical Licensing Examination and 
Comprehensive Osteopathic Medical 
Licensure Examination that lack predictive 
validity for future performance as a 
physician. 
 
(Res. 308, A-04; Reaffirmed: CME Rep. 2, 
A-14) 

Retain - still relevant. Amend policy with 
change in title to read as follows: 
 
Oppose Additions to United States Medical 
Licensure Examination and Comprehensive 
Osteopathic Medical Licensure Examination 

H-275.930 Opposition to 
Clinical Skills 
Examinations 

Our AMA: (1) opposes clinical skills 
examinations for the purpose of physician 
medical relicensure; (2) reaffirms its 

Retain- in part. Amend policy to read as 
follows:  
 

https://policysearch.ama-assn.org/policyfinder/detail/H-95.943?uri=%2FAMADoc%2FHOD.xml-0-5322.xml
https://connect.acoem.org/s/store?_ga=2.44170020.1859794229.1707929527-1289976814.1707929527#/store/browse/detail/a133m00000B8nYQAAZ
https://policysearch.ama-assn.org/policyfinder/detail/H-275.929?uri=%2FAMADoc%2FHOD.xml-0-1907.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-275.930?uri=%2FAMADoc%2FHOD.xml-0-1908.xml
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for Physician 
Medical 
Relicensure  

support for continuous quality improvement 
of practicing physicians, and supports 
research into methods to improve clinical 
practice, including practice guidelines; and 
(3) continues to support the implementation 
of quality improvement through local 
professional, non-governmental oversight. 
 
(Res. 307, A-04; Reaffirmed: CME Rep. 2, 
A-14) 

Our AMA: (1) opposes clinical skills examinations 
for the purpose of physician medical relicensure; 
and (2) reaffirms its supports for continuous 
quality improvement of practicing physicians, and 
supports; research into methods to improve clinical 
practice, including practice guidelines; and (3) 
continues to supports the implementation of 
quality improvement through local professional, 
non-governmental oversight. 
 
Retain clause (1) as still relevant.  
 
Sunset clause (2) which is addressed in policies H-
450.970, H-450.965, and D-478.984. 
 
Retain clause (3) and append to H-450.970 where 
it better aligns with the content and title.   
 

H-275.945 Self-
Incriminating 
Questions on 
Applications for 
Licensure and 
Specialty 
Boards  

The AMA will:  
(1) encourage the Federation of State 
Medical Boards and its constituent members 
to develop uniform definitions and 
nomenclature for use in licensing and 
disciplinary proceedings to better facilitate 
the sharing of information;  
(2) seek clarification of the application of 
the Americans with Disabilities Act to the 
actions of medical licensing and medical 
specialty boards; and  
(3) until the applicability and scope of the 
Americans with Disabilities Act are 
clarified, will encourage the American 
Board of Medical Specialties and the 
Federation of State Medical Boards and 
their constituent members to advise 
physicians of the rationale behind inquiries 
on mental illness, substance abuse or 
physical disabilities in materials used in the 
licensure, reregistration, and certification 
processes when such questions are asked. 
 
(BOT Rep. 13, I-93; Reaffirmed: CME Rep. 
10-I-94; Reaffirmed: CME Rep. 2, A-04; 
Reaffirmed: CME Rep. 2, A-14) 

Sunset – accomplished. 
 
Sunset clause (1) as having been accomplished. 
FSMB Physician Data Center (PDC) and 
Disciplinary Alert Service (DAS) foster the 
appropriate sharing of information and uniformity 
of definitions and nomenclature. 
 
Sunset clause (2) as having been accomplished. 
FSMB adopted policy Physician Wellness and 
Burnout (2018) that addresses the ADA related to 
licensing. 
 
Sunset clause (3), as it is addressed in policy H-
275.970. 

H-275.973 State Control of 
Qualifications 
for Medical 
Licensure  

(1) The AMA firmly opposes the imposition 
of federally mandated restrictions on the 
ability of individual states to determine the 
qualifications of physician candidates for 
licensure by endorsement. (2) The AMA 
actively opposes the enactment of any 
legislation introduced in Congress that 
promotes these objectives. 
 
(Res. 84, I-87; Reaffirmed: Sunset Report, 
I-97; Reaffirmed: CME Rep. 2, A-07; 
Reaffirmed: BOT Rep. 3, I-14) 

Retain - still relevant. Amend policy with 
change in title to read as follows: 
 
Support State Control of Qualifications for 
Medical Licensure 

https://amatoday-my.sharepoint.com/personal/aryan_ama-assn_org/Documents/A-24%20CME%20Sunset/H-450.970
https://amatoday-my.sharepoint.com/personal/aryan_ama-assn_org/Documents/A-24%20CME%20Sunset/H-450.970
https://policysearch.ama-assn.org/policyfinder/detail/continuous%20quality%20improvement?uri=%2FAMADoc%2FHOD.xml-0-4089.xml
https://policysearch.ama-assn.org/policyfinder/detail/continuous%20quality%20improvement?uri=%2FAMADoc%2Fdirectives.xml-0-1656.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-450.970?uri=%2FAMADoc%2FHOD.xml-0-4094.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-275.945?uri=%2FAMADoc%2FHOD.xml-0-1923.xml
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https://www.fsmb.org/siteassets/advocacy/policies/policy-on-wellness-and-burnout.pdf
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H-275.977 Verifying 
Physicians' 
Credentials  

The AMA endorses the use of pluralistic 
approaches to the verification and validation 
of physicians' credentials. The AMA will 
seek legislation that managed care 
companies be required to request 
credentialing information in a uniform 
standardized format which all groups 
involved in credentialing would accept. 
 
(Sub. Res. 91, A-87; Amended by Res. 736, 
A-97; Reaffirmed: Sunset Report, I-97; 
Reaffirmed: CME Rep. 2, A-07; 
Reaffirmed: BOT Rep. 3, I-14) 

Sunset – duplicative.  
 
Sunset the first sentence as superseded by policy 
D-275.995 that supports primary source 
verification of credentials via the AMA Masterfile, 
FSMB’s Federation Credentials Verification 
Service, and the Educational Commission for 
Foreign Medical Graduates' Certification 
Verification Service. 
 
Sunset the second sentence, which is already 
addressed by policy H-285.979. 
 
 
 

H-275.988 Identifying 
Persons with 
Illegally 
Obtained 
Medical 
Degrees  

The AMA supports appropriate efforts of 
private and governmental agencies in 
identification of persons possessing illegally 
obtained medical degrees. 
 
(Res. 43, A-84; Reaffirmed by CLRPD Rep. 
3 - I-94; Reaffirmed: CME Rep. 2, A-04; 
Reaffirmed: CME Rep. 2, A-14) 

Retain- still relevant. 

H-275.996 Physician 
Competence  

Our AMA:  
(1) urges the American Board of Medical 
Specialties and its constituent boards to 
reconsider their positions regarding 
recertification as a mandatory requirement 
rather than as a voluntarily sought and 
achieved validation of excellence;  
(2) urges the Federation of State Medical 
Boards and its constituent state boards to 
reconsider and reverse their position urging 
and accepting specialty board certification 
as evidence of continuing competence for 
the purpose of re-registration of licensure; 
and  
(3) favors continued efforts to improve 
voluntary continuing medical education 
programs, to maintain the peer review 
process within the profession, and to 
develop better techniques for establishing 
the necessary patient care data base. 
 
(CME Rep. J, A-80; Reaffirmed: CLRPD 
Rep. B, I-90; Reaffirmed: Sunset Report, I-
00; Reaffirmed: CME Rep. 7, A-02; 
Reaffirmed: CME Rep. 7, A-07; 
Reaffirmed: CME Rep. 16, A-09; 
Reaffirmed in lieu of Res. 302, A-10; 
Reaffirmed in lieu of Res. 320, A-14) 

Sunset – accomplished. 
 
Sunset clause (1) as having been accomplished. 
According to the ABMS, “member board 
certification is a voluntary specialty credential that 
indicates a physician or medical specialist’s 
proficiency in a particular specialty area of 
medicine.” 
 
Sunset clause (2) as having been accomplished, 
given the FSMB was notified of this policy after 
A-80. In 2012, the FSMB House of Delegates 
adopted a policy that states “The Federation of 
State Medical Boards (FSMB) supports the use of, 
and encourages state boards to recognize, a 
licensee’s participation in an ABMS MOC and/or 
AOA BOS OCC program as an acceptable means 
of meeting CME requirements for license 
renewal.” FSMB is aware of a small but growing 
number of state medical boards that accept 
participation in continuing certification as 
evidence of substantive compliance with CME 
requirements. 
 
Sunset clause (3) as duplicative. Addressed in 
AMA policy Support for Continuing Medical 
Education H-300.958. 

H-295.863 Impairment 
Prevention and 
Treatment in 
the Training 
Years  

Our AMA: (1) reaffirms the importance of 
preventing and treating psychiatric illness, 
alcoholism and substance abuse in medical 
students, residents and fellows; (2) strongly 
encourages medical schools and teaching 

Retain - still relevant. Amend policy to read as 
follows: 
 
Our AMA: (1) reaffirms the importance of 
preventing and treating psychiatric illness, 

https://policysearch.ama-assn.org/policyfinder/detail/H-275.977?uri=%2FAMADoc%2FHOD.xml-0-1955.xml
https://policysearch.ama-assn.org/policyfinder/detail/verification%20credentialing?uri=%2FAMADoc%2Fdirectives.xml-0-724.xml
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https://www.fsmb.org/fcvs/
https://www.ecfmg.org/certification/certification-verification.html
https://www.ecfmg.org/certification/certification-verification.html
https://policysearch.ama-assn.org/policyfinder/detail/%20H-285.979?uri=%2FAMADoc%2FHOD.xml-0-2103.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-275.988?uri=%2FAMADoc%2FHOD.xml-0-1966.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-275.996?uri=%2FAMADoc%2FHOD.xml-0-1974.xml
https://www.abms.org/newsroom/abms-updates-its-certification-matters-website/
https://policysearch.ama-assn.org/policyfinder/detail/continuing%20medical%20education?uri=%2FAMADoc%2FHOD.xml-0-2376.xml
https://policysearch.ama-assn.org/policyfinder/detail/continuing%20medical%20education?uri=%2FAMADoc%2FHOD.xml-0-2376.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-295.863?uri=%2FAMADoc%2FHOD.xml-0-2162.xml
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hospitals to develop and maintain 
impairment prevention and treatment 
programs with confidential services for 
medical students, residents and fellows; (3) 
urges medical schools, hospitals with 
graduate medical education programs, and 
state and county medical societies to initiate 
active liaison with local impaired physician 
committees in order to more effectively 
diagnose and treat medical student and 
resident substance abuse; (4) advocates (a) 
further study (and continued monitoring of 
other studies) concerning the problem of 
substance abuse among students, residents, 
and faculty in U.S. medical schools, and (b) 
development of model policy and 
programmatic guidelines which might assist 
in the establishment of programs for 
medical students, residents and faculty and 
which could significantly impact this 
problem and potentially reduce the risk of 
future impairment among physicians. 
 
(CCB/CLRPD Rep. 3, A-14) 

alcoholism, and substance abuse use in medical 
students, residents, and fellows; (2) strongly 
encourages medical schools and teaching hospitals 
to develop and maintain impairment prevention 
and treatment programs with confidential services 
for medical students, residents, and fellows; (3) 
urges medical schools, hospitals with graduate 
medical education programs, and state and county 
medical societies to initiate active liaison with 
local impaired physician committees in order to 
more effectively diagnose and treat medical 
student and resident substance abuse use; (4) 
advocates (a) further study (and continued 
monitoring of other studies) concerning the 
problem of substance abuse use among students, 
residents, and faculty in U.S. medical schools, and 
(b) development of model policy and 
programmatic guidelines which might assist in the 
establishment of programs for medical students, 
residents, and faculty and which could 
significantly impact this problem and potentially 
reduce the risk of future impairment among 
physicians. 

Change from “abuse to “use” in keeping with 
policy Destigmatizing the Language of Addiction 
H-95.917. 

H-295.880 Service 
Learning in 
Medical 
Education  

Our AMA will support the concept of 
service learning as a key component in 
medical school and residency curricula, and 
that these experiences should include 
student and resident collaboration with a 
community partner to improve the health of 
the population. 
 
(Res. 321, A-04; Reaffirmed: CME Rep. 2, 
A-14) 

Retain - still relevant.  
 
 

H-295.929 Faculty/Staff 
Appointments 
at More Than 
One Medical 
School  

The AMA encourages medical schools that 
currently do not permit volunteer faculty 
members to hold appointments at more than 
one medical school to review this policy, to 
ensure that it is in the best interests of 
medical education and program integrity. 
Nonsalaried faculty members of medical 
schools should be allowed to hold 
concurrent appointments at more than one 
medical school as long as the individual 
physician agrees to carry out all 
responsibilities assigned by each medical 
school. 
 
(CME Rep. 3, I-93; Reaffirmed: CME Rep. 
2, A-05; Modified: CME Rep. 2, A-14) 

Retain - still relevant. 

H-295.983 Extramural 
Clerkships and 

The AMA (1) recognizes the essential role 
of the medical school faculty in the 

Retain - still relevant. 

https://policysearch.ama-assn.org/policyfinder/detail/substance%20use?uri=%2FAMADoc%2FHOD.xml-H-95.917.xml
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https://policysearch.ama-assn.org/policyfinder/detail/H-295.880?uri=%2FAMADoc%2FHOD.xml-0-2179.xml
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Early Career 
Decisions  

determination of the core clinical education 
of medical students; and (2) opposes 
resident recruitment practices which would 
interfere with scheduled core clinical 
clerkships at the student's medical school. 
 
(Res. 77, I-84; CLRPD Rep. 3 - I-94; 
Reaffirmed: CME Rep. 2, A-04; 
Reaffirmed: CME Rep. 2, A-14) 

H-295.985 Humanism in 
Graduate 
Medical 
Education  

The AMA encourages medical schools and 
teaching hospitals to strengthen educational 
programs for undergraduates and resident 
physicians in recognizing and meeting the 
emotional needs of patients and their 
families. 
 
(Sub. Res. 154, A-84; Reaffirmed by 
CLRPD Rep. 3 - I-94; Reaffirmed: CME 
Rep. 2, A-04; Reaffirmed: CME Rep. 2, A-
14) 

Retain - still relevant. 

H-305.950 Fairness in 
Publication of 
Names of Loan 
Defaulters  

The AMA opposes the selective publication 
of names of defaulters on federally funded 
student loans. 
 
(Res. 309, A-94; Reaffirmed: CME Rep. 2, 
A-04; Reaffirmed: CME Rep. 2, A-14) 

Retain - still relevant. 

H-310.990 Shared 
Residency 
Positions  

The AMA supports the concept of shared 
residency positions and the continued 
collection and publication of data on these 
positions, and encourages residency 
program directors to offer such positions 
where feasible. 
 
(Res. 81, I-84; Reaffirmed by CLRPD Rep. 
3 - I-94; Reaffirmed: CME Rep. 2, A-04; 
Modified: CME Rep. 2, A-14) 

Retain – still relevant. Amend policy to read as 
follows: 
 
The AMA supports the concept of shared 
residency positions and the continued collection 
and publication of data on these positions, and 
encourages residency program directors to offer 
such positions where feasible. 

H-355.977 Reporting of 
Resident 
Physicians to 
the National 
Practitioner 
Data Bank  

1. Our AMA: (A) seeks opportunities to 
limit reports concerning residents to the 
National Practitioner Data Bank to only 
those situations where a final adverse action 
has been taken by a medical licensing 
jurisdiction; (B) opposes attempts to extend 
reports concerning residents to the National 
Practitioner Data Bank beyond those 
covered in Item 1 of this policy; and (C) 
advocates for legislation amending, as 
appropriate, the NPDB reporting 
requirements regarding resident physicians 
to be consistent with this policy, and 
opposes the expansion of existing reporting 
requirements.  
 
(CCB/CLRPD Rep. 3, A-14) 

Retain - still relevant. Amend policy to read as 
follows: 
 
1. Our AMA: (A) seeks opportunities to supports 
the limiting of reports concerning residents to the 
National Practitioner Data Bank to only those 
situations where a final adverse action has been 
taken by a medical licensing jurisdiction; and (B) 
opposes attempts to extend reports concerning 
residents to the National Practitioner Data Bank 
beyond those covered in Item 1 of this policy; and 
(C) advocates for legislation amending, as 
appropriate, the NPDB reporting requirements 
regarding resident physicians to be consistent with 
this policy, and opposes the expansion of existing 
reporting requirements. 
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REPORT 2 OF THE COUNCIL ON MEDICAL EDUCATION (A-24) 
The Current Match Process and Alternatives (Resolution 302-A-23) 
 
 

EXECUTIVE SUMMARY 
 

This report was written in response to Resolution 302, brought forth by the Resident and Fellow 
Section at the 2023 Annual Meeting of the House of Delegates. This resolution was referred for 
study. Now AMA Policy D-310.944, it asks that that the American Medical Association “study 
alternatives to the current residency and fellowship Match process which would be less restrictive 
on free market competition for applicants.” 
 
This report summarizes the history of The Match® and time before The Match, differentiates 
between the application process versus The Match, explains aspects of The Match process as well 
as independent match processes, and offers perspective from the National Resident Matching 
Program® (NRMP®). The Council on Medical Education understands the concerns presented by the 
authors of Resolution 302-A-23 and their frustrations related to lack of control over their own 
destinies. This report illuminates the importance of ongoing communication and transparency by 
the NRMP as well as collaboration among all invested parties. Further, this report makes clear that 
there are no currently identified alternatives other than an unstructured, open market approach, 
which the Council believes would be detrimental to the majority of trainees in comparison to the 
current Match process. Thus, attention should be focused on what can be done to improve The 
Match and other specialty matches rather than focusing on its replacement, as a match process 
continues to be the best solution for trainees at this time. 
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INTRODUCTION 1 
 2 
At the 2023 Annual Meeting of the House of Delegates, Resolution 302-A-23 entitled “Antitrust 3 
Legislation Regarding the AAMC, ACGME, NRMP and Other Relevant Associations or 4 
Organizations” asked “that our American Medical Association study alternatives to the current 5 
residency and fellowship Match process which would be less restrictive on free market competition 6 
for applicants.” The Resident and Fellow Section (RFS), authors of the resolution, noted concerns 7 
related to preservation of the process of free market competition, antitrust laws, and The Match®. 8 
Their resolution stated, “The Match poses significant anticompetition concerns and the 9 
procompetitive effect of streamlining residency job applications and increasing percentage of 10 
position filled needs to be outweighed by the anticompetitive effect of the lack of negotiation 11 
power of residents.”1. 12 
 13 
The resolution, now American Medical Association (AMA) Policy D-310.944, was referred for 14 
study. This report seeks to address this directive by providing historical context, differentiating 15 
between the application process versus The Match, explaining aspects of The Match process as 16 
well as independent match processes, and offering perspective from the National Resident 17 
Matching Program® (NRMP®). It seeks to illuminate what can be done within the confines of The 18 
Match to make it better and clarify that there are no currently identified “alternatives” other than 19 
the free market approach. To provide context, The Match is defined by the NRMP as “a 20 
computerized mathematical algorithm, ‘the matching algorithm,’ to place applicants into the most 21 
preferred residency and fellowship positions at programs that also prefer them.”2 It is intended to 22 
favor the rank list of the applicant. 23 
 24 
BACKGROUND 25 
 26 
History of The Match 27 
 28 
The trainee internship experience began in the late 1800s and was formalized shortly thereafter. 29 
Such positions began to outnumber the students available. “In the early 1900s, competition among 30 
hospitals for interns and among medical students for good internships led to increasingly early 31 
offers of internships to students. By the 1940s, appointments were often made as early as the 32 
beginning of the junior year of medical school. ...From 1945 through 1951, efforts were made to 33 
enforce a uniform date for accepting offers. However, students were still faced with offers having 34 
very short deadlines, compelling them to accept or reject offers without knowing what other offers 35 
might be forthcoming.”3 Such challenges led to the creation of a centralized clearinghouse to allow 36 
for students to benefit from uniform appointment dates while reducing congestion and pressure. 37 
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The clearinghouse was created by the National Interassociation Committee on Internships, who 1 
later changed its name to the National Intern Matching Program (NIMP). It included national 2 
organizations such as the AMA (Council on Medical Education), American Hospital Association, 3 
Association of American Medical Colleges (AAMC) and federal hospitals involved in resident 4 
training.4 Dissatisfaction among students led to proposals of algorithms that were felt to be more 5 
equitable.  6 
 7 
The NIMP was established as a 501c(3) and operated through the 1960s. In 1966, the Millis 8 
Commission Report, authorized by the AMA Council on Medical Education, examined medical 9 
education in the U.S., particularly the length and quality of graduate medical education. It 10 
supported a broader move to integrated residency training.5 The NIMP became the NIRMP in 11 
1968. The organization, in 1972, revised its participation requirements such that The Match 12 
expanded to include all first-year resident positions and required all institutions participating in The 13 
Match to select U.S. senior students in allopathic medical schools through it. By 1975, the NIRMP 14 
had become the NRMP.  15 
 16 
The NRMP oversees The Match, which is the mathematical algorithm to match applicants and 17 
programs to their most preferred ranked choices. In 2012, researchers Lloyd Shapley and Alvin 18 
Roth won the Nobel Prize in Economics for developing the “theory of stable allocations and the 19 
practice of market design” which led to the development of the algorithm used for The Match. 20 
They “pioneered theoretical concepts to understand and solve the matching problem and clarified 21 
those ideas and applied them to engineer algorithms that are now widely used in the real world.”6 22 
The current algorithm has been used since 1998. The Match continues to be updated to address the 23 
changing needs of applicants and to yield a favorable match while producing a stable outcome.  24 
 25 
In the past, osteopathic medical students could also participate in the American Osteopathic 26 
Association (AOA) national match process through the National Matching Services (NMS). 27 
Starting in July 2015, the AOA and the Accreditation Council for Graduate Medical Education 28 
(ACGME) began a transition to a single accreditation system (SAS) to combine the AOA and 29 
NRMP match programs. Between 2015 and 2020, AOA programs applied for accreditation to the 30 
ACGME, and if granted, these programs could take residents through the NRMP match. By 2020, 31 
most AOA programs had transitioned to the SAS or had withdrawn and were no longer taking new 32 
residents but were allowed to complete the training of the residents remaining in their programs 33 
under AOA accreditation until the last resident finished. The intent of the SAS was to foster 34 
inclusion for osteopathic medical students as well as residents at former AOA programs. Data from 35 
2020-2023 indicates that Doctor of Osteopathic Medicine (DO) applicants have an increased match 36 
rate from 90.7% to 91.6%, which also correlates with the opening of more DO schools.7 37 
 38 
The Match process 39 
 40 
The intention of The Match is to make the best possible match for all participants and ensure the 41 
uniform process is fair, efficient, transparent, and reliable. Referred to as the Main Residency 42 
Match, it is part of a larger undertaking that begins with applying to and interviewing with training 43 
programs. Most applicants use the Electronic Residency Application Service® (ERAS®)), a product 44 
of the AAMC, to apply to programs per their chosen specialty. This centralized online application 45 
service delivers applications and supporting documents to residency programs. Next, applicants 46 
register for The Match in the NRMP’s Registration, Ranking, and Results® (R3®) system. 47 
Applicants are invited to interview per the criteria set by each program. Both applicants and 48 
programs submit their rank order preferences in the R3 system by a predetermined deadline, 49 
usually in early March. The NRMP runs their matching algorithm according to the preferences 50 
submitted and all parties are notified of the results later that month. Matched applicants and 51 

https://pubmed.ncbi.nlm.nih.gov/6012673/
https://pubmed.ncbi.nlm.nih.gov/6012673/
https://osteopathic.org/
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https://www.nrmp.org/intro-to-the-match/registration-ranking-and-results-r3-system/
https://www.nrmp.org/intro-to-the-match/how-matching-algorithm-works/
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programs enter into an agreement. Unmatched applicants and programs may elect to participate in 1 
the NRMP’s Supplemental Offer and Acceptance Program (SOAP) during Match Week. See 2 
Appendix A for an infographic of this process. The NRMP website provides data on the Main 3 
Residency Match (including 2023) as well as research reports, survey reports, and research briefs.  4 
 5 
The NRMP’s Main Residency All In Policy asserts that if a program is registering for the Main 6 
Residency Match®, then they must register and attempt to fill all positions through the Match (or 7 
another national matching plan).8 This policy only applies to those positions a program wishes to 8 
fill. Programs planning to participate in The Match cannot offer positions outside The Match. If 9 
that were to happen prior to program registration and activation, then the program is ineligible to 10 
enroll in The Match (unless the NRMP grants an exception). Per the Fellowship Match All In 11 
Policy, Specialties Matching Service® (SMS®) Match sponsors may voluntarily implement the All 12 
In Policy for their fellowship matches. AMA Policy D-310.977(6) “does not support the current  13 
‘All-In’ policy for the Main Residency Match to the extent that it eliminates flexibility within the 14 
match process.”9 15 
 16 
In its current form, the NRMP contends that The Match process is uncongested, defers acceptance, 17 
promotes true preferences, and establishes a thick market “which allows for multi-specialty 18 
applications and couple matching (including for mixed-specialty couples).”10 It is built upon the 19 
following core components: 20 
 21 
 22 

 23 
 24 

 25 
 26 
 27 
 28 
 29 
 30 
 31 
 32 
 33 
 34 
 35 
 36 
 37 
 38 
 39 
 40 
 41 

  Principles of Market Design. Copyright National Resident Matching Program. Reprinted with permission. 42 
 43 
Independent match processes 44 
 45 
According to the NRMP, “U.S. medical school graduates and students and graduates of 46 
international medical schools can be offered positions outside of the Main Residency Match 47 
provided it is in a program that does not participate in the Match and thus not subject to the All In 48 
Policy. No applicant can accept a position outside of the Match after the Rank Order List 49 
Certification Deadline.”11 Some programs choose to participate in an early match process, and the 50 
percentage of outside-the-match offers varies by specialty.12 Not all are affiliated with the NRMP. 51 

https://www.nrmp.org/residency-applicants/soap/
https://www.nrmp.org/match-data-analytics/residency-data-reports/
https://www.nrmp.org/policy/main-residency-match-all-in-policy/
https://www.nrmp.org/policy/fellowship-match-all-in-policy/
https://www.nrmp.org/policy/fellowship-match-all-in-policy/
https://www.nrmp.org/fellowship-applicants/
https://policysearch.ama-assn.org/policyfinder/detail/D-310.977?uri=%2FAMADoc%2Fdirectives.xml-0-987.xml
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For example, students in the Health Professions Scholarship Program and the Uniformed Services 1 
University of the Health Sciences who wish to apply for military PGY-1 positions go through a 2 
similar process overseen by the Joint Service Graduate Medical Education Selection Board. While 3 
they still use the ERAS system, military medical students complete a different application that 4 
includes ranking programs. Deadlines also differ, as materials are submitted late August through 5 
mid-October, and results are announced in mid-December. The military does not use a computer-6 
generated algorithm, rather it is a process of discussions and negotiations. An applicant can be 7 
placed in a program that they did not even rank.13 Other examples include: 8 
 9 

• Preventive Medicine and Public Health: First implemented in 2017, the American College 10 
of Preventive Medicine (ACPM) oversees their own match called the Residency 11 
Standardized Acceptance Process (SAP).14  12 

 13 
• Plastic Surgery and Ophthalmology: The San Francisco Residency Match, more commonly 14 

referred to as SF Match, is a residency and fellowship matching service that has been used 15 
by several specialties and subspecialties for over 40 years. It includes residencies in plastic 16 
surgery and ophthalmology, overseen by the American Council of Academic Plastic 17 
Surgeons  and Association of University Professors of Ophthalmology  respectively. It also 18 
currently includes 25 fellowship matches, ranging from abdominal transplant surgery to 19 
rhinology. 20 
 21 

• Urology: For over 30 years, the American Urological Association , in conjunction with the 22 
Society of Academic Urologists, has overseen the Urology Residency Match Program. 23 
 24 

• Neuromuscular medicine: Starting in 2020, the American Association of Neuromuscular & 25 
Electrodiagnostic Medicine  started its own standardized match process called the 26 
Neuromuscular Fellowship Application Portal that uses an online hub through which 27 
residents submit application materials, communicate with programs, and receive offers.15 28 
The first cycle hosted a partial match process, whereby programs submitted rank lists but 29 
applicants did not rank programs. The following cycle was a full match process.15  30 

 31 
DISCUSSION 32 
 33 
Before The Match and other match processes 34 
 35 
The time before The Match and other match processes presented real challenges, added stress to 36 
the residency application process, and fueled unequal treatment. One reflection written about the 37 
time before The Match noted, “Medical students and hospitals once negotiated directly with each 38 
other. Competition for talent was fierce amid a tight labor market, with residency programs 39 
extending offers to medical students up to two years before graduation. This process had significant 40 
downsides: Students had to deal with exploding offers and felt pressure to commit to a program 41 
before getting sufficient exposure to different medical specialties. Medical students, residents, and 42 
hospitals all backed reform.”16 While The Match offered solutions to those who experienced life 43 
before it, a new generation of residency applicants has questioned its efficacy.  44 
 45 
Perceived challenges faced by residency applicants  46 
 47 
As summarized in the introduction, the RFS, as authors of the original resolution, noted concerns 48 
about lack of negotiation power of residents. Consternations were also raised regarding the 49 
possibility of residency/fellowship out-of-match offers being better than those in The Match; 50 

https://www.acpm.org/SAP/How-Does-the-SAP-Work#1
https://www.acpm.org/SAP/How-Does-the-SAP-Work#1
https://sfmatch.org/about
https://www.auanet.org/meetings-and-education/for-residents/urology-and-specialty-matches
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however, there is no data to support this notion. Discussions of these concerns among trainees are 1 
evident on social media platforms and the internet. For example, The Student Doctor Network, “a 2 
non-profit educational website dedicated to building a diverse doctor workforce,” has hosted 3 
forums that debate this very issue.16 In a 2021 forum called “What are the alternatives to the 4 
Match? What do you think would happen if it were abolished?”, trainees raised several points for 5 
consideration. They shared that it is within the realm of possibility that programs would have zero 6 
incentive to increase wages to be more competitive if The Match went away. Without The Match 7 
or some unified system of application, programs could try to fill their spots earlier and such timing 8 
may not align with the applicant’s desired specialty training. In the non-physician job market, a 9 
candidate often has to make a decision about accepting a position without knowing the full extent 10 
of the employment details.17 The NRMP and other matches are not involved in any negotiations or 11 
agreements between programs and applicants, and if what a program is willing to offer to an 12 
applicant is unacceptable to the applicant, the applicant can simply not include that program in 13 
their rank list.  14 
 15 
The impact of The Match on competition for residency positions 16 
 17 
Another concern raised by the RFS is alleged lack of competition. In 1890, Congress passed The 18 
Sherman Act, the first antitrust law, followed in 1914 by two additional antitrust laws—the Federal 19 
Trade Commission Act (which formed the FTC) and the Clayton Act. Challenges to The Match 20 
were brought forth in a class-action lawsuit in 2002, alleging The Match as violating the Sherman 21 
Antitrust Act as described in the AMA Journal of Ethics.18 However, U.S. Code 37b was passed 22 
into law in 2004, entitled “Confirmation of antitrust status of graduate medical resident matching 23 
programs,” to “confirm that the antitrust laws do not prohibit sponsoring, conducting, or 24 
participating in a graduate medical education residency matching program, or agreeing to do so; 25 
and ensure that those who sponsor, conduct or participate in such matching programs are not 26 
subjected to the burden and expense of defending against litigation that challenges such matching 27 
programs under the antitrust laws.”19  28 
 29 
Concern was also raised about The Match possibly having a negative impact on resident salaries. A 30 
2006 economic study by Bulow and Levin is frequently cited to support this claim20. However, 31 
Bulow and Levin also noted that The Match “was developed for efficiency reasons, and on that 32 
score, it appears to do quite well.”20 Research published since the Bulow-Levin paper does not 33 
support their conclusions. Agarwal noted that “The Match is not the likely cause of low salaries.”21 34 
According to Konishi & Sapozhnikov, “competitive salary vector is the best-case scenario for 35 
applicants in the decentralized market. [… T]he reference salary vector adopted by Bulow and 36 
Levin (2006) for the decentralized market outcome might not have a strong justification and could 37 
be regarded as rather optimistic.”22 Also, it is important to consider that most resident salaries are 38 
funded by clinical revenues from the sponsoring institution and federal government sources, 39 
particularly Medicare graduate medical education funds from a budget set by Congress. Since 40 
clinical revenue and institutional funding can vary by specialty and setting, disparities in pay may 41 
result, even across residency programs at the same institution unfortunately. 42 
 43 
Resolution 308 implied that a free-market approach may be more beneficial for trainees. As 44 
described earlier in this report regarding the history of The Match and the era before its 45 
implementation, the free market posed many problems. Returning to such a process would not 46 
likely improve the challenges experienced previously. Economists agree that a free-market 47 
approach is not without flaws.23,24 For example, “Apart from agriculture, few real-world markets 48 
are perfectly competitive.”25 Roth asserts that a centralized matching system can improve the 49 
welfare of all participants in that market and, depending on its design, can address the problems of 50 
unraveling and the congestion.26 It seems that further analysis of what works well and what does 51 

https://www.studentdoctor.net/
https://journalofethics.ama-assn.org/article/challenging-medical-residency-matching-system-through-antitrust-litigation/2015-02
https://www.law.cornell.edu/uscode/text/15/37b#:%7E:text=It%20shall%20not%20be%20unlawful,participate%20in%20such%20a%20program
https://www.aeaweb.org/articles?id=10.1257/aer.96.3.652
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not work well is warranted in order to improve The Match process. As described in this report, the 1 
NRMP and others are committed to continued review and improvement.  2 
 3 
The Council on Medical Education recently addressed mechanisms to advocate for the needs of 4 
residents in its report, “Organizations to Represent the Interests of Resident and Fellow Trainees” 5 
(CME 5-I-23), which was adopted at the Interim 2023 Meeting. It also reviewed duty hour 6 
standards; work conditions; the impact of private equity; and the roles of government agencies, 7 
accreditors, medical staff organizations, associations, and unions. The adoption of that report 8 
signifies renewed efforts to advocate for the interests of trainees. 9 
 10 
Coalition for Physician Accountability recommendations 11 
 12 
The Coalition for Physician Accountability (CPA) is comprised of representatives from national 13 
organizations (including the AMA) responsible for the oversight, education, and assessment of 14 
medical students and physicians throughout their medical careers. In April 2021, the CPA’s 15 
Undergraduate Medical Education-Graduate Medical Education Review Committee (UGRC) 16 
released 28 recommendations for comprehensive improvement of the UME-GME transition. The 17 
UGRC was comprised of several workgroups, one of which focused on the mechanics of the 18 
application/selection process from the graduate medical education perspective. The final 19 
recommendations were categorized according to themes and refer to the residency application 20 
process as well as The Match and other matching processes. Two themes of note address an 21 
equitable, mission-driven application review (Recommendations #14-20) as well as optimization of 22 
the application, interview, and selection processes (Recommendations #21-24). Specifically, 23 
Recommendation #23 states that “Innovations to the residency application process should be 24 
piloted to reduce application numbers and concentrate applicants at programs where mutual interest 25 
is high, while maximizing applicant placement into residency positions. Well-designed pilots 26 
should receive all available support from the medical community and be implemented as soon as 27 
the 2022-2023 application cycle; successful pilots should be expanded expeditiously toward a 28 
unified process.”27 29 
 30 
Recent NRMP proposals 31 
 32 
The NRMP maintains that it is committed to considering ways to inform the transition to residency 33 
or improve the matching process. In 2021, the NRMP issued a statement on the feasibility of an 34 
early match. Specifically, NRMP was asked to pilot the Early Result and Acceptance Program 35 
(ERAP) proposed for obstetrics and gynecology. This pilot program was created through a grant 36 
provided by the AMA’s Reimagining Residency program. The NRMP concluded that an early 37 
match would disadvantage applicants, and that changes to the process could potentially cause 38 
behavior changes that could negatively affect outcomes for all participants.10 39 
 40 
To consider the feasibility of a proposed Two-Phase Main Residency Match (that would replace 41 
The Match and SOAP), the NRMP Board of Directors opened a call for comment period in 42 
August-September 2022. The goal was to “alleviate some of the stressors inherent in the current 43 
transition to residency based on available evidence.”28 After considering the over 8,000 responses 44 
to the call, the NRMP Board of Directors decided to not pursue the proposal as written, stating that 45 
“Although the benefits/advantages articulated by the community are significant, the 46 
risks/disadvantages are considered of greater consequence.”29 The AAMC hosted several listening 47 
sessions with their constituency to discuss this two-phase proposal and issued a statement 48 
concluding that a long-term evaluation plan would be needed with a focus on “learners and 49 
equity.”30 The AAMC also noted that ERAS would still play a role in a two-phase match and 50 
recommended further discussions. 51 

https://councilreports.ama-assn.org/councilreports/downloadreport?uri=/councilreports/CME_Report_5_I_23_final_annotated.pdf
https://physicianaccountability.org/
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AMA ENGAGEMENT 1 
 2 
The AMA has been actively engaged in monitoring this process, is in regular communication with 3 
the NRMP, and actively participates in the CPA. The AMA Medical Student Section (MSS) and 4 
RFS each offer to their members the opportunity to apply to represent the AMA on the NRMP 5 
Board. Both AMA sections have solicited for or nominated members every year for at least the last 6 
ten years. The NRMP board offers three seats for student directors and three seats for resident 7 
physician directors. The NRMP no longer has designated AMA seats for students or residents due 8 
to a change in their bylaws in 2017. To promote effective communication, fostering relationships 9 
among key parties is vital. The AMA will continue to look for opportunities to collaborate with the 10 
NRMP and other matching organizations.  11 
 12 
Through the AMA’s ChangeMedEd initiative, efforts are underway across the continuum with 13 
visionary partners to create bold innovations. Specifically, Reimagining Residency is a grant 14 
program dedicated to promoting systemic change in graduate medical education (GME). “It 15 
supports bold and innovative projects that provide a meaningful and safe transition from 16 
undergraduate medical education to graduate medical education.”31 Several Reimagining Residency 17 
projects directly address the transition from undergraduate medical education (UME) to GME. 18 
“Right Resident, Right Program, Ready Day One,” a collaboration with the Association of 19 
Professors of Gynecology & Obstetrics (APGO), raises cross-specialty standards for the residency 20 
application and interview process. It promotes signaling to reduce the number of applications 21 
submitted by formalizing communication about true preferences. APGO has also developed an 22 
Alignment Check Index (ACI). This adjunct to AMA’s FREIDA platform seeks to better align 23 
applicant preferences and characteristics with those being sought by specific residency programs. A 24 
project at New York University (NYU), called the “Transition to Residency Advantage,” builds on 25 
experience with UME coaching to train a cadre of GME coaches and then effect a learner-driven 26 
warm handoff from UME to GME. Two additional projects, the “California Oregon Medical 27 
Partnership to Address Rural Disparities in Rural Education and Health” (COMPADRE) and the 28 
University of North Carolina’s “Fully Integrated Readiness for Service Training” (FIRST) are 29 
creating pathways to rural practice that entail dedicated pathways from medical school to residency 30 
that meet the needs of those areas. Also, the AMA helps to inform future GME advocacy by 31 
addressing concerns regarding the challenges faced by the current GME system. A 2023 32 
compendium of such GME advocacy initiatives is available for review.  33 
 34 
Council on Medical Education efforts  35 
 36 
Since 2012, the Council on Medical Education has offered several reports that address residency 37 
and The Match as listed below. Additional Council reports can be accessed in the AMA Council 38 
Report Finder database. 39 

• Organizations to Represent the Interests of Resident and Fellow Trainees” (CME 5-I-23) 40 
• Optimizing Match Outcomes (CME Report 3-A-21) 41 
• Standardizing the Residency Match System and Timeline (CME Report 3-A-19) 42 
• The Transition from Undergraduate Medical Education to Graduate Medical Education 43 

(CME Report 5-I-19) 44 
• Options for Unmatched Medical Students (CME Report 5-A-17) 45 
• Standardizing the Allopathic Residency Match System and Timeline (CME Report 6-A-46 

17) 47 
• Resident and Fellow Compensation and Health Care System Value (CME Report 4-A-16) 48 
• Transparency in the National Resident Matching Program Match Agreement (CME Report 49 

12-A-12) 50 

https://www.nrmp.org/about/board-of-directors/#:%7E:text=Meet%20our%20Board%20of%20Directors%201%20Officers%20Deborah,Adeyeri%2C%20M.D.%20candidate%20Baylor%20College%20of%20Medicine%20
https://www.nrmp.org/about/board-of-directors/#:%7E:text=Meet%20our%20Board%20of%20Directors%201%20Officers%20Deborah,Adeyeri%2C%20M.D.%20candidate%20Baylor%20College%20of%20Medicine%20
https://www.nrmp.org/wp-content/uploads/2023/08/Member-Qualifications-2023_Final.pdf
https://www.ama-assn.org/education/changemeded-initiative
https://www.ama-assn.org/education/changemeded-initiative/ama-reimagining-residency-initiative
https://www.ama-assn.org/system/files/2023-gme-compendium-report.pdf
https://councilreports.ama-assn.org/councilreports
https://councilreports.ama-assn.org/councilreports
https://councilreports.ama-assn.org/councilreports/downloadreport?uri=/councilreports/CME_Report_5_I_23_final_annotated.pdf
https://councilreports.ama-assn.org/councilreports/detail/%22The%20Match%22?uri=%2Fextracted%2Fcouncilreports%2Fa21_cme_03_annotated.xml
https://councilreports.ama-assn.org/councilreports/downloadreport?uri=/councilreports/a19_cme_3.pdf
https://councilreports.ama-assn.org/councilreports/downloadreport?uri=/councilreports/cme_report_5_i19_annotated.pdf
https://councilreports.ama-assn.org/councilreports/downloadreport?uri=/councilreports/cme_report_5_i19_annotated.pdf
https://councilreports.ama-assn.org/councilreports/downloadreport?uri=/councilreports/a17_cme_05.pdf
https://councilreports.ama-assn.org/councilreports/detail/%22The%20Match%22?uri=%2Fextracted%2Fcouncilreports%2Fa17_cme_06.xml
https://councilreports.ama-assn.org/councilreports/detail/%22The%20Match%22?uri=%2Fextracted%2Fcouncilreports%2Fa17_cme_06.xml
https://councilreports.ama-assn.org/councilreports/downloadreport?uri=/councilreports/a16_cme_04.pdf
https://councilreports.ama-assn.org/councilreports/detail/%22The%20Match%22?uri=%2Fextracted%2Fcouncilreports%2Fa_12cmerpt12.xml
https://councilreports.ama-assn.org/councilreports/detail/%22The%20Match%22?uri=%2Fextracted%2Fcouncilreports%2Fa_12cmerpt12.xml
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Relevant AMA Policy 1 
 2 
The AMA has ample policy in support of trainees that address such topics as The Match, other 3 
match processes, residency application process, and graduate medical education. These policies 4 
exemplify the AMA’s commitment to closely monitor these issues and engage with the NRMP and 5 
others to optimize successful, equitable matching. See Appendix B for the following full policies: 6 

• Study of the Current Match Process and Alternatives D-310.944 7 
• Residents and Fellows’ Bill of Rights H-310.912 8 
• Preliminary Year Program Placement H-310.910 9 
• Closing of Residency Programs H-310.943 10 
• Protection of Resident and Fellow Training in the Case of Hospital or Training Program 11 

Closure D-310.948 12 
• Residency Interview Schedules H-310.998 13 

 14 
Of note, Policy D-310.977 “National Resident Matching Program Reform” includes the following 15 
clauses that state the AMA: 16 

(4) will continue to review the NRMP’s policies and procedures and make 17 
recommendations for improvements as the need arises, to include making the conditions of 18 
the Match agreement more transparent while assuring the confidentiality of the match; 19 
(5) will work with the Accreditation Council for Graduate Medical Education (ACGME) 20 
and other appropriate agencies to assure that the terms of employment for resident 21 
physicians are fair and equitable and reflect the unique and extensive amount of education 22 
and experience acquired by physicians; 23 
(6) does not support the current the “All-In” policy for the Main Residency Match to the 24 
extent that it eliminates flexibility within the match process; 25 
(7) will work with the NRMP, and other residency match programs, in revising Match 26 
policy, including the secondary match or scramble process to create more standardized 27 
rules for all candidates including application timelines and requirements; 28 
(8) will work with the NRMP and other external bodies to develop mechanisms that limit 29 
disparities within the residency application process and allow both flexibility and standard 30 
rules for applicants; 31 

 32 
Additional related policies, such as those listed below, can be accessed in the AMA Policy Finder 33 
database:  34 

• Strengthening Interview Guidelines for American Indian and Alaska Native Medical 35 
School, Residency, and Fellowship Applicants H-295.852 36 

• Mitigating Demographic and Socioeconomic Inequities in the Residency and Fellowship 37 
Selection Process D-310.945 38 

• Eliminating Questions Regarding Marital Status, Dependents, Plans for Marriage or 39 
Children, Sexual Orientation, Gender Identity, Age, Race, National Origin and Religion 40 
During the Residency and Fellowship Application Process H-310.919 41 

• Strategies for Enhancing Diversity in the Physician Workforce D-200.985 42 
• US Physician Shortage H-200.954 43 
• Collective Bargaining: Antitrust Immunity D-383.983  44 
• AMA’s Aggressive Pursuit of Antitrust Reform D-383.990  45 
• Antitrust Relief for Physicians Through Federal Legislation H-383.990 46 
• Antitrust Relief H-383.992  47 

 48 
SUMMARY AND RECOMMENDATIONS 49 
 50 

https://policysearch.ama-assn.org/policyfinder/detail/D-310.944?uri=%2FAMADoc%2Fdirectives.xml-D-310.944.xml
https://policysearch.ama-assn.org/policyfinder/detail/bill%20of%20rights?uri=%2FAMADoc%2FHOD.xml-0-2496.xml
https://policysearch.ama-assn.org/policyfinder/detail/match?uri=%2FAMADoc%2FHOD.xml-0-2494.xml
https://policysearch.ama-assn.org/policyfinder/detail/match?uri=%2FAMADoc%2FHOD.xml-0-2527.xml
https://policysearch.ama-assn.org/policyfinder/detail/match?uri=%2FAMADoc%2Fdirectives.xml-D-310.948.xml
https://policysearch.ama-assn.org/policyfinder/detail/match?uri=%2FAMADoc%2Fdirectives.xml-D-310.948.xml
https://policysearch.ama-assn.org/policyfinder/detail/match?uri=%2FAMADoc%2FHOD.xml-0-2582.xml
https://policysearch.ama-assn.org/policyfinder/detail/National%20Resident%20Matching%20Program%20Reform%20D-310.977?uri=%2FAMADoc%2Fdirectives.xml-0-987.xml
https://policysearch.ama-assn.org/policyfinder
https://policysearch.ama-assn.org/policyfinder/detail/match?uri=%2FAMADoc%2FHOD.xml-H-295.852.xml
https://policysearch.ama-assn.org/policyfinder/detail/match?uri=%2FAMADoc%2FHOD.xml-H-295.852.xml
https://policysearch.ama-assn.org/policyfinder/detail/match?uri=%2FAMADoc%2Fdirectives.xml-D-310.945.xml
https://policysearch.ama-assn.org/policyfinder/detail/match?uri=%2FAMADoc%2Fdirectives.xml-D-310.945.xml
https://policysearch.ama-assn.org/policyfinder/detail/match?uri=%2FAMADoc%2FHOD.xml-0-2503.xml
https://policysearch.ama-assn.org/policyfinder/detail/match?uri=%2FAMADoc%2FHOD.xml-0-2503.xml
https://policysearch.ama-assn.org/policyfinder/detail/match?uri=%2FAMADoc%2FHOD.xml-0-2503.xml
https://policysearch.ama-assn.org/policyfinder/detail/match?uri=%2FAMADoc%2Fdirectives.xml-0-505.xml
https://policysearch.ama-assn.org/policyfinder/detail/match?uri=%2FAMADoc%2FHOD.xml-0-1344.xml
https://policysearch.ama-assn.org/policyfinder/detail/Collective%20Bargaining:%20Antitrust%20Immunity%20D-383.983?uri=%2FAMADoc%2Fdirectives.xml-0-1259.xml
https://policysearch.ama-assn.org/policyfinder/detail/AMA's%20Aggressive%20Pursuit%20of%20Antitrust%20Reform%20D-383.990?uri=%2FAMADoc%2Fdirectives.xml-0-1266.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-383.990?uri=%2FAMADoc%2FHOD.xml-0-3223.xml
https://policysearch.ama-assn.org/policyfinder/detail/Antitrust%20Relief%20H-383.992?uri=%2FAMADoc%2FHOD.xml-0-3225.xml
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The Council on Medical Education understands the concerns presented by the authors of 1 
Resolution 302-A-23 and their frustrations related to lack of control over their own destinies. This 2 
report describes the origins of The Match and its current state as well as information about 3 
independent match processes. It also clarifies the difference between the AAMC’s ERAS 4 
application process versus NRMP’s Match process, acknowledges challenges, and summarizes 5 
recent considerations and recommendations. This report illuminates the importance of ongoing 6 
communication and transparency by the NRMP as well as collaboration among all invested parties. 7 
Further, this report makes clear that there are no currently identified alternatives other than an 8 
unstructured, open market approach, which the Council believes would be detrimental to the 9 
majority of trainees in comparison to the current Match process. Accordingly, attention should be 10 
focused on what can be done to improve The Match and other specialty matches rather than 11 
focusing on its replacement, as a match process continues to be the best solution for trainees at this 12 
time. 13 
 14 
The Council on Medical Education therefore recommends that the following recommendations be 15 
adopted and the remainder of this report be filed. That our AMA: 16 

 17 
1. AMA Policy D-310.977, “National Resident Matching Program Reform” be amended by 18 

addition to read as follows. Our AMA: 19 
 20 
(20) Encourages the piloting of innovations to the residency application process with aims 21 
to reduce application numbers, focus applicants on programs with reciprocal interest, and 22 
maximize residency placement. With support from the medical education community, 23 
successful pilots should be expanded to enhance the standardized process. 24 
 25 
(21) Continues to engage the National Resident Matching Program® (NRMP®) and other 26 
matching organizations on behalf of residents and medical students to further develop 27 
ongoing relationships, improve communications, and seek additional opportunities to 28 
collaborate including the submission of suitable nominees for their governing bodies as 29 
appropriate. (Modify Current HOD Policy) 30 
 31 

2. Reaffirm AMA Policies H-310.900 “Resident and Fellow Physicians Seeking to Transfer 32 
GME Program” and H-310.912 “Residents and Fellows’ Bill of Rights.” (Reaffirm HOD 33 
Policy) 34 
 35 

3. Rescind AMA policy D-310.944, “Study of the Current Match Process and Alternatives,” 36 
as having been accomplished by this report. (Rescind HOD Policy) 37 
 38 

 39 
Fiscal note: $1,000  40 

https://policysearch.ama-assn.org/policyfinder/detail/D-310.977?uri=%2FAMADoc%2Fdirectives.xml-0-987.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-310.900?uri=%2FAMADoc%2FHOD.xml-H-310.900.xml
https://policysearch.ama-assn.org/policyfinder/detail/bill%20of%20rights?uri=%2FAMADoc%2FHOD.xml-0-2496.xml
https://policysearch.ama-assn.org/policyfinder/detail/D-310.944?uri=%2FAMADoc%2Fdirectives.xml-D-310.944.xml
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APPENDIX A: THE MATCH PROCESS 
 
 
 
 
    
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
How a Match Works. Copyright National Resident Matching Program. Reprinted with permission.  
  

https://www.nationalmatchingprogram.org/match-process/
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APPENDIX B: RELEVANT AMA POLICY 
 
National Resident Matching Program Reform D-310.977  
Our AMA: 
(1) will work with the National Resident Matching Program (NRMP) to develop and distribute educational 
programs to better inform applicants about the NRMP matching process, including the existing NRMP 
waiver and violations review policies; 
(2) will actively participate in the evaluation of, and provide timely comments about, all proposals to modify 
the NRMP Match; 
(3) will request that the NRMP explore the possibility of including the Osteopathic Match in the NRMP 
Match; 
(4) will continue to review the NRMP’s policies and procedures and make recommendations for 
improvements as the need arises, to include making the conditions of the Match agreement more transparent 
while assuring the confidentiality of the match; 
(5) will work with the Accreditation Council for Graduate Medical Education (ACGME) and other 
appropriate agencies to assure that the terms of employment for resident physicians are fair and equitable and 
reflect the unique and extensive amount of education and experience acquired by physicians; 
(6) does not support the current the “All-In” policy for the Main Residency Match to the extent that it 
eliminates flexibility within the match process; 
(7) will work with the NRMP, and other residency match programs, in revising Match policy, including the 
secondary match or scramble process to create more standardized rules for all candidates including 
application timelines and requirements; 
(8) will work with the NRMP and other external bodies to develop mechanisms that limit disparities within 
the residency application process and allow both flexibility and standard rules for applicants; 
(9) encourages the National Resident Matching Program to study and publish the effects of implementation 
of the Supplemental Offer and Acceptance Program on the number of residency spots not filled through the 
Main Residency Match and include stratified analysis by specialty and other relevant areas; 
(10) will work with the NRMP and ACGME to evaluate the challenges in moving from a time-based 
education framework toward a competency-based system, including: a) analysis of time-based implications 
of the ACGME milestones for residency programs; b) the impact on the NRMP and entry into residency 
programs if medical education programs offer variable time lengths based on acquisition of competencies; c) 
the impact on financial aid for medical students with variable time lengths of medical education programs; d) 
the implications for interprofessional education and rewarding teamwork; and e) the implications for 
residents and students who achieve milestones earlier or later than their peers; 
(11) will work with the Association of American Medical Colleges (AAMC), American Osteopathic 
Association (AOA), American Association of Colleges of Osteopathic Medicine (AACOM), and National 
Resident Matching Program (NRMP) to evaluate the current available data or propose new studies that would 
help us learn how many students graduating from US medical schools each year do not enter into a US 
residency program; how many never enter into a US residency program; whether there is disproportionate 
impact on individuals of minority racial and ethnic groups; and what careers are pursued by those with an 
MD or DO degree who do not enter residency programs; 
(12) will work with the AAMC, AOA, AACOM and appropriate licensing boards to study whether US 
medical school graduates and international medical graduates who do not enter residency programs may be 
able to serve unmet national health care needs; 
(13) will work with the AAMC, AOA, AACOM and the NRMP to evaluate the feasibility of a national 
tracking system for US medical students who do not initially match into a categorical residency program; 
(14) will discuss with the National Resident Matching Program, Association of American Medical Colleges, 
American Osteopathic Association, Liaison Committee on Medical Education, Accreditation Council for 
Graduate Medical Education, and other interested bodies potential pathways for reengagement in medicine 
following an unsuccessful match and report back on the results of those discussions;  
(15) encourages the Association of American Medical Colleges to work with U.S. medical schools to identify 
best practices, including career counseling, used by medical schools to facilitate successful matches for 
medical school seniors, and reduce the number who do not match;  
(16) supports the movement toward a unified and standardized residency application and match system for all 
non-military residencies;  

https://policysearch.ama-assn.org/policyfinder/detail/National%20Resident%20Matching%20Program%20Reform%20D-310.977?uri=%2FAMADoc%2Fdirectives.xml-0-987.xml
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(17) encourages the Educational Commission for Foreign Medical Graduates (ECFMG) and other interested 
stakeholders to study the personal and financial consequences of ECFMG-certified U.S. IMGs who do not 
match in the National Resident Matching Program and are therefore unable to get a residency or practice 
medicine;  
(18) encourages the AAMC, AACOM, NRMP, and other key stakeholders to jointly create a no-fee, easily 
accessible clearinghouse of reliable and valid advice and tools for residency program applicants seeking cost-
effective methods for applying to and successfully matching into residency; and 
(19) will work with appropriate stakeholders to study options for improving transparency in the resident 
application process. 
 
Study of the Current Match Process and Alternatives D-310.944 
Our American Medical Association will study alternatives to the current residency and fellowship Match 
process which would be less restrictive on free market competition for applicants. 
 
Residents and Fellows’ Bill of Rights H-310.912 
1. Our AMA continues to advocate for improvements in the ACGME Institutional and Common Program 
Requirements that support AMA policies as follows: a) adequate financial support for and guaranteed leave 
to attend professional meetings; b) submission of training verification information to requesting agencies 
within 30 days of the request; c) adequate compensation with consideration to local cost-of-living factors and 
years of training, and to include the orientation period; d) health insurance benefits to include dental and 
vision services; e) paid leave for all purposes (family, educational, vacation, sick) to be no less than six 
weeks per year; and f) stronger due process guidelines. 
2. Our AMA encourages the ACGME to ensure access to educational programs and curricula as necessary to 
facilitate a deeper understanding by resident physicians of the US health care system and to increase their 
communication skills. 
3. Our AMA regularly communicates to residency and fellowship programs and other GME stakeholders this 
Resident/Fellows Physicians’ Bill of Rights. 
4. Our AMA: a) will promote residency and fellowship training programs to evaluate their own institution’s 
process for repayment and develop a leaner approach. This includes disbursement of funds by direct deposit 
as opposed to a paper check and an online system of applying for funds; b) encourages a system of expedited 
repayment for purchases of $200 or less (or an equivalent institutional threshold), for example through 
payment directly from their residency and fellowship programs (in contrast to following traditional workflow 
for reimbursement); and c) encourages training programs to develop a budget and strategy for planned 
expenses versus unplanned expenses, where planned expenses should be estimated using historical data, and 
should include trainee reimbursements for items such as educational materials, attendance at conferences, 
and entertaining applicants. Payment in advance or within one month of document submission is strongly 
recommended. 
5. Our AMA will partner with ACGME and other relevant stakeholders to encourage training programs to 
reduce financial burdens on residents and fellows by providing employee benefits including, but not limited 
to, on-call meal allowances, transportation support, relocation stipends, and childcare services. 
6. Our AMA will work with the Accreditation Council for Graduate Medical Education (ACGME) and other 
relevant stakeholders to amend the ACGME Common Program Requirements to allow flexibility in the 
specialty-specific ACGME program requirements enabling specialties to require salary reimbursement or 
“protected time” for resident and fellow education by “core faculty,” program directors, and 
assistant/associate program directors. 
7. Our AMA encourages teaching institutions to offer retirement plan options, retirement plan matching, 
financial advising and personal finance education. 
8. Our AMA adopts the following “Residents and Fellows’ Bill of Rights” as applicable to all resident and 
fellow physicians in ACGME-accredited training programs: 

RESIDENT/FELLOW PHYSICIANS’ BILL OF RIGHTS 
Residents and fellows have a right to: 
A. An education that fosters professional development, takes priority over service, and leads to 
independent practice. 
With regard to education, residents and fellows should expect: (1) A graduate medical education 
experience that facilitates their professional and ethical development, to include regularly scheduled 
didactics for which they are released from clinical duties. Service obligations should not interfere with 

https://policysearch.ama-assn.org/policyfinder/detail/D-310.944?uri=%2FAMADoc%2Fdirectives.xml-D-310.944.xml
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educational opportunities and clinical education should be given priority over service obligations; (2) 
Faculty who devote sufficient time to the educational program to fulfill their teaching and supervisory 
responsibilities; (3) Adequate clerical and clinical support services that minimize the extraneous, time-
consuming work that draws attention from patient care issues and offers no educational value; (4) 24-
hour per day access to information resources to educate themselves further about appropriate patient 
care; and (5) Resources that will allow them to pursue scholarly activities to include financial support 
and education leave to attend professional meetings. 
B. Appropriate supervision by qualified physician faculty with progressive resident responsibility toward 
independent practice. 
With regard to supervision, residents and fellows must be ultimately supervised by physicians who are 
adequately qualified and allow them to assume progressive responsibility appropriate to their level of 
education, competence, and experience. In instances where clinical education is provided by non-
physicians, there must be an identified physician supervisor providing indirect supervision, along with 
mechanisms for reporting inappropriate, non-physician supervision to the training program, sponsoring 
institution or ACGME as appropriate. 
C. Regular and timely feedback and evaluation based on valid assessments of resident performance. 
With regard to evaluation and assessment processes, residents and fellows should expect: (1) Timely and 
substantive evaluations during each rotation in which their competence is objectively assessed by faculty 
who have directly supervised their work; (2) To evaluate the faculty and the program confidentially and 
in writing at least once annually and expect that the training program will address deficiencies revealed 
by these evaluations in a timely fashion; (3) Access to their training file and to be made aware of the 
contents of their file on an annual basis; and (4) Training programs to complete primary 
verification/credentialing forms and recredentialing forms, apply all required signatures to the forms, and 
then have the forms permanently secured in their educational files at the completion of training or a 
period of training and, when requested by any organization involved in credentialing process, ensure the 
submission of those documents to the requesting organization within thirty days of the request. 
D. A safe and supportive workplace with appropriate facilities. 
With regard to the workplace, residents and fellows should have access to: (1) A safe workplace that 
enables them to fulfill their clinical duties and educational obligations; (2) Secure, clean, and 
comfortable on-call rooms and parking facilities which are secure and well-lit; (3) Opportunities to 
participate on committees whose actions may affect their education, patient care, workplace, or contract. 
E. Adequate compensation and benefits that provide for resident well-being and health. 
(1) With regard to contracts, residents and fellows should receive: a. Information about the interviewing 
residency or fellowship program including a copy of the currently used contract clearly outlining the 
conditions for (re)appointment, details of remuneration, specific responsibilities including call 
obligations, and a detailed protocol for handling any grievance; and b. At least four months advance 
notice of contract non-renewal and the reason for non-renewal. 
(2) With regard to compensation, residents and fellows should receive: a. Compensation for time at 
orientation; and b. Salaries commensurate with their level of training and experience. Compensation 
should reflect cost of living differences based on local economic factors, such as housing, transportation, 
and energy costs (which affect the purchasing power of wages), and include appropriate adjustments for 
changes in the cost of living. 
(3) With regard to benefits, residents and fellows must be fully informed of and should receive: a. 
Quality and affordable comprehensive medical, mental health, dental, and vision care for residents and 
their families, as well as retirement plan options, professional liability insurance and disability insurance 
to all residents for disabilities resulting from activities that are part of the educational program; b. An 
institutional written policy on and education in the signs of excessive fatigue, clinical depression, 
substance abuse and dependence, and other physician impairment issues; c. Confidential access to 
mental health and substance abuse services; d. A guaranteed, predetermined amount of paid vacation 
leave, sick leave, family and medical leave and educational/professional leave during each year in their 
training program, the total amount of which should not be less than six weeks; e. Leave in compliance 
with the Family and Medical Leave Act; and f. The conditions under which sleeping quarters, meals and 
laundry or their equivalent are to be provided. 
F. Clinical and educational work hours that protect patient safety and facilitate resident well-being and 
education. 
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With regard to clinical and educational work hours, residents and fellows should experience: (1) A 
reasonable work schedule that is in compliance with clinical and educational work hour requirements set 
forth by the ACGME; and (2) At-home call that is not so frequent or demanding such that rest periods 
are significantly diminished or that clinical and educational work hour requirements are effectively 
circumvented. Refer to AMA Policy H-310.907, “Resident/Fellow Clinical and Educational Work 
Hours,” for more information. 
G. Due process in cases of allegations of misconduct or poor performance. 
With regard to the complaints and appeals process, residents and fellows should have the opportunity to 
defend themselves against any allegations presented against them by a patient, health professional, or 
training program in accordance with the due process guidelines established by the AMA. 
H. Access to and protection by institutional and accreditation authorities when reporting violations. 
With regard to reporting violations to the ACGME, residents and fellows should: (1) Be informed by 
their program at the beginning of their training and again at each semi-annual review of the resources 
and processes available within the residency program for addressing resident concerns or complaints, 
including the program director, Residency Training Committee, and the designated institutional official; 
(2) Be able to file a formal complaint with the ACGME to address program violations of residency 
training requirements without fear of recrimination and with the guarantee of due process; and (3) Have 
the opportunity to address their concerns about the training program through confidential channels, 
including the ACGME concern process and/or the annual ACGME Resident Survey. 

9. Our AMA will work with the ACGME and other relevant stakeholders to advocate for ways to defray 
additional costs related to residency and fellowship training, including essential amenities and/or high cost 
specialty-specific equipment required to perform clinical duties. 
10. Our AMA believes that healthcare trainee salary, benefits, and overall compensation should, at minimum, 
reflect length of pre-training education, hours worked, and level of independence and complexity of care 
allowed by an individual’s training program (for example when comparing physicians in training and 
midlevel providers at equal postgraduate training levels). 
11.The Residents and Fellows’ Bill of Rights will be prominently published online on the AMA website and 
disseminated to residency and fellowship programs. 
12. Our AMA will distribute and promote the Residents and Fellows’ Bill of Rights online and individually 
to residency and fellowship training programs and encourage changes to institutional processes that embody 
these principles. 
 
Preliminary Year Program Placement H-310.910 
1. Our AMA encourages the Accreditation Council for Graduate Medical Education, the American 
Osteopathic Association, and other involved organizations to strongly encourage residency programs that 
now require a preliminary year to match residents for their specialty and then arrange with another 
department or another medical center for the preliminary year of training unless the applicant chooses to 
pursue preliminary year training separately. 
2. Our AMA encourages appropriate stakeholders to explore options to decrease the burden upon medical 
students who must apply to separate preliminary PGY-1 and categorical PGY-2 positions. 
3. Our AMA will work with the Accreditation Council for Graduate Medical Education to encourage 
programs with PGY-2 positions in the National Resident Matching Program (NRMP) with insufficient 
availability of local PGY-1 positions to create local PGY-1 positions that will enable coordinated 
applications and interviews for medical students. 
4. Our AMA encourages the NRMP, the San Francisco Match, the American Urological Association, the 
Electronic Residency Application Service, and other stakeholders to reduce barriers for medical students, 
residents, and physicians applying to match into training programs, including barriers to “couples matching,” 
and to ensure that all applicants have access to robust, informative statistics to assist in decision-making.  
5. Our AMA encourages the NRMP, San Francisco Match, American Urological Association, Electronic 
Residency Application Service, and other stakeholders to collect and publish data on a) the impact of 
separate matches on the personal and professional lives of medical students and b) the impact on medical 
students who are unable to successfully “couples match” with their significant others due to staggered entry 
into residency, utilization of unlinked match services, or other causes. 
 
Closing of Residency Programs H-310.943 

https://policysearch.ama-assn.org/policyfinder/detail/match?uri=%2FAMADoc%2FHOD.xml-0-2494.xml
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1. Our AMA: (a) encourages the Accreditation Council for Graduate Medical Education (ACGME) to 
address the problem of non-educational closing or downsizing of residency training programs; (b) reminds all 
institutions involved in educating residents of their contractual responsibilities to the resident; (c) encourages 
the ACGME and the various Residency Review Committees to reexamine requirements for "years of 
continuous training" to determine the need for implementing waivers to accommodate residents affected by 
non-educational closure or downsizing; (d) will work with the American Board of Medical Specialties 
Member Boards to encourage all its member boards to develop a mechanism to accommodate the 
discontinuities in training that arise from residency closures, regardless of cause, including waiving 
continuity care requirements and granting residents credit for partial years of training; (e) urges residency 
programs and teaching hospitals be monitored by the applicable Residency Review Committees to ensure 
that decreases in resident numbers do not place undue stress on remaining residents by affecting work hours 
or working conditions, as specified in Residency Review Committee requirements; (f) opposes the closure of 
residency/fellowship programs or reductions in the number of current positions in programs as a result of 
changes in GME funding; and (g) will work with the Centers for Medicare and Medicaid Services (CMS), 
ACGME, and other appropriate organizations to advocate for the development and implementation of 
effective policies to permit graduate medical education funding to follow the resident physician from a 
closing to the receiving residency program (including waivers of CMS caps), in the event of temporary or 
permanent residency program closure. 
2. Our AMA will work with the Centers for Medicare and Medicaid Services (CMS) to establish regulations 
that protect residents and fellows impacted by program or hospital closure, which may include 
recommendations for: 
A. Notice by the training hospital, intending to file for bankruptcy within 30 days, to all residents and fellows 
primarily associated with the training hospital, as well as those contractually matched at that training 
institution who may not yet have matriculated, of its intention to close, along with provision of reasonable 
and appropriate procedures to assist current and matched residents and fellows to find and obtain alternative 
training positions that minimize undue financial and professional consequences, including but not limited to 
maintenance of specialty choice, length of training, initial expected time of graduation, location and 
reallocation of funding, and coverage of tail medical malpractice insurance that would have been offered had 
the program or hospital not closed; 
B. Revision of the current CMS guidelines that may prohibit transfer of funding prior to formal financial 
closure of a teaching institution; 
C. Improved provisions regarding transfer of GME funding for displaced residents and fellows for the 
duration of their training in the event of program closure at a training institution; and 
D. Protections against the discrimination of displaced residents and fellows consistent with H-295.969. 
3. Our AMA will work with the Accreditation Council for Graduate Medical Education, Association of 
American Medical Colleges, National Resident Matching Program, Educational Commission for Foreign 
Medical Graduates, Centers for Medicare and Medicaid Services, and other relevant stakeholders to identify 
a process by which displaced residents and fellows may be directly represented in proceedings surrounding 
the closure of a training hospital or program. 
4. Our AMA will work with the Accreditation Council for Graduate Medical Education, Association of 
American Medical Colleges, National Resident Matching Program, Educational Commission for Foreign 
Medical Graduates, Centers for Medicare and Medicaid Services, and other relevant stakeholders to: 
A. Develop a stepwise algorithm for designated institutional officials and program directors to assist 
residents and fellows with finding and obtaining alternative training positions; 
B. Create a centralized, regulated process for displaced residents and fellows to obtain new training positions; 
and 
C. Develop pathways that ensure that closing and accepting institutions provide liability insurance coverage 
to residents, at no cost to residents. 
 
Protection of Resident and Fellow Training in the Case of Hospital or Training Program Closure D-310.948 
Our AMA will: 
1. ask the Centers for Medicare & Medicaid Services (CMS) to stipulate in its regulations that residency slots 
are not assets that belong to the teaching institution; 
2. encourage the Association of American Medical Colleges (AAMC), American Association of Colleges of 
Osteopathic Medicine (AACOM), and National Resident Matching Program (NRMP) to develop a process 
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similar to the Supplemental Offer and Acceptance Program (SOAP) that could be used in the event of a 
sudden teaching institution or program closure; 
3. encourage the Accreditation Council for Graduate Medical Education (ACGME) to specify in its 
Institutional Requirements that sponsoring institutions are to provide residents and residency applicants 
information regarding the financial health of the institution, such as its credit rating, or if it has recently been 
part of an acquisition or merger; 
4. work with AAMC, AACOM, ACGME, and relevant state and specialty societies to coordinate and 
collaborate on the communication with sponsoring institutions, residency programs, and resident physicians 
in the event of a sudden institution or program closure to minimize confusion, reduce misinformation, and 
increase clarity; 
5. encourage ACGME to revise its Institutional Requirements, under section IV.E., Professional Liability 
Insurance, to state that sponsoring institutions must create and maintain a fund that will ensure professional 
liability coverage for residents in the event of an institution or program closure; and  
6. continue to work with ACGME, interested specialty societies, and others to monitor issues, collect data, 
and share information related to training programs run by nonprofit and for-profit entities and their effect on 
medical education. 
 
Residency Interview Schedules H-310.998 
1. Our AMA encourages residency and fellowship programs to incorporate in their interview dates increased 
flexibility, whenever possible, to accommodate applicants' schedules. Our AMA encourages the ACGME 
and other accrediting bodies to require programs to provide, by electronic or other means, representative 
contracts to applicants prior to the interview. Our AMA encourages residency and fellowship programs to 
inform applicants in a timely manner confirming receipt of application and ongoing changes in the status of 
consideration of the application. 
2. Our AMA will: (a) oppose changes to residency and fellowship application requirements unless (i) those 
changes have been evaluated by working groups which have students and residents as representatives, (ii) 
there are data which demonstrates that the proposed application components contribute to an accurate 
representation of the candidate, (iii) there are data available to demonstrate that the new application 
requirements reduce, or at least do not increase, the impact of bias that affects medical students and residents 
from underrepresented minority backgrounds, and (iv) the costs to medical students and residents are 
mitigated; and (b) continue to work with specialty societies, the Association of American Medical Colleges, 
the National Resident Matching Program and other relevant stakeholders to improve the application process 
in an effort to accomplish these requirements. 
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Resolution: 301 
(A-24) 

Introduced by: Medical Student Section, International Medical Graduates Section 

Subject: Fairness for International Medical Students 

Referred to: Reference Committee C 

Whereas, international students comprise over 10% of US graduate students but only 0.6% of 1 
US medical students, indicating that the US recruits globally for academia, research, and other 2 
highly educated professions, but not for medicine1–3; and 3 

4 
Whereas, only 35% of medical schools consider international applicants, only 17% of whom are 5 
admitted compared to 38% of domestic applicants4-7; and 6 

7 
Whereas, international medical students are ineligible for public loans, may be ineligible for 8 
medical school scholarships, require a US cosigner for private loans, and may be required to 9 
deposit up to four years of tuition upfront into an escrow account prior to matriculation7-10; and 10 

11 
Whereas, many common national medical student scholarships, including the AMA Physicians 12 
of Tomorrow scholarship, the Tylenol Future Care scholarship, and the National Medical 13 
Fellowships awards, are restricted to domestic students only11–13; and 14 

15 
Whereas, international medical students offer valuable diversity of thought, cultural 16 
perspectives, and unique life experiences that enrich medical schools, complement efforts to 17 
improve physician workforce diversity, address physician shortages, and allow the US to attract 18 
and retain the best and brightest future doctors from around the world9,14; therefore be it 19 

20 
RESOLVED, that our American Medical Association encourage additional medical schools to 21 
consider applications from and to admit international students to their programs alongside 22 
domestic students (New HOD Policy); and be it further 23 

24 
RESOLVED, that our AMA amend policy H-255.968 “Advance Tuition Payment Requirements 25 
for International Students Enrolled in US Medical Schools” by addition and deletion to read as 26 
follows; 27 

28 
Advance Tuition Payment Requirements for International Students 29 
Enrolled in US Medical Schools H-255.968 30 
Our AMA: 31 
1. supports the autonomy of medical schools to determine optimal tuition32 
requirements for international students;33 
2. encourages medical schools and undergraduate institutions to fully34 
inform international students interested in medical education in the US of35 
the limited options available to them for tuition assistance;36 
3. supports the Association of American Medical Colleges (AAMC) in its37 
efforts to increase transparency in the medical school application process38 
for international students by including school policy on tuition requirements39 
in the Medical School Admission Requirements (MSAR); and40 
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4. supports efforts to re-evaluate and minimize the use of pre-payment 1 
requirements specific to international medical students; and 2 
5. encourages medical schools to explore alternative means of 3 
prepayment, such as a letter of credit, for four years for covering the costs 4 
of medical school. (Modify Current HOD Policy); and be it further 5 

 6 
RESOLVED, that our AMA advocate for increased scholarship and funding opportunities for 7 
international students accepted to or currently attending United States medical schools. 8 
(Directive to Take Action)9 

10 
Fiscal Note: Minimal - less than $1,000 
 
Received: 3/28/2024 
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RELEVANT AMA POLICY 
 
D-255.980 Impact of Immigration Barriers on the Nation's Health 
1. Our AMA recognizes the valuable contributions and affirms our support of international medical 
students and international medical graduates and their participation in U.S. medical schools, residency 
and fellowship training programs and in the practice of medicine. 
2. Our AMA will oppose laws and regulations that would broadly deny entry or re-entry to the United 
States of persons who currently have legal visas, including permanent resident status (green card) and 
student visas, based on their country of origin and/or religion.  
3. Our AMA will oppose policies that would broadly deny issuance of legal visas to persons based on their 
country of origin and/or religion.  
4. Our AMA will advocate for the immediate reinstatement of premium processing of H-1B visas for 
physicians and trainees to prevent any negative impact on patient care.  
5. Our AMA will advocate for the timely processing of visas for all physicians, including residents, fellows, 
and physicians in independent practice.  
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6. Our AMA will work with other stakeholders to study the current impact of immigration reform efforts on 
residency and fellowship programs, physician supply, and timely access of patients to health care 
throughout the U.S. [Alt. Res. 308, A-17; Modified: CME Rep. 01, A-18; Reaffirmation: A-19; Reaffirmed: 
CME Rep. 4, A-21; Reaffirmed: Res. 234, A-22; Reaffirmed: Res. 210, A-23] 

 
H-295.888 Progress in Medical Education: the Medical School Admission Process 
1. Our AMA encourages: (A) research on ways to reliably evaluate the personal qualities (such as 
empathy, integrity, commitment to service) of applicants to medical school and support broad 
dissemination of the results. Medical schools should be encouraged to give significant weight to these 
qualities in the admissions process; (B) premedical coursework in the humanities, behavioral sciences, 
and social sciences, as a way to ensure a broadly-educated applicant pool; and (C) dissemination of 
models that allow medical schools to meet their goals related to diversity in the context of existing legal 
requirements, for example through outreach to elementary schools, high schools, and colleges. 
2. Our AMA: (A) will continue to work with the Association of American Medical Colleges (AAMC) and 
other relevant organizations to encourage improved assessment of personal qualities in the recruitment 
process for medical school applicants including types of information to be solicited in applications to 
medical school; (B) will work with the AAMC and other relevant organizations to explore the range of 
measures used to assess personal qualities among applicants, including those used by related fields; (C) 
encourages the development of innovative methodologies to assess personal qualities among medical 
school applicants; (D) will work with medical schools and other relevant stakeholder groups to review the 
ways in which medical schools communicate the importance of personal qualities among applicants, 
including how and when specified personal qualities will be assessed in the admissions process; (E) 
encourages continued research on the personal qualities most pertinent to success as a medical student 
and as a physician to assist admissions committees to adequately assess applicants; and (F) encourages 
continued research on the factors that impact negatively on humanistic and empathetic traits of medical 
students during medical school. [CME Rep. 8, I-99; Reaffirmed: CME Rep. 2, A-09; Appended: CME Rep. 
3, A-11; Reaffirmed: CME Rep. 1, A-21] 
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Introduced by: Private Practice Physicians Section 
 
Subject: The Role of Maintenance of Certification 
 
Referred to: Reference Committee C 
 
 
Whereas, the principle of lifelong learning is fundamental to maintaining and enhancing the 1 
quality of patient care delivered by physicians; and 2 
 3 
Whereas, certified medical education (CME) already plays a pivotal role in facilitating lifelong 4 
learning by offering opportunities for physicians to stay current with advances in medical 5 
knowledge and technology; and 6 
 7 
Whereas, specialty boards contend that the process of re-certification and maintenance of 8 
certification (MOC) contributes to the enhancement of patient care quality by counteracting a 9 
natural decline in medical knowledge and skills over time during active practice, although 10 
existing evidence is at odds with this assertion and does not suggest that re-certification and 11 
MOC significantly enhance the quality of care provided by physicians(1,2); and  12 
 13 
Whereas, the current landscape of board certification lacks sufficient competition which has 14 
resulted in elevated costs for physicians seeking certification in their respective specialties, 15 
competition policy experts noting the harms of consolidation in the market for certification, 16 
spirited public debate amongst physicians about the value of MOC to both patients and 17 
physicians, and the Department of Justice advocating for efforts to increase competition in the 18 
market for physician board certification(3-6); and 19 
 20 
Whereas, the obligation of high-stakes testing as part of MOC is not a comprehensive or optimal 21 
way to assess clinical knowledge or competence for physicians who have maintained active 22 
clinical practice; and  23 
 24 
Whereas, our American Medical Association has a responsibility to investigate issues that 25 
impact physicians and their patients; therefore be it 26 
 27 
RESOLVED, that our American Medical Association adopt a policy that states that maintenance 28 
of certification requirements should not be duplicative of continuing medical education 29 
requirements and not be used to determine or dictate hospital privileges, insurance network 30 
credentialing, or hiring practices (New HOD Policy); and be it further 31 
 32 
RESOLVED, that our AMA recognizes the importance of fostering competition in the market for 33 
board certification, allowing physicians to have the autonomy to choose the most suitable 34 
pathway for their individual learning and professional development needs (New HOD Policy); 35 
and be it further 36 
 37 
RESOLVED, that our AMA undertake a comprehensive review of the available evidence 38 
concerning the impact of maintenance of certification on the quality and safety of patient care 39 
and report the findings of this investigation to its members and stakeholders, including 40 
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policymakers and legislators, to inform future healthcare policy with a report back to the House 1 
of Delegates by Annual 2025 (Directive to Take Action). 2 

3 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/17/2024 
 
 
REFERENCES 
1. Gray BM, Vandergrift JL, Johnston MM, et al. Association between Imposition of a Maintenance of Certification Requirement 

and Ambulatory Care—Sensitive Hospitalizations and Health Care Costs. JAMA. 2014;312(22):2348-2357. 
doi:10.1001/jama.2014.12716 

2. Hayes, J, Jackson JL, McNutt GM, Hertz BJ, Ryan JJ, Pawlikowski SA. Association Between Physician Time-Unlimited vs. 
Time-Limited Internal Medicine Board Certification and Ambulatory Patient Care Quality. JAMA. 2014;312(22):2358-2363. 
doi:10.1001/jama.2014.13992 

3. T. Sandhu A, Adams Dudley R, S. Kazi D. A Cost Analysis of the American Board of Internal Medicine’s Maintenance-of-
Certification Program. Ann Intern Med. Published online September 15, 2015. doi: 10.7326/M15-1011. 

4. Gilman, DJ, Miller BJ, Goldstein B. Board Certification: A Dose of Competition. Health Aff Forefr. doi: 
10.1377/forefront.20171121.748789. 

5. Healthcare Unfiltered: ABIM and MOC: The Epic Debate With Richard Baron and Aaron Goodman on Apple Podcasts. Apple 
Podcasts. Accessed April 4, 2024. https://podcasts.apple.com/us/podcast/abim-and-moc-the-epic-debate-with-
richard/id1534737585?i=1000623789270  

6. Comments on Maintenance of Certification Requirements for Physicians. Accessed April 4, 2024. 
https://www.justice.gov/atr/page/file/1212231/download  
 
 

 
RELEVANT AMA POLICY 
 
Continuing Board Certification D-275.954 
Our AMA will: 
1. Continue to monitor the evolution of Continuing Board Certification (CBC), continue its active 
engagement in discussions regarding their implementation, encourage specialty boards to investigate 
and/or establish alternative approaches for CBC, and prepare a report regarding the CBC process at the 
request of the House of Delegates or when deemed necessary by the Council on Medical Education. 
2. Continue to review, through its Council on Medical Education, published literature and emerging data 
as part of the Council’s ongoing efforts to critically review CBC issues. 
3. Continue to monitor the progress by the American Board of Medical Specialties (ABMS) and its 
member boards on implementation of CBC, and encourage the ABMS to report its research findings on 
the issues surrounding certification and CBC on a periodic basis. 
4. Encourage the ABMS and its member boards to continue to explore other ways to measure the 
ability of physicians to access and apply knowledge to care for patients, and to continue to examine the 
evidence supporting the value of specialty board certification and CBC. 
5. Work with the ABMS to streamline and improve the Cognitive Expertise (Part III) component of CBC, 
including the exploration of alternative formats, in ways that effectively evaluate acquisition of new 
knowledge while reducing or eliminating the burden of a high-stakes examination. 
6. Work with interested parties to ensure that CBC uses more than one pathway to assess accurately the 
competence of practicing physicians, to monitor for exam relevance and to ensure that CBC does not 
lead to unintended economic hardship such as hospital de-credentialing of practicing physicians. 
7. Recommend that the ABMS not introduce additional assessment modalities that have not been 
validated to show improvement in physician performance and/or patient safety. 
8. Work with the ABMS to eliminate practice performance assessment modules, as currently written, from 
CBC requirements. 
9. Encourage the ABMS to ensure that all ABMS member boards provide full transparency related to the 
costs of preparing, administering, scoring and reporting CBC and certifying examinations. 
10. Encourage the ABMS to ensure that CBC and certifying examinations do not result in substantial 
financial gain to ABMS member boards, and advocate that the ABMS develop fiduciary standards for its 
member boards that are consistent with this principle. 
11. Work with the ABMS to lessen the burden of CBC on physicians with multiple board certifications, 
particularly to ensure that CBC is specifically relevant to the physician’s current practice. 

https://podcasts.apple.com/us/podcast/abim-and-moc-the-epic-debate-with-richard/id1534737585?i=1000623789270
https://podcasts.apple.com/us/podcast/abim-and-moc-the-epic-debate-with-richard/id1534737585?i=1000623789270
https://www.justice.gov/atr/page/file/1212231/download
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12. Work with key stakeholders to (a) support ongoing ABMS member board efforts to allow multiple and 
diverse physician educational and quality improvement activities to qualify for CBC; (b) support ABMS 
member board activities in facilitating the use of CBC quality improvement activities to count for other 
accountability requirements or programs, such as pay for quality/performance or PQRS reimbursement; 
(c) encourage ABMS member boards to enhance the consistency of quality improvement programs 
across all boards; and (d) work with specialty societies and ABMS member boards to develop tools and 
services that help physicians meet CBC requirements. 
13. Work with the ABMS and its member boards to collect data on why physicians choose to maintain or 
discontinue their board certification. 
14. Work with the ABMS to study whether CBC is an important factor in a physician’s decision to retire 
and to determine its impact on the US physician workforce. 
15. Encourage the ABMS to use data from CBC to track whether physicians are 
maintaining certification and share this data with the AMA. 
16. Encourage AMA members to be proactive in shaping CBC by seeking leadership positions on the 
ABMS member boards, American Osteopathic Association (AOA) specialty certifying boards, and CBC 
Committees. 
17. Continue to monitor the actions of professional societies regarding recommendations for 
modification of CBC. 
18. Encourage medical specialty societies’ leadership to work with the ABMS, and its member boards, to 
identify those specialty organizations that have developed an appropriate and relevant CBC process for 
its members. 
19. Continue to work with the ABMS to ensure that physicians are clearly informed of the CBC 
requirements for their specific board and the timelines for accomplishing those requirements. 
20. Encourage the ABMS and its member boards to develop a system to actively alert physicians of the 
due dates of the multi-stage requirements of continuous professional development and performance in 
practice, thereby assisting them with maintaining their board certification. 
21. Recommend to the ABMS that all physician members of those boards governing the CBC process be 
required to participate in CBC. 
22. Continue to participate in the Coalition for Physician Accountability, formerly known as the National 
Alliance for Physician Competence forums. 
23. Encourage the PCPI Foundation, the ABMS, and the Council of Medical Specialty Societies to work 
together toward utilizing Consortium performance measures in Part IV of CBC. 
24. Continue to assist physicians in practice performance improvement. 
25. Encourage all specialty societies to grant certified CME credit for activities that they offer to fulfill 
requirements of their respective specialty board’s CBC and associated processes. 
26. Support the American College of Physicians as well as other professional societies in their efforts to 
work with the American Board of Internal Medicine (ABIM) to improve the CBC program. 
27. Oppose those maintenance of certification programs administered by the specialty boards of the 
ABMS, or of any other similar physician certifying organization, which do not appropriately adhere to the 
principles codified as AMA Policy on Continuing Board Certification. 
28. Ask the ABMS to encourage its member boards to review their maintenance of certification policies 
regarding the requirements for maintaining underlying primary or initial specialty board certification in 
addition to subspecialty board certification, if they have not yet done so, to allow physicians the option to 
focus on continuing board certification activities relevant to their practice. 
29. Call for the immediate end of any mandatory, secured recertifying examination by the ABMS or other 
certifying organizations as part of the recertification process for all those specialties that still require a 
secure, high-stakes recertification examination. 
30. Support a recertification process based on high quality, appropriate Continuing Medical Education 
(CME) material directed by the AMA recognized specialty societies covering the physician’s practice area, 
in cooperation with other willing stakeholders, that would be completed on a regular basis as determined 
by the individual medical specialty, to ensure lifelong learning. 
31. Continue to work with the ABMS to encourage the development by and the sharing between specialty 
boards of alternative ways to assess medical knowledge other than by a secure high stakes exam. 
32. Continue to support the requirement of CME and ongoing, quality assessments of physicians, where 
such CME is proven to be cost-effective and shown by evidence to improve quality of care for patients. 
33. Through legislative, regulatory, or collaborative efforts, will work with interested state medical 
societies and other interested parties by creating model state legislation and model medical staff bylaws 
while advocating that Continuing Board Certification not be a requirement for: (a) medical staff 
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membership, privileging, credentialing, or recredentialing; (b) insurance panel participation; or (c) state 
medical licensure. 
34. Increase its efforts to work with the insurance industry to ensure that continuing 
board certification does not become a requirement for insurance panel participation. 
35. Advocate that physicians who participate in programs related to quality improvement and/or patient 
safety receive credit for CBC Part IV. 
36. Continue to work with the medical societies and the American Board of Medical Specialties (ABMS) 
member boards that have not yet moved to a process to improve the Part III secure, high-stakes 
examination to encourage them to do so. 
37. Our AMA, through its Council on Medical Education, will continue to work with the American 
Board of Medical Specialties (ABMS), ABMS Committee on Continuing Certification (3C), and ABMS 
Stakeholder Council to pursue opportunities to implement the recommendations of the Continuing 
Board Certification: Vision for the Future Commission and AMA policies related to continuing 
board certification. 
38. Our AMA, through its Council on Medical Education, will continue to work with the American 
Board of Medical Specialties (ABMS) and ABMS member boards to implement key recommendations 
outlined by the Continuing Board Certification: Vision for the Future Commission in its final report, 
including the development and release of new, integrated standards for continuing certification programs 
that will address the Commission’s recommendations for flexibility in knowledge assessment and 
advancing practice, feedback to diplomates, and consistency. 
39. Our AMA will work with the ABMS and its member boards to reduce financial burdens for physicians 
holding multiple certificates who are actively participating in continuing certification through an ABMS 
member board, by developing opportunities for reciprocity for certification requirements as well as 
consideration of reduced or waived fee structures. 
40. Our AMA will continue to publicly report its work on enforcing AMA Principles on Continuing 
Board Certification.  
Citation: CME Rep. 2, I-15; Appended: Res. 911, I-15; Appended: Res. 309, A-16; Appended: CME Rep. 
02, A-16; Appended: Res. 307, I-16; Appended: Res. 310, I-16; Modified: CME Rep. 02, A-17; 
Reaffirmed: Res. 316, A-17; Reaffirmed in lieu of: Res. 322, A-17; Appended: CME Rep. 02, A-18; 
Appended: Res. 320, A-18; Appended: Res. 957, I-18; Reaffirmation: A-19; Modified: CME Rep. 02, A-19; 
Appended: CME Rep. 1, I-20; Appended: Res. 310, A-21; Modified: CME Rep. 2, A-22; Appended: Res. 
310, I-22 
 
MOC Provisions of Interstate Medical Licensure Compact D-275.955 
Our American Medical Association will, in collaboration with the Federation of State Medical Boards and 
interested state medical boards, request a clarifying statement from the Interstate Medical Licensure 
Compact Commission that the intent of the language in the model legislation requiring that a physician 
"holds" specialty certification refers only to initial specialty certification recognized by the American 
Board of Medical Specialties or the American Osteopathic Association's (AOA's) Bureau of Osteopathic 
Specialists and that there is no requirement for participation in ABMS's Maintenance of Certification or 
AOA's Osteopathic Continuous Certification (OCC) program in order to receive initial or continued 
licensure under the Interstate Medical Licensure Compact. 
Citation: Res. 235, A-15 
 
An Update on Maintenance of Licensure D-275.957 
Our American Medical Association will: 1. Continue to monitor the evolution of Maintenance of Licensure 
(MOL), continue its active engagement in discussions regarding MOL implementation, and report back to 
the House of Delegates on this issue. 
2. Continue to review, through its Council on Medical Education, published literature and emerging data 
as part of the Council's ongoing efforts to critically review MOL issues. 
3. Work with the Federation of State Medical Boards (FSMB) to study whether the principles of MOL are 
important factors in a physician's decision to retire or have a direct impact on the U.S. physician 
workforce. 
4. Work with interested state medical societies and support collaboration with state specialty medical 
societies and state medical boards on establishing criteria and regulations for the implementation of MOL 
that reflect AMA guidelines for implementation of state MOL programs and the FSMB's Guiding Principles 
for MOL. 
5. Explore the feasibility of developing, in collaboration with other stakeholders, AMA products and 
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services that may help shape and support MOL for physicians. 
6. Encourage the FSMB to continue to work with state medical boards to accept physician participation in 
the American Board of Medical Specialties maintenance of certification (MOC) and the American 
Osteopathic Association Bureau of Osteopathic Specialists (AOA-BOS) osteopathic 
continuous certification (OCC) as meeting the requirements for MOL and to develop alternatives for 
physicians who are not certified/recertified, and advocate that MOC or OCC not be the only pathway to 
MOL for physicians. 
7. Continue to work with the FSMB to establish and assess MOL principles, with the AMA to assess the 
impact of MOL on the practicing physician and the FSMB to study its impact on state medical boards. 
8. Encourage rigorous evaluation of the impact on physicians of any future proposed changes to MOL 
processes, including cost, staffing, and time. 
Citation: CME Rep. 3, A-15; Modified: CME Rep. 2, I-15 
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Introduced by: Young Physicians Section 

 
Subject: Amend Policy D-275.948 Title “Education, Training and Credentialing of Non-

Physician Health Care Professionals and Their Impact on Physician Education 
and Training”. Creation of an AMA Task Force to Address Conflicts of Interest 
on Physician Boards.  

 
Referred to: Reference Committee C 
 
 
Whereas, physicians strive for the highest degree of patient care and professionalism1; and 1 
 2 
Whereas, professionalism in medicine has been achieved through self-governance and self-3 
regulation1; and 4 
 5 
Whereas, non-physicians serving in executive and board leadership roles in physician 6 
organizations compromises the objective of self-regulation and self-governance; and 7 
 8 
Whereas, the president and CEO of the National Resident Matching Program (NRMP) is a non-9 
physician, holds the following credentials D.H.Sc., M.B.A., B.S.N., has never participated in the 10 
MATCH, never completed a residency or fellowship, and yet has held prior leadership positions 11 
overseeing accreditation of physician residency and fellowship programs, was an executive 12 
director at the ACGME, and held the position of designated institution official (DIO) for a 13 
graduate medical education (GME) program2; and 14 
 15 
Whereas, the newly elected vice chair of the National Board of Medical Examiners (NBME) is a 16 
non-physician, holds the following credentials R.N., Ph.D., received a bachelor of science in 17 
nursing, received a master of science in nursing education, received a doctor of philosophy in 18 
theory development and research in nursing, has never taken any NBME examination for board 19 
certification, and yet now holds the position of vice chair for the organization3; and  20 
 21 
Whereas, the current chair of the Accreditation Council for Graduate Medical Education 22 
(ACGME) is a non-physician, holds the following credentials M.A., and is co-founder of a 23 
strategic human resource consulting firm4; and 24 
 25 
Whereas, the recently elected President and current Vice President of the American College of 26 
Cardiology (ACC) is a non-physician, holds the following credentials R.N., M.S.N., and is 27 
president and CEO of Cardiovascular Management of Illinois, a cardiology physician practice 28 
management company5; and 29 
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Whereas, non-physicians, who do not themselves go through physician education, 1 
accreditation, certification, licensing, and credentialing, may have difficulty appreciating the 2 
needs and challenges of physician trainees and practicing physicians from lack of personal 3 
experience, and therefore should not be making major decisions for physicians or representing 4 
physicians in the highest roles of these organizations; and  5 
 6 
Whereas, the purpose of having non-physicians on physician boards is to have a public voice 7 
on these boards, not to lead the organization itself (i.e. in the highest roles of the organizations); 8 
and  9 
 10 
Whereas, non-physicians can participate on physician boards as a public member without 11 
leading these organizations in the highest roles; and 12 
 13 
Whereas, one of the focal points of the AMA Recovery Plan is to fight scope creep, and works 14 
to educate legislators about the differences in training between physicians and non-physicians6; 15 
and  16 
 17 
Whereas, having non-physicians lead physician boards is contradictory to the AMA message 18 
about scope creep and the importance of physician-led teams; and  19 
 20 
Whereas, our advocacy to legislators about the importance of physician education is 21 
compromised by a conflict of interest if we have non-physicians in the highest roles determining 22 
physician standards; and  23 
 24 
Whereas, there are highly qualified physicians that could hold these leadership roles now held 25 
by non-physicians6; and  26 
 27 
Whereas, having these non-physicians lead national standard-setting organizations in our 28 
physician profession undermines physician confidence in these organizations; and  29 
 30 
Whereas, the current title of policy D-275.948 does not match the content of the policy; 31 
therefore be it  32 
 33 
RESOLVED, that our American Medical Association amend the title of policy D-275.948 by 34 
substitution and deletion as follows:  35 
Education, Training and Credentialing of Non-Physician Health Care Professionals and Their 36 
Impact on Physician Education and Training Addressing Non-physician Positions and 37 
Participation on Physician Regulatory Boards and Bodies and Potential Conflicts of Interest D-38 
275.948 (Modify Current HOD Policy); and be it further  39 
 40 
RESOLVED, that our AMA work with relevant stakeholders and regulatory bodies and boards 41 
involved in physician education, accreditation, certification, licensing, and credentialing to 42 
advocate for physician leadership of these regulatory bodies and boards in order to be 43 
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consistent with the AMA Recovery Plan’s efforts to fight scope creep, and prevent undermining 1 
physician confidence in these organizations (Directive to Take Action); and be it further  2 
 3 
RESOLVED, that our AMA create a task force with the mission to increase physician awareness 4 
of and participation in leadership positions on regulatory bodies and boards involved in 5 
physician education, accreditation, certification, licensing, and credentialing through 6 
mechanisms including but not limited to mentorship programs, leadership training programs, 7 
board nominations, publicizing the opportunities to the membership, and creating a centralized 8 
list of required qualifications and methods to apply for these positions. (Directive to Take Action)9 
 
Fiscal Note: To Be Determined 
 
Received: 4/8/2024 
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RELEVANT AMA POLICY 
 
Education, Training and Credentialing of Non-Physician Health Care Professionals and Their 
Impact on Physician Education and Training D-275.948 
1. Our AMA acknowledges that a conflict of interest exists when non-physician health care professionals 
hold positions on physician regulatory bodies or physician boards when these individuals represent a field 
that either possesses or seeks to possess the ability to practice without physician supervision. 
2. Our AMA will encourage key regulatory bodies involved with physician education, accreditation, 
certification, licensing, and credentialing to: (A) increase transparency of the process by encouraging 
them to openly disclose how their board is composed and members are selected; and (B) review and 
amend their conflict of interest and other policies related to non-physician health care professionals 
holding formal leadership positions (e.g., board, committee) when that non-physician professional 
represents a field that either possesses or seeks to possess the ability to practice without physician 
supervision. [CME Rep. 5, A-22; Modified: Res. 323, A-23] 
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Introduced by: Academic Physicians Section 
 
Subject: Spirituality in Medical Education and Practice 
 
Referred to: Reference Committee C 
 
 
Whereas, current AMA policy recognizes the importance of spirituality concerns to many 1 
patients and encourages patient access to spiritual care services (H-160.900) but does not 2 
detail how the provision of spiritual care to patients would optimally involve physicians, 3 
physicians-in-training, or other members of the care team; and 4 
 5 
Whereas, the term “spiritual care” does not require, yet does not exclude, the invoking of any 6 
general or specific religious beliefs; rather, spirituality is broadly defined as seeking meaning, 7 
purpose, and connectedness, and is inclusive of all ways people may understand spirituality in 8 
their lives; and 9 
 10 
Whereas, our AMA’s policies on diversity, equity, and inclusion note the need to respect people 11 
and their diverse backgrounds, which applies specifically to the quality and equity of patient 12 
care, in that members of medical care teams should demonstrate respect for the culture and 13 
spirituality of the patient (and the patient’s family); and 14 
 15 
Whereas, many health organizations, including the World Health Organization (WHO), via its 16 
Resolution on Palliative Care, have noted the need for prevention and relief of suffering by 17 
means of early identification and correct assessment and treatment of pain and other problems, 18 
whether physical, psychosocial, or spiritual – and in the case of WHO, have declared that the 19 
treatment of all severe pain, including spiritual pain, is a human right;1 and 20 
 21 
Whereas, many patients value clinicians who are able to integrate inquiry about patients’ 22 
spirituality as related to their health, and benefit from access to specialist spiritual care services, 23 
when such access is enabled for them; and 24 
 25 
Whereas, a Delphi review of the literature found sufficient evidence to recommend education on 26 
spirituality and health in the care of patients with serious and/or chronic illness;2,3 and 27 
 28 
Whereas, patient referral and access to spiritual care services would be enhanced if all 29 
physicians and medical students had learned how to provide generalist spiritual care through 30 
the assessment and treatment of spiritual distress as a clinical symptom, with treatment options 31 
to include compassionate listening and presence to patients’ suffering, reflective inquiry to 32 
enable patients to fully express their spiritual distress, referral to and collaboration with spiritual 33 
care specialists, and continued follow up with the patient on spiritual issues as indicated; and 34 
 35 
Whereas, instruction in medical education regarding spiritual health as part of whole person 36 
care, assessment, and treatment of spiritual distress could be expected to enhance “emotional 37 
intelligence” and the recognition of opportunities for either providing spiritual care or referring 38 
the patient to a spiritual care specialist; and 39 
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Whereas, burnout—a condition characterized by feelings of pervasive energy depletion or 1 
exhaustion, negativism or cynicism about one’s occupation or occupational role, and/or a sense 2 
of inadequacy or ineffectiveness in one’s occupational role, is a pervasive emotion and state 3 
among clinicians and clinicians-in-training; and 4 
 5 
Whereas, spiritual distress can contribute to burnout across the continuum of medical education 6 
and practice, with an association between increased burnout and decreased meaning in work, 7 
while the practice of spirituality may be a protective factor against burnout, with such 8 
interventions as “reflection rounds” helping health professionals and students rekindle their 9 
sense of meaning in their chosen vocation;4 and 10 
 11 
Whereas, it is therefore reasonable to hope that by providing physicians and physicians-in 12 
training with opportunities to become more well-educated regarding matters of spirituality, and 13 
by enabling them to implement a spiritual approach to their own life and life stresses—including 14 
use of spiritual resources such as meditation, seeking professional spiritual care if needed, 15 
and/or finding a spiritual community of support—that these individuals may be favorably 16 
impacted and be less susceptible to burnout; and 17 
 18 
Whereas, by extension, increased knowledge and awareness of spiritual principles may 19 
enhance the abilities of caregivers to not only provide more effective care to others, but also to 20 
provide more effective self-care to themselves; therefore be it 21 
 22 
RESOLVED, that our American Medical Association amend Policy H-160.900 to read as 23 
follows: 24 
 25 

Addressing Patient Spirituality in Medicine Medical Education and Practice   26 
 27 

(1) Our AMA recognizes the importance of individual patient spirituality and its impact on 28 
health and encourages patient access to spiritual care services. 29 

 30 
(2) Our AMA encourages the availability of education about spiritual health, defined as 31 

meaning, purpose, and connectedness, in curricula in medical school, graduate medical 32 
education, and continuing physician professional development as an integral part of 33 
whole person care, which could include: 34 
(a) assessing spiritual health as part of the history and physical; 35 
(b) addressing treatment of spiritual distress by the clinician, with appropriate referral to 36 

spiritual care professionals; 37 
(c) acknowledging patients’ spiritual resources; 38 
(d) developing compassionate listening skills; 39 
(e) ensuring ongoing follow-up of patients’ spiritual health by clinicians as appropriate; 40 
(f) describing respect for the spiritual, religious, existential, and cultural value of those 41 

they serve and understanding why it is important to not impose their own personal 42 
values and beliefs on those served; and 43 

(g) self-reflection on one’s own spirituality within professional development courses, 44 
especially as related to their vocation and wellbeing. (Modify Current HOD Policy) 45 

46 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/17/2024 
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RELEVANT AMA POLICY 
 
Addressing Patient Spirituality in Medicine H-160.900 
Our AMA recognizes the importance of individual patient spirituality and its impact on health and 
encourages patient access to spiritual care services. 
 
Redesigning the Medicare Hospice Benefit D-330.895 
Our American Medical Association advocates for: 
1. A 21st century evolution of the Medicare hospice benefit that meets the quadruple aim of health care; 

advances health equity; and improves access, support, and outcomes for seriously ill patients across 
all geographies, including underserved and low-resource communities; and 

2. A reformed Medicare hospice benefit that may incorporate the following components: 
a. Hospice eligibility should not be based solely on a specified prognosis or life expectancy but 

rather on patients’ needs. 
b. Patients must continue to have an open choice of hospice providers. 
c. Hospice services, including telehealth or telemedicine, should be provided by a full, 

physician-led interdisciplinary team. 
d. Patients and their caregivers should receive adequate support using home- or facility-based 

hospice services, identified by a thorough assessment of their social determinants of health. 
This would incorporate 24-hour a day care for beneficiaries with very limited life expectancy 
who lack around the clock caregivers. 

e. Patients should have concurrent access to disease-directed treatments along with palliative 
services. 

f. Payments to hospices should be sufficient to support the quality, experience, scope, and 
frequency of care that beneficiaries deserve throughout the later stages of serious illness as 
dictated by their physical, psychological, social, spiritual, and practical needs. 

g. The hospice benefit should be consistent, including with regard to the quality and intensity of 
services, regardless of which Medicare program or entity pays for services. 

h. Metrics for health provider accountability should focus on those aspects of care and 
experience that matter most to patients, families, and caregivers. 
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Introduced by: Oklahoma 
 
Subject: Public Service Loan Forgiveness Reform 
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Whereas, there is a physician shortage across all specialties, locations, and practice types in 1 
the United States1; and 2 
 3 
Whereas, the federal government is responsible for direct healthcare services through the 4 
Veteran’s Health Administration (VHA) and Indian Health Service (IHS); and 5 
 6 
Whereas, the VHA and IHS both experience chronic, nationwide physician shortages (12.9% at 7 
VHA as of 20222, 25% at IHS as of 20183), paralleling the nation’s physician shortage; and  8 
 9 
Whereas, the VHA loan repayment program offers up to $200,000 in relief to physicians over 10 
five years, with no service commitment, while the IHS loan repayment program offers up to 11 
$50,000 in relief to physicians, with a two-year service commitment4,5; and  12 
 13 
Whereas, the VHA has bolstered physician retention and reduced physician burnout by offering 14 
competitive financial relief to physicians and making improvements in workload, organizational 15 
satisfaction, and psychological safety6,7; and  16 
 17 
Whereas, the VHA compensates physicians using Title 38 pay scales, which provides special 18 
authority to recruit and retain employees in certain health care occupations, and also allows the 19 
agency to be competitive with other healthcare facilities in the area8,9; and  20 
 21 
Whereas, the IHS compensates physicians using Title 5 pay scales, which are generally less 22 
than Title 38 pay scales10,11; and  23 
 24 
Whereas, the Partnership for Public Service and Boston Consulting Group (PPS-BCG) reported 25 
that the IHS ranked in the bottom-quartile of agencies within the U.S. Department of Health and 26 
Human Services for employee engagement and satisfaction (332 of 432) in 202212; and  27 
 28 
Whereas, the PPS-BCG reported that nearly half of IHS physicians and other employees were 29 
not satisfied with their pay and nearly a third were not satisfied with their work-life balance in 30 
202212; and  31 
 32 
Whereas, the AMA recommends that compensation for IHS physicians be increased to a level 33 
competitive with other federal agencies and non-governmental service (H-350.977); and  34 
 35 
Whereas, physicians employed by the federal government may be eligible for the Public Service 36 
Loan Forgiveness Program, which forgives qualifying federal loans after a standard ten-year 37 
repayment plan13; and   38 
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Whereas, loan repayment can address physician retention and decrease physician burnout in 1 
facilities that may not provide competitive pay or are in geographically remote locations14,15,16; 2 
and  3 
 4 
Whereas, the AMA has stated that reducing physician burnout should be an urgent priority17; 5 
and  6 
 7 
Whereas, the AMA already supports immediate changes in the Public Service Loan 8 
Forgiveness Program to allow physicians to receive immediate loan forgiveness when they 9 
practice in a Veteran’s Health Administration facility (D-510.990) due to the VA physician 10 
shortage; therefore be it 11 
 12 
RESOLVED, that our American Medical Association amend Indian Health Service H-350.977 by 13 
addition and deletion as follows: 14 
 15 
Indian Health Service H-350.977 16 
The policy of the AMA is to support efforts in Congress to enable the Indian Health Service to 17 
meet its obligation to bring American Indian health up to the general population level. The AMA 18 
specifically recommends: (1) Indian Population: (a) In current education programs, and in the 19 
expansion of educational activities suggested below, special consideration be given to involving 20 
the American Indian and Alaska native population in training for the various health professions, 21 
in the expectation that such professionals, if provided with adequate professional resources, 22 
facilities, and income, will be more likely to serve the tribal areas permanently; (b) Exploration 23 
with American Indian leaders of the possibility of increased numbers of nonfederal American 24 
Indian health centers, under tribal sponsorship, to expand the American Indian role in its own 25 
health care; (c) Increased involvement of private practitioners and facilities in American Indian 26 
care, through such mechanisms as agreements with tribal leaders or Indian Health Service 27 
contracts, as well as normal private practice relationships; and (d) Improvement in 28 
transportation to make access to existing private care easier for the American Indian population. 29 
(2) Federal Facilities: Based on the distribution of the eligible population, transportation facilities 30 
and roads, and the availability of alternative nonfederal resources, the AMA recommends that 31 
those Indian Health Service facilities currently necessary for American Indian care be identified 32 
and that an immediate construction and modernization program be initiated to bring these 33 
facilities up to current standards of practice and accreditation. 34 
(3) Personnel Manpower: (a) Compensation scales for Indian Health Service physicians be 35 
increased to a level competitive with other Federal agencies and nongovernmental service; (b) 36 
Consideration should be given to increased compensation for specialty and primary care service 37 
in remote areas; (c) In conjunction with improvement of Service facilities, efforts should be made 38 
to establish closer ties with teaching centers and other federal health agencies, thus increasing 39 
both the available staffing manpower and the level of professional expertise available for 40 
consultation; (d) Allied health professional staffing of Service facilities should be maintained at a 41 
level appropriate to the special needs of the population served without detracting from physician 42 
compensation; (e) Continuing education opportunities should be provided for those health 43 
professionals serving these communities, and especially those in remote areas, and, increased 44 
peer contact, both to maintain the quality of care and to avert professional isolation and burnout; 45 
and (f) Consideration should be given to a federal statement of policy supporting continuation of 46 
the Public Health Service to reduce the great uncertainty now felt by many career officers of the 47 
corps. 48 
(4) Medical Societies: In those states where Indian Health Service facilities are located, and in 49 
counties containing or adjacent to Service facilities, that the appropriate medical societies 50 
should explore the possibility of increased formal liaison with local Indian Health Service 51 
physicians. Increased support from organized medicine for improvement of health care provided 52 
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under their direction, including professional consultation and involvement in society activities 1 
should be pursued. 2 
(5) Our AMA also support the removal of any requirement for competitive bidding in the Indian 3 
Health Service that compromises proper care for the American Indian population. 4 
(6) Our AMA will advocate that the Indian Health Service (IHS) establish an Office of Academic 5 
Affiliations responsible for coordinating partnerships with LCME- and COCA-accredited medical 6 
schools and ACGME-accredited residency programs. 7 
(7) Our AMA will encourage the development of funding streams to promote rotations and 8 
learning opportunities at Indian Health Service, Tribal, and Urban Indian Health Programs. 9 
(8) Our AMA will call for an immediate change in the Public Service Loan Forgiveness Program 10 
to allow physicians to receive immediate loan forgiveness when they practice in an Indian 11 
Health Service, Tribal, or Urban Indian Health Program. (Modify Current HOD Policy)12 

13 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/22/2024 
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RELEVANT AMA POLICY 
 
Indian Health Service H-350.977 
The policy of the AMA is to support efforts in Congress to enable the Indian Health Service to meet its 
obligation to bring American Indian health up to the general population level. The AMA specifically 
recommends: (1) Indian Population: (a) In current education programs, and in the expansion of 
educational activities suggested below, special consideration be given to involving the American Indian 
and Alaska native population in training for the various health professions, in the expectation that such 
professionals, if provided with adequate professional resources, facilities, and income, will be more likely 
to serve the tribal areas permanently; (b) Exploration with American Indian leaders of the possibility of 
increased numbers of nonfederal American Indian health centers, under tribal sponsorship, to expand the 
American Indian role in its own health care; (c) Increased involvement of private practitioners and facilities 
in American Indian care, through such mechanisms as agreements with tribal leaders or Indian Health 
Service contracts, as well as normal private practice relationships; and (d) Improvement in transportation 
to make access to existing private care easier for the American Indian population. 
(2) Federal Facilities: Based on the distribution of the eligible population, transportation facilities and 
roads, and the availability of alternative nonfederal resources, the AMA recommends that those Indian 
Health Service facilities currently necessary for American Indian care be identified and that an immediate 
construction and modernization program be initiated to bring these facilities up to current standards of 
practice and accreditation. 
(3) Manpower: (a) Compensation for Indian Health Service physicians be increased to a level competitive 
with other Federal agencies and nongovernmental service; (b) Consideration should be given to 
increased compensation for service in remote areas; (c) In conjunction with improvement of Service 
facilities, efforts should be made to establish closer ties with teaching centers, thus increasing both the 
available manpower and the level of professional expertise available for consultation; (d) Allied health 
professional staffing of Service facilities should be maintained at a level appropriate to the special needs 
of the population served; (e) Continuing education opportunities should be provided for those health 
professionals serving these communities, and especially those in remote areas, and, increased peer 
contact, both to maintain the quality of care and to avert professional isolation; and (f) Consideration 
should be given to a federal statement of policy supporting continuation of the Public Health Service to 
reduce the great uncertainty now felt by many career officers of the corps. 
(4) Medical Societies: In those states where Indian Health Service facilities are located, and in counties 
containing or adjacent to Service facilities, that the appropriate medical societies should explore the 
possibility of increased formal liaison with local Indian Health Service physicians. Increased support from 
organized medicine for improvement of health care provided under their direction, including professional 
consultation and involvement in society activities should be pursued. 
(5) Our AMA also support the removal of any requirement for competitive bidding in the Indian Health 
Service that compromises proper care for the American Indian population. 
(6) Our AMA will advocate that the Indian Health Service (IHS) establish an Office of Academic Affiliations 
responsible for  coordinating partnerships with LCME- and COCA-accredited medical schools and 
ACGME-accredited residency programs. 
(7) Our AMA will encourage the development of funding streams to promote rotations and learning 
opportunities at Indian Health Service, Tribal, and Urban Indian Health Programs. 
 
Fixing the VA Physician Shortage with Physicians D-510.990 
1. Our AMA will work with the VA to enhance its loan forgiveness efforts to further incentivize physician 
recruiting and retention and improve patient access in the Veterans Administration facilities. 
2. Our AMA will call for an immediate change in the Public Service Loan Forgiveness Program to allow 
physicians to receive immediate loan forgiveness when they practice in a Veterans Administration facility. 
3. Our AMA will work with the Veterans Administration to minimize the administrative burdens that 
discourage or prevent non-VA physicians without compensation (WOCs) from volunteering their time to 
care for veterans. 
4. Our AMA will: (a) continue to support the mission of the Department of Veterans Affairs Office of 
Academic Affiliations for expansion of graduate medical education (GME) residency positions; and (b) 
collaborate with appropriate stakeholder organizations to advocate for preservation of Veterans Health 
Administration funding for GME and support its efforts to expand GME residency positions in the federal 
budget and appropriations process. 
5. Our AMA supports postgraduate medical education service obligations through programs where the 
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expectation for service, such as military service, is reasonable and explicitly delineated in the contract 
with the trainee. 
6. Our AMA opposes the blanket imposition of service obligations through any program where physician 
trainees rotate through the facility as one of many sites for their training. 
 
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. 
 
Principles of and Actions to Address Medical Education Costs and Student Debt H-305.925 
The costs of medical education should never be a barrier to the pursuit of a career in medicine nor to the 
decision to practice in a given specialty. To help address this issue, our American Medical Association 
(AMA) will: 
1. Collaborate with members of the Federation and the medical education community, and with other 
interested organizations, to address the cost of medical education and medical student debt through 
public- and private-sector advocacy. 
2. Vigorously advocate for and support expansion of and adequate funding for federal scholarship and 
loan repayment programs--such as those from the National Health Service Corps, Indian Health Service, 
Armed Forces, and Department of Veterans Affairs, and for comparable programs from states and the 
private sector--to promote practice in underserved areas, the military, and academic medicine or clinical 
research. 
3. Encourage the expansion of National Institutes of Health programs that provide loan repayment in 
exchange for a commitment to conduct targeted research. 
4. Advocate for increased funding for the National Health Service Corps Loan Repayment Program to 
assure adequate funding of primary care within the National Health Service Corps, as well as to permit: 
(a) inclusion of all medical specialties in need, and (b) service in clinical settings that care for the 
underserved but are not necessarily located in health professions shortage areas. 
5. Encourage the National Health Service Corps to have repayment policies that are consistent with other 
federal loan forgiveness programs, thereby decreasing the amount of loans in default and increasing the 
number of physicians practicing in underserved areas. 
6. Work to reinstate the economic hardship deferment qualification criterion known as the “20/220 
pathway,” and support alternate mechanisms that better address the financial needs of trainees with 
educational debt. 
7. Advocate for federal legislation to support the creation of student loan savings accounts that allow for 
pre-tax dollars to be used to pay for student loans. 
8. Work with other concerned organizations to advocate for legislation and regulation that would result in 
favorable terms and conditions for borrowing and for loan repayment, and would permit 100% tax 
deductibility of interest on student loans and elimination of taxes on aid from service-based programs. 
9. Encourage the creation of private-sector financial aid programs with favorable interest rates or service 
obligations (such as community- or institution-based loan repayment programs or state medical society 
loan programs). 
10. Support stable funding for medical education programs to limit excessive tuition increases, and collect 
and disseminate information on medical school programs that cap medical education debt, including the 
types of debt management education that are provided. 
11. Work with state medical societies to advocate for the creation of either tuition caps or, if caps are not 
feasible, pre-defined tuition increases, so that medical students will be aware of their tuition and fee costs 
for the total period of their enrollment. 
12. Encourage medical schools to (a) Study the costs and benefits associated with non-traditional 
instructional formats (such as online and distance learning, and combined baccalaureate/MD or DO 
programs) to determine if cost savings to medical schools and to medical students could be realized 
without jeopardizing the quality of medical education; (b) Engage in fundraising activities to increase the 
availability of scholarship support, with the support of the Federation, medical schools, and state and 
specialty medical societies, and develop or enhance financial aid opportunities for medical students, such 
as self-managed, low-interest loan programs; (c) Cooperate with postsecondary institutions to establish 
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collaborative debt counseling for entering first-year medical students; (d) Allow for flexible scheduling for 
medical students who encounter financial difficulties that can be remedied only by employment, and 
consider creating opportunities for paid employment for medical students; (e) Counsel individual medical 
student borrowers on the status of their indebtedness and payment schedules prior to their graduation; (f) 
Inform students of all government loan opportunities and disclose the reasons that preferred lenders were 
chosen; (g) Ensure that all medical student fees are earmarked for specific and well-defined purposes, 
and avoid charging any overly broad and ill-defined fees, such as but not limited to professional fees; (h) 
Use their collective purchasing power to obtain discounts for their students on necessary medical 
equipment, textbooks, and other educational supplies; (i) Work to ensure stable funding, to eliminate the 
need for increases in tuition and fees to compensate for unanticipated decreases in other sources of 
revenue; mid-year and retroactive tuition increases should be opposed. 
13. Support and encourage state medical societies to support further expansion of state loan repayment 
programs, particularly those that encompass physicians in non-primary care specialties. 
14. Take an active advocacy role during reauthorization of the Higher Education Act and similar 
legislation, to achieve the following goals: (a) Eliminating the single holder rule; (b) Making the availability 
of loan deferment more flexible, including broadening the definition of economic hardship and expanding 
the period for loan deferment to include the entire length of residency and fellowship training; (c) 
Retaining the option of loan forbearance for residents ineligible for loan deferment; (d) Including, 
explicitly, dependent care expenses in the definition of the “cost of attendance”; (e) Including room and 
board expenses in the definition of tax-exempt scholarship income; (f) Continuing the federal Direct Loan 
Consolidation program, including the ability to “lock in” a fixed interest rate, and giving consideration to 
grace periods in renewals of federal loan programs; (g) Adding the ability to refinance Federal 
Consolidation Loans; (h) Eliminating the cap on the student loan interest deduction; (i) Increasing the 
income limits for taking the interest deduction; (j) Making permanent the education tax incentives that our 
AMA successfully lobbied for as part of Economic Growth and Tax Relief Reconciliation Act of 2001; (k) 
Ensuring that loan repayment programs do not place greater burdens upon married couples than for 
similarly situated couples who are cohabitating; (l) Increasing efforts to collect overdue debts from the 
present medical student loan programs in a manner that would not interfere with the provision of future 
loan funds to medical students. 
15. Continue to work with state and county medical societies to advocate for adequate levels of medical 
school funding and to oppose legislative or regulatory provisions that would result in significant or 
unplanned tuition increases. 
16. Continue to study medical education financing, so as to identify long-term strategies to mitigate the 
debt burden of medical students, and monitor the short-and long-term impact of the economic 
environment on the availability of institutional and external sources of financial aid for medical students, 
as well as on choice of specialty and practice location. 
17. Collect and disseminate information on successful strategies used by medical schools to cap or 
reduce tuition. 
18. Continue to monitor the availability of and encourage medical schools and residency/fellowship 
programs to (a) provide financial aid opportunities and financial planning/debt management counseling to 
medical students and resident/fellow physicians; (b) work with key stakeholders to develop and 
disseminate standardized information on these topics for use by medical students, resident/fellow 
physicians, and young physicians; and (c) share innovative approaches with the medical education 
community. 
19. Seek federal legislation or rule changes that would stop Medicare and Medicaid decertification of 
physicians due to unpaid student loan debt. The AMA believes that it is improper for physicians not to 
repay their educational loans, but assistance should be available to those physicians who are 
experiencing hardship in meeting their obligations. 
20. Related to the Public Service Loan Forgiveness (PSLF) Program, our AMA supports increased 
medical student and physician participation in the program, and will: (a) Advocate that all resident/fellow 
physicians have access to PSLF during their training years; (b) Advocate against a monetary cap on 
PSLF and other federal loan forgiveness programs; (c) Work with the United States Department of 
Education to ensure that any cap on loan forgiveness under PSLF be at least equal to the principal 
amount borrowed; (d) Ask the United States Department of Education to include all terms of PSLF in the 
contractual obligations of the Master Promissory Note; (e) Encourage the Accreditation Council for 
Graduate Medical Education (ACGME) to require residency/fellowship programs to include within the 
terms, conditions, and benefits of program appointment information on the employer’s PSLF program 
qualifying status; (f) Advocate that the profit status of a physician’s training institution not be a factor for 
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PSLF eligibility; (g) Encourage medical school financial advisors to counsel wise borrowing by medical 
students, in the event that the PSLF program is eliminated or severely curtailed; (h) Encourage medical 
school financial advisors to increase medical student engagement in service-based loan repayment 
options, and other federal and military programs, as an attractive alternative to the PSLF in terms of 
financial prospects as well as providing the opportunity to provide care in medically underserved areas; (i) 
Strongly advocate that the terms of the PSLF that existed at the time of the agreement remain unchanged 
for any program participant in the event of any future restrictive changes; (j) Monitor the denial rates for 
physician applicants to the PSLF; (k) Undertake expanded federal advocacy, in the event denial rates for 
physician applicants are unexpectedly high, to encourage release of information on the basis for the high 
denial rates, increased transparency and streamlining of program requirements, consistent and accurate 
communication between loan servicers and borrowers, and clear expectations regarding oversight and 
accountability of the loan servicers responsible for the program; (l) Work with the United States 
Department of Education to ensure that applicants to the PSLF and its supplemental extensions, such as 
Temporary Expanded Public Service Loan Forgiveness (TEPSLF), are provided with the necessary 
information to successfully complete the program(s) in a timely manner; and (m) Work with the United 
States Department of Education to ensure that individuals who would otherwise qualify for PSLF and its 
supplemental extensions, such as TEPSLF, are not disqualified from the program(s). 
21. Advocate for continued funding of programs including Income-Driven Repayment plans for the benefit 
of reducing medical student load burden. 
22. Strongly advocate for the passage of legislation to allow medical students, residents and fellows who 
have education loans to qualify for interest-free deferment on their student loans while serving in a 
medical internship, residency, or fellowship program, as well as permitting the conversion of currently 
unsubsidized Stafford and Graduate Plus loans to interest free status for the duration of undergraduate 
and graduate medical education. 
23. Continue to monitor opportunities to reduce additional expense burden upon medical students 
including reduced-cost or free programs for residency applications, virtual or hybrid interviews, and other 
cost-reduction initiatives aimed at reducing non-educational debt. 
24. Encourage medical students, residents, fellows and physicians in practice to take advantage of 
available loan forgiveness programs and grants and scholarships that have been historically 
underutilized, as well as financial information and resources available through the Association of 
American Medical Colleges and American Association of Colleges of Osteopathic Medicine, as required 
by the Liaison Committee on Medical Education and Commission on Osteopathic College Accreditation, 
and resources available at the federal, state and local levels. 
25. Support federal efforts to forgive debt incurred during medical school and other higher education by 
physicians and medical students, including 
educational and cost of attendance debt. 
26. Support that residency and fellowship application services grant fee assistance to applicants who 
previously received fee assistance from medical school application services or are determined to have 
financial need through another formal mechanism. 
 
Cares Act Equity and Loan Forgiveness in the Medicare Accelerated Payment Program D-305.953 
In the setting of the COVID-19 pandemic, our AMA will advocate for additional financial relief for 
physicians to reduce medical school educational debt. 
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Whereas, the U.S. is expected to have an alarming sand deeply concerning shortage of 1 
physicians in primary and specialty care; and 2 
 3 
Whereas, the number of practicing physicians is decreasing due to burnout, retirement, 4 
pursuing non-clinical practices, and other causes; and 5 
 6 
Whereas, the current number of medical students, residents, and fellows will not prevent such a 7 
shortage; and  8 
 9 
Whereas, the U.S. Congress has repeatedly failed to provide funding to educate the necessary 10 
number of physicians to provide needed care of our aging and expanding population; and  11 
 12 
Whereas, physician assistants (PAs), and advanced practice providers (APPs)/Nurse 13 
Practitioners (NPs) have increasingly replaced licensed physicians in providing primary and 14 
some specialty care due to geographic and economic shortage of physicians; and  15 
 16 
Whereas, many states have allowed non-physician extenders to practice medicine 17 
independently rather than in collaboration with licensed physicians; and 18 
 19 
Whereas, a large number of physicians graduate from medical schools in the U.S. or abroad 20 
take and pass USMLE part one and two, then apply for residency, but fail to get one of the 21 
limited number of post graduate training spots in the U.S.; and 22 
 23 
Whereas, these graduating physicians spend six to eight years in undergraduate and graduate 24 
studies before graduating, and some of them serve a year of internship required to graduate. 25 
They spend huge sums of money to complete their studies, sit for and pass the rigorous USMLE 26 
tests, spend thousands of dollars on their applications for the matching programs and 27 
interviews; and 28 
 29 
Whereas, these unfortunate physicians face the very hard reality of a sudden irreversible 30 
interruption of their careers, including, but not limited to large outstanding debts they cannot 31 
repay, temporary to permanent interruption of their education, and the threat of never being able 32 
to care for patients, while others who are less qualified, less educated, and less financially 33 
burdened, such as APPs/NPs can practice medicine with or without collaborating with a 34 
licensed physician; and 35 
 36 
Whereas, in 2014, Missouri passed a law allowing these unfortunate graduating physicians to 37 
obtain a license called Assistant Physician (AP) which allow these physicians without residency 38 
to work in underserved areas in primary care, and only in collaboration with a licensed Missouri 39 
physician; and 40 
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Whereas, many other states have passed similar or much less restrictive laws, under different 1 
titles and processes such as Graduate Physician, Associate Physician, etc., some of them 2 
allowing this group to gradually practice independently without a residency; and 3 
 4 
Whereas, the number of these unfortunate graduating physicians has grown by the thousands 5 
each year, yet Congress did not provide the needed funding to create enough residency slots to 6 
train these physicians who would partially solve the expected shortages; and  7 
 8 
Whereas, many of these graduating physicians, after practicing in collaboration with licensed 9 
physicians, acquiring additional skills and experience, were able to match into a residency 10 
program; therefore be it 11 
 12 
RESOLVED, that our American Medical Association Board of Trustees study the role these 13 
unmatched physicians can play in providing care to our patients, their impact of lessening the 14 
impact of physician shortages, and provide recommendations on how to enroll these graduating 15 
physicians with a uniform title, privileges, geographic restrictions, and collaboration choices, and 16 
report to the House of Delegates at the next Interim meeting. (Directive to Take Action) 17 
 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/22/2024 
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Whereas, the Supreme Court’s 2022 ruling in Dobbs. v. Jackson overturned the 1972 Roe v 1 
Wade decision; and 2 
 3 
Whereas, at least 26 states immediately enacted laws to ban or restrict abortion care in 4 
response to the Supreme Court’s ruling in Dobbs v. Jackson; and 5 
 6 
Whereas, national specialty societies host mandatory board certification exams in locations that 7 
often require interstate travel for trainees completing residency and fellowship programs; and 8 
 9 
Whereas, existing AMA policy supports encouraging American Board of Medical Specialties 10 
member boards to assess whether initial board certification processes should be revised to 11 
allow for testing requirements and arrangements that accommodate physicians' training and 12 
employment schedules; and  13 
 14 
Whereas, pregnant trainees may encounter health emergencies during the time frame of 15 
completing mandatory board certification exam requirements that necessitate access to a full 16 
spectrum of reproductive healthcare services, interventions and treatment options, including 17 
abortion; therefore be it 18 
 19 
RESOLVED, that our American Medical Association encourage national specialty boards who 20 
hold in-person centralized mandatory exams for board certification to offer alternative methods 21 
of taking mandatory board certification examinations, such as virtual boards examinations, or to 22 
locate them outside of states that are in the process of banning or restricting or that have 23 
banned or restricted abortion, gender affirming care or reproductive healthcare services. (New 24 
HOD Policy) 25 
 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/23/2024 
 
 
RELEVANT AMA POLICY 
 
H-295.923 Medical Training and Termination of Pregnancy  
1. Our AMA supports the education of medical students, residents and young physicians about the need 
for physicians who provide termination of pregnancy services, the medical and public health importance 
of access to safe termination of pregnancy, and the medical, ethical, legal and psychological principles 
associated with termination of pregnancy. 
2. Our AMA will advocate for the availability of abortion education and clinical exposure to medication and 
procedural abortion for medical students and resident/fellow physicians and opposes efforts to interfere 
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with or restrict the availability of this education and training. 
3. In the event that medication and procedural abortion are limited or illegal in a home institution, our AMA 
will support pathways for medical students and resident/fellow physicians to receive this training at 
another location. 
4. Our AMA will advocate for funding for institutions that provide clinical training 
on reproductive health services, including medication and procedural abortion, to medical students and 
resident/fellow physicians from other programs, so that they can expand their capacity to accept out-of-
state medical students and resident/fellow physicians seeking this training. 
5. Our AMA encourages the Accreditation Council for Graduate Medical Education to consistently enforce 
compliance with the standardization of abortion training opportunities as per the requirements set forth by 
the relevant Residency Review Committees. 
[Modified: Res. 317, I-22; Modified: Res. 309, I-21; Appended: Res. 957, I-17; Modified: CME Rep. 1, A-
15; Modified: CME Rep. 2, A-14; Reaffirmed: CME Rep. 2, A-04; Res. 315, I-94.] 
 
D-5.999 Preserving Access to Reproductive Health Services  
Our AMA: (1) recognizes that healthcare, including reproductive health services like contraception and 
abortion, is a human right; (2) opposes limitations on access to evidence-
based reproductive health services, including fertility treatments, contraception, and abortion; (3) will work 
with interested state medical societies and medical specialty societies to vigorously advocate for broad, 
equitable access to reproductive health services, including fertility treatments, fertility preservation, 
contraception, and abortion; (4) supports shared decision-making between patients and their physicians 
regarding reproductive healthcare; (5) opposes any effort to undermine the basic medical principle that 
clinical assessments, such as viability of the pregnancy and safety of the pregnant person, are 
determinations to be made only by healthcare professionals with their patients; (6) opposes the imposition 
of criminal and civil penalties or other retaliatory efforts, including adverse medical licensing actions and 
the termination of medical liability coverage or clinical privileges against patients, patient advocates, 
physicians, other healthcare workers, and health systems for receiving, assisting in, referring patients to, 
or providing reproductive health services; (7) will advocate for legal protections for patients who cross 
state lines to receive reproductive health services, including contraception and abortion, or who receive 
medications for contraception and abortion from across state lines, and legal protections for those that 
provide, support, or refer patients to these services; and (8) will advocate for legal protections for medical 
students and physicians who cross state lines to receive education in or 
deliver reproductive health services, including contraception and abortion. [Appended: Res. 711, A-23; 
Reaffirmation: A-23; Appended: Res. 317, I-22; Modified: BOT Rep. 4, I-22; Reaffirmed: Res. 224, I-22; 
Res. 028, A-22.] 
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Whereas, the United States Medical Licensing Examination (USMLE) Step 3 is the final 1 
licensure examination in the USMLE series for physician licensure, which is taken during 2 
residency training1; and 3 
 4 
Whereas, Step 3 is a two-day examination, with the first day (“Foundations of Independent 5 
Practice,” 7 hours of testing) focused on basic science principles and the second day 6 
(“Advanced Clinical Medicine,” 9 hours of testing) focused on application of clinical knowledge; 7 
and   8 
 9 
Whereas, the first testing day consists of multiple-choice questions and the second day consists 10 
of a combination of multiple-choice questions and computer-based case simulations1; and  11 
 12 
Whereas, the cost of registering to take Step 3 was $915 in 2023, with an increase to $925 in 13 
2024 and subsequent annual fee increases2; and 14 
 15 
Whereas, the Step 3 test preparation question bank costs an individual resident $429 in 2023, 16 
which an increase for each renewal period3; and  17 
 18 
Whereas, given that the computer-based simulation section utilizes software from a company 19 
called Primum, which differs drastically from the Electronic Medical Record, trainees often 20 
purchase CCS Cases to learn the software, which costs at minimum $70; and 21 
 22 
Whereas, therefore, the total cost of Step 3 preparation and examination is at least $1,400 per 23 
trainee, not including two missed days of work; and  24 
 25 
Whereas, trainees may have to use their designated days off to prepare for and to sit for the 26 
examination, exacerbating moral injury and burnout; and 27 
 28 
Whereas, the objective of Step 3 is to test general medicine concepts primarily in an ambulatory 29 
setting, which does not accurately reflect the sub-specialization and complexity of modern-day 30 
medicine, and, therefore, does not justify a numerical score across disciplines; and 31 
 32 
Whereas, Step 3 was designed for examination after successful completion of one’s medical 33 
degree, however, USMLE recommends completion of one post-graduate year of training prior to 34 
taking the exam4; and 35 
 36 
Whereas, specialty choice is highly predictive of examination score; trainees in general 37 
medicine fields (i.e. family medicine, emergency medicine, internal medicine, medicine-38 
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pediatrics, and pediatrics) obtain significantly higher scores on Step 3 compared to more 1 
specialized fields, supported by a retrospective study (n=36,805) of U.S. and Canadian medical 2 
school graduates who took Step 3 for the first time between 1999 and 20025; and 3 
 4 
Whereas, the National Board of Medical Examiners (NBME) published data from 275,392 5 
board-certified physicians who passed Step 3 between 2000 and 2017 indicating that a higher 6 
score inversely correlated with likelihood of disciplinary action from the medical board (though 7 
limitations included treating all disciplinary actions equally, which does not translate directly to 8 
medical and/or surgical skills)6; and 9 
 10 
Whereas, there are no published data that correlate one’s numeric Step 3 score with true 11 
clinical skills and beneficial patient outcomes; and 12 
 13 
Whereas, preparing for Step 3 on top of clinical duties during residency may detract from on-14 
the-job learning and patient care, especially for trainees who pursue fellowships, as Step 3 15 
scores are a component of the application process; and    16 
 17 
Whereas, residency programs do not give residents protected study time for Step 3, thus, 18 
residents must prepare for the examination on top of their 60-80+ hour work-weeks; and 19 
 20 
Whereas, a one-day, pass/fail examination has the potential to reduce trainee costs, promote 21 
trainee well-being, and encourage more learning via patient care in lieu of question banks; 22 
therefore be it 23 
 24 
RESOLVED, that our American Medical Association supports changing the United States 25 
Medical Licensing Examination (USMLE) Step 3 from a numerically-scored examination to a 26 
pass/fail examination (New HOD Policy); and be it further 27 
 28 
RESOLED, that our AMA supports changing USMLE Step 3 from a two-day examination to a 29 
one-day examination (New HOD Policy); and be it further 30 
 31 
RESOLVED, that our AMA supports the option to take USMLE Step 3 after passing Step 2-32 
Clinical Knowledge (CK) during medical school (New HOD Policy); and be it further 33 
 34 
RESOLVED, that our AMA advocates that residents taking the USMLE Step 3 exam be allowed 35 
days off to take the exam without having this time counted for PTO or vacation balance. 36 
(Directive to Take Action) 37 
 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/24/24
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RELEVANT AMA POLICY: 
 
Proposed Single Examination for Licensure H-275.962: Our AMA: (1) endorses the concept of a single 
examination for medical licensure; (2) urges the NBME and the FSMB to place responsibility for 
developing Steps I and II of the new single examination for licensure with the faculty of U.S. medical 
schools working through the NBME; (3) continues its vigorous support of the LCME and its accreditation 
of medical schools and supports monitoring the impact of a single examination on the effectiveness of the 
LCME; (4) urges the NBME and the FSMB to establish a high standard for passing the examination; (5) 
strongly recommends and supports actively pursuing efforts to assure that the standard for passing be 
criterion-based; that is, that passing the examination indicate a degree of knowledge acceptable for 
practicing medicine; and (6) will work with the appropriate stakeholders to study the advantages, 
disadvantages, and practicality of combining the USMLE Step 1 and Step 2 CK exams into a single 
licensure exam measuring both foundational science and clinical knowledge competencies. [CME Rep. B, 
I-89; Reaffirmed: Sunset Report, A-00; Modified: CME Rep. 2, A-10; Reaffirmed: BOT Rep. 3, I-14; 
Appended: Res. 309, A-17] 
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Whereas, founded in 1902, the Alpha Omega Alpha (AOA) Honor Medical Society consists of 1 
over 200,000 medical student and physician members across 135 chapters with a mission to 2 
recognize high educational achievement1; and 3 
  4 
Whereas, AOA membership is disproportionately White: a 2017 cohort study of 4,655 medical 5 
students illustrated that AOA membership for White students was nearly 6 times greater than 6 
that for Black students and nearly 2 times greater than that for Asian students2; and 7 
  8 
Whereas, Black medical students are significantly less likely to be inducted into AOA compared 9 
to other groups, according to a 2019 cohort study that examined data from 11,781 ERAS 10 
applications3; and 11 
  12 
Whereas, exclusion from AOA membership also disproportionately impacts Hispanic/Latino, 13 
American Indian/Alaska Native, and Native Hawaiian/Pacific Islander students4; and 14 
  15 
Whereas, these inequities are especially concerning given the differential access AOA 16 
membership affords; AOA members are prioritized for interview invites and have greater odds of 17 
matching into traditionally competitive specialties (i.e., dermatology, plastic surgery, orthopedic 18 
surgery, urology, radiation oncology, and otolaryngology)5; and 19 
  20 
Whereas, according to AOA’s website, 75% of medical school deans are AOA members, 21 
suggesting that membership can amplify success over the course of one’s career1; and 22 
  23 
Whereas, entry into AOA relies heavily upon clerkship grades, which are subject to significant 24 
biases, with studies showing students of color tend to receive lower clerkship grades compared 25 
to their White counterparts, particularly those who are underrepresented in medicine (UIM), 26 
even after controlling for test scores4; and 27 
 28 
Whereas, in clinical evaluations, White medical students have a greater propensity to be 29 
characterized by their professional attributes such as “knowledgeable,” while Black students are 30 
more likely to be described by personal characteristics like “pleasant”6; and 31 
  32 
Whereas, UIM students face additional burdens and energy expenditures that non-UIM students 33 
do not experience, such as activation via triggers, internal dialogue, and threat response, which 34 
may negatively impact their clerkship grades; and 35 
  36 
Whereas, UIM students additionally face difficulty finding peer support networks, trouble 37 
establishing peer-working relationships, and experiences of racism while being expected to lead 38 
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uncompensated diversity, equity, and inclusion efforts at their institutions, all of which can 1 
detract from academic and clinical duties; and 2 
  3 
Whereas, multiple institutions have disaffiliated from AOA due to racial inequities in 4 
membership, including the University of San Francisco School of Medicine, the Yale School of 5 
Medicine, and the Icahn School of Medicine at Mount Sinai7-9; and 6 
  7 
Whereas, in 2020, AOA evolved eligibility criteria to promote diversity by increasing the number 8 
of members per class and by allowing chapters to develop their own metrics, although this 9 
change has failed to address the structural issues perpetuated by AOA10,11; and 10 
   11 
Whereas, disaffiliation from AOA entails eliminating institutional ties to the AOA national 12 
organization, and residency applicants select “no AOA chapter at my school” under the ERAS 13 
awards section; and 14 
  15 
Whereas, disaffiliation from AOA is a critical step toward promoting equity in admissions and 16 
medical education at large, and disaffiliation sends a compelling message that medical 17 
education needs alternative, equitable mechanisms to recognize the excellence of trainees; 18 
therefore be it 19 
  20 
RESOLVED, that our American Medical Association recognizes that the Alpha Omega Alpha 21 
Honor Medical Society disproportionately benefits privileged trainees (New HOD Policy); and be 22 
it further 23 
  24 
RESOLVED, that our AMA supports institutional disaffiliation from the Alpha Omega Alpha 25 
Honor Medical Society due to its perpetuation of racial inequities in medicine (New HOD Policy); 26 
and be it further 27 
 28 
RESOLVED, that our AMA recognizes that the Alpha Omega Alpha Honor Medical Society 29 
perpetuates and accentuates discrimination against trainees of color that is inherent in medical 30 
training. (New HOD Policy) 31 
 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/24/2024 
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AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 

Resolution: 310 
(A-24) 

Introduced by: Jill Owens, MD, Pennsylvania Chair 

Subject: Accountability & Transparency in GME funding with Annual Report 

Referred to: Reference Committee C 

Whereas, funding for Graduate Medical Education (GME) is derived from both public and 1 
private sources; and 2 

3 
Whereas, the federal government is by far the largest contributor to GME; and 4 

5 
Whereas, various programs that support physician workforce development are managed by 6 
agencies within the Departments of Health and Human Services, Veterans Affairs, and Defense; 7 
and 8 

9 
Whereas, Medicare is the largest source of federal GME funding and Medicaid, a joint federal-10 
state program, is the second largest source of support for GME; and 11 

12 
Whereas, the ACGME does not control and has no involvement in resident/fellow salaries; and 13 

14 
Whereas, each Sponsoring Institution’s Graduate Medical Education Committee must approve 15 
annual recommendations to administration regarding resident/fellow salaries and benefits; and16 

17 
Whereas, the Institute of Medicine’s (IOM) Committee on Government and Financing of 18 
Graduate Medical Education (GME) put out their report “Graduate Medical Education That 19 
Meets the Nation’s Health Needs” in 2014; and 20 

21 
Whereas, it was in 2016 that CME last gave its report on Accountability and Transparency in 22 
GME funding (CME Report 5-A-16); and 23 

24 
Whereas, it was from CME report 5 at A-16 that our American Medical Association adopted 25 
policy H305.929 with provisions 3) and 4) committing to overall transparency and specifically 26 
financial transparency with regard to Graduate Medical Education; and 27 

28 
Whereas, The Consolidated Appropriations Act of 2021 added 1000 new Medicare-funded 29 
residency positions for the first time since 1997; and 30 

31 
Whereas, it was in 2022 that our AMA, through house policy H305.930, called for appropriate 32 
increases in resident salaries; and therefore be it 33 

34 
RESOLVED, that our American Medical Association work with interested parties (including but 35 
not limited to the CMS, VA, DOD and others) to issue an annual report detailing the quantity of 36 
GME funding for each year including how those funds are allocated on a per resident or fellow 37 
basis, for a minimum of the previous 5 years (Directive to Take Action): and be it further, 38 

39 
RESOLVED, that our AMA reaffirm policy H 305.929 (Last modified 2016). (Reaffirm HOD Policy)  40 
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Fiscal Note: Minimal - less than $1,000 
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Resolution: 311  
(A-24) 

 
Introduced by: Pennsylvania Delegation 
 
Subject: Physician Participation in Healthcare Organizations 
 
Referred to: Reference Committee C 
 
 
Whereas, within Pennsylvania there have been discussions of healthcare organizations 1 
expanding the involvement of Advanced Care Practitioners (APP) within the healthcare 2 
organization boards; and 3 
 4 
Whereas, in the state of Pennsylvania, the Pennsylvania Medical Society has passed a 5 
prophylactic policy “that all doctor’s medical and surgical societies both existing and newly 6 
established should be chaired by MD’s or DO’s”; and 7 
 8 
Whereas, our AMA supports physician participation in healthcare organizations via H 405.953 9 
(2017) which says: 10 

1. Our AMA will advocate for and promote the membership of physicians on the boards of 11 
healthcare organizations including, but not limited to, acute care providers; insurance 12 
entities; medical device manufacturers; and health technology service organizations. 13 

2. Our AMA will promote educational programs on corporate governance that prepare and 14 
enable physicians to participate on health organization boards. 15 

3. Our AMA will provide physicians, the public, and health care organizations information 16 
on the positive impact of physician leadership; therefore be it 17 

 18 
RESOLVED, that our American Medical Association reaffirm H 405.953. (Reaffirm HOD Policy) 19 

20 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/24/2024 
 
 
 
RELEVANT AMA POLICY 
 
Participation of Physicians on Healthcare Organization Boards H-405.953 
1. Our AMA will advocate for and promote the membership of physicians on the boards of healthcare 
organizations including, but not limited to, acute care providers; insurance entities; medical device 
manufacturers; and health technology service organizations. 
2. Our AMA will promote educational programs on corporate governance that prepare and enable 
physicians to participate on health organization boards. 
3. Our AMA will provide physicians, the public, and health care organizations information on the positive 
impact of physician leadership. 
Citation: Res. 001, A-17; 
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Resolution: 312  
(A-24) 

 
Introduced by: Georgia 
 
Subject: AMA Collaboration with FSMB to Assist in Licensing Reentrant Physicians 
 
Referred to: Reference Committee C 
 
 
Whereas, physicians take time out of continuous practice for a variety of reasons, such as for 1 
mental or physical health issues, family or personal life events; and 2 
 3 
Whereas, such time off from practice raises questions about a physician’s fitness to return to 4 
active practice; and 5 
 6 
Whereas, state medical boards are charged with protecting the public and must evaluate 7 
physicians wishing to return to practice to determine their readiness to practice in a safe and 8 
competent manner; and 9 
 10 
Whereas, the Federation of State Medical Boards (FSMB) established the Workgroup on 11 
Reentry in 2023 to evaluate and revise its existing policies on physician reentry to practice; and 12 
 13 
 Whereas, the FSMB Workgroup on Reentry found a paucity of research to support 14 
development of reentry policies, procedures, and resources for state medical boards; and 15 
 16 
Whereas, a survey of state medical boards found that only 57% have a policy or formal process 17 
for the evaluation or retraining for physician reentry to practice; and 18 
 19 
Whereas, no structured/consistent criteria or standardized processes exist across the country to 20 
facilitate reentry without subjectivity, bias or possibly arbitrariness; and 21 
 22 
Whereas, there is a need for a consistent approach to reentry to practice, informed by evidence 23 
based criteria, where available; and 24 
 25 
Whereas, the collection of relevant research and data will require multiple sources of 26 
information beyond state medical boards, including specialty societies, certification boards and 27 
post licensure training programs; and 28 
 29 
Whereas, the AMA, with its broad representation within the House of Medicine has the 30 
resources to support such data collection and research; therefore be it 31 
 32 
RESOLVED, that our American Medical Association work with the FSMB, specialty and 33 
subspecialty societies, and other relevant stakeholders to study and develop evidence-based 34 
criteria for determining a physician’s readiness to reenter practice and identify resources for the 35 
evaluation and retraining of physicians seeking to reenter active practice. (Directive to Take 36 
Action) 37 
 
Fiscal Note:  Modest - between $1,000 - $5,000 
 
Received: 4/24/2024 
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RELEVANT AMA POLICY 
 
Physician Reentry D-300.984 
Our AMA:  
1. Will continue to collaborate with other appropriate organizations on physician reentry issues including 
research on the need for and the effectiveness of reentry programs.  
 
2. Will work collaboratively with the American Academy of Pediatrics and other interested groups to 
convene a conference on physician reentry which will bring together key stakeholders to address the 
development of reentry programs as well as the educational needs of physicians reentering clinical 
practice.  
 
3. Will work with interested parties to establish a physician reentry program (PREP) information data base 
that is publicly accessible to physician applicants and which includes information pertaining to program 
characteristics.  
 
4. Will support efforts to ensure the affordability and accessibility, and to address the unique liability 
issues related to PREPs.  
 
5. Will make available to all interested parties the physician reentry program (PREP) system Guiding 
Principles for use as a basis for all reentry programs: a. Accessible: The PREP system is accessible by 
geography, time and cost. Reentry programs are available and accessible geographically across the 
United States and include national and regional pools of reentry positions. Reentering physicians with 
families or community ties are not burdened by having to relocate to attend a program. The length of time 
of reentry programs is standardized and is commensurate with the assessed clinical and educational 
needs of reentering physicians. The cost of reentry programs is not prohibitive to the physician, health 
care institutions or the health care system. b. Collaborative: The PREP system is designed to be 
collaborative to improve communication and resource sharing. Information and materials including 
evaluation instruments are shared across specialties, to the extent possible, to improve program and 
physician performance. A common nomenclature is used to maximize communication across specialties. 
Reentry programs share resources and create a common repository for such resources, which are easily 
accessible. c. Comprehensive: The PREP system is comprehensive to maximize program utility. 
Physician reentry programs prepare physicians to return to clinical activity in the discipline in which they 
have been trained or certified and in the practice settings they expect to work including community-based, 
public health, and hospital-based or academic practice. d. Ethical: The PREP system is based on 
accepted principles of medical ethics. Physician reentry programs will conform to physician licensure 
statues. The standards of professionalism, as stated in the AMA Code of Medical Ethics, must be 
followed. e. Flexible: The PREP system is flexible in structure in order to maximize program relevancy 
and usefulness. Physician reentry programs can accommodate modifications to program requirements 
and activities in ways that are optimal to the needs of reentering physicians. f. Modular: Physician reentry 
programs are modularized, individualized and competency-based. They are tailored to the learning needs 
of reentering physicians, which prevents the need for large, expensive, and standardized programs. 
Physicians should only be required to take those modules that allow them to meet an identified 
educational need. g. Innovative: Innovation is built into a PREP system allowing programs to offer state of 
the art learning and meet the diverse and changing needs of reentry physicians. Physician reentry 
programs develop and utilize learning tools including experimenting with innovative and novel curricular 
methodologies such as distance learning technologies and simulation. h. Accountable: The PREP system 
has mechanisms for assessment and is open to evaluation. Physician reentry programs have an 
evaluation component that is comparable among all specialties. Program assessments use objective 
measures to evaluate physician's competence at time of entry, during the program and at time of 
completion. Program outcomes are measured. Reliability and validity of the measures are established. 
Standardization of measures exist across programs to assess whether or not national standards are 
being met. i. Stable: A funding scheme is in place to ensure the PREP system is financially stable over 
the long-term. Adequate funding allows physician reentry programs to operate at sufficient and 
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appropriate capacity. j. Responsive: The PREP system makes refinements, updates and other changes 
when necessary. Physician reentry programs are equipped to address systemic changes such as 
changes in regulations. Additionally, the PREP system is prepared to respond efficiently to urgent health 
care needs within society including mobilizing clinically inactive physicians temporarily into the workforce 
to attend to an acute public health crisis, such as a terrorist, biological, chemical, or natural disaster. 
 
6. Our AMA encourages each state which does not grant a full and unrestricted license to physicians 
undergoing reentry to develop a non-disciplinary category of licensure for physicians during their reentry 
process. 
 
Citation: (CME Rep. 6, A-08; Reaffirmed: CME Rep. 11, A-12; Modified: CCB/CLRPD Rep. 2, A-14; 
Appended: Res. 310, A-14) 
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Resolution: 313 
(A-24) 

 
Introduced by: Oklahoma 
 
Subject: CME for Rural Preceptorship   
 
Referred to: Reference Committee C 
 
 
Whereas, rural Americans are more likely to die from heart disease, cancer, unintentional injury, 1 
chronic lower respiratory disease, and stroke than their urban counterparts1; and 2 
 3 
Whereas, there are fewer health care providers per capita in nonmetropolitan areas; Although 4 
nearly 20% of the U.S. population lives in rural areas, less than 10% of U.S. doctors practice in 5 
rural areas2; and 6 
 7 
Whereas, there are fewer health care providers per capita in nonmetropolitan areas; Although 8 
nearly 20% of the U.S. population lives in rural areas, less than 10% of U.S. doctors practice in 9 
rural areas2; and 10 
 11 
Whereas, Continuing Medical Education (CME) credits are vital to all physicians; and 12 
 13 
Whereas, being a “preceptor” for medical students, residents, fellows, and other allied health 14 
professional students requires countless hours of preparation; and 15 
 16 
Whereas, the American Osteopathic Association (AOA) offers category 1B credit to its members 17 
for participation in the AOA Didactic and Preceptor Program4; and 18 
 19 
Whereas, 60 AOA category 1B credits may be applied to the required 120 hours of CME for 20 
AOA physicians4; and 21 
 22 
Whereas, the American Academy of Family Physicians offers CME credits to its members for 23 
teaching of medical students, residents, and other allied health professional students5; and 24 
 25 
Whereas, the American Medical Association (AMA) does not recognize the AOA credits 26 
awarded for teaching and being a preceptor; and 27 
 28 
Whereas, recognizing such efforts would encourage more physicians to be involved in preceptor 29 
programs especially rural, which in turn would expose more students to the practice of medicine 30 
in more rural and underserved areas; therefore be it 31 
 32 
RESOLVED, that our American Medical Association along with the Council of Medical 33 
Education, formulate a “toolkit” to teach physicians who serve as preceptors, especially in rural 34 
and underserved areas, how to be better preceptors and the process on claiming AMA Category 35 
1 credits for preparation and teaching medical students, residents, fellows, and other allied 36 
health professional students training  in Liaison Committee on Medical Education/Accreditation 37 
Council for Graduate Medical Education accredited institutions, thereby making them a more 38 
effective preceptor (Directive to Take Action); and be it further 39 
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RESOLVED, that our AMA study formulating a plan, in collaboration with other interested 1 
bodies, to award AMA Category 1 credits to physicians who serve as preceptors in rural and 2 
underserved areas teaching medical students, residents, fellows, and other allied health 3 
professional students training in Liaison Committee on Medical Education/Accreditation Council 4 
for Graduate Medical Education accredited institutions thereby improving the rural healthcare 5 
workforce shortage (Directive to Take Action); and be it further 6 
 7 
RESOLVED, that our AMA devise a method of converting those credits awarded by other 8 
organizations into AMA recognized credits for the purpose of CME. (Directive to Take Action) 9 

10 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/22/2024 
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RELEVANT AMA POLICY 
 
H-300.977, Revisions to Physician’s Registration Award 
Our AMA has adopted the following changes in the Physician's Recognition Award: 
to accept recertification by an AMA-recognized specialty board in satisfaction of requirements for a three-
year PRA certificate; 
 (2) to allow credit for international conferences when these have been approved by the AMA prior to the 
event; and 
 (3) to allow credit for teaching to be reported for AMA PRA Category 2 Credit™ toward the award. 
 
H-300.988, Restoring Integrity to Continuing Medical Education  
The AMA (1) supports retention of the definitions of continuing medical education in the Physicians' 
Recognition Award ("Continuing medical education consists of educational activities which serve to 
maintain, develop, or increase the knowledge, skills, and professional performance and relationships that 
a physician uses to provide services for patients, the public, or the profession. The content of CME is that 
body of knowledge and skills generally recognized and accepted by the profession as within the basic 
medical sciences, the discipline of clinical medicine, and the provision of health care to the public."); (2) 
urges members of the medical profession to be attentive to the distinction between continuing medical 
education and continuing education which is not related directly to their professional activities; (3) 
believes that accredited sponsors should designate as continuing medical education only those 
continuing education activities which meet the definition of continuing medical education; (4) encourages 
the ACCME and state medical associations on the state level to weigh seriously, in considering the 
sponsor's continued accreditation, instances where an accredited sponsor identifies non-continuing 
medical education activities as continuing medical education; and (5) encourages state medical boards to 
accept for credit continuing education which relates directly to the professional activities of physicians, 
although each state with mandatory continuing medical education for reregistration of license has the 
prerogative of defining the continuing education it will accept for credit. 
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Resolution: 314  
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Introduced by: Women Physicians Section 
 
Subject: Reducing the Lifetime Earnings Gap in the U.S. with Similar Educational 

Attainment by Employing the Gainful Employment Rule 
 
Referred to: Reference Committee C 
 
 
Whereas, the value of a college education was demonstrated in a 2002 Census Bureau study 1 
that “estimated in 1999, the average lifetime earnings of a Bachelor’s degree holder was $2.7 2 
million, and 75 percent more than that earned by high school graduates in 1999”; and 3 
 4 
Whereas, according to the Georgetown’s College Payoff report, those who possess “some 5 
postsecondary education, even without earning a degree, add nearly one quarter of a million 6 
dollars to lifetime earnings…and earnings rise substantially for those with Doctoral and 7 
Professional degrees…”; and 8 
 9 
Whereas, the Social Security Administration reports that “lifetime earnings have important 10 
implications for retirement outcomes, including the level of Social Security benefits”; and 11 
 12 
Whereas, “there are substantial differences in lifetime earnings by educational attainment”; and 13 
 14 
Whereas, the Social Security Administration states recent research reflects that “men with 15 
graduate degrees earn $1.5 million more in median lifetime earnings than high school 16 
graduates, and women with graduate degrees earn $1.1 million more”; and 17 
 18 
Whereas, according to the Georgetown College Payoff report, “the largest gender gap in 19 
earnings is for those with professional degrees…men earn about a million dollars more over a 20 
lifetime than women with these degrees”; and 21 
 22 
Whereas, the Federal Registrar states that gainful employment reflects the “reasonable 23 
relationship between the loan debt incurred by students in a training program and income from 24 
employment after the training”; and 25 
 26 
Whereas, “the Higher Education Act requires that certificate programs at all institutions and 27 
degree programs at private for-profit colleges must provide training that prepares students for 28 
gainful employment in a recognized occupation;” and “programs would have to show that: 29 
 30 

a. “Graduates can afford their yearly debt payments…and the share of their annual 31 
earnings needed to devote to paying their debt must be equal to or less than 8 percent, 32 
or equal to or less than 20 percent of their discretionary earnings.” 33 
 34 

b. “At least half of graduates have higher earnings than a typical high school graduate in 35 
their State's labor force who never pursued a postsecondary education”; and  36 
 37 

Whereas, according to the U.S. Department of Education, the Biden-Harris Administration 38 
“released final regulations that establish the most effective set of safeguards ever against 39 
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unaffordable debt or insufficient earnings for postsecondary students” and continue to seek 1 
ways to reduce the student debt burden; therefore be it 2 
 3 
RESOLVED, that our American Medical Association collaborate with higher education 4 
authorities to research physician career outcomes and explore financial value transparency 5 
among higher educational institutional programs that grant professional and doctoral degrees 6 
beyond six years following graduation in light of the new gainful employment regulations and 7 
transparency provisions that will take effect July 1, 2024 (Directive to Take Action); and be it 8 
further 9 
 10 
RESOLVED, that our AMA continue to work with key stakeholders and advocate for the 11 
resolution of the student loan crisis to protect physicians from unaffordable student debt and 12 
poor earning outcomes. (Directive to Take Action) 13 

14 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 5/3/2024 
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RELEVANT AMA POLICY 
 
Principles of and Actions to Address Medical Education Costs and Student Debt H-305.925 
The costs of medical education should never be a barrier to the pursuit of a career in medicine nor to the 
decision to practice in a given specialty. To help address this issue, our American Medical Association 
(AMA) will: 
1. Collaborate with members of the Federation and the medical education community, and with other 
interested organizations, to address the cost of medical education and medical student debt through 
public- and private-sector advocacy. 
2. Vigorously advocate for and support expansion of and adequate funding for federal scholarship and 
loan repayment programs--such as those from the National Health Service Corps, Indian Health Service, 
Armed Forces, and Department of Veterans Affairs, and for comparable programs from states and the 
private sector--to promote practice in underserved areas, the military, and academic medicine or clinical 
research. 
3. Encourage the expansion of National Institutes of Health programs that provide loan repayment in 
exchange for a commitment to conduct targeted research. 
4. Advocate for increased funding for the National Health Service Corps Loan Repayment Program to 
assure adequate funding of primary care within the National Health Service Corps, as well as to permit: 
(a) inclusion of all medical specialties in need, and (b) service in clinical settings that care for the 
underserved but are not necessarily located in health professions shortage areas. 
5. Encourage the National Health Service Corps to have repayment policies that are consistent with other 
federal loan forgiveness programs, thereby decreasing the amount of loans in default and increasing the 
number of physicians practicing in underserved areas. 
6. Work to reinstate the economic hardship deferment qualification criterion known as the “20/220 
pathway,” and support alternate mechanisms that better address the financial needs of trainees with 
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educational debt. 
7. Advocate for federal legislation to support the creation of student loan savings accounts that allow for 
pre-tax dollars to be used to pay for student loans. 
8. Work with other concerned organizations to advocate for legislation and regulation that would result in 
favorable terms and conditions for borrowing and for loan repayment, and would permit 100% tax 
deductibility of interest on student loans and elimination of taxes on aid from service-based programs. 
9. Encourage the creation of private-sector financial aid programs with favorable interest rates or service 
obligations (such as community- or institution-based loan repayment programs or state medical society 
loan programs). 
10. Support stable funding for medical education programs to limit excessive tuition increases, and collect 
and disseminate information on medical school programs that cap medical education debt, including the 
types of debt management education that are provided. 
11. Work with state medical societies to advocate for the creation of either tuition caps or, if caps are not 
feasible, pre-defined tuition increases, so that medical students will be aware of their tuition and fee costs 
for the total period of their enrollment. 
12. Encourage medical schools to (a) Study the costs and benefits associated with non-traditional 
instructional formats (such as online and distance learning, and combined baccalaureate/MD or DO 
programs) to determine if cost savings to medical schools and to medical students could be realized 
without jeopardizing the quality of medical education; (b) Engage in fundraising activities to increase the 
availability of scholarship support, with the support of the Federation, medical schools, and state and 
specialty medical societies, and develop or enhance financial aid opportunities for medical students, such 
as self-managed, low-interest loan programs; (c) Cooperate with postsecondary institutions to establish 
collaborative debt counseling for entering first-year medical students; (d) Allow for flexible scheduling for 
medical students who encounter financial difficulties that can be remedied only by employment, and 
consider creating opportunities for paid employment for medical students; (e) Counsel individual medical 
student borrowers on the status of their indebtedness and payment schedules prior to their graduation; (f) 
Inform students of all government loan opportunities and disclose the reasons that preferred lenders were 
chosen; (g) Ensure that all medical student fees are earmarked for specific and well-defined purposes, 
and avoid charging any overly broad and ill-defined fees, such as but not limited to professional fees; (h) 
Use their collective purchasing power to obtain discounts for their students on necessary medical 
equipment, textbooks, and other educational supplies; (i) Work to ensure stable funding, to eliminate the 
need for increases in tuition and fees to compensate for unanticipated decreases in other sources of 
revenue; mid-year and retroactive tuition increases should be opposed. 
13. Support and encourage state medical societies to support further expansion of state loan repayment 
programs, particularly those that encompass physicians in non-primary care specialties. 
14. Take an active advocacy role during reauthorization of the Higher Education Act and similar 
legislation, to achieve the following goals: (a) Eliminating the single holder rule; (b) Making the availability 
of loan deferment more flexible, including broadening the definition of economic hardship and expanding 
the period for loan deferment to include the entire length of residency and fellowship training; (c) 
Retaining the option of loan forbearance for residents ineligible for loan deferment; (d) Including, 
explicitly, dependent care expenses in the definition of the “cost of attendance”; (e) Including room and 
board expenses in the definition of tax-exempt scholarship income; (f) Continuing the federal Direct Loan 
Consolidation program, including the ability to “lock in” a fixed interest rate, and giving consideration to 
grace periods in renewals of federal loan programs; (g) Adding the ability to refinance Federal 
Consolidation Loans; (h) Eliminating the cap on the student loan interest deduction; (i) Increasing the 
income limits for taking the interest deduction; (j) Making permanent the education tax incentives that our 
AMA successfully lobbied for as part of Economic Growth and Tax Relief Reconciliation Act of 2001; (k) 
Ensuring that loan repayment programs do not place greater burdens upon married couples than for 
similarly situated couples who are cohabitating; (l) Increasing efforts to collect overdue debts from the 
present medical student loan programs in a manner that would not interfere with the provision of future 
loan funds to medical students. 
15. Continue to work with state and county medical societies to advocate for adequate levels of medical 
school funding and to oppose legislative or regulatory provisions that would result in significant or 
unplanned tuition increases. 
16. Continue to study medical education financing, so as to identify long-term strategies to mitigate the 
debt burden of medical students, and monitor the short-and long-term impact of the economic 
environment on the availability of institutional and external sources of financial aid for medical students, 
as well as on choice of specialty and practice location. 
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17. Collect and disseminate information on successful strategies used by medical schools to cap or 
reduce tuition. 
18. Continue to monitor the availability of and encourage medical schools and residency/fellowship 
programs to (a) provide financial aid opportunities and financial planning/debt management counseling to 
medical students and resident/fellow physicians; (b) work with key stakeholders to develop and 
disseminate standardized information on these topics for use by medical students, resident/fellow 
physicians, and young physicians; and (c) share innovative approaches with the medical education 
community. 
19. Seek federal legislation or rule changes that would stop Medicare and Medicaid decertification of 
physicians due to unpaid student loan debt. The AMA believes that it is improper for physicians not to 
repay their educational loans, but assistance should be available to those physicians who are 
experiencing hardship in meeting their obligations. 
20. Related to the Public Service Loan Forgiveness (PSLF) Program, our AMA supports increased 
medical student and physician participation in the program, and will: (a) Advocate that all resident/fellow 
physicians have access to PSLF during their training years; (b) Advocate against a monetary cap on 
PSLF and other federal loan forgiveness programs; (c) Work with the United States Department of 
Education to ensure that any cap on loan forgiveness under PSLF be at least equal to the principal 
amount borrowed; (d) Ask the United States Department of Education to include all terms of PSLF in the 
contractual obligations of the Master Promissory Note; (e) Encourage the Accreditation Council for 
Graduate Medical Education (ACGME) to require residency/fellowship programs to include within the 
terms, conditions, and benefits of program appointment information on the employer’s PSLF program 
qualifying status; (f) Advocate that the profit status of a physician’s training institution not be a factor for 
PSLF eligibility; (g) Encourage medical school financial advisors to counsel wise borrowing by medical 
students, in the event that the PSLF program is eliminated or severely curtailed; (h) Encourage medical 
school financial advisors to increase medical student engagement in service-based loan repayment 
options, and other federal and military programs, as an attractive alternative to the PSLF in terms of 
financial prospects as well as providing the opportunity to provide care in medically underserved areas; (i) 
Strongly advocate that the terms of the PSLF that existed at the time of the agreement remain unchanged 
for any program participant in the event of any future restrictive changes; (j) Monitor the denial rates for 
physician applicants to the PSLF; (k) Undertake expanded federal advocacy, in the event denial rates for 
physician applicants are unexpectedly high, to encourage release of information on the basis for the high 
denial rates, increased transparency and streamlining of program requirements, consistent and accurate 
communication between loan servicers and borrowers, and clear expectations regarding oversight and 
accountability of the loan servicers responsible for the program; (l) Work with the United States 
Department of Education to ensure that applicants to the PSLF and its supplemental extensions, such as 
Temporary Expanded Public Service Loan Forgiveness (TEPSLF), are provided with the necessary 
information to successfully complete the program(s) in a timely manner; and (m) Work with the United 
States Department of Education to ensure that individuals who would otherwise qualify for PSLF and its 
supplemental extensions, such as TEPSLF, are not disqualified from the program(s). 
21. Advocate for continued funding of programs including Income-Driven Repayment plans for the benefit 
of reducing medical student load burden. 
22. Strongly advocate for the passage of legislation to allow medical students, residents and fellows who 
have education loans to qualify for interest-free deferment on their student loans while serving in a 
medical internship, residency, or fellowship program, as well as permitting the conversion of currently 
unsubsidized Stafford and Graduate Plus loans to interest free status for the duration of undergraduate 
and graduate medical education. 
23. Continue to monitor opportunities to reduce additional expense burden upon medical students 
including reduced-cost or free programs for residency applications, virtual or hybrid interviews, and other 
cost-reduction initiatives aimed at reducing non-educational debt. 
24. Encourage medical students, residents, fellows and physicians in practice to take advantage of 
available loan forgiveness programs and grants and scholarships that have been historically 
underutilized, as well as financial information and resources available through the Association of 
American Medical Colleges and American Association of Colleges of Osteopathic Medicine, as required 
by the Liaison Committee on Medical Education and Commission on Osteopathic College Accreditation, 
and resources available at the federal, state and local levels. 
25. Support federal efforts to forgive debt incurred during medical school and other higher education by 
physicians and medical students, including 
educational and cost of attendance debt. 
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26. Support that residency and fellowship application services grant fee assistance to applicants who 
previously received fee assistance from medical school application services or are determined to have 
financial need through another formal mechanism. [CME Report 05, I-18; Appended: Res. 953, I-18; 
Reaffirmation: A-19; Appended: Res. 316, A-19; Appended: Res. 226, A-21; Reaffirmed in lieu of: Res. 
311, A-21; Modified: CME Rep. 4, I-21; Reaffirmation: A-22; Appended: CME Rep. 02, A-23; Appended: 
Res. 311, A-23] 
 
Medical Education Debt Cancellation in the Face of a Physician Shortage During the COVID-19 
Pandemic D-305.951 
Our AMA will study the issue of medical education debt cancellation and consider the opportunities for 
integration of this into a broader solution addressing debt for all medical students and physicians. [Res. 
301, A-22] 
 
Exclusion of Medical Debt That Has Been Fully Paid or Settled H-373.996 
Our AMA supports the principles contained in The Medical Debt Relief Act as drafted and passed by the 
US House of Representatives to provide relief to the American consumer from a complicated collections 
process and supports medical debt resolution being portrayed in a positive and productive manner. [Res. 
226, I-10; Reaffirmed: BOT Rep. 04, A-20] 
 
Medical Student Debt and Career Choice D-305.952 
1. Our AMA encourages key stakeholders to collect and disseminate data on the impacts of medical 
education debt on career choice, especially with regard to the potentially intersecting impacts of 
race/ethnicity, socioeconomic status, and other key sociodemographic factors. 
2. Our AMA will monitor new policies and novel approaches to influence career choice based on the key 
factors that affect the decision to enter a given specialty and subspecialty.[CME Rep. 4, I-21;Reaffirmed: 
CME Rep. 02, A-23] 
 
Principles for Graduate Medical Education H-310.929 
Our AMA urges the Accreditation Council for Graduate Medical Education (ACGME) to incorporate these 
principles in its Institutional Requirements, if they are not already present. 
(1) PURPOSE OF GRADUATE MEDICAL EDUCATION AND ITS RELATIONSHIP TO PATIENT CARE. 
There must be objectives for residency education in each specialty that promote the development of the 
knowledge, skills, attitudes, and behavior necessary to become a competent practitioner in a recognized 
medical specialty. 
Exemplary patient care is a vital component for any residency/fellowship program. Graduate medical 
education enhances the quality of patient care in the institution sponsoring an accredited program. 
Graduate medical education must never compromise the quality of patient care. Institutions sponsoring 
residency programs and the director of each program must assure the highest quality of care for patients 
and the attainment of the program’s educational objectives for the residents. 
(2) RELATION OF ACCREDITATION TO THE PURPOSE OF RESIDENCY TRAINING. Accreditation 
requirements should relate to the stated purpose of a residency program and to the knowledge, skills, 
attitudes, and behaviors that a resident physician should have on completing residency education. 
(3) EDUCATION IN THE BROAD FIELD OF MEDICINE. GME should provide a resident physician with 
broad clinical experiences that address the general competencies and professionalism expected of all 
physicians, adding depth as well as breadth to the competencies introduced in medical school. 
(4) SCHOLARLY ACTIVITIES FOR RESIDENTS. Graduate medical education should always occur in a 
milieu that includes scholarship. Resident physicians should learn to appreciate the importance of 
scholarly activities and should be knowledgeable about scientific method. However, the accreditation 
requirements, the structure, and the content of graduate medical education should be directed toward 
preparing physicians to practice in a medical specialty. Individual educational opportunities beyond the 
residency program should be provided for resident physicians who have an interest in, and show an 
aptitude for, academic and research pursuits. The continued development of evidence-based medicine in 
the graduate medical education curriculum reinforces the integrity of the scientific method in the everyday 
practice of clinical medicine. 
(5) FACULTY SCHOLARSHIP. All residency faculty members must engage in scholarly activities and/or 
scientific inquiry. Suitable examples of this work must not be limited to basic biomedical research. Faculty 
can comply with this principle through participation in scholarly meetings, journal club, lectures, and 
similar academic pursuits. 
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(6) INSTITUTIONAL RESPONSIBILITY FOR PROGRAMS. Specialty-specific GME must operate under a 
system of institutional governance responsible for the development and implementation of policies 
regarding the following; the initial authorization of programs, the appointment of program directors, 
compliance with the accreditation requirements of the ACGME, the advancement of resident physicians, 
the disciplining of resident physicians when this is appropriate, the maintenance of permanent records, 
and the credentialing of resident physicians who successfully complete the program. If an institution 
closes or has to reduce the size of a residency program, the institution must inform the residents as soon 
as possible. Institutions must make every effort to allow residents already in the program to complete their 
education in the affected program. When this is not possible, institutions must assist residents to enroll in 
another program in which they can continue their education. Programs must also make arrangements, 
when necessary, for the disposition of program files so that future confirmation of the completion of 
residency education is possible. Institutions should allow residents to form housestaff organizations, or 
similar organizations, to address patient care and resident work environment concerns. Institutional 
committees should include resident members. 
(7) COMPENSATION OF RESIDENT PHYSICIANS. All residents should be compensated. Residents 
should receive fringe benefits, including, but not limited to, health, disability, and professional liability 
insurance and parental leave and should have access to other benefits offered by the institution. 
Residents must be informed of employment policies and fringe benefits, and their access to them. 
Restrictive covenants must not be required of residents or applicants for residency education. 
(8) LENGTH OF TRAINING. The usual duration of an accredited residency in a specialty should be 
defined in the “Program Requirements.” The required minimum duration should be the same for all 
programs in a specialty and should be sufficient to meet the stated objectives of residency education for 
the specialty and to cover the course content specified in the Program Requirements. The time required 
for an individual resident physician’s education might be modified depending on the aptitude of the 
resident physician and the availability of required clinical experiences. 
(9) PROVISION OF FORMAL EDUCATIONAL EXPERIENCES. Graduate medical education must 
include a formal educational component in addition to supervised clinical experience. This component 
should assist resident physicians in acquiring the knowledge and skill base required for practice in the 
specialty. The assignment of clinical responsibility to resident physicians must permit time for study of the 
basic sciences and clinical pathophysiology related to the specialty. 
(10) INNOVATION OF GRADUATE MEDICAL EDUCATION. The requirements for accreditation of 
residency training should encourage educational innovation and continual improvement. New topic areas 
such as continuous quality improvement (CQI), outcome management, informatics and information 
systems, and population-based medicine should be included as appropriate to the specialty. 
(11) THE ENVIRONMENT OF GRADUATE MEDICAL EDUCATION. Sponsoring organizations and other 
GME programs must create an environment that is conducive to learning. There must be an appropriate 
balance between education and service. Resident physicians must be treated as colleagues. 
(12) SUPERVISION OF RESIDENT PHYSICIANS. Program directors must supervise and evaluate the 
clinical performance of resident physicians. The policies of the sponsoring institution, as enforced by the 
program director, and specified in the ACGME Institutional Requirements and related accreditation 
documents, must ensure that the clinical activities of each resident physician are supervised to a degree 
that reflects the ability of the resident physician and the level of responsibility for the care of patients that 
may be safely delegated to the resident. The sponsoring institution’s GME Committee must monitor 
programs’ supervision of residents and ensure that supervision is consistent with: (A) Provision of safe 
and effective patient care; (B) Educational needs of residents; (C) Progressive responsibility appropriate 
to residents’ level of education, competence, and experience; and (D) Other applicable Common and 
specialty/subspecialty specific Program Requirements. The program director, in cooperation with the 
institution, is responsible for maintaining work schedules for each resident based on the intensity and 
variability of assignments in conformity with ACGME Review Committee recommendations, and in 
compliance with the ACGME clinical and educational work hour standards. Integral to resident 
supervision is the necessity for frequent evaluation of residents by faculty, with discussion between 
faculty and resident. It is a cardinal principle that responsibility for the treatment of each patient and the 
education of resident and fellow physicians lies with the physician/faculty to whom the patient is assigned 
and who supervises all care rendered to the patient by residents and fellows. Each patient’s attending 
physician must decide, within guidelines established by the program director, the extent to which 
responsibility may be delegated to the resident, and the appropriate degree of supervision of the 
resident’s participation in the care of the patient. The attending physician, or designate, must be available 
to the resident for consultation at all times. 
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(13) EVALUATION OF RESIDENTS AND SPECIALTY BOARD CERTIFICATION. Residency program 
directors and faculty are responsible for evaluating and documenting the continuing development and 
competency of residents, as well as the readiness of residents to enter independent clinical practice upon 
completion of training. Program directors should also document any deficiency or concern that could 
interfere with the practice of medicine and which requires remediation, treatment, or removal from 
training. Inherent within the concept of specialty board certification is the necessity for the residency 
program to attest and affirm to the competence of the residents completing their training program and 
being recommended to the specialty board as candidates for examination. This attestation of competency 
should be accepted by specialty boards as fulfilling the educational and training requirements allowing 
candidates to sit for the certifying examination of each member board of the ABMS. 
(14) GRADUATE MEDICAL EDUCATION IN THE AMBULATORY SETTING. Graduate medical 
education programs must provide educational experiences to residents in the broadest possible range of 
educational sites, so that residents are trained in the same types of sites in which they may practice after 
completing GME. It should include experiences in a variety of ambulatory settings, in addition to the 
traditional inpatient experience. The amount and types of ambulatory training is a function of the given 
specialty. 
(15) VERIFICATION OF RESIDENT PHYSICIAN EXPERIENCE. The program director must document a 
resident physician’s specific experiences and demonstrated knowledge, skills, attitudes, and behavior, 
and a record must be maintained within the institution. [CME Rep. 9, A-99; Reaffirmed: CME Rep. 2, A-
09; Reaffirmed: CME Rep. 14, A-09; Modified: CME Rep. 06, I-18; Reaffirmed: CME Rep. 01, I-22] 

Abolish Discrimination in Licensure of IMGs H-255.966 
1. Our AMA supports the following principles related to medical licensure of international medical 
graduates (IMGs): 
A. State medical boards should ensure uniformity of licensure requirements for IMGs and graduates of 
U.S. and Canadian medical schools, including eliminating any disparity in the years of graduate medical 
education (GME) required for licensure and a uniform standard for the allowed number of administrations 
of licensure examinations. 
B. All physicians seeking licensure should be evaluated on the basis of their individual education, training, 
qualifications, skills, character, ethics, experience and past practice. 
C. Discrimination against physicians solely on the basis of national origin and/or the country in which they 
completed their medical education is inappropriate. 
D. U.S. states and territories retain the right and responsibility to determine the qualifications of 
individuals applying for licensure to practice medicine within their respective jurisdictions. 
E. State medical boards should be discouraged from a) using arbitrary and non-criteria-based lists of 
approved or unapproved foreign medical schools for licensure decisions and b) requiring an interview or 
oral examination prior to licensure endorsement. More effective methods for evaluating the quality of 
IMGs' undergraduate medical education should be pursued with the Federation of State Medical Boards 
(FSMB) and other relevant organizations. When available, the results should be a part of the 
determination of eligibility for licensure. 
2. Our AMA will continue to work with the FSMB to encourage parity in licensure requirements for all 
physicians, whether U.S. medical school graduates or international medical graduates. 
3. Our AMA will continue to work with the Educational Commission for Foreign Medical Graduates and 
other appropriate organizations in developing effective methods to evaluate the clinical skills of IMGs. 
4. Our AMA will work with state medical societies in states with discriminatory licensure requirements 
between IMGs and graduates of U.S. and Canadian medical schools to advocate for parity in licensure 
requirements, using the AMA International Medical Graduate Section licensure parity model resolution as 
a resource. 
5. Our AMA will: (a) encourage states to study existing strategies to improve policies and processes to 
assist IMGs with credentialing and licensure to enable them to care for patients in underserved areas; 
and (b) encourage the FSMB and state medical boards to evaluate the progress of programs aimed at 
reducing barriers to licensure--including successes, failures, and barriers to implementation. [BOT Rep. 
25, A-15; Appended: CME Rep. 4, A-21] 

Recommendations for Future Directions for Medical Education H-295.995 
Our AMA supports the following recommendations relating to the future directions for medical education: 
(1) The medical profession and those responsible for medical education should strengthen the general or 
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broad components of both undergraduate and graduate medical education. All medical students and 
resident physicians should have general knowledge of the whole field of medicine regardless of their 
projected choice of specialty. 
(2) Schools of medicine should accept the principle and should state in their requirements for admission 
that a broad cultural education in the arts, humanities, and social sciences, as well as in the biological 
and physical sciences, is desirable. 
(3) Medical schools should make their goals and objectives known to prospective students and 
premedical counselors in order that applicants may apply to medical schools whose programs are most in 
accord with their career goals. 
(4) Medical schools should state explicitly in publications their admission requirements and the methods 
they employ in the selection of students. 
(5) Medical schools should require their admissions committees to make every effort to determine that the 
students admitted possess integrity as well as the ability to acquire the knowledge and skills required of a 
physician. 
(6) Although the results of standardized admission testing may be an important predictor of the ability of 
students to complete courses in the preclinical sciences successfully, medical schools should utilize such 
tests as only one of several criteria for the selection of students. Continuing review of admission tests is 
encouraged because the subject content of such examinations has an influence on premedical education 
and counseling. 
(7) Medical schools should improve their liaison with college counselors so that potential medical students 
can be given early and effective advice. The resources of regional and national organizations can be 
useful in developing this communication. 
(8) Medical schools are chartered for the unique purpose of educating students to become physicians and 
should not assume obligations that would significantly compromise this purpose. 
(9) Medical schools should inform the public that, although they have a unique capability to identify the 
changing medical needs of society and to propose responses to them, they are only one of the elements 
of society that may be involved in responding. Medical schools should continue to identify social problems 
related to health and should continue to recommend solutions. 
(10) Medical school faculties should continue to exercise prudent judgment in adjusting educational 
programs in response to social change and societal needs. 
(11) Faculties should continue to evaluate curricula periodically as a means of insuring that graduates will 
have the capability to recognize the diverse nature of disease, and the potential to provide preventive and 
comprehensive medical care. Medical schools, within the framework of their respective institutional goals 
and regardless of the organizational structure of the faculty, should provide a broad general education in 
both basic sciences and the art and science of clinical medicine. 
(12) The curriculum of a medical school should be designed to provide students with experience in clinical 
medicine ranging from primary to tertiary care in a variety of inpatient and outpatient settings, such as 
university hospitals, community hospitals, and other health care facilities. Medical schools should 
establish standards and apply them to all components of the clinical educational program regardless of 
where they are conducted. Regular evaluation of the quality of each experience and its contribution to the 
total program should be conducted. 
(13) Faculties of medical schools have the responsibility to evaluate the cognitive abilities of their 
students. Extramural examinations may be used for this purpose, but never as the sole criterion for 
promotion or graduation of a student. 
(14) As part of the responsibility for granting the MD degree, faculties of medical schools have the 
obligation to evaluate as thoroughly as possible the non-cognitive abilities of their medical students. 
(15) Medical schools and residency programs should continue to recognize that the instruction provided 
by volunteer and part-time members of the faculty and the use of facilities in which they practice make 
important contributions to the education of medical students and resident physicians. Development of 
means by which the volunteer and part-time faculty can express their professional viewpoints regarding 
the educational environment and curriculum should be encouraged. 
(16) Each medical school should establish, or review already established, criteria for the initial 
appointment, continuation of appointment, and promotion of all categories of faculty. Regular evaluation 
of the contribution of all faculty members should be conducted in accordance with institutional policy and 
practice. 
(17a) Faculties of medical schools should reevaluate the current elements of their fourth or final year with 
the intent of increasing the breadth of clinical experience through a more formal structure and improved 
faculty counseling. An appropriate number of electives or selected options should be included. (17b) 
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Counseling of medical students by faculty and others should be directed toward increasing the breadth of 
clinical experience. Students should be encouraged to choose experience in disciplines that will not be an 
integral part of their projected graduate medical education. 
(18) Directors of residency programs should not permit medical students to make commitments to a 
residency program prior to the final year of medical school. 
(19) The first year of postdoctoral medical education for all graduates should consist of a broad year of 
general training. (a) For physicians entering residencies in internal medicine, pediatrics, and general 
surgery, postdoctoral medical education should include at least four months of training in a specialty or 
specialties other than the one in which the resident has been appointed. (A residency in family practice 
provides a broad education in medicine because it includes training in several fields.) (b) For physicians 
entering residencies in specialties other than internal medicine, pediatrics, general surgery, and family 
practice, the first postdoctoral year of medical education should be devoted to one of the four above-
named specialties or to a program following the general requirements of a transitional year stipulated in 
the "General Requirements" section of the "Essentials of Accredited Residencies." (c) A program for the 
transitional year should be planned, designed, administered, conducted, and evaluated as an entity by 
the sponsoring institution rather than one or more departments. Responsibility for the executive direction 
of the program should be assigned to one physician whose responsibility is the administration of the 
program. Educational programs for a transitional year should be subjected to thorough surveillance by the 
appropriate accrediting body as a means of assuring that the content, conduct, and internal evaluation of 
the educational program conform to national standards. The impact of the transitional year should not be 
deleterious to the educational programs of the specialty disciplines. 
(20) The ACGME, individual specialty boards, and respective residency review committees should 
improve communication with directors of residency programs because of their shared responsibility for 
programs in graduate medical education. 
(21) Specialty boards should be aware of and concerned with the impact that the requirements for 
certification and the content of the examination have upon the content and structure of graduate medical 
education. Requirements for certification should not be so specific that they inhibit program directors from 
exercising judgment and flexibility in the design and operation of their programs. 
(22) An essential goal of a specialty board should be to determine that the standards that it has set for 
certification continue to assure that successful candidates possess the knowledge, skills, and the 
commitment to upgrade continually the quality of medical care. 
(23) Specialty boards should endeavor to develop a consensus concerning the significance of certification 
by specialty and publicize it so that the purposes and limitations of certification can be clearly understood 
by the profession and the public. 
(24) The importance of certification by specialty boards requires that communication be improved 
between the specialty boards and the medical profession as a whole, particularly between the boards and 
their sponsoring, nominating, or constituent organizations and also between the boards and their 
diplomates. 
(25) Specialty boards should consider having members of the public participate in appropriate board 
activities. 
(26) Specialty boards should consider having physicians and other professionals from related disciplines 
participate in board activities. 
(27) The AMA recommends to state licensing authorities that they require individual applicants, to be 
eligible to be licensed to practice medicine, to possess the degree of Doctor of Medicine or its equivalent 
from a school or program that meets the standards of the LCME or accredited by the American 
Osteopathic Association, or to demonstrate as individuals, comparable academic and personal 
achievements. All applicants for full and unrestricted licensure should provide evidence of the satisfactory 
completion of at least one year of an accredited program of graduate medical education in the US. 
Satisfactory completion should be based upon an assessment of the applicant's knowledge, problem-
solving ability, and clinical skills in the general field of medicine. The AMA recommends to legislatures 
and governmental regulatory authorities that they not impose requirements for licensure that are so 
specific that they restrict the responsibility of medical educators to determine the content of 
undergraduate and graduate medical education. 
(28) The medical profession should continue to encourage participation in continuing medical education 
related to the physician's professional needs and activities. Efforts to evaluate the effectiveness of such 
education should be continued. 
(29) The medical profession and the public should recognize the difficulties related to an objective and 
valid assessment of clinical performance. Research efforts to improve existing methods of evaluation and 
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to develop new methods having an acceptable degree of reliability and validity should be supported. 
(30) Methods currently being used to evaluate the readiness of graduates of foreign medical schools to 
enter accredited programs in graduate medical education in this country should be critically reviewed and 
modified as necessary. No graduate of any medical school should be admitted to or continued in a 
residency program if his or her participation can reasonably be expected to affect adversely the quality of 
patient care or to jeopardize the quality of the educational experiences of other residents or of students in 
educational programs within the hospital. 
(31) The Educational Commission for Foreign Medical Graduates should be encouraged to study the 
feasibility of including in its procedures for certification of graduates of foreign medical schools a period of 
observation adequate for the evaluation of clinical skills and the application of knowledge to clinical 
problems. 
(32) The AMA, in cooperation with others, supports continued efforts to review and define standards for 
medical education at all levels. The AMA supports continued participation in the evaluation and 
accreditation of medical education at all levels. 
(33) The AMA, when appropriate, supports the use of selected consultants from the public and from the 
professions for consideration of special issues related to medical education. 
(34) The AMA encourages entities that profile physicians to provide them with feedback on their 
performance and with access to education to assist them in meeting norms of practice; and supports the 
creation of experiences across the continuum of medical education designed to teach about the process 
of physician profiling and about the principles of utilization review/quality assurance. 
(35) Our AMA encourages the accrediting bodies for MD- and DO-granting medical schools to review, on 
an ongoing basis, their accreditation standards to assure that they protect the quality and integrity of 
medical education in the context of the emergence of new models of medical school organization and 
governance. 
(36) Our AMA will strongly advocate for the rights of medical students, residents, and fellows to have 
physician-led (MD or DO as defined by the AMA) clinical training, supervision, and evaluation while 
recognizing the contribution of non-physicians to medical education. 
(37) Our AMA will publicize to medical students, residents, and fellows their rights, as per Liaison 
Committee on Medical Education and Accreditation Council for Graduate Medical Education guidelines, 
to physician-led education and a means to report violations without fear of retaliation. [CME Rep. B, A-82; 
Amended: CLRPD Rep. A, I-92; Res. 331, I-95; Reaffirmed by Res. 322, A-97; Reaffirmation I-03; 
Modified: CME Rep. 7, A-05; Modified: CME Rep. 2, I-05; Appended: CME Rep. 5, A-11; Reaffirmed: 
CME Rep. 3, A-11; Modified: CME Rep. 01, I-17; Appended: Res. 961, I-18] 
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Resolution: 315 
(A-24) 

Introduced by: Maryland 

Subject: Cease Reporting of Total Attempts of USMLE STEP1 and COMLEX-USA 
Level 1 Examinations 

Referred to: Reference Committee C 

Whereas, in September 2021, the United States Medical Licensing Examination (USMLE) made 1 
an official announcement regarding the implementation of a revised assessment format for 2 
STEP1, wherein the conventional numeric scoring system and binary pass/fail outcomes would 3 
be replaced solely with a pass/fail designation for examinations commencing in January 20221; 4 
and 5 

6 
Whereas, alongside this transition, the passing threshold for STEP1 was heightened, and the 7 
permissible number of attempts was reduced from six to four,1 with the aim of alleviating the 8 
psychological burden commonly associated with the examination process, while concurrently 9 
fostering a more comprehensive evaluation of applicants; and 10 

11 
Whereas, the pass rate for all examinees in 2022 declined to 82%, compared to the previous 12 
rate of 88% in 2021 prior to the introduction of the new scoring system2 and 13 

14 
Whereas, studies have indicated significant performance disparities between men and women 15 
taking STEP1, as well as variations based on the age at the time of examination;3,4  and 16 

17 
Whereas, the process of preparing for and undertaking the USMLE STEP1 exam has been 18 
associated with excessive stress and social isolation5; and 19 

20 
Whereas, research has revealed that medical students encounter higher levels of burnout, 21 
depressive symptoms, suicidal ideation, and substance use compared to the general 22 
population;6,7 and 23 

24 
Whereas, the transition to a binary scoring system has led to heightened pressure to pass the 25 
exam on the first attempt; and 26 

27 
Whereas, the implementation of the pass/fail scoring system has also led to an increased 28 
emphasis on extracurricular activities and the STEP2 exam, a more clinically relevant exam, as 29 
the primary means of distinguishing applicants and maintaining competitiveness;8 and 30 
Whereas, in contrast to the STEP2 exam, STEP1 is considered less clinically relevant and an 31 
inadequate indicator of future professional competence as a physician;9 and 32 

33 
Whereas, given that STEP1 has moved to pass/fail and is now a mere threshold to be crossed, 34 
lacks clinical significance compared to STEP2, and is an inadequate indicator of future 35 
professional competence as a physician, it is reasonable to move away from reporting failed 36 
attempts or total number of attempts to residency and fellowship programs, as well as licensure 37 
authorities; and 38 
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Whereas, transitioning away from reporting failed attempts on the STEP1 and Level 1 1 
examinations would be another potential avenue to better support medical student mental 2 
health and wellness and would align with the goal of creating a more comprehensive and 3 
balanced evaluation of medical students; and 4 

5 
Whereas, our AMA has ample policy regarding supporting the mental health and wellness of 6 
trainees in both the undergraduate and graduate medical education levels (H-345.970); and 7 

8 
Whereas, our AMA has expressed its support for the holistic review of medical school applicants 9 
and has encouraged residency directors not to utilize ranked passing scores as a screening 10 
criterion (H-275.953); therefore be it 11 

12 
RESOLVED, that our American Medical Association advocate that NBME and NBOME cease 13 
reporting the total number of attempts of the STEP1 and COMLEX-USA Level 1 examinations to 14 
residency and fellowship programs and licensure. (Directive to Take Action) 15 

Fiscal Note: Minimal - less than $1,000 

Received: 5/6/2024 
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RELEVANT AMA POLICY 

The Grading Policy for Medical Licensure Examinations H-275.953 
1. Our AMA’s representatives to the ACGME are instructed to promote the principle that selection of
residents should be based on a broad variety of evaluative criteria, and to propose that the ACGME
General Requirements state clearly that residency program directors must not use NBME or USMLE
ranked passing scores as a screening criterion for residency selection.
2. Our AMA adopts the following policy on NBME or USMLE examination scoring: (a) Students receive
“pass/fail” scores as soon as they are available. (If students fail the examinations, they may request their
numerical scores immediately.) (b) Numerical scores are reported to the state licensing authorities upon
request by the applicant for licensure. At this time, the applicant may request a copy of his or her
numerical scores. (c) Scores are reported in pass/fail format for each student to the medical school. The
school also receives a frequency distribution of numerical scores for the aggregate of their students.
3. Our AMA will: (a) promote equal acceptance of the USMLE and COMLEX at all United States
residency programs; (b) work with appropriate stakeholders including but not limited to the National Board
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of Medical Examiners, Association of American Medical Colleges, National Board of Osteopathic Medical 
Examiners, Accreditation Council for Graduate Medical Education and American Osteopathic Association 
to educate Residency Program Directors on how to interpret and use COMLEX scores; and (c) work with 
Residency Program Directors to promote higher COMLEX utilization with residency program matches in 
light of the new single accreditation system. 
4. Our AMA will work with appropriate stakeholders to release guidance for residency and fellowship
program directors on equitably comparing students who received 3-digit United States Medical Licensing
Examination Step 1 or Comprehensive Osteopathic Medical Licensing Examination of the United States
Level 1 scores and students who received Pass/Fail scores.

Improving Mental Health Services for Undergraduate and Graduate Students H-345.970 
Our AMA supports: (1) strategies that emphasize de-stigmatization and enable timely and affordable 
access to mental health services for undergraduate and graduate students, in order to improve the 
provision of care and increase its use by those in need; (2) colleges and universities in emphasizing to 
undergraduate and graduate students and parents the importance, availability, and efficacy 
of mental health resources; and (3) collaborations of university mental health specialists and local public 
or private practices and/or health centers in order to provide a larger pool of resources, such that 
any student is able to access care in a timely and affordable manner 
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Resolution: 316  
(A-24) 

 
Introduced by: New England 
 
Subject: Reassessment of Continuing Board Certification Process 
 
Referred to: Reference Committee C 
 

Whereas, the continuing board certification process (CBC), previously known as maintenance of 1 
certification (MOC) process put forth by the American Board of Medical Specialties (ABMS) and 2 
American Osteopathic Association (AOA) has been recognized by a variety of state medical 3 
societies and our American Medical Association (AMA) to be expensive and burdensome for 4 
physicians without providing independent studies showing benefits for physicians, patients, or 5 
the general public; and 6 
      7 
Whereas, a 2023 Survey of Clinical Oncologists (https://connection.asco.org/magazine/asco-8 
member-news/asco-members-weigh-abim-maintenance-certification-program) found that an 9 
overwhelming majority (82%) felt that MOC was an unnecessary addition beyond typical 10 
Continuing Medical Education (CME) requirements, with additional, widespread agreement 11 
(74%) that MOC does not improve their clinically relevant knowledge or improve the quality of 12 
patient care; and 13 
      14 
Whereas, the National Board of Physicians and Surgeons (NBPAS), was founded in 2015 15 
specifically to address the acknowledged onerous CBC process and offers a less burdensome 16 
and expensive alternative; and      17 
      18 
Whereas, item 30 of policy D-275.954 calls to “Support a recertification process based on high 19 
quality, appropriate Continuing Medical Education (CME) material directed by the AMA 20 
recognized specialty societies covering the physician’s practice area…to ensure lifelong 21 
learning”, which, along with requiring initial ABMS board certification, is one of the mechanisms 22 
utilized by NBPAS to certify physicians; and  23 
      24 
Whereas, our AMA policy, D-275.9541 Continuing Board Certification, limits discussion of CBC 25 
to only ABMS and member boards, thus imposing its imprimatur on these boards to the 26 
exclusion of alternative boards, preempting an evidenced-based, thorough, and comprehensive 27 
discussion and evaluation of the current CBC opportunities available to physicians; and 28 
      29 
Whereas, our AMA policy, H-275.9262 Medical Specialty Board Certification Standards, 30 
specifically excludes our AMA from considering NBPAS as an accepted alternative CBC 31 
pathway because it does not provide its own certification exam nor ongoing, thus limiting 32 
physician choice and autonomy and discriminating against the approximately 11,000 physicians 33 
who are currently certified by NBPAS; and 34 
      35 
Whereas, policies D-275.954 and H-275.926 do not provide evidence to support accepting 36 
ABMS CBC over NBPAS CBC nor provide evidence that NBPAS CBC is inferior to ABMS CBC 37 
with respect to physician competence, patient safety, patient satisfaction, malpractice rates, or 38 
any other measures of physician performance; and  39 
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Whereas, NBPAS CBC has demonstrated their legitimacy as a widely accepted certification 1 
body as they are recognized by major national accrediting bodies, including, the Joint 2 
Commission, the National Committee on Quality Assurance (NCQA), the Utilization Review 3 
Accreditation Commission (URAC), the Council for Affordable Quality Healthcare (CAQH), 4 
Medicare and Medicaid, and Det Norske Veritas, Inc. (DNV) and many insurers also accept 5 
CBC through NBPAS including Blue Cross Blue Shield (BCBS), United Healthcare (UHC), 6 
Aetna, Humana, Priority, and Geisinger Health Plan; and  7 
 8 
Whereas, the Massachusetts Medical Society convened a meeting with the Accreditation 9 
Council for Continuing Medical Education (ACCME®) followed by a joint meeting with AOA, 10 
ABMS, and NBPAS that included presentations by each board.  The data presented and 11 
discussion in those meetings failed to offer substantial evidence that ABMS CBC process 12 
subsequent to initial board certification resulted in improved quality of care and better patient 13 
outcomes compared to NBPAS, leading us to question if the current reliance on ABMS CBC 14 
and exclusion of NBPAS CBC meets the needs of physicians, patients, and the public; therefore 15 
be it      16 
      17 
RESOLVED, that our American Medical Association undertake a thorough review and analysis 18 
of the available literature, data, and evidence to re-examine and update the accepted standards 19 
for continuing board certification including policy H-275.926, Medical Specialty Board 20 
Certification Standards, so the standards reflect the best manner to assess physicians’ 21 
knowledge and skills necessary to practice medicine. (Directive to Take Action) 22 

23 
Fiscal Note: Minimal - less than $1,000 
 
Received: 5/7/2024 
 
REFERENCES 

1.   AMA Policy D-275.954 Continuing Board Certification 
2.   AMA Policy H-275.926 
 
 
RELEVANT AMA POLICY 
 
Continuing Board Certification D-275.954 
Our AMA will: 
1. Continue to monitor the evolution of Continuing Board Certification (CBC), continue its active 
engagement in discussions regarding their implementation, encourage specialty boards to investigate 
and/or establish alternative approaches for CBC, and prepare a report regarding the CBC process at the 
request of the House of Delegates or when deemed necessary by the Council on Medical Education. 
2. Continue to review, through its Council on Medical Education, published literature and emerging data 
as part of the Councils ongoing efforts to critically review CBC issues. 
3. Continue to monitor the progress by the American Board of Medical Specialties (ABMS) and its 
member boards on implementation of CBC, and encourage the ABMS to report its research findings on 
the issues surrounding certification and CBC on a periodic basis. 
4. Encourage the ABMS and its member boards to continue to explore other ways to measure the ability 
of physicians to access and apply knowledge to care for patients, and to continue to examine the 
evidence supporting the value of specialty board certification and CBC. 
5. Work with the ABMS to streamline and improve the Cognitive Expertise (Part III) component of CBC, 
including the exploration of alternative formats, in ways that effectively evaluate acquisition of new 
knowledge while reducing or eliminating the burden of a high-stakes examination. 
6. Work with interested parties to ensure that CBC uses more than one pathway to assess accurately the 
competence of practicing physicians, to monitor for exam relevance and to ensure that CBC does not 
lead to unintended economic hardship such as hospital de-credentialing of practicing physicians. 
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7. Recommend that the ABMS not introduce additional assessment modalities that have not been 
validated to show improvement in physician performance and/or patient safety. 
8. Work with the ABMS to eliminate practice performance assessment modules, as currently written, from 
CBC requirements. 
9. Encourage the ABMS to ensure that all ABMS member boards provide full transparency related to the 
costs of preparing, administering, scoring and reporting CBC and certifying examinations. 
10. Encourage the ABMS to ensure that CBC and certifying examinations do not result in substantial 
financial gain to ABMS member boards, and advocate that the ABMS develop fiduciary standards for its 
member boards that are consistent with this principle. 
11. Work with the ABMS to lessen the burden of CBC on physicians with multiple board certifications, 
particularly to ensure that CBC is specifically relevant to the physicians current practice. 
12. Work with key stakeholders to (a) support ongoing ABMS member board efforts to allow multiple and 
diverse physician educational and quality improvement activities to qualify for CBC; (b) support ABMS 
member board activities in facilitating the use of CBC quality improvement activities to count for other 
accountability requirements or programs, such as pay for quality/performance or PQRS reimbursement; 
(c) encourage ABMS member boards to enhance the consistency of quality improvement programs 
across all boards; and (d) work with specialty societies and ABMS member boards to develop tools and 
services that help physicians meet CBC requirements. 
13. Work with the ABMS and its member boards to collect data on why physicians choose to maintain or 
discontinue their board certification. 
14. Work with the ABMS to study whether CBC is an important factor in a physicians decision to retire 
and to determine its impact on the US physician workforce. 
15. Encourage the ABMS to use data from CBC to track whether physicians are maintaining certification 
and share this data with the AMA. 
16. Encourage AMA members to be proactive in shaping CBC by seeking leadership positions on the 
ABMS member boards, American Osteopathic Association (AOA) specialty certifying boards, and CBC 
Committees. 
17. Continue to monitor the actions of professional societies regarding recommendations for modification 
of CBC. 
18. Encourage medical specialty societies leadership to work with the ABMS, and its member boards, to 
identify those specialty organizations that have developed an appropriate and relevant CBC process for 
its members. 
19. Continue to work with the ABMS to ensure that physicians are clearly informed of the CBC 
requirements for their specific board and the timelines for accomplishing those requirements. 
20. Encourage the ABMS and its member boards to develop a system to actively alert physicians of the 
due dates of the multi-stage requirements of continuous professional development and performance in 
practice, thereby assisting them with maintaining their board certification. 
21. Recommend to the ABMS that all physician members of those boards governing the CBC process be 
required to participate in CBC. 
22. Continue to participate in the Coalition for Physician Accountability, formerly known as the National 
Alliance for Physician Competence forums. 
23. Encourage the PCPI Foundation, the ABMS, and the Council of Medical Specialty Societies to work 
together toward utilizing Consortium performance measures in Part IV of CBC. 
24. Continue to assist physicians in practice performance improvement. 
25. Encourage all specialty societies to grant certified CME credit for activities that they offer to fulfill 
requirements of their respective specialty boards CBC and associated processes. 
26. Support the American College of Physicians as well as other professional societies in their efforts to 
work with the American Board of Internal Medicine (ABIM) to improve the CBC program. 
27. Oppose those maintenance of certification programs administered by the specialty boards of the 
ABMS, or of any other similar physician certifying organization, which do not appropriately adhere to the 
principles codified as AMA Policy on Continuing Board Certification. 
28. Ask the ABMS to encourage its member boards to review their maintenance of certification policies 
regarding the requirements for maintaining underlying primary or initial specialty board certification in 
addition to subspecialty board certification, if they have not yet done so, to allow physicians the option to 
focus on continuing board certification activities relevant to their practice. 
29. Call for the immediate end of any mandatory, secured recertifying examination by the ABMS or other 
certifying organizations as part of the recertification process for all those specialties that still require a 
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secure, high-stakes recertification examination. 
30. Support a recertification process based on high quality, appropriate Continuing Medical Education 
(CME) material directed by the AMA recognized specialty societies covering the physicians practice area, 
in cooperation with other willing stakeholders, that would be completed on a regular basis as determined 
by the individual medical specialty, to ensure lifelong learning. 
31. Continue to work with the ABMS to encourage the development by and the sharing between specialty 
boards of alternative ways to assess medical knowledge other than by a secure high stakes exam. 
32. Continue to support the requirement of CME and ongoing, quality assessments of physicians, where 
such CME is proven to be cost-effective and shown by evidence to improve quality of care for patients. 
33. Through legislative, regulatory, or collaborative efforts, will work with interested state medical 
societies and other interested parties by creating model state legislation and model medical staff bylaws 
while advocating that Continuing Board Certification not be a requirement for: (a) medical staff 
membership, privileging, credentialing, or recredentialing; (b) insurance panel participation; or (c) state 
medical licensure. 
34. Increase its efforts to work with the insurance industry to ensure that continuing board certification 
does not become a requirement for insurance panel participation. 
35. Advocate that physicians who participate in programs related to quality improvement and/or patient 
safety receive credit for CBC Part IV. 
36. Continue to work with the medical societies and the American Board of Medical Specialties (ABMS) 
member boards that have not yet moved to a process to improve the Part III secure, high-stakes 
examination to encourage them to do so. 
37. Our AMA, through its Council on Medical Education, will continue to work with the American Board of 
Medical Specialties (ABMS), ABMS Committee on Continuing Certification (3C), and ABMS Stakeholder 
Council to pursue opportunities to implement the recommendations of the Continuing Board Certification: 
Vision for the Future Commission and AMA policies related to continuing board certification. 
38. Our AMA, through its Council on Medical Education, will continue to work with the American Board of 
Medical Specialties (ABMS) and ABMS member boards to implement key recommendations outlined by 
the Continuing Board Certification: Vision for the Future Commission in its final report, including the 
development and release of new, integrated standards for continuing certification programs that will 
address the Commissions recommendations for flexibility in knowledge assessment and advancing 
practice, feedback to diplomates, and consistency. 
39. Our AMA will work with the ABMS and its member boards to reduce financial burdens for physicians 
holding multiple certificates who are actively participating in continuing certification through an ABMS 
member board, by developing opportunities for reciprocity for certification requirements as well as 
consideration of reduced or waived fee structures. 
40. Our AMA will continue to publicly report its work on enforcing AMA Principles on Continuing Board 
Certification. 
 

Medical Specialty Board Certification Standards H-275.926 
1. Our AMA: 
(1) Opposes any action, regardless of intent, that appears likely to confuse the public about the unique 
credentials of American Board of Medical Specialties (ABMS) or American Osteopathic Association 
Bureau of Osteopathic Specialists (AOA-BOS) board certified physicians in any medical specialty, or take 
advantage of the prestige of any medical specialty for purposes contrary to the public good and safety.  
(2) Opposes any action, regardless of intent, by  organizations providing board certification for non-
physicians that appears likely to confuse the public about the unique credentials of medical specialty 
board certification or take advantage of the prestige of medical specialty board certification for purposes 
contrary to the public good and safety.  
(3) Continues to work with other medical organizations to educate the profession and the public about the 
ABMS and AOA-BOS board certification process. It is AMA policy that when the equivalency of  board 
certification must be determined, the certification  program must first meet accepted standards for 
certification that include both a) a process for  defining specialty-specific standards for knowledge and 
skills and b) offer an independent, external assessment of knowledge and skills for both initial certification 
and recertification or continuous certification in the medical specialty. In addition, accepted standards, 
such as those adopted by state medical boards or the Essentials for Approval of Examining Boards in 
Medical Specialties, will be utilized for that determination.  
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(4) Opposes discrimination against physicians based solely on lack of ABMS or equivalent AOA-BOS 
board certification, or where board certification is one of the criteria considered for purposes of measuring 
quality of care, determining eligibility to contract with managed care entities, eligibility to receive hospital 
staff or other clinical privileges, ascertaining competence to practice medicine, or for other purposes. Our 
AMA also opposes discrimination that may occur against physicians involved in the board certification 
process, including those who are in a clinical practice period for the specified minimum period of time that 
must be completed prior to taking the board certifying examination.   
(5) Advocates for nomenclature to better distinguish those physicians who are in the board certification 
pathway from those who are not.  
(6) Encourages member boards of the ABMS to adopt measures aimed at mitigating the financial burden 
on residents related to specialty board fees and fee procedures, including shorter preregistration periods, 
lower fees and easier payment terms. 
 
 



American Medical Association House of Delegates 
 

   Resolution: 317 
   (A-24) 

 
Introduced by:  New York  
 
Subject: Physician Participation in the Planning and Development of Accredited 

Continuing Education for Physicians  
 
Referred to: Reference Committee C 
 
 
Whereas, Accredited Continuing Education is recognized as essential for the continuing 1 
professional and personal development for physicians in order to improve the health and 2 
wellbeing of patients as well as the community; and 3 
 4 
Whereas, Accredited Continuing Medical Education (ACCME) current policies and guidelines do 5 
not require an accredited provider of Continuing Education (CE) providing education for 6 
physicians to be organizations for (or led) by physicians; and 7 
 8 
Whereas, many such non-physician led accredited CE provider entities are engaged in 9 
providing accredited CE to physicians; and 10 
 11 
Whereas, accredited providers are not required to disclose to its physician learners whether any 12 
physicians were engaged in the planning and development of the CE activity; and 13 
 14 
Whereas, ACCME policies require that all accredited CE identify professional practice gaps for 15 
the development of CE activities; and 16 
 17 
Whereas, to ensure that all accredited CE for physicians addresses the needs of physician 18 
learners that CE for physicians is planned and developed with physician involvement; and 19 
 20 
Whereas, MSSNY adopted policy 50.985 Requiring Physician Participation in the Planning and 21 
Development of Accredited Continuing Medical Education for Physicians; therefore be it 22 
 23 
RESOLVED, that our American Medical Association petition the Accredited Continuing Medical 24 
Education to develop policies which require physician participation in the planning and 25 
development of accredited continuing education for physicians. (Directive to Take Action) 26 
 
Fiscal Note: Minimal - less than $1,000 
 
Received: 5/8/2024 
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Introduced by: American Urological Association 
 
Subject: Variation in Board Certification and Licensure Requirements for 

Internationally-Trained Physicians and Access to Care 
 
Referred to: Reference Committee C 
 
 
Whereas, there exists significant variation in board certification requirements for physicians who 1 
complete post-graduate training (i.e. resident/fellowship) outside of the United States, 2 
“internationally trained physicians”; and 3 
 4 
Whereas, while half of the American Board of Medical Specialties’ member boards allow board 5 
certification from physicians accredited in other countries outside of Canada, the scope and 6 
variations in board certification requirements is not well-documented and the degree to which 7 
these requirements are able to ensure quality is not well understood; and  8 
 9 
Whereas, according to projections published by the Association of American Medical Colleges, 10 
the United States will face a physician shortage of up to 86,000 physicians by 2036; and  11 
 12 
Whereas, the Health Resources and Services Administration projects a 34 percent non-metro 13 
adequacy for all physician types by 2036; and  14 
 15 
Whereas, two of five physicians are reaching the traditional retirement age of 65 within the next 16 
10 years; and  17 
 18 
Whereas, 87% of American physicians are board certified; and  19 
 20 
Whereas, 25% of licensed physicians are international medical graduates; and  21 
 22 
Whereas, approximately one in five U.S. physicians were born and attended medical school 23 
outside of the United States and Canada (non-U.S. IMGs, as compared to Americans who 24 
attend medical school abroad), totaling more than 203,500 physicians as of 2021; and 25 
 26 
Whereas, the number of international medical graduates has grown by nearly 18% since 2010, 27 
as compared to the 15% rise in U.S. medical graduates in the same time period; and 28 
 29 
Whereas, while existing AMA and AMBS policy opposes the linkage between board certification 30 
and medical licensure or staffing/clinical privileges, the true extent to which this continues to 31 
occur is not well-understood and board certification may create a secondary barrier to practicing 32 
and may limit the locations and types of practices available to internationally-trained physicians; 33 
and  34 
 35 
Whereas, licensing requirements in certain states can be an impediment to practice for 36 
internationally-trained physicians, certain states, such as Tennessee, Florida, Wisconsin, 37 
Virginia have begun to implement pathways for internationally-trained physicians to achieve 38 
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provisional licensure to practice medicine, and additional states such as Idaho and Arizona are 1 
considering similar legislation; and 2 
 3 
Whereas, board certification exceeds baseline requirements for state medical licensing, 4 
assuring the public that physicians and specialists demonstrate the additional clinical skills and 5 
professional behavior to provide safe and high-quality specialty care; and 6 
 7 
Whereas, some states have begun to consider alternate pathways to licensure without 8 
completion of an ACGME-accredited residency program for U.S. medical graduates under the 9 
pretense that this will increase access to care particularly in rural areas, it is unclear the effects 10 
these proposed pathways will actually have on rural access issues and there does not currently 11 
exist a system to ensure the quality of the training they receive post medical school; and 12 
 13 
Whereas, according to the AMA Workforce Mapper, there has not been an substantive increase 14 
in non-physician providers practicing in rural and underserved areas, despite the broadening of 15 
scope of practice for non-physician providers under the pretense of increasing access to care; 16 
and   17 
 18 
Whereas, advocating for increased funding for Graduate Medical Education funding continues 19 
to be a major priority of our AMA, the allocation of these funds to require full re-training for a 20 
fully-trained physician who has completed post-graduate training in another country may not be 21 
good stewardship of limited resources; therefore be it 22 
 23 
RESOLVED, that our American Medical Association work with the American Board of Medical 24 
Specialties to study the variation in board certification requirements for internationally trained 25 
physicians as well as the impact this may have on physician practices and addressing physician 26 
shortages including the impact of these pathways on maintaining public assurance of a well-27 
trained physician workforce (Directive to Take Action); and be it further 28 
 29 
RESOLVED, that our AMA study the potential effects of increasing access to board certification 30 
for internationally-trained physicians on projected physician workforce shortages (Directive to 31 
Take Action); and be it further 32 
 33 
RESOLVED, that our AMA work with the Federation of State Medical Boards to study the 34 
existing alternate pathways to licensure for physicians who have not completed an ACGME-35 
accredited post-graduate training program and the positive and negative impacts of these 36 
pathways on addressing physician shortages. (Directive to Take Action)37 

38 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 5/8/2024 
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RELEVANT AMA POLICY 
 
Medical Specialty Board Certification Standards H-275.926 

1. Our American Medical Association opposes any action, regardless of intent, that appears likely to 
confuse the public about the unique credentials of American Board of Medical Specialties (ABMS) 
or American Osteopathic Association Bureau of Osteopathic Specialists (AOA-BOS) board 
certified physicians in any medical specialty, or take advantage of the prestige of any medical 
specialty for purposes contrary to the public good and safety.  

2. Our AMA opposes any action, regardless of intent, by organizations providing 
board certification for non-physicians that appears likely to confuse the public about the unique 
credentials of medical specialty board certification or take advantage of the prestige of medical 
specialty board certification for purposes contrary to the public good and safety.  

3. Our AMA continues to work with other medical organizations to educate the profession and the 
public about the ABMS and AOA-BOS board certification process. It is AMA policy that when the 
equivalency of  board certification must be determined, the certification  program must first meet 
accepted standards for certification that include both 

a. a process for  defining specialty-specific standards for knowledge and skills and 
b. offer an independent, external assessment of knowledge and skills for both 

initial certification and recertification or continuous certification in the medical specialty. In 
addition, accepted standards, such as those adopted by state medical boards or the 
Essentials for Approval of Examining Boards in Medical Specialties, will be utilized for 
that determination.  

4. Our AMA opposes discrimination against physicians based solely on lack of ABMS or equivalent 
AOA-BOS board certification, or where board certification is one of the criteria considered for 
purposes of measuring quality of care, determining eligibility to contract with managed care 
entities, eligibility to receive hospital staff or other clinical privileges, ascertaining competence to 
practice medicine, or for other purposes. Our AMA also opposes discrimination that may occur 
against physicians involved in the board certification process, including those who are in a clinical 
practice period for the specified minimum period of time that must be completed prior to taking 
the board certifying examination.   

5. Our AMA advocates for nomenclature to better distinguish those physicians who are in the 
board certification pathway from those who are not.  

6. Our AMA encourages member boards of the ABMS to adopt measures aimed at mitigating the 
financial burden on residents related to specialty board fees and fee procedures, including shorter 
preregistration periods, lower fees and easier payment terms. 

7. Our AMA encourages continued advocacy to federal and state legislatures, federal and state 
regulators, physician credentialing organizations, hospitals, and other interested parties to define 
physician board certification as the medical profession establishing specialty-specific standards 
for knowledge and skills, using an independent assessment process to determine the acquisition 
of knowledge and skills for initial certification and recertification. 

Medical Licensure H-275.978 
Our AMA: (1) urges directors of accredited residency training programs to certify the clinical competence 
of graduates of foreign medical schools after completion of the first year of residency training; however, 
program directors must not provide certification until they are satisfied that the resident is clinically 
competent; 
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(2) encourages licensing boards to require a certificate of competence for full and unrestricted licensure; 
(3) urges licensing boards to review the details of application for initial licensure to assure that 
procedures are not unnecessarily cumbersome and that inappropriate information is not required. 
Accurate identification of documents and applicants is critical. It is recommended that boards continue to 
work cooperatively with the Federation of State Medical Boards to these ends; 
(4) will continue to provide information to licensing boards and other health organizations in an effort to 
prevent the use of fraudulent credentials for entry to medical practice; 
(5) urges those licensing boards that have not done so to develop regulations permitting the issuance of 
special purpose licenses, with the exception of special licensing pathways for “assistant physicians.” It is 
recommended that these regulations permit special purpose licensure with the minimum of educational 
requirements consistent with protecting the health, safety and welfare of the public; 
(6) urges licensing boards, specialty boards, hospitals and their medical staffs, and other organizations 
that evaluate physician competence to inquire only into conditions which impair a physician's current 
ability to practice medicine; 
(7) urges licensing boards to maintain strict confidentiality of reported information; 
(8) urges that the evaluation of information collected by licensing boards be undertaken only by persons 
experienced in medical licensure and competent to make judgments about physician competence. It is 
recommended that decisions concerning medical competence and discipline be made with the 
participation of physician members of the board; 
(9) recommends that if confidential information is improperly released by a licensing board about a 
physician, the board take appropriate and immediate steps to correct any adverse consequences to the 
physician; 
(10) urges all physicians to participate in continuing medical education as a professional obligation; 
(11) urges licensing boards not to require mandatory reporting of continuing medical education as part of 
the process of reregistering the license to practice medicine; 
(12) opposes the use of written cognitive examinations of medical knowledge at the time of reregistration 
except when there is reason to believe that a physician's knowledge of medicine is deficient; 
(13) supports working with the Federation of State Medical Boards to develop mechanisms to evaluate 
the competence of physicians who do not have hospital privileges and who are not subject to peer review; 
(14) believes that licensing laws should relate only to requirements for admission to the practice of 
medicine and to assuring the continuing competence of physicians, and opposes efforts to achieve a 
variety of socioeconomic objectives through medical licensure regulation; 
(15) urges licensing jurisdictions to pass laws and adopt regulations facilitating the movement of licensed 
physicians between licensing jurisdictions; licensing jurisdictions should limit physician movement only for 
reasons related to protecting the health, safety and welfare of the public; 
(16) encourages the Federation of State Medical Boards and the individual medical licensing boards to 
continue to pursue the development of uniformity in the acceptance of examination scores on the 
Federation Licensing Examination and in other requirements for endorsement of medical licenses; 
(17) urges licensing boards not to place time limits on the acceptability of National Board certification or 
on scores on the United States Medical Licensing Examination for endorsement of licenses; 
(18) urges licensing boards to base endorsement on an assessment of physician competence and not on 
passing a written examination of cognitive ability, except in those instances when information collected by 
a licensing board indicates need for such an examination; 
(19) urges licensing boards to accept an initial license provided by another board to a graduate of a US 
medical school as proof of completion of acceptable medical education; 
(20) urges that documentation of graduation from a foreign medical school be maintained by boards 
providing an initial license, and that the documentation be provided on request to other licensing boards 
for review in connection with an application for licensure by endorsement; 
(21) urges licensing boards to consider the completion of specialty training and evidence of competent 
and honorable practice of medicine in reviewing applications for licensure by endorsement;  
(22) encourages national specialty boards to reconsider their practice of decertifying physicians who are 
capable of competently practicing medicine with a limited license; 
(23) vigorously opposes any state or other government agency plan for mandated recredentialing of 
physicians for the purpose of relicensure or reregistration;  
(24) supports the Federation of State Medical Boards’ efforts to assure that organizations that use the 
Federation’s copyrighted disciplinary data secure permission to do so and accompany their publications 
with an explanation that comparison between states based on those data alone is misleading to the public 
and does a disservice to the work of the state medical boards;  
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(25) urges that the state medical and osteopathic boards that maintain a time limit for completing 
licensing examination sequences for either USMLE or COMLEX to adopt a time limit of no less than 10 
years for completion of the licensing exams; and 
(26) urges that state medical and osteopathic licensing boards with time limits for completing the licensing 
examination sequence provide for exceptions that may involve personal health/family circumstances. 
 
Licensure for International Medical Graduates Practicing in U.S. Institutions with Restricted 
Medical Licenses D-255.977 
Our AMA will advocate that qualified international medical graduates have a pathway for licensure by 
encouraging state medical licensing boards and the member boards of the American Board of Medical 
Specialties to develop criteria that allow: (1) completion of medical school and residency training outside 
the U.S.; (2) extensive U.S. medical practice; and (3) evidence of good standing within the local medical 
community to serve as a substitute for U.S. graduate medical education requirement for physicians 
seeking full unrestricted licensure and board certification. 
 
Credentialing Issues D-275.989 
Our AMA encourages state medical licensing boards, the Federation of State Medical Boards, and other 
credentialing entities to accept certification by the Educational Commission for Foreign Medical 
Graduates (a member of Intealth) as proof of primary source verification of an IMG’s international 
medical education credentials. 
 
Mechanisms to Measure Physician Competency H-275.936 
Our AMA: (1) continues to work with the American Board of Medical Specialties and other relevant 
organizations to explore alternative evidence-based methods of determining ongoing clinical competency; 
(2) reviews and proposes improvements for assuring continued physician competence, including but not 
limited to performance indicators, board certification and recertification, professional experience, 
continuing medical education, and teaching experience; and (3) opposes the development and/or use of 
"Medical Competency Examination" and establishment of oversight boards for current state medical 
boards as proposed in the fall 1998 Report on Professional Licensure of the Pew Health Professions 
Commission, as an additional measure of physician competency. 
 
Physician Competence H-275.996 
Our AMA: (1) urges the American Board of Medical Specialties and its constituent boards to reconsider 
their positions regarding recertification as a mandatory requirement rather than as a voluntarily sought 
and achieved validation of excellence; (2) urges the Federation of State Medical Boards and its 
constituent state boards to reconsider and reverse their position urging and accepting specialty 
board certification as evidence of continuing competence for the purpose of re-registration of licensure; 
and (3) favors continued efforts to improve voluntary continuing medical education programs, to maintain 
the peer review process within the profession, and to develop better techniques for establishing the 
necessary patient care data base. 
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Whereas, Association of American Medical Colleges (AAMC) defines “underrepresented in 1 
medicine” as those racial and ethnic populations that are underrepresented in the medical 2 
profession relative to their numbers in the general population"1; and 3 
 4 
Whereas, AAMC reports that across the U.S. physician workforce, American Indian and Alaska 5 
Natives represent 0.3%; Black / African Americans represent 5.2%; Hispanic, Latino, or of 6 
Spanish Origin represent 6.3%; and Native Hawaiian / Other Pacific Islanders represent 0.1%, 7 
and comprise racial and ethnic identities that are considered underrepresented in medicine 8 
despite their significantly and respectively higher percentages in the U.S. population2; and 9 
 10 
Whereas, a U.S. Supreme Court ruling in 2023 ended affirmative action in school admissions, 11 
which is expected to result in a significant impact on medical education and diversity in 12 
medicine; and 13 
 14 
Whereas, the AMA invested $14.1 million since 2019 through the Accelerating Change in 15 
Medical Education initiative, which awarded grants to 37 medical schools and resulted in the 16 
creation of a community of innovation aimed at creating the medical schools of the future3; and 17 
 18 
Whereas, the AMA Reimagining Residency grant program was devised to transform residency 19 
training to best address the workplace needs of our current and future health care system3; and 20 
 21 
Whereas, the AMA’s ChangeMedEd Innovation Grant Program has awarded $1.5 million in 22 
grants since 20183; and  23 
 24 
Whereas, our AMA House of Delegates adopted Council on Medical Education Report 5 (June 25 
2021), “Promising Practices Among Pathway Programs to Increase Diversity in Medicine”4; and 26 
 27 
Whereas, the 1910 Flexner report caused significant harm to historically Black medical schools, 28 
the diversity of the physician workforce, and the outcomes of minoritized and marginalized 29 
patient populations5; therefore be it 30 
 31 
RESOLVED, that our American Medical Association establish a grant program to support 32 
existing and new K-16 pathway, STEMM and pre-med programs whose goals include, scaling 33 
organizational grantees’ ability to expand their reach among youth; increasing diversity in 34 
medicine; achieving health equity; improving medical education (Directive to Take Action); and 35 
be it further 36 
 37 
RESOLVED, that our AMA establish a diverse advisory body comprised of AMA member 38 
physicians and trainees, staff, and allied organization representatives in medicine and public 39 
health to co-develop the grant program (i.e., administration; grantee criteria and selection; 40 
periodic reporting) (Directive to Take Action); and be it further 41 
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RESOLVED, that our AMA convene a summit among pathway and STEMM programs regarding 1 
best practices, collaboration and strategic planning.  (Directive to Take Action)2 
 
Fiscal Note: To Be Determined 
 
Received: 5/8/2024 
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RELEVANT AMA POLICY 
 
Plan for Continued Progress Toward Health Equity H-180.944 
Health equity, defined as optimal health for all, is a goal toward which our AMA will work by 
advocating for health care access, research, and data collection; promoting equity in care; 
increasing health workforce diversity; influencing determinants of health; and voicing and modeling 
commitment to health equity. [BOT Rep. 33, A-18; Reaffirmed: CMS Rep. 5, I-21; Reaffirmed: CMS Rep. 
1, I-23] 
 
Strategies for Enhancing Diversity in the Physician Workforce D-200.985 
1. Our AMA, independently and in collaboration with other groups such as the Association of American 
Medical Colleges (AAMC), will actively work and advocate for funding at the federal and state levels and 
in the private sector to support the following: (a) Pipeline programs to prepare and motivate members of 
underrepresented groups to enter medical school; (b) Diversity or minority affairs offices at medical 
schools; (c) Financial aid programs for students from groups that are underrepresented in medicine; and 
(d) Financial support programs to recruit and develop faculty members from underrepresented groups. 
2. Our AMA will work to obtain full restoration and protection of federal Title VII funding, and similar state 
funding programs, for the Centers of Excellence Program, Health Careers Opportunity Program, Area 
Health Education Centers, and other programs that support physician training, recruitment, and retention 
in geographically-underserved areas. 
3. Our AMA will take a leadership role in efforts to enhance diversity in the physician workforce, including 
engaging in broad-based efforts that involve partners within and beyond the medical profession and 
medical education community. 
4. Our AMA will encourage the Liaison Committee on Medical Education to assure that medical schools 
demonstrate compliance with its requirements for a diverse student body and faculty. 
5. Our AMA will develop an internal education program for its members on the issues and possibilities 
involved in creating a diverse physician population. 
6. Our AMA will provide on-line educational materials for its membership that address diversity issues in 
patient care including, but not limited to, culture, religion, race and ethnicity. 
7. Our AMA will create and support programs that introduce elementary through high school students, 
especially those from groups that are underrepresented in medicine (URM), to healthcare careers. 
8. Our AMA will create and support pipeline programs and encourage support services for URM college 
students that will support them as they move through college, medical school and residency programs. 
9. Our AMA will recommend that medical school admissions committees and residency/fellowship 
programs use holistic assessments of applicants that take into account the diversity of preparation and 
the variety of talents that applicants bring to their education with the goal of improving health care for all 
communities. 
10. Our AMA will advocate for the tracking and reporting to interested stakeholders of demographic 
information pertaining to URM status collected from Electronic Residency Application Service (ERAS) 
applications through the National Resident Matching Program (NRMP). 
11. Our AMA will continue the research, advocacy, collaborative partnerships and other work that was 

https://www.aamc.org/what-we-do/equity-diversity-inclusion/underrepresented-in-medicine
https://www.aamc.org/data-reports/data/2023-us-physician-workforce-data-dashboard
https://www.ama-assn.org/education/changemeded-initiative/ama-reimagining-residency-initiative
https://policysearch.ama-assn.org/councilreports/downloadreport?uri=/councilreports/CME_Report_05_JUN_21_Promising_Practices_Among_Pathway_Programs_to_Increase_Diversity_in_Medicine.pdf
https://journalofethics.ama-assn.org/article/how-should-we-respond-racist-legacies-health-professions-education-originating-flexner-report/2021-03
https://journalofethics.ama-assn.org/article/how-should-we-respond-racist-legacies-health-professions-education-originating-flexner-report/2021-03


Resolution: 319  (A-24) 
Page 3 of 5 

 
 
initiated by the Commission to End Health Care Disparities. 
12. Our AMA unequivocally opposes legislation that would dissolve affirmative action or punish 
institutions for properly employing race-conscious admissions as a measure of affirmative action in order 
to promote a diverse student population. 
13. Our AMA will work with the AAMC and other stakeholders to create a question for the AAMC 
electronic medical school application to identify previous pipeline program (also known as pathway 
program) participation and create a plan to analyze the data in order to determine the effectiveness of 
pipeline programs. [CME Rep. 1, I-06; Reaffirmation I-10; Reaffirmation A-13; Modified: CCB/CLRPD 
Rep. 2, A-14; Reaffirmation: A-16; Appended: Res. 313, A-17; Appended: Res. 314, A-17; Modified: CME 
Rep. 01, A-18; Appended: Res. 207, I-18; Reaffirmation: A-19; Appended: Res. 304, A-19; Appended: 
Res. 319, A-19; Modified: CME Rep. 5, A-21; Modified: CME Rep. 02, I-22; Modified: Res. 320, A-23] 
 
Increase the Representation of Minority and Economically Disadvantaged Populations in the 
Medical Profession H-350.979 
Our AMA supports increasing the representation of minorities in the physician population by: (1) 
Supporting efforts to increase the applicant pool of qualified minority students by: (a) Encouraging state 
and local governments to make quality elementary and secondary education opportunities available to all; 
(b) Urging medical schools to strengthen or initiate programs that offer special premedical and 
precollegiate experiences to underrepresented minority students; (c) urging medical schools and other 
health training institutions to develop new and innovative measures to recruit underrepresented minority 
students, and (d) Supporting legislation that provides targeted financial aid to financially disadvantaged 
students at both the collegiate and medical school levels. 
(2) Encouraging all medical schools to reaffirm the goal of increasing representation of underrepresented 
minorities in their student bodies and faculties. 
(3) Urging medical school and undergraduate admissions committees to proactively implement policies 
and procedures that operationalize race-conscious admission practices in admissions decisions, among 
other factors. 
(4) Increasing the supply of minority health professionals. 
(5) Continuing its efforts to increase the proportion of minorities in medical schools and medical school 
faculty. 
(6) Facilitating communication between medical school admission committees and premedical counselors 
concerning the relative importance of requirements, including grade point average and Medical College 
Aptitude Test scores. 
(7) Continuing to urge for state legislation that will provide funds for medical education both directly to 
medical schools and indirectly through financial support to students. 
(8) Continuing to provide strong support for federal legislation that provides financial assistance for able 
students whose financial need is such that otherwise they would be unable to attend medical school. 
(9) Recognizing the consideration of race in admissions is a necessary safeguard in creating a pipeline to 
an environment within medical education that will propagate the advancement of health equity through 
diversification of the physician workforce. [CLRPD Rep. 3, I-98; Reaffirmed: CLRPD Rep. 1, A-08; 
Reaffirmed: CME Rep. 01, A-18; Modified: Res. 320, A-23; Appended: Res. 320, A-23] 
 
Underrepresented Student Access to US Medical Schools H-350.960 
Our AMA: (1) recommends that medical schools should consider in their planning: elements of diversity 
including but not limited to gender, racial, cultural and economic, reflective of the diversity of their patient 
population; (2) supports the development of new and the enhancement of existing programs that will 
identify and prepare underrepresented students from the high-school level onward and to enroll, retain 
and graduate increased numbers of underrepresented students; (3) recognizes some people have been 
historically underrepresented, excluded from, and marginalized in medical education and medicine 
because of their race, ethnicity, disability status, sexual orientation, gender identity, socioeconomic origin, 
and rurality,  due to racism and other systems of exclusion and discrimination; (4) is committed to 
promoting truth and reconciliation in medical education as it relates to improving equity; (5) recognizes 
the harm caused by the Flexner Report to historically Black medical schools, the diversity of the physician 
workforce, and the outcomes of minoritized and marginalized patient populations; (6) will urge medical 
schools to develop or expand the reach of existing pathway programs for underrepresented middle 
school, high school and college aged students to motivate them to pursue and prepare them for a career 
in medicine; (7) will encourage collegiate programs to establish criteria by which completion of such 
programs will secure an interview for admission to the sponsoring medical school; (8) will recommend that 
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medical school pathway programs for underrepresented students be free-of-charge or provide financial 
support with need-based scholarships and grants; (9) will encourage all physicians to actively participate 
in programs and mentorship opportunities that help expose underrepresented students to potential 
careers in medicine; and (10) will consider quality of K-12 education a social determinant of health and 
thus advocate for implementation of Policy H-350.979, (1) (a) encouraging state and local governments to 
make quality elementary and secondary education available to all. [Res. 908, I-08; Reaffirmed in lieu of 
Res. 311, A-15; Appended: CME Rep. 5, A-21; Appended: Res. 305, I-22] 
 
Revisions to AMA Policy on the Physician Workforce H-200.955 
It is AMA policy that: 
(1) any workforce planning efforts, done by the AMA or others, should utilize data on all aspects of the 
health care system, including projected demographics of both providers and patients, the number and 
roles of other health professionals in providing care, and practice environment changes. Planning should 
have as a goal appropriate physician numbers, specialty mix, and geographic distribution. 
(2) Our AMA encourages and collaborates in the collection of the data needed for workforce planning and 
in the conduct of national and regional research on physician supply and distribution. The AMA will 
independently and in collaboration with state and specialty societies, national medical organizations, and 
other public and private sector groups, compile and disseminate the results of the research. 
(3) The medical profession must be integrally involved in any workforce planning efforts sponsored by 
federal or state governments, or by the private sector. 
(4) In order to enhance access to care, our AMA collaborates with the public and private sectors to 
ensure an adequate supply of physicians in all specialties and to develop strategies to mitigate the 
current geographic maldistribution of physicians. 
(5) There is a need to enhance underrepresented minority representation in medical schools and in the 
physician workforce, as a means to ultimately improve access to care for minority and underserved 
groups. 
(6) There should be no decrease in the number of funded graduate medical education (GME) positions. 
Any increase in the number of funded GME positions, overall or in a given specialty, and in the number of 
US medical students should be based on a demonstrated regional or national need. 
(7) Our AMA will collect and disseminate information on market demands and workforce needs, so as to 
assist medical students and resident physicians in selecting a specialty and choosing a career. 
(8) Our AMA will encourage the Health Resources & Service Administration to collaborate with specialty 
societies to determine specific changes that would improve the agency’s physician workforce projections 
process, to potentially include more detailed projection inputs, with the goal of producing more accurate 
and detailed projections including specialty and subspecialty workforces. 
(9) Our AMA will consider physician retraining during all its deliberations on physician workforce planning. 
[CME Rep. 2, I-03; Reaffirmation I-06; Reaffirmation I-07; Reaffirmed: CME Rep. 15, A-10; Reaffirmation: 
I-12; Reaffirmation A-13; Appended: Res. 324, A-17; Appended: CME Rep. 01, A-19; Reaffirmation: I-22] 
 
Promising Practices Among Pathway Programs D-350.980 
Our AMA will establish a task force to guide organizational transformation within and beyond the AMA 
toward restorative justice to promote truth, reconciliation, and healing in medicine and medical education. 
[CME Rep. 5, A-21] 
 
Continued Support for Diversity in Medical Education D-295.963 
Our AMA will: (1) publicly state and reaffirm its support for diversity in medical education and 
acknowledge the incorporation of DEI efforts as a vital aspect of medical training; (2) request that the 
Liaison Committee on Medical Education regularly share statistics related to compliance with 
accreditation standards IS-16 and MS-8 with medical schools and with other stakeholder groups; (3) work 
with appropriate stakeholders to commission and enact the recommendations of a forward-looking, cross-
continuum, external study of 21st century medical education focused on reimagining the future of health 
equity and racial justice in medical education, improving the diversity of the health workforce, and 
ameliorating inequitable outcomes among minoritized and marginalized patient populations; (4) advocate 
for funding to support the creation and sustainability of Historically Black College and University (HBCU), 
Hispanic-Serving Institution (HSI), and Tribal College and University (TCU) affiliated medical schools and 
residency programs, with the goal of achieving a physician workforce that is proportional to the racial, 
ethnic, and gender composition of the United States population; (5) directly oppose any local, state, or 
federal actions that aim to limit diversity, equity, and inclusion initiatives, curriculum requirements, or 
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funding in medical education; (6) advocate for resources to establish and maintain DEI offices at medical 
schools that are staff-managed and student- and physician-guided as well as committed to longitudinal 
community engagement; (7) investigate the impacts of state legislation regarding DEI-related efforts on 
the education and careers of students, trainees, and faculty; (8) recognize the disproportionate efforts by 
and additional responsibilities placed on minoritized individuals to engage in diversity, equity, and 
inclusion efforts; and (9) collaborate with the Association of American Medical Colleges, the Liaison 
Committee on Medical Education, and relevant stakeholders to encourage academic institutions to 
utilize Diversity, Equity, and Inclusion activities and community engagement as criteria for faculty and staff 
promotion and tenure. [Res. 325, A-03; Appended: CME Rep. 6, A-11; Modified: CME Rep. 3, A-13; 
Appended: CME Rep. 5, A-21; Modified: CME Rep. 02, I-22; Appended: Res. 319, A-22; Modified: Res. 
319, A-23] 
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INTRODUCTION 1 

 2 

At the 2023 Annual Meeting of the American Medical Association (AMA) House of Delegates, 3 

Council on Science and Medicine (CSAPH) Report 7-A-23, “Support Removal of BMI as a 4 

Standard Measure in Medicine and Recognizing Culturally-Diverse and Varied Presentations of 5 

Eating Disorders,” was adopted as amended, though the following recommendations were referred 6 

for study: 7 

 8 

That our AMA recognizes:  9 

(6) that in some clinical circumstances Body Mass Index (BMI) may have utility and that BMI 10 

> 35 should continue to be used for risk stratification.  11 

(7) that BMI is a useful tool for population level surveillance of obesity trends due to its ease of 12 

use and low risk for application inconsistencies.  13 

(8) that BMI is useful as an initial screener for metabolic health risks. (New HOD Policy) 14 

 15 

BACKGROUND 16 

 17 

CSAPH Report 7-A-232, which evaluated the problematic history of BMI and explored other 18 

alternatives to BMI, outlined the harms and benefits to using BMI and concluded that BMI is 19 

inaccurate in measuring body fat in multiple groups because it does not account for the 20 

heterogeneity across race/ethnic groups, sexes, and age-span. The report’s recommendations 21 

recognized the issues with the use of BMI clinically and highlighted the need to use other methods. 22 

This report is a follow-up to that report which will focus on studying the recommendations noted 23 

above to assess if the evidence supports the inclusion of these recommendations into AMA policy.  24 

 25 

METHODS 26 

 27 

English language articles will be selected from searches of PubMed and Google Scholar using the 28 

search terms “Body Mass Index (BMI)”, “BMI over 35 AND clinical utility”, “BMI AND obesity 29 

trends”, and “BMI AND metabolic health risks”. Additional articles will be identified by manual 30 

review of the reference lists of pertinent publications. Web sites managed by government agencies 31 

and applicable organizations will also be reviewed for relevant information. 32 

 33 

DISCUSSION 34 

 35 

Ideally, an obesity classification system would be based on a practical measurement widely 36 

available to clinicians regardless of their setting, would accurately predict health risk (prognosis), 37 
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and could be used to assign treatment strategies and goals.1 The most accurate measures of body fat 1 

adiposity such as underwater weighing, dual-energy x-ray absorptiometry (DEXA) scanning, 2 

computed tomography (CT), and magnetic resonance imaging (MRI) are impractical for use in 3 

everyday clinical encounters.1 Estimates of body fat, including body mass index (BMI, calculated 4 

by dividing the body weight in kilograms by height in meters squared) and waist circumference, 5 

have limitations compared to these imaging methods, but still provide relevant information and are 6 

easily obtained in a variety of practice settings.1 Although BMI does not directly measure body fat, 7 

its utility as a risk estimate has been demonstrated in multiple population studies.2–5 However, in 8 

some instances, the use of BMI as a surrogate measure of body fat may lead to an incorrect 9 

estimation of risk.3,6 The inherent problems with using BMI alone to estimate risk is exemplified by 10 

the obesity paradox, the observed inverse correlation between BMI and mortality in patients with 11 

existing chronic heart failure, coronary heart disease, and chronic kidney disease.3,7,8 However, it 12 

should be noted that the obesity paradox is not observed among people with very low BMI (<18.5) 13 

and very high (BMI >40.0). Although reasons for the obesity paradox remain uncertain, proposed 14 

confounding factors include the poor sensitivity of BMI to detect excess adiposity versus lean 15 

muscle mass, body fat distribution, and the independent contribution of fitness.3,9–11 16 

 17 

Further, the current BMI classification system is misleading regarding the effects of body fat mass 18 

on mortality rates.1,12 Numerous comorbidities, lifestyle issues, gender, ethnicities, medically 19 

significant familial-determined mortality effectors, duration of time one spends in certain BMI 20 

categories, and the expected accumulation of fat with aging are likely to significantly affect 21 

interpretation of BMI data, particularly in regard to morbidity and mortality rates.12 Such 22 

confounders as well as the known clustering of obesity in families, the strong role of genetic factors 23 

in the development of obesity, the location in which excessive fat accumulates, its role in the 24 

development of type 2 diabetes and hypertension, and so on, need to be considered when being 25 

applied to the general population.12,13 26 

 27 

Should BMI >35.0 be used for risk stratification? 28 

 29 

Currently, a BMI of 25.0 – 29.9 in the United States represents individuals who have “overweight” 30 

and a BMI of 30.0 and above represents people who have “obesity.”14 Simply put, obesity is a  31 

chronic, progressive, relapsing, and treatable multi-factorial, neurobehavioral disease, wherein an 32 

increase in body fat promotes adipose tissue dysfunction and abnormal fat mass physical forces, 33 

resulting in adverse metabolic, biomechanical, and psychosocial health consequences.15  However, 34 

obesity is influenced by multiple factors. The environment influences the relationship between 35 

genetics and obesity risk.13,14,16 Further, adverse workplace, school, social, and home environments, 36 

known as “obesogenic environments,” affect physical and social structures and play a role in an 37 

individual’s obesity risk.14 For example, greater availability of fast-food restaurants, poor 38 

neighborhood walkability, and perceived safety risks can limit access to physical activity and 39 

healthy food options.14,17 Additional risks for developing obesity include insufficient sleep and low 40 

socioeconomic status, in part mediated by chronic stress and food insecurity, which are commonly 41 

experienced by racial and ethnic minority populations.14,18 42 

 43 

The literature about the use of BMI for risk stratification is mixed. For example, in many studies 44 

there is a clear empirical link between BMI and various health outcomes – especially in the case of 45 

high BMIs (BMI>40.0).19 There is an observed relationship between obesity (BMI>35.0) and 46 

elevated mortality risk. In examining excess deaths in the U.S. associated with individuals with a 47 

BMI>35.0, some studies found that the highest number of deaths is associated with obesity, while 48 

other studies noted a 22 percent reduction in longevity among men who have obesity.19–21 These 49 
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results were consistent across diverse data sets, with multiple meta-analyses observing a 20–30 1 

percent increased risk of mortality for obese individuals.19,22,23  2 

 3 

However, in contrast to the above findings, studies have found that the association between BMI 4 

and all-cause mortality is a controversial topic. Multiple studies, including several systematic 5 

reviews and meta-analyses, have attempted to explain this association, and found different 6 

results.22,24–27 The general association of BMI and all-cause mortality follows a U or J curve, with 7 

very high mortality among people with very low BMI (<18.5) and very high BMI (BMI >40.0).24 8 

The most common unexpected finding is that people defined as having a normal or ideal weight 9 

with BMI of 18.5 to 25.9 do not necessarily have the best survival.24 In many cases, overweight 10 

people (BMI 25.0 to 30.0), and those who have mild to moderate obesity, (BMI of 30.0 to 35.0 and 11 

35.0 to 40.0), show the best survival.24 This phenomenon has been described as the “obesity 12 

paradox” and it is the subject of intense review due to the potential and very significant impact on 13 

many aspects of routine clinical practice and healthcare in general.24,28–31 The obesity paradox has 14 

been described not only in the general population but also in multiple cohorts of people with highly 15 

prevalent medical conditions including diabetes, heart disease, kidney disease, cancer, stoke, and 16 

rheumatoid and osteo arthritis, among others.22,24,32–37 17 

 18 

Further, it is worth pointing out two important caveats regarding current thresholds used to 19 

diagnose overweight and obesity and risk. The first is that although there is favor for the 20 

assignment of specific BMI cut-offs and increasing risk, relationships between body weight or fat 21 

distribution and conditions that impair health represent a continuum.1 For example, studies have 22 

shown that increased risk for type 2 diabetes and premature mortality occurs well below a BMI of 23 

30.0.1,38 The second is there is a complex association between BMI and all-cause mortality when 24 

evaluated in the context of comorbidities and baseline mortality risk.1 In general, comorbidities are 25 

better predictors of mortality risk except at extreme BMIs (BMI <15.0, 15.0 to 18.5, and ≥45.0). In 26 

patients with no or few comorbidities, BMI seems to better define mortality risk.1 Aggressive 27 

management of comorbidities may provide better survival outcomes for patients with BMI between 28 

normal and moderate obesity (BMI of 18.5 to 25.0 and 35.0 to 40.0).1,38  29 

 30 

Should BMI be used for population level surveillance of obesity trends? 31 

 32 

BMI is by far the simplest and most cost-effective option for tracking obesity at the population 33 

level.19,40 Its continued use by medical professionals, health researchers, and governmental agencies 34 

forms the basis of collective knowledge about the epidemiology of obesity in the U.S. and abroad.19 35 

The authority afforded by its use in science and medicine is further compounded by the public’s 36 

ability to quickly interpret research using BMI.19,41 Even at the individual level, the widespread 37 

availability of BMI equations and charts across numerous forms of media and communications – 38 

such as personal health-tracking applications/devices – encourages the self-evaluation of one’s 39 

health relative to their weight, as the general population is empowered to freely calculate their own 40 

BMI. BMI, therefore, serves as a surveillance mechanism setting a standard by which changes in 41 

population health can be tracked.19,41–44 However, as mentioned in the previous BMI report 42 

(CSAPH Report 7 A-23), the ease of calculating BMI only applies to the adult population and is 43 

inaccurate in children and adolescents because of growth.  In the United States, obesity in children 44 

and adolescents are defined using threshold values from the 2000 CDC sex-specific body mass 45 

index-for-age growth charts. 46 

 47 

In general, most existing obesity surveillance systems in the U.S. rely on BMI. Surveillance 48 

science has been slow to take advantage of research that identifies alternative anthropometric 49 

measures of obesity.45 Combining two or more different anthropometric measures, such as waist-50 

to-hip ratio and waist-circumference-to-height ratio, has been shown to work well and may be more 51 
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sensitive to the accumulation of abdominal fat.45–47 However, these measurements are more 1 

invasive and require additional considerations such as how to track trends using other measures and 2 

how to interpret those new measures on a population level. The biggest issue with current 3 

surveillance systems of obesity is that most surveillance does not include the measurement of 4 

policy or environmental factors that may influence obesity.45,48 For example, there are still gaps in 5 

the availability of surveillance systems for areas such as community-level estimates of obesity-6 

related environments, policies, programs, partnerships, and social norms; community-based 7 

physical activity programs; surveillance of local policies on nutrition standards for foods and 8 

beverages; community-level data on exposure to food marketing; national- and community-level 9 

data on worksite programs; and obesity-related policies on college campuses.45,48 Further, high-risk 10 

populations, i.e., demographic or health status subgroups, are often not adequately represented in 11 

national or state-level surveys and longitudinal BMI measure analyses are uncommon, particularly 12 

among low-resource populations, which are at greater risk of having obesity.45,48 13 

 14 

Should BMI be used as an initial screener for metabolic health risks? 15 

 16 

The current use of BMI as an evaluative and predictive tool is controversial.49 Originally conceived 17 

as a practical index of relative body weight, BMI is now wielded in medicine as a measure for 18 

disease and health risk, despite studies showing that BMI can be an inaccurate proxy for 19 

cardiometabolic markers of health (i.e., blood pressure, cholesterol levels) and imprecise in its 20 

prediction of health risks when applied to the diversity of human bodies.49–52 The use of BMI as an 21 

initial screener for metabolic health risks is controversial. An example of why it is controversial 22 

can be examined in a subgroup of individuals that has been identified within the obese population, 23 

who do not display the typical metabolic disorders associated with higher BMI’s and are 24 

hypothesized to have lower risk of obesity-related complications. Metabolically healthy obesity 25 

(MHO) has been previously defined as a subgroup of obese (which is measured by having a BMI 26 

≥30) individuals who do not have insulin resistance, lipid disorders, or hypertension.53,54 Multiple 27 

studies indicate 10-25 percent of individuals who have obesity, according to their BMI, can be 28 

categorized as MHO.53–55 A study which used the National Health and Nutrition Examination 29 

Survey, a nationally representative sample of adults living in the U.S., to examine the MHO 30 

phenotype, found a prevalence of 32 percent among obese adults over the age of 20.53,56 Further, 31 

studies examining cardiovascular disease (CVD) outcomes or all-cause mortality, were not able to 32 

demonstrate a significant association between MHO and increased risk of CVD and morbidity and 33 

mortality.53  34 

 35 

Further, when thinking about screening tools, specificity should be factored in. Research has shown 36 

that BMI does not appropriately represent racial and ethnic minorities. For example, a longitudinal 37 

study of healthy women found that at the same BMI, Asians had more than double the risk of 38 

developing type 2 diabetes than Whites; Hispanics and Blacks also had higher risks of diabetes 39 

than Whites, but to a lesser degree.57 Studies have found that Blacks have lower body fat and 40 

higher lean muscle mass than Whites at the same BMI, and therefore, at the same BMI, may be at 41 

lower risk of obesity-related diseases.57,58  Finally, as mentioned in the previous BMI report 42 

(CSAPH Report 7 A-23) BMI has the following limitations: older adults tend to have more body 43 

fat than younger adults at an equivalent BMI; women have greater amounts of total body fat than 44 

men with an equivalent BMI; muscular individuals, or highly-trained athletes, may have a high 45 

BMI because of increased muscle mass; and BMI also does not account for the life cycle and 46 

location of accumulated fat caused by hormones.59–61 Given these limitations, certain groups of 47 

people are [?] more likely to be misclassified if BMI alone is used, and therefore these individuals 48 

may be subject to more unnecessary diagnostic testing/evaluation, unnecessary anxiety, and higher 49 

health care spending leading to inequities.  50 
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EXISTING AMA POLICY 1 

 2 

Under existing AMA Policy H-440.866, “The Clinical Utility of Measuring Body Mass Index and 3 

Waist Circumference in the Diagnosis and Management of Adult Overweight and Obesity,” the 4 

AMA supports: (1) greater emphasis in physician educational programs on the risk differences 5 

among ethnic and age groups at varying levels of BMI and the importance of monitoring waist 6 

circumference in individuals with BMIs below 35 kg/m2; (2) additional research on the efficacy of 7 

screening for overweight and obesity, using different indicators, in improving various clinical 8 

outcomes across populations, including morbidity, mortality, mental health, and prevention of 9 

further weight gain; and (3) more research on the efficacy of screening and interventions by 10 

physicians to promote healthy lifestyle behaviors, including healthy diets and regular physical 11 

activity, in all of their patients to improve health and minimize disease risks. 12 

 13 

Further, under AMA Policy H-440.797, “Support Removal of BMI as a Standard Measure in 14 

Medicine and Recognizing Culturally-Diverse and Varied Presentations of Eating Disorders,” the 15 

AMA recognizes: (1) the issues with using BMI as a measurement because: (a) of the historical 16 

harm of BMI, (b) of the use of BMI for racist exclusion, and (c) BMI cutoffs are based primarily on 17 

data collected from previous generations of non-Hispanic White populations and does not consider 18 

a person's gender or ethnicity; (2) the significant limitations associated with the widespread use of 19 

BMI in clinical settings and suggests its use be in a conjunction with other valid measures of risk 20 

such as, but not limited to, measurements of: (a) visceral fat, (b) body adiposity index, (c) body 21 

composition, (d) relative fat mass, (e) waist circumference and (f) genetic/metabolic factors; (3) 22 

that BMI is significantly correlated with the amount of fat mass in the general population but loses 23 

predictability when applied on the individual level; and (4) that relative body shape and 24 

composition heterogeneity across race/ethnic groups, sexes, genders, and age-span is essential to 25 

consider when applying BMI as a measure of adiposity. 26 

 27 

CONCLUSION 28 

 29 

BMI is an imperfect measure of body fat and may be influenced by many factors, including body 30 

composition of muscle mass, fat distribution, visceral vs. subcutaneous fat, and ectopic fat.24 31 

Physical fitness and nutritional status may play a more important role than BMI in predicting 32 

overall health and risk of mortality.24,53 Current use of BMI as an evaluative and predictive tool is 33 

troubling. Originally conceived as a practical index of relative body weight, BMI is now wielded in 34 

medicine as a measure for disease and health risk, despite studies showing that BMI can be an 35 

inaccurate proxy for cardiometabolic markers of health (i.e., blood pressure, cholesterol levels) or 36 

lifestyle factors (i.e., physical activity, eating habits) and imprecise in its prediction of health risks 37 

when applied to the diversity of human bodies.49–52 There is a complex association between BMI 38 

and all-cause mortality when evaluated in the context of comorbidities and baseline mortality 39 

risk.24 Obesity is an important risk factor for many chronic and common clinical conditions. 40 

However, comorbidities are better predictors of mortality risk except at extreme BMIs.24 In patients 41 

with no or few comorbidities, BMI seems to better define mortality risk.24  42 

 43 

The U.S. currently conducts population level surveillance of obesity and individual obesity-related 44 

behaviors. However, to fully understand the etiology of obesity and the effects of prevention 45 

efforts, current surveillance systems must be expanded in terms of settings, measures, periodicity, 46 

and populations.45 Increases in funding and infrastructure for local surveillance would assist in 47 

obtaining data on underserved populations to better understand health disparities in obesity and 48 

prevention efforts.45 Also critical is the addition of environmental and policy measures to 49 

surveillance systems to allow for a better understanding of the global obesity epidemic and the 50 

effects of obesity prevention initiatives on the population.45  51 



 CSAPH Rep. 3-A-24 -- page 6 of 12 

 

An accurate diagnosis of obesity prevents patients at risk due to excess adiposity from being 1 

erroneously labeled as “normal” and avoids labeling patients with no excess fat as overweight or 2 

obese.14 As a result, this report supports the need to screen for secondary causes of obesity such as 3 

environmental factors, hormonal abnormalities (i.e., hypothyroidism, hypercortisolism), psychiatric 4 

diagnoses (i.e., binge eating disorder), iatrogenic obesity (i.e., medications), and genetic syndromes 5 

(i.e., proopiomelanocortin deficiency).14,62 Further, assessment for weight-related comorbidities 6 

such as nonalcoholic fatty liver disease or obstructive sleep apnea is important to understand the 7 

complexity of obesity in patients and guide treatment.14,62 8 

 9 

RECOMMENDATION 10 

 11 

The Council on Science and Public Health recommends that the following be adopted, and the 12 

remainder of the report be filed. 13 

 14 

1. That AMA Policy H-440.797, “Support Removal of BMI as a Standard Measure in Medicine 15 

and Recognizing Culturally-Diverse and Varied Presentations of Eating Disorders,” be amended by 16 

addition to read as follows:  17 

 18 

1. Our AMA recognizes:  19 

1. the issues with using body mass index (BMI) as a measurement because: (a) the 20 

eugenics behind the history of BMI, (b) the use of BMI for racist exclusion, and (c) 21 

BMI cutoffs are based on the imagined ideal Caucasian and does not consider a 22 

person’s gender or ethnicity.   23 

2. the significant limitations associated with the widespread use of BMI in clinical 24 

settings and suggests its use be in a conjunction with other valid measures of risk such 25 

as, but not limited to, measurements of: (a) visceral fat, (b) body adiposity index, (c) 26 

body composition, (d) relative fat mass, (e) waist circumference and (f) 27 

genetic/metabolic factors.  28 

3. that BMI is significantly correlated with the amount of fat mass in the general 29 

population but loses predictability when applied on the individual level. 30 

4. that relative body shape and composition heterogeneity across race/ethnic groups, 31 

sexes, and age-span is essential to consider when applying BMI as a measure of 32 

adiposity.  33 

5. that in some diagnostic circumstances, the use of BMI should not be used as a sole 34 

criterion for appropriate insurance reimbursement.  35 

6. the use of BMI within the context of comorbidities, baseline mortality risk, and 36 

environmental factors such as chronic stressors, poor nutrition, and low physical 37 

activity may be used for risk stratification.  38 

7. BMI is a widely used tool for population level surveillance of obesity trends due to its 39 

ease of use and low risk for application inconstancies, but BMI does not fully capture 40 

the complexity of the obesity epidemic.  41 

8. that BMI, in combination with other anthropometric measures and environmental 42 

factors, may be useful as an initial screener to identify individuals for further 43 

investigation of metabolic health risks.  44 

 45 

2. Our AMA supports further research on the application of the extended BMI percentiles and z-46 

scores and its association with other anthropometric measurements, risk factors, and health 47 

outcomes.  48 

3. Our AMA supports efforts to educate physicians on the issues with BMI and alternative 49 

measures for diagnosing obesity. (Amend HOD Policy) 50 
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Fiscal Note: less than $1,000 
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EXECUTIVE SUMMARY 
 

INTRODUCTION. American Medical Association (AMA) Policy H-135.913, “Metered Dose 
Inhalers and Greenhouse Gas Emissions,” as adopted by the House of Delegates (HOD) at the 2023 
Annual Meeting asked that our AMA study options for reducing hydrofluorocarbon use in the 
medical sector.  
 
METHODS. English language articles were selected from searches of PubMed and Google Scholar 
using the search terms “metered dose inhalers” AND “dry powder inhalers” AND “sustainability” 
as well as “anesthetics” AND “sustainability.” Supplementary searches were performed on both 
effectiveness and cost differences between metered dose inhalers and dry powder inhalers. 
Additional articles were identified by manual review of the reference lists of relevant publications. 
 
BACKGROUND. Metered-dose inhalers (MDIs) are medical devices used to deliver inhaled 
medication for individuals with asthma and chronic obstructive pulmonary disease. MDIs rely on a 
liquified-gas propellant to atomize medication for inhalation delivery. These propellants were first 
chlorofluorocarbons (CFCs) but then later transitioned to hydrofluorocarbons (HFCs) after it was 
found that CFCs were depleting the stratospheric ozone layer.1 HFCs, while not causing ozone 
depletion, are potent greenhouse gases (GHG) and represent substantial proportions of the health 
care sector’s carbon footprint.2–4 Besides MDIs, alternative types of inhalers include dry powder 
inhalers (DPIs) and soft mist inhalers (SMIs), which both have significantly lower GHG emission 
profiles compared to MDIs.4,6 Currently, there is no DPI or SMI combined preventer and reliever 
regimen for asthma that is easy to use and affordable in the U.S., despite being more widely 
available in Europe.7  
 
RESULTS. Except in circumstances where the patient cannot generate sufficient inspiratory 
airflow, such as with very young children (under the age of 5) or frail, older adults,8 research has 
demonstrated that DPIs are as effective and safe as MDIs for most patients.9,10 There is also 
evidence demonstrating that DPIs are easier to use and result in lower error rates compared to 
MDIs.11–13 One potential reason for the lack of competitive, low-cost alternatives to MDIs has been 
pharmaceutical companies’ ability to maintain patent protections on their brand name products 
through secondary patents after the primary patent has expired.14,15 In addition to the use of HFCs in 
MDIs, the other major source of HFC/CFC use in health care comes from anesthetic gases, which 
includes the HFCs sevoflurane and desflurane and the CFC isoflurane.16,17 Clinical care 
recommendations by the American Society of Anesthesiologists Committee on Environmental 
Sustainability to reduce the negative environmental impact of anesthetic gases focus on delivery 
performance improvements, removing or avoiding the “worst” GHG offenders from hospital drug 
formularies, and substituting non-inhaled anesthetic gases when clinically appropriate.18 
 
CONCLUSION. Switching to low carbon footprint inhalers is an opportunity to not only reduce 
GHG emissions from the health care sector, but also to improve chronic asthma management and 
health outcomes through the broader usage of DPI preventer inhalers containing an inhaled 
corticosteroid. With inhaled anesthetics, there are several relatively easy and well documented 
strategies to improve environmental sustainability which could be more widely adopted through 
expanded educational efforts and result in cost savings for health systems.  
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INTRODUCTION 1 
 2 
American Medical Association (AMA) Policy H-135.913, “Metered Dose Inhalers and Greenhouse 3 
Gas Emissions,” as adopted by the House of Delegates (HOD) at the 2023 Annual Meeting asked 4 
that our AMA study options for reducing hydrofluorocarbon use in the medical sector.  5 
 6 
BACKGROUND  7 
 8 
Asthma is a chronic respiratory disease that reversibly impacts the ability of air to move in and out 9 
of the lungs due, usually to inflammation of the airways, and requires ongoing medical 10 
mangement.19,20 The potential factors that cause asthma are both environmental and genetic, 11 
including family history, allergies, viral respiratory infections, occupational exposures, smoking, air 12 
pollution, and/or obesity.21 According to data from the National Health Interview Survey, during 13 
2016 to 2018 approximately 8 percent of the U.S. population reported having asthma, with a higher 14 
prevalence among Black persons (10.7 percent) compared to White persons (8 percent).20 Chronic 15 
obstructive pulmonary disease (COPD) refers to a group of respiratory diseases that cause airflow 16 
blockage and make breathing more difficult, including emphysema and chronic bronchitis.22 About 17 
16 million Americans have COPD and in 2018 it was the fourth leading cause of death in the 18 
U.S.22,23 Exposure to tobacco smoke is a key contributor to the development and progression of 19 
COPD, but environmental exposures to air pollutants, genetic factors, and respiratory infections 20 
also play an important role.23 21 
 22 
Metered-dose inhalers (MDIs) are medical devices used to deliver inhaled medication, typically for 23 
individuals with asthma and COPD. MDIs are pressurized and rely on liquefied-gas propellants to 24 
atomize medication for inhalation delivery. The pharmaceutical industry historically used 25 
chlorofluorocarbons (CFCs), specifically CFC-11, CFC-12, and CFC-114, as propellants. CFCs are 26 
synthetic, nontoxic, and nonflammable chemicals that contain atoms of carbon, chlorine, and 27 
fluorine. They were first developed in the late 1920s to replace toxic refrigerants that were being 28 
used at the time.1 Following their initial development, CFCs were widely adopted and used in foam 29 
insulation, refrigeration, and aerosols (including MDIs). 30 
 31 
While CFCs were found to be safe in their applications, they undergo significant chemical changes 32 
in the upper atmosphere and by the early 1970s, chemists from the University of California 33 
demonstrated that CFCs could be destroying the stratospheric ozone layer that helps shield the 34 
Earth from the sun’s ultraviolet radiation.1 By the 1980s, it was clear that stratospheric ozone loss 35 
was getting worse every year and CFCs were a major contributor. The global environmental 36 
response came in the late 1980s and resulted in the signing of the Montreal Protocol in 1987, which 37 
phased out the use of CFCs. MDIs and other medical uses of CFCs were exempted under the 38 
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Montreal Protocol until safer alternatives could be identified. The pharmaceutical industry 1 
introduced hydrofluorocarbon (HFC) (also known as hydrofluoroalkanes - HFA) propellants for 2 
MDIs as replacements for CFCs in the mid-1990s, specifically HFC-134a in 1996 followed by 3 
HFC-227ea in 2006. However, it took over 20 years, until 2016, for all CFCs to be phased out of 4 
MDI applications.2   5 
 6 
In addition to the use of HFCs in MDIs, modern anesthetic gases include the HFCs sevoflurane and 7 
desflurane, the CFC isoflurane, and nitrous oxide.24 Anesthetic gases have been excluded from 8 
international protocols due to their medical necessity but measured concentrations of desflurane, the 9 
most damaging in terms of GHG warming potential, in the atmosphere have increased over the last 10 
few decades.24 Therefore, exploring alternatives to the usage of these anesthetic gases is another 11 
way health care systems can reduce their carbon footprint and improve sustainability.  12 
 13 
This report outlines the greenhouse gas (GHG) emissions and climate impacts of the use of CFCs 14 
and HFCs in the medical sector, with a focus primarily on MDIs and secondarily on anesthetic 15 
gases, followed by a discussion of potential alternatives and how they compare in terms of their 16 
carbon footprint, effectiveness, and cost.  17 

 18 
METHODS 19 
 20 
English language articles were selected from searches of PubMed and Google Scholar using the 21 
search terms “metered dose inhalers” AND “dry powder inhalers” AND “sustainability” as well as 22 
“anesthetics” AND “sustainability.” Supplementary searches were performed on both effectiveness 23 
and cost differences between metered dose inhalers and dry powder inhalers. Additional articles 24 
were identified by manual review of the reference lists of relevant publications. Data regarding 25 
available asthma/COPD medications presented in Table 2 were extracted from FDA’s approved 26 
drug website and individual medication prescribing sheets.25  27 

 28 
DISCUSSION 29 
 30 
Climate Impact of CFCs and HFCs 31 
 32 
Despite improvements to the ozone layer after the Montreal Protocol, HFCs are powerful GHG that 33 
contribute to climate change. HFCs can be up to 3800 times more powerful of a GHG than carbon 34 
dioxide (see Table 1) and there is now increasing attention on the environmental impacts of HFCs.26 35 
Atmospheric concentrations of common HFCs used in medical sector have been found to be 36 
increasing since the early 1990s while CFCs previously used in MDIs have plateaued and decreased 37 
(see Figure 1).27 Reducing the use of MDIs is consistently noted among the top high-priority and 38 
effective measures for reducing GHGs within the health care sector, as GHG emissions from the 39 
use of MDIs are substantial. MDIs are the most used inhalers in the world.2,26 “In 2020, MDIs made 40 
up 75 percent of inhalers in use in the United States, with the equivalent emissions impact of 41 
driving half a million cars for a year.”3 Due to their wide usage, MDI prescriptions can account for 42 
about three percent of a health system’s carbon footprint.4  43 
 44 
As such, there is an unfortunate feedback loop between ongoing climate change impacts and 45 
treating asthma/COPD with MDI inhalers, as increased global warming will likely exacerbate 46 
existing asthma and respiratory issues, potentially requiring more acute treatment options which 47 
MDIs currently provide.28 Recognizing the climate change impacts of HFCs, the Kigali 48 
Amendment to the Montreal Protocol calls for the phasing out of HFCs due to their climate 49 
warming potential, but medical uses for HFCs are currently exempted. Additionally, the American 50 
Innovation and Manufacturing Act of 2020, enacted by the U.S. Congress, directs the 51 
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Environmental Protection Agency (EPA) to phase down the production and use of HFCs in 1 
consumer products, such as aerosols, refrigerants, etc., by 2036 but the rule also does not apply to 2 
MDIs.29   3 
 4 
Additionally, direct emissions of anesthetic gases have been estimated to represent about three 5 
percent of the health care-related GHGs in high-income nations.30 As noted in Table 1, desflurane 6 
has a GHG warming potential around 5-20 times higher than sevoflurane and isoflurane over a 100-7 
year period and it is also generally more expensive.31 While nitrous oxide is not a HFC, it also has 8 
deleterious climate impacts. Even though it has a lower global warming potential, it is also less 9 
potent than other inhalable anesthetics so is typically used in higher concentrations and has a long 10 
atmospheric lifetime, thus making it problematic from a sustainability perspective.  11 
 12 
Metered Dose Inhalers - What are the alternatives? 13 
 14 
Inhaled therapy is the primary pharmacological therapy for obstructive lung diseases such as COPD 15 
and asthma.32 Obstructive lung disease management and control has two components, symptom 16 
control and risk reduction.5 Inhalers are generally categorized as either reliever or preventer 17 
inhalers, with recent formulations combining these different types into one inhaler that is 18 
recommended for daily usage. Preventer inhalers contain an inhaled corticosteroid (ICS), and  19 
the Global Initiative for Asthma (GINA) and the Expert Panel Working Group of the National 20 
Asthma Education and Prevention Program Coordinating Committee (NAEPPCC) recommend 21 
most patients with asthma receive an ICS treatment.5,33 Reliever inhalers include a short-acting β-22 
agonist (SABA) which is intended to be utilized during asthma exacerbation events. GINA does not 23 
recommend treatment of asthma with SABA inhalers alone. Recent developments in asthma 24 
treatment recommend combined therapy, including anti-inflammatory reliever (AIR), which 25 
consists of ICS with a short-acting β-agonist reliever and maintenance and reliever therapy 26 
(MART) (ICS-formoterol), also called SMART in some places (single inhaler maintenance and 27 
reliever therapy), which combines ICS and long-acting beta-agonist (LABA) therapy together.5  28 
  29 
In addition to different therapeutic approaches, there are different types of inhalers available: 30 
pressurized metered dose inhalers (pMDI), dry powder inhalers (DPI), and soft mist inhalers 31 
(SMIs). DPIs rely on delivering medication in the form of a fine powder that is activated by a 32 
person’s breathing and SMIs use a spring action mechanism to deliver the medication in a fine mist. 33 
pMDIs and DPIs are the two most commonly prescribed and manufactured inhalers globally.6 Table 34 
2 provides a list of U.S. Food and Drug Administration (FDA) approved asthma/COPD 35 
medications, their therapy approach, and the type of inhalation device.  36 
 37 
As shown in Table 2, SABA inhalers available in the U.S. are predominantly pMDIs while the ICS 38 
and combination therapy treatments are available as both DPI and pMDI inhalers. There is only one 39 
DPI reliever inhaler, the ProAir Respiclick/Digihaler, and only four inhalers are available as an 40 
SMI; these are only approved for the treatment of COPD. Currently, there is no DPI anti-41 
inflammatory reliever (AIR) regimen, which combines ICS-SABA that is easy to use and 42 
affordable in the U.S., despite being more widely available in Europe (more on cost considerations 43 
below).7 44 
 45 
Life cycle assessments comparing pMDIs to DPIs have overwhelmingly and consistently found that 46 
DPIs have a much lower carbon footprint due to their lack of an HFC propellant.4,6 Estimates from 47 
the U.K. have projected a 96 percent reduction in the existing carbon footprint of asthma treatment 48 
if all pMDIs were switched to DPIs.6 Similar life cycle assessments comparing SMI versus pMDIs 49 
in terms of overall carbon footprint found comparable reductions in GHG emissions.6 Additionally, 50 
climate model estimates have demonstrated that the phasing out of HFCs, as proposed by the Kigali 51 
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Amendment to the Montreal Protocol, could deliver 0.3 to 0.5℃ degrees of climate benefit by 1 
2100.34 As the Kigali Amendment exempts HFCs for medical uses, it is possible that the 2 
elimination of HFCs in both medical uses and other commercial applications could deliver even 3 
greater climate benefit. 4 
 5 
Safety and Effectiveness of MDIs 6 
 7 
A barrier to switching from MDIs to DPIs has been the concern that DPIs are not as effective or are 8 
more difficult to use than MDIs. Except in circumstances where the patient cannot generate 9 
sufficient inspiratory airflow, such as with very young children (under the age of 5) or frail, older 10 
adults, research has demonstrated that DPIs are as effective and safe as MDIs for a majority of 11 
patients.8–10 For example, a randomized controlled trial (RCT) of patients with COPD comparing 12 
the efficacy of a DPI versus a pMDI pharmaceutical formulation, found that the different inhaler 13 
types demonstrated similar efficacy and a similar proportion of patients in the different inhaler 14 
groups experienced any adverse effects from treatment.9 In another study, researchers did a post-15 
hoc analysis of patients from the Salford Lung Study in Asthma (a 12 month, multi-site RCT study 16 
conducted in the UK on patients with asthma and COPD) who switched from a pMDI to DPI during 17 
the study.35 Patients that switched to DPIs halved their inhaler carbon footprint without loss of 18 
asthma control, and in fact, asthma control was consistently superior over the 12 months in the DPI 19 
group compared to the control group.36 20 
 21 
Despite the popularity and widespread usage of MDIs, studies have shown that many patients use 22 
MDIs incorrectly, despite educational trainings on usage, resulting in improper inhalation 23 
techniques and poor asthma control and management.11,12 DPIs have been found to be easier to 24 
correctly use compared to MDIs, which requires some level of coordination between inhaler 25 
actuation and patient inspiration to ensure correct inhalation and treatment.11,13 Additionally, in a 26 
recent survey of asthma and COPD patients’ inhaler preferences done in the U.K., “environmental 27 
sustainability” was found to be one of the more important characteristics, indicating that patients 28 
may be inclined to switch inhalers from an MDI to a DPI if the environmental impacts were 29 
discussed.37 30 
 31 
While MDIs are the most used inhaler in the U.S., the U.K. has recently designated DPIs as the 32 
default treatment for patients 12 and older and removed two carbon-intensive inhalers from 33 
formularies.38 Additionally, DPIs are the primary inhaler used in several other European countries.3 34 
For example, Sweden has a higher prevalence of asthma to the U.S. (11.6 percent of individuals in 35 
2022 in Sweden compared to 7.7 percent in 2021 in the U.S.) and DPIs account for 90 percent of 36 
inhalers used.39,40 Although there is no available evidence on the role of inhaler types to account for 37 
health outcome differences, Sweden has demonstrated better asthma-related mortality outcomes 38 
compared to the U.S.; in 2012 the age-standardized asthma mortality for the 5–34-year age group in 39 
Sweden was 0.00 compared to 0.37 in the U.S.41  40 
 41 
Additionally, Finland in the early 1990s launched a national ten year program intended to improve 42 
asthma care and limit the projected increases in costs.42 As part of this national program, the 43 
importance of preventative ICS versus reliever medications was emphasized and a shift was 44 
promoted from MDIs to DPIs. As a result of this initiative, the number of patients using daily ICS 45 
went from around 33 percent in 1987 to over 85 percent in 2004 and while DPIs only accounted for 46 
29 percent of inhalers sold in 1993, by 2003 they accounted for 84 percent.42 These changes were 47 
concurrent with improved health outcomes, including a reduction in asthma related deaths and 48 
emergency room visits, and decreased direct annual costs associated with asthma.42  49 
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With the manufacturing of HFC propellent inhalers being an important component of their GHG 1 
emissions, several pharmaceutical companies have made promises to replace existing pMDIs with 2 
new HFC propellent that have a lower carbon footprint.6 There are several new HFC inhaler 3 
formulations that have a much lower GHG warming potential (see Table 1), with at least one set to 4 
be released in 2025. This would help pharmaceutical companies meet their sustainability goals 5 
while also reducing GHG emissions from the overall healthcare sector, but these new HFC inhalers 6 
may be more costly than currently available low-GHG alternatives.  7 
 8 
Cost considerations 9 
 10 
Increased costs are another challenge of switching to DPIs from MDIs, which is partly driven by a 11 
lack of competitive DPIs/SMIs that have been approved and made available in the U.S. (as 12 
compared to Canada and European countries). At the start of 2019, there were no generic inhalers 13 
on the U.S. market. While there are multiple low-cost DPI inhalers available in Europe, there are 14 
few low-cost alternatives in the U.S.7 Researchers estimate that a global inhaler transition where 15 
DPIs are the prevailing inhaler used could take a decade to implement and may lead to increased 16 
patient costs.26,43 Currently, SABA relievers as DPIs compared to MDIs tend to be more expensive 17 
but the cost of HFC propellants is expected to rise due to global policy trends in phasing out the use 18 
of HFCs in products.2   19 
 20 
One potential reason for the lack of competitive, low-cost alternatives to the prevailing MDIs on the 21 
market has been pharmaceutical companies’ ability to maintain patent protections on their brand 22 
name products through secondary patents after the primary patent has expired.14 Primary patents on 23 
pharmaceuticals cover the active ingredients within the medication while secondary patents can be 24 
claimed for peripheral aspects of the product, such as the propellants and delivery devices. 25 
Research on revenue earned on brand-name inhaler products in the U.S. found that manufacturers 26 
earned $67.2 billion while primary patents were active and $110.3 billion (62 precent) after primary 27 
patents had expired but when secondary patents were active, reflecting the importance of these 28 
secondary patents for maintaining high revenues while limiting potential competition.14 The 29 
persistent high cost of inhalers in the U.S. has caught the attention of U.S. lawmakers. In January 30 
2024, U.S. Senator Tammy Baldwin (D-WI) and colleagues launched an investigation into four 31 
pharmaceutical companies in regard to their high prices for inhalers.44  32 
 33 
Despite the increased costs of switching to DPIs from MDIs, improved asthma management could 34 
help balance existing cost differentials. The overreliance on SABA (relief) inhalers alone in asthma 35 
treatment results in poor asthma management and health outcomes, which can lead to greater health 36 
care costs.2 As one study notes, “[a]ny increase in low-cost salbutamol MDIs can potentially be 37 
offset by improving care to drive down their use … and by using more cost-effective controller 38 
medication. For patients with poor asthma control, escalating controller therapy is a cost-effective, 39 
but underused strategy.”2 Evidence from other countries demonstrate that a concerted effort to 40 
increase the use of ICS medication and reduce reliance on relief (SABA) medication, can improve 41 
asthma outcomes and lower costs.42,45  42 
 43 
Policy recommendations to reduce the negative economic impacts of switching to lower carbon 44 
footprint inhalers are severalfold. Lawmakers could incentivize early entry of greener generic 45 
inhalers by extending the 180-day exclusivity period awarded to the first generic manufacturers to 46 
successfully challenge patents on a particular drug-device combination. The U.S Patent and 47 
Trademark Office could also pursue reforms to further examine drug-device combination patents 48 
and ensure the quality of patents issued on new inhalers. Lastly, the Centers for Medicare and 49 
Medicaid Services could determine a favorable reimbursement rate that is applicable for any 50 
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greener inhalers when they gain approval, considering their overall environmental benefits, that 1 
would make them more favorable to include on insurance formularies.15 2 
 3 
Other advantages to switching from MDIs to DPIs 4 
 5 
There are a few other advantages to switching from pMDIs to non-propellent inhalers, like DPIs. 6 
First, because pMDIs can be challenging to use and less critical errors are made while using DPIs,  7 
overall asthma care could improve.45 Also, because not all pMDIs have a counter that shows how 8 
many doses are left, sometimes they are used when empty, also leading to poor disease control. 9 
Lastly, pMDIs are sometimes used with a spacer – which allows patients, particularly young 10 
children who may have difficulty using the inhaler, to deliver the medication in a slower, more 11 
controlled way – and these are supposed to be replaced every year.46 However, a Dutch study found 12 
that only 60 percent of pMDI users received a new spacer annually, which may imply suboptimal 13 
quality of care. As DPIs do not require a spacer, their use eliminates these possible issues while also 14 
reducing the generation of non-reusable plastics.45 15 
 16 
Equity considerations 17 
 18 
There are important health equity considerations regarding asthma prevalence, management, and 19 
related health outcomes in the U.S. that make following current GINA and NAEPPCC care 20 
recommendations challenging.47 Asthma disproportionality impacts Black, non-Hispanic, American 21 
Indian/Alaska Native, and Puerto Rican populations.40,48,49 Additionally, individuals living below 22 
100 percent of the poverty threshold have a higher asthma prevalence compared to other socio-23 
economic groups (10.4 percent compared to 6.8 percent among individuals at 450 percent of 24 
poverty threshold or higher).40 In terms of asthma management, racial and ethnic minority children 25 
are more likely to rely on SABA rather than ICS therapies, which, as noted above, can result in 26 
poorer asthma control and management.49 Lastly, Black, non-Hispanics have a much higher asthma 27 
mortality rate compared to other racial and ethnic groups (24.4 per million for Black, non-Hispanics 28 
compared to 9.8 per million for white, non-Hispanic populations).40 Financial barriers for those who 29 
lack insurance coverage for recommended combined therapies and working through authorizations 30 
and referrals for those with public health insurance also pose equity challenges.47 Considering these 31 
existing health disparities and equity challenges, increased costs associated with new asthma 32 
medications could disproportionately impact low-income communities of color who are already 33 
burdened by asthma and has the potential to increase existing health disparities if asthma 34 
medication becomes more costly and inaccessible. 35 
 36 
Prevention as a primary strategy and alternative 37 
 38 
As noted above, two of the key risk factors for both asthma and COPD are tobacco smoke and air 39 
pollution.21,23 Public health policy and educational campaigns over the last 50 years have been 40 
remarkably successful at lowering the prevalence of smoking and limiting indoor exposure to 41 
tobacco smoke, thus reducing this exposure pathway.50–52 However, tobacco use still remains the 42 
leading cause of preventable disease and death in the U.S.50 The introduction of e-cigarettes and 43 
vape pens in the past decade has led to an increase in e-cigarette usage, particularly among young 44 
adults, which may reverse the decades long downward trend in tobacco usage.53 As such, there is 45 
still a critical need for continued public health efforts to reduce smoking and tobacco use, which 46 
would reduce the prevalence of asthma and COPD. Common outdoor air pollutants, including 47 
particulate matter, ozone, carbon monoxide, lead, sulfur dioxide, and nitrogen dioxide, are in part 48 
anthropogenic (human-caused) and result from the burning of fossil fuels for electricity generation, 49 
industrial uses, and motor vehicle use.54,55 Federal and state policy to reduce air pollution has 50 
resulted in substantially better air quality over the last several decades, but high pollution levels are 51 
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still a concern in many urban areas and for those living close to major sources of pollution, with 1 
low income communities of color experiencing disproportionately high exposure to air 2 
pollution.56,57 Efforts to reduce fossil fuel emissions would thus have multiple co-benefits, including 3 
minimizing anthropogenic climate change by reducing GHG emissions, building more resilient 4 
communities, improving health equity, and reducing outdoor air pollutants resulting in improved 5 
respiratory outcomes.55,58,59     6 
 7 
Anesthetic gases – Solutions and alternatives 8 
 9 
Life cycle assessments of anesthetic gases have found that more than 95 percent of emissions occur 10 
in their waste phase, in that they are emitted freely to the outdoor atmosphere during use through 11 
medical gas evacuation systems or through unscavenged gas exhaled into the indoor environment 12 
that then flows outdoors.18,30 To mitigate the negative environmental impact of anesthetic gases, 13 
clinical care recommendations, including those in the Greening the Operating Room report by the 14 
American Society of Anesthesiologists Committee on Environmental Sustainability, focus on 15 
delivery performance improvements, removing or avoiding the “worst” GHG offenders from 16 
hospital drug formularies, and substituting non-inhaled anesthetic gases when clinically 17 
appropriate.18  18 
 19 
Delivery performance improvements are aimed at lowering the volume of anesthetic gases 20 
unnecessarily wasted or lost during usage. A simple way to minimize gas waste is to lower fresh 21 
gas flows during the maintenance phase of the anesthetic, but continuous oxygen concentration 22 
monitoring is critical to prevent the possibility of hypoxemia.16,18,31 Additional strategies to reduce 23 
gas flow and minimize environmental contamination of anesthetic gases have been outlined by the 24 
American Society of Anesthesiologists Greening the Operating Room report.  25 
 26 
Another strategy to reduce wasted gas is through improved delivery infrastructure. In older hospital 27 
buildings, nitrous oxide has been delivered through central piping systems, which over time have 28 
leaked nitrous oxide into the atmosphere. It is estimated that most nitrous oxide loss happens prior 29 
to its usage with the patient and it has been recommended that these piping systems should be 30 
decommissioned in existing infrastructure and avoided in new construction.31 As an alternative, it is 31 
recommended that portable canisters should be substituted and should be closed between uses to 32 
avert continuous leaks.31 Lastly, in terms of performance improvement, innovative methods for 33 
collecting and reusing anesthesia, thus preventing them from being released directly into the 34 
atmosphere, are currently being researched and evaluated.18 However, these devices have not been 35 
widely used or evaluated on their efficacy, safety, benefit, or cost.24  36 
 37 
When evaluating choice of inhaled anesthesia gases, two important considerations include GHG 38 
warming potential and the gas flowrate.16,18 Desflurane has the highest GHG warming potential 39 
compared to other inhaled anesthetic gases and while nitrous oxide has a lower GHG warming 40 
potential, it requires greater quantities to meet similar clinical effectiveness. Nitrous oxide also 41 
persists in the atmosphere for more than 100 years, making its impacts felt over a much longer 42 
period of time compared to other anesthetic gases.16 The larger quantities needed, and longer 43 
persistence in the atmosphere, makes nitrous oxide’s environmental impact substantially greater 44 
than isoflurane or sevoflurane.30 With these considerations, eliminating desflurane and nitrous 45 
oxide to the greatest extent possible in clinical practice, is recommended for improving the climate 46 
impact of anesthetic gases.60 However, nitrous oxide continues to be useful for elimination of pain 47 
with no real alternative and therefore the use of portable cannisters with nitrous oxide is 48 
recommended versus using older building piping systems.24,61 With desflurane, there is limited 49 
evidence of clinically meaningful differences over other anesthetic gases, except minor differences 50 
in faster mean wake up times following surgery.31 However, desflurane is also more expensive than 51 
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other anesthetic gases, therefore it’s elimination or reduction in usage could result in cost savings 1 
for health care systems.31 2 

 3 
A final practice consideration to improve sustainability and reduce GHG emissions is to use total 4 
intravenous anesthesia and/or regional anesthesia to eliminate volatile anesthetic emissions 5 
whenever possible. It is important to note that this recommendation is not a carbon-neutral strategy, 6 
as considerations must be made for minimizing single use plastics and unnecessary use of drugs and 7 
supplies, which also contribute to overall hospital waste streams that have their own carbon 8 
footprint. That being said, this alternative has been found to be associated with substantially less 9 
emissions, even considering their full life cycle.17,31 To offset environmental impacts from 10 
intravenous anesthesia, there are several strategies to reduce anesthesia equipment waste generation 11 
overall, including: using prefilled syringes and appropriate sized vials for an individual patient, only 12 
opening equipment intended for immediate use, considering purchase of reusable or reprocessed 13 
equipment over disposable, reprocessing or recycling suitable disposable equipment, adjusting 14 
stock levels to minimize discarding expired items, reformulating prefabricated kits to eliminate 15 
unnecessary items, reformulating anesthesia supply carts to eliminate unnecessary items, and 16 
donating expired or unused open equipment.16,62  17 
 18 
Challenges and barriers 19 
 20 
Efforts to make anesthesia care more environmentally friendly have met several barriers. These 21 
include the need for more education among anesthesiologists on the environmental impacts of 22 
different anesthesia options as well as a lack of support from hospital leadership to implement 23 
sustainability efforts.63 In a qualitative study of anesthesiologists, several participants reported a 24 
lack of knowledge and feedback as impediments to sustainable practices.64 An educational 25 
intervention with this aim at the University of Wisconsin was found to be effective at reducing 26 
GHG emissions through changes in anesthetic practices and resulted in cost savings for the 27 
hospital.65 Interestingly, the environmental impact of physician decisions was a greater motivational 28 
impact than monetary savings.65 Thus, further advocacy and education is warranted to guide and 29 
encourage more sustainable anesthetic practices.17  30 
 31 
Beyond increased education, efforts to bring practice changes to scale could include the integration 32 
of sustainability metrics into the Quality Payment Program established by the Medicare Access and 33 
Children’s Health Insurance Program Reauthorization Act of 2015. If environmental costs, 34 
including GHG emissions associated with clinical practices, were to be incorporated into the cost 35 
component of the program, it could serve to reward waste reduction strategies and programs within 36 
healthcare systems.66  37 
 38 
RELEVANT AMA POLICY 39 
 40 
Current AMA policy recognizes that climate change is a public health crisis and supports action on 41 
reducing greenhouse gas emissions and reducing global warming.67 AMA policy recognizes that 42 
minoritized and marginalized populations, children, pregnant people, the elderly, rural 43 
communities, and those who are economically disadvantaged will suffer disproportionate harm 44 
from climate change and the health care sector has an important role to play in reducing its 45 
greenhouse gas emissions.67,68 Lastly, AMA policy on asthma control encourages physicians to 46 
make appropriate use of evidence-based guidelines, to provide self-management education tailored 47 
to the literacy level of the patient by teaching and reinforcing appropriate self-monitoring, the use 48 
of a written asthma action plan, taking medication correctly, and avoiding environmental factors 49 
that worsen asthma; and encourages physicians to incorporate the four components of care 50 
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(assessment and monitoring; education; control of environmental factors and comorbid conditions; 1 
and appropriate medication selection and use).69 2 

 3 
CONCLUSIONS 4 
 5 
Asthma and chronic obstructive pulmonary disease (COPD) are two respiratory diseases with a 6 
large burden of disease in the U.S. and treatment options primarily consist of inhalation therapy, 7 
particularly using metered dose inhalers (MDIs).20,22 MDIs rely on liquefied-gas propellants to 8 
atomize medication for inhalation delivery and represent the most used inhalers in the world.2,3 9 
Propellants in MDIs were historically chlorofluorocarbons (CFCs) but following evidence of their 10 
deleterious impact on the Earth’s ozone layer, were switched to hydrofluorocarbons (HFCs). While 11 
HFCs do not negatively affect the ozone layer, they are potent greenhouse gases (GHG) and 12 
contribute a significant portion of overall emissions in the health care sector.2  13 
  14 
Switching to low carbon footprint inhalers is an opportunity to not only reduce GHG emissions 15 
from the health care sector, but also to improve chronic asthma management and health outcomes 16 
through the broader usage of dry powder inhalers (DPI) or soft mist inhalers (SMI) containing an 17 
inhaled corticosteroid. Other countries, particularly in Europe, have either made commitments to 18 
switch primarily to using DPIs for asthma treatment or made the transition years ago and now an 19 
overwhelming majority of asthma patients use DPIs.3,38,42 However, there are several barriers to 20 
switching to low carbon footprint inhalers in the U.S,, including a common perception among 21 
physicians that DPIs are more difficult to use as well as cost and access barriers to more affordable 22 
and environmentally friendly options available. While there are perceptions among physicians that 23 
DPIs are more difficult to use for some vulnerable populations, research has demonstrated that a 24 
relatively small proportion of asthma patients have insufficient respiratory capacity to use DPIs 25 
effectively and that DPIs are just as clinically effective as MDIs.11–13 The cost and access barriers 26 
could be addressed through policy changes that incentivize the introduction of greener, generic 27 
inhalers on the U.S. market and the inclusion of more environmentally friendly options on 28 
insurance formularies.  29 
 30 
In addition to the use of HFCs in MDIs, the other major source of HFC/CFC use in health care 31 
comes from anesthetic gases, which includes the HFCs sevoflurane and desflurane and the CFC 32 
isoflurane. With anesthetic gases, there are several well documented strategies to improve 33 
environmental sustainability, including the removal or avoidance of the “worst” GHG offender 34 
from hospital drug formularies (desflurane), substituting non-inhaled anesthetic gases when 35 
clinically appropriate, and minimizing gas waste by lowering fresh gas flows during the 36 
maintenance phase of the anesthesia.18 The switch to more environmentally friendly anesthesia 37 
options presents an opportunity for health care systems to lower their carbon footprint and could 38 
result in cost savings.  39 
 40 
RECOMMENDATIONS 41 
 42 
The Council on Science and Public Health recommends that the following be adopted, and the 43 
remainder of the report be filed. 44 
 45 

1. That Policy H-160.932, “Asthma Control” be amended by addition and deletion to read as 46 
follows: 47 

 48 
The AMA: (1) encourages physicians to make appropriate use of evidence-based 49 
guidelines, including those contained in Expert Panel Report III: Guidelines for the 50 
Diagnosis and Management of Asthma released by the National Heart, Lung and Blood 51 
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Institute and the National Asthma Education and Prevention Program Coordinating 1 
Committee Expert Panel Working Group 2020 Focused Updates to the Asthma 2 
Management Guidelines; (2) encourages physicians to provide self-management education 3 
tailored to the literacy level of the patient by teaching and reinforcing appropriate self-4 
monitoring, the use of a written asthma action plan, taking medication correctly, and 5 
avoiding environmental factors that worsen asthma; and (3) encourages physicians to 6 
incorporate the four components of care (assessment and monitoring; education; control of 7 
environmental factors and comorbid conditions; and appropriate medication selection and 8 
use).; and (4) will, in collaboration with interested parties and organizations, develop 9 
content to help physicians talk through the different asthma control options and their known 10 
economic costs and environmental impacts. (Modify Current AMA Policy)  11 
 12 

2. That Policy H-135.913, “Metered Dose Inhalers and Greenhouse Gas Emissions” be 13 
amended by addition and deletion to read as follows: 14 

 15 
1. Our AMA will advocate to reduce the climate effects of hydrofluorocarbon propellants 16 

in metered-dose inhalers and encourage strategies for encouraging supporting 17 
the development and use of alternative inhalers and propellants with equal and or 18 
higher efficacy and less adverse effect on our climate. 19 

2. Our AMA will advocate for supports legislative and regulatory reforms, that increase 20 
access to affordable to keep inhalers medications affordable and accessible, will urge 21 
FDA to consider metered-dose inhaler propellant substitutions for the purposes 22 
of climate protection as drug reclassifications, with lower greenhouse gas emissions 23 
that align with current recommended standards of care. Reforms should aim to ensure 24 
the quality of patents issued on new drug-device combinations, prevent new patents for 25 
minor changes made to delivery systems, and remove barriers to market entry for 26 
generic inhalers.  27 

3. Our AMA supports consideration of the environmental impacts of inhalers when 28 
creating prescription drug formularies and for the federal government to factor 29 
environmental impact into price negotiations with pharmaceutical manufacturers. 30 
without new patent or exclusivity privileges, and not allow these substitutions to 31 
classify as new drug applications. 32 

 33 
3. Our AMA will study options for reducing hydrofluorocarbon use in the medical sector. 34 
(Modify Current AMA Policy) 35 

 36 
3. That the following new policy be adopted. 37 

 38 
REDUCING ENVIRONMENTAL IMPACTS OF ANESTHETIC GASES 39 

 40 
The AMA, in collaboration with interested parties and organizations, will disseminate 41 
evidence-based content and recommended strategies to reduce the global warming impact 42 
of anesthetic gases and encourage the phasing out of desflurane as an anesthetic gas. (New 43 
HOD Policy) 44 

 
Fiscal Note:  $5,000 
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Table 1: Global warming potential of CFC/HFCs used in current and possibly future MDIs as 
well as common anesthetic gases1 
 

 Name Global Warming Potential 
Carbon dioxide – reference 1 

M
D

I P
ro

pe
lla

nt
s HFO 1234ze (potential new propellant in future MDIs) <1 

HFA152a (potential new propellant in future MDIs)  138 
HFA-134a (used in most current MDIs) 1300 
HFA-227ea (used in some current MDIs)  3350 
CFC-11 (previously used in MDIs) 4660 
CFC-12 (previously used in MDIs) 10200 

A
ne

st
he

tic
 

G
as

es
 

Nitrous oxide2 (N₂O) 273 
Isoflurane (CF₃CHClOCHF₂) 539 
Desflurane (CF₃CHFOCHF₂) 2590 
Sevoflurane ((CF₃)₂CHOCH₂F) 144 
Methoxyflurane (CHCl₂CF₂OCH₃) 4 

 
 
 
Table 2: FDA Approved Asthma and COPD Medicationsa 
Drug name (active ingredient) Companyb Method of 

Inhalation 
Type of 
Treatmentc 

Target 
Disease 

Aerospan (flunisolide) Meda pharmaceuticals pMDI ICS Asthma 
Alvesco (ciclesonide) Covis Pharma US pMDI ICS Asthma 
ArmonAir (fluticasone) Teva DPI ICS Asthma 
Arnuity Ellipta (fluticasone furoate) GlaxoSmithKline DPI ICS Asthma 
Asmanex (mometasone) Organon pMDI ICS Asthma 
Asmanex Twisthaler (mometasone) Organon DPI ICS Asthma 
Flovent HFA (fluticasone)3 GlaxoSmithKline pMDI ICS Asthma 
Flovent Diskus (fluticasone) GlaxoSmithKline DPI ICS Asthma 
Pulmicort (budesonide) AstraZeneca DPI ICS Asthma 
Qvar RediHaler (beclomethasone 
dipropionate) 

Teva pMDI ICS Asthma 

Serevent Diskus (salmeterol 
xinafoate) 

GlaxoSmithKline DPI ICS Asthma/ COPD 

Advair HFA (fluticasone propionate 
and salmeterol) 

GlaxoSmithKline pMDI ICS/LABA Asthma 

 
1 Table adopted from Table 1 from this article: 
https://bpspubs.onlinelibrary.wiley.com/doi/10.1111/bcp.15135 and Table 1 from this article: 
https://www.thelancet.com/journals/lanplh/article/PIIS2542-5196(23)00084-0/fulltext  
2 While nitrous oxide is not a hydrofluorocarbon, it is often discussed in tandem with hydrofluorocarbons in 
terms of climate impacts from anesthetic gases. 
3 GlaxoSmithKline recently pulled Flovent HFA and Flovent Diskus from the market and it will now only be 
made available as a generic. https://www.cnn.com/2023/12/28/health/asthma-inhaler-generic-
switch/index.html  

https://bpspubs.onlinelibrary.wiley.com/doi/10.1111/bcp.15135
https://www.thelancet.com/journals/lanplh/article/PIIS2542-5196(23)00084-0/fulltext
https://www.cnn.com/2023/12/28/health/asthma-inhaler-generic-switch/index.html
https://www.cnn.com/2023/12/28/health/asthma-inhaler-generic-switch/index.html
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Advair Diskus (fluticasone 
propionate and salmeterol) 

GlaxoSmithKline DPI ICS/LABA Asthma 

Breo Ellipta (fluticasone furoate and 
vilanterol) 

GlaxoSmithKline DPI ICS/LABA Asthma/ COPD 

Dulera (mometasone furoate and 
formoterol fumarate dihydrate) 

Organon pMDI ICS/LABA Asthma 

Symbicort (budesonide and 
formoterol) 

AstraZeneca pMDI ICS/LABA Asthma/COPD 

Trelegy Ellipta (fluticasone furoate, 
umeclidinium, and vilanterol) 

GlaxoSmithKline DPI ICS/LAMA/ 
LABA 

Asthma/COPD 

Bretzi (budesonide, glycopyrrolate, 
and formoterol) 

AstraZeneca pMDI ICS/LAMA/ 
LABA 

COPD 

Airsupra (albuterol and budesonide) AstraZeneca pMDI ICS/SABA Asthma 
Arcapta (indacaterol) Sunovion DPI LABA Asthma 
Foradil Aerolizer (formoterol 
fumarate) 

Novartis DPI LABA Asthma/COPD 

Striverdi (olodaterol) Boehringer Ingelheim SMI LABA COPD 
Incruse (umeclidinium) GlaxoSmithKline DPI LAMA COPD 
Seebri (glycopyrrolate and 
formoterol) 

Novartis DPI LAMA COPD 

Spiriva Respimat (tiotropium)  Boehringer Ingelheim SMI LAMA Asthma/COPD 
Spiriva HandiHaler (tiotropium) Boehringer Ingelheim DPI LAMA Asthma/COPD 
Tudorza (aclidinium) AstraZeneca DPI LAMA COPD 
Bevespi (glycopyrrolate and 
formoterol) 

AstraZeneca pMDI LAMA/LABA COPD 

Anoro (umeclidinium and 
vilanterol) 

GlaxoSmithKline DPI LAMA/LABA COPD 

Duaklir (aclidinium and formoterol) AstraZeneca DPI LAMA/LABA COPD 
Stiolto Respimat (tiotropium and 
olodaterol) 

Boehringer Ingelheim SMI LAMA/LABA COPD 

Utibron (glycopyrrolate and 
formoterol) 

Sunovion DPI LAMA/LABA COPD 

ProAir (albuterol) Teva pMDI SABA Asthma 
ProAir Respiclick/Digihaler 
(albuterol sulfate) 

Teva DPI SABA Asthma 

Proventil HFA (albuterol sulfate) Merck pMDI SABA Asthma 
Ventolin HFA (albuterol sulfate) GlaxoSmithKline pMDI SABA Asthma/COPD 
Xopenex (levalbuterol) Sunovion pMDI SABA Asthma 
Atrovent (ipratropium) Boehringer Ingelheim pMDI SAMA COPD 
Combivent Respimat (ipratropium 
and albuterol) 

Boehringer Ingelheim SMI SAMA/SABA COPD 

a: This list does not represent an exhaustive list of all FDA approved drugs for asthma and COPD but is intended to 
provide a snapshot of currently available inhalation therapies. 
b: The company listed represents the pharmaceutical company that originally manufactured the drug. Several of these 
brand-name medications have been discontinued as generic formulations are available, while five have independent 
generics. 
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c: ICS: Inhaled corticosteroid; LAMA: long-acting muscarinic antagonist; LABA: Long-acting β-agonist; SABA: 
Short-acting β-agonist; SAMA: Short-acting muscarinic antagonist  
 
 
 
Figure 1: Global average abundances of common CFCs and HFCs, from the NOAA global air 
sampling network since the beginning of 1979.27 [To note: HCFC-22 is primarily used as a 
refrigerant in air conditioning units and is therefore not included in Table 1 as it is not healthcare 
related] 
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REPORT OF THE COUNCIL ON SCIENCE AND PUBLIC HEALTH (A-24) 
Prescribing Guided Physical Activity for Depression and Anxiety (Reference Committee D) 
 
 
 

EXECUTIVE SUMMARY 
 
INTRODUCTION. Resolution 421-A-23 modified existing American Medical Association (AMA) 
policy and asked that our AMA study the evidence of the efficacy of physical activity interventions 
(i.e., group fitness, personal training, or physical therapy) on behavioral activation and outcomes 
on depressive and anxiety symptoms and report its findings to the AMA House of Delegates by the 
2024 Annual Meeting.  
 
METHODS. English language reports were selected from searches of the PubMed and Google 
Scholar databases using the search terms: “physical activity prescribing” AND “depression”, 
“anxiety,” “park prescription programs,” “insurance reimbursement,” “minoritized communities,” 
“older (pregnant, minoritized, adolescent) individuals”.  Additional articles were identified by 
manual review of the reference lists of pertinent publications. Web sites managed by federal 
agencies and applicable professional and advocacy organizations, including the U.S. Department of 
Health and Human Services, Centers for Disease Control and Prevention, the National Institute of 
Mental Health, and the American Council on Exercise were also reviewed for relevant information. 
 
BACKGROUND. Approximately one in eight people (970 million) worldwide are affected by a 
mental health disorder and almost one in two (44 percent) will experience a mental health disorder 
in their lifetime.1,2 Depression is the leading cause of mental health-related disease burden, while 
anxiety is the most prevalent mental health disorders.1,3 Interventions for treatment of depression 
and anxiety often include medication and/or psychotherapy.4 However, one promising alternative 
to psychotherapy or pharmacotherapy to treat depression and anxiety is the prescription of physical 
activity. Research trials examining the effects of physical activity on depression and anxiety 
suggest that physical activity may have similar effects to the combination treatment of 
psychotherapy and pharmacotherapy. However, physical activity prescriptions have not been 
widely adopted therapeutically. The limited availability of evidence on the efficacy of physical 
activity prescriptions for various populations, patient resistance, and the difficulty of prescribing 
and monitoring physical activity in clinical settings remain major barriers to wider adoption.5–7 
Further, a successful physical activity program is multi-faceted and needs to consider what an 
effective program will look like depending on the patient’s individual circumstances (i.e., current 
level of activity, age, access to facilities or safe outdoor spaces, existing chronic conditions, etc.).1  
 
CONCLUSION. This report outlines the biological mechanisms that contribute to the 
antidepressant effects of exercise, the current physical activity guidelines for specific age groups, 
what different levels of physical activity intensity entail, and what counts for the different types of 
activity (i.e., aerobic versus strength training). The report also evaluates the current clinical 
evidence on the efficacy of physical activity on mental health disorders in different populations, 
evidence on the efficacy of physical activity prescription programs, and the current challenges and 
barriers to implementing physical activity as a standard of care for mental health. The 
recommendations recognize the limitations in existing data on developing effective physical 
activity prescriptions, the need for education of health care professionals on the mental health 
benefits of physical activity, and a potential first step to incorporating physical activity into current 
standards of care. 
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Resolution 421-A-23, as adopted by the American Medical Association’s (AMA) House of 1 
Delegates. That policy (H-470.997, “Exercise and Physical Fitness”) directs the AMA to: 2 

 3 
“study evidence of the efficacy of physical activity interventions (i.e., group fitness, personal 4 
training, or physical therapy) on behavioral activation and outcomes on depressive and anxiety 5 
symptoms.” 6 

 7 
BACKGROUND 8 
 9 
In the U.S., five percent adults aged 18 and over experience regular feelings of depression and 12.5 10 
percent have regular feelings of worry, nervousness, or anxiety.8 Feelings of depression, in this 11 
case, is defined as feeling depressed daily and describing the level of depression as “somewhere in 12 
between a little and a lot” or “a lot” or feeling depressed weekly and describing the level of 13 
depression as “a lot.” There are several different types of depressive disorders but, in general, 14 
depression is a mood disorder that affects how a person feels, thinks, and handles daily activities. 15 
Individuals may experience symptoms of persistent sadness or hopelessness, loss of motivation, 16 
low self-attitude, deceased energy, changes in sleep, appetite and concentration, anhedonia, and 17 
sometimes suicidal ideation.9 According to the National Institute of Mental Health, major 18 
depression is one of the most common mental health diagnoses in the U.S. and an estimated 21.0 19 
million U.S. adults (a little over eight percent) have had at least one major depressive episode over 20 
their lifetime.9 There are a variety of etiologies involved in depression, including genetic, 21 
environmental, psychological, and biochemical factors.10 An individual has an increased risk of 22 
depression if they have a family history of depression, they have experienced trauma, major life 23 
changes, stress, chronic pain, certain physical illnesses (such as diabetes, cancer, or Parkinson’s), 24 
or as a side effect to certain medication.10  25 
 26 
Anxiety is a normal physiologic reaction and oftentimes can be positive. When anxiety is 27 
excessive, including somatic anxiety and impacts day-to-day functioning, it is considered an 28 
anxiety disorder.11 Anxiety disorders are a spectrum of anxiety-related illnesses including but not 29 
limited to Obsessive Compulsive Disorder (OCD), Panic Disorder, Agoraphobia, and Generalized 30 
Anxiety Disorder (GAD).11 Symptoms of generalized anxiety disorder may include feeling restless, 31 
on-edge, difficulty concentrating, increased irritability, and sleep disruption.11 Anxiety comes from 32 
a complex interaction between biology and environment. Some factors may include genetics, brain 33 
function and chemistry, individual temperament, development, and one’s perception of threats.11 34 
Anxiety disorders are often comorbid with other mental health conditions, including depressive 35 
disorders.   36 
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Interventions for treatment of depression and anxiety often include medication and/or 1 
psychotherapy, with the greatest evidence of effectiveness often including a combination of both 2 
medication and psychotherapy.4 However, evidence has demonstrated a beneficial effect of 3 
exercise interventions on the prevention of depression. A recent meta-analysis found that people 4 
with high levels of exercise had lower odds of developing depression.12 In other countries such as 5 
Australia, lifestyle management is recommended as the first-line treatment approach, though in 6 
practice, pharmacotherapy is often provided first.13,14 While the many physical and mental health 7 
benefits of regular physical activity are well documented, as of 2019, only 23 percent of adults in 8 
the U.S. were meeting recommended levels of physical activity.15,16,17 Many people in the U.S. 9 
could benefit from increased physical activity to help prevent, better manage, and improve mental 10 
health issues like depression and anxiety.  11 
 12 
METHODS 13 
 14 
English language reports were selected from searches of the PubMed and Google Scholar databases 15 
using the search terms: “physical activity prescribing” AND “depression”, “physical activity 16 
prescribing”, AND “anxiety”, “park prescription programs”, “prescribing physical activity”, AND 17 
“insurance reimbursement,” “minoritized communities” AND “prescribing physical activity,” and 18 
“physical activity for mental health” AND “older (pregnant, minoritized, adolescent) individuals”.  19 
Additional articles were identified by manual review of the reference lists of pertinent publications. 20 
Web sites managed by federal agencies and applicable professional and advocacy organizations, 21 
including the U.S. Department of Health and Human Services (HHS), Centers for Disease Control 22 
and Prevention (CDC), the National Institute of Mental Health, and the American Council on 23 
Exercise were also reviewed for relevant information. 24 
 25 
DISCUSSION 26 
 27 
Physical activity is defined as bodily movement produced by movement of skeletal muscles that 28 
results in energy expenditure.18,19 Exercise is a type of physical activity that involves planned, 29 
structured, and repetitive bodily movement, performed to maintain or improve one’s physical 30 
fitness.18 Numerous guidelines exist to promote recommended amounts of physical activity. HHS 31 
has developed general guidelines for physical activity for different age groups and populations with 32 
specific health concerns.20 Specific recommendations for each group are summarized in Table 1, 33 
but for adults, the general recommendation is at least 150 minutes to 300 minutes of moderate-34 
intensity physical activity each week (e.g., walking or biking at a leisurely to moderate-pace, and 35 
slow swimming) or 75 to 150 minutes of vigorous-intensity aerobic physical activity per week 36 
(e.g., fast-pace walking or biking, jogging, or sports play).  37 
 38 
Physical activity intensity is based on the energy expenditure incurred during the activity, as 39 
expressed by multiples of 1 MET, which is the ratio of the metabolic rate for an activity divided by 40 
a standardized expression of the resting metabolic rate (RMR).20 It has been noted that different 41 
populations, based on gender, age, etc., have different RMRs and correction factors have been 42 
applied to adjust for these individual differences.20 However, in general, physical activity is 43 
categorized into three intensity levels, based on expended energy: light-intensity (1.6-2.9 METs), 44 
moderate-intensity (3-5.9 METs), and vigorous-intensity (≥6 METs).20 It is important to note that 45 
energy expenditure is also determined by an individual’s physical fitness. In other words, an 46 
individual who regularly exercises may find fast-paced walking to be a moderate intensity exercise 47 
versus someone who has historically been physically inactive may find it to be of vigorous 48 
intensity. Lastly, different types of physical activity are based on the type of movement and the 49 
way in which different components of the body are engaged. Table 2 defines several common types 50 
of movement. To note, many physical activities combine more than one type of movement. 51 
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Biological Mechanisms Underlying the Role of Physical Activity on Depression and Anxiety 1 
 2 
It has been demonstrated that exercise has beneficial effects in reducing symptoms of depression 3 
such as low mood, anhedonia, and loss of interest and on body functions such as cardiorespiratory 4 
system and cognitive function..21 However, more research is needed into the mechanisms 5 
underlying the antidepressant effects of exercise. Most studies on the mechanisms of the 6 
antidepressant effect of exercise are mouse/rodent model studies, with some clinical studies in 7 
humans when feasible.21,22 The biological pathways whereby regular physical activity might confer 8 
resilience include promoting an anti-inflammatory state, reducing the negative effects of oxidative 9 
stress, serving as a buffer against stress and stress-related disorders/chronic diseases, and 10 
enhancing neuroplasticity and neurogenesis.21–25 In addition, exercise causes an increase in 11 
neurotransmitters associated with increased activity of dopamine, 5-hydroxytryptamine, and 12 
noradrenaline in the central nervous system.  13 
 14 
Anti-inflammatory and Antioxidant Factors 15 
 16 
A mechanism in which regular exercise and/or physical fitness may confer resilience is through 17 
minimizing inflammation. Psychological stress and physical inactivity/low aerobic fitness have all 18 
been associated with persistent, systemic, low-grade inflammation, and are associated with adverse 19 
effects on mental and physical health.21,26,27 Systemic markers of inflammation include tumor 20 
necrosis factor alpha (TNFα), interleukin (IL)-1, IL-6, IL-8 and C-reactive protein (CRP), with 21 
elevated basal IL-6 and CRP levels being closely associated with persistent depressive 22 
symptomatology and cognitive dysfunction.28 A randomized control trial (RCT) designed to assess 23 
the relative efficacy of aerobic exercise to augment selective serotonin reuptake inhibitor (SSRI) 24 
treatment of major depressive disorder (MDD) in treatment-resistant patients, found those who had 25 
high basal levels of serum TNFα were found to have a greater decrease in depressive symptoms 26 
over the 12-week aerobic exercise intervention.28,29 These results suggest that high serum TNFα 27 
levels may differentially predict better outcomes with exercise and antidepressant medication as 28 
treatment as opposed to antidepressant medications alone, wherein high serum TNFα levels are 29 
linked to a poor treatment response.28,29 30 
 31 
Oxidative Stress (OS)  32 
 33 
Oxidative and nitrosative stress occurs when excess reactive oxygen species and reactive nitrogen 34 
species are produced as a byproduct of metabolic processing and have harmful effects on the 35 
body.21 Organs such as the brain are particularly vulnerable to this damage because it has a high 36 
metabolic rate and lower antioxidant levels.21,30 As a result, oxidative stress pathways may 37 
contribute towards the pathophysiology of psychiatric disorders, such as depression. Over time, the 38 
resulting damage may counteract neuroplasticity and contribute some of the structural 39 
abnormalities in people with depression.21 Moderate aerobic exercise has been shown to reduce OS 40 
and inflammation.21 It also reduces the concentration of several inflammatory biomarkers, such as 41 
IL-6, homocysteine, and TNF-α, and restrains the activity of nicotinamide adenine dinucleotide 42 
(NADH) oxidase, which results in metabolic oxidative stress.21 One study illustrated that voluntary 43 
wheel running alleviated depression-like symptoms in male rats with prenatal ethanol exposure and 44 
that the positive effects of exercise were linked to increased levels of antioxidants.21,31 In clinical 45 
studies, a 12-week aquatic exercise program in older adults with depression (n = 92) was shown to 46 
reduce depression and anxiety and decrease OS.21,32  47 
 48 
Neurogenesis and Neuroplasticity 49 
 50 
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The beneficial effects of physical activity and increased cardiorespiratory fitness on brain health 1 
are well recognized. Chronic stress, exemplified by high level glucocorticoid exposure, decreases 2 
neurotrophic factor expression/signaling, neurogenesis and gliogenesis in the brain; this appears to 3 
be associated with reduced volumes of stress-sensitive brain regions as well as depression and 4 
cognitive dysfunction.28,33,34 By contrast, regular exercise has been shown to enhance positive 5 
mood, decrease depression and anxiety, and increase cognitive function such as learning and 6 
memory in both animal and human studies.28,29,35 Possible biological mechanisms mediating these 7 
effects include structural (i.e., increased neurogenesis, synaptogenesis, gliogenesis and 8 
angiogenesis) and cellular/molecular changes in the brain.28,35,36 Together, they can promote 9 
enhanced neuroplasticity and may be capable of blocking and/or reversing the detrimental effects 10 
of chronic stress on the brain. 11 
 12 
One important growth factor that has received much attention is brain-derived neurotrophic factor 13 
(BDNF).28,37 BDNF plays a critical role in integrating behavioral and metabolic responses to 14 
various challenging environments, including exercise.28,37 Studies of outpatients with MDD and 15 
persistent depressive disorder demonstrated that both acute and regular exercise caused an increase 16 
in BDNF.21 A study of elderly women with major depression showed that a single exercise session 17 
significantly increased serum BDNF levels; however, it showed a significant secondary decrease in 18 
BDNF serum levels after 30 min of rest. This suggests that acute exercise might be beneficial for 19 
MDD treatment, but further studies are needed.21,38 20 
 21 
EFFICACY OF PHYSICAL ACTIVITY ON DEPRESSION AND ANXIETY IN DIFFERENT 22 
POPULATIONS 23 
 24 
The sections below examine current evidence in the literature about the efficacy of physical 25 
activity on anxiety and depression in children and adolescents, older adults, adults with chronic 26 
health conditions and/or disability, pregnancy, and minoritized communities. There are many 27 
limitations in current literature surrounding the benefits of physical activity on anxiety and 28 
depression which includes, but are not limited to, the nature of the patient sample; the methods 29 
used to document anxiety and depression in the patient sample; the lack of inclusion of 30 
symptomology to describe anxiety disorders and depressive disorders in the patient sample; 31 
heterogeneity within the group of individuals who have similar depressive disorders or anxiety 32 
disorders; and the lack of objective measures of either functional or quality of life impairment. 33 
Further, it should be acknowledged that depression and anxiety are complex disorders that are 34 
influenced by many factors and are often comorbid with other mental health conditions. 35 
 36 
Children and Adolescents 37 
 38 
A systematic review and meta-analysis which included studies involving 2441 participants aged 39 
less than 19 years old, aimed to understand if physical activity interventions were associated with 40 
significant reductions in depressive symptoms compared with the control condition in children and 41 
adolescents.39–44 This meta-analysis showed that physical activity interventions produced greater 42 
reductions in depressive symptoms compared with the control conditions.39–44 However, these 43 
differences were not detected after a mean follow-up of 21 weeks, possibly due to the limited 44 
number of studies with follow-up outcomes.39–44 Previous studies have shown that physical activity 45 
had greater benefits in participants aged 13 years or older than in younger participants.45 It also has 46 
been demonstrated that three physical activity sessions per week and interventions that were shorter 47 
than 12 weeks induced greater benefits on depressive symptoms compared with other frequencies 48 
and durations.45 These findings were reflected in the results of previous meta-analyses on the 49 
association between physical activity and depression, suggesting that increasing amounts of 50 
physical activity may not translate into greater reductions in depressive symptoms.39,46,47 A recent 51 
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cross-sectional study found a U-shaped association between physical activity frequency and mental 1 
health, such that 10 to 15 sessions per month induced the greatest mental health improvements.39,48 2 
In contrast, there is other evidence that greater than 10 to 15 sessions per month of physical activity 3 
have increasingly beneficial effects on mental health.39,49 These discrepancies in the literature 4 
highlight the need for more comprehensive studies in this population to better understand the 5 
benefits of physical activity on depressive symptoms.  6 
 7 
Older Adults  8 
 9 
Regular physical activity can help older adults, aged 50 years and older, maintain and improve their 10 
mental health and cognitive ability, and reduce symptoms of depression and anxiety.50–52 It can also 11 
improve other functional abilities, including physical function and balance, thereby preventing falls 12 
and fall-related injuries.50,51,53 In addition to serving as an important pathway for improved mental 13 
health, physical activity brings social benefits, as being active offers the chance to build 14 
relationships and strengthen social networks around an older person.50 15 
 16 
One study examined the minimal dose of moderate to vigorous physical activity (MVPA) 17 
associated with a reduced risk of depression and depressive symptoms in 4016 older adults, over a 18 
10-year period.50 Depression and depressive symptoms were measured using the short form of the 19 
Centre for Epidemiological Studies Depression scale along with the Composite International 20 
Diagnostic Interview for diagnosis of a major depressive episode during the past 12 months. Older 21 
adults performing between 400 to 600 MET minutes per week had a 16 percent lower rate of 22 
depressive symptoms and 43 percent lower odds of major depression.50 These findings were 23 
consistent with meta-analytic data suggesting that mental health benefits among adults can be 24 
achieved with physical activity below public health recommendations (600 MET-min/wk). 25 
Specifically, an activity volume equivalent to 2.5 hours per week of brisk walking was associated 26 
with a 25 percent lower risk of depression, and half that activity volume was associated with an 18 27 
percent lower risk compared with no activity.46,50 Minimally sufficient activity doses for depressive 28 
symptoms and major depressive disorder vary based on chronic disease status.50 For depressive 29 
symptoms, older adults with chronic disease showed a significantly reduced risk (seven percent) at 30 
the WHO guideline threshold of 600 MET-min/wk, although the greatest decreases occurred with 31 
increasing physical activity dose, with a similar outcome observed for major depression.50,54 32 
Further, previous meta-analytic evidence that suggested significantly larger antidepressant effects 33 
of exercise training among adults with chronic illness who were meeting WHO guidelines for 34 
physical activity.50,54–56 35 
 36 
Adults With Chronic Health Conditions and/or Disability  37 
 38 
Regular physical activity is recommended for adults with chronic health conditions and/or a 39 
disability and can provide both physical and cognitive benefits.20,54 For many chronic conditions, 40 
physical activity provides therapeutic benefits and is part of recommended treatment for the 41 
condition.57 The benefits of physical activity for people with disabilities have been studied in 42 
diverse groups with disabilities related to traumatic events or to chronic health conditions. These 43 
groups include people with previous stroke, spinal cord injury, multiple sclerosis, Parkinson 44 
disease, muscular dystrophy, cerebral palsy, traumatic brain injury, limb amputations, mental 45 
illness, intellectual disability, and dementias including Alzheimer.20,57 Studies have shown there 46 
was moderate-certainty to high-certainty evidence that physical activity decreased symptoms of 47 
anxiety and depression in people with chronic conditions.20,57,58 48 
It should be noted that data assessing the benefits of physical activity in individuals with a 49 
disability is very limited. In individuals who are disabled and with schizophrenia or major 50 
depressive disorder, there is moderate-certainty evidence for the beneficial effects of physical 51 



 CSAPH Rep. 9-A-24 -- page 6 of 25 
 

activity on quality of life.20,54,59 There is also moderate-certainty evidence that physical activity can 1 
have beneficial effects on cognition in people who are disabled with multiple sclerosis, Parkinson’s 2 
disease, a history of stroke, ADHD and major clinical depression.20,54,59  3 
 4 
Pregnancy  5 
 6 
There is limited evidence on the efficacy of physical activity in reducing symptoms of anxiety and 7 
depression in people who are pregnant. Most studies focus on pregnant women, and this highlights 8 
a gap in current literature. Depression in pregnancy is a significant public health problem; both 9 
pregnancy and childbirth are some of the factors that contribute to the development of 10 
depression.60,61 The incidence of depression in pregnancy ranges from 6–25 percent.60,62–64 The 11 
incidence of depression during pregnancy, also varies depending on trimester.60 It is estimated that 12 
the onset of depression occurs in 7.4 percent (2.2–12.6 percent) of pregnant women in the first 13 
trimester, in 12.8 percent (10.7–14.8 percent) of pregnant women in the second trimester, and in 14 
12.0 percent (7.4–16.7 percent) of pregnant women in the third trimester.60,65 In addition, according 15 
to WHO data, depression during pregnancy is a strong risk factor for the development of 16 
postpartum depression, which may affect 10–15 percent of pregnant women in the period of up to 17 
12 months after delivery.54,60 Moreover, prior studies have shown that a lack of proper treatment of 18 
depression in people who are pregnant and may have a negative impact on the fetus (i.e., premature 19 
delivery, reduced birth weight, as well as an increase in the concentration of stress hormones in the 20 
child).60,66 Early and correct diagnosis can minimize the negative effects of depression on the birth 21 
parent’s, fetus’s, and child’s health.60,67 22 
 23 
Even a small amount of physical activity during pregnancy may reduce the severity of depressive 24 
symptoms, as well as the occurrence of depression.60 The best forms of activity during pregnancy 25 
include walking, yoga, swimming and general exercises (i.e., breathing, posture, and Kegel 26 
exercises).68 However, it should be noted that the physical capacity of pregnant women varies in 27 
terms of their baseline physical activity levels and individual trimesters.68 Research on the 28 
influence of supervised training on depressive disorders shows that aerobic exercises performed 29 
three times a week for about 60 minutes can significantly reduce the symptoms of depression in 30 
pregnant women.60,69–71 However, there are also reports indicating that physical activity already at 31 
the level of 1–2 sessions a week may also be beneficial in reducing the frequency and severity of 32 
depressive symptoms in pregnant women.72 Being physically active in pregnancy not only has 33 
benefits of lowering the risk of developing depression in pregnancy, but also has the benefits of 34 
lowering the risk of developing depression in early and late postpartum.60,70 In addition, evidence 35 
suggests that women who do not exercise are more at risk of developing depressive disorders, both 36 
during pregnancy and postpartum compared to women who exercise.60,70 37 
 38 
Minoritized Communities 39 
 40 
Data on the benefits of physical activity on mental health in minoritized communities is limited, 41 
and many barriers exist for these communities. However, it has been noted that minority 42 
populations are more likely to seek care for mental health concerns from their primary care 43 
providers versus behavioral health professionals, underscoring an important opportunity for 44 
primary care physicians to engage with their patients on this issue.73 Strategies to reduce depressive 45 
symptoms and improve emotional well-being in older Hispanic/Latinx adults are largely absent 46 
from the scientific literature. One study suggests that older Hispanic/Latinx adults displayed 47 
improvements in depressive symptoms at the 24-month follow up period following an exercise 48 
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intervention that included four weekly one-hour group-based exercise classes targeting strength 1 
training, endurance, balance and flexibility.74 The results of this study were consistent with 2 
previous research documenting the therapeutic health effects of structured exercise in older adults 3 
using Latin dance.74,75 Culturally appropriate and cost-effective intervention modalities to reduce 4 
depression in Hispanics/Latinxs are both needed and critical given the stigma associated with 5 
mental health disorders in this population and reluctance in taking antidepressant medication.74,76 6 
 7 
Multiple studies have found a significant inverse relationship between physical activity and 8 
depressive symptoms in Black adults.77–80 In a mixed-methods study on aspects of depression 9 
among low-income black youth, life challenges faced by participants diminished the potential anti-10 
depressant effects of exercise – highlighting the importance of the social determinants of health 11 
role as a moderator in the effectiveness of exercise as a therapy.81 The available research has 12 
limitations and further studies are needed in this population to assess the benefits of physical 13 
activity on mental health. 14 
 15 
Anxiety Studies 16 
 17 
Studies assessing the impact of physical activity on anxiety disorders are limited. One study 18 
investigated cross-sectional and longitudinal associations between different amounts of moderate-19 
to-vigorous physical activity and anxiety symptoms in older adults (50 years of age and older) in 20 
Ireland.82 Compared with the inactive group, the minimally- and very-active groups were 21 
associated with an 8.4 percent and 18.8 percent lower odds of anxiety, respectively.82 However, 22 
following adjustment, only high volumes of physical activity were significantly associated with 23 
lower prevalence of anxiety.82 24 
 25 
Another study aimed to document the effect of add-on treatment with structured physical exercise 26 
in a clinical population of adolescents hospitalized for depression and anxiety in a psychiatric 27 
hospital in Belgium.83 A group of 52 adolescent inpatients were randomly assigned to a physical 28 
exercise or control social relaxation program three to four times per week over a six-week period 29 
(20 hours in total).83 The results showed a reduction in anxiety symptoms over time in both groups. 30 
Therefore, it was concluded that there was no benefit of sufficient effect size to attain 31 
significance.83 To date, there is a significant lack of evidence for a reduction in symptoms of 32 
anxiety with exercise in young ambulatory patients.  33 
 34 
Finally, a study in Sweden investigated the effects of an exercise intervention on symptoms of 35 
anxiety and to evaluate the benefit of moderate/high intensity exercise vs low intensity exercise, in 36 
primary care patients diagnosed with anxiety disorder.84 Included in the study were patients aged 37 
18 to 65 years of age and were diagnosed with anxiety disorders using Diagnostic and Statistical 38 
manual of Mental disorders (DSM-IV and V), including panic disorder (PD; DSM 300.01), 39 
generalized anxiety disorder (GAD; DSM 300.02) and anxiety not otherwise specified (NOS; DSM 40 
300.00).84 This study shows that both low- and moderate/high intensity exercise interventions 41 
improved anxiety symptoms at follow-up.84 This was done using self-assessed severity of 42 
perceived anxiety symptoms using the clinically well-established psychiatric assessment scale 43 
Beck Anxiety Inventory.84  These effects were independent of depressive symptoms, which is 44 
important to assess given the well-known benefits of exercise for patients with MDD.84–86 Severity 45 
of ongoing symptoms of depression was self-assessed using the Montgomery Åsberg Depression 46 
Rating Scale (MADRS-S).84 Although no clear dose-response effect of exercise intensity was 47 
observed, there was a significant trend in the proportion of patients with improved anxiety 48 
symptoms with increased exercise intensity.84 49 
 50 
PHYSICAL ACTIVITY PRESCRIPTIONS 51 



 CSAPH Rep. 9-A-24 -- page 8 of 25 
 

 1 
What is a Physical Activity Prescription? 2 
 3 
Physicians may recognize the therapeutic benefit of physical activity and may have even counseled 4 
their patients to “exercise more,” as part of their treatment. In fact, in a cross-sectional survey 5 
among faculty and staff from a large academic tertiary care medical center in the southeastern U.S. 6 
with nearly 200 respondents, more than half (58 percent) said they recommended exercise as part 7 
of treatment but roughly only a quarter offered specific exercise instructions (24 percent) or 8 
followed national guidelines (30 percent).87 This type of general clinical advice to exercise is not 9 
what is referred to as a physical activity prescription. 10 
 11 
A physical activity prescription is one that dictates a specific regimen of physical activity and, like 12 
any other medical prescription, includes details on the type, dose, frequency, duration, and 13 
therapeutic goal.88 Another key component of the physical activity prescription is connecting 14 
patients with appropriate, supportive physical activity resources.89 A critical component of 15 
counseling or prescribing physical activity to patients is understanding what different levels of 16 
physical activity intensity entail and what counts for the different types of activity (i.e., aerobic 17 
activities versus muscle strengthening). 18 
 19 
It is also important to distinguish between physical therapy and a physical activity prescription. 20 
Physical therapy’s universal aim is “to identify and maximize human movement potential within 21 
the spheres of promotion, prevention, treatment and rehabilitation,” and has the potential to be an 22 
effective promotion of physical activity.90 However, physical therapy has generally been employed 23 
as a means for restoration and maintenance of physical functioning in individuals who have 24 
experienced a disabling condition, loss of movement, or injury, as opposed to a method to improve 25 
physical activity in general.90 Part of this is due to the insurance industry’s payment system, which 26 
does not generally pay for physical activity programming.  27 
 28 
Effectiveness of Physical Activity Prescriptions for Depression and Anxiety 29 
 30 
While there have been numerous studies assessing the relationship (causal or otherwise) between 31 
physical activity and mental health disorders, there are fewer available studies evaluating the 32 
effectiveness of physical activity prescription-type interventions designed specifically for the 33 
treatment of depression and/or anxiety. A 2014 meta-analysis evaluating exercise as a treatment for 34 
depression identified five RCTs where exercise was found to be beneficial in the treatment of 35 
depression.91 Specifically, treatment programs with exercise done at least three times a week, for a 36 
minimum of nine weeks, at moderate intensity were shown to be an effective for treatment of 37 
depression.91  38 
 39 
A 2018 meta-analysis of RCTs evaluating the effects of Baduanjin (a traditional Chinese mind-40 
body exercise) in adults diagnosed with any mental (depression, anxiety or mood) or physical 41 
illness (e.g., fatigue, diabetic mellitus, cancer, drug addiction, heart disease, stroke, and 42 
musculoskeletal disorder) found that despite wide heterogeneity among treatment interventions, in 43 
terms of frequency, length, intensity, etc., the Baduanjin intervention was effective in reducing 44 
both anxiety and depression among  the patients.92 A more recent RCT assessed the impact of 45 
Baduanjin on patients diagnosed with lung cancer who were experiencing depression and anxiety. 46 
After an eight-week intervention, the treatment group had statistically significant lower self-47 
reported depression and anxiety scores compared to baseline.93 Despite the positive and consistent 48 
findings on the impact of Baduanjin on depression and anxiety, the cultural context of these studies 49 
and focus on Baduanjin specifically  may reduce the generalizability to the U.S. population. 50 
 51 
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There is also qualitative evidence from general practitioners in New Zealand on a physical activity 1 
prescription program, the Green Prescription, for treating depression. The Green Prescription 2 
program involved a prescription for physical activity provided by a general practitioner or nurse 3 
and lasted for a three-month period. Within those three months, individuals received monthly 4 
phone calls from patient support counselors to help set realistic physical activity goals and identify 5 
solutions for barriers encountered.  All general practitioners interviewed in the study emphasized 6 
the importance of physical activity to improve mood and treat depression and noted its usefulness 7 
in helping lessen the need for pharmacotherapy.94   8 
 9 
Making Physical Activity Assessment and Prescription a Medical Standard of Care 10 
 11 
In April 2015, the American College of Sports Medicine and Kaiser Permanente convened a joint 12 
consensus meeting to discuss the development and implementation of a physical activity vital sign 13 
(PAVS) to be obtained and recorded regularly.95,96 PAVS was documented based on the answers 14 
from two questions: 1. On average, how many days per week do you engage in moderate to 15 
vigorous physical activity (like a brisk walk) and 2.  On average, how many minutes do you engage 16 
in physical activity at this level?  It resulted in a “call to action” for current and future clinicians 17 
and the health care community to implement a PAVS in daily practice with every patient.95,96 The 18 
health care team is uniquely positioned to address the importance of a healthy lifestyle, including 19 
physical activity, in the prevention and treatment of disease and disability.  20 
 21 
As a result, Kaiser Permanente, Greenville Health System in South Carolina, and Intermountain 22 
Healthcare System in Utah successfully integrated the use of PAVS.95,97 These organizations have 23 
been able to manage workflows and include the measure in their electronic health record alongside 24 
other vital signs. They have accomplished this goal working alongside different health record 25 
vendors, including Epic, HELP2, and iCentra.95,97 Further, a study of 2.1 million adult patients from 26 
Kaiser Permanente in Southern California demonstrated that within the first year of 27 
implementation, they were able to capture a PAVS on 85 percent of eligible patients.95,97 28 
Importantly, the PAVS showed similar results to the reported number of minutes of exercise 29 
compared with other self-reported physical activity questionnaires, such as Behavioral Risk Factor 30 
Surveillance System (BRFSS) (50 percent) and the National Health and Nutrition Examination 31 
Survey (NHANES) (59.6 percent).95,97  32 
 33 
Best practices to implement a uniform PAVS and physical activity prescription include increased 34 
education on benefits of physical activity on health, collaboration with large medical associations, 35 
alignment with current initiatives (i.e. Physical Activity Guidelines for Americans), and 36 
collaboration with local community groups, organizations, or facilities for counseling and 37 
assistance with culturally appropriate, basic physical activity information.95 Due to its successful 38 
implementation, there are readily accessible resources (professionals, patient materials, and access 39 
to adequate facilities/equipment) to implement the recommendations for integrating PAVS and 40 
avenues to re-educate practicing clinicians and health care team members.95 Further, at the level of 41 
the individual physician, medical practice, and health care system, there are a variety of incentives 42 
tied to quality measures or metrics. .95,98 43 
 44 
When prescribing physical activity, what has been demonstrated to work well? 45 
 46 
Treatment programs that incorporate aerobic activities at a moderate level of intensity either in a 47 
group or individual setting have been shown to be effective.91 Programs that included some level of 48 
supervision by an individual trained in physical activity were recommended to achieve beneficial 49 
treatment.91 Physicians should consider the following when developing a physical activity 50 
prescription for their patients. First and foremost, the prescription must be tailored to the individual 51 
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and incorporate the following four steps: (1) take an exercise history, (2) identify any 1 
contraindications and refer those who require medical clearance to a sports/exercise specialist, (3) 2 
develop an effective but realistic program, and (4) provide advice on how to reduce sedentary 3 
behavior.6 These considerations are critical, as developing an effective and specific physical 4 
activity program will depend on the patient’s current level of activity and must be considerate of 5 
age and existing chronic conditions.99 Another component of an effective physical activity 6 
prescription is considering exercise that integrates physical activity into an individual’s daily life or 7 
habits, rather than making it an extra chore.6,100  8 
 9 
A critical component of implementing physical activity prescriptions is the integration of PAVS in 10 
electronic health records.97,100 Additionally, it has been recommended that a successful physical 11 
activity prescription intervention must engage the larger health care team, not just the clinician.89,100 12 
For the Green Prescription program in New Zealand, the health care team responsible for providing 13 
the physical activity prescription included patient support counsellors and nurses, who helped carry 14 
out more of the time-consuming tasks and administration of the program.89 For additional guidance 15 
and resources on prescribing physical activity, the American College of Sports Medicine’s Exercise 16 
site has a step-by-step guide for clinicians to utilize in their practice.101 17 
 18 
CHALLENGES AND BARRIERS 19 
 20 
A challenge for physicians in prescribing physical activity is the heterogenous nature of exercise 21 
activities and programs (as outlined above, there are many ways to exercise and at different levels 22 
of intensity, frequency, etc.) and knowing what is most appropriate for the patient. Another major 23 
barrier for physicians is the amount of need time to spend with patients to talk through a physical 24 
activity prescription, including, but not limited to, doing a baseline assessment, creating an 25 
individually tailored plan, and connecting the patient with appropriate resources.94,100 Additionally, 26 
there is no standard of practice in the U.S. (like nutritional counseling) for physical activity 27 
counseling and prescription within a clinical setting.89 However, the global health initiative, 28 
Exercise is Medicine®, is working to make physical activity assessment and promotion a standard 29 
within clinical care.102  30 
 31 
Barriers that will be further discussed below also include inadequate provider reimbursement, 32 
training, and self-efficacy, insufficient health care system support, and scarcity of certified 33 
community resources to refer for evidence-based physical activity programming.103–105 Poor care 34 
coordination and the inability to follow the progress of a referred patient are also important barriers 35 
to consider when establishing sustainable clinical-community linkages for physical activity-related 36 
care.103,106 37 
 38 
Billing and Reimbursement for Prescribing Physical Activity 39 
 40 
Billing rules set by the Centers for Medicare and Medicaid Services (CMS) and private insurers 41 
prohibit most allied health professionals from receiving reimbursement for providing exercise 42 
programming in mental health settings.107–109 It should also be noted that some private insurance 43 
companies offer their members a variety of incentives to engage in exercise, such as reimbursement 44 
for gym memberships, cash rebates for selecting healthy food at the grocery store, and reduced 45 
premiums for people who engage in regular exercise.107,113,114 A number of health insurance 46 
companies offer their members incentives for engagement in exercise.107 Large corporations also 47 
offer incentives for engagement in exercise, such as on-site fitness equipment.107,115 However, this 48 
creates an inequitable barrier for individuals who do not have access to private insurance 49 
companies or work for large corporations. 50 
 51 
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Logistical and Workflow Barriers for Physical Activity Assessment and Referrals 1 
 2 
Despite the availability of evidence-based programs to improve physical health and wellness 3 
behaviors among people with mental health conditions, there are multiple policies and funding 4 
barriers that make it difficult for community mental health programs to offer these programs to 5 
consumers.107,116 Health care policies typically “carve out” mental health funds from physical 6 
health funds, denying community mental health programs the financial ability to offer exercise 7 
programming.107,116 Few funds are set aside for community mental health programs to train staff to 8 
deliver preventive health services like exercise programs.107,108,116 9 
 10 
These barriers are perpetuated by fragmentation of preventive care in the U.S. and may explain the 11 
lack of standardized physical activity community-referral programs.103 The national health 12 
promotion objectives have included a specific target to increase the proportion of primary care 13 
clinicians who routinely assess and counsel their patients on physical activity.103 Occasional 14 
surveys of primary care practitioners and patients suggest that there has been little improvement 15 
over the last decade in physical activity assessment and promotion in clinical visits. The rates of 16 
clinician-initiated physical activity counseling continue to be low (<35 percent), particularly among 17 
women and racial minorities.103,117 Rates for physical activity counseling among patients with CVD 18 
(41.2 percent), hypertension, (44.2 percent), obesity (46.9 percent), and diabetes mellitus (56.3 19 
percent) are also suboptimal.103,117 20 
 21 
Further, even though patients can be referred to either self-managed or community-based physical 22 
activity professionals/programs, health care systems are often unwilling to refer patients outside 23 
their system unless the professional/program referred to is part of a network where quality can be 24 
ensured and controlled.95,103 The development of a database of local physical activity programming 25 
and other health resources (e.g., medical fitness centers, gyms with certified programming and 26 
personnel, parks, trails, community centers) classified by age, clinical conditions, insurance 27 
benefits, and other factors (such as cost, activities offered) can enable the provision of a robust, 28 
personalized list of potential places and programs when integrating into the clinical workflow, 29 
electronic health record (EHR), and patient portals.103,118 30 
  31 
Education of the Health Care Workforce 32 
 33 
To provide beneficial patient education, our nation’s health care professionals must be educated in 34 
the vital role physical activity and/or structured exercise plays in preventing, treating, and 35 
managing disease and the need to screen, motivate, and educate patients about physical 36 
activity.95,119  At the medical school level, there are innovative curricula, including those at the 37 
University of South Carolina School of Medicine Greenville and the University of Wisconsin, 38 
where exercise and lifestyle medicine are integrated into all four years of the students’ 39 
undergraduate medical education.95,120,121 The Accreditation Council for Graduate Medical 40 
Education sets the program requirements for residency and fellowship programs.95,122 However, 41 
despite specific curricula to which a resident must be exposed during graduate medical training, in 42 
most specialties there are no current requirements that residents receive education and training in 43 
physical activity.  44 
 45 
Electronic Health Record 46 
 47 
A recommendation by the National Academies highlights the value of EHR to provide information 48 
to the health care team related to health and treatment.103,123 Providing information pertaining to 49 
physical activity in the EHR creates an opportunity for the HCP to discuss patients’ or clients’ 50 
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physical activity habits.103,123 Discussion about physical activity will be easier if these measures are 1 
collected in a similar method across time and can be used between health record systems. 2 
 3 
Two suggested methods for capturing physical activity for the EHR are self-reports and wearable 4 
devices such as pedometers or accelerometers.103,124 An example of a self-report questionnaire that 5 
can ascertain compliance with the physical activity guidelines is called the Exercise Vital Sign 6 
(EVS), modified from the Behavioral Risk Factor Surveillance System.97,103 The EVS consists of 2 7 
questions that take approximately ≤1 minute to administer. Wearable activity monitoring (WAM) 8 
devices provide information on activity such as accelerometers counts, steps, and estimated 9 
minutes of physical activity at various intensity levels.97,103 These devices can be worn on clothing 10 
or the waist, wrist, or ankle to measure physical activity. Comparisons of findings based on 11 
behavior questionnaires versus wearable devices find a remarkably similar relationship between 12 
physical activity and health outcomes, buttressing older data from questionnaire studies that 13 
underpin current physical activity guidelines.125  14 
 15 
There are numerous devices available, with many wrist-based devices or smartwatches now also 16 
tracking heart rate to enhance physical activity intensity estimation. However, to date, there is no 17 
widespread integration of patient-generated data from wearable devices into the EHR.103,126 No 18 
matter which method is used, self-report or wearable devices, linking physical activity data to the 19 
EHR provides a forum for health care professionals to initiate discussion and counseling on 20 
increasing physical activity. However, uniform access to wearable devices presents logistical and 21 
equity issues. There are also data privacy, integrity, provenance, and quality considerations that 22 
should be addressed. Integrating information into an EHR from external third-party sources can be 23 
a challenge and requires planning and preparation. 24 
 25 
Environmental Equity Considerations 26 
 27 
Another potential barrier for successful implementation of physical activity prescription programs 28 
is the community setting in which patients are expected to return and fulfill their physical activity 29 
regimen. For example, in a study assessing the level of physical activity among adolescent girls in 30 
relation to their proximity to parks, researchers found that girls who live near more parks, 31 
particularly near those with amenities conducive to walking and with active features (i.e., 32 
playgrounds, multipurpose fields, etc.), engaged in more physical activity compared to those who 33 
with access to fewer parks.127 CDC’s Active People, Healthy Nation campaign aims to get more 34 
Americans physically active using a number of evidence-based strategies to increase physical 35 
activity. As part of this campaign, CDC has noted “providing equitable and inclusive access to safe 36 
places for physical activity is foundational to each strategy.”128 However, inclusive and safe places 37 
to exercise are not equitably distributed among U.S. communities, with notable disparities in low 38 
income, minority communities.128,129 Low income, minority communities face a number of societal, 39 
institutional, and environmental barriers to meeting physical activity recommendations, including 40 
lack of access to appropriate facilities (i.e., parks, recreation or fitness centers), perceived 41 
unattractiveness or cleanliness of one’s neighborhood, and perceived safety and concerns of 42 
violence.129 As such, the patient’s neighborhood and socio-environmental conditions should be 43 
considered when developing a patient’s physical activity prescription. 44 
 45 
Evidence from other types of prescriptions for ‘healthy behaviors’ 46 
 47 
The topic of physical activity prescriptions raises a larger question on whether physician 48 
prescriptions, which have historically been focused on pharmacological treatment, can be an 49 
effective intervention to motivate behavior changes that improve health. Similar prescription 50 
interventions include park prescription and healthy food prescription programs. Park Prescriptions 51 
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are programs or interventions that include a health or social service provider, encourages 1 
patients/clients to spend time in nature, and have a goal of improving their health and well-being.130 2 
There are a few studies that have been conducted or are ongoing that aim to evaluate the 3 
effectiveness of park prescription interventions on physical activity and mental health 4 
outcomes.131,132 In one RCT study evaluating a park prescription program intended to increase 5 
physical activity in parks, the intervention group demonstrated improved park use, physical activity 6 
in parks, recreational physical activity, and psychological quality of life.132 However, one challenge 7 
in evaluating these types of programs is the ability to discern the independent effect of the 8 
‘physical activity’ and ‘park/nature’ components of the program. Parks prescription interventions 9 
often have overlapping goals of improving access to nature and increasing physical activity. Thus, 10 
if one is trying to discern which component is helping with improved mental health outcomes, it is 11 
unclear which aspect of the program is “doing the work.” This is a useful distinction to understand 12 
as there may be different biological mechanisms involved that connect access to nature/green space 13 
and mental health.  14 

 15 
Similar to a lack of physical activity, a poor-quality diet is a leading risk factor for non-16 
communicable diseases and has been implicated in the growing prevalence of chronic diseases, 17 
such as obesity and diabetes.133 As a result, there has been a growing interest in incorporating “food 18 
as medicine” interventions within health care systems, one of which is the “produce prescription” 19 
program.134 With this type of intervention, a physician or health care worker identifies patients who 20 
may be eligible to receive free or discounted healthy produce and patients are provided subsidized 21 
or free healthy foods, with options to redeem prescribed coupons at local food stores, farmers 22 
markets, or the direct provision of fresh produce at a community based organization, healthcare 23 
center, or delivered directly to their home.134 A 2021 systematic review of literature evaluating the 24 
effectiveness of these types of interventions found there were statistically significant increases in 25 
fruit and vegetable consumption and decreases in body mass index and glycated hemoglobin 26 
(HbA1c) levels among program participants.134 Whether either of these prescription-type programs 27 
demonstrate long-term improvements in health outcomes has yet to be studied, but the current 28 
evidence suggests they are effective at improving the adoption of healthy behaviors in the short 29 
term. Generally positive evidence from these other types of prescription programs provides 30 
credence to explore physician prescription programs as a worthwhile intervention to promote 31 
healthy behavior change in individual patients. 32 
  33 
RELEVANT AMA POLICY 34 
 35 
Under existing AMA Policy H-440.859 “American's Health” the AMA supports improving health 36 
through increased activity and proper diet a priority and calling on the federal government and state 37 
governments to develop new and innovative programs in partnership with the private sector that 38 
encourage personal responsibility for proper dietary habits and physical activity of individual 39 
Americans. 40 
 41 
Policy H-150.965, “Awareness, Diagnosis and Treatment of Depression and other Mental Illnesses 42 
H-345.984” encourages medical schools, primary care residencies, and other training programs as 43 
appropriate to include the appropriate knowledge and skills to enable graduates to recognize, 44 
diagnose, and treat depression and other mental illnesses, either as the chief complaint or with 45 
another general medical condition, and supports additional research into the course and outcomes 46 
of patients with depression and other mental illnesses who are seen in general medical settings and 47 
into the development of clinical and systems approaches designed to improve patient outcomes. 48 
The policy also recognizes the impact of violence and social determinants on women’s mental 49 
health. Further, the policy states that the AMA will work with the National Institute on Mental 50 
Health and appropriate medical specialty and mental health advocacy groups to increase public 51 
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awareness about depression and other mental illnesses, to reduce the stigma associated with 1 
depression and other mental illnesses, and to increase patient access to quality care for depression 2 
and other mental illnesses. 3 
 4 
CONCLUSIONS 5 
 6 
Mental health disorders are among the leading causes of global health-related burden, with 7 
substantial individual and societal costs.1,2 Depression is the leading cause of mental health-related 8 
disease burden, while anxiety is the most prevalent mental health disorder.1 The role of lifestyle 9 
management approaches, such as exercise, sleep hygiene and a healthy diet, varies between clinical 10 
practice guidelines in different countries. In U.S. clinical guidelines, psychotherapy or 11 
pharmacotherapy is recommended as the initial treatment approaches, with lifestyle approaches 12 
considered as ‘complementary alternative treatments’ where psychotherapy and pharmacotherapy 13 
are ‘ineffective or unacceptable.’1,13  14 
 15 
One potential alternative to psychotherapy or pharmacotherapy to treat depression and anxiety is 16 
the prescription of physical activity. There have been hundreds of research trials examining the 17 
effects of physical activity on depression, with more limited studies examining the effects of 18 
physical activity on anxiety. Many of these studies suggest that physical activity may have similar 19 
effects to psychotherapy and pharmacotherapy (and with numerous advantages over psychotherapy 20 
and pharmacotherapy, in terms of cost, side-effects and ancillary health benefits).1,135,136 Despite the 21 
evidence for the benefits of physical activity, it has not been widely adopted therapeutically as a 22 
prescribed alternate to psychotherapy or pharmacotherapy. The limited availability of evidence on 23 
the efficacy of physical activity prescriptions for various populations, patient resistance, the 24 
difficulty of prescribing and monitoring physical activity in clinical settings, as well as the huge 25 
volume of largely incommensurable studies, have impeded wider adoption.5–7  26 
 27 
Further, a critical component of counseling or prescribing physical activity to patients is 28 
understanding what different levels of physical activity intensity entail and what counts for the 29 
different types of activity (i.e., aerobic activities versus muscle strengthening).1 Physicians have 30 
expressed that insufficient knowledge or training is the most common potential barrier to 31 
prescribing exercise for patients with mental health conditions.137 There are also many 32 
environmental equity considerations that need to be addressed before a physical activity 33 
prescription program can be applied broadly.  34 
 35 
Despite these barriers, there are promising practices that can be implemented to begin 36 
incorporating physical activity prescriptions as a standard of care. One of these practices include 37 
the introduction of physical activity vital sign (PAVS).95,96 PAVS is reliable and feasible and has 38 
been validated against established survey tools to quantify physical activity engagement. It has also 39 
been successfully implemented in large-scale demonstration projects.97,103 Other practices include 40 
integrating the benefits of prescribing physical activity into undergraduate, graduate, and 41 
continuing medical education, establishing partnerships and community links to sustain and 42 
support equitable physical activity programs, and continued research into the efficacy of 43 
prescribing physical activity to treat depression and anxiety. 44 
 45 
RECOMMENDATIONS 46 
 47 
The Council on Science and Public Health recommends that the following be adopted, and the 48 
remainder of the report be filed. 49 
 50 
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1. That our AMA amend policy H-470.997, “Exercise and Physical Fitness” by addition and 1 
deletion to read as follows:  2 
 3 
Exercise and Physical Fitness H-470.997 4 
1. Our AMA encourages all physicians to utilize the health potentialities of exercise for their 5 
patients as a most important part of health promotion and rehabilitation and urges state and local 6 
medical societies to emphasize through all available channels the need for physical activity for all 7 
age groups and both sexes. The AMA encourages other organizations and agencies to join with the 8 
Association in promoting physical fitness through all appropriate means. 9 
 10 
Our AMA will study evidence of the efficacy of physical activity interventions (i.e., group fitness, 11 
personal training, or physical therapy) on behavioral activation and outcomes on depressive and 12 
anxiety symptoms. 13 
 14 
2. Our AMA advocates for continued research towards development of structured physical activity 15 
treatment plans for the specific diagnoses of anxiety and depression, as well as longitudinal studies 16 
to examine the effects of physical activity on health outcomes, particularly later in life. 17 
 18 
3. Our AMA encourages:  19 

1. education of health care professionals on the role of physical activity and/or structured 20 
exercise in treating and managing anxiety and depression and the need to screen, motivate, 21 
and educate patients of all ages about the benefits of physical activity, including positive 22 
mental health benefits.  23 

2. health care payers and employers to provide coverage for gym memberships and access to 24 
other physical activity programs.  25 

3. the implementation, trending, and utilization of physical activity measures, such as 26 
physical activity vital signs (PAVS), in the medical record for treatment prescription, 27 
counseling, coaching, and follow up of physical activity for therapeutic use.  (Modify HOD 28 
Policy) 29 
 

Fiscal note: less than $1,000  
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Table 1 – Key Guidelines for Physical Activity, adopted from the U.S. Department of Health 
and Human Services Physical Activity Guidelines for Americans, 2nd edition.20  
 

Age group/Population Guidelines 
Preschool-Aged Children 
(ages 3 through 5 years) 

• Should be physically active throughout the day to enhance 
growth and development. 

• Active play that includes a variety of activity types is 
encourages. 

Children and Adolescents 
(ages 6 through 17 years) 

• Should do 60 minutes (1 hour) or more of moderate-to-
vigorous physical activity daily. Most of the 60 minutes or 
more per day should be either moderate- or vigorous 
intensity aerobic physical activity and should include 
vigorous-intensity physical activity on at least 3 days a week.    

• Should include muscle-strengthening physical activity on at 
least 3 days a week.    

• Should include bone-strengthening physical activity on at 
least 3 days a week. 

Adults 
(ages 18 through 64 years) 

• Should do at least 150 minutes (2 hours and 30 minutes) to 
300 minutes (5 hours) a week of moderate-intensity, or 75 
minutes (1 hour and 15 minutes) to 150 minutes (2 hours and 
30 minutes) a week of vigorous-intensity aerobic physical 
activity, or an equivalent combination of moderate- and 
vigorous-intensity aerobic activity. 

• Should also do muscle-strengthening activities of moderate 
or greater intensity and that involve all major muscle groups 
on 2 or more days a week, as these activities provide 
additional health benefits. 

Older Adults 
(aged 65+ years) 

• For those who are able, recommended physical activity is the 
same as healthy adults. 

• As part of their weekly physical activity, should do 
multicomponent physical activity that includes balance 
training as well as aerobic and muscle-strengthening 
activities. 

• If unable to meet the above guidelines, they should be as 
physically active as their abilities and conditions allow. 

Women During Pregnancy 
and the Postpartum Period 

• Should do at least 150 minutes (2 hours and 30 minutes) of 
moderate-intensity aerobic activity a week during pregnancy 
and the postpartum period. 

• Should consult with their health care provider to monitor 
progress of pregnancy and whether or how to adjust their 
physical activity during pregnancy and after the baby is born. 

Adults With Chronic Health 
Conditions and Adults with 
Disabilities 

• For those who are able, recommended physical activity is the 
same as healthy adults. 

• If unable to meet the above guidelines, should engage in 
regular physical activity according to their abilities and 
should avoid inactivity.  

• Should be under the care of a health care provider and can 
consult with a health care professional or physical activity 
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specialist about the types and amounts of activity appropriate 
for their abilities and chronic conditions. 

 
 
 
Table 2 – Different forms of physical activity and bodily movements 20 
 

Activity Type Definition and examples 
Endurance (or aerobic) activities Increases breathing and heart rate. Examples 

include brisk walking or jogging, biking, 
dancing, swimming. 
 

Strength training or resistance training Causes your muscles to contract against 
outside resistance. Examples include lifting 
weights or using resistance bands. 

Bone-strengthening activity Also referred to as weight-bearing or weight-
loading activity, produces force on your bones 
that promotes bone growth and strength. 
Examples include jumping jacks, running, 
brisk walking, and weightlifting.    
 

Balance activities Activities aimed at improving postural control. 
They are particularly helpful for older adults as 
they help prevent falls. Examples include 
yoga, lower body strength training, and 
targeted exercises to improve balance. 
 

Flexibility activities Stretches muscles and helps individuals stay 
limber, improving range of motion and 
circulation. Examples include yoga and 
everyday stretching. 
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EXECUTIVE SUMMARY 
 
OBJECTIVE: This report examines the available evidence regarding the impacts of social media 
on the health of youth as well as the potential actions and interventions for government, policy 
makers, technology companies, researchers, parents, and children. 
 
METHODS: English language reports were selected from searches of the PubMed and Google 
Scholar databases using the search terms: “teens” AND “social media” as well as “adolescents” 
AND “social media.” Additional articles were identified by manual review of the reference lists of 
pertinent publications. Web sites managed by federal agencies and applicable professional and 
advocacy organizations were also reviewed for relevant information. 
 
RESULTS: There is a pervasive presence of digital media, smartphones, and social media in nearly 
all aspects of youth and adolescent life. Despite substantial research efforts, the evidence is too 
weak to promote a uniform interpretation of the impact of social media on adolescent health at the 
population level. There are several factors contributing to the weak evidence including: (1) the 
reciprocal associations between social media use and health; (2) the lack of consistent and 
comparable methodologies; (3) entanglement of impact and exposure as a byproduct of social 
media’s ubiquity; (4) different dynamics and trends depending on level of analysis; (5) the wide 
variety of interactions, behaviors, and health impacts engendered by social media; and (6) reliance 
on cross-sectional studies with high heterogeneity. Although the evidence is too weak to provide a 
uniform interpretation, there are clear positive and negative trends. There is some evidence of 
potential benefit in the form of improved social support, identity development, civic engagement, 
and self-directed learning. There is also some evidence of potential harm including negative 
impacts on sleep, physical activity, and mental health, as well as exposure to inappropriate content, 
and data privacy issues. Furthermore, it is apparent that the relative risks and benefits of social 
media likely depend on individual differences in: (1) engagement with social media (e.g., what kids 
see and do online, who they talk to, when they use social media, and how they use social media); 
(2) pre-exiting strengths and weaknesses; and (3) the cultural, social, and physical environment.  
 
CONCLUSION: Even though the evidence of harm is limited there is an urgent need for action for 
two reasons. First, the lack of algorithmic transparency, privacy protections, and accountability and 
redress for online harassment on most platforms is concerning given the power, reach, and ubiquity 
of social media. Second, the potential harms are serious particularly during sensitive developmental 
periods, therefore, proactively creating digital environments that protect and enrich children’s and 
adolescents’ health and well-being is beneficial regardless of the evidence of harm. There are two 
key approaches that would likely facilitate the creation of safer, developmentally appropriate 
environments: (1) federal and state legislative action (e.g., expansion of the Children’s Online 
Privacy Protection Act (COPPA), implementation of age-appropriate design, and mechanisms to 
address online harassment, and (2) development and widespread adoption of industry standards to 
benchmark platform operations, transparency, and data use. In addition to improving the digital 
environment, it is imperative that there are simultaneous efforts to address harms that still arise 
including: (1) education and training on digital media literacy and the potential harms posed by 
social media; (2) improved screening and support for those who experience harms (e.g., 
problematic internet use and online harassment); and (3) continued research of the health impacts 
of social media.  
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INTRODUCTION 1 
 2 
At the 2023 Annual Meeting of the American Medical Association (AMA) House of Delegates 3 
(HOD), Resolution 430, “Teens and Social Media” was adopted. The policy (H-478.976, “Teens 4 
and Social Media,”) as adopted, asked that our AMA “study and make recommendations for 5 
teenage use of social media, including proposing model state and federal legislation as needed, 6 
with a report back at the 2024 Annual Meeting.” 7 
 8 
At the 2023 Interim Meeting of the AMA HOD, Resolution 915, “Social Media Impact on Youth 9 
Mental Health,” was referred. The resolution asked that our AMA:  10 
 11 

(1) work with relevant parties to develop guidelines for age-appropriate content and access and 12 
to develop age-appropriate digital literacy training to precede social media engagement 13 
among children and adolescents;  14 
 15 

(2) amend policy D-478.965 by insertion as follows: (4) advocates for and support media and 16 
social networking services addressing and developing safeguards for users, 17 
including protections for youth online privacy, effective controls allowing youth and 18 
caregivers to manage screentime content and access, and to develop age-appropriate digital 19 
literacy training; and  20 
 21 

(3) advocate that the federal government requires social media companies to share relevant 22 
data for further independent research on social media’s effect on youth mental health and 23 
fund future federal research on the potential benefits and harms of social media use on 24 
youth mental health. 25 

 26 
METHODS 27 
 28 
English language reports were selected from searches of the PubMed and Google Scholar databases 29 
using the search terms: “teens” AND “social media” as well as “adolescents” AND “social media.” 30 
Additional articles were identified by manual review of the reference lists of pertinent publications. 31 
Web sites managed by federal agencies and applicable professional and advocacy organizations 32 
were also reviewed for relevant information. 33 
 34 
BACKROUND 35 
 36 
The co-occurrence of the growing ubiquity of social media use by adolescents and teens and the 37 
increase in poor mental health, among these same age groups, is alarming. These trends have 38 
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prompted calls for action and research around adolescents and teens and their use of social media. 1 
A common theme in the research is that social media is not inherently beneficial or harmful. 2 
Instead, the effects of social media likely depend on what kids see, their pre-existing strengths and 3 
weaknesses, and their environment.1–4 In particular, child-social media interactions may be 4 
bidirectional as users shape their experience which in turn shapes them and vice versa.5,6 Further, 5 
many argue that it is important to move away from the false dichotomy of whether social media is 6 
hurting or helping adolescents -- instead researchers, parents, and policy makers should consider 7 
who is using social media, what are they using it for, when are they using it, and how are they 8 
using it.7–9 The focus of this report will be on adolescents and teens aged 10-17. 9 
 10 
Social Media Privacy, Transparency and Accountability 11 
 12 
The American Psychological Association (APA) defines social media as, “interactive technologies 13 
that facilitate the creation and sharing of information, ideas, interests, and other forms of 14 
expression through virtual communities and networks.”10 This can include social networking, 15 
gaming, virtual worlds, video sharing sites, and blogs.3 Social media, internet use, and screentime 16 
all fall under the umbrella of digital media - the parent category of all interactive media consumed 17 
through screens.1 These terms are used interchangeably throughout the rest of the report, unless 18 
noted otherwise. 19 
 20 
The different forms of social media have different possibilities for action and engagement, known 21 
as affordances. Affordances, include things like visibility, editability, persistence, replicability, 22 
searchability, scalability, and reachability and they manifest as the capacity for public posting, 23 
sharing functions, auto-scroll, gamified interaction, push notifications, private messaging, 24 
affiliations, and running counts of feedback on posts.11–13   25 
 26 
Affordances can have meaningful influence on the actions of the user; therefore, many researchers 27 
advocate for an affordances approach to understanding and evaluating social media.14 This is 28 
important because affordances are powered by and interact with computational algorithms. These 29 
algorithms moderate content by generating recommendations, ranking and removing content, and 30 
targeting ads.3 A challenge with content moderation is that it is intrinsically subjective. The value 31 
and appropriateness of content depends on the context – the who, what, why, how, and when of the 32 
information being shared may determine if it is elevated, downplayed, or removed.  33 
 34 
Most platforms use a mix of artificial intelligence and human editing to enforce content 35 
moderation.3 This can create intentional manipulation of information on the part of individuals. For 36 
instance, Facebook allowed advertisers to choose to exclude whole racial, ethnic, and age groups 37 
from seeing their ads.3,15,16 Similarly, TikTok issues separate content moderation approaches for 38 
different countries depending on the degree of social conservatism.3,17 Many platforms can and do 39 
selectively reduce or increase the prominence of content from certain users without violating the 40 
terms of use.3,18 There is also unintentional, or at a minimum unexplained, manipulation of 41 
information, caused by using machine learning algorithms for content modification. Machine 42 
learning algorithms are black box mechanisms that learn without explicitly being programmed. 43 
Companies know the inputs, outputs, and training data that go into their algorithms, but the internal 44 
processes by which most machine learning algorithms work are less clear. Additionally, algorithms 45 
are proprietary, so companies are reluctant to share the details they do have.3,19,20 Consequently, the 46 
intrinsic subjectivity of content moderation is made more opaque by machine learning algorithms 47 
as well as the platforms’ lack of transparency about them.3,21  48 
 49 
Relying on machine learning for content modification is not inherently harmful, but it can create 50 
recursive feedback loops that exacerbate problems with harmful content and misinformation. The 51 
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algorithms send users more of the content that they engage with, thereby creating the impression 1 
that theories and behaviors they are seeing are potentially more prominent than they are. Moreover, 2 
many users do not realize that social media platforms are designed to show them content that is 3 
most likely to keep them engaged and on the platform rather than providing a comprehensive view 4 
of the content of friends and family.3,22 There is some evidence that recursive feedback loops and 5 
echo chambers exacerbate vaccine hesitancy.3,23–25 Similarly, content modification, and the echo 6 
chambers it creates had a significant impact on behavior during the 2016 Election.3,26–28  7 
 8 
Ultimately, the current processes for content moderation introduce bias on both the front end (e.g., 9 
the training data that informs the algorithms and intentional modification of information) and on 10 
the back end (e.g., recursive feedback loops and echo chambers). Content moderation also 11 
leverages user data, often in ways the user is unaware of, which raises ethical and privacy concerns. 12 
 13 
Furthermore, there is concern among users that companies like Facebook (now Meta) both 14 
overlook the risks posed by their product and misrepresent their internal findings when necessary 15 
to benefit the company.3,29,30 It is for these reasons that many criticize platforms and call for 16 
evaluation of algorithm bias, transparency, justice, and accountability.3,20  17 
 18 
Adolescence as a sensitive period 19 
 20 
One of the reasons parents, clinicians, researchers, and policy makers have raised alarm about 21 
social media use among adolescents is that adolescence is a developmentally sensitive period. 22 
There are three key features of adolescent brain development that may impact how youth engage 23 
with social media: (1) heightened sensitivity to rewards and dynamic changes in the dopaminergic 24 
system;3,31–33 (2) protracted maturation of brain networks that support cognitive function;34 and (3) 25 
neural sensitivity to specific types of social information.3,35 As a result, adolescence is a time of 26 
tremendous cognitive, social, emotional, and physical change that involves both opportunity for 27 
maturation and vulnerability to environmental stressors.3,36 Evidence from developmental 28 
neuroscience illustrates that adolescence is a time of heightened risk taking, impulsivity, and 29 
sensitivity to social stimuli.4,37 Consequently, adolescents are particularly susceptible to 30 
environmental influences like drugs, social stress, cognitive training, and likely social media.3,4,38–41 31 
There is some concern that constant engagement in social media in early adolescence may alter 32 
neural sensitivity to rewards and punishment.3,42 Furthermore, changes in the reward circuit may be 33 
a factor in excessive and problematic internet and social media use.3,43  34 
 35 
At the same time, self-presentation and identity exploration is an important part of adolescence that 36 
social media can support.3,14,44,45 It is a critical time for building relationships and developing a 37 
social support system.3 Adolescents demonstrate an increased ability to consider other perspectives, 38 
which drives empathetic and prosocial behaviors on the one hand, as well as increased social 39 
comparison on the other.3,46 The strong desire for social connectedness demonstrated by 40 
adolescents suggests that they may be relaxed regarding privacy settings and connecting with 41 
strangers.35,47 Online environments and social media interactions may also lower inhibitions and 42 
accelerate intimacy.48 In this way, online environments create both benefits and risks to 43 
development of identity and social connectedness.48 Adolescence is also a time of increased 44 
flexibility and plasticity so researchers and public health practitioners advocate leveraging the 45 
plasticity of adolescent brain for health promotion.37 46 
 47 
Ultimately, the power of social media to influence well-being likely depends on developmental 48 
stage.49 There is some evidence that the concept of adolescence should be expanded to include 49 
individuals aged 10 to 24.40 An expanded definition of adolescence is essential for developmentally 50 
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appropriate framing of laws, social policies, and service systems. There are ethical reasons to limit 1 
marketing to children and teens as they may struggle to resist advertising.50   2 
 3 
YOUTH PREVALENCE, MOTIVATIONS, AND EXPERIENCES ON SOCIAL MEDIA 4 
 5 
According to a 2022 Pew survey, 95 percent of teens in the U.S. have a smartphone and 97 percent 6 
use the internet daily, which represents a 22 percent increase over the last eight years.51 The 7 
omnipresence of both internet and mobile devices in how youth engage in relationships, learn, and 8 
experience milestones reflects a massive cultural shift since the early 2000s.52 Smartphone use 9 
starts in early adolescence, with 40 percent of children ages 8 to 12 owning a smartphone and 18 10 
percent reporting social media use every day.53   11 
 12 
The 2022 Pew survey also found that 35 percent of teens report using YouTube, Instagram, 13 
TikTok, Snapchat, and Facebook almost constantly.51 Fifty-five percent of teens thought they used 14 
social media the right amount, 36 percent thought they use social media too much, and eight 15 
percent thought they used it too little.51 Additionally, 54 percent thought it would be somewhat 16 
hard to give up social media.51 Findings from the Pew study mirror older studies reporting that 50 17 
percent of teens describe themselves as constantly connected and feel that they are addicted.1,2 18 
There are slight demographic differences as well. Black and Hispanic teens may use online media 19 
more than their White peers.51 Girls use social media more than boys and also report that they 20 
would have a harder time giving up social media.51 Finally, teens over 15 use social media more 21 
than teens under 15.51  22 
 23 
The most popular platform is YouTube, used every day by 95 percent of teens.51 YouTube is 24 
followed by TikTok at 67 percent, Instagram and Snapchat at 60 percent, Facebook at 32 percent, 25 
and then Twitter, Twitch, WhatsApp, Reddit, and Tumbler.51  26 
 27 
Despite widespread use among children and adolescents, robust independent safety analyses on the 28 
impact of social media on youth have not yet been conducted.4 Currently, we do not yet have 29 
enough evidence to determine if social media is sufficiently safe for children and adolescents. Yet, 30 
the body of research about potential harm evidences the importance of understanding the possible 31 
risks and proactively creating digital environments that safeguard children’s and adolescents’ 32 
mental health and well-being during critical stages of development.4 33 
 34 
MOTIVATIONS FOR USE 35 
 36 
Motivations for social media use among teens include social interaction, connection, curiosity-37 
driven learning, information sharing, entertainment, relaxation, stress relief, escapism, novelty 38 
seeking, social capital, and appearance feedback.3,54–56 Moreover, there is evidence that the ways in 39 
which youth engage with social media can improve and enrich their lives through social support, 40 
connection, community building, identity development, civic engagement, and exposure to new 41 
ideas.57 42 
 43 
Friendship, social support, and connection 44 
 45 
Social media plays a vital role in the development and maintenance of friendships and social 46 
connectedness.54,57,58 Communication with friends and family is often reported as the most 47 
important function of social media,59,60 particularly when family and friends are far away.61 Fifty-48 
seven percent of teens have met a new friend online.60,62 There appear to be some gender 49 
differences in how boys and girls interact with friends on social media. Sixty-one percent of boys 50 
and 52 percent of girls made friends online, and video games play a critical role in boys' friendship 51 
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development.62 In contrast, one study found that on average, teen girls spend over two hours a day 1 
on TikTok, Snapchat, and YouTube and over 90 minutes a day on Instagram and messaging apps.63 2 
Roughly, 69 percent of teens feel better connected to their friends’ feelings, 83 percent better 3 
connected to their friends’ lives, and 68 percent receive social support during tough times from 4 
friends through social media.62 In this way, social media may be helpful in combating social 5 
isolation and building social capital.3,64  6 
 7 
There is some evidence that social media can both reduce stigma and be a venue for sharing coping 8 
strategies.3 Social media provides a way for youth to connect with people in the same position, 9 
which can be particularly valuable to adolescents who feel excluded or otherwise lack offline 10 
support, including patients with rare diseases, individuals with disabilities, those who struggle with 11 
mental illness and/or obesity, and marginalized groups (e.g., LGTBQ+ youth).1,4  For instance, 12 
through social media, teens who are neurodivergent can connect socially with others in a way that 13 
is manageable for them, thereby reducing loneliness.3,65 Social media may also help teens and 14 
youth coping with grief,66 navigating foster care,67 dealing with cancer, diabetes, rare diseases,68,69 15 
and mental illness.3,70 Sharing on social media about losses and stressors can provide a sense of 16 
connection, support, and understanding.71 Similarly, social media can provide support and 17 
connection for young people who live in communities where sexual and gender diversity are not 18 
accepted, which may buffer them from stigma and loneliness.3,72–74 This is particularly true for 19 
LGTBQ teens in rural areas that are able to find support they do not have offline by connecting 20 
with other queer youth.3,72,75–77  21 
 22 
It is not clear if online and in-person relationships are equivalent; however, friendship and social 23 
connection facilitate a sense of belonging.3,78 Moreover, friendship can reduce anxiety and improve 24 
life satisfaction in its own right.3,79 Cross-sectional studies among undergrads provide some 25 
evidence that people who use social media to connect with a diverse friend group tend to have 26 
higher social self-efficacy.3,80 Yet, the relative support provided by online social connection may be 27 
influenced by the individual and how they engage with social media.3,81 28 
 29 
Self-expression, Identity exploration, and Independence 30 
 31 
There is some evidence that social media can support self-expression, identity exploration, and 32 
independence.3,14,44,45,57,60,82,83 Adolescents who communicated more with friends online had a 33 
greater self-concept clarity.60 One systematic review found that LGBTQ youth negotiated and 34 
explored identity using social media to manage identities though anonymity, censoring locations 35 
and content, restricting audiences, and using multiple accounts.72 This suggests social media may 36 
support the mental health and well-being of LGTBQ youth through identity management.72 In 37 
particular, the online environment of social media creates a space to revel and express 38 
differences.84 Similarly, many cis girls are meticulous about which platforms and accounts they use 39 
for specific tasks, because it allows them to experiment with different forms of expression and 40 
ways of presenting themselves to their peers.3,85 Self-disclosure, a key process in asserting personal 41 
agency, may be facilitated through digital platforms.3,81 42 
 43 
Self-directed learning, Creative expression, and Civic engagement 44 
 45 
Social media can also facilitate exposure to new ideas, raise awareness about current events, 46 
increase community participation and civic engagement, and allow collaboration on schoolwork.2 47 
A study of teens in western countries found that social media use predicts greater ability for both 48 
reading and navigating information online.3,86 There is also some evidence that when social media 49 
is used for classroom writing exercises, students demonstrate less writing anxiety and increased 50 
agency.87 Similarly, online fanfiction communities facilitate informal learning by creating a space 51 
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for youth to build literary skills and support the same skills in others.87 The same can be said for 1 
other hobbies, interests, and activities that have a social media component and roughly 70 percent 2 
of teens use social media to express their creative side.54 The informal learning environment of 3 
social media facilitates empowerment and agency among some young people.3,88 It has also been 4 
associated with increases in self-motivation among adolescents.3,88  5 
 6 
About two-thirds of teens ages 13-18 reported using social media to learn about different points of 7 
view or show support,54 and 64 percent of teens look for news online.3,89 Furthermore, evidence 8 
suggests youth who engage in online political discussions also engage in offline political 9 
discussions.3,89,90 Therefore, social media may be a vehicle to engage and utilize the social and 10 
political power of young people through civic engagement.3,90–92 Social media can facilitate 11 
political democracy, cultural democracy, and spread of knowledge.93 Finally, there is some 12 
evidence that adolescents both seek out and share health information on social media.53,54 13 
Therefore, it may be an effective tool for health interventions and health promotion.1,94,95 On the 14 
other hand, health misinformation can exacerbate adoption of harmful behaviors.96 15 
 16 
ONLINE HARASSMENT AND EXPOSURE TO INAPPROPRIATE CONTENT 17 
 18 
Cyberbullying and online harassment 19 
 20 
There is evidence that social media increases risk of cyberbullying among youth.1–3,60,83,97 21 
According to a recent Pew survey, 46 percent of U.S. teens ages 13 to 17 report ever experiencing 22 
at least one of six cyberbullying behaviors.51 Name-calling was most common, with 32 percent of 23 
teens reporting they have been called an offensive name online or on their cellphone.51 False 24 
rumors (22 percent), receipt of explicit images (17 percent), pervasive questions about location (15 25 
percent), physical threats (10 percent), and the sharing of explicit images of them without their 26 
consent (7 percent) were also reported.51 There appear to be slight demographic differences in who 27 
experiences cyberbullying. Specifically, studies have shown that black teens experience more 28 
cyberbullying that their white peers,51,98 LGBTQ youth experience more cyberbullying than their 29 
cisgender and heterosexual peers,51,98 and adolescent girls experience more cyberbullying than 30 
adolescent boys.51,63,99,100 Evidence also suggests that relationship issues (e.g., feeling left out and 31 
interpersonal drama) were the most common reason for cyberbullying among adolescent girls.63,100  32 
 33 
Studies suggest that the size and type of the network as well as anonymity of those on the network 34 
impact the likelihood of harassment, but it is not easily predicted.3,101,102 For instance, online 35 
harassment occurs often among video game users, particularly female gamers who commonly 36 
report sexual harassment.3,103,104 One study found that indiscreet posting, time spent on social 37 
media, and personality traits were all predictors of cyberbullying.105 There is some evidence of a 38 
relationship across studies between cyberbullying and depression among children and adolescents; 39 
however, the evidence of the effect of cyberbullying on other mental health conditions is 40 
inconsistent.100 Adolescents’ self-view and interpersonal relationships may be affected through 41 
social comparison and negative interactions, like cyberbullying and exposure to inappropriate 42 
content.97 43 
 44 
Responses to cyberbullying are most often passive, with a pervasive lack of awareness or 45 
confidence that anything can be done.100 Despite the prevalence of cyberbullying, some evidence 46 
suggests that in-person bullying is more common.3,106 47 
 48 
Exposure to inappropriate content and misinformation 49 
 50 
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One major concern of parents, clinicians, researchers, and policy makers is that poorly regulated 1 
and moderated social media can result in youth exposure to inappropriate content (e.g., alcohol, 2 
tobacco, risky sexual behaviors, cyberflashing, porn, and self-harm).1–3,107 A survey of more than 3 
1,300 teens aged 13 to 17 found nearly three-fourths had seen pornography online, with social 4 
media being the point of access for about 18 percent.3,108 Moreover, average first exposure was at 5 
12 years old and accidental exposure accounted for 40 percent of cases.3,108 Cyberflashing – the 6 
electronic transmission of sexually explicit photos without the recipients’ consent – is a particularly 7 
troubling form of online harassment.3,109 One survey found that 37 percent of girls and 20 percent 8 
of boys aged 12 to 18 had received sexual photos online, often from strangers,3,110 and another 9 
study found more than 6 percent reporting the first flashing incident occurred between the ages of 10 
12 and 14.3,111 It is difficult to evaluate brief and limited exposures; however, there is evidence that 11 
repeated exposure to inappropriate content in childhood was associated with risky sexual behavior 12 
later in life.107 Similarly, exposure to alcohol, tobacco, or risky sexual behaviors may be associated 13 
with initiation of those behaviors.1 14 
 15 
Teens and adolescents may also be uniquely vulnerable to misinformation and disinformation 16 
because their maturity and cognitive capacities are still evolving.3,112 Misinformation and 17 
disinformation can take a variety of forms including clickbait, hoax, rumor, satire, propaganda, and 18 
conspiracy theories.113,114 Examples include things like foreign interference, political deceit, and 19 
claims for ineffective and unproven natural remedies and medical advice.112 Concerningly, many 20 
people lack the ability to identify misinformation and disinformation as evidenced by one study 21 
which found that the percentage of people who share fake news without the intention to mislead is 22 
five times higher than intentional spreaders.115 A 2018–2019 survey of 3,446 U.S. high-school 23 
students demonstrated that 52 percent believed that a grainy video claiming to show ballot-stuffing 24 
in the 2016 Democratic primaries constituted ‘strong evidence’ of voter fraud in the US, and only 25 
0.1 percent were able to track down the original video even though a quick search showed that it 26 
was actually shot in Russia.112,116 Similarly, two-thirds could not tell the difference between news 27 
stories and ‘sponsored content’ (i.e. adverts) on a website.112,116 Although teens and adolescents 28 
may be particularly vulnerable to misinformation and disinformation, there is currently very little 29 
data available to provide a clear picture of how misinformation and disinformation may affect their 30 
development, well-being, and rights.112  31 
 32 
IMPACTS OF SOCIAL MEDIA ON ADOLESCENT HEALTH 33 
 34 
To understand the impacts of social media on adolescent health, the conflicting and often reciprocal 35 
mechanisms through which online experience and health (physical and mental) influence each 36 
other must be disentangled.3 However, there are several factors that make this extremely 37 
challenging, including:  38 
 39 

(1) the direction of the relationship between social media and health is difficult to determine - 40 
social media use influences health and health influences social media use;  41 

(2) the research lacks uniform, consistent, and comparable methodologies;  42 
(3) social media is so ubiquitous it is difficult to separate the impact of exposure;  43 
(4) different levels of analysis may reveal different dynamics – with large scale studies 44 

showing population level trends and psychological studies showing mixed, small, or no 45 
associations;  46 

(5) social media is not a monolith, the affordances of different platforms and types of social 47 
media engender a wide variety of interactions, behaviors, and health impacts; and  48 

(6) the heterogeneity of the literature and the primary reliance on cross-sectional studies (or 49 
meta-analysis of cross-sectional studies) make definitive conclusions and causal 50 
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relationships limited. Most of the associations are qualified or limited to certain 1 
populations.3  2 

 
Social Media and Physical Health: Sleep, Physical Activity, and Obesity. 3 
 4 
There is evidence that social media use can disrupt sleep.1–3,97,107,117,118 Specifically, increased 5 
duration of computer, internet, and social media exposure,3,118 and the presence of a tv, computer, 6 
or mobile device in the bedroom in childhood were associated with fewer minutes of sleep, greater 7 
risk of sleep disturbances, longer sleep latency, worse sleep quality, and daytime dysfunction.1,119 8 
Gaming predicted delayed bedtimes and reduced attention the following day.3,120 One study found 9 
that screen-based digital media use is closely associated with sleep duration and sleep quality in 10 
teens; however, they cautioned that more research was needed to determine the direction of the 11 
effect.3,121 Another study found that smartphone use at night can delay sleep among adolescents.3,122 12 
In a nationally representative sample, one-third of parents of teens 12-17 had rules about 13 
smartphone use at bedtime and those kids had less daytime sleepiness.3,123  14 
 15 
However, it is not clear if social media or devices more broadly are driving the relationship. There 16 
are three likely ways in which digital media use may disrupt sleep.3,124 First, social media displaces 17 
sleep thereby delaying bedtime, disrupting sleep, and reducing sleep duration.3,121,124 Second, 18 
devices can disrupt circadian rhythms though light emissions which heighten arousal and decrease 19 
sleepiness.3,122,124 Third, social media may be psychologically stimulating in such a way that makes 20 
sleep difficult.3,124,125 Determining which mechanism(s) are driving the association between digital 21 
media and poor sleep is necessary given that the cascading impacts of poor sleep and the potential 22 
harms of social media overlap significantly. 23 
 24 
Observational studies suggest a significant association between poor sleep quality and excess social 25 
media use and negative mental health outcomes.3,126 Therefore, the interplay between social media 26 
and sleep quality may impact mental health outcomes. Sleep loss is a risk factor for depression, 27 
mood disturbances, injuries, attention problems, and excessive weight gain.3,127–129 Additionally, 28 
teens with restricted sleep have more problems with emotion regulation, anxiety, hostility, and 29 
fatigue.3,130 One study also found that sleep-deprived participants showed worse mood, more social 30 
media use, and problems with concentration.3,131 Moreover, findings from the Youth Risk Behavior 31 
Survey illustrated that teens who sleep four or fewer hours a night have 5.9 times higher odds of 32 
having a serious suicide attempt.3,132 Some studies showed sleep quality mediating the relationship 33 
between social media use and negative mental health outcomes in youth.126 In particular, if social 34 
media displaces sleep and hobbies, it can be predictive of anxiety and depression.3,133 Similarly, 35 
when screen time displaces sleep and exercise it is predictive of problematic use.3,134,135 However, 36 
the current body of evidence on the directionality and relationships between social media use, 37 
mental health, and sleep is inconclusive.3,126   38 
 39 
There is some evidence that social media use may correlate to non-adequate nutrition, non-40 
physiologic postures, weight gain, and obesity.1,2,107,117 Excessive TV viewing in early childhood is 41 
associated with an increased risk of obesity.1 Social media could be displacing physical activity, 42 
sleep, studying, and other hobbies, resulting in a more sedentary lifestyle and an increased risk of 43 
obesity.3,107,136 In support of this, another study found that increased digital media use was 44 
associated with a sedentary lifestyle.3,137 Social media use is also associated with consumption of 45 
fast food, sugary drinks, snacks, and mindless eating.3,138 One study theorizes that this may be 46 
occurring because social media is displacing regular meals.3,138  47 
 48 
Social Media and Mental Health: Anxiety, Depression, and Loneliness 49 
 50 
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The findings on the association between social media and adolescent mental health are small, 1 
inconsistent, or non-existent. Moreover, the differences in findings appear to be explained by 2 
bidirectional interactions, methodological weaknesses and differences, and/or individual rather than 3 
population differences. 4 
 5 
Several meta-analyses, systematic reviews, and other studies have found small negative 6 
associations between social media use and depression, anxiety, psychological distress,139 7 
loneliness, internalizing problems, and low offline social support.3,139–147 At the same time, 8 
numerous other studies found the relationship between social media and adolescent mental health is 9 
non-existent, mixed, or inconsistent.148–151 Specifically, there was no significant association 10 
between social media use and depression, anxiety, and life satisfaction.148,150,152 Additionally, there 11 
is inconsistent evidence that social media makes social comparison, envy, and well-being worse.149 12 
Importantly, many of these studies note that predictive relationships between social media use and 13 
well-being are reciprocal, as well as present only in certain populations, developmental windows, 14 
or among certain patterns of use.49,141–143,151–155  15 
 16 
For instance, one review found that early studies show comparison and envy are common on social 17 
media and linked to ill-being, whereas recent studies find positive, person-specific, conditional, and 18 
reciprocal effects.149 Similarly, one study found that social media use in and of itself is not a 19 
predictor of life satisfaction; rather the relationship between self-reported estimates of social media 20 
use and life satisfaction is more nuanced, reciprocal over time, gender specific, and likely 21 
dependent on analytic methods.152 Another study found that life satisfaction is most negatively 22 
associated with social media use in younger adolescents, but also noted possible developmental 23 
windows of sensitivity -- at ages 14-15 and 19 for boys and at ages 11-13 and 19 for girls.49 A 24 
longitudinal study that characterized subgroups based on type of social media use found that the 25 
high social media use subgroup predicted higher depressive symptoms, panic disorder, delinquent 26 
behaviors, family conflict, and lower family and friend support than the high Instagram/Snapchat 27 
and low social media subgroup.154 Similarly, in a study of U.S. undergrads, social media use was 28 
not predictive of impaired mental health; however, “vaguebooking” -- the practice of making a post 29 
on social media that is intentionally vague but highly personal and emotional -- was predictive of 30 
suicidal ideation.151 This suggests how individuals use social media is more important than the 31 
amount of time they spend on social media, particularly considering that perceived parent-child 32 
conflict was a stronger predictor of mental health issues than social media use.151  33 
 34 
There is also some evidence that young people who report symptoms of depression are using 35 
digital tools to learn about and help their mental health problems.155 One study found that girls and 36 
LGBTQ teens were more likely to seek out online resources for mental health and showed interest 37 
in stories of others with similar experiences.155 Those who benefit most from social media appear 38 
to be those who are marginalized as well as those with chaotic home lives, suggesting the benefits 39 
of online social support are most salient when offline social support is lacking.51,54 These findings 40 
highlight the importance of researching patterns, quality, and type of use in addition to amount of 41 
use. 42 
 43 
Additionally, there are methodological issues that further complicate definitive conclusions. 44 
Several studies note that wide variation in methods and rigor make it difficult to synthesize 45 
findings.139,143,154,156,157 For instance, one systematic review found a small association between self-46 
reported social media use and depressive symptoms, but noted that the studies had high 47 
heterogeneity, which suggests that other factors are likely moderating the relationship.143 Another 48 
systematic review argued that small associations and inconsistent results may be influenced by 49 
choice of mental health indication (e.g., presence of well-being is not necessarily the absence of ill-50 
being and vice versa).149 Furthermore, the research on social media and adolescent well-being 51 
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primarily comes from cross-sectional studies, therefore causal associations may be 1 
unwarranted.49,140,152,156–158 Finally, this research should consider a person-specific approach as 2 
individual differences may explain the mixed and inconsistent results.156 3 
 4 
Ultimately, the presence of small associations as well as inconsistent and conflicting results 5 
highlights that the evidence is still too weak to promote a uniform interpretation or to support the 6 
conclusion that social media causes changes in adolescent mental health at the population level.3,159 7 
Moreover, the fact that social media use is linked in complex and ubiquitous ways with other 8 
aspects of life means it is unclear what such a small effect demonstrates.159 Ultimately, more 9 
research is needed along with improved transparency and greater appreciation for individual 10 
differences.4,159  11 
 12 
Problematic Internet Use and Internet Gaming Disorder 13 
 14 
Internet gaming disorder is defined as persistent and recurrent use of the internet to engage in 15 
games, leading to clinically significant impairment or distress.41 Problematic internet use is defined 16 
as internet use that creates psychological, social, school and/or work difficulties in a person's 17 
life.160 This can include video gaming, social media use, web-streaming, and buying; however, 18 
those activities are characterized as excessive or poorly controlled preoccupations, urges, or 19 
behaviors regarding computer use and internet access that lead to impairment or distress. The key 20 
factor is that internet use becomes problematic when it causes dysfunction in daily life activities 21 
(e.g., school, sleep, exercise).3,26,161 There appears to be significant overlap in internet gaming 22 
disorder, problematic social media use, and problematic internet use.3,162,163 At this point it is 23 
unclear whether problematic social media use and gaming disorder are distinct or different 24 
manifestations of disordered tech use.3   25 
 26 
There is some evidence that internet gaming disorder predicts depression, anxiety, social phobia, 27 
poor school performance, sleep disruption, and poor relationships with parents and peers.3,164–167 28 
There is also some evidence that problematic internet use is associated with depression, 29 
disturbances in sleep and mood, upward social comparisons, cybervictimization, and poor 30 
academic performance.3,4,58,72,168–172 Problematic social media use is most common among older age 31 
groups and may be associated with irritability, nervousness, loneliness, and morning tiredness.169 32 
There are gender differences in internet gaming disorder, as it affects males 5 times more than 33 
females.173 Moreover, there is some evidence that boys are more addicted to games whereas girls 34 
are more addicted to social media.3,174 35 
 36 
Some researchers suggest that problematic internet use could explain the small negative 37 
associations between social media and youth mental health. For instance, problematic social media 38 
use mediated the association between depressive symptoms and cyberbullying.142 Additionally, one 39 
study found that teens with problematic internet use reported more difficulty identifying and 40 
describing emotions, and there is some evidence that emotion regulation is a significant mediator in 41 
quality of parent-adolescent relationship.175 Some researchers theorize that problematic internet use 42 
might be a coping strategy to compensate for emotion regulation deficits, which might explain why 43 
a good relationship with parents reduces problematic internet use.175 However, problematic use is 44 
more complex than simply the amount of time spent on social media. It includes enduring 45 
preoccupation with social media, inability to stop, neglect of one’s health and other areas of one’s 46 
life.156 Therefore, more research is needed to better understand the relationships between 47 
problematic internet use, social media, and adolescent mental health. 48 
 49 
Attention and Learning 50 
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There is limited evidence that social media use negatively impacts attention and learning. One 1 
study found that time spent on social media predicts concentration problems in adolescent girls.3,176 2 
Additionally, there are small associations between both frequency of social media use and number 3 
of platforms and attention deficit hyperactivity disorder (ADHD).3,177–179 However, it is not clear 4 
what is driving the association between social media use and decreased attention.1  5 
 6 
There is some evidence that reading on screens is fundamentally distracting.3,180 Others have 7 
suggested that multitasking is the root of the problem. High proportions of youth engage in heavy 8 
smartphone use and media multitasking.97 Moreover, a recent meta-analysis found associations 9 
between multitasking and problems with attention, behavior regulation, impulsiveness, and 10 
memory.3,181 Specifically, media multitasking is associated with negative effects on cognitive 11 
control, academic performance, and socioeconomic functioning.3,97,181,182 One study found that in 12 
three hours of studying, adolescents experienced an average of 35 social media distractions that 13 
diverted attention.3,183 Additionally, another study found that the number of social media accounts 14 
correlated with parent reports of symptoms of inattention, hyperactivity, impulsivity, oppositional 15 
defiant disorder , anxiety, and depressive symptoms, and adolescent reports of fear of missing out 16 
and loneliness.179 Therefore, it has been suggested that the amount of time spent online can have 17 
bidirectional effects on depressive symptoms and ADHD; this risk is particularly heightened in 18 
those with pre-existing poor mental health.126  19 
 20 
Body Image and Eating Disorders 21 
 22 
Significant research exists on the association between social media use and body image, but the 23 
findings are limited, and causal factors are difficult to differentiate. There is some evidence that 24 
social media use and consequent exposure to appearance-focused content may be weakly 25 
associated with poorer body image.3,4,184,185 A cross-sectional study found that greater levels of self-26 
objectifying social media use predicted greater body shame among youth, and the association was 27 
mediated by an associated increase in body surveillance.3,186 Specifically, the role of body 28 
surveillance was stronger among girls and adolescents who are particularly focused on others for 29 
approval.186 Body image concerns may be a key mechanism underlying the associations between 30 
adolescent girls’ social media use and mental health.187 31 
 32 
A scoping review found that social media use may have a variety of impacts on diet, exercise, and 33 
body image.107 Similarly, another study found that the same platform that helped some patients find 34 
recovery support was also a source of body shaming and rumination for others.3,188 Another review 35 
found that peer influences on social media span from healthy eating and exercise to disordered 36 
eating, and that dietary information shared on social media often misaligns with national dietary 37 
standards.189 Similarly, one study found youth had an increased ability to recall unhealthy food, 38 
beverages, and brands particularly when celebrities and influencers are promoting them.190 39 
 40 
PRIVACY 41 
 42 
Researchers have found that the growing use of social networks has led to the emergence of ethical 43 
and privacy concerns regarding the management of user data and how social networks train 44 
algorithms for economic purposes to organize the content shown to users.1,191 The new privacy 45 
paradox is that these sites have become so ubiquitous that users feel they must disclose information 46 
on them even though these sites do not provide adequate privacy controls.3,192 Specifically, the 47 
privacy policies used by platforms either require or allow users to review and consent to their data 48 
collection and data use practices; however, most respondents agreed to the terms without reviewing 49 
them.3,193,194 This could be because the policies themselves are long and technical, they do not 50 
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provide consumers with meaningful choices, and people are skeptical of whether policies achieve 1 
their goals.194 Concern over what platforms do with user data coupled with a sense of futility over 2 
having the agency to change anything may explain why a recent Pew survey found overall strong 3 
bipartisan support for more regulation of what companies can do with people’s data, with 72 4 
percent of Americans reporting that there should be more regulation than there is now.194  5 
 6 
These issues may be even more salient for children. A recent Pew study found that Americans 7 
worry about kids’ online privacy, with 89 percent of respondents reporting that they are very or 8 
somewhat concerned about social media platforms knowing personal information about kids.194 9 
Similar concern arises over how advertisers, online games, and gaming aps collect and use 10 
children’s data.194 However, respondent expectations regarding responsibility for protecting kids is 11 
placed primarily on parents at 85 percent, followed by technology companies at 59 percent and the 12 
government at 46 percent.194  13 
 14 
The Children’s Online Privacy Protection Act (COPPA), which was enacted in 1998, recognizes 15 
that young children cannot consent to the terms of use for data collection, and thus prohibits 16 
enticing personal disclosures through games and restricts advertising to children. Yet, COPPA only 17 
applies to kids under 13. Consequently, recent legislation has focused on age-appropriate design 18 
and proposed additional protections for adolescents.  19 
 20 
There is mixed evidence on how adolescents and adults feel about online privacy. There is some 21 
evidence that older users are more concerned about privacy than youth.195 Additionally, a strong 22 
desire among adolescents for social connectedness suggests that youth may be more inclined to 23 
have relaxed privacy settings and a show a greater willingness to connect with strangers.3,35,196 24 
However, a different study found a negative relationship between age and privacy; noting that 25 
young people are more likely to have taken action to protect their privacy than older people.192 26 
Therefore, it is possible that the studies finding that young people are not concerned about their 27 
privacy may be because they are taking more precautions. 28 
 29 
POTENTIAL APPROACHES TO PROTECT CHILDREN ON SOCIAL MEDIA 30 
 31 
Despite widespread use among children and adolescents, the evidence on the potential harms and 32 
benefits is too weak to promote a uniform interpretation of the impact of social media on 33 
adolescent health at the population level. Nonetheless, the current body of research does highlight 34 
the importance of understanding the risks and benefits and proactively creating digital 35 
environments that protect and enrich children’s and adolescents’ health and well-being during 36 
critical stages of development.1–4,41 37 
 38 
Recommendations for Industry 39 
 40 
The most common recommendation for the social media industry is improved privacy protections, 41 
improved transparency, and a better system of reporting inappropriate content and ill-actors. Yet 42 
aside from internal efforts, like Facebook’s Oversight Board, there has been little voluntary 43 
governance action on the part of industry.197 Highlighting the success of the Global Internet Forum 44 
to Counterterrorism, the National Academy of Science, Engineering, and Medicine (NASEM) 45 
argues that the International Organization for Standardization (ISO) should convene an ongoing 46 
technical working group comprised of industry, academic, and civil stakeholders to develop 47 
standards for social media platform design, transparency, and data use.3,198 Other researchers, 48 
professional organizations, and policy makers also advocate for development of industry 49 
standards.4,197 50 
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Specifically, the goals of the work group would be to develop standards that: (1) limit the personal 1 
information companies collect, the types of content available, and the prompts to extend time on a 2 
platform; and (2) develop easy to use, universal, transparent systems for reporting, follow-up, and 3 
adjudication for cases of online harassment and abuse.3,4,197 Specifically, efforts should be made to 4 
move to a functional privacy system that emphasizes transparency of and access to inputs and 5 
outputs. On the front-end inputs would include: (1) a clear process for content moderation and use; 6 
(2) contents of privacy agreements; and (3) mandatory disclosures to users.3 On the back-end, 7 
standard outputs might include: (1) platform health measures (e.g., content moderation and take 8 
down policies and data at the community, group level to evaluate platform toxicity); (2) 9 
algorithmic transparency standards and summaries at the user level; and (3) reports on efforts to 10 
remediate youth mental health problems on the platform.3,4 This would improve privacy protections 11 
and transparency by making it clear what data is collected from minors, how it is collected and 12 
used, and what the consequences of use are. Furthermore, this would give companies and 13 
researchers more straightforward guidelines for measuring data collection risks that children 14 
encounter online, as well as technical standards to benchmark platform operations, transparency, 15 
and data use.3 Arguably social media platforms would benefit from a standard guide of assessment 16 
to evaluate how their products influence youth well-being.  17 
 18 
However, developing standards is insufficient unless social media companies adopt the standards 19 
both as their policy and as provisions in their terms of service.3 There is a precedent of self-20 
regulation in media (e.g., tv, movies, videogames, music) using industry standards, as well as early 21 
efforts at self-regulation evidenced by Facebook’s Oversight Board.3,197,199–201 However, given that 22 
the success of social media is contingent on engaging as many people for as long as possible, 23 
implementing standards aimed to reduce controversial, emotional, and inflammatory content might 24 
not be in their best interest. This is evidenced by the pending lawsuit to enjoin the California Age-25 
Appropriate Design Code Act on first amendment violation claims.202,203 Enacting a regulatory 26 
framework across jurisdictions on global companies is not always legally or logistically viable; 27 
however, voluntarily adopting standards now could reduce the likelihood of more sweeping 28 
regulatory action later.3,197,204,205 Furthermore, evidence from political science literature on 29 
transnational governance shows that multistakeholder regulatory standards setting schemes can be 30 
a vital part of the corporate regulatory toolbox.197 However, more research is needed to see how 31 
and if they can be implemented to protect adolescent social media users.197 32 
 33 
A public statement of compliance with standards and a commitment to uphold those standards in 34 
the terms of service would be a meaningful step towards an enforceable legal structure.3 35 
Specifically, the Federal Trade Commission (FTC) can penalize firms that engage in unfair or 36 
deceptive business practices and has used this authority against companies that have failed to honor 37 
commitments made in their privacy policies and similar agreements.206–208 Audit and systemic risk 38 
reports of compliance with the standards should be available to the FTC, researchers, and the 39 
public. Social media companies should make a good faith effort to ensure access to data that 40 
facilitates research on the effects of social media on child and adolescent health possibly including 41 
removal of the prohibition on researchers’ use of publicly available data.3 More transparency would 42 
allow for comparisons across platforms and over time, which would provide a better insight for the 43 
companies, the public, and the FTC. Creation of a standard would also support and inform the 44 
FTC’s use of consent decrees as a regulatory tool.3,209 Once a company agrees to a consent decree – 45 
terms of the decree determine obligations to remediate  regardless of whether the terms are within 46 
the FTC’s authority.3,210 Creation of an industry standard could support the FTC’s governance by 47 
consent decree, even for providers who do not explicitly adopt the standard.3 48 
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Once standards have been created and adopted, it would be much easier to assess and remedy 1 
harms posed by social media. For instance, standards could be used to evaluate whether the 2 
platform has age-verification processes, data encryption, and privacy policies.3 Similarly, they 3 
could be used to determine whether a platform’s content is suitable for children by evaluating the 4 
likelihood of exposure to illegal and maladaptive behavior.41 The first step towards benchmarking 5 
is transparency and more fair competition in an opaque market.3 For instance, ethical artificial 6 
intelligence (AI) tool kits could help facilitate more open communication among technology 7 
developers, researchers, policy makers, and civil society.3,211 Additionally, public documentation of 8 
the provenance of the dataset used to calibrate machine learning models is gaining traction as way 9 
to mitigate harms from biased models.3,212  10 
 11 
NASEM makes a persuasive case that an ongoing technical workgroup to develop industry 12 
standards, ideally facilitated by ISO, as well as near uniform industry adoption of the standards in 13 
their policies and terms of service would improve privacy protections, improve algorithmic and 14 
other transparency, and facilitate a better system of reporting inappropriate content and ill-actors. 15 
However, this is new territory and despite the ISO’s strong track record of developing complex 16 
technical international standards (e.g., information security management and data protection), it is 17 
difficult to fully assess if something similar would be an effective tool to regulate social media.3,198  18 
 19 
Recommendations for the Federal Government 20 
 21 
In addition to developing and adopting industry standards, another approach is to improve privacy 22 
protections and age-appropriate design at the federal and state level through legislation. This is 23 
further supported by the Surgeon General’s Advisory on the effects of social media on youth 24 
mental health, which urges action to ensure social media environments are healthy and safe.4 As 25 
noted earlier, COPPA recognizes that young children cannot consent to the terms of use for data 26 
collection, and thus prohibits enticing personal disclosures through games and restricts advertising 27 
to children.213 Currently, when companies violate COPPA by collecting data for children under the 28 
age of 13, the FTC can and has issued fines. Specifically, in 2019, the FTC required Google to pay 29 
$170 million for data collection in violation of COPPA.214 However, COPPA only protects children 30 
under the age of 13 so arguably one way to improve privacy protections for children would be to 31 
expand COPPA to include all minors. In 2021, legislation to extend COPPA protections to kids 32 
through age 16 was proposed with the Children and Teens’ Online Privacy Protection Act, which 33 
would also require platforms and providers to report on foreseeable risks of harm.215 However, 34 
there has been no action on the proposed legislation. The FTC also has authority over unfair and 35 
deceptive practices in commerce. Therefore, in response to concerns about the erosion of consumer 36 
privacy, in particular with data collection and use practices, the FTC has issued guidance 37 
documents on internet advertising.3,216–218 Moreover, there is proposed rulemaking on commercial 38 
surveillance and data security.3,219 Additional guidance and/or revisions from the FTC regarding 39 
how to make systems for reporting cases of online harassment and abuse that comply with COPPA 40 
would be benefical.3 41 
 42 
In addition to improving children’s privacy and better regulating social media providers through 43 
the FTC and COPPA, it may be beneficial to develop support programs for children and 44 
adolescents who experience digital abuse and evaluate the effectiveness of such programs, and the 45 
US Substance Abuse and Mental Health Services Administration is well positioned to do this.3 46 
Finally, assuming industry leaders do not voluntarily remove the prohibitions in their terms of 47 
service on the use of publicly available data for research, Congress could pass legislation to ensure 48 
researchers can access data to examine the effects of social media on child and adolescent health.3 49 
 
Recommendations for State and Local Agencies 50 
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 1 
One potential way of making technology safer for kids is through age-appropriate design.3,4 Some 2 
of the goals of age-appropriate design include: (1) centering the rights and developmental needs of 3 
children and (2) improving privacy protections by addressing and modifying what data is collected 4 
from minors, how it is collected, and how it is used. In practice this might look like collecting the 5 
minimum information necessary and prohibiting the use of that information in commerce. It might 6 
also include shifting the burden to establish users’ age to the producers of the technology as was 7 
done in the United Kingdom.3,220 It would also likely discourage developmentally inappropriate 8 
persuasive design features (e.g., push notifications, like buttons, tones for new content, and endless 9 
scrolling).41 10 
 11 
The increasing concerns about social media use and adolescent health has prompted federal, state, 12 
and local legislators to propose age-appropriate design measures to protect children while using the 13 
internet and internet-based forms of communication, including social media.221,222 In 2023, 35 14 
states and Puerto Rico introduced legislation around social media and youth, and 12 states enacted 15 
bills or adopted resolutions.221 By and large, the goals of the legislation are to: (1) create study 16 
commissions and task forces to evaluate the relationship between social media and adolescent 17 
health; (2) require age verification and/or parental consent to open social media accounts; and (3) 18 
adding digital and media literacy to K-12 curriculums.  19 
 20 
For instance, Utah enacted the Utah Social Media Regulation Act, which requires age verification 21 
of state residents and parental consent for those under the age of 18 to open an account.223 It also 22 
limits the hours of access for certain users, subject to parental or guardian direction, and provides 23 
for a private right of action. Similarly, Arkansas created the Social Media Safety Act which 24 
requires age verification and parental consent for use of social media. It also establishes a 25 
mechanism for liability for failure to perform age verification for use of social media and for illegal 26 
retention of data.224 In 2022, California passed the Age-Appropriate Design Code Act (AADC).202 27 
The law was modeled after the United Kingdom’s Age-Appropriate Design Code which advocates 28 
for businesses to consider the best interests of children when designing, developing, and providing 29 
online services, products, or features likely to be accessed by children. Notable obligations under 30 
the Age-Appropriate Design Code Act include requiring providers to: (1) configure a high level of 31 
default privacy settings; (2) assess whether algorithms, data collection, or targeted advertising 32 
systems could harm children; and (3) use clear, age-appropriate language for user-facing 33 
information and documents.222 In 2023 a lawsuit to invalidate the AADC on first amendment free 34 
speech grounds was filed in federal court by NetChoice, a coalition representing the country’s tech 35 
companies.203 The District for the Northern District of California granted a preliminary injunction 36 
against the AADC, the California Attorney General appealed, and a decision by the Ninth Circuit 37 
Court of Appeals is anticipated in Spring 2024.202,203,225  38 
 39 
Efforts around age-appropriate design legislation are relatively new so the overall impacts are 40 
unclear. However, age verification, digital media literacy, and continued research appear beneficial 41 
and do not have obvious risks. Likewise, expansion of COPPA and provision of resources and 42 
support for those who experience online harassment have little formal evidence of effectiveness but 43 
are rationally grounded.  44 
 45 
Recommendations for Parents and Kids 46 
 47 
Parents and children are encouraged to use social media functions that facilitate social support, 48 
online companionship, emotional intimacy, and healthy socialization; particularly during periods of 49 
isolation, during stress, mental health crisis, and for marginalized groups.41 To achieve this, it is 50 
recommended that families should collectively develop, review, and follow a family media use 51 
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plan, which should outline developmentally appropriate types, times, methods, places for, and 1 
amounts of acceptable media us.1,2,4,41 For instance, there is evidence of the impact of excessive 2 
digital technology use (e.g., screentime, tv, and social media) by adolescents on negative health 3 
impacts.1,2,226 However, there has been a push among researchers to move away from focusing on 4 
screentime and instead to consider how, why, when, and with whom youth are engaging online. 5 
Despite this, the American Association of Pediatrics, American Psychological Association, and 6 
many other organizations and policy makers advocate for screen time limits and media-free time.1,2 7 
Specifically, it is recommended that adolescents abstain from using screens 1 hour before bed and 8 
that adolescents should not sleep with digital devices in their bedrooms.7,52 Additionally, there is 9 
some evidence supporting open, non-judgmental communication between caregivers and children 10 
and some degree of parental monitoring of social media use.1,2,41,97 Recent surveys suggest roughly 11 
63 percent of adolescents and 70.8 percent of parents reported parental monitoring, and 74.3 12 
percent of adolescents reporting being friends with their parents online.179 Open communication is 13 
helpful for teaching digital literacy, which is necessary for children to understand the limits of “free 14 
digital products” that process access in exchange for data on user demographics, politics, mental 15 
health, and sexuality generated through engagement and viewing behavior.50  16 
 17 
Recommendations for Clinicians 18 
 19 
It is recommended that clinicians be aware of and talk with children and families about the risks 20 
and benefits of social media use.1–3,107,227 Specifically, communication with adolescents is the most 21 
effective in the context of a therapeutic alliance that is open and non-judgmental.97 Physicians 22 
should encourage: (1) setting boundaries for screentime and social media use; (2) discuss the risks 23 
and benefits of social media, including impact of smartphones on learning and the importance of 24 
digital media literacy; and (3) encourage communication between caregivers and children and 25 
advocate use of the Family Media Toolkit and Family Media Use Plan.1,2,58,60,97  26 
 27 
Recommendations for Training and Education 28 
 29 
One way to reduce potential harm to adolescents using social media is through improved digital 30 
media literacy. Specifically, it is important to train adolescents and those teaching and advising 31 
them skills for assessing and validating information on social media and the internet more 32 
broadly.41,50,60,97,227 Moreover, the approach to digital media literacy needs to be multi-tiered and 33 
tailored to children, parents, educators, and clinicians. Specifically, comprehensive digital media 34 
literacy should be integrated into the standards set by state boards of education. Moreover, the U.S. 35 
Department of Education should draw national attention to the importance of comprehensive 36 
digital media literacy.3 This is necessary to create both an online environment that protects youth 37 
and social media consumers who are empowered to protect themselves. Furthermore, educators and 38 
clinicians need to be trained in digital media literacy so they can adequately teach and advise 39 
adolescents on the risks and benefits of social media.1–4 This could include incorporation of digital 40 
media literacy requirements for licensure as well as ongoing professional development training and 41 
resources for both educators and clinicians.3 In addition to incorporating digital media literacy into 42 
training and licensure, additional efforts to improve dissemination of health-related digital media 43 
literacy is suggested.227 44 
 45 
Recommendations for Research 46 
 47 
Currently, the research on social media and adolescent health is limited.3,4 Therefore, federal and 48 
non-profit research funders should support a research agenda that prioritizes: (1) the health 49 
consequences of social media use and the mechanisms of harm, (2) the epidemiology of 50 
problematic use, (3) interventions and other efforts to reduce and remediate harms arising from 51 
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social media, (4) the role of parents and other adults in influencing positive use, and (5) algorithmic 1 
audits.3,4 There is a need for validated tools to measure exposure to social media affordances, data 2 
sharing, and the establishment of long-term cohort studies. Special emphasis should be given to 3 
interdisciplinary approaches and study designs that attempt to understand causal directions. 4 
 5 
RELEVANT AMA POLICY 6 
 7 
The AMA has existing policy that addresses social media and mental health, gun violence, internet 8 
pornography, online streaming of sexual encounters, the effects of video game and internet 9 
overuse, disinformation, cannabis marketing, and online human subjects’ research. In general, 10 
these policies advocate the use of education and legislation to: (1) increase awareness about 11 
potential risks associated with social media and internet use; and (2) reduce exposure to harmful 12 
content (e.g., gun violence, pornography, disinformation, etc.) particularly for children, 13 
adolescents, and young adults. Current policy also supports development and implementation of 14 
clinical tools for identification and treatment of harms that arise from exposure as well as continued 15 
research into potential harms and the effectiveness of screening and treatment. Detailed 16 
information on the current AMA policies can be found in the appendix. 17 
 18 
CONCLUSION 19 
 20 
Digital media, smartphones, and social media have a pervasive presence in nearly all aspects of 21 
youth and adolescent life. Despite substantial research efforts, the evidence is too weak to promote 22 
a uniform interpretation of the impact of social media on adolescent health at the population level. 23 
There are several factors contributing to the weak evidence including: (1) the reciprocal 24 
associations between social media use and health; (2) the lack of consistent and comparable 25 
methodologies; (3) entanglement of impact and exposure as a byproduct of social media’s ubiquity; 26 
(4) different dynamics and trends depending on level of analysis; (5) the wide variety of  27 
interactions, behaviors, and health impacts engendered by social media; and (6) reliance on cross-28 
sectional studies with high heterogeneity.   29 
 30 
Although the evidence is too weak to provide a uniform interpretation, there are clear positive and 31 
negative trends. There is some evidence of potential benefit in the form of improved social support, 32 
identity development, civic engagement, and self-directed learning. There is also some evidence of 33 
potential harm including negative impacts on sleep, physical activity, and mental health, as well as 34 
exposure to inappropriate content, and data privacy issues. Furthermore, it is apparent that the 35 
relative risks and benefits of social media likely depend on individual differences in: (1) 36 
engagement with social media (e.g., what kids see and do online, who they talk to, when they use 37 
social media, and how they use social media); (2) pre-exiting strengths and weaknesses; and (3) the 38 
cultural, social, and physical environment.  39 
 40 
Even though the evidence of harm is limited there is an urgent need for action for two reasons. 41 
First, the lack of algorithmic transparency, privacy protections, and accountability and redress for 42 
online harassment on most platforms is concerning given the power, reach, and ubiquity of social 43 
media. Second, the potential harms are serious, particularly during sensitive developmental 44 
periods; therefore, proactively creating digital environments that protect and enrich children’s and 45 
adolescents’ health and well-being is beneficial regardless of the evidence of harm. There are two 46 
key approaches that would likely facilitate the creation of safer, developmentally appropriate 47 
environments. First, federal and state legislative action (e.g., expansion of COPPA, implementation 48 
of age-appropriate design, and mechanisms to address online harassment), and second, 49 
development and widespread adoption of industry standards to benchmark platform operations, 50 
transparency, and data use. In addition to improving the digital environment, it is imperative that 51 
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there are simultaneous efforts to address harms that still arise including: (1) education and training 1 
on digital media literacy and the potential harms posed by social media; (2) improved screening 2 
and support for those who experience harms (e.g., problematic internet use and online harassment); 3 
and (3) continued research of the health impacts of social media. 4 
 5 
RECOMMENDATION 6 
 7 
The Council on Science and Public Health recommends that the following be adopted, and the 8 
remainder of the report be filed: 9 
 10 

1. That our AMA: 11 
 12 
(1) urges physicians to: (a) educate themselves about social media; (b) be prepared to 13 
counsel patients and/or their guardians about the potential risks and harms of social media; 14 
and (c) consider expanding clinical interviews to inquire about social media use.  15 
(2) encourages further clinical, epidemiological, and interdisciplinary research on the 16 
impact of social media on health. 17 
(3) supports education of clinicians, educators, and the public on digital media literacy and 18 
the health effects of social media.  19 
(4) recognizes that the relative risks and benefits of social media may depend on individual 20 
differences (e.g., social media engagement, pre-existing traits, and environment).  21 
(5) supports legislative, regulatory, and associated initiatives (e.g., development of industry 22 
standards, age-appropriate design, and funding programs that support those harmed by 23 
online harassment). 24 
(6) will collaborate with professional societies, industry, and other stakeholders to improve 25 
social media platform privacy protections, transparency (e.g., algorithmic, data, and 26 
process), data sharing processes, and systems for accountability and redress in response to 27 
online harassment. (New HOD Policy) 28 
 29 

2. That current AMA policy D-478.965, “Addressing Social Media and Social Networking 30 
Usage and its Impacts on Mental Health D-478.965” be amended by addition and deletion 31 
to read as follows:  32 
 33 
Our AMA: (1) will collaborate with relevant professional organizations to: (a) support the 34 
development of continuing education programs to enhance physicians’ knowledge of the 35 
health impacts of social media and social networking usage; and (b) support the 36 
development of effective clinical tools and protocols for the identification, treatment, and 37 
referral of children, adolescents, and adults at risk for and experiencing health sequelae of 38 
social media and social networking usage; (2) advocates for schools to provide safe and 39 
effective educational programs by which so that (a) all students can learn to identify and 40 
mitigate the onset of mental health sequelae of social media and social networking usage, 41 
(b) all students develop skills in digital literacy to serve as an individual protective 42 
foundation for interaction with various types of digital media (including social media), and 43 
(c) at risk students’ access to social media can be limited and/or closely monitored as 44 
individually appropriate; (3) affirms that use of social media and social networking has the 45 
potential to positively or negatively impact the physical and mental health of individuals, 46 
especially adolescents and those with preexisting psychosocial conditions; (4) advocates 47 
for and support media and social networking services addressing and developing 48 
safeguards for users, including protections for youth online privacy, effective controls 49 
allowing youth and caregivers to manage screentime content and access, and development 50 
and dissemination of age-appropriate digital literacy training; and (5) advocates for the 51 
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study of the positive and negative biological, psychological, and social effects of social 1 
media and social networking services use. (Modify Current HOD Policy) 2 

 
 
Fiscal Note: $5,000 - $10,000  
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APPENDIX: Relevant AMA Policy 
 
Addressing Social Media and Social Networking Usage and its Impacts on Mental Health D-
478.965 
Our AMA: (1) will collaborate with relevant professional organizations to: (a) support the 
development of continuing education programs to enhance physicians’ knowledge of the health 
impacts of social media and social networking usage; and (b) support the development of effective 
clinical tools and protocols for the identification, treatment, and referral of children, adolescents, 
and adults at risk for and experiencing health sequelae of social media and social networking 
usage; (2) advocates for schools to provide safe and effective educational programs by which 
students can learn to identify and mitigate the onset of mental health sequelae of social media and 
social networking usage; (3) affirms that use of social media and social networking has the 
potential to positively or negatively impact the physical and mental health of individuals, especially 
adolescents and those with preexisting psychosocial conditions; (4) advocates for and support 
media and social networking services addressing and developing safeguards for users; and (5) 
advocates for the study of the positive and negative biological, psychological, and social effects of 
social media and social networking services use. 
 
Minimizing the Influence of Social Media on Gun Violence H-478.977 
1. Our American Medical Association calls upon all social media sites that allow posting of videos, 
photographs, and written online comments encouraging and glorifying the use of guns and gun 
violence to vigorously and aggressively remove such postings. 
2. Our AMA strongly recommends social media sites continuously update and monitor their 
algorithms in order to detect and eliminate any information that discusses and displays guns and 
gun violence in a way that encourages viewers to act violently. 
3. Our AMA will work with social media sites to provide educational content on the use of guns, 
inherent dangers, and gun safety in an effort to end the ongoing and devastating effects of gun 
violence in our communities. 
 
Internet Pornography: Protecting Children and Youth Who Use the Internet and Social 
Media H-60.934 
Our AMA: 
(1) Recognizes the positive role of the Internet in providing health information to children and 
youth. 
(2) Recognizes the negative role of the Internet in connecting children and youth to predators and 
exposing them to pornography. 
(3) Supports federal legislation that restricts Internet access to pornographic materials in designated 
public institutions where children and youth may use the Internet. 
(4) Encourages physicians to continue efforts to raise parent/guardian awareness about the 
importance of educating their children about safe Internet and social media use. 
(5) Supports school-based media literacy programs that teach effective thinking, learning, and 
safety skills related to Internet and social media use. 
(6) Actively support legislation that would strengthen child-centric content protection by internet 
service providers and/or search engines in order to limit the access of pornography to minors on the 
internet and mobile applications. 
 
Addressing Public Health Disinformation Disseminated by Health Professionals D-440.914 
Our AMA will collaborate with relevant health professional societies and other stakeholders:  
(a) on efforts to combat public health disinformation disseminated by health professionals in all 
forms of media, 
(b) address disinformation that undermines public health initiatives, and  
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(c) implement a comprehensive strategy to address health-related disinformation disseminated by 
health professionals that includes: 
(1) Maintaining AMA as a trusted source of evidence-based information for physicians and 
patients. 
(2) Ensuring that evidence-based medical and public health information is accessible by engaging 
with publishers, research institutions and media organizations to develop best practices around 
paywalls and preprints to improve access to evidence-based information and analysis. 
(3) Addressing disinformation disseminated by health professionals via social media platforms and 
addressing the monetization of spreading disinformation on social media platforms. 
(4) Educating health professionals and the public on how to recognize disinformation as well as 
how it spreads. 
(5) Considering the role of health professional societies in serving as appropriate fact-checking 
entities for health-related information disseminated by various media platforms. 
(6) Encouraging continuing education to be available for health professionals who serve as fact-
checker to help prevent the dissemination of health-related disinformation. 
(7) Ensuring licensing boards have the authority to take disciplinary action against health 
professionals for spreading health-related disinformation and affirms that all speech in which a 
health professional is utilizing their credentials is professional conduct and can be scrutinized by 
their licensing entity. 
(8) Ensuring specialty boards have the authority to take action against board certification for health 
professionals spreading health-related disinformation. 
(9) Encouraging state and local medical societies to engage in dispelling disinformation in their 
jurisdictions. 
 
Television Broadcast and Online Streaming of Sexual Encounters and Public Health 
Awareness on Social Media Platforms H-485.994 
Our AMA urges television broadcasters and online streaming services, producers, sponsors, and 
any associated social media outlets to encourage education about inclusive safe sexual practices, 
including but not limited to condom use and abstinence, in television or online programming of 
sexual encounters, and to accurately represent the consequences of unsafe sex.   
Medical and Public Health Misinformation Online D-440.915 
Our AMA: 
(1) encourages social media companies and organizations, search engine companies, online retail 
companies, online healthcare companies, and other entities owning websites to further strengthen 
their content moderation policies related to medical and public health misinformation, including, 
but not limited to enhanced content monitoring, augmentation of recommendation engines focused 
on false information, and stronger integration of verified health information; 
(2) encourages social media companies and organizations, search engine companies, online retail 
companies, online healthcare companies, and other entities owning websites to recognize the 
spread of medical and public health misinformation over dissemination networks and collaborate 
with relevant stakeholders to address this problem as appropriate, including but not limited to 
altering underlying network dynamics or redesigning platform algorithms; 
(3) will continue to support the dissemination of accurate medical and public health information by 
public health organizations and health policy experts; and  
(4) will work with public health agencies in an effort to establish relationships with journalists and 
news agencies to enhance the public reach in disseminating accurate medical and public health 
information. 
 
Marketing Guardrails for the "Over-Medicalization" of Cannabis Use D-95.958 
Our AMA will: (1) send a formal letter to the Food and Drug Administration and Federal Trade 
Commission requesting more direct oversight of the marketing of cannabis for medical use; (2) 



 CSAPH Rep. 10-A-24 -- page 22 of 35 
 

generate a formal letter for use by state medical societies requesting more direct oversight by state 
government of the marketing of cannabis; (3) support and encourage federal, state, and private 
sector research on the effects of cannabis marketing to identify best practices in protecting 
vulnerable populations, as well as the benefits of safety campaigns such as preventing impaired 
driving or dangerous use; (4) encourage state regulatory bodies to enforce cannabis-related 
marketing laws and to publicize and make publicly available the results of such enforcement 
activities; (5) encourage social media platforms to set a threshold age of 21 years for exposure to 
cannabis advertising and marketing and improve age verification practices on social media 
platforms; (6) encourage regulatory agencies to research how marketing best practices learned from 
tobacco and alcohol policies can be adopted or applied to cannabis marketing; and (7) support 
using existing AMA channels to educate physicians and the public on the health risks of cannabis 
to children and potential health risks of cannabis to people who are pregnant or lactating. 
 
Principles of Human Subjects Research Shall Apply to Online Medical Research Projects H-
460.898 
Our American Medical Association declares social media sites' terms of service as an insufficient 
proxy for informed consent prior to being enrolled in any medical experiment and recommends that 
online social networks provide users with specific informed consent outlining the aims, risks and 
possible benefits of any medical experimental study prior to study enrollment. 
 
Emotional and Behavioral Effects of Video Game and Internet Overuse H-60.915 
Our AMA supports increased awareness of the need for parents to monitor and restrict use of video 
games and the Internet and encourage increased vigilance in monitoring the content of games 
purchased and played for children 17 years old and younger.  
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INTRODUCTION 1 
 2 
American Medical Association Policy H-145.966, “Stand Your Ground Laws” as adopted by the 3 
House of Delegates at the 2023 Annual Meeting (Resolution 435), asked that our AMA study the 4 
public health implications of “Stand Your Ground” laws and castle doctrine. 5 
 6 
BACKGROUND 7 
 8 
“Castle doctrine” refers to the legal right of a person to defend himself against an intruder in his 9 
home or other property, even if the use of deadly force is required. Stand Your Ground (SYG) laws 10 
expanded castle doctrine beyond one's home or property to public spaces where individuals have a 11 
legal right to be. Prior to the enactment of SYG laws, most states followed the common law self-12 
defense rule, which imposed a duty to retreat before using force in self-defense, if safe retreat was 13 
possible. SYG laws generally removed the duty to retreat from a threat before using force in self-14 
defense. Under SYG laws, individuals are allowed to use force, including lethal force, if they 15 
reasonably believe it is necessary to protect themselves or others from imminent harm.  16 
 17 
In 2005, Florida passed the first SYG law in the United States.1 According to the National 18 
Conference of State Legislatures, as of March 2023, laws in at least 28 states and Puerto Rico 19 
provide that there is no duty to retreat from an attacker in any place in which one is lawfully 20 
present.2 At least ten states include language stating one may “stand his or her ground,” while eight 21 
states permit the use of deadly force in self-defense through judicial decisions or jury instructions.2 22 
 23 
Those who support the enactment of SYG laws generally believe that people have a fundamental 24 
right to “defend themselves from attack with proportionate force in every place they have a lawful 25 
right to be” which is thought to deter criminals by increasing their perceived risk of encountering 26 
an armed victim.2  Critics are concerned these laws “unnecessarily encourage the use of deadly 27 
force as a low-cost license to kill instead of reserving it only as a protective measure.”3 SYG laws 28 
are commonly referred to as “shoot first” laws and are thought to encourage people to take the law 29 
into their own hands. There are also concerns that the laws exacerbate social inequities. 30 
 31 
In this report, your Council on Science and Public Health reviews the available evidence regarding 32 
the public health impact of castle doctrine and SYG laws. 33 
 34 
METHODS 35 
 36 
English language articles were selected from searches of PubMed and Google Scholar using the 37 
search terms “stand your ground”, “castle doctrine”, “self-defense law”. Additional articles were 38 



 CSAPH Rep. 12-A-24 -- page 2 of 6 
 

identified by manual review of the reference lists of pertinent publications. Web sites managed by 1 
government agencies and nonprofit organizations were also reviewed for relevant information. 2 
 3 
DISCUSSION 4 
 5 
There has been little research on the public health implications of castle doctrine. Researchers have 6 
sought to evaluate the effect of SYG and expanded self-defense laws on various factors including 7 
crime rates, homicide rates, and racial disparities in the application of the laws. It is worth noting at 8 
the outset that evaluating the effects of SYG laws is challenging, in part because the duty to retreat 9 
is a less distinct element of self-defense in practice.4 Also because there are variations in the laws 10 
across jurisdictions and implementation of the law may also deviate from the original intent.4  11 
 12 
Impact of SYG laws on homicide, firearm homicide, and violent crime 13 
 14 
A retrospective analysis of data from 2000 to 2017 examined justifiable homicide (citizen-related 15 
justifiable homicide with a firearm) and homicide (non-justifiable citizen-related homicide) rates 16 
before and after enactment of SYG laws and in states with and without SYG laws. In states with 17 
SYG laws, the overall justifiable homicide rate was 0.126 per 100,000 population compared with 18 
0.047 per 100,000 population in states without SYG laws. The homicide rate was 4.663 per 19 
100,000 population in states with SYG laws compared to 3.301 per 100,000 population states 20 
without SYG laws.5 In states with SYG laws, the rate of justifiable homicide increased with the 21 
enactment of SYG laws, from 0.091 pre-law to 0.141 per 100,000 population post-law, a 54.9 22 
percent increase.5 The homicide rate also increased with the enactment of SYG from 4.208 to 4.663 23 
per 100,000 population, a 10.8 percent increase.5 In states without SYG laws, the justifiable 24 
homicide rates increased 20 percent, from 0.044 to 0.053 per 100,000 population, but homicide 25 
rates decreased from 3.424 to 3.344 per 100,000 population, a 2.3 percent decrease.5 The findings 26 
suggest that justifiable homicide and homicide were disproportionately higher in states with SYG 27 
laws and both the justifiable homicide rate by firearm and homicide rate had significant increases 28 
in states with SYG laws compared to states without such laws. While the intent of SYG laws was 29 
to deter violent crime, this analysis indicates the laws have had the opposite effect.5 30 
 31 
Similarly, a cohort study evaluating the association of SYG laws with homicide and firearm 32 
homicide, nationally and by state, found that SYG laws were associated with an 8 – 11 percent 33 
national increase in monthly rates of homicide and firearm homicide.6 Forty-one states were 34 
analyzed, including 23 states with SYG laws and 18 states without SYG laws. SYG laws were 35 
associated with a mean national increase of 7.8 percent in monthly homicide rates and 8.0 percent 36 
in monthly firearm homicide rates.6 Increases in violent deaths varied across states, with the largest 37 
increases (16.2 to 33.5 percent) found in the South (e.g., Alabama, Florida, Georgia, Louisiana). 38 
The study found no differential associations by demographic group.6 39 
 40 
A systematic review examining the available evidence on the impacts associated with SYG laws 41 
(or other expansions of self-defense laws) on violence, injury, crime, and firearm-related outcomes 42 
found the laws were associated with no change to small increases in violent crime (total and 43 
firearm homicide, aggravated assault, robbery) on average across states.7 While Florida-based 44 
studies showed robust increases (24 percent to 45 percent) in firearm and total homicide.7 45 
 46 
RAND's Gun Policy in America initiative examines the effects of firearm laws to improve public 47 
discussions and support the development of fair and effective firearm policies. Their review of the 48 
evidence on SYG laws concluded that there is moderate evidence that they may increase homicide 49 
rates, supportive evidence that they may increase firearm homicides, and limited evidence that they 50 
may increase the overall violent crime rates.8  51 
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 1 
Evaluating Florida’s SYG law 2 
 3 
Several studies have focused on evaluating Florida’s SYG law specifically. In addition to this being 4 
the first jurisdiction with a SYG law, the high-profile and fatal shooting of Trayvon Martin, an 5 
unarmed Black teenager occurred in Sanford, Florida on February 26, 2012. Martin was killed by a 6 
White neighborhood watch volunteer who was later acquitted of second-degree murder and 7 
manslaughter on the basis of self-defense. The jury in the case was instructed about Florida’s SYG 8 
law. The Governor of Florida created a Task Force on Citizen Safety and Protection to review the 9 
Florida statute to help “ensure the rights of all Floridians and visitors, including the right to feel 10 
safe and secure in our state.”9 The task force recommended keeping the SYG law in place, noting 11 
that all persons who are conducting themselves in a lawful manner have a fundamental right to 12 
stand their ground and defend themselves from attack with proportionate force in every place they 13 
have a lawful right to be.9 14 
 15 
In evaluating the Florida law, several studies have found that it led to an increase in homicides and 16 
firearm homicides. A study evaluating whether Florida’s SYG law had an impact on homicide and 17 
homicide by firearm between 2005 and 2014 found that the law was associated with a 24.4 percent 18 
increase in homicide and a 31.6 percent increase in firearm-related homicide.10 Researchers found 19 
no change in rates of suicide or suicide by firearm.10 A separate analysis of Florida’s law found it 20 
was associated with a 44.6 percent increase in adolescent firearm homicide and may also 21 
exacerbate racial disparities.11 A third analysis found that the impact of the law differed 22 
significantly by county urbanization, unemployment, and pre-law homicide rates.12 The largest 23 
increases in homicide and firearm homicide occurred in proportionally safer, richer, and less 24 
ethnically diverse suburban counties. These findings suggest that the law may have had the 25 
opposite effect than intended, and more strongly impacted counties considered safe, suburban and 26 
economically successful.12 27 
 28 
Social inequities 29 
 30 
It has been hypothesized that SYG laws will exacerbate social inequities in violent victimization as 31 
and that Black defendants accused of crimes will not have the same protections under these laws as 32 
similarly situated White defendants.13 However, a systematic review that examined comparisons by 33 
race showed mixed findings, indicating there are not dramatic differences in increases in homicide 34 
rates among Black versus White people following the enactment of SYG laws.7 Data suggests that 35 
at least in Florida, there appears to be racial bias in the criminal justice process in rulings on SYG 36 
cases.7 In examining SYG cases in Florida from 2005 to 2013, it was found that race of the victim 37 
was a significant predictor of case outcome.14 After controlling for other variables, the defendant is 38 
two times more likely to be convicted in a case that involves White victims compared to those 39 
involving non-White victims.14 40 
 41 
A separate examination of FBI data from 2005-2010, examining more than 53,000 homicides, 42 
found large disparities in rulings justified based on the race of the defendant and the 43 
victim.15 Nationally, the likelihood of a homicide being ruled justified is 281 percent greater when 44 
the defendant is White and the victim is Black compared to cases where both the defendant and 45 
victim are White.15 White-on-Black homicides were the most likely to be ruled as justified (11.4 46 
percent) while Black-on-White homicide was least likely to be ruled as justified (1.2 percent).15 47 
 48 
There is very little evidence examining gender differences in the implementation of SYG laws and 49 
a lack of focus on the impacts of these laws on intimate partner violence or domestic violence, the 50 
most common forms of violence against women.7  51 
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 1 
POSITION OF OTHER NATIONAL ORGANIZATIONS 2 
 3 
In 2013, the American Bar Association convened a National Task Force on SYG Laws to review 4 
and analyze the recently enacted Stand Your Ground laws in multiple states and their impact on 5 
public safety and the criminal justice system.3 The Task Force has conducted a comprehensive 6 
legal and multidisciplinary analysis of the impact of the SYG laws. The national investigation 7 
revealed several important findings:  8 
 9 

1. Based on recent empirical studies, SYG states experienced an increase in homicides.  10 
2. Multiple states have attempted to repeal or amend SYG laws.  11 
3. The application of SYG laws is unpredictable, uneven, and results in racial disparities. 12 
4. An individual’s right to self-defense was sufficiently protected prior to SYG laws. 13 
5. Victims’ rights are undermined in states with statutory immunity from criminal prosecution 14 
and civil suits related to SYG cases.  15 

 16 
EXISTING AMA POLICY 17 
 18 
Existing AMA policy does not address self-defense, castle doctrine, or SYG laws. Current policy 19 
does recognize that violence represents a public health crisis which requires a comprehensive 20 
public health response and solution (Policy D-145.995, “Gun Violence as a Public Health Crisis”). 21 
Policy also recognizes that uncontrolled ownership and use of firearms is a serious threat to the 22 
public's health inasmuch as the weapons are one of the main causes of intentional and unintentional 23 
injuries and deaths (Policy H-145.997, “Firearms as a Public Health Problem in the United States - 24 
Injuries and Death”). AMA policy also affirms that physical and verbal violence between law 25 
enforcement officers and public citizens, particularly within racial and ethnic minority populations, 26 
is a social determinant of health (Policy H-515.95, “Research the Effects of Physical or Verbal 27 
Violence Between Law Enforcement Officers and Public Citizens on Public Health Outcomes”). 28 
 29 
CONCLUSION 30 
 31 
“Castle doctrine” refers to the legal right of a person to defend himself against an intruder in his 32 
home or other property, even if the use of deadly force is required. There is a lack of studies 33 
examining the impact of these laws. SYG laws, or expanded castle doctrine, generally removed the 34 
duty to retreat from a threat before using force in self-defense. Under SYG laws, individuals are 35 
allowed to use force, including lethal force, if they reasonably believe it is necessary to protect 36 
themselves or others from imminent harm. While SYG laws can be challenging to evaluate, the 37 
best available evidence shows that these laws are associated with increased homicide and firearm 38 
homicide rates, resulting in preventable violent deaths. The application of SYG laws is 39 
unpredictable, uneven, and likely results in racial disparities. 40 
 41 
RECOMMENDATIONS 42 
 43 
The Council on Science and Public Health recommends that the following be adopted and the 44 
remainder of this report be filed. 45 
 46 

1. That Policy H-145.966, “Stand Your Ground Laws” be adopted by addition and deletion to 47 
read as follows: 48 
 49 
Our AMA opposes stand your ground laws, which remove the duty to retreat before using 50 
lethal force if a person feels there is imminent risk of bodily harm, as these laws have been 51 
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shown to increase homicide and homicide firearm rates and there is evidence of racial 1 
inequity in the implementation of the laws. 2 
 3 
Our AMA will supports continued study of the public health implications of 4 
“Stand Your Ground” laws and castle doctrine. (Modify Current HOD Policy) 5 
 6 

2. That Policies H-145.997, “Firearms as a Public Health Problem in the United States - 7 
Injuries and Death,” D-145.995, “Gun Violence as a Public Health Crisis,” H-145.975, 8 
“Firearm Safety and Research, Reduction in Firearm Violence, and Enhancing Access to 9 
Mental Health Care,” and D-145.999 “Epidemiology of Firearm Injuries” be reaffirmed. 10 
(Reaffirm HOD Policy) 11 
 

 
Fiscal Note: Less than $1,000 
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EXECUTIVE SUMMARY 
 

BACKGROUND: This report examines the available evidence regarding the health effects of 
electronic cigarettes and the evidence of effectiveness of federal, state, and local regulations to 
restrict youth access to e-cigarettes (i.e., face-to-face sales mandates, limits on marketing and 
promotion, retailer licensing, price policy implementation, flavor restrictions, inclusion of e-
cigarettes in smoke-free indoor air policies, and the development of educational initiatives). 
 
METHODS: English language reports were selected from searches of the PubMed, Google 
Scholar, and Cochrane Library databases using the search terms: “e-cigarettes”, “ENDS”, 
“electronic cigarette”, AND “youth access.” Additional articles were identified by manual review 
of the reference lists of pertinent publications. Web sites managed by federal agencies and 
applicable professional and advocacy organizations were also reviewed for relevant information. 
 
RESULTS: Despite the recent decline in e-cigarette use among high school students and ongoing 
efforts at the national, state, and local levels to implement tobacco control strategies, including 
Food and Drug Administration (FDA) regulatory actions, e-cigarette use among adolescents 
remains alarmingly high. According to the National Youth Tobacco Survey (NYTS), 2.13 million 
students use e-cigarettes, with 4.6 percent of middle school and 10.0 percent of high school 
students reporting current use. There is clear evidence of adverse health effects due to e-cigarette 
use, but the evidence on the long-term impacts is more attenuated, not as strong, and often based on 
small cross-sectional or relatively short longitudinal epidemiological studies. Additionally, there is 
limited evidence of the effectiveness of state-level efforts like face-to-face sales mandates, 
marketing and promotion limits, retailer licensing, price policies and taxes, and flavor restrictions 
on reducing e-cigarette initiation and use. 
 
CONCLUSION: Despite the limited evidence, many policies enacted to address youth access to e-
cigarettes are rooted in evidence-based nicotine control strategies that worked well with traditional 
cigarettes. Therefore, it seems likely that they have the potential to reduce e-cigarette initiation and 
use. Continued research is needed to better understand effective interventions and policies, 
including how they influence traditional cigarette smoking, e-cigarette vaping, and other tobacco 
use.   
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INTRODUCTION 
 1 
The American Medical Association (AMA) House of Delegates (HOD) referred Resolution 919, 2 
“Decreasing Youth Access to E-cigarettes” for study. This resolution asked that our AMA support 3 
the inclusion of disposable and tank-based e-cigarettes in the language and implementation of any 4 
restrictions that are applied by the Food and Drug Administration (FDA) or other bodies to 5 
cartridge-based e-cigarettes. It also proposed amendments to policy H-495.986, “Tobacco Product 6 
Sales and Distribution,” to (1) support measures that prevent retailers from opening new tobacco 7 
specialty  stores in proximity to elementary schools, middle schools, and high schools and (2) 8 
support measures that decrease the overall density of tobacco specialty stores, including but not 9 
limited to, preventing retailers from opening new tobacco specialty stores in proximity to existing 10 
tobacco specialty stores.  11 
 12 
The Reference Committee recommended adoption of the policy as amended, with amendment by 13 
deletion of number 2 above due to concerns that the density recommendations represented the 14 
restriction of free commerce capabilities. The resolution was ultimately referred for study due to 15 
the introduction of significant amendments on the HOD floor seeking to clarify multiple points in 16 
existing policy unrelated to the amendments proposed by the resolution. 17 
 18 
The Council has previously presented several reports to the HOD on e-cigarettes, these include 19 
CSAPH Report 6-A-10, “Use of Electronic Cigarettes in Smoking Cessation Programs,”; CSAPH 20 
2-I-14, “Electronic Cigarettes, Vaping, and Health: 2014 Update”; and CSAPH 5-A-18, “Tobacco 21 
Harm Reduction: A Comprehensive Nicotine Policy to Reduce Death and Disease Caused by 22 
Smoking,” The AMA Board of Trustees also provides the HOD with an annual update on tobacco, 23 
which includes updates on e-cigarettes. This report will not repeat information included in those 24 
reports, but rather will provide an update on the narrow ask of the resolution, which focuses on 25 
youth access. 26 
 27 
METHODS 28 
 29 
English language reports were selected from searches of the PubMed, Google Scholar, and 30 
Cochrane Library databases using the search terms: “e-cigarettes”, “ENDS”, “electronic cigarette”, 31 
AND “youth access.” Additional articles were identified by manual review of the reference lists of 32 
pertinent publications. Web sites managed by federal agencies and applicable professional and 33 
advocacy organizations were also reviewed for relevant information. 34 
 35 
BACKGROUND 36 
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Tobacco use is the leading cause of preventable disease, disability, and death in the United States 1 
(U.S.). Moreover, tobacco product use, including the use of e-cigarettes, during adolescence 2 
increases the risk for lifelong nicotine addiction and adverse health consequences. This is an 3 
extremely important issue considering that in 2023, roughly 2.80 million U.S. middle and high 4 
school students used at least one tobacco product, including e-cigarettes.1  5 
 6 
Current Prevalence and Recent Trends Among Youth 7 
 8 
Youth e-cigarette use remains a critical public health concern in the U.S. For the 10th year, e-9 
cigarettes have been the most commonly used tobacco product among both middle and high school 10 
students. According to the most recent data from the National Youth Tobacco Survey (NYTS), 11 
2.13 million students use e-cigarettes with 4.6 percent of middle school and 10.0 percent of high 12 
school students reporting current use.1,2 From 2022 to 2023, a significant decline in current e-13 
cigarette use occurred among high school students (from 14.1 percent to 10.0 percent); this decline 14 
did not reflect a switch to cigarettes, whose use remained stable at 1.6 percent.  While e-cigarette 15 
use increased among middle school students from 3.3 percent in 2022 to 4.6 percent in 2023, this 16 
increase was not statistically significant. Among students who had ever used an e-cigarette, 46.7 17 
percent reported current use, 25.2 percent used e-cigarettes daily, and 89.4 percent used flavored e-18 
cigarettes with fruit (63.4 percent) and candy (35.0 percent) being the most common flavors.1 19 
 20 
Disposables were the most used device type among students who reported current e-cigarette use, 21 
with over 60 percent of students using disposable e-cigarettes. Prefilled and refillable pods or 22 
cartridges and open tank and mod systems were less frequently used at 16.1 percent and 5.9 percent 23 
respectively.1 Disposable e-cigarettes have changed dramatically in recent years. Between 2017 24 
and 2022, e-cigarettes quintupled in volume capacity, nearly tripled in average nicotine strength, 25 
and fell in average per ml price of e-liquid by nearly 70 percent.3 The increased popularity of 26 
disposable e-cigarettes may be because they are relatively inexpensive, have a high nicotine 27 
content, and they are exempt from the 2020 FDA enforcement prioritization of prefilled and 28 
closed-cartridge e-cigarettes for flavors other than tobacco and menthol.4  29 
 30 
Perceptions of harm and motivations for use 31 
 32 
Several systematic reviews and studies have evaluated motivations for e-cigarette use and 33 
perceptions of harm. Commonly reported motivations include curiosity, appealing flavors, family 34 
and peer influence, and stress reduction.5–8  One systematic review found that social acceptability, 35 
convenient and customizable features, a variety of flavors, and a lack of awareness about the 36 
presence of nicotine as common reasons for e-cigarette use.9 Another found that youth report flavor 37 
variety, device modifiability, the ability to perform tricks, and concealment from authority figures 38 
among the primary appeals of e-cigarettes.10 Findings suggest that prevalence of both e-cigarette 39 
and cigarette use among parents, siblings, and close friends was higher in adolescents who have 40 
ever used an e-cigarette.7  41 
 42 
Adolescent e-cigarette users also exhibit lower perceptions of harm and more positive attitudes 43 
towards e-cigarettes when compared with non-users.7,8,11 Specifically, in comparison to non-users, 44 
young people who were e-cigarette users were more likely to perceive e-cigarettes as healthier and 45 
less addictive than tobacco cigarettes.8,12–14 One study found most e-cigarette users view flavored e-46 
cigarettes as less harmful with 55.5 percent believing they were not addictive.13 Other reviews echo 47 
this concerning finding that many individuals were unaware that e-cigarettes contained nicotine.9,11 48 
Still others found youth perceived gradations in harm relating to the frequency and intensity of use 49 
and by type of product.15 In contrast, nonusers were more prone to consider e-cigarettes harmful to 50 
children.7  51 
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HEALTH EFFECTS OF E-CIGARETTE USE 1 
 2 
The health effects of e-cigarette use have been reviewed in previous CSAPH reports. The evidence 3 
on the health impacts of e-cigarettes is mixed. There are clear short term adverse effects that could 4 
result from using e-cigarettes including sore throat, headache, cough, elevated heart rate, nausea, 5 
and vomiting.11,16 Additionally, there are severe acute adverse effects including nicotine poisoning 6 
from accidental ingestion, e-cigarette or vaping product associated lung injury, and trauma from 7 
exploding devices that has been reported.17 However, the evidence on long term impacts of e-8 
cigarettes is more attenuated, not as strong, and often based on small cross-sectional or relatively 9 
short longitudinal epidemiological studies.  10 
 11 
Despite the limited evidence on the long-term effects of e-cigarettes on health, there are potentially 12 
concerning trends regarding the association between both e-cigarette use and exposure to the 13 
ingredients found in e-cigarette vapor and negative cardiovascular, pulmonary, immune, and 14 
developmental health impacts that warrant continued study and evaluation.  15 
 16 
Safety of Aerosolized e-liquid  17 
 18 
Propylene glycol, glycerol, nicotine, flavoring agents, and their degradation byproducts (e.g., 19 
formaldehyde, acetaldehyde, acrolein, glycidol) have all been shown to have deleterious effects on 20 
respiratory tissues and function.18,19 An analysis of 30 products on the U.S. market revealed that 13 21 
were more than one percent by weight flavor chemicals identified as reactive aldehydes.19 Reactive 22 
aldehydes are also thought to be the primary contributors to combustible cigarette–induced 23 
cardiovascular disease and chronic obstructive pulmonary disease (COPD).20,21 Multiple analyses 24 
of e-cigarette vapor’s cytotoxicity have demonstrated that while it varies, some flavors are 25 
cytotoxic or contain flavoring chemicals at concentrations high enough to be cytotoxic when 26 
vaped.19,22  27 
 28 
E-cigarette vapor also contains heavy metals, likely from the heating element metals that are 29 
released into the aerosols.20,23,24 A lifetime of chromium and nickel exposure from daily inhalation 30 
of two mL e-liquid was used to estimate the risk of cancer and noncancer health effects, with 31 
chromium and nickel estimated to be the primary contributors. Notably, nickel is one of the few 32 
carcinogens found to be higher in e-cigarettes than in combustible cigarettes.20,25 E-cigarette vapor 33 
contains copious fine and ultra fine particles.22 There is strong evidence that frequent low or short-34 
term levels of exposure to fine and ultrafine particles can contribute to pulmonary and systemic 35 
inflammatory processes as well as potentially increasing the risk of cardiovascular and respiratory 36 
disease.22,26–28 Moreover, higher e-liquid nicotine concentration is associated with higher particle 37 
numbers.22 38 
 39 
Finally, most e-cigarettes contain nicotine, which activates the sympathetic nervous system, 40 
thereby directly effecting the cardiovascular system.20,29 Nicotine-stimulated catecholamine release 41 
by the sympathetic nervous system activates β-adrenergic receptors in the heart, resulting in 42 
increased heart rate, cardiac contractility, and workload.20,30 Long-term overstimulation of the 43 
sympathetic nervous system can result in cardiac remodeling, which promotes the development of 44 
heart failure and increases arrhythmogenesis.20,29 Nicotine also affects the vasculature by inducing 45 
vasoconstriction, resulting in elevated blood pressure.20,29,30 In a randomized study of healthy 46 
younger smokers, acute use of nicotine-containing e-cigarettes had vascular hemodynamic effects 47 
suggestive of vascular remodeling and increased sympathetic activation of the cardiovascular 48 
system.20,31 The findings suggest cardiovascular changes consistent with the development of 49 
cardiovascular disease with nicotine inhalation from e-cigarettes.20  50 
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Cardiovascular, Pulmonary, and Immunological Impacts of e-cigarette use 1 
 2 
There is some evidence that using e-cigarettes may negatively affect cardiovascular function. One 3 
review found that cardio-respiratory function in e-cigarette users was more impaired than in never 4 
smokers.16,32 Reviews have also found that chronic e-cigarette users had elevated heart rate and 5 
blood pressure.16,20 Other studies found that e-cigarettes may be associated with inflammation, 6 
oxidative stress, and hemodynamic imbalance, leading to increased risk of cardiovascular 7 
disease.20,33–35 E-cigarette use might be linked to pre-symptomatic cardiovascular dysfunction, 8 
which could have a significant health impact during adulthood.33 Research has also found that e-9 
cigarette use was associated with sympathetic activation, vascular stiffening, and endothelial 10 
dysfunction.20,36 There is also evidence of higher incidence tissue damage and compromised 11 
vascular function among e-cigarette users compared to non-users.36 12 
 13 
The aerosol condensate generated from different e-cigarette devices, products, and e-liquids results 14 
in different effects on endothelial and pulmonary epithelial cell toxicity, likely a result of the 15 
extreme variability in product characteristics.20 There is some evidence that e-cigarette users’ 16 
airways are more friable than non-users.16,37 The same review found changes in lung function over 17 
3.5 years of use and speculated that long-term exposure could lead to emphysema, loss of 18 
pulmonary capillaries, and reduced airway function.16,38 Another review found increased 19 
biomarkers of pulmonary disease among observational epidemiological studies associated with 20 
vaping as well as a higher incidence of pulmonary disease.36 Several large population-based studies 21 
in adolescents have noted increased asthma diagnoses, school absences due to asthma, and 22 
respiratory symptoms for youth who currently use or have used e-cigarettes.20,33  23 
 24 
There is some evidence suggesting e-cigarette use is associated with increased oxidative stress 25 
which can cause the release of pro-inflammatory cytokines.16,39,40 Therefore, it is possible that e-26 
cigarette use may impair ability to fight infection.16 Similarly, research has found that e-cigarette 27 
use might be associated with reduced pulmonary immune function.11 28 
 29 
FEDERAL ACTIONS 30 
 31 
Legislative actions 32 
 33 
Since 2018, federal legislative activity has included the 2019 amendment of the Federal Food, 34 
Drug, and Cosmetic Act to raise the federal minimum age for sale of tobacco products from 18 to 35 
21 years. In 2020, the Preventing All Cigarette Trafficking (PACT) act was amended to prevent 36 
online sales of e-cigarettes to children.41 Specifically, it requires remote sellers of tobacco products 37 
to pay all applicable federal, state, and local taxes, and comply with all applicable state and local 38 
laws including age verification. PACT also prohibits delivery vendors from using the U.S. postal 39 
service to ship e-cigarettes. These federal legislative actions arose in conjunction with 40 
administrative and judicial actions. 41 
 42 
Administrative actions 43 
 44 
In January of 2020, the FDA finalized enforcement policy on unauthorized flavored open-system 45 
tank- and cartridge-based e-cigarettes that appeal to children, including fruit and mint ingredients, 46 
but excluded menthol and tobacco-flavored products.42 Importantly, disposable e-cigarettes were 47 
exempt from the policy and as a result there was a market shift to disposables. More recently, 48 
federal legislation expanded the definition of tobacco products to include synthetic nicotine in 49 
March 2022, in response to the emergence and market proliferation of disposable e-cigarettes with 50 
e-liquids advertising synthetic nicotine -- thereby granting FDA regulatory authority over these 51 
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products. To date, the FDA has authorized marketing of 23 tobacco-flavored e-cigarette products 1 
and devices from three companies with the FDA citing potential smoking cessation benefits to 2 
adults and low risks posed to youth.43,44 Meanwhile, all other disposable e-cigarette brands are 3 
being sold without marketing authorization.3  4 
 5 
STATE AND LOCAL ACTIONS 6 
 7 
Considering the success of tobacco control policies to reduce traditional cigarette smoking among 8 
youth, there is reason to believe extending similar policies like online sales restrictions, limits on 9 
marketing and promotion, package and labeling requirements, retailer licensing requirements, 10 
retailer zoning and location restrictions, taxes, and flavor restrictions could reduce e-cigarette 11 
initiation and use among youth.45  12 
 13 
Online Sales Restrictions 14 
 15 
In 2020, PACT was amended to include e-cigarettes, thus prohibiting online sales of e-cigarettes to 16 
children. Yet, there are serious enforcement challenges posed by online sales and delivery services. 17 
A study that reviewed FDA e-cigarette warning letters issued by the Center for Tobacco Products 18 
to online retailers in 2018 showed that 98.2 percent of violations pertained to the sales of an e-19 
cigarette product to a minor and/or use of marketing that appeals to children.46  20 
 21 
In response, state and local governments have begun enacting legislation to further prohibit and 22 
regulate online sales. In June 2019, San Francisco, California, became the first city in the U.S. to 23 
ban the retail and online sale of e-cigarettes.47,48 As of May 2022, the Public Health Law Center 24 
also found that at least fourteen states have laws prohibiting direct-to-consumer shipments of some 25 
tobacco products. Five of these states have enacted more comprehensive laws, including extending 26 
these prohibitions to e-cigarettes.49 Additionally, an evaluation of e-cigarette delivery laws found 27 
extensive heterogeneity. There were 34 states with e-cigarette delivery sales laws in place, and of 28 
those states, 27 required at least one form of age verification, 12 required mandatory packaging 29 
labels, seven required permits for online vendors, seven required government ID for release, four 30 
did not specify, and 11 had no specific requirements.50  31 
 32 
Limits on marketing and promotion 33 
 34 
While the FDA has broad authority to restrict the advertising and marketing of all tobacco 35 
products, the FDA and FTC only currently require e-cigarette ads to be factually accurate and 36 
avoid targeting youth.10,45  37 
 38 
A recent study of online e-cigarette vendors in California found that 50 percent of the websites 39 
included marketing themes related to physical health benefits of e-cigarette use, 57.7 percent had 40 
sales, discounts, and other promotions, 65.4 percent had fruit-flavored disposable e-cigarettes, 69.2 41 
percent had promotional email newsletters, and 88.9 percent did not require users to create an age-42 
verified account to receive email newsletters.51 This is concerning considering that the lessons 43 
learned from traditional cigarette control demonstrate that the retail environment is a key driver of 44 
cigarette use.52,53 Furthermore, a longitudinal cohort study using PATH data found that past 12-45 
month and past 30-day e-cigarette use was significantly associated with recalled exposure to e-46 
cigarette advertisement on social media, websites, and at gas stations and convenience stores.54 47 
Similarly, research demonstrates that e-cigarette use was associated with advertising and media 48 
exposure.53   49 
 50 
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Presently, there is little to no evidence that limits on marketing and promotion reduce e-cigarette 1 
use among youth, but there is a growing body of evidence that suggests marketing and promotion 2 
to youth are common and that exposure to e-cigarette advertising is associated with e-cigarette use. 3 
Therefore, continued efforts to regulate youth exposure to e-cigarettes in media, advertising, and 4 
other promotion is warranted. 5 
 6 
Retailer licensing 7 
 8 
Requiring retailers to obtain a license to sell e-cigarettes is another traditional cigarette control 9 
measure that might be helpful at reducing e-cigarette initiation and use. One cross-sectional study 10 
suggests that strong local tobacco retailer license ordinances, particularly those that also provide 11 
adequate resources to fund regular compliance checks and enforcement, may lower rates of 12 
cigarette and e-cigarette use among youth and young adults.55 For instance, participants in 13 
jurisdictions with more restrictive ordinances had lower odds of ever cigarette use and of past 30-14 
day use.55 Additionally, compliance checks of vendors have been shown to reduce sales to minors; 15 
however, the actual impact on smoking rates is less clear as youth obtain e-cigarettes from means 16 
other than legal purchase.55  17 
 18 
Currently, 40 states and territories require retailers to obtain a license to sell e-cigarettes over the 19 
counter.56 Furthermore, when retailer licensing was implemented in Pennsylvania, it resulted in a 20 
significant decline in past 30-day e-cigarette use by adolescents.45 A review of e-cigarette tobacco 21 
retail licensing law, identified 23 laws that clearly defined a license term, 23 laws required a 22 
license fee, and 19 laws identified penalties for violations that included both license suspension and 23 
revocation.57 The evidence of effectiveness of retailer licensing regulations on e-cigarette initiation 24 
and use is limited, but promising. 25 
 26 
E-cigarette tax and other price strategies 27 
 28 
There is strong evidence that increasing traditional cigarette taxes decreases cigarette consumption 29 
and increases quit rates among both adults and adolescents.58–60 Additionally, increasing the price 30 
of tobacco reduces tobacco initiation among youth.59 Therefore, e-cigarette taxes and price 31 
strategies have been proposed as a potential tool to reduce e-cigarette use. However, the 32 
effectiveness of e-cigarette taxes and price strategies may depend on whether e-cigarettes and 33 
traditional cigarettes are used concurrently or as substitutes. If either e-cigarettes or traditional 34 
cigarettes are substitutes, then increased taxes on one would drive users to the other and vice 35 
versa.58   36 
 37 
As of February 2024, 36 states and Washington DC have enacted an e-cigarette tax.56 There is 38 
some evidence that e-cigarette taxes increased e-cigarette prices and reduced sales of e-cigarettes, 39 
but they also increase sales of traditional cigarettes, suggesting the two may be substitutes.3,61–63 In 40 
contrast, one study found that higher cigarette excise taxes decrease both cigarette and e-cigarette 41 
purchases, suggesting that cigarettes and e-cigarettes are used in tandem.64 as Additionally, one 42 
prospective cohort study of young adults in the U.S. found that increased prices of rechargeable e-43 
cigarette products did not significantly change past 30-day e-cigarette use or cigarette use.65  44 
 45 
While there is some evidence e-cigarette taxes curb e-cigarette use among youth, more evidence is 46 
needed to assess their effectiveness and better understand their impact on traditional cigarette use. 47 
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Flavor restrictions 1 
 2 
In 2009 the FDA banned flavored cigarettes, but it was not until 2020 that similar federal bans 3 
were extended to e-cigarettes -- banning all non-tobacco and non-menthol flavored cartridge-based 4 
e-cigarettes.10 Although the FDA flavor ban is a step in the right direction, disposable e-cigarettes 5 
were exempt, and the market shifted accordingly. A longitudinal cohort survey of adults aged 18-6 
24 from Atlanta, Boston, Minneapolis, Oklahoma City, San Diego, Seattle found that only 8.4 7 
percent of participants reduced their e-cigarette use after the FDA ban was implemented.66 Instead, 8 
while 35.8 percent used available flavors like tobacco and menthol, 30.4 percent continued to use 9 
tank-based e-cigarettes, and 10.1 percent switched to tank-based e-cigarettes.66  10 
 11 
This highlights the need for additional action at the state and local level. In 2018, San Francisco 12 
was the first city to ban all flavored tobacco products, including menthol, in conventional 13 
cigarettes.47 After more than 200 localities imposed a variety of restrictions, Michigan became the 14 
first state to ban all flavored e-cigarettes under a temporary emergency order that is renewable.47 15 
Currently, over 360 localities have passed flavor restrictions.67 Evidence is limited, but there are 16 
some promising findings from New York City and Massachusetts suggesting that sales for flavored 17 
tobacco products decreased overall following a ban.45 Additionally, a cross-sectional study found 18 
that statewide restrictions on the sale of flavored e-cigarettes in Massachusetts, New York, Rhode 19 
Island, and Washington were associated with a reduction in total e-cigarette sales.68  20 
 21 
E-cigarette retailer zoning and location restrictions  22 
 23 
Current evidence indicates that e-cigarette retailers are frequently located near schools. In a study 24 
of two counties in Kentucky, an estimated 67.5 percent of sampled schools had at least one tobacco 25 
retailer that also sold e-cigarettes within one mile (1.61 km) of the school.69 Another study from 26 
Orange County, California found that over half of public middle and high schools had at least one 27 
e-cigarette specialty retailer within one mile of the school.70   28 
 29 
One study identified a significant positive association between e-cigarette retailer density within a 30 
half-mile of a high school and the likelihood that a student ever and currently used e-cigarettes.71 31 
Another study identified a significant positive association between the presence of e-cigarette 32 
specialty retailers within one-quarter mile of a middle school and the likelihood of e-cigarette 33 
lifetime use. However, a significant positive association was not present among high school 34 
students.72 While site-based studies have found varying results, a study based on geospatial data 35 
found an association between the presence of tobacco retailers near certain schools and e-cigarette 36 
use among students, but this association was not consistent across all the studied counties.73 Other 37 
research suggests a positive association between higher retailer density in egocentric residential 38 
neighborhoods around homes and current smoking in adults and adolescents; however, the density 39 
of retailers and their proximity to schools showed either no association or an inverse association 40 
with adolescent smoking.74 Likewise, another study found that e-cigarette retailer proximity and 41 
density surrounding a school were not significantly associated with the likelihood of ever or 42 
currently using e-cigarettes.75  43 
 44 
Many states and localities have tried to reduce exposure, initiation, and use of e-cigarettes through 45 
retailer zoning and location restrictions and these efforts are rationally grounded; however more 46 
research is needed to conclusively determine the impact of retailer proximity and youth initiation. 47 
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Product packaging  1 
 2 
Under the Deeming Rule, e-cigarettes are required to include warning labels about the 3 
addictiveness of nicotine. Additionally, 33 states have implemented their own packaging laws.45 4 
There is some evidence that text-based warning messages influenced young non-smokers’ 5 
perceptions in a way that may dissuade e-cigarette use, but warnings appearing on advertisements 6 
had little impact.76 One study found that the perceived warning effectiveness for discouraging 7 
youth initiation was higher for warnings that focused on negative impacts to the brain and harmful 8 
chemicals compared to warnings focusing on nicotine dependency or use disorder.77 In conclusion, 9 
there is limited evidence of the effectiveness of warning labels on e-cigarettes; however, there is 10 
evidence that many adolescents are unaware that e-cigarettes contain nicotine. Ultimately, more 11 
research is needed on nicotine warnings for e-cigarettes, including on the message content, 12 
placement, and the impact on consumers’ product knowledge, risk perceptions, and use 13 
intentions.78  14 
 15 
 State and local regulatory efforts and pre-emption issues   16 
 17 
State and local efforts to enact e-cigarette regulations often come across preemption barriers. 18 
Although many states have made efforts to enhance e-cigarette regulations through limits on 19 
promotions and advertising, requiring licensing for over-the-counter sales, including e-cigarettes in 20 
smoke free air policies, and implementing face-to-face sales mandates, state level preemption is 21 
prohibiting many cities and municipalities from implementing stricter local policies. In the U.S., 25 22 
states preempt stricter local e-cigarette regulations in 55 laws. Specifically, 19 laws preempt 23 
advertising regulations, 11 laws preempt licensure requirements, four laws preempt ordinances for 24 
indoor clean air, and 21 laws preempt youth access. States without preemption laws should be 25 
encouraged to adopt language that expressly preserves local authority.79  26 
 27 
EXISTING AMA POLICY 28 
 29 
Existing AMA policy recognizes that the use of products containing nicotine in any form among 30 
youth, including e-cigarettes, is unsafe and can cause addiction. Furthermore, the AMA supports 31 
legislation and associated initiatives to prevent e-cigarettes from reaching youth and young adults 32 
through various means, including, but not limited to, CDC research, education, and a campaign for 33 
preventing and reducing use by youth, young adults and others of e-cigarettes, and combustible and 34 
emerging tobacco products (Policy H-495.972, “Electronic Cigarettes, Vaping, and Health”). The 35 
AMA also supports applying the same marketing and sales restrictions that are applied to tobacco 36 
cigarettes, including prohibitions on television advertising, product placement in television and 37 
films, and the use of celebrity spokespeople; requires the use of secure, child- and tamper-proof 38 
packaging and design, and safety labeling on containers of replacement fluids (e-liquids) used in e-39 
cigarettes (Policy H-495.973, “FDA to Extend Regulatory Jurisdiction Over All Non-40 
Pharmaceutical Nicotine and Tobacco Products”). 41 
 42 
AMA policy supports the development of model legislation regarding enforcement of laws 43 
restricting children's access to tobacco, including but not limited to attention to the following 44 
issues: (a) provision for licensure to sell tobacco and for the revocation thereof; (b) appropriate 45 
civil or criminal penalties (e.g., fines, prison terms, license revocation) to deter violation of laws 46 
restricting children's access to and possession of tobacco; (c) requirements for merchants to post 47 
notices warning minors against attempting to purchase tobacco and to obtain proof of age for 48 
would-be purchasers; (d) measures to facilitate enforcement; (e) banning out-of-package cigarette 49 
sales ("loosies"); and (f) requiring tobacco purchasers and vendors to be of legal smoking age 50 
(Policy H-495.986, “Tobacco Product Sales and Distribution”). 51 
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CONCLUSION  1 
 2 
Despite the recent decline in e-cigarette use among high school students and ongoing efforts at the 3 
national, state, and local levels to implement tobacco control strategies, including FDA regulatory 4 
actions, e-cigarette use among adolescents remains unacceptably high. According to the NYTS, 5 
2.13 million students use e-cigarettes, with 4.6 percent of middle school and ten percent of high 6 
school students reporting current use.1 There is clear evidence of adverse health effects due to e-7 
cigarette use, but the evidence on the long-term impacts is more attenuated, not as strong, and often 8 
based on small cross-sectional or relatively short longitudinal epidemiological studies. 9 
Additionally, there is limited evidence of the effectiveness of state-level efforts like face-to-face 10 
sales mandates, marketing and promotion limits, retailer licensing, price policies and taxes, and 11 
flavor restrictions on reducing e-cigarette initiation and use. Despite the limited evidence, many 12 
polices enacted to address youth access are rooted in evidence-based nicotine control strategies that 13 
worked well with traditional cigarettes. Therefore, it seems likely that they have the potential to 14 
reduce e-cigarette initiation and use. Continued research is needed to better understand effective 15 
interventions and policies, including how they influence traditional cigarette smoking, e-cigarette 16 
vaping, and other tobacco use.  17 
 18 
RECOMMENDATIONS 19 
 20 
The Council on Science and Public Health recommends that the following be adopted, and the 21 
remainder of the report be filed: 22 
 23 
1. That our AMA supports the inclusion of all forms of e-cigarettes (e.g., disposable, refillable 24 

cartridge, and tank-based e-cigarettes) in the language and implementation of relevant nicotine-25 
based policies and regulations by the Food and Drug Administration or other regulatory 26 
agencies. (New HOD Policy) 27 

 28 
2. That current AMA Policy H-495.986, “Tobacco Product Sales and Distribution,” be amended 29 

by addition to read as follows:  30 
 31 

Tobacco Product Sales and Distribution, H-495.986 32 
(1) recognizes the use of e-cigarettes and vaping as an urgent public health epidemic and will 33 
actively work with the Food and Drug Administration and other relevant stakeholders to 34 
counteract the marketing and use of addictive e-cigarette and vaping devices, including but not 35 
limited to bans and strict restrictions on marketing to minors under the age of 21;  36 
(2) encourages the passage of laws, ordinances and regulations that would set the minimum age 37 
for purchasing tobacco products, including electronic nicotine delivery systems (ENDS) and e-38 
cigarettes, at 21 years, and urges strict enforcement of laws prohibiting the sale of tobacco 39 
products to minors;  40 
(3) supports the development of model legislation regarding enforcement of laws restricting 41 
children's access to tobacco, including but not limited to attention to the following issues: (a) 42 
provision for licensure to sell tobacco and for the revocation thereof; (b) appropriate civil or 43 
criminal penalties (e.g., fines, prison terms, license revocation) to deter violation of laws 44 
restricting children's access to and possession of tobacco; (c) requirements for merchants to 45 
post notices warning minors against attempting to purchase tobacco and to obtain proof of age 46 
for would-be purchasers; (d) measures to facilitate enforcement; (e) banning out of-package 47 
cigarette sales ("loosies"); and (f) requiring tobacco purchasers and vendors to be of legal 48 
smoking age;  49 
(4) requests that states adequately fund the enforcement of the laws related to tobacco sales to 50 
minors;  51 
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(5) opposes the use of vending machines to distribute tobacco products and supports 1 
ordinances and legislation to ban the use of vending machines for distribution of tobacco 2 
products; 3 
(6) seeks a ban on the production, distribution, and sale of candy products that depict or 4 
resemble tobacco products; 5 
(7) opposes the distribution of free tobacco products by any means and supports the enactment 6 
of legislation prohibiting the disbursement of samples of tobacco and tobacco products by 7 
mail; 8 
(8) (a) publicly commends (and so urges local medical societies) pharmacies and pharmacy 9 
owners who have chosen not to sell tobacco products, and asks its members to encourage 10 
patients to seek out and patronize pharmacies that do not sell tobacco products; (b) encourages 11 
other pharmacists and pharmacy owners individually and through their professional 12 
associations to remove such products from their stores; (c) urges the American Pharmacists 13 
Association, the National Association of Retail Druggists, and other pharmaceutical 14 
associations to adopt a position calling for their members to remove tobacco products from 15 
their stores; and (d) encourages state medical associations to develop lists of pharmacies that 16 
have voluntarily banned the sale of tobacco for distribution to their members; and  17 
(9) opposes the sale of tobacco at any facility where health services are provided; and  18 
(10) supports measures that decrease the overall density of tobacco specialty stores, including 19 
but not limited to, preventing retailers from opening new tobacco specialty stores in close 20 
proximity to schools.  (Modify Current AMA Policy) 21 
 22 
That our AMA reaffirm Policies H-495.970, “Regulation of “Cool/Non-Menthol” Tobacco 23 
Products, H-495.971 “Opposition to Addition of Flavors to Tobacco Products,” and H-495.976, 24 
“Opposition to Exempting the Addition of Menthol to Cigarettes.”  (Reaffirm HOD Policy) 25 
 
Fiscal Note: less than $1,000 
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Introduced by: Integrated Physician Practice Section 
 
Subject: Addressing Social Determinants of Health Through Closed Loop Referral 

Systems 
 
Referred to: Reference Committee D 
 
 
Whereas, existing policy addresses data collection on social determinants of health (H-165.822) 1 
as well as data interoperability between physician practices, community-based organizations, 2 
and other related social care organizations (H-160.896); and 3 
 4 
Whereas, once patients are screened positive for social needs, these patients are then referred 5 
to community-based organizations and other related social care organizations for intervention; 6 
and 7 
 8 
Whereas, the White House Office of Science and Technology Policy’s U. S. Playbook to 9 
Address Social Determinants of Health supports the development of “backbone organizations” 10 
as infrastructure to link health care systems to community service organizations1; and  11 
 12 
Whereas, “backbone organizations” should be able to act as closed loop referral systems that 13 
keep updated lists of community resources and track completion of referrals; and  14 
 15 
Whereas, physician practices still report challenges with using closed loop referral systems to 16 
address social determinants of health2; therefore be it 17 
 18 
RESOLVED, that our American Medical Association study the effectiveness and best practices 19 
of closed loop referral systems in addressing social determinants of health. (Directive to Take 20 
Action)21 

22 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/17/2024 
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RELEVANT AMA POLICY 
 
Health Plan Initiatives Addressing Social Determinants of Health H-165.822 

Our AMA:  
1. recognizing that social determinants of health encompass more than health care, encourages new and 
continued partnerships among all levels of government, the private sector, philanthropic organizations, 
and community- and faith-based organizations to address non-medical, yet critical health needs and the 
underlying social determinants of health;  
2. supports continued efforts by public and private health plans to address social determinants of health in 
health insurance benefit designs;  
3. encourages public and private health plans to examine implicit bias and the role of racism and social 
determinants of health, including through such mechanisms as professional development and other 
training;  
4. supports mechanisms, including the establishment of incentives, to improve the acquisition of data 
related to social determinants of health, while minimizing burdens on patients and physicians; 
5. supports research to determine how best to integrate and finance non-medical services as part of 
health insurance benefit design, and the impact of covering non-medical benefits on health care and 
societal costs; and  
6. encourages coverage pilots to test the impacts of addressing certain non-medical, yet critical health 
needs, for which sufficient data and evidence are not available, on health outcomes and health care 
costs. 
Citation: CMS Rep. 7, I-20; Reaffirmed: CMS Rep. 5, I-21; Reaffirmed: CMS Rep. 5, A-22 
 
 
Expanding Access to Screening Tools for Social Determinants of Health/Social Determinants of 
Health in Payment Models H-160.896 
1. Our AMA supports payment reform policy proposals that incentivize screening for social determinants 
of health and referral to community support systems. 
2. Our AMA: (a) will advocate for data interoperability between physicians’ practices, public health, 
vaccine registries, community-based organizations, and other related social care organizations to 
promote coordination across the spectrum of care, while maintaining appropriate patient privacy; (b) 
adopts the position that electronic health records should integrate and display information on social 
determinants of health and social risk so that such information is actionable by physicians to intervene 
and mitigate the impacts of social factors on health outcomes; (c) will advocate for adequate standards 
and capabilities for electronic health records to effectively tag and protect sensitive data before it can be 
shared or reshared; and (d) supports ongoing monitoring and data collection regarding unintended harm 
to patients from sharing information on social determinants of health and social risk. 
Citation: BOT Rep. 39, A-18; Reaffirmed: CMS Rep. 10, A-19; Appended: Res. 40, A-22 
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Subject: Guardianship and Conservatorship Reform 
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Whereas, 1.3 million people (including their $50 billion in assets) are in court-appointed 1 
guardianships or conservatorships, the vast majority of which are permanent guardianships, the 2 
most restrictive form and the most difficult and expensive to amend1; and 3 
 4 
Whereas, due to wide state variation, data on guardian abuse is limited, but reports indicate 5 
hundreds of cases of physical and financial abuse1-4; and  6 
 7 
Whereas, a Senate Committee on Aging report noted the harm of our guardianship system on 8 
older and disabled patients, and emphasized the need for less restrictive alternatives1; and 9 
 10 
Whereas, the elderly American population is projected to nearly double by 2060 and comprise 11 
over 20% of the total population1,5-6; and  12 
 13 
Whereas, physicians play a major role in determining guardianships by providing medical 14 
evidence and expertise7; and  15 
 16 
Whereas, individuals with intellectual and developmental disabilities (IDD) face barriers to 17 
adequate capacity determinations that increase their risk of overly restrictive guardianships8; 18 
and  19 
 20 
Whereas, supported decision making (SDM) is a less restrictive alternative to guardianships 21 
already adopted by 12 states and several other countries that demonstrates preservation of 22 
decision-making capacity, cognitive function, and social support9-11; therefore be it 23 
 24 
RESOLVED, that our American Medical Association support federal and state efforts to collect 25 
anonymized data on guardianships and conservatorships to assess the effects on medical 26 
decision making and rates of abuse (New HOD Policy); and be it further 27 
 28 
RESOLVED, that our AMA study the impact of less restrictive alternatives to guardianships and 29 
conservatorships including supported decision making on medical decision making, health 30 
outcomes, and quality of life. (Directive to Take Action)31 

32 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 03/28/2024 
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RELEVANT AMA POLICY 
 
H-140.845 Encouraging the Use of Advance Directives and Health Care Powers of Attorney 
Our AMA will: (1) encourage health care providers to discuss with and educate young adults about the 
establishment of advance directives and the appointment of health care proxies; (2) encourage nursing 
homes to discuss with resident patients or their health care surrogates/decision maker as appropriate, a 
care plan including advance directives, and to have on file such care plans including advance directives; 
and that when a nursing home resident patient's advance directive is on file with the nursing home, that 
advance directive shall accompany the resident patient upon transfer to another facility; (3) encourage all 
physicians and their families to complete a Durable Power of Attorney for Health Care (DPAHC) and an 
Advance Directive (AD); (4) encourage all medical schools to educate medical students and residents 
about the importance of having a DPAHC/AD before becoming severely ill and encourage them to fill out 
their own DPAHC/AD; (5) along with other state and specialty societies, work with any state that has 
technical problems with their DPAHC/AD to correct those problems; (6) encourage every state medical 
association and their member physicians to make information about Living Wills and health care powers 
of attorney continuously available in patient reception areas; (7) (a) communicate with key health 
insurance organizations, both private and public, and their institutional members to include information 
regarding advance directives and related forms and (b) recommend to state Departments of Motor 
Vehicles the distribution of information about advance directives to individuals obtaining or renewing a 
driver's license; (8) work with Congress and the Department of Health and Human Services to (a) make it 
a national public health priority to educate the public as to the importance of having a DPAHC/AD and to 
encourage patients to work with their physicians to complete a DPAHC/AD and (b) to develop incentives 
to individuals who prepare advance directives consistent with our current AMA policies and legislative 
priorities on advance directives; (9) work with the Centers for Medicare and Medicaid Services to use the 
Medicare enrollment process as an opportunity for patients to receive information about advance health 
care directives; (10) continue to seek other strategies to help physicians encourage all their patients to 
complete their DPAHC/AD; and (11) advocate for the implementation of secure electronic advance health 
care directives. [CCB/CLRPD Rep. 3, A-14; Reaffirmed: BOT Rep. 9, I-15; Reaffirmed: Res. 517, A-16; 
Reaffirmed: BOT Rep. 05, I-16; Reaffirmed in lieu of: Res. 121, A-17] 
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Code of Medical Ethics Opinion 2.1.2 Decisions for Adult Patients Who Lack Capacity 
Respect for patient autonomy is central to professional ethics and physicians should involve patients in 
health care decisions commensurate with the patient’s decision-making capacity. Even when 
a medical condition or disorder impairs a patient’s decision-making capacity, the patient may still be able 
to participate in some aspects of decision making. Physicians should engage patients whose capacity is 
impaired in decisions involving their own care to the greatest extent possible, including when the patient 
has previously designated a surrogate to make decisions on his or her behalf. 
When a patient lacks decision-making capacity, the physician has an ethical responsibility to: 
(a)    Identify an appropriate surrogate to make decisions on the patient’s behalf: 
(i)    the person the patient designated as surrogate through a durable power of attorney for health care or 
other mechanism; or 
(ii)    a family member or other intimate associate, in keeping with applicable law and policy if the patient 
has not previously designated a surrogate. 
(b)    Recognize that the patient’s surrogate is entitled to the same respect as the patient. 
(c)    Provide advice, guidance, and support to the surrogate.  
(d)    Assist the surrogate to make decisions in keeping with the standard of substituted judgment, basing 
decisions on: 
(i) the patient’s preferences (if any) as expressed in an advance directive or as documented in 
the medical record; 
(ii) the patient’s views about life and how it should be lived;  
(iii) how the patient constructed his or her life story; and 
(iv) the patient’s attitudes toward sickness, suffering, and certain medical procedures. 
(e)    Assist the surrogate to make decisions in keeping with the best interest standard when the patient’s 
preferences and values are not known and cannot reasonably be inferred, such as when the patient has 
not previously expressed preferences or has never had decision-making capacity. Best interest decisions 
should be based on: 
(i) the pain and suffering associated with the intervention; 
(ii) the degree of and potential for benefit; 
(iii) impairments that may result from the intervention; 
(iv) quality of life as experienced by the patient. 
(f)    Consult an ethics committee or other institutional resource when: 
(i)    no surrogate is available or there is ongoing disagreement about who is the appropriate surrogate; 
(ii)    ongoing disagreement about a treatment decision cannot be resolved; or 
(iii) the physician judges that the surrogate’s decision: 
a.    is clearly not what the patient would have decided when the patient’s preferences are known or can 
be inferred; 
b.    could not reasonably be judged to be in the patient’s best interest; or 
c.    primarily serves the interests of the surrogate or other third party rather than the patient. 
AMA Principles of Medical Ethics: I,III,VIII; Issued: 2016 
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Introduced by: Medical Student Section 
 
Subject: Occupational Screenings for Lung Disease 
 
Referred to: Reference Committee D 
 
 
Whereas, from 1999 to 2016, the average years of potential life lost due to pneumoconiosis has 1 
increased from 8.1 to 12.6 years1; and 2 
 3 
Whereas, the recent resurgence of pneumoconiosis poses a threat to younger patients, with 4 
increased disease burden at initial diagnosis, and affects a growing number of occupations such 5 
as metal miners, denim workers, pottery and ceramics workers, and stone masons2-6.; and 6 
 7 
Whereas, laborers affected by pneumoconiosis are disproportionately of Latine or American 8 
Indian descent, are more likely to live in isolated and rural communities without access to 9 
adequate preventive care, and are less likely to have graduated high school7-8.; and  10 
 11 
Whereas, many laborers who depended heavily on mobile health clinics and screening centers 12 
were left without options for care when many of these were halted due to COVID8.; and 13 
 14 
Whereas, occupational screening measures, including the federal National Institute for 15 
Occupational Safety & Health’s Coal Workers’ Health Surveillance Program for radiographic and 16 
spirometric screenings, have helped decrease pneumoconiosis mortality5,9-12; therefore be it 17 
 18 
RESOLVED, that our American Medical Association amend Policy H-365.988, “Integration of 19 
Occupational Medicine, Environmental Health, and Injury Prevention Programs into Public 20 
Health Agencies” by addition and deletion as follows: 21 
 22 

Integration of Occupational Medicine, Environmental Health, and 23 
Injury Prevention Programs into Public Health Agencies, H-365.988 24 
Our AMA supports: (1) supports the integration of occupational 25 
health and environmental health and injury prevention programs 26 
within existing health departments at the state and local level; (2) 27 
supports taking a leadership role in assisting state medical societies 28 
in implementation of such programs; and (3) supports working with 29 
federal agencies to ensure that "health" is the primary determinant 30 
in establishing environmental and occupational health policy; (4) 31 
recognizes barriers to accessibility and utilization of such programs; 32 
(5) recognizes inequities in occupational health screenings for 33 
pulmonary lung disease and supports efforts to increase 34 
accessibility of these screenings in marginalized communities; and 35 
(6) encourages utilization of accessible screenings, such as those 36 
used in the NIOSH Coal Workers Health Surveillance Program, for 37 
other at risk occupational groups and utilization of these free 38 
screenings.  (Modify Current HOD Policy)39 

40 
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Fiscal Note: Minimal - less than $1,000 
 
Received: 3/28/2024 
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RELEVANT AMA POLICY 
 
H-185.936 Lung Cancer Screening to be Considered Standard Care  
Our AMA: (1) recommends that coverage of screening low-dose CT (LDCT) scans for patients at high risk 
for lung cancer by Medicare, Medicaid, and private insurance be a required covered benefit; (2) will 
empower the American public with knowledge through an education campaign to raise awareness of lung 
cancer screening with low-dose CT scans in high-risk patients to improve screening rates and decrease 
the leading cause of cancer death in the United States; and (3) will work with interested national medical 
specialty societies and state medical associations to urge the Centers for Medicare & Medicaid Services 
and state Medicaid programs to increase access to low-dose CT screening for Medicaid patients at high 
risk for lung cancer by including it as a covered benefit, without cost-sharing or prior authorization 
requirements, and increasing funding for research and education to improve awareness and utilization of 
the screening among eligible enrollees. [Sub. Res. 114, A-14; Appended: Res. 418, A-22; Appended: 
Res. 112, A-23] 
 
H-135.944 Further Limit of Asbestos in the United States 
Our AMA supports legislation further restricting the use of asbestos in the United States. [Res. 215, A-07; 
Reaffirmed: BOT Rep. 22, A-17] 
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Introduced by: Medical Student Section 
 
Subject: Protections Against Surgical Smoke Exposure 
 
Referred to: Reference Committee D 
 
 
Whereas, surgical smoke refers to smoke produced by electrical surgical devices in the 1 
operating room, which can pose an occupational hazard to healthcare workers1, 2, 3; and  2 
 3 
Whereas, the carcinogenic effects of surgical smoke exposure from one operation have been 4 
estimated to be equal to the effects of smoking one pack of cigarettes (or six unfiltered 5 
cigarettes per gram of tissue ablated)2,4; and  6 
 7 
Whereas, surgical smoke can cause acute effects such as headache, cough, sore throat, eye 8 
irritation, nausea, and dizziness5,6; and  9 
 10 
Whereas, surgical smoke is associated with an increased risk of cancer, inflammatory interstitial 11 
pneumonia, and emphysema among surgeons compared to the general population7,8,9; and   12 
 13 
Whereas, the harms of surgical smoke cannot be sufficiently prevented by use of surgical 14 
masks or by general operating room ventilation5,10; and  15 
 16 
Whereas, the CDC recommends the use of local exhaust ventilation (such as portable smoke 17 
evacuators and room suction systems) alongside general ventilation to adequately reduce 18 
exposure to harmful particulates, but local exhaust ventilation is often not used11-14; and  19 
 20 
Whereas, NIOSH’s Health and Safety Practices Survey of Healthcare Workers indicates that 21 
staff who receive increased training and who work at employers with standard procedures for 22 
surgical smoke hazards are more likely to use local exhaust ventilation13; and 23 
 24 
Whereas, the Occupational Safety and Health Association (OSHA) has no standardized 25 
protocol for surgical smoke exposure, but the National Fire Protection Association (NFPA) 26 
recently included a requirement to capture smoke in their 2024 edition of the Health Care 27 
Facilities Code, which is used by the Centers for Medicare and Medicaid Services15-16; and 28 
 29 
Whereas, fifteen states have laws to reduce surgical smoke exposure16; therefore be it 30 
 31 
RESOLVED, that our American Medical Association support efforts to limit surgical smoke 32 
exposure in operating rooms. (New HOD Policy) 33 
 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/5/2024 
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RELEVANT AMA POLICY 
 
H-365.996  Regulation of Occupational Carcinogens  
The AMA supports using the best available scientific data, including data derived from animal models, as 
a basis for regulation of occupational carcinogens. 
[Sub. Res. 81, I-82; Reaffirmed: CLRPD Rep. A, I-92; Reaffirmed: CSA Rep. 8, A-03; Reaffirmed: CSAPH 
Rep. 1, A-13; Modified: CSAPH Rep. 8, A-23] 
 
H-365.980 OSHA Regulations Pertaining to Physicians' Offices and Hospitals  
The AMA continues to review the data and rationale used to substantiate OSHA regulations pertaining to 
medical practice in physician offices and health care facilities. Where OSHA rules and regulations are 
found to be unnecessary or inappropriate, the AMA will work for their modification or repeal. [Sub. Res. 
218, A-94; Reaffirmed: BOT Rep. 29, A-04; Reaffirmed: BOT Rep. 19, A-14] 
 
H-295.939 Protecting Medical Trainees from Hazardous Exposure  
1. Our AMA will encourage all health care-related educational institutions to apply the Occupational 
Safety and Health Administration (OSHA) Blood Borne Pathogen standard and OSHA hazardous 
exposure regulations, including communication requirements, equally to employees, students, and 
residents/fellows. 
2. Our AMA recommends: (a) that the Accreditation Council for Graduate Medical Education revise the 
common program requirements to require education and subsequent demonstration of competence 
regarding potential exposure to hazardous agents relevant to specific specialties, including but not limited 
to: appropriate handling of hazardous agents, potential risks of exposure to hazardous agents, situational 
avoidance of hazardous agents, and appropriate responses when exposure to hazardous material may 
have occurred in the workplace/training site; (b) (i) that medical school policies on hazardous exposure 
include options to limit hazardous agent exposure in a manner that does not impact students’ ability to 
successfully complete their training, and (ii) that medical school policies on continuity of educational 
requirements toward degree completion address leaves of absence or temporary reassignments when a 
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pregnant trainee wishes to minimize the risks of hazardous exposures that may affect the trainee’s and/or 
fetus’ personal health status; (c) that medical schools and health care settings with medical learners be 
vigilant in updating educational material and protective measures regarding hazardous agent exposure of 
its learners and make this information readily available to students, faculty, and staff; and (d) medical 
schools and other sponsors of health professions education programs ensure that their students and 
trainees meet the same requirements for education regarding hazardous materials and potential 
exposures as faculty and staff. [Sub. Res. 229, I-92; Reaffirmed: CME Rep. 2, A-03; Reaffirmed: CME 
Rep. 2, A-13; Modified: CME/CSAPH Joint Rep. 01, A-19] 
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Introduced by: Medical Student Section 
 
Subject: Default Proceed Firearm Sales and Safe Storage Laws  
 
Referred to: Reference Committee D 
 
 
Whereas, default proceed sales, referred to as the “Charleston loophole,” allow vendors to 1 
proceed with firearm sales if a background check is inconclusive after three business days, and 2 
related deaths and injuries have resulted in $88 million in settlements1-3; and  3 
 4 
Whereas, in 2021, the Bureau of Alcohol, Tobacco, Firearms and Explosives (ATF) received 5 
5,201 transaction denials due to delayed background checks, which are intended to result in 6 
retrieval of firearms from individuals who were able to purchase a firearm but later failed their 7 
background check4-9; and 8 
 9 
Whereas, perpetrators in both the 2015 Charleston Church and 2017 Sutherland Springs 10 
shootings obtained firearms through default proceed sales, despite criminal records that should 11 
have restricted them from purchasing firearms9-11; and 12 
 13 
Whereas, 22% of default proceed sales in 2018 resulted in transfer of a gun to prohibited 14 
purchasers with a history of domestic violence12; and 15 
 16 
Whereas, 77% of delayed background checks remain unresolved after 88 days, resulting in 17 
destruction of the record, the transaction request, and any data collected from the Federal 18 
Bureau of Investigation’s National Instant Criminal Background Check System13-15; and 19 
 20 
Whereas, while the AMA has supported the Bipartisan Background Checks Act, the AMA has 21 
not publicly supported the Default Proceed Sale Transparency Act16-18; and 22 
 23 
Whereas, the Giffords Law Center defines safe storage of firearms as locked storage of an 24 
unloaded firearm with ammunition stored in a separate location19; and 25 
 26 
Whereas, while the AMA supports child access prevention (CAP) laws, these laws vary widely 27 
in their applicability, with some only applying if reasonable belief exists that a child could gain 28 
access to the firearm, some only if a child does gain access to a firearm, and some only if a 29 
child causes injury or death with a firearm19-20; and 30 
 31 
Whereas, unlike CAP laws, safe storage laws broadly require storage that also prevents access 32 
by unauthorized adults and firearm theft20; and 33 
 34 
Whereas, 20 states have CAP laws, but only 5 states have safe storage laws20-21; and 35 
 36 
Whereas, 1 million firearms were stolen from private owners from 2017 to 2021, and studies 37 
indicate that guns stored unlocked are more likely to be stolen and that 80% of perpetrators in 38 
K-12 school shootings stole their firearms from a relative22-25; and 39 
 40 
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Whereas, most firearms used in crimes start as legal purchases that are later trafficked as 1 
illegal firearms, often through theft, with nearly half of the 1.4 million documented firearms used 2 
in crimes from 2017 to 2021 being purchased 3 years or less prior to the crime26-29; and 3 

4 
Whereas, the majority of stolen firearms are stolen from vehicles, with at least 40,000 firearms 5 
stolen in 202030-31; and 6 

7 
Whereas, while household access to a firearm is associated with a 1700% increased suicide 8 
risk, safe storage can account for 60% of the reduction in suicide mortality32-36; and 9 

10 
Whereas, the AMA has not publicly supported the Firearm Owners Responsibility and Safety 11 
Act, which would have created a comprehensive federal safe storage requirement not limited to 12 
child access37; therefore be it 13 

14 
RESOLVED, that our American Medical Association amend Policy H-145.996, “Firearm 15 
Availability,” by addition as follows;  16 

17 
Firearm Availability H-145.996 18 
1. Our AMA: (a) advocates a waiting period and background check19 
for all firearm purchasers; (b) encourages legislation that enforces20 
a waiting period and background check for all firearm purchasers;21 
(c) opposes firearm sales to individuals for whom a background22 
check has not been completed; (d) opposes destruction of any 23 
incomplete background checks for firearm sales; (e) advocates for 24 
public annual reporting by relevant agencies on inappropriate 25 
firearm sales, including number of default proceed sales; number of 26 
firearms retrieved from individuals after these sales through 27 
criminal investigations, across state lines, or via other means; and 28 
average time passed between background check completion and 29 
retrieval; and (fc) urges legislation to prohibit the manufacture, sale 30 
or import of lethal and non-lethal guns made of plastic, ceramics, or 31 
other non-metallic materials that cannot be detected by airport and 32 
weapon detection devices. 33 
2. Our AMA supports requiring the licensing/permitting of firearms-34 
owners and purchasers, including the completion of a required35 
safety course, and registration of all firearms.36 
3. Our AMA supports “gun violence restraining orders” for37 
individuals arrested or convicted of domestic violence or stalking,38 
and supports extreme risk protection orders, commonly known as39 
“red-flag” laws, for individuals who have demonstrated significant40 
signs of potential violence. In supporting restraining orders and41 
“red-flag” laws, we also support the importance of due process so42 
that individuals can petition for their rights to be restored.43 
4. Our AMA advocates for (a) federal and state policies that prevent44 
inheritance, gifting, or transfer of ownership of firearms without45 
adhering to all federal and state requirements for background46 
checks, waiting periods, and licensure; (b) federal and state policies47 
to prevent “multiple sales” of firearms, defined as the sale of48 
multiple firearms to the same purchaser within five business days;49 
and (c) federal and state policies implementing background checks50 
for ammunition purchases.51 

(Modify Current HOD Policy); and be it further 52 
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RESOLVED, that our American Medical Association amend Policy H-145.990, “Prevention of 1 
Firearm Accidents in Children,” by addition as follows: 2 
 3 

Prevention of Firearm Accidents in Children H-145.990 4 
1) Our AMA (a) supports increasing efforts to reduce pediatric 5 
firearm morbidity and mortality by encouraging its members to (i) 6 
inquire as to the presence of household firearms as a part of 7 
childproofing the home; (ii) educate patients to the dangers of 8 
firearms to children; (iii) encourage patients to educate their 9 
children and neighbors as to the dangers of firearms; and (iv) 10 
routinely remind patients to obtain firearm safety locks, to store 11 
firearms under lock and key, and to store ammunition separately 12 
from firearms;(b) encourages state medical societies to work with 13 
other organizations to increase public education about firearm 14 
safety; (c) encourages organized medical staffs and other physician 15 
organizations, including state and local medical societies, to 16 
recommend programs for teaching firearm safety to children; and 17 
(d) supports enactment of Child Access Prevention laws and other 18 
types of comprehensive safe 19 
storage laws that are consistent with AMA policy. 20 
2) Our AMA and all interested medical societies wil (a) educate the 21 
public about: (b) best practices for firearm storage safety; (c) 22 
misconceptions families have regarding child response to 23 
encountering a firearm in the home; and (c) the need to ask other 24 
families with whom the child interacts regarding the presence and 25 
storage of firearms in other homes the child may enter. 26 

(Modify Current HOD Policy)27 
 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/5/2024 
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RELEVANT AMA POLICY 
 
H-145.970 Violence Prevention  
Our AMA: (1) encourages the enactment of state laws requiring the reporting of all classes of prohibited 
individuals, as defined by state and federal law, to the National Instant Criminal Background Check 
System (NICS); (2) supports federal funding to provide grants to states to improve NICS reporting; and (3) 
encourages states to automate the reporting of relevant information to NICS to improve the quality and 
timeliness of the data. [BOT Rep. 11, I-18; Reaffirmed: CSAPH Rep. 3, I-21] 
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H-145.972 Firearms and High-Risk Individuals  
Our AMA supports: (1) the establishment of laws allowing family members, intimate partners, household 
members, and state, federal, local, and tribal law enforcement personnel to petition a court for the 
removal of a firearm when there is a high or imminent risk for violence; and (2) the establishment of laws 
and procedures through which physicians and other medical professionals can, in partnership with 
appropriate parties, contribute to the inception and development of such petitions; (3) prohibiting persons 
who are under domestic violence restraining orders, convicted of misdemeanor domestic violence crimes 
or stalking, from possessing or purchasing firearms; (4) expanding domestic violence restraining orders to 
include dating partners; (5) requiring states to have protocols or processes in place for requiring the 
removal of firearms by prohibited persons; (6) requiring domestic violence restraining orders and gun 
violence restraining orders to be entered into the National Instant Criminal Background Check System; 
and (7) efforts to ensure the public is aware of the existence of laws that allow for the removal of firearms 
from high-risk individuals. 
Our AMA will work with relevant parties to update medical curricula and physician training regarding how 
to approach conversations with patients and families and to utilize Extreme Risk Protection Orders. 
[CSAPH Rep. 04, A-18; Reaffirmed: BOT Rep. 11, I-18; Reaffirmed: CSAPH Rep. 3, I-21; Modified: Res. 
405, A-23] 
 
H-145.991 Waiting Periods for Firearm Purchases  
The AMA supports using its influence in matters of health to effect passage of legislation in the Congress 
of the U.S. mandating a national waiting period that allows for a police background and positive 
identification check for anyone who wants to purchase a handgun from a gun dealer anywhere in our 
country. [Sub. Res. 34, I-89; Reaffirmed: BOT Rep. 8, I-93; Reaffirmed: BOT Rep. 50, I-93; Reaffirmed: 
CSA Rep. 8, A-05; Reaffirmation A-07; Reaffirmed: BOT Rep. 22, A-17; Modified: Res. 401, A-17; 
Reaffirmation: A-18; Reaffirmation: I-18] 
 
H-145.992 Waiting Period Before Gun Purchase  
The AMA supports legislation calling for a waiting period of at least one week before purchasing any form 
of firearm in the U.S. [Res. 171, A-89; Reaffirmed: BOT Rep.50, I-93; Reaffirmed: CSA Rep. 8, A-05; 
Reaffirmation A-07; Reaffirmed: BOT Rep. 22, A-17; Reaffirmation: A-18] 
 
H-145.978 Gun Safety  
Our AMA: (1) recommends and promotes the use of trigger locks and locked gun  
cabinets as safety precautions; and (2) endorses standards for firearm construction reducing the 
likelihood of accidental discharge when a gun is dropped and that standardized drop tests be developed. 
[Res. 425, I-98; Reaffirmed: Res. 409, A-00; Reaffirmed: CSAPH Rep. 1, A-10; Reaffirmation A-13; 
Modified: CSAPH Rep. 8, A-23] 
 
H-145.999 Gun Regulation  
Our AMA supports stricter enforcement of present federal and state gun legislation and the imposition of 
mandated penalties by the judiciary for crimes committed with the use of a firearm, including the illegal 
possession of a firearm. [Sub. Res. 31, I-81; Reaffirmed: CLRPD Rep. F, I-91; Amended: BOT Rep. I-93-
50; Reaffirmed: Res. 409, A-00; Reaffirmation A-07; Reaffirmed: BOT Rep. 22, A-17; Modified: Res. 401, 
A-17; Reaffirmation: I-18] 
 

https://policysearch.ama-assn.org/policyfinder/councilreportList?citation=CSAPH%20Rep.%2004,%20A-18
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Introduced by: Medical Student Section, American Association of Public Health Physicians 
 
Subject: Opposition to Pay-to-Stay Incarceration Fees 
 
Referred to: Reference Committee D 
 
 

Whereas, "pay-to-stay” fees require individuals to pay for their own imprisonment to cover 1 
housing and food costs and are used in 49 states, including $249 daily in Connecticut, $80 daily 2 
in Maine and Kentucky, $66 daily in Ohio, and $20 daily in Alabama1-5; and 3 
 4 
Whereas, average hourly wages during incarceration are $0.13 to $1.30 per hour, and in the 5 
first year after release, 49% earn $500 or less and 80% earn less than $15,0006-7; and 6 
 7 
Whereas, because only 10-15% are ever collected, pay-to-stay fees do not significantly 8 
contribute to prison budgets, but permanently damage the credit records of individuals leaving 9 
incarceration if not paid within 180 days after release and harm future prospects for stable 10 
employment and housing5,8,9; and 11 
 12 
Whereas, pay-to-stay fees keep formerly incarcerated individuals trapped in a cycle of poverty 13 
and imprisonment, as debts hinder re-entry, contribute to recidivism, and force individuals to 14 
forgo basic necessities in order to make payments10-12; therefore be it 15 
 16 
RESOLVED, that our American Medical Association oppose fees charged to incarcerated 17 
individuals for room and board and advocate for federal and state efforts to repeal statutes and 18 
ordinances which permit inmates to be charged for room and board. (Directive to Take Action)  19 
 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/10/2024 
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RELEVANT AMA Policy 
 
D-430.992 Reducing the Burden of Incarceration on Public Health 
1. Our AMA will support efforts to reduce the negative health impacts of incarceration, such as: (1) 
implementation and incentivization of adequate funding and resources towards indigent defense systems; 
(2) implementation of practices that promote access to stable employment and laws that ensure 
employment non-discrimination for workers with previous non-felony criminal records; and (3) housing 
support for formerly incarcerated people, including programs that facilitate access to immediate housing 
after release from carceral settings. 
2. Our AMA will partner with public health organizations and other interested stakeholders to urge 
Congress, the Department of Justice, the Department of Health and Human Services, and state officials 
and agencies to minimize the negative health effects of incarceration by supporting programs that 
facilitate employment at a living wage, and safe, affordable housing opportunities for formerly 
incarcerated individuals, as well as research into alternatives to incarceration. [Res. 902, I-22] 
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Resolution: 407 
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Introduced by: Medical Student Section, American Association of Public Health Physicians 

Subject: Racial Misclassification 

Referred to: Reference Committee D 

Whereas, the National Center for Health Statistics maintains a National Death Index (NDI), a 1 
centralized database of death record information on file in state vital statistics offices1-2; and 2 

3 
Whereas, this data can be linked to databases maintained by agencies like the Centers for 4 
Disease Control, Food and Drug Administration, and Centers for Medicare and Medicaid 5 
Services to increase the availability of information on an individual’s cause of death1-5; and 6 

7 
Whereas, a key limitation of these vital statistic data is the misclassification of race and ethnicity 8 
on death certificates and in other databases (e.g., inaccurate from minority identification to 9 
white), limiting the quality and applicability of data available for racial and ethnic minority 10 
populations experiencing health disparities6-7; and 11 

12 
Whereas, populations more likely to be misclassified on their death certificates include, but are 13 
not limited to, American Indians and Alaska Natives (AI/AN), Asian Americans, and Native 14 
Hawaiians and Other Pacific Islanders (NHPI)6,8-13; and 15 

16 
Whereas, a retrospective linkage of regional records maintained by the Indian Health Service 17 
and Oklahoma State Health Department Vital Records reported a 29% underestimation of all-18 
cause mortality in the AI/AN population6; and 19 

20 
Whereas, an updated version of the National Longitudinal Mortality Study (1999-2011 21 
decedents versus 1990-1998 decedents) found that racial misclassification remained high at 22 
40% for the AI/AN population and changed from 5% to 3%, for the Hispanic population and from 23 
7% to 3% for the Asian or Pacific Islander (API) population14-15; and 24 

25 
Whereas, racial misclassification on death certificates is compounded by missing or incorrect 26 
race and ethnicity data in other databases, such as those maintained by federal health 27 
programs, hospital systems, and related entities15-19; and 28 

29 
Whereas, a 2021 study of 4,231,370 Medicare beneficiaries who utilized home health care 30 
services in 2015 found substantial racial misclassification of self-identified Hispanic, Asian 31 
American, Pacific Islander, and AI/AN beneficiaries (more than 80% for AI/AN in 24 states and 32 
Puerto Rico) as non-Hispanic white20; and 33 

34 
Whereas, a 2019 study that conducted ICD-9/ICD-10 record linkages between the Northwest 35 
Tribal Registry and Oregon and Washington hospital discharge datasets increased the 36 
ascertainment of neonatal abstinence syndrome cases among AI/AN newborns by 8.8% in 37 
Oregon and by 18.1% in Washington21; and 38 
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Whereas, according to the United States Centers for Disease Control and Prevention, more 1 
AI/AN patients are misclassified as another race in cancer registry records than patients in other 2 
racial groups, likely from one group to identification as non-Hispanic white22-23; and 3 

4 
Whereas, a 2021 prospective observational study of patients admitted to an urban Level 1 5 
trauma center found that 45 of 98 patients self-identifying as Hispanic (45.9%) had inaccurately 6 
recorded ethnicity in the trauma registry24; and 7 

8 
Whereas, decedent race and ethnicity may be subject to bias as a 2018 project by the National 9 
Consortium for Urban Indian Health found that 48% of surveyed funeral directors were recording 10 
an individual’s race on death certificates by observation of the individual rather than asking their 11 
next of kin9,25; and 12 

13 
Whereas, mortality-related research data, combined with other clinically-based registries, is a 14 
fundamental tool for establishing public health priorities (e.g., advocacy, resource allocation, 15 
stakeholder engagement) at the local, state, tribal and federal level and is an important part of 16 
Indigenous Data Sovereignty (H-460.884)26; therefore be it 17 

18 
RESOLVED, that our American Medical Association amend H-85.953, “Improving Death 19 
Certification Accuracy and Completion,” by addition as follows: 20 

21 
Improving Death Certification Accuracy and Completion H-85.953 22 
1. Our AMA: (a) acknowledges that the reporting of vital events is23 
an integral part of patient care; (b) urges physicians to ensure24 
completion of all state vital records carefully and thoroughly with25 
special attention to the use of standard nomenclature, using legible26 
writing and accurate diagnoses; and (c) supports notifying state27 
medical societies and state departments of vital statistics of this28 
policy and encouraging their assistance and cooperation in29 
implementing it.30 
2. Our AMA also: (a) supports the position that efforts to improve31 
cause of death statistics are indicated and necessary; (b) endorses32 
the concept that educational efforts to improve death certificates33 
should be focused on physicians, particularly those who take care34 
of patients in facilities where patients are likely to die, namely in35 
acute hospitals, nursing homes and hospices; and (c) supports the36 
concept that training sessions in completion of death certificates37 
should be (i) included in hospital house staff orientation sessions38 
and clinical pathologic conferences; (ii) integrated into continuing39 
medical education presentations; (iii) mandatory in mortality40 
conferences; and (iv) included as part of in-service training41 
programs for nursing homes, hospices and geriatric physicians.42 
3. Our AMA further: (a) promotes and encourages the use of ICD43 
codes among physicians as they complete medical claims, hospital44 
discharge summaries, death certificates, and other documents; (b)45 
supports cooperating with the National Center for Health Statistics46 
(NCHS) in monitoring the four existing models for collecting47 
tobacco-use data; (c) urges the NCHS to identify appropriate48 
definitions, categories, and methods of collecting risk-factor data,49 
including quantification of exposure, for inclusion on the U.S.50 
Standard Certificates, and that subsequent data be appropriately51 
disseminated; and (d) continues to encourage all physicians to52 
report tobacco use, exposure to environmental tobacco smoke, and53 
other risk factors using the current standard death certificate format.54 
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4. Our AMA further supports HIPAA-compliant data linkages 1 
between Native Hawaiian and Tribal Registries, population-based 2 
and hospital-based clinical trial and disease registries, and local, 3 
state, tribal, and federal vital statistics databases aimed at 4 
minimizing racial misclassification.  (Modify Current HOD Policy)5 

6 
Fiscal Note: Minimal - less than $1,000 

Received: 4/10/2024 
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RELEVANT AMA Policy 

H-315.963 Accurate Collection of Preferred Language and Disaggregated Race and Ethnicity to 
Characterize Health Disparities  
Our AMA encourages the Office of the National Coordinator for Health Information Technology (ONC) to 
expand their data collection requirements, such that electronic health record (EHR) vendors include 
options for disaggregated coding of race, ethnicity, and preferred language. [Res. 03, I-19] 

H-350.950 Tribal Public Health Authority 
Our AMA will support; (1) the Department of Health and Human Services issuing guidance, through the 
Centers for Disease Control and Prevention and the Indian Health Service, on Public Health and Tribal-
affiliated data-sharing with American Indian and Alaska Native Tribes and Villages and Tribal 
Epidemiology Centers; and (2) the use of data-sharing agreements between local and state public health 
departments and American Indian and Alaska Native Tribes and Villages and Tribal Epidemiology 
Centers. [Res. 206, A-23] 
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(A-24) 

 
Introduced by: Medical Student Section, American College of Physicians 
 
Subject: Indian Water Rights 
 
Referred to: Reference Committee D 
 
 
Whereas, the United States is a signatory of the 2007 United Nations Declaration on the Rights 1 
of Indigenous People (UNDRIP), which states that Indigenous Peoples “have the right to own, 2 
use, develop, and control the lands, territories and resources that they possess by reason of 3 
traditional ownership or other traditional occupation or use, as well as those which they have 4 
otherwise acquired”1; and 5 
 6 
Whereas, nearly half of American Indian/Alaska Native (AI/AN) households on reservations lack 7 
access to clean water or adequate sanitation, including 6.5% of American Indian households on 8 
and off reservations and 13.5% of Alaska Native villages and reservations (compared to under 9 
1% of the general US population)2-6; and 10 
 11 
Whereas, regardless of income, AI/AN households are 10 times as likely as white households to 12 
lack indoor plumbing, an early correlate of high COVID rates on reservations2,7; and 13 
 14 
Whereas, only 42 AI/AN Tribes and Villages meet Environmental Protection Agency (EPA) 15 
standards for water quality8; and 16 
 17 
Whereas, a third of Navajo Nation residents lack access to clean water and are 67 times more 18 
likely than other Americans to live without running water or toilets, due in part to drought and 19 
heavy metals, such as uranium, leached from abandoned mining sites9-11; and 20 
 21 
Whereas, unsafe groundwater resources on the Navajo Nation and other Tribal lands, lead to 22 
higher rates of cancer, kidney disease, autoimmune disorders, skin infection, diabetes, and 23 
infant hospitalizations for pneumonia12-14; and 24 
 25 
Whereas, water systems are part of Indigenous ways of knowing and ceremonies in many 26 
Indigenous cultures, thus water insecurity impacts physical, cultural, and spiritual wellbeing in 27 
AI/AN communities, with loss of culture itself a risk factor for many chronic conditions among 28 
AI/AN individuals13-17; and 29 
 30 
Whereas, individuals without adequate water sources require vehicles, sleds, or wheelbarrows 31 
to travel miles to wells and water stations and haul water back to their homes18; and 32 
 33 
Whereas, Navajo Nation families spend $43,000 per acre-foot of water with hauled water, 34 
compared to $600 for the average American with running water16; and 35 
 36 
Whereas, Winters v US (1908) ruled that Tribes and their members have a right to sufficient 37 
water access for residential, economic, governmental, and other needs19-20; and  38 
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Whereas, lengthy disputes over Indian water rights to settle claims of water rights holders and 1 
improve water management in AI/AN communities are expensive to litigate21; and 2 
 3 
Whereas, Congress must approve all Indian water right settlements between Tribes, states, and 4 
the US, delaying implementation, funds, and land transfers for years22-24; and 5 
 6 
Whereas, the Biden-Harris Administration is coordinating federal agencies to meet Tribal water 7 
needs, support Indian water right settlements, and increase Tribal participation in stewardship of 8 
federal lands and water systems of significance to Tribal Nations25; and 9 
 10 
Whereas, the Indian Health Service (IHS) investigates and manages environmental health 11 
services on Tribal lands, including the provision of health services26; and 12 
 13 
Whereas, the IHS provides environmental engineering and sanitation facilities to AI/AN 14 
communities, including the cooperative development and construction of safe water sources, 15 
wastewater management, and solid waste systems27-28; and 16 
 17 
Whereas, Indian water rights settlements harm access to health care, considering the year long 18 
closure of a newly constructed hospital on the Navajo Nation due to inadequate access to on-19 
site water29; and 20 
 21 
Whereas, for every $1 spent on water and sewage infrastructure, the IHS could save $1.23 in 22 
healthcare costs from diseases related to unsafe water30; therefore be it 23 
 24 
RESOLVED, that our American Medical Association raise awareness about ongoing water 25 
rights issues for federally-recognized American Indian and Alaska Native Tribes and Villages in 26 
appropriate forums (Directive to Take Action); and be it further 27 
 28 
RESOLVED, that our AMA support improving access to water and adequate sanitation, water 29 
treatment, and environmental support and health services on American Indian and Alaska 30 
Native trust lands. (New HOD Policy)   31 
 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/10/2024 
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RELEVANT AMA Policy 
 
H-135.928 Safe Drinking Water  
Our AMA supports updates to the U.S. Environmental Protection Agency’s Lead and Copper Rule as well 
as other state and federal laws to eliminate exposure to lead through drinking water by: 
(1) Removing, in a timely manner, lead service lines and other leaded plumbing materials that come into 
contact with drinking water; 
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(2) Requiring public water systems to establish a mechanism for consumers to access information on lead 
service line locations; 
(3) Informing consumers about the health-risks of partial lead service line replacement; 
(4) Requiring the inclusion of schools, licensed daycare, and health care settings among the sites 
routinely tested by municipal water quality assurance systems; 
(5) Creating and implementing standardized protocols and regulations pertaining to water quality testing, 
reporting and remediation to ensure the safety of water in schools and child care centers; 
(6) Improving public access to testing data on water lead levels by requiring testing results from public 
water systems to be posted on a publicly available website in a reasonable timeframe thereby allowing 
consumers to take precautions to protect their health; 
(7) Establishing more robust and frequent public education efforts and outreach to consumers that have 
lead service lines, including vulnerable populations;   
(8) Requiring public water systems to notify public health agencies and health care providers when local 
water samples test above the action level for lead; 
(9) Seeking to shorten and streamline the compliance deadline requirements in the Safe Drinking Water 
Act; and 
(10) Actively pursuing changes to the federal lead and copper rules consistent with this policy. 
[Res. 409, A-16; Modified: Res. 422, A-18; Reaffirmed: BOT Rep. 29, A-19] 
 
D-440.924 Universal Access for Essential Public Health Services  
Our AMA: (1) supports equitable access to the 10 Essential Public Health Services and the Foundational 
Public Health Services to protect and promote the health of all people in all communities; (2) encourages 
state, local, tribal, and territorial public health departments to pursue accreditation through the Public 
Health Accreditation Board (PHAB); (3) will work with appropriate stakeholders to develop a 
comprehensive list of minimum necessary programs and services to protect the public health of citizens in 
all state and local jurisdictions and ensure adequate provisions of public health, including, but not limited 
to clean water, functional sewage systems, access to vaccines, and other public health standards; and (4) 
will work with the National Association of City and County Health Officials (NACCHO), the Association of 
State and Territorial Health Officials (ASTHO), the Big Cities Health Coalition, the Centers for Disease 
Control and Prevention (CDC), and other related entities that are working to assess and assure 
appropriate funding levels, service capacity, and adequate infrastructure of the nation’s public health 
system, including for rural jurisdictions. [Res. 419, A-19; Modified: CSAPH Rep. 2, A-22] 
 
H-350.977 Indian Health Service  
The policy of the AMA is to support efforts in Congress to enable the Indian Health Service to meet its 
obligation to bring American Indian health up to the general population level. The AMA specifically 
recommends: (1) Indian Population: (a) In current education programs, and in the expansion of 
educational activities suggested below, special consideration be given to involving the American Indian 
and Alaska native population in training for the various health professions, in the expectation that such 
professionals, if provided with adequate professional resources, facilities, and income, will be more likely 
to serve the tribal areas permanently; (b) Exploration with American Indian leaders of the possibility of 
increased numbers of nonfederal American Indian health centers, under tribal sponsorship, to expand the 
American Indian role in its own health care; (c) Increased involvement of private practitioners and facilities 
in American Indian care, through such mechanisms as agreements with tribal leaders or Indian Health 
Service contracts, as well as normal private practice relationships; and (d) Improvement in transportation 
to make access to existing private care easier for the American Indian population. 
(2) Federal Facilities: Based on the distribution of the eligible population, transportation facilities and 
roads, and the availability of alternative nonfederal resources, the AMA recommends that those Indian 
Health Service facilities currently necessary for American Indian care be identified and that an immediate 
construction and modernization program be initiated to bring these facilities up to current standards of 
practice and accreditation. 
(3) Manpower: (a) Compensation for Indian Health Service physicians be increased to a level competitive 
with other Federal agencies and nongovernmental service; (b) Consideration should be given to 
increased compensation for service in remote areas; (c) In conjunction with improvement of Service 
facilities, efforts should be made to establish closer ties with teaching centers, thus increasing both the 
available manpower and the level of professional expertise available for consultation; (d) Allied health 
professional staffing of Service facilities should be maintained at a level appropriate to the special needs 
of the population served; (e) Continuing education opportunities should be provided for those health 



Resolution: 408 (A-24) 
Page 5 of 5 

 
 
professionals serving these communities, and especially those in remote areas, and, increased peer 
contact, both to maintain the quality of care and to avert professional isolation; and (f) Consideration 
should be given to a federal statement of policy supporting continuation of the Public Health Service to 
reduce the great uncertainty now felt by many career officers of the corps. 
(4) Medical Societies: In those states where Indian Health Service facilities are located, and in counties 
containing or adjacent to Service facilities, that the appropriate medical societies should explore the 
possibility of increased formal liaison with local Indian Health Service physicians. Increased support from 
organized medicine for improvement of health care provided under their direction, including professional 
consultation and involvement in society activities should be pursued. 
(5) Our AMA also support the removal of any requirement for competitive bidding in the Indian Health 
Service that compromises proper care for the American Indian population. 
(6) Our AMA will advocate that the Indian Health Service (IHS) establish an Office of Academic Affiliations 
responsible for  coordinating partnerships with LCME- and COCA-accredited medical schools and 
ACGME-accredited residency programs. 
(7) Our AMA will encourage the development of funding streams to promote rotations and learning 
opportunities at Indian Health Service, Tribal, and Urban Indian Health Programs. [CLRPD Rep. 3, I-98; 
Reaffirmed: CLRPD Rep. 1, A-08; Reaffirmation A-12; Reaffirmed: Res. 233, A-13; Appended: Res. 305, 
A-23; Reaffirmed: BOT Rep. 09, A-23] 
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Resolution: 409  
(A-24) 

 
Introduced by: Medical Student Section and American Association of Public Health 

Physicians 
 
Subject: Toxic Heavy Metals 
 
Referred to: Reference Committee D 
 
 
Whereas, toxic heavy metals (THMs) including mercury, lead, cadmium, chromium, and arsenic 1 
enter the environment through natural processes as well as via anthropogenic activities such as 2 
power plants, landfills, mining, fossil fuel use, urban runoff, and agriculture1-3; and  3 
 4 
Whereas, national regulations protecting the public from THM exposure are sporadic, eg no air 5 
quality standards for cadmium levels, no regulations on heavy metals in soil4-6; and 6 
 7 
Whereas, urban farms and gardens are at risk of higher levels of heavy metal contaminants in 8 
soil, air, water, and food6-9; and  9 
 10 
Whereas, individuals at military bases are chronically exposed to toxic heavy metals due to the 11 
use of burn pits10; and 12 
 13 
Whereas, the World Health Organization (WHO) ranks the US in the top 10 for highest levels of 14 
arsenic contamination in groundwater, and dangerous levels of arsenic have been found in 15 
drinking water wells in over 25 states, exposing over 2 million people11-12; and 16 
 17 
Whereas, infant and toddler foods have been found to contain THM levels above recommended 18 
limits by the Food and Drug Administration (FDA), although the FDA advises that even low 19 
levels of THMs can accumulate in children causing chronic illness13; and 20 
 21 
Whereas, American Indian persons are exposed to THMs from historic mining sites and on 22 
average have higher THM blood levels, associated with heart and lung disease risk14-15; and 23 
 24 
Whereas, low-income and minoritized communities are disproportionately exposed to 25 
chronically high THM levels from hazardous waste sites and air pollution9,16-23; and 26 
 27 
Whereas, THMs may cause acute adverse effects at high concentrations such as psychosis and 28 
multi-organ toxicities, and chronic exposure, even below current regulatory limits, may increase 29 
risk for heart disease, stroke, dementia, cancer, and infertility1,3-4,24-25; and 30 
 31 
Whereas, the American Heart Association states that THMs are a direct risk factor for 32 
cardiovascular disease and recommends protections to prevent public exposure and 33 
development of clinical monitoring standards3-4; and 34 
 35 
Whereas, inconsistency across thresholds between the FDA, EPA, Agency for Toxic 36 
Substances and Disease Registry, and WHO and lack of updates reflecting new research 37 
contribute to difficulty in THM regulation and resulting unchecked bioaccumulation12,15, 26; 38 
therefore be it 39 
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RESOLVED, that our American Medical Association urge governmental agencies to establish 1 
and enforce limits for identified hazardous pollutants and heavy metals in our food, water, soil, 2 
and air (Directive to Take Action); and be it further 3 
 4 
RESOLVED, that our AMA support efforts to monitor and educate individuals on (a) the chronic 5 
effects of exposure to toxic heavy metals including at levels below regulation limits, and (b) the 6 
burden of toxicity in communities, especially near urban, Superfund, and industrial sites. 7 
(New HOD Policy)8 
 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/18/2024 
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RELEVANT AMA Policy 
 
H-135.911 Environmental Health Equity in Federally Subsidized Housing 
1. Our American Medical Association acknowledges the potential adverse health impacts of living in close 
proximity to Superfund sites or other contaminated lands. 
2. Our AMA advocates for mandated disclosure of Superfund sites or other contaminated lands proximity 
to those purchasing, leasing, or currently residing in housing in close proximity to Superfund sites or other 
contaminated lands. 
3. Our AMA supports efforts of public agencies to study the safety of proposed public housing expansions 
with respect to pollutant exposure and to expand construction of new public and publicly subsidized 
housing properties on lands without demonstrated unsafe levels of hazardous pollutants. [Res. 415, A-23] 
 
H-135.949 Support of Clean Air and Reduction in Power Plant Emissions:  
(1)Our AMA supports (a) federal legislation and regulations that meaningfully reduce the following four 
major power plant emissions: mercury, carbon dioxide, sulfur dioxide and nitrogen oxide; and (b) efforts to 
limit carbon dioxide emissions through the reduction of the burning of coal in the nation's power 
generating plants, efforts to improve the efficiency of power plants and continued development, 
promotion, and widespread implementation of alternative renewable energy sources in lieu of carbon-
based fossil fuels. (2) Our AMA will: (a) support the Environmental Protection Agency’s proposal, under 
the Clean Air Act, to regulate air quality for heavy metals and other air toxins emitted from smokestacks. 
The risk of dispersion through air and soil should be considered, particularly for people living downwind of 
smokestacks; and (b) urge the EPA to finalize updated mercury, cadmium, and air toxic regulations for 
monitoring air quality emitted from power plants and other industrial sources, ensuring that 
recommendations to protect the public’s health are enforceable. [Res. 429, A-03; Reaffirmation I-07; 
Reaffirmed in lieu of Res. 526, A-12; Reaffirmed: Res. 421, A-14; Modified: Res. 506, A-15; Modified: 
Res. 908, I-17; Appended: Res. 401, A-22] 
 
D-135.022 Addressing Inequity in Onsite Wastewater Treatment 
(1)Our American Medical Association supports that federal, state, local, and tribal, governments suspend 
enforcement of sanitation laws that could result in criminal charges, fines, jail time, and potential property 
loss for residents who lack the means to purchase functioning septic systems, especially in underserved 
communities and American Indian reservations. (2) Our AMA supports research by federal, state, and 
local governments to develop strategies to reduce insufficient wastewater management and eliminate 
detrimental health effects due to inadequate wastewater systems. (3) Our AMA will work with interested 
parties to reduce and eliminate inadequate wastewater treatment systems. [Res. 407, A-23] 
 
D- 135.997 Environmental Contributors to Disease and Advocating for Environmental Justice 
Our AMA will (1) advocate for the greater public and private funding for research into the environment 
causes of disease, and urge the National Academy of Sciences to undertake an authoritative analysis of 
environmental causes of disease; (2) ask the steering committee of the Medicine and Public Health 
Initiative Coalition to consider environmental contributors to disease and environmental racism as a 
priority public health issues; (3) encourage federal, state, and local agencies to address and remediate 
environmental injustice, environmental racism, and all other environmental conditions that are adversely 
impacting health, especially in marginalized communities; and (4) lobby Congress to support ongoing 
initiatives that include reproductive health outcomes and development particularly in minority populations 
in Environmental Protection Agency Environmental Justice policies. [Res. 402, A-03; Appended: Res. 
927, I-11; Reaffirmed in lieu of: Res. 505, A-19; Modified: Res. 415, A-23] 
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(A-24) 

 
Introduced by: Medical Student Section 
 
Subject: Access to Public Restrooms   
 
Referred to: Reference Committee D 
 
 
Whereas, when surveyed, 1 in 5 reported experiencing a public bowel/urinary accident, and 1 
over half said they or a relative struggled to find public restrooms in the past week;1 and 2 
 3 
Whereas, the US has only 8 public toilets per 100,000 people, far fewer than Iceland (56), 4 
Switzerland (46), and New Zealand (45);2 and 5 
 6 
Whereas, public restrooms are important to sanitation and infection control, with limited access 7 
directly tied to recent hepatitis A outbreaks in San Diego and Philadelphia;3-9 and 8 
 9 
Whereas, people who are unhoused, especially those who menstruate, are affected by 10 
restricted restroom access due to inability to pay, and public urination or defecation can lead to 11 
criminal and civil penalties, including lifelong sex offender registration homelessness;10-14 and 12 
 13 
Whereas, several states and municipalities’ Restroom Access Acts (RAAs) require business to 14 
provide restrooms to customers with permanent bowel-related conditions, but these laws are 15 
minimally enforced and exclude many other individuals with medical needs;14 and 16 
 17 
Whereas, public restrooms are often inequitable in size in number for women and transgender, 18 
nonbinary, and gender-diverse individuals, despite different usage than cis men;15-17 and   19 
 20 
Whereas, women often need restrooms more than cis men due to menstruation and higher 21 
rates of Crohn’s disease, irritable bowel syndrome, cystitis, and incontinence;18-22 and  22 
 23 
Whereas, while restroom parity laws in numerous states and municipalities have increased the 24 
ratio of women’s to men’s stalls and improved access, they often do not apply retroactively and 25 
do not address parity for transgender, nonbinary, and gender-diverse individuals;23 and  26 
 27 
Whereas, transgender people are up to 6 times more likely to avoid public restrooms due to 28 
discrimination, harassment, and being questioned for their gender;24 and  29 
 30 
Whereas, gender-inclusive bathrooms have demonstrated reductions in wait times for women 31 
by over 60 seconds while increasing wait times for men by only 20 seconds;25 and  32 
 33 
Whereas, several cities have passed ordinances requiring new buildings to have gender-neutral 34 
bathrooms and incentivizing construction of new public restrooms;26-30 therefore be it  35 
 36 
RESOLVED, that our American Medical Association support access to clean, accessible, and 37 
permanent public restrooms that, at minimum, contain a toilet and sink, regardless of any 38 
identifying characteristics such as gender identity, appearance, employment status, or 39 
commercial status (New HOD Policy); and be it further 40 
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RESOLVED, that our AMA support parity in restroom access by gender identity, including 1 
increasing the number of female and gender-neutral bathrooms available in both new and 2 
existing buildings. (New HOD Policy) 3 
 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/19/2024 
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RELEVANT AMA Policy 
 
H-65.964 Access to Basic Human Services for Transgender Individuals  
Our AMA: (1) opposes policies preventing transgender individuals from accessing basic human services 
and public facilities in line with one’s gender identity, including, but not limited to, the use of restrooms; 
and (2) will advocate for the creation of policies that promote social equality and safe access to basic 
human services and public facilities for transgender individuals according to one’s gender identity. [Res. 
010, A-17] 
 
D-90.992 Preserving Protections of the Americans with Disabilities Act of 1990  
1. Our AMA supports legislative changes to the Americans with Disabilities Act of 1990, to educate state 
and local government officials and property owners on strategies for promoting access to persons with a 
disability. 
2. Our AMA opposes legislation amending the Americans with Disabilities Act of 1990, that would 
increase barriers for disabled persons attempting to file suit to challenge a violation of their civil rights. 
3. Our AMA will develop educational tools and strategies to help physicians make their offices more 
accessible to persons with disabilities, consistent with the Americans With Disabilities Act as well as any 
applicable state laws. [Res. 220, I-17] 
 

https://doi.org/10.1177/0885412206295846
https://doi.org/10.1093/hsw/hlab027
https://www.santamonica.gov/press/2023/04/26/city-council-expands-requirements-for-gender-neutral-public-restrooms
https://www.santamonica.gov/press/2023/04/26/city-council-expands-requirements-for-gender-neutral-public-restrooms
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=202120220SB1194
https://ggwash.org/view/75001/behind-the-fight-to-provide-dc-residents-with-public-restrooms
https://ggwash.org/view/75001/behind-the-fight-to-provide-dc-residents-with-public-restrooms
https://www.denvergov.org/content/dam/denvergov/Portals/705/documents/projects/Denver-Public-Restrooms-Pilot-Final-Report-2018.pdf
https://www.denvergov.org/content/dam/denvergov/Portals/705/documents/projects/Denver-Public-Restrooms-Pilot-Final-Report-2018.pdf
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Resolution: 411  
(A-24) 

 
Introduced by: Oklahoma 
 
Subject: Missing and Murdered Indigenous Persons 
 
Referred to: Reference Committee D 
 
 
Whereas, there is an epidemic of violence and a rising number of cases of abduction and 1 
murder of American Indian and Alaska Native persons (AI/AN) in the United States (U.S.), with 2 
greater than 2 in 5 AI/AN women raped in their lifetime, and homicide reported in the top 10 3 
leading causes of death according to The National Intimate Partner and Sexual Violence Survey 4 
(NIPSVS) 1, 2, 3; and 5 
 6 
Whereas, the NIPSVS reported that non-Hispanic AI/AN individuals experienced the second 7 
highest rate of homicide compared to their counterparts in all other racial and ethnic groups in 8 
20203; and 9 
 10 
Whereas, due to factors such as racial misclassification, underreporting, and distrust between 11 
law enforcement and Indigenous communities, published statistics likely underestimate the 12 
number of sexual violence crimes and missing and murdered AI/AN persons4; and  13 
 14 
Whereas, the U.S. Bureau of Indian Affairs has called for additional investigative resources to 15 
address this epidemic of violence1; and  16 
 17 
Whereas, in 2019, President Trump signed Executive Order 13898, which established the two-18 
year, multi-agency Operation Lady Justice Task Force to address the concerns of AI/AN Tribes 19 
and Villages regarding missing and murdered persons5; and  20 
 21 
Whereas, in 2020, Operation Lady Justice released their first report in collaboration with tribal 22 
leaders and community members which suggested establishing local, tribal, regional, and 23 
national alert systems for AI/AN persons similar to Amber Alert5; and  24 
 25 
Whereas, in 2020, Public Law No. 116-165, Savanna’s Act, was signed into law to increase 26 
coordination and data-sharing among Federal, State, Tribal, and local law enforcement 27 
agencies in an attempt to improve federal prosecution rates and involvement in missing or 28 
murdered AI/AN person-cases6; and  29 
 30 
Whereas, in 2021, the US Department of Interior launched the formation of the Missing & 31 
Murdered Unit (MMU) to provide additional resources and interagency cooperation with 32 
necessary stakeholders such as the Federal Bureau of Investigation on this pressing issue7; and  33 
 34 
Whereas, the Urban Indian Health Institute, one of the nation’s 12 Tribal Epidemiology Centers, 35 
found that the rate of missing AI/AN women in Washington State was 78.64 per 100,000, which 36 
was more than four times the rate for non-Hispanic white women in 20188; and   37 
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Whereas, in 2022, Washington State established a statewide and first-in-the-nation Missing and 1 
Murdered Indigenous Women's and People's Alert System (MIPA)9; and  2 
 3 
Whereas, MIPA makes AI/AN persons eligible for law enforcement assistance who do not 4 
otherwise meet strict AMBER Alert criteria and can also be used for AI/AN persons believed to 5 
be in danger and presumed to be unable to return to safety without assistance9; and  6 
 7 
Whereas, in the 6 months since it was first implemented, the Washington State MIPA has been 8 
activated 33 times and 27 individuals have been located, with 4 of those cases directly 9 
attributed to MIPA10; and  10 
 11 
Whereas, several states have now passed legislation to coordinate responses between tribal 12 
and non-tribal law enforcement entities and implement AI/AN-specific emergency alert systems, 13 
including Arizona, Colorado, Minnesota, Montana, North Dakota, Nebraska, New Mexico, 14 
Oregon, South Dakota, and California 8, 11, 12; and  15 
 16 
Whereas, the Urban Indian Health Institute has also challenged lawmakers and policymakers to 17 
consider a number of factors in their responses to this crisis, including law enforcement stigma 18 
towards substance use in AI/AN communities, non-reporting of LGBTQ2S+ identification for 19 
missing and murdered AI/AN persons, lack of coordination between tribal, state, and federal law 20 
enforcement, and inadequate protocols regarding AI/AN persons living away from their tribal 21 
lands9; therefore be it 22 
 23 
RESOLVED, that our American Medical Association supports emergency alert systems for 24 
American Indian and Alaska Native tribal members reported missing on reservations and in 25 
urban areas. (New HOD Policy) 26 
 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/22/2024 
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RELEVANT AMA POLICY 
 
Addressing Sexual Violence and Improving American Indian and Alaska Native Women's Health 
Outcomes D-350.985 
1. Our AMA advocates for mitigation of the critical issues of American Indian/Alaska Native women's 
health that place Native women at increased risk for sexual violence, and encourages allocation of 
sufficient resources to the clinics serving this population to facilitate health care delivery commensurate 
with the current epidemic of violence against Native women.  
2. Our AMA will collaborate with the Indian Health Service, Centers for Disease Control and Prevention 
(CDC), Tribal authorities, community organizations, and other interested stakeholders to develop 
programs to educate physicians and other health care professionals about the legal and cultural contexts 
of their American Indian and Alaska Native female patients as well as the current epidemic of violence 
against Native women and the pursuant medical needs of this population.  
3. Our AMA will collaborate with the Indian Health Service, CDC, Tribal authorities, and community 
organizations to obtain or develop appropriate American Indian and Alaska Native women's health 
materials for distribution to patients in the spirit of self-determination to improve responses to sexual 
violence and overall health outcomes. [Res. 208, I-15] 
 
Preventing Anti-Transgender Violence H-65.957 
Our AMA will: (1) partner with other medical organizations and stakeholders to immediately increase 
efforts to educate the general public, legislators, and members of law enforcement using verified data 
related to the hate crimes against transgender individuals highlighting the disproportionate number of 
Black transgender women who have succumbed to violent deaths: (2) advocate for federal, state, and 
local law enforcement agencies to consistently collect and report data on hate crimes, including victim 
demographics, to the FBI; for the federal government to provide incentives for such reporting; and for 
demographic data on an individual’s birth sex and gender identity be incorporated into the National Crime 
Victimization Survey and the National Violent Death Reporting System, in order to quickly identify positive 
and negative trends so resources may be appropriately disseminated; (3) advocate for a central law 
enforcement database to collect data about reported hate crimes that correctly identifies an individual’s 
birth sex and gender identity, in order to quickly identify positive and negative trends so resources may be 
appropriately disseminated; (4) advocate for stronger law enforcement policies regarding interactions with 
transgender individuals to prevent bias and mistreatment and increase community trust; and (5) advocate 
for local, state, and federal efforts that will increase access to mental health treatment and that will 
develop models designed to address the health disparities that LGBTQ individuals experience. 
Res. 008, A-19 
 
Missing Children Identification H-60.996 
The AMA supports (1) development of a means of identifying children; and (2) education of the public and 
parents on the fingerprinting and documentation of characteristic identifying marks as a matter of record, 
should it be necessary to assist officials in locating a missing child. [Res. 98, A-84; Reaffirmed by CLRPD 
Rep. 3 - I-94; Reaffirmed: CSA Rep. 6, A-04; Reaffirmed: CSAPH Rep. 1, A-14] 
 
Fund for Public Health Emergency Response H-440.825 
Our AMA supports the reauthorization and appropriation of sufficient funds to a public health emergency 
fund within the Department of Health and Human Services to facilitate adequate responses to public 
health emergencies without redistributing funds from established public health accounts. [Res. 420, A-16] 
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Resolution: 412  
(A-24) 

 
Introduced by: Indiana  
 
Subject: Lithium Battery Safety 
 
Referred to: Reference Committee D 
 
 
Whereas, more pieces of equipment utilize lithium batteries; and 1 
 2 
Whereas, lithium batteries have limited useful lifetime use; and 3 
 4 
Whereas, disposal and recycling of lithium batteries is not a well-established system; and  5 
 6 
Whereas, improper storage of lithium batteries can lead to fires; and 7 
 8 
Whereas, putting out lithium battery fires can be difficult and requires robust resources; and 9 
 10 
Whereas, rural communities' fire department coverage resources can be less robust and less 11 
able to handle lithium battery fires; and 12 
 13 
Whereas, local agencies often are not aware of lithium battery storage in their area; therefore be 14 
it 15 
 16 
RESOLVED, that our American Medical Association seek legislation to increase environmental 17 
and public safety oversight of lithium batteries and businesses that store and dispose of lithium 18 
batteries.  (Directive to Take Action)19 

20 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/23/2024 
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Resolution: 413 
(A-24) 

Introduced by:  Michigan 
 
Subject:  Sexuality and Reproductive Health Education 
 
Referred To:  Reference Committee D 
 
 
Whereas, the American Academy of Pediatrics (AAP) has identified the timely need for equitable 1 
access to comprehensive sex education as a critical component of adolescent health; and 2 
 3 
Whereas, the Centers for Disease Control and Prevention (CDC) states: “A quality sexual health 4 
education curriculum includes medically accurate, developmentally appropriate, and culturally 5 
relevant content and skills that target key behavioral outcomes and promote healthy sexual 6 
development. The curriculum is age-appropriate and planned across grade levels to provide 7 
information about health risk behaviors and experiences.”; and 8 
 9 
Whereas, the CDC identifies the following benefits of students receiving sexual health education:  10 
Delay initiation of sexual intercourse; Have fewer sex partners; Have fewer experiences of 11 
unprotected sex; Increase their use of protection, specifically condoms; and, Improve their 12 
academic performance; and 13 
 14 
Whereas, meta-analysis of comprehensive sex education programs showed marked effectiveness 15 
reducing sexual partners, unprotected sex, sexually transmitted infections (STIs), and pregnancy, 16 
while abstinence-only sex education programs did not indicate a statistically significant reduction in 17 
these measures; and 18 
 19 
Whereas, states that have laws that require or stress abstinence-only programs have higher rates 20 
of teenage pregnancy; and 21 
 22 
Whereas, in states that do not require medically accurate sexual education, rates of teen 23 
pregnancy, birth, and sexually transmitted infection are the highest; and 24 
 25 
Whereas, 95 percent of unintended pregnancies were due to lack of contraception use and 26 
incorrect or inconsistent contraception usage; and 27 
 28 
Whereas, the APP states that “comprehensive sex education should occur across the 29 
developmental spectrum, beginning at early ages and continuing throughout childhood and 30 
adolescence”; and 31 
 32 
Whereas, our American Medical Association Policy H-170.968 also recognizes the importance of 33 
“developmentally appropriate sexuality education programming in the schools at all levels, at local 34 
option and direction”; therefore be it 35 
 36 
RESOLVED, that our American Medical Association reaffirm AMA Policy H-170.968, “Sexuality 37 
Education, Sexual Violence Prevention, Abstinence, and Distribution of Condoms in Schools,” and 38 
continue to advocate for the adoption of developmentally appropriate, culturally sensitive, 39 
comprehensive sexuality and reproductive health education and reproductive rights curriculum. 40 
(Reaffirm HOD Policy) 41 
 
Fiscal Note:  Minimal - less than $1,000  
 
Received: 4/23/2024 
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RELEVANT AMA POLICY 
 
Sexuality Education, Sexual Violence Prevention, Abstinence, and Distribution of Condoms in 
Schools H-170.968 
(1) Supports the concept of sexuality education in the home, when possible, as well as developmentally 
appropriate sexuality education programming in the schools at all levels, at local option and direction; 
(2) Urges schools at all education levels to implement comprehensive, developmentally appropriate sexuality 
education programs that: (a) are based on rigorous, peer reviewed science; (b) incorporate sexual violence 
prevention; (c) show promise for delaying the onset of sexual activity and a reduction in sexual behavior that 
puts adolescents at risk for contracting human immunodeficiency virus (HIV) and other sexually transmitted 
diseases and for becoming pregnant; (d) include an integrated strategy for making condoms and other 
effective barrier protection methods available to students and for providing both factual information and skill-
building related to reproductive biology, sexual abstinence, sexual responsibility, contraceptives including 
condoms, alternatives in birth control, and other issues aimed at prevention of pregnancy and sexual 
transmission of diseases; (e) utilize classroom teachers and other professionals who have shown an aptitude 
for working with young people and who have received special training that includes addressing the needs of 
LGBTQ+ youth; (f) appropriately and comprehensively address the sexual behavior of all people, inclusive of 
sexual and gender minorities; (g) include ample involvement of parents, health professionals, and other 
concerned members of the community in the development of the program; (h) are part of an overall health 
education program; and (i) include culturally competent materials that are language-appropriate for Limited 
English Proficiency (LEP) pupils; 
(3) Continues to monitor future research findings related to emerging initiatives that include abstinence-only, 
school-based sexuality education, and consent communication to prevent dating violence while promoting 
healthy relationships, and school-based condom availability programs that address sexually transmitted 
diseases and pregnancy prevention for young people and report back to the House of Delegates as 
appropriate; 
(4) Will work with the United States Surgeon General to design programs that address communities of color 
and youth in high risk situations within the context of a comprehensive school health education program; 
(5) Opposes the sole use of abstinence-only education, as defined by the 1996 Temporary Assistance to 
Needy Families Act (P.L. 104-193), within school systems; 
(6) Endorses comprehensive family life education in lieu of abstinence-only education, unless research 
shows abstinence-only education to be superior in preventing negative health outcomes; 
(7) Supports federal funding of comprehensive sex education programs that stress the importance of 
preventing unwanted teenage pregnancy and sexually transmitted infections via comprehensive education, 
including contraceptive choices, abstinence, and safer sex, and opposes federal funding of community-
based programs that do not show evidence-based benefits; and 
(8) Extends its support of comprehensive family-life education to community-based programs promoting 
abstinence as the best method to prevent teenage pregnancy and sexually-transmitted diseases while also 
discussing the roles of condoms and birth control, as endorsed for school systems in this policy; 
(9) Supports the development of sexual education curriculum that integrates dating violence prevention 
through lessons on healthy relationships, sexual health, and conversations about consent; and 
(10) Encourages physicians and all interested parties to develop best-practice, evidence-based, guidelines 
for sexual education curricula that are developmentally appropriate as well as medically, factually, and 
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technically accurate.  [CSA Rep. 7 and Reaffirmation I-99; Reaffirmed: Res. 403, A-01; Modified Res. 441, A-
03; Appended: Res. 834, I-04; Reaffirmed: CSAPH Rep. 7, A-09; Modified: Res. 405, A-16; Appended: Res. 
401, A-16; Appended: Res. 414, A-18; Appended: Res. 428, A-18; Modified: Res. 413, A-22] 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 414  
(A-24) 

 
Introduced by: California 
 
Subject: Addressing the Health Sector’s Contributions to the Climate Crisis 
 
Referred to: Reference Committee D 
 
 
Whereas, the sharp rises of greenhouse gas (GHG) emissions has already warmed the planet 1 
by more than1.2°C over pre-industrial levels, which has negatively affected public health;1 and 2 
 3 
Whereas, globally, the U.S. health care sector is responsible for 25% of all health care GHG 4 
emissions, more than any other country;2 and  5 
 6 
Whereas, health care organizations spend over $6.5 billion on energy each year, with that 7 
amount rising to meet patients’ needs;3 and 8 
 9 
Whereas, effective use of virtual health services can also reduce emissions in the health care 10 
sector by reducing patient travel to physician offices and facilities;4 and 11 
 12 
Whereas, “greenwashing” occurs when an entity makes a misleading claim or implies to 13 
consumers that a product or service is environmentally friendly or has a greater positive 14 
environmental impact than it actually does;5 and 15 
 16 
Whereas, many physicians and health care facilities are looking for more sustainable and 17 
environmentally friendly health care equipment and medications and can thus be vulnerable to 18 
claims of “greenwashing” because the environmental reporting standards for health care 19 
products can contain gaps that can make interpretation difficult and inconsistent;6 and 20 
 21 
Whereas, the Securities and Exchange Commission (SEC) has proposed rule changes that 22 
would require, among other things, GHG emissions reporting by all registrants, which would 23 
also require reporting of a company’s climate targets, how they will meet those goals, and data 24 
on their progress and how that progress was achieved;7 and 25 
 26 
Whereas, the Inflation Reduction Act (IRA) has allocated almost $400 billion toward efforts to 27 
increase green energy and reduce carbon emissions;8,9 and 28 
 29 
Whereas, the IRA also allocated $3 billion to fund an environmental justice grant program to 30 
provide grants to community-based organizations in disadvantaged communities;8,9 and 31 
 32 
Whereas, in March 2023, the Centers for Medicare and Medicaid Services (CMS) issued a 33 
categorical waiver that would allow most health care facilities to use a health care microgrid 34 
system (HCMS) as a source of emergency power;10 and 35 
 36 
Whereas, HCMS power sources can rely entirely on, or be supplemented by, a combination of 37 
clean energy technologies, which include fuel cells, solar panels, wind turbines, and energy 38 
storage systems;10 and  39 
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Whereas, our AMA has extensive policy establishing climate changes as a public health crisis, 1 
supporting measurable targets for limiting global warming, reducing greenhouse gas emissions, 2 
and encouraging the health sector to lead by example but does not have specific policy related 3 
to efforts specific to the health care sector; therefore be it 4 
 5 
RESOLVED, that our American Medical Association recognizes that clinical quality and safety 6 
should not be sacrificed as strategies for reducing greenhouse gasses and waste (New HOD 7 
Policy); and be it further  8 
 9 
RESOLVED, that our AMA recognizes that animal-based agriculture is a significant contributor 10 
to greenhouse gas emissions and supports efforts to increase and promote plant-based menu 11 
options in hospital food services, for both health and environmental reasons (New HOD Policy); 12 
and be it further 13 
 14 
RESOLVED, that our AMA expects that health systems will provide transparency and avoid 15 
misleading the public regarding their greenhouse gas emissions, including but not limited to 16 
providing definitions used in the calculations of their net-zero emissions (New HOD Policy); and 17 
be it further 18 
 19 
RESOLVED, that our AMA opposes corporate “greenwashing,” or the act of making misleading 20 
statements about the environmental benefits of products and/or services (New HOD Policy); 21 
and be it further 22 
 23 
RESOLVED, that our AMA supports the development of locally managed and reliable electrical 24 
microgrids that operate independently from the larger electrical grid for hospitals and other 25 
health care facilities to use as a way to reduce reliance on diesel generation for back-up 26 
services while maintaining critical care functions during emergencies and supports grants being 27 
provided to independent practices to facilitate this development (New HOD Policy); and be it 28 
further 29 
 30 
RESOLVED, that our AMA supports the use of virtual health care, where appropriate, with 31 
reasonable reimbursement, as a strategy to reduce the carbon footprint of health care (New 32 
HOD Policy); and be it further 33 
 34 
RESOLVED, that our AMA support financial assistance for  health care entities, including 35 
community health centers, clinics, rural health centers, small- and medium-sized physician 36 
practices, transitioning to environmentally sustainable operations (New HOD Policy); and be it 37 
further 38 
 39 
RESOLVED, that our AMA support the development of concise clinical guidelines and patient 40 
education materials to assist physician practices and patients to reduce adverse organizational 41 
and personal impacts on climate change. (New HOD Policy) 42 

43 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/23/2024 
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RELEVANT AMA POLICY 
 
H-135.938 Global Climate Change and Human Health  
Our AMA: 1. Supports scientific consensus that the Earth is undergoing adverse global climate change 
and that anthropogenic contributions are significant. These climate changes have adversely affected the 
physical and mental health of people. We recognize that minoritized and marginalized populations, 
children, pregnant people, the elderly, rural communities, and those who are economically disadvantaged 
will suffer disproportionate harm from climate change. 2. Supports educating the medical community on 
the adverse public health effects of global climate change and incorporating the health implications of 
climate change into the spectrum of medical education, including topics such as population displacement, 
heat waves and drought, flooding, infectious and vector-borne diseases, and potable water supplies. 3. 
(a) Recognizes the importance of physician involvement in policymaking at the state, national, and global 
level and supports efforts to search for novel, comprehensive, and economically sensitive approaches to 
mitigating climate change to protect the health of the public; and (b) recognizes that whatever the etiology 
of global climate change, policymakers should work to reduce human contributions to such changes. 4. 
Encourages physicians to assist in educating patients and the public on the physical and mental health 
effects of climate change and on environmentally sustainable practices, and to serve as role models for 
promoting environmental sustainability. 5. Encourages physicians to work with local and state health 
departments to strengthen the public health infrastructure to ensure that the global health effects of 
climate change can be anticipated and responded to more efficiently, and that adaptation interventions 
are equitable and prioritize the needs of the populations most at risk. 6. Supports epidemiological, 
translational, clinical and basic science research necessary for evidence-based global climate change 
policy decisions related to health care and treatment. 7. Encourages physicians to assess for 
environmental determinants of health in patient history-taking and encourages the incorporation of 
assessment for environmental determinants of health in patient history-taking into physician training. 
[Modified: CSAPH Rep. 2, I-22; Modified: Res. 424, A-22; Reaffirmation: I-19; Reaffirmed: CSAPH Rep. 
04, A-19; Reaffirmation A-14; CSAPH Rep. 3, I-08] 
 
D-135.966 Declaring Climate Change a Public Health Crisis  
1. Our AMA declares climate change a public health crisis that threatens the health and well-being of all 
individuals. 2. Our AMA will protect patients by advocating for policies that: (a) limit global warming to no 
more than 1.5 degrees Celsius, (b) reduce US greenhouse gas emissions aimed at a 50 percent 
reduction in emissions by 2030 and carbon neutrality by 2050, and (c) support rapid implementation and 
incentivization of clean energy solutions and significant investments in climate resilience through a 
climate justice lens. 3. Our AMA will consider signing on to the Department of Health and Human 
Services Health Care Pledge or making a similar commitment to lower its own greenhouse gas 
emissions. 4. Our AMA encourages the health sector to lead by example in committing to carbon 
neutrality by 2050. 5. Our AMA will develop a strategic plan for how we will enact our climate change 

https://doi.org/10.1016/S0140-6736(20)32290-X
https://doi.org/10.1377/hlthaff.2020.01247
https://www.energystar.gov/ia/partners/publications/pubdocs/Healthcare.pdf
https://ashpublications.org/ashclinicalnews/news/7228/Do-No-Harm-Is-Health-Care-Polluting-the-Earth
https://pubs.asahq.org/monitor/article/84/4/18/108451/Greenwashing-in-Health-Care-Marketing
https://www.cnn.com/cnn-underscored/home/what-is-greenwashing
https://www.sec.gov/news/press-release/2022-4
https://19january2017snapshot.epa.gov/sites/production/files/2016-09/documents/climate-change-ca.pdf
https://www.whitehouse.gov/wp-content/uploads/2022/12/Inflation-Reduction-Act-Guidebook.pdf
https://www.whitehouse.gov/wp-content/uploads/2022/12/Inflation-Reduction-Act-Guidebook.pdf
https://www.cms.gov/files/document/qso-23-11-lsc.pdf


Resolution: 414  (A-24) 
Page 4 of 7 

 
 
policies including advocacy priorities and strategies to decarbonize physician practices and the health 
sector with report back to the House of Delegates at the 2023 Annual Meeting. 
[Appended: CSAPH Rep. 02, I-22; Res. 420, A-22] 
 
H-150.949 Healthful Food Options in Health Care Facilities   
1. Our AMA encourages healthful food options be available, at reasonable prices and easily accessible, 
on the premises of health care facilities. 2. Our AMA hereby calls on all health care facilities to improve 
the health of patients, staff, and visitors by: (a) providing a variety of healthy food, including plant-based 
meals, and meals that are low in saturated and trans fat, sodium, and added sugars; (b) eliminating 
processed meats from menus; and (c) providing and promoting healthy beverages. 3. Our AMA hereby 
calls for health care facility cafeterias and inpatient meal menus to publish nutrition information. 4. Our 
AMA will work with relevant stakeholders to define “access to food” for medical trainees to include 
overnight access to fresh food and healthy meal options within all training hospitals. 
[Appended: Res. 304, A-21; Modified: Res. 904, I-19; Modified: Res. 425, A-18; Appended: Res. 406, A-
17; Reaffirmed: CSAPH Rep. 1, A-14; Res. 410, A-04] 
 
G-630.135 Eliminating Food Waste Through Recovery  
Our AMA will: (1) consider sustainability and mitigation of food waste in vendor and venue selection; and 
(2) encourage vendors and relevant third parties to practice sustainability and mitigate food waste through 
donations. 
[Res. 603, A-18] 
 
H-135.939 Green Initiatives and the Health Care Community  
Our AMA supports: (1) responsible waste management and clean energy production policies that 
minimize health risks, including the promotion of appropriate recycling and waste reduction; (2) the use of 
ecologically sustainable products, foods, and materials when possible; (3) the development of products 
that are non-toxic, sustainable, and ecologically sound; (4) building practices that help reduce resource 
utilization and contribute to a healthy environment; (5) the establishment, expansion, and continued 
maintenance of affordable, accessible, barrier-free, reliable, and clean-energy public transportation; and 
(6) community-wide adoption of 'green' initiatives and activities by organizations, businesses, homes, 
schools, and government and health care entities. 
[Modified: Res. 923, I-19; Modified: Res. 516, A-18; Reaffirmed in lieu of: Res. 504, A-16; Reaffirmed in 
lieu of Res. 402, A-10; Reaffirmation A-09; CSAPH Rep. 1, I-08] 
 
D-120.929 Permitting the Dispensing of Stock Medications for Post Discharge Patient Use and the 
Safe Use of Multi-dose Medications for Multiple Patients 
Our AMA will: (1) work with national specialty societies, state medical societies and/or other interested 
parties to advocate for legislative and regulatory language that permits the practice of dispensing stock-
item medications to individual patients upon discharge in accordance with labeling and dispensing 
protocols that help ensure patient safety, minimize duplicated patient costs, and reduce medication 
waste; and (2) work with the Food and Drug Administration, national specialty societies, state medical 
societies and/or other interested parties to advocate for legislative and regulatory language that permits 
the practice of using multi dose medications, such as eye drops, injectables and topical medications in 
accordance with safe handling and dispensing protocols that help ensure patient safety, minimize 
duplicated patient costs, and reduce medication waste. 
[Res. 234, I-21] 
 
H-135.949 Support of Clean Air and Reduction in Power Plant Emissions  
(1) Our AMA supports (a) federal legislation and regulations that meaningfully reduce the following four 
major power plant emissions: mercury, carbon dioxide, sulfur dioxide and nitrogen oxide; and (b) efforts to 
limit carbon dioxide emissions through the reduction of the burning of coal in the nation's power 
generating plants, efforts to improve the efficiency of power plants and continued development, 
promotion, and widespread implementation of alternative renewable energy sources in lieu of carbon-
based fossil fuels. 2. Our AMA will: (a) support the Environmental Protection Agency’s proposal, under 
the Clean Air Act, to regulate air quality for heavy metals and other air toxins emitted from smokestacks. 
The risk of dispersion through air and soil should be considered, particularly for people living downwind of 
smokestacks; and (b) urge the EPA to finalize updated mercury, cadmium, and air toxic regulations for 



Resolution: 414  (A-24) 
Page 5 of 7 

 
 
monitoring air quality emitted from power plants and other industrial sources, ensuring that 
recommendations to protect the public’s health are enforceable. 
[Appended: Res. 401, A-22; Modified: Res. 908, I-17; Modified: Res. 506, A-15; Reaffirmed: Res. 421, A-
14; Reaffirmed in lieu of Res. 526, A-12; Reaffirmation I-07; Res. 429, A-03] 
 
D-135.996 Reducing Sources of Diesel Exhaust  
Our AMA will: (1) encourage the US Environmental Protection Agency (EPA) to set and enforce the most 
stringent feasible standards to control pollutant emissions from both large and small non-road engines 
including construction equipment, farm equipment, boats and trains;  (2) encourage all states to continue 
to pursue opportunities to reduce diesel exhaust pollution, including reducing harmful emissions from 
glider trucks and existing diesel engines; (3) call for all trucks traveling within the United States, 
regardless of country of origin, to be in compliance with the most stringent and current diesel emissions 
standards promulgated by US EPA; and (4) send a letter to US EPA Administrator opposing the EPA’s 
proposal to roll back the “glider Kit Rule” which would effectively allow the unlimited sale of re-conditioned 
diesel truck engines that do not meet current EPA new diesel engine emission standards. 
[Modified: Res. 521, A-18; Reaffirmation A-14; Reaffirmation A-11; Reaffirmed in lieu of Res. 507, A-09; 
Res. 428, A-04] 
 
H-135.931 Health Risks of Hydraulic Fracturing  
1. Our AMA encourages appropriate agencies and organizations to study the potential human and 
environmental health risks and impacts of hydraulic fracturing. 2. Our AMA: (A) supports the full 
disclosure of chemicals placed into the natural environment during the petroleum, oil and natural gas 
exploration and extraction process; and (B) supports the requirement that government agencies record 
and monitor the chemicals placed into the natural environment for petroleum oil and natural gas 
extraction and the chemicals found in flowback fluids, to monitor for human exposures in well water and 
surface water, and to share this information with physicians and the public. 3. Our AMA supports research 
on the implementation of buffer zones or well set-backs between oil and gas development sites and 
residences, schools, hospitals, and religious institutions, to determine the distance necessary to ensure 
public health and safety. 
[Appended: Res. 908, I-17; Appended: Sub. Res. 508, A-15; Res. 405, A-13] 
 
D-480.963 COVID-19 Emergency and Expanded Telemedicine Regulations  
Our AMA: (1) will continue to advocate for the widespread adoption of telehealth services in the practice 
of medicine for physicians and physician-led teams post SARS-COV-2; (2) will advocate that the Federal 
government, including the Centers for Medicare & Medicaid Services (CMS) and other agencies, state 
governments and state agencies, and the health insurance industry, adopt clear and uniform laws, rules, 
regulations, and policies relating to telehealth services that: (a) provide equitable coverage that allows 
patients to access telehealth services wherever they are located, and (b) provide for the use of accessible 
devices and technologies, with appropriate privacy and security protections, for connecting physicians 
and patients; (3) will advocate for equitable access to telehealth services, especially for at-risk and under-
resourced patient populations and communities, including but not limited to supporting increased funding 
and planning for telehealth infrastructure such as broadband and internet-connected devices for both 
physician practices and patients; and (4) supports the use of telehealth to reduce health disparities and 
promote access to health care. 
[Reaffirmation: A-22; Reaffirmed: Res. 239, A-22; Reaffirmed: CMS Rep. 7, A-21; Alt. Res. 203, I-20] 
 
H-480.936 Telemedicine Services and Health Equity 
Our AMA will encourage policymakers to recognize the scope and circumstances for underserved 
populations including seniors and patients with complex health conditions with the aim to ensure that 
these patients have the technology-use training needed to maximize the benefits of telehealth and its 
potential to improve health outcomes. 
[Res. 213, A-23] 
 
H-135.923 AMA Advocacy for Environmental Sustainability and Climate  
Our AMA (1) supports initiatives to promote environmental sustainability and other efforts to halt global 
climate change; (2) will incorporate principles of environmental sustainability within its business 
operations; and (3) supports physicians in adopting programs for environmental sustainability in their 
practices and help physicians to share these concepts with their patients and with their communities. 
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[Reaffirmation: I-19; Res. 924, I-16] 
 
D-135.997 Environmental Contributors to Disease and Advocating for Environmental Justice  
Our AMA will (1) advocate for the greater public and private funding for research into the environment 
causes of disease, and urge the National Academy of Sciences to undertake an authoritative analysis of 
environmental causes of disease; (2) ask the steering committee of the Medicine and Public Health 
Initiative Coalition to consider environmental contributors to disease and environmental racism as a 
priority public health issues; (3) encourage federal, state, and local agencies to address and remediate 
environmental injustice, environmental racism, and all other environmental conditions that are adversely 
impacting health, especially in marginalized communities; and (4) lobby Congress to support ongoing 
initiatives that include reproductive health outcomes and development particularly in minority populations 
in Environmental Protection Agency Environmental Justice policies. 
[Modified: Res. 415, A-23; Reaffirmed in lieu of: Res. 505, A-19; Appended: Res. 927, I-11; Res. 402, A-
03] 
 
D-440.912 AMA Public Health Strategy  
1. Our AMA will distribute evidence-based information on the relationship between climate change and 
human health through existing platforms and communications channels, identify advocacy and leadership 
opportunities to elevate the voices of physicians on the public health crisis of climate change, and 
centralize our AMA's efforts towards environmental justice and an equitable transition to a net-zero 
carbon society by 2050. 2. Our AMA Board of Trustees will provide an update on loss of coverage and 
uninsurance rates following the return to regular Medicaid redeterminations and the end of the COVID-19 
Public Health Emergency, the ensuing financial and administrative challenges experienced by physicians, 
physician practices, hospitals, and the healthcare system; and a report of actions taken by the AMA and 
recommendation for further action to address these issues at I-2023. 3. Our AMA Board of Trustees will 
provide a strategic plan or outline for the AMA's plan to address and combat the health effects of climate 
change at I-2023. 4. Our AMA Board of Trustees will provide an update on the efforts and initiatives of the 
AMA's gun violence task force at I-2023. 5. Our AMA will continue to support increased funding for public 
health infrastructure and workforce, which should include funding for preventative medicine-related 
residency programs, to increase public health leadership in this country. 
[Modified: BOT Rep. 05, I-23; BOT Rep. 17, A-23] 
 
H-470.953 Evaluating Green Space Initiatives  
Our AMA supports appropriate stakeholders in conducting studies to evaluate different green space 
initiatives that could be implemented in communities to improve patients' health and eliminate health 
disparities. 
[Res. 905, I-15] 
 
H-135.923 AMA Advocacy for Environmental Sustainability and Climate  
Our AMA (1) supports initiatives to promote environmental sustainability and other efforts to halt global 
climate change; (2) will incorporate principles of environmental sustainability within its business 
operations; and (3) supports physicians in adopting programs for environmental sustainability in their 
practices and help physicians to share these concepts with their patients and with their communities. 
[Reaffirmation: I-19; Res. 924, I-16] 
 
D-135.997 Environmental Contributors to Disease and Advocating for Environmental Justice  
Our AMA will (1) advocate for the greater public and private funding for research into the environment 
causes of disease, and urge the National Academy of Sciences to undertake an authoritative analysis of 
environmental causes of disease; (2) ask the steering committee of the Medicine and Public Health 
Initiative Coalition to consider environmental contributors to disease and environmental racism as a 
priority public health issues; (3) encourage federal, state, and local agencies to address and remediate 
environmental injustice, environmental racism, and all other environmental conditions that are adversely 
impacting health, especially in marginalized communities; and (4) lobby Congress to support ongoing 
initiatives that include reproductive health outcomes and development particularly in minority populations 
in Environmental Protection Agency Environmental Justice policies. 
[Modified: Res. 415, A-23; Reaffirmed in lieu of: Res. 505, A-19; Appended: Res. 927, I-11; Res. 402, A-
03] 
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H-135.973 Stewardship of the Environment  
The AMA: (1) encourages physicians to be spokespersons for environmental stewardship, including the 
discussion of these issues when appropriate with patients; (2) encourages the medical community to 
cooperate in reducing or recycling waste; (3) encourages physicians and the rest of the medical 
community to dispose of its medical waste in a safe and properly prescribed manner; (4) supports 
enhancing the role of physicians and other scientists in environmental education; (5) endorses legislation 
such as the National Environmental Education Act to increase public understanding of environmental 
degradation and its prevention; (6) encourages research efforts at ascertaining the physiological and 
psychological effects of abrupt as well as chronic environmental changes; (7) encourages international 
exchange of information relating to environmental degradation and the adverse human health effects 
resulting from environmental degradation; (8) encourages and helps support physicians who participate 
actively in international planning and development conventions associated with improving the 
environment; (9) encourages educational programs for worldwide family planning and control of 
population growth; (10) encourages research and development programs for safer, more effective, and 
less expensive means of preventing unwanted pregnancy; (11) encourages programs to prevent or 
reduce the human and environmental health impact from global climate change and environmental 
degradation.(12) encourages economic development programs for all nations that will be sustainable and 
yet nondestructive to the environment; (13) encourages physicians and environmental scientists in the 
United States to continue to incorporate concerns for human health into current environmental research 
and public policy initiatives; (14) encourages physician educators in medical schools, residency 
programs, and continuing medical education sessions to devote more attention to environmental health 
issues; (15) will strengthen its liaison with appropriate environmental health agencies, including the 
National Institute of Environmental Health Sciences (NIEHS); (16) encourages expanded funding for 
environmental research by the federal government; and (17) encourages family planning through national 
and international support. 
[Reaffirmation I-16; Reaffirmed in lieu of Res. 402, A-10; Reaffirmed in lieu of Res. 417, A-04; Amended: 
CSA Rep. 8, A-03; Amended: CLRPD Rep. D, I-92; CSA Rep. G, I-89] 
 
H-135.919 Climate Change Education Across the Medical Education Continuum  
Our AMA: (1) supports teaching on climate change in undergraduate, graduate, and continuing medical 
education such that trainees and practicing physicians acquire a basic knowledge of the science of 
climate change, can describe the risks that climate change poses to human health, and counsel patients 
on how to protect themselves from the health risks posed by climate change; (2) will make available a 
prototype presentation and lecture notes on the intersection of climate change and health for use in 
undergraduate, graduate, and continuing medical education; and (3) will communicate this policy to the 
appropriate accrediting organizations such as the Commission on Osteopathic College Accreditation and 
the Liaison Committee on Medical Education. 
[Res. 302, A-19] 
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Whereas, climate change disproportionately impacts the most vulnerable;1-3 and 1 
 2 
Whereas, “resilience” is an effort to preemptively prepare for a crisis, absorb the impact of a 3 
crisis, adjust to new conditions, and build on lessons learned to create a more robust future;4and  4 
 5 
Whereas, significant investments in renewable energy sources, such as solar and hydro power, 6 
can reduce facility emissions due to energy use;5and 7 
 8 
Whereas, the World Health Organization (WHO) highlights the health care workforce as key 9 
actors in developing a facility’s climate resilience because they are the main implementors of 10 
climate change mitigation measures and serve as a direct link to communities and populations 11 
most adversely affected by climate change;4 and 12 
 13 
Whereas, the WHO notes that health care facilities can greatly reduce the potential risk to staff, 14 
patients, and the surrounding communities by appropriately responding to, and reducing 15 
exposure to, hazardous water and waste;4 and 16 
 17 
Whereas, investments in flood- and storm-resistant construction and low-carbon construction 18 
practices can increase a facility’s safety and durability in a changing climate;6 and 19 
 20 
Whereas, the Inflation Reduction Act (IRA) has allocated almost $400 billion toward efforts to 21 
increase green energy and reduce carbon emissions;7 therefore be it  22 
 23 
RESOLVED, that our American Medical Association support a resilient, accountable health care 24 
system capable of delivering effective and equitable care in the face of changing health care 25 
demands due to climate change (New HOD Policy); and be it further 26 
 27 
RESOLVED, that our AMA encourage health care organizations to develop climate resilience 28 
plans, for the continuity of operations in an emergency, that take into account the needs of 29 
groups in their community that experience disproportionate risk of climate-related harm and 30 
ensure the necessary collaboration between different types of healthcare facilities (New HOD 31 
Policy); and be it further 32 
 33 
RESOLVED, that our AMA recognizes that climate resilience and mitigation efforts will be 34 
community-specific and supports physician engagement at the local level to promote community 35 
alliances for environmental justice and equity.  (New HOD Policy) 36 
 37 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/23/2024 
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RELEVANT AMA POLICY 
 
H-135.938 Global Climate Change and Human Health  
Our AMA: 1. Supports scientific consensus that the Earth is undergoing adverse global climate change 
and that anthropogenic contributions are significant. These climate changes have adversely affected the 
physical and mental health of people. We recognize that minoritized and marginalized populations, 
children, pregnant people, the elderly, rural communities, and those who are economically disadvantaged 
will suffer disproportionate harm from climate change. 2. Supports educating the medical community on 
the adverse public health effects of global climate change and incorporating the health implications of 
climate change into the spectrum of medical education, including topics such as population displacement, 
heat waves and drought, flooding, infectious and vector-borne diseases, and potable water supplies. 3. 
(a) Recognizes the importance of physician involvement in policymaking at the state, national, and global 
level and supports efforts to search for novel, comprehensive, and economically sensitive approaches to 
mitigating climate change to protect the health of the public; and (b) recognizes that whatever the etiology 
of global climate change, policymakers should work to reduce human contributions to such changes. 4. 
Encourages physicians to assist in educating patients and the public on the physical and mental health 
effects of climate change and on environmentally sustainable practices, and to serve as role models for 
promoting environmental sustainability. 5. Encourages physicians to work with local and state health 
departments to strengthen the public health infrastructure to ensure that the global health effects of 
climate change can be anticipated and responded to more efficiently, and that adaptation interventions 
are equitable and prioritize the needs of the populations most at risk. 6. Supports epidemiological, 
translational, clinical and basic science research necessary for evidence-based global climate change 
policy decisions related to health care and treatment. 7. Encourages physicians to assess for 
environmental determinants of health in patient history-taking and encourages the incorporation of 
assessment for environmental determinants of health in patient history-taking into physician training. 
[Modified: CSAPH Rep. 2, I-22; Modified: Res. 424, A-22; Reaffirmation: I-19; Reaffirmed: CSAPH Rep. 
04, A-19; Reaffirmation A-14; CSAPH Rep. 3, I-08] 
 
D-135.966 Declaring Climate Change a Public Health Crisis  
1. Our AMA declares climate change a public health crisis that threatens the health and well-being of all 
individuals. 2. Our AMA will protect patients by advocating for policies that: (a) limit global warming to no 
more than 1.5 degrees Celsius, (b) reduce US greenhouse gas emissions aimed at a 50 percent 
reduction in emissions by 2030 and carbon neutrality by 2050, and (c) support rapid implementation and 
incentivization of clean energy solutions and significant investments in climate resilience through a 
climate justice lens. 3. Our AMA will consider signing on to the Department of Health and Human 
Services Health Care Pledge or making a similar commitment to lower its own greenhouse gas 
emissions. 4. Our AMA encourages the health sector to lead by example in committing to carbon 
neutrality by 2050. 5. Our AMA will develop a strategic plan for how we will enact our climate change 
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policies including advocacy priorities and strategies to decarbonize physician practices and the health 
sector with report back to the House of Delegates at the 2023 Annual Meeting. [Res. 420, A-22; 
Appended:  CSAP Rep. 02, I-22] 
 
H-135.939 Green Initiatives and the Health Care Community  
Our AMA supports: (1) responsible waste management and clean energy production policies that 
minimize health risks, including the promotion of appropriate recycling and waste reduction; (2) the use of 
ecologically sustainable products, foods, and materials when possible; (3) the development of products 
that are non-toxic, sustainable, and ecologically sound; (4) building practices that help reduce resource 
utilization and contribute to a healthy environment; (5) the establishment, expansion, and continued 
maintenance of affordable, accessible, barrier-free, reliable, and clean-energy public transportation; and 
(6) community-wide adoption of 'green' initiatives and activities by organizations, businesses, homes, 
schools, and government and health care entities. [Modified: Res. 923, I-19; Modified: Res. 516, A-18; 
Reaffirmed in lieu of: Res. 504, A-16; Reaffirmed in lieu of Res. 402, A-10; Reaffirmation A-09; CSAPH 
Rep. 1, I-08] 
 
H-135.923 AMA Advocacy for Environmental Sustainability and Climate  
Our AMA (1) supports initiatives to promote environmental sustainability and other efforts to halt global 
climate change; (2) will incorporate principles of environmental sustainability within its business 
operations; and (3) supports physicians in adopting programs for environmental sustainability in their 
practices and help physicians to share these concepts with their patients and with their communities. 
[Reaffirmation: I-19; Res. 924, I-16] 
 
 
D-440-912 AMA Public Health Strategy  
1. Our AMA will distribute evidence-based information on the relationship between climate change and 
human health through existing platforms and communications channels, identify advocacy and leadership 
opportunities to elevate the voices of physicians on the public health crisis of climate change, and 
centralize our AMA's efforts towards environmental justice and an equitable transition to a net-zero 
carbon society by 2050. 2. Our AMA Board of Trustees will provide an update on loss of coverage and 
uninsurance rates following the return to regular Medicaid redeterminations and the end of the COVID-19 
Public Health Emergency, the ensuing financial and administrative challenges experienced by physicians, 
physician practices, hospitals, and the healthcare system; and a report of actions taken by the AMA and 
recommendation for further action to address these issues at I-2023. 3. Our AMA Board of Trustees will 
provide a strategic plan or outline for the AMA's plan to address and combat the health effects of climate 
change at I-2023. 4. Our AMA Board of Trustees will provide an update on the efforts and initiatives of the 
AMA's gun violence task force at I-2023. 5. Our AMA will continue to support increased funding for public 
health infrastructure and workforce, which should include funding for preventative medicine-related 
residency programs, to increase public health leadership in this country. [Modified: BOT Rep. 05, I-23; 
BOT Rep. 17, A-23] 
 
H-135.923 AMA Advocacy for Environmental Sustainability and Climate  
Our AMA (1) supports initiatives to promote environmental sustainability and other efforts to halt global 
climate change; (2) will incorporate principles of environmental sustainability within its business 
operations; and (3) supports physicians in adopting programs for environmental sustainability in their 
practices and help physicians to share these concepts with their patients and with their communities. 
[Reaffirmation: I-19; Res. 924, I-16] 
 
H-135.973 Stewardship of the Environment  
The AMA: (1) encourages physicians to be spokespersons for environmental stewardship, including the 
discussion of these issues when appropriate with patients; (2) encourages the medical community to 
cooperate in reducing or recycling waste; (3) encourages physicians and the rest of the medical 
community to dispose of its medical waste in a safe and properly prescribed manner; (4) supports 
enhancing the role of physicians and other scientists in environmental education; (5) endorses legislation 
such as the National Environmental Education Act to increase public understanding of environmental 
degradation and its prevention; (6) encourages research efforts at ascertaining the physiological and 
psychological effects of abrupt as well as chronic environmental changes; (7) encourages international 
exchange of information relating to environmental degradation and the adverse human health effects 
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resulting from environmental degradation; (8) encourages and helps support physicians who participate 
actively in international planning and development conventions associated with improving the 
environment; (9) encourages educational programs for worldwide family planning and control of 
population growth; (10) encourages research and development programs for safer, more effective, and 
less expensive means of preventing unwanted pregnancy; (11) encourages programs to prevent or 
reduce the human and environmental health impact from global climate change and environmental 
degradation.(12) encourages economic development programs for all nations that will be sustainable and 
yet nondestructive to the environment; (13) encourages physicians and environmental scientists in the 
United States to continue to incorporate concerns for human health into current environmental research 
and public policy initiatives; (14) encourages physician educators in medical schools, residency 
programs, and continuing medical education sessions to devote more attention to environmental health 
issues; (15) will strengthen its liaison with appropriate environmental health agencies, including the 
National Institute of Environmental Health Sciences (NIEHS); (16) encourages expanded funding for 
environmental research by the federal government; and (17) encourages family planning through national 
and international support. [Reaffirmation I-16; Reaffirmed in lieu of Res. 402, A-10; Reaffirmed in lieu of 
Res. 417, A-04; Amended: CSA Rep. 8, A-03; Amended: CLRPD Rep. D, I-92; CSA Rep. G, I-89] 
 
H-135.919 Climate Change Education Across the Medical Education Continuum  
Our AMA: (1) supports teaching on climate change in undergraduate, graduate, and continuing medical 
education such that trainees and practicing physicians acquire a basic knowledge of the science of 
climate change, can describe the risks that climate change poses to human health, and counsel patients 
on how to protect themselves from the health risks posed by climate change; (2) will make available a 
prototype presentation and lecture notes on the intersection of climate change and health for use in 
undergraduate, graduate, and continuing medical education; and (3) will communicate this policy to the 
appropriate accrediting organizations such as the Commission on Osteopathic College Accreditation and 
the Liaison Committee on Medical Education. [Res. 302, A-19] 
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Introduced by: California  
 
Subject: Furthering Environmental Justice and Equity  
 
Referred to: Reference Committee D 
 
 
Whereas, climate change disproportionately impacts the most vulnerable;1-3 and 1 
 2 
Whereas, communities of color, communities with predominantly low socioeconomic status, 3 
immigrant and refugee communities and Indigenous communities are some of the communities 4 
disproportionately burdened by “environmental hazards, unhealthy land uses, psychosocial 5 
stressors, historical traumas, and systemic racism,” which can drive environmental health 6 
disparities;5 and 7 
 8 
Whereas, environmental impact statements and health impact assessments can help 9 
communities understand the distribution of environmental burdens and benefits they face and 10 
begin re-evaluating how the benefits and costs of environmental resources are distributed; 5 and 11 
 12 
Whereas, “redlined” areas were neighborhoods that local lenders flagged as high-risk 13 
investments by virtue of the neighborhood’s racial and ethnic composition; 6 and 14 
 15 
Whereas, because of the redlining practices of the 1930s, large sources of pollution, such as 16 
industrial plants, major roadways and shipping ports, were sited in and around these targeted 17 
neighborhoods and these neighborhoods remain attractive to new polluting projects that require 18 
access to cheap land, such as transportation projects; 7 and 19 
 20 
Whereas, redlining practices allowed for zoning decisions that exposed, and continue to 21 
disproportionately expose, communities of color to the damaging effects of pollution and poor air 22 
quality; 8 and 23 
 24 
Whereas, heat islands are urbanized areas that experience higher temperatures than outlying 25 
areas and areas formerly graded D under Home Owners’ Loan Corporation policy have on 26 
average approximately 23% tree canopy cover today; 9 and  27 
 28 
Whereas, the Inflation Reduction Act allocated $3 billion to fund an environmental justice grant 29 
program to provide grants to community-based organizations in disadvantaged communities;4  30 
therefore be it 31 
 32 
RESOLVED, that our American Medical Association support state and local climate-health risk 33 
assessments, disease surveillance and early warning systems, and research on climate and 34 
health, with actions to improve and/or correct the findings (New HOD Policy); and be it further 35 
 36 
RESOLVED, that our AMA support measures to protect frontline communities from the health 37 
harms of proximity to fossil fuel extraction, refining and combustion, such as the best available 38 
technology to reduce local pollution exposure from oil refineries, or health safety buffers from oil 39 
extraction operations (New HOD Policy); and be it further 40 
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RESOLVED, that our AMA support prioritizing greenspace access and tree canopy coverage for 1 
communities that received a “D” rating from the Home Owners’ Loan Corporation, otherwise 2 
known as being “redlined,” or that have been impacted by other discriminatory development and 3 
building practice, thereby protecting residents of these communities from displacement. (New 4 
HOD Policy) 5 

6 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/23/2024 
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RELEVANT AMA POLICY 
 
H-135.938 Global Climate Change and Human Health 
Our AMA: 1. Supports scientific consensus that the Earth is undergoing adverse global climate change 
and that anthropogenic contributions are significant. These climate changes have adversely affected the 
physical and mental health of people. We recognize that minoritized and marginalized populations, 
children, pregnant people, the elderly, rural communities, and those who are economically disadvantaged 
will suffer disproportionate harm from climate change. 2. Supports educating the medical community on 
the adverse public health effects of global climate change and incorporating the health implications of 
climate change into the spectrum of medical education, including topics such as population displacement, 
heat waves and drought, flooding, infectious and vector-borne diseases, and potable water supplies. 3. 
(a) Recognizes the importance of physician involvement in policymaking at the state, national, and global 
level and supports efforts to search for novel, comprehensive, and economically sensitive approaches to 
mitigating climate change to protect the health of the public; and (b) recognizes that whatever the etiology 
of global climate change, policymakers should work to reduce human contributions to such changes. 4. 
Encourages physicians to assist in educating patients and the public on the physical and mental health 
effects of climate change and on environmentally sustainable practices, and to serve as role models for 
promoting environmental sustainability. 5. Encourages physicians to work with local and state health 
departments to strengthen the public health infrastructure to ensure that the global health effects of 
climate change can be anticipated and responded to more efficiently, and that adaptation interventions 
are equitable and prioritize the needs of the populations most at risk. 6. Supports epidemiological, 
translational, clinical and basic science research necessary for evidence-based global climate change 
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policy decisions related to health care and treatment. 7. Encourages physicians to assess for 
environmental determinants of health in patient history-taking and encourages the incorporation of 
assessment for environmental determinants of health in patient history-taking into physician training. 
[Modified: CSAPH Rep. 2, I-22; Modified: Res. 424, A-22; Reaffirmation: I-19; Reaffirmed: CSAPH Rep. 
04, A-19; Reaffirmation A-14; CSAPH Rep. 3, I-08] 
 
D-135.966 Declaring Climate Change a Public Health Crisis  
1. Our AMA declares climate change a public health crisis that threatens the health and well-being of all 
individuals. 2. Our AMA will protect patients by advocating for policies that: (a) limit global warming to no 
more than 1.5 degrees Celsius, (b) reduce US greenhouse gas emissions aimed at a 50 percent 
reduction in emissions by 2030 and carbon neutrality by 2050, and (c) support rapid implementation and 
incentivization of clean energy solutions and significant investments in climate resilience through a 
climate justice lens. 3. Our AMA will consider signing on to the Department of Health and Human 
Services Health Care Pledge or making a similar commitment to lower its own greenhouse gas 
emissions. 4. Our AMA encourages the health sector to lead by example in committing to carbon 
neutrality by 2050. 5. Our AMA will develop a strategic plan for how we will enact our climate change 
policies including advocacy priorities and strategies to decarbonize physician practices and the health 
sector with report back to the House of Delegates at the 2023 Annual Meeting. [Appended: CSAPH Rep. 
02, I-22; Res. 420, A-22] 
 
H-135.939 Green Initiatives and the Health Care Community 
Our AMA supports: (1) responsible waste management and clean energy production policies that 
minimize health risks, including the promotion of appropriate recycling and waste reduction; (2) the use of 
ecologically sustainable products, foods, and materials when possible; (3) the development of products 
that are non-toxic, sustainable, and ecologically sound; (4) building practices that help reduce resource 
utilization and contribute to a healthy environment; (5) the establishment, expansion, and continued 
maintenance of affordable, accessible, barrier-free, reliable, and clean-energy public transportation; and 
(6) community-wide adoption of 'green' initiatives and activities by organizations, businesses, homes, 
schools, and government and health care entities. [Modified: Res. 923, I-19; Modified: Res. 516, A-18; 
Reaffirmed in lieu of: Res. 504, A-16; Reaffirmed in lieu of Res. 402, A-10; Reaffirmation A-09; CSAPH 
Rep. 1, I-08] 
 
H-135.923 AMA Advocacy for Environmental Sustainability and Climate 
Our AMA (1) supports initiatives to promote environmental sustainability and other efforts to halt global 
climate change; (2) will incorporate principles of environmental sustainability within its business 
operations; and (3) supports physicians in adopting programs for environmental sustainability in their 
practices and help physicians to share these concepts with their patients and with their communities. 
[Reaffirmation: I-19; Res. 924, I-16] 
 
D-135.997 Environmental Contributors to Disease and Advocating for Environmental Justice  
Our AMA will (1) advocate for the greater public and private funding for research into the environment 
causes of disease, and urge the National Academy of Sciences to undertake an authoritative analysis of 
environmental causes of disease; (2) ask the steering committee of the Medicine and Public Health 
Initiative Coalition to consider environmental contributors to disease and environmental racism as a 
priority public health issues; (3) encourage federal, state, and local agencies to address and remediate 
environmental injustice, environmental racism, and all other environmental conditions that are adversely 
impacting health, especially in marginalized communities; and (4) lobby Congress to support ongoing 
initiatives that include reproductive health outcomes and development particularly in minority populations 
in Environmental Protection Agency Environmental Justice policies. [Modified: Res. 415, A-23; 
Reaffirmed in lieu of: Res. 505, A-19; Appended: Res. 927, I-11; Res. 402, A-03] 
 
D-440.912 AMA Public Health Strategy  
1. Our AMA will distribute evidence-based information on the relationship between climate change and 
human health through existing platforms and communications channels, identify advocacy and leadership 
opportunities to elevate the voices of physicians on the public health crisis of climate change, and 
centralize our AMA's efforts towards environmental justice and an equitable transition to a net-zero 
carbon society by 2050. 2. Our AMA Board of Trustees will provide an update on loss of coverage and 
uninsurance rates following the return to regular Medicaid redeterminations and the end of the COVID-19 
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Public Health Emergency, the ensuing financial and administrative challenges experienced by physicians, 
physician practices, hospitals, and the healthcare system; and a report of actions taken by the AMA and 
recommendation for further action to address these issues at I-2023. 3. Our AMA Board of Trustees will 
provide a strategic plan or outline for the AMA's plan to address and combat the health effects of climate 
change at I-2023. 4. Our AMA Board of Trustees will provide an update on the efforts and initiatives of the 
AMA's gun violence task force at I-2023. 5. Our AMA will continue to support increased funding for public 
health infrastructure and workforce, which should include funding for preventative medicine-related 
residency programs, to increase public health leadership in this country. [Modified: BOT Rep. 05, I-23; 
BOT Rep. 17, A-23] 
 
H-470.953 Evaluating Green Space Initiatives  
Our AMA supports appropriate stakeholders in conducting studies to evaluate different green space 
initiatives that could be implemented in communities to improve patients' health and eliminate health 
disparities. [Res. 905, I-15] 
 
H-135.923 AMA Advocacy for Environmental Sustainability and Climate  
Our AMA (1) supports initiatives to promote environmental sustainability and other efforts to halt global 
climate change; (2) will incorporate principles of environmental sustainability within its business 
operations; and (3) supports physicians in adopting programs for environmental sustainability in their 
practices and help physicians to share these concepts with their patients and with their communities. 
[Reaffirmation: I-19; Res. 924, I-16] 
 
D-135.997 Environmental Contributors to Disease and Advocating for Environmental Justice  
Our AMA will (1) advocate for the greater public and private funding for research into the environment 
causes of disease, and urge the National Academy of Sciences to undertake an authoritative analysis of 
environmental causes of disease; (2) ask the steering committee of the Medicine and Public Health 
Initiative Coalition to consider environmental contributors to disease and environmental racism as a 
priority public health issues; (3) encourage federal, state, and local agencies to address and remediate 
environmental injustice, environmental racism, and all other environmental conditions that are adversely 
impacting health, especially in marginalized communities; and (4) lobby Congress to support ongoing 
initiatives that include reproductive health outcomes and development particularly in minority populations 
in Environmental Protection Agency Environmental Justice policies. [Modified: Res. 415, A-23; 
Reaffirmed in lieu of: Res. 505, A-19; Appended: Res. 927, I-11; Res. 402, A-03] 
 
H-135.949 Support of Clean Air and Reduction in Power Plant Emissions  
(1) Our AMA supports (a) federal legislation and regulations that meaningfully reduce the following four 
major power plant emissions: mercury, carbon dioxide, sulfur dioxide and nitrogen oxide; and (b) efforts to 
limit carbon dioxide emissions through the reduction of the burning of coal in the nation's power 
generating plants, efforts to improve the efficiency of power plants and continued development, 
promotion, and widespread implementation of alternative renewable energy sources in lieu of carbon-
based fossil fuels. 2. Our AMA will: (a) support the Environmental Protection Agency’s proposal, under 
the Clean Air Act, to regulate air quality for heavy metals and other air toxins emitted from smokestacks. 
The risk of dispersion through air and soil should be considered, particularly for people living downwind of 
smokestacks; and (b) urge the EPA to finalize updated mercury, cadmium, and air toxic regulations for 
monitoring air quality emitted from power plants and other industrial sources, ensuring that 
recommendations to protect the public’s health are enforceable. [Appended: Res. 401, A-22; Modified: 
Res. 908, I-17; Modified: Res. 506, A-15; Reaffirmed: Res. 421, A-14; Reaffirmed in lieu of Res. 526, A-
12; Reaffirmation I-07; Res. 429, A-03] 
 
H-135.973 Stewardship of the Environment  
The AMA: (1) encourages physicians to be spokespersons for environmental stewardship, including the 
discussion of these issues when appropriate with patients; (2) encourages the medical community to 
cooperate in reducing or recycling waste; (3) encourages physicians and the rest of the medical 
community to dispose of its medical waste in a safe and properly prescribed manner; (4) supports 
enhancing the role of physicians and other scientists in environmental education; (5) endorses legislation 
such as the National Environmental Education Act to increase public understanding of environmental 
degradation and its prevention; (6) encourages research efforts at ascertaining the physiological and 
psychological effects of abrupt as well as chronic environmental changes; (7) encourages international 
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exchange of information relating to environmental degradation and the adverse human health effects 
resulting from environmental degradation; (8) encourages and helps support physicians who participate 
actively in international planning and development conventions associated with improving the 
environment; (9) encourages educational programs for worldwide family planning and control of 
population growth; (10) encourages research and development programs for safer, more effective, and 
less expensive means of preventing unwanted pregnancy; (11) encourages programs to prevent or 
reduce the human and environmental health impact from global climate change and environmental 
degradation.(12) encourages economic development programs for all nations that will be sustainable and 
yet nondestructive to the environment; (13) encourages physicians and environmental scientists in the 
United States to continue to incorporate concerns for human health into current environmental research 
and public policy initiatives; (14) encourages physician educators in medical schools, residency 
programs, and continuing medical education sessions to devote more attention to environmental health 
issues; (15) will strengthen its liaison with appropriate environmental health agencies, including the 
National Institute of Environmental Health Sciences (NIEHS); (16) encourages expanded funding for 
environmental research by the federal government; and (17) encourages family planning through national 
and international support. [Reaffirmation I-16; Reaffirmed in lieu of Res. 402, A-10; Reaffirmed in lieu of 
Res. 417, A-04; Amended: CSA Rep. 8, A-03; Amended: CLRPD Rep. D, I-92; CSA Rep. G, I-89] 
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Introduced by: California 
 
Subject: Reducing Job-Related Climate Risk Factors 
 
Referred to: Reference Committee D 
 
 
Whereas, heat causes more deaths per year in the U.S. than any other weather hazard; and 1 
 2 
Whereas, individuals who work outdoors, especially those working in construction and 3 
agriculture, may be frequently exposed to extreme heat conditions and be at-risk for 4 
occupational heat-related illnesses, such as dehydration, heat exhaustion, and heat stroke;13 5 
and 6 
 7 
Whereas, the Occupational Safety and Health Administration Heat Illness Prevention tool 8 
includes “indoor work in warm/hot environments with heat sources such as ovens, fires, hot tar, 9 
and/or other radiant heat sources,” as a job-related risk factor for heat exposure at a 10 
workplace;14 and   11 
 12 
Whereas, indoor and outdoor cold work conditions need to be addressed as well; therefore be it  13 
 14 
RESOLVED, that our American Medical Association support enforcement of existing outdoor 15 
health standards and the establishment of enforceable indoor heat and outdoor cold illness 16 
prevention standards, for occupational settings, schools, licensed health care and other 17 
congregate facilities. (New HOD Policy) 18 

19 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/23/2024 
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RELEVANT AMA POLICY 
 
D-135.967 Advocating for Heat Exposure Protections for All Workers  
Our AMA: (1) will advocate for all workers to have access to preventive cool-down rest periods in shaded, 
ventilated, and/or cooled areas for prevention of injury from sun exposure and heat injury as well as 
appropriate access to emergency services when signs and symptoms of heat exposure injury; (2) will 
advocate for legislation that creates federal standards for protections against heat stress and 
sun exposure specific to the hazards of the workplace; (3) supports policy change at the federal level via 
legislation or administrative rule changes by the Occupational Safety and Health Administration (OSHA) 
that would require that workers receive health educational materials about prevention and recognition 
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of heat exhaustion and heat exposure injury that is in the worker's primary language: (4) will work with the 
United States Department of Labor, OSHA, and other appropriate federal stakeholders to develop and 
enforce evidence-based policies, guidelines, and protections against heat injury for workers independent 
of legal status; and (5) recognizes there are particular medical conditions and medications, including but 
not limited to psychotropics, which increase an individual’s vulnerability to the negative impacts 
of heat and sun exposure and advocate for recognition of this, as well as additional protections as part of 
any guidelines, legislation or other policies. [Res. 502, I-21] 
 
H-130.951 Heat-Related Illness  
The AMA recognizes the significant public health threat imposed by heat-related emergencies, and 
provides the following policy: (1) Physicians should identify patients at risk for extreme heat-related illness 
such as the elderly, children, individuals with physical or mental disabilities, alcoholics, the chronically ill, 
and the socially isolated. Patients, family members, friends, and caretakers should be counseled about 
prevention strategies to avoid such illness. Physicians should provide patients at risk with information 
about cooling centers and encourage their use during heat emergencies. (2) The AMA encourages 
patients at risk for heat-related illness to consider wearing appropriate medical identification. 
[Reaffirmed: CSAPH Rep. 01, A-17; Reaffirmed: CSAPH Rep. 3, A-07; CSA Rep. 10, A-97] 
 
H-135.938 Global Climate Change and Human Health  
Our AMA: 1. Supports scientific consensus that the Earth is undergoing adverse global climate change 
and that anthropogenic contributions are significant. These climate changes have adversely affected the 
physical and mental health of people. We recognize that minoritized and marginalized populations, 
children, pregnant people, the elderly, rural communities, and those who are economically disadvantaged 
will suffer disproportionate harm from climate change. 2. Supports educating the medical community on 
the adverse public health effects of global climate change and incorporating the health implications of 
climate change into the spectrum of medical education, including topics such as population displacement, 
heat waves and drought, flooding, infectious and vector-borne diseases, and potable water supplies. 3. 
(a) Recognizes the importance of physician involvement in policymaking at the state, national, and global 
level and supports efforts to search for novel, comprehensive, and economically sensitive approaches to 
mitigating climate change to protect the health of the public; and (b) recognizes that whatever the etiology 
of global climate change, policymakers should work to reduce human contributions to such changes. 4. 
Encourages physicians to assist in educating patients and the public on the physical and mental health 
effects of climate change and on environmentally sustainable practices, and to serve as role models for 
promoting environmental sustainability. 5. Encourages physicians to work with local and state health 
departments to strengthen the public health infrastructure to ensure that the global health effects of 
climate change can be anticipated and responded to more efficiently, and that adaptation interventions 
are equitable and prioritize the needs of the populations most at risk. 6. Supports epidemiological, 
translational, clinical and basic science research necessary for evidence-based global climate change 
policy decisions related to health care and treatment. 7. Encourages physicians to assess for 
environmental determinants of health in patient history-taking and encourages the incorporation of 
assessment for environmental determinants of health in patient history-taking into physician training. 
[Modified: CSAPH Rep. 2, I-22; Modified: Res. 424, A-22; Reaffirmation: I-19; Reaffirmed: CSAPH Rep. 
04, A-19; Reaffirmation A-14; CSAPH Rep. 3, I-08] 
 
D-135.966 Declaring Climate Change a Public Health Crisis 
1. Our AMA declares climate change a public health crisis that threatens the health and well-being of all 
individuals. 2. Our AMA will protect patients by advocating for policies that: (a) limit global warming to no 
more than 1.5 degrees Celsius, (b) reduce US greenhouse gas emissions aimed at a 50 percent 
reduction in emissions by 2030 and carbon neutrality by 2050, and (c) support rapid implementation and 
incentivization of clean energy solutions and significant investments in climate resilience through a 
climate justice lens. 3. Our AMA will consider signing on to the Department of Health and Human 
Services Health Care Pledge or making a similar commitment to lower its own greenhouse gas 
emissions. 4. Our AMA encourages the health sector to lead by example in committing to carbon 
neutrality by 2050. 5. Our AMA will develop a strategic plan for how we will enact our climate change 
policies including advocacy priorities and strategies to decarbonize physician practices and the health 
sector with report back to the House of Delegates at the 2023 Annual Meeting. [Appended: CSAPH Rep. 
02, I-22; Res. 420, A-22] 
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H-135.923 AMA Advocacy for Environmental Sustainability and Climate  
Our AMA (1) supports initiatives to promote environmental sustainability and other efforts to halt global 
climate change; (2) will incorporate principles of environmental sustainability within its business 
operations; and (3) supports physicians in adopting programs for environmental sustainability in their 
practices and help physicians to share these concepts with their patients and with their communities. 
[Reaffirmation: I-19; Res. 924, I-16] 
 
D-135.997 Environmental Contributors to Disease and Advocating for Environmental Justice  
Our AMA will (1) advocate for the greater public and private funding for research into the environment 
causes of disease, and urge the National Academy of Sciences to undertake an authoritative analysis of 
environmental causes of disease; (2) ask the steering committee of the Medicine and Public Health 
Initiative Coalition to consider environmental contributors to disease and environmental racism as a 
priority public health issues; (3) encourage federal, state, and local agencies to address and remediate 
environmental injustice, environmental racism, and all other environmental conditions that are adversely 
impacting health, especially in marginalized communities; and (4) lobby Congress to support ongoing 
initiatives that include reproductive health outcomes and development particularly in minority populations 
in Environmental Protection Agency Environmental Justice policies. [Modified: Res. 415, A-23; 
Reaffirmed in lieu of: Res. 505, A-19; Appended: Res. 927, I-11; Res. 402, A-03] 
 
D-440.912 AMA Public Health Strategy  
1. Our AMA will distribute evidence-based information on the relationship between climate change and 
human health through existing platforms and communications channels, identify advocacy and leadership 
opportunities to elevate the voices of physicians on the public health crisis of climate change, and 
centralize our AMA's efforts towards environmental justice and an equitable transition to a net-zero 
carbon society by 2050. 2. Our AMA Board of Trustees will provide an update on loss of coverage and 
uninsurance rates following the return to regular Medicaid redeterminations and the end of the COVID-19 
Public Health Emergency, the ensuing financial and administrative challenges experienced by physicians, 
physician practices, hospitals, and the healthcare system; and a report of actions taken by the AMA and 
recommendation for further action to address these issues at I-2023. 3. Our AMA Board of Trustees will 
provide a strategic plan or outline for the AMA's plan to address and combat the health effects of climate 
change at I-2023. 4. Our AMA Board of Trustees will provide an update on the efforts and initiatives of the 
AMA's gun violence task force at I-2023. 5. Our AMA will continue to support increased funding for public 
health infrastructure and workforce, which should include funding for preventative medicine-related 
residency programs, to increase public health leadership in this country. [Modified: BOT Rep. 05, I-23; 
BOT Rep. 17, A-23] 
 
H-135.973 Stewardship of the Environment  
The AMA: (1) encourages physicians to be spokespersons for environmental stewardship, including the 
discussion of these issues when appropriate with patients; (2) encourages the medical community to 
cooperate in reducing or recycling waste; (3) encourages physicians and the rest of the medical 
community to dispose of its medical waste in a safe and properly prescribed manner; (4) supports 
enhancing the role of physicians and other scientists in environmental education; (5) endorses legislation 
such as the National Environmental Education Act to increase public understanding of environmental 
degradation and its prevention; (6) encourages research efforts at ascertaining the physiological and 
psychological effects of abrupt as well as chronic environmental changes; (7) encourages international 
exchange of information relating to environmental degradation and the adverse human health effects 
resulting from environmental degradation; (8) encourages and helps support physicians who participate 
actively in international planning and development conventions associated with improving the 
environment; (9) encourages educational programs for worldwide family planning and control of 
population growth; (10) encourages research and development programs for safer, more effective, and 
less expensive means of preventing unwanted pregnancy; (11) encourages programs to prevent or 
reduce the human and environmental health impact from global climate change and environmental 
degradation.(12) encourages economic development programs for all nations that will be sustainable and 
yet nondestructive to the environment; (13) encourages physicians and environmental scientists in the 
United States to continue to incorporate concerns for human health into current environmental research 
and public policy initiatives; (14) encourages physician educators in medical schools, residency 
programs, and continuing medical education sessions to devote more attention to environmental health 
issues; (15) will strengthen its liaison with appropriate environmental health agencies, including the 
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National Institute of Environmental Health Sciences (NIEHS); (16) encourages expanded funding for 
environmental research by the federal government; and (17) encourages family planning through national 
and international support. [Reaffirmation I-16; Reaffirmed in lieu of Res. 402, A-10; Reaffirmed in lieu of 
Res. 417, A-04; Amended: CSA Rep. 8, A-03; Amended: CLRPD Rep. D, I-92; CSA Rep. G, I-89] 
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Resolution: 418 
(A-24) 

 
Introduced by:  Resident and Fellow Section 
 
Subject:  Early and Periodic Eye Exams for Adults  
 
Referred to:   Reference Committee D 
 
 
Whereas, eye exams are a screening tool that uses evidence-based medicine to assess for the 1 
presence or absence of diseases to provide treatment and work to preserve vision1-2; and  2 
 3 
Whereas, the American Academy of Ophthalmology (AAO) recommends that all adults get a 4 
complete eye examination by an ophthalmologist at age 40 in order to detect common diseases, 5 
provide early treatment, and preserve vision3-4; and   6 
 7 
Whereas, those under the age of 40 who are healthy and have good vision should receive a eye 8 
exam every 5–10 years3-5; and  9 
 10 
Whereas, adults who suffer from chronic systemic conditions are more likely to develop eye 11 
disorders and subsequent vision loss from eye disorders than their healthy peers and would 12 
benefit from earlier screening to better manage their disorders6-7; and  13 
 14 
Whereas, diseases such as diabetes and high blood pressure, as well as family history of eye 15 
disease, significantly raise an individual's chances of developing eye related disease, and 16 
people with this history are not recommended to wait to get an eye exam until they are 40 years 17 
old3,6-7; and  18 
 19 
Whereas, diabetic patients can develop diabetic retinopathy, earlier cataracts, and glaucoma; 20 
this increased risk does not start when the patient can be classified as elderly, but has rather 21 
been shown to start from the age of 45 years according to the Centers for Disease Control and 22 
Prevention (CDC)8-11; and  23 
 24 
Whereas, according to the CDC, approximately 4.5% of adults aged 45–64 have undiagnosed 25 
diabetes, something which a baseline or routine eye exam could aid in diagnosing as according 26 
to the National Eye Institute8-12; and  27 
 28 
Whereas, 40–45% of Americans with diabetes have visibly evident diabetic retinopathy, which 29 
can show up early in the disease process of diabetes11; and  30 
 31 
Whereas, according to the CDC, early detection and treatment can prevent or delay blindness 32 
due to diabetic retinopathy in 90% of people with diabetes, but 50% or more of them don’t get 33 
their eyes examined or are diagnosed too late for effective treatment and could therefore benefit 34 
from early eye examinations1; and  35 
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Whereas, hypertensive patients likewise have similar ocular manifestations such as: 1 
hypertensive retinopathy, choroidopathy, and ocular neuropathy13-14; and   2 
 3 
Whereas, earlier screening and treatment for these patients has been shown to reduce the 4 
burden of blindness due to diabetic retinopathy and hypertensive eye disease15; and  5 
 6 
Whereas, diabetes and hypertension continue to increase in prevalence in the U.S. making this 7 
a growing issue that should be addressed sooner rather than later to decrease sequelae and 8 
financial burden9,16; and  9 
 10 
Whereas, Medicare and other insurance companies do not cover routine eye examinations 11 
without a pre-existing diagnosis17; and 12 
 13 
Whereas, the AMA supports evidence-based screening in policy G-600.064, “AMA 14 
Endorsement of Screening Tests or Standards,” stating "Our AMA continues to advocate its 15 
policies on medical necessity determinations to government agencies, managed care 16 
organizations, third party payers, and private sector health care accreditation organizations."18; 17 
and  18 
 19 
Whereas, the AMA has policy supporting eye screenings for children (Encouraging Vision 20 
Screenings for Schoolchildren H-425.977) and for the elderly (Eye Exams for the Elderly H-21 
25.990); however, for all adults, but especially for those adults at high risk, screenings need to 22 
occur between childhood and old age19-20; and  23 
 24 
Whereas, the AAO has policy that supports the screening of children and the elderly, as well as 25 
healthy adults at age 40, and particularly supports that all individuals who are “at high risk of 26 
developing ocular abnormalities related to systemic diseases such as diabetes mellitus and 27 
hypertension or who have a family history of eye disease, require periodic comprehensive eye 28 
examinations to prevent or minimize vision loss21”; and 29 
 30 
Whereas, the AMA does not have a policy encouraging eye screenings for either adults 31 
between childhood and elderliness nor those especially vulnerable adults who are at high risk of 32 
developing ocular abnormalities related to systemic diseases or who have a family history of 33 
eye disease and addressing this gap will actively decrease vision loss; and 34 
 35 
Whereas, current United States Preventive Services Task Force (USPSTF) guidelines do not 36 
have any recommendations regarding adult eye examinations and have only weighed in on the 37 
evidence regarding vision screening, stating “evidence is insufficient to assess the balance of 38 
benefits and harms of screening for impaired visual acuity in older adults”22; and 39 
 40 
Whereas, vision screening as discussed in the USPSTF is a completely distinct diagnostic tool 41 
to an eye examination which is discussed in this resolution; and  42 
 43 
Whereas, the AAO describes vision screening as a distinct entity from eye examinations; and 44 
furthermore that vision screenings are unable “to provide the same results as a comprehensive 45 
eye and vision examination” from an ophthalmologist or optometrist and that “Comprehensive 46 
eye examinations are the only effective way to confirm or rule out any eye disease23”; and 47 
 48 
Whereas, this is especially true in the setting of undiagnosed hypertensive and diabetic 49 
retinopathies, where vision loss happens late in the course of the disease and where, according 50 
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to the CDC, patients “may not notice symptoms in the early stage. That’s why it’s very important 1 
to get a dilated eye exam at least once a year to catch any problems early when treatment is 2 
most effective24”; and 3 
 4 
Whereas, various recent proposals from the executive and legislative branches (including 5 
President Biden’s 2022 budget request, House bill H.R. 33 introduced to the House of 6 
Representatives in 2023, and the Senate bill S.842 introduced to the Senate also in 2023) have 7 
proposed the creation of additional benefits for routine eye exams under Medicare Part B, 8 
showing significant political interest in increasing insurance benefits for eye exams25-27; and  9 
 10 
Whereas, by updating AMA policy H-25.990 to include eye examinations for those older than 40 11 
years and who have chronic systemic conditions affecting development of eye disease our AMA 12 
will be in line with current AAO guidelines3,4; therefore be it 13 
 14 
RESOLVED, that our American Medical Association amend policy H-25.990 “Eye Exams for the 15 
Elderly” by addition to read as follows:  16 
 17 

Eye Exams for the Elderly and Adults H-25.990 18 
Our AMA (1) encourages the development of programs and/or outreach efforts to 19 
support periodic eye examinations and access to affordable prescription eyeglasses for 20 
elderly patients and adults who suffer from chronic systemic conditions that increase 21 
their likelihood of developing eye disease as well as a baseline eye examination for all 22 
adults aged 40 and above. (2) Our AMA encourages physicians to work with their state 23 
medical associations and appropriate specialty societies to create statutes that uphold 24 
the interests of patients and communities and that safeguard physicians from liability 25 
when reporting in good faith the results of vision screenings. 26 

(Modify Current HOD Policy) 27 
 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/24/2024 
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RELEVANT AMA POLICY: 
 
AMA Endorsement of Screening Tests or Standards G-600.064 
(1) Delegates, state, or specialty societies submitting a resolution seeking endorsement or AMA adoption 
of specific screening tests must also submit an evidence-based review that determines the strength or 
quality of the evidence supporting their request, and that evaluates the degree to which the test satisfies 
the minimal criteria for validating the appropriateness of the screening test, which are: (a) the test must be 
able to detect the target condition earlier than without screening and with sufficient accuracy to avoid 
producing large numbers of false-positive and false-negative results; and (b) screening for and treating 
persons with early disease should improve the likelihood of favorable health outcomes compared with 
treating patients when they present with signs or symptoms of disease. (2) This review will be made 
available to the reference committee, which will either recommend to the House of Delegates that the 
resolution be referred or not be adopted. [CSA Rep. 7, A-02CC&B Rep. 3, I-08 Reaffirmed: CCB/CLRPD 
Rep. 3, A-12 Reaffirmed: CCB/CLRPD Rep. 1, A-22] 
 
Early and Periodic Screening, Diagnosis, and Treatment D-290.987 
Our AMA recognizes the importance of the Early and Periodic Screening, Diagnosis, and Treatment 
(EPSDT) program and will advocate for EPSDT to remain intact as critical to the health and well-being of 
children. [Res. 708, I-05 Modified: CMS Rep. 1, A-15] 
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Insurance Coverage of Periodic Health Care Services H-185.965 
Our AMA adopts the policy that patients should be able to receive insurance coverage for periodic 
services performed within an appropriately flexible interval (i.e., once annually, rather than having to wait 
precisely 365 days). [Res. 128, A-99 Reaffirmed: CMS Rep. 5, A-09 Modified: Sub. Res. 811, I-
10Reaffirmed: CMS Rep. 01, A-20] 
 
Eye Exams for the Elderly H-25.990 
1. Our American Medical Association encourages the development of programs and/or outreach efforts 

to support periodic eye examinations and access to affordable prescription eyeglasses for elderly 
patients. 

2. Our AMA encourages physicians to work with their state medical associations and appropriate 
specialty societies to create statutes that uphold the interests of patients and communities and that 
safeguard physicians from liability when reporting in good faith the results of vision screenings. 

[Res. 813, I-05 Reaffirmed: CSAPH Rep. 1, A-15, Modified: CMS Rep. 02, A-23] 
 
Encouraging Vision Screenings for Schoolchildren H-425.977 
Our AMA: (1) encourages and supports outreach efforts to provide vision screenings for school-age 
children prior to primary school enrollment; (2) encourages the development of programs to improve 
school readiness by detecting undiagnosed vision problems; and (3) supports periodic pediatric eye 
screenings based on evidence-based guidelines with referral to an ophthalmologist for a comprehensive 
professional evaluation as appropriate. [Res. 430, A-05Modified: CSAPH Rep. 1, A-15] 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 419  
(A-24) 

 
Introduced by: Medical Student Section 
 
Subject: Addressing the Health Risks of Extreme Heat 
 
Referred to: Reference Committee D 
 
 
Whereas, since the 1960s, the annual number of heat waves in the US has tripled from 2 to 6, 1 
with concurrent increases in heat intensity resulting in the hottest summer ever in 20231,2; and  2 
 3 
Whereas, heat is the most deadly weather phenomenon and caused 1,714 deaths in 2022, 4 
nearly 6 times as much as the 297 deaths in 20043,4; and 5 
 6 
Whereas, prolonged heat exposure is associated with emergency visits, hospitalizations, and 7 
deaths due to cardiovascular, kidney, respiratory, and psychiatric illnesses, adverse pregnancy 8 
and birth outcomes, and increased healthcare costs5-7; and 9 
 10 
Whereas, a 2023 study in Circulation, the journal of the American Heart Association, estimates  11 
4,300 to 5,500 excess deaths due to heat by mid-century, based on socioeconomic status8; and 12 
 13 
Whereas, 25% of the US experiences reduced resilience to extreme heat exposure, especially 14 
due to housing quality, vehicle access, and poverty9; and 15 
 16 
Whereas, because infrastructure in urban areas absorbs and re-emits heat more than natural 17 
landscapes, daytime temperatures in these cities can increase by 1.7 degrees compared to 18 
other areas, which further intensifies heat waves in metropolitan regions10,11; and 19 
 20 
Whereas, greenspaces in cities, such as large parks, can reduce temperatures by up to 2 21 
degrees, mitigating the heat island effect and heat-related morbidity and mortality12,13; and 22 
 23 
Whereas, historically redlined neighborhoods have decreased tree canopy coverage and lower 24 
normalized difference vegetation indexes (NDVIs) compared to other areas14; and  25 
 26 
Whereas, the Stafford Act, passed in 1988, does not consider extreme heat a major disaster 27 
eligible for Federal Emergency Management Agency (FEMA) assistance15,16; and 28 
 29 
Whereas, the Centers for Disease Control and Prevention (CDC) Climate and Health Technical 30 
Report on “heat response plans” defines them as “a coordinated plan that describes and 31 
organizes activities to prevent heat-related morbidity and mortality in a community,” including 32 
surveillance, public health messaging, front-line health and social services, cooling centers, 33 
water and fan distribution, energy assistance, and greenspaces17; and 34 
 35 
Whereas, heat response plans, household air conditioning, and availability of cool areas have 36 
been associated with decreased heat-related mortality, with a greater effect for elderly 37 
populations and people in neighborhoods with low education levels18,19; and   38 
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Whereas, many homes experience dangerously high indoor heat indexes during extreme heat, 1 
but 7.5% lack air conditioning, including 12% of low-income households20,21; and 2 
 3 
Whereas, a 2021 study of 25 US cities found that nearly 90% of people were not within walking 4 
distance of a cooling center and that people aged 65 and over were particularly affected22; 5 
 6 
Whereas, a US Census survey found that 26% of Americans were forced to forgo food, 7 
medicine, or another necessary expense to pay an energy bill, and 17% had kept their home at 8 
an unsafe or unhealthy temperature in the past year23; and 9 
 10 
Whereas, funding for the Low Income Home Energy Assistance Program (LIHEAP), which helps 11 
families pay for energy bills and basic weatherization, has fallen from $5.1 billion in 2009 to $3.8 12 
billion in 2022, and now less than 20% of eligible households receive aid24,25; and 13 
 14 
Whereas, an analysis of US public and private prisons revealed that a 10-degree temperature 15 
increase is correlated with a 5.2% increase in mortality, 6.7% increase in cardiovascular 16 
mortality, and 22% increase in suicide (mostly affecting men over 65)26; and   17 
 18 
Whereas, the Federal Bureau of Prisons suggests temperatures at “76°F in the cooling season 19 
and 68°F in the heating season,” but its Facilities Operations Manual acknowledges that the 20 
“age of heating and cooling systems” affects the ability to maintain these ranges27; and 21 
 22 
Whereas, many state attempts to implement temperature standards in prisons have stalled, and 23 
44 states lack universal air conditioning in their prison systems, many of which are located in 24 
deteriorating facilities that will be further affected by climate change28,29; therefore be it 25 
 26 
RESOLVED, that our American Medical Association support funding for subsidizing energy 27 
costs and air conditioning units for low-income households to maintain safe temperatures during 28 
periods of extreme temperature (New HOD Policy); and be it further 29 
 30 
RESOLVED, that our AMA support the implementation and enforcement of state and federal 31 
temperature standards in prisons, jails, and detention centers, including the implementation of 32 
air conditioning in areas that experience dangerously high temperatures. (New HOD Policy) 33 
 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/24/2024 
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RELEVANT AMA Policy 
 
Heat-Related Illness H-130.951 
The AMA recognizes the significant public health threat imposed by heat-related emergencies, and 
provides the following policy: (1) Physicians should identify patients at risk for extreme heat-related illness 
such as the elderly, children, individuals with physical or mental disabilities, alcoholics, the chronically ill, 
and the socially isolated. Patients, family members, friends, and caretakers should be counseled about 
prevention strategies to avoid such illness. Physicians should provide patients at risk with information 
about cooling centers and encourage their use during heat emergencies. (2) The AMA encourages 
patients at risk for heat-related illness to consider wearing appropriate medical identification. [CSA Rep. 
10, A-97; Reaffirmed: CSAPH Rep. 3, A-07; Reaffirmed: CSAPH Rep. 01, A-17] 
 
H-470.953 Evaluating Green Space Initiatives 
Our AMA supports appropriate stakeholders in conducting studies to evaluate different green space 
initiatives that could be implemented in communities to improve patients' health and eliminate health 
disparities. [Res. 905, I-15] 
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Advocating for Heat Exposure Protections for All Workers D-135.967 
Our AMA: (1) will advocate for all workers to have access to preventive cool-down rest periods in shaded, 
ventilated, and/or cooled areas for prevention of injury from sun exposure and heat injury as well as 
appropriate access to emergency services when signs and symptoms of heat exposure injury; (2) will 
advocate for legislation that creates federal standards for protections against heat stress and sun 
exposure specific to the hazards of the workplace; (3) supports policy change at the federal level via 
legislation or administrative rule changes by the Occupational Safety and Health Administration (OSHA) 
that would require that workers receive health educational materials about prevention and recognition of 
heat exhaustion and heat exposure injury that is in the worker's primary language: (4) will work with the 
United States Department of Labor, OSHA, and other appropriate federal stakeholders to develop and 
enforce evidence-based policies, guidelines, and protections against heat injury for workers independent 
of legal status; and (5) recognizes there are particular medical conditions and medications, including but 
not limited to psychotropics, which increase an individual’s vulnerability to the negative impacts of heat 
and sun exposure and advocate for recognition of this, as well as additional protections as part of any 
guidelines, legislation or other policies. [Res. 502, I-21] 
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Resolution: 420  
(A-24) 

 
Introduced by: Pennsylvania, Mississippi 
 
Subject: Equity in Dialysis Care 
 
Referred to: Reference Committee D 
 
 
Whereas, kidney disease disproportionately affects communities of color; and 1 
 2 
Whereas, Black or African Americans are almost four times more likely and Hispanic or Latino 3 
Americans are 1.3 times more likely to have kidney failure compared to White or Caucasian 4 
Americans; and 5 
 6 
Whereas, although they make up only 13.5% of the population, Black Americans make up more 7 
than 35% of dialysis patients; and  8 
 9 
Whereas, the major causes of kidney disease, including diabetes, hypertension, and 10 
cardiovascular disease, are all more prevalent among Black patients; and  11 
 12 
Whereas, although a kidney transplant is the optimal treatment for kidney failure, Black patients 13 
face barriers to access at every step of the process and on average wait a year longer than 14 
White patients to receive a kidney transplant; and  15 
 16 
Whereas, Black patients are less likely to receive a transplant evaluation, have less access to 17 
the waitlist, spend longer on the transplant waitlist, are less likely to survive on the waitlist, and 18 
have lower rates of graft survival post-transplant; and  19 
 20 
Whereas, despite being preferred by many patients, home dialysis is underutilized compared to 21 
dialysis delivered in a facility, particularly among communities of color; and  22 
 23 
Whereas, Black and Hispanic patients are less likely to initiate home dialysis and are more likely 24 
to fail on the modality within the first 90 days, after which point disparities in home dialysis 25 
utilization widen; and  26 
 27 
Whereas, this may be because common barriers to home dialysis such as unstable living 28 
situations, poor health literacy and lower socioeconomic status may be overrepresented among 29 
Black and Hispanic dialysis patients; and  30 
 31 
Whereas, the National Kidney Foundation calls kidney disease ‘the under recognized public 32 
health crisis’; therefore be it 33 
 34 
RESOLVED, that our American Medical Association declare kidney failure as a significant public 35 
health problem with disproportionate affects and harm to under-represented communities (New 36 
HOD Policy); and be it further  37 
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RESOLVED, that our AMA vigorously pursue potential solutions and partnerships to identify 1 
economic, cultural, clinical and technological solutions that increase equitable access to all 2 
modalities of care including home dialysis. (Directive to Take Action) 3 

4 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/24/2024 
 
 
RELEVANT AMA POLICY 
 
Assuring Patient Access to Kidney Transplantation D-370.983 
1. Our AMA will: (a) work with professional and patient-centered organizations to advance patient and 
physician-directed coordinated care for End Stage Renal Disease (ESRD) patients; (b) actively oppose 
any legislative or regulatory efforts to remove patient choice and physician involvement in ESRD care 
decisions; and (c) actively oppose any legislative or regulatory effort that would create financial incentives 
that would curtail the access to kidney transplantation. 
2. Our AMA House of Delegates will be advised in a timely fashion regarding any legislative or regulatory 
efforts to abrogate patient and physician-advised decision-making regarding modality of care for ESRD. 
3. Our AMA supports federal legislative and regulatory policies that improve kidney transplantation 
access by using evidence-based outcome measures which do not impede sound clinical judgment of 
physicians and surgeons. 
Citation: Res. 201, A-19; Appended: Res. 210, I-19; 
 
Medicaid Dialysis Policy for Undocumented Patients H-290.957 
Our AMA will work with the Centers for Medicare and Medicaid Services and state Medicaid programs to 
cover scheduled outpatient maintenance dialysis for undocumented patients with end stage kidney 
disease under Emergency Medicaid. 
Citation: Res. 121, A-21; 
 
Advancing Quality Coordinated Care for Patients with End Stage Renal Disease H-370.957 
Our AMA will work with Members of Congress and their staffs to ensure that any legislation which 
promotes integrated and patient-centered care for End Stage Renal Disease (ESRD) patients does not 
inappropriately impinge on the patient-physician relationship and is in the best interest of ESRD patients. 
Citation: BOT Action in response to referred for decision: Res. 219, A-18; 
 
UNOS Kidney Paired Donation Program H-370.960 
Our AMA: (1) encourages the continued expansion of the United Network for Organ Sharing's (UNOS) 
Kidney Paired Donation program which provides a national registry of living donors, carries out ongoing 
data collection on key issues of concern in transplantation from living donors, and through its operational 
guidelines provides consistent, national standards for the transplant community; and (2) encourages 
voluntary coordination among private donor registries and UNOS to enhance the availability of organs for 
transplantation. 
Citation: BOT Action in response to referred for decision Res. 2, A-13; Reaffirmation: I-19; 
 
Cost-Saving Public Coverage for Renal Transplant Patients H-370.963 
1. Our AMA supports private and public mechanisms that would extend insurance coverage for evidence-
based treatment of renal transplant care for the life of the transplanted organ. 
2. Our AMA will continue to offer technical assistance to individual state and specialty societies when 
those societies lobby state or federal legislative or executive bodies to implement evidence-based cost-
saving policies within public health insurance programs. 
Citation: Res. 104, A-13; Reaffirmation: I-19; 
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Resolution: 421 
(A-24) 

Introduced by: American Society for Metabolic and Bariatric Surgery, Obesity Medicine 
Association, Society of American Gastrointestinal and Endoscopic Surgeons 

Subject: Annual Conference on the State of Obesity and its Impact on Disease in 
America (SODA) 

Referred to: Reference Committee D 

Whereas, the American Medical Association (AMA) recognizes the critical importance of 1 
addressing the impact of obesity on various chronic diseases, including hypertension, 2 
cardiovascular disease, type 2 diabetes, and metabolic dysfunction-associated hepatitis; and 3 

4 
Whereas, obesity significantly increases the risk of developing these chronic conditions, leading 5 
to substantial morbidity, mortality, and healthcare costs across the United States; and 6 

7 
Whereas, the AMA is committed to advancing evidence-based approaches to prevent and 8 
manage obesity-related chronic diseases, improve patient outcomes, and enhance healthcare 9 
delivery systems; and 10 

11 
Whereas, regular monitoring of epidemiological trends, development of effective disease 12 
progression algorithms, and coordination of efforts to improve access to care are essential 13 
components of addressing the multifaceted challenges posed by obesity-related chronic 14 
diseases; therefore be it 15 

16 
RESOLVED, that our American Medical Association convene an annual meeting of its 17 
Federation partners to comprehensively review the impact of obesity on hypertension, 18 
cardiovascular disease, type 2 diabetes, metabolic dysfunction-associated hepatitis (MASH) 19 
and other related comorbidities with a focus on monitoring epidemiology, developing algorithms 20 
to combat disease progression, and coordinating efforts to improve access to care (Directive to 21 
Take Action); and be it further 22 

23 
RESOLVED, that our AMA shall feature presentations, workshops, and panel discussions 24 
covering the latest research findings, clinical guidelines, and best practices related to the 25 
prevention, diagnosis, and management of obesity-related chronic diseases (Directive to Take 26 
Action); and be it further 27 

28 
RESOLVED, that our AMA shall invite renowned experts, researchers, clinicians, policymakers, 29 
and patient advocates to contribute their insights, experiences, and recommendations during 30 
the annual meeting (Directive to Take Action); and be it further 31 

32 
RESOLVED, that our AMA shall collaborate with relevant stakeholders, including government 33 
agencies, healthcare systems, insurers, community organizations, and industry partners, to 34 
develop and implement strategies for combating obesity-related chronic diseases (Directive to 35 
Take Action); and be it further 36 
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RESOLVED, that our AMA assist in the discussion of epidemiological trends, development of 1 
evidence-based algorithms for disease management, and coordination of efforts to improve 2 
access to care for patients affected by obesity-related chronic diseases (Directive to Take 3 
Action); and be it further 4 

5 
RESOLVED, that our AMA shall publish a comprehensive report summarizing the discussions, 6 
findings, and recommendations from each annual meeting and disseminate it to member 7 
organizations, policymakers, healthcare providers, and the public (Directive to Take Action); and 8 
be it further 9 

10 
RESOLVED, that the AMA shall convene the first annual meeting in 2025 and subsequent 11 
meetings annually thereafter. (Directive to Take Action)12 

Fiscal Note: $252,347 Annually: Convene an annual meeting of Federation partners on obesity 

Received: 4/30/2024 
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RELEVANT AMA POLICY 

Recognition of Obesity as a Disease H-440.842 
Our American Medical Association recognizes obesity as a disease state with multiple pathophysiological 
aspects requiring a range of interventions to advance obesity treatment and prevention. 
Res. 420, A-13 Reaffirmed: CSAPH Rep. 08, A-23 
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Resolution: 422  
(A-24) 

 
Introduced by: Ohio 
 
Subject: Immunization Registry 
 
Referred to: Reference Committee D 
 
 
Whereas, the critical role of vaccines in our public health infrastructure is well-established; and 1 
 2 
Whereas, every state maintains an immunization registry; and  3 
 4 
Whereas, pediatric vaccines are routinely reported electronically to the appropriate state 5 
registry; and 6 
 7 
Whereas, immunization registry data is crucial for determining the effectiveness of a given 8 
vaccine; and 9 
 10 
Whereas, an increasing number of adult vaccines are administered by pharmacies; and 11 
 12 
Whereas, a significant number of adult vaccines provided by pharmacies are not recorded in the 13 
patient's primary medical records; and 14 
 15 
Whereas, reporting vaccinations to government entities may require additional resources or 16 
time; therefore be it 17 
 18 
RESOLVED, that our American Medical Association develop model legislation requiring all 19 
vaccine providers to participate in their statewide immunization information system (Directive to 20 
Take Action); and be it further 21 
 22 
RESOLVED, that our AMA support mandating all vaccine providers to report all immunizations 23 
to their respective state immunization registry, for both adults and children (New HOD Policy); 24 
and be it further 25 
 26 
RESOLVED, that our AMA support reimbursement for reporting immunizations to state 27 
registries by both public and private payers. (New HOD Policy) 28 

29 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/26/2024 
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RELEVANT AMA POLICY 
 
H-440.899 Immunization Registries 
Our AMA encourages: (1) Physicians to participate in the development of immunization registries in their 
communities and use them in their practices for patients of all ages; (2) electronic health record (EHR) 
vendors to add features to automate the exchange of vaccination information in the patient EHR to state 
immunization registries to improve and help ensure completeness and accuracy of vaccination records. 
EHR vendors and registry administrators need to work with physicians and other health professionals to 
facilitate the exchange of needed vaccination information by establishing seamless, bidirectional 
communication capabilities for physicians, other vaccine providers, and immunization registries; and (3) 
all states to move rapidly to provide comprehensive lifespan immunization registries that are interfaced 
with other state registries. [Res. 415, A-99; Reaffirmed: 415, A-01; Reaffirmation A-09; Modified: CSAPH 
Rep. 4, I-14] 
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Resolution: 423  
(A-24) 

 
Introduced by: Senior Physicians Section  
 
Subject: HPV Vaccination to Protect Healthcare Workers over Age 45 
 
Referred to: Reference Committee D 
 

Whereas, there has been an increase with human papilloma virus (HPV) associated with head 1 
and neck cancers1; and  2 
 3 
Whereas, health care workers (HCW) may be exposed to these oncogenic HPV in the course of 4 
performance of their clinical tasks such as cauterization of cervical, vaginal, vulvar, penile 5 
and/or anal cancers2; and  6 
 7 
Whereas, many HCWs are over age 45 and thus not deemed eligible for HPV vaccine 8 
insurance coverage or reimbursement according to Merck and Co., the current manufacturer, or 9 
Center for Disease Control and Prevention (CDC) guidelines3,4; and  10 
 11 
Whereas, the cost of GARDASIL 9 without insurance coverage will cost a patient approximately 12 
$335 per dose with three doses required for maximum immunity attainment; and  13 
 14 
Whereas, N-95 or equivalent masks are essential for significant protection during procedures; 15 
therefore be it   16 
 17 
RESOLVED, that our American Medical Association support all health care workers (HCWs) 18 
who might be exposed to HPV in the course of their clinical duties and strongly encourage them 19 
to wear masks, preferably N-95 (New HOD Policy); and be it further 20 
 21 
RESOLVED, that our AMA will work with appropriate stakeholders to ensure that the HPV 22 
vaccine should be offered to all HCWs with potential exposure to HPV oncogenic material at no 23 
or minimal cost to the HCW individual (Directive to Take Action); and be it further 24 
 25 
RESOLVED, that our AMA work with relevant stakeholders, including the CDC, to recommend 26 
HPV vaccine to HCWs to prevent health care related transmission. (Directive to Take Action)  27 

28 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 5/2/2024 
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RELEVANT AMA POLICY 
 
H-440.810 Availability of Personal Protective Equipment (PPE)   
1. Our AMA affirms that the medical staff of each health care institution should be integrally involved in 
disaster planning, strategy and tactical management of ongoing crises. 
2. Our AMA supports evidence-based standards and national guidelines for PPE use, reuse, and 
appropriate cleaning/decontamination during surge conditions. 
3. Our AMA will advocate that it is the responsibility of health care facilities to provide sufficient personal 
protective equipment (PPE) for all employees and staff, as well as trainees and contractors working in 
such facilities, in the event of a pandemic, natural disaster, or other surge in patient volume or PPE need. 
4. Our AMA supports physicians and health care professionals and other workers in health care facilities 
in being permitted to use their professional judgement and augment institution-provided PPE with 
additional, appropriately decontaminated, personally-provided personal protective equipment (PPE) 
without penalty. 
5. Our AMA supports the rights of physicians and trainees to participate in public commentary addressing 
the adequacy of clinical resources and/or health and environmental safety conditions necessary to 
provide appropriate and safe care of patients and physicians during a pandemic or natural disaster. 
6. Our AMA will work with the HHS Office of the Assistant Secretary for Preparedness and Response to 
gain an understanding of the PPE supply chain and ensure the adequacy of the Strategic National 
Stockpile for public health emergencies. 
7. Our AMA encourages the diversification of personal protective equipment design to better fit all body 
types, cultural expressions and practices among healthcare personnel. 
[Res. 412, I-20; Appended: Res. 414, A-21; Modified; Res. 410, I-21] 
 
D-440.955 Insurance Coverage for HPV Vaccine   
Our AMA: 
(1) supports the use and administration of Human Papillomavirus vaccine as recommended by the 
Advisory Committee on Immunization Practices; 
(2) encourages insurance carriers and other payers to appropriately cover and adequately reimburse the 
HPV vaccine as a standard policy benefit for medically eligible patients; and 
(3) will advocate for the development of vaccine assistance programs to meet HPV vaccination needs of 
uninsured and underinsured populations. 
[Res. 818 I-06; Reaffirmed: CMS Report 01, A-16] 
 
H-440.872 HPV Associated Cancer Prevention  
1. Our American Medical Association: 
a. urges physicians and other health care professionals to educate themselves and their patients about 
HPV and associated diseases, HPV vaccination, as well as routine HPV related cancer screening; and 
b. encourages the development and funding of programs targeted at HPV vaccine introduction and HPV 
related cancer screening in countries without organized HPV related cancer screening programs.  
2. Our AMA will intensify efforts to improve awareness and understanding about HPV and associated 
diseases in all individuals, regardless of sex, such as, but not limited to, cervical cancer, head and neck 
cancer, anal cancer, and genital cancer, the availability and efficacy of HPV vaccinations, and the need 
for routine HPV related cancer screening in the general public.  
3. Our AMA supports legislation and funding for research aimed towards discovering screening 
methodology and early detection methods for other non-cervical HPV associated cancers. 
4. Our AMA:  
a. encourages the integration of HPV vaccination and routine cervical cancer screening into all 
appropriate health care settings and visits,   
b. supports the availability of the HPV vaccine and routine cervical cancer screening to appropriate 
patient groups that benefit most from preventive measures, including but not limited to low-income and 
pre-sexually active populations,   
c. recommends HPV vaccination for all groups for whom the federal Advisory Committee on 
Immunization Practices recommends HPV vaccination.  
5. Our AMA encourages appropriate parties to investigate means to increase HPV vaccination rates by 
facilitating administration of HPV vaccinations in community-based settings including school settings.  
6. Our AMA will study requiring HPV vaccination for school attendance. 
7. Our AMA encourages collaboration with interested parties to make available human papillomavirus 
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vaccination to people who are incarcerated for the prevention of HPV-associated cancers. 
[Res. 503, A-07; Appended: Res. 6, A-12; Reaffirmed: CSAPH Rep. 1, A-22; Reaffirmation:  
A-22; Modified: Res. 916, I-22; BOT Action Sept 2023] 
    
H-460.913 - Screening for HPV-Related Anal Cancer   
Our AMA supports: (1) continued research on the diagnosis and treatment of anal cancer and its 
precursor lesions, including the evaluation of the anal pap smear as a screening tool for anal cancer; (2) 
advocacy efforts to implement screening for anal cancer for high-risk populations; and (3) national 
medical specialty organizations and other stakeholders in developing guidelines for interpretation, follow 
up, and management of anal cancer screening results. 
[Res. 512, A-04; Reaffirmed: CSAPH Rep. 1, A-14; Appended: Res. 421, A-22] 
 
 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 

Resolution: 424 
(A-24) 

Introduced by: Senior Physicians Section 

Subject: LGBTQ+ Senior Health 

Referred to: Reference Committee D 

Whereas, an estimated 2.7 million older Americans who identify as part of the LGBTQ+ 1 
community face unique and challenging health issues due to a combination of factors including 2 
discrimination, social stigma, and lack of culturally competent healthcare1; and 3 

4 
Whereas, LBGTQ+ seniors are more likely than other seniors to report poor general health, 5 
mental health issues, social isolation and higher rates of multiple chronic co-morbidities2; and 6 

7 
Whereas, subsets of this community, in particular transgender seniors, face even higher rates 8 
when compared to their LGBTQ+ cohorts3; and 9 

10 
Whereas, addressing the unique health needs of LGBTQ+ seniors require a comprehensive 11 
approach that recognizes and respects their diverse identities and experiences; therefore be it 12 

13 
RESOLVED, that our American Medical Association create and disseminate educational 14 
initiatives to increase awareness and understanding of senior LGBTQ+ health aging issues 15 
among the general public, healthcare professionals, and policy makers (Directive to Take 16 
Action); and be it further 17 

18 
RESOLVED, that our AMA develop and promote cultural competency training for clinicians in 19 
caring for senior LGBTQ+ individuals (Directive to Take Action); and be it further 20 

21 
RESOLVED, that our AMA develop and promote policies and practices for implementation 22 
within all healthcare settings that are inclusive and affirming for LGBTQ+ seniors (Directive to 23 
Take Action); and be it further 24 

25 
RESOLVED, that our AMA advocate for increased funding and resources for research into 26 
health issues of LGBTQ+ seniors. (Directive to Take Action)  27 

28 
Fiscal Note: $122,712:  Contract with third parties to develop educational content and training 

for physicians 

Received: 5/2/2024 

1. Movement Advancement Project and SAGE. May 2017. "Understanding Issues Facing LGBT Older Adults."
https://www.lgbtmap.org/policy-and-issue-analysis/understanding-issues-facing-lgbt-older-adults. Accessed 19 February 2024.

2. Fredriksen Goldsen, K., Kim, H.-J., Jung, H. H., Davis, A. & Emlet, C.A. (2021). Oregon LGBTQ+ Older Adult Survey Report.
Seattle, WA: Goldsen Institute.

3. Adan, M., Scribani, M., Tallman, N., Wolf-Gould, C., Campo-Engelstein, L., Gadomski, A. Worry and Wisdom: A Qualitative
Study of Transgender Elders' Perspectives on Aging. Transgend Health. 2021 Dec 2;6(6):332-342. doi: 10.1089/trgh.2020.0098.
PMID: 34993305; PMCID: PMC8664103.
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RELEVANT AMA POLICY 

H-160.991 Health Care Needs of Lesbian, Gay, Bisexual, Transgender and Queer Populations
Our AMA: (a) believes that the physician's nonjudgmental recognition of patients' sexual orientations,
sexual behaviors, and gender identities enhances the ability to render optimal patient care in health as
well as in illness. In the case of lesbian, gay, bisexual, transgender, queer/questioning, and other
(LGBTQ) patients, this recognition is especially important to address the specific health care needs of
people who are or may be LGBTQ; (b) is committed to taking a leadership role in: (i) educating physicians
on the current state of research in and knowledge of LGBTQ Health and the need to elicit relevant gender
and sexuality information from our patients; these efforts should start in medical school, but must also be
a part of continuing medical education; (ii) educating physicians to recognize the physical and
psychological needs of LGBTQ patients; (iii) encouraging the development of educational programs in
LGBTQ Health; (iv) encouraging physicians to seek out local or national experts in the health care needs
of LGBTQ people so that all physicians will achieve a better understanding of the medical needs of these
populations; and (v) working with LGBTQ communities to offer physicians the opportunity to better
understand the medical needs of LGBTQ patients; and (c) opposes, the use of "reparative" or
"conversion" therapy for sexual orientation or gender identity. 

2. Our AMA will collaborate with our partner organizations to educate physicians regarding: (i) the need
for sexual and gender minority individuals to undergo regular cancer and sexually transmitted infection

 

screenings based on anatomy due to their comparable or elevated risk for these conditions; and (ii) the
need for comprehensive screening for sexually transmitted diseases in men who have sex with men; (iii)
appropriate safe sex techniques to avoid the risk for sexually transmitted diseases; and (iv) that

 

individuals who identify as a sexual and/or gender minority (lesbian, gay, bisexual, transgender,
queer/questioning individuals) experience intimate partner violence, and how sexual and gender
minorities present with intimate partner violence differs from their cisgender, heterosexual peers and may
have unique complicating factors.

 

3. Our AMA will continue to work alongside our partner organizations, including GLMA, to increase
physician competency on LGBTQ health issues.

 

4. Our AMA will continue to explore opportunities to collaborate with other organizations, focusing on
issues of mutual concern in order to provide the most comprehensive and up-to-date education and

 

information to enable the provision of high quality and culturally competent care to LGBTQ people.
 

[CSA Rep. C, I-81; Reaffirmed: CLRPD Rep. F, I-91; CSA Rep.8 - I-94; Appended: Res. 506, A-00;
Modified and Reaffirmed: Res. 501, A-07; Modified: CSAPH Rep. 9, A-08; Reaffirmation A-12; Modified:
Res. 08, A-16; Modified Res. 903, I-17; Modified: Res. 904, I-17; Res. 16, A-18; Reaffirmed: CSAPH Rep.
01 I-18]

 

H-295.878 Eliminating Health Disparities - Promoting Awareness and Education of Sexual
Orientation and Gender Identity Health Issues in Medical Education
Our AMA: (1) supports the right of medical students and residents to form groups and meet on-site to
further their medical education or enhance patient care without regard to their gender, gender identity,
sexual orientation, race, religion, disability, ethnic origin, national origin or age; (2) supports students and
residents who wish to conduct on-site educational seminars and workshops on health issues related to
sexual orientation and gender identity; and (3) encourages medical education accreditation bodies to both
continue to encourage and periodically reassess education on health issues related to sexual orientation
and gender identity in the basic science, clinical care, and cultural competency curricula in undergraduate
and graduate medical education.
[Res. 323, A-05; Modified in lieu of Res. 906, I-10; Reaffirmation A-11; Reaffirmation A-12; Reaffirmation
A-16; Modified: Res. 16, A-18; Modified: Res. 302, I-19] 

REFERENCES 
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D-315.974 Promotion of LGBTQ-Friendly and Gender-Neutral Intake Forms  
Our AMA will develop and implement a plan with input from the Advisory Committee on LGBTQ Issues 
and appropriate medical and community based organizations to distribute and promote the adoption of 
the recommendations pertaining to medical documentation and related forms in AMA policy H-315.967, 
“Promoting Inclusive Gender, Sex, and Sexual Orientation Options on Medical Documentation,” to our 
membership. 
[Res. 014, A-18] 
 
G-635.125 AMA Membership Demographics  
1. Stratified demographics of our AMA membership will be reported annually and include information 
regarding age, gender, race/ethnicity, education, life stage, present employment, and self-designated 
specialty. 
 
2. Our AMA will immediately release to each state medical and specialty society, on request, the names, 
category and demographics of all AMA members of that state and specialty. 
 
3. Our AMA will develop and implement a plan with input from the Advisory Committee on LGBTQ Issues 
to expand demographics collected about our members to include both sexual orientation and gender 
identity information, which may be given voluntarily by members and will be handled in a confidential 
manner. 
[BOT Rep. 26, A-10; Reaffirmed: CCB/CLRPD Rep. 3, A-12; Appended: Res. 603,  
A-17] 
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(A-24) 

 
Introduced by: Women Physicians Section 
 
Subject: Perinatal Mental Health Disorders among Medical Students and Physicians 
 
Referred to: Reference Committee D 
 
 
Whereas, perinatal mental health disorders contribute to 23 percent of maternal deaths; and 1 
 2 
Whereas, one in eight women experience postpartum depression, which is a common perinatal 3 
mental health disorder; and 4 
 5 
Whereas, the DSM-V notes postpartum depression to be as a major depressive episode with 6 
onset of symptoms within 4 weeks of delivery; and  7 
 8 
Whereas, clinical research shows postpartum depression may occur up to 12 months after 9 
delivery; and  10 
 11 
Whereas, an estimated 80% of female physicians become mothers; and 12 
  13 
Whereas, 6.5% to 20% of women in the general population develop postpartum depression; and  14 
 15 
Whereas, resident physicians have reported a nearly four times greater rate of postpartum 16 
depression than the general population; and  17 
 18 
Whereas, the rate of matriculation of female students into medical school in 2022 was 55.6% 19 
and has been increasing every year; and  20 
 21 
Whereas, many physicians report lack of support during both pregnancy and the postpartum 22 
period by both colleagues and their workplace; and  23 
 24 
Whereas, symptoms of postpartum depression are noted to be worse in jobs where women 25 
perceive a decreased sense of control over both work-life and family-life or jobs with less 26 
flexibility; and  27 
 28 
Whereas, female physicians have reported feeling discriminated at the workplace based on their 29 
status as mothers; and  30 
 31 
Whereas, untreated postpartum depression severely affects a woman’s ability to return to 32 
normal function and results in poorer outcomes for both the mother and infant; and  33 
 34 
Whereas, 63% of physicians report symptoms or signs of burnout at least once per week in 35 
2021; and  36 
 37 
Whereas, suicide is a major cause of mortality for physicians relative to the general public; and  38 
 39 
Whereas, untreated postpartum depression is a risk factor for suicide; and  40 
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Whereas, physicians are less likely to seek treatment for mental health conditions for fear of 1 
repercussions; and  2 
 3 
Whereas, postpartum depression often goes untreated due to concern from the mother for 4 
stigma; and  5 
 6 
Whereas, factors that help patients with postpartum depression include maternal-infant bonding, 7 
familial and societal support, and maternal rest; therefore be it 8 
 9 
RESOLVED, that our American Medical Association work with relevant stakeholders to identify 10 
ways to increase screening for perinatal mental health conditions and reduce stigma 11 
surrounding the diagnosis and treatment of perinatal mental health conditions (Directive to Take 12 
Action); and be it further 13 
 14 
RESOLVED, that our AMA advocate for reducing structural and systemic barriers to the 15 
diagnosis and treatment of perinatal mental health conditions in physicians and medical 16 
students. (Directive to Take Action) 17 

18 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 5/3/2024 
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RELEVANT AMA POLICY 
 
Improving Mental Health Services for Pregnant and Postpartum Mothers H-420.953 
Our AMA will: (1) support improvements in current mental health services during pregnancy and 
postpartum periods; (2) support advocacy for inclusive insurance coverage of and sufficient payment for 
mental health services during gestation, and extension of postpartum mental health services coverage to 
one year postpartum; (3) support appropriate organizations working to improve awareness and education 
among patients, families, and providers of the risks of mental illness during gestation and postpartum; (4) 
continue to advocate for funding programs that address perinatal and postpartum depression, anxiety and 
psychosis, and substance use disorder through research, public awareness, and support programs; and 
(5) advocate for evidence-based postpartum depression screening and prevention services to be 
recognized as the standard of care for all federally-funded health care programs for persons who are 
pregnant or in a postpartum state. [Res. 102, A-12; Modified: Res. 503, A-17; Modified: Res. 227, A-23] 
 
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. 
[CME Rep. 06, A-19; Modified: Res. 326, A-22] 
 
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. 
[Res. 208, I-22] 
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Introduced by: New Jersey 
 
Subject: Maternal Morbidity and Mortality: The Urgent Need to Help Raise 

Professional and Public Awareness and Optimize Maternal Health – A Call to 
Action 

 
Referred to: Reference Committee D 
 
 
Whereas, maternal mortality rate is considered an indirect indicator of the strength of an entire 1 
healthcare system; and 2 
 3 
Whereas, despite the numerous efforts by various maternal health organizations, Maternal 4 
Morbidity and Mortality rates are continuing to increase; and  5 
 6 
Whereas, over the course of the past 30 years, there has been a 261 % increase in rates of 7 
diabetes, 149 % increase in rates of hypertensive disorders of pregnancy (gestational 8 
hypertension, preeclampsia, eclampsia, HELLP syndrome), 182 % increase in rates of chronic 9 
hypertension; and 10 
 11 
Whereas, obesity is a well-recognized key contributor to these increases; and 12 
 13 
Whereas, there is also increasing and compelling evidence that maternal obesity may affect 14 
long-term outcomes of offspring and further highlights the major public health concern maternal 15 
obesity poses and the need for increased efforts to optimize maternal weight and health before 16 
achieving pregnancy; and   17 
 18 
Whereas, despite published recommendations by the National Academies of Sciences, 19 
Engineering, and Medicine for gestational weight gain, conversation about weight during 20 
pregnancy has remained limited during prenatal care and 50 – 60% of women gain more than 21 
recommended; and 22 
 23 
Whereas, interpregnancy periods are interrelated as the postpartum period may constitute the 24 
pregnancy period of a women’s next pregnancy; and  25 
 26 
Whereas, excess gestational weight gain, especially over multiple pregnancies, is also likely to 27 
be retained 20 years later resulting in higher risk of chronic disease and negatively impact a 28 
women’s health in the long term; and 29 
 30 
Whereas, social drivers of health, structural racism and various stressors have placed Black 31 
women at higher risks for obesity and its impact; and 32 
 33 
Whereas, obesity is preventable if the resources to treat or prevent obesity are made available 34 
to those who need them the most; and  35 
 36 
Whereas, personal responsibility is a part of dialogue, recognizing our societal responsibility to 37 
help prevent and treat obesity by reducing the various barriers to health such as access and 38 



Resolution: 426  (A-24) 
Page 2 of 2 

 
 
affordability to healthy food, safe spaces that favor an active lifestyle, and access to trained 1 
clinicians who can provide a full range of equitable obesity care especially to those who need it 2 
the most can no longer wait; therefore be it  3 
 4 
RESOLVED, that our American Medical Association policy no. D-245.994 be amended to 5 
include the importance of all women achieving their healthiest weight before pregnancy, 6 
maintaining healthy gestational weight gain, and optimizing weight loss postpartum (Modify 7 
Current HOD Policy); and be it further  8 
 9 
RESOLVED, that our AMA:  10 
a) Advocate for access to effective obesity treatment (either medical or surgical) for patients.   11 
b) Advocate for supporting physicians’ ability to provide obstetrical and obesity care. 12 
c) Advocate for additional funding for research on medical technology that influences human 13 

behavior to promote healthy living. 14 
d) Reaffirm policy no. H-440.902 and report back at A-25 on research on the 15 

medical, psychological, and socioeconomic issues associated with 16 
obesity, including reimbursement for evaluation and management of patients with obesity, 17 
emphasizing pre-conception, gestational and postpartum obesity. 18 

e) Provide medical recommendations on ways to eliminate barriers identified in prior obesity 19 
research by our AMA.  20 

f) Recommend that approaches to obesity prevention and treatment be included as an 21 
element of medical education. 22 

(Directive to Take Action)23 
 
Fiscal Note: Modest - between $1,000 - $5,000   
 
Received: 5/3/2024 
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Introduced by: New England 
 
Subject: Condemning the Universal Shackling of Every Incarcerated Patient in 

Hospitals 
 
Referred to: Reference Committee D 
 

Whereas, as of February 1, 2022, there are 6,033 total male individuals, of whom 5,440 are 1 
criminally sentenced, 24 are pre-trial detainees, and 569 face civil commitments, and 199 total 2 
female individuals, of whom 155 are criminally sentenced, 40 are pre-trial detainees, and 4 face 3 
civil commitments, who are in the jurisdiction of the Massachusetts Department of Corrections;1 4 
and 5 
 6 
Whereas, in 2021, the average male justice-involved individual was 44 years old, and the 7 
average female justice-involved individual was 42 years old in Massachusetts, with 951 8 
individuals 60 years of age and over as of January 1, 2021,2 and average age of individuals who 9 
are incarcerated rising concurrently with their health needs;3 and 10 
 11 
Whereas, in 2016, about 43% of federal justice-involved individuals reported ever having a 12 
chronic condition, 33% reported currently having a chronic condition, and 31% had medical 13 
visits outside of carceral facilities;4 and 14 
 15 
Whereas, people of color are overrepresented in prisons and jails in Massachusetts, with 16 
Whites accounting for 76% of the state population but 49% of prison or jail population, Blacks 17 
accounting for 7% of the state population but 26% of prison or jail population, and Latinos 18 
accounting for 10% of the state population but 24% of prison or jail population;5 and 19 
 20 
Whereas, US carceral facilities provide health care for justice-involved individuals in both on-site 21 
and off-site facilities depending on the type of service, with emergency, obstetrics, gynecology, 22 
and cardiology procedural services more commonly provided at non-carceral hospital facilities;6 23 
and 24 
 25 
Whereas, universal shackling in a hospital refers to the placement of metal restraints around the 26 
legs, wrists, or waist of justice-involved patients, regardless of age, illness, mobility, or criminal 27 
record disposition,7 with the recent exception of perinatal patients in Massachusetts; and 28 
 29 
Whereas, Massachusetts enacted legislation in 2014 to prevent perinatal shackling, or the use 30 
of shackles for patients who are incarcerated and pregnant, in labor, or in postpartum recovery, 31 
by correction officers while the attending physician or nurse treating the perinatal patient may 32 
request immediate removal of restraints;8 and 33 
 34 
Whereas, our American Medical Association has model state legislation to prohibit the practice 35 
of shackling pregnant prisoners;9 and 36 
 37 
Whereas, US Senators Elizabeth Warren and Corey Booker introduced the Dignity for 38 
Incarcerated Women Act in 2017,10 and the First Step Act of 2018 placed a federal prohibition 39 
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on the use of restraints on individuals who are pregnant and in the custody of the federal 1 
Bureau of Prisons or the US Marshals Service;11,12 and Whereas, Thirty-two states have 2 
implemented some form of restriction on perinatal shackling, with 13 states banning shackling 3 
throughout pregnancy, labor, postpartum, and during transport between carceral and health 4 
care facilities;13 and 5 
 6 
Whereas, physicians and nurses in hospitals routinely assess the necessity of physical or 7 
pharmacological restraints on non-justice–involved patients who may harm themselves or 8 
others, as well as document their use in the electronic medical record with descriptions of the 9 
reason for restraint, form of restraint, and periodic re-evaluations of continued need for restraint 10 
and any consequence on patient health;14,15 and 11 
  12 
Whereas, the use of restraints on non-justice–involved patients in the hospital setting is 13 
regulated by the Centers for Medicare and Medicaid Services, which mandate that the least 14 
restrictive form of restraint that protects the safety of the patient, health care staff, and others is 15 
used;16,17 and 16 
 17 
Whereas, shackling patients under special circumstances including, but not limited to, old age, 18 
loss of consciousness, terminal illness, or limited mobility, is unnecessary and excessive 19 
restraint, thus cruel, inhuman, and degrading as defined by the Universal Declaration of Human 20 
Rights, the International Convention on the Elimination of All Forms of Racial Discrimination, 21 
and the International Covenant on Civil and Political Rights 18,19,20 and in violation of the medical 22 
ethics principle of nonmaleficence; and 23 
  24 
Whereas, physical restraint use on patients is associated with delays in necessary emergency 25 
operations, increased falls and deliriums, as well as elevated risks of in-hospital deaths and 26 
venous thrombosis;21,22 and  27 
 28 
Whereas, in psychiatric settings, restraints have led to inappropriate actions by staff, invoking a 29 
fear response in patients and a loss of trust in the psychiatric staff,23 ultimately causing patients 30 
to be less likely to follow their treatment plan, use medical care, or consent to a surgical 31 
procedure;24 and 32 
  33 
Whereas, formerly justice-involved individuals of color who experienced discrimination in 34 
healthcare settings due to their criminal records are less likely to use primary care resources 35 
upon release,25 report worse mental and physical health following their release,26 and are more 36 
likely to report increased psychological distress;27 and  37 
 38 
Whereas, physicians have written about the moral injury and contribution to physician burnout 39 
due to practicing in hospitals that routinely shackle every justice-involved patient;28,29 and 40 
 41 
Whereas, violence against health care workers is of critical importance that should be 42 
addressed through effective hospital security protocols and staff training;30 and 43 
  44 
Whereas, current hospital policies for shackling in Massachusetts align with policies governing 45 
the shackling of non-justice-involved patients only in regard to justice-involved pregnant 46 
individuals, yet permit the universal shackling of all non-pregnant justice-involved patients, 47 
regardless of other special circumstances including, but not limited to, old age, loss of 48 
consciousness, terminal illness, or limited mobility; therefore be it 49 
 50 
RESOLVED, that our American Medical Association condemns the practice of universally 51 
shackling every patient who is involved with the justice system while they receive care in 52 
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hospitals and outpatient health care settings (New HOD Policy); and be it further 1 
 2 
RESOLVED, that our AMA advocate for the universal assessment of every individual who is 3 
involved with the justice system who presents for care, by medical and security staff in 4 
collaboration with correctional officers, to determine whether shackles are necessary or may be 5 
harmful, and, if restraint is deemed necessary, that the least restrictive alternative to shackling 6 
with metal cuffs is used when appropriate (Directive to Take Action); and be it further 7 
 8 
RESOLVED, that our AMA advocate nationally for the end of universal shackling, to protect 9 
human and patient rights, improve patient health outcomes, and reduce moral injury among 10 
physicians. (Directive to Take Action) 11 

12 
Fiscal Note: Moderate - between $5,000 - $10,000 
 
Received: 5/7/2024 
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RELEVANT AMA POLICY 
 
Shackling of Pregnant Women in Labor H-420.957 
1. Our AMA supports language recently adopted by the New Mexico legislature that "an adult or juvenile 
correctional facility, detention center or local jail shall use the least restrictive restraints necessary when 
the facility has actual or constructive knowledge that an inmate is in the 2nd or 3rd trimester of 
pregnancy. No restraints of any kind shall be used on an inmate who is in labor, delivering her baby or 
recuperating from the delivery unless there are compelling grounds to believe that the inmate presents: 

 - An immediate and serious threat of harm to herself, staff or others; or 
 - A substantial flight risk and cannot be reasonably contained by other means. 

If an inmate who is in labor or who is delivering her baby is restrained, only the least restrictive restraints 
necessary to ensure safety and security shall be used." 

 2. Our AMA will develop model state legislation prohibiting the use of shackles on pregnant women 
unless flight or safety concerns exist. 
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Introduced by: New England  
 
Subject: Advocating for Education and Action Regarding the Health Hazards of PFAS 

Chemicals 
 
Referred to: Reference Committee D 
 
 
Whereas, in 2019 the American Medical Association resolved to support research and policy to 1 
address the effects of PFAS exposure1 and supported legislation and regulation seeking to 2 
address contamination, exposure, classification, and clean-up of per- and polyfluoroalkyl 3 
substances as follows:2 “our AMA: (1) supports continued research on the impact of 4 
perfluoroalkyl and polyfluoroalkyl chemicals on human health; (2) supports legislation and 5 
regulation seeking to address contamination, exposure, classification, and clean-up of PFAS 6 
substances; and (3) will advocate for states, at minimum, to follow guidelines presented in the 7 
Environmental Protection Agency’s Drinking Water Health Advisories for perfluorooctanoic acid 8 
(PFOA) and perfluorooctane sulfonic acid (PFOS), with consideration of the appropriate use of 9 
Minimal Risk Levels (MRLs) presented in the CDC/ATSDR Toxicological Profile for PFAS”; and 10 
         11 
Whereas, per- and polyfluoroalkyl substances (PFAS), are a large class of chemicals with at 12 
least one aliphatic perfluorocarbon moiety; this carbon - fluorine bond is exceptionally strong 13 
and therefore highly resistant to degradation; thus the moniker “forever chemicals” because 14 
these chemicals persist, have the potential to bioaccumulate and become more concentrated in 15 
the environment with the passage of time;3 and 16 
 17 
Whereas, PFAS are ubiquitous: they are found in “non-stick” products that resist stains, oil, 18 
grease, and water including cookware,4 artificial turf, clothing, leather, carpets, food packaging, 19 
firefighting foam, cosmetics, shampoos, sunscreens, pesticides; medical equipment such as 20 
PPE, masks, gowns, IV tubing, and medications;5 and petroleum extraction (“fracking”) fluids;6 21 
the latter are sometimes repurposed as road salt or as “biosolids” that are then spread on 22 
crops7; and  23 
 24 
Whereas, the PFAS chemicals PFOA and PFOS have recently been designated by the US EPA 25 
as hazardous substances that can be responded to via Superfund;8 and while the EPA has set 26 
health advisory levels at between 0.002 and 0.004 ng/L, health effects, according to the EPA, 27 
can occur at any level;9 and  28 
 29 
Whereas, PFAS exposure has been associated with endocrine disruption, immune suppression, 30 
impaired organogenesis, damage to reproductive organs, and hepatotoxicity; low infant birth 31 
weight, preeclampsia,10 impaired fertility, obesity, Type 2 diabetes, harms to neurocognitive and 32 
behavioral development in children, and malignancies, including prostate, kidney, and testicular 33 
cancer;11 and 34 
  35 
Whereas, PFAS exposure occurs via food, air, and water, including drinking water and rain;12 36 
water can become contaminated when PFAS leaches into water supplies from plastic 37 
containers, landfills, industrial and agricultural runoff, or following pesticide spraying (PFOS has 38 
been detected in 6/10 tested pesticides at levels between 3.92 to 19.2 mg/kg);13 other common 39 
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sources of exposure include: ingestion of contaminated dust (from carpets, upholstery, etc.) as 1 
well as migration into food or beverages from boxes/packaging/plastic bottles ); in infants, 2 
toddlers, and children, hand-to-mouth behavior is a significant source of exposure; and 3 
 4 
Whereas, PFAS has direct impacts on the practice of medicine since they are used extensively 5 
in medical products, including medications, IV tubing, and PPE;14 pharmaceuticals often 6 
include a fluorine molecule to increase cell permeability to Increase uptake;15 and persons with 7 
high PFAS levels may be less responsive to certain medications, like vaccines;16 and  8 
 9 
Whereas, like lead, exposure to PFAS is widespread, but like lead, mitigating exposure and 10 
focusing on children and adults who are highly exposed is helpful since these persons can then 11 
be identified and helped (ie, parents can be cautioned to use a different, PFAS-free water 12 
source to use to make up baby formula, etc); like lead, limiting length and extent of high 13 
exposure could potentially improve health outcomes; and    14 
 15 
Whereas, PFAS chemicals disproportionately pose challenges to low income and minority 16 
communities: some of the highest levels found across the country exist in lower income 17 
communities, even when the exposure hazard is not disproportionate between low and high 18 
income communities, the ability to respond with adequate filtration and monitoring efforts is 19 
unequal; and 20 
 21 
Whereas, the National Academy of Science, Engineering and Medicine has recommended17 22 
that individuals with significant exposure to PFAS (including those who live near commercial 23 
airports, military bases and farms where sewage sludge may have been used) be tested and 24 
receive ongoing medical monitoring; PFAS blood testing in the population based C8 Dupont 25 
study in 69,030 participants was essential in determining associated health conditions with 26 
PFAS chemicals;18,19 and PFAS blood tests are currently available through Quest and other 27 
providers;20 and 28 
 29 
Whereas, 99% of United States residents have various PFAS detectable in their blood21; and 30 
 31 
Whereas, newly developed educational resources on PFAS are available and include a free 32 
CME course on PFAS and comprehensive medical information and guidance on PFAS-REACH 33 
project’s website (funded by the NIH’s National Institute of Environmental Health Sciences 34 
(NIEHS))22 and the July 2022 National Academy of Science, Engineering and Medicine report 35 
on PFAS;23 therefore be it36 
 37 
RESOLVED, that our American Medical Association improve physician and public education 38 
around the adverse health effects of PFAS and potential mitigation and prevention efforts. 39 
(Directive to Take Action) 40 

 
Fiscal Note:  $51,420 Development of continuing medical education module to be hosted  

on AMA EdHub 
 
Received: 5/7/2024 
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RELEVANT AMA POLICY 
 
Per- and Polyfluoroalkyl Substances (PFAS) and Human Health H-135.916 

Our AMA: (1) supports continued research on the impact of perfluoroalkyl and polyfluoroalkyl chemicals 
on human health; (2) supports legislation and regulation seeking to address contamination, exposure, 
classification, and clean-up of (PFAS) substances; and (3) will advocate for states, at minimum, to follow 
guidelines presented in the Environmental Protection Agencys Drinking Water Health Advisories for 
perfluorooctanoic acid (PFOA) and perfluorooctane sulfonic acid (PFOS), with consideration of the 
appropriate use of Minimal Risk Levels (MRLs) presented in the CDC/ATSDR Toxicological Profile for 
(PFAS). 

https://pfas-exchange.org/wp-content/uploads/PFAS-REACH-Medical-screening-guidance_clinicians.pdf
https://www.ama-assn.org/system/files/2019-09/i19-901.pdf
https://doi.org/10.1021/acs.estlett.0c00255
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8306913/
https://doi.org/10.1039/2050-7895/2013
https://doi.org/10.1039/D0EM00291G
https://pubs.rsc.org/en/content/articlehtml/2020/em/d0em00291g
https://www.nytimes.com/2021/07/12/climate/epa-pfas-fracking-forever-chemicals.html%23:%7E:text=For%20much%20of%20the%20past,to%20internal%20documents%20from%20the
https://www.nytimes.com/2021/07/12/climate/epa-pfas-fracking-forever-chemicals.html%23:%7E:text=For%20much%20of%20the%20past,to%20internal%20documents%20from%20the
https://extension.umaine.edu/agriculture/guide-to-investigating-pfas-risk-on-your-farm/
https://www.epa.gov/pfas
https://www.epa.gov/sdwa/drinking-water-health-advisories-pfoa-and-pfos
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7530144/
https://www.atsdr.cdc.gov/pfas/health-effects/index.html
https://doi.org/10.1021/acs.est.2c02765
https://pubs.acs.org/doi/10.1021/acs.est.2c02765
https://www.sciencedirect.com/science/article/pii/S266691102200020X
https://doi.org/10.1039/2050-7895/2013
https://doi.org/10.1039/D0EM00291G
https://pubs.rsc.org/en/content/articlehtml/2020/em/d0em00291g
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5900337/
https://doi.org/10.17226/26156
http://www.c8sciencepanel.org/
https://pfas-exchange.org/wp-content/uploads/PFAS-Blood-Testing-Document-May-2022.pdf
https://pfas-exchange.org/
https://nap.nationalacademies.org/catalog/26156/guidance-on-pfas-exposure-testing-and-clinical-follow-up


AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 429  
(A-24) 
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Subject: Assessing and Protecting Local Communities from the Health Risks of 

Decommissioning Nuclear Power Plants 
 
Referred to: Reference Committee D 
 
 
Whereas, decommissioning nuclear power plants has long been known to pose many risks to 1 
health to workers and to residents of nearby communities;1 and  2 
 3 
Whereas, over the coming years, the United States will be decommissioning many of its more 4 
than 90 aging nuclear power plants;11 there is a need, therefore, to develop processes for 5 
decommissioning these facilities that are protective of health in Massachusetts and in other 6 
states; and 7 
 8 
Whereas, while the company responsible for the decommissioning of the nuclear reactor in 9 
Plymouth had initially planned to release more than a million gallons of radioactive water into 10 
Cape Cod Bay, the permit to allow said discharges has been tentatively denied by the 11 
Massachusetts Department of Environmental Protection;12 and 12 
 13 
Whereas, according to Woods Hole Oceanographic Institute expert Dr. Ken Buesseler, tritium 14 
levels inside this reactor water exceed seawater levels for tritium by a factor of a million; 15 
Cesium-137 in the reactor water is 200 million times higher than seawater levels; and even if 99 16 
percent of the cesium from the Pilgrim water is removed, the radioactive water will still contain 17 
Cesium-137 at levels 2 million times higher than the levels in Cape Cod Bay;2 and 18 
 19 
Whereas, according to Dr. Buesseler, since Cesium-137 levels are elevated, it can be assumed 20 
that strontium-90 is present in the water, along with other elements that are part of a group 21 
called transuranics, which include known carcinogens such as plutonium, uranium, americium; 2 22 
and 23 
 24 
Whereas, all of the radioactive elements known and suspected to be released from the Pilgrim 25 
Nuclear Power Station located in Plymouth can cause cancers in humans, including lung 26 
cancer, bone cancer, thyroid cancer, adult leukemia, and childhood leukemia; 4 and 27 
 28 
Whereas, the scientific consensus is that every additional exposure to radiation adds to the total 29 
risk for genetic damage and thus for cancers like leukemia and increased radiation implies 30 
increased incidence of these diseases in exposed populations; for solid cancers, the risk for 31 
cancer from radiation is linearly proportional to cumulative exposure; 5 and 32 
 33 
Whereas, Pilgrim Nuclear Power Station has specifically been associated with increased 34 
leukemia incidence in the local community; Dr. Richard Clapp, former Massachusetts state 35 
cancer epidemiologist and professor emeritus of the Boston University School of Public Health, 36 
found a fourfold excess of leukemia cases among those who lived or worked near the Plymouth 37 
nuclear power plant, in a dose-response relationship; 6 and 38 
 



Resolution: 429  (A-24) 
Page 2 of 2 

 
 
Whereas, Dr. Clapp’s peer-reviewed case control study also showed increased infant mortality 1 
and thyroid cancer; 6 and  2 
 3 
Whereas, while more exposure is always worse, even low-dose exposures to radiation increase 4 
cancer risk, according to the National Academy of Sciences BEIR VII report3, especially among 5 
vulnerable populations such as pregnant women, infants in the womb, and young children; 6 
moreover, exposures to ionizing radiation in early life can cause lifelong damage and increase 7 
risk of cancer across the lifespan;7 infants, children, and pregnant women are therefore 8 
particularly vulnerable to any radiation emitted from the Pilgrim Nuclear Power Station; and 9 
Whereas, recent studies suggest that proximity to ionizing radiation sources is also associated 10 
with an increased risk of dementia; 8 and 11 
 12 
Whereas, radiation from nuclear power plants and the radioactive waste it generates pose 13 
disproportionate challenges to low income and minority communities; some of the highest levels 14 
of radiation found across the country from these energy sources exist in these communities;9 in 15 
Massachusetts, Superfund sites and hazardous waste are more likely to be located in close 16 
proximity to these populations; 10 and 17 
 18 
Whereas, there is cause for concern regarding potential future serious health sequelae among 19 
local communities due to radionuclide exposure from the decommissioning of the nuclear power 20 
plant in Plymouth; therefore be it 21 
 22 
RESOLVED, that our American Medical Association advocate for strict limitations of aerosol, 23 
soil, and/or water radionuclide releases in the decommissioning of US nuclear power plants in 24 
order to protect health, particularly that of local vulnerable populations. (Directive to Take 25 
Action) 26 
 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 5/7/2024 
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Resolution: 430  
(A-24) 

 
Introduced by: New England 
 
Subject: Supporting the Inclusion of Information about Lung Cancer Screening within 

Cigarette Packages 
 
Referred to: Reference Committee D 
 
 
Whereas, lung cancer is the leading cause of cancer-related death in Massachusetts, causing 1 
more deaths than prostate cancer, breast cancer, and colorectal cancer combined;1 and 2 
 3 
Whereas, nearly three-fourths of people who smoke in the United States come from lower 4 
socioeconomic statuses, with those below the poverty line twice as likely to smoke as those 5 
above it;2 and 6 
 7 
Whereas, lung cancer incidence and lung cancer mortality are elevated among veterans and 8 
Black Americans;3-6 and 9 
 10 
Whereas, individuals who are lesbian, gay, or bisexual use tobacco at higher rates than those 11 
who are straight, and those who are transgender use tobacco at higher rates than cisgender 12 
individuals;7 and 13 
 14 
Whereas, the tobacco industry spends nearly $1,000,000 per hour on retail advertising and 15 
price discounts, and the number of tobacco retailers per square mile is about five times higher in 16 
the lowest-income neighborhoods than in the highest-income neighborhoods;8 and 17 
 18 
Whereas, discriminatory marketing directed towards LBGTQ+ individuals has benefited the 19 
tobacco industry while leading to higher smoking rates among LBGTQ+ individuals;9 and 20 
 21 
Whereas, lung cancer screening has been shown to save lives in both large-scale randomized 22 
trials and real-world settings,10-12 but only 16.3 percent of individuals in Massachusetts who are 23 
eligible undergo lung cancer screening with low-dose computed tomography (CT) annually;13 24 
and 25 
 26 
Whereas, 84 percent of individuals who meet the lung cancer screening eligibility criteria are not 27 
aware of lung cancer screening through the low-dose CT scan;14 and 28 
 29 
Whereas, 56 percent of individuals meeting lung cancer screening eligibility criteria in 2017 30 
currently smoke and, therefore, frequently encounter health messaging 31 
displayed within cigarette packages;15 and  32 
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Whereas, placing information about lung cancer screening effectiveness and eligibility along 1 
with instructions on how to access screening could improve early detection through lung cancer 2 
screening in populations at highest risk for lung cancer; and 3 
Whereas, the combustible tobacco industry is expanding to include “non-combustible tobacco” 4 
nicotine delivery devices such as (but not limited to) vaping and cheek pouches (e.g., Zyn); and  5 
  6 
Whereas, use of some of these devices produces known carcinogens such as aerosolized 7 
heavy metals and hydrocarbons;16,17 and 8 
  9 
Whereas these devices have not been in use long enough to provide sufficient data on the 10 
incidence of cancer associated with their use; therefore be it  11 
 12 
RESOLVED, that our American Medical Association advocate for information about lung cancer 13 
screening to be included within all combustible tobacco product packaging (Directive to Take 14 
Action); and be it further 15 
 16 
RESOLVED, that our AMA will work with appropriate public health organizations and 17 
governmental agencies to monitor the impact of “non-combustible tobacco” nicotine delivery 18 
devices on cancer epidemiology and promote appropriate cancer screening should the 19 
suspected link be proven. (Directive to Take Action) 20 
 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 5/7/2024 
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RELEVANT AMA POLICY 
 
H-495.989 Tobacco Product Labeling 
Our AMA: (1) supports requiring more explicit and effective health warnings, such as graphic warning 
labels, regarding the use of tobacco (and alcohol) products (including but not limited to, cigarettes, 
smokeless tobacco, chewing tobacco, and hookah/water pipe tobacco, and ingredients of tobacco 
products sold in the United States); (2) encourages the Food and Drug Administration, as required under 
Federal law, to revise its rules to require color graphic warning labels on all cigarette packages depicting 
the negative health consequences of smoking; (3) supports legislation or regulations that require (a) 
tobacco companies to accurately label their products, including electronic nicotine delivery systems 
(ENDS), indicating nicotine content in easily understandable and meaningful terms that have plausible 
biological significance; (b) picture-based warning labels on tobacco products produced in, sold in, or 
exported from the United States; (c) an increase in the size of warning labels to include the statement that 
smoking is ADDICTIVE and may result in DEATH; and (d) all advertisements for cigarettes and each pack 
of cigarettes to carry a legible, boxed warning such as: "Warning: Cigarette Smoking causes CANCER 
OF THE MOUTH, LARYNX, AND LUNG, is a major cause of HEART DISEASE AND EMPHYSEMA, is 
ADDICTIVE, and may result in DEATH. Infants and children living with smokers have an increased risk of 
respiratory infections and cancer;" (4) urges the Congress to require that: (a) warning labels on cigarette 
packs should appear on the front and the back and occupy twenty-five percent of the total surface area 
on each side and be set out in black-and-white block; (b) in the case of cigarette advertisements, warning 
labels of cigarette packs should be moved to the top of the ad and should be enlarged to twenty-five 
percent of total ad space; and (c) warning labels following these specifications should be included on 
cigarette packs of U.S. companies being distributed for sale in foreign markets; and (5) supports requiring 
warning labels on all ENDS products, starting with the warning that nicotine is addictive.  CSA Rep. 3, A-
04 Modified: Res. 402, A-13 Modified: Res. 925, I-16 Modified: Res. 428, A-19 
 
 
 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 431  
(A-24) 

 
Introduced by: Massachusetts 
 
Subject: Combatting the Public Health Crisis of Gun Violence 
 
Referred to: Reference Committee D 
 
 
Whereas, gun violence remains a national crisis; and 1 
 2 
Whereas, gun violence is now the leading cause of death in US children and teens; and 3 
 4 
Whereas, effective means of addressing this scourge have been woefully lacking and data 5 
demonstrate that gun deaths among US children and teens increased 50% between 2019 and 6 
2021; and 7 
 8 
Whereas, gun violence is not a crisis of our second amendment but rather a crisis of public 9 
health; therefore be it 10 
 11 
RESOLVED, that our American Medical Association advocate for and strongly support 12 
legislation, regulation, and reform that seeks to address the public health crisis posed by gun 13 
violence. (Directive to Take Action) 14 
 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 5/7/2024 
 
REFERENCES  
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Retrieved from American Academy of Pediatrics: https://publications.aap.org/pediatrics/article/152/3/e2023061296/193711/Trends-
and-Disparities-in-Firearm-Deaths-Among?autologincheck=redirected  
 

RELEVANT AMA POLICY 
 
D-145.992  Further Action to Respond to the Gun Violence Public Health Crisis 
Our AMA will (a) make readily accessible on the AMA website the comprehensive summary of AMA 
policies, plans, current activities, and progress regarding the public health crisis of firearm violence; (b) 
establish a task force to focus on gun violence prevention including gun-involved suicide; (c) support and 
consider providing grants to evidence-based firearm violence interruption programs in communities, 
schools, hospitals, and clinics; (d) collaborate with interested state and specialty societies to increase 
engagement in litigation related to firearm safety; and (e) report annually to the House of Delegates on 
our AMA’s efforts relating to legislation, regulation, and litigation at the federal, state, and local levels to 
prevent gun violence.   BOT Rep. 2, I-22 
 
D-145.995  Gun Violence as a Public Health Crisis  
Our AMA: (1) will immediately make a public statement that gun violence represents a public health crisis 
which requires a comprehensive public health response and solution; and (2) will actively lobby Congress 
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to lift the gun violence research ban.  Res. 1011, A-16Reaffirmation: A-18Reaffirmation: I-18Reaffirmed: 
Res. 921, I-22 
 
H-145.997Firearms as a Public Health Problem in the United States - Injuries and Death 
1. Our AMA recognizes that uncontrolled ownership and use of firearms, especially handguns, is a 
serious threat to the public's health inasmuch as the weapons are one of the main causes of intentional 
and unintentional injuries and deaths. 
Therefore, the AMA: 
(A) encourages and endorses the development and presentation of safety education programs that will 
engender more responsible use and storage of firearms; 
(B) urges that government agencies, the CDC in particular, enlarge their efforts in the study of firearm-
related injuries and in the development of ways and means of reducing such injuries and deaths; 
(C) urges Congress to enact needed legislation to regulate more effectively the importation and interstate 
traffic of all handguns; 
(D) urges the Congress to support recent legislative efforts to ban the manufacture and importation of 
nonmetallic, not readily detectable weapons, which also resemble toy guns; (5) encourages the 
improvement or modification of firearms so as to make them as safe as humanly possible; 
(E) encourages nongovernmental organizations to develop and test new, less hazardous designs for 
firearms; 
(F) urges that a significant portion of any funds recovered from firearms manufacturers and dealers 
through legal proceedings be used for gun safety education and gun-violence prevention; and 
(G) strongly urges US legislators to fund further research into the epidemiology of risks related 
to gun violence on a national level. 
2. Our AMA will advocate for firearm safety features, including but not limited to mechanical or smart 
technology, to reduce accidental discharge of a firearm or misappropriation of the weapon by a non-
registered user; and support legislation and regulation to standardize the use of these firearm safety 
features on weapons sold for non-military and non-peace officer use within the U.S.; with the aim of 
establishing manufacturer liability for the absence of safety features on newly manufactured firearms. 
3. Our AMA will support research examining the major sources of illegally possessed firearms, as well as 
possible methods of decreasing their proliferation in the United States. 
4. Our AMA will work with key stakeholders including, but not limited to, firearm manufacturers, firearm 
advocacy groups, law enforcement agencies, public health agencies, firearm injury victims advocacy 
groups, healthcare providers, and state and federal government agencies to develop evidence-informed 
public health recommendations to mitigate the effects of violence committed with firearms. 
5. Our AMA will collaborate with key stakeholders and advocate for national public forums including, but 
not limited to, online venues, national radio, and televised/streamed in-person town halls, that bring 
together key stakeholders and members of the general public to focus on finding common ground, non-
partisan measures to mitigate the effects of firearms in our firearm injury public health crisis.  CSA Rep. A, 
I-87Reaffirmed: BOT Rep. I-93-50 Appended: Res. 403, I-99 Reaffirmation A-07 Reaffirmation A-13 
Appended: Res. 921, I-13 Reaffirmed: CSAPH Rep. 04, A-18 Reaffirmation: A-18 Reaffirmation: I-18 
Appended: Res. 405, A-19 Appended: Res. 907, I-22 Reaffirmed: Res. 921, I-22 Reaffirmation: A-23 
  
D-440.912 AMA Public Health Strategy 
1. Our AMA will distribute evidence-based information on the relationship between climate change and 
human health through existing platforms and communications channels, identify advocacy and leadership 
opportunities to elevate the voices of physicians on the public health crisis of climate change, 
and centralize our AMA's efforts towards environmental justice and an equitable transition to a net-zero 
carbon society by 2050. 
 
2. Our AMA Board of Trustees will provide an update on loss of coverage and uninsurance rates following 
the return to regular Medicaid redeterminations and the end of the COVID-19 Public Health Emergency, 
the ensuing financial and administrative challenges experienced by physicians, physician 
practices, hospitals, and the healthcare system; and a report of actions taken by the AMA and 
recommendation for further action to address these issues at I-2023. 
 
3. Our AMA Board of Trustees will provide a strategic plan or outline for the AMA's plan to address and 
combat the health effects of climate change at I-2023. 

https://policysearch.ama-assn.org/policyfinder/councilreportList?citation=%20%20Reaffirmed:%20CSAPH%20Rep.%2004,%20A-18
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4. Our AMA Board of Trustees will provide an update on the efforts and initiatives of the 
AMA's gun violence task force at I-2023. 
5. Our AMA will continue to support increased funding for public health infrastructure and workforce, 
which should include funding for preventative medicine related residency programs, to increase public 
health leadership in this country.   BOT Rep. 17, A-23 Modified: BOT Rep. 05, I-23 
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Resolution:432  
(A-24) 

 
Introduced by: American College of Preventive Medicine 
 
Subject: Resolution to Decrease Lead Exposure in Urban Areas 
 
Referred to: Reference Committee D 
 
 
Whereas, lead is a toxic metal that can cause serious health problems, especially in children 1 
and pregnant women1,2,3; and 2 
 3 
Whereas, the American Medical Association (AMA) supports efforts and advocacy to reduce 4 
lead exposures4; and  5 
 6 
Whereas, the Safe Drinking Water Act (amended 2020) prohibits the use of pipes, solder or flux 7 
that were not “lead free” in the installation or repair of any public water system or any plumbing 8 
in a residential or nonresidential facility providing water for human consumption5; and 9 
 10 
Whereas, the AMA recognizes the importance of preventive health measures and the role of 11 
environmental factors in public health6; therefore be it 12 
 13 
RESOLVED, that our American Medical Association reaffirm the following policy H-135.928, 14 
“Safe Drinking Water” in support of EPA’s Lead and Copper Rule and evidence-based research 15 
demonstrating there is no safe level of lead for humans and therefore warrants immediate 16 
Federal, State, and municipal action (Reaffirm HOD Policy); and be it further 17 
 18 
RESOLVED, that our AMA advocates for accessible testing of domestic water supplies, 19 
prioritizing testing for lead in potable water used by pregnant women, newborns and young 20 
children, with the provision of accessible water filters in homes found to have elevated lead 21 
levels in potable water (Directive to Take Action); and be it further 22 
 23 
RESOLVED, that our AMA supports increased funding for lead pipe replacement and other 24 
steps to eliminate lead from public and private drinking water supplies (New HOD Policy); and 25 
be it further 26 
 27 
RESOLVED, that our AMA promotes community awareness and education campaigns on the 28 
causes and risks of lead and drinking water and steps that can be taken to eliminate these risks 29 
(Directive to Take Action); and be it further 30 
 31 
RESOLVED, that our AMA supports the development and use of searchable registries of 32 
housing units known to have unresolved lead in the drinking water due to lead connectors to 33 
water mains or other sources of lead in the drinking water in cities with significant public lead 34 
exposure (Directive to Take Action); and be it further  35 
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RESOLVED, that our AMA urges healthcare providers to increase screening for lead exposure, 1 
particularly in areas known to have lead pipes, and particularly in underserved areas (Directive 2 
to Take Action); and be it further 3 
 4 
RESOLVED, that our AMA calls for research into innovative and cost-effective methods for 5 
elimination of lead in public and private water supplies and lead from lead pipe connectors to 6 
such water supplies (Directive to Take Action). 7 
 
Fiscal Note: Moderate - between $5,000 - $10,000 
 
Received: 5/8/2024 
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RELEVANT AMA POLICY 
 
Environmental Health and Safety in Schools H-135.918 
Our AMA: (1) supports the adoption of standards in schools that limit harmful substances from school 
facility environments, ensure safe drinking water, and indoor air quality, and promote childhood 
environmental health and safety in an equitable manner; (2) encourages the establishment of a system of 
governmental oversight, charged with ensuring the regular inspection of schools and identifying 
shortcomings that might, if left untreated, negatively impact the health of those learning and working in 
school buildings; (3) supports policies that increase funding for such remediations to take place, 
especially in vulnerable, resource-limited neighborhoods; and (4) supports continued data collection and 
reporting on the negative health effects of substandard conditions in schools. [BOT Rep. 29, A-19] 
 
Safe Drinking Water H-135.928 
Our AMA supports updates to the U.S. Environmental Protection Agency’s Lead and Copper Rule as well 
as other state and federal laws to eliminate exposure to lead through drinking water by: (1) Removing, in 
a timely manner, lead service lines and other leaded plumbing materials that come into contact with 
drinking water; (2) Requiring public water systems to establish a mechanism for consumers to access 
information on lead service line locations; (3) Informing consumers about the health-risks of partial lead 
service line replacement; (4) Requiring the inclusion of schools, licensed daycare, and health care 
settings among the sites routinely tested by municipal water quality assurance systems; (5) Creating and 
implementing standardized protocols and regulations pertaining to water quality testing, reporting and 
remediation to ensure the safety of water in schools and child care centers; (6) Improving public access to 
testing data on water lead levels by requiring testing results from public water systems to be posted on a 
publicly available website in a reasonable timeframe thereby allowing consumers to take precautions to 
protect their health; (7) Establishing more robust and frequent public education efforts and outreach to 
consumers that have lead service lines, including vulnerable populations; (8) Requiring public water 

https://www.govinfo.gov/content/pkg/FR-2021-01-15/pdf/2020-28691.pdf
https://policysearch.ama-assn.org/policyfinder/detail/lead?uri=%2FAMADoc%2FHOD.xml-0-5018.xml
https://www.federalregister.gov/documents/2020/09/01/2020-16869/use-of-lead-free-pipes-fittings-fixtures-solder-and-flux-for-drinking-water
https://www.federalregister.gov/documents/2020/09/01/2020-16869/use-of-lead-free-pipes-fittings-fixtures-solder-and-flux-for-drinking-water
https://www.ama-assn.org/topics/environmental-issues
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systems to notify public health agencies and health care providers when local water samples test above 
the action level for lead; (9) Seeking to shorten and streamline the compliance deadline requirements in 
the Safe Drinking Water Act; and (10) Actively pursuing changes to the federal lead and copper rules 
consistent with this policy. [Res. 409, A-16; Modified: Res. 422, A-18; Reaffirmed: BOT Rep. 29, A-19] 
 
Reducing Lead Poisoning H-60.924 
1. Our AMA: (a) supports regulations and policies designed to protect young children from exposure to 
lead; (b) urges the Centers for Disease Control and Prevention to give priority to examining the current 
weight of scientific evidence regarding the range of adverse health effects associated with blood lead 
concentrations below the current "level of concern" in order to provide appropriate guidance for 
physicians and public health policy, and encourage the identification of exposure pathways for children 
who have low blood lead concentrations, as well as effective and innovative strategies to reduce overall 
childhood lead exposure; (c) encourages physicians and public health departments to screen children 
based on current recommendations and guidelines and to report all children with elevated blood levels to 
the appropriate health department in their state or community in order to fully assess the burden of lead 
exposure in children. In some cases this will be done by the physician, and in other communities by the 
laboratories; (d) promotes community awareness of the hazard of lead-based paints; and (e) urges paint 
removal product manufacturers to print precautions about the removal of lead paint to be included with 
their products where and when sold.  
2. Our AMA will call on the United States government to establish national goals to: (a) ensure that no 
child has a blood lead level >5 µg/dL (>50 ppb) by 2021, and (b) eliminate lead exposures to pregnant 
women and children, so that by 2030, no child would have a blood lead level >1 µg/dL (10 ppb).  
3. Our AMA will call on the United States government in all its agencies to pursue the following strategies 
to achieve these goals: (a) adopt health-based standards and action levels for lead that rely on the most 
up-to-date scientific knowledge to prevent and reduce human exposure to lead, and assure prompt 
implementation of the strongest available measures to protect pregnant women and children from lead 
toxicity and neurodevelopmental impairment; (b) identify and remediate current and potential new sources 
of lead exposure (in dust, air, soil, water and consumer products) to protect children before they are 
exposed; (c) continue targeted screening of children to identify those who already have elevated blood 
lead levels for case management, as well as educational and other services; (d) eliminate new sources of 
lead introduced or released into the environment, which may entail banning or phasing out all remaining 
uses of lead in products (aviation gas, cosmetics, wheel weights, industrial paints, batteries, lubricants, 
and other sources), and the export of products containing lead, and setting more protective limits on 
emissions from battery recyclers and other sources of lead emissions; (e) provide a dedicated funding 
stream to enhance the resources available to identify and eliminate sources of lead exposure, and 
provide educational, social and clinical services to mitigate the harms of lead toxicity, particularly to 
protect and improve the lives of children in communities that are disproportionately exposed to lead; and 
(f) establish an independent expert advisory committee to develop a long-term national strategy, including 
recommendations for funding and implementation, to achieve the national goal of eliminating lead toxicity 
in pregnant women and children, defined as blood lead levels above 1 µg/dL (10 ppb).  
4. Our AMA supports requiring an environmental assessment of dwellings, residential buildings, or child 
care facilities following the notification that a child occupant or frequent inhabitant has a confirmed 
elevated blood lead level, to determine the potential source of lead poisoning, including testing the water 
supply. [CCB/CLRPD Rep. 3, A-14; Appended: Res. 926, I-16; Appended: Res. 412, A-17] 
 
Lead Contamination in Municipal Water Systems as Exemplified by Flint, Michigan H-60.918 
1. Our AMA will advocate for biologic (including hematological) and neurodevelopmental monitoring at 
established intervals for children exposed to lead contaminated water with resulting elevated blood lead 
levels (EBLL) so that they do not suffer delay in diagnosis of adverse consequences of their lead 
exposure.  
2. Our AMA will urge existing federal and state-funded programs to evaluate at-risk children to expand 
services to provide automatic entry into early-intervention screening programs to assist in the 
neurodevelopmental monitoring of exposed children with EBLL.  
3. Our AMA will advocate for appropriate nutritional support for all people exposed to lead contaminated 
water with resulting elevated blood lead levels, but especially exposed pregnant women, lactating 
mothers and exposed children. Support should include Vitamin C, green leafy vegetables and other 
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calcium resources so that their bodies will not be forced to substitute lead for missing calcium as the 
children grow.  
4. Our AMA promotes screening, diagnosis and acceptable treatment of lead exposure and iron 
deficiency in all people exposed to lead contaminated water. [Res. 428, A-16] 
 
Universal Access for Essential Public Health Services D-440.924 
Our AMA: (1) supports equitable access to the 10 Essential Public Health Services and the Foundational 
Public Health Services to protect and promote the health of all people in all communities; (2) encourages 
state, local, tribal, and territorial public health departments to pursue accreditation through the Public 
Health Accreditation Board (PHAB); (3) will work with appropriate stakeholders to develop a 
comprehensive list of minimum necessary programs and services to protect the public health of citizens in 
all state and local jurisdictions and ensure adequate provisions of public health, including, but not limited 
to clean water, functional sewage systems, access to vaccines, and other public health standards; and (4) 
will work with the National Association of City and County Health Officials (NACCHO), the Association of 
State and Territorial Health Officials (ASTHO), the Big Cities Health Coalition, the Centers for Disease 
Control and Prevention (CDC), and other related entities that are working to assess and assure 
appropriate funding levels, service capacity, and adequate infrastructure of the nation’s public health 
system, including for rural jurisdictions. [Res. 419, A-19; Modified: CSAPH Rep. 2, A-22] 
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Introduced by: Minority Affairs Section 
 
Subject: Improving Healthcare of Rural Minority Populations 
 
Referred to: Reference Committee D 
 
 
Whereas, our American Medical Association recognizes that the health of rural communities 1 
and their access to care are pressing concerns to our membership; and 2 
 3 
Whereas, our AMA also recognizes that the health of minority communities and their access to 4 
care are pressing concerns to our membership; and 5 
 6 
Whereas, rural minorities are a unique population that are challenged by both minority and rural 7 
concerns; and 8 
 9 
Whereas, the U.S. Census Bureau reported that 97% of our country’s total landmass is 10 
considered rural with a total population of nearly 60 million people;1 and 11 
 12 
Whereas, the most recent census reported a significant increase in rural minorities, which now 13 
account for 24% of all rural Americans;2 and 14 
 15 
Whereas, Black, Hispanic/Latino and American Indian & Alaska Native each comprise a 16 
significant number of rural Americans;2 and 17 
 18 
Whereas, rural minorities have some of the lowest levels of income, educational attainment, and 19 
life expectancy of all Americans;3 and 20 
 21 
Whereas, the unique challenges of treating rural patients has led to a higher disease burden 22 
and worse overall patient outcomes;3 and  23 
 24 
Whereas, rural health providers currently experience profound physician vacancy rates and 25 
staffing issues, particularly for agencies like the Indian Health Service;4 and 26 
 27 
Whereas, Native Americans who live on tribal reservations carry the lowest life expectancy of 28 
any racial group in the country and face unique challenges as a predominantly rural population;5 29 
and 30 
 31 
Whereas, our AMA membership has few rural minorities, which has potentially played a role in 32 
this population not being adequately represented in our organization; and 33 
 34 
Whereas, our AMA could benefit greatly from learning more about rural minorities, their health 35 
care challenges, their perspectives, and their resourcefulness; therefore be it    36 
 37 
RESOLVED, that our American Medical Association encourage health promotion, access to 38 
care, and disease prevention through educational efforts and publications specifically tailored to 39 
rural minorities (Directive to Take Action); and be it further 40 
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RESOLVED, that our AMA encourage federal, state and local governments of the unique health 1 
and health-related needs of rural minorities in an effort to improve their quality of life (New HOD 2 
Policy); and be it further 3 
 4 
RESOLVED, that our AMA encourage the collection of vital statistics and other relevant 5 
demographic data of rural minorities (New HOD Policy); and be it further 6 
 7 
RESOLVED, that our AMA encourage organizations of the importance of rural minority health 8 
(New HOD Policy); and be it further 9 
 10 
RESOLVED, that our AMA research and study health issues unique to rural minorities, such as 11 
access to care difficulties (Directive to Take Action); and be it further 12 
 13 
RESOLVED, that our AMA channel existing policy for telehealth to support rural minority 14 
communities (Directive to Take Action); and be it further 15 
 16 
RESOLVED, that our AMA will encourage our Center for Health Equity to support rural minority 17 
health through programming, equity initiatives, and other representation efforts. (New HOD 18 
Policy)19 

20 
Fiscal Note: To Be Determined 
 
Received: 5/8/2024 
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RELEVANT AMA POLICY 
 
Improving Rural Health H-465.994 
1. Our AMA (a) supports continued and intensified efforts to develop and implement proposals for 
improving rural health care and public health, (b) urges physicians practicing in rural areas to be actively 
involved in these efforts, and (c) advocates widely publicizing AMA's policies and proposals for improving 
rural health care and public health to the profession, other concerned groups, and the public. 
 
2. Our AMA will work with other entities and organizations interested in public health to: 

● Encourage more research to identify the unique needs and models for delivering public health 
and health care services in rural communities.  

● Identify and disseminate concrete examples of administrative leadership and funding structures 
that support and optimize local, community-based rural public health. 

● Develop an actionable advocacy plan to positively impact local, community-based rural public 
health including but not limited to the development of rural public health networks, training of 
current and future rural physicians and public health professionals in core public health 
techniques and novel funding mechanisms to support public health initiatives that are led and 
managed by local public health authorities.  

● Advocate for adequate and sustained funding for public health staffing and programs.  

https://www.census.gov/library/stories/2017/08/rural-america.html
https://www.brookings.edu/articles/mapping-rural-americas-diversity-and-demographic-change/
https://www.ers.usda.gov/webdocs/publications/108702/eib-265.pdf?v=4077.9
https://www.ers.usda.gov/webdocs/publications/108702/eib-265.pdf?v=4077.9
https://www.gao.gov/assets/gao-18-580.pdf
https://www.cdc.gov/nchs/data/nvsr/nvsr72/nvsr72-12.pdf
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[Sub. Res. 72, I-88; Reaffirmed: Sunset Report, I-98; Reaffirmed: CLRPD Rep. 1, A-08; Reaffirmed: 
CEJA Rep. 06, A-18; Appended: Res. 433, A-19; Modified: CSAPH Rep. 2, A-22; Reaffirmed: CMS Rep. 
09, A-23; Reaffirmed: Res. 724, A-23] 
 
Improving Health Care of American Indians H-350.976 
Our AMA recommends that: (1) All individuals, special interest groups, and levels of government 
recognize the American Indian people as full citizens of the U.S., entitled to the same equal rights and 
privileges as other U.S. citizens. 
(2) The federal government provide sufficient funds to support needed health services for American 
Indians. 
(3) State and local governments give special attention to the health and health-related needs of 
nonreservation American Indians in an effort to improve their quality of life. 
(4) American Indian religions and cultural beliefs be recognized and respected by those responsible for 
planning and providing services in Indian health programs. 
(5) Our AMA recognize the "medicine man" as an integral and culturally necessary individual in delivering 
health care to American Indians. 
(6) Strong emphasis be given to mental health programs for American Indians in an effort to reduce the 
high incidence of alcoholism, homicide, suicide, and accidents. 
(7) A team approach drawing from traditional health providers supplemented by psychiatric social 
workers, health aides, visiting nurses, and health educators be utilized in solving these problems. 
(8) Our AMA continue its liaison with the Indian Health Service and the National Indian Health Board and 
establish a liaison with the Association of American Indian Physicians. 
(9) State and county medical associations establish liaisons with intertribal health councils in those states 
where American Indians reside. 
(10) Our AMA supports and encourages further development and use of innovative delivery systems and 
staffing configurations to meet American Indian health needs but opposes overemphasis on research for 
the sake of research, particularly if needed federal funds are diverted from direct services for American 
Indians. 
(11) Our AMA strongly supports those bills before Congressional committees that aim to improve the 
health of and health-related services provided to American Indians and further recommends that 
members of appropriate AMA councils and committees provide testimony in favor of effective legislation 
and proposed regulations. [CLRPD Rep. 3, I-98; Reaffirmed: Res. 221, A-07; Reaffirmation A-12; 
Reaffirmed: Res. 233, A-13; Reaffirmed: BOT Rep. 09, A-23] 
 
Improving Healthcare of Hispanic Populations in the United States H-350.975 
It is the policy of our AMA to: (1) Encourage health promotion and disease prevention through educational 
efforts and health publications specifically tailored to the Hispanic community. 
(2) Promote the development of substance abuse treatment centers and HIV/AIDS education and 
prevention programs that reach out to the Hispanic community. 
(3) Encourage the standardized collection of consistent vital statistics on Hispanics by appropriate state 
and federal agencies. 
(4) Urge federal and local governments, as well as private institutions, to consider including Hispanic 
representation on their health policy development organization. 
(5) Support organizations concerned with Hispanic health through research and public acknowledgment 
of the importance of national efforts to decrease the disproportionately high rates of mortality and 
morbidity among Hispanics. 
(6) Promote research into effectiveness of Hispanic health education methods. 
(7) Continue to study the health issues unique to Hispanics, including the health problems associated with 
the United States/Mexican border. [CLRPD Rep. 3, I-98; Reaffirmed: CLRPD Rep. 1, A-08; Reaffirmed: 
CEJA Rep. 01, A-20] 
 
Improving Healthcare of Black and Minority Populations H-350.972 
Our AMA supports: 
(1) A greater emphasis on minority access to health care and increased health promotion and disease 
prevention activities designed to reduce the occurrence of illnesses that are highly prevalent among 
disadvantaged minorities. 
(2) Authorization for the Office of Minority Health to coordinate federal efforts to better understand and 
reduce the incidence of illness among U.S. minority Americans as recommended in the 1985 Report to 



Resolution:433 (A-24) 
Page 4 of 5 

 
 
the Secretary's Task Force on Black and Minority Health. 
(3) Advising our AMA representatives to the LCME to request data collection on medical school curricula 
concerning the health needs of minorities. 
(4) The promotion of health education through schools and community organizations aimed at teaching 
skills of health care system access, health promotion, disease prevention, and early diagnosis. [CLRPD 
Rep. 3, I-98; Reaffirmation A-01; Modified: CSAPH Rep. 1, A-11; Reaffirmed: CEJA Rep. 1, A-21] 
 
Educational Strategies for Meeting Rural Health Physician Shortage H-465.988 
1. In light of the data available from the current literature as well as ongoing studies being conducted by 
staff, the AMA recommends that: 
A. Our AMA encourage medical schools and residency programs to develop educationally sound rural 
clinical preceptorships and rotations consistent with educational and training requirements, and to provide 
early and continuing exposure to those programs for medical students and residents. 
B. Our AMA encourage medical schools to develop educationally sound primary care residencies in 
smaller communities with the goal of educating and recruiting more rural physicians. 
C. Our AMA encourage state and county medical societies to support state legislative efforts toward 
developing scholarship and loan programs for future rural physicians. 
D. Our AMA encourage state and county medical societies and local medical schools to develop outreach 
and recruitment programs in rural counties to attract promising high school and college students to 
medicine and the other health professions. 
E. Our AMA urge continued federal and state legislative support for funding of Area Health Education 
Centers (AHECs) for rural and other underserved areas. 
F. Our AMA continue to support full appropriation for the National Health Service Corps Scholarship 
Program, with the proviso that medical schools serving states with large rural underserved populations 
have a priority and significant voice in the selection of recipients for those scholarships. 
G. Our AMA support full funding of the new federal National Health Service Corps loan repayment 
program. 
H. Our AMA encourage continued legislative support of the research studies being conducted by the 
Rural Health Research Centers funded by the National Office of Rural Health in the Department of Health 
and Human Services. 
I. Our AMA continue its research investigation into the impact of educational programs on the supply of 
rural physicians. 
J. Our AMA continue to conduct research and monitor other progress in development of educational 
strategies for alleviating rural physician shortages. 
K. Our AMA reaffirm its support for legislation making interest payments on student debt tax deductible. 
L. Our AMA encourage state and county medical societies to develop programs to enhance work 
opportunities and social support systems for spouses of rural practitioners. 
2. Our AMA will work with state and specialty societies, medical schools, teaching hospitals, the 
Accreditation Council for Graduate Medical Education (ACGME), the Centers for Medicare and Medicaid 
Services (CMS) and other interested stakeholders to identify, encourage and incentivize qualified rural 
physicians to serve as preceptors and volunteer faculty for rural rotations in residency. 
3. Our AMA will: (a) work with interested stakeholders to identify strategies to increase residency training 
opportunities in rural areas with a report back to the House of Delegates; and (b) work with interested 
stakeholders to formulate an actionable plan of advocacy with the goal of increasing residency training in 
rural areas. 
4. Our AMA will encourage ACGME review committees to consider adding exposure to rural medicine as 
appropriate, to encourage the development of rural program tracks in training programs and increase 
physician awareness of the conditions that pose challenges and lack of resources in rural areas. 
5. Our AMA will encourage adding educational webinars, workshops and other didactics via remote 
learning formats to enhance the educational needs of smaller training programs. 
[CME Rep. C, I-90; Reaffirmation A-00Reaffirmation A-01; Reaffirmation I-01; Reaffirmed: CME Rep. 1, I-
08; Reaffirmed: CEJA Rep. 06, A-18; Appended: Res. 956, I-18; Appended: Res. 318, A-19; Modified: 
CME Rep. 3, I-21; Reaffirmation: I-22; Reaffirmed: BOT Rep. 11, A-23] 
 
Access to Physician Services in Rural Health Clinics H-465.984 
Our AMA strongly encourages CMS and appropriate state departments of health to review the Rural 
Health Clinic Program eligibility and certification requirements to ensure that independent (e.g., physician) 
and provider-based (e.g., hospital) facilities are certified as Rural Health Clinics only in those areas that 
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truly do not have appropriate access to physician services. [Sub. Res. 717, I-91; Reaffirmed: Sunset 
Report, I-01; Reaffirmed: CMS Rep. 7, A-11; Reaffirmed: CMS Rep. 1, A-21] 
 
Rural Health Physician Workforce Disparities D-465.997 
Our AMA will monitor the status and outcomes of the 2020 Census to assess the impact 
of physician supply and patient demand in rural communities. [CME Rep. 3, I-21] 
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Policy G-600.110, “Sunset Mechanism for AMA Policy,” calls for the decennial review of 1 
American Medical Association (AMA) policies to ensure that our AMA’s policy database is 2 
current, coherent, and relevant. This policy reads as follows, laying out the parameters for review 3 
and specifying the needed procedures: 4 
 5 
1. As the House of Delegates adopts policies, a maximum ten-year time horizon shall exist. A 6 
policy will typically sunset after ten years unless action is taken by the House of Delegates to retain 7 
it. Any action of our AMA House that reaffirms or amends an existing policy position shall reset 8 
the sunset “clock,” making the reaffirmed or amended policy viable for another 10 years. 9 
 10 
2. In the implementation and ongoing operation of our AMA policy sunset mechanism, the 11 
following procedures shall be followed: (a) Each year, the Speakers shall provide a list of policies 12 
that are subject to review under the policy sunset mechanism; (b) Such policies shall be assigned to 13 
the appropriate AMA councils for review; (c) Each AMA council that has been asked to review 14 
policies shall develop and submit a report to the House of Delegates identifying policies that are 15 
scheduled to sunset; (d) For each policy under review, the reviewing council can recommend one 16 
of the following actions: (i) retain the policy; (ii) sunset the policy; (iii) retain part of the policy; or 17 
(iv) reconcile the policy with more recent and like policy; (e) For each recommendation that it 18 
makes to retain a policy in any fashion, the reviewing council shall provide a succinct, but cogent 19 
justification (f) The Speakers shall determine the best way for the House of Delegates to handle the 20 
sunset reports. 21 
 22 
3. Nothing in this policy shall prohibit a report to the HOD or resolution to sunset a policy earlier 23 
than its 10-year horizon if it is no longer relevant, has been superseded by a more current policy, or 24 
has been accomplished. 25 
 26 
4. The AMA councils and the House of Delegates should conform to the following guidelines for 27 
sunset: (a) when a policy is no longer relevant or necessary; (b) when a policy or directive has been 28 
accomplished; or (c) when the policy or directive is part of an established AMA practice that is 29 
transparent to the House and codified elsewhere such as the AMA Bylaws or the AMA House of 30 
Delegates Reference Manual: Procedures, Policies and Practices. 31 
 32 
5. The most recent policy shall be deemed to supersede contradictory past AMA policies. 33 
 34 
6. Sunset policies will be retained in the AMA historical archives.  35 
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RECOMMENDATION 1 
 2 
The Council on Science and Public Health recommends that the House of Delegates policies listed 3 
in the appendix to this report be acted upon in the manner indicated and the remainder of this report 4 
be filed. (Directive to Take Action) 5 
 
Fiscal Note: $1,000. 
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APPENDIX: RECOMMENDED ACTIONS   
 

Policy 
Number 

Title Text Recommendation 

D-
120.946 

Modification to 
the USP Chapter 
797 Guidelines 
as Currently 
Written 

1. Our AMA will inform physicians on the far-
reaching effects of the immediate-use exception to 
practice and patient safety. 
2. Our AMA will encourage and facilitate as a 
convener for all state, medical school, and specialty 
organization delegates to the United States 
Pharmacopeial Convention to protest the 
"immediate-use" exception to the USP Chapter 797 
guidelines as currently written, including the "one-
hour-rule," and seek reasonable accommodation 
and modification of Chapter 797 guidelines with 
interested stakeholders. 
3. Our AMA will encourage and facilitate as a 
convener for all state, medical school, and specialty 
organization delegates to the United States 
Pharmacopeial Convention to protest the USP 
Chapter 797 guidelines as currently written, 
including the prohibition to enter a container no 
more than twice, and seek reasonable 
accommodation and modification of Chapter 797 
guidelines with interested stakeholders. 
4. Our AMA will urge The Joint Commission and 
other deeming organizations to suspend the 
enforcement of the "immediate-use" exception to 
USP Chapter 797 as currently written, including 
the "one-hour-rule" until the reconvening of the 
USP in June 2015. 
5. Our AMA will urge the USP to employ 
evidence-based methods to survey current medical 
practice as it relates to USP Chapter 797 
guidelines.  
(Res. 520, A-14) 

Rescind, completed. AMA’s stance on 
USP Chapter 797 policy can be found 
in Policy H-120.930, “USP 
Compounding Rules.”  

D-
125.987 

Biosimilar 
Product Naming 
and Labeling 

Our AMA urges the FDA to finalize Guidance on 
the naming and labeling conventions to be used for 
biosimilar products, including those that are 
deemed interchangeable. Any change in current 
nomenclature rules or standards should be 
informed by a better and more complete 
understanding of how such changes, including 
requiring a unique identifier for biologic USANs 
would impact prescriber attitudes and patient 
access, and affect post marketing surveillance. 
Actions that solely enhance product identification 
during surveillance but act as barriers to clinical 
uptake are counterproductive. However, because of 
unique product attributes, a relatively simple way 
to identify and track which biosimilar products 
have been dispensed to individual patients must be 
established. If unique identifiers for biosimilar 
USANs are required to support pharmacovigilance, 
they should be simple and the resulting names 

Retain, still relevant. 
 
Note: May be modified by CSAPH5-
A-24, “Biosimilar/Interchangeable 
Terminology 
 
 
 

https://policysearch.ama-assn.org/policyfinder/detail/D%20120.946?uri=%2FAMADoc%2Fdirectives.xml-0-72.xml
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should reinforce similarities by using the same root 
name following standards for nonproprietary 
names established by the USAN Council. (CSAPH 
Rep. 4, A-14) 

D-
125.989 

Substitution of 
Biosimilar 
Medicines and 
Related Medical 
Products 

Our AMA urges that State Pharmacy Practice Acts 
and substitution practices for biosimilars in the 
outpatient arena: (1) preserve physician autonomy 
to designate which biologic or biosimilar product is 
dispensed to their patients; (2) allow substitution 
when physicians expressly authorize substitution of 
a biologic or biosimilar  an interchangeable 
product; (3) limit the authority of pharmacists to 
automatically substitute only those biosimilar 
products that are deemed interchangeable by the 
FDA in the absence of express physician 
authorization to the contrary, allow substitution of 
the biologic or biosimilar product when (a) the 
biologic product is highly similar to the reference 
product, notwithstanding minor differences in 
clinically inactive components; and (b) there are no 
data indicating clinically meaningful differences 
between the biological product and the reference 
product in terms of the safety, purity, and potency 
of the product. 
(Res. 918, I-08; Modified: CSAPH Rep. 1, I-11; 
Modified: CSAPH Rep. 4, A-14) 

Retain as amended. 
 
Amendments noted here are consistent 
with those currently proposed in 
CSAPH 5-A-24, 
“Biosimilar/Interchangeable 
Terminology” 

D-
135.973 

Safer Chemical 
Policies 

Our AMA will review the recommendations of the 
National Academies of Sciences, Engineering, and 
Medicine with respect to chemical policy reform. 
(Res. 415, A-14) 

Retain as amended to update 
terminology. 

D-
135.985 

Air Pollution and 
Public Health 

Our AMA: (1) promotes education among its 
members and the general public and will support 
efforts that lead to significant reduction in fuel 
emissions in all states; and (2) will declare the need 
for authorities in all states to expeditiously adopt, 
and implement effective air pollution control 
strategies to reduce emissions, and this position 
will be disseminated to state and specialty 
societies. 
(Res. 408, A-08; Reaffirmation A-14) 

Retain; still relevant. 

D-
135.992 

Mercury 
Pollution 

Our AMA:  
(1) recognizes that the trading of air pollutants is 
potentially harmful for vulnerable populations, and 
that the Clean Air Mercury Rule is inconsistent 
with our AMA's health-protective approach to air 
pollution; 
(2) encourages state governments to be proactive in 
protecting citizens from harmful mercury 
emissions;  
(3) encourages reduction in mercury use in 
manufacturing wherever possible, and recognize 
that more must be done using available and 
emerging technology to reduce mercury emissions;  
(4) recommends increased vigilance, monitoring 
and tracking of mercury use and emissions in 

Retain as amended. Mercury air 
pollution is regulated under the 
Mercury & Air Toxics Standards, 
which was passed in 2012. The Clean 
Air Mercury Rule is no longer 
relevant. 
  

https://policysearch.ama-assn.org/policyfinder/detail/D%20125.989?uri=%2FAMADoc%2Fdirectives.xml-0-128.xml
https://policysearch.ama-assn.org/policyfinder/detail/D%20125.989?uri=%2FAMADoc%2Fdirectives.xml-0-128.xml
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chlor-alkali facilities that use mercury in 
manufacturing processes;  
(5) encourages the US government to assume a 
leadership role in reducing the global mercury 
burden and work toward promoting binding, 
health-protective international standards; 
(6) supports the Environmental Protection 
Agency's national mercury emissions standards for 
cement kilns at limits based on the latest pollution 
control technology; and  
(7) supports modern and strict source monitoring of 
mercury emissions from cement plants. 
(CSAPH Rep. 1, I-06; Appended: Res. 501, A-11; 
Reaffirmation A-14) 

D-
150.973 

Powdered 
Caffeine and 
Easy 
Unintentional 
Overdose 

Our AMA will: (1) seek supports regulation or 
legislation to banning the sale of powdered caffeine 
to minors; and (2) issue a statement condemning 
the sale of powdered caffeine in packaging so 
concentrated, so difficult to measure, and in 
sufficient quantity that misuse and overdose is too 
common. 
(Res. 217, I-14) 

Retain as amended to remove the 
portion of the directive that has been 
accomplished; convert to H-policy. 
 
 

D-
150.983 

Food Stamp 
Incentive 
Program 

Our AMA supports legislation to provide a 
meaningful increase in the value of SNAP food 
stamps when used to purchase fruits and 
vegetables. 
(Res. 405, A-07; Reaffirmation A-13; 
Reaffirmation A-14) 

Retain as amended to update 
terminology. 

D-
190.972 

Physician Credit 
Card Payments 
by Health 
Insurance 
Companies 

Our AMA will consider legislation on behalf of 
physicians that any credit card transaction/bank 
fees are paid by the insurer and not the health care 
provider. 
(Res. 225, I-14) 

Retain; still relevant. 

D-
20.993 

Promotion of 
Rapid HIV Test 

Our AMA will work with any and all local and 
state medical societies, and other interested US and 
international organizations, to increase access to 
and utilization of Food and Drug Administration-
approved rapid HIV testing in accordance with the 
quality assurance guidelines for rapid HIV testing 
developed by the Centers for Disease Control and 
Prevention. Additionally, pre- and post-test 
counseling should be performed in accordance with 
guidelines established by the CDC. 
(Res. 511, A-05; Modified: CCB/CLRPD Rep. 2, 
A-14) 

Retain; still relevant. 

D-
440.943 

Obstructive 
Sleep Apnea 

Our AMA: (1) recognizes Obstructive Sleep Apnea 
(OSA) as a major public health issue; (2) 
encourages a national public education campaign 
by appropriate federal agencies and relevant 
advocacy groups; (3) encourage research into the 
association of OSA with metabolic, cardiovascular, 
respiratory, and other diseases; and (4) encourages 
that all physicians become knowledgeable about 
the diagnosis and management of OSA. 
(Res. 521, A-09; Reaffirmed: Res. 107, A-14) 

Retain; convert to H-policy. 

https://policysearch.ama-assn.org/policyfinder/detail/D%20150.973?uri=%2FAMADoc%2Fdirectives.xml-0-255.xml
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https://policysearch.ama-assn.org/policyfinder/detail/D%20190.972?uri=%2FAMADoc%2Fdirectives.xml-0-453.xml
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D-
450.988 

Performance 
Measures for 
Evidence-Based 
Medicine 

Our AMA will continue to ensure the quality of 
medical care through the appropriate use of 
evidence-based clinical performance measures. 
(Res. 506, A-04; Reaffirmed: CSAPH Rep. 1, A-
14) 

Retain; convert to H-policy. 

D-
460.969 

Navajo Birth 
Cohort Study 

1. Our AMA recognizes the public health 
importance of the Navajo Birth Cohort Study for 
our Native American population and other 
populations exposed to uranium. 
2. Our AMA will urgently endeavor to convene 
key stakeholders involved with the Navajo Birth 
Cohort Study and appropriate high-level officials 
of the Centers for Disease Control and Prevention, 
with the goal of achieving a resolution of any 
issues that have prevented the release of full 
funding to the university contracted to perform this 
study, as mandated by Congress. 
(Res. 932, I-14) 

Retain as amended; convert to H-
Policy. The study is ongoing, so 
funding issues appear to have been 
addressed. 

D-
460.979 

Physicians and 
Clinical Trials 

Our AMA supports elimination of the use of 
restrictive covenants or clauses that interfere with 
scientific communication in agreements between 
pharmaceutical companies or manufacturers of 
medical instruments, equipment and devices, and 
physician researchers. 
(Res. 610, I-04; Modified: CSAPH Rep. 1, A-14) 

Retain; convert to H-policy. 

D-
485.999 

Unrealistic 
Expectations 
from Surgery on 
Television 

Our AMA opposes television programs that 
minimize the seriousness and risks of surgery and 
distort patient expectations. 
(Res. 609, I-04; Modified: CSAPH Rep. 1, A-14) 

Retain; convert to H-policy. 

D-
60.969 

Legal Protection 
and Social 
Services for 
Commercially 
Sexually 
Exploited Youth 

Our AMA will work with state medical societies 
and specialty societies to: (1) where appropriate, 
advocate for legal protection and alternatives to 
incarceration for commercially sexually exploited 
youth as an alternative to prosecution for crimes 
related to their sexual or criminal exploitation; and 
(2) encourage the development of appropriate and 
comprehensive services as an alternative to 
criminal detention in order to overcome barriers to 
necessary services and care for commercially 
sexually exploited youth. 
(Res. 4, I-14) 

Rescind. Addressed in current policies 
H-60.912 and H-65.948.  
 

D-
60.976 

Childhood 
Anaphylactic 
Reactions 

Our AMA will: (1) urge all schools, from 
preschool through 12th grade, to: (a) develop 
Medical Emergency Response Plans (MERP); (b) 
practice these plans in order to identify potential 
barriers and strategies for improvement; (c) ensure 
that school campuses have a direct communication 
link with an emergency medical system (EMS); (d) 
identify students at risk for life-threatening 
emergencies and ensure these children have an 
individual emergency care plan that is formulated 
with input by a physician; (e) designate roles and 
responsibilities among school staff for handling 
potential life-threatening emergencies, including 
administering medications, working with EMS and 
local emergency departments, and contacting 

Retain; still relevant. 

https://policysearch.ama-assn.org/policyfinder/detail/D%20450.988?uri=%2FAMADoc%2Fdirectives.xml-0-1581.xml
https://policysearch.ama-assn.org/policyfinder/detail/D%20450.988?uri=%2FAMADoc%2Fdirectives.xml-0-1581.xml
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families; (f) train school personnel in 
cardiopulmonary resuscitation; (g) adopt the 
School Guidelines for Managing Students with 
Food Allergies distributed by FARE (Food Allergy 
Research & Education); and (h) ensure that 
appropriate emergency equipment to deal with 
anaphylaxis and acute asthmatic reactions is 
available and that assigned staff are familiar with 
using this equipment; (2) work to expand to all 
states laws permitting students to carry prescribed 
epinephrine or other medications prescribed by 
their physician for asthma or anaphylaxis; (3) 
support increased research to better understand the 
causes, epidemiology, and effective treatment of 
anaphylaxis; (4) urge the Centers for Disease 
Control and Prevention to study the adequacy of 
school personnel and services to address asthma 
and anaphylactic emergencies; (5) urge physicians 
to work with parents and schools to ensure that all 
their patients with a food allergy have an 
individualized emergency plan; and (6) work to 
allow all first responders to carry and administer 
epinephrine in suspected cases of anaphylaxis. 
(CSAPH Rep. 1, A-07; Modified: CCB/CLRPD 
Rep. 2, A-14) 

H-
10.963 

Safe In-Line 
Skating 

1. Our AMA encourages physicians to counsel 
patients, and their parents when appropriate, that 
full protective equipment should be worn and 
appropriate safety measures be taken to prevent in-
line skating injuries. Consistent with 
recommendations of the American Academy of 
Pediatrics, prevention efforts should include the 
following: (a) Full protective gear should be worn 
at all times. This would include wrist guards, 
elbow pads, kneepads, and a helmet. The helmet 
should be certified by the ASTM, the ANSI, or the 
Snell Foundation. (b) Unsafe activities such as 
hitching or truck surfing, which is latching onto a 
moving vehicle, should be avoided. (c) Training for 
beginners should be encouraged, and novice 
skaters should start in an indoor or outdoor rink 
rather than on the street. (d) Skaters should not 
skate in the dark and should learn to look for road 
debris or defects that could cause them to lose their 
balance. (e) Skaters, especially children with 
balance problems, physical disabilities, or 
uncorrected vision or hearing problems should do 
so in a rink or another protected place.  
2. Our AMA encourages federal agencies and 
industries to support research on patterns of 
equipment use and frequency of protective 
equipment use for in-line skating. 
3. Our AMA will continue to work with the 
Consumer Product Safety Commission, Centers for 
Disease Control and Prevention, national in-line 
skating organizations, and medical specialty 

Retain; still relevant. 

https://policysearch.ama-assn.org/policyfinder/detail/H%2010.963?uri=%2FAMADoc%2FHOD.xml-0-2.xml
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societies, the AMA Alliance and the Federation to 
encourage in-line skaters to wear protective 
equipment.  
4. Our AMA encourages medical specialty 
societies and state and local medical societies to 
advocate for state and local legislation to improve 
the safety of in-line skating through: (a) the use of 
appropriate protective equipment (especially 
helmets); (b) the designation of protected areas for 
in-line skating; (c) prohibitions against hitching a 
ride behind a moving vehicle; (d) the assurance 
that protective equipment is available at skating 
rental shops; and (e) the provision of training and 
educational materials. Such legislation should 
include a surveillance component to monitor 
compliance. 
(CCB/CLRPD Rep. 3, A-14) 

H-
10.964 

Helmets for 
Riders of 
Motorized and 
Non-motorized 
Cycles 

General Helmet Use: Our AMA: (1) encourages 
physicians to counsel their patients who ride 
motorized and non-motorized cycles to use 
approved helmets and appropriate protective 
clothing while cycling; (2) encourages patients and 
families to inform and train children about safe 
cycle-riding procedures, especially on roads and at 
intersections, the need to obey traffic laws, and the 
need for responsible behavior; (3) encourages 
community agencies, such as those involving law 
enforcement, schools, and parent-teacher 
organizations, to promote training programs for the 
responsible use of cycles; (4) urges manufacturers 
to improve the safety and reliability of the vehicles 
they produce and to support measures to improve 
cycling safety; (5) advocates further research on 
the effectiveness of helmets and on the health 
outcomes of community programs that mandate 
their use; (6) encourages efforts to investigate the 
impact of helmet use by riders of motorcycles and 
all bicycles, in order to establish the risk of major 
medical trauma from not wearing helmets, the 
costs added to the health care system by such 
behavior, and the payers of these added costs (i.e., 
private insurance, uncompensated care, Medicare, 
Medicaid, etc.); (7) supports the exploration of 
ways to ensure the wearing of helmets through the 
use of disincentives or incentives such as licensing 
fees, insurance premium adjustments and other 
payment possibilities.  
Bicycles: Our AMA: (1) actively supports bicycle 
helmet use and encourages physicians to educate 
their patients about the importance of bicycle 
helmet use; (2) encourages the manufacture, 
distribution, and utilization of safe, effective, and 
reasonably priced bicycle helmets; and (3) 
encourages the availability of helmets at the point 
of bicycle purchase.  

Retain; still relevant. 

https://policysearch.ama-assn.org/policyfinder/detail/H%2010.964?uri=%2FAMADoc%2FHOD.xml-0-3.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%2010.964?uri=%2FAMADoc%2FHOD.xml-0-3.xml


  Rep. 1-A-24 -- page 9 of 34 
 

Scooters: Our AMA: (1) recommends the use of 
protective gear (certified helmets, elbow and knee 
pads, closed-toe shoes) for riders of scooters, 
especially children and adolescents; (2) encourages 
physicians to counsel patients, and their parents 
when appropriate, that full protective equipment 
should be worn and appropriate safety measures 
should be taken to prevent scooter injuries (e.g., 
riding away from traffic, and close supervision of 
riders under the age of eight); and (3) urges 
companies that manufacture or sell scooters to 
include appropriate information about the safe use 
of scooters on the scooters themselves, on or inside 
scooter packaging, on their web sites, and at the 
point of sale.  
Motorcycles: Our AMA: (1) encourages physicians 
to be aware of motorcycle risks and safety 
measures and to counsel their patients who ride 
motorcycles to wear appropriate protective gear 
and helmets that meet federal safety standards, 
receive appropriate training in the safe operation of 
their motorcycle, comply with state licensing laws, 
and avoid riding a motorcycle while under the 
influence of alcohol and other drugs; (2) endorses 
the concept of legislative measures to require the 
use of helmets when riding or driving a 
motorcycle; (3) supports federal regulatory rules to 
make the receipt of federal highway funds by a 
state dependent on passage of mandatory 
motorcycle helmet laws by that state; (4) urges 
constituent societies to support the enactment or 
preservation of state motorcycle helmet laws; and 
(5) supports rider education legislation, which is 
more easily implemented and more effective than 
legislation requiring manufacturers to emphasize 
the dangers of operating motorcycles. 
(CCB/CLRPD Rep. 3, A-14) 

H-
120.936 

Improve Safety 
of Mail-Ordered 
Medication 

Our AMA supports the establishment of national 
guidelines for mail-order pharmacies to ensure that 
medications reach patients in a safe and timely 
manner with full potency, and that when 
medication is damaged or loses potency during 
shipment, it should be replaced by the pharmacy at 
no cost to the patient. 
(Res. 917, A-14) 

Retain; still relevant. 

H-
120.962 

National Mail 
Order Pharmacy 
Practices 

1. The AMA insists that mail-order pharmacy 
companies respect the prescribing authority of 
physicians and dispense prescription medications 
only in the amounts prescribed; and recommends 
that mail order pharmacy companies charge only a 
reasonable and small shipping and handling fee per 
shipment in order not to encourage patients to 
request amounts of medications greater than those 
warranted by their physician's best judgment. 
2. Our AMA opposes charging patients more than 
one co-pay for multiple prescriptions of the same 

Retain as amended to remove clause 
that has been accomplished. 
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or varying doses of a long-term medication within 
a 90-day period when evidence-based medicine 
dictates that less than 90-day prescriptions should 
be written during the initialization and dose 
stabilization of a newly prescribed long-term 
medication or during change in dosing of a long-
term medication currently being taken. 
3. Our AMA will make traditional pharmacies, 
including national chains, mail-order pharmacies, 
appropriate insurance carriers, and pharmaceutical 
benefit management companies aware of its policy 
opposing the charging of patients more than one 
co-pay for multiple prescriptions of the same or 
varying doses of a long-term medication within a 
90-day period when evidence-based medicine 
dictates that less than 90-day prescriptions should 
be written during the initialization and dose 
stabilization of a newly prescribed long-term 
medication or during change in dosing of a long-
term medication currently being taken. 
(Sub. Res. 506, I-96; Reaffirmed: CSAPH Rep. 3, 
A-06; Appended: Res. 121, A-07; Reaffirmed: 
BOT Rep. 8, A-11; Reaffirmation A-14) 

H-
120.968 

Medication 
(Drug) Errors in 
Hospitals 

(1) Our AMA encourages individual physicians to 
minimize medication errors by adhering to the 
following guidelines when prescribing 
medications: 
(a) Physicians should stay abreast of the current 
state of knowledge regarding optimal prescribing 
through literature review, use of consultations with 
other physicians and pharmacists, participation in 
continuing medical education programs, and other 
means. 
(b) Physicians should evaluate the patient's total 
status and review all existing drug therapy before 
prescribing new or additional medications (e.g., to 
ascertain possible antagonistic drug interactions). 
(c) Physicians should evaluate and optimize patient 
response to drug therapy by appropriately 
monitoring clinical signs and symptoms and 
relevant laboratory data; follow-up and periodically 
reevaluate the need for continued drug therapy. 
(d) Physicians should be familiar with the 
hospital's medication-ordering system, including 
the formulary system; the drug use review (DUR) 
program; allowable delegation of authority; 
procedures to alert nurses and others to new drug 
orders that need to be processed; standard 
medication administration times; and approved 
abbreviations. 
(e) Written drug or prescription orders (including 
signatures) should be legible. Physicians with poor 
handwriting should print or type medication orders 
if direct order entry capabilities for computerized 
systems are unavailable. 

Retain; still relevant. 
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(f) Medication orders should be complete and 
should include patient name; drug name (generic 
drug name or trademarked name if a specific 
product is required); route and site of 
administration; dosage form (if applicable); dose; 
strength; quantity; frequency of administration; and 
prescriber's name. In some cases, a dilution, rate, 
and time of administration should be specified. 
Physicians should review all drug orders for 
accuracy and legibility immediately after they have 
prescribed them. 
(g) Medication orders should be clear and 
unambiguous. Physicians should: (i) write out 
instructions rather than use nonstandard or 
ambiguous abbreviations (e.g., write "daily" rather 
than "qd" which could be misinterpreted as "qid" or 
"od"); (ii) not use vague instructions, such as "take 
as directed"; (iii) specify exact dosage strengths 
(such as milligrams) rather than dosage form units 
(such as one vial) (an exception would be 
combination products, for which the number of 
dosage form units should be specified); (iv) 
prescribe by standard nomenclature, using the 
United States Adopted Names (USAN)-approved 
generic drug name, official name, or trademarked 
name (if a specific product is required) and avoid 
locally coined names, chemical names, 
unestablished abbreviated drug names (e.g., AZT), 
acronyms, and apothecary or chemical symbols; (v) 
always use a leading "0" to precede a decimal 
expression of less than one (e.g., 0.5 ml), but never 
use a terminal "0" (e.g., 5.0 ml); (vi) avoid the use 
of decimals when possible (e.g., prescribe 500 mg 
instead of 0.5 g); (vii) spell out the word "units" 
rather than writing "u"; (viii) and use the metric 
system. Instructions with respect to "hold" orders 
for medications should be clear. 
(h) Verbal medication orders should be reserved 
only for those situations in which it is impossible 
or impractical for the prescriber to write the order 
or enter it in a computer. Verbal orders should be 
dictated slowly, clearly, and articulately to avoid 
confusion. The order should be read back to the 
prescriber by the recipient (e.g., nurse, pharmacist); 
when read back, the recipient should spell the drug 
name and avoid abbreviations when repeating the 
directions. A written copy of the verbal order 
should be placed in the patient's medical record and 
later confirmed by the prescriber in accordance 
with applicable state regulations and hospital 
policies. 
(2) Our AMA encourages the hospital medical staff 
to take a leadership role in their hospital, and in 
collaboration with pharmacy, nursing, 
administration, and others, to develop and improve 
organizational systems for monitoring, reviewing, 
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and reporting medication errors and, after 
identification, to eliminate their cause and prevent 
their recurrence. 
(BOT Rep. 11, A-94; Reaffirmed by Sub. Res. 508, 
I-94; Reaffirmed and Modified: CSA Rep. 6, A-04; 
Reaffirmed: CSAPH Rep. 1, A-14) 

H-
120.975 

Certifying 
Indigent Patients 
Unable to Pay 
for 
Pharmaceutical 
Manufacturers' 
Free Drug 
Programs 

Our AMA: (1) supports Pharmaceutical Research 
and Manufacturers of America (PhRMA) programs 
for indigent patients and the development of a 
universal application process, eligibility criteria 
and form for all prescription drug patient-
assistance programs to facilitate enrollment of 
patients and physicians; (2) encourages PhRMA to 
provide information to physicians and hospital 
medical staffs about member programs that provide 
pharmaceuticals to indigent patients; (3) urges drug 
companies to develop user-friendly and culturally 
sensitive uniform centralized policies and 
procedures for certifying indigent patients for free 
or discounted medications for patients unable to 
pay; and (4) opposes the practice of charging 
patients to apply for or gain access to 
pharmaceutical assistance programs. 
(Sub. Res. 105, I-92; Sub. Res. 507, A-96; 
Appended: Sub. Res. 513, I-97; Reaffirmation I-98; 
Reaffirmation I-00; Reaffirmation A-01; Amended: 
Res. 513, A-02; Reaffirmed and Appended: Sub. 
Res. 705, I-03; Reaffimed and Modified: BOT 
Rep. 13, A-04; Reaffirmation I-04; Modified: 
CSAPH Rep. 1, A-14) 

Retain as amended to include person-
first language. 
 
 

H-
125.980 

Abbreviated 
Pathway for 
Biosimilar 
Approval 

Our AMA supports FDA implementation of the 
Biologics Price Competition and Innovation Act of 
2009 in a manner that 1) places appropriate 
emphasis on promoting patient access, protecting 
patient safety, and preserving market competition 
and innovation; 2) includes planning by the FDA 
and the allocation of sufficient resources to ensure 
that physicians understand the distinctions between 
biosimilar products that are considered highly 
similar, and those that are deemed interchangeable. 
Focused educational activities must precede and 
accompany the entry of biosimilars into the U.S. 
market, both for physicians and patients; and 3) 
includes compiling and maintaining an official 
compendium of biosimilar products, biologic 
reference products, and their related 
interchangeable biosimilars as they are developed 
and approved for marketing by the FDA. 
(Res. 220, A-09; Reaffirmation A-11; Modified: 
CSAPH Rep. 1, I-11; Modified: CSAPH Rep. 4, A-
14) 

Retain; still relevant. 
 
Note: May be modified by CSAPH5-
A-24, “Biosimilar/Interchangeable 
Terminology. 
 

H-
130.936 

Tornado Safety 
and 
Manufactured 
Homes 

Our AMA believes that:  
1. Owners of manufactured home parks should 
provide a plan, developed with and approved by 
local authorities, for the evacuation and sheltering 
of residents of the park in severe weather events 

Retain; still relevant. 

https://policysearch.ama-assn.org/policyfinder/detail/H%20120.975?uri=%2FAMADoc%2FHOD.xml-0-188.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%20120.975?uri=%2FAMADoc%2FHOD.xml-0-188.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%20125.980?uri=%2FAMADoc%2FHOD.xml-0-216.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%20125.980?uri=%2FAMADoc%2FHOD.xml-0-216.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%20130.936?uri=%2FAMADoc%2FHOD.xml-0-236.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%20130.936?uri=%2FAMADoc%2FHOD.xml-0-236.xml
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such as tornadoes, high winds, or floods. The plan 
should advise residents of the vulnerability of 
manufactured homes in tornadoes and other 
extreme wind events and that evacuation to a safer 
location is necessary. The shelter or evacuation 
plan should be posted conspicuously in the park 
and the park owner should provide each resident 
with a copy of the approved shelter or evacuation 
plan.  
2. State and local government authorities in regions 
at increased risk for tornadoes and other extreme 
wind events should enact measures to either 
provide, or require owners of manufactured home 
parks in their jurisdiction to provide, as 
appropriate, an approved common storm shelter or 
safe room for all residents of manufactured homes 
in the park as protection against tornadoes and 
other extreme wind events.  
3. Research is needed to enhance the design and 
construction of manufactured homes and 
manufactured home tie down/anchoring systems to 
withstand extreme wind forces and wind-blown 
debris.  
4. Federal, state, regional, and local authorities 
should coordinate policies, processes, and 
procedures to ensure that manufactured homes are 
installed and inspected in accordance with 
established guidelines and standards, including 
requirements for the installation and inspection of 
tie down/anchoring systems.  
5. Incentives should be developed for all 
homeowners (including those who live in 
manufactured homes), businesses, and local 
governments in regions at increased risk for 
tornadoes and other extreme wind events for the 
installation of home or community safe rooms and 
storm shelters, in accordance with federal and 
professional guidelines and standards.  
6. All citizens should consider purchasing a NOAA 
Weather Radio All Hazards public alert radio for 
use in disasters and other emergency situations. 
Citizens also should develop a plan for where they 
will go and what they will do when a severe 
weather alert is issued. 
(CSAPH Rep. 3, I-14) 

H-
135.991 

Clean Air (1) The AMA supports setting the national primary 
and secondary ambient air quality standards at the 
level necessary to protect the public health. 
Establishing such standards at the level necessary 
to protect the public health. Establishing such 
standards at a level "allowing an adequate margin 
of safety," as provided in current law, should be 
maintained, but more scientific research should be 
conducted on the health effects of the standards 
currently set by the EPA. 

Retain as amended. The deleted 
sentence in first clause is not a 
complete sentence and does not add 
value to the policy as written. The 
third resolve recommended for 
deletion is redundant with existing and 
newer AMA policy H-135.949, with 
the newer resolve having more 
specific language on encouraging 
regulations that reduce hazardous 
emissions. 

https://policysearch.ama-assn.org/policyfinder/detail/H%20135.991?uri=%2FAMADoc%2FHOD.xml-0-362.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%20135.991?uri=%2FAMADoc%2FHOD.xml-0-362.xml
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(2) The AMA supports continued protection of 
certain geographic areas (i.e., those with air quality 
better than the national standards) from significant 
quality deterioration by requiring strict, but 
reasonable, emission limitations for new sources. 
(3) The AMA endorses a more effective hazardous 
pollutant program to allow for efficient control of 
serious health hazards posed by airborne toxic 
pollutants. 
(43) The AMA believes that more research is 
needed on the causes and effects of acid rain, and 
that the procedures to control pollution from 
another state need to be improved. 
(5) The AMA believes that attaining the national 
ambient air quality standards for nitrogen oxides 
and carbon monoxide is necessary for the long-
term benefit of the public health. Emission 
limitations for motor vehicles should be supported 
as a long-term goal until appropriate peer-reviewed 
scientific data demonstrate that the limitations are 
not required to protect the public health. 
(BOT Rep. R, A-82; Reaffirmed: CLRPD Rep. A, 
I-92; Amended: CSA Rep. 8, A-03; Reaffirmation 
I-06; Reaffirmed in lieu of Res. 509, A-09; 
Reaffirmation I-09; Reaffirmation A-14) 

H-
145.977 

Use of 
Conducted 
Electrical 
Devices by Law 
Enforcement 
Agencies 

Our AMA: (1) recommends that law enforcement 
departments and agencies should have in place 
specific guidelines, rigorous training, and an 
accountability system for the use of conducted 
electrical devices (CEDs) that is modeled after 
available national guidelines; (2) encourages 
additional independent research involving actual 
field deployment of CEDs to better understand the 
risks and benefits under conditions of actual use. 
Federal, state, and local agencies should accurately 
report and analyze the parameters of CED use in 
field applications; and (3) policy is that law 
enforcement departments and agencies have a 
standardized protocol developed with the input of 
the medical community for the evaluation, 
management and post-exposure monitoring of 
subjects exposed to CEDs. 
(CSAPH Rep. 6, A-09; Modified: Res. 501, A-14) 

Retain; still relevant. 

H-
15.950 

Child Safety 
Seats - Public 
Education and 
Awareness 

Our AMA supports efforts to require child safety 
seat manufacturers to include information about the 
importance of rear-facing safety seats until children 
are two at least four years of age or until they reach 
the maximum height or weight specifications of 
their car seat, at which time they should be placed 
in a forward-facing child safety system with a 
harness as recommended by the American 
Academy of Pediatrics. 
(Res 922, I-14) 

Retain as amended to bring the age 
recommendation in line with current 
AAP recommendations.  
 
 

H-
15.951 

All-Terrain 
Vehicles 

Our AMA: supports publicizing the dangers of all-
terrain vehicles, especially to persons unlicensed to 
drive other vehicles; encourages manufacturers and 

Retain; still relevant. 

https://policysearch.ama-assn.org/policyfinder/detail/H%20145.977?uri=%2FAMADoc%2FHOD.xml-0-534.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%20145.977?uri=%2FAMADoc%2FHOD.xml-0-534.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%2015.950?uri=%2FAMADoc%2FHOD.xml-0-558.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%2015.950?uri=%2FAMADoc%2FHOD.xml-0-558.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%2015.951?uri=%2FAMADoc%2FHOD.xml-0-559.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%2015.951?uri=%2FAMADoc%2FHOD.xml-0-559.xml
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dealers of ATVs to provide information regarding 
the safe operation of such vehicles; and seeks 
federal legislation to require sellers of all-terrain 
vehicles in the United States to promote the sale 
and use of suitable helmets to be used when 
operating or riding as a passenger on ATVs; and 
federal and state legislation and/or regulation to 
maximize safety of ATV operation including but 
not limited to (a) wearing suitable helmets and 
protective gear when operating or riding as a 
passenger on an ATV, (b) providing some safety 
instruction and training to all operators of ATVs, 
and (c) ensuring appropriate licensure for all 
operators of ATVs. 
(CCB/CLRPD Rep. 3, A-14) 

H-
15.986 

Automatic (i.e., 
Passive) 
Restraints to 
Prevent Injuries 
and Deaths from 
Motor Vehicle 
Accidents 

The AMA (1) supports legislation to promote 
availability of effective seat belts in school buses in 
the U.S.; and (2) supports legislative action to 
promote availability of effective seat belts in all 
motor vehicles in public use (e.g., public and 
private buses, taxicabs, and any other vehicles 
carrying passengers). 
(Sub. Res. 2, A-84; Reaffirmed by CLRPD Rep. 3 - 
I-94; Reaffirmation A-04; Reaffirmed: BOT Rep. 
29, A-04; Modified: CSAPH Rep. 1, A-14) 

Retain; still relevant. 

H-
150.931 

Payment for 
Nutrition 
Support Services 

Our AMA recognizes the value of nutrition support 
teams services and their role in positive patient 
outcomes and supports payment for the provision 
of their services. 
(Res. 705, A-14) 

Retain; still relevant. 

H-
150.948 

Increasing 
Awareness of 
Nutrition 
Information and 
Ingredient Lists 

Our AMA supports federal legislation or rules 
requiring restaurants, retail food establishments, 
and vending machine operators that have menu 
items common to multiple locations, as well as all 
school and workplace cafeterias, especially those 
located in health care facilities, to have available 
for public viewing ingredient lists, nutritional 
information, and standard nutrition labels for all 
menu items. 
(Sub. Res. 411, A-04; Reaffirmation A-07; 
Reaffirmed in lieu of Res. 413, A-09, Res. 416, A-
09 and Res. 418, A-09; Modified: BOT Rep. 1, A-
14) 

Retain as amended so as not limit 
legislation to the federal level. 
 
 
 

H-
155.988 

Public Health 
and Safety 
Awareness 

The AMA believes that attention to personal health 
and safety can dramatically improve well-being 
and reduce health care costs. 
(Res. 42, I-83; Reaffirmed: CLRPD Rep. 1, I-93; 
Reaffirmed: CMS Rep. 5, A-04; Reaffirmed: 
CSAPH Rep. 1, A-14) 

Retain; still relevant. 

H-
170.972 

Role of 
Physicians in 
Improving 
Adolescent 
Health 

The AMA supports programs that encourage teen 
health and supports the involvement of medical 
students, residents, and other physicians in 
educational efforts to enhance teen health. 
(Res. 431, A-94; Reaffirmed and Modified: CSA 
Rep. 6, A-04; Modified: CSAPH Rep. 1, A-14) 

Retain; still relevant. 

https://policysearch.ama-assn.org/policyfinder/detail/H%2015.986?uri=%2FAMADoc%2FHOD.xml-0-594.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%2015.986?uri=%2FAMADoc%2FHOD.xml-0-594.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%20150.931?uri=%2FAMADoc%2FHOD.xml-0-609.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%20150.931?uri=%2FAMADoc%2FHOD.xml-0-609.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%20150.948?uri=%2FAMADoc%2FHOD.xml-0-626.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%20150.948?uri=%2FAMADoc%2FHOD.xml-0-626.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%20155.988?uri=%2FAMADoc%2FHOD.xml-0-706.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%20155.988?uri=%2FAMADoc%2FHOD.xml-0-706.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%20170.972?uri=%2FAMADoc%2FHOD.xml-0-997.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%20170.972?uri=%2FAMADoc%2FHOD.xml-0-997.xml
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H-
170.985 

Science, 
Technology, 
Engineering and 
Mathematics 
Education 

Our AMA is committed to working with other 
concerned organizations and agencies to improve 
science, technology, engineering and mathematics 
(STEM) education and literacy in the nation, and to 
increase interest in STEM on the part of the 
nation's youth, particularly underrepresented 
minorities. 
(Res. 2, A-88; Reaffirmed: Sunset Report, I-98; 
Modified and Reaffirmed: CSAPH Rep. 2, A-08; 
Reaffirmed in lieu of Res. 514, A-09; Reaffirmed 
in lieu of Res. 524, A-09; Modified: Res. 516, A-
14) 

Retain; still relevant. 

H-
175.995 

Hair Analysis - 
A Potential for 
Medical Abuse 

The AMA opposes chemical analysis of the hair as 
a determinant of the need for medical therapy and 
supports informing the American public and 
appropriate governmental agencies of this 
unproven practice and its potential for health care 
fraud. 
(Sub. Res. 67, I-84; Reaffirmed by CLRPD Rep. 3 
- I-94; Reaffirmed: CSA Rep. 6, A-04; Reaffirmed: 
CSAPH Rep. 1, A-14) 

Retain; still relevant. 

H-
245.981 

Vitamin K 
Prophylaxis in 
Newborn Infants 

The AMA supports the intramuscular 
administration of a single dose of 0.5-1 mg of 
vitamin K1 in neonates at birth to prevent vitamin 
K deficiency bleeding. 
(Res. 514, A-94; Reaffirmed: CSA Rep. 6, A-04; 
Modified: CSAPH Rep. 1, A-14) 

Retain; still relevant. 

H-
25.994 

Increased 
Liaison, 
Communication 
and Educational 
Efforts with the 
Elderly 

The AMA supports (1) increasing communications 
and understanding between organized medicine 
and the elderly; (2) continuing contact with 
organizations such as the AARP, offering speakers 
for their meetings, and pursuing other steps to 
improve their understanding of physicians' 
problems and concerns; and (3) encouraging state 
and county medical societies to undertake similar 
efforts to increase liaison with the elderly. 
(Res. 133, A-84; Reaffirmed by CLRPD Rep. 3 - I-
94; Reaffirmed: CSA Rep. 6, A-04; Reaffirmed: 
CSAPH Rep. 1, A-14) 

Retain; still relevant. 

H-
280.962 

Dehydration Evaluation and Management in Older Adults: The 
policy of the AMA is that undergraduate, graduate 
and continuing education programs for physicians 
and allied health professionals be encouraged to 
teach the science of dehydration in older adults; 
and that assessment of hydration status and 
potential for dehydration be incorporated when 
appropriate in hospital discharge planning, home 
health agency and nursing home assessments. The 
AMA: 
(1) encourages development of programs to 
increase physician awareness and skills in the 
evaluation of dehydration in long-term care 
residents and older adults living in the community 
setting; 
(2) encourages a leadership role for physicians as 
active team participants in long-term care facilities 

Retain; still relevant. 

https://policysearch.ama-assn.org/policyfinder/detail/H%20170.985?uri=%2FAMADoc%2FHOD.xml-0-1010.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%20170.985?uri=%2FAMADoc%2FHOD.xml-0-1010.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%20175.995?uri=%2FAMADoc%2FHOD.xml-0-1048.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%20175.995?uri=%2FAMADoc%2FHOD.xml-0-1048.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%20245.981?uri=%2FAMADoc%2FHOD.xml-0-1723.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%20245.981?uri=%2FAMADoc%2FHOD.xml-0-1723.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%2025.994?uri=%2FAMADoc%2FHOD.xml-0-1748.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%2025.994?uri=%2FAMADoc%2FHOD.xml-0-1748.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%20280.962?uri=%2FAMADoc%2FHOD.xml-0-1993.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%20280.962?uri=%2FAMADoc%2FHOD.xml-0-1993.xml
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regarding quality assurance programs assessing the 
hydration status of residents and recommend 
appropriate reimbursement for those services; 
(3) encourages development of programs to 
increase awareness of the potential problem of 
dehydration in community residents; 
(4) encourages community nursing facilities that do 
not provide daily clinical laboratory services to 
make them available for residents so that necessary 
data on patient status can be provided promptly, 
even on a STAT basis. The ready availability of 
laboratory services could present unnecessary 
hospitalizations; and 
(5) encourages the expansion of research efforts in 
this area. 
(CSA Rep. 1, A-94; Reaffirmation A-04; 
Reaffirmed: CSAPH Rep. 1, A-14) 

H-
30.936 

Prevention of 
Impaired Driving 

Our AMA: (1) acknowledges that all alcohol 
consumption, even at low levels, has a negative 
impact on driver skills, perceptions, abilities, and 
performance and poses significant health and 
safety risks; (2) supports 0.04 percent blood-
alcohol level as per se illegal for driving, and urges 
incorporation of that provision in all state drunk 
driving laws; and (3) supports 21 as the legal 
drinking age, strong penalties for providing alcohol 
to persons younger than 21, and stronger penalties 
for providing alcohol to drivers younger than 21.  
Education: Our AMA: (1) favors public 
information and education against any drinking by 
drivers; (2) supports efforts to educate physicians, 
the public, and policy makers about this issue and 
urges national, state, and local medical associations 
and societies, together with public health, 
transportation safety, insurance, and alcohol 
beverage industry professionals to renew and 
strengthen their commitment to preventing alcohol-
impaired driving; (3) encourages physicians to 
participate in educating patients and the public 
about the hazards of chemically impaired driving; 
(4) urges public education messages that now use 
the phrase "drunk driving," or make reference to 
the amount one might drink without fear of arrest, 
be replaced with messages that indicate that "all 
alcohol use, even at low levels, impairs driving 
performance and poses significant health and 
safety risks;" (5) encourages state medical 
associations to participate in educational activities 
related to eliminating alcohol use by adolescents; 
and (6) supports and encourages programs in 
elementary, middle, and secondary schools, which 
provide information on the dangers of driving 
while under the influence of alcohol, and which 
emphasize that teenagers who drive should drink 
no alcoholic beverages whatsoever; and will 
continue to work with private and civic groups 

Retain as amended as on-board 
devices or ignition interlock devices 
are now well supported by evidence 
and recommended the Community 
Preventive Services Task Force 
(CPSTF) for people who have been 
convicted of drunk driving.  

https://policysearch.ama-assn.org/policyfinder/detail/H%2030.936?uri=%2FAMADoc%2FHOD.xml-0-2299.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%2030.936?uri=%2FAMADoc%2FHOD.xml-0-2299.xml
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such as Mothers Against Drunk Driving (MADD) 
to achieve those goals.  
Legislation: Our AMA: (1) supports the 
development of model legislation which would 
provide for school education programs to teach 
adolescents about the dangers of drinking and 
driving and which would mandate the following 
penalties when a driver under age 21 drives with 
any blood alcohol level (except for minimal blood 
alcohol levels, such as less than .02 percent, only 
from medications or religious practices): (a) for the 
first offense - mandatory revocation of the driver's 
license for one year and (b) for the second offense - 
mandatory revocation of the driver's license for 
two years or until age 21, whichever is greater; (2) 
urges state medical associations to seek enactment 
of the legislation in their legislatures; (3) urges all 
states to pass legislation mandating all drivers 
convicted of first and multiple DUI offenses be 
screened for alcoholism and provided with referral 
and treatment when indicated; (4) urges adoption 
by all states of legislation calling for administrative 
suspension or revocation of driver licenses after 
conviction for driving under the influence, and 
mandatory revocation after a specified number of 
repeat offenses; and (5) encourages passage of state 
traffic safety legislation that mandates screening 
for substance use disorder for all DUI offenders, 
with those who are identified with substance use 
disorder being strongly encouraged and assisted in 
obtaining treatment from qualified physicians and 
through state and medically certified facilities.  
Treatment: Our AMA: (1) encourages that 
treatment of all convicted DUI offenders, when 
medically indicated, be mandated and provided but 
in the case of first-time DUI convictions, should 
not replace other sanctions which courts may levy 
in such a way as to remove from the record the 
occurrence of that offense; and (2) encourages that 
treatment of repeat DUI offenders, when medically 
indicated, be mandated and provided but should 
not replace other sanctions which courts may levy. 
In all cases where treatment is provided to a DUI 
offender, it is also recommended that appropriate 
adjunct services should be provided to or 
encouraged among the family members actively 
involved in the offender's life;  
Repeat Offenders: Our AMA: (1) recommends the 
following measures be taken to reduce repeat DUI 
offenses: (a) aggressive measures be applied to 
first-time DUI offenders (e.g., license suspension 
and administrative license revocation), (b) stronger 
penalties be leveled against repeat offenders, 
including second-time offenders, (c) such legal 
sanctions must be linked, for all offenders, to 
substance abuse assessment and treatment services, 
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to prevent future deaths in alcohol-related crashes 
and multiple DUI offenses; and (2) calls upon the 
states to coordinate law enforcement, court system, 
and motor vehicle departments to implement 
forceful and swift penalties for second-time DUI 
convictions to send the message that those who 
drink and drive might receive a second chance but 
not a third.  
On-board devices: Our AMA: (1) supports further 
testing of on-board devices or ignition interlock 
devices to prevent the use of motor vehicles by 
intoxicated drivers; this testing should take place 
among the general population of drivers, as well as 
among drivers having alcohol-related problems; (2) 
encourages motor vehicle manufacturers and the 
U.S. Department of Transportation to monitor the 
development of ignition interlock technology, and 
plan for use of such systems by the general 
population, when a consensus of informed persons 
and studies in the scientific literature indicate the 
systems are effective, acceptable, reasonable in 
cost, and safe; and (3) supports continued research 
and testing of devices which may incapacitate 
vehicles owned or operated by DUI offenders 
without needlessly penalizing the offender's family 
members. 
(CCB/CLRPD Rep. 3, A-14) 

H-
365.978 

Adult Film 
Industry Worker 
Safety and 
Health 

Our AMA: (1) supports legislation that would 
require the mandatory use of condoms in the 
production of adult films; (2) supports legislation 
that would improve the ability of local health 
departments and Occupational Safety and Health 
Administration (OSHA) to investigate and control 
occupational exposures to infectious diseases and 
enforce workplace regulations in a timely manner; 
and (3) urges that existing OSHA and other 
occupational standards be vigorously enforced to 
reduce exposure to infectious diseases within the 
adult film industry. 
(Res. 407, A-10; Reaffirmation A-14) 

Retain; still relevant. 

H-
370.966 

Amend Federal 
Law to Allow 
Clinical 
Research on the 
Safety and 
Effectiveness of 
HIV-Infected-to-
HIV-Infected 
Organ 
Transplantation 

Our AMA adopts a policy position in support of 
amending the Federal National Organ Transplant 
Act of 1984 (42 U.S.C. ? 274) to allow for clinical 
research to fully evaluate the clinical risks and 
benefits of HIV-infected organ donation to HIV-
infected patients who elect to accept such organs 
and will work to support introduction and 
enactment of legislation to amend the Federal 
National Organ Transplant Act of 1984 (42 U.S.C. 
? 274) to allow for clinical research to fully 
evaluate the clinical risks and benefits of HIV-
infected organ donation to HIV-infected patients 
who elect to accept such organs. 
(Res. 2, I-11; Reaffirmed in lieu of Res. 5, I-14) 

Rescind, accomplished. This was 
accomplished by the HOPE Act, 
which AMA supported. 

H-
370.974 

Working Toward 
an Increased 

The AMA supports efforts to increase the number 
of all potential bone marrow donors registered in 

Retain; still relevant. 
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Number of 
Minorities 
Registered as 
Potential Bone 
Marrow Donors 

national bone marrow registries, especially 
minority donors, to improve the odds of successful 
HLA matching and bone marrow transplantation. 
(Res. 501, I-94; Reaffirmed: CSA Rep. 6, A-04; 
Reaffirmed: CSAPH Rep. 1, A-14) 

H-
440.836 

Role of 
Pharmacists in 
Improving 
Immunization 
Rates 

Our AMA believes that:  
1. Physicians and medical professional 
organizations should support state and federal 
efforts to engage pharmacists in vaccinating target 
populations that have difficulty accessing 
immunizations in a medical home. Before 
administration of a vaccine, pharmacists should 
assess the immunization status of the patient, 
which includes checking an immunization registry 
when one exists. Pharmacists should ensure that a 
record of vaccine administration is transmitted to 
the patient's primary care physician and 
documented in the immunization registry, and that 
written or electronic documentation is provided to 
the patient. 
2. Vaccination programs in pharmacies should 
promote the importance of having a medical home 
to ensure appropriate and comprehensive 
preventive care, early diagnosis, and optimal 
therapy. Physicians and pharmacists should work 
together in the community to: (a) establish referral 
systems to facilitate appropriate medical care if the 
patient's conditions or symptoms are beyond the 
scope of services provided by the pharmacies; and 
(b) encourage patients to contact a primary care 
physician to ensure continuity of care. 
3. State educational requirements for pharmacists 
who administer vaccines should be based on ACIP 
recommendations and recognized standards and 
guidelines derived with input from physicians and 
pharmacists with demonstrated expertise in 
immunization practices. 
(CSAPH Rep. 4, I-14) 

Retain; still relevant. 

H-
440.837 

Reducing 
Salmonella 
Outbreaks 

Our AMA supports USDA and FDA efforts to 
improve standards for Salmonella testing and 
sampling in chicken slaughter facilities and other 
food processing plants to reduce human Salmonella 
infection. 
(Res. 506, A-14) 

Retain; still relevant. 

H-
440.838 

Genomic-Based 
Approaches to 
the Risk 
Assessment, 
Management and 
Prevention of 
Type 2 Diabetes 

Our AMA encourages continued research into the 
potential of genomic information to improve risk 
assessment, management and prevention of type 2 
diabetes, and will report back on important 
advances as appropriate. 
(CSAPH Rep. 2, A-14) 

Retain; still relevant. 

H-
440.884 

Food Allergic 
Reactions in 
Schools and 
Airplanes 

Our AMA recommends that all: 
(1) schools provide increased student and teacher 
education on the danger of food allergies;  
(2) schools have a set of emergency food allergy 
guidelines and emergency anaphylaxis kits on the 

Retain; still relevant. 
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premises, and that at least one member of the 
school administration be trained and certified in the 
indications for and techniques of their use; and 
(3) commercial airlines have a set of emergency 
food allergy guidelines and emergency anaphylaxis 
kits on the premises, and that at least one member 
of the flight staff, such as the head flight attendant, 
be trained and certified in the indications for and 
techniques of their use. 
(Res. 415, A-04; Reaffirmed: CSAPH Rep. 1, A-
14) 

H-
440.899 

Immunization 
Registries 

Our AMA encourages: (1) physicians to participate 
in the development of immunization registries in 
their communities and use them in their practices 
for patients of all ages; (2) electronic health record 
(EHR) vendors to add features to automate the 
exchange of vaccination information in the patient 
EHR to state immunization registries to improve 
and help ensure completeness and accuracy of 
vaccination records. EHR vendors and registry 
administrators need to work with physicians and 
other health professionals to facilitate the exchange 
of needed vaccination information by establishing 
seamless, bidirectional communication capabilities 
for physicians, other vaccine providers, and 
immunization registries; and (3) all states to move 
rapidly to provide comprehensive lifespan 
immunization registries that are interfaced with 
other state registries. 
(Res. 415, A-99; Reaffirmed: 415, A-01; 
Reaffirmation A-09; Modified: CSAPH Rep. 4, I-
14) 

Retain; still relevant. 

H-
440.919 

Toward the 
Control of E. 
Coli Infection 

The AMA: (1) urges physicians to: (a) familiarize 
themselves with infection due to E. coli 0157:H7; 
(b) regularly request culture for this organism in 
any study of infection associated with bloody 
diarrheal stools; and (c) expand efforts to educate 
consumers, food processors, and food handlers 
about the general importance of proper food 
handling and preparation; and (2) encourages and 
supports the continuing efforts of the FDA, and of 
the U.S. Department of Agriculture and its Food 
Safety and Inspection Service, to develop new and 
improved methods and technologies for reducing 
or eliminating bacterial contamination of meat and 
meat products for human consumption. 
(Sub. Res. 509, I-94; Reaffirmed and Modified: 
CSA Rep. 6, A-04; Reaffirmed: CSAPH Rep. 1, A-
14) 

Retain; still relevant. 

H-
440.922 

Gambling Can 
Become 
Compulsive 
Behavior 

The AMA: (1) encourages physicians to advise 
their patients of the addictive potential of 
gambling; (2) encourages states which operate 
gambling programs to provide a fixed percentage 
of their revenue for education, prevention and 
treatment of gambling compulsive behavior 
disorder; and (3) requests that states which operate 

Retain as amended to reflect updated 
language of the DSM-5-TR, which 
refers to “gambling disorder.” 
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gambling programs affix to all lottery tickets and 
display at all lottery counters a sign which states 
that gambling disorder may become a compulsive 
behavior and help is available through your local 
gambling hotline. 
(Res. 430, A-94; Reaffirmed: CSA Rep. 6, A-04; 
Reaffirmed: CSAPH Rep. 1, A-14) 

H-
440.938 

Multiple-Drug 
Resistant 
Tuberculosis - A 
Multifaceted 
Problem 

(1) Testing Screening for tuberculous infection 
should be performed routinely on all HIV-infected 
patients, according to current recommendations 
from the CDC U.S. Public Health Service. 
(2) Testing for HIV infection should be routinely 
performed on all Routine HIV testing is 
recommended for persons with active tuberculosis. 
(3) Reporting of HIV infection and tuberculosis 
should be linked to enhance appropriate medical 
management and epidemiologic surveillance. 
(43) Aggressive contact tracing should be pursued 
for cases of active tuberculosis, especially if HIV-
infected contacts or multiple-drug resistant 
tuberculosis strains have been involved. 
(54) HIV-infected health care workers and their 
physicians must be aware of the high risk of 
clinical TB for persons whose immune systems are 
compromised, due to HIV or other causes. They 
should be carefully apprised of their risk, and the 
risks and benefits of their caring for persons with 
active TB or suspected TB should be carefully 
considered. 
(65) HIV-infected and other immunocompromised 
patients should be sufficiently separated from 
tuberculosis patients and the air they breathe so 
that transmission of infection is unlikely. 
(76) All health care workers should have a 
tuberculin skin test upon employment, with the 
frequency of retesting determined by the 
prevalence of the disease in the community in 
accordance with CDC recommendations. 
Individuals with a positive skin test should be 
evaluated and managed according to current public 
health service recommendations. 
(87) Health care facilities that treat patients with 
tuberculosis should rigorously adhere to published 
public health service CDC guidelines for 
preventing the nosocomial transmission of 
tuberculosis. 
(98) Adequate and safe facilities must be available 
for the care of patients with tuberculosis; in some 
areas this may necessitate the establishment of 
sanitariums or other regional centers of excellence 
in tuberculosis treatment. 
(10 9) Clinical tuberculosis laboratories should 
develop the capability of reliably performing or 
having reliably performed for them rapid 
identification and drug susceptibility tests for 
tuberculosis. 

Retain as amended. Updated 
terminology for accuracy, including 
reference of appropriate federal 
agency.  
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(11 10) Routinely, drug susceptibility tests should 
be performed on isolates from patients with active 
tuberculosis as soon as possible. 
(12 11) A program of directly observed therapy for 
tuberculosis is a standard of care should be 
implemented when patient compliance is a 
problem. 
(13 12) The AMA should enlist the aid of the 
Pharmaceutical Research and Manufacturers of 
America (PhRMA) in encouraging manufacturers 
to develop new drugs and vaccines for 
tuberculosis. 
(1413) The federal government should increase 
funding significantly for tuberculosis control and 
research to curtail the further spread of tuberculosis 
and encourage development of new and effective 
diagnostics, drug therapies, and vaccines. 
(1514) The special attention of physicians, public 
health authorities, and funding sources should be 
directed toward high risk and high incidence 
populations such as the homeless, immigrants, 
minorities, health care workers in high risk 
environments, prisoners, children, adolescents, and 
pregnant people women. 
(1615) The AMA will develop educational 
materials for physicians that will include but not be 
limited to the subtleties of testing for TB in HIV-
infected individuals; potential risk to HIV-infected 
individuals exposed to infectious diseases, 
including TB; and other issues identified in this 
report. 
(1716) The AMA encourages physicians to remain 
informed about advances in the treatment of 
tuberculosis, including the availability of 
combination forms of drugs, that may reduce the 
emergence of drug-resistant strains. 
(BOT Rep. OO, A-92; Sub. Res. 505, I-94; 
Reaffirmed and Modified: CSA Rep. 6, A-04; 
Reaffirmed: CSAPH Rep. 1, A-14) 

H-
440.942 

State Health 
Officer Report at 
Annual Meeting 
of State Medical 
Society Meetings 

The AMA urges each state medical society to 
extend to their respective state health officer a 
standing invitation to participate in and report to 
the annual meeting of their house of delegates upon 
issues, accomplishments, problems, and needs of 
public health significance within the state. 
(Res. 429, I-91; Reaffirmed by Res. 417, I-94; 
Reaffirmed: CSA Rep. 6, A-04; Reaffirmed: 
CSAPH Rep. 1, A-14) 

Retain; still relevant. 

H-
45.976 

Drug and 
Alcohol Use in 
Aviation 

1. Our AMA urges the FAA to establish programs 
for personnel involved in all facets of aviation that 
reduce the impact of drug and alcohol use in order 
to further aviation safety.  
2. Our AMA encourages continued studies by the 
Federal Aviation Administration of problems in the 
use of alcohol by pilots in general aviation and 
flight crews of commercial airlines. 

Retain; still relevant. 
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(CCB/CLRPD Rep. 3, A-14) 
H-
460.901 

Genomics in 
Hypertension: 
Risk Prediction 
and Treatment 

Our AMA encourages continued research on the 
genetic control of blood pressure, including in 
pediatric populations, and the development of 
genomic-based tools that may assist health 
professionals in better predicting risk and targeting 
therapy for hypertension, and supports the view 
that hypertension clinical trial designs should 
attempt to reduce phenotypic heterogeneity in 
order to improve the quality and interpretation of 
results. 
(CSAPH Rep. 1, I-14) 

Retain; still relevant. 

H-
460.938 

Effects of 
Electric and 
Magnetic Fields 

The AMA: (1) will continue to monitor 
developments and issues related to the effects of 
electric and magnetic fields, even though no 
scientifically documented health risk has been 
associated with the usually occurring levels of 
electromagnetic fields; (2) encourages research 
efforts sponsored by agencies such as the National 
Institutes of Health, U.S. Department of Energy, 
and the National Science Foundation to continue 
on exposures to electromagnetic fields and their 
effects, average public exposures, occupational 
exposures, and the effects of field surges and 
harmonics; and (3) supports broad dissemination of 
findings and recommendations of authoritative, 
multidisciplinary committees, such as those 
convened under the auspices of the National 
Academy of Sciences, National Council on 
Radiation Protection, International Agency for 
Research on Cancer, and the National Institute for 
Environmental Health Sciences. 
(CSA Rep. 7 - I-94; Reaffirmed and Modified: 
CSA Rep. 6, A-04; Reaffirmed: CSAPH Rep. 1, A-
14) 

Retain; still relevant. 

H-
460.940 

Support for 
Federal Funding 
of Early-Stage 
Embryo 
Research 

The AMA supports federal funding of biomedical 
research which promises significant human and 
scientific benefits. 
(Res. 242, I-94; Reaffirmed: CSA Rep. 6, A-04; 
Reaffirmed: CSAPH Rep. 1, A-14) 

Retain; still relevant. 

H-
460.988 

Need for 
Continued Use of 
Animals in 
Research and 
Education 

The AMA supports (1) the humane use of animals 
essential to research, education and the 
development of drugs and medical devices; and (2) 
efforts to assure the availability of animals for 
these purposes. 
(Res. 140, A-84; Reaffirmed by CLRPD Rep. 3 - I-
94; Reaffirmed and Modified: CSA Rep. 6, A-04; 
Reaffirmed: CSAPH Rep. 1, A-14) 

Retain; still relevant. 

H-
480.949 

Nanotechnology, 
Safety and 
Regulation 

Our AMA: (1) recognizes the benefits and potential 
risks of nanotechnology; (2) supports responsible 
regulation of nanomaterial products and 
applications to protect the public's health and the 
environment; and (3) encourages continued study 
on the health and environmental effects of 
exposure to nanomaterials. 

Retain; still relevant. 
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(CSAPH Rep. 2, A-13; Reaffirmed in lieu of Res. 
510, A-14) 

H-
480.975 

Patents on 
Medical and 
Surgical 
Procedures 

The AMA condemns the patenting of medical and 
surgical procedures and will work with Congress to 
outlaw this practice. 
(Sub. Res. 2, A-94; Reaffirmed: BOT Rep. 29, A-
04; Reaffirmed: CSAPH Rep. 1, A-14) 

Retain; still relevant. 

H-
490.910 

Secondhand 
Smoke 

1. Our AMA urges the President of the United 
States to issue an Executive Order making all 
federal workplaces, including buildings and 
campuses, entirely smoke free and urges its 
federation members to do the same. 
2. Our AMA supports legislation that prohibits 
smoking while operating or riding in a vehicle that 
contains children. 
(Res. 417, A-09; Appended: Res. 202, A-14) 

Retain; still relevant. 

H-
490.912 

Tobacco as an 
Incentive in 
Behavior 
Modification 
Programs 

The AMA condemns the use of tobacco as an 
incentive in behavior modification programs. 
(CSA Rep. 3, A-04; Reaffirmed: CSAPH Rep. 1, 
A-14) 

Retain; still relevant. 

H-
490.915 

Tobacco Use in 
Prison 
Populations  

It is the policy of our AMA to (1) recognize and 
promote the policy that all anti-smoking policies 
that apply to the general population should apply 
equally to persons who are incarcerated in local 
jails, state prisons, and federal prisons; (2) work 
actively to stop the manufacture of cigarettes by 
any prison or jail system in the United States; (3) 
work actively to stop the subsidy of cigarette sales 
in all jail and prison systems; (4) ensure that the 
prohibition of smoking by minors be enforced in 
the correctional system; (5) be committed to 
smoking cessation programs in correctional 
facilities and encourage physicians working in 
correctional systems to include smoking cessation 
counseling and programs for their patients who 
smoke; (6) work through its representative to the 
National Commission on Correctional Health Care 
to ensure that smoking cessation counseling be 
made a national standard for correctional medicine; 
(7) develop model legislation providing for smoke-
free prison areas for all inmates, and particularly 
that common areas including cell blocks and 
recreation areas not be smoking areas; and (8) 
support legislation banning smoking in prisons and 
jails. 
(CSA Rep. 3, A-04; Reaffirmed: CSAPH Rep. 1, 
A-14) 

Retain; still relevant. 

H-
495.979 

Evaluation of the 
Health Hazards 
of Clove 
Cigarettes 

AMA's existing policy vigorously opposing the use 
of any tobacco product is extended to include 
explicit opposition to the use of clove cigarettes. 
Further, AMA recognizes that clove cigarette 
smoking may present an additional hazard to 
susceptible individuals. 
(CSA Rep. 3, A-04; Reaffirmed: CSAPH Rep. 1, 
A-14) 

Retain; still relevant. 
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H-
495.980 

Cigar Smoking Our AMA will work to have federal and state 
governments take legal, regulatory, and educational 
action to protect the public from the ill effects of 
cigar smoking in a manner similar to those actions 
taken regarding cigarettes. 
(CSA Rep. 3, A-04; Reaffirmed: CSAPH Rep. 1, 
A-14) 

Retain; still relevant. 

H-
495.982 

Tax-Free 
Tobacco 
Products 

Our AMA encourages Native American nations to 
stop selling tax-free tobacco products because of 
the profound public health implications of the sale 
of tax-free tobacco products. 
(CSA Rep. 3, A-04; Reaffirmed: CSAPH Rep. 1, 
A-14) 

Retain; still relevant. 

H-
495.984 

Tobacco 
Advertising and 
Media 

Our AMA: 
(1) in keeping with its long-standing objective of 
protecting the health of the public, strongly 
supports a statutory ban on all advertising and 
promotion of tobacco products;  
(2) as an interim step toward a complete ban on 
tobacco advertising, supports the restriction of 
tobacco advertising to a "generic" style, which 
allows only black-and-white advertisements in a 
standard typeface without cartoons, logos, 
illustrations, photographs, graphics or other colors;  
(3) (a) recognizes and condemns the targeting of 
advertisements for cigarettes and other tobacco 
products toward children, minorities, and women 
as representing a serious health hazard; (b) calls for 
the curtailment of such marketing tactics; and (c) 
advocates comprehensive legislation to prevent 
tobacco companies or other companies promoting 
look-alike products designed to appeal to children 
from targeting the youth of America with their 
strategic marketing programs;  
(4) supports the concept of free advertising space 
for anti-tobacco public service advertisements and 
the use of counter-advertising approved by the 
health community on government-owned property 
where tobacco ads are posted;  
(5) (a) supports petitioning appropriate government 
agencies to exercise their regulatory authority to 
prohibit advertising that falsely promotes the 
alleged benefits and pleasures of smoking as well 
worth the risks to health and life; and (b) supports 
restrictions on the format and content of tobacco 
advertising substantially comparable to those that 
apply by law to prescription drug advertising; 
(6) publicly commends those publications that have 
refused to accept cigarette advertisements and 
supports publishing annually, via JAMA and other 
appropriate publications, a list of those magazines 
that have voluntarily chosen to decline tobacco ads, 
and circulation of a list of those publications to 
every AMA member;  
(7) urges physicians to mark the covers of 
magazines in the waiting area that contain tobacco 

Retain; still relevant. 
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advertising with a disclaimer saying that the 
physician does not support the use of any tobacco 
products and encourages physicians to substitute 
magazines without tobacco ads for those with 
tobacco ads in their office reception areas;  
(8) urges state, county, and specialty societies to 
discontinue selling or providing mailing lists of 
their members to magazine subscription companies 
that offer magazines containing tobacco 
advertising;  
(9) encourages state and county medical societies 
to recognize and express appreciation to any 
broadcasting company in their area that voluntarily 
declines to accept tobacco advertising of any kind;  
(10) urges the 100 most widely circulating 
newspapers and the 100 most widely circulating 
magazines in the country that have not already 
done so to refuse to accept tobacco product 
advertisements, and continues to support efforts by 
physicians and the public, including the use of 
written correspondence, to persuade those media 
that accept tobacco product advertising to refuse 
such advertising;  
(11) (a) supports efforts to ensure that sports 
promoters stop accepting tobacco companies as 
sponsors; (b) opposes the practice of using athletes 
to endorse tobacco products and encourages 
voluntary cessation of this practice; and (c) 
opposes the practice of tobacco companies using 
the names and distinctive hallmarks of well-known 
organizations and celebrities, such as fashion 
designers, in marketing their products;  
(12) will communicate to the organizations that 
represent professional and amateur sports figures 
that the use of all tobacco products while 
performing or coaching in a public athletic event is 
unacceptable. Tobacco use by role models 
sabotages the work of physicians, educators, and 
public health experts who have striven to control 
the epidemic of tobacco-related disease;  
(13) (a) encourages the entertainment industry, 
including movies, videos, and professional sporting 
events, to stop portraying the use of tobacco 
products as glamorous and sophisticated and to 
continue to de-emphasize the role of smoking on 
television and in the movies; (b) will aggressively 
lobby appropriate entertainment, sports, and 
fashion industry executives, the media and related 
trade associations to cease the use of tobacco 
products, trademarks and logos in their activities, 
productions, advertisements, and media accessible 
to minors; and (c) advocates comprehensive 
legislation to prevent tobacco companies from 
targeting the youth of America with their strategic 
marketing programs; and 
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(14) encourages the motion picture industry to 
apply an "R" rating to all new films depicting 
cigarette smoking and other tobacco use. 
(CSA Rep. 3, A-04; Appended: Res. 427, A-04; 
Reaffirmation A-05; Reaffirmation A-14) 

H-
500.975 

AMA Corporate 
Policies on 
Tobacco 

(1) Our AMA: (a) continues to urge the federal 
government to reduce and control the use of 
tobacco and tobacco products; (b) supports 
developing an appropriate body for coordinating 
and centralizing the Association's efforts toward a 
tobacco-free society; and (c) will defend 
vigorously all attacks by the tobacco industry on 
the scientific integrity of AMA publications.  
(2) It is the policy of our AMA to continue to use 
appropriate lobbying resources to support programs 
of anti-tobacco health promotion and advertising.  
(3) Our AMA's House of Delegates endorses the 
April 24, 1996, statement by the AMA Secretary-
Treasurer that all physicians, health professionals, 
medical schools, hospitals, public health advocates, 
and citizens interested in the health and welfare of 
our children should review their personal and 
institutional investments and divest of any tobacco 
holdings (including mutual funds that include 
tobacco holdings); and specifically calls on all life 
and health insurance companies and HMOs to 
divest of any tobacco holdings.  
(4) Our AMA defines the Tobacco Industry as 
companies or corporate divisions that directly 
produce or purchase tobacco for production or 
market tobacco products, along with their research 
and lobbying groups, including the Council for 
Tobacco Research and the Smokeless Tobacco 
Research Council. A company or corporate 
division that does not produce or market tobacco 
products but that has a tobacco producing company 
as or among its owners will not be considered a 
prohibited part of the tobacco industry as long as it 
does not promote or contribute to the promotion, 
sale and/or use of tobacco products. If such 
promotional practices begin, the company will be 
placed on an "unacceptable for support" list.  
(5) Accordingly, it is the policy of our AMA (a) 
not to invest in tobacco stocks or accept financial 
support from the tobacco industry; (b) to urge 
medical schools and their parent universities to 
eliminate their investments in corporations that 
produce or promote the use of tobacco and 
discourage them from accepting research funding 
from the tobacco industry; (c) to likewise urge all 
scientific publications to decline such funded 
research for publication; and (d) to encourage state 
and county medical societies and members to 
divest of any and all tobacco stocks.  
(6) Our AMA (a) encourages state and local 
medical societies to determine whether candidates 

Retain; still relevant. 

https://policysearch.ama-assn.org/policyfinder/detail/H%20500.975?uri=%2FAMADoc%2FHOD.xml-0-4579.xml
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for federal, state and local offices accept gifts or 
contributions of any kind from the tobacco 
industry, and publicize their findings to both their 
members and the public; and (b) urges state and 
county medical societies and local health 
professionals along with their allies to support 
efforts to strengthen state and local laws that 
require public disclosure of direct and indirect 
expenditures to influence legislation or ordinances, 
given recent allegations about tobacco industry 
strategies. 
(CSA Rep. 3, A-04; Reaffirmed: CSAPH Rep. 1, 
A-14) 

H-
505.962 

Smoking on 
International 
Flights  

The AMA (1) will join other concerned 
organizations to seek an FAA ban on smoking on 
all flights originating from or destined to the U.S.; 
and (2) in conjunction with the World Health 
Organization and the World Medical Association, 
will work with the medical department of the 
International Civil Aviation Organization to ban 
smoking on all international flights. 
(CSA Rep. 3, A-04; Reaffirmed: CSAPH Rep. 1, 
A-14) 

Rescind, accomplished. Smoking is 
banned on international flights. 

H-
505.963 

Federal Efforts 
Related to 
Smoking 
Cessation 

Our AMA endorses supports the use of the 
federally-funded National Tobacco Quitline 
network and ongoing media campaigns to help 
Americans quit using tobacco. 
(CSA Rep. 3, A-04; Modified: CSAPH Rep. 1, A-
14) 

Retain as amended. 
 
 

H-
55.970 

Uniform Cancer 
Staging 

Our AMA (1) supports the tumor, node 
involvement, metastasis (TNM) system accepted 
by the American Joint Committee on Cancer and 
the Union for International Cancer Control for 
staging of cancer; (2) urges that this system be used 
in any published articles or information and be 
included as a requirement in Instructions to 
Authors; (3) encourages each state association to 
use this system in any educational forum or 
scientific meeting which it sponsors; and (4) 
supports general utilization of the Cancer Staging 
Manual developed by the American Joint 
Committee on Cancer. 
(CCB/CLRPD Rep. 3, A-14) 

Retain; still relevant. 

H-
55.972 

Early Detection 
and Prevention 
of Skin Cancer 

Our AMA: (1) encourages all physicians to (a) 
perform skin self-examinations and to examine 
themselves and their families on the first Monday 
of the month of May, which is designated by the 
American Academy of Dermatology as Melanoma 
Monday; (b) examine their patients' skins for the 
early detection of melanoma and nonmelanoma 
skin cancer; (c) urge their patients to perform 
regular self-examinations of their skin and assist 
their family members in examining areas that may 
be difficult to examine; and (d) educate their 
patients concerning the correct way to perform skin 
self-examination; (2) supports mechanisms for the 

Retain; still relevant. 

https://policysearch.ama-assn.org/policyfinder/detail/H%20505.962?uri=%2FAMADoc%2FHOD.xml-0-4604.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%20505.962?uri=%2FAMADoc%2FHOD.xml-0-4604.xml
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https://policysearch.ama-assn.org/policyfinder/detail/H%2055.970?uri=%2FAMADoc%2FHOD.xml-0-4901.xml
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education of lay professionals, such as hairdressers 
and barbers, on skin self-examination to encourage 
early skin cancer referrals to qualified health care 
professionals; and (3) supports and encourages 
prevention efforts to increase awareness of skin 
cancer risks and sun-protective behavior in 
communities of color. Our AMA will continue to 
work with the American Academy of Dermatology, 
National Medical Association and National 
Hispanic Medical Association and public health 
organizations to promote education on the 
importance of skin cancer screening and skin 
cancer screening in patients of color. 
(CCB/CLRPD Rep. 3, A-14) 

H-
60.923 

Meningococcal 
Vaccination for 
School Children 

Our AMA supports efforts to require that school 
children receive meningococcal vaccine per as 
recommended by the Advisory Committee on 
Immunization Practices guidelines. 
(Res. 414, A-14) 

Retain as amended. The Advisory 
Committee on Immunization Practices 
recommends vaccines for use in the 
population but does not make 
decisions on school requirements. 
 

H-
60.938 

Adolescent 
Sexual Activity 

Our AMA (a) endorses the joint position 
"Protecting Adolescents: Ensuring Access to Care 
and Reporting Sexual Activity and Abuse"; and (b) 
supports the following principles for consideration 
in development of public policy: (i) Sexual activity 
and sexual abuse are not synonymous and that 
many adolescents have consensual sexual 
relationships; (ii) It is critical that adolescents who 
are sexually active receive appropriate confidential 
health care and screening; (iii) Open and 
confidential communication between the health 
professional and adolescent patient, together with 
careful clinical assessment, can identify the 
majority of sexual abuse cases; (iv) Physicians and 
other health care professionals must know their 
state laws and report cases of sexual abuse to the 
proper authority in accordance with those laws, 
after discussion with the adolescent and/or parent 
as appropriate; (v) Federal and state laws should 
support physicians and other health care 
professionals in their role in providing confidential 
health care to their adolescent patients; and (vi) 
Federal and state laws should affirm the authority 
of physicians and other health care professionals to 
exercise appropriate clinical judgment in reporting 
cases of sexual activity. 
(Res. 825, I-04; Modified: CSAPH Rep. 1, A-14) 

Retain as amended to remove 
language endorsing a specific joint 
position statement, while retaining the 
principles. 

H-
60.979 

Physical Activity 
Guidelines 

Our AMA supports the continued expert review 
and development of national guidelines regarding 
physical activity for all ages and the dissemination 
of such guidelines to physicians. 
(Res. 186, I-90; Reaffirmed: Sunset Report, I-00; 
Modified: BOT Rep. 10, A-14) 

Retain; still relevant. 

H-
60.996 

Missing Children 
Identification  

The AMA supports (1) development of a means of 
identifying children; and (2) education of the 
public and parents on the fingerprinting and 

Retain; still relevant. 

https://policysearch.ama-assn.org/policyfinder/detail/H%2060.923?uri=%2FAMADoc%2FHOD.xml-0-5017.xml
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https://policysearch.ama-assn.org/policyfinder/detail/H%2060.996?uri=%2FAMADoc%2FHOD.xml-0-5090.xml
https://policysearch.ama-assn.org/policyfinder/detail/H%2060.996?uri=%2FAMADoc%2FHOD.xml-0-5090.xml


  Rep. 1-A-24 -- page 31 of 34 
 

documentation of characteristic identifying marks 
as a matter of record, should it be necessary to 
assist officials in locating a missing child. 
(Res. 98, A-84; Reaffirmed by CLRPD Rep. 3 - I-
94; Reaffirmed: CSA Rep. 6, A-04; Reaffirmed: 
CSAPH Rep. 1, A-14) 

H-
75.985 

Access to 
Emergency 
Contraception 

It is the policy of our AMA: (1) that physicians and 
other health care professionals should be 
encouraged to play a more active role in providing 
education about emergency contraception, 
including access and informed consent issues, by 
discussing it as part of routine family planning and 
contraceptive counseling; (2) to enhance efforts to 
expand access to emergency contraception, 
including making emergency contraception pills 
more readily available through pharmacies, 
hospitals, clinics, emergency rooms, acute care 
centers, and physicians' offices; (3) to recognize 
that information about emergency contraception is 
part of the comprehensive information to be 
provided as part of the emergency treatment of 
sexual assault victims and/or survivors; (4) to 
support educational programs for physicians and 
patients regarding treatment options for the 
emergency treatment of sexual assault victims 
and/or survivors, including information about 
emergency contraception; and (5) to encourage 
writing advance prescriptions for these pills as 
requested by their patients until the pills are 
available over-the-counter. 
(CMS Rep. 1, I-00; Appended: Res. 408, A-02; 
Modified: Res. 443, A-04; Reaffirmed: CSAPH 
Rep. 1, A-14) 

Retain as amended to reference 
updated terminology. 
 
 

H-
75.991 

Requirements or 
Incentives by 
Government for 
the Use of Long-
Acting 
Contraceptives 

(1) Involuntary use of long-acting contraceptives 
because of child abuse raises serious questions 
about a person's fundamental right to refuse 
medical treatment, to be free of cruel and unusual 
punishment, and to procreate. The state's 
compelling interest in protecting children from 
abuse may be served by less intrusive means than 
imposing contraception on parents who have 
committed child abuse. The needs of children may 
be better met by providing close supervision of the 
parents, appropriate treatment and social services, 
and foster placement care when necessary. There is 
not sufficient evidence to demonstrate that long-
acting contraceptives are an effective social 
response to the problem of child abuse. Before 
long-acting contraceptives could be considered as a 
response to individual cases of child abuse, the 
issue would need to be addressed by society 
broadly. Society must be careful about taking 
shortcuts to save resources when constitutional 
rights are involved. 
(2) Serious questions are raised by plea bargains, or 
negotiations with child welfare authorities, that 

Retain as amended to update 
terminology. 

https://policysearch.ama-assn.org/policyfinder/detail/H%2075.985?uri=%2FAMADoc%2FHOD.xml-0-5214.xml
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result in the use of long-acting contraceptives. 
Such agreements are made in inherently coercive 
environments that lack procedural safeguards. In 
addition, cultural and other biases may influence 
decisions by the state to seek the use of a long-
acting contraceptive. 
(3) If welfare or other government benefits were 
based on the use of long-acting contraceptive 
agents, individuals would be required to assume a 
potentially serious health risk before receiving their 
benefits. Government benefits should not be made 
contingent on the acceptance of a health risk. 
(4) Individuals should not be denied access to 
effective contraception because of their inability to 
pay indigence. Use of long-acting contraceptives 
should be covered by Medicaid and other health 
insurance programs, both public and private. 
(5) Long-acting contraceptives may be medically 
contraindicated. Assessing the health risks of long-
acting contraceptives is substantially outside the 
purview of courts and legislatures. 
(BOT Rep. EE, I-91; Reaffirmed: Sunset Report, I-
01; Reaffirmation A-04; Reaffirmed: CSAPH Rep. 
1, A-14) 

H-
80.996 

Scientific Status 
of Refreshing 
Recollection by 
the Use of 
Hypnosis 

The AMA believes that (1) With witnesses and 
victims concerning refreshing recollection, the use 
of hypnosis should be limited to the investigative 
process. Specific safeguards should be employed to 
protect the welfare of the subject and the public, 
and to provide the kind of record that is essential to 
evaluate the additional material obtained during 
and after hypnosis; (2) A psychological assessment 
of the subject's state of mind should be carried out 
prior to the induction of hypnosis in an 
investigative context, and informed consent should 
be obtained; (3) Hypnosis should be conducted by 
a skilled psychiatrist or psychologist, who is aware 
of the legal implications of the use of hypnosis for 
investigative purposes; a complete taped and/or 
precise written record of the clinician's prior 
knowledge of the case must be made; complete 
videotape recordings of the pre-hypnotic evaluation 
and history, the hypnotic session, and the post-
hypnotic interview, showing both the subject and 
the hypnotist, should be obtained; (4) Ideally, only 
the subject and the psychiatrist or psychologist 
should be present; (5) Some test suggestions of 
known difficulty should be given to provide 
information about the subject's ability to respond to 
hypnosis; (6) The subject's response to the 
termination of hypnosis and the post-hypnotic 
discussion of the experience of hypnosis are of 
major importance in discussing the subject's 
response; (7) Medical responsibility for the health 
and welfare of the subject cannot be abrogated by 

Retain; still relevant. 

https://policysearch.ama-assn.org/policyfinder/detail/H%2080.996?uri=%2FAMADoc%2FHOD.xml-0-5231.xml
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the investigative intent of hypnosis; and (8) 
Continued research should be encouraged. 
(CSA Rep. K, I-84; Reaffirmed: CSA Rep. 5, A-
94; Reaffirmed by CLRPD Rep. 3 - I-94; 
Reaffirmed and Modified: CSA Rep. 6, A-04; 
Reaffirmed: CSAPH Rep. 1, A-14) 

H-
85.953 

Improving Death 
Certification 
Accuracy and 
Completion 

1. Our AMA: (a) acknowledges that the reporting 
of vital events is an integral part of patient care; (b) 
urges physicians to ensure completion of all state 
vital records carefully and thoroughly with special 
attention to the use of standard nomenclature, using 
legible writing and accurate diagnoses; and (c) 
supports notifying state medical societies and state 
departments of vital statistics of this policy and 
encouraging their assistance and cooperation in 
implementing it. 
2. Our AMA also: (a) supports the position that 
efforts to improve cause of death statistics are 
indicated and necessary; (b) endorses the concept 
that educational efforts to improve death 
certificates should be focused on physicians, 
particularly those who take care of patients in 
facilities where patients are likely to die, namely in 
acute hospitals, nursing homes and hospices; and 
(c) supports the concept that training sessions in 
completion of death certificates should be (i) 
included in hospital house staff orientation sessions 
and clinical pathologic conferences; (ii) integrated 
into continuing medical education presentations; 
(iii) mandatory in mortality conferences; and (iv) 
included as part of in-service training programs for 
nursing homes, hospices and geriatric physicians. 
3. Our AMA further: (a) promotes and encourages 
the use of ICD codes among physicians as they 
complete medical claims, hospital discharge 
summaries, death certificates, and other 
documents; (b) supports cooperating with the 
National Center for Health Statistics (NCHS) in 
monitoring the four existing models for collecting 
tobacco-use data; (c) urges the NCHS to identify 
appropriate definitions, categories, and methods of 
collecting risk-factor data, including quantification 
of exposure, for inclusion on the U.S. Standard 
Certificates, and that subsequent data be 
appropriately disseminated; and (d) continues to 
encourage all physicians to report tobacco use, 
exposure to environmental tobacco smoke, and 
other risk factors using the current standard death 
certificate format. 
(CCB/CLRPD Rep. 3, A-14; Modified: Speakers 
Rep., A-15) 

Retain; still relevant. 

H-
90.970 

Disabled Parking Our AMA: (1) encourages physicians to become 
familiar with laws in their states for certifying a 
patient's need for disabled parking privileges; and 
(2) supports efforts to educate the public on the 
appropriate use of parking spaces for the disabled. 

Retain; still relevant. 
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INTRODUCTION 1 
 2 
American Medical Association (AMA) Policy H-450.922, “Comparative Effectiveness Research,” 3 
as adopted at A-23 asked that “our American Medical Association study the feasibility of including 4 
comparative effectiveness studies in various FDA drug regulatory processes, including 5 
comparisons with existing standard of care, available generics and biosimilars, and drugs 6 
commonly used off-label and over-the-counter.” This report serves as the Council on Science and 7 
Public Health’s response to this charge. 8 
 9 
METHODS 10 
 11 
English language articles were selected from searches of PubMed and Google Scholar using the 12 
search terms “comparative effectiveness research” and “comparative effectiveness research AND 13 
regulation.” Additional articles were identified by manual review of the reference lists of pertinent 14 
publications. Web sites managed by government agencies and applicable organizations were also 15 
reviewed for relevant information. 16 
 17 
BACKGROUND 18 
 19 
Comparative effectiveness research (CER) is defined by the National Academy of Medicine as “the 20 
generation and synthesis of evidence that compares the benefits and harms of alternative methods 21 
to prevent, diagnose, treat, and monitor a clinical condition or to improve the delivery of care.”1 At 22 
the simplest level, CER shifts the clinical research question from “is this safe?” and “does this 23 
work?” to “is this better?”. The question posed by the original resolution thus becomes whether the 24 
U.S. Food and Drug Administration (FDA) should ask sponsors to prove their new drug (or device) 25 
is superior to existing options on the market as a part of the regulatory process – either pre- or post-26 
market approval.  27 
 28 
The AMA has published several previous reports detailing the benefits of CER (including Council 29 
on Medical Service (CMS) Report 5-I-16 and CMS Report 4-I-19) and include a thorough list of 30 
principles the AMA holds for a federally funded CER entity. Briefly, these reports were focused on 31 
the incorporation of value into the pricing of pharmaceuticals, which include utilizing CER to 32 
better understand the long-term cost of a treatment compared to its alternatives. As such, this report 33 
will focus solely on the use of CER in the regulatory context. 34 
  



 CSAPH Rep. 2-A-24 -- page 2 of 9 
 

DISCUSSION 1 
 2 
The Authority of the FDA 3 
 4 
Under the Food, Drug and Cosmetics Act, the FDA assesses new drug applications for two criteria: 5 
safety and efficacy.2 Within those criteria, however, the FDA commonly assesses new drug 6 
applications in the context of the disease state and the drug landscape.3 Per the FDA’s Guidance for 7 
Industry, the risk-benefit analysis for new drug applications includes the following criteria: (1) 8 
analysis of the condition, (2) current treatment options, (3) benefit, and (4) risk and risk 9 
management.4 A new drug may be known to have serious side effects and toxicity, but if it is used 10 
to treat a terminal disease with no currently available treatment, the risk-benefit analysis by the 11 
FDA and its advisory committees may support approval. For example, the FDA advisory 12 
committee evaluating Trogarzo (ibalizumab-uiyk) for the treatment of multi-drug resistant HIV 13 
found that the underlying clinical trial design resulted in difficulty assessing the durability of the 14 
drug’s effectiveness.5 However, given the limited options for this high-need population, the 15 
advisory committee found this uncertainty to be tolerable, and ultimately recommended approval. 16 
 17 
Under the current regulatory framework, the most common method to demonstrate efficacy and 18 
safety is through placebo-controlled studies. Using this model, researchers seek to prove that their 19 
new drug is efficacious by having beneficial outcomes compared to a placebo (passive control). By 20 
contrast, a CER approach for medications (or devices) may measure superiority, non-inferiority, or 21 
equivalence. CER requires an active control, in which outcomes of the agent are compared to a 22 
proven, efficacious treatment rather than being compared to placebo.6,7 It should be noted that CER 23 
of active control superiority, non-inferiority, and equivalence studies are all routinely utilized by 24 
the FDA in approval decisions in the current regulatory framework, most commonly in instances 25 
where a placebo-controlled study may be unethical to perform.  26 
 27 
Re-labeling Generic Drugs 28 
 29 
CER is commonly used for evaluating the efficacy of off-label applications for drugs, as they may 30 
not have placebo-controlled clinical trials supporting off-label use.8-10 One of the potential results 31 
of CER in this context is that non-inferiority trials may result in the re-labeling of drugs to expand 32 
approved indications. For example, lenvatinib (trade name Lenvima) was first granted orphan drug 33 
status in 2012 for treating thyroid cancer, but later had its approved indications revised by the FDA 34 
to include first-line treatment of unresectable hepatocellular carcinoma after a non-inferiority trial 35 
was performed comparing lenvatinib and sorafenib.11  36 
 37 
The issue, however, comes down to which drugs are selected for evaluation and ultimately 38 
submitted for re-labeling. In the instance of lenvatinib, which is still under patent, the non-39 
inferiority trial was sponsored by the patent holder and pharmaceutical company, Eisai.12 Seeking 40 
labeling changes for off patent products, like generic medicines or medical devices, with no 41 
industry sponsor is much rarer due to the lack of financial incentive. One example of the 42 
difficulties in updating the labeling for a generic medicine is metformin, a first-line treatment for 43 
type 2 diabetes. In this instance, concerns over elevated rates of lactic acidosis resulted in the initial 44 
1994 labeling having a contraindication of metformin in patients with elevated creatine levels.13 By 45 
the mid-2000s, however, evidence suggested that this adverse event was rare, and lactic acidosis 46 
incidence rates in patients with diabetes receiving metformin were similar to those not receiving 47 
metformin.14 Despite this evidence, it took four years and two citizen petitions by a group of 48 
physician experts and academic partners to get partial updates to the labeling of metformin.13 Given 49 
the additional level of effort and advocacy required, using research (CER or otherwise) to inform 50 
updates in labeling of generic drugs is exceedingly rare and burdensome. 51 
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The AMA vigorously supports the physician's ability to exercise clinical judgement and prescribe 1 
medications off-label, yet the inclusion (or exclusion) of indications and contraindications in the 2 
FDA labeling can have significant ramifications on clinical uptake of medications and coverage by 3 
insurers.15-18  4 
 5 
Novel Drug Submissions 6 
 7 
Perhaps more nuanced is the potential role of CER in new drug applications and approvals, and 8 
whether the FDA should consider if a new drug is superior to what already exists on the market 9 
before granting approval. Proponents argue that this approach has multiple benefits to the system, 10 
gives patients and physicians a better understanding of which medications to prioritize in treatment 11 
plans, incentivizes research into understudied diseases, disincentivizes advertising which conflates 12 
newness with effectiveness, and reduces the financial burden on government entities to fund post-13 
market CER trials.19 14 
 15 
A common example of how CER could have been used in the approvals process is the case of 16 
esketamine. Ketamine, which was originally approved by the FDA for as an anesthetic in 1970, has 17 
received attention for use in treatment-resistant depression (TRD).20 Under normal chemical 18 
synthesis conditions, ketamine is made up of a 50:50 mixture of the enantiomers (R)-ketamine and 19 
(S)-ketamine (also known as esketamine). In 2019, Janssen received FDA approval for a nasal 20 
spray for TRD treatment that comprised of pure esketamine (i.e., no (R)-ketamine), under the trade 21 
name Spravato.21 Esketamine was approved for TRD utilizing a placebo-controlled study, in which 22 
esketamine performance was found to be effective compared to placebo.22,23  23 
 24 
Since its approval, however, esketamine has not been found to be superior to ketamine.24 What is 25 
different, though, is their price. Esketamine is an on-patent medication, and as such was estimated 26 
by the Institute for Clinical and Economic Review to cost approximately $39,000/year compared to 27 
$5,300/year for generic ketamine.25 However, due to other factors such as insurance reimbursement 28 
and manufacturer rebates, some studies found that patients may pay less out-of-pocket for 29 
esketamine, thus driving them towards the product which generates the most profit for the 30 
pharmaceutical company.26 31 
 32 
However, this is ultimately not an issue for the FDA to adjudicate. Deviation from the FDA’s role 33 
of evaluating “is it safe?” and “is it effective?” would be a radical expansion of scope and would 34 
likely endanger the ability for new medications to enter the market. As described above, the FDA 35 
already evaluates new drugs or devices within the context of available treatments and the severity 36 
of the disease.  37 
 38 
Instead, the case of esketamine/ketamine further highlights the importance of AMA’s advocacy 39 
efforts to make sure patients have access and insurance coverage to all medications that are deemed 40 
appropriate by their physician, whether they are prescribed for off-label indications or not. 41 
Esketamine and ketamine, while similar, have different administration routes and side effect 42 
profiles. As such, having both available in the physician’s toolbox allows for the patient-physician 43 
relationship to be the guide to the treatment plan. 44 
 45 
Additionally, “is it better?” may be a difficult bar to quantify, particularly for use cases with high 46 
levels of heterogeneity. For example, the addition of a zipper to a new medical device may not 47 
directly result in improved outcomes for patients, but a physician may appreciate the option. There 48 
are also questions as to for whom these new medications or devices need to be better. As noted 49 
above, esketamine may be more accessible for individuals who are averse to needles or otherwise 50 
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unable to receive an infusion. Similarly, a new device may make modifications to allow for easier 1 
implantation by a physician with a dexterity impairment, but not impact patient care. It is unclear 2 
how CER could effectively capture these important use-cases in which innovation and choice is 3 
beneficial, but not measurable by clinical outcomes. 4 
 5 
Finally, a requirement to prove that new medicines are better than current options may 6 
inadvertently isolate patient populations and make health inequities harder to overcome. For 7 
example, clopidogrel is an anti-platelet medicine commonly used for reducing the risk of stroke 8 
and heart attack. It is available as a generic medicine, taken orally, and is cheap, highly effective, 9 
and well-studied.27 As such, it may be difficult for any new competing medication to become 10 
approved if it were required to prove superiority to clopidogrel, placing some patients at a 11 
disadvantage. Alternatives to clopidogrel are incredibly important to individuals with CYP2C19 12 
genetic mutations, which can make them either  hyper- or hypo-metabolizers of clopidogrel, 13 
leading to reduced efficacy or increased side effects, respectively.28 CYP2C19 mutations are more 14 
prevalent in individuals of Asian and African ancestry.29 15 
 16 
The pharmacogenomic response to clopidogrel is well-known and has resulted in an FDA black 17 
box warning on its label.30 As such, one could imagine that CER for the purposes of a clopidogrel 18 
alternative could instead focus on its performance in relevant CYP2C19 genotypes. But this 19 
difference in response was not always known (the black box warning was added 13 years after 20 
approval), and there are likely an incalculable number of genetic mutations that influence drug 21 
interactions that are yet to be known and considered in prospective CER.  22 
 23 
CURRENT AMA POLICY 24 
 25 
As described above, the AMA has a long history of supporting off-label prescribing and 26 
reimbursement. Per Policy H-120.988, “Patient Access to Treatments Prescribed by Their 27 
Physicians,” “[o]ur AMA confirms its strong support for the autonomous clinical decision-making 28 
authority of a physician and that a physician may lawfully use an FDA approved drug product or 29 
medical device for an off-label indication when such use is based upon sound scientific evidence or 30 
sound medical opinion; and affirms the position that, when the prescription of a drug or use of a 31 
device represents safe and effective therapy, third party payers, including Medicare, should 32 
consider the intervention as clinically appropriate medical care, irrespective of labeling, should 33 
fulfill their obligation to their beneficiaries by covering such therapy, and be required to cover 34 
appropriate 'off-label' uses of drugs on their formulary.” 35 
 36 
Additionally, per Policy H-460.909, “Comparative Effectiveness Research,” the AMA broadly 37 
supports well-funded, scientifically rigorous CER entities, with two highlighted principles: “[t]he 38 
CER entity must not have a role in making or recommending coverage or payment decisions for 39 
payers,” and “[p]hysician discretion in the treatment of individual patients remains central to the 40 
practice of medicine. CER evidence cannot adequately address the wide array of patients with their 41 
unique clinical characteristics, co-morbidities and certain genetic characteristics. In addition, 42 
patient autonomy and choice may play a significant role in both CER findings and 43 
diagnostic/treatment planning in the clinical setting.” 44 
 45 
CONCLUSION 46 
 47 
Comparative effectiveness research is a critical tool for helping physicians give patients the highest 48 
quality, most affordable care possible. However, it may not be the most effective tool for 49 
determining what drugs should be available on the market. Instead of using CER as a regulatory 50 
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requirement, it is likely better suited to be used as a tool for bringing affordable, effective 1 
medications to patients. 2 
 3 
RECOMMENDATIONS 4 
 5 
The Council on Science and Public Health recommends that the following be adopted and the 6 
remainder of the report be filed: 7 
 8 

(1) That policy H-450.922, “Comparative Effectiveness Research” be amended by deletion to 9 
read as follows: 10 

 11 
Our AMA will: 12 
(1) study the feasibility of including comparative effectiveness studies in various FDA 13 
drug regulatory processes, including comparisons with existing standard of care, available 14 
generics and biosimilars, and drugs commonly used off-label and over-the-counter; and 15 
(2) (1) ask the National Institutes of Health to support and fund comparative effectiveness 16 
research for approved drugs, including comparisons with existing standard of care, 17 
available generics and biosimilars, and drugs commonly used off-label and over-the-18 
counter. (Amend HOD Policy) 19 
 20 

(2) That policies H-120.988, “Patient Access to Treatments Prescribed by Their Physicians”, 21 
and H-460.909, “Comparative Effectiveness Research” be reaffirmed. (Reaffirm HOD 22 
Policy) 23 

 
Fiscal note: less than $1,000 
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APPENDIX 
 
RELEVANT AMA POLICY 
 
Patient Access to Treatments Prescribed by Their Physicians H-120.988 
1. Our AMA confirms its strong support for the autonomous clinical decision-making authority of a physician and that a 
physician may lawfully use an FDA approved drug product or medical device for an off-label indication when such use is 
based upon sound scientific evidence or sound medical opinion; and affirms the position that, when the prescription of a 
drug or use of a device represents safe and effective therapy, third party payers, including Medicare, should consider the 
intervention as clinically appropriate medical care, irrespective of labeling, should fulfill their obligation to their 
beneficiaries by covering such therapy, and be required to cover appropriate 'off-label' uses of drugs on their formulary. 
2. Our AMA strongly supports the important need for physicians to have access to accurate and unbiased information 
about off-label uses of drugs and devices, while ensuring that manufacturer-sponsored promotions remain under FDA 
regulation. 
3. Our AMA supports the dissemination of generally available information about off-label uses by manufacturers to 
physicians. Such information should be independently derived, peer reviewed, scientifically sound, and truthful and not 
misleading. The information should be provided in its entirety, not be edited or altered by the manufacturer, and be 
clearly distinguished and not appended to manufacturer-sponsored materials. Such information may comprise journal 
articles, books, book chapters, or clinical practice guidelines. Books or book chapters should not focus on any particular 
drug. Dissemination of information by manufacturers to physicians about off-label uses should be accompanied by the 
approved product labeling and disclosures regarding the lack of FDA approval for such uses, and disclosure of the source 
of any financial support or author financial conflicts. 
4. Physicians have the responsibility to interpret and put into context information received from any source, including 
pharmaceutical manufacturers, before making clinical decisions (e.g., prescribing a drug for an off-label use). 
5. Our AMA strongly supports the addition to FDA-approved labeling those uses of drugs for which safety and efficacy 
have been demonstrated. 
6. Our AMA supports the continued authorization, implementation, and coordination of the Best Pharmaceuticals for 
Children Act and the Pediatric Research Equity Act. 
 
Comparative Effectiveness Research D-460.973 
Our AMA will solicit from our members and others articles or postings about current clinical topics where comparative 
effectiveness research should be conducted and will periodically invite AMA members to recommend topics where the 
need for comparative effectiveness research is most pressing, and the results will be forwarded to the Patient-Centered 
Outcomes Research Institute (PCORI) once it is established, or to another relevant federal agency. 
Res. 221, A-11. Reaffirmed: BOT Rep. 7, A-21 
 
Comparative Effectiveness Research H-460.909 
The following Principles for Creating a Centralized Comparative Effectiveness Research Entity are the official policy of 
our AMA: 
PRINCIPLES FOR CREATING A CENTRALIZED COMPARATIVE EFFECTIVENESS RESEARCH ENTITY: 
A. Value. Value can be thought of as the best balance between benefits and costs, and better value as improved clinical 
outcomes, quality, and/or patient satisfaction per dollar spent. Improving value in the US health care system will require 
both clinical and cost information. Quality comparative clinical effectiveness research (CER) will improve health care 
value by enhancing physician clinical judgment and fostering the delivery of patient-centered care. 
B. Independence. A federally sponsored CER entity should be an objective, independent authority that produces valid, 
scientifically rigorous research. 
C. Stable Funding. The entity should have secure and sufficient funding in order to maintain the necessary infrastructure 
and resources to produce quality CER. Funding source(s) must safeguard the independence of a federally sponsored CER 
entity. 
D. Rigorous Scientifically Sound Methodology. CER should be conducted using rigorous scientific methods to ensure 
that conclusions from such research are evidence-based and valid for the population studied. The primary responsibility 
for the conduct of CER and selection of CER methodologies must rest with physicians and researchers. 
E. Transparent Process. The processes for setting research priorities, establishing accepted methodologies, selecting 
researchers or research organizations, and disseminating findings must be transparent and provide physicians and 
researchers a central and significant role. 
F. Significant Patient and Physician Oversight Role. The oversight body of the CER entity must provide patients, 
physicians (MD, DO), including clinical practice physicians, and independent scientific researchers with substantial 
representation and a central decision-making role(s). Both physicians and patients are uniquely motivated to 
provide/receive quality care while maximizing value. 
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G. Conflicts of Interest Disclosed and Minimized. All conflicts of interest must be disclosed and safeguards developed to 
minimize actual, potential and perceived conflicts of interest to ensure that stakeholders with such conflicts of interest do 
not undermine the integrity and legitimacy of the research findings and conclusions. 
H. Scope of Research. CER should include long term and short term assessments of diagnostic and treatment modalities 
for a given disease or condition in a defined population of patients. Diagnostic and treatment modalities should include 
drugs, biologics, imaging and laboratory tests, medical devices, health services, or combinations. It should not be limited 
to new treatments. In addition, the findings should be re-evaluated periodically, as needed, based on the development of 
new alternatives and the emergence of new safety or efficacy data. The priority areas of CER should be on high volume, 
high cost diagnosis, treatment, and health services for which there is significant variation in practice. Research priorities 
and methodology should factor in any systematic variations in disease prevalence or response across groups by race, 
ethnicity, gender, age, geography, and economic status. 
I. Dissemination of Research. The CER entity must work with health care professionals and health care professional 
organizations to effectively disseminate the results in a timely manner by significantly expanding dissemination capacity 
and intensifying efforts to communicate to physicians utilizing a variety of strategies and methods. All research findings 
must be readily and easily accessible to physicians as well as the public without limits imposed by the federally supported 
CER entity. The highest priority should be placed on targeting health care professionals and their organizations to ensure 
rapid dissemination to those who develop diagnostic and treatment plans. 
 J. Coverage and Payment. The CER entity must not have a role in making or recommending coverage or payment 
decisions for payers. 
K. Patient Variation and Physician Discretion. Physician discretion in the treatment of individual patients remains central 
to the practice of medicine. CER evidence cannot adequately address the wide array of patients with their unique clinical 
characteristics, co-morbidities and certain genetic characteristics. In addition, patient autonomy and choice may play a 
significant role in both CER findings and diagnostic/treatment planning in the clinical setting. As a result, sufficient 
information should be made available on the limitations and exceptions of CER studies so that physicians who are 
making individualized treatment plans will be able to differentiate patients to whom the study findings apply from those 
for whom the study is not representative. 
CMS Rep. 5, I-08. Reaffirmed: Res. 203, I-09. Reaffirmation I-10. Reaffirmed: CMS Rep. 05, I-16. Reaffirmed: CMS 
Rep. 4, I-19. 
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INTRODUCTION 1 
 2 
At the 2023 Annual meeting of the American Medical Association (AMA’s) House of Delegates, 3 
subclause 7 of Resolution 004 was referred. It stated that “[our AMA encourage] the [U.S. Food 4 
and Drug Administration (FDA)] to internally develop criteria for identifying medication and 5 
medical devices seeking FDA approval that were developed based on research that did not include 6 
adequate participation of women, and sexual and gender minorities [SGM].” Testimony at the 7 
meeting cited concern with this being too prescriptive of an approach for the AMA to take with the 8 
FDA on this topic. This report serves as the Council on Science and Public Health’s response. 9 
 10 
METHODS 11 
 12 
English language articles were selected from searches of PubMed and Google Scholar using the 13 
search terms “gender bias AND clinical trials”, “sex bias AND clinical trials”, “gender differences 14 
AND adverse events”, and “sex differences AND adverse events”. Additional articles were 15 
identified by manual review of the reference lists of pertinent publications. Web sites managed by 16 
government agencies and applicable organizations were also reviewed for relevant information. 17 
 18 
BACKGROUND 19 
 20 
There has been a long and unfortunately exclusionary history for women, and sex and gender 21 
minorities (SGM) participating in clinical trials. Women participating in clinical trials became a 22 
topic of intense discussion in the United States and Europe after the tragic discovery of birth 23 
defects caused by thalidomide in the 1950s.1 In response, Congress passed the Kefauver-Harris 24 
amendment to the Food, Drug, and Cosmetics Act in 1962 which dramatically expanded the role of 25 
the FDA beyond evaluating safety, but also effectiveness, resulting in the modern phased clinical 26 
trial model we know today.2 By 1977, however, fears of another teratogen like thalidomide resulted 27 
in the FDA introducing regulations which functionally barred all women “of child-bearing age” 28 
from participating in clinical trials outside of life-saving drugs.3  29 
 30 
After these regulations, the scientific community quickly recognized the impact that excluding 31 
women from clinical trials had on health equity, including a call from the U.S. Public Health 32 
Service Task Force on Women’s Health to improve women’s participation in clinical trials.4 In 33 
1993, the FDA repealed their 1977 rule, and Congress passed a mandate that all studies funded by 34 
the National Institute of Health (NIH) include women and assess differences amongst sexes.5,6 35 
 36 
However, despite the changes in the regulatory environment, inequities in clinical trial participation 37 
and outcomes persist. These inequities have previously been studied in detail by the Council, and 38 
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can be found in the 2016 report “An Expanded Definition of Women’s Health.”7 This report 1 
outlined the ways in which health differences experienced by women are not just associated with 2 
reproductive health, and includes biological and socioeconomic factors that impact the risk and 3 
severity of conditions such as cardiovascular disease, autoimmune disease, Alzheimer’s disease, 4 
and substance use disorders. Further, women’s participation in research (both as participants and as 5 
investigators), was discussed, including the lack of female animals used in preclinical research 6 
impacting the ability to predict pharmacokinetic or pharmacodynamic differences using biologic 7 
sex as a variable. 8 
 9 
Briefly, examination of clinical trials find that enrollment of women is still lower than expected – 10 
for example, in 740 clinical trials for cardiovascular disease (N = 862,652 adults), only 38 percent 11 
were women.8 This trend is also observed across disease state, including psychiatric conditions and 12 
cancer.9 13 
 14 
Reasons for this gap are multi-factorial, and include concerns related to side effects, impact on 15 
fertility, lack of women researchers, and the inability to take time for multiple site visits.10 At the 16 
request of Congress, the National Academy of Sciences, Engineering, and Mathematics released a 17 
2022 consensus study towards building equity in women and underrepresented groups in 18 
research.11 In its recommendations, the report recommends a variety of strategies: starting with 19 
intention, establishing a foundation of trust, being proactive about removing barriers, being 20 
flexible, maintaining a strong network of interested groups, being cognizant of social and 21 
professional expectations, working in a representative team, and prioritizing resources for equity. 22 
 23 
Participation of SGM in clinical trials is even less representative of the population. SGM, which 24 
may include individuals identifying as gay, lesbian, transgender, gender non-binary, or gender 25 
expansive, have historically been omitted entirely as a category for clinical research, even when 26 
they are a high-risk population. For example, surveys have found that individuals identifying as 27 
gay or lesbian have an approximately 61 percent prevalence of a substance use disorder compared 28 
to 24 percent for individuals identifying as heterosexual.12 Yet despite the higher risk of substance 29 
use disorders, one analysis found that typically less than 5 percent of substance use disorder studies 30 
from 2007 to 2012 reported sexual orientation as a relevant participant demographic.13 Similarly, a 31 
review of 764 cancer clinical trials from 1991 to 2017 (N = 462,449 patients) found that no trial 32 
reported sexual identity, and only two patients were reported as anything other than male or female 33 
– and in those instances, they were listed as the non-actionable categories “not reported” and 34 
“unknown.”14 Despite the lack of recognition in studies, SGM are at higher risk for developing 35 
cancers related to human immunodeficiency virus and human papillomavirus, or hormone-36 
dependent cancers such as breast cancer in individuals receiving hormone therapy.15,16 37 
 38 
The lack of participation of women and the lack of even tracking SGM in clinical trials has clear 39 
impacts on the care those populations subsequently receive. One commonly cited statistic is that 40 
women experience adverse drug reactions (ADRs) approximately twice as often as men, with the 41 
underlying reason being that lack of women’s participation in clinical trials has led to poor 42 
understanding of the influence of sex on pharmacokinetics.17 In an analysis of NIH-funded clinical 43 
trials performed in 2015, only 26 percent of studies explicitly used sex as a variable in their 44 
analysis, 72 percent made no mention of sex at all, and many studies with low enrollment of 45 
women still represented their data to suggest that it is generalizable across sexes.18 For SGM, lack 46 
of interest by the research community contributes to the ongoing feelings of invisibility and 47 
mistrust of physicians.19 48 
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THE REGULATORY RESPONSE 1 
 2 
The originally proposed resolution calls for the FDA to develop criteria for identifying medication 3 
and devices which did not adequately include women and SGM in clinical trials. In recent years, 4 
there have been several efforts at the FDA to improve diversity in clinical trials, in part driven by 5 
the Food and Drug Administration Safety and Innovation Act of 2012 (FDASIA) and the Food and 6 
Drug Omnibus Reform Act of 2022 (FDORA). 7 
 8 
Under Section 907 of FDASIA, FDA was tasked with evaluating clinical trial participation based 9 
on sex, age, race, and ethnicity. The “Section 907 report” included a 2014 action plan for enhanced 10 
collection, and included recommendations on more robust demographic information, training for 11 
reviewers to be more scrutinizing of demographic data, and tackling barriers for enrollment for 12 
certain subpopulations.20 13 
 14 
Per FDORA, all drug and device sponsors are required to consider racial and ethnic diversity 15 
through the use of a Diversity Action Plan, to be submitted at the same time as their study 16 
protocol.21 These plans require drug and device sponsors to describe their rationale for enrollment, 17 
broken down by age, sex, racial, and ethnic characteristics, and a specific plan for how they intend 18 
on achieving these goals, including specific outreach. As of this writing (January 2024), the 19 
guidance has not been finalized, but it is expected to be public before the AMA 2024 Annual 20 
Meeting. 21 
 22 
In August 2023, the FDA released an additional draft Guidance for Industry, “Postmarketing 23 
Approaches to Obtain Data on Populations Underrepresented in Clinical Trials for Drugs and 24 
Biological Products”, which would allow the FDA to require post-market studies as a condition for 25 
approval for drugs or devices which did not have adequately diverse populations in the clinical 26 
trials.22 Populations explicitly cited in the guidance include (but are not limited to): race, ethnicity, 27 
sex, age, gender identity, disability, pregnancy status, and lactation status. These post-market 28 
studies may include single-arm trials, randomized trials, real-world data collection, or pooled 29 
studies to assess pharmacokinetics and/or pharmacodynamics in populations understudied in the 30 
initial trials. 31 
 32 
Finally, post-market studies do not always need to be conducted by the drug sponsor. While post-33 
approval agreements may be strong incentives for drug sponsors with named drugs to maintain 34 
their approval while on-patent, many commonly used drugs that are currently off-patent and 35 
available as generics were developed without representative women or SGM participation in their 36 
clinical trials. As such, there is a distinct possibility that post-market trial requirements for generic 37 
drugs could result in lower cost medications simply leaving the marketplace. In those instances, 38 
targeted studies for medications at higher-risk for sex- and gender-specific adverse events may be 39 
well-suited for federal or academic entities. 40 
 41 
EXISTING AMA POLICY 42 
 43 
The AMA maintains a plethora of policies seeking to improve equity in both patient outcomes and 44 
workforce representation. Specific to this report, the AMA has policy recognizing the differences 45 
in health outcomes for women in cardiovascular disease (H-525.975, “Heart Disease in Women”), 46 
substance use (H-30.943, “Alcohol Use Disorder and Unhealthy Alcohol Use Among Women”), 47 
pharmacological response (D-525.993, “Education on Sex-Based Response to Opioids”), and even 48 
pharmaceutical advertising (D-105.996, “Impact of Pharmaceutical Advertising on Women's 49 
Health”). The AMA maintains policy specific to the health care needs of other gender identities, 50 
including a recognition of the higher risk for cancer in this population (H-160.991, “Health Care 51 
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Needs of Lesbian, Gay, Bisexual, Transgender and Queer Populations”), and the need for improved 1 
gender identity and sexual orientation documentation in medical trials (H-315.967, “Promoting 2 
Inclusive Gender, Sex, and Sexual Orientation Options on Medical Documentation”). Additionally, 3 
it is the policy of the AMA that the FDA perform regular surveillance of research trial participants, 4 
and to adequately fund activities that increase participant diversity in trials (H-460.911, “Increasing 5 
Minority, Female, and other Underrepresented Group Participation in Clinical Research”). 6 
 7 
CONCLUSION 8 
 9 
The lack of women and SGM participation in clinical trials has resulted in health inequities. 10 
Although it may have started as a well-intentioned response to teratogenic medication adverse 11 
events, legislative and regulatory actions have contributed to a drug and device development 12 
environment with limited inclusion and information on women and sex and gender minorities. 13 
Since the early 1990s, there have been changes to the regulatory landscape and efforts to improve 14 
the diversity of the research and development workforce, but progress is slow. The FDA has 15 
demonstrated a commitment to improving diversity in clinical trials which should be applauded, 16 
supported, and promptly strengthened. 17 
 18 
 RECOMMENDATIONS 19 
 20 
The Council on Science and Public Health recommends that the following be adopted and the 21 
remainder of the report be filed: 22 
 23 
That policy H-525.988, “Sex and Gender Differences in Medical Research” be amended by 24 
addition and deletion to read as follows: 25 

Our AMA: 26 
(1) reaffirms that gender exclusion in broad medical studies questions the validity of the 27 
studies' impact on the health care of society at large; 28 
(2) affirms the need to include all genders in studies that involve the health of society at 29 
large and publicize its policies; 30 
(3) supports increased funding into areas of women's health and sexual and gender 31 
minority health research; 32 
(4) supports increased research on women's health and sexual and gender minority health 33 
and the participation of women and sexual and gender minorities in clinical trials, the 34 
results of which will permit development of evidence-based prevention and treatment 35 
strategies for all women and sexual and gender minorities from diverse cultural and ethnic 36 
groups, geographic locations, and socioeconomic status; 37 
(5) recommends that all medical/scientific journal editors require, where appropriate, a sex-38 
based and gender-based analysis of data, even if such 39 
comparisons are negative; and 40 
(6) recommends that medical and scientific journals diversify their review processes to 41 
better represent women and sexual and gender minorities.; and 42 
(7) supports the FDA’s requirement of actionable clinical trial diversity action plans from 43 
drug and device sponsors that include women, and sex and gender minorities; and 44 
(8) supports the FDA's efforts in conditioning drug and device approvals on post-marketing 45 
studies which evaluate the efficacy and safety of those products in women and sex and 46 
gender minorities when those groups were not adequately represented in clinical trials; and 47 
(9) supports and encourages the National Institute of Health and other grant-making 48 
entities to fund post-market research investigating pharmacodynamics and 49 
pharmacokinetics for generic drugs that did not adequately enroll women, and sex and 50 



 CSAPH Rep. 4-A-24 -- page 5 of 10 
 

gender minorities in their clinical trials, prioritizing instances when those populations 1 
represent a significant portion of patients or reported adverse drug events. (Amend HOD 2 
Policy)  3 

 
Fiscal note: less than $1,000  
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CITED AMA POLICY 
 
Sex and Gender Differences in Medical Research H-525.988 
Our AMA: 
(1) reaffirms that gender exclusion in broad medical studies questions the validity of the studies' impact on the health care 
of society at large; 
(2) affirms the need to include all genders in studies that involve the health of society at large and publicize its policies; 
(3) supports increased funding into areas of women's health and sexual and gender minority health research; 
(4) supports increased research on women's health and sexual and gender minority health and the participation of women 
and sexual and gender minorities in clinical trials, the results of which will permit development of evidence-based 
prevention and treatment strategies for all women and sexual and gender minorities from diverse cultural and ethnic 
groups, geographic locations, and socioeconomic status; 
(5) recommends that all medical/scientific journal editors require, where appropriate, a sex-based and gender-based 
analysis of data, even if such 
comparisons are negative; and 
(6) recommends that medical and scientific journals diversify their review processes to better represent women and 
sexual and gender minorities. 
 
An Expanded Definition of Women's Health H-525.976 
Our AMA recognizes the term "women's health"� as inclusive of all health conditions for which there is evidence that 
women's risks, presentations, and/or responses to treatments are different from those of men, and encourages that 
evidence-based information regarding the impact of sex and gender be incorporated into medical practice, research, and 
training. 
 
Inclusion of Women in Clinical Trials H-525.991 
Our AMA: (1) encourages the inclusion of women, including pregnant women when appropriate, in all research on 
human subjects, except in those cases for which it would be scientifically irrational, in numbers sufficient to ensure that 
results of such research will benefit both men and women alike; (2) supports the National Institutes of Health policy 
requiring investigators to account for the possible role of sex as a biological variable in vertebrate animal and human 
studies; and (3) encourages translation of important research results into practice. 
 
Increasing Minority, Female, and other Underrepresented Group Participation in Clinical Research H-460.911 
1. Our AMA advocates that:  
a. The Food and Drug Administration (FDA) and National Institutes of Health (NIH) conduct annual surveillance of 
clinical trials by gender, race, and ethnicity, including consideration of pediatric and elderly populations, to determine if 
proportionate representation of women and minorities is maintained in terms of enrollment and retention. This 
surveillance effort should be modeled after National Institute of Health guidelines on the inclusion of women and 
minority populations.  b. The FDA have a page on its web site that details the prevalence of minorities and women in its 
clinical trials and its efforts to increase their enrollment and participation in this research; and  c. Resources be provided 
to community level agencies that work with those minorities, females, and other underrepresented groups who are not 
proportionately represented in clinical trials to address issues of lack of access, distrust, and lack of patient awareness of 
the benefits of trials in their health care. These minorities include Black Individuals/African Americans, Hispanics, 
Asians/Pacific Islanders/Native Hawaiians, and Native Americans. 
2. Our AMA recommends the following activities to the FDA in order to ensure proportionate representation of 
minorities, females, and other underrepresented groups in clinical trials: a. Increased fiscal support for community 
outreach programs; e.g., culturally relevant community education, community leaders' support, and listening to 
community's needs; b. Increased outreach to all physicians to encourage recruitment of patients from underrepresented 
groups in clinical trials; c. Continued education for all physicians and physicians-in-training on clinical trials, subject 
recruitment, subject safety, and possible expense reimbursements, and that this education encompass discussion of 
barriers that currently constrain appropriate recruitment of underrepresented groups and methods for increasing trial 
accessibility for patients; d. Support for the involvement of minority physicians in the development of partnerships 
between minority communities and research institutions; and e. Fiscal support for minority, female, and other 
underrepresented groups recruitment efforts and increasing trial accessibility. 
3. Our AMA advocates that specific results of outcomes in all clinical trials, both pre- and post-FDA approval, are to be 
determined for all subgroups of gender, race and ethnicity, including consideration of pediatric and elderly populations; 
and that these results are included in publication and/or freely distributed, whether or not subgroup differences exist. 
 
Heart Disease in Women H-525.975 
1. Our AMA supports increased awareness and education on preventive measures for heart disease in women and 
encourages comprehensive care of heart disease in women. 
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2. Our AMA urges research to address the gaps in knowledge related to coronary pathophysiology and diagnostic, 
treatment, and interventional strategies for heart disease in women; and to better understand the role of demographic, 
socioeconomic, and psychological factors in the onset of heart disease in women. 
 
Alcohol Use Disorder and Unhealthy Alcohol Use Among Women H-30.943 
The AMA recognizes the prevalence of unhealthy use of alcohol among women, as well as current barriers to diagnosis 
and treatment. The AMA urges physicians to be alert to the presence of alcohol-related problems among women and to 
screen all patients for alcohol us disorder and dependence. The AMA encourages physicians to educate women of all 
ages about their increased risk of damage to the nervous system, liver and heart disease from alcohol and about the effect 
of alcohol on the developing fetus. The AMA encourages adequate funding for research to explore the nature and extent 
of alcohol use disorder and unhealthy alcohol use among women, effective treatment modalities for women with alcohol 
use disorder and unhealthy alcohol use, and variations in alcohol use among ethnic and other subpopulations. The AMA 
encourages all medical education programs to provide greater coverage on alcohol as a significant source of morbidity 
and mortality in women. 
 
Education on Sex-Based Response to Opioids  D-525.993 
Our AMA will include educational materials for physicians regarding sex-based differences in their resources related to 
the opioid epidemic. These sex-based differences include the perception of pain, the impact of co-morbid conditions, 
response to opioids, risks for opioid use disorder, issues with access, and outcomes of addiction treatment programs 
among women. 
 
Impact of Pharmaceutical Advertising on Women's Health D-105.996 
1. Our AMA urges the US Food and Drug Administration (FDA) to assure that all direct-to-consumer advertising of 
pharmaceuticals includes information regarding differing effects and risks between the sexes. 
2. Our AMA urges the FDA to assure that advertising of pharmaceuticals to health care professionals includes specifics 
outlining whether testing of drugs prescribed to both sexes has included sufficient numbers of women to assure safe use 
in this population and whether such testing has identified needs to modify dosages based on sex. 
 
Health Care Needs of Lesbian, Gay, Bisexual, Transgender and Queer Populations H-160.991 
1. Our AMA: (a) believes that the physician's nonjudgmental recognition of patients' sexual orientations, sexual 
behaviors, and gender identities enhances the ability to render optimal patient care in health as well as in illness. In the 
case of lesbian, gay, bisexual, transgender, queer/questioning, and other (LGBTQ) patients, this recognition is especially 
important to address the specific health care needs of people who are or may be LGBTQ; (b) is committed to taking a 
leadership role in: (i) educating physicians on the current state of research in and knowledge of LGBTQ Health and the 
need to elicit relevant gender and sexuality information from our patients; these efforts should start in medical school, but 
must also be a part of continuing medical education; (ii) educating physicians to recognize the physical and psychological 
needs of LGBTQ patients; (iii) encouraging the development of educational programs in LGBTQ Health; (iv) 
encouraging physicians to seek out local or national experts in the health care needs of LGBTQ people so that all 
physicians will achieve a better understanding of the medical needs of these populations; and (v) working with LGBTQ 
communities to offer physicians the opportunity to better understand the medical needs of LGBTQ patients; and (c) 
opposes, the use of "reparative" or "conversion" therapy for sexual orientation or gender identity. 
2. Our AMA will collaborate with our partner organizations to educate physicians regarding: (i) the need for sexual and 
gender minority individuals to undergo regular cancer and sexually transmitted infection screenings based on anatomy 
due to their comparable or elevated risk for these conditions; and (ii) the need for comprehensive screening for sexually 
transmitted diseases in men who have sex with men; (iii) appropriate safe sex techniques to avoid the risk for sexually 
transmitted diseases; and (iv) that individuals who identify as a sexual and/or gender minority (lesbian, gay, bisexual, 
transgender, queer/questioning individuals) experience intimate partner violence, and how sexual and gender minorities 
present with intimate partner violence differs from their cisgender, heterosexual peers and may have unique complicating 
factors. 
3. Our AMA will continue to work alongside our partner organizations, including GLMA, to increase physician 
competency on LGBTQ health issues. 
4. Our AMA will continue to explore opportunities to collaborate with other organizations, focusing on issues of mutual 
concern in order to provide the most comprehensive and up-to-date education and information to enable the provision of 
high quality and culturally competent care to LGBTQ people. 
 
Promoting Inclusive Gender, Sex, and Sexual Orientation Options on Medical Documentation H-315.967 
Our AMA: (1) supports the voluntary inclusion of a patient's biological sex, current gender identity, sexual orientation, 
preferred gender pronoun(s), preferred name, and clinically relevant, sex specific anatomy in medical documentation, and 
related forms, including in electronic health records, in a culturally-sensitive and voluntary manner; (2) will advocate for 
collection of patient data in medical documentation and in medical research studies, according to current best practices, 
that is inclusive of sexual orientation, gender identity, and other sexual and gender minority traits for the purposes of 
research into patient and population health; (3) will research the problems related to the handling of sex and gender 
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within health information technology (HIT) products and how to best work with vendors so their HIT products treat 
patients equally and appropriately, regardless of sexual or gender identity; (4) will investigate the use of personal health 
records to reduce physician burden in maintaining accurate patient information instead of having to query each patient 
regarding sexual orientation and gender identity at each encounter; and (5) will advocate for the incorporation of 
recommended best practices into electronic health records and other HIT products at no additional cost to physicians. 
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INTRODUCTION 1 
 2 
Resolution 245-A-23, which was referred by the American Medical Association’s (AMA) House of 3 
Delegates, stated as follows: 4 
 5 

That our American Medical Association repeal policy H-125.976, Biosimilar 6 
Interchangeability Pathway (Rescind HOD Policy);  7 
 8 
That our AMA advocate for state and federal laws and regulations that support 9 
patient and physician choice of biosimilars and remove the “interchangeable” 10 
designation from the FDA’s regulatory framework. (Directive to Take Action) 11 
 12 

This report serves as the Council on Science and Public Health’s findings and recommendations 13 
after review of the evidence surrounding the “interchangeable” designation for biosimilar 14 
medications. 15 
 16 
METHODS 17 
 18 
English language articles were selected from searches of PubMed and Google Scholar using the 19 
search terms “biosimilar AND interchangeable.” Additional articles were identified by manual 20 
review of the reference lists of pertinent publications. Web sites managed by government agencies 21 
and applicable organizations were also reviewed for relevant information. 22 
 23 
BACKGROUND 24 
 25 
This report deals with several technical terms, including discussion as to how they overlap and 26 
differ. As such, definitions are provided in Appendix 1 of this report for the following terms: 27 
biologic drug, small molecule drug, generic drug, biosimilar, and interchangeable. 28 
 29 
Biosimilars are a classification of biologic medical products (such as recombinant proteins and 30 
gene therapies) which are nearly identical to an existing U.S. Food Drug and Administration (FDA) 31 
-approved biologic medicine (called the reference product or innovator product). In that sense, they 32 
are often thought of as the equivalent to the “generic” designation for small-molecule drugs, 33 
however they have several key differences which will be discussed later in this report.  34 
 
Biosimilars are a relatively new class of large molecule medication, with the first follow-on (i.e., a 35 
new medication approved in an already established drug class) protein, Omnitrope (somatropin), 36 
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not receiving FDA approval until 2005.1 However, the FDA has not had a dedicated regulatory 1 
pathway for approving biosimilars until passage of the Patient Protection and Affordable Care Act 2 
of 2010, which resulted in the first true biosimilar being approved in 2015, when the leukocyte 3 
growth factor Zarxio (filgrastim-sndz) was deemed to be biosimilar to Neupogen (filgrastim).2 As 4 
of December 2023, there have been 45 biosimilars approved by the FDA, including products such 5 
as biosimilars for Humira (adalimumab), Avastin (bevacizumab), and Lantus (insulin glargine). 6 
 7 
Biosimilars have a unique naming convention compared to other classes of drugs. First, all biologic 8 
drugs are branded, even if they are a biosimilar. To distinguish between two biologic products, a 4-9 
letter suffix is added to the non-proprietary name. For example, filgrastim is a recombinant form of 10 
granulocyte colony-stimulating factor. The first biologic drug product in this class was produced by 11 
Amgen under the trade name Neupogen (filgrastim). Once Neupogen lost its market exclusivity, 12 
biosimilars such as Zarxio (filgrastim-sndz), Nivestym (filgrastim-aafi), and Releuko (filgrastim-13 
ayow) were approved by the FDA. These were all found by the FDA to have similar efficacy and 14 
function to Neupogen but have their own brand name and suffix. This naming strategy is intended 15 
to convey that biosimilars such as Zarxio and Nivestym are similar, but not identical to Neupogen, 16 
and allows for easier pharmacovigilance in the event that those differences result in adverse event 17 
profile differences. For biologic drugs approved after March 23, 2020, the originator product also 18 
contains a 4-letter suffix.  19 
 20 
Similar to the generic drug market, approvals of biosimilars are generally thought to lead to 21 
increased access and lower costs for expensive medications on the market. Per one analysis from 22 
2016 (before nearly all biosimilars entered the market) biologic drugs comprised less than one 23 
percent of prescriptions in the United States, but accounted for over 28 percent of drug 24 
expenditures.3 Since then, one study estimates that biosimilars saved patients $56 billion in 25 
medication spending, and account for approximately 60 percent of a given biologic drug’s sales 26 
volume when biosimilar competition exists.4 It should be noted, however, that the introduction of a 27 
biosimilar is not a guaranteed method for reducing cost and increasing access – somatropin, the 28 
first biologic drug to have a biosimilar approved, has actually had a nearly 20 percent increase in 29 
the reference product unit price since the introduction of follow-on competition, even though the 30 
follow-on product is markedly cheaper.5 31 
 32 
Distinctions with Generic Drugs 33 
 34 
As described above, many often think of biosimilars as the “generic drug” version of biologic 35 
medicines. However, there are several key differences, which are also summarized in Appendix 2.6 36 
The first major distinction between biosimilar large molecule drugs and generic small molecules 37 
drugs is the complexity of the underlying medicine. Small molecule drugs generally consist of 38 
relatively simple organic chemical structures with atom counts on the scale of 10s, and atomic 39 
weights on the scale of 100s of Daltons (Da). For example, acetylsalicylic acid (aspirin) has the 40 
chemical formula of C9H8O4 (21 total atoms), and a molecular weight of 180 Da. Biologic drugs, 41 
by comparison, typically consist of thousands of atoms – adalimumab, a monoclonal antibody used 42 
for autoimmune disorders, has a molecular formula of C6428H9912N1694O1987S46 (20,067 total atoms) 43 
and a molecular weight of 144,190 Da.  44 
 45 
Biologic drug efficacy is very sensitive to the secondary, tertiary, and even quaternary structure, 46 
which describes how the molecule is folded and packed into shape.7 For example, many biosimilars 47 
are antibody-based drugs, which require very specific folding patterns to generate the receptor 48 
binding affinity needed to provide the drugs action in the body. The “active” portion of the 49 
biosimilar may be a tiny fraction of the overall molecule while they also may contain several large 50 
components that do not contribute meaningfully to the efficacy of the medication. As such, 51 
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biosimilars may have different chemical structures than their reference product, but if the 1 
difference only exists in non-active portions of the structure and does not impact other elements 2 
such as folding or polarity, then in theory they will retain similar efficacy. 3 
 4 
To produce such complex moieties, biologic drugs are manufactured using unique strategies such 5 
as bioreactors. Rather than pursuing traditional chemical synthesis, manufacturers leverage living 6 
cells such as yeast or E. coli that are genetically modified to produce the desired product. Due to 7 
the relative lack of control over bioreactor manufacturing, there can be high levels of both inter- 8 
and intra-batch variability resulting in changes in protein sequence, higher order structure, 9 
aggregation, charge heterogenicity, oxidation, and any byproducts from the bioreactor organism 10 
that may impact drug function and immunogenicity.8 Additionally, since the organisms responsible 11 
for producing the biologic drug are their own living system, they evolve and mutate over time, 12 
meaning that the output will slowly, irreversibly drift over time.9 As such, there is significant 13 
effort, from industry and regulators, dedicated to monitoring and probing biologic drug 14 
manufacturing to ensure drug safety and efficacy are preserved in these manufacturing conditions.8 15 
Differences in manufacturing of biologics and small molecule drugs result in another key 16 
distinction  – biosimilars are designed to have similar function and efficacy, but it is an impossible 17 
task to ever perfectly reproduce composition and structure. 18 
 19 
Considering their unique composition, mechanism of action, and manufacturing, biosimilars and 20 
their approvals are regulated via their own distinct pathway by the FDA. Established by the 21 
Biologics Price Competition and Innovation Act of 2009 (BPCIA, passed within the broader 22 
Affordable Care Act), biosimilars are approved via an abbreviated 351(k) pathway compared to the 23 
505(j) pathway for other small molecule generic drugs. Per the Hatch-Waxman Act, generic small 24 
molecule drug manufacturers are only required to establish bioequivalence for FDA approval.10 25 
Compared to small molecule generic drugs, biosimilar manufacturers are required to prove that 26 
their product utilizes the same mechanism of action, analytical studies proving similarity of the 27 
biologically active components, animal studies assessing toxicity, and clinical studies assessing 28 
efficacy, immunogenicity, pharmacokinetics, and pharmacodynamics.11 As a result, the cost 29 
associated with developing, testing, and seeking approval for a biosimilar is significantly higher 30 
than that of a generic drug – with some estimates as high as nine years and $300 million per 31 
biosimilar.12,13 32 
 33 
Interchangeability 34 
 35 
There is a continuing tension in how to best describe biosimilars. On the one hand, biosimilar 36 
naming and terminology needs to convey that they have been found to perform the same as the 37 
reference product. Yet on the other hand, it needs to convey that they are chemically similar – not 38 
identical. Due to the relative infancy of the field, the clinical implications have yet to be fully 39 
understood, especially when there can be significant molecule structural or compositional 40 
differences between biologic products that otherwise perform similarly.14-18 41 
 42 
One of the primary sources of tension around communicating biosimilar drugs similarity and 43 
differences is the utilization of the term “interchangeable.” As alluded to by the original Resolution 44 
245-A-23, there are additional distinctions and implications between biosimilars and small 45 
molecule generic drugs when it comes to interchangeability and pharmacy-level substitutions. Per 46 
the BPCIA, “interchangeable” is an additional designation that can be given to biosimilars that 47 
allows for pharmacists to perform a substitution of two biologic drugs, if allowed by their state 48 
pharmacy laws, similar to generic small molecule drugs for their brand name product. Per the 49 
Public Health Service Act, “the [term interchangeable in] reference to a biological product […] 50 
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means that the biological product may be substituted for the reference product without the 1 
intervention of the health care professional who prescribed the reference product.”19 2 
 
Beyond the baseline evidence that manufacturers provide for biosimilar approval, to be deemed 3 
“interchangeable” manufacturers must perform a switching study or interchangeable trial -- a two-4 
arm clinical trial in which one arm receives the reference product continuously, and the other 5 
switches from the reference product to the biosimilar and back again. If there are no substantive 6 
differences in efficacy or immunogenicity upon switching back and forth between biosimilar and 7 
the reference product, the biosimilar may be deemed “interchangeable.” It should be noted that to 8 
receive the initial FDA approval as a biosimilar, the drug must already have proven to have similar 9 
efficacy and immunogenicity to the reference product. Instead, interchangeable trials are meant to 10 
assess if there are any changes in efficacy and immunogenicity caused by the act of switching itself 11 
after a patient has already initiated treatment. 12 
 13 
The “interchangeable” designation is therefore used primarily by pharmacists for performing 14 
medication substitutions. These medication substitutions are often required due to formulary 15 
restrictions by pharmacy benefits managers, cost-savings to the patient or available stock, among 16 
others. State laws vary greatly for how pharmacists may substitute biosimilars and other generic 17 
small molecule drugs.20 For example, in Illinois, a pharmacist may substitute a biologic product 18 
with an approved interchangeable biosimilar after alerting the prescriber and the patient. In North 19 
Carolina, however, pharmacists may only substitute interchangeable biologics if it will result in 20 
cost savings for the patient, but they are not required to communicate this to the prescriber. 21 
 22 
The international approach to biosimilar substitutions is mixed, which may be expected for a 23 
relatively new class of highly complex medicines.21 The European Union’s regulatory arm, the 24 
European Medicines Agency (EMA), does not have an additional category or testing requirements 25 
for substitutions and deems all biosimilars approved by the EMA to be interchangeable. However, 26 
individual member countries may have their own regulations.22  27 
 28 
Beyond its role in state-level pharmacy laws, the interchangeable designation is often one of 29 
frustration for physicians, patients, and pharmacists. Due to their similarity to another drug, 30 
patients may expect that a biosimilar can be substituted at the pharmacy like other generic small 31 
molecule drugs, barring formulary restrictions. However, the interchangeability requirements leave 32 
patients confused, bring added work for physicians and pharmacists to communicate access 33 
challenges and mediate procurement of the appropriate agent to the patient. Further, educating 34 
patients on the regulatory nuance between biosimilar and interchangeability can leave everyone 35 
frustrated and confused with the process and potentially lead to treatment delays.   36 
 37 
From a manufacturer’s perspective, the interchangeable designation is a highly desirable one. The 38 
price of many biologic drugs is substantial, and being made available for pharmacy-level 39 
substitutions may be a significant competitive advantage in a growing marketplace. In one instance, 40 
the interchangeable designation of Semglee (insulin glargine-yfgn) resulted in the removal of the 41 
reference product, Lantus (insulin glargine), entirely from major pharmacy benefit managers’ drug 42 
formularies.23 To further incentivize biosimilar developers to pursue interchangeable status, the 43 
FDA allows for the first interchangeable biosimilar of a drug to obtain market exclusivity status for 44 
a year.24 However, given the high cost of bringing a biosimilar to market, performing an additional 45 
clinical trial to evaluate switching may be an additional barrier to entry for smaller biosimilar 46 
sponsors. Additionally, biologic drugs which have a biosimilar competitor available will be exempt 47 
from Medicare drug price negotiations with the newly founded Drug Price Negotiation Program.25 48 
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From a regulator’s perspective, the interchangeable designation likely seems to be a cautious step 1 
towards regulating a new class of drugs where immunogenicity concerns are high. However, it is 2 
unclear if those concerns have been realized. Additionally, much of the interchangeable framework 3 
is directly outlined in the BPCIA, meaning it would require an act of Congress to significantly 4 
change it. 5 
 6 
REGULATORY MOVEMENT 7 
 8 
According to the FDA’s Purple Book Database at the time of writing, there have been 45 biosimilar 9 
products approved in the United States, and seven have received the interchangeable designation.26 10 
Clinical trial data for failed studies is generally not published, but there have been no indications 11 
that any biosimilar which has pursued the interchangeable study has failed to achieve the 12 
interchangeable designation. 13 
 14 
In late 2023, scientists from the FDA’s Center for Drug Evaluation and Research published a meta-15 
analysis evaluating the outcomes of 44 treatment switches across 21 different biosimilars, with a 16 
total of 5252 patients. In their review, they found that “no differences in terms of major safety 17 
parameters such as deaths, [non-fatal serious adverse events], and discontinuations were observed 18 
when patients are switched (to or from a biosimilar and its reference biologic) or not switched.”27 19 
This supports the findings of European regulators, which stated “[the] EMA has approved 86 20 
biosimilar medicines since 2006. These medicines have been thoroughly reviewed and monitored 21 
over the past 15 years and the experience from clinical practice has shown that in terms of efficacy, 22 
safety and immunogenicity they are comparable to their reference products and are therefore 23 
interchangeable.”28 24 
 25 
The above-mentioned FDA study appears to be part of a larger movement within the federal 26 
government more broadly to re-evaluate the role of interchangeable status. In September 2023, the 27 
FDA published a draft guidance to change the labeling for biosimilars.29 Prior to this guidance, 28 
biologic medicine labeling had two distinct sections: a “biosimilarity statement” and an 29 
“interchangeability statement,” where if not deemed interchangeable, the statement would be 30 
blank. Under the new guidance, the two are combined into a single statement to allow for those 31 
who are legally required to understand interchangeability status to be easily able to find it on 32 
product labeling, while prescribers or patients do not feel that their medication is of lower quality 33 
when seeing a blank interchangeability statement. 34 
 35 
These movements by the FDA away from the interchangeable designation are matched by other 36 
federal entities. In a March 2022 report from the Office of the Inspector General (OIG), they found 37 
that Medicare was over-spending on biologic medicines by not fully incorporating biosimilars into 38 
their offerings, and instead focusing too heavily on reference products.30 OIG estimated that 39 
Medicare Part D spending on biologics could be decreased by 18 percent ($84 million) annually, 40 
and out-of-pocket spending on these products for Medicare beneficiaries could decrease by 12 41 
percent ($1.8 million) annually, if biosimilars were more broadly used.  42 
 43 
Under current regulations, biosimilars may only be substituted with those deemed interchangeable, 44 
and only after explicit approval by the Centers for Medicare & Medicaid Service (CMS). In 45 
November 2023, CMS proposed rule changes to Medicare Advantage and Medicare Part D that 46 
would allow for plans to immediately substitute all biosimilars, including those not deemed 47 
interchangeable, for the reference product.31 On January 4th, 2024, the AMA submitted comment to 48 
CMS on this proposed change, and cited concern that CMS movement was premature barring 49 
regulatory changes from the FDA, and that patients currently receiving the reference product 50 
should be exempt from substitutions without approval from their physician. 51 
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In March 2024, the Biden Administration released its draft budget for fiscal year 2025, which 1 
included a policy proposal to allow for all biosimilars, regardless of interchangeability status, be 2 
eligible for pharmacy level substitutions.32 At the time of this report’s writing (March 2024), it is 3 
unclear if this policy will be included in the final, approved budget for fiscal year 2025, but it is 4 
generally consistent with the direction federal regulations on biosimilar interchangeability has 5 
taken in recent years.  6 
 7 
CURRENT AMA POLICY 8 
 9 
The AMA currently has several policies regarding biosimilars, particularly around reimbursement 10 
and cost coverage. Of particular relevance to this report are two policies (full text of policies found 11 
at the end of this report): (1) H-125.976 “Biosimilar Interchangeability Pathway,” states amongst 12 
other clauses, that “[the AMA] strongly support the pathway for demonstrating biosimilar 13 
interchangeability”; and (2) D-125.989 “Substitution of Biosimilar Medicines and Related Medical 14 
Products,” which urges State Pharmacy Practice Acts to limit the authority of pharmacists to 15 
substitute biosimilars only when they have been deemed interchangeable by the FDA. 16 
 17 
CONCLUSION 18 
 19 
At the crux of this issue is balancing patient access to medications against the unknown risks of a 20 
newer class of highly complex medicines. Given the current state of the published evidence 21 
between the European Union and FDA reviews, it appears that the previous concerns over toxicity 22 
and immune response of switching biosimilars have not been realized. However, it is important to 23 
recognize that the evidence on interchangeability is still limited and that the field of biosimilars is 24 
in its infancy compared to our knowledge of generic small molecule drugs. Additionally, the term 25 
interchangeable, however flawed, is utilized by several entities beyond the FDA, including for 26 
Medicare reimbursement and state pharmacy laws. Therefore, the Council recommends that an 27 
approach be taken to retain the FDA’s ability to assess and monitor potential risks of switching 28 
without placing an outsized importance and advantage in the marketplace on the completion of 29 
additional switching trials that have yet to yield value for patients and physicians. 30 
 31 
RECOMMENDATIONS 32 
 33 
The Council on Science and Public Health recommends that the following be adopted and the 34 
remainder of the report be filed: 35 
 36 

1. That Policy H-125.976, “Biosimilar Interchangeability Pathway” be rescinded. (Rescind 37 
HOD Policy) 38 

2. That our AMA encourage the FDA to continually collect data and critically evaluate 39 
biosimilar utilization including the appropriateness of the term “interchangeable” in 40 
regulatory activities. (Directive to Take Action) 41 

3. That Policy D-125.989 “Substitution of Biosimilar Medicines and Related Medical 42 
Products” be amended by addition and deletion to read as follows: 43 
Our AMA urges that State Pharmacy Practice Acts and substitution practices for 
biosimilars in the outpatient arena: (1) preserve physician autonomy to designate which 
biologic or biosimilar product is dispensed to their patients; (2) allow substitution when 
physicians expressly authorize substitution of an interchangeable a biologic or biosimilar 
product; (3) limit the authority of pharmacists to automatically substitute only those 
biosimilar products that are deemed interchangeable by the FDA. in the absence of express 
physician authorization to the contrary, allow substitution of the biologic or biosimilar 
product when (a) the biologic product is highly similar to the reference product, 



 CSAPH Rep. 5-A-24 -- page 7 of 12 
 

notwithstanding minor differences in clinically inactive components; and (b) there are no 
data indicating clinically meaningful differences between the biological product and the 
reference product in terms of the safety, purity, and potency of the product. (Modify 
Current HOD Policy) 

4. That Policy D-125.987, “Biosimilar Product Naming and Labeling” be reaffirmed. 
(Reaffirm HOD Policy) 
 

Fiscal note: less than $1,000  
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CITED AMA POLICIES 
 
Biosimilar Interchangeability Pathway H-125.976 
Our AMA will: (1) strongly support the pathway for demonstrating biosimilar interchangeability that was 
proposed in draft guidance by the FDA in 2017, including requiring manufacturers to use studies to 
determine whether alternating between a reference product and the proposed interchangeable biosimilar 
multiple times impacts the safety or efficacy of the drug; and (2) issue a request to the FDA that the agency 
finalize the biosimilars interchangeability pathway outlined in its draft guidance “Considerations in 
Demonstrating Interchangeability With a Reference Product” with all due haste, so as to allow development 
and designation of interchangeable biosimilars to proceed, allowing transition to an era of less expensive 
biologics that provide safe, effective, and accessible treatment options for patients.  
Res. 523, A-18  
 
Substitution of Biosimilar Medicines and Related Medical Products D-125.989  
Our AMA urges that State Pharmacy Practice Acts and substitution practices for biosimilars in the outpatient 
arena: (1) preserve physician autonomy to designate which biologic or biosimilar product is dispensed to 
their patients; (2) allow substitution when physicians expressly authorize substitution of an interchangeable 
product; (3) limit the authority of pharmacists to automatically substitute only those biosimilar products that 
are deemed interchangeable by the FDA.  
Res. 918, I-08. Modified: CSAPH Rep. 1, I-11. Modified: CSAPH Rep. 4, A-14.  
 
Biosimilar Product Naming and Labeling D-125.987 
Our AMA urges the FDA to finalize Guidance on the naming and labeling conventions to be used for 
biosimilar products, including those that are deemed interchangeable. Any change in current nomenclature 
rules or standards should be informed by a better and more complete understanding of how such changes, 
including requiring a unique identifier for biologic USANs would impact prescriber attitudes and patient 
access, and affect post marketing surveillance. Actions that solely enhance product identification during 
surveillance but act as barriers to clinical uptake are counterproductive. However, because of unique product 
attributes, a relatively simple way to identify and track which biosimilar products have been dispensed to 
individual patients must be established. If unique identifiers for biosimilar USANs are required to support 
pharmacovigilance, they should be simple and the resulting names should reinforce similarities by using the 
same root name following standards for nonproprietary names established by the USAN Council.  
CSAPH Rep. 4, A-14   
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APPENDIX 1 
 
Definitions of key terms: 
 
Biologic drug (or large molecule drugs): a classification of drugs which are produced by living 
organisms (such as human or animal cells, yeast, or bacteria), rather than by chemical synthesis. As 
such, this class of drug tends to replicate or mimic common biologic entities. For example, 
antibody- or protein-based drugs are common examples of biologic drugs. 
 
Small molecule drug: A classification of drugs based on the number of atoms (typically <100) in 
their structure. Small molecule drugs are generally prepared using chemical synthesis techniques. 
Small molecule drugs are estimated to represent over 90 percent of all pharmaceuticals used in the 
clinic today. Typically, small molecule drugs function by binding to a biological entity (protein, 
receptor, etc.) and altering its function.  
 
Generic drug: A drug produced by a second manufacturer after the patent or other market 
protections have expired, allowing for manufacturers to be able to produce their own products with 
the same chemical substance as a branded drug. The term generic drug only applies to small 
molecule drugs, with few exceptions. 
  
Biosimilar: A biologic drug that has a very similar structure and function to a branded biologic 
drug after its patent or market protections have expired. Unlike generic drugs, biosimilars are not 
required to be the same chemical compound, but they are required to have the same chemical 
structure to act on the body and efficacy. 
 
Interchangeable: An additional designation provided for biosimilar drugs by the FDA. This 
designation is not required for market approval and indicates that a biosimilar has successfully 
demonstrated no changes in efficacy or immunogenicity when the biosimilar is substituted for the 
reference product after a patient has already initiated treatment with the reference product. This 
designation has implications for reimbursement, and state regulations around pharmacist practice.  
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APPENDIX 2 
 
Table 1: Comparison of follow-on products for small molecule vs. biologic medicines. 
 

Type of Medicine Small Molecule Biologic 

Name of Follow-on Product Generic Biosimilar 

Drug Molecule Complexity Low High 

Size Small (10s of Dalton) Very Large (1000s of Dalton) 

Manufacturing Process Chemical synthesis Bioreactor 

Characterization Simple Complex 

Batch-to-Batch Variability Low 
High, with potential for 

permanent formulation drift 
over time 

Regulatory Pathway Abbreviated New Drug 
Application 

Abbreviated Biologics 
Licensing Agreement 

Can Pharmacist Make 
Substitution? 

Yes, if state pharmacy 
practice laws allow 

Yes, if manufacturer 
successfully completes 

additional clinical trial where 
patients switch back and forth 
between reference and follow-

on product AND state 
pharmacy practice laws allow 

Nonproprietary Name Same as reference product Same as reference product 
with additional 4 letter suffix 
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NOTE FROM THE COUNCIL: This report discusses sexual crimes, including against minors. 
The policy question posed in this report centers on the medical treatment and rehabilitation of those 
who have been convicted of sexual crimes, often against minors. Please use caution when reading, 
discussing, disseminating, and debating the contents of this report as they may be re-traumatizing 
or triggering.  
 
INTRODUCTION 1 
 2 
Resolution 501-A-23, “AMA Study of Chemical Castration in Incarceration” was adopted and 3 
states that “our AMA study the use of chemical castration in the treatment of incarcerated 4 
individuals with paraphilic disorders and for other individuals who commit sexual offenses, 5 
including ethical concerns over coercion in its use as an alternative to incarceration and in 6 
probation and parole proceedings.”  7 
 8 
This report serves as the Council on Science and Public Health’s response to this charge. For the 9 
purposes of this report, the term “androgen deprivation” (AD) will be substituted for “chemical 10 
castration” to be more consistent with scientific literature, and to avoid the potential confusion of 11 
reversible AD with irreversible surgical castration, typically performed by surgical removal of the 12 
testes (orchiectomy).   13 
 14 
METHODS 15 
 16 
English language articles were selected from searches of PubMed and Google Scholar using the 17 
search terms “chemical castration”, “androgen deprivation”, “chemical castration AND 18 
incarceration”, and “androgen deprivation AND incarceration”. Additional articles were identified 19 
by manual review of the reference lists of pertinent publications. Web sites managed by 20 
government agencies and applicable organizations were also reviewed for relevant information. 21 
 22 
BACKGROUND 23 
 24 
Sexual crimes can cause significant trauma in their victims. Survivors can be subject to a lifetime 25 
of psychological trauma including self-blame, post-traumatic stress disorder, suicidal ideation, and 26 
structural changes in the brain.1-4 This may be further challenging for those who experience this 27 
abuse at a younger age. However, incident rates of child sexual abuse may be difficult to properly 28 
assess due to the nature of the victims – e.g., victims may not understand they have been the 29 
victims of a crime, or they may rely on their assailant for their basic needs. One study estimates 30 
that up to 27 percent of girls and eight percent of boys experience childhood sexual assault in the 31 
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United States.5 Per the U.S. Sentencing Commission, approximately 1,000 cases per year in Federal 1 
courts involve sexual abuse, with 94 percent of offenders being men.6 2 
 3 
The public perception of perpetrators of sexual crimes is extremely negative, resulting in the 4 
feeling that actions against these offenders should be more punitive and less rehabilitative 5 
compared to those who have committed non-sexual offenses.7 Due to the prevalence and the 6 
severity of these crimes, along with the social outrage, public officials often seek non-traditional 7 
approaches for dissuading future sexual abuse, such as sexual offender registries, which are outside 8 
of the scope of this report. 9 
 10 
One of the approaches, currently utilized in seven states (see Appendix 1), is the use of drugs to 11 
lower testosterone levels, with the belief that lower testosterone will reduce the likelihood of an 12 
individual committing a sexual crime. This report seeks to describe the current science in the 13 
diagnosis and management of paraphilic disorders, examine the utilization of AD in the criminal 14 
justice system, and discuss the ethical issues presented by legal mandates for AD in a carceral 15 
setting. 16 
 17 
PARAPHILIC DISORDERS, STIGMA, AND THE CRIMINAL JUSTICE SYSTEM 18 
 19 
It is important to distinguish the difference between paraphilias and paraphilic disorders. Per the 20 
Diagnostic and Statistical Manual of Mental Disorders (DSM), a paraphilia is “any intense and 21 
persistent sexual interest other than sexual interest in genital stimulation or preparatory fondling 22 
with phenotypically normal, physically mature, consenting human partners.”8 Examples of 23 
paraphilic disorders included in the DSM are exhibitionistic disorder, voyeuristic disorder, 24 
pedophilic disorder, and frotteuristic disorder. If the paraphilia is causing distress or impairment to 25 
either the individual or another person, it may be classified as a paraphilic disorder. The presence 26 
of a paraphilia itself does not necessarily warrant clinical intervention or a paraphilic disorder 27 
diagnosis. Additionally, it is critical to distinguish between paraphilic thoughts and paraphilic 28 
behaviors. This distinction is especially important when discussing criminal acts. Many individuals 29 
with paraphilic disorders do not act upon their desires, but they are still distressing and the 30 
individual would benefit from clinical support.9  31 
 32 
Individuals with paraphilic disorders are subject to intense social stigma, which often results in 33 
feelings of guilt, shame, and self-loathing.10 Clinically, this presents multiple issues, such as 34 
individuals being less likely to seek care, and making it more difficult to recruit patients for clinical 35 
trials of new treatments. This is particularly true in instances where individuals could be required to 36 
disclose that they are experiencing urges to perform criminal acts, even if they do not act upon 37 
them. As such, blanket approaches, particularly in the form of legal mandates, should be 38 
approached with skepticism as to whether they are truly informed by research and best practices, or 39 
a manifestation of the social stigma and bias towards punitive measures for those convicted of 40 
sexual offenses. Many of those with paraphilic disorders are themselves survivors of abuse, often 41 
experienced in childhood.11 42 
 43 
Treatment for paraphilic disorders is difficult and nuanced. Paraphilic disorders are highly 44 
heterogeneous in their manifestation and presentation, ranging from urges to actions, which is 45 
further complicated by the social stigma preventing many from seeking care. AD seeks to reduce 46 
testosterone, and thus arousal. While this may be effective for some, many convicted of sexual 47 
crimes report that they were not seeking sexual gratification, but rather acted out of grievance, 48 
impulsivity, or a desire to exert control.12 This highlights the intersection of many paraphilic 49 
disorders with other psychological conditions, emphasizing the importance of consistent, 50 
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adjunctive psychotherapy, and why many pharmacotherapy approaches for paraphilic disorders go 1 
beyond just AD, often including antidepressants, anxiolytics, and mood stabilizers.13-16 2 
 3 
ANDROGEN DEPRIVATION IN A CLINICAL SETTING 4 
 5 
AD therapy is a commonly accepted medical treatment approach for managing prostate cancers, 6 
where hormones such as testosterone are required for cancer cell growth and proliferation.17 7 
Medications used for AD regimens vary and include leuprorelin, goserelin, and triptorelin, but 8 
generally the mechanism of AD action is either as an agonist or antagonist against luteinizing 9 
hormone-releasing hormone (LHRH), resulting in a reduction of testosterone production. Patients 10 
receiving AD for prostate cancer report loss of libido (up to 91 percent) and erectile dysfunction 11 
(up to 95 percent).18 The high prevalence of sexual dysfunction, as well as the decrease in systemic 12 
testosterone levels (and thus presumed decrease in behaviors associated with testosterone, such as 13 
aggression) have led to the theoretical utility of AD for managing some types of paraphilic 14 
disorders. 15 
 16 
As AD influences hormones, the level of side effects particularly in long-term use can be serious. 17 
In a long-term study of men with paraphilic disorders being administered triptorelin, 11 of 18 men 18 
saw decreases in bone density, with other reported side effects including persistent hot flashes, 19 
diffuse pain, and erectile dysfunction with age-appropriate sexual partners.19 Depot 20 
medroxyprogesterone acetate (DMPA), which is the required medication for AD in the carceral 21 
context in California (described below), is contraindicated for people with adrenal disease, severe 22 
hypertension, risk of thromboembolic disease, diabetes mellitus, severe depressive disorder, 23 
pituitary disease, and meningioma. These side effects often result in high rates of discontinuation, 24 
which in the context of most state laws described later, would require the individual to return to 25 
prison.20 Due to the side effect profile, the duration of treatment is a critical component. In the 26 
oncology setting, the duration of treatment is often on the scale of months, and there is some 27 
interest in an intermittent approach (where patients cycle on and off treatment) to better manage 28 
side effects.21 Patients with paraphilic disorders may receive AD for years, thus subjecting them to 29 
more serious side effects.22 30 
 31 
The evidence base for AD as a treatment for paraphilic disorders primarily comprises of case 32 
reports, small cohort, or uncontrolled studies. With those caveats, the current published works 33 
generally support that AD may be effective for treating some people with paraphilic disorders. In 34 
one study, 29 men previously convicted of sexual crimes and presenting with paraphilic behaviors 35 
(child molestation, exhibitionism, or frottage) were treated with DMPA for six months.23 In that 36 
period, one reported committing a sexual crime, while most described a near complete suppression 37 
of criminal sexual thoughts and activities. Another study of 46 male patients with paraphilic 38 
disorders undergoing group psychotherapy found that patients receiving DMPA in conjunction 39 
with psychotherapy had a lower relapse rate (15 percent) compared to those using psychotherapy 40 
alone (68 percent).24 These findings are generally observed across the literature, with a meta-41 
analysis (N = 22,181 persons across 69 total studies) finding that hormonal medication had an odds 42 
ratio of 3.08 for remission (thoughts, actions, or both) compared to an odds ratio of 1.45 for 43 
cognitive-behavioral therapy alone, with the caveat that most hormonal medication included in 44 
their analysis was administered in conjunction with cognitive-behavioral therapy.25 45 
 46 
Finally, studies nearly universally focus on the impact of AD on men. While sexual crimes are 47 
disproportionately committed by men (97 percent of arrests for rape and 93 percent of arrests for 48 
other sexual crimes in 2019 were men), there is a noted lack of research available for treatment of 49 
women and people of other gender identities with paraphilic disorders, particularly those which 50 
may be utilizing hormone therapy for gender affirming care.26  51 
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 1 
ANDROGEN DEPRIVATION THERAPY IN THE CARCERAL SETTING 2 
 3 
As of this writing, there are seven states (California, Florida, Iowa, Louisiana, Montana, 4 
Wisconsin, and Alabama) which use AD in some component of their judicial response to sexual 5 
crimes. A summary of state approaches is provided in Appendix 1 of this report. State approaches 6 
to AD generally vary over the level of discretion over who receives it, the duration, and whether it 7 
is tied to parole and/or probation. 8 
 9 
In California, if an individual is convicted of a crime that is sexual in nature against a victim under 10 
the age of 13, a long-acting injection of DMPA may be a condition of their parole. If the individual 11 
has two convictions for sexual crimes against a minor, this injection is mandatory as a condition to 12 
receive parole.27  13 
 14 
In Florida, all individuals convicted of sexual assault (regardless of age of victim) may be required, 15 
at the discretion of the presiding judge, to receive AD upon completion of their prison sentence 16 
after consulting a medical professional, not necessarily a physician.28 The judge can decide the 17 
duration of AD, which can be lifelong. If an individual does not appear for their court-mandated 18 
AD administration, they are charged with an additional felony. Similar to California, AD in Florida 19 
becomes mandatory upon a second conviction.  20 
 21 
Alabama, which adopted its AD statute in 2019, allows judges to decide if someone convicted of 22 
sexual crimes against a victim under 12 years old will receive AD after their first offense. 23 
Additionally, those convicted in Alabama are required to pay for their AD for an indeterminate 24 
period of time, but inability to pay may not be used as the basis to deny parole. It is unclear at this 25 
time if court-mandated AD would be reimbursed by insurance.  26 
 27 
Interestingly, there does not appear to be a clear trend in the recent actions of states and AD laws. 28 
For example, Alabama enacted its statute in 2019, while a legislator in New Mexico introduced an 29 
AD bill in 2021 but it failed to pass. Meanwhile, Oregon (2001) and Georgia (2006) both had AD 30 
statutes that have since been repealed. In Oregon, the law was a time-limited pilot program that 31 
was not renewed upon its conclusion.29 In Georgia, references to AD were removed from laws as 32 
an unspecified “policy decision,” with no other public justification provided.30 33 
 34 
When trying to measure if AD laws are effective at reducing recidivism, it is critical to appreciate 35 
the difficulty in recruiting, retaining, and measuring behavioral outcomes in populations of those 36 
convicted of sexual crimes. This is a highly stigmatized population, and studies often require self-37 
reporting of thoughts and actions and may involve confessing to a crime or thoughts that they feel 38 
deep shame towards. Efforts to measure recidivism as an endpoint are incredibly difficult to assess 39 
accurately due to the previously described factors which cause sexual violence to be underreported. 40 
This is especially true if AD is administered as a mandatory condition of parole. Individuals 41 
receiving parole are already a self-selecting population – they have indicated that they do not want 42 
to be incarcerated any more, meaning that incarceration is a deterrent for them. As such, 43 
individuals who receive AD as a condition of parole may already be a population less likely to re-44 
offend, and the effect of AD on recidivism rates versus the fear of being incarcerated may be 45 
impossible to disentangle. 46 
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ETHICAL AND CONSTITUTIONAL CONCERNS 1 
 2 
AD laws have been constitutionally challenged in state courts. For example, in 1984, a Michigan 3 
man convicted of rape was sentenced to one year in prison and five years of probation only if he 4 
received DMPA for AD.31 The Michigan Court of Appeals found in People v. Gauntlett, this 5 
approach to be unconstitutional, with the rationale that DMPA was not FDA-approved for AD, and 6 
that the individual could not provide informed consent if this was court-mandated administration.32  7 
 8 
While many AD laws in other states have not been challenged in courts, the outcome in Michigan 9 
highlights several of the criticisms against AD laws. Beyond concerns of drug efficacy, safety, and 10 
consent, there are additional concerns around the constitutionality of AD laws. For example, some 11 
have argued that AD violates the Eighth Amendment’s protection against cruel and unusual 12 
punishment, or even that government intervention and mandating behavior-altering drugs may 13 
violate an individual’s First Amendment rights to have freedom of thought or mental autonomy.33  14 
 15 
Even in instances where an individual is provided a choice to receive AD, it is unlikely that this 16 
would truly be free from coercion. The social stigma of those with paraphilic disorders can be 17 
magnified in the carceral setting, and often results in those convicted of sexual crimes being 18 
targeted for violence. One study, for example, found that individuals convicted of sexual crimes 19 
made up 15 percent of an inmate population, but were the victims for over 30 percent of homicides 20 
in prison.34 21 
 22 
Finally, while AD laws are intended to reduce the likelihood of committing additional sexual 23 
crimes, they do impact fertility and selective enforcement harkens back to America’s dark history 24 
of eugenics. In the 1920s, dozens of states enacted eugenic sterilization laws, resulting in the 25 
forceful sterilization of populations deemed undesirable – often inmates, and disproportionately 26 
used against Black men and women.35 Particularly in instances where the use of AD is at the 27 
discretion of the court, legal scholars worry that racist stereotypes of hyper-sexual Black men will 28 
result in disproportionately higher rates of AD administered to marginalized and minoritized 29 
groups, which could serve as a modern eugenics law.36  30 
 31 
A review of the available literature was unable to identify analysis of the rate at which AD is used 32 
in the carceral setting, nor the demographics of those receiving it. 33 
 34 
CURRENT AMA POLICY 35 
 36 
The AMA, through both its policy and administration of the Code of Medical Ethics, has a strong 37 
history of opposing the use of medicine as punishment. Of particular relevance is Opinion 9.7.2, 38 
“Court-Initiated Medical Treatment in Criminal Cases” (full text available at end of report), which 39 
notes such treatments “raise important questions as to the rights of prisoners, the powers of judges, 40 
and the ethical obligations of physicians” and that “medical ethics do not require a physician to 41 
carry out civic duties [i.e., court-initiated medical treatments like AD] that contradict fundamental 42 
principles of medical ethics.” The Code states that physicians who participate in court-initiated 43 
medical treatments should only do so “if the procedure being mandated is therapeutically 44 
efficacious” and is “not a form of punishment.” Additionally, the Code explains that physicians 45 
should “[t]reat patients based on sound medical diagnoses, not court defined behaviors” and that 46 
they should “[d]ecline to provide treatment that is not scientifically validated.” 47 
 48 
As of this writing, it is likely that state laws imposing AD fail to meet the standards set forth by the 49 
Code of Medical Ethics. States either utilize automatic mandates or rely solely on the discretion of 50 
the courts for deciding who requires AD, removing physician discretion and clinical judgement, as 51 
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well as eliminating the ability for the patient to provide consent. Additionally, some statutes 1 
specifically cite that AD must be performed using DMPA, which has not been FDA-approved for 2 
AD nor is it known to be included in any clinical guidelines for AD in the context of prostate 3 
cancer or paraphilic disorder treatment.18 Finally, instances where AD may be optional as a 4 
condition for parole or probation likely violate patient voluntariness, in that a patient is forced to 5 
choose between extended incarceration or receiving a medicine, thus producing a highly coercive 6 
situation. 7 
 8 
CONCLUSION 9 
 10 
Sexual crimes can cause significant trauma in their victims and survivors may experience a lifetime 11 
of psychological trauma including self-blame, post-traumatic stress disorder, suicidal ideation, and 12 
structural changes in the brain. The public perception of perpetrators of sexual crimes is extremely 13 
negative, resulting in the feeling that actions against these offenders should be more punitive and 14 
less rehabilitative. While policymakers have sought non-traditional approaches to reduce the 15 
prevalence of sexual crimes in their communities, current state laws which remove physicians and 16 
instead mandate AD for convicted sex offenders are not supported by science and are contrary to 17 
the Code of Medical Ethics. AD should be viewed as a single tool in the physician’s toolbox for 18 
treating some paraphilic disorders and should only be initiated using informed consent and a 19 
physician’s best clinical judgement for a given patient and their circumstances, regardless of 20 
whether the examination occurs in a prison or a clinic. 21 
 22 
RECOMMENDATIONS 23 
 24 
The Council on Science and Public Health recommends that the following be adopted and the 25 
remainder of the report be filed: 26 
 27 

1. That Policy H-430.977, “AMA Study of Chemical Castration in Incarceration” be 28 
rescinded. (Rescind HOD Policy) 29 
 30 

2. That our AMA:  31 
 32 

a. Opposes laws, regulations, and actions of the court which remove physician 33 
autonomy and clinical judgement from treatment decisions regarding androgen 34 
deprivation (also known as chemical castration) for those convicted of sexual 35 
crimes.  36 

b. Opposes linkages of criminal sentencing, parole, or probation to court-mandated 37 
androgen deprivation. 38 

c. Encourages data collection on the utilization, court mandates, duration of therapy, 39 
and clinical outcomes of androgen deprivation in the carceral setting. 40 

d. Supports continued research for effective treatments for paraphilic disorders, 41 
including efforts to reduce stigma and recruit patients with paraphilic disorders 42 
into clinical trials. (New HOD Policy) 43 

 44 
3. That Policies D-430.997, “Support for Health Care Services to Incarcerated Persons,” H-45 

430.978 “Improving Care to Lower the Rate of Recidivism,” and H-345.981 “Access to 46 
Mental Health Services” be reaffirmed. (Reaffirm HOD Policy) 47 

 
Fiscal note: less than $1,000  
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APPENDIX 1 
 
Table 1: Summary of state laws regarding androgen deprivation therapy (as of January 2024) 
 

State Code Mandatory? 
Age for 

victims and 
applications 

Duration Notes 

Alabama Section 15-22-27.4: 
Parole of persons 
convicted of sex 
offense involving 
person under 13 
years of age 

Discretion of court as 
a condition of parole 

Sex crime with 
a victim under 
the age of 13 

Can continue until 
the department of 
corrections deem no 
longer necessary 
 

 

California CA Penal Code 
Section 645 

First conviction: At 
court’s discretion 
 
Second or subsequent 
conviction: Required 
 

Any sex crimes 
against 
someone 13 
years or 
younger 

Continued until the 
Department of 
Corrections deems 
treatment no longer 
necessary 

Specifically requires the 
use of 
medroxyprogesterone 
acetate. 

Florida Florida Statute 
794.0235 

First conviction: At 
court’s discretion 
 
Second or subsequent 
conviction: Required 
 

Applies to 
sexual battery 
convictions 
(adult or 
minors) 
 

Duration will be 
determined by court 
and can be up to the 
life of the offender.  
 

Requires a court appointed 
medical expert 
determination that 
defendant is appropriate 
candidate for treatment. 

Iowa 903B.10 Hormonal 
intervention therapy 

First conviction: At 
court’s discretion 
 
Second or subsequent 
conviction: Required 
unless court or board 
of parole determines 
the treatment would 
not be effective 
 

For “serious sex 
offenses” with a 
minor under the 
age of 12 
(sexual abuse of 
all degrees, 
assault, and 
sexual 
exploitation) 
 

Treatment will 
continue until the 
agency in charge of 
supervision deems 
no longer necessary. 

Offenders have to pay a 
“reasonable fee” to pay for 
the costs of treatment 

Georgia Formerly Ga. Code 
Ann. § 16–6-4 
(2002) and Ga. 
Code Ann. § 42–9-
44.2 (2002) 

n/a n/a n/a Repealed in 2006 

Louisiana RS 14:43:6 First conviction: At 
court’s discretion 
 
Second or subsequent 
conviction: Required 
 

All cases of 
first- or second-
degree rape, 
OR sexual 
battery and 
molestation 
when the victim 
is under 13 

Court will specify 
the duration of 
treatment, up to the 
life of the defendant.  

Requires a court appointed 
medical expert 
determination that 
defendant is appropriate 
candidate for treatment  
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State Code Mandatory? Age for victims 
and applications Duration Notes 

Montana 45-5-212 Assault on 
minor 

First conviction: 
At court’s 
discretion 
 
Second or 
subsequent 
conviction: 
Required 
 

Applies to all 
convictions (adult 
or minors) of: 
-Sexual assault 
-Rape 
-Incest 

Can continue until 
the department of 
corrections deem no 
longer necessary 

 

Oregon Formerly Ore. Rev. 
Stat. § 144.625 
(2001),  Ore. Rev. 
Stat. § 144.627 
(2001), Ore. Rev. 
Stat. § 144.629 
(2001), Ore. Rev. 
Stat. § 144.631 
(2001) 

n/a n/a n/a Repealed in 2001 

Wisconsin Wisconsin Statutes, 
Section 
302.11(1)(b)2 
 
Wisconsin 
Legislative Council 
IM-2021-07: 
Requirement for 
chemical castration 

Discretion of 
Department of 
Corrections of 
Parole 
Commission 

Sex crimes with a 
victim below the 
age of 13 

Unspecified  
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CITED AMA POLICY 
 
Opinion 9.7.2, “Court-Initiated Medical Treatment in Criminal Cases” 
 
Court-initiated medical treatments raise important questions as to the rights of prisoners, the powers of 
judges, and the ethical obligations of physicians. Although convicted criminals have fewer rights and 
protections than other citizens, being convicted of a crime does not deprive an offender of all protections 
under the law. Court-ordered medical treatments raise the question whether professional ethics permits 
physicians to cooperate in administering and overseeing such treatment. Physicians have civic duties, but 
medical ethics do not require a physician to carry out civic duties that contradict fundamental principles of 
medical ethics, such as the duty to avoid doing harm.  
 
In limited circumstances physicians can ethically participate in court-initiated medical treatments. Individual 
physicians who provide care under court order should:  
 

(1) Participate only if the procedure being mandated is therapeutically efficacious and is therefore 
undoubtedly not a form of punishment or solely a mechanism of social control.  

(2) Treat patients based on sound medical diagnoses, not court-defined behaviors. While a court has the 
authority to identify criminal behavior, a court does not have the ability to make a medical diagnosis 
or to determine the type of treatment that will be administered. When the treatment involves in-
patient therapy, surgical intervention, or pharmacological treatment, the physician’s diagnosis must 
be confirmed by an independent physician or a panel of physicians not responsible to the state. A 
second opinion is not necessary in cases of court-ordered counseling or referrals for psychiatric 
evaluations.  

(3) Decline to provide treatment that is not scientifically validated and consistent with nationally 
accepted guidelines for clinical practice.  

(4) Be able to conclude, in good conscience and to the best of his or her professional judgment, that to 
the extent possible the patient voluntarily gave his or her informed consent, recognizing that an 
element of coercion that is inevitably present. When treatment involves in-patient therapy, surgical 
intervention, or pharmacological treatment, an independent physician or a panel of physicians not 
responsible to the state should confirm that voluntary consent was given.  
 

Support for Health Care Services to Incarcerated Persons D-430.997 
 
Our AMA will: 
(1) express its support of the National Commission on Correctional Health Care Standards that improve the 
quality of health care services, including mental health services, delivered to the nation's correctional 
facilities; 
(2) encourage all correctional systems to support NCCHC accreditation; 
(3) encourage the NCCHC and its AMA representative to work with departments of corrections and public 
officials to find cost effective and efficient methods to increase correctional health services funding;  
(4) continue support for the programs and goals of the NCCHC through continued support for the travel 
expenses of the AMA representative to the NCCHC, with this decision to be reconsidered every two years in 
light of other AMA financial commitments, organizational memberships, and programmatic priorities; 
(5) work with an accrediting organization, such as National Commission on Correctional Health Care 
(NCCHC) in developing a strategy to accredit all correctional, detention and juvenile facilities and will 
advocate that all correctional, detention and juvenile facilities be accredited by the NCCHC no later than 
2025 and will support funding for correctional facilities to assist in this effort; and  
(6) support an incarcerated person’s right to: (a) accessible, comprehensive, evidence-based contraception 
education; (b) access to reversible contraceptive methods; and (c) autonomy over the decision-making 
process without coercion. 
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Improving Care to Lower the Rate of Recidivism H-430.978 
 
Our American Medical Association will advocate and encourage (1) federal, state, and local legislators and 
officials to increase access to community mental health facilities, community drug rehabilitation facilities, 
appropriate clinical care, and social support services (e.g., housing, transportation, employment, etc.) to meet 
the needs of indigent, homeless, and released previously incarcerated persons; and (2) federal, state, and local 
legislators and officials to advocate prompt reinstatement in governmental medical programs and insurance 
for those being released from incarceration facilities. 
 
Access to Mental Health Services H-345.981 
 
Our AMA advocates the following steps to remove barriers that keep Americans from seeking and obtaining 
treatment for mental illness: 
(1) reducing the stigma of mental illness by dispelling myths and providing accurate knowledge to ensure a 
more informed public; 
(2) improving public awareness of effective treatment for mental illness; 
(3) ensuring the supply of psychiatrists and other well trained mental health professionals, especially in rural 
areas and those serving children and adolescents; 
(4) tailoring diagnosis and treatment of mental illness to age, gender, race, culture and other characteristics 
that shape a person's identity; 
(5) facilitating entry into treatment by first-line contacts recognizing mental illness, and making proper 
referrals and/or to addressing problems effectively themselves; and 
(6) reducing financial barriers to treatment.  
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INTRODUCTION 1 
 2 
Our American Medical Association (AMA) House of Delegates referred the second Resolve of 3 
Resolution 519-A-23, “Decreasing Regulatory Barriers to Appropriate Testosterone Prescribing.” 4 
The referred resolve asked that our AMA study the outcomes of expanding access to testosterone 5 
through decreasing state and health insurer regulatory requirements. In addition to the process 6 
limitations, other barriers to care for testosterone prescribing include prescription drug monitoring 7 
program (PDMP) state database reporting, telehealth, 30-day supply, and mail delivery limitations.  8 
 9 
METHODS 10 
 11 
English-language reports were selected from a PubMed and Google Scholar search through 12 
January 2024, using the text terms “testosterone,” “prescribing,” “barriers,” and “regulations.” 13 
Additional articles were identified by manual review of the references cited in these publications. 14 
Further information was obtained from the Internet sites of medical specialty societies, federal and 15 
state agencies, human rights organizations, legal organizations, among others to identify regulatory 16 
and legal barriers to testosterone treatments, prescribing, and access when medically indicated.  17 
 18 
BACKGROUND 19 
 20 
Testosterone is a hormone that is naturally produced in the body of all individuals. Testosterone 21 
replacement therapy (TRT) has been explored as a therapy for a variety of conditions, including 22 
low serum testosterone levels, hypogonadism, erectile dysfunction, osteoporosis, diabetes mellitus, 23 
and hypoactive sexual desire disorder.1–7 Synthetic testosterone is classified as an anabolic-24 
androgenic steroid designed to mimic natural testosterone.  25 
 26 
Testosterone is also a vital component of gender affirming hormone therapy (GAHT) for 27 
transgender, non-binary, and/or gender diverse (TND) individuals, aiding in the development of 28 
secondary sex characteristics aligning with their gender identity including physical changes such as 29 
increased muscle mass and strength, fat redistribution, cessation of menstrual periods, heightened 30 
sex drive, facial and body hair growth, deepening of voice, and clitoral enlargement, among 31 
others.8,9 These effects may begin within 1-6 months, while some may take up to 2-5 years after 32 
initiating therapy. The effects may significantly alleviate gender dysphoria, depression, 33 
psychological symptoms, and suicidality while enhancing overall quality of life, interpersonal 34 
functioning, psychological adjustment, sexual function, body satisfaction, and self-esteem among 35 
TND individuals.8,10,11 GAHT is often maintained throughout life, and discontinuation of hormone 36 
therapy can lead to bone loss in TND individuals, particularly those who have undergone gonad 37 
removal, which highlights the importance for access to this therapy.12  38 
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Testosterone, when prescribed as part of medically monitored GAHT, is generally considered safe, 1 
with severe side effects being exceptionally rare.13 Concerns regarding associations between 2 
testosterone and severe adverse effects, including mood alterations and cardiovascular disease, 3 
stem from administering multiple testosterone derivatives at doses ranging from 10 to 100 times 4 
higher than the normal physiologic levels. Individuals using high doses of testosterone have 5 
reported withdrawal symptoms, such as depression, fatigue, irritability, loss of appetite, decreased 6 
libido, and insomnia.14 TRT, as compared to performance enhancing use, includes testosterone 7 
prescriptions within the physiological dosage range which is considered safe. Studies consistently 8 
demonstrate significant positive effects on various aspects of mental health and well-being among 9 
patients on TRT.13,15 However, health care experts have called for further research into the long-10 
term risks associated with testosterone products, including its potential impact on cardiovascular 11 
health and the occurrence of breast/chest and endometrial cancers.16.13,17–19  12 
 13 
DISCUSSION 14 
 15 
Policy Affecting Appropriate Testosterone Prescribing in the United States 16 
 17 
Recently, there has been a significant increase in state laws banning gender affirming care (GAC) 18 
including GAHT for TND people. Across the nation, state legislatures, governors, and 19 
administrative agencies are increasingly implementing measures to limit access to gender-affirming 20 
care, particularly targeting youth. GAC is supported by all major medical associations representing 21 
over 1.3 million U.S. physicians, including the AMA.20  22 
 23 
Since 2021, 23 states have enacted laws that prohibit healthcare professionals from providing 24 
gender-affirming medical interventions, including hormone therapy and surgeries, to minor 25 
patients.21 These legislative measures effectively ban evidence-based care for TND youth by 26 
imposing legal and professional penalties on health care professionals who provide GAC.22 Some 27 
states have also taken steps to limit access to GAC for adults.23 In addition to limiting access to 28 
medically necessary care, providers of GAC have also been threatened with violence, jeopardizing 29 
physician safety and practice.24  30 
 31 
On a national level, in 2021, U.S. Department of Health and Human Services (HHS), Office for 32 
Civil Rights (OCR) expanded its interpretation and enforcement of Section 1557 of the Affordable 33 
Care Act (ACA) and Title IX of the Civil Rights Act, to include protection against discrimination 34 
based on sexual orientation and gender identity, ensuring access to GAC.25 This was reiterated in 35 
2022, when HHS issued a notice affirming its support for TND youths’ access to gender-affirming 36 
care.26   37 
 38 
Regulatory Barriers to Appropriate Testosterone Prescribing 39 
 40 
The primary regulatory obstacle to appropriate testosterone prescribing, in addition to state-based 41 
laws restricting care for TND patients, is its controlled substance scheduling status. Testosterone is 42 
currently categorized as a Schedule III drug under the Controlled Substances Act (CSA). Such 43 
classification indicates a potential for misuse, in addition to a potential to lead to physical 44 
dependence or psychological dependence.27 Uniquely, testosterone was added to the Controlled 45 
Substances Act by the Anabolic Steroids Control Act of 1990, which classified all anabolic steroids  46 
as schedule III-controlled substances, with the aim to stop chemical performance enhancement in 47 
sports.28 Congress effectively circumvented FDA’s regulatory authority, by bypassing the typical 48 
scientific and evidence review to inform scheduling.29 The act faced opposition from the AMA, the 49 
FDA, and the National Institute on Drug Abuse and despite this opposition was enacted by 50 
Congress.29–31 51 
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As a Schedule III controlled substance, testosterone is subject to more stringent regulations 1 
compared to other prescription medications. Regulations on controlled substances include shorter 2 
validity periods for prescriptions (physicians must rewrite prescriptions every 6 months), 3 
limitations on refill quantities (limited to 30-day supplies), and potential exclusions from telehealth 4 
and mail-order services of testosterone. Testosterone restrictions necessitate frequent 5 
communication between individuals using testosterone and their prescriber to maintain a 6 
continuous supply.29 Amid the COVID-19 pandemic, temporary adjustments in regulations enabled 7 
individuals to acquire 100-day medication supplies via mail services, however testosterone 8 
remained exempt from these alterations due to its classification as a controlled substance.29,32  9 
 10 
Prescription Drug Monitoring Programs  11 
 12 
PDMPs are state-level electronic databases intended for public health surveillance, prescription 13 
monitoring, and to inform clinical decision-making. PDMPs track dispensed prescriptions based on 14 
the schedule level designated in the state controlled substances act (CSA). As of 2023, eight states 15 
monitor schedule II – IV via their PDMP, 45 states, territories, and districts monitor Schedules II 16 
through V, 32 states track “drugs of concern” (i.e., drugs not scheduled under their state CSA), and 17 
one state monitors all prescription medications.33 Currently, testosterone is a monitored substance 18 
in all state PDMPs. Patients have raised concerns regarding the surveillance of medications, 19 
including fears of being outed by their health care professionals, pharmacists, law enforcement and 20 
others with access to their states’ PDMP data.34  21 
 22 
Almost all PDMPs can be used by court officials, probation and parole officers, and law 23 
enforcement agencies to prevent controlled substance diversion or monitor a patient’s prescription 24 
use with a court order, search warrant, or subpoena.35 Law enforcement permission to access 25 
PDMPs varies by state. As of 2022, 25 states require an active investigation or “official duties,” 18 26 
require a subpoena, 17 require a court order, and 11 require a search warrant to view PDMP 27 
records.36,37 (See Table 1) Some states have multiple forms of law enforcement access requirements 28 
that are accepted.55 As GAC becomes criminalized in some states, access to this data by law 29 
enforcement could be devastating for patients.  30 
 31 
HIPAA’s Privacy Rule regulates the use and disclosure of protected health information (PHI) by 32 
covered entities, but it does not specifically include PDMP data. In December 2023 members of 33 
Congress urged HHS to revise the Health Insurance Portability and Accountability Act (HIPAA) 34 
regulations to include PDMPs, after briefings with major pharmacies revealed that law enforcement 35 
agencies were secretly obtaining thousands of prescription records without a warrant.38 All eight 36 
major pharmacy chains reported that “they do not require a warrant prior to sharing pharmacy 37 
records with law enforcement agents, unless there is a state law that dictates otherwise.”38 Gaps in 38 
federal privacy coverage of both medical, prescription, and PDMP data raises concerns to deter 39 
physician prescribing, pharmacist dispensing, and patients procuring medically indicated 40 
testosterone.39 Ongoing research is essential to investigate the unintended consequences associated 41 
with granting law enforcement access to medical prescription histories, especially in the absence of 42 
a court order.  43 
 44 
Insurer or Payer Barriers to Testosterone Prescribing and Access 45 
 46 
Many transgender individuals do not have health insurance. Those with health insurance often 47 
encounter challenges with public and private insurers denying coverage for GAC, leaving patients 48 
with large out-of-pocket cost.40–42 Findings from a 2022 nationally representative survey by the 49 
Center for American Progress show that over 25 percent of transgender participants faced denials 50 
for hormone therapy by health insurance providers.43  According to the 2022 Employee Benefits 51 
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Survey, among the 30 percent of U.S employer-provided health plans providing GAC, only 25 1 
percent cover GAC-related prescription drug therapy.44 Moreover, only 26 percent include 2 
physician visits for GAC and only 21 percent cover GAC-related lab tests, both of which are 3 
typically necessary to be prescribed testosterone.44   4 
 5 
Even though a large number of insurance companies now provide coverage to TND individuals 6 
because of federally mandated laws, many continue to deny coverage.45 In 2021, 13 states reported 7 
that coverage of GAHT is not addressed in their states’ statute or policy, and 2 states exclude 8 
coverage of GAHT.46 The U.S. Transgender Survey reports that of adults utilizing GAHT, 21 9 
percent (2,526 insured patients) of treatment claims have been denied.47 Beyond these denials, 10 
TND individuals report various insurance-related hurdles, such as difficulties in obtaining coverage 11 
for GAC and other medical services, updating health insurance records, and issues related to 12 
network adequacy.43 For example, individuals with insurance often need to obtain prior 13 
authorization before testosterone can be covered, delaying care up to 7 business days or more.48 14 
Among TND individuals, nonprescription hormone use is significantly higher among those whose 15 
claims were denied or were uninsured.47  16 
 17 
Testosterone access is further complicated by insurance industry formulary drug tiers, in which 18 
“non-preferred” testosterone products are restricted via prior authorization or higher cost-sharing 19 
requirements.46 In 2021, 34 out of 51 state Medicaid programs covered GAHT, while nine states 20 
and two territories did not provide coverage.49 Confirmation regarding GAHT coverage could not 21 
be verified for eight states and three territories.49  22 
 23 
There have been some successful initiatives to improve GAC accessibility through the expansion of 24 
state Medicaid essential health benefit plans and the explicit inclusion of GAC, including GAHT, 25 
in state Medicaid coverage laws.50 For instance, in 2023 Colorado became the first state to 26 
explicitly integrate gender-affirming care to treat gender dysphoria, encompassing surgical 27 
procedures, hormone therapy, and mental and behavioral health services, into its benchmark health 28 
insurance plan for essential health benefits.51 While further studies are needed to assess the impact 29 
of Colorado’s expanded care, the coverage of GAC contributes to improved health outcomes while 30 
reducing gender dysphoria, depression, anxiety, and suicidality among TND Coloradans.52,53   31 
 32 
AMA POLICY AND ADVOCACY  33 
 34 
The AMA has robust policy regarding gender-affirming care, patient privacy, health equity, 35 
medical necessity, protecting the provider-patient relationship, telehealth, and prior authorization. 36 
Of particular relevance to this report is AMA Policy H-185.927, “Clarification of Evidence-Based 37 
Gender-Affirming Care,” which emphasizes the importance of evidence-based gender-affirming 38 
care as determined through shared decision making between patients and physicians. This policy 39 
instructs our AMA to “oppose laws and policies that criminalize, prohibit or otherwise impede the 40 
provision of evidence-based, gender-affirming care” and to “advocate for federal, state, and local 41 
laws and policies to protect access to evidence-based care for gender dysphoria and gender 42 
incongruence.” Additionally, our AMA advocates for equitable coverage of gender-affirming care 43 
by health insurance providers, both public and private, through Policy H-185.950, “Removing 44 
Financial Barriers to Care for Transgender Patients.”  45 
 46 
AMA policy H-315.983, “Patient Privacy and Confidentiality,” affirms that HIPAA should be the 47 
minimal standard for protecting client-patient privilege, and that law enforcement agencies 48 
requesting private medical information should only be given access through a court order granted 49 
through clear and convincing evidence, with the records subject to stringent security measures. 50 
 51 
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Further, Policy G-605.009 directs the AMA to convene experts and stakeholders to “identify issues 1 
with physician payment and reimbursement for gender-affirming care and recommend solutions to 2 
address these barriers to care.” The Task Force to Preserve the Patient-Physician Relationship 3 
When Evidence-Based, Appropriate Care Is Banned or Restricted has invited interested Federation 4 
partners to participate and is in the process of implementing this policy. 5 
 6 
Protecting access to GAC has been a priority for the AMA for many years. Since the legislative 7 
attempts to ban GAC first emerged, the AMA has been working closely with state medical 8 
associations to oppose these inappropriate intrusions in the practice of medicine. The AMA has 9 
submitted testimony and sent letters to legislators in several states and has assisted behind-the-10 
scenes in many more states. In 2021, the AMA also publicly urged governors across the country to 11 
reject state legislation aimed at prohibiting medically necessary gender affirming care for minor 12 
patients.54 AMA advocacy has also supported state “shield laws” to protect physicians who provide 13 
GAC and their patients from interstate enforcement of GAC bans and promote telehealth access to 14 
GAC. The AMA has also been very active in litigation and has submitted numerous amicus briefs 15 
urging courts to overturn laws that ban GAC.  16 
 17 
Additionally, in 2019 the AMA published  an issue brief with GLMA emphasizing the importance 18 
of health insurance coverage for transgender patients and asserting the medical community's duty 19 
to advocate for evidence-based care, reiterating that medical decisions should be made by patients, 20 
their relatives and health care professionals, not politicians.55 Lastly, in response to policy that was 21 
adopted at the 2023 Annual Meeting Annual, D-270.983, “Decreasing Regulatory Barriers to 22 
Appropriate Testosterone Prescribing,” the AMA asked the FDA to review the evidence on 23 
testosterone, with the possibility of updating recommendations to send to the DEA regarding its 24 
scheduling. In this letter the AMA conveyed concerns to the FDA Commissioner about the current 25 
scheduling of testosterone-containing drug products, suggesting that the existing schedule may 26 
unnecessarily restrict access to care for patients in critical need.56  27 
 28 
CONCLUSION 29 
 30 
Addressing regulatory obstacles to appropriate testosterone prescribing requires a multifaceted 31 
approach that encompasses both physician and patient perspectives. Initiatives such as rescheduling 32 
testosterone to expand access through telehealth and reducing regulation on dispensing are crucial 33 
steps toward ensuring equitable access to care. These measures not only enhance the availability of 34 
testosterone therapy but also promote patient-centered care by facilitating access to qualified health 35 
care professionals regardless of geographic location. Legislative and regulatory efforts must focus 36 
on addressing barriers such as the lack of confidentiality, privacy, and security of medical health 37 
data, which can undermine patient trust and deter individuals from seeking necessary care.  38 
 39 
RECOMMENDATIONS 40 
 41 
The Council on Science and Public Health recommends that the following be adopted, and the 42 
remainder of the report be filed:  43 
 44 

1. That policy D-270.983, “Decreasing Regulatory Barriers to Appropriate Testosterone 45 
Prescribing,” be amended by addition to read as follows:   46 

 47 
A. Our AMA will ask the FDA to review the available evidence and other data on 48 

testosterone and submit updated recommendations, if warranted, to the DEA, for its 49 
consideration of the scheduling of testosterone-containing drug products. 50 
 51 
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B. Our AMA supports policies to remove barriers that delay or impede patient access to 1 
prescribed testosterone. (New HOD Policy)  2 

 3 
C. Our AMA will continue to work alongside our partner organizations to promote 4 

advocacy and physician education on testosterone prescribing. (New HOD Policy) 5 
 6 

2. That Policies H-65.976, “Nondiscriminatory Policy for the Health Care Needs of LGBTQ 7 
Populations,” H-140.824, “Healthcare Equity Through Informed Consent and a 8 
Collaborative Healthcare Model for the Gender Diverse Population,” H-160.991, “Health 9 
Care Needs of Lesbian, Gay, Bisexual, Transgender and Queer Populations,” H-185.927 10 
“Clarification of Evidence-Based Gender-Affirming Care,” H-95.946, “Prescription Drug 11 
Monitoring Program Confidentiality,” H-315.983, “Patient Privacy and Confidentiality,” 12 
D-185.981, “Addressing Discriminatory Health Plan Exclusions or Problematic Benefit 13 
Substitutions for Essential Health Benefits Under the Affordable Care Act,” and D-14 
480.964, “Established Patient Relationships and Telemedicine” be reaffirmed. (Reaffirm 15 
HOD Policy) 16 

 
Fiscal Note: less than $1,000 
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TABLE 1. The National Alliance for Model State Drug Laws Map of The Types of Authorized 
Recipients of PDMP Information – Law Enforcement Officials  
 
The National Alliance for Model State Drug Laws. Compilation of Prescription Monitoring 
Program Maps. The National Alliance for Model State Drug Laws; 2016. Accessed January 31, 
2024. https://namsdl.org/wp-content/uploads/Compilation-of-Prescription-Monitoring-Program-
Maps.pdf 
 

 
 
 
Note: As of 2019, Nebraska requires a subpoena, court order or approval, and a written request.57 
As of 2021, Missouri requires a subpoena, court order or approval for law enforcement to access 
their state PDMP.58  
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INTRODUCTION 1 
 2 
American Medical Association (AMA) Policy H-95.906, “De-Stigmatization and Management of 3 
Substance Use Disorders” as adopted at the 2023 Annual Meeting asks that our AMA study the 4 
feasibility, potential methodologies, and implications of early universal screening for substance use 5 
and substance use disorders during pregnancy. 6 
 7 
At the meeting, robust testimony was heard regarding screening with concerns being raised 8 
regarding the complexity of screening when paired with mandatory reporting requirements. This 9 
report investigates the implications, feasibility, and methodology of universal screening for 10 
substance use and substance use disorders during pregnancy. This report serves as the Council on 11 
Science and Public Health’s (CSAPH) findings and recommendations regarding universal 12 
screening for substance use and substance use disorders during pregnancy.   13 
 14 
METHODS 15 
 16 
English-language reports were selected from a PubMed and Google Scholar search through 17 
November 2023, using the text terms “screening”, “universal screening”, “pregnancy”, and 18 
“substance use.” Additional articles were identified by manual review of the references cited in 19 
these publications. Further information was obtained from the Internet sites of specialty physician 20 
societies, federal and state agencies, U.S. Department of Health and Human Services (HHS), and 21 
U.S. Preventive Services Task Force (USPSTF) to identify validated screening tools, 22 
recommendations, clinical guidelines, and position statements. 23 
 24 
BACKGROUND 25 
 26 
Nationally, one in five people use illicit substances during pregnancy.1 Polysubstance use, which is 27 
defined as the use of two or more substances, is also common during pregnancy.2 Data suggests 28 
that 38.2 percent of pregnant women who drink alcohol also report using one or more substance, 29 
the most common being tobacco and cannabis.2 Overdose rates during pregnancy and the 30 
postpartum period increased 81 percent (from 6.56 to 11.85 per 100,000) from 2017 to 2020.3 This 31 
trend has been exacerbated by the COVID-19 pandemic, leading to a surge in overdose-related 32 
deaths and intensifying concerns about pregnancy-associated substance use, primarily driven by 33 
synthetic opioids and psychostimulants (e.g., fentanyl, methamphetamine, cocaine).3–5 In an 34 
analysis of data from 2017-2019 by the Centers of Disease Control, mental health conditions, 35 
including overdose and poisoning related to substance use disorder (SUD), were the leading causes 36 
of pregnancy-related death.6  37 
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Despite pregnancy offering a critical window for engaging individuals in medical care, pregnant 1 
individuals with SUD, particularly opioid use disorder (OUD), often avoid both prenatal and 2 
preventive health care due to stigma, discrimination, inaccessibility of services, and prosecution or 3 
loss of infant custody.7,8 Compounding these barriers, pregnant individuals with SUD face 4 
substantial complications linked to poorer obstetric and neonatal health outcomes including the 5 
pregnant persons’ mortality, poor fetal growth, preterm birth, neonatal abstinence syndrome, and 6 
other conditions.9 Even for those who are receiving treatment, returning to substance use in the 7 
postpartum period is prominent and can often result in fatal overdose due to decreased tolerance. In 8 
the postpartum period, overdose rates peak 7 to 12 months post-delivery for pregnant people who 9 
use substances.10,11 During this critical period, treatment adherence is further complicated by the 10 
physical need of the infant for maternal bonding.12  11 
 12 
Persistent racial disparities in perinatal OUD treatment contribute to significant challenges. Studies 13 
indicate that Black and Hispanic women are less likely to receive medications for opioid use 14 
disorder (MOUD) compared to their White counterparts.13,14 Moreover, these challenges are 15 
compounded by further racial disparities, particularly affecting individuals of color, notably 16 
American Indian and Alaskan Native women, who encounter discrimination within both the health 17 
care system and the family regulation system.15,16 Rural communities, despite experiencing higher 18 
rates of substance exposure in utero, encounter additional barriers in accessing essential care. 8,17 19 
These disparities are indicative of broader social and economic inequities, including heightened 20 
obstacles to reproductive health care, underscoring the urgent need for targeted interventions and 21 
systemic changes. 22 
 23 
DISCUSSION 24 
 25 
Identification of substance use at any point during a pregnancy can support improved patient 26 
outcomes within the parent-infant dyad. AMA policy H-320.953, “Definitions of ‘Screening’ and 27 
‘Medical Necessity,’” defines screening as “health care services or products provided to an 28 
individual without apparent signs or symptoms of an illness, injury or disease for the purpose of 29 
identifying or excluding an undiagnosed illness, disease, or condition.” Screening can be conducted 30 
using brief, in-depth, written, verbal, or computerized screening instruments and does not include 31 
biological specimens, such as urine or blood.18 Universal screening, involving the screening of 32 
every pregnant individual, is designed to minimize clinician bias in individualized screening 33 
decisions and promote more standardized care while also destigmatizing substance use disorders. 34 
 35 
Clinical screening tools recommended for prenatal substance use include the Prenatal Substance 36 
Abuse Screen for Alcohol and Drugs also known as the “4Ps” which stands for Parents, Partner, 37 
Past, and Present.19 The 4Ps and the 4Ps Plus, which includes additional questions about depression 38 
and domestic violence are the only validated behavioral health screening instruments designed 39 
specifically for pregnant women.20 The 4Ps Plus screener is one of the only validated tools for 40 
substance use during pregnancy demonstrating overall reliability of 0.62, relatively high sensitivity 41 
(87 percent), and specificity (76 percent).21 Additionally, the CRAFFT instrument is recommended 42 
for screening substance use in adolescents and young adults, generally from ages 12 to 21.22 The 43 
CRAFFT instrument has shown efficacy in detecting adolescent substance use, but it has not been 44 
thoroughly evaluated for use during pregnancy. Lastly, the National Institute on Drug Abuse 45 
(NIDA) Quick Screen is validated for screening for substance use in adults, but has not been 46 
validated for screening for pregnant individuals.23 Despite screening instruments demonstrating 47 
strong performance on certain metrics, none exhibit consistently adequate performance across all 48 
studied measures. For example, in one study the NIDA Quick Screen exhibited notable specificity 49 
(0.99) across all substances but displayed very poor sensitivity (0.10–0.27). Often, screening 50 
instruments exhibit significant variations based on race, prenatal clinic, and economic status.23 51 
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Future research endeavors should aim to identify the most effective screening instrument for 1 
substance use during pregnancy.24  2 
 3 
Current clinical guidelines address screening for substance use. The American Society of Addiction 4 
Medicine (ASAM) and American College for Obstetricians and Gynecologists (ACOG) 5 
recommend early universal screening for substance use during the first prenatal visit using a 6 
validated screening to improve maternal and infant outcomes, advising early universal screening, 7 
brief intervention, and referral for treatment (SBIRT) model for the treatment of pregnant patients 8 
with OUD.25 The SBIRT model has demonstrated effectiveness for reducing substance use.26 9 
Universal screening for opioid use is recommended instead of screening based factors such as 10 
“poor adherence to prenatal care or prior adverse pregnancy outcomes” to minimize missed cases 11 
of substance use as well as provider stereotyping and stigmatization of patients.25 ASAM and 12 
ACOG committee opinion stresses the importance of a coordinated multidisciplinary approach 13 
without criminal sanctions for optimal support of the parent-infant dyad, discouraging health care 14 
professionals from separating the parent-infant dyad based solely on screening or SUD diagnosis, 15 
and emphasizing that screening should be done in partnership with pregnant people.25 Further, the 16 
committee recommendations address clinical practices for chronic pain management, 17 
pharmacotherapy, monitoring infants for neonatal abstinence syndrome, opioid prescriptions during 18 
pregnancy, breastfeeding, postpartum supportive services, and the integration of contraceptive 19 
counseling into SUD treatment for people of reproductive age.25   20 
 21 
In 2020 the U.S Preventive Services Task Force (USPSTF) updated their 2008 recommendation on 22 
screening for unhealthy drug use for adults and adolescents, conducting two commissioned reviews 23 
of the evidence on screening (i.e., asking questions about unhealthy drug use). Unhealthy drug use 24 
is defined as “the use of illegal drugs and the nonmedical use of prescription psychoactive 25 
medications (i.e., use of medications for reasons, for duration, in amounts, or with frequency other 26 
than prescribed or use by persons other than the prescribed individual,” this definition does not 27 
include alcohol or tobacco products.27 The USPSTF concluded that there is insufficient evidence to 28 
assess the balance of benefits and harms of screening for unhealthy drug use in adolescents. 29 
However, for adults 18 years and older, the USPSTF denoted a B grade recommendation, 30 
concluding that screening has a moderate net benefit when services for accurate diagnosis, effective 31 
treatment, and appropriate care can be offered or referred.27  32 
 33 
Of the 30 identified screening tools many had a sensitivity of 75 percent for detecting unhealthy 34 
drug use, misuse, dependence, or use disorders.27 In this recommendation there are no tools 35 
suggested for screening during pregnancy, with the USPSTF only reviewing 12 studies that 36 
assessed the accuracy of 15 screening tools in nonpregnant people.27 The majority of studies had 37 
varying definitions of the reference standard (i.e., drug use, misuse, abuse, dependence, and 38 
disorders) and no studies directly addressed the benefits or harms of screening on reducing drug 39 
use, drug-related health, social, or legal outcomes in adults or adolescents.27 Lastly, the USPSTF 40 
noted several areas where further research is needed to develop recommendations. These include 41 
the effectiveness of screening in adolescents; optimal screening intervals; accuracy of screening 42 
tools; harms associated with punitive screening results; and strategies to improve access to 43 
pharmacotherapy and psychosocial interventions.27 44 
 45 
The USPSTF commissioned two systematic reviews to evaluate the potential benefits and harms of 46 
substance use screening, psychosocial interventions, pharmacotherapy, and the accuracy of 47 
screening tools.28 They found that despite the availability of validated screening tools, there are no 48 
direct studies on the benefits or harms of universal screening for adults or adolescents.28 49 
Psychosocial and pharmacotherapy interventions often do not show statistically significant 50 
improvement for screen-identified populations, except for those with OUD seeking treatment.28 51 
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While physicians are crucial in addressing SUD, universal screening may not be justified without 1 
sufficient evidence for its benefits across all types of unhealthy drug use due to the lack of 2 
available treatment and local resources.28 Physicians must carefully consider the consequences of 3 
screening in their clinical setting and the availability of treatment resources before implementing 4 
screening programs for SUDs. An examination conducted through a systematic review of research 5 
on involuntary substance use treatment revealed no evidence supporting the benefits of this practice 6 
and underscored a clear potential for harm.29   7 
 8 
Overall, available medical society and health care organization statements regarding the efficacy of 9 
universal screening are mixed. While the Substance Abuse and Mental Health Services 10 
Administration recommends universal screening during pregnancy as a part of SBIRT in routine 11 
health care settings, the U.S. Department of Defense, Veterans Affairs, and the American Academy 12 
of Family Physicians indicate that evidence is insufficient to recommend routine screening for 13 
illicit drug use.27,29–32Additonally, the American Psychiatric Association position statement 14 
advocates for health care professionals to implement universal evidence-based screening methods 15 
for substance use and co-occurring mental health disorders among pregnant and lactating women, 16 
ensuring consistency and non-discrimination.33 Screening during pregnancy should aim to enhance 17 
access to evidence-based treatment for substance use, as well as optimize medical, obstetric, and 18 
psychiatric care; emphasizing that screening should not be punitive in nature.33 Thus, consensus 19 
regarding universal screening for substance use during pregnancy varies and depends on the patient 20 
subpopulation.  21 
 22 
Substance Use in Pregnancy and Reporting Implications  23 
 24 
The Child Abuse Prevention and Treatment Act initially enacted in 1974 and updated with the  25 
Comprehensive Addiction Recovery Act in 2016 (CAPTA/CARA), is a federal law that mandates 26 
the establishment of Plans of Safe Care  to ensure the well-being and safety of newborns affected 27 
by substance use, as well as their families or caregivers.34 While physicians must notify the state 28 
when a newborn has been exposed to substances per CAPTA/CARA, they are not required to file a 29 
report of suspected child abuse or neglect unless stipulated by state law.35 The notification 30 
requirement necessitates the submission of deidentified, aggregate data on the number of children 31 
falling within relevant categories.36 Research shows that over 80 percent of health care 32 
professionals are not familiar with CAPTA/CARA.37 Even though the notification requirement 33 
itself does not mandate the inclusion of patient-identifying information, there can still be adverse 34 
consequences for the parent-infant dyad.36  35 
 36 
Beyond federal standards, many states have implemented additional notification and reporting 37 
requirements for substance use in pregnancy. Twenty-four states and the District of Columbia (DC) 38 
have passed laws classifying prenatal drug use as child abuse or neglect. Thirty-seven states and 39 
DC mandate reporting of “suspected” prenatal drug use to the state.38 “Suspected” drug use 40 
involves assumptions or indications based on behavior or symptoms, whereas confirmatory 41 
laboratory results directly detect the presence of drugs in the body through analytical testing. Some 42 
states go further by requiring health care professionals to conduct prenatal substance use tests if 43 
they suspect substance use.16 These measures compel health care professionals to report pregnant 44 
or postpartum individuals for alleged child abuse, in some states this includes receiving MOUD. 45 
Additionally, certain states have enacted legislation aimed at prosecuting pregnant individuals who 46 
use substances. This legislation usually involves labeling such behavior as fetal assault, chemical 47 
endangerment, and even murder.39 The consequences of these laws and reports can be profound, 48 
including resulting in family separation, arrests, criminal charges, and incarceration, creating a 49 
cascade of adverse health outcomes that extend beyond the parent and infant. State-level policies 50 
concerning child abuse and mandatory reporting are associated with reduced utilization of prenatal 51 
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and postpartum care among women who engage in substance use during pregnancy.40 More 1 
information is needed regarding the health outcomes and equity implications related to these 2 
reporting laws. To alleviate potential adverse effects, including legal consequences tied to inquiring 3 
about substance use and documenting and reporting responses, clinicians should be well-versed in 4 
state requirements and adhere to best practices regarding informed consent for screening, recording 5 
screening results in medical records, reporting results to medico-legal authorities, and ensuring 6 
confidentiality protection.41 7 
 8 
Challenges in Universal Screening  9 
 10 
Physician confidence in conducting screening and brief interventions with pregnant patients varies. 11 
A survey of 1,500 U.S. adult medicine clinicians found that almost all (95 percent) of those who 12 
conducted screening and brief interventions in their practice reported implementing these measures 13 
with pregnant patients for alcohol use.42 However, less than half (46.5 percent) of these clinicians 14 
felt confident in their screening practices.42 In a study examining patient experiences and analyzing 15 
data from 103,608 people in the Pregnancy Risk Assessment Monitoring System between 2016 and 16 
2018, around 95 percent of individuals reported being asked about cigarette or alcohol use during 17 
prenatal care, and 80 percent reported being asked about drug use.43 The study reveals disparities in 18 
substance use screening during prenatal care appointments.43 Further research is needed to 19 
understand the impact of screening approaches on outcomes in prenatal care settings. 20 
 21 
A 1990 study in Pinellas County, Florida found profound racial disparities in child protective 22 
services (CPS) reporting during delivery against a background of universal screening for alcohol 23 
and illicit drug use in public and private prenatal care.44 Around 15 percent of both Black and 24 
White mothers identified as using substances, with Black mothers exhibiting significantly higher 25 
rates of entering treatment compared to White mothers.44 Despite higher treatment rates, Black 26 
mothers using substances were referred to CPS at much higher rates than their White counterparts 27 
using substances.44 The researchers wrote, “we conclude that the use of illicit drugs is common 28 
among pregnant women regardless of race and socioeconomic status. If legally mandated reporting 29 
is to be free of racial or economic bias, it must be based on objective medical criteria.”44 A 2012 30 
article that drew heavily on the Florida study showed that, despite nearly universal screening for 31 
prenatal drug use among Medicaid patients in one California county, and similar results among 32 
racial groups enrolled in Medicaid, overall CPS referrals for Black mothers occurred at nearly four 33 
times the rate of White mothers.15 The authors caution that we cannot count on universal screening 34 
to promote equity, either through making referrals more objective or through improved treatment 35 
participation rates.15  36 
 37 
Lastly, in a study examining primary care physicians' implementation of screening, several barriers 38 
were identified.45 Time constraints, challenges related to parental involvement (for adolescents), 39 
perceived ineffectiveness of brief intervention services, and a lack of training in providing brief 40 
intervention were among the obstacles to screening and brief intervention.45 Physicians 41 
recommended boosting screening rates through increased reimbursement and the allocation of 42 
dedicated resources.45 43 
 44 
AMA POLICY AND ADVOCACY  45 
 46 
Our AMA maintains comprehensive policies addressing substance use during pregnancy. AMA 47 
Policy H-420.969, “Legal Interventions During Pregnancy,” states that criminal sanctions or civil 48 
liability for harmful behavior by the pregnant woman toward her fetus are inappropriate; that 49 
pregnant [people who use substances or have a substance use disorder] should be provided with 50 
rehabilitative treatment appropriate to their specific physiological and psychological needs; and 51 
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that in order to minimize the risk of legal action by a pregnant patient or an injured fetus, the 1 
physician should document medical recommendations made including the consequences of failure 2 
to comply with the physician's recommendation. Policy H-420.962, “Perinatal Addiction - Issues in 3 
Care and Prevention,” encourages the federal government to expand funding allocated to drug 4 
treatment, prevention, and education to establish and make broadly available specialized treatment 5 
programs for [pregnant people with substance use disorder] and breastfeeding people wherever 6 
possible.  7 
 8 
AMA Policy H-420.950, “Substance Use Disorders During Pregnancy,” reiterates our AMA’s 9 
support of brief interventions and referral for early comprehensive treatment using a coordinated 10 
multidisciplinary approach without criminal sanctions. Additionally, this policy opposes any efforts 11 
to imply that a positive verbal substance use screen, a positive toxicology test, or the diagnosis of 12 
substance use disorder during pregnancy automatically represents child abuse and opposes the 13 
filing of a child protective services report or the removal of infants from their mothers solely based 14 
on a single positive prenatal drug screen without appropriate evaluation. Our AMA further 15 
advocates for appropriate medical evaluation prior to the removal of a child and advocates that 16 
state and federal child protection laws be amended so that pregnant people who use substances 17 
and/or have a SUD are only reported to child welfare agencies when protective concerns are 18 
identified by the clinical team, rather than through automatic or mandated reporting of all pregnant 19 
people with a positive toxicology test, positive verbal substance use screen, or diagnosis of a SUD. 20 
This policy position is reiterated in D-95.983, “Mandatory Drug Screening Reporting,” which 21 
states that our AMA will work with appropriate state and specialty medical societies and with state 22 
legislative bodies to ensure that physicians not be required to report patients with [positive] urine 23 
drug test results to the police; and continue to promote education of physicians regarding the 24 
importance of referring patients found to have [positive] urine drug tests for appropriate medical 25 
treatment. 26 
 27 
Additionally, in 2022 our AMA and several other medical societies jointly formulated model state 28 
legislation to facilitate the "enhancement of access to evidence-based, non-judgmental, and non-29 
punitive maternal treatment."46 The proposed legislation, titled "An Act to Create and Implement 30 
Family Care Plans for Infants, Children, and Families," underscores the significance of establishing 31 
and defining "plans of family care."46 These plans aim to provide "supportive care and fulfillment 32 
of needs for pregnant, postpartum, and parenting individuals, newborns, children, and families."46  33 
 34 
CONCLUSION  35 
 36 
In theory, universal screening for substance use in pregnancy presents a potential avenue for 37 
enhancing health outcomes for pregnant individuals who use substances and their infants as well as 38 
preserving the parent-infant dyad. However, amidst the backdrop of stringent state policies, 39 
mandatory reporting, and obstacles in accessing evidence-based care, universal screening may have 40 
unintended consequences. Additional research on the impacts of mandatory reporting laws of 41 
substance use in pregnant people needs to be addressed to reduce bias, inequities in care, and fear 42 
of pregnant people to access the care they need.  43 
 44 
RECOMMENDATIONS 45 
 46 
The Council on Science and Public Health recommends that the following be adopted, and the 47 
remainder of the report be filed: 48 
 49 

1. That our AMA:  50 
 51 
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A. Encourage ongoing research on the benefits and risks of universal screening for 1 
substance use during pregnancy including the impact of mandatory reporting laws, 2 
evaluation of patient outcomes, effectiveness across different age groups, optimal 3 
screening intervals, equity considerations, and efficacy of different screening tools.  4 

 5 
B. Support the development and dissemination of physician education and training on 6 

federal and state laws governing mandatory notification and reporting of substance 7 
use during pregnancy, and the benefits and consequences of screening 8 
implementation in health care settings on a state-by-state basis. (New HOD Policy) 9 
 10 

2. That AMA policy H-420.950, “Substance Use Disorders During Pregnancy,” be amended 11 
by addition and deletion to read as follows:  12 
 13 
Our AMA will:  14 
(1) support brief interventions (such as engaging a patient in a short conversation, 15 
providing feedback and advice) and referral for early comprehensive treatment of pregnant 16 
individuals with opioid use and opioid use disorder (including naloxone or other overdose 17 
reversal medication education and distribution) using a coordinated multidisciplinary 18 
approach without criminal sanctions; 19 
(2) acknowledges the health benefits of identifying substance use during pregnancy and  20 
opposes any efforts, including mandatory reporting laws, that to imply that a positive 21 
verbal substance use screen, a positive toxicology test, or the diagnosis of substance use 22 
disorder during pregnancy automatically represents child abuse or neglect; 23 
(3) support legislative and other appropriate efforts for the expansion and improved access 24 
to evidence-based treatment for substance use disorders during pregnancy; 25 
(4) oppose the filing of a child protective services report or the removal of infants from 26 
their mothers parent(s) solely based on a single positive prenatal drug screen and/or 27 
biological test(s) for substance use without appropriate evaluation; 28 
(5) advocate for appropriate medical evaluation prior to the removal of a child, which takes 29 
into account (a) the desire to preserve the individual’s family structure, (b) the patient’s 30 
treatment status, and (c) current impairment status when substance use is suspected or 31 
confirmed; and 32 
(6) advocate that state and federal child protection laws be amended so that pregnant 33 
people with substance use and substance use disorders are only reported to child welfare 34 
agencies when protective concerns are identified by the clinical team, rather than through 35 
automatic or mandated reporting of all pregnant people with a positive toxicology test, 36 
positive verbal substance use screen, or diagnosis of a substance use disorder, or use of 37 
evidence-based treatments for substance use disorder. (Modify Current HOD Policy) 38 
 39 

3. That current AMA policies H-420.969, “Legal Interventions During Pregnancy,” and D-40 
95.983, “Mandatory Drug Screening Reporting” be reaffirmed. (Reaffirm HOD Policy)  41 

 42 
Fiscal Note: $1,000 - $5,000 
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Whereas, fragrances include many contact allergens, irritants, cross-reactors, or other substance 1 
or natural extract often found in personal care products, cosmetics, household products, drugs, 2 
and wound care products1-11; and 3 
 4 
Whereas, individuals with fragrance sensitivity experience adverse effects after exposure, 5 
especially patients with allergies, asthma, eczema, lung disease, and migraine1,2-26; and 6 
 7 
Whereas, due to wide use, fragrances are the most common cause of contact allergy and lead 8 
to debilitating systemic dermatologic, neurologic, and immunologic side effects12-16; and 9 
 10 
Whereas, large surveys show that over 30% of individuals may experience fragrance sensitivity, 11 
50% prefer that healthcare facilities be fragrance-free, and 7% lose workdays due to workplace 12 
fragrance exposure1,11-14; and 13 
 14 
Whereas, fragranced products can lower both indoor and outdoor air quality by releasing 15 
hazardous air pollutants that contribute to diseases and illness1,5,8,14,22; and 16 
 17 
Whereas, the severity of fragrance sensitivity often meets Americans with Disabilities Act (ADA) 18 
criteria for a disability (“physical or mental impairment that substantially limits one or more major 19 
life activities”) and may be considered an “invisible disability” (“impairment…not always obvious 20 
to the onlooker”)30-32; and 21 
 22 
Whereas, Core v. Champaign County Board of County Commissioners (2012) and McBride v. the 23 
City of Detroit (2009) found that severe fragrance sensitivity can be an invisible disability, leading 24 
Detroit to add a fragrance-free policy to their employee ADA handbook33-34; and 25 
 26 
Whereas, fragrance-free policies are recommended by the Centers for Disease Control and 27 
Prevention, the American Lung Association, and the US Department of Labor Office of Disability 28 
Employment Policy and are in place in multiple healthcare facilities, workplaces, schools, and 29 
other organizations across the US35-39; and 30 
 31 
Whereas, the US Food and Drug Administration and US Consumer Product Safety Commission 32 
do not currently regulate fragrances2,40-45; and 33 
 34 
Whereas, the European Union has already banned nearly 1,400 chemicals from cosmetics and 35 
required premarket safety assessments, mandatory registration, and government authorization 36 
for the use of certain materials, compared to only 30 chemicals in the US46-48; therefore be it  37 
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RESOLVED, that our American Medical Association recognize fragrance sensitivity as a 1 
disability where the presence of fragranced products can limit accessibility of healthcare settings 2 
(New HOD Policy); and be it further 3 
 4 
RESOLVED, that our AMA encourage all hospitals, outpatient clinics, urgent cares, and other 5 
patient care areas inclusive of medical schools to adopt a fragrance-free policy that pertains to 6 
employees, patients, and visitors of any kind (New HOD Policy); and be it further 7 
 8 
RESOLVED, that our AMA work with relevant parties to advocate for governmental regulatory 9 
bodies, including but not limited to the Occupational Safety and Health Administration (OSHA), 10 
the Centers for Disease Control and Prevention (CDC), and the National Institute for 11 
Occupational Safety and Health (NIOSH) to recommend fragrance-free policies in all medical 12 
offices, buildings, and places of patient care (Directive to Take Action); and be it further 13 
 14 
RESOLVED, that our AMA work with relevant parties to support the appropriate labeling of 15 
fragrance-containing personal care products, cosmetics, and drugs with warnings about 16 
possible allergic reactions or adverse events due to the fragrance, and advocates for increased 17 
categorization in the use of a “fragrance free” designation (Directive to Take Action); and be it 18 
further 19 
 20 
RESOLVED, that our AMA support increased identification of hazardous chemicals in fragrance 21 
compounds, as well as research focused on fragrance sensitivity in order to remove these 22 
allergens from products applied to one’s body. (New HOD Policy)23 

24 
Fiscal Note: Moderate - between $5,000 - $10,000 
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RELEVANT AMA POLICY 
 
H-440.855 National Cosmetics Registry and Regulation 
1. Our AMA: (a) supports the creation of a publicly available registry of all cosmetics and their ingredients 
in a manner which does not substantially affect the manufacturers' proprietary interests and (b) supports 
providing the Food and Drug Administration with sufficient authority to recall cosmetic products that it 
deems to be harmful. 
2. Our AMA will monitor the progress of HR 759 (Food and Drug Administration Globalization Act of 2009) 
and respond as appropriate. [BOT Action in response to referred for decision Res. 907, I-09; Reaffirmed 
in lieu of: Res. 502, A-17] 
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(A-24) 

 
Introduced by: Medical Student Section 
 
Subject: Tribally-Directed Precision Medicine Research 
 
Referred to: Reference Committee E 
 
 
Whereas, an estimated 80% of data used in precision medicine is from people with European 1 
ancestry, limiting generalizability of research and possibly exacerbating health inequities1–6; and  2 
 3 
Whereas, effects of ongoing cultural genocide and colonization increase chronic disease burden 4 
and reduce quality of care for American Indian and Alaska Native (AI/AN) persons3,7–11; and 5 
 6 
Whereas, a 2021 study found that AI/AN persons are underrepresented at only 0.3% of 7 
research participants while comprising 3% of the US population, while non-Hispanic whites were 8 
overrepresented at 82% while comprising 59% of the US population2,4,6,9,12; and  9 
 10 
Whereas, a National Institutes of Health (NIH) report on AI/AN engagement in the All of Us 11 
Research Program noted a need for comanagement of precision medicine research with AI/AN 12 
communities and consideration of the distinct ethical, legal, and social contexts when engaging 13 
AI/AN communities in research, including their status as political entities13–16; and 14 
 15 
Whereas, AI/AN researchers have developed specific models to recruit AI/AN persons for 16 
clinical trials that account for the complex geopolitical climates of sovereign governments that 17 
extend far beyond considerations of race and ethnicity, such as the principles for engaging in 18 
ethical research with Indigenous people by Claw et al. and the Circle of Trust9,14,17–19; and  19 
 20 
Whereas, the Indian Health Service does not have the resources or facilities to support 21 
precision medicine research without institutional partnerships20; and 22 
 23 
Whereas, a 2022 White House Office of Science and Technology Policy memorandum 24 
recognized the value of Indigenous knowledge in scientific advances and created a working 25 
group to include Indigenous perspectives in federal decisions and grantmaking21; therefore be it  26 
 27 
RESOLVED, that our American Medical Association support clinical funding supplements to the 28 
National Institutes of Health, the U.S. Food and Drug Administration, and the Indian Health 29 
Service to promote greater participation of the Indian Health Service, Tribal, and Urban Indian 30 
Health Programs in clinical research. (Directive to Take Action) 31 
 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/5/2024 
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RELEVANT AMA Policy 
 
H-460.884 Indigenous Data Sovereignty  
Our AMA: (1) recognizes that American Indian and Alaska Native (AI/AN) Tribes and Villages are 
sovereign governments that should be consulted before the conduct of research specific to their 
members, lands, and properties; (2) supports that AI/AN Tribes and Villages’ Institutional Review Boards 
(IRBs) and research departments retain the right to oversee and regulate the collection, ownership, and 
management of research data with the consent of their members, and that individual members of AI/AN 
Tribes and Villages retain their autonomy and privacy regarding research data shared with researchers, 
AI/AN Tribes and Villages, and governments, consistent with existing protections under 45 CFR 46; and 
(3) encourages: (a) the use and regular review of data-sharing agreements for all studies between 
academic medical centers and AI/AN Tribes and Villages be mutually agreed upon and aligned with 
AI/AN Tribes’ and Villages’ preferences, and (b) the National Institutes of Health and other stakeholders 
to provide flexible funding to AI/AN Tribes and Villages for research efforts, including the creation and 
maintenance of IRBs. [Res. 003, I-22] 
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H-460.911 Increasing Minority, Female, and other Underrepresented Group Participation in Clinical 
Research  
1. Our AMA advocates that: a. The Food and Drug Administration (FDA) and National Institutes of Health 
(NIH) conduct annual surveillance of clinical trials by gender, race, and ethnicity, including consideration 
of pediatric and elderly populations, to determine if proportionate representation of women and minorities 
is maintained in terms of enrollment and retention. This surveillance effort should be modeled after 
National Institute of Health guidelines on the inclusion of women and minority populations.  b. The FDA 
have a page on its web site that details the prevalence of minorities and women in its clinical trials and its 
efforts to increase their enrollment and participation in this research; and  c. Resources be provided to 
community level agencies that work with those minorities, females, and other underrepresented groups 
who are not proportionately represented in clinical trials to address issues of lack of access, distrust, and 
lack of patient awareness of the benefits of trials in their health care. These minorities include Black 
Individuals/African Americans, Hispanics, Asians/Pacific Islanders/Native Hawaiians, and Native 
Americans. 2. Our AMA recommends the following activities to the FDA in order to ensure proportionate 
representation of minorities, females, and other underrepresented groups in clinical trials: a. Increased 
fiscal support for community outreach programs; e.g., culturally relevant community education, community 
leaders' support, and listening to community's needs; b. Increased outreach to all physicians to 
encourage recruitment of patients from underrepresented groups in clinical trials; c. Continued education 
for all physicians and physicians-in-training on clinical trials, subject recruitment, subject safety, and 
possible expense reimbursements, and that this education encompass discussion of barriers that 
currently constrain appropriate recruitment of underrepresented groups and methods for increasing trial 
accessibility for patients; d. Support for the involvement of minority physicians in the development of 
partnerships between minority communities and research institutions; and e. Fiscal support for minority, 
female, and other underrepresented groups recruitment efforts and increasing trial accessibility. 3. Our 
AMA advocates that specific results of outcomes in all clinical trials, both pre- and post-FDA approval, are 
to be determined for all subgroups of gender, race and ethnicity, including consideration of pediatric and 
elderly populations; and that these results are included in publication and/or freely distributed, whether or 
not subgroup differences exist. [BOT Rep. 4, A-08; Reaffirmed: CSAPH Rep. 01, A-18; Modified: Res. 
016, I-22] 
 
D-460.976 Genomic and Molecular-based Personalized Health Care  
Our AMA will: (1) continue to recognize the need for possible adaptation of the US health care system to 
prospectively prevent the development of disease by ethically using genomics, proteomics, 
metabolomics, imaging and other advanced diagnostics, along with standardized informatics tools to 
develop individual risk assessments and personal health plans; (2) support studies aimed at determining 
the viability of prospective care models and measures that will assist in creating a stronger focus on 
prospective care in the US health care system; (3) support research and discussion regarding the 
multidimensional ethical issues related to prospective care models, such as genetic testing; (4) maintain a 
visible presence in genetics and molecular medicine, including web-based resources and the 
development of educational materials, to assist in educating physicians about relevant clinical practice 
issues related to genomics as they develop; and (5) promote the appropriate use of pharmacogenomics 
in drug development and clinical trials. [CSAPH Rep. 4, A-06; Reaffirmed: CSAPH Rep. 4, A-10; 
Reaffirmed: CSAPH Rep. 01, A-20] 
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(A-24) 

 
Introduced by: Albert L. Hsu, MD 
 
Subject: Unregulated Hemp-Derived Intoxicating Cannabinoids, and Derived 

Psychoactive Cannabis Products (DPCPs) 
 
Referred to: Reference Committee E 
 
 
Whereas, hemp was taken off the controlled substances list in 2018 by the Agriculture 1 
Improvement Act;1,2 and 2 
 3 
Whereas, the 2018 Farm Bill legalized hemp but included “derivatives” and “isomers” of the 4 
plant in the definition of hemp, as long as content of delta-9 THC by weight is less than 0.3%;1,2  5 
and 6 
 7 
Whereas, since 2018, processes have been developed to chemically derive over a dozen 8 
different intoxicating cannabinoids from hemp at varying potency levels; 1,2 and 9 
 10 
Whereas, the recent amplified availability and use of Hemp-Drived Intoxicating Cannabinoids 11 
(e.g. delta-8 tetrahydrocannabinol (THC) and over a dozen others) pose significant health risks, 12 
particularly to youth;1,2 and 13 
 14 
Whereas, reporting of adverse reactions to consumption of products containing Hemp-Derived 15 
Intoxicating Cannabinoids has increased;1,2 and 16 
 17 
Whereas, these products are marketed progressively and assertively in eye-catching ways to 18 
attract public consumption, particularly that of young consumers;1,2 and 19 
 20 
Whereas, there are no regulations imposing age restrictions on intoxicating hemp-derived 21 
products, which are widely available online and in brick-and-mortar establishments like gas 22 
stations, grocery stores, and convenience stores;1,2 and 23 
 24 
Whereas, some of these intoxicating hemp-derived products intentionally mimic commercial 25 
food products that appeal to children;1,2 and 26 
 27 
Whereas, many of these products are mislabeled, alleging inaccurate potency, and not 28 
disclosing presence of combinations of intoxicating cannabinoids or other toxic byproducts or 29 
contaminants;1,2 and 30 
 31 
Whereas, direct effects of these particular cannabinoids on the body include (but are not limited 32 
to): impairment of cognitive function, memory and judgment; hallucinations; anxiety; nausea, 33 
vomiting; dizziness, tremor; loss of consciousness, death; dependency (and prolonged use may 34 
result in dependency, leading to addiction and withdrawal symptoms);1,2 and 35 
 36 
Whereas, “Derived Psychoactive Cannabis Products” (DPCPs) have psychoactive properties 37 
similar to cannabis, but are chemically derived and not grown;2 and 38 
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Whereas, DPCPs have been available in every state, including those that have banned ∆-8 1 
THC, because the loophole allows for engineering of new DPCPs, including ∆-6 THC, ∆-10 2 
THC, ∆-11 THC, THC-A, THC-O, THC-P, THC-V, THC-JD, PHC, HHC, HHC-P, and HXC; 1,2 3 
and 4 
 5 
Whereas, DPCPs are very new (unknown and unproven and uncharacterized), and we have 6 
minimal data on short- and long-term risks from use;2 and 7 
 8 
Whereas, DPCP use has been associated with psychiatric, lung, chest, and heart disorders, as 9 
well as injuries and poisonings;2 and 10 
 11 
Whereas, DPCPs have been consumed accidentally by children, partly due to lack of age laws 12 
in many states, poor labeling, lack of childproof containers, and marketing to young people 13 
(including product packaging mimicking well-known food brands that appeal to children, 14 
including Cap’n Crunch, Cocoa Puffs, Froot Loops, Starbursts and Sour Patch Kids);2 and 15 
 16 
Whereas, DPCPs have been marketed in ways to attract children, such as added in candy, 17 
chips, and chocolates.  DPCPs are also inexpensive (sometimes < $5) and stores are 18 
disproportionately located in low-income areas;2 and 19 
 20 
Whereas, most states do not require testing for chemical contaminants, even though DPCPs 21 
are commonly synthesized using hash solvents known to be hazardous to human health;2 and 22 
 23 
Whereas, potency limits are rare, despite conclusive evidence that more potent products carry 24 
higher risk of harms;2 and 25 
 26 
Whereas, there is a complex interplay between the endocannabinoid system and the estrogen 27 
system in the central nervous system, raising concerns about how use of these products may 28 
impact fertility, pregnancy, breastfeeding, and contraception; therefore, be it 29 
 30 
RESOLVED, that our American Medical Association work with other interested organizations to 31 
increase public awareness and promote education on the dangers of Derived Psychoactive 32 
Cannabis Products (DPCPs) and Hemp-Derived Intoxicating Cannabinoids (Directive to Take 33 
Action); and be it further 34 
 35 
RESOLVED, that our AMA work with other interested organizations to advocate to close the 36 
loophole in the 2018 Farm bill that allows Derived Psychoactive Cannabis Products (DPCPs) 37 
and Hemp-Derived Intoxicating Cannabinoids to be regulated as hemp (Directive to Take 38 
Action); and be it further 39 
 40 
RESOLVED, that our AMA work with other interested organizations to advocate for prohibition 41 
of Derived Psychoactive Cannabis Products (DPCPs) and Hemp-Derived Intoxicating 42 
Cannabinoids (unless and until properly tested in humans) (Directive to Take Action); and be it 43 
further 44 
 45 
RESOLVED, that our AMA work with other interested organizations to advocate for further 46 
research on the health impacts of Derived Psychoactive Cannabis Products (DPCPs) and 47 
Hemp-Derived Intoxicating Cannabinoids, including the potential dangers of these products to 48 
children, pregnant women and other vulnerable populations (Directive to Take Action); and be it 49 
further  50 
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RESOLVED, that our AMA report back on this issue at A-25. (Directive to Take Action) 1 

2 
Fiscal Note:  Modest - between $1,000 - $5,000) 
 
Received:  4/23/2024 
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Relevant AMA policy: 
 
Regulation of Cannabidiol Products H-120.926 
Our AMA will: (1) encourage state controlled substance authorities, boards of pharmacy, and legislative 
bodies to take the necessary steps including regulation and legislation to reschedule U.S. Food and Drug 
Administration (FDA)-approved cannabidiol products, or make any other necessary regulatory or 
legislative change, as expeditiously as possible so that they will be available to patients immediately after 
approval by the FDA and rescheduling by the U.S. Drug Enforcement Administration; (2) advocate that an 
FDA-approved cannabidiol medication should be governed only by the federal and state regulatory 
provisions that apply to other prescription-only products, such as dispensing through pharmacies, rather 
than by these various state laws applicable to unapproved cannabis products; and (3) support 
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comprehensive FDA regulation of cannabidiol products and practices necessary to ensure product 
quality, including identity, purity, and potency. 
 
Cannabis Product Safety D-95.956 
Our American Medical Association will draft state model legislation to help states implement the 
provisions of AMA policies H-95.924, Cannabis Legalization for Adult Use and H-
95.936, Cannabis Warnings for Pregnant and Breastfeeding Women that currently do not have such 
model language, including regulation of retail sales, marketing and promotion (especially those aimed at 
children), misleading health claims, and product labeling regarding dangers of use during pregnancy and 
breastfeeding. 
 
Marketing Guardrails for the "Over-Medicalization" of Cannabis Use D-95.958 
Our AMA will: (1) send a formal letter to the Food and Drug Administration and Federal Trade 
Commission requesting more direct oversight of the marketing of cannabis for medical use; (2) generate 
a formal letter for use by state medical societies requesting more direct oversight by state government of 
the marketing of cannabis; (3) support and encourage federal, state, and private sector research on the 
effects of cannabis marketing to identify best practices in protecting vulnerable populations, as well as 
the benefits of safety campaigns such as preventing impaired driving or dangerous use; (4) encourage 
state regulatory bodies to enforce cannabis-related marketing laws and to publicize and make publicly 
available the results of such enforcement activities; (5) encourage social media platforms to set a 
threshold age of 21 years for exposure to cannabis advertising and marketing and improve age 
verification practices on social media platforms; (6) encourage regulatory agencies to research how 
marketing best practices learned from tobacco and alcohol policies can be adopted or applied 
to cannabis marketing; and (7) support using existing AMA channels to educate physicians and the 
public on the health risks of cannabis to children and potential health risks of cannabis to people who 
are pregnant or lactating. 
 
Cannabis Warnings for Pregnant and Breastfeeding Women H-95.936 
Our AMA advocates for regulations requiring point-of-sale warnings and product labeling 
for cannabis and cannabis-based products regarding the potential dangers of use during pregnancy and 
breastfeeding wherever these products are sold or distributed. 
 
Taxes on Cannabis Products H-95.923 
Our AMA encourages states and territories to allocate a substantial portion of their cannabis tax revenue 
for public health purposes, including: substance abuse prevention and treatment programs, cannabis-
related educational campaigns, scientifically rigorous research on the health effects of cannabis, and 
public health surveillance efforts. 
 
Cannabis and Cannabinoid Research H-95.952 
1. Our AMA calls for further adequate and well-controlled studies of marijuana and related cannabinoids 
in patients who have serious conditions for which preclinical, anecdotal, or controlled evidence suggests 
possible efficacy and the application of such results to the understanding and treatment of disease. 
2. Our AMA urges that marijuana's status as a federal schedule I controlled substance be reviewed with 
the goal of facilitating the conduct of clinical research and development of cannabinoid-based medicines, 
and alternate delivery methods. This should not be viewed as an endorsement of state-based 
medical cannabis programs, the legalization of marijuana, or that scientific evidence on the therapeutic 
use of cannabis meets the current standards for a prescription drug product. 
3. Our AMA urges the National Institutes of Health (NIH), the Drug Enforcement Administration (DEA), 
and the Food and Drug Administration (FDA) to develop a special schedule and implement administrative 
procedures to facilitate grant applications and the conduct of well-designed clinical research 
involving cannabis and its potential medical utility. This effort should include: a) disseminating specific 
information for researchers on the development of safeguards for cannabis clinical research protocols 
and the development of a model informed consent form for institutional review board evaluation; b) 
sufficient funding to support such clinical research and access for qualified investigators to adequate 
supplies of cannabis for clinical research purposes; c) confirming that cannabis of various and 
consistent strengths and/or placebo will be supplied by the National Institute on Drug Abuse to 
investigators registered with the DEA who are conducting bona fide clinical research studies that receive 
FDA approval, regardless of whether or not the NIH is the primary source of grant support. 
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4. Our AMA supports research to determine the consequences of long-term cannabis use, especially 
among youth, adolescents, pregnant women, and women who are breastfeeding. 
5. Our AMA urges legislatures to delay initiating the legalization of cannabis for recreational use until 
further research is completed on the public health, medical, economic, and social consequences of its 
use. 
6. Our AMA will advocate for urgent regulatory and legislative changes necessary to fund and perform 
research related to cannabis and cannabinoids. 
7. Our AMA will create a Cannabis Task Force to evaluate and disseminate relevant scientific evidence 
to health care providers and the public. 
 
Cannabis Legalization for Adult Use (commonly referred to as recreational use) H-95.924 
Our AMA: (1) believes that cannabis is a dangerous drug and as such is a serious public health concern; 
(2) believes that the sale of cannabis for adult use should not be legalized (with adult defined for these 
purposes as age 21 and older); (3) discourages cannabis use, especially by persons vulnerable to the 
drug's effects and in high-risk populations such as youth, pregnant women, and women who are 
breastfeeding; (4) believes states that have already legalized cannabis (for medical or adult use or both) 
should be required to take steps to regulate the product effectively in order to protect public health and 
safety including but not limited to: regulating retail sales, marketing, and promotion intended to encourage 
use; limiting the potency of cannabis extracts and concentrates; requiring packaging to convey 
meaningful and easily understood units of consumption, and requiring that for commercially available 
edibles, packaging must be child-resistant and come with messaging about the hazards about 
unintentional ingestion in children and youth; (5) laws and regulations related to legalized cannabis use 
should consistently be evaluated to determine their effectiveness; (6) encourages local, state, and federal 
public health agencies to improve surveillance efforts to ensure data is available on the short- and long-
term health effects of cannabis, especially emergency department visits and hospitalizations, impaired 
driving, workplace impairment and worker-related injury and safety, and prevalence of psychiatric and 
addictive disorders, including cannabis use disorder; (7) supports public health based strategies, rather 
than incarceration, in the handling of individuals possessing cannabis for personal use; (8) encourages 
research on the impact of legalization and decriminalization of cannabis in an effort to promote public 
health and public safety; (9) encourages dissemination of information on the public health impact of 
legalization and decriminalization of cannabis; (10) will advocate for stronger public health messaging on 
the health effects of cannabis and cannabinoid inhalation and ingestion, with an emphasis on reducing 
initiation and frequency of cannabis use among adolescents, especially high potency products; use 
among women who are pregnant or contemplating pregnancy; and avoiding cannabis-impaired driving; 
(11) supports social equity programs to address the impacts of cannabis prohibition and enforcement 
policies that have disproportionately impacted marginalized and minoritized communities; and (12) will 
coordinate with other health organizations to develop resources on the impact of cannabis on human 
health and on methods for counseling and educating patients on the use cannabis and cannabinoids. 
 
Cannabis Legalization for Medicinal Use D-95.969 
Our AMA: (1) believes that scientifically valid and well-controlled clinical trials conducted under federal 
investigational new drug applications are necessary to assess the safety and effectiveness of all new 
drugs, including potential cannabis products for medical use; (2) believes that  cannabis for medicinal 
use should not be legalized through the state legislative, ballot initiative, or referendum process; (3) will 
develop model legislation requiring the following warning on all cannabis products not approved by the 
U.S. Food and Drug Administration: "Marijuana has a high potential for abuse. This product has not been 
approved by the Food and Drug Administration for preventing or treating any disease process."; (4) 
supports legislation ensuring or providing immunity against federal prosecution for physicians who certify 
that a patient has an approved medical condition or recommend cannabis in accordance with their state's 
laws; (5) believes that effective patient care requires the free and unfettered exchange of information on 
treatment alternatives and that discussion of these alternatives between physicians and patients should 
not subject either party to criminal sanctions; (6) will, when necessary and prudent, seek clarification from 
the United States Justice Department (DOJ) about possible federal prosecution of physicians who 
participate in a state operated marijuana program for medical use and based on that clarification, ask the 
DOJ to provide federal guidance to physicians; and (7) encourages hospitals and health systems to: (a) 
not recommend patient use of non-FDA approved cannabis or cannabis derived products within 
healthcare facilities until such time as federal laws or regulations permit its use; and (b) educate medical 
staffs on cannabis use, effects and cannabis withdrawal syndrome. 
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Medical Marijuana License Safety D-95.959 
1. Our AMA supports efforts to include medical cannabis license certification in states’ prescription drug 
monitoring programs when consistent with AMA principles safeguarding patient privacy and 
confidentiality. 
2. Our AMA will continue its monitoring of state legislation relating to the inclusion of cannabis and 
related information in state PDMPs. 
3. Our AMA will review existing state laws that require information about medical cannabis to be shared 
with or entered into a state prescription drug monitoring program. The review should address impacts on 
patients, physicians and availability of information including types, forms, THC concentration, quantity, 
recommended usage, and other medical cannabis details that may be available from a dispensary. 
 
Cannabis Intoxication as a Criminal Defense H-95.997 
Our AMA believes a plea of cannabis intoxication not be a defense in any criminal proceedings. 
 
Expungement, Destruction, and Sealing of Criminal Records for Legal Offenses Related to 
Cannabis Use or Possession H-95.910 
1. Our AMA supports automatic expungement, sealing, and similar efforts regarding an arrest or 
conviction for a cannabis-related offense for use or possession that would be legal or decriminalized 
under subsequent state legalization or decriminalization of adult use or medicinal cannabis.  
2. Our AMA supports automatic expungement, sealing, and similar efforts regarding an arrest or 
conviction of a cannabis-related offense for use or possession for a minor upon the minor reaching the 
age of majority.  
3. Our AMA will inquire to the Association of American Medical Colleges, Accreditation Council for 
Graduate Medical Education, Federation of State Medical Boards, and other relevant medical education 
and licensing authorities, as to the effects of disclosure of a cannabis related offense on a medical school, 
residency, or licensing application.  
4. Our AMA supports ending conditions such as parole, probation, or other court-required supervision 
because of a cannabis-related offense for use or possession that would be legal or decriminalized under 
subsequent state legalization or decriminalization of adult use or medicinal cannabis. 
 
Preventing the Elimination of Cannabis from Occupational and Municipal Drug Testing Programs 
H-95.902 
Our American Medical Association supports the continued inclusion of cannabis metabolite analysis in 
relevant drug testing analysis performed for 
occupational and municipal purposes (pre-employment, post-accident, random and for-cause). 
 
Alcohol and Drug Use and Addiction Education H-170.992 
Our AMA: (1) supports continued encouragement for increased educational programs relating to use of 
and addiction involving alcohol, cannabis and controlled substances; (2) supports the implementation of 
alcohol and cannabis education in comprehensive health education curricula, kindergarten through grade 
twelve; and (3) encourages state medical societies to work with the appropriate agencies to develop a 
state-funded educational campaign to counteract pressures on young people to use 
alcohol, cannabis products, and controlled substances. 
 
 
  

https://policysearch.ama-assn.org/policyfinder/detail/cannabis?uri=%2FAMADoc%2FHOD.xml-0-5376.xml
https://policysearch.ama-assn.org/policyfinder/detail/cannabis?uri=%2FAMADoc%2FHOD.xml-0-1017.xml
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Whereas, biologics drugs account for 2% of pharmaceutical prescriptions by volume, but 1 
account for 37-43% of current U.S. pharmaceutical spending and 90% of net pharmaceutical 2 
spending growth over the past decade;1-6 and 3 
 4 
Whereas, biologic drugs, typically recombinant proteins or monoclonal antibodies, are 5 
significantly more expensive than small molecule drugs; prices average ~$10,000-$40,000 per 6 
patient per year, and can be as costly as $250,000 per patient per year;1-6 and  7 
 8 
Whereas, biosimilar medications are defined by the Food and Drug Administration (FDA) and 9 
European Medicines Agency (EMA) as “highly similar to and have no clinically meaningful 10 
differences in terms of safety, purity, and potency when compared to an originator biologic that 11 
is already approved;”7  and  12 
 13 
Whereas, under the 2010 Biologics and Price Competition Act, the FDA created a licensure 14 
pathway (called the 351(k) pathway) for approving biosimilars of originator biologics; the first 15 
biosimilar was approved by the FDA in 2015;7 and  16 
 17 
Whereas, the approval process is more stringent for a biosimilar in comparison with a generic 18 
small molecule, requiring approval through the Biologics License Application Pathway and post-19 
marketing surveillance;8 and  20 
 21 
Whereas, in 2018, the FDA standardized requirements for approving “interchangeable 22 
biologics”, defined as a biosimilar that meets additional requirements that allow it to be 23 
substituted for an originator biologic without the intervention of the health care professional who 24 
prescribed the reference product, much like how generic drugs are routinely substituted for 25 
brand name drugs, i.e., “pharmacy-level substitution;”9 and  26 
 27 
Whereas, existing regulations allow physicians to specify when a pharmacy-level substitution is 28 
not clinically appropriate, such as for reasons of allergies or concern for adverse reactions to 29 
inactive ingredients; and  30 
 31 
Whereas, U.S. regulatory requirements to designate a biosimilar as ‘interchangeable’ are 32 
significantly more stringent than those in Europe; to demonstrate ‘interchangeability’ the FDA 33 
requires a Phase 3 switching non-inferiority trial, in which patients are repeatedly switched 34 
between the biosimilar and reference biologic agent, whereas the EMA considers biosimilars as 35 
‘interchangeable’ without the need for additional crossover “switching” studies;10-16 and  36 
 37 
Whereas, long-term clinical studies of biosimilars in European countries have not demonstrated 38 
any notable difference in the efficacy or safety of biosimilar products relative to originators, 39 
which challenges the necessity for these switching studies;15-16 and  40 
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Whereas, the FDA requirements to achieving an “interchangeable” designation in the U.S. are 1 
another reason that uptake of biosimilars has been lower in the U.S. than in other Organization 2 
for Economic Cooperation and Development (OECD) countries;10-25 and 3 
 4 
Whereas, pharmaceutical companies have made huge investments in the U.S. to market 5 
biologics as superior to their biosimilar counterparts; which may explain why biosimilars only 6 
have an average market penetration rate of 20%, compared with 80% in Europe;17-25 and 7 
 8 
Whereas, a survey of 510 U.S. community oncologists illustrated significant knowledge gaps in 9 
the use of biosimilars and this translated into hesitancy in prescribing biosimilars;26 and 10 
 11 
Whereas, a recent American Society of Clinical Oncology (ASCO) policy statement recognized 12 
that “biosimilars and reference products can be considered equally efficacious for the purpose 13 
of inclusion in ASCO clinical practice guidelines,” regardless of its FDA designation as 14 
“interchangeable”, and supports removal of this distinction;27,28 therefore be it 15 
 16 
RESOLVED, that our American Medical Association recognize that, by definition, Biosimilar 17 
medications are clinically equivalent to their reference Biologic and therefore do not need a 18 
designation of “interchangeability;” (New HOD Policy); and be it further 19 
 20 
RESOLVED, that our AMA support a rigorous approval process for Biosimilar medications and 21 
oppose the application of the redundant designation of “interchangeability” with the reference 22 
biologic drug (New HOD Policy); and it be further 23 
 24 
RESOLVED, that AMA support the development of a model and a process for biologic and 25 
biosimilar medication prescribing that protects physician decision-making when a pharmacy-26 
level substitution is not clinically appropriate (New HOD Policy); and be it further 27 
 28 
RESOLVED, that our AMA support physician education on the clinical equivalence of 29 
Biosimilars, the FDA approval process and the post-market surveillance that is required. (New 30 
HOD Policy)   31 
 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/23/2024 
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RELEVANT AMA POLICY 
H-125.980 Abbreviated Pathway for Biosimilar Approval  
Our AMA supports FDA implementation of the Biologics Price Competition and Innovation Act of 2009 in 
a manner that 1) places appropriate emphasis on promoting patient access, protecting patient safety, and 
preserving market competition and innovation; 2) includes planning by the FDA and the allocation of 
sufficient resources to ensure that physicians understand the distinctions between biosimilar products that 
are considered highly similar, and those that are deemed interchangeable. Focused educational activities 
must precede and accompany the entry of biosimilars into the U.S. market, both for physicians and 
patients; and 3) includes compiling and maintaining an official compendium of biosimilar products, 
biologic reference products, and their related interchangeable biosimilars as they are developed and 
approved for marketing by the FDA. 
[Modified: CSAPH Rep. 4, A-14; Modified: CSAPH Rep. 1, 1-11; Reaffirmation A-11; Res. 220, A-09.] 
 
H-125.976 Biosimilar Interchangeability Pathway  
Our AMA will: (1) strongly support the pathway for demonstrating biosimilar interchangeability that was 
proposed in draft guidance by the FDA in 2017, including requiring manufacturers to use studies to 
determine whether alternating between a reference product and the proposed interchangeable biosimilar 
multiple times impacts the safety or efficacy of the drug; and (2) issue a request to the FDA that the 
agency finalize the biosimilars interchangeability pathway outlined in its draft guidance “Considerations in 
Demonstrating Interchangeability With a Reference Product” with all due haste, so as to allow 
development and designation of interchangeable biosimilars to proceed, allowing transition to an era of 
less expensive biologics that provide safe, effective, and accessible treatment options for patients. [Res 
523, A-18] 
 

https://www.gabionline.net/Reports/Uptake-of-biosimilars-in-different-countries-varies
https://www.reuters.com/article/us-abbvie-results-humira-idUSKCN1N71NZ
https://link.springer.com/article/10.1007/s11151-018-9630-3#Sec14
https://ascopubs.org/doi/full/10.1200/OP.22.00783
https://www.ama-assn.org/system/files/a23-245.pdf
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D-125.989 Substitution of Biosimilar Medicines and Related Medical Products  
Our AMA urges that State Pharmacy Practice Acts and substitution practices for biosimilars in the 
outpatient arena: (1) preserve physician autonomy to designate which biologic or biosimilar product is 
dispensed to their patients; (2) allow substitution when physicians expressly authorize substitution of an 
interchangeable product; (3) limit the authority of pharmacists to automatically substitute only those 
biosimilar products that are deemed interchangeable by the FDA. [Modified: CSAPH Rep. 4, A-14, 
Modified: CSAPH Rep. 1, 1-11; Res. 918, I-08] 
 
D-330.960 Cuts in Medicare Outpatient Infusion Services 
1. Our AMA will actively support efforts to seek legislation to ensure that Medicare payments for drugs 
fully cover the physician's acquisition, inventory and carrying cost and that Medicare payments for drug 
administration and related services are adequate to ensure continued patient access to outpatient 
infusion services. 
2. Our AMA will continue strong advocacy efforts working with relevant national medical specialty 
societies to ensure adequate physician payment for Part B drugs and patient access to biologic and 
pharmacologic agents. [Reaffirmation: I-18; Reaffirmed: CMS Rep. 10, A-16; Reaffirmation A-15; 
Reaffirmed and Modified: CMS Rep. 3, I-08; Res. 926, I-03] 
 
D-330-.904 Opposition to the CMS Medicare Part B Drug Payment Model  
1. Our AMA will request that the Centers for Medicare &amp; Medicaid Services (CMS) withdraw the 
proposed Part B Drug Payment Model. 
2. Our AMA will support and actively work to advance Congressional action to block the proposed Part B 
Drug Payment Model if CMS proceeds with the proposal. 
3. Our AMA will advocate against policies that are likely to undermine access to the best course of 
treatment for individual patients and oppose demonstration programs that could lead to lower quality of 
care and do not contain mechanisms for safeguarding patients. 
4. Our AMA will advocate for ensuring that CMS solicits and takes into consideration feedback from 
patients, physicians, advocates, or other stakeholders in a way that allows for meaningful input on any 
Medicare coverage or reimbursement policy that impacts patient access to medical therapies, including 
policies on coverage and reimbursement.  
[Res. 241, A-16] 
 
H-110.983 Medicare Part B Competitive Acquisition Program (CAP)  
Our AMA will advocate that any revised Medicare Part B Competitive Acquisition Program meet the 
following standards to improve the value of the program by lowering the cost of drugs without 
undermining quality of care: 
(1) it must be genuinely voluntary and not penalize practices that choose not to participate; 
(2) it should provide supplemental payments to reimburse for costs associated with special handling and 
storage for Part B drugs; 
(3) it must not reduce reimbursement for services related to provision/administration of Part B drugs, and 
reimbursement should be indexed to an appropriate healthcare inflation rate; 
(4) it should permit flexibility such as allowing for variation in orders that may occur on the day of 
treatment, and allow for the use of CAP-acquired drugs at multiple office locations; 
(5) it should allow practices to choose from multiple vendors to ensure competition, and should also 
ensure that vendors meet appropriate safety and quality standards; 
(6) it should include robust and comprehensive patient protections which include preventing delays in 
treatment, helping patients find assistance or alternative payment arrangements if they cannot meet the 
cost-sharing responsibility, and vendors should bear the risk of non-payment of patient copayments in a 
way that does not penalize the physician; 
(7) it should not allow vendors to restrict patient access using utilization management policies such as 
step therapy; and 
(8) it should not force disruption of current systems which have evolved to ensure patient access to 
necessary medications. 
[Reaffirmed: CMS Rep. 4, A-22; Reaffirmed: CMS Rep. 4, I-19; Res. 216, I-18] 
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Whereas, colorism is defined as discrimination which treats people with lighter skin more 1 
favorably than those with darker skin, including within a given racial or ethnic group, 2 
distinguishing it from racism;1-4 and 3 
 4 
Whereas, studies associate colorism with differences in health outcomes, treatment in clinical 5 
settings, income, education, housing, and marital status;1-13 and 6 
 7 
Whereas, due to the social value of lighter skin entrenched in colorism and the implicit 8 
understanding that lighter skin tone lessens discrimination, practices such as depigmentation 9 
and skin bleaching have increased;2,7 and 10 
 11 
Whereas, skin bleaching or lightening aims to lighten someone’s skin in either specific areas 12 
(‘dark spots’) or their overall skin tone, with creams serving as a common agent;15-19 and 13 
 14 
Whereas, some skin lightening agents are evidence-based medical treatments for 15 
dermatological conditions such as pigmentation disorders, when prescribed, instructed, and 16 
supervised by a physician such as a dermatologist;20-27 and 17 
 18 
Whereas, unsupervised skin lightening is an alarming public health concern due to associated 19 
adverse effects and the large global supply of unregulated products, widely available over-the-20 
counter via online shopping such as Amazon and social media such as Tik Tok;15-31 and 21 
 22 
Whereas, the three most common components in skin lightening agents that have faced 23 
scrutiny from the medical and scientific communities are hydroquinone, mercury, and topical 24 
corticosteroids, with the Food and Drug Administration (FDA) listing 22 specific products 25 
confirmed to have unsafe levels of hydroquinone and mercury;32-42 and 26 
 27 
Whereas, the FDA and other public health agencies have raised concerns about the lack of 28 
effective regulation of skin lightening agents due to illegal shipments into the US, their over-the-29 
counter availability despite lack of FDA approval, and marketing and sales tactics targeting 30 
communities of color, immigrants, and people with darker skin;43-46 and 31 
 32 
Whereas, the Personal Care Products Safety Act and the Cosmetic Safety Enhancement Act 33 
would both improve regulation of cosmetic products such as skin lightening agents by 34 
increasing safety tests, verifying international suppliers, and investigating counterfeits;47-48 and 35 
 36 
Whereas, the long history and psychological harms of colorism and the widespread pressures to 37 
engage in unsupervised skin bleaching result in many individuals starting in adolescence, 38 
experiencing depression due to discrimination, and wanting to “acquire beauty,” “appear more 39 
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white or European,” enhance their social mobility or romantic life, and even “avoid police 1 
encounters,” highlighting the intersecting effects of colorism and racism;20-27,49-53 and 2 
 3 
Whereas, recent pieces in the Journal of the American Academy of Dermatology have raised 4 
concern about the public health impacts of colorism and skin bleaching;54-55 and 5 
 6 
Whereas, the international implications of the skin bleaching product market, especially for 7 
communities of color and immigrants in the US, suggest the potential for partnerships at the 8 
international level with the World Medical Association and other parties; therefore be it 9 
 10 
RESOLVED, that our American Medical Association support efforts to reduce the unsupervised 11 
use of skin lightening agents, especially due to colorism or social stigma, that do not limit 12 
evidence-based use by qualified clinicians (New HOD Policy); and be it further 13 
 14 
RESOLVED, that our AMA work with the World Medical Association and other interested parties 15 
to mitigate the harms of colorism and unsupervised use of skin lightening agents. (Directive to 16 
Take Action)17 

18 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/24/2024 
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RELEVANT AMA Policy 
 
Racism as a Public Health Threat H-65.952 
1. Our AMA acknowledges that, although the primary drivers of racial health inequity are systemic and 
structural racism, racism and unconscious bias within medical research and health care delivery have 
caused and continue to cause harm to marginalized communities and society as a whole.  
2. Our AMA recognizes racism, in its systemic, cultural, interpersonal, and other forms, as a serious threat 
to public health, to the advancement of health equity, and a barrier to appropriate medical care.  
3. Our AMA encourages the development, implementation, and evaluation of undergraduate, graduate, 
and continuing medical education programs and curricula that engender greater understanding of: (a) the 
causes, influences, and effects of systemic, cultural, institutional, and interpersonal racism; and (b) how to 
prevent and ameliorate the health effects of racism.  
4. Our AMA: (a) supports the development of policy to combat racism and its effects; and (b) encourages 
governmental agencies and nongovernmental organizations to increase funding for research into the 
epidemiology of risks and damages related to racism and how to prevent or repair them.  
5. Our AMA will work to prevent and combat the influences of racism and bias in innovative health 
technologies. [Res. 5, I-20; Reaffirmed: Res. 013, A-22; Modified: Speakers Rep., A-22] 
 
Representation of Dermatological Pathologies in Varying Skin Tones H-295.853 
Our AMA encourages comprehensive, inclusive and equitable representation of a diverse range of skin 
tones in all dermatologic and other relevant medical educational resources for medical students, 
physicians, non-physician healthcare providers and patients. [Res. 505, I-21] 
 
Pulse Oximetry in Patients with Pigmented Skin D-480.957 
Our AMA recognizes that pulse oximeters may not accurately measure oxygen saturation in all skin tones 
and will continue to urge the US Food and Drug Administration to (1) ensure pulse oximeters provide 
accurate and reliable readings for patients with diverse degrees of skin pigmentation and (2) ensure 
health care personnel and the public are educated on the limitations of pulse oximeter technology so they 
can account for measurement error. [Res. 915, I-22] 
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Introduced by: Medical Student Section 
 
Subject: Screening for Image Manipulation in Research Publications 
 
Referred to: Reference Committee E 
 
 
Whereas, the scientific community has raised alarm regarding research misconduct involving 1 
image manipulation, leading some journals to implement AI-based screening tools to detect 2 
alterations indistinguishable to humans and sometimes themselves generated by AI;1-2 and 3 
 4 
Whereas, the American Association of Cancer Research’s AI-based Proofig is now used by 5 
multiple journal publishers and has demonstrated improved efficacy in detecting image 6 
manipulation compared to human analysts to reject publications;3-6 and 7 
 8 
Whereas, image screening will likely lag behind advancements in image manipulation, such as 9 
generative adversarial networks (GANs), a type of machine learning algorithm specifically 10 
designed to deceive or evade other AI tools; and 11 
 12 
Whereas, efforts to improve image screening tools therefore depend on as much data from 13 
manipulated images as possible; therefore be it 14 
 15 
RESOLVED, that our American Medical Association support the creation of a nationally 16 
collaborative database of manipulated images from retracted publications to provide a test bank 17 
for researchers developing augmented intelligence-integrated image screening tools. (New 18 
HOD Policy)19 

20 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/24/2024 
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RELEVANT AMA Policy 
 
7.1.5 Misconduct in Research 
Biomedical and health research is intended to advance medical knowledge to benefit future patients. To 
achieve those goals physicians who are involved in such research maintain the highest standards of 
professionalism and scientific integrity. 
Physicians with oversight responsibilities in biomedical or health research have a responsibility to ensure 
that allegations of scientific misconduct are addressed promptly and fairly. They should ensure that 
procedures to resolve such allegations: 
(a) Do not damage science. 
(b) Resolve charges expeditiously. 
(c) Treat all parties fairly and justly. Review procedures should be sensitive to parties’ reputations and 
vulnerabilities. 
(d) Maintain the integrity of the process. Real or perceived conflicts of interest must be avoided. 
(e) Maintain accurate and thorough documentation throughout the process. 
(f) Maintain the highest degree of confidentiality. 
(g) Take appropriate action to discharge responsibilities to all individuals involved, as well as to the public, 
research sponsors, the scientific literature, and the scientific community. 
AMA Principles of Medical Ethics: I,III,V [Issued: 2016] 
 
Fraud and Misrepresentation in Science H-460.972 
The AMA: (1) supports the promotion of structured discussions of ethics that include research, clinical 
practice, and basic human values within all medical school curricula and fellowship training programs; (2) 
supports the promotion, through AMA publications and other vehicles, of (a) a clear understanding of the 
scientific process, possible sources of error, and the difference between intentional and unintentional 
scientific misrepresentation, and (b) multidisciplinary discussions to formulate a standardized definition of 
scientific fraud and misrepresentation that elaborates on unacceptable behavior; (3) supports the 
promotion of discussions on the peer review process and the role of the physician investigator; (4) 
supports the development of specific standardized guidelines dealing with the disposition of primary 
research data, authorship responsibilities, supervision of research trainees, role of institutional standards, 
and potential sanctions for individuals proved guilty of scientific misconduct; (5) supports the sharing of 
information about scientific misconduct among institutions, funding agencies, professional societies, and 
biomedical research journals; and (6) will educate, at appropriate intervals, physicians and physicians-in-
training about the currently defined difference between being an "author" and being a "contributor" as 
defined by the Uniform Requirements for Manuscripts of the International Committee of Medical Journal 
Editors, as well as the varied potential for industry bias between these terms. [CSA Rep. F, I-88; 
Reaffirmed: Sunset Report, I-98; Reaffirmation I-03; Appended: Res. 311, A-11; Reaffirmed: CEJA Rep. 
1, A-21] 
 
Assessing the Potentially Dangerous Intersection Between AI and Misinformation H-480.935 
Our American Medical Association will: (1) study and develop recommendations on the benefits and 
unforeseen consequences to the medical profession of large language models (LLM) such as, generative 
pretrained transformers (GPTs), and other augmented intelligence-generated medical advice or content, 
and that our AMA propose appropriate state and federal regulations with a report back at A-24; (2) work 
with the federal government and other appropriate organizations to protect patients from false or 
misleading AI-generated medical advice; (3) encourage physicians to educate our patients about the 
benefits and risks of consumers facing LLMs including GPTs; and (4) support publishing groups and 
scientific journals to establish guidelines to regulate the use of augmented intelligence in scientific 
publications that include detailing the use of augmented intelligence in the methods, exclusion of 
augmented intelligence systems as authors, and the responsibility of authors to validate the veracity of 
any text generated by augmented intelligence. [Res. 247, A-23] 
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Subject: Ban on Dual Ownership, Investment, Marketing or Distribution of 

Recreational Cannabis by Medical Cannabis Companies 
 
Referred to: Reference Committee E 
 
 
Whereas, recreational cannabis legislation is often linked to perceived medical cannabis 1 
acceptance. As the industry matures, there is significantly less time from when medical 2 
cannabis is first legalized, to the first recreational sale. According to Marijuana Business 3 
Daily, California took 7,308 days from medical to recreational to the state's first sale. 4 
Massachusetts took just 1,463 days (https://mjbizdaily.com/letter-of-the-law/ also see 5 
reference 9); and  6 
  7 
Whereas, national recreational cannabis sales account for over 60% of all legal cannabis 8 
sales (and increasing) in 2020 (https://mjbizdaily.com/chart-nationwide-sales-of-adult-use-9 
cannabis-further-eclipse-those-of-medical-marijuana/) with medical cannabis sales either 10 
plateauing or declining; and 11 
 12 
Whereas, national recreational cannabis sales are projected to account for approximately 13 
75% of all legal retail cannabis sales in 2028 (https://mjbizdaily.com/us-cannabis-sales-14 
estimates/); and  15 
 16 
Whereas, for example, the number of medical cannabis patients in Oregon has been in a 17 
freefall since adult-use cannabis sales began, down 65% from October 2015 to July 2019 18 
(https://mjbizdaily.com/chart-how-medical-cannabis-programs-fare-in-states-with-19 
recreational-markets/); and 20 
 21 
Whereas, according to Americans for Safe Access (ASA): “After combing through thousands 22 
of data points on the state programs, it is clear that, with a few exceptions, states that have 23 
added recreational/adult-use markets are forgetting the needs of patients” 24 
(https://www.safeaccessnow.org/sos22); and  25 
 26 
Whereas, ASA concludes that medical cannabis companies are moving to recreational use; 27 
and 28 
 29 
Whereas, cannabis companies are broadening their offering to get a piece of both the 30 
medical and recreational pie (https://www.adweek.com/brand-marketing/marketing-cannabis-31 
within-the-confines-of-recreational-and-medical/); and  32 
 33 
Whereas, a recent JAMA study noted that as “Cannabis legalization is expanding, making 34 
understanding how cannabis companies legitimize themselves critical. Industry motivation to 35 
increase consumption makes policies difficult to modify once established. Public health 36 
actors have been wary of industry CSR activities, given research demonstrating such 37 
programs are ineffectual by design and advance corporate interest;” and  38 

https://mjbizdaily.com/letter-of-the-law/
https://mjbizdaily.com/chart-nationwide-sales-of-adult-use-cannabis-further-eclipse-those-of-medical-marijuana/
https://mjbizdaily.com/chart-nationwide-sales-of-adult-use-cannabis-further-eclipse-those-of-medical-marijuana/
https://mjbizdaily.com/us-cannabis-sales-estimates/
https://mjbizdaily.com/us-cannabis-sales-estimates/
https://mjbizdaily.com/chart-how-medical-cannabis-programs-fare-in-states-with-recreational-markets/
https://mjbizdaily.com/chart-how-medical-cannabis-programs-fare-in-states-with-recreational-markets/
https://www.safeaccessnow.org/sos22
https://www.adweek.com/brand-marketing/marketing-cannabis-within-the-confines-of-recreational-and-medical/
https://www.adweek.com/brand-marketing/marketing-cannabis-within-the-confines-of-recreational-and-medical/
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Whereas, similar to tobacco companies, cannabis companies appear to use corporate social 1 
responsibility (CSR) practices activities that normalize and legitimize the industry for the goal 2 
to open markets and influence regulation (Wakefield T, Glantz SA, Apollonio DE. Content 3 
Analysis of the Corporate Social Responsibility Practices of 9 Major Cannabis Companies in 4 
Canada and the US. JAMA Network Open. 2022;5(8): e2228088. 5 
doi:10.1001/jamanetworkopen.2022.28088); and 6 
 7 
Whereas, industry motivation to increase consumption makes policies difficult to modify once 8 
established (Room R, Cisneros Örnberg  J.  Government monopoly as an instrument for 9 
public health and welfare: lessons for cannabis from experience with alcohol monopolies. Int 10 
J Drug Policy. 2019;74:223-228. doi:10.1016/j.drugpo.2019.10.008); and  11 
 12 
Whereas, there is volatility in the cannabis industry: In 2021, there were around 306 merger 13 
and acquisition deals in the cannabis industry across North America, more than triple the 14 
number in the previous year (https://www.statista.com/statistics/1336787/mergers-and-15 
acquisitions-cannabis-industry-north-america/); and 16 
 17 
Whereas, if any traditional medical pharmaceutical company owned, invested, promoted or 18 
distributed their addictive medication for recreational purposes (even indirectly), severe 19 
criticism and ethical questions would ensue; and 20 
 21 
Whereas, in Maryland, medical cannabis companies are prohibited from selling a controlling 22 
interest within five years after converting to adult-use sales 23 
(https://mmcc.maryland.gov/Documents/2023%20_PDF_Files/Adult-24 
Use%20Cannabis%20Legalization/COMAR%2014.17.01-.22%205.19.23_Watermarked.pdf); 25 
and 26 
 27 
Whereas, dual ownership of medical/recreational cannabis companies also can represent a 28 
conflict of interest that can harm medical cannabis patients (i.e. diversion of cannabis 29 
products when scarce to recreational dispensaries); and   30 
 31 
Whereas, a survey by University of Chicago in 2019 found that seventy percent of those with 32 
personal experience with opioid addiction say pharmaceutical firms are responsible for the 33 
problem of opioid addiction, along with 59% of those without any opioid addiction among 34 
their family or friends (https://apnorc.org/projects/pharmaceutical-companies-and-drug-users-35 
most-often-blamed-for-opioid-crisis/); and 36 
 37 
Whereas, initiating THC use at a potency of 12% is associated with almost a five-fold higher 38 
risk for progression to cannabis use disorder symptom onset within a year; and 39 
 40 
Whereas THC exhibits adverse cardiac, neurological and psychiatric effects (see 41 
references); therefore be it 42 
 43 
RESOLVED, that our American Medical Association support a permanent ban on medical 44 
cannabis companies (and its related holding conglomerates) from owning, investing in, 45 
distributing, or promoting recreational (or “adult use”) cannabis or any other activity relating 46 
to recreational use of cannabis. (New HOD Policy) 47 
 
 

https://www.statista.com/statistics/1336787/mergers-and-acquisitions-cannabis-industry-north-america/
https://www.statista.com/statistics/1336787/mergers-and-acquisitions-cannabis-industry-north-america/
https://mmcc.maryland.gov/Documents/2023%20_PDF_Files/Adult-Use%20Cannabis%20Legalization/COMAR%2014.17.01-.22%205.19.23_Watermarked.pdf
https://mmcc.maryland.gov/Documents/2023%20_PDF_Files/Adult-Use%20Cannabis%20Legalization/COMAR%2014.17.01-.22%205.19.23_Watermarked.pdf
https://apnorc.org/projects/pharmaceutical-companies-and-drug-users-most-often-blamed-for-opioid-crisis/
https://apnorc.org/projects/pharmaceutical-companies-and-drug-users-most-often-blamed-for-opioid-crisis/


Resolution: 507 (A-24) 
Page 3 of 5 

 
 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/24/2024 
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Relevant AMA Policy 
 
Cannabis Legalization for Adult Use (commonly referred to as recreational use) H-95.924 
Our AMA: (1) believes that cannabis is a dangerous drug and as such is a serious public health concern; 
(2) believes that the sale of cannabis for adult use should not be legalized (with adult defined for these 
purposes as age 21 and older); (3) discourages cannabis use, especially by persons vulnerable to the 
drug's effects and in high-risk populations such as youth, pregnant women, and women who are 
breastfeeding; (4) believes states that have already legalized cannabis (for medical or adult use or both) 
should be required to take steps to regulate the product effectively in order to protect public health and 
safety including but not limited to: regulating retail sales, marketing, and promotion intended to 
encourage use; limiting the potency of cannabis extracts and concentrates; requiring packaging to 
convey meaningful and easily understood units of consumption, and requiring that for commercially 
available edibles, packaging must be child-resistant and come with messaging about the hazards about 
unintentional ingestion in children and youth; (5) laws and regulations related to legalized cannabis use 
should consistently be evaluated to determine their effectiveness; (6) encourages local, state, and 
federal public health agencies to improve surveillance efforts to ensure data is available on the short- 
and long-term health effects of cannabis, especially emergency department visits and hospitalizations, 
impaired driving, workplace impairment and worker-related injury and safety, and prevalence of 
psychiatric and addictive disorders, including cannabis use disorder; (7) supports public health based 
strategies, rather than incarceration, in the handling of individuals possessing cannabis for personal 
use; (8) encourages research on the impact of legalization and decriminalization of cannabis in an effort 
to promote public health and public safety; (9) encourages dissemination of information on the public 
health impact of legalization and decriminalization of cannabis; (10) will advocate for stronger public 
health messaging on the health effects of cannabis and cannabinoid inhalation and ingestion, with an 
emphasis on reducing initiation and frequency of cannabis use among adolescents, especially high 
potency products; use among women who are pregnant or contemplating pregnancy; and avoiding 
cannabis-impaired driving; (11) supports social equity programs to address the impacts of cannabis 
prohibition and enforcement policies that have disproportionately impacted marginalized and minoritized 
communities; and (12) will coordinate with other health organizations to develop resources on the impact 
of cannabis on human health and on methods for counseling and educating patients on the use cannabis 
and cannabinoids. 
 
  

https://doi/full/10.1080/15563650.2019.1610567
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Marketing Guardrails for the "Over-Medicalization" of Cannabis Use D-95.958 
Our AMA will: (1) send a formal letter to the Food and Drug Administration and Federal Trade 
Commission requesting more direct oversight of the marketing of cannabis for medical use; (2) generate 
a formal letter for use by state medical societies requesting more direct oversight by state government 
of the marketing of cannabis; and (3) study marketing practices of cannabis, cannabis products and 
cannabis paraphernalia that influence vulnerable populations, such as children or pregnant people. 
 
Cannabis Legalization for Medicinal Use D-95.969 
Our AMA: (1) believes that scientifically valid and well-controlled clinical trials conducted under federal 
investigational new drug applications are necessary to assess the safety and effectiveness of all new 
drugs, including potential cannabis products for medical use; (2) believes that  cannabis for medicinal 
use should not be legalized through the state legislative, ballot initiative, or referendum process; (3) will 
develop model legislation requiring the following warning on all cannabis products not approved by the 
U.S. Food and Drug Administration: "Marijuana has a high potential for abuse. This product has not 
been approved by the Food and Drug Administration for preventing or treating any disease process."; 
(4) supports legislation ensuring or providing immunity against federal prosecution for physicians who 
certify that a patient has an approved medical condition or recommend cannabis in accordance with 
their state's laws; (5) believes that effective patient care requires the free and unfettered exchange of 
information on treatment alternatives and that discussion of these alternatives between physicians and 
patients should not subject either party to criminal sanctions; (6) will, when necessary and prudent, seek 
clarification from the United States Justice Department (DOJ) about possible federal prosecution of 
physicians who participate in a state operated marijuana program for medical use and based on that 
clarification, ask the DOJ to provide federal guidance to physicians; and (7) encourages hospitals and 
health systems to: (a) not recommend patient use of non-FDA approved cannabis or cannabis derived 
products within healthcare facilities until such time as federal laws or regulations permit its use; and (b) 
educate medical staffs on cannabis use, effects and cannabis withdrawal syndrome. 
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Introduced by: Mississippi 
 
Subject: AMA to support regulations to decrease overdoses in children due to 

ingestion of edible cannabis 
 
Referred to: Reference Committee E 
 
 
Whereas, the American Association of Poison Control Centers shows more than 7,000 1 
confirmed cases of kids younger than six years old who have eaten marijuana edibles were 2 
reported to the nation’s poison control centers between 2017 and 2021; and 3 
 4 
Whereas, edibles are often packaged to look like candy or cookies and children unaware of the 5 
risks may find them appealing; and 6 
 7 
Whereas, consuming too much cannabis can lead to serious health problems in children 8 
including confusion, hallucinations, tachycardia and vomiting, and in severe cases children can 9 
experience trouble breathing or even coma; therefore be it 10 
 11 
RESOLVED, that our American Medical Association work with the Food and Drug 12 
Administration to strengthen how marijuana manufacturers can advertise their products, 13 
including regulations that ensure the packaging does not appeal to children (Directive to Take 14 
Action); and be it further 15 
 16 
RESOLVED, that our AMA propose public awareness campaigns aimed at informing the 17 
general population, especially parents and guardians, about the risks associated with edible 18 
cannabis and the importance of safe storage and handling (Directive to Take Action); and be it 19 
further 20 
 21 
RESOLVED, that our AMA emphasize the importance of childproof packaging for all cannabis 22 
products, along with advocating for stricter regulations to enforce this requirement. (New HOD 23 
Policy) 24 

25 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/24/2024 
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Introduced by: Senior Physicians Section  
 
Subject: Addressing Sarcopenia and its Impact on Quality of Life 
 
Referred to: Reference Committee E 
 

Whereas, sarcopenia, the progressive loss of skeletal muscle mass, strength, and function 1 
typically associated with aging, poses significant health challenges to the rapidly growing senior 2 
population1; and 3 
 4 
Whereas, sarcopenia contributes to increased risk of falls, fractures, disability, decreased 5 
mobility, increased cardiovascular morbidity and mortality, cognitive decline, diminished length 6 
and quality of life and increased healthcare costs2,3,4; and 7 
 8 
Whereas, sarcopenia is estimated to affect 10-16% of persons worldwide, especially the elderly 9 
and malnourished5; and  10 
 11 
Whereas, the prevalence of sarcopenia will predictably continue to rise in the aging population, 12 
necessitating proactive measure to mitigate its impact; and  13 
 14 
Whereas, sarcopenia is a potentially modifiable, multifactorial condition influenced by factors 15 
such as inadequate nutrition, sedentary lifestyle, chronic diseases, hormonal changes and 16 
inflammation6; and 17 
   18 
Whereas, early detection, prevention, and management strategies are crucial measures in 19 
addressing sarcopenia and its adverse consequences; therefore be it  20 
 21 
RESOLVED, that our American Medical Association collaborate with appropriate entities to 22 
develop and implement educational awareness targeting healthcare professionals, caregivers, 23 
and the elderly population to increase knowledge about sarcopenia, its risk factors and 24 
consequences, in order to facilitate prevention, early recognition and evidence-based 25 
management as a routine part of clinical practice with elderly patients (Directive to Take Action); 26 
and be it further 27 
 28 
RESOLVED, that our AMA (1) support nutritional interventions aimed at optimizing protein 29 
intake, essential amino acids, and micronutrients; (2) promote regular physical activity, including 30 
resistance training, aerobic exercise, and balance exercises, tailored to individual capabilities 31 
and preferences (New HOD Policy); and be it further 32 
 33 
RESOLVED, that our AMA support allocation of resources for research initiatives aimed at 34 
advancing our understanding of sarcopenia, its pathophysiology, risk factors, and treatment 35 
modalities (New HOD Policy); and be it further 36 
 37 
RESOLVED, that our AMA advocate for policy changes to support reimbursement for 38 
sarcopenia screening, diagnosis, and interventions (Directive to Take Action); and be it further  39 
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RESOLVED, that our AMA collaborate with all stakeholders to integrate sarcopenia prevention 1 
and management into public health agendas and aging-related initiatives. (Directive to Take 2 
Action)   3 
 
Fiscal Note: $101,420: Contract with third parties to develop educational content and advertise 
beyond standard AMA channels. 
 
Received: 5/2/2024  
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RELEVANT AMA POLICY 
 
H-425.994 Medical Evaluations of Healthy Persons  
The AMA supports the following principles of healthful living and proper medical care: (1) The periodic 
evaluation of healthy individuals is important for the early detection of disease and for the recognition and 
correction of certain risk factors that may presage disease. (2) The optimal frequency of the periodic 
evaluation and the procedures to be performed vary with the patient's age, socioeconomic status, 
heredity, and other individual factors. Nevertheless, the evaluation of a healthy person by a physician can 
serve as a convenient reference point for preventive services and for counseling about healthful living and 
known risk factors. (3) These recommendations should be modified as appropriate in terms of each 
person's age, sex, occupation and other characteristics. All recommendations are subject to modification, 
depending upon factors such as the sensitivity and specificity of available tests and the prevalence of the 
diseases being sought in the particular population group from which the person comes. (4) The testing of 
individuals and of population groups should be pursued only when adequate treatment and follow-up can 
be arranged for the abnormal conditions and risk factors that are identified. (5) Physicians need to 
improve their skills in fostering patients' good health, and in dealing with long recognized problems such 
as hypertension, obesity, anxiety and depression, to which could be added the excessive use of alcohol, 
tobacco and drugs. (6) Continued investigation is required to determine the usefulness of test procedures 
that may be of value in detecting disease among asymptomatic populations. 
[CSA Rep. D, A-82; Reaffirmed: CLRPD Rep. A, I-92; Reaffirmed: CSA Rep. 8, A-03; Reaffirmed: CSAPH 
Rep. 1, A-13; Reaffirmed: CMS Rep. 03, I-17] 
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Introduced by: New Jersey 
 
Subject: Study to investigate the validity of claims made by the manufacturers of OTC 

Vitamins, Supplements and “Natural Cures” 
 
Referred to: Reference Committee E 
 
 
Whereas, over 50 billion dollars are spent every year by vulnerable patients on advertised OTC 1 
vitamins, supplements, and natural health cures; and 2 
 3 
Whereas, cures are reported for diseases and conditions such as Diabetes, Hypertension, Liver 4 
Disease, Prostate, ED, Neuropathy, Arthritis, Loss of Memory, Weight loss, and even Vision 5 
Problems; and 6 
 7 
Whereas, it is illegal to make false claims on the efficacy of medications, vitamins, supplements, 8 
and “natural remedies”; and 9 
 10 
Whereas, patients are advised that they can throw away their prescribed medications; and 11 
 12 
Whereas, they accuse the pharmaceutical industry of a conspiracy to protect their profits while 13 
hiding the truth about these “Natural” cures; and 14 
 15 
Whereas, discontinuing medication without involvement of their Physician or Health Care 16 
Provider could be deleterious to the patient’s health; and 17 
 18 
Whereas, in the advertisements, there are no peer reviewed scientific evidence is provided, only 19 
inferences to scientific studies done at a “prestigious” university or a scientific breakthrough 20 
discovered by a well know celebrity; and 21 
 22 
Whereas, the FDA is overwhelmed with the number of these products which seem to appear 23 
daily; therefore be it 24 
 25 
RESOLVED, that our American Medical Association study the growing problem of 26 
advertisements on OTC Vitamins, Supplements, and “Natural Cures” that claim health benefits 27 
and cures. With report back at A-25 (Directive to Take Action); and be it further  28 
 29 
RESOLVED, that our AMA collaborate with all the specialties which are affected by these claims 30 
and gather scientific evidence showing benefits and false claims (Directive to Take Action); and 31 
be it further  32 
 33 
RESOLVED, that our AMA request that the FDA exercise its full scope of authority to protect our 34 
patients by removing all the advertisements containing false claims of medical cures.  (Directive 35 
to Take Action) 36 
 
Fiscal Note: Minimal - less than $1,000   
 
Received: 5/3/2024 
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Introduced by: New England, American Academy of Allergy, Asthma, and Immunology 

(AAAAI) 
 

Subject: National Penicillin Allergy Day and Penicillin Allergy Evaluation & Appropriate 
Delabeling 

 
Referred to: Reference Committee E 
 
 
Whereas, the American Medical Association has no policy on this resolution topic; and  1 
 2 
Whereas, National Penicillin Allergy Day is the anniversary of Dr. Alexander Fleming’s discovery 3 
of penicillin on September 28, 1928; and 4 
 5 
Whereas, more than 1 in 10 US persons report a prior allergy to a penicillin antibiotic but more 6 
than 9 in 10 of these individuals do not have a confirmed allergy after appropriate investigation1; 7 
and 8 
 9 
Whereas, a penicillin allergy label is associated with adverse consequences for individuals and 10 
public health, such as a higher risk of treatment failures, C. diff colitis, antibiotic resistance, 11 
surgical site infections, healthcare utilization, and death2-5; and 12 
 13 
Whereas, most penicillin allergies are side effects or low risk reactions that do not prevent safe 14 
use of penicillins and other beta-lactam therapeutics1,6; and 15 
 16 
Whereas, testing for penicillin allergy is safe and may include a skin test and/or administration of 17 
a penicillin dose under observation (a drug “challenge” or “test” dose) 6; and 18 
 19 
Whereas, history-only evaluations with improved documentation or use in clinical decision rules 20 
can result in a penicillin allergy delabeling7-10; therefore be it 21 
 22 
RESOLVED, that National Penicillin Allergy Day, September 28, be recognized by the American 23 
Medical Association (New HOD Policy); and be it further 24 
 25 
RESOLVED, that our AMA promote penicillin allergy evaluation and appropriate delabeling. 26 
(New HOD Policy) 27 

28 
Fiscal Note: Minimal - less than $1,000 
 
Received: 5/7/2024 
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Whereas, the number of overdose deaths in the US has continued to rise year by year for over 1 
20 years, with nearly 110,000 dying by overdose in the year 2022, and opioids such as fentanyl 2 
alone or in combination with other substances involved in the majority of overdose deaths1; and  3 
 4 
Whereas, naloxone is a mu opioid competitive antagonist which is effective in reversing opioid 5 
overdose when administered intravenously or intranasally, has no abuse potential, has few side 6 
effects or adverse events when administered to someone who has overdosed, is easy to 7 
administer with little training required2-6; and 8 
 9 
Whereas, the World Health Organization and the CDC have recommended widespread 10 
availability of naloxone to reverse opioid overdoses7,8; and 11 
 12 
Whereas, expansion of the availability of naloxone is not associated with compensatory 13 
increases in substance use or risk taking9,10; and 14 
 15 
Whereas, one modelling study conservatively estimated that in Alleghany County, 16 
Pennsylvania, 16% of naloxone administrations occur within 200 yards of an AED location11; 17 
which would suggest that an additional 1/7 opioid overdoses could be reversed and potential 18 
lives saved; therefore be it 19 
 20 
RESOLVED, that our American Medical Association support the expansion of naloxone 21 
availability through colocation of intranasal naloxone with AEDs in public locations. (New HOD 22 
Policy) 23 
 
Fiscal Note: Minimal - less than $1,000   
 
Received: 5/8/2024 
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RELEVANT AMA POLICY 
 
Increasing Availability of Naloxone and Other Safe and Effective Overdose Reversal Medications 
H-95.932 
1. Our AMA supports legislative, regulatory, and national advocacy efforts to increase access to 
affordable naloxone and other safe and effective overdose reversal medications, including but not limited 
to collaborative practice agreements with pharmacists and standing orders for pharmacies and, where 
permitted by law, community-based organizations, law enforcement agencies, correctional settings, 
schools, and other locations that do not restrict the route of administration for naloxone and other safe 
and effective overdose reversal medications delivery. 
2. Our AMA supports efforts that enable law enforcement agencies to carry and administer naloxone and 
other safe and effective overdose reversal medications . 
3. Our AMA encourages physicians to co-prescribe naloxone and other safe and effective overdose 
reversal medications to patients at risk of overdose and, where permitted by law, to the friends and family 
members of such patients. 
4. Our AMA encourages private and public payers to include all forms of naloxone and other safe and 
effective overdose reversal medications on their preferred drug lists and formularies with minimal or no 
cost sharing. 
5. Our AMA supports liability protections for physicians and other healthcare professionals and others 
who are authorized to prescribe, dispense and/or administer naloxone and other safe and effective 
overdose reversal medications pursuant to state law. 
6. Our AMA supports efforts to encourage individuals who are authorized to administer naloxone and 
other safe and effective overdose reversal medications to receive appropriate education to enable them 
to do so effectively. 
7. Our AMA encourages manufacturers or other qualified sponsors to pursue the application process for 
over the counter approval of naloxone and other safe and effective overdose reversal medications with 
the Food and Drug Administration. 
8. Our AMA supports the widespread implementation of easily accessible naloxone and other safe and 
effective overdose reversal medications rescue stations (public availability of naloxone and other safe and 
effective overdose reversal medications through wall-mounted display/storage units that also include 
instructions) throughout the country following distribution and legislative edicts similar to those for 
Automated External Defibrillators. 
9. Our AMA supports the legal access to and use of naloxone and other safe and effective overdose 
reversal medications in all public spaces regardless of whether the individual holds a prescription. 
10. Our AMA supports efforts to increase the availability, delivery, possession and use of mail-order 
overdose reversal medications, including naloxone, to help prevent opioid-related overdose, especially in 
vulnerable populations, including but not limited to underserved communities and American Indian 
reservation populations. 
BOT Rep. 22, A-16 Modified: Res. 231, A-17 Modified: Speakers Rep. 01, A-17 Appended: Res. 909, I-
17 Reaffirmed: BOT Rep. 17, A-18 Modified: Res. 524, A-19 Reaffirmed: BOT 09, I-19 Reaffirmed: Res. 
219, A-21 Modified: Res. 505, A-23 
 
Oppose Tracking of People who Purchase Naloxone D-120.930 
Our AMA will: (1) oppose any policies, regulations, or laws that require personally identifiable information 
associated with naloxone prescriptions or purchases to be tracked, monitored, or utilized for non-clinical 
or non-public health care purposes; and (2) advocate for availability of naloxone as an over-the-counter 
medication. 
Res. 219, A-21 
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Implementing Naloxone Training into the Basic Life Support (BLS) Certification Program  D-
130.961 
Our AMA will collaborate with the American Heart Association and other interested parties to 
include naloxone use in training in BLS instruction. 
Res. 530, A-19 
 
Improvement in US Airlines Aircraft Emergency Kits H-45.981 
1. Our AMA urges federal action to require all US air carriers to report data on in-flight medical 
emergencies, specific uses of in-flight medical kits and emergency lifesaving devices, and unscheduled 
diversions due to in-flight medical emergencies; this action should further require the Federal Aviation 
Administration to work with the airline industry and appropriate medical specialty societies to periodically 
review data on the incidence and outcomes of in-flight medical emergencies and issue recommendations 
regarding the contents of in-flight medical kits and the use of emergency lifesaving devices aboard 
commercial aircraft. 
2. Our AMA will: (a) support the addition of naloxone, epinephrine auto injector and glucagon to the airline 
medical kit; (b) encourage airlines to voluntarily include naloxone, epinephrine auto injector and glucagon 
in their airline medical kits; and (c) encourage the addition of naloxone, epinephrine auto injector and 
glucagon to the emergency medical kits of all US airlines (14CFR Appendix A to Part 121 - First Aid Kits 
and Emergency Medical Kits). 
3. That our American Medical Association advocate for U.S. passenger airlines to carry standard pulse 
oximeters, automated blood pressure cuffs and blood glucose monitoring devices in their emergency 
medical kits. 
Res. 507, A-97 Amended: CSA Rep. 3, I-99 Reaffirmed: CSAPH Rep. 1, A-09 Reaffirmed in lieu of: Res. 
502, A-16 Appended: Res. 524, A-18 Modified: Res. 508, A-22 
 
Prevention of Drug-Related Overdose D-95.987 
1. Our AMA: (a) recognizes the great burden that substance use disorders (SUDs) and drug-related 
overdoses and death places on patients and society alike and reaffirms its support for the compassionate 
treatment of patients with a SUD and people who use drugs; (b) urges that community-based 
programs offering naloxone and other safe and effective overdose reversal medications and other opioid 
overdose and drug safety and prevention services continue to be implemented in order to further develop 
best practices in this area; (c) encourages the education of health care workers and people who use 
drugs about the use of naloxone and other safe and effective overdose reversal medications and other 
harm reduction measures in preventing opioid and other drugrelated overdose fatalities; and (d) will 
continue to monitor the progress of such initiatives and respond as appropriate. 
2. Our AMA will: (a) advocate for the appropriate education of at-risk patients and their caregivers in the 
signs and symptoms of a drug- related overdose; and (b) support the development of adjuncts and 
alternatives to naloxone to combat synthetic opioid-induced respiratory depression and overdose; and 
(c) encourage the continued study and implementation of appropriate treatments and risk mitigation 
methods for patients at risk for a drug-related overdose. 
3. Our AMA will support the development and implementation of appropriate education programs for 
persons receiving treatment for a SUD or in recovery from a SUD and their friends/families that address 
harm reduction measures. 
4. Our AMA will advocate for and encourage state and county medical societies to advocate for harm 
reduction policies that provide civil and criminal immunity for the possession, distribution, and use of “drug 
paraphernalia” designed for harm reduction from drug use, including but not limited to drug 
contamination testing and injection drug preparation, use, and disposal supplies. 
5. Our AMA will implement an education program for patients with substance use disorder and their 
family/caregivers to increase understanding of the increased risk of adverse outcomes associated with 
having a substance use disorder and a serious respiratory illness such as COVID-19. 
6. Our AMA supports efforts to increase access to fentanyl test strips and other drug checking supplies 
for purposes of harm reduction. 
Res. 526, A-06 Modified in lieu of Res. 503, A-12 Appended: Res. 909, I-12 Reaffirmed: BOT Rep. 22, A-
16 Modified: Res. 511, A-18 Reaffirmed: Res. 235, I-18 Modified: Res. 506, I-21 Appended: Res. 513, A-
22 Modified: Res. 211, I-22 Appended: Res. 221, A-23 Reaffirmation: A-23 Modified: Res. 505, A-23 
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Substance Use Disorders During Pregnancy H-420.950 
Our AMA will: 
(1) support brief interventions (such as engaging a patient in a short conversation, providing feedback 
and advice) and referral for early comprehensive treatment of pregnant individuals with opioid use and 
opioid use disorder (including naloxone or other overdose reversal medication education and 
distribution) using a coordinated multidisciplinary approach without criminal sanctions; 
(2) oppose any efforts to imply that a positive verbal substance use screen, a positive toxicology test, or 
the diagnosis of substance use disorder during pregnancy automatically represents child abuse; 
(3) support legislative and other appropriate efforts for the expansion and improved access to evidence-
based treatment for substance use disorders during pregnancy; 
(4) oppose the filing of a child protective services report or the removal of infants from their mothers solely 
based on a single positive prenatal drug screen without appropriate evaluation; 
(5) advocate for appropriate medical evaluation prior to the removal of a child, which takes into account 
(a) the desire to preserve the individual’s family structure, (b) the patient’s treatment status, and (c) 
current impairment status when substance use is suspected; and 
(6) advocate that state and federal child protection laws be amended so that pregnant people with 
substance use and substance use disorders are only reported to child welfare agencies when protective 
concerns are identified by the clinical team, rather than through automatic or mandated reporting of 
all pregnant people with a positive toxicology test, positive verbal substance use screen, or diagnosis of a 
substance use disorder. 
Res. 209, A-18 Modified: Res. 520, A-19 Modified: Res. 505, A-23 
 
Medications for Opioid Use Disorder in Correctional Facilities H-430.987  
1. Our AMA endorses: (a) the medical treatment model of employing medications for opioid use disorder 
(OUD) as the standard of care for persons with OUD who are incarcerated; and (b) medications for 
persons with OUD who are incarcerated, an endorsement in collaboration with relevant organizations 
including but not limited to the American Society of Addiction Medicine and the American Academy of 
Addiction Psychiatry.  
2. Our AMA advocates for legislation, standards, policies and funding that require correctional facilities to 
increase access to evidence-based treatment of OUD, including initiation and continuation of medications 
for OUD, in conjunction with psychosocial treatment when desired by the person with OUD, in correctional 
facilities within the United States and that this apply to all individuals who are incarcerated, including 
individuals who are pregnant, postpartum, or parenting.  
3. Our AMA advocates for legislation, standards, policies, and funding that require correctional facilities 
within the United States to work in ongoing collaboration with addiction treatment physician-led teams, 
case managers, social workers, and pharmacies in the communities where patients, including individuals 
who are pregnant, postpartum, or parenting, are released to offer post-incarceration treatment plans for 
OUD, including education, medication for addiction treatment and counseling, and medication for 
preventing overdose deaths, including naloxone (or any other medication that is approved by the United 
States Food and Drug Administration for the treatment of an opioid overdose), and help ensure post-
incarceration medical coverage and accessibility to mental health and substance use disorder treatments, 
that include medication and behavioral health and social supports for addiction treatment.  
4. Our AMA advocates for all correctional facilities to use a validated screening tool to identify opioid 
withdrawal and take steps to determine potential need for treatment for OUD and opioid withdrawal 
syndrome for all persons upon entry. 
Res. 443, A-05 Reaffirmed: CSAPH Rep. 1, A-15 Appended: Res. 223, I-17 Modified: Res. 503, A-2 
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Introduced by:  New York  
Subject:   Biotin Supplement Packaging Disclaimer 
Referred to:  Reference Committee E 
 

Whereas, although the use of biotin supplementation has become widespread for its supposed 1 
stimulation of hair and nail growth, there is a sparsity in the scientific data supporting these 2 
claims; and 3 
 4 
Whereas, the FDA defines the recommended daily allowance of biotin to be 30 mcg per day for 5 
an adult, the majority of biotin supplement brands have daily dosages ranging between 600-6 
10,000mcg; and 7 
 8 
Whereas, there are no apparent negative side effects to taking megadosages of biotin, there is 9 
evidence supporting its interference with many laboratory tests. In particular, excess biotin 10 
may cause falsely low troponin levels, resulting in missed or delayed myocardial infarction 11 
diagnoses, or false thyroid function tests leading to false diagnoses of Graves’ disease; 12 
therefore be it 13 
 14 
RESOLVED, that our American Medical Association support efforts to have over-the-counter 15 
biotin supplements provide a clear disclaimer on the bottle that states the possibility of lab test 16 
interference (New HOD Policy); and be it further 17 

 18 
RESOLVED, that our AMA advocates for greater awareness among both patients and 19 
physicians in regards to biotin megadose interference. (Directive to Take Action) 20 
 
Fiscal Note: Moderate - between $5,000 - $10,000 
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Subject: Annual Report 
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The Consolidated Financial Statements for the years ended December 31, 2023 and 2022 and the 1 
Independent Auditor’s report have been included in the 2023 Annual Report.  This is included in 2 
the Handbook mailing to members of the House of Delegates and will be discussed at the 3 
Reference Committee F hearing. 4 
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(Dollars in millions)  2023  2022

Revenues   $ 495.1   $ 493.4 
Cost of products sold and selling expense    27.8    30.6 
General and administrative expenses    412.5    375.5 
Operating results     49.7    82.9 
Non-operating items    101.7    (117.9)
Changes in defined benefit postretirement plans, other than periodic expense, net of tax   (17.3)    29.4 
Change in unrestricted equity    134.1    (5.6)
Change in donor restricted equity    (0.1)    0.1 
Change in association equity   $ 134.0   $ (5.5)

Association equity at year-end   $ 1,023.4   $ 889.4 
Employees at year-end    1,314    1,267 

FINANC AL 
HIGHLIGHTS

Association operating results
(in millions)
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* Pro forma operating results: 1) 2013 excludes $33 million in nonrecurring charges relating to AMA’s headquarters relocation and 2) 2019 excludes 
$36.2 million noncash pension termination expense reclassification from non-operating results.
 
2020 through 2022 results were impacted by a lack of travel due to the pandemic, as well as a hiring freeze and subsequent tight labor market. 
These savings were temporary in nature.

 1999 2001 2003 2005 2007 2009 2011 2013* 2015 2017 2019* 2021 2023



1 
 
2023 AMA ANNUAL REPORT

The story of the American Medical Association in 2023 
was one of collective achievement, resolute leadership 
and powerful advocacy on behalf of physicians.

The AMA stood up to challenges against physicians and 
medical practice at the highest levels, including launching 
a campaign to stop short-term payment cuts to physicians 
while at the same time calling for significant reform of the 
overall Medicare physician payment system. The AMA also 
secured victories to defend scope of practice and reduce 
burdens from prior authorization—making meaningful 
progress in our AMA Recovery Plan for America’s Physicians.

In doing so, the AMA reinforced its role as the Physician’s 
Powerful Ally in Patient Care throughout 2023. We continued 
to remove obstacles that interfere with patient care and 
are known to drive physician burnout. We advanced 
innovative solutions to tackle health care’s most significant 
challenges while reimagining medical education, training 
and lifelong learning. And we continued to lead the charge 
to prevent chronic disease, improve health outcomes and 
eliminate inequities across health care. 

Achieving significant wins for patients in 2023, AMA  
advocacy yielded more than 100 state-level victories  
against inappropriate scope of practice expansions  
by working closely with state medical associations.  
To advance solutions that promote physician well-being, 
the AMA recognized 72 hospitals and health systems in 
its Joy in Medicine™ Health System Recognition Program, 
which elevates and promotes best practices in caring for 
physicians and patients. 

The AMA proudly announced the launch of the Rise  
to Health Coalition, a first-of-its-kind national initiative 
co-led by the AMA and the Institute for Healthcare 
Improvement and supported by numerous collaborators, 
including Race Forward. This innovative approach to 
eliminating historic inequities in health aligns multiple 
sectors—including health care organizations, physicians 
and other health care professionals—under a common 
framework and unified vision. 

This work was made possible by another strong financial 
performance in 2023 and an impressive 3.4 percent 
growth in AMA’s dues-paying members. The hard work 
of dedicated AMA leadership and talented staff across 

the organization continues to shape a vibrant, more fully 
engaged and more collaborative health care community, 
and paves the way for continued action and greater 
strength going forward. 

Knocking down obstacles and overcoming challenges 
is deeply embedded in the AMA’s DNA. With health care 
rapidly evolving, physicians and patients are looking to us 
to make sense of these changes and help them find their 
footing in an unfamiliar landscape. We are committed 
to this work, to always promoting the art and science of 
medicine and the betterment of public health, and to 
always placing the needs of physicians and patients at the 
core of our efforts and advocacy.

Willie Underwood III, MD, MSc, MPH   
Chair, Board of Trustees 

Madelyn E. Butler, MD  
Finance Committee Chair, Board of Trustees  

James L. Madara, MD   
CEO and Executive Vice President 
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On the following pages you’ll explore the progress 
we’ve made throughout 2023 across all initiatives.  
To quickly identify our highest priority initiatives 
related to the AMA Recovery Plan for America’s 
Physicians, look for this symbol: 
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“ The AMA has 
been a vital asset 
to the states. 
The amount of 
research the 
AMA does is 
invaluable.” 

Claude Brunson, MD
AMA member since 1984
On scope of practice 
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E

Help our Medicare

advocacy efforts.

Scan to watch,

then share.
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laws so that patients know if the person providing care  
to them is a physician—or not. Two states enacted such 
laws in 2023. 

Reforming the Medicare 
payment system
Last year the AMA continued to lead efforts to reform the 
Medicare payment system to eliminate the threat of annual 
payment reductions and implement solutions that would 
increase payments in line with annual increases in the cost of 
providing care. The AMA was able to secure the introduction 
of a number of bipartisan policies and significantly grew 
support for those solutions throughout the year.

Opposing efforts to 
undermine physicians
The AMA has continued to serve as a powerful voice for 
physicians in federal and state courts around the country 
on a broad range of issues, including several cases before 
the U.S. Supreme Court.  

Working with state and federal policymakers, the AMA 
continued to oppose legislation and laws that interfere 
with the practice of medicine, including cases in which 
physicians are facing criminal, civil or administrative 
penalties for providing necessary care. 

DEFEND NG  
THE PRACTICE OF 

MEDICINE

Keeping physicians at the 
center of medical care
Patients deserve care led by physicians. Through research, 
advocacy and education, the AMA in 2023 continued its 
work to stop inappropriate scope of practice expansions 
that threaten patient safety.

We promoted physician-led, team-based care and helped 
defeat legislation across the country that would have allowed: 

E  Physician assistants to practice independently  
without physician oversight. 

E  Pharmacists to prescribe medications. 
E  Optometrists to perform surgery. 
E  Scope of practice expansion for nurse practitioners  

and other APRNs. 

To ensure more transparency in health care, the AMA 
worked with multiple state medical associations to 
introduce new or strengthen existing “Truth in Advertising” 

In 2023 the AMA vigorously defended medicine across the country to keep care 
where it belongs: between physicians and their patients.

More than 100 state-level scope 

of practice wins in partnership 

with state medical associations 

and medical specialty societies 

100+
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“ I am so grateful 
that we have 
an organization 
that says ‘we’re 
not going to 
stand for this.’”

Rasmeet Kaur Miller, MD
AMA member since 2019
On the crisis of physician burnout

The sold-out 2023 

American Conference on 

Physician Health focused 

on bringing back 

the joy in medicine.
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Follow us  

on social!
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Reducing the stigma of 
mental illness 
Fear of repercussions and stigma associated with seeking 
care for mental health issues remains a huge barrier to 
physicians in getting the care they need. The AMA is part 
of a growing nationwide effort to remove stigmatizing 
mental health questions from applications for state 
licensing and credentialing applications used by medical 
groups, hospitals and health plans. As a direct result of 
the AMA’s education and advocacy, 15 state medical 
boards, health systems and credentialing bodies removed 
potentially stigmatizing questions about mental illness 
from their applications, resulting in a huge step forward 
for physician well-being.
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CHAMPION NG 
PHYSICIAN  

WELL-BEING

Empowering health systems 
to reduce burnout
The AMA continues to expand its work in promoting 
physician wellness through the AMA Joy in Medicine™ 
Health System Recognition Program. This program 
is committed to advancing the science of physician 
burnout and recognizes those systems that are dedicated 
to organizational well-being. In 2023 the AMA recognized 
72 health systems—bringing the total number of  
currently recognized organizations to 96. 

Developing evidence-based 
resources for well-being 
and resiliency 
The AMA is committed to developing evidence-based 
programs and resources dedicated to improving mental 
health and resiliency. Last year alone, we provided 
more than 100 new and updated AMA STEPS Forward® 
resources—including toolkits, webinars and podcast 
episodes—focused on reducing physician burnout and 
improving patient care. 

In a recent survey co-authored by the AMA, nearly 63 percent of physicians 
reported symptoms of burnout. We know that reducing burnout is integral 
to the delivery of high-quality patient care and health system sustainability. 
In 2023 the AMA continued its work to tackle the root causes of burnout and 
developed effective advocacy, research and resources needed to help physicians 
increase professional satisfaction and rediscover joy in their work. 

2 million users have accessed 

the AMA STEPS Forward 

program to reduce burnout 

and improve patient care and 

practice efficiency. 
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“ The AMA is 
developing great 
policy at state and 
national levels that 
is making an impact 
and improving 
patient care.”  

Carolynn Francavilla Brown, MD
AMA member since 2007
On prior authorization
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AMA Past President Jack Resneck

Jr., MD, talks on an episode of

AMA Update about the work that

led up to our big prior

authorization win for physicians.

 View this and other 
interviews on our  
AMA Update video and 
podcast series.
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In 2023 we also worked with state medical associations 
across the country to enact prior authorization reform 
using AMA model legislation, data, testimony and other 
resources that resulted in more than 30 states introducing 
legislation—and at least nine new states enacting prior 
authorization laws. 

Increasing access to  
life-saving medication
The AMA successfully advocated to make naloxone 
available over the counter and continued to advocate for 
responsible pricing and insurance coverage for this life-
saving medication. We also advocated for revisions to the 
CDC’s opioid prescribing guidelines that resulted in the 
CDC removing its dose and quantity thresholds for treating 
patients experiencing pain.

Maintaining access to care
The AMA successfully advocated to achieve passage 
of legislation to extend Medicare telehealth coverage 
through 2024. The 2024 Medicare payment rule preserves 
key telehealth policies, ensuring Medicare patients 
throughout the country (not only from rural areas) will 
continue to receive access to telehealth.
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REMOV NG  
OBSTACLES TO  
PATIENT CARE

In 2023 the AMA worked tirelessly to address the burdens that get in the way  
of patient care. Last year we saw a number of hard-earned results that came 
from our direct efforts to put the needs of physicians and patients first. 

$ 15 BILLION IN SAVINGS 
FOR PHYSICIANS

and getting patients the care they 

need without delay  

(January 2024 CMS final rule  

on prior authorization)

Fixing prior authorization
Prior authorizations often come at the expense of patients 
and physicians. That’s why the AMA stands up to insurance 
companies to eliminate care delays, relieve physician 
burdens—and save patients’ lives. 

As a direct result of AMA advocacy efforts throughout 
2023, the Centers for Medicare & Medicaid Services 
announced a final rule in early January 2024 that 
requires government-regulated health plans to reduce 
the timeframes for prior authorization decisions and to 
publicly report program metrics. This final rule will make 
important reforms to prior authorization that cut patient 
care delays and electronically streamline the process for 
physicians. Together, these changes will save physician 
practices an estimated $15 billion over 10 years, according 
to the U.S. Department of Health and Human Services.
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In support of CDC’s Project Firstline, the AMA 

launched resources on infection prevention 

and control, including webinars, podcasts 

and townhalls, so that frontline health care 

professionals can protect patients, coworkers 

and themselves from infectious disease threats.

2023 IN REV EW

Convened the first annual JAMA Summit, 

bringing together 60+ leaders in medicine 

to discuss ways to improve the clinical trials 

enterprise. In early 2024, the pages of JAMA® 

will elaborate on the themes and innovative 

ideas that emerged from these discussions.

In 2023 the AMA established the Firearm Injury Prevention Task Force.  

The task force convenes subject matter experts across medical specialties 

to inform the development of resources for physicians and trainees to increase 

counseling of high-risk patients and awareness of available interventions. 

Through its Center for Health Equity, the AMA 

continued to strengthen physician and health system 

understanding and engagement around advancing 

equity. We launched the National Health Equity Grand 

Rounds, resulting in more than 11,000 viewers for 

important discourse about how to advance health 

equity, and we continued to publish the Prioritizing 

Equity Series, reaching 47 episodes.

We held our bi-annual AMA ChangeMedEd® national conference from 

Sept. 27–29 in Chicago. This event brought together more than 500 

leaders and innovators in medical education and related health care fields 

to catalyze change in medical education and transform the way future 

physicians and residents are trained. Nearly 150 presenters led more than 

75 sessions including plenary sessions on educator well-being in medical 

education, reimagining residency, precision education, and equity, 

diversity and belonging.

226,000+  
messages to Congress 
 from patients and physicians in our 

FixMedicareNow.org grassroots effort

The AMA rapidly delivered an educational offering 

through the AMA Ed Hub™ to help physicians meet the 

new DEA MATE requirements on substance use disorders 

and addiction. This offering was deployed within 24 

hours of the new regulation issuance and significantly 

contributed to increased AMA Ed Hub engagement as well 

as membership growth.

the record-breaking number of readers, listeners and viewers who 

consumed AMA digital content in 2023 (excluding JAMA and AMA Ed Hub)37 MILLION

To help ensure future 

physicians receive 

standardized training on 

how to consistently take 

accurate blood pressure 

measurements, the AMA 

awarded financial grants to 

eight academic institutions 

representing 18 total 

training programs for 

health care professionals 

including future physicians, 

nurses, physician assistants 

and pharmacists.

To better meet the needs of academic researchers, 

JAMA optimized the JAMA Express publication pathway 

by promising to move select accepted manuscripts to 

publication within four weeks of submission.
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The AMA piloted a new physician 

credentialing solution that improves 

the complex credentialing process 

for physicians and the health 

care industry. VeriCre addresses 

inefficiencies in credentialing by 

providing centralized, trusted and 

authoritative data that can be used 

to pre-populate applications and is 

designed to work with the varied 

workflows and software solutions 

within health care systems and 

institutions.

The AMA announced Leelabati Biswas, a Rutgers Robert Wood Johnson 

Medical School MD/PhD candidate, as the winner of the 2023 AMA 

Research Challenge and recipient of a $10,000 grand prize, presented by 

Laurel Road. We received nearly 1,200 submissions, with 800 selected to 

present in our poster symposium. The top 50 scored posters competed in 

our semifinals and were scored by judges and AMA members, and the top  

five advanced to the finals and presented to a panel of physician experts.

The AMA completed and published the inaugural 

Health Equity in Organized Medicine survey, which 

included responses from 68 organizations within the 

Federation of Medicine. We also hosted Health Equity 

Forums at our AMA House of Delegates meetings, 

reaching more than 680 delegate physicians.

The AMA continues to support faculty development through 

the AMA Health Systems Science Scholars program and the 

Coaching Implementation Workshop, with each program now 

having trained more than 200 faculty members from across the 

United States to advance these innovations in medical schools 

and residency programs.

The AMA released a how-to guide on integrating behavioral 

health care for older adults and a behavioral health coding 

resource for physicians and care teams to leverage when 

administering behavioral health preventive services, screening 

and/or treatment plans. 

125 billion  
AMA media 
impressions

from more than 40,000 media stories 

on critical AMA issues

Thanks to policy guidance provided by the 

AMA, five states passed bills that mandated 

Medicaid coverage of self-measured blood 

pressure devices and clinical support services, 

increasing access for many underserved 

populations in those states. 

8.6 million 
YouTube views

As the application of augmented intelligence (AI) continues to grow and promises to transform health care,  

the AMA, in partnership with the University of Michigan, created a new online learning series “AI in Health Care” 

that introduces learners to foundational principles in AI and machine-learning. 

JAMA also launched a new video and podcast series on “AI and Clinical Practice” to keep physicians informed 

on AI’s promise to transform treatment, training, research and publishing.

The AMA Ed Hub, the AMA’s online education platform, achieved 

unprecedented growth in users and engagement (compared to 2022): 

In addition the AMA Ed Hub continued to expand its educational 

offering by signing on 14 new organizations to feature their education 

on the platform, bringing the total number of partners to 50. 

46% INCREASE  SESSIONS INCREASED TO 3.7 MILLION

72% INCREASE EDUCATION ACTIVITY USAGE INCREASED TO 3.6 MILLION

63% INCREASE COURSE ASSESSMENT COMPLETIONS INCREASED TO 615K

120% INCREASE UNIQUE NEW USER REGISTRATIONS UP 125K
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Introduction
The objective of this section is to help American Medical 
Association (AMA) members and other readers of our financial 
statements understand management’s views on the AMA’s 
financial condition and results of operations. This discussion 
should be read in conjunction with the audited consolidated 
financial statements and notes to the consolidated financial 
statements.

Improving the health of the nation is at the core of the AMA’s 
work. As the physicians’ powerful ally in patient care, the AMA 
delivers on this mission by representing physicians with a 
unified voice in courts and legislative bodies across the nation, 
removing the largest governmental and private sector obstacles 
that interfere with optimal patient care, leading the charge to 
prevent chronic disease and confront public health crises, and 
driving the future of medicine to tackle the biggest challenges 
in health care and training the leaders of tomorrow. AMA’s 
strategic arcs are supported by improving health outcomes, 
lifelong medical education and enhancing physician professional 
satisfaction and practice sustainability. Our advocacy, health 
equity and innovation initiatives act as accelerators across all 
arcs. AMA’s foundation is built on science, membership, financial 
performance, marketing and communication, and talent and 
engagement. 

2023 priorities continued to be led by the AMA Recovery Plan 
for America’s Physicians, focusing on five key goals to re-build 
health care so that it works better for physicians and all those 
they serve: 1) fixing prior authorization to reduce the burden 
on practices and minimize care delays for patients; 2) reforming 
Medicare payment to promote thriving physician practices and 
innovation; 3) stopping scope creep that threatens patient safety; 
4) supporting telehealth to maintain coverage and payment; and 
5) reducing physician burnout and addressing the stigma around 
mental health. For example, through research, advocacy and 
education, the AMA continued to defend the practice of medicine 
against scope of practice expansions that threaten patient safety. 
Through AMA’s work with the Center for Medicare & Medicaid 
Services (CMS), major prior authorization reforms under Medicare 
Advantage were achieved. The AMA facilitated over 226,000 
contacts to Congress from patients and physicians as part of our 
FixMedicareNow.org grassroots campaign.

The results for 2020 through 2022 were dramatically impacted 
by the COVID-19 pandemic. Early in 2020, the AMA, like all other 
organizations, recognized that there was substantial uncertainty 
about the effects and risk of COVID-19 on our funding, financial 
condition, and results of operations. As a result, AMA took steps 
to ensure that programmatic activities and employment levels 
would be protected during a sustained pandemic, knowing the 
potential for economic uncertainty. AMA lifted a freeze on hiring 

in the spring of 2021, but the level of open positions remained 
high through 2022 as the job market was very tight. Vacancies 
and limited travel for most of the three years garnered substantial 
savings that were temporary in nature resulting in unusually high 
operating income for AMA. Open positions were at a record high 
at the end of 2022 and although they dropped substantially by 
the end of 2023, remained above normal levels, providing over 
$15 million in unplanned vacancy savings for 2023. 

Pro forma net operating results
(in millions)

*Excluding the $36.2 million non-cash pension termination charge

Looking forward, the AMA’s 2024 budget assumes that vacancies 
will revert to normal levels and, with expansion of certain 
programmatic areas, expenses will increase, resulting in operating 
income at the board approved policy level.

The AMA is committed to its responsibility of ensuring that 
the organization focuses its finite resources on strategic arcs, 
accelerators and core mission activities while improving the 
quality and breadth of products and services for physicians and 
medical students. Our physicians’ and medical students’ voices are 
central to AMA’s overall success.

The following pages discuss the 2023 consolidated financial 
results as compared to 2022. Additional detailed discussion of 
operating unit results is included in the section titled “Group 
Operating Results.”

MANAGEMENT’S DISCUSSION AND ANALYSIS
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Consolidated financial 
results

Results from operations
Net operating results
(in millions)

As noted above, the unusually tight labor market that adversely 
impacted hiring and limited travel and in-person meetings 
through the first half of 2022 were major factors in spending 
levels running substantially less than budget during 2020 
through 2022. 

In 2023, AMA revenues were largely unchanged from the prior 
year, while expenses moved closer to budgeted levels, increasing 
$34.2 million, resulting in a substantial decline in operating 
income compared to 2022. 

In 2019, the AMA finalized termination of its defined benefit 
pension plan, providing lump sum payments to individuals that 
elected that option and purchasing a group annuity plan for 
participants that chose to remain in the plan. AMA recorded a 
$38.2 million noncash reclassification of prior actuarial losses 
from non-operating expense to operating expense, titled pension 
termination expense, as well as reclassifying a $2 million noncash 
tax benefit to income tax expense that was previously reported as 
a non-operating credit. 

Excluding the $36.2 million noncash pension termination 
expense (net of the $2 million tax credit), AMA would have 
reported $23.4 million in net operating income for 2019, shown 
as pro forma on the preceding page. 

Results discussed below reflect AMA’s actual results from 
operations in 2023 as compared to 2022. Any pro forma charts 
exclude the impact of the pension termination on 2019 results. 

Revenues

In 2023, total revenue increased slightly, up by $1.7 million 
over the prior year. Continued growth in AMA’s royalties and 
increased investment income were largely offset by the absence 
of $14.3 million in one-time recognition of deferred revenue 
upon liquidation of a subsidiary company of Health2047, Inc. 
(Health2047) in 2022 and a decline in publishing print advertising. 

Consolidated investment income, which is dividend and interest 
income, net of management fees, increased in 2023, impacted 
in large part by higher interest rates. Market gains or losses are 
not included in investment income and are reported as non-
operating results.

The number of AMA dues paying members increased by  
3.4 percent in 2023, the 12th year of growth in the past 13 years. 
During that 13-year period, AMA dues paying membership 
increased by over 81,000. Dues revenue declined 1.5 percent in 
2023 as growth in lower dues paying categories such as group 
memberships and sponsored memberships partially offset the 
decline in individual direct member categories. 

Most other revenue categories were either slightly down or 
unchanged for the year.

Cost of products sold and selling 
expenses

All variable expenses related to the production, distribution 
and sale of periodicals, books, coding products and licensed 
products are included in the cost of products sold and selling 
expense categories. Examples include paper, sales commissions, 
promotional activities, distribution costs and third-party  
editorial costs. 

In 2023, cost of products sold and selling expenses decreased 
$2.8 million from the prior year, mainly due to the prior year 
inclusion of a $2.7 million one-time recognition of deferred costs 
related to the Health2047 subsidiary’s liquidation.

Contribution to general and 
administrative expenses

Cost of products sold and selling expenses are deducted from 
revenues to determine the amount of money available for 
the general and administrative expenses of the organization. 
Contribution to general and administrative expenses measures 
the gross margin derived from revenue-producing activities.

The contribution to general and administrative expenses 
increased $4.5 million to $467.3 million in 2023, with a small 
revenue improvement coupled with the absence of the one-
time recognition of the Health2047 subsidiary’s deferred costs 
accounting for most of the change.
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Pro forma general and administrative 
expenses
(in millions)

*Excluding the non-cash pension termination charge

General and administrative expenses rose only $37 million in 
2023, or just under 10 percent, when compared to 2022. This was 
substantially less than the $66.5 million budgeted increase for 
2023, with over $27 million in nonrecurring savings related to 
staffing, professional services and travel still impacting results.

Compensation and benefits increased $27.3 million in 2023,  
up over 11 percent. Compensation, including temporary help, 
was $17 million higher in 2023, a 7.2 percent increase which was 
a function of annual merit increases plus filling open positions. 
Fringe benefit costs increased $2.8 million in total primarily 
due to higher medical, 401(k) plan and payroll tax expenses. 
Incentive compensation increased $8.1 million after a $7.8 million 
decline in 2022, as key performance indicators were achieved or 
exceeded in 2023. 

Occupancy costs were largely unchanged as increased operating 
costs due to full return to the office were offset by reduced rent 
expense. In late 2022, AMA exercised a contraction option in  
the main headquarters lease whereby AMA relinquished one 
full floor of office space beginning in 2023 upon payment of a 
termination penalty. In late 2023, AMA negotiated an extension 
of the current headquarters lease in return for future contraction 
options and lease incentives. The impact will be amortized over 
the life of the lease.

Travel and meeting costs increased by $5.2 million in 2023,  
as AMA resumed in-person meetings and travel for the full 
year. Technology costs were up $4.4 million in 2023, due to cost 
increases and continued development of major AMA technology 
platforms for business units such as Publishing, Insurance Agency, 
and Membership marketing. As more technology moves to the 
cloud, costs associated with the technology platforms will be 
reflected in operating expense instead of capitalized as an asset 
and depreciated. This model has the benefit of reducing the need 
for in-house development expertise but also exposes AMA to 
more price risk from vendors.

Marketing and promotion costs remained largely unchanged in 
2023. One-time approved marketing and media costs related to 
the launch of the AMA Recovery Plan for America’s Physicians and 
membership promotion declined $1.6 million but was offset by 
a $1.1 million increase for the Advocacy marketing campaign on 
Medicare payment reform.

Outside professional services increased $0.5 million in 2023, 
primarily in the strategic arcs, accelerators and core mission 
activities, led by a $2 million increase in Advocacy related to the 
Physician Practice Survey and grassroots efforts supporting the 
Medicare payment reform campaign. 

Other operating expenses were largely unchanged in 2023 as 
a write off of software and costs associated with liquidating a 
Health2047 affiliate were largely offset by a reduction in online 
subscription costs. 

Operating results before income taxes

The AMA reported $54.8 million in pre-tax operating income in 
2023 compared to $87.3 million in 2022. The prior year reflects 
substantially reduced expenses due to pandemic restrictions 
on travel and meetings, staffing freezes and tight labor markets. 
The current year results include over $20 million in savings 
that is expected to diminish in 2024 as AMA continues to see 
improvement in recruiting. 

Income taxes

Taxes increased $0.7 million in 2023 when compared to 2022, 
reflecting higher taxable income in one of the subsidiaries.

Net operating results

Net operating income was $49.7 million in 2023 compared to 
$82.9 million in 2022, driven mainly by expenses starting to 
return to normal levels. 

Non-operating items

The AMA reported a $105 million gain in the fair value of its 
portfolio during 2023, recovering much of the $115.1 million 
loss from 2022. Additional portfolio performance information is 
discussed in the group operating results section.

As a result of an accounting standard adopted in 2019 for 
postretirement benefit plans, non-operating results include  
$3.9 million and $3.5 million in postretirement plan interest 
expense and recognized actuarial losses and prior service credits 
for 2023 and 2022, respectively. 
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Revenue in excess of (less than) expenses

Revenues exceeded expenses by $151.4 million in 2023, a 
combination of $49.7 million in operating income, $105 million gain 
in fair value in the portfolio and $3.3 million in other non-operating 
expenses. The opposite occurred in 2022, where expenses 
exceeded revenues by $35 million, a combination of $82.9 million 
in operating income, the $115.1 million loss in fair value in the 
portfolio and $2.8 million in other non-operating expenses. 

Accounting standards require organizations to recognize  
deferred actuarial losses and prior service credits or charges  
for defined benefit postretirement plans as a charge or credit  
to equity. 

In 2023, AMA recorded a $17.3 million charge to equity reflecting 
an actuarial loss for the postretirement health care plan, net of 
a reclassification of actuarial gains to operating expense and 
income tax. The loss resulted primarily from a change in the initial 
health care cost trend from 7.0 percent to 8.5 percent and less 
favorable claims cost experience.

In 2022, AMA recorded a $29.4 million credit to equity reflecting 
an actuarial gain for the postretirement health care plan, net 
of a reclassification of actuarial losses for the plan to operating 
expense and income tax. The gain resulted primarily from higher 
interest rates that reduced the present value of plan liabilities.

Change in total association equity
(in millions)

The AMA reported a $134 million increase in association equity 
in 2023. This reflects the amount by which revenues exceeded 
expenses, less the charge to equity for changes in defined benefit 
postretirement plans discussed above, as well as a small decrease 
in donor-restricted equity.

The AMA reported a $5.5 million decrease in association equity 
in 2022. This reflects the amount by which expenses exceeded 
revenues, plus the credit to equity for changes in defined benefit 
postretirement plans discussed above, as well as a slight increase 
in donor-restricted equity.

Financial position and  
cash flows
The AMA’s assets include cash, cash equivalents and investments; 
operating assets such as accounts receivable, inventory and 
prepaid expenses; fixed capital such as equipment, information 
technology hardware and software; and other assets. AMA assets 
are supported by association equity, operating liabilities and 
deferred revenue. 

Assets
(in millions)

 n Cash and investments n Fiduciary funds
 n Operating assets n Other assets

The AMA’s total assets increased $173.1 million in 2023. This 
includes a $157.8 million increase in cash and investments 
resulting from $61.5 million in free cash flow plus a $105 million 
gain in the fair value of investment securities less $8.7 million for 
investments in affiliates.

Fiduciary funds are premium payments from insurance customers 
not yet remitted to the carriers and funds held by the AMA for 
third parties for future use as approved by the third parties. This 
approximates the offsetting liability titled insurance premiums 
and other fiduciary funds payable. 

Operating assets increased slightly in 2023, primarily due to an 
increase in accounts receivable. Changes in operating assets from 
year to year are largely due to timing of cash flows.

Other assets include operating lease right-of-use assets, property 
and equipment, investment in affiliates and investments in 
mutual funds maintained in separate accounts designated for 
various nonqualified benefit plans that are not available for 
operations. Operating lease right-of-use assets increased $12.2 
million in 2023 largely due to the extension of AMA’s current 
headquarters lease in return for contraction rights and lease 
incentives. Property and equipment net book value decreased as 
new capital spending was exceeded by annual depreciation and 
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amortization of existing capital assets while AMA’s investment in 
affiliates increased by $6.4 million as investments of $8.7 million 
were reduced by AMA’s share of the affiliates’ operating losses.

Operating liabilities increased $33.3 million in 2023, led by 
increases in the postretirement health care plan liabilities, lease 
liability and accrued payroll. The postretirement health care 
plan liability increase was a function of the impact of a higher 
projected health care cost trend and adverse claims experience 
on the actuarially computed present value of plan liabilities.  
The $5.8 million lease liability change includes an increase in 
the present value of the headquarters liability resulting from 
extending the lease as noted above, reduced by cash payments  
in excess of rent expense.

Deferred revenue represents funds received during the year  
that will not be recognized as income until the following year  
or thereafter. These amounts vary, as well as accounts payable 
and accrued expenses, depending on the timing of cash receipts 
and payments.

Cash flows

Cash, cash equivalents and donor-restricted cash increased  
$2.6 million and $1.4 million in 2023 and 2022, respectively.  
This comparison may cause misleading conclusions, as the 
change in cash and cash equivalents includes reductions for 
amounts invested in marketable securities, as well as cash inflows 
from non-operating activities.

Free cash flow measures the AMA’s ability to fund operations, 
capital expenses and major programmatic initiatives from funds 
generated from operations. This measure excludes non-operating 
gains and losses. 

Free cash
(in millions)

Free cash in 2023 totaled $61.5 million, $16.1 million higher than 
2022, as changes in operating assets and liabilities more than 
offset the reduction in cash operating income.

Reserve portfolio 
Reserves
(in millions)

 n Permanent reserves n Operating funds

The reserves and operating funds above do not include cash and 
investments in the for-profit subsidiaries and reflect only the not-
for-profit entity’s cash and investment portfolio values.

As of year-end 2023, the reserve portfolio’s value was $1,019.7 
million compared to $841.4 million in 2022, a $178.3 million 
increase. That increase was mainly the result of a $104.5 million 
gain in the fair value of the reserve portfolio plus a $74.2 million 
transfer of 2022 excess operating funds to reserves. Operating 
funds totaled $61.1 million in 2023, down $23.8 million from 2022.

The AMA has established a required minimum reserve investment 
portfolio level that is adequate to cover 100 percent of annual 
general and administrative expenses (excluding grant expenses) 
plus an amount sufficient to pay long-term postretirement and 
lease liabilities (net of the right-of-use asset value). Operating 
funds, coupled with operating assets, are to be maintained at a 
level that allows payment of all operating liabilities. 

AMA’s reserves provide the backbone for the organization’s 
long-term viability and independence, currently operating as a 
quasi-endowment fund, with a goal of achieving levels that could 
generate adequate funding to ensure the long-term future of the 
organization.

Reserve portfolio funds also provide the AMA with the ability to 
fund major strategic spending initiatives not within the operating 
budget. Spending from reserve funds is limited to dollar- or time-
limited initiatives and capped at the amount by which reserves 
exceed the minimum requirement. Reserves may not be used 
for ongoing operating expenses. The Board of Trustees must 
authorize any use of reserves.
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Permanent reserves and minimum 
reserve requirement
(in millions)

 Permanent reserves – 2024 minimum reserve
 December 2023 requirement

Group operating results
The AMA is organized into various operating groups: 
Membership; Publishing, Health Solutions & Insurance; Strategic 
Arcs, Accelerators & Core Mission Activities; Administration and 
Operations; Affiliated Organizations; Unallocated Overhead; and 
Health2047 (including subsidiaries). Revenues and expenses 
directly attributed to those units are included in the group 
operating results. A financial summary of group operating results 
is presented at the end of this section. The prior year financial 
results have been updated to be consistent with the current year 
reported results for each group.

Contribution margin (net expenses)

Contribution margin equals individual group revenues minus 
cost of products sold, selling expenses, and direct general and 
administrative expenses such as compensation, occupancy, travel 
and meetings, technology costs and professional services. 

Net expenses equals total spending, net of any revenue 
produced by the group, such as grants or other fee income. 
Total contribution margin and net expenses equals consolidated 
operating results before income taxes. The charts below separate 
groups with contribution margin from groups with net expenses.

Contribution margin
(in millions)

 n Membership n Investments
 n Publishing, Health Solutions  
  & Insurance

The contribution margin generated by Membership; Publishing, 
Health Solutions & Insurance; as well as Investments, provides 
the funding for all mission-related activities of the AMA as well as 
funding for all administration and support operations required to 
run the organization. 

Membership

The Membership group’s net membership dues revenue includes 
the gross dues revenue collected, reduced by any commissions 
paid to state societies, and equals the membership dues revenue 
reported on the statement of activities. 

In 2023, AMA again reported an increase in the number of  
dues-paying members, up 3.4 percent from 2022. In 12 of the 
last 13 years, AMA has reported increases in the number of 
dues-paying members, a major accomplishment. Membership 
continues to focus on expanding use of digital tools to engage 
physicians and retain them as lifelong members, group 
membership marketing, and expanding AMA’s reach to physicians 
through programmatic activities. 

Dues revenue was $33.3 million, a $0.4 million decrease from 
2022. Although the number of physician members increased, 
most of the growth was in lower dues paying categories. 
Membership expenses are down $1 million as 2022 results 
included a $1 million one-time increase in marketing costs related 
to the launch of the AMA Recovery Plan for America’s Physicians 
that did not recur in 2023. Membership’s contribution margin 
increased $0.6 million in 2023, as cost decreases more than offset 
the revenue decline.
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Publishing, Health Solutions  
& Insurance

Publications in the JAMA Network include the Journal of the 
American Medical Association (JAMA) and the JAMA Network 
specialty journals. In the last decade, the JAMA Network has 
launched four new journals: JAMA Oncology in 2015 and JAMA 
Cardiology in 2016, which are hybrid journals offering open access 
options for research articles; JAMA Network Open in 2018, a fully 
open access journal; and JAMA Health Forum in 2021, a peer-
reviewed, open-access, online journal focused on health policy, 
health care systems, and global and public health. 

Publishing revenues are derived from advertising, subscriptions, 
site licensing, reprints, electronic licensing, open access fees 
and royalties. Publishing revenues decreased $2.1 million in 
2023, largely a function of a $2.3 million decline in advertising. 
The continued drop in advertising revenue necessitated a 
change in strategy for Publishing as the business unit eliminated 
distribution of print journals to a controlled population of 
physicians who were included in measuring journal readership 
scores, a key indicator for ad placement. This change slightly 
reduced production and distribution costs and partially offset 
the advertising drop. It is expected to result in a larger benefit in 
2024. Expenses declined $1 million during 2023, primarily due to 
vacancy savings from unfilled positions. The contribution margin 
thus declined by $1.1 million to $1 million.

Health Solutions includes two major lines: Database Products, 
and Books and Digital Content.

Database Products includes royalties from licensed data sales 
and credentialing products revenue. Revenues increased in 2023, 
up $0.8 million when compared to 2022, driven again in large 
part by a major compliance effort to upgrade existing customer 
contracts to full licenses. Expenses were up $1.5 million driven by 
compensation from filling positions and increased technology 
costs, of which $0.6 million relates to development of a new 
physician credentialing product. This is a credentials wallet that 
streamlines credentialing by pre-filling physician applications 
with authoritative, verified AMA data, reducing administrative 
burden for physicians and medical staff professionals. The 
resulting contribution margin declined by $0.7 million in 2023  
to $53.6 million.

AMA-published books and coding products, such as CPT books, 
workshops, and licensed data files, make up the Books and 
Digital Content unit. Royalties and digital content sales drove 
a $13.4 million revenue increase, as the market for electronic 
use of digital coding products continues to expand. A three 
percent price increase, after no increases in the pandemic years, 
as well as phasing in previous pricing model changes, were 
also factors. Coding book sales improved slightly in 2023 as the 
move from print products to digital slowed. Expenses were up 
slightly in 2023, driven by increased compensation from filling 
open positions, offset by a reduction in technology costs. The 
contribution margin increased by $12.5 million to $241 million.

The AMA has two active for-profit subsidiaries, the AMA Insurance 
Agency (Agency) and Health2047. The latter is discussed 
separately at the end of this discussion and analysis. 

The Agency revenues improved by $0.6 million in 2023, as 
increased investment income from higher interest rates offset a 
decline in commissions. The commission reduction was mainly 
due to continued decreases in commission rates to protect the 
viability of the plan, which allowed the Agency to avoid charging 
higher premiums to physician customers. The Agency, as broker, 
receives a commission on insurance policies sold. Expenses 
were up $1.2 million mainly due to filling open positions and 
technology costs related to development of a new customer-
facing platform. The contribution margin decreased to $17.3 
million from $17.9 million in the prior year. 

Other business operations net expenses were down $0.4 million 
in 2023, as the prior year included $0.7 million in one-time costs. 

In total, Publishing, Health Solutions & Insurance contribution 
margin was $309.4 million, up $10.5 million from 2022. 

Investments (AMA-only)

AMA-only investment income includes dividend and interest 
earnings on the AMA’s portfolio. Investment income in AMA’s 
for-profit subsidiaries is included as part of the group results for 
Publishing, Health Solutions & Insurance and Health2047.

Investments’ revenue was $18.1 million in 2023, a $4 million 
increase over the prior year. Dividend and interest income 
continued to improve in 2023, impacted in large part by higher 
interest rates. The contribution margin also increased by  
$4 million as expenses were unchanged.

The net gain or loss on the market value of investments is not 
included in operating results but reported as a non-operating 
item. This amount is in addition to the investment income 
discussed above. 

In 2023, AMA reported a net gain of $105 million, compared to a  
$115.1 million loss in 2022. The total investment return, including 
investment income, on the reserve portfolios was 14.9 percent, 
slightly less than the 15.4 percent gain in the composite 
benchmark index.
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Net expenses
Strategic Arcs 
(in millions)

 n Professional Satisfaction and Practice Sustainability
 n Improving Health Outcomes
	 n AMA Ed Hub 
 n Medical Education/Accelerating Change in MedEd

The Strategic Arcs include direct costs associated with the groups 
for Improving Health Outcomes (IHO), Medical Education/
Accelerating Change in Medical Education (ACE), the AMA Ed Hub 
and Professional Satisfaction and Practice Sustainability (PS2). 

IHO focuses on confronting two of the nation’s most prevalent 
issues: cardiovascular disease and type-2 diabetes, setting a 
course of innovation and action aimed at reducing the disease 
and cost burden associated with these selected conditions. 

The main focus during 2023 was on hypertension outcome 
goals as progress continues on implementation of cloud-based 
MAP BP (a three-step program that works to diagnose and 
manage patients with hypertension) dashboards at health care 
organizations (HCOs), providing a visual representation of their 
performance on five key blood pressure metrics, including 
stratification by ethnicity, race and gender. To improve the quality 
of care physicians provide to their patients with hypertension, 
the AMA collaborated with three channel partners to increase 
access to AMA MAP Metrics, which help identify gaps, track 
progress, and support quality improvement efforts. This reached 
approximately 5.5 million additional patients with hypertension 
across 683 organizations inclusive of health systems, Federally 
Qualified Health Centers, community health centers and 
medical groups. Over 8 million hypertension patients were 
reached through professionals using one or more individual 
components of AMA MAP BP. In addition, to help close a gap in 
blood pressure measurement training that exists within medical 
schools, the AMA awarded financial grants to eight academic 
institutions representing 18 total training programs for healthcare 
professionals allowing them to meaningfully engage in BP 
Measurement Essentials: Student Edition, AMA’s eLearning series. 
In 2023, net expenses were largely unchanged.

Advancing Professional Development includes Medical 
Education/ACE and the AMA Ed Hub. 

While the undergraduate medical school consortium grants 
successfully concluded in 2018, all 32 consortium schools have 
continued collaboration and the consortium of schools has been 
substantially expanded. The consortium now acts as a learning 
collaborative so that best practices can be developed, shared, 
and implemented in medical schools across the country. The AMA 
ChangeMedEd® initiative held its bi-annual, national conference 
in Chicago, bringing together more than 500 leaders and 
innovators in medical education and related health care fields 
to catalyze change in medical education and transform the way 
future physicians and residents are trained. Nearly 150 presenters 
led over 75 sessions including plenary sessions on educator 
well-being in medical education, reimagining residency, precision 
education, and equity, diversity and belonging.

In 2019, the methods and learning from the undergraduate 
consortium initiative were extended to a new multi-year grant 
program for graduate medical education, designed to improve 
the transition from undergraduate to graduate medical education 
and to maintain and reinforce the positive changes initiated by 
the undergraduate consortium work. 

One of the key outcomes of the ACE consortium was the 
development of Health Systems Science, a foundational platform 
and framework for the study and understanding of how care is 
delivered, how health professionals work together to deliver that 
care, and how the health system can improve patient care and 
health care delivery. 

In 2023, the AMA advanced a conceptual model for precision 
education: a system that can leverage technology and data 
to improve education personalization and learning efficiency 
across the continuum, in support of students, residents, fellows, 
physicians, and ultimately the needs of patients. Innovation 
Grants were awarded to 13 sites applying precision education 
approaches in medical school, residency and continuing 
professional development. Medical Education is also responsible 
for defining or influencing standards for undergraduate, graduate 
and continuing medical education and providing support for 
the Council on Medical Education. Net expenses increased $2.9 
million in 2023 reflecting filling open positions, resumption of 
in-person meetings and travel as well as a $0.9 million expense 
increase for precision education.

The AMA Ed Hub, formally launched in 2018, is a platform 
providing physicians and other health care providers content 
and educational services that support lifelong professional 
development. The Ed Hub has unified the AMA education 
portfolio and has piloted integration of external content 
providers, launched new content sets, and established internal 
development plans enterprise wide, including the Health Equity 
Education Center and the UME Curricular Enrichment Program. 
The Ed Hub also gives physicians and other health professionals 
a streamlined way to earn, track and report continuing medical 
education activities spanning clinical, practice transformation 
and professionalism topics. The number of external education 
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providers on the platform grew by ten organizations to 50 
organizations and the Ed Hub achieved unprecedented growth 
in users and engagement in 2023, driven in large part by Ed Hub’s 
rapid delivery of an education offering to help physicians and 
clinicians meet the new DEA MATE requirements on substance 
use disorders and addiction. Net expenses were up $0.7 million in 
2023 due largely to filling open positions.

PS2 includes three major streams of work: professional 
satisfaction/practice transformation, practice sustainability, and 
digital health, all designed to improve the day-to-day practice 
and professional experience of physicians and remove obstacles 
to care. The goals of this group are to promote successful models 
in both the public and private sectors. This includes expanding 
research of credible practice science, creating tools and other 
solutions to help guide physicians, care teams and health system 
leaders on developing and implementing strategies to optimize 
practice efficiencies, reduce burnout and improve professional 
well-being; ensuring the physician perspective is represented in 
the design, implementation and evaluation of new health care 
technologies; and shaping the evolution of payment models for 
sustainability and satisfaction.

In 2023, PS2 published more than 25 peer-reviewed studies on 
physician and practice issues, and led and funded a variety of 
research on high impact issues affecting physicians and health 
systems, such as burnout, workforce and EHR inbox workload. 
The AMA Joy in Medicine Health System Recognition Program 
recognized 72 health systems who met the evidenced-based 
criteria representing their commitment to organizational well-
being. Providing over 100 new or updated AMA STEPS Forward® 
resources (toolkits, webinars, podcasts, and playbooks) helped 
drive the user growth to over two million. AMA also co-sponsored 
the 2023 American Conference on Physician Health with Stanford 
Medicine and Mayo Clinic with a record-breaking attendance 
of over 600 participants. In 2023, net expenses increased $1.5 
million, driven almost entirely by staffing and travel costs. 

Accelerators & Core Mission Activities
(in millions)

 n Advocacy n Enterprise Communications
 n Marketing & Member Experience  n Health, Science & Ethics
 n Integrated Health Model Initiative   n Center for Health Equity

Accelerators & Core Mission Activities includes six groups: 
Advocacy; Health, Science & Ethics; Center for Health Equity 
(CHE); Integrated Health Model Initiative (IHMI); Enterprise 
Communications; and Marketing & Member Experience (MMX). 

Advocacy includes federal and state level advocacy to enact laws 
and advance regulations on issues important to patients and 
physicians; economic, statistical and market research to support 
advocacy efforts; political education for physicians; grassroots 
advocacy; and maintaining relations with the federation of 
medicine. Advocacy led the launch of a major media campaign  
to urge Congress to address long-term, systemic reform of 
Medicare payments through the AMA’s coalition. Other major 
initiatives included fighting scope creep by achieving more than 
100 state-level scope of practice victories in strong collaboration 
with Federation partners and introducing or strengthening 
existing “Truth in Advertising” laws so that patients know if the 
person providing care is a physician; working with the Center 
for Medicare & Medicaid Services (CMS) to finalize several major 
prior authorization reforms under Medicare Advantage; ensuring 
that AMA’s critical voice is represented in federal and state courts 
around the country on a broad range of issues; working with state 
and federal policymakers to oppose legislation and laws that 
interfere with the practice of medicine; and elevating the voice 
of physician leadership on critical issues of public health. In 2023, 
Advocacy net spending increased $5.7 million, with $2.5 million 
for compensation expenses and travel and meeting costs as  
in-person meetings resumed, $1.9 million in media and 
professional service costs for the Medicare reform campaign,  
 as well as $1.5 million for the Physician Practice Survey initiative.

Health, Science & Ethics is involved in developing AMA policies 
on scientific, public health and ethical issues for the House 
of Delegates; providing leadership, subject matter expertise 
and scientifically sound content and evidence that underpins 
and informs both current and future AMA initiatives in areas 
such as infectious disease, drug policy and opioid prescribing; 
overseeing maintenance of the AMA Code of Medical Ethics and 
publication of the AMA Journal of Ethics, AMA’s online ethics 
journal; and managing the United States Adopted Names (USAN) 
program, responsible for selecting generic names for drugs 
by establishing logical nomenclature classifications based on 
pharmacological or chemical relationships (reported separately 
in group operating results). This group launched several major 
initiatives in 2023 including a new website and learning center 
for the AMA Code of Medical Ethics, new resources on infectious 
disease and control, and the Firearm Injury Prevention Task Force. 
Net expenses increased $1.1 million in 2023, mainly due to higher 
compensation and travel and meeting expenses.

AMA recognized that a key to long-term success in our strategic 
arcs is increasing our efforts to reduce health and health care 
disparities. As a result of a 2018 task force report, the AMA sought 
leadership to embed health equity initiatives as relevant into 
all strategic priorities and areas of the organization, creating a 
new group, the Center for Health Equity. The focus of this group 
is to elevate AMA’s public role and responsibilities to improve 
health equity. In 2023, CHE expanded its efforts to establish 
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an AMA presence in the health equity research literature with 
the publication of 43 Social Justice Education Ed Hub modules, 
the continuation of the Prioritizing Equity Series and launching 
the National Health Equity Grand Rounds, engaging over ten 
thousand viewers.

AMA-Satcher Health Leadership Institute at Morehouse School 
of Medicine, Medical Justice in Advocacy Fellowship is a unique, 
first of its kind post-doctoral fellowship designed to enhance 
physicians’ advocacy leadership skills to improve health outcomes 
and advance health equity in the areas they serve or may serve. 
The Advocacy Fellowship successfully completed its second 
cohort of fellows, bringing the total number of fellows to 23. 

CHE continued to convene members of the health ecosystem to 
share knowledge and to build alliances resulting in collaboration 
opportunities and collective action that advance health equity, 
including the official launch of the Rise to Health: A National 
Coalition for Equity in Health Care co-led by the Institute of 
Healthcare Improvement (IHI), uniting organizations toward 
action and shared solutions for systemic change and structural 
impact, and establishment of the Truth, Reconciliation, Healing 
and Transformation Task Force during the first half of 2023. 
CHE also represented AMA as an anchor mission partner for 
the collaborative on Chicago’s west side, West Side United, 
and continued building staff capacity to understand concepts 
surrounding health equity and to operationalize equity in goal 
and metric setting and developing structural competency 
learning tools. CHE has largely achieved its planned level of 
growth and net expenses declined slightly in 2023.

IHMI brings together experts from patient care, medical 
terminology, and informatics around a common framework for 
defining and expressing health data. IHMI has been recognized 
as a leading authority on clinical content standards and is 
contributing to the development and use of clinical content 
through collaboration with Health Level 7 (HL7) FHIR (Fast 
Healthcare Interoperability Resources), the Gravity Project and 
others. A major initiative in the last several years has focused on 
development of a Self-Measured Blood Pressure (SMBP) software 
and services solution, which in 2023 was determined to be 
difficult for AMA to develop and maintain. As such, AMA decided 
to cease operations of the development team and focus on the 
clinical content standards work. IHMI net expenses increased $2.4 
million in 2023, reflecting a full year of development activity as 
well as costs associated with closing the SMBP program. The data 
standards team will be transferred to Health Solutions in 2024. 

MMX extends the reach and impact of AMA’s mission and 
advocacy initiatives and strengthens the AMA brand. MMX 
continues to take on increased oversight for managing the 
quality, timing and relevance of the experience physicians have 
at each point of interaction through AMA’s digital publishing, 
health system engagement and member programs. MMX creates 
or packages AMA’s content into digital formats and distributes 
AMA resources and thought leadership to intended audiences 
through owned and paid channels, raising awareness of AMA 
initiatives, resources and accomplishments and elevating the 

voice of AMA and physicians. In 2023, almost 37 million unique 
individuals accessed AMA’s website, a 5 percent increase over 
the record number of users in the prior year. The continuation of 
the AMA Recovery Plan for America’s Physicians demonstrated 
its relevance with more than 80 percent of physicians saying it is 
important, with awareness of the campaign increasing 26 percent 
over the prior year. Video programming connected strongly 
with medical students with more than half the video views on 
YouTube attributed to the AMA Research Challenge. Net expenses 
increased slightly in 2023, by $0.4 million, as higher staffing costs 
were partially offset by lower media marketing expenses for the 
Recovery Plan after the initial launch in 2022. 

Ongoing responsibilities of the Enterprise Communications 
area include amplifying the work of individual operating units 
among their core audiences while providing consistency and 
alignment with the AMA narrative. Enterprise Communications 
distinctly communicates AMA’s leading voice in science and 
evidence to embed equity, innovation, and advocacy across 
the AMA’s strategic work throughout health care. Net expenses 
were unchanged in 2023, as increased staffing and technology 
costs were largely offset by the absence of costs for activities 
celebrating AMA’s 175th anniversary in 2022.

Governance

Governance includes the Board of Trustees and Officer 
Services, the House of Delegates (HOD), Sections and Special 
Constituencies & International units. The Board of Trustees unit 
includes costs related to governance activities as well as expenses 
associated with support of the Strategic Arcs, Accelerators 
and Core Mission Activities. The HOD, Sections and Special 
Constituencies & International unit includes costs associated with 
annual and interim meetings, groups, sections and other HOD 
activities, as well as costs associated with AMA’s involvement in 
the World Medical Association. In 2023, Governance net spending 
was up $1.1 million, mainly reflecting the impact of a full year’s 
in-person meeting and travel costs. 

Administration and Operations
(in millions)

 n Information Technology 
 n Other administration & operations 
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These units provide administrative and operational support for 
Publishing & Health Solutions, Membership, Strategic Arcs,  
Accelerators and Core Mission Activities, as well as other 
operating groups. Net expenses were up 7.6 percent in 2023,  
an increase of $5.6 million, almost entirely due to compensation 
costs from filling open positions and merit increases.

Affiliated Organizations

Affiliated Organizations represent either grant or in-kind service 
support provided by the AMA to other foundations and societies. 
In some cases, the AMA is reimbursed for services provided. No 
net expenses were reported in 2023. 

Unallocated Overhead

The net expenses in this area include costs not allocated back 
to operating units such as corporate insurance and actuarial 
services, employee incentive compensation, valuation allowances 
or other reserves. In 2023, these expenses total $29.3 million,  
up from $18.6 million in 2022. Higher incentive compensation 
was the main factor in the increase.

Health2047 and Subsidiaries

AMA owns a business formation and commercialization 
enterprise designed to enhance AMA’s ability to define, create, 
develop and launch, with partners, a portfolio of products and 
technologies that will have a profound impact on many aspects 
of the U.S. health care system and population health, with a 
central goal of helping physicians in practice. The AMA Board of 
Trustees approved the use of reserves to establish this subsidiary 
with plans to use third-party resources to assist in funding 
spinoffs with commercial potential in future years. These liquidity 
events generally occur somewhere between eight and twelve 
years after the initial spinoff.

Health2047 funds initial projects and moves those that 
demonstrate commercial appeal into separate companies, along 
with necessary seed funding for the new companies. The initial 
stages generally involve seed money provided by Health2047, 
after which these companies should command additional 
investment from third parties to begin commercialization of 
the product, either through debt or equity financing. For those 
that achieve third-party funding, at some point in the future, 
the spinoffs will be sold or liquidated, at which time, AMA would 
expect to receive a financial return. 

Since 2017, Health2047 has spun off or invested in 12 companies, 
Akiri, Inc. (Akiri), First Mile Care, Inc. (FMC), HXSquare, Inc. (HXS), 
Zing Health Enterprises, LP (Zing), Medcurio, Inc. (Medcurio), 
Phenomix Sciences, Inc. (Phenomix), Sitebridge Research, Inc. 
(Sitebridge), Emergence Healthcare Group, Inc. (Emergence), Heal 
Security, Inc. (Heal), Evidium, Inc. (previously Recovery Exploration 
Technologies, Inc.) (Evidium), Scholar Rx, Inc. (Scholar Rx) and 
IntellixAI, Inc. (IntellixAI). 

In 2021 and 2022, Health2047 liquidated two of these companies, 
Akiri and HXS, as third-party financing efforts were unsuccessful. 
Upon liquidation of Akiri in 2022, there was an $11.6 million 
gain from recognizing deferred revenue and expense for a 
customer contract entered into and paid in an earlier year. There 
was no material gain or loss upon the HXS liquidation. In 2023, 
Health2047 liquidated Emergence and recorded a $2.2 million 
loss on liquidation.

As of December 31, 2023, Health2047 has an ownership interest 
in nine companies, including a consolidated subsidiary, FMC, one 
company accounted for using the equity method, Heal, and seven 
companies accounted for using the cost method, Zing, Medcurio, 
Phenomix, Sitebridge, Evidium, Scholar Rx and IntellixAI. The 
footnotes to AMA’s financial statements include a detailed 
discussion on accounting for Health2047 spinoff companies. 
Third-party financing is expected to cover most long-term future 
costs for many of these companies.

Health2047 revenue in 2023 totaled a negative $0.3 million, as 
the $1.2 million loss in earnings of affiliates was partially offset 
by investment income and other operating revenue totaling 
$0.9 million. In 2022, as result of the Akiri liquidation, Health2047 
recognized $14.3 million in revenue and $2.7 million in associated 
costs for creating a custom platform for a customer. Both revenue 
and expense had been received or incurred in prior years but 
were deferred until the project was completed or abandoned, 
which occurred in 2022. 

Costs increased by $0.9 million in 2023 as a $3.6 million 
increase was offset by the absence of the prior year $2.7 million 
recognition of deferred costs. The gross $3.6 million increase 
includes the $2.2 million loss on liquidation of Emergence, as well 
as $1.5 million in increased compensation.

Net expenses increased by $15.4 million in 2023 mainly due 
to the cost increases plus the absence of the net $11.6 million 
impact from recognizing the deferred revenue and expense that 
was reported in 2022.

The summary of group operating results is included on the 
following page.
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American Medical Association  
Group operating results

 Revenues  Margin (Expenses) 

(in millions) 2023 2022 2023 2022

Membership  $ 33.3  $ 33.7  $ 13.3  $ 12.7

Publishing, Health Solutions & Insurance
 Publishing   63.8   65.9   1.0   2.1
 Books and Digital Content   265.5   252.1   241.0   228.5
 Database Products   67.7   66.9   53.6   54.3
 Insurance Agency/Affinity Products   37.1   36.5   17.3   17.9
 Other business operations   -   -   (3.5)   (3.9)

  434.1   421.4   309.4   298.9

Investments (AMA-only)   18.1   14.1   17.4   13.4

Strategic Arcs, Accelerators & Core Mission Activities
 Improving Health Outcomes   -   -   (14.4)   (14.1)
 Medical Education/Accelerating Change in Medical Education   0.4   0.3   (17.2)   (14.3)
 AMA Ed Hub   0.3   0.4   (12.2)   (11.5)
 Professional Satisfaction and Practice Sustainability   0.6   0.4   (12.9)   (11.4)
 Advocacy   1.0   0.5   (34.0)   (28.3)
 Health, Science & Ethics   2.4   2.7   (5.9)   (4.8)
 Center for Health Equity   -   0.1   (16.3)   (16.8)
 Integrated Health Model Initiative   -   -   (7.5)   (5.1)
 Marketing and Member Experience   -   -   (19.5)   (19.1)
 Enterprise Communications   -   -   (4.6)   (4.6)
 United States Adopted Names Program   3.4   3.7   2.6   2.9

  8.1   8.1   (141.9)   (127.1)

Governance
 Board of Trustees and Officer Services   -   -   (6.8)   (6.3)
 House of Delegates, Sections, Special Constituencies & International  0.1   0.1   (10.9)   (10.3)

  0.1   0.1   (17.7)   (16.6)

Administration and Operations
 Information Technology   -   -   (34.2)   (32.7)
 Senior Executive Management   -   -   (7.5)   (5.6)
 General Counsel   -   -   (6.3)   (6.9)
 Finance & Risk Management   -   -   (9.0)   (7.7)
 Human Resources   -   -   (8.2)   (8.1)
 Corporate Services   -   -   (6.2)   (5.6)
 Customer Service   -   -   (3.6)   (3.4)
 Strategic Insights and Planning   -   -   (4.5)   (3.9)

  -   -   (79.5)   (73.9)

Affiliated Organizations   0.1   0.1   -   -

Unallocated Overhead   1.6   1.7   (29.3)   (18.6)

Health2047 & Subsidiaries   (0.3)   14.2   (16.9)   (1.5)
Consolidated revenue and income before tax  $ 495.1  $ 493.4   54.8   87.3

Income taxes   (5.1)   (4.4)
Consolidated net operating income  $ 49.7  $ 82.9
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American Medical Association and Subsidiaries 

CONSOLIDATED STATEMENTS OF ACTIVITIES
Years ended December 31

(in millions)  2023  2022

Revenues
Membership dues  $ 33.3  $ 33.8
Advertising   11.0   13.3
Journal print subscription revenues   2.7   2.9
Journal online revenues   31.6   30.8
Other publishing revenue   18.0   17.8
Books, newsletters and online product sales   23.8   24.7
Royalties and credentialing products   308.0   293.1
Insurance commissions   31.6   33.2
Investment income (Note 4)   21.3   15.1
Equity in losses of affiliates (Note 2)   (1.2)   (0.8)
Grants and other income   15.0   29.5

Total revenues   495.1   493.4

Expenses

Cost of products sold and selling expenses   27.8   30.6

Contribution to general and administrative expenses   467.3   462.8

General and administrative expenses
 Compensation and benefits   262.0   234.7
 Occupancy   21.2   21.4
 Travel and meetings   19.9   14.7
 Technology costs   33.9   29.5
 Marketing and promotion   20.7   21.3
 Professional services   29.7   29.2
 Other operating expenses   25.1   24.7
Total general and administrative expenses   412.5   375.5

Operating results before income taxes   54.8   87.3
Income taxes (Note 9)   5.1   4.4
Net operating results   49.7   82.9

Non-operating items
Net gain (loss) on investments (Note 4)   105.0   (115.1)
Defined benefit postretirement plan non-service periodic expense (Note 8)   (3.9)   (3.5)
Other non-operating income   0.6   0.7

Total non-operating items   101.7   (117.9)
Revenues in excess of (less than) expenses   151.4   (35.0)
Changes in defined benefit postretirement plans, other than periodic expense, net of tax (Notes 8 and 9)   (17.3)   29.4
Change in association equity   134.1   (5.6)

Change in donor restricted association equity
Restricted contributions   0.6   0.4
Net assets released from restriction   (0.7)   (0.3)
Change in association equity – donor restricted   (0.1)   0.1
Change in total association equity   134.0   (5.5)
Total association equity at beginning of year   889.4   894.9
Total association equity at end of year  $ 1,023.4  $ 889.4

See accompanying notes to the consolidated financial statements.
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American Medical Association and Subsidiaries 

CONSOLIDATED STATEMENTS OF FINANCIAL POSITION
As of December 31

 (in millions)  2023  2022

Assets
Cash, cash equivalents and donor-restricted cash  $ 36.1  $ 33.5
Fiduciary funds (Note 2)   21.8   22.1
Investments in affiliates (Note 2)   15.3   8.9
Accounts receivable and other receivables, net of an allowance for doubtful accounts of $0.3 in 2023 and 2022   104.5   101.5
Inventories   2.1   2.8
Prepaid expenses and deposits   10.5   11.7
Deferred income taxes (Note 9)   3.0   2.7

Investments (Note 4)   1,088.4   933.2

Property and equipment, net (Note 6)   27.3   33.3

Operating lease right-of-use assets (Note 10)   51.3   39.1

Other assets (Note 5)   9.8   8.2

 $ 1,370.1  $ 1,197.0

Liabilities, deferred revenue and association equity
Liabilities
 Accounts payable, accrued expenses and other liabilities  $ 15.1  $ 16.0
 Accrued payroll and employee benefits (Note 7)   54.9   45.7
 Accrued postretirement health care benefits (Note 8)   107.8   88.1
 Insurance premiums and other fiduciary funds payable (Note 2)   21.6   22.1
 Operating lease liability (Note 10)   71.1   65.3

  270.5   237.2
Deferred revenue
 Membership dues   13.2   13.9

 Subscriptions, licensing, insurance commissions and royalties   59.9   53.9

 Grants and other   3.1   2.6
  76.2   70.4

 Association equity   1,023.4   889.3

 Donor-restricted association equity   -   0.1
Total association equity   1,023.4   889.4

 $ 1,370.1  $ 1,197.0

See accompanying notes to the consolidated financial statements.
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American Medical Association and Subsidiaries 

CONSOLIDATED STATEMENTS OF CASH FLOWS
Years ended December 31

 (in millions)  2023  2022

Cash flows from operating activities
Change in total association equity  $ 134.0  $ (5.5)

Adjustments to reconcile change in association equity to net cash provided by operating activities
 Depreciation and amortization   11.7   12.2
 Postretirement health care expense   4.4   4.6
 Noncash operating lease expense   8.9   9.7
 Net (gain) loss on investments   (105.0)   115.1

 Equity in losses of affiliates   1.2   0.8

 Noncash charge (credit) for changes in defined benefit plans other than periodic expense net of tax   17.3   (29.4)

 Noncash loss (gain) upon liquidation of affiliate or subsidiary   2.2   (11.6)

 Loss on disposal of property and equipment   1.5   -

 Bad debt expense   0.1   0.1
 Other   (1.3)   (1.3)
 Changes in assets and liabilities
  Accounts receivable and other receivables   (3.1)   (13.1)
  Inventories   0.7   (1.1)
  Prepaid expenses and deposits   1.2   1.0
  Accounts payable, accrued liabilities and income taxes   (8.9)   (22.5)
  Accrued postretirement benefit costs   (3.0)   (2.7)
  Deferred revenue   5.8   (1.7)
Net cash provided by operating activities   67.7   54.6

Cash flows from investing activities

Purchase of property and equipment   (6.2)   (9.2)

Investment in affiliates   (8.7)   (2.3)
Purchase of investments   (876.0)   (538.3)
Proceeds from sale of investments   825.8   496.6
Net cash used in investing activities   (65.1)   (53.2)

Net change in cash, cash equivalents and donor restricted cash   2.6   1.4
Cash, cash equivalents and donor restricted cash at beginning of year   33.5   32.1

Cash, cash equivalents and donor restricted cash at end of year  $ 36.1  $ 33.5

Noncash operating activities
Right-of-use assets obtained in exchange for lease obligation  $ 17.8  $ 0.5

Noncash investing activities
Accounts payable for property and equipment additions  $ 1.3  $ 0.3

See accompanying notes to the consolidated financial statements.
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NOTES TO CONSOLIDATED FINANCIAL STATEMENTS
For the years ended December 31, 2023 and 2022
(Columnar amounts in millions)

1. Nature of operations
The American Medical Association (AMA) is a national 
professional association of physicians with approximately 283 
thousand members. The AMA serves the medical community 
and the public through standard setting and implementation 
in the areas of science, medical education, improving health 
outcomes, health equity, delivery and payment systems, ethics, 
representation and advocacy, policy development, and image 
and identity building. The AMA provides information and services 
to hundreds of thousands of physicians and includes journal and 
book publishing, physician credentialing, database licensing, 
insurance and other professional services for physicians.

The AMA classifies all operating results as revenues and expenses 
in the consolidated statements of activities. Non-operating 
items include net realized and unrealized gains and losses on 
investments, defined benefit postretirement plan non-service 
expense and other nonrecurring income or expense.

Donor-restricted association equity includes contributions 
restricted for use for a scope of practice program which are not 
available for general use by AMA.

2. Significant accounting 
policies 
Consolidation policy

The accompanying consolidated financial statements include 
the accounts of the AMA and its subsidiaries, AMA Services, Inc., 
American Medical Assurance Company and Health2047 Inc. 
(collectively, the AMA).

AMA, through its wholly owned subsidiary, Health2047 Inc. 
(Health2047), has investments in nine companies or limited 
partnerships as of December 31, 2023. Health2047 controls and 
therefore consolidates the results of one company, First Mile Care, Inc.

The equity method of accounting is used to account for 
investments in companies or limited partnerships in which 
the AMA has significant influence but not overall control. The 
investments are initially recorded at the original amounts paid 
for common and convertible preferred stock, and subsequently 
adjusted for the AMA’s share of undistributed earnings and losses 
from the underlying entities from the dates of formation. Each 
investment will be increased or reduced by any future additional 
contributions and distributions received, respectively. The cost 
method of accounting is used to account for investments in 
companies in which the AMA has neither significant influence 
nor overall control and where the fair value is not readily 
determinable.

The companies accounted for under the equity method of 
accounting during 2023 are Emergence Healthcare Group, Inc. 
(formed in January 2021 and liquidated in September 2023) and 
Heal Security, Inc. (formed in February 2021).

At December 31, 2023, AMA ownership interest is 33.3% in  
Heal Security, Inc. The book value of the investment accounted  
for under the equity method, net of convertible debt,  
at December 31, 2023 is $0.9 million.

In addition, at December 31, 2023, AMA has ownership interest of 
3.3% in Zing Health Enterprises, LP (formed in May 2020), 16.7% 
in Medcurio Inc., (formed in February 2020), 19.1% in Phenomix 
Sciences, Inc. (formed in August 2020), 11.3% in Evidium, Inc. 
(formerly Recovery Exploration Technologies, Inc., formed in 
August 2021), 18.4% in Sitebridge Research, Inc. (formed in 
January 2021), 6.0% in Scholar Rx, Inc. (formed in December 2022) 
and 6.1% in IntellixAI, Inc. (formed in May 2023). The investments 
in these entities are accounted for using the cost method, as 
AMA holds less than a 20% ownership and does not exercise 
significant influence over the entities. The book value of the seven 
investments carried at cost at December 31, 2023 is $14.4 million.

Health2047 had investments in nine companies or limited 
partnerships as of December 31, 2022. Health2047 controlled and 
therefore consolidated the results of two companies, First Mile Care, 
Inc. and Akiri, Inc. (Akiri). Akiri was liquidated during 2022 resulting 
in recognition of $14.3 million of deferred revenue, reported 
in grants and other income, and $2.7 million of deferred costs, 
included in cost of products sold and selling expenses, related to 
completion of a customer contract entered into during 2017.

The companies accounted for under the equity method of accounting 
during 2022 were: HXSquare, Inc. (formed in January 2019 and 
liquidated in February 2022), Emergence Healthcare Group, Inc., 
Heal Security, Inc., and Evidium, Inc. During 2022, the AMA ceased 
application of the equity method to account for the investment in 
Evidium, Inc. as additional third-party investment resulted in AMA 
no longer exercising significant influence over this entity.

At December 31, 2022, AMA ownership interest was 20.1% in 
Emergence Healthcare Group, Inc. and 33.3% in Heal Security, Inc. 
The book value of the two investments accounted for under the 
equity method, net of convertible debt, at December 31, 2022 
was $1.8 million.

In addition, at December 31, 2022, AMA had an ownership interest of 
3.6% in Zing Health Enterprises, LP, 12.1% in Medcurio Inc., 12.6% in 
Phenomix Sciences, Inc., 11.3% in Evidium, Inc., 18.8% in Sitebridge 
Research, Inc. and 6.0% in ScholarRx, Inc. The investments in 
these entities were accounted for using the cost method, as AMA 
held less than a 20% ownership and did not exercise significant 
influence over the entities. The book value of the six investments 
carried at cost at December 31, 2022 was $7.1 million.
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Use of estimates

Preparation of consolidated financial statements in conformity with 
accounting principles generally accepted (GAAP) in the United 
States of America requires management to make estimates and 
assumptions that affect reported amounts of assets, liabilities, 
revenues and expenses as reflected in the consolidated financial 
statements. Actual results could differ from estimates.

Cash equivalents

Cash equivalents consist of liquid investments with original 
maturities of three months or less and are recorded at cost,  
which approximates fair value.

Fiduciary funds

One of the AMA’s subsidiaries, the AMA Insurance Agency, Inc.,  
in its capacity as an insurance broker, collects premiums from the 
insured and, after deducting its commission, remits the premiums 
to the underwriter of the insurance coverage. Unremitted insurance 
premiums are invested on a short-term basis and are held in a 
fiduciary capacity. The AMA also collects and holds contributions 
on behalf of separate unincorporated entities with $2.4 million and 
$2.3 million held at December 31, 2023 and 2022, respectively.

Inventories

Inventories, consisting primarily of books and paper for 
publications, are valued at the lower of cost or net realizable value.

Property and equipment

Property and equipment are carried at cost, less accumulated 
depreciation and amortization. Depreciation and amortization 
are computed using the straight-line method over the estimated 
useful lives of the assets. Furniture and office equipment, 
hardware and software are depreciated or amortized over three 
to 10 years. Leasehold improvements are depreciated over the 
shorter of the estimated useful lives or the remaining lease term.

Revenue recognition

Revenue is recognized upon transfer of control of promised 
products or services to customers in an amount that reflects 
the consideration that AMA expects to receive in exchange 
for those products or services. AMA enters into contracts that 
generally include only one product or service and as such, are 
distinct and accounted for as separate performance obligations. 
Revenue is recognized net of allowances for returns and any taxes 
collected from customers, which are subsequently remitted to 
governmental authorities.

Nature of products and services

Membership dues are deferred and recognized as revenue in 
equal monthly amounts during the applicable membership  
year, which is a calendar year.

Licensing and subscriptions to scientific journals, site licenses, 
newsletters or other online products are recognized as revenue 

ratably over the terms of the subscriptions or service period. 
Advertising revenue and direct publication costs are recognized 
in the period the related journal is issued. Book and product sales 
are recognized at the time the book or product is shipped or 
otherwise delivered to the customer. Royalties are recognized as 
revenue over the royalty term. Insurance brokerage commissions 
on individual policies are recognized as revenue on the date they 
become effective or are renewed, to the extent services under the 
policies are complete. Brokerage commissions or plan rebates on 
the group products are recognized as revenue ratably over the 
term of the contract as services are rendered.

Contract balances

AMA records a receivable when the performance obligation is 
satisfied and revenue is recognized. For agreements covering 
subscription or service periods, AMA generally records a receivable 
related to revenue recognized for the subscription, license or royalty 
period. For sales of books and products, AMA records a receivable 
at the time the product is shipped or otherwise delivered to the 
customer. These amounts are included in accounts receivable on 
the consolidated statements of financial position and the balance, 
net of allowance for doubtful accounts, was $98.4 million and 
$96.3 million as of December 31, 2023 and 2022, respectively.

The allowance for doubtful accounts reflects AMA’s best estimate 
of probable losses inherent in the accounts receivable balance. 
The allowance is based on historical experience and other 
currently available evidence.

Payment terms and conditions vary by contract type, although terms 
generally include a requirement of payment within 30 to 60 days. 
Some annual licensing agreements carry longer payment terms. 
In instances where the timing of revenue recognition differs from 
the timing of invoicing, AMA has determined that these contracts 
generally do not include a significant financing component.

Prepaid dues by members are included as deferred membership 
dues revenue in the consolidated statements of financial position. 
Prepayments by customers in advance of the subscription, 
royalty or insurance coverage period are recorded as deferred 
subscriptions, licensing, insurance commissions and royalty 
revenue in the consolidated statements of financial position.

Income taxes

The AMA is an exempt organization as defined by Section 501(c)(6) 
of the Internal Revenue Code and is subject to income taxes only 
on income determined to be unrelated business taxable income. 
The AMA’s subsidiaries are taxable entities and are subject to 
income taxes. See note 9.

Changes in presentation

In 2023, AMA realigned its business units to better reflect the 
current operations of the organization. As a result, the presentation 
of the functional expenses for 2022 in footnote 14 have been 
updated to be consistent with the current presentation.



32 
 
2023 AMA ANNUAL REPORT

3. New accounting 
standards update
In August 2020, Financial Accounting Standards Board (FASB) 
issued Accounting Standards Update (ASU) No. 2020-06, Debt 
— Debt with Conversion and Other Options (Subtopic 470-20) 
and Derivatives and Hedging — Contracts in Entity’s Own Equity 
(Subtopic 815-40) — Accounting for Convertible Instruments and 
Contracts in an Entity’s Own Equity. The amendments in this 
update are expected to improve, simplify, and enhance the 
financial reporting requirements for convertible instruments 
and contracts in an entity’s own equity for all entities, including 
private companies. The new guidance is effective for the AMA for 
the year ending December 31, 2024. AMA does not expect there 
to be a material impact on the consolidated financial statements 
upon adoption.

In December 2023, FASB issued ASU No. 2023-09, Improvements 
to Income Tax Disclosures. This requires an entity to report the 
amount of income taxes paid disaggregated by federal, state, 
and foreign taxes as well as the amount of income taxes paid 
disaggregated by individual jurisdictions in which income taxes 
paid is equal to or greater than five percent of total income taxes 
paid. The new standard is effective for AMA for annual periods 
beginning after December 15, 2025. The adoption of the standard 
will expand certain footnote disclosures but will not have an 
impact on the AMA’s consolidated financial statements.

4. Investments
Investments include marketable securities and venture capital 
and private equity investments that are carried at fair value.

In determining fair value, the AMA uses various valuation 
approaches. The FASB’s Accounting Standards Codification 
(ASC) Topic 820, Fair Value Measurements and Disclosures, 
establishes a hierarchy for inputs used in measuring fair value 
that maximizes the use of observable inputs and minimizes the 
use of unobservable inputs by requiring that the most observable 
inputs be used when available. Observable inputs are inputs that 
market participants would use in pricing the asset based on market 
data obtained from sources independent of the organization. 
Unobservable inputs are inputs that would reflect an organization’s 
assumptions about the assumptions market participants would 
use in pricing the asset developed based on the best information 
available in the circumstances. The hierarchy is broken down into 
three levels based on the observability of inputs as follows:

Level 1—Valuations based on quoted prices in active markets for 
identical assets that the organization has the ability to access. 
Since valuations are based on quoted prices that are readily 
and regularly available in an active market, valuation of these 
products does not entail a significant degree of judgment.

Level 2—Valuations based on one or more quoted prices in 
markets that are not active or for which all significant inputs are 
observable, either directly or indirectly.

Level 3—Valuations based on inputs that are unobservable and 
significant to the overall fair value measurement.

The availability of observable inputs can vary from instrument to 
instrument and is affected by a wide variety of factors, including, 
for example, the liquidity of markets and other characteristics 
particular to the transaction. To the extent that valuation is based 
on models or inputs that are less observable or unobservable in 
the market, the determination of fair value requires more judgment.

The AMA uses prices and inputs that are current as of the 
measurement date, obtained through a third-party custodian 
from independent pricing services.

A description of the valuation techniques applied to the major 
categories of investments measured at fair value is outlined below.

Exchange-traded equity securities are valued based on quoted 
prices from the exchange. To the extent these securities are 
actively traded, valuation adjustments are not applied and they 
are categorized in Level 1 of the fair value hierarchy.

Mutual funds are open-ended Securities and Exchange 
Commission (SEC) registered investment funds with a daily 
net asset value (NAV). The mutual funds allow investors to sell 
their interests to the fund at the published daily NAV, with no 
restrictions on redemptions. These mutual funds are categorized 
in Level 1 of the fair value hierarchy.

The fair value of corporate debt securities is estimated using 
recently executed transactions, market price quotations (where 
observable) or bond spreads. If the spread data does not 
reference the issuer, then data that reference a comparable issuer 
are used. Corporate debt securities are generally categorized in 
Level 2 of the fair value hierarchy.

U.S. government agency securities consist of two categories of 
agency issued debt. Non-callable agency issued debt securities 
are generally valued using dealer quotes. Callable agency issued 
debt securities are valued by benchmarking model-derived 
prices to quoted market prices and trade data for identical 
or comparable securities. Agency issued debt securities are 
categorized in Level 2 of the fair value hierarchy.

U.S. government securities are valued using quoted prices 
provided by a vendor or broker-dealer. These securities are 
categorized in Level 2 of the fair value hierarchy, as it is difficult 
for the custodian to accurately assess at a security level whether a 
quoted trade on a bond represents an active market.

Foreign and U.S. state government securities are valued using 
quoted prices in active markets when available. To the extent 
quoted prices are not available, fair value is determined based on 
interest rate yield curves, cross- currency basis index spreads, and 
country credit spreads for structures similar to the bond in terms 
of issuer, maturity, and seniority. These investments are generally 
categorized in Level 2 of the fair value hierarchy.
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Investments also include investments in a diversified closed end 
private equity fund with a focus on buyout and secondary market 
opportunities in the United States and the European Union, 
as well as an investment in a venture capital fund focused on 
companies developing promising health care technologies that 
can be commercialized into revolutionary products and services 
that improve the practice of medicine and the delivery and 
management of health care. The investments are not redeemable 
and distributions are received through liquidation of the 
underlying assets of the funds. It is estimated that the underlying 
assets will be liquidated over the next four to ten years. The 
fair value estimates of these investments are based on NAV as 
provided by the investment managers. Unfunded commitments 
as of December 31, 2023, and 2022 totaled $81.1 million and 
$80.1 million, respectively.

The AMA manages its investments in accordance with Board-
approved investment policies that establish investment 
objectives of real inflation-adjusted growth over the investment 
time horizon, with diversification to provide a balance between 
long-term growth objectives and potential liquidity needs.

The following table presents information about the AMA’s 
investments measured at fair value as of December 31. In accordance 
with ASC Subtopic 820-10, investments that are measured at 
fair value using the NAV per share (or its equivalent) practical 
expedient have not been classified in the fair value hierarchy. 
The fair value amounts presented in this table are intended to 
permit reconciliation of the fair value hierarchy to the amounts 
presented in the consolidated statements of financial position.

2023 2022

Level 1 – Quoted prices in active market for identical securities
 Equity securities  $ 544.3  $ 419.9
 Fixed-income mutual funds   19.4   27.1
   563.7   447.0

Level 2 – Significant other observable inputs 
 Debt securities
  Corporate   126.0   106.7
  U.S. government and federal agency   254.3   264.8
  Foreign government   28.3   24.7
  U.S. state government   0.1   0.1

  408.7   396.3

Other investments measured at NAV – Private equity and 
  venture capital funds   116.0   89.9
Investments  $ 1,088.4  $ 933.2

Interest and dividends are included in investment income as 
operating revenue while realized and unrealized gains and losses 
are included as a component of non-operating items.

Investment income consists of: 

2023 2022

Investment dividend and interest income  $ 25.0  $ 18.3
Management fees   (3.7)   (3.2)

 $ 21.3  $ 15.1

Investment non-operating items include:

2023 2022

Realized gains on investments, net  $ 15.2  $ 6.4
Unrealized gains (losses) on investments, net   89.8   (121.5)

 $ 105.0  $ (115.1)

5. Other assets
Other assets include investments in mutual funds maintained in 
separate accounts designated for various nonqualified benefit 
plans that are not available for operations. Mutual funds are 
open-ended SEC registered investment funds with a daily NAV. 
The mutual funds allow investors to sell their interests to the fund 
at the published daily NAV, with no restrictions on redemptions. 
These mutual funds are categorized in Level 1 of the fair value 
hierarchy. The investments totaled $9.8 million and $8.2 million as 
of December 31, 2023 and 2022, respectively.

6. Property and equipment
Property and equipment at December 31 consists of:

2023 2022

Leasehold improvements  $ 36.2  $ 39.0
Furniture and office equipment   17.5   19.9
Information technology 
 Hardware   11.6   12.9
 Software   96.6   94.4
   161.9   166.2

Accumulated depreciation and amortization    (134.6)   (132.9)
Property and equipment, net  $ 27.3  $ 33.3

7. Retirement savings plan
The AMA has a 401(k) retirement and savings plan, which allows 
eligible employees to contribute up to 75 percent of their 
compensation annually, subject to Internal Revenue Service 
(IRS) limits. The AMA matches 100 percent of the first three 
percent and 50 percent of the next two percent of employee 
contributions. The AMA may, at its discretion, make additional 
contributions for any year in an amount up to two percent of 
the compensation for each eligible employee. Compensation is 
subject to IRS limits and excludes bonuses and severance pay. 
AMA matching and discretionary contribution expense totaled 
$9.2 million and $8.3 million in 2023 and 2022, respectively.
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8. Postretirement health 
care benefits
The AMA provides health care benefits to retired employees who 
were employed on or prior to December 31, 2010. After that date, 
no individual can become a participant in the plan. Generally, 
qualified employees become eligible for these benefits if they 
retire in accordance with the plan provisions and are participating 
in the AMA medical plan at the time of their retirement. The 
AMA shares the cost of the retiree health care payments with 
retirees, paying approximately 60 to 80 percent of the expected 
benefit payments. The AMA has the right to modify or terminate 
the postretirement benefit plan at any time. Other employers 
participate in this plan and liabilities are allocated between the 
AMA and the other employers.

The AMA has applied for and received the federal subsidy to 
sponsors of retiree health care benefit plans that provides 
a prescription drug benefit that is actuarially equivalent 
to Medicare Part D under the Medicare Prescription Drug, 
Improvement and Modernization Act of 2003. In accordance with 
ASC Topic 958-715, Compensation-Retirement Benefits, the AMA 
initially accounted for the subsidy as an actuarial experience gain 
to the accumulated postretirement benefit obligation.

The postretirement health care plan is unfunded. In accordance 
with ASC Topic 958-715, the AMA recognizes this liability in its 
consolidated statements of financial position.

The following reconciles the change in accumulated benefit 
obligation and the amounts included in the consolidated 
statements of financial position at December 31:

2023 2022

Benefit obligation at beginning of year  $ 88.1  $ 117.5
Service cost   0.5   1.1
Interest cost   4.4   3.1
Benefits paid   (4.4)   (4.1)
Participant contributions   1.2   1.2
Federal subsidy   0.2   0.2
Actuarial loss (gain)   17.8   (30.9)
Accrued postretirement benefit costs  $ 107.8  $ 88.1

The postretirement health care plan accumulated gains or losses 
not yet recognized as a component of periodic postretirement 
health care expense, but included as an accumulated charge or 
credit to equity as of December 31 are:

2023 2022

Actuarial losses (gains)  $ 8.6  $ (9.7)

Actuarial assumptions used in determining the accumulated 
benefit obligation at December 31 are:

2023 2022

Discount rate 5.0% 5.2%
Initial health care cost trend 8.5% 7.0%
Ultimate health care cost trend 4.0% 4.0%
Year that the rate reaches the ultimate trend rate 2047 2046

The change in the initial health care cost trend from 7.0% to 8.5% 
and claims cost experience were the major drivers of the $17.8 
million actuarial loss in 2023. The change in the discount rate from 
2.8% at the end of 2021 to 5.2% in 2022 was the major driver of the 
$30.9 million actuarial gain in 2022.

AMA recognizes postretirement health care expense in its 
consolidated statements of activities. The service cost component 
is included as part of compensation and benefits expense and  
the other components of expense are recognized as a non-
operating item:

2023 2022

Service cost  $ 0.5  $ 1.1
Non-service costs
 Interest cost   4.4   3.1
 Amortization of actuarial (gain) loss   (0.5)   0.4
Total non-service costs   3.9   3.5

 $ 4.4  $ 4.6

Postretirement health care-related changes, other than periodic 
expense, that have been included as a charge or credit to 
unrestricted equity consist of:

2023 2022

Actuarial (loss) gain arising during period  $ (17.8) $ 30.9
Reclassification adjustment for recognition of actuarial 
  (gain) loss   (0.5)  0.4
Change in association equity  $ (18.3)  $ 31.3

Actuarial assumptions used in determining postretirement  
health care expense are the same assumptions noted in the 
table above for determining the accumulated benefit obligation, 
except as follows:

2023 2022

Discount rate 5.2% 2.8%
Initial health care cost trend 7.0% 6.1%

The following postretirement health care benefit payments are 
expected to be paid by the AMA, net of contributions by retirees 
and federal subsidies:

2024  $ 3.7

2025   4.1
2026   4.5
2027   4.8
2028   5.1
2029 – 2033   30.1
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9. Income taxes
The provision for income taxes includes:

2023 2022

Operating
 Current  $ 4.4  $ 4.3
 Deferred   (4.6)  (21.4)
 Valuation allowance   5.3   21.5

  5.1   4.4
Tax (benefit) expense related to credits or charges to equity
 Deferred   (1.0)  1.9

 $ 4.1  $ 6.3

As prescribed under ASC Topic 740, Income Taxes, the AMA 
determines its provision for income taxes using the asset and 
liability method. Under this method, deferred tax assets and 
liabilities are recognized for future tax effects of temporary 
differences between the consolidated financial statement 
carrying amounts of existing assets and liabilities and their 
respective tax basis.

The deferred tax benefit or expense from credits or charges 
to equity represents the estimated tax benefit from recording 
unrecognized actuarial losses and prior service credits for the 
postretirement health care plan, pursuant to ASC Topic 958-715.

Valuation allowances are provided to reduce deferred tax assets 
to an amount that is more likely than not to be realized. The AMA 
evaluates the likelihood of realizing its deferred tax assets by 
estimating sources of future taxable income and assessing whether 
or not it is likely that future taxable income will be adequate for 
the AMA to realize the deferred tax asset. The valuation allowance 
reflects the fact that deferred tax assets include future expected 
benefits, largely related to retiree health care payments, that may 
not be deductible due to a projected lack of taxable advertising 
income in future years as well as net operating or capital losses 
where recoverability will not occur until future taxable income is 
generated. Increases or decreases in deferred tax assets, where 
future benefits are considered unlikely, will result in an equal 
and offsetting change in the valuation reserve. If the AMA were 
to make a determination in future years that these deferred tax 
assets would be realized, the related valuation allowance would 
be reduced and a benefit to earnings recorded.

Deferred tax assets recognized in the consolidated statements  
of financial position at December 31 are:

2023 2022

Net operating and capital loss carryforward  $ 26.5  $ 21.4
Benefit plans and compensation   5.9   5.2
Other   (0.1)   0.1

  32.3   26.7
Valuation allowance   (29.3)   (24.0)
  $ 3.0  $ 2.7

Cash payments for income taxes were $4.4 million and $4 million 
in 2023 and 2022, respectively, net of refunds.

AMA’s federal taxes are open to examination by taxing authorities 
from 2020 through 2023. AMA’s state taxes are open to 
examination for various years depending on the jurisdiction.

10. Leases
AMA leases office space at a number of locations and the initial 
terms of the office leases range from four years to 15 years. Most 
office space leases have options to renew at then prevailing 
market rates, or, in one circumstance, early terminate or contract 
with appropriate notice and termination payments. As any 
renewal, termination, or contraction is at the sole discretion of 
AMA, and at this date is not certain, renewal and termination 
options are not included in the right-of-use asset (ROU asset) 
or lease liability. AMA also leases copiers and printers in several 
locations, with initial terms generally of four years.

The lease agreements do not contain variable lease payments, 
residual value guarantees or material restrictive covenants.  
All leases are classified as operating leases.

AMA leases do not provide an implicit interest rate and as such, 
AMA calculates the lease liability at lease commencement 
or remeasurement date as the present value of unpaid lease 
payments using an estimated incremental borrowing rate. The 
incremental borrowing rate represents the rate of interest that 
AMA estimates it would have to pay to borrow an amount equal 
to the lease payments on a collateralized basis over a similar term, 
based on information available at the time of commencement or 
remeasurement.

During 2023, AMA extended the term of the main headquarters 
lease for an additional seven years in return for certain concessions. 
The ROU asset and lease liability were remeasured as of the 
modification date and the impact of the extension is a $17.7 
million increase in the ROU asset and corresponding lease 
liability. In addition, AMA exercised early termination options of 
two small satellite office leases, with a termination penalty.  
The impact of the early terminations was not material.

During 2022, AMA exercised a contraction option that reduced 
the square footage at the main headquarters by approximately 
10%, with a contraction penalty. The ROU asset and lease liability 
were remeasured as of the lease modification date and the 
impact of the contraction was reflected in the ROU asset and 
lease liability as of December 31, 2022. ROU assets decreased  
$1.3 million, lease liabilities decreased $2.3 million, with the 
resulting net gain of $1 million included as a reduction to other 
operating expense in 2022.

Operating lease costs totaled $8.9 million in 2023 and $9.7 million 
in 2022. Cash paid for amounts included in the measurement of lease 
liabilities totaled $15.3 million in 2023 and $13.2 million in 2022.

The remaining weighted-average lease term is 11.1 years  
and 6.3 years as of December 31, 2023 and 2022, respectively.  
The weighted-average discount rate used for operating leases  
is 7.2% and 5% for 2023 and 2022, respectively.
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The maturity of lease liabilities as of December 31, 2023:

2024   11.5

2025   8.2
2026   1.9
2027   1.9
2028   5.6
2029 and beyond   80.4
Total lease payments   109.5

Less imputed interest   (38.4)
Present value of lease obligations  $ 71.1

In addition to the above, as of December 31, 2023, AMA entered 
into a lease for a satellite office that will commence in 2024 with 
aggregate future lease payments totaling $4 million.

11. Financial asset 
availability and liquidity
AMA has a formal reserve policy that defines the reserve 
investment portfolios as pools of liquid net assets that can be 
accessed to mitigate the impact of undesirable financial events 
or to pursue opportunities of strategic importance that may arise, 
as well as provide a source of capital appreciation. The policy 
establishes minimum required dollar levels required to be held in 
the portfolios (defined as an amount equal to one-year’s general 
and administrative operating expenses plus long-term liabilities). 
The policy also covers the use of dividend and interest income, 
establishes criteria for use of the funds and outlines the handling 
of excess operating funds on an annual basis.

Dividend and interest income generated from the reserve 
portfolios are transferred to operating funds monthly and used  
to fund operations. The formal reserve policy contemplates use  
of reserve portfolio funds for board approved time- or dollar-
limited strategic outlays, to the extent that the reserve portfolio 
balances exceed the minimum amount established by policy.  
All surplus funds generated from operations annually (defined as 
operating cash plus other current assets minus current liabilities 
and deferred revenue at year-end) are transferred to the reserve 
portfolios after year-end. The reserve policy does not cover the 
for-profit subsidiaries’ activities.

AMA invests cash in excess of projected weekly requirements in 
short-term investments and money market funds. AMA does not 
maintain any credit facilities as the reserve portfolios provide 
ample protection against any liquidity needs.

The following reflects AMA’s financial assets as of December 
31 reduced by amounts not available for general use that have 
been set aside for long-term investing in the reserve investment 
portfolios or funds subject to donor restrictions. AMA’s financial 
assets include cash, cash equivalents and donor restricted cash, 
short-term investments and long-term investments in the  
reserve portfolios.

2023 2022

Financial assets  $ 1,124.5  $ 966.7
 Less assets unavailable for general expenditures: 
   Restricted by governing body primarily for  

   long- term investing or for governing body 
approved outlays

   
   
 (1,021.2)   (841.4) 

Financial assets available to meet cash needs for general 
  expenditures within one year  $ 103.3  $  125.3 

 
In addition to financial assets available to meet general 
expenditures over the next 12 months, the AMA operates under 
a policy that requires an annual budget surplus, excluding time- 
or dollar-limited strategic expenditures approved by the board, 
and anticipates generating sufficient revenue to cover general 
ongoing expenditures on an annual basis.

12. Contingencies
In the opinion of management, there are no pending legal 
actions for which the ultimate liability will have a material effect 
on the equity of the AMA.

13. Subsequent events
ASC Topic 855, Subsequent Events, establishes general standards 
of accounting for and disclosure of events that occur after the 
consolidated balance sheet date but before consolidated financial 
statements are issued or are available to be issued.

For the year ended December 31, 2023, the AMA has evaluated all 
subsequent events through February 9, 2024, which is the date 
the consolidated financial statements were available to be issued, 
and concluded no additional subsequent events have occurred 
that would require recognition or disclosure in these consolidated 
financial statements that have not already been accounted for.
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14. Functional expenses
The costs of providing program and other activities have been summarized on a functional basis in the consolidated statements of 
activities. Certain costs have been allocated among the Strategic Arcs and Core Mission Activities, Publishing, Health Solutions and 
Insurance, Membership and other supporting services.

The expenses that are allocated and the method of allocation include the following: fringe benefits based on percentage of 
compensation and occupancy based on square footage. All other expenses are direct expenses of each functional area.

Membership

Publishing, 
Health  

Solutions  
and Insurance

Investments 
(AMA only)

Strategic Arcs 
and Core  

Mission  
Activities

Governance, 
Administration 
and Operations

Health2047  
and  

Subsidiaries Total

Cost of products sold and selling expense  $ -  $ 27.8  $ -  $ -  $ -  $ -  $ 27.8
Compensation and benefits   6.7   65.5   -   87.7   93.6   8.5   262.0
Occupancy   0.5   5.5   -   7.0   7.3   0.9   21.2
Travel and meetings   0.1   3.4   -   7.9   8.0   0.5   19.9
Technology costs   1.1   12.1   -   8.4   12.2   0.1   33.9
Marketing and promotion   10.5   1.2   -   8.3   -   0.7   20.7
Professional services   0.2   4.2   0.3   18.5   3.4   3.1   29.7
Other operating expense   0.9   5.0   0.4   12.2   3.8   2.8   25.1
2023 total expense  $ 20.0  $ 124.7  $ 0.7  $ 150.0  $ 128.3  $ 16.6  $ 440.3

Cost of products sold and selling expense  $ -  $ 27.9  $ -  $ -  $ -  $ 2.7  $ 30.6
Compensation and benefits   6.4   65.1   -   78.1   78.1   7.0   234.7
Occupancy   0.4   5.7   -   6.9   7.1   1.3   21.4
Travel and meetings   0.1   2.6   -   4.5   7.2   0.3   14.7
Technology costs   1.0   11.0   -   7.1   10.3   0.1   29.5
Marketing and promotion   11.7   0.1   -   8.9   -   0.6   21.3
Professional services   0.4   4.2   0.3   17.6   3.7   3.0   29.2
Other operating expense   1.0   5.9   0.4   12.1   4.6   0.7   24.7
2022 total expense  $ 21.0  $ 122.5  $ 0.7  $ 135.2  $ 111.0  $ 15.7  $ 406.1
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The Board of Trustees of American Medical Association

Opinion

We have audited the consolidated financial statements of 
American Medical Association (the “AMA”) and subsidiaries, 
which comprise the consolidated statements of financial position 
as of December 31, 2023 and 2022, and the related consolidated 
statements of activities and cash flows for the years then ended, 
and the related notes to the consolidated financial statements 
(collectively referred to as the “financial statements”).

In our opinion, the accompanying financial statements 
present fairly, in all material respects, the financial position  
of the AMA as of December 31, 2023 and 2022, and the results 
of its operations and its cash flows for the years then ended in 
accordance with accounting principles generally accepted in 
the United States of America.

Basis for Opinion

We conducted our audits in accordance with auditing standards 
generally accepted in the United States of America (GAAS). Our 
responsibilities under those standards are further described in the 
Auditor’s Responsibilities for the Audit of the Financial Statements 
section of our report. We are required to be independent of the 
AMA and to meet our other ethical responsibilities, in accordance 
with the relevant ethical requirements relating to our audits.  
We believe that the audit evidence we have obtained is sufficient 
and appropriate to provide a basis for our audit opinion.

Responsibilities of Management for  
the Financial Statements

Management is responsible for the preparation and fair 
presentation of the financial statements in accordance with 
accounting principles generally accepted in the United 
States of America, and for the design, implementation, and 
maintenance of internal control relevant to the preparation 
and fair presentation of financial statements that are free from 
material misstatement, whether due to fraud or error.

In preparing the financial statements, management is required 
to evaluate whether there are conditions or events, considered 
in the aggregate, that raise substantial doubt about the AMA’s 
ability to continue as a going concern for one year after the 
date that the financial statements are available to be issued.

Auditor’s Responsibilities for the Audit 
of the Financial Statements

Our objectives are to obtain reasonable assurance about 
whether the financial statements as a whole are free from 
material misstatement, whether due to fraud or error, and to 
issue an auditor’s report that includes our opinion. Reasonable 

assurance is a high level of assurance but is not absolute 
assurance and therefore is not a guarantee that an audit 
conducted in accordance with GAAS will always detect a 
material misstatement when it exists. The risk of not detecting 
a material misstatement resulting from fraud is higher than 
for one resulting from error, as fraud may involve collusion, 
forgery, intentional omissions, misrepresentations, or the 
override of internal control. Misstatements are considered 
material if there is a substantial likelihood that, individually or 
in the aggregate, they would influence the judgment made by 
a reasonable user based on the financial statements.

In performing an audit in accordance with GAAS, we:

•  Exercise professional judgment and maintain 
professional skepticism throughout the audit.

•  Identify and assess the risks of material misstatement 
of the financial statements, whether due to fraud 
or error, and design and perform audit procedures 
responsive to those risks. Such procedures include 
examining, on a test basis, evidence regarding the 
amounts and disclosures in the financial statements.

•  Obtain an understanding of internal control relevant 
to the audit in order to design audit procedures 
that are appropriate in the circumstances, but 
not for the purpose of expressing an opinion on 
the effectiveness of the AMA’s internal control. 
Accordingly, no such opinion is expressed.

•  Evaluate the appropriateness of accounting 
policies used and the reasonableness of significant 
accounting estimates made by management, as well 
as evaluate the overall presentation of the financial 
statements.

•  Conclude whether, in our judgment, there are 
conditions or events, considered in the aggregate, 
that raise substantial doubt about the AMA’s ability 
to continue as a going concern for a reasonable 
period of time.

We are required to communicate with those charged with 
governance regarding, among other matters, the planned 
scope and timing of the audit, significant audit findings, and 
certain internal control-related matters that we identified 
during the audit.

Deloitte & Touche LLP 
Chicago, Illinois 
February 9, 2024

INDEPENDENT AUDITOR’S REPORT
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WRITTEN STATEMENT OF CERTIFICATION OF  
CHIEF EXECUTIVE OFFICER AND CHIEF FINANCIAL OFFICER
The undersigned hereby certify that the information contained 
in the consolidated financial statements of the American Medical 
Association for the years ended December 31, 2023 and 2022 
fairly present, in all material respects, the financial condition and 
the results of operations of the American Medical Association.

James L. Madara, MD 
Executive Vice President and Chief Executive Officer

Denise M. Hagerty 
Senior Vice President and Chief Financial Officer

February 9, 2024
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REPORT OF THE BOARD OF TRUSTEES 
 

 
B of T Report 04-A-24 

 
 
Subject: AMA 2025 Dues 
 
Presented by: 

 
Willie Underwood, III, MD, MSc, MPH, Chair 

 
Referred to: 

 
Reference Committee F 

  
 
 1 
Our American Medical Association (AMA) last raised its dues in 1994. The AMA continues to 2 
invest in improving the value of membership. As our AMA’s membership benefits portfolio is 3 
modified and enhanced, management will continuously evaluate dues pricing to ensure 4 
optimization of the membership value proposition. 5 
 6 
RECOMMENDATION 7 
 8 
2025 Membership Year 9 
 10 
The Board of Trustees recommends no change to the dues levels for 2024, that the following be 11 
adopted and that the remainder of this report be filed: 12 
 13 

Regular Members $ 420 14 
Physicians in Their Fourth Year of Practice $ 315 15 
Physicians in Their Third year of Practice $ 210 16 
Physicians in Their Second Year of Practice $ 105 17 
Physicians in Their First Year of Practice $ 60 18 
Physicians in Military Service $ 280 19 
Semi-Retired Physicians $ 210 20 
Fully Retired Physicians $ 84 21 
Physicians in Residency/Fellow Training $ 45 22 
Medical Students $ 20 23 

 24 
(Directive to Take Action) 25 
 
Fiscal Note: No significant fiscal impact. 
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REPORT OF THE BOARD OF TRUSTEES 
 

 
B of T Report 21-A-24 

 
 
Subject: American Medical Association Meeting Venues and Accessibility 

(Board of Trustees Report 12-I-23, RES 602-I-22) 
 
Presented by: 

 
Willie Underwood, III, MD, MSc, MPH, Chair  
 

Referred to: Reference Committee F  
  

 
At the 2023 Interim Meeting, Board of Trustees Report 12 American Medical Association Meeting 1 
Venues and Accessibility responded to Resolution 602-I-22 and proposed amendments to Policy 2 
G-630.140 which would have expanded options for meeting venues selection. The Report was 3 
referred to the 2024 Annual meeting. Policy G-630.140 (4) states:  4 
 5 

4. It is the policy of our AMA not to hold meetings organized and/or primarily sponsored by 6 
our AMA, in cities, counties, or states, or pay member, officer or employee dues in any club, 7 
restaurant, or other institution, that has exclusionary policies, including, but not limited to, 8 
policies based on, race, color, religion, national origin, ethnic origin, language, creed, sex, 9 
sexual orientation, gender, gender identity and gender expression, disability, or age unless 10 
intended or existing contracts or special circumstances justify an exception to this policy. 11 
 12 

This report responds to referred Board of Trustees Report 12, specifically addressing concerns 13 
about assurances and guarantees for personal safety and medical care in an emergency.  14 
 15 
DISCUSSION 16 
 17 
The Board has heard member concerns and recommends that current policy remain in place and be 18 
strictly enforced at all AMA meetings of the AMA. It is at the discretion of the House of Delegates 19 
to change current policy. 20 
 21 
CONCLUSION  22 
 23 
This principled approach reflects the AMA's ongoing commitment to advocating for policies that 24 
safeguard reproductive rights and combat discrimination. The organization remains steadfast in 25 
promoting an inclusive and supportive environment for all members and attendees. 26 
  27 
RECOMMENDATION 28 
 29 
The Board therefore recommends Policy G-630.140 be reaffirmed and is strictly enforced as a 30 
resolute stance against all forms of discrimination, and support of evidenced-based medicine, 31 
underscoring our commitment to fostering an inclusive and safe environment for all attendees. This 32 
strategic recommendation places a primary emphasis on prioritizing attendee safety, reflecting the 33 
values and principles upheld by the AMA.  34 
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Relevant AMA Policy 1 
 2 
Policy G-630.140 Lodging, Meeting Venues, and Social Functions 3 
1. Our AMA supports choosing hotels for its meetings, conferences, and conventions based on size, 4 
service, location, cost, and similar factors. 5 
2. Our AMA shall attempt, when allocating meeting space, to locate the Section Assembly 6 
Meetings in the House of Delegates Meeting hotel or in a hotel in close proximity. 7 
3. All meetings and conferences organized and/or primarily sponsored by our AMA will be held in 8 
a town, city, county, or state that has enacted comprehensive legislation requiring smoke-free 9 
worksites and public places (including restaurants and bars), unless intended or existing contracts 10 
or special circumstances justify an exception to this policy, and our AMA encourages state and 11 
local medical societies, national medical specialty societies, and other health organizations to adopt 12 
a similar policy. 13 
4. It is the policy of our AMA not to hold meetings organized and/or primarily sponsored by our 14 
AMA, in cities, counties, or states, or pay member, officer or employee dues in any club, 15 
restaurant, or other institution, that has exclusionary policies, including, but not limited to, policies 16 
based on, race, color, religion, national origin, ethnic origin, language, creed, sex, sexual 17 
orientation, gender, gender identity and gender expression, disability, or age unless intended or 18 
existing contracts or special circumstances justify an exception to this policy. 19 
5. Our AMA staff will work with facilities where AMA meetings are held to designate an area for 20 
breastfeeding and breast pumping. 21 
6. All future AMA meetings will be structured to provide accommodations for members and 22 
invited attendees who are able to physically attend, but who need assistance in order to 23 
meaningfully participate. 24 
 
Fiscal Note: Minimal 
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The Board of Trustees has received a request from the United States Professional Association for 1 
Transgender Health (USPATH) to be considered for Official Observer status in the House of 2 
Delegates (HOD). The USPATH’s request has been thoroughly considered using the criteria below 3 
(Policy G-600.025, “Official Observers in Our AMA House”): 4 
 5 

1. The organization and the AMA should already have established an informal relationship 6 
and have worked together for the mutual benefit of both; 7 

2. The organization should be national in scope and have similar goals and concerns about 8 
health care issues; 9 

3. The organization is expected to add a unique perspective or bring expertise to the 10 
deliberations of the HOD; and 11 

4. The organization does not represent narrow religious, social, cultural, economic, or 12 
regional interests so that formal ties with the AMA would be welcomed universally by 13 
AMA members. 14 

 15 
The Board has discussed the USPATH’s request and presents the following report. 16 
 17 
DISCUSSION 18 
 19 
As part of its request, USPATH submitted information on how it has met the criteria for Official 20 
Observer status, which is summarized below. 21 
 22 
Criterion 1. The organization and the AMA should already have established an informal 23 
relationship and have worked together for the mutual benefit of both. 24 
 25 
USPATH has established informal relationships with the AMA through member and board 26 
member involvement in the AMA Advisory Committee on LGBTQ Issues as well as the business 27 
of the AMA HOD. Given their national scope, USPATH shares similar goals and concerns as the 28 
AMA in ensuring appropriate access to and practice of evidence-based medicine and the 29 
elimination of barriers to care placed between physicians and their patients.  30 
 31 
Criterion 2. The organization should be national in scope and have similar goals and concerns 32 
about health care issues. 33 
 34 
USPATH is regional affiliate organization of the World Professional Association for Transgender 35 
Health (WPATH), which is an interdisciplinary professional and educational organization devoted 36 
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to transgender health. USPATH professional, supporting, and student members engage in clinical 1 
and academic research to develop evidence-based medicine and strive to promote a high quality of 2 
care for transgender and gender-nonconforming individuals within the US.  3 
  4 
As a national interdisciplinary, professional organization, USPATH works to further the 5 
understanding and treatment of gender dysphoria by professionals in medicine, psychology, law, 6 
social work, counseling, psychotherapy, family studies, sociology, anthropology, sexology, speech 7 
and voice therapy, and additional related fields. USPATH provides opportunities for professionals 8 
from various sub-specialties to communicate with each other in the context of research and 9 
treatment of gender dysphoria including sponsoring biennial scientific symposia. USPATH is a 10 
regional affiliate of WPATH, which publishes the Standards of Care for the Health of Transgender 11 
and Gender Diverse People, Version 8, which articulate a professional consensus about the 12 
psychiatric, psychological, medical, and surgical management of gender dysphoria and help 13 
professionals understand the parameters within which they may aid those with these conditions. 14 
The Standards of Care are frequently cited to support current AMA policy regarding gender-15 
affirming care. 16 
 17 
Criterion 3. The organization is expected to add a unique perspective or bring expertise to the 18 
deliberations of the HOD. 19 
 20 
Given their multi-disciplinary membership and focus on a particular area of health care, USPATH 21 
will add a unique perspective and bring expertise to the deliberations of the AMA HOD. 22 
 23 
Criterion 4. The organization does not represent narrow religious, social, cultural, economic, or 24 
regional interests so that formal ties with the AMA would be welcomed universally by AMA 25 
members. 26 
 27 
The USPATH does not represent narrow religious, social, cultural, economic, or regional interests 28 
and has already been welcomed to participate in previous AMA activities. 29 
 30 
The Board of Trustees appreciates the previous involvement of USPATH with the AMA Advisory 31 
Committee on LGBTQ Issues and believes that the USPATH should be recognized as an Official 32 
Observer and welcomed to the House in that capacity. 33 
 34 
RECOMMENDATION 35 
 36 
The Board of Trustees recommends that the United States Professional Association for 37 
Transgender Health be admitted as an Official Observer in the House of Delegates, and that the 38 
remainder of this report be filed. 39 
 
Fiscal Note: Under $500 
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Appendix - Official Observers to the House of Delegates 
 

Organization Year Admitted 
Accreditation Association for Ambulatory Health Care 1993 
Alliance for Continuing Medical Education 1999 
Alliance for Regenerative Medicine 2014 
Ambulatory Surgery Center Association  2005 
American Academy of Physician Assistants 1994 
American Association of Medical Assistants 1994 
American Board of Medical Specialties 2014 
American Dental Association 1982 
American Health Quality Association 1987 
American Hospital Association 1992 
American Nurses Association 1998 
American Public Health Association 1990 
American Podiatric Medical Association 2019 
Association of periOperative Registered Nurses 2000 
Association of State and Territorial Health Officials 1990 
Commission on Graduates of Foreign Nursing Schools 1999 
Council of Medical Specialty Societies 2008 
Educational Commission for Foreign Medical Graduates 2011 
Federation of State Medical Boards 2000 
Federation of State Physician Health Programs 2006 
Medical Group Management Association 1988 
National Association of County and City Health Officials 1990 
National Commission on Correctional Health Care 2000 
National Council of State Boards of Nursing 2000 
National Indian Health Board 2013 
PIAA 2013 
Society for Academic Continuing Medical Education 2003 
US Pharmacopeia 1998 
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At the 2023 Annual Meeting, Resolutions 603- Environmental Sustainability of AMA National 1 
Meetings and 608 - Supporting Carbon Offset Programs for travel for AMA Conferences were 2 
introduced. Both resolutions received testimony in favor of referral. Testimony also suggested that 3 
our American Medical Association (AMA) lead the health care profession by example and that a 4 
strategic plan to address environmental sustainability be developed with attention to fiscal impact. 5 
This report is in direct response to the two referred resolutions addressing AMA’s commitment to 6 
sustainability of AMA National Meetings and exploring supporting carbon offset programs for 7 
travel for AMA Conferences  8 
  9 
DISCUSSION  10 
  11 
The AMA recognizes the imperative to lead by example and play a proactive role in promoting 12 
environmental stewardship within the health care community. Resolutions 603 and 608 calls for the 13 
AMA to commit to reducing carbon emissions and fostering a more sustainable future. Resolution 14 
603 calls for the AMA to commit to reaching net-zero emissions for its business operations by 15 
2030, and advocates for the reduction of emissions within the broader health care system.   16 
  17 
Resolution 608 focuses on the importance of mitigating carbon emissions related to AMA events 18 
and calls for exploring opportunities for attendees to offset their environmental impact. While these 19 
resolutions highlight AMA’s dedication to sustainability, it is also crucial to develop a 20 
comprehensive plan, considering all related implications and ensuring effective implementation. 21 
After initial research and consultation with relevant stakeholders, we are sharing an update on 22 
AMA’s progress towards achieving carbon neutrality within our AMA and encouraging similar 23 
efforts within the broader health care system. Below is a summary of our findings and the next 24 
steps.   25 
  26 
Net Zero Emissions for Business Operations by 2030   27 
  28 
AMA is committed to progressing towards reaching net zero emissions for business operations by 29 
2030, by continuing to execute against the current initiatives and expanding upon them. Our team 30 
has already begun implementing measures to reduce our carbon footprint, including but not limited 31 
to:   32 
  33 
Renegotiating the Chicago headquarters’ lease with a LEED-Gold certified building and 34 
advocating for sustainable practices with our corporate partner vendors.     35 
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Making multiple energy efficient upgrades within our facilities:   1 
  2 
New HVAC systems (including Merv-13 filtration) were added on each floor, resulting in a 35 3 
percent energy reduction.   4 
  5 
Lighting retrofits, including adding LEDs and a daylight harvesting feature in the lobby to 6 
automatically dim the lights according to the amount of sunlight entering the building), produced a 7 
savings of two million kilowatt-hours per year, or 70 percent less energy.  8 
  9 
Water conservation programs:  10 

• A restroom retrofit to incorporate low-flow fixtures (e.g., toilets that use 1.60 gallons 11 
of water per minute (gpm), urinals at 1 gpm and faucet aerators at 0.5 gpm).  12 

• A 20 percent energy savings by re-landscaping with low-water plants like native 13 
perennials and sedum.  14 

• Adding meters on all hoses, and a green-roof water supply to monitor usage and detect 15 
leaks.   16 

• 50 percent of AMA Plaza’s roof houses a green vegetable garden, which not only 17 
reduces carbon dioxide emissions but also slows the amount of rainfall runoff that goes 18 
to Chicago’s sewer system. The roof at AMA Plaza is also home to a vegetable garden 19 
and bee program, which harvests honey twice a year.  20 

  21 
AMA utilizes a shuttlebus service, bike area, on-site Zipcars and scooter and hybrid vehicle 22 
parking: all of which contribute to nine metric tons of carbon emissions reduction (the shuttlebuses 23 
alone save an average of 65,000 pounds in carbon dioxide emissions per month).   24 
  25 
AMA’s HQ café sources local food and participates in the building’s compost program, which 26 
collects 70 percent of its waste; AMA staff and visiting members/meeting attendees can charge 27 
their electronics using solar-powered benches in AMA plaza.  28 
  29 
AMA reduced its waste generation (paper and otherwise) and implemented enhanced recycling 30 
programs.  31 
  32 
Leadership has encouraged telecommuting and virtual meetings to minimize travel emissions.  33 
   34 
Evaluating Feasibility of Carbon Offsets and Sustainable Meeting Practices   35 
  36 
Investing in projects to increase AMA’s energy efficiency can contribute to reducing AMA’s 37 
carbon emissions at a relatively low cost. Partnering with vendors that use renewable energy 38 
sources can also offer a cost-effective way to offset carbon emissions, and we continue to explore 39 
new vendors who generate clean energy, displacing the need for fossil fuel-based electricity and 40 
effectively reducing overall carbon emissions.  41 
  42 
Leadership in Energy and Environmental Design (LEED) is the world's most widely used green 43 
building rating system, providing a framework for healthy, efficient, cost-effective buildings 44 
offering environmental, social, and other benefits. The AMA has tenancy in three locations 45 
(Chicago, DC, and Greenville) that have implemented varying sustainability best practices 46 
including LEED Green Certification, light sensors, recycling, etc. within their building guidelines. 47 
The AMA also instituted a requirement to contract exclusively with LEED-certified conference 48 
centers for Annual and Interim meetings in 2030. The Annual and Interim meetings have been 49 
contracted through 2029 with Hyatt and Marriott: AMA has committed to Hyatt Regency Chicago, 50 
a LEED-certified building, for AMA’s Annual meeting through 2029; Hyatt’s World of Care 51 
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program is committed to advancing environmental action. AMA has contracted with Marriott 1 
properties through 2029 for Interim meetings; Marriott is integrating sustainability across their 2 
properties and is committed to mitigating climate-related risk, reducing environmental impact, 3 
building and operating sustainable hotels and sourcing responsibly (Gaylord National Resort and 4 
Convention Center in National Harbor, Maryland, recently announced a partnership with Unison 5 
Energy to commission a six-megawatt combined heat and power system to reduce its carbon 6 
footprint).   7 
  8 
AMA is also pleased to announce that the forthcoming 2027 and 2029 Interim Meetings will be 9 
held at the prestigious Gaylord Pacific, currently under construction. Gaylord Pacific is being 10 
meticulously designed to adhere to California's stringent energy code Title 24, surpassing even the 11 
standards set by LEED certified buildings. The project incorporates all coastal development 12 
mandates, positioning it as one of the most sustainable hotel and resort destinations in the United 13 
States; this commitment to environmental sustainability aligns seamlessly with the AMA's values 14 
and underscores our dedication to hosting events that prioritize sustainability and environmental 15 
stewardship.  16 
  17 
CONCLUSION   18 
  19 
In conclusion, the AMA is committed to continuing to execute against our current initiatives, and 20 
expanding upon them, to achieve environmental sustainability. These resolutions reflect our 21 
proactive stance in reducing carbon emissions and championing sustainability initiatives within our 22 
organization and the broader health care sector. Through our efforts, we demonstrate our dedication 23 
to mitigating the environmental impact of our business operations. Additionally, our commitment 24 
to limiting carbon emissions generated by AMA events and researching opportunities for attendees 25 
to offset their environmental impact, highlights our holistic approach to sustainability. Through 26 
these initiatives, the AMA reaffirms its commitment to environmental stewardship and welcomes 27 
the opportunity to drive meaningful change within the health care ecosystem and beyond. 28 
 29 
RECOMMENDATION: The Board of Trustees recommends that the following be adopted in lieu 30 
of Resolutions 603-A-23 and 608-A-23, and the remainder of the report be filed: 31 
 32 
1.  Our AMA is committed to progression to net zero emissions for its business operations by 33 

2030, by continuing and expanding energy efficiency upgrades, waste reduction initiatives, and 34 
the transition to renewable energy sources (New HOD Policy). 35 

 36 
2. Our AMA will prioritize sustainable organizational practices to reduce emissions over 37 

purchasing carbon offsets (New HOD Policy). 38 
 39 
3. Our AMA will continue to prioritize collaboration within the health care community by sharing 40 

the learnings from our sustainability initiative to inspire our peer organizations to follow suit 41 
and adopt similar environmentally conscious practices (Directive-to-Take-Action). 42 

 
   
Fiscal Note: $20,000  
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BACKGROUND 1 
2 

At the 2023 Annual Meeting of the American Medical Association (AMA) House of Delegates (HOD), 3 
Resolution 605-A-23, “Equity and Justice Initiatives for International Medical Graduatesi,” sponsored by 4 
the International Medical Graduates Section, was referred to the Board of Trustees. Resolution 605-A-23 5 
requested: 6 

7 
1. That our American Medical Association, via the Center for Health Equity, create a yearly session8 

(during the Interim or Annual Meeting) as a part of the equity forum that will be dedicated to9 
international medical graduates (Directive to Take Action); and10 

11 
2. That our AMA, via the Center of Health Equity, create an amendment to the health equity plan12 

that will address the issues of equity and justice for international medical graduates. (Directive to13 
Take Action)14 

15 
DISCUSSION 16 

17 
This report seeks to provide clarity to two questions: (1) Whether the AMA should, via the Center for 18 
Health Equity, create a yearly session (during the Interim or Annual Meeting) as part of the equity forum 19 
that will be dedicated to international medical graduates; and (2) Whether the AMA should, via the 20 
Center for Health Equity, create an amendment to the health equity plan that will address the issues of 21 
equity and justice for international medical graduates. 22 

23 
AMA Health Equity Open Forum 24 

25 
In 2022, at the Annual Meeting, the HOD adopted new policy titled “Continuing Equity Education G-26 
600.960”, which instructed AMA to establish an Open Forum on Health Equity, to be held at least 27 
annually at a House of Delegates Meeting, for members to directly engage in educational discourse and 28 
strengthen organizational capacity to advance and operationalize equity. 29 

30 
Prior to its adoption, Resolution 611-A-22, as it was known at the time, was discussed openly during the 31 
Reference Committee F Hearing. The resulting committee report provided: 32 

33 
Reference Committee heard supportive testimony acknowledging the importance of 34 
prioritizing equity through forums, education sessions, and other programming. Testimony 35 
supported changing the frequency of educational opportunities to each House of Delegates 36 
meeting, noting that it will increase education and awareness of the effects of bias, 37 
prejudice, and racism in medicine. During testimony, it was mentioned that a call for 38 



education sessions is made prior to each House of Delegates meeting. For the June 2022 1 
meeting, the Center for Health Equity opted to host education sessions in lieu of an open 2 
forum. Format and timing of educational sessions at the House of Delegates is at the 3 
discretion of the Speakers in consultation with subject matter experts. In addition, the 4 
proffered language allows for the potential of additional sessions offered online, 5 
asynchronous to the House of Delegates meeting, or even at other AMA sponsored 6 
meetings.ii  7 

8 
The report provides many details, but it appears that delegates and attendees did not discuss specific 9 
subject matter to be presented at each open forum, subsequently leaving the policy open to interpretation. 10 
This is not an uncommon practice, if one were to skim through AMA policy, they would find that many 11 
organizational policies have been adopted in the same manner relying on staff experts to take the lead on 12 
executing requested actions. 13 

14 
If we can infer anything from the HOD’s decision to adopt the policy on Continuing Equity Education 15 
with its current language, it would be that the HOD reserved the task of making equity-based decisions on 16 
content development for the open forum for AMA staff. Since the policy was adopted at the 2022 Annual 17 
Meeting, the Center for Health Equity has taken the lead on planning and has successfully hosted two 18 
forums. During the planning and development stages, staff consistently prioritizes equity by ensuring 19 
diverse perspectives are represented; considering the unique needs and experiences of all potential 20 
attendees to create inclusive content that resonates with a wide audience; focusing on time-sensitive 21 
topics to operationalize equity; and regularly assessing and adjusting their approach to address any 22 
disparities and promote fairness in the planning and development process. To permanently designate a 23 
particular topic or group over others would be counterproductive to the ideals of fairness and equity and 24 
risks the possibility of harm, creating an atmosphere of resentment and discouragement among those who 25 
may feel excluded or unfairly treated. Instead, AMA staff has employed an equitable content planning 26 
and development process that balances the consideration of competing recommendations. Since policy 27 
does require an equity forum at least once a year, each meeting presents an additional opportunity to 28 
educate the House on a variety of equity-based topics, which can include, but is not limited to, issues 29 
related to IMGs. 30 

31 
AMA Strategic Plan to Embed Racial Justice and Advance Health Equity 32 

33 
In 2021, the Center for Health Equity published the AMA Strategic Plan to Embed Racial Justice and 34 
Advance Health Equity. The 86-page document is a comprehensive initiative aimed at addressing 35 
systemic inequities in healthcare. Rooted in the recognition of historical injustices and social drivers of 36 
health, the plan outlines strategic actions to promote equity, diversity, and inclusion within the medical 37 
community. It emphasizes the need for culturally competent care, increased representation of minoritized 38 
and marginalized individuals in healthcare leadership, and the dismantling of barriers that perpetuate 39 
racial and ethnic disparities. The Strategic Plan has sought to accomplish many goals, but the document 40 
was also scheduled to sunset in 2023. To continue the work that the first Strategic Plan initiated, the 41 
AMA has pushed forward with the development of the next iteration of the Plan. Following the goals 42 
outlined in the first Strategic Plan, the second plan will go further by highlighting IMGs specifically, their 43 
potential for advancing health equity amid significant challenges in training and working within the U.S. 44 
It will also include details related to recent policy developments, accomplishments, and a call to action for 45 
AMA. Prior to its release, authors of the Plan have worked closely with AMA IMG Section leadership to 46 
thoroughly review and ensure that IMG perspectives are prominent in the document. At the 2024 Annual 47 
Meeting, the Health Equity Open Forum will be an overview of the 2024-2025 Strategic Plan with 48 
designated time to focus on IMG issues and perspectives. Our AMA will continue to support IMGs by 49 
advocating for fair and transparent processes in licensing, protection of all rights and privileges, and 50 
recognizing the valuable contributions IMGs make to the U.S. health care system. 51 
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RECOMMENDATION 1 
2 

The Board of Trustees recommends that Resolution 605-A-23 not be adopted and that the remainder of 3 
this report be filed. 4 

Fiscal Note: None. 

i Resolution 605-A-23, “Equity and Justice Initiatives for International Medical Graduates.” https://www.ama-
assn.org/system/files/a23-605.pdf 
ii2022 Annual Meeting Reference Committee F Report. https://www.ama-assn.org/system/files/a22-reference-
committee-reports.pdf 
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Encouraging Collaboration Between Physicians and Industry in AI Development 
Reference Committee F 
 

EXECUTIVE SUMMARY 
 
 
At the 2023 Annual Meeting of the House of Delegates (HOD), Resolution 609-A-23, 
“Encouraging Collaboration Between Physicians and Industry in Augmented Intelligence (AI) 
Development”, was referred. The directives of the referred resolution ask the American Medical 
Association (AMA) to address physician-centered innovation, specifically in the field of AI and, 
enhance physician access to the Physician Innovation Network (PIN) community through 
matchmaking and an advisor network. The following Board of Trustees Report provides detailed 
information about the AMA’s efforts to ensure the physician voice is front and center in the design, 
development and use of technology and innovation, including AI, across healthcare, and outlines 
various ways the AMA is supporting physicians in the implementation and use of these tools. The 
AMA’s work includes numerous activities in the following areas:  
 

• Engagement between physicians and the AI industry facilitated by the Physician 
Innovation Network (PIN); 

• Advocacy for legislative oversight of health care AI and the development of principles to 
guide such advocacy;  

• Formation of programs and collaborative partnerships with other medical and professional 
societies, in addition to other stakeholders in the health care AI space;  

• Development of educational tools and resources;  
• Publication of reports and research; and 
• Adoption of multiple related AMA policies 
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INTRODUCTION 1 
 2 
At the 2023 Annual Meeting, the House of Delegates (HOD) referred Resolution 609-A-23, 3 
“Encouraging Collaboration Between Physicians and Industry in Augmented Intelligence (AI) 4 
Development”, for report back at the 2024 Annual Meeting. This resolution was introduced by the 5 
Medical Student Section and asked that our American Medical Association (AMA): 6 
 7 

1. Augment the existing Physician Innovation Network (PIN) through the creation of advisors 8 
to specifically link physician members of AMA and its associated specialty societies with 9 
companies or individuals working on AI research and development, focusing on:  10 

 11 
a. Expanding recruitment among AMA physician members,  12 
b. Advising AMA physician members who are interested in healthcare innovation/AI 13 

without knowledge of proper channels to pursue their ideas,   14 
c. Increasing outreach from AMA to industry leaders and companies to both further 15 

promote the PIN and to understand the needs of specific companies,  16 
d. Facilitating communication between companies and physicians with similar 17 

interests,  18 
e. Matching physicians to projects early in their design and testing stages,  19 
f. Decreasing the time and workload spent by individual physicians on finding 20 

projects themselves,  21 
g. Above all, boosting physician-centered innovation in the field of AI research and 22 

development (Directive to Take Action); and  23 
 24 

2. Support selection of PIN advisors through an application process where candidates are 25 
screened by PIN leadership for interpersonal skills, problem solving, networking abilities, 26 
objective decision making and familiarity with industry (New HOD Policy). 27 

 28 
BACKGROUND 29 
 30 
Artificial intelligence focuses on developing smart machines that can perform tasks that otherwise 31 
require human intelligence. Augmented intelligence (AI), a subsection of artificial intelligence, 32 
depends on machine learning (ML) techniques to extract large amounts of data to assist humans in 33 
solving problems.1,2 It has been used within a wide array of fields and is responsible for innovations 34 
such as web search, targeted content and product recommendations and autonomous vehicles.1 In 35 
2016, AI projects within medicine attracted more investment than AI projects within any other 36 
sector of the global economy.3 AI applications within medicine include diagnostics, drug discovery 37 
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and development, medical documentation and remote treatment. Several recent strides have been 1 
made in this area. For instance, Google developed and trained an AI model to classify images as 2 
diabetic retinopathy and macular edema for adult patients with diabetes, producing implications for 3 
improved detection, diagnosis and treatment of diabetic retinopathy. Additionally, companies have 4 
used ML algorithms to identify drugs that treat neurological diseases.1 5 

6 
The purpose of AI application to medicine is to supplement—not supplant—the work of health 7 
care practitioners and a misunderstanding of this concept is a major deterrent to the adoption of AI 8 
innovations by clinicians and health systems.4 It is essential that physicians and members of their 9 
care teams are included across all stages of the development of AI innovations in health care so 10 
such designs best reflect what they find valuable for treating their patients and reducing 11 
administrative and other burdens. The integral role physicians play in the development of health 12 
care AI enables the refinement of clinical algorithms, testing of new clinical tools and research 13 
designed to improve disease management and outcomes.5 However, research shows that current AI 14 
applications in health care may not sufficiently reflect that they’ve been designed with health care 15 
practitioners at the forefront. Despite physicians’ desire to be consulted on tech decisions, many of 16 
them lack any significant influence on these decisions.6  17 

18 
It is especially important that efforts to include physicians in the development of health care AI are 19 
diverse and comprise marginalized and minoritized physicians so bias that underlies existing data is 20 
not further entrenched into AI solutions and health inequities are not exacerbated. Further, 21 
equitable inclusion of physicians in the research and development of AI is imperative to its success, 22 
as evidenced by literature on racial concordance in medicine. For example, a 2018 Stanford study 23 
illustrated how Black physicians were more likely to engage with Black men—a patient group with 24 
a historically lower life expectancy—and even collect consent to provide preventive services like 25 
cardiovascular screenings and immunizations.7 Additionally, research found that a 10% increase in 26 
Black primary care physicians was associated with a 30.61-day increase in life expectancy and a 27 
decrease in all-cause mortality by 12.71 deaths per 100,000 among Black individuals.8 Despite 28 
such statistics, only 5.7% of physicians in 2023 identified as Black.9 AI can either improve the 29 
system by filling these gaps or inadvertently worsen current health inequities by reproducing and 30 
normalizing what exists. While increased application of AI in healthcare is expected to reduce bias 31 
and promote health equity by improving evidence-based interventions for marginalized and 32 
minoritized communities, the voices of these physicians must be integrated early and more often 33 
within the development of these tools to truly improve health outcomes for all patients.10 34 

35 
DISCUSSION 36 

37 
The AMA is committed to ensuring that AI can meet its full potential to advance clinical care and 38 
improve clinician well-being. As the number of AI-enabled health care tools continue to grow, it is 39 
critical they are designed, developed and deployed in a manner that is ethical, equitable and 40 
responsible. The use of AI in health care must be transparent to both physicians and patients, and 41 
positioning the physician voice front and center is critical. 42 

43 
AMA Physician Innovation Network (PIN) 44 

45 
To address concerns around the lack of the physician voice in health care innovation, the AMA 46 
launched the Physician Innovation Network (PIN) in 2016. Since then, the network has grown to 47 
over 18,000 users and continues to bring together physicians and health tech companies through its 48 
various offerings. 49 

https://innovationmatch.ama-assn.org/
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The PIN platform is available for all physicians to join and connect with other stakeholders across 1 
the innovation ecosystem including responding to opportunities posted by digital health and 2 
technology companies seeking feedback from subject matter experts. AMA’s PIN “In Real Life” 3 
(IRL) events launched in 2022 with the purpose of bringing the online platform to life, encouraging 4 
companies to be transparent about their design challenges and hosting diverse physician voices to 5 
create an engaging, live PIN experience. Health tech conferences are not usually the events that 6 
most practicing physicians attend to advance their professional development. However, such a 7 
structure allows physicians to connect with companies live, share clinical problems and expertise 8 
and provide feedback on solutions being developed across the health care industry. The PIN IRL 9 
events will evolve this structure in an iterative fashion as we continue to evaluate physicians’ needs 10 
in the changing technological landscape. Further, PIN Community Office Hours occur bi-weekly 11 
and provide an opportunity for subject matter experts across the PIN community to connect with 12 
digital health solutions focused on optimizing patient experience and minimizing physician 13 
burnout. 14 

15 
The AMA is engaging PIN Physicians to gather feedback and continue iterating on how to help 16 
bring better solutions to market together. All AMA members are invited to join PIN and should be 17 
ambassadors to their organizations about the platform’s ability to link subject matter experts and 18 
solution designers. Companies developing health care solutions enabled by AI and ML are 19 
interacting on PIN. However, it is the individual physician member’s decision how they would like 20 
to interact with each company. Some companies post paid opportunities while others are so early in 21 
their development that they only have volunteer opportunities posted. Additionally, the AMA is in 22 
conversations with the World Medical Association to expand the PIN to a global audience. 23 
Applying for PIN IRL engagements is one of the best ways to be involved. As we examine the 24 
successes of PIN and the current clinical technology needs of physicians, the PIN strategy is 25 
continuously re-evaluated to ensure the program’s impact is maximized. 26 

27 
Advocacy 28 

29 
AI has been an area of focus for AMA advocacy for several years with the first set of advocacy 30 
principles developed in 2018. In addition to interfacing with medical devices, AI is increasingly 31 
used in health care administration and to reduce physician burden, and policy and guidance for 32 
both device and non-device use of health care AI is necessary. Recognizing this, the AMA 33 
developed an updated set of advocacy principles that builds on current AI policy. These new 34 
principles address the development, deployment and use of health care AI, with particular emphasis 35 
on: 36 

37 
• Health care AI oversight;38 
• When and what to disclose to advance AI transparency;39 
• Generative AI policies and governance;40 
• Physician liability for use of AI-enabled technologies;41 
• AI data privacy and cybersecurity; and42 
• Payor use of AI and automated decision-making systems.1143 

44 
The AMA also continues to keep track of AI-related legislation and policy coming from both the 45 
congressional bodies, as well as the federal government. 46 

47 
Additionally, the AMA plans to research state-based AI policies to better understand local 48 
approaches to policy and regulation for the use of AI across health care stakeholders, including 49 
health care practices, health systems and payers.AMA research, programs and other resources 50 

https://www.ama-assn.org/practice-management/digital/advance-digital-health-doctors-and-developers-gather-person
http://chrome-extension/efaidnbmnnnibpcajpcglclefindmkaj/https:/www.ama-assn.org/system/files/ama-ai-principles.pdf
http://chrome-extension/efaidnbmnnnibpcajpcglclefindmkaj/https:/www.ama-assn.org/system/files/ama-ai-principles.pdf
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1 
The AMA is committed to researching the AI landscape in health care and developing resources to 2 
support physicians in getting involved in the design, development and deployment of these tools 3 
across the industry. In 2023, the AMA completed a survey to better understand physician 4 
sentiments around AI, including opportunities, current use cases and needs around education and 5 
support for the implementation and use of AI. Of the 1,081 physicians surveyed, 41% responded 6 
that they were both equally excited and concerned about AI. It was also confirmed that physicians 7 
are seeking more information in digestible formats that can help them successfully evaluate and use 8 
these tools in their clinical environments.6 9 

10 
In February 2024, the AMA released a foundational AI landscape report as part of its Future of 11 
Health work titled, “The Emerging Landscape of Augmented Intelligence in Health Care”. The 12 
report aims to create a common lexicon for augmented intelligence in health care, explore the risks, 13 
identify current and future use cases and provide guidance for physicians looking to leverage these 14 
tools in practice. As part of this research, the AMA completed the previously mentioned survey 15 
designed to capture physician sentiments around AI, held a set of one-on-one interviews with key 16 
stakeholders from across the industry and hosted a specialty society workshop to align on key 17 
priorities across specialties. The report lays the foundation for the development of additional 18 
educational content into specific areas of AI to further support the implementation and use of AI in 19 
practice including, but not limited to: 20 

21 
• Practical case studies of where AI is working in practice today.22 
• Issue briefs aimed at deciphering AI policy. For instance, the AMA released a guide in23 

2023, providing advice for physicians when considering ChatGPT.24 
• Research on areas where AI is impacting clinician well-being (i.e. documentation burden25 

reduction, etc.).26 
• Step-by-step educational materials on creating governance structures that support the27 

successful selection and deployment of AI solutions.28 
29 

The AMA ChangeMedEd initiative works with partners across the medical education continuum to 30 
help produce a physician workforce that meets the needs of patients today and in the future. As part 31 
of these efforts, an Artificial Intelligence in Health Care learning series was recently published on 32 
the AMA EdHub. These modules are geared towards medical students and physician learners, and 33 
introduce key concepts related to artificial intelligence and ML in health care. These are developed 34 
in collaboration with medical education partners from across the nation. 35 

36 
Further, the AMA and Accreditation Council for Graduate Medical Education (ACGME) have a 37 
shared interest in fostering the use of AI to improve education across a physician’s career. The 38 
ACGME is aware of the AMA’s conceptual model of Precision Education and has participated in 39 
the AMA Accelerating Change in Medical Education Consortium’s National Advisory Panel 40 
around planning the next major initiative. Awardees of AMA grant funding also presented their 41 
work on leveraging AI to improve residency selection and education at the 2024 ACGME Annual 42 
Education Conference. 43 

44 
Additionally, the AMA is engaged with the American Board of Medical Specialties, National 45 
Board of Medical Examiners, Association of American Medical Colleges, Association for Hospital 46 
Medical Education, International Association of Medical Science Educators, as well as several 47 
specialty societies, medical schools and academic health systems around advancing AI in medical 48 
education. AMA staff will also serve on the planning committee for the Macy Foundation’s next 49 
conference which will focus on AI in medical education. These conferences are designed to 50 

https://www.ama-assn.org/system/files/physician-ai-sentiment-report.pdf
https://www.ama-assn.org/system/files/future-health-augmented-intelligence-health-care.pdf
https://www.ama-assn.org/system/files/chatgpt-what-physicians-should-consider.pdf
https://edhub.ama-assn.org/change-med-ed/interactive/18827029?resultClick=1&bypassSolrId=M_18827029
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generate national recommendations which are typically published in the journal, Academic 1 
Medicine. 2 

3 
The AMA has also crafted a framework to promote the development and use of responsible, 4 
evidence-based, unbiased and equitable health care AI. This ethics-evidence-equity framework 5 
envisions the use of AI to advance the quadruple aim (enhancing patient care, improving 6 
population health and clinician work-life and reducing costs) and defines the responsibilities of 7 
developers, health care organizations (deployers) and physicians to put the framework into action. 8 
For instance, the framework outlines the responsibility of all three groups to (1) develop a protocol 9 
to identify and correct for potential bias, as well as (2) ensure protocols exist for enforcement and 10 
accountability, including a system to ensure equitable implementation. Physicians can use the 11 
framework to assess if an AI innovation meets the qualifications for ethics, evidence and equity 12 
and can therefore be trusted.12 This framework has also been leveraged to create a companion 13 
resource that considers educational applications of AI and addresses the use of AI to facilitate the 14 
process of training health professionals. 15 

16 
Further, the AMA is in the process of creating a physician development curriculum that will cover 17 
topics across physician leadership and the business of medicine. The goal of these materials is to 18 
empower and support physicians throughout their professional lives by amplifying AMA-wide 19 
resources on the health care landscape, leadership and the business of medicine and develop new 20 
resources where gaps exist. These materials will be made available for both individual physicians 21 
and member organizations. 22 

23 
Additionally, the AMA developed the CPT® Developer Program to assist developers in translating 24 
ideas into innovations. The program is dedicated to developers’ needs and provides them with 25 
access to high-quality AMA CPT content and resources. 26 

27 
As interest grows in the use of AI solutions and tools that address administrative burden and 28 
support physicians in their daily tasks, the AMA is committed to ensuring that the evolution of AI 29 
in medicine equitably benefits patients, physicians and other health care stakeholders. The AMA 30 
intends to continue developing AI principles for the use of AI in health care, advocate for state and 31 
federal policies that ensure appropriate oversight and continued innovation in AI, partner with 32 
health and technology leaders to ensure physicians have a leading voice in shaping the ethical use 33 
of AI in medicine, promote training in AI across the continuum of medical education and provide 34 
high-value insights and actionable resources for physicians. 35 

36 
Stakeholder engagement 37 

38 
The AMA is a convener around many topics important to physicians including AI. As a follow up 39 
to the Specialty Society workshop in 2023, the AMA has created an AI Specialty Collaborative 40 
with over 15 specialty associations committed to participating. The goal of the collaborative is to 41 
ensure the physician voice is leading in a united way as AI in health care continues to expand. 42 
Additionally, this group will collectively identify priorities and collaboratively develop resources 43 
to advance AI in health care starting in the second quarter of 2024. 44 

45 
The AMA also continues to stay abreast of the latest developments in AI across the industry 46 
through participation in external industry collaboratives. For example, the AMA is currently a non-47 
profit member organization of VALID AI, an execution accelerator dedicated to bridging the gap in 48 
coordinated efforts around generative AI while rapidly advancing validation and governance 49 
implementation. 50 

https://link.springer.com/article/10.1007/s10916-021-01790-z
https://platform.ama-assn.org/ama/#/dev-program
https://validai.health/
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Furthermore, as a member of the Health AI Partnership—a collaboration among 14 health care 1 
organizations and ecosystem partners—the AMA is encouraging the collaborative development 2 
and dissemination of AI best practices. The AMA will continue to work with this partnership and 3 
others to develop resources, including a case-based AI ethics training program that will delve into 4 
real-world, contemporary challenges that physicians and health care delivery organizations face 5 
when using AI. 6 

7 
The In Full Health Learning & Action Community to Advance Equitable Health Innovation 8 
initiative seeks to advance equitable opportunities in health innovation investment, solution 9 
development and purchasing. The AMA has partnered with founding collaborator organizations to 10 
support this community with content, tools, resources and opportunities to connect, engage and 11 
learn with and from each other to advance equitable health innovation. 12 

13 
The AMA also has long standing relationship with the innovation accelerator, MATTER. As part 14 
of this sponsorship, AMA employees and physician members have access to the MATTER space 15 
and programming. AMA physician members can also reach out to AMA staff contacts to learn 16 
more about getting involved with MATTER and other innovation accelerator programs. 17 

18 
Further, the AMA participated in a joint clinician panel with the Office of the National Coordinator 19 
for Health Information Technology in 2020 titled, “Artificial Intelligence in Health IT- The Good, 20 
The Bad, The Ugly” and continues to engage in additional conferences such as HLTH and ViVE, 21 
where AMA representatives engage in a variety of topics around health care technology including 22 
AI. 23 

24 
In addition to the efforts outlined above, the AMA has several internal cross-business unit 25 
workgroups in place to ensure alignment across the work in innovation and specifically, AI. There 26 
is a Future of Health workgroup meeting that occurs monthly to stay aligned on the latest policy, 27 
projects and collaborations in progress around innovation and digital health. Additionally, the 28 
Advocacy business unit convenes two monthly meetings specifically focused on aligning AI 29 
initiatives across the AMA. 30 

31 
AMA POLICY  32 

33 
As a leader in American medicine, the AMA has a unique opportunity to ensure that the evolution 34 
of AI in medicine benefits patients, physicians and the health care community. The AMA has 35 
several policies in place around ensuring the physician voice is reflected in the design and 36 
development of AI innovations in health care. 37 

38 
The AMA will seek to: 39 

40 
1. Leverage its ongoing engagement in digital health and other priority areas for improving41 

patient outcomes and physicians’ professional satisfaction to help set priorities for health42 
care AI.43 

2. Identify opportunities to integrate the perspective of practicing physicians into the44 
development, design, validation, and implementation of health care AI.45 

3. Promote development of thoughtfully designed, high-quality, clinically validated health46 
care AI that:47 

a. is designed and evaluated in keeping with best practices in user-centered design,48 
particularly for physicians and other members of the health care team;49 

b. is transparent;50 
c. conforms to leading standards for reproducibility;51 

https://healthaipartnership.org/about-ai-health-partnership
https://infullhealth.org/
mailto:digital.health@ama-assn.org
https://www.healthit.gov/sites/default/files/page/2020-02/GettingerModeratorSlidesAIPanelsforONCAnnualMeeting12720Final.pdf
https://www.healthit.gov/sites/default/files/page/2020-02/GettingerModeratorSlidesAIPanelsforONCAnnualMeeting12720Final.pdf
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d. identifies and takes steps to address bias and avoids introducing or exacerbating 1 
health care disparities including when testing or deploying new AI tools on 2 
vulnerable populations; and  3 

e. safeguards patients’ and other individuals’ privacy interests and preserves the4 
security and integrity of personal information.5 

4. Encourage education for patients, physicians, medical students, other health care6 
professionals, and health administrators to promote greater understanding of the promise7 
and limitations of health care AI.8 

5. Explore the legal implications of health care AI, such as issues of liability or intellectual9 
property, and advocate for appropriate professional and governmental oversight for safe,10 
effective, and equitable use of and access to health care AI (Policy H-480.940,11 
“Augmented Intelligence in Health Care”).12 

13 
The AMA also supports the use and payment of AI systems that advance the quadruple aim. AI 14 
systems should enhance the patient experience of care and outcomes, improve population health, 15 
reduce overall costs for the health care system while increasing value and support the professional 16 
satisfaction of physicians and the health care team. To that end our AMA will advocate that: 17 

18 
1. Oversight and regulation of health care AI systems must be based on risk of harm and19 

benefit accounting for a host of factors, including but not limited to: intended and20 
reasonably expected use(s); evidence of safety, efficacy and equity including addressing21 
bias; AI system methods; level of automation; transparency; and conditions of deployment.22 

2. Payment and coverage for all health care AI systems must be conditioned on complying23 
with all appropriate federal and state laws and regulations, including, but not limited to24 
those governing patient safety, efficacy, equity, truthful claims, privacy and security as25 
well as state medical practice and licensure laws.26 

3. Payment and coverage for health care AI systems intended for clinical care must be27 
conditioned on (a) clinical validation; (b) alignment with clinical decision-making that is28 
familiar to physicians; and (c) high-quality clinical evidence.29 

4. Payment and coverage for health care AI systems must (a) be informed by real world30 
workflow and human-centered design principles; (b) enable physicians to prepare for and31 
transition to new care delivery models; (c) support effective communication and32 
engagement between patients, physicians, and the health care team; (d) seamlessly33 
integrate clinical, administrative, and population health management functions into34 
workflow; and (e) seek end-user feedback to support iterative product improvement.35 

5. Payment and coverage policies must advance affordability and access to AI systems that36 
are designed for small physician practices and patients and not limited to large practices37 
and institutions. Government-conferred exclusivities and intellectual property laws are38 
meant to foster innovation, but constitute interventions into the free market, and therefore,39 
should be appropriately balanced with the need for competition, access and affordability.40 

6. Physicians should not be penalized if they do not use AI systems while regulatory41 
oversight, standards, clinical validation, clinical usefulness and standards of care are in42 
flux. Furthermore, our AMA opposes:43 

a. Policies by payers, hospitals, health systems or governmental entities that mandate44 
use of health care AI systems as a condition of licensure, participation, payment, or45 
coverage.46 

b. The imposition of costs associated with acquisition, implementation, and47 
maintenance of healthcare AI systems on physicians without sufficient payment.48 

7. Liability and incentives should be aligned so that the individual(s) or entity(ies) best49 
positioned to know the AI system risks and best positioned to avert or mitigate harm do so50 

https://policysearch.ama-assn.org/policyfinder/detail/H-480.940%20Augmented%20Intelligence%20in%20Health%20Care?uri=%2FAMADoc%2FHOD.xml-H-480.940.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-480.940%20Augmented%20Intelligence%20in%20Health%20Care?uri=%2FAMADoc%2FHOD.xml-H-480.940.xml
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through design, development, validation and implementation. Our AMA will further 1 
advocate:  2 

a. Where a mandated use of AI systems prevents mitigation of risk and harm, the3 
individual or entity issuing the mandate must be assigned all applicable liability.4 

b. Developers of autonomous AI systems with clinical applications (screening,5 
diagnosis, treatment) are in the best position to manage issues of liability arising6 
directly from system failure or misdiagnosis and must accept this liability with7 
measures such as maintaining appropriate medical liability insurance and in their8 
agreements with users.9 

c. Health care AI systems that are subject to non-disclosure agreements concerning10 
flaws, malfunctions, or patient harm (referred to as gag clauses) must not be11 
covered or paid and the party initiating or enforcing the gag clause assumes12 
liability for any harm.13 

8. The AMA, national medical specialty societies, and state medical associations—14 
a. Identify areas of medical practice where AI systems would advance the quadruple15 

aim;16 
b. Leverage existing expertise to ensure clinical validation and clinical assessment of17 

clinical applications of AI systems by medical experts;18 
c. Outline new professional roles and capacities required to aid and guide health care19 

AI systems; and20 
d. Develop practice guidelines for clinical applications of AI systems.21 

9. There should be federal and state interagency collaboration with participation of the22 
physician community and other stakeholders in order to advance the broader infrastructural23 
capabilities and requirements necessary for AI solutions in health care to be sufficiently24 
inclusive to benefit all patients, physicians, and other health care stakeholders. (New HOD25 
Policy)26 

10. AI is designed to enhance human intelligence and the patient-physician relationship rather27 
than replace it (Policy H-480.939, “Augmented Intelligence in Health Care”).28 

29 
CONCLUSION 30 

31 
The AMA has various existing initiatives, research, policy, advocacy efforts, educational material 32 
and other resources that are aligned with the desire to boost physician-centered innovation in the 33 
field of AI research and development. As such, much of the work that Resolution 609-A-23 asks 34 
the AMA to conduct is already ongoing. 35 

36 
The PIN serves as one source of connecting physicians with innovative companies, specifically 37 
those working in the AI space. With that said, as noted, the PIN is undergoing a strategic review 38 
and updates to maximize its impact to physicians in decreasing the burden of clinical technology. 39 
As we continue to evaluate PIN, we will consider the significance of factors such as AI and other 40 
evolving technologies to the practice of medicine and incorporate them into our approach to PIN.   41 
At this time, the timing and approach are not aligned to create any specific workgroup linked to 42 
PIN. 43 

44 
The costs associated with identifying, establishing and convening a formal advisory board to 45 
facilitate relationships between physicians and the AI industry are significant. Additionally, the 46 
existing engagement and collaboration the AMA has across initiatives from physicians, specialty 47 
and state society and association stakeholders and industry allows AMA to obtain more diverse 48 
perspectives and experiences than a formal advisory board. The AMA continues to ensure the 49 
AMA is inclusive and equitable in its approach to research, advocacy and education. 50 

https://policysearch.ama-assn.org/policyfinder/detail/Augmented%20Intelligence%20in%20Health%20Care%20H-480.939?uri=%2FAMADoc%2FHOD.xml-H-480.939.xml
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RECOMMENDATIONS 1 
 2 
The Board of Trustees recommends that Resolution 609-A-23 not be adopted and that this report be 3 
filed.  4 

Fiscal Note: Minimal 
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BACKGROUND 1 
 2 
At its November 2021 Special Meeting, the House of Delegates (HOD) referred Resolution 615, 3 
which asked AMA to take a variety of actions to ensure that the voice of employed physicians is 4 
heard within the organization. 5 
 6 
BOT Report 9-I-22 subsequently argued that creation of an employed physician caucus, already in 7 
the works at that time via efforts of the Organized Medical Staff Section (OMSS), would be the 8 
most appropriate mechanism for giving voice to employed physicians in the HOD. The report 9 
concluded that while it is beyond the scope of the Board to establish caucuses, the Board fully 10 
supported the creation of an employed physician caucus in lieu of the asks of original Resolution 11 
615. 12 
 13 
As directed by BOT Report 9, this follow-up report provides an update on the caucus and 14 
representation of employed physicians within our AMA. 15 
 16 
DISCUSSION 17 
 18 
The inaugural meeting of the OMSS-convened employed physician caucus was held at the 2022 19 
Interim Meeting. Since then, the caucus has met in conjunction with each Annual and Interim 20 
meeting, and between meetings as the need has arisen. Attendance at these meetings has ranged 21 
from 15 to 20 participants per meeting, engaging not only OMSS members but also members from 22 
most of the other AMA sections as well as members of the HOD who are not actively involved in 23 
any section. 24 
 25 
Facilitated by OMSS leadership, caucus meetings have focused on (1) discussion of resolutions and 26 
reports under consideration by the HOD that are especially relevant to employed physicians, and 27 
(2) general discussion of issues facing employed physicians and how AMA might address them, 28 
whether through the policymaking process or otherwise. Through these actions, the group has 29 
directly lent its expertise to the HOD, with one key example being the contributions of the caucus 30 
to the development of OMSS-sponsored Resolution 017-A-23, which established AMA’s definition 31 
of “employed physician.” Additionally, the group has served as a resource for AMA staff 32 
addressing employment matters – for example, providing input on recent revisions to the AMA 33 
Physicians’ Guide to Hospital Employment Contracts and allowing for observation of the caucus 34 
by AMA staff to garner ideas for a series of news articles on physician employment. 35 
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In 2024, the OMSS-convened employed physician caucus will focus on formalizing its structure 1 
and processes, developing a charter that outlines caucus membership requirements, how caucus 2 
leadership is selected, and the process by which the caucus determines positions it will voice on 3 
items of business under consideration in the HOD. The caucus will next meet on Saturday, June 8, 4 
from 9:30 to 10:30 a.m. at the Hyatt Regency Chicago (see Speakers’ Letter for room location), 5 
and all AMA members are invited to attend. The Board of Trustees looks forward to the continued 6 
evolution of the caucus and its success in representing the interests of employed physicians within 7 
our AMA. 8 
 9 
RECOMMENDATION 10 
 11 
The Board of Trustees recommends that the following be adopted and the remainder of the report 12 
be filed: 13 
 14 

1. That AMA policy D-405.969 be rescinded as having been accomplished by this report 15 
(Rescind HOD Policy). 16 

 
Fiscal Note: No significant fiscal impact. 
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Policy G-600.110, “Sunset Mechanism for AMA Policy,” calls for the decennial review of 1 
American Medical Association (AMA) policies to ensure that our AMA’s policy database is 2 
current, coherent, and relevant. Policy G-600.110 reads as follows, laying out the parameters for 3 
review and specifying the procedures to follow: 4 
 5 
1. As the House of Delegates (House) adopts policies, a maximum ten-year time horizon shall 6 

exist. A policy will typically sunset after ten years unless action is taken by the House to retain 7 
it. Any action of our AMA House that reaffirms or amends an existing policy position shall 8 
reset the sunset “clock,” making the reaffirmed or amended policy viable for another 10 years. 9 

 10 
2. In the implementation and ongoing operation of our AMA policy sunset mechanism, the 11 

following procedures shall be followed: (a) Each year, the Speakers shall provide a list of 12 
policies that are subject to review under the policy sunset mechanism; (b) Such policies shall 13 
be assigned to the appropriate AMA councils for review; (c) Each AMA council that has been 14 
asked to review policies shall develop and submit a report to the House identifying policies 15 
that are scheduled to sunset; (d) For each policy under review, the reviewing council can 16 
recommend one of the following actions: (i) retain the policy; (ii) sunset the policy; (iii) retain 17 
part of the policy; or (iv) reconcile the policy with more recent and like policy (per Policy G-18 
600.111(4), The consolidation process permits editorial amendments for the sake of clarity, so 19 
long as the proposed changes are transparent to the House and do not change the meaning); (e) 20 
For each recommendation that it makes to retain a policy in any fashion, the reviewing council 21 
shall provide a succinct, but cogent justification (f) The Speakers shall determine the best way 22 
for the House of Delegates to handle the sunset reports. 23 

 24 
3. Nothing in this policy shall prohibit a report to the HOD or resolution to sunset a policy earlier 25 

than its 10-year horizon if it is no longer relevant, has been superseded by a more current 26 
policy, or has been accomplished. 27 

 28 
4. The AMA councils and the House of Delegates should conform to the following guidelines for 29 

sunset: (a) when a policy is no longer relevant or necessary; (b) when a policy or directive has 30 
been accomplished; or (c) when the policy or directive is part of an established AMA practice 31 
that is transparent to the House and codified elsewhere such as the AMA Bylaws or the AMA 32 
House of Delegates Reference Manual: Procedures, Policies and Practices. 33 

 34 
5. The most recent policy shall be deemed to supersede contradictory past AMA policies. 35 
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6. Sunset policies will be retained in the AMA historical archives. 1 
 2 
RECOMMENDATION 3 
 4 
The Councils on Constitution and Bylaws and Long Range Planning and Development 5 
recommend that the House policies that are listed in the appendix to this report be acted upon in 6 
the manner indicated and the remainder of this report be filed.7 
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APPENDIX – Recommended Actions  

 
Policy 
Number 

Title Text Recommendation 

D-478.980  Anonymous 
Cyberspace 
Evaluations of 
Physicians 

Our AMA will: (1) work with appropriate entities 
to encourage the adoption of guidelines and 
standards consistent with AMA policy governing 
the public release and accurate use of physician 
data; (2) continue pursuing initiatives to identify 
and offer tools to physicians that allow them to 
manage their online profile and presence; (3) seek 
legislation that supports the creation of laws to 
better protect physicians from cyber-libel, cyber-
slander, cyber-bullying and the dissemination of 
Internet misinformation and provides for civil 
remedies and criminal sanctions for the violation 
of such laws; and (4) work to secure legislation 
that would require that the Web sites purporting to 
offer evaluations of physicians state prominently 
on their Web sites whether or not they are 
officially endorsed, approved or sanctioned by any 
medical regulatory agency or authority or 
organized medical association including a state 
medical licensing agency, state Department of 
Health or Medical Board, and whether or not they 
are a for-profit independent business and have or 
have not substantiated the authenticity of 
individuals completing their surveys.   

Consolidate D-445.997 
and D-478.980 as 
editorially amended (by 
insertion and deletion) 
and Retain. 
 
D-445.997, Online 
Physician Reputation 
and Rating: Our AMA 
will: (1) encourages 
physicians to take an 
active role in managing 
their online reputation 
in ways that can help 
them improve practice 
efficiency and patient 
care; (2) encourages 
physician practices and 
health care 
organizations to 
establish policies and 
procedures to address 
negative online 
complaints directly with 
patients that do not run 
afoul of federal and 
state privacy laws; (3) 
will develop and publish 
educational material to 
help guide physicians 
and their practices in 
managing their online 
reputation, including 
recommendations for 
responding to negative 
patient reviews and 
clarification about how 
federal privacy laws 
apply to online reviews; 
and (4) will work with 
appropriate stakeholders 
to (a) consider an outlet 
for physicians to share 
their experiences and 
(b) potentially consider 
a mechanism for 
recourse for physicians 
whose practices have 
been affected by 
negative online reviews, 
consistent with federal 
and state privacy laws.; 
D-478.980 Our AMA 

https://policysearch.ama-assn.org/policyfinder/detail/%22Addressing%20Inflammatory%20and%20Untruthful%20Online%20Ratings%20D-445.997%22?uri=%2FAMADoc%2Fdirectives.xml-D-445.997.xml
https://policysearch.ama-assn.org/policyfinder/detail/%22Anonymous%20Cyberspace%20Evaluations%20of%20Physicians%20D-478.980%22?uri=%2FAMADoc%2Fdirectives.xml-0-1652.xml
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Policy 
Number 

Title Text Recommendation 

will: (1)(5) work with 
appropriate entities to 
encourage the adoption 
of guidelines and 
standards consistent 
with AMA policy 
governing the public 
release and accurate use 
of physician data; (2)(6) 
continue to pursueing 
initiatives to identify 
and offer tools to 
physicians that allow 
them to manage their 
online profile and 
presence; (3)(7) seek 
legislation that supports 
the creation of laws to 
better protect physicians 
from cyber-libel, cyber-
slander, cyber-bullying 
and the dissemination of 
Internet misinformation 
and provides for civil 
remedies and criminal 
sanctions for the 
violation of such laws; 
and (4)(8) work to 
secure legislation that 
would require that the 
Web sites purporting to 
offer evaluations of 
physicians state 
prominently on their 
Web sites whether or 
not they are officially 
endorsed, approved or 
sanctioned by any 
medical regulatory 
agency or authority or 
organized medical 
association including a 
state medical licensing 
agency, state 
Department of Health or 
Medical Board, and 
whether or not they are 
a for-profit independent 
business and have or 
have not substantiated 
the authenticity of 
individuals completing 
their surveys. 

D-90.999  Interpreters For 
Physician Visits 

Our AMA continues to monitor enforcement of 
those provisions of the ADA to assure that 
physician offices are not subjected to undue 

Sunset; More recent 
and comprehensive 
policies exist.  
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Policy 
Number 

Title Text Recommendation 

burdens in their efforts to assure effective 
communication with hearing disabled patients. 

Policies include: H-
385.929, Availability 
and Payment for 
Medical Interpreters 
Services in medical 
Practices; D-385.957, 
Certified Translation 
and Interpreter 
Services; H-385.928, 
Patient Interpreters;              
D-385.946, Physician 
Reimbursement for 
Interpreter Services; 
and D-385.978, 
Language Interpreters. 

D-165.938 Redefining AMA's 
Position on ACA 
and Healthcare 
Reform 

1. Our AMA will develop a policy statement 
clearly stating this organization's policies on the 
following aspects of the Affordable Care Act 
(ACA) and healthcare reform: 
A. Opposition to all P4P or VBP that fail to 
comply with the AMA's Principles and Guidelines; 
B. Repeal and appropriate replacement of the 
SGR; 
C. Repeal and replace the Independent Payment 
Advisory Board (IPAB) with a payment 
mechanism that complies with AMA principles 
and guidelines; 
D. Support for Medical Savings Accounts, Flexible 
Spending Accounts, and the Medicare Patient 
Empowerment Act ("private contracting"); 
E. Support steps that will likely produce reduced 
health care costs, lower health insurance 
premiums, provide for a sustainable expansion of 
healthcare coverage, and protect Medicare for 
future generations; 
F. Repeal the non-physician provider non-
discrimination provisions of the ACA. 
2. Our AMA will immediately direct sufficient 
funds toward a multi-pronged campaign to 
accomplish these goals. 
3. There will be a report back at each meeting of 
the AMA HOD. 

Sunset; No longer 
necessary.  

Authors’ note: While 
AMA Councils currently 
collaborate where 
appropriate on 
technology-related 
projects, such AMA 
initiatives are often 
enterprise-wide, with 
the expertise of relevant 
Councils utilized during 
project development and 
implementation. More 
details about AMA’s 
technology initiatives 
hcan be found online. 

G-620.045  Medical 
Malpractice 
Discount Rates 

Our AMA encourages member organizations of 
the Federation to offer access to discounted 
medical liability insurance premiums where legally 
permissible. 

Retain; Still relevant. 

Nearly every state 
medical association or 
society actively 
endorses a medical 
liability product with 
most offering some 
sort of discount and 
AMA Insurance’s 
Medical Liability 
Insurance Plan offers 

https://policysearch.ama-assn.org/policyfinder/detail/H-385.929?uri=%2FAMADoc%2FHOD.xml-0-3248.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-385.929?uri=%2FAMADoc%2FHOD.xml-0-3248.xml
https://policysearch.ama-assn.org/policyfinder/detail/D-385.957?uri=%2FAMADoc%2Fdirectives.xml-D-385.957.xml
https://policysearch.ama-assn.org/policyfinder/detail/H-385.928?uri=%2FAMADoc%2FHOD.xml-0-3247.xml
https://policysearch.ama-assn.org/policyfinder/detail/D-385.946?uri=%2FAMADoc%2Fdirectives.xml-D-385.946.xml
https://policysearch.ama-assn.org/policyfinder/detail/D-385.978?uri=%2FAMADoc%2Fdirectives.xml-0-1296.xml
https://www.ama-assn.org/practice-management/digital
https://amainsure.com/medical-professional-liability-insurance/
https://amainsure.com/medical-professional-liability-insurance/
https://amainsure.com/medical-professional-liability-insurance/
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Policy 
Number 

Title Text Recommendation 

competitively priced 
medical liability 
insurance coverage 
(discounted rates for 
AMA members). 
However, a recent 
AMA study, 
Prevalence of Medical 
Liability Premium 
Increases Unseen 
Since 2000s Continues 
for Fourth Year in a 
Row, found that at 
least in some states 
medical liability 
premiums  are 
increasing. 

G-635.015 
 

Member 
Recognition 

Our AMA will study ways to provide recognition 
to member physicians in local communities, to 
give them and the community a greater personal 
sense of connection with our AMA. 
 
 

Sunset; No longer 
necessary. 

AMA has a number of 
recognition and award 
programs: Women in 
Medicine Month 
(September); Senior 
Physicians Recognition 
Month (May) and IMG 
Recognition Week 
(October); AMA Award 
for Citizenship and 
Community Service; 
AMA Medal of Valor; 
the President’s Citation 
for Service to the 
Public; the 
Distinguished Service 
Award; and the AMA 
Physician's Recognition 
Award (PRA). The 
AMA Foundation offers 
multiple awards 
(including the AMA 
Foundation Award for 
Health Education, 
Excellence in Medicine 
Awards, and the Joan F. 
Giambalvo Fund for the 
Advancement of 
Women). Nominees for 
the AMA and AMA 
Foundation Awards are 
solicited from the House 

https://amainsure.com/medical-professional-liability-insurance/
https://amainsure.com/medical-professional-liability-insurance/
https://amainsure.com/medical-professional-liability-insurance/
https://www.ama-assn.org/system/files/prp-mlm-premiums-2022.pdf
https://www.ama-assn.org/system/files/prp-mlm-premiums-2022.pdf
https://www.ama-assn.org/system/files/prp-mlm-premiums-2022.pdf
https://www.ama-assn.org/system/files/prp-mlm-premiums-2022.pdf
https://www.ama-assn.org/system/files/prp-mlm-premiums-2022.pdf
https://www.ama-assn.org/system/files/prp-mlm-premiums-2022.pdf
https://www.ama-assn.org/member-groups-sections/women-physicians/women-medicine-month
https://www.ama-assn.org/member-groups-sections/women-physicians/women-medicine-month
https://www.ama-assn.org/member-groups-sections/senior-physicians/senior-physicians-recognition-month
https://www.ama-assn.org/member-groups-sections/senior-physicians/senior-physicians-recognition-month
https://www.ama-assn.org/member-groups-sections/senior-physicians/senior-physicians-recognition-month
https://www.ama-assn.org/member-groups-sections/international-medical-graduates/international-medical-graduates-img
https://www.ama-assn.org/member-groups-sections/international-medical-graduates/international-medical-graduates-img
https://edhub.ama-assn.org/pages/applications#pra-award-info
https://edhub.ama-assn.org/pages/applications#pra-award-info
https://edhub.ama-assn.org/pages/applications#pra-award-info
https://amafoundation.org/programs/awards/
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Policy 
Number 

Title Text Recommendation 

of Delegates, AMA 
sections, and the 
Federation. 

G-640.025  Encourage 
Physicians as 
Legislative 
Candidates 

Our AMA continues to identify, encourage, and 
support physicians to run as state and national 
legislative candidates. 

Consolidate with G-
640.015 as editorially 
amended (by insertion 
and deletion) and 
Retain. 
 
Our AMA will 
continues to identify, 
encourage, and support 
physicians to run as 
state and national 
legislative candidates. 
G-640.015. Our AMA 
will not use AMA 
corporate treasury funds 
to engage in partisan 
political activity. 
 
Authors’ note: 
AAMPAC, AMA’s 
bipartisan political 
action committee, 
strives to help more 
physicians get 
personally involved in 
politics, and holds 
workshops each year to 
educate physicians 
about the intricacies of 
politics and political 
campaigns. AMPAC 
also publishes political 
research on public 
perceptions of 
physicians as 
candidates, the latest 
being a 2022 Research 
Exploring Voters 
Perceptions about 
Physicians as 
Candidates Running for 
Elected Office. 

G-640.045   Helping to Better 
Inform Legislators 
on Medical 
Matters 

Our AMA will inform members of Congress and 
their staff that AMA Morning Rounds is available 
through our website to the public without charge. 

Sunset; No longer 
necessary.  
 
AMA periodically 
sends faxes to the 
attention of health staff 
at Congressional 
offices encouraging 
them to subscribe to 

https://policysearch.ama-assn.org/policyfinder/detail/%22Creation%20of%20an%20AMA%20Fund%20for%20Physician%20Candidates%20G-640.015%22?uri=%2FAMADoc%2FHODGOV.xml-G-640.015.xml
https://policysearch.ama-assn.org/policyfinder/detail/%22Creation%20of%20an%20AMA%20Fund%20for%20Physician%20Candidates%20G-640.015%22?uri=%2FAMADoc%2FHODGOV.xml-G-640.015.xml
https://www.ampaconline.org/sites/default/files/2023-03/Executive%20Summary%20Voters%20Research%20-%20Physician%20Candidates%20d2c.pdf
https://www.ampaconline.org/sites/default/files/2023-03/Executive%20Summary%20Voters%20Research%20-%20Physician%20Candidates%20d2c.pdf
https://www.ampaconline.org/sites/default/files/2023-03/Executive%20Summary%20Voters%20Research%20-%20Physician%20Candidates%20d2c.pdf
https://www.ampaconline.org/sites/default/files/2023-03/Executive%20Summary%20Voters%20Research%20-%20Physician%20Candidates%20d2c.pdf
https://www.ampaconline.org/sites/default/files/2023-03/Executive%20Summary%20Voters%20Research%20-%20Physician%20Candidates%20d2c.pdf
https://www.ampaconline.org/sites/default/files/2023-03/Executive%20Summary%20Voters%20Research%20-%20Physician%20Candidates%20d2c.pdf
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Policy 
Number 

Title Text Recommendation 

AMA Morning 
Rounds. Morning 
Rounds remains 
available to AMA 
members, nonmembers 
and the public. 

H-160.905 
 

Non-Physician 
Practitioners 
Certifying 
Medicare Patients' 
Need for 
Therapeutic Shoes 
and Inserts 

Our AMA supports authorization of physician 
assistants, and nurse practitioners who practice in 
physician-led teams to certify Medicare 
beneficiaries' need for therapeutic shoes and/or 
inserts. 

Consolidate with H-
425.979 (as editorially 
amended by insertion 
and deletion) and 
Retain. 

H-160.905. (1) Our 
AMA supports 
authorization of 
physician assistants, and 
nurse practitioners who 
practice in physician-led 
teams to certify 
Medicare beneficiaries' 
need for therapeutic 
shoes and/or inserts. 
H.425.979 (2) Our 
AMA: (1) recommends 
that public and private 
health insurance 
programs provide 
appropriate therapeutic 
shoes to patients with 
peripheral neuropathy 
who meet the eligibility 
criteria defined in the 
Medicare Benefit Policy 
Manual; and (2) 
strongly urges public 
and private health 
insurance programs to 
provide appropriate 
therapeutic shoes to 
patients with peripheral 
neuropathy who 
meeting the following 
criterion: they are 
currently being treated 
under a comprehensive 
treatment plan and have 
one of the following: (a) 
peripheral neuropathy 
with evidence of callus 
formation; (b) history of 
pre-ulcerative calluses; 
(c) history of previous 

https://amc.ama-assn.org/subscriptions/add-new-subscriptions
https://amc.ama-assn.org/subscriptions/add-new-subscriptions
https://policysearch.ama-assn.org/policyfinder/detail/%22Coverage%20of%20Therapeutic%20Shoes%20as%20a%20Preventive%20Measure%20H-425.979%22?uri=%2FAMADoc%2FHOD.xml-0-3753.xml
https://policysearch.ama-assn.org/policyfinder/detail/%22Coverage%20of%20Therapeutic%20Shoes%20as%20a%20Preventive%20Measure%20H-425.979%22?uri=%2FAMADoc%2FHOD.xml-0-3753.xml
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Policy 
Number 

Title Text Recommendation 

ulceration; (d) foot 
deformity; (e) previous 
amputation of the foot 
or part of the foot; or (f) 
poor circulation. 

H-180.973  
 

The "Hassle 
Factor" 

Our AMA will greatly intensify its efforts 
(including support of HR 2695) to reduce the 
burden of government and third-party regulation 
on medical practice and its intrusion into the 
physician-patient relationship and doctor-patient 
time. 

Editorially amend (by 
deletion) and Retain.  
 
Our AMA will greatly 
intensify its efforts 
(including support of 
HR 2695) to reduce 
the burden of 
government and third- 
party regulation on 
medical practice and 
its intrusion into the 
physician-patient 
relationship and 
doctor-patient time. 

H-185.934  Emergency 
Department 
Insurance Linking 

Our AMA supports the establishment of insurance-
linking programs in the emergency department in a 
manner that does not interfere with providing 
timely emergency medical services. 

Sunset; superseded by 
more current and 
comprehensive Policy 
H-130.970. 

H-225.948  Hospital Policies 
on Interactions 
with Industry 

1. Our AMA encourages all hospitals to adopt 
policies governing the interaction of hospital 
personnel--including both employed physicians 
and independent members of the medical staff, as 
well as other hospital staff--with pharmaceutical, 
medical device, and other industry representatives 
within the hospital setting. Such policies should: 
(a) be developed through a collaborative effort of 
the hospital's organized medical staff, 
administration, and governing body, and approved 
by the organized medical staff; and (b) be 
consistent with applicable AMA policy and ethical 
opinions on the subject of medicine-industry 
interaction, including but not limited to:  
E-1.001 Principles of Medical Ethics  
E-5.0591 Patient Privacy and Outside Observers to 
the Clinical Encounter  
E-8.03 Conflicts of Interest: Guidelines  
E-8.031 Conflicts of Interest: Biomedical Research  
E-8.0315 Managing Conflicts of Interest in the 
Conduct of Clinical Trials  
E-8.047 Industry Representatives in Clinical 
Settings  
E-8.06 Prescribing and Dispensing Drugs and 
Devices  
E-8.061 Gifts to Physicians from Industry  
E-9.0115 Financial Relationships with Industry in 
Continuing Medical Education  

Editorially Amend 1(b) 
(by deletion) and 
Retain. 

*** and 1(b) be 
consistent with 
applicable AMA policy 
and ethical opinions on 
the subject of medicine-
industry interaction, 
including but not 
limited to:  

E-1.001 Principles of 
Medical Ethics  
E-5.0591 Patient 
Privacy and Outside 
Observers to the 
Clinical Encounter  
E-8.03 Conflicts of 
Interest: Guidelines  
E-8.031 Conflicts of 
Interest: Biomedical 
Research  
E-8.0315 Managing 
Conflicts of Interest in 
the Conduct of Clinical 
Trials  

https://policysearch.ama-assn.org/policyfinder/detail/H-130.970?uri=%2FAMADoc%2FHOD.xml-0-270.xml
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Policy 
Number 

Title Text Recommendation 

H-460.981 University-Industry Cooperative 
Research Ventures.  
2. Our AMA will inform the American Hospital 
Association of the AMA's position on hospital 
policies governing the interaction of hospital 
personnel with pharmaceutical, medical device, 
and other industry representatives within the 
hospital setting. 

E-8.047 Industry 
Representatives in 
Clinical Settings  
E-8.06 Prescribing and 
Dispensing Drugs and 
Devices  
E-8.061 Gifts to 
Physicians from 
Industry  
E-9.0115 Financial 
Relationships with 
Industry in Continuing 
Medical Education  
H-460.981 University-
Industry Cooperative 
Research Ventures.  
 
Authors’ note: When the 
AMA Code of Medical 
Ethics was modernized, 
many like policies were 
consolidated—see       
E-10.6, Industry 
Representatives in 
Clinical Settings] 

H-225.959 
  

Medical Staff 
Testing 

Our AMA: (1) establish policy that, in the absence 
of statutory and/or regulatory requirements, 
hospital medical staffs should determine those tests 
and/or immunization that are required for medical 
staff members, and delineate under what 
circumstances such tests or immunizations should 
be administered; (2) encourages medical staffs to 
regularly review and update their bylaws and 
workplace policies to ensure that they reflect 
current laws, regulations, health care policy, and 
evidence-based medicine; and (3) encourages 
appropriate stakeholders to develop, promulgate, 
and adopt a uniform immunization form for 
medical students seeking to do rotations at 
hospitals away from their home institutions. 

Retain; Still relevant. 

H-235.981 
 

Qualifications, 
Selection, and 
Role of Medical 
Directors, Chief 
Medical Officers, 
Vice Presidents for 
Medical Affairs, 
and Others 
Employed by or 
Under Contract 
with 
Hospitals/Health 
Systems to 
Provide Medical 

1. Our AMA supports the following guidelines 
regarding the qualifications and selection of 
individuals employed by or under contract with a 
hospital/health system to provide medical 
management services, such as medical directors, 
chief medical officers, and vice presidents for 
medical affairs: a. The hospital governing body, 
management, and medical staff should jointly: (i) 
determine if there is a need to employ or contract 
with one or more individuals to provide medical 
management services; (ii) establish the purpose, 
duties, and responsibilities of these positions; (iii) 
establish the qualifications for these positions; and 
(iv) establish and sustain a mechanism for input 

Editorially amend 1.c 
(by insertion and 
deletion) and Retain.  

Physicians providing 
medical management 
services at a single 
hospital should be 
licensed to practice 
medicine in the same 
state as the hospital for 
which they he or she 
provide such services. 
Additionally, he or she 

https://policysearch.ama-assn.org/policyfinder/detail/E-10.6%20Industry%20Representatives%20in%20Clinical%20Settings?uri=%2FAMADoc%2FEthics.xml-E-10.6.xml
https://policysearch.ama-assn.org/policyfinder/detail/E-10.6%20Industry%20Representatives%20in%20Clinical%20Settings?uri=%2FAMADoc%2FEthics.xml-E-10.6.xml
https://policysearch.ama-assn.org/policyfinder/detail/E-10.6%20Industry%20Representatives%20in%20Clinical%20Settings?uri=%2FAMADoc%2FEthics.xml-E-10.6.xml
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Policy 
Number 

Title Text Recommendation 

Management 
Services 

from and participation by elected leaders of the 
medical staff in the selection, evaluation, and 
termination of individuals holding these positions.  
b. An individual employed by or under contract 
with a hospital or health system to provide medical 
management services should be a physician 
(MD/DO). c. A physician providing medical 
management services at a single hospital should be 
licensed to practice medicine in the same state as 
the hospital for which he or she provides such 
services. Additionally, he or she should be a 
member in good standing of the organized medical 
staff of the hospital for which he or she provides 
medical management services. d. Where feasible, a 
physician providing medical management services 
at the system level for a multi-hospital health 
system should be licensed to practice medicine in 
each of the states in which the health system has a 
hospital that will be influenced by the physician's 
work. At a minimum, the physician should be 
licensed in at least one state in which the health 
system has a hospital over which the physician will 
exert influence, and in as many other states as may 
be required by state licensing law. e. Where 
feasible, a physician providing medical 
management services at the system level for a 
multi-hospital health system should be a member 
in good standing of the medical staff of each of the 
hospitals that will be influenced by the physician's 
work. At a minimum, the physician should: (i) be a 
member in good standing of at least one of the 
medical staffs of the hospitals that will be 
influenced by the physician's work; and (ii) work 
in collaboration with elected medical staff leaders 
throughout the system and with any individuals 
who provide medical management services at the 
hospital level.  
2. Our AMA supports the following guidelines 
regarding the role of the organized medical staff 
vis-a-vis individuals employed by or under 
contract with hospitals/health systems to provide 
medical management services: a. The purpose, 
duties, and responsibilities of individuals 
employed by or under contract with the 
hospital/health system to provide medical 
management services should be included in the 
medical staff bylaws and in the hospital/health 
system corporate bylaws. b. The organized medical 
staff should maintain overall responsibility for the 
quality of care provided to patients by the hospital, 
including the quality of the professional services 
provided by individuals with clinical privileges, 
and should have the responsibility of reporting to 
the governing body. c. The chief elected officer of 
the medical staff should represent the medical staff 
to the administration, governing body, and external 

they should be a 
member in good 
standing of the 
organized medical staff 
of the hospital for which 
he or she they provide 
medical management 
services.  
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Policy 
Number 

Title Text Recommendation 

agencies. d. Government regulations that would 
mandate that any individual not elected or 
appointed by the medical staff would have 
authority over the medical staff should be opposed. 

H-315.980  Preservation of 
Medical Records 

It is the policy of the AMA that medical 
considerations are the primary basis for deciding 
how long to retain medical records. For example, 
operative notes, chemotherapy records, and 
records documenting permanent structural 
alteration to the patients should always be part of 
the patient's chart. 

Retain; Still relevant.  

The Authors note that 
the AMA Code of 
Medical Ethics 3.3.1 
provides extensive 
guidance related to 
medical records. 

H-35.967 
 

Treatment of 
Persons with 
Hearing Disorders 

1. Our AMA believes that physicians should 
remain the primary entry point for care of patients 
with hearing impairment and continue to supervise 
and treat hearing, speech, and equilibratory 
disorders.   
2. Our AMA expressly opposes statements that the 
practice of audiology includes the diagnosis and 
treatment of hearing disorders; affirms that it is in 
the public interest that a medical assessment of any 
hearing or balance malfunction be made by a 
physician knowledgeable in diseases of the ear; 
reasserts that audiologists are individuals who 
perform non-medical testing, evaluating, 
counseling, instruction and rehabilitation of 
individuals whose communication disorders center 
in whole or in part in hearing function; and affirms 
its respect for the contribution which audiologists 
have made and continue to make to patient welfare 
and quality health care in their assistance in the 
treatment of hearing disorders.   
3. Should there be ambiguities in the statutory 
language of any state which defines audiology, 
state, and/or specialty medical societies should 
take steps to seek a legislative amendment to that 
statute to secure language that describes 
appropriately the practice of audiology. 
Misrepresentation by audiologists of their skills 
and/or the scope of their practice should be 
reported to appropriate state authorities. 

Retain; Still relevant. 

H-365.999 
    

Physician's Role in 
Returning Patients 
to Their Jobs 

Our AMA encourages physicians everywhere to 
advise their patients to return to work at the 
earliest date compatible with health and safety and 
recognizes that physicians can, through their care, 
facilitate patients' return to work. 

Consolidate with H-
365.981and H-365.976 
(as editorially amended 
by insertion and 
deletion) and Retain.  

H-365.981, Workers' 
Compensation. Our 
AMA: (1) will promote 
the development of 
practice parameters, 
when appropriate, for 
use in the treatment of 

https://policysearch.ama-assn.org/policyfinder/detail/3.3.1?uri=%2FAMADoc%2FEthics.xml-E-3.3.1.xml
https://policysearch.ama-assn.org/policyfinder/detail/3.3.1?uri=%2FAMADoc%2FEthics.xml-E-3.3.1.xml
https://policysearch.ama-assn.org/policyfinder/detail/%22Workers'%20Compensation%20H-365.981%22?uri=%2FAMADoc%2FHOD.xml-0-3097.xml
https://policysearch.ama-assn.org/policyfinder/detail/%22Workers'%20Compensation%20H-365.981%22?uri=%2FAMADoc%2FHOD.xml-0-3097.xml
https://policysearch.ama-assn.org/policyfinder/detail/%22Adopting%20the%20Use%20of%20the%20Most%20Recent%20and%20Updated%20Edition%20of%20the%20AMA%20Guides%20to%20the%20Evaluation%20of%20Permanent%20Impairment%20H-365.976%22?uri=%2FAMADoc%2FHOD.xml-H-365.976.xml
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Title Text Recommendation 

injured workers and 
encourages those 
experienced in the care 
of injured workers to 
participate in such 
development. 
(2) will investigate 
support for appropriate 
utilization review 
guidelines for referrals, 
appropriate procedures 
and tests, and ancillary 
services as a method of 
containing costs and 
curbing overutilization 
and fraud in the 
workers' compensation 
system. Any such 
utilization review 
should be based on open 
and consistent review 
criteria that are 
acceptable to and have 
been developed in 
concert with the medical 
profession. Physicians 
with background 
appropriate to the care 
under review should 
have the ultimate 
responsibility for 
determining quality and 
necessity of care. 
(3) encourages the use 
of the Guides to the 
Evaluation of 
Permanent Impairment. 
The correct use of the 
Guides can facilitate 
prompt dispute 
resolution by providing 
a single, scientifically 
developed, uniform, and 
objective means of 
evaluating medical 
impairment. 
(4) encourages 
physicians to participate 
in the development of 
workplace health and 
safety programs. 
Physician input into 
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healthy lifestyle 
programs (the risks 
associated with alcohol 
and drug use, nutrition 
information, the benefits 
of exercise, for 
example) could be 
particularly helpful and 
appropriate. 
(5) encourages the use 
of uniform claim forms 
(CMS 1500, UB04), 
electronic billing (with 
appropriate mechanisms 
to protect the 
confidentiality of 
patient information), 
and familiar diagnostic 
coding guidelines (ICD-
9-CM, CPT; ICD-10-
CM, CPT), when 
appropriate, to facilitate 
prompt reporting and 
payment of workers' 
compensation claims. 
(6) will evaluate the 
concept of Independent 
Medical Examinations 
(IME) and make 
recommendations 
concerning IME's (i) 
effectiveness; (ii) 
process for identifying 
and credentialing 
independent medical 
examiners; and (iii) 
requirements for 
continuing medical 
education for 
examiners. 
(7) encourages state 
medical societies to 
support strong 
legislative efforts to 
prevent fraud in 
workers' compensation. 
(8) will continue to 
monitor and evaluate 
state and federal health 
system reform proposals 
which propose some 
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form of 24-hour 
coverage. 
(9) will continue to 
evaluate these and other 
medical care aspects of 
workers' compensation 
and make timely 
recommendations as 
appropriate. 
(10) will continue 
activities to develop a 
unified body of policy 
addressing the medical 
care issues associated 
with workers' 
compensation, 
disseminate information 
developed to date to the 
Federation and provide 
updates to the 
Federation as additional 
relevant information on 
workers' compensation 
becomes available. 
(11) H-365.999, 
Physician's Role in 
Returning Patients to 
Their Jobs, Our AMA 
encourages physicians 
everywhere to advise 
their patients to return 
to work at the earliest 
date compatible with 
health and safety and 
recognizes that 
physicians can, through 
their care, facilitate 
patients' return to work. 
(12) H-365.976, 
Adopting the Use of the 
Most Recent and 
Updated Edition of the 
AMA Guides to the 
Evaluation of 
Permanent Impairment: 
Our AMA supports the 
adoption of the most 
current edition of the 
AMA Guides to the 
Evaluation of 
Permanent Impairment 
by all jurisdictions to 



CCB/CLRPD Joint Rep. 01-A-24 -- page 16 of 17 
 

Policy 
Number 

Title Text Recommendation 

provide fair and 
consistent impairment 
evaluations for patients 
and claimants including 
injured workers. 

H-85.954      Importance of 
Autopsies 

1. Our AMA supports seeking the cooperation of 
the National Advisory Council on Aging of the 
National Institutes of Health in recommending to 
physicians, hospitals, institutes of scientific 
learning, universities, and most importantly the 
American people the necessity of autopsy for 
pathological correlation of the results of the 
immeasurable scientific advancements which have 
occurred in recent years. Our AMA believes that 
the information garnered from such stringent 
scientific advancements and correlation, as well as 
coalitions, should be used in the most 
advantageous fashion; and that the conclusions 
obtained from such investigations should be 
widely shared with the medical and research 
community and should be interpreted by these 
groups with the utmost scrutiny and objectivity.   
2. Our AMA: (a) supports the efforts of the 
Institute of Medicine and other national 
organizations in formulating national policies to 
modernize and promote the use of autopsy to meet 
present and future needs of society; (b) promotes 
the use of updated autopsy protocols for medical 
research, particularly in the areas of cancer, 
cardiovascular, occupational, and infectious 
diseases; (c) promotes the revision of standards of 
accreditation for medical undergraduate and 
graduate education programs to more fully 
integrate autopsy into the curriculum and require 
postmortems as part of medical educational 
programs; (d) encourages the use of a national 
computerized autopsy data bank to validate 
technological methods of diagnosis for medical 
research and to validate death certificates for 
public health and the benefit of the nation; (e) 
requests The Joint Commission to consider 
amending the Accreditation Manual for Hospitals 
to require that the complete autopsy report be 
made part of the medical record within 30 days 
after the postmortem; (f) supports the 
formalization of methods of reimbursement for 
autopsy in order to identify postmortem 
examinations as medical prerogatives and 
necessary medical procedures; (g) promotes 
programs of education for physicians to inform 
them of the value of autopsy for medical legal 
purposes and claims processing, to learn the 
likelihood of effects of disease on other family 
members, to establish the cause of death when 
death is unexplained or poorly understood, to 

Retain; Still relevant. 
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establish the protective action of necropsy in 
litigation, and to inform the bereaved families of 
the benefits of autopsy; and (h) promotes the 
incorporation of updated postmortem examinations 
into risk management and quality assurance 
programs in hospitals.   
3. Our AMA reaffirms the fundamental importance 
of the autopsy in any effective hospital quality 
assurance program and urges physicians and 
hospitals to increase the utilization of the autopsy 
so as to further advance the cause of medical 
education, research and quality assurance.   
4. Our AMA representatives to the Liaison 
Committee on Medical Education ask that autopsy 
rates and student participation in autopsies 
continue to be monitored periodically and that the 
reasons that schools do or do not require 
attendance be collected. Our AMA will continue to 
work with other interested groups to increase the 
rate of autopsy attendance.  
5. Our AMA requests that the National Committee       
on Quality Assurance (NCQA) and other accrediting 
bodies encourage the performance of autopsies to 
yield benchmark information for all managed care 
entities seeking accreditation.   
6. Our AMA calls upon all third-party payers, 
including CMS, to provide adequate payment 
directly for autopsies, and encourages adequate 
reimbursement by all third party payers for 
autopsies.  
7. It is the policy of our AMA: (a) that the 
performance of autopsies constitutes the practice of 
medicine; and (b) in conjunction with the pathology 
associations represented in the AMA House, to 
continue to implement all the recommendations 
regarding the effects of decreased utilization of 
autopsy on medical education and research, quality 
assurance programs, insurance claims processing, 
and cost containment.                                                 
8. Our AMA affirms the importance of autopsies 
and opposes the use of any financial incentives for 
physicians who acquire autopsy clearance. 
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In May 2023, the American Medical Association (AMA) Council on Long Range Planning and 1 
Development (CLRPD) received a Letter of Application from the Advisory Committee (AC) on 2 
Lesbian, Gay, Bisexual, Transgender and Queer (LGBTQ+) Issues requesting a change in status to 3 
the LGBTQ+ Section. AMA bylaws on Sections (§7.00) define the mission of AMA sections and 4 
identify each section as fixed or delineated.  This report presents to the AMA House of Delegates 5 
(HOD) CLRPD’s evaluation of the proposal for a LGBTQ+ Section using criteria identified by 6 
Policy G-615.001, “Establishment and Functions of Sections” in consideration of requests for new 7 
sections or changing the status of member component groups. 8 
 9 
APPLICATION OF CRITERIA 10 
 11 
Following an initial review and discussion of the AC’s proposal for section status, the CLRPD met 12 
with the leadership of the AC to obtain clarification on some of the information presented in the 13 
letter of application. This part of the report presents criterion followed by material excerpted from 14 
the letter of application and the AC’s response to CLRPD’s request for additional information. The 15 
assessment section conveys the Council’s evaluation of the proposal for delineated section status.  16 
 17 
1.  Issue of Concern - Focus will relate to concerns that are distinctive to the subset within the 18 
broader, general issues that face medicine.  A demonstrated need exists to deal with these matters, 19 
as they are not currently being addressed through an existing AMA group. 20 
 21 
Currently, the AC serves as the experts on LGBTQ+ issues. Transitioning the group to a section 22 
would serve as an entry point to the HOD for most AMA resolutions seeking to advance LGBTQ+ 23 
physician and medical student needs and the practice of LGBTQ+ medicine. In this sense, the 24 
LGBTQ+ Section would provide the opportunity for underrepresented members of the AMA to 25 
introduce issues of concern and to participate in the AMA policymaking process. 26 
 27 
The goals and objectives of the LGBTQ+ Section shall include, but not be limited, to: 28 
 29 

• Provide a dedicated forum for involvement, mentoring, and networking for LGBTQ+ 30 
physicians and medical students. 31 

• Increase the membership, participation, and representation of LGBTQ+ physicians and 32 
students in the AMA. 33 

• Advocate for practices at AMA meetings to be inclusive to the needs of LGBTQ+ 34 
physicians, residents, medical students, and guests in attendance (e.g., gender neutral 35 
bathrooms, availability of gender pronouns ribbons for name badges).  36 

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
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• Enhance AMA policy, advocacy, and education on LGBTQ+ health and professional 1 
issues.  2 

• Advocate for best practices with AMA membership to foster camaraderie and safely 3 
identify as LGBTQ+ physicians and trainees.  4 

• Increase and foster further collaboration with Health Professionals Advancing LGBTQ 5 
Equity (GLMA) and additional professional societies, associations, and across AMA 6 
business units and sections on mutual interests and goals. 7 

• Reduce inequities faced by LGBTQ+ students, physicians, and patients and build support 8 
systems through representation in membership, LGBTQ+ focused programming, and 9 
mentorship opportunities. 10 

 11 
2.   Consistency - Objectives and activities of the group are consistent with those of the AMA. 12 
Activities make good use of available resources and are not duplicative.  13 
 14 
Members of the LGBTQ+ Section would advocate for physicians and medical students by focusing 15 
on strategies, programs, and policies to better serve AMA members, potential members, and 16 
patients who identify as LGBTQ+. In 2022, the AC held an impromptu meeting with the Chair of 17 
the AMA Board of Trustees (BOT) to discuss the AMA’s messaging on Mpox, previously known 18 
as Monkeypox or MPV. This meeting was to ensure that no groups affected by this public health 19 
crises were further stigmatized, and to address the vaccine shortage so that distribution was 20 
performed in an equitable and effective manner to prevent further spread.   21 
 22 
The Committee holds a liaison position that serves on the AMA Foundation (AMAF) Fellowship 23 
Commission on LGBTQ+ Health, which determines institutional grants to support the 24 
advancement of LGBTQ+ Health and Equity initiatives.  Additionally, the AC funds and selects 25 
annual awardees for the AMAF LGBTQ+ Award for Excellence. These awards and grants are 26 
establishing the pathway for physicians who identify as LGBTQ+ to become involved in the AMA, 27 
gain peer recognition, and advance evidence-based practices of health equity standards for 28 
LGBTQ+ patients. Given that the AC has been in existence since 2005, and that the strategic plan 29 
and work of the Committee has demonstrated its continued need, the section would continue to be 30 
essential, with neither change to staffing, nor duplicative efforts arising from the transition.  31 
 32 
In November 2023, the AC sponsored a session with leading experts in the field of LGBTQ+ health 33 
policy and legislation who discussed important and timely legislative efforts at the state and federal 34 
levels impacting LGBTQ+ health care access and treatment, such as the current landscape of 35 
legislation and bills that were passed recently affecting LGBTQ+ health care and access; current 36 
court cases that resulted from enacted anti-LGBTQ+ legislation;  newer bills, such as Shield laws, 37 
that are being passed in an effort to protect access to LGBTQ+ health care services in some states, 38 
and the sponsors and organizations backing anti-LGBTQ+ legislation and some of their strategies. 39 
 40 
3.   Appropriateness - The structure of the group will be consistent with its objectives and activities. 41 
 42 
Due to its protected class nature and voluntary membership, the LGBTQ+ Section would not enroll 43 
members based on sexual orientation, gender identity and expression (SOGIE) data. Instead, 44 
members would need to opt in as members of the section. All AMA members may receive the 45 
monthly LGBTQ+ newsletter, attend webinars, and AMA Interim and Annual meeting educational 46 
programming. 47 
The current AC leadership consists of a Chair, Vice Chair, GLMA Representative, Medical Student 48 
Section (MSS) Representative, Young Physician Section (YPS) Representative, Resident Fellow 49 
Section (RFS) Representative and two Members at-Large. As the LGBTQ+ Section, the governing 50 
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council (GC) would oversee the elections process for the delegate and alternate delegate positions 1 
and allow any member of the section to apply for these positions. Section membership would then 2 
vote to elect these positions. Terms of service for GC members will be addressed in the section’s 3 
internal operating procedure (IOP). The GC, including the delegates, would meet prior to the HOD 4 
meetings and at other times throughout the year with elections taking place prior to the Annual 5 
Meeting of the HOD. The Chair and Chair-elect positions would be elected positions from 6 
members of the GC with the Chair-elect (now Vice Chair under current AC format) ascending to 7 
Chair. Voting would be conducted in accordance with the section’s IOP and call for a majority 8 
consensus.   9 
 10 
4.   Representation Threshold - Members of the formal group would be based on identifiable 11 
segments of the physician population and AMA membership.  A substantial number of members 12 
would be represented by this formal group.  At minimum, this group would be able to represent 13 
1,000 AMA members.  It is important to note this threshold will not be used to determine 14 
representation, as each new section will be allocated only one delegate and one alternate delegate 15 
in the AMA HOD. 16 
 17 
The percentage of U.S. adults who self-identify as gay, lesbian, bisexual, transgender, or something 18 
other than heterosexual has increased to a new high of 7.2 percent, which is double the percentage 19 
when Gallup first measured it a decade ago. Based on this estimate, there are approximately 23 20 
million people who identify as transgender or non-binary, meaning those individuals whose gender 21 
identity differs from cultural expectations based on the sex assigned at birth and/or falls outside 22 
binary gender categories of “man” or “woman.”1 2   23 
 24 
The Association of American Medical Colleges Graduation Questionnaire notes that over one 25 
percent of graduating medical students identify as a different gender than their sex assigned at 26 
birth, and nearly 12 percent identify as gay, lesbian, bisexual, or another sexual identity besides 27 
heterosexual.3  Of the 250,000 AMA members, nearly seven percent identify as LGBTQ+ based on 28 
those who provided SOGIE information. The “prefer not to say” category in SOGIE data, is around 29 
two percent, which is consistent with the 2022 Gallup census information. The AC has identified 30 
another possible five percent of AMA membership as allies; so, as many as 12,500 active members 31 
in the AMA would consider themselves allies to the LGBTQ+ Section.  32 
 33 
With increased visibility as a section and additional opportunities for engagement and 34 
collaboration, the section may be able to further reduce stigma within and outside the AMA.  35 
Currently, the AC listserv engages a total of 1,703 individuals. Half of those are AMA members 36 
(804) and the other half are not (899). As a section, it is anticipated that more LGBTQ+ members 37 
will recruit friends and colleagues to be actively engaged members of the section. Groups where 38 
the section may find opportunities to recruit new AMA members include GLMA, Medical Student 39 
Pride Alliance (MSPA), LGBTQ+ members of specialty societies, and others.  40 
 

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

https://news.gallup.com/poll/470708/lgbt-identification-steady.aspx
https://news.gallup.com/poll/470708/lgbt-identification-steady.aspx
https://williamsinstitute.law.ucla.edu/publications/trans-adults-united-states/
https://www.aamc.org/data-reports/students-residents/report/graduation-questionnaire-gq
https://www.aamc.org/data-reports/students-residents/report/graduation-questionnaire-gq
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5.   Stability - The group has a demonstrated history of continuity.  This segment can demonstrate 1 
an ongoing and viable group of physicians, who will be represented by this section.  Both the 2 
segment and the AMA will benefit from an increased voice within the policymaking body.  3 
 4 
The AC participates in several efforts aimed at growing AMA membership and engagement.  5 
While attending outside organizations meetings and events, such as Howard Brown Health LGBTQ 6 
Midwest Symposium, MSPA annual meeting, Building the Next Generation of Academic 7 
Physicians (BNGAP) LGBT Workforce Conference, and GLMA’s annual meeting, AC members 8 
provide awareness and greater understanding of the benefits to working with and joining the AMA.  9 
The current AC includes physicians from several stakeholder institutions such as Howard Brown 10 
Health, MSPA and GLMA.  AC members also collaborate and engage with students at the BNGAP 11 
meeting and through the MSS representative for outreach to MSPA to engage interested students 12 
with the AC and its work.  As a section, the group plans on further educational outreach to MSS, 13 
RFS and YPS within the AMA and LGBTQ+ groups outside the AMA.  14 
 15 
The AC has convened meetings during Annual and Interim Meetings of the HOD. Attendance at 16 
assembly meetings ranges between 80 to 150 members with 20-30 new members attending 17 
meetings. The monthly newsletter listserv, which reaches approximately 1,700 individuals, remains 18 
vital and connects AC membership between and during meetings. Committee members are very 19 
well informed on the socio-economic facets of medicine and the group’s leadership has remained 20 
stable and consistent, with continuous growth in applicants for open positions.  Engagement in the 21 
Committee’s newsletter continues to be among the highest open and click through rates across the 22 
sections. For 2022, the monthly newsletter email was opened by 10,662 individuals with an open 23 
percentage rate of 48.92.   24 
  25 
Annually, the AC undergoes a strategic planning process where the top strategic initiatives are 26 
identified and supporting tactics and measures are established. AC leadership performs quarterly 27 
check-ins to assess how the Committee is progressing on these goals. The AC established its 2022-28 
2023 strategic priorities to: 29 
 30 
• Facilitate member involvement, mentoring, leadership development, and networking for 31 

LGBTQ+ physicians, medical students, and allies. 32 
• Improve health equity for LGBTQ+ patients and communities and increase LGBTQ+ 33 

representation in the physician workforce. 34 
• Engage internal and external stakeholders in amplifying AMA policy and enhancing 35 

education and awareness efforts on LGBTQ+ health and well-being. 36 
 37 

In addition to the strategic objectives, the Committee identified the following items as additional 38 
priorities and areas of focus: 39 
 40 
1. Promote physician safety from threats and violence, especially when providing medically      41 

necessary, evidence-based care. 42 
2.    Mpox eradication including equitable vaccine and treatment distribution.  43 
 44 
The AC has always been focused on establishing goals and priorities that support the mission and 45 
continued growth and capacity to reach more LGBTQ+ physicians and medical students, and 46 
understands the necessity to remain nimble and open to accommodating issues that inevitably arise 47 
and require attention and support from the AC and AMA leadership, such as laws and regulations 48 
that seek to deny access to health care, and penalize/criminalize the provision of medically 49 
necessary and appropriate care.  50 
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For the June 2022 meeting, the LGBTQ+ Caucus had 146 registrants, which was nearly seven 1 
percent of the total number of registered attendees for section caucus events. Compared to previous 2 
caucus events, there has been consistent growth in registered attendees. In 2019, the AC had 83 3 
registrants, and for 2021 there were 169 (no data for June 2020 as that meeting was cancelled). 4 
Registration for the I-22 Meeting had 115 registered attendees, which is a marked increase from 5 
November 2021, where 106 registrations were received for the virtual event and 40 attended in 6 
person. This is also a marked increase from the virtual November 2020 meeting, when 30 7 
participants attended the Caucus event. At the November 2019 Interim meeting there were 101 8 
registered participants for the LGBTQ+ Caucus event.  9 
 10 
In 2022, the AC hosted educational events with high attendance and registration rates and 11 
supported the AMA’s commitment to embedding health equity. The topics and speakers selected at 12 
both the 2022 Annual and Interim meetings were non-profit providers who support marginalized 13 
LGBTQ+ communities. At the June meeting, the AIDS Foundation of Chicago (AFC) presented, 14 
“Policy, Housing, Health Equity.” The session relayed AFC’s impact on reducing HIV-related 15 
health disparities among Black, Indigenous, and people of color and LGBTQ+ communities 16 
through housing, case management, policy and advocacy, and community engagement. For the 17 
November Interim education session, Hawaii Health and Harm Reduction Center presented 18 
“Knowing Your Place.” Attendees of this session gained an increased understanding of western 19 
concepts of LGBTQ+ identities; increased knowledge about the culture, history, and role of native 20 
Hawaiian Mahu and of the impacts of colonialism on the native Hawaiian Mahu community; and 21 
gained increased confidence to provide culturally appropriate health services to Native Hawaiian 22 
LGBTQ+ communities. 23 
 24 
6.   Accessibility - Provides opportunity for members of the constituency, who are otherwise under-25 
represented, to introduce issues of concern and to be able to participate in the policymaking 26 
process within the HOD.   27 
 28 
Since its formation, the AC has been well-organized and engaged in the AMA, has a collegial and 29 
supportive relationship with the BOT and is recognized as the forum for physicians and medical 30 
students who identify as LGBTQ+ within the AMA. The Committee conducts their meetings and 31 
policy discussions in alignment with the HOD as do the sections, which the AC engages with, e.g., 32 
the Integrated Physician Practice Section, MSS, RFS, Minority Affairs Section, Women Physicians 33 
Section and more on a regular and consistent basis. The AC has engaged with AMA staff to 34 
support the AMA business efforts addressing the needs of physicians and health care of the 35 
LGBTQ+ community. While many AC members are delegates or alternates who are familiar with 36 
the activities and policymaking processes of the House, it is common that reference committee 37 
members, section leaders, various delegations or BOT members may ask the unofficial opinion of 38 
the AC on items of business at the HOD, despite the AC having no official standing at the House.  39 
However, Committee members have not had a consistently visible identified voice in the HOD.  40 
Members of the AC believe all of this has prepared the AC to transition quickly and efficiently to 41 
become a highly functioning and effective section and that the time has come to transition to 42 
section status with a delegate who can voice the official opinion of an LGBTQ+ Section.   43 
 44 
The LGBTQ+ Section would serve as an entry point to the HOD for most AMA resolutions 45 
seeking to support physicians, medical students, and patient health of the LGBTQ+ community.  46 
This section can help ensure resolutions brought to the HOD provide opportunities for LGBTQ+ 47 
members to engage in the AMA policymaking process. Section members will be notified prior to 48 
meetings of resolution submission guidelines and deadlines. Members would submit resolutions to 49 
the GC for consideration that would then review the submission and assist the author(s) with 50 
modifications, if needed.  Section members could submit comments or testimony to revise the 51 
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original resolution. The GC would discuss resolutions and reports that are germane to the section 1 
during their meetings.  Section membership would vote to support, oppose, or recommend other 2 
directives for the resolutions and reports, and would also solicit and discuss timely issues for future 3 
policymaking activities. The LGBTQ+ Section could provide a friendly forum for under-4 
represented LGBTQ+ physicians and medical students who have often felt marginalized to 5 
introduce issues of concern and to participate in the AMA policymaking process.  6 
 7 
CLRPD ASSESSMENT  8 
 9 
Within the AMA, there are no component groups solely devoted to advocacy and education related 10 
to issues that are specific to LGBTQ+ individuals. Given the limited opportunity of the AC to 11 
present issues of concern specific to this group, the CLRPD believes it would be appropriate to 12 
afford LGBTQ+ physicians and medical students with an opportunity for a focused voice. The 13 
proposed LGBTQ+ Section would be dedicated to advocacy on policy issues, provide leadership 14 
development and educational opportunities for medical students and physicians, and monitor trends 15 
and issues that affect physicians, medical students and patients who identify as LGBTQ+.   16 
 17 
The LGBTQ+ Section would generate projects relevant to physicians and physicians in training 18 
who have an interest in LGBTQ+ issues. Improving outreach and creating new opportunities for 19 
participation among physicians and trainees may incentivize non-members of this demographic to 20 
become AMA members. The structure of the proposed LGBTQ+ Section is conducive to sharing 21 
key concerns and identifying meaningful opportunities for physicians, which supports the 22 
objectives of this group. In accordance with the AMA bylaws, sections are required to have an 23 
elected GC from the voting members of the section and establish a business meeting that would be 24 
open to its members. The AC presently has an established online forum, which could create an 25 
avenue for a voting body to elect GC members.   26 
 27 
LGBTQ+ physicians and medical students remain a substantial market segment for our AMA and 28 
this section would represent over 1,000 AMA members. Since its inception, the AC has taken steps 29 
to align its structure with the activities of the AMA. AC leadership has built a solid foundation for 30 
the group, which would benefit from a delegate’s voice to address LGBTQ+ issues in the HOD. 31 
The AMA’s policymaking process could be strengthened by ensuring that the perspectives of these 32 
physicians, medical students and patients are represented.   33 
 34 
The CLRPD finds that the application meets all six criteria as defined in bylaws. 35 
 36 
RECOMMENDATIONS 37 
 38 
The Council on Long Range Planning and Development recommends that the following 39 
recommendations be adopted and the remainder of the report be filed: 40 
 41 
1. That our American Medical Association transition the Advisory Committee on Lesbian, Gay, 42 

Bisexual, Transgender and Queer (LGBTQ+) Issues to the LGBTQ+ Section as a delineated 43 
section. (Directive to Take Action) 44 

 45 
2. That our AMA develop bylaw language to recognize the LGBTQ+ Section. (Directive to Take 46 

Action) 47 
 
Fiscal Note: The Advisory Committee on LGBTQ+ Issues submitted a detailed fiscal note that 
projected incremental expenditures of $16,000 per annum for the proposed section.   
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BACKGROUND 1 
 2 
At the 1998 Interim Meeting, the House of Delegates (HOD) established a House Committee on 3 
Trustee Compensation, currently named the Committee on Compensation of the Officers, (the 4 
“Committee”).  The Officers, defined in the American Medical Association’s (AMA) Constitution 5 
and Bylaws, consist of all 21 members of the Board of Trustees, including the President, President-6 
Elect, Immediate Past President, Secretary, and Speaker and Vice Speaker of the HOD, and are 7 
collectively referred to in this report as Officers.  The composition, appointment, tenure, vacancy 8 
process and reporting requirements for the Committee are covered under the AMA Bylaws.  Bylaw 9 
2.13.4.5 provides: 10 
 11 

The committee shall present an annual report to the House of Delegates recommending the 12 
level of total compensation for the Officers for the following year.  The recommendations of 13 
the report may be adopted, not adopted, or referred back to the committee, and may be 14 
amended for clarification only with the concurrence of the committee. 15 
 16 

At A-00, the Committee and the Board jointly adopted the American Compensation Association’s 17 
definition of “Total Compensation” which was added to the Glossary of the AMA Constitution and 18 
Bylaws.  Total Compensation is defined as the complete reward/recognition package awarded to an 19 
individual for work performance, including: (a) all forms of money or cash compensation; (b) 20 
benefits; (c) perquisites; (d) services; and (e) in-kind payments. 21 
 22 
Since the inception of this Committee, its reports have documented the process the Committee 23 
follows to ensure that current or recommended Officer compensation is based on sound, fair, cost-24 
effective compensation practices as derived from research and use of independent external 25 
consultants, expert in Board compensation.  Reports beginning in December 2002 documented the 26 
principles the Committee followed in creating its recommendations for Officer compensation. 27 
 28 
METHODOLOGY 29 
 30 
The Committee recently commissioned Willis Towers Watson (WTW),  a major compensation 31 
consulting firm with expertise in board compensation to review secretarial expense reimbursement 32 
for not-for-profit board members.  This review was requested so that we can ensure our AMA 33 
board members have access to necessary secretarial services to assist them in representing the 34 
AMA.  The current $750 secretarial allowance, in effect for at least the past 10 years, is a calendar 35 
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year annual maximum reimbursement, and it is included in the respective board member’s taxable 1 
income per IRS regulations.   2 
 3 
FINDINGS 4 
 5 
WTW reviewed external data on practices related to secretarial expense reimbursement of not-for-6 
profit boards.  While the data showed that secretarial expense reimbursement was a minority 7 
practice, it was noted that our board members have a significantly larger time commitment than 8 
what is required by other not-for-profit boards.  Given the work of the board members and the time 9 
commitment, the secretarial needs of the board are different than a traditional not-for-profit that 10 
supports providing board members with this benefit.  The data also showed that when the 11 
reimbursement was provided, practices are split between the reimbursement being capped or 12 
uncapped with uncapped being slightly more common.  Considering that trend, combined with the 13 
fact that it has been 10 years since the reimbursement maximum was reviewed, this Committee 14 
recommends increasing the maximum reimbursement to $1,125 effective January 1, 2025.   15 
 16 
RECOMMENDATIONS  17 
 18 
The Committee on Compensation of the Officers recommends the following recommendations be 19 
adopted and the remainder of this report be filed: 20 
 21 
1. That the secretarial reimbursement be increased to $1,125 effective January 1, 2025. 22 
 23 
2. That there be no changes to Officers’ compensation for the period beginning July1, 2024 24 

through June 30, 2025. 25 
 26 
3. That the remainder of the report be filed.  27 

 28 
Fiscal Note: $4,500 if all non-leadership board members were reimbursed to the secretarial 29 
reimbursement maximum.     30 
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APPENDIX 1 
 
Definition of Governance Honorarium Effective July 1, 2017: 
 
The purpose of this payment is to compensate Officers for all Chair-assigned internal AMA work 
and related travel. This payment is intended to cover all currently scheduled Board meetings, 
special Board or Board Committee meetings, task forces, subcommittees, Board orientation, 
development and media training, Board calls, sections, councils, or other internal representation 
meetings or calls, and any associated review or preparatory work, and all travel days related to all 
meetings as noted up to eleven (11) Internal Representation days. 
 
Definition of Per Diem for Representation effective July 1, 2017: 
 
The purpose of this payment is to compensate for Board Chair-assigned representation day(s) and 
related travel.  Representation is either external to the AMA, or for participation in a group or 
organization with which the AMA has a key role in creating/partnering/facilitating, achievement of 
the respective organization goals such as the AMA Foundation, PCPI, etc. or for Internal 
Representation days above eleven (11).  The Board Chair may also approve a per diem for special 
circumstances that cannot be anticipated such as weather-related travel delays.  Per Diem for Chair-
assigned representation and related travel is $1,400 per day. 
 
Definition of Telephone Per Diem for External Representation effective July 1, 2017: 
 
Officers, excluding the Board Chair and the President(s) who are assigned as the AMA 
representative to outside groups as one of their specific Board assignments or assigned Internal 
Representation days above eleven (11), receive a per diem for teleconference meetings when the 
total of all teleconference meetings of 30 minutes or longer during a calendar day equal 2 or more 
hours.  Payment for those meetings would require the approval of the Chair of the Board. The 
amount of the Telephonic Per Diem will be ½ of the full Per Diem which is $700. 
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BACKGROUND 1 
 2 
At the 2023 Annual Meeting, resolution 604 was adopted.  Resolution 604 states: 3 
 4 

RESOLVED, That our American Medical Association form a Speakers Task Force on the 5 
Resolution Process to review the entire process of handling resolutions for our AMA 6 
House of Delegates, including but not limited to definitions of on time resolutions, 7 
emergency resolutions, and late resolutions, deadlines for submission of resolutions by all 8 
sections, processing and review of reference committee reports, and use of virtual meetings 9 
so that all on time resolutions can be submitted by the same deadline (Directive to Take 10 
Action); and be it further 11 
 12 
RESOLVED, That our AMA Speakers Task Force on the Resolution Process report back 13 
to our AMA House of Delegates by the 2024 Annual Meeting with recommendations 14 
regarding the resolution process. (Directive to Take Action) 15 

  16 
Pursuant to this policy, the Resolution Modernization Task Force (RMTF) was appointed by the 17 
Speaker with a broad representation in the House. The RMTF includes following nine members:   18 
 19 

● David Henkes, MD, Chair, Texas 20 
● Sarah Candler, MD, American College of Physicians 21 
● Ronnie Dowling, MD, Arizona Medical Association 22 
● Rachel Ekaireb, MD, Resident/Fellow Section, California 23 
● Michael Hanak, MD, American Academy of Family Physicians 24 
● Susan Hubbell, MD, American Academy of Physical Medicine and Rehabilitation 25 
● Gary Pushkin, MD, The Maryland State Medical Society 26 
● Kaylee Scarnati, Medical Student Section, Ohio 27 
● Rachel Kyllo, MD, American Society for Dermatologic Surgery 28 
● Lisa Bohman Egbert, MD, Speaker, Ohio 29 
● John H. Armstrong, MD, Vice Speaker, American College of Surgeons 30 

 31 
The RMTF held their initial meeting on August 27, 2023, and developed an informational report, 32 
Speakers’ Report 01-I-23, which delineated issues with the resolutions process. This report was 33 
used to guide the RMTF Open Forum which was held at the 2023 Interim Meeting to solicit input 34 
from House of Delegates (HOD) and other AMA members attending the meeting. In addition, an 35 
RMTF email box was established and announced during the open forum to enable members to 36 
continue to submit comments after I-23 adjourned. There was robust discussion during the open 37 



Speaker’s Rep. 01-A-24 -- page 2 of 9 
 

forum and many comments were received into the RMTF email box. The discussion topics at the 1 
open forum included: 2 
 3 

● Unequal time for delegates to evaluate items for HOD business 4 
● Avoiding Redundancy with Existing Policy 5 
● Reference Committee Process 6 
● Reference Committee Hearings 7 

 8 
The RMTF met again in early January 2024 to review comments received. As was stated at their 9 
initial meeting, the task force, “…seeks to develop efficient processes that allow for all business 10 
before the House to be equally reviewed by all delegates with the ultimate goal of the best policy 11 
being developed for our AMA,” and that remained their guiding principle in developing this report 12 
and its recommendations.  13 
 14 
DISCUSSION 15 
 16 
Based on comments heard at the open forum, there was general consensus that the resolution 17 
process is outdated, inefficient and requires modernization. The task force notes that the resolution 18 
submission process and policies have not been changed since 2012; however, the HOD office has 19 
begun significant technical improvements to PolicyFinder and to the procedures for submission and 20 
processing of resolutions. Because these technical improvements are ongoing, the RMTF focused 21 
on changes that would allow the consideration of HOD business to be more efficient, more 22 
inclusive to members, and more equitable so that all items of business receive adequate and 23 
equivalent consideration by the House. Therefore, the proposed recommendations address 24 
resolution deadlines, the online forum, reference committee reports, and reaffirmation. 25 
 26 
Resolution Deadlines 27 
 28 
The resolution submission deadlines as stated in AMA Bylaws are as follows: 29 
 30 

2.11.3.1 Resolutions. To be considered as regular business, each resolution must be 31 
introduced by a delegate or organization represented in the House of Delegates and must 32 
have been submitted to the AMA not later than 30 days prior to the commencement of the 33 
meeting at which it is to be considered, with the following exceptions. 34 
 35 

2.11.3.1.1 Exempted Resolutions. If any member organization’s house of delegates 36 
or primary policy making body, as defined by the organization, adjourns during the 37 
5-week period preceding commencement of an AMA House of Delegates meeting, 38 
the organization is allowed 7 days after the close of its meeting to submit 39 
resolutions to the AMA. All such resolutions must be received by noon of the day 40 
before the commencement of the AMA House of Delegates meeting. The presiding 41 
officer of the organization shall certify that the resolution was adopted at its just 42 
concluded meeting and that the body directed that the resolution be submitted to 43 
the AMA House of Delegates. 44 

 45 
2.11.3.1.2 AMA Sections. Resolutions presented from the business meetings of the 46 
AMA Sections may be presented for consideration by the House of Delegates no 47 
later than the recess of the House of Delegates opening session to be accepted as 48 
regular business. Resolutions presented after the recess of the opening session of 49 
the House of Delegates will be accepted in accordance with Bylaw 2.11.3.1.4.  50 
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2.11.3.1.3 Late Resolutions. Late resolutions may be presented by a delegate prior 1 
to the recess of the opening session of the House of Delegates, and will be 2 
accepted as business of the House of Delegates only upon two-thirds vote of 3 
delegates present and voting.   4 
 5 
2.11.3.1.4 Emergency Resolutions. Resolutions of an emergency nature may be 6 
presented by a delegate any time after the opening session of the House of 7 
Delegates is recessed. Emergency resolutions will be accepted as business only 8 
upon a three-fourths vote of delegates present and voting, and if accepted shall be 9 
presented to the House of Delegates without consideration by a reference 10 
committee. A simple majority vote of the delegates present and voting shall be 11 
required for adoption. 12 

 13 
Currently, it is difficult for staff, delegations and members to review and fully vet all items of 14 
business before the House due to the multiple exceptions to the “on-time” deadline as defined 15 
above. These multiple exceptions mean that business is being processed in an ongoing fashion and 16 
results in a fairly significant amount of “on-time” business being submitted after the 30-day 17 
deadline through the closing of the HOD Opening Session. Although exempted resolutions are 18 
posted on the website as soon as they are processed, they are not able to be included in the HOD 19 
Delegate Handbook or the Online Member Forums (forums) and are often not seen by delegations 20 
until the release of the “meeting tote” prior to the HOD Second Opening Session. These items of 21 
business are not available to undergo the same consideration as those submitted before the 30-day 22 
deadline. The inability to adequately review these late arriving “on-time” resolutions has been 23 
identified as a major frustration by delegations. The short timeframe for review also limits 24 
opportunities for collaboration and consensus building among delegations. Many suggestions to 25 
rectify this problem were offered at the open forum and by email. The majority favored having one 26 
set “on-time” deadline. Some delegates voiced concern for the Sections who meet and pass 27 
resolutions just prior to the meeting. However, representatives from the MSS and RFS stated that 28 
they have a very robust process for vetting their resolutions; by default, resolutions are deferred to 29 
the following HOD meeting, and only those of an urgent nature are immediately forwarded. Given 30 
that late resolutions are specifically reviewed for their timeliness and urgency, these resolutions 31 
would be well positioned to be recommended for consideration if submitted as such. 32 
 33 
Therefore, the RMTF recommends that the “on-time” deadline for resolutions be set at 45 days 34 
prior to the commencement of the meeting at which it is to be considered. This recommendation 35 
discontinues the exemptions for late society meetings and AMA Sections. Resolutions will be 36 
considered “late” when received after the 45-day deadline and prior to the beginning of the HOD 37 
Opening Session. Late resolutions will continue to be under the purview of the Rules and 38 
Credentials Committee and the criteria for which late resolutions would be recommended for 39 
consideration will continue to include the resolution’s timeliness and the urgency of the topic. 40 
Recommendations for consideration of late resolutions will continue to be included as a consent 41 
calendar on the Rules and Credentials Report presented at the Second Opening Session and require 42 
a two-thirds vote for consideration. The emergency resolution process would remain unchanged; 43 
however, any resolution submitted after the HOD Opening Session begins will be treated as an 44 
emergency resolution. 45 
 46 
In summary, resolutions will fall into one of three categories:  on time (45 days prior to the 47 
meeting), late (after the on-time deadline and before the Opening Session begins), or emergency 48 
(after the Opening Session begins). The Sections and organizations that hold their policy-making 49 
meetings after the on-time deadline would be encouraged to review their resolutions for timeliness 50 
and urgency and hold those not meeting this criteria for the next coming AMA meeting. Those 51 
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resolutions deemed timely and urgent could be submitted as late resolutions which will require a 1 
two-thirds vote for consideration. These adjusted deadlines would allow staff to more easily 2 
process items of business, prepare and post the HOD Delegate Handbook in its entirety, and post 3 
the entire handbook on the Online Member Forums. In turn, this should allow delegations more 4 
time to consider items of business without the scramble and frustration that the current process 5 
produces. Overall, these changes will level the playing field so that all resolutions will be able to be 6 
reviewed equally. 7 
 8 
Reference Committees Hearings and Reports 9 
 10 
The Online Member Forums were identified as an area ripe for improvement. Many commenters 11 
noted experience from their own organizations in which a more robust virtual preliminary reference 12 
committee process led to a more efficient in-person process and ultimately to policy that has been 13 
more thoughtfully crafted and more thoroughly vetted. Additionally, Res. 606-I-21, established 14 
policy D-600.956 which called for a two-year trial requiring that reference committees, prior to the 15 
in-person reference committee hearing, produce a preliminary reference committee document 16 
based on the written online testimony. An evaluation to determine if this procedure should be 17 
continued is a directive of this policy. The RMTF was asked to conduct this evaluation as part of 18 
their overall review to modernize the HOD. 19 
 20 
Assessing the success of the trial of the Online Member Forums is difficult. As noted above, the 21 
vast majority of the comments submitted to the RMTF suggested that these online forums should 22 
be utilized in a much more robust and productive way to move the business of the HOD forward. 23 
Polling of HOD delegates over a course of three meetings (A-22, I-22 and A-23), found that 24 
consistently around 70% of delegates had viewed at least a few items on the forums. The 25 
preliminary documents were found to be at least “somewhat helpful” by around 65% of those 26 
responding. This would suggest that, although delegates find the forums to be a useful tool to 27 
review items of business, they are currently being underutilized.   28 
 29 
In their current state, the comments received on the forums are viewed by many to not carry the 30 
same importance as in person testimony which is multifactorial in origin. A significant factor, as 31 
discussed above, is that many “on-time” resolutions are not even posted on the forums. In addition, 32 
the current process for developing a preliminary document, as defined in policy D-600.956, gives 33 
very little insight into the direction of the reference committee’s actions. By explicitly treating this 34 
as an official reference committee hearing with a report, the RMTF believes this will drive greater 35 
utilization of this valuable tool by elevating the importance of contributing to the online discussion. 36 
This change would thus give equal weight to the testimony gathered online. In addition, there are 37 
multiple advantages to online testimony which include: 38 
 39 

● The ability to submit amendments and/or supporting documentation with unlimited text 40 
which allows for consideration and comment by other delegations. 41 

● More time and opportunity for delegates and delegations to collaborate to improve 42 
proposed resolutions. 43 

● The opportunity for the entire AMA membership to submit comments, offering a wider 44 
voice in the development of AMA policy. 45 

● Increased inclusivity by allowing those unable or who prefer not to travel to meetings the 46 
opportunity to participate. 47 

● The opportunity for small delegations to provide input on all items of business by avoiding 48 
the inherent difficulty of presenting at concurrent in-person reference committee hearings. 49 
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Therefore, the RMTF recommends that the Online Member Forums be renamed the Online 1 
Reference Committee Hearings. These online ref coms will open 10 days following the 45-day 2 
resolution submission deadline and be open for 21 days. As noted above, this 10-day window will 3 
allow adequate time for staff processing of resolutions, the development of the HOD Handbook, 4 
the review of the Resolution Committee for Interim, and the posting of resolutions on the Online 5 
Reference Committees which currently is a lengthy process. This also extends the online ref coms 6 
by one week beyond the current two-week window. For these reasons, the RMTF chose 45 days for 7 
the “on-time” deadline. All items of business received by the resolution deadline will be included 8 
in the Online Reference Committee Hearings.  9 
 10 
The RMTF recommends that reference committees convene virtually after the online ref com 21-11 
day window closes, to develop a Preliminary Reference Committee Report. The task force further 12 
recommends that the bylaws be amended so that the term for all committees of the House shall 13 
commence upon their formation and shall continue throughout the meeting for which they were 14 
appointed unless otherwise directed by the HOD, such as Reference Committee F. 15 
 16 
The Preliminary Reference Committee Report will follow the same format as the reference 17 
committee reports which are produced following the in-person hearings with the exception that 18 
they shall not be consent calendars. The reports would include recommended actions by the 19 
reference committee with items grouped by action, a summary of testimony to date, and a rationale 20 
for the action recommended. The reports would be posted to the HOD website at least four days 21 
prior to the opening of the HOD meeting for which they were submitted.  22 
 23 
The in-person reference committee hearings will continue to hear testimony on each item before 24 
the reference committee with the exception that the order of business would follow the order listed 25 
on the Preliminary Reference Committee Report. Therefore, those items recommended for 26 
adoption would go first followed by those recommended for adoption as amended and so forth, 27 
with items for reaffirmation in lieu of being heard last. Although the preliminary reports will offer 28 
recommendations for action for each item, this does not preclude discussion of the original item 29 
and/or alternate actions or the submission of supporting documentation for the reference committee 30 
to consider. Following the in-person hearing, the reference committees will convene to review the 31 
in-person testimony and make necessary adjustments to their reports taking both online ref com 32 
and in-person testimony into consideration. The final reference committee report to be considered 33 
at the HOD will then be posted in the usual fashion.  34 
 35 
In prior discussions of preliminary reports, concerns included that recommendations contained in 36 
the report would be based on insufficient input or include recommendations that bias the outcome 37 
of an item of business. However, those with experience with such a preliminary report with 38 
recommendations noted that the inclusion of recommendations actually led to more robust online 39 
discussions and thus more accurate initial recommendations. Additionally, as previously stated, the 40 
recommendations included in the preliminary report are based on initial testimony only and would 41 
be updated to reflect the totality of testimony from both the online and in-person testimony and that 42 
stating a preliminary action does not preclude discussion of the original item or alternative actions 43 
at the in-person hearing. Reference committee members should be trusted to incorporate in-person 44 
testimony and change recommendations as warranted.  45 
 46 
The task force believes this iterative process affords delegates and delegations the time to 47 
collaborate on language and to fully review topics that are more complicated in nature and provides 48 
the opportunity to perfect reference committee recommendations for their final report. Ultimately, 49 
reference committee reports are not definitive until the House acts, and this process provides ample 50 
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opportunity to discuss each item of business to achieve the goal of developing the best possible 1 
policy of our AMA. 2 
 3 
Reaffirmation 4 
 5 
The reaffirmation process was universally identified as a significant problem to be addressed and 6 
was generally described as “broken.” This was highlighted at I-23 when all of the items placed on 7 
the consent calendar were subsequently removed from it. In their discussions, the task force 8 
identified some of the sources of items recommended for reaffirmation which include: 9 
 10 

● Policy exists but the authors are either not aware of the policy or current AMA activity to 11 
achieve the goals of the existing policy.  12 

● Some delegations have a directive to their delegation from their parent organization to 13 
submit all resolutions earmarked to go to the AMA for consideration, even when they are 14 
aware that there is current existing policy. 15 

● There is current AMA policy on the subject, but authors are not satisfied with AMA 16 
activity as a result of the existing policy.  17 

 18 
The task force noted that many members consider reaffirmation a “defeat” of their resolution. On 19 
the contrary the task force believes that reaffirmation should be seen as a “win” as it resets the 20 
sunset clock and brings the issue back to the attention of our leadership and management team. 21 
 22 
The RMTF spent significant time discussing the current process and potential improvements for it. 23 
Ultimately, the task force decided that the current process of having resolutions placed on a 24 
reaffirmation calendar should be discontinued and that the recommended firm on-time deadline 25 
along with the implementation of the online ref coms with subsequent preliminary reports, would 26 
be the best method to handle the identification of items for reaffirmation. As envisioned, the 27 
process would be as follows:  AMA content experts would continue to review submitted 28 
resolutions and identify relevant current policy which is included as background information. 29 
These policies would also be posted on the online reference committee hearing and, when 30 
appropriate, a notation would be added that an identified policy may be reaffirmed in lieu of the 31 
resolution. Online comments regarding these so identified items could then proceed regarding the 32 
merits of reaffirmation along with the merits of the item itself. The reference committee will then 33 
have the option to recommend “reaffirmation in lieu of” for these or any other item it deems 34 
appropriate on its preliminary reference committee report. Further discussion of the handling of 35 
these items will then be entertained at the in-person hearing. 36 
 37 
CONCLUSION: 38 
 39 
The RMTF recommends the establishment of a firm deadline of 45 days prior to the start of a 40 
meeting for on-time resolutions with all resolutions received after this deadline and prior to the 41 
start of the meeting considered late. This strict deadline will allow for all on-time resolutions to be 42 
included in the Online Reference Committee Hearings (renamed from the Online Member Forums) 43 
and for these online ref coms to remain open for 21 days rather than the current 14. The online ref 44 
coms will produce Preliminary Reference Committee Reports which will include preliminary 45 
recommendations. Recommendations regarding reaffirmation in lieu of a resolution will be 46 
included in the Preliminary Reference Committee Report rather than a reaffirmation calendar so 47 
that comments regarding reaffirmation can be made in the online ref coms and discussed further at 48 
the in-person hearings. Delegations and Sections that meet after the 45 day on-time deadline will 49 
have the opportunity to present late resolutions which they deem timely and urgent to the Rules and 50 
Credentials Committee which will in turn recommend for or against consideration based on these 51 
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criteria. These changes will allow for equal consideration of all on-time resolutions as well as equal 1 
application of the timeliness and urgency considerations for all late resolutions. It will eliminate the 2 
current “broken” reaffirmation process and allow for open discussion of the merits of reaffirmation 3 
on any given item. 4 
 5 
The objective of the task force was to increase the efficiency of the resolution process but also 6 
paramount was to maintain member input and the voice of the minority. The task force tried to 7 
individually look at each of the issues identified at the town hall meeting and the email box but 8 
found that the issues and solutions were integrated. Your task force believes that all of the proposed 9 
recommendations work together to provide the fairest, most effective, and efficient manner to 10 
develop the best policy for our AMA. The RMTF expresses the need for caution in that changes in 11 
one recommendation may reduce the effectiveness of others and urges the House to accept the 12 
proposed recommendations in aggregate to achieve these goals.  13 
 14 
RECOMMENDATIONS: 15 
 16 
The Resolution Modification Task Force recommends that the following be adopted to be 17 
implemented for Interim 2024 and the remainder of the report be filed:  18 
 19 

1. The bylaws be amended so that the resolution submission deadline be 45 days prior to the 20 
opening session of the House of Delegates. (Directive to take Action) 21 
 22 

2. The bylaws be amended so that the definition of a late resolution shall be all resolutions 23 
submitted after the resolution submission deadline and prior to the beginning of the 24 
Opening Session of the House of Delegates. (Directive to take Action) 25 
 26 

3. The bylaws be amended so that the definition of an emergency resolution shall be all 27 
resolutions submitted after the beginning of the Opening Session of the House of 28 
Delegates. (Directive to take Action) 29 
 30 

4. The bylaws be amended so that the term of committees of the House of Delegates shall 31 
commence upon their formation and shall conclude at the end of the meeting for which 32 
they were appointed, unless otherwise directed by the House of Delegates. (Directive to 33 
take Action) 34 
 35 

5. That our AMA will convene Online Reference Committee Hearings prior to each House of 36 
Delegates meeting. These hearings shall open 10 days following the resolution submission 37 
deadline and remain open for 21 days. This shall be accomplished in lieu of Policy G-38 
600.045. (New HOD Policy) 39 
 40 

6. Prior to House of Delegates meetings, reference committees will convene after the close of 41 
the Online Reference Committee Hearings to develop a Preliminary Reference Committee 42 
Report. These reports shall include preliminary recommendations and will serve as the 43 
agenda for the in-person reference committee hearing. This shall be accomplished in lieu of 44 
Policy G-600.060(8). (New HOD Policy) 45 
 46 

7. That Policy D-600.956 be rescinded. (Rescind HOD Policy)  47 
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Relevant AMA Policy: 1 
 2 
Increasing the Effectiveness of Online Reference Committee Testimony Policy D-600.956 3 
1. Our AMA will conduct a trial of two-years during which all reference committees, prior to the 4 
in-person reference committee hearing, produce a preliminary reference committee document 5 
based on the written online testimony.  6 
2. The preliminary reference committee document will be used to inform the discussion at the in-7 
person reference committee.  8 
3. There be an evaluation to determine if this procedure should continue.  9 
4. The period for online testimony will be no longer than 14 days. 10 
5. The trial established by Policy D-600.956 be continued through Annual 2024. 11 
 12 
Online Member Forums in the House of Delegates G-600.045 13 
1. Online member forums should be incorporated into every House of Delegates policymaking 14 
meeting, using the following parameters: a. Each reference committee should participate in the 15 
online member forum process; b. Each online member forum should cover as many items of 16 
business as possible, including, at minimum, those items that appear in the initial compilation of 17 
the Delegate Handbook; c. Comments submitted to an online member forum should be used to 18 
prepare a summary report that reflects the comments received up to that point; d. Full, free and 19 
complete testimony should be allowed in the onsite hearings; and e. The Speakers should 20 
experiment with alternative procedures to enhance and improve the overall online member forum 21 
process. 22 
2. Our American Medical Association will form a Speakers Task Force on the Resolution Process 23 
to review the entire process of handling resolutions for our AMA House of Delegates, including 24 
but not limited to definitions of on time resolutions, emergency resolutions, and late resolutions, 25 
deadlines for submission of resolutions by all sections, processing and review of reference 26 
committee reports, and use of virtual meetings so that all on time resolutions can be submitted by 27 
the same deadline. 28 
3. Our AMA Speakers Task Force on the Resolution Process will report back to our AMA House 29 
of Delegates by the 2024 Annual Meeting with recommendations regarding the resolution process. 30 
 31 
Introducing Business to the AMA House G-600.060 32 
AMA policy on introducing business to our AMA House includes the following: 33 
1. Delegates submitting resolutions have a responsibility to review the Resolution checklist and 34 
verify that the resolution is in compliance. The Resolution checklist shall be distributed to all 35 
delegates and organizations in the HOD prior to each meeting, as well as be posted on the HOD 36 
website. 37 
2. An Information Statement can be used to bring an issue to the awareness of the HOD or the 38 
public, draw attention to existing policy for purposes of emphasis, or simply make a statement. 39 
Such items will be included in the section of the HOD Handbook for informational items and 40 
include appropriate attribution but will not go through the reference committee process, be voted 41 
on in the HOD or be incorporated into the Proceedings. If an information statement is extracted, 42 
however, it will be managed by the Speaker in an appropriate manner, which may include a simple 43 
editorial correction up to and including withdrawal of the information statement. 44 
3. Required information on the budget will be provided to the HOD at a time and format more 45 
relevant to the AMA budget process. 46 
4. At the time the resolution is submitted, delegates introducing an item of business for 47 
consideration of the House of Delegates must declare any commercial or financial conflict of 48 
interest they have as individuals and any such conflict of interest must be noted on the resolution at 49 
the time of its distribution. 50 
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5. The submission of resolutions calling for similar action to what is already existing AMA policy 1 
is discouraged. Organizations represented in the House of Delegates are responsible to search for 2 
alternative ways to obtain AMA action on established AMA policy, especially by communicating 3 
with the Executive Vice President. The EVP will submit a report to the House detailing the items 4 
of business received from organizations represented in the House which he or she considers 5 
significant or when requested to do so by the organization, and the actions taken in response to 6 
such contacts. 7 
6. Our AMA will continue to safeguard the democratic process in our AMA House of Delegates 8 
and ensure that individual delegates are not barred from submitting a resolution directly to the 9 
House of Delegates. 10 
7. Our AMA encourages organizations and Sections of the House of Delegates to exercise restraint 11 
in submitting items on the day preceding the opening of the House. 12 
8. Resolutions will be placed on the Reaffirmation Consent Calendar when they are identical or 13 
substantially identical to existing AMA policy. For resolutions placed on the Reaffirmation 14 
Consent Calendar, the pertinent existing policy will be clearly identified by reference to the Policy 15 
Database identification number. When practical, the Reaffirmation Consent Calendar should also 16 
include a listing of the actions that have been taken on the current AMA policies that are equivalent 17 
to the resolutions listed. For resolutions on the Reaffirmation Consent Calendar which are not 18 
extracted, the existing, pertinent AMA policy will be deemed to be reaffirmed in lieu of the 19 
submitted resolution which resets the sunset clock for ten years. 20 
9. Updates on referred resolutions are included in the chart entitled "Implementation of 21 
Resolutions," which is made available to the House. 22 
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Resolution: 601  
(A-24) 

 
Introduced by: Medical Student Section 
 
Subject: Annual Holocaust Remembrance Event 
 
Referred to: Reference Committee F 
 
 
Whereas, physicians played leading roles in the Holocaust and were a driving force behind 1 
some of the worst atrocities perpetrated on Jewish and other marginalized communities, 2 
demonstrating the negative impact physicians can have during political turmoil1,2,3; and  3 
 4 
Whereas, heinous medical experimentation took place during the Holocaust despite Germany’s 5 
pre-existing Guidelines for Human Experimentation, which at the time was one of the only codes 6 
for ethical human experimentation in the world and which called for unambiguous informed 7 
consent, demonstrating the potential for codes of ethics to be ignored or subverted if they are 8 
not protected and supported4; and 9 
 10 
Whereas, even with a code of ethics, Nazi physicians believed they were operating under 11 
scientifically and ethically sound beliefs due to their prioritization of the national effort and 12 
government agenda2,3; and 13 
 14 
Whereas, medical involvement in the Holocaust has profoundly influenced contemporary 15 
medical ethics, and current thinking on medical ethical issues can be understood better by 16 
learning about and reflecting on the legacy of medical involvement in the Holocaust2,3; and  17 
 18 
Whereas, in addition to the well-known Nazi medical experiments, German physicians created 19 
and led Nazi programs such as forced sterilizations, child “euthanasia,” and the T4 program to 20 
murder institutionalized adults, which are critical aspects of medical history (and some of which 21 
were directly influenced by American medical and racial policies), but these are much less 22 
widely studied by students in medical school3,4; and 23 
 24 
Whereas, learning about and reflecting on the implications of physician involvement in the 25 
Holocaust can not only help students understand contemporary medical ethics, but can also 26 
help protect against future human rights abuses by physicians2,3,5; and  27 
 28 
Whereas, per the Liaison Committee for Medical Education (LCME) annual survey, only 16% of 29 
US and Canadian medical schools devote any required curricular time to learning about the 30 
roles of physicians in the Holocaust and contemporary implications5,6; and  31 
 32 
Whereas, abundant curricular resources on Holocaust education are available, relieving the 33 
burden of medical schools having to create novel educational materials to support medical 34 
student learning and reflection on this history and its contemporary relevance5,7; and  35 
 36 
Whereas, the AMA Code of Medical Ethics only mentions physicians’ role in the Holocaust once 37 
as an example of information obtained from unethical experiments (E-7.2.2); and  38 
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Whereas, the legacy of medical involvement in the Holocaust is increasingly recognized as 1 
critical to understanding contemporary concerns around health equity and justice and the roles 2 
of health professionals in either perpetuating or alleviating injustice5,8; and 3 
 4 
Whereas, experts in medical ethics education and professional identity formation are 5 
increasingly calling for inclusion of these issues as part of the medical curriculum, including in 6 
the Lancet, the AMA Journal of Ethics, and in a presentation held by the AAMC3,5,9; and 7 
 8 
Whereas, a single event on an annual basis, held on an internationally-recognized day of 9 
remembrance, could present a valuable opportunity for student and faculty learning and 10 
reflection about the legacy of health professional involvement in the Holocaust10, therefore be it 11 
 12 
RESOLVED, that our American Medical Association host an annual event in support of 13 
International Holocaust Remembrance Day (January 27) to provide education to medical 14 
trainees about the role of physicians in the Holocaust. (Directive to Take Action) 15 
 
Fiscal Note: Moderate - between $5,000 - $10,000 
 
Received: 4/19/2024 
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RELEVANT AMA Policy 
 
H-295.961 Medicolegal, Political, Ethical and Economic Medical School Course 
1. The AMA urge every medical school and residency program to teach the legal, political, ethical and 
economic issues which will affect physicians.  
2. The AMA will work with state and county medical societies to identify and provide speakers, information 
sources, etc., to assist with the courses.  
3. An assessment of professional and ethical behavior, such as exemplified in the AMA Principles of 
Medical Ethics, should be included in internal evaluations during medical school and residency training, 
and also in evaluations utilized for licensure and certification.  
4. The Speaker of the HOD shall determine the most appropriate way for assembled physicians at the 
opening sessions of the AMA House of Delegates Annual and Interim Meetings to renew their 
commitment to the standards of conduct which define the essentials of honorable behavior for the 
physician, by reaffirming or reciting the seven Principles of Medical Ethics which constitute current AMA 
policy.  
5. There should be attention to subject matter related to ethics and to the doctor-patient relationship at all 
levels of medical education:  undergraduate, graduate, and continuing. Role modeling should be a key 
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element in helping medical students and resident physicians to develop and maintain professionalism and 
high ethical standards.  
6. There should be exploration of the feasibility of improving an assessment of ethical qualities in the 
admissions process to medical school. 
7. Our AMA pledges support to the concept that professional attitudes, values, and behaviors should form 
an integral part of medical education across the continuum of undergraduate, graduate, and continuing 
medical education. [Res. 189, A-90; Modified by CME Rep. 1, I-95; Appended: Res. 318, I-98; 
Reaffirmed: CME Rep. 2, A-08; Reaffirmed in lieu of Res. 902, I-13; Reaffirmation I-15] 
  
E-7.2.2 Release of Data from Unethical Experiments 
Research that violates the fundamental principle of respect for persons and basic standards of human 
dignity, such as Nazi experiments during World War II or from the US Public Health Service Tuskegee 
Syphilis Study, is unethical and of questionable scientific value. Data obtained from such cruel and 
inhumane experiments should virtually never be published. If data from unethical experiments can be 
replaced by data from ethically sound research and achieve the same ends, then such must be done. In 
the rare instances when ethically tainted data have been validated by rigorous scientific analysis, are the 
only data of such nature available, and human lives would certainly be lost without the knowledge 
obtained from the data, it may be permissible to use or publish findings from unethical experiments. 
Physicians who engage with data from unethical experiments as authors, peer reviewers, or editors of 
medical publications should: 
(a) Disclose that the data derive from studies that do not meet contemporary standards for the ethical 
conduct of research. 
(b) Clearly describe and acknowledge the unethical nature of the experiment(s) from which the data are 
derived. 
(c) Provide ethically compelling reasons for which the data are being released or cited, such as the need 
to save human lives when no other relevant data are available. 
(d) Pay respect to those who were the victims of the unethical experimentation. [Issued: 2016] 
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Resolution: 602  
(A-24) 

 
Introduced by: Young Physicians Section 
 
Subject: Ranked Choice Voting 
 
Referred to: Reference Committee F 
 
 
Whereas, American Medical Association elections require run-off elections to elect candidates 1 
by majority; and 2 
 3 
Whereas, ranked-choice voting elections can be run more efficiently without the need for runoff 4 
elections, while still ensuring the outcome preferred by a majority of voters; therefore be it 5 
 6 
RESOLVED, that our American Medical Association study ranked-choice voting for all elections 7 
within the House of Delegates. (Directive to Take Action) 8 

9 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/8/2024 
 
 
RELEVANT AMA POLICY 
 
Elections. B-3.4 
3.4.1 Time of Election. Officers of the AMA, except the Secretary, the medical student trustee, and the 
public trustee, shall be elected by the House of Delegates at the Annual Meeting, except as provided in 
Bylaws 3.6 and 3.7. The public trustee may be elected at any meeting of the House of Delegates at which 
the Selection Committee for the Public Trustee submits a nomination for approval by the House of 
Delegates. On recommendation of the Committee on Rules and Credentials, the House of Delegates 
shall set the day and hour of such election. The Medical Student Section shall elect the medical student 
trustee in accordance with Bylaw 3.5.6. 
  
3.4.2 Method of Election. Where there is no contest, a majority vote without ballot shall elect. All 
other elections shall be by ballot. 
  
3.4.2.1 At-Large Trustees. 
  
3.4.2.1.1 First Ballot. All nominees for the office of At-Large Trustee shall be listed alphabetically on a 
single ballot. Each elector shall have as many votes as the number of Trustees to be elected, and each 
vote must be cast for a different nominee. No ballot shall be counted if it contains fewer or more votes 
than the number of Trustees to be elected, or if the ballot contains more than one vote for any nominee. A 
nominee shall be elected if he or she has received a vote on a majority of the legal ballots cast and is one 
of the nominees receiving the largest number of votes within the number of Trustees to be elected. 
  
3.4.2.1.2 Runoff Ballot. A runoff election shall be held to fill any vacancy not filled because of a tie vote. 
  
3.4.2.1.3 Subsequent Ballots. If all vacancies for Trustees are not filled on the first ballot and 3 or more 
Trustees are still to be elected, the number of nominees on subsequent ballots shall be reduced to no 
more than twice the number of remaining vacancies less one. The nominees on subsequent ballots shall 
be determined by retaining those who received the greater number of votes on the preceding ballot and 



Resolution: 602  (A-24) 
Page 2 of 3 

 
 
eliminating the nominee(s) who received the fewest votes on the preceding ballot, except where there is a 
tie. When 2 or fewer Trustees are still to be elected, the number of nominees on subsequent ballots shall 
be no more than twice the number of remaining vacancies, with the nominees determined as indicated in 
the preceding sentence. In any subsequent ballot the electors shall cast as many votes as there are 
Trustees yet to be elected, and must cast each vote for different nominees. This procedure shall be 
repeated until all vacancies have been filled. 
  
3.4.2.2 All Other Officers, except the Medical Student Trustee and the Public Trustee. All other officers, 
except the medical student trustee and the public trustee, shall be elected separately. A majority of the 
legal votes cast shall be necessary to elect. In case a nominee fails to receive a majority of the legal 
votes cast, the nominees on subsequent ballots shall be determined by retaining the 2 nominees who 
received the greater number of votes on the preceding ballot and eliminating the nominee(s) who 
received the fewest votes on the preceding ballot, except where there is a tie. This procedure shall be 
continued until one of the nominees receives a majority of the legal votes cast. 
  
3.4.2.3 Medical Student Trustee. The medical student trustee is elected by the Medical Student Section in 
accordance with Bylaw 3.5.6. 
  
3.4.2.4 Public Trustee. The public trustee shall be elected separately. The nomination for the public 
trustee shall be submitted to the House of Delegates by the Selection Committee for the Public Trustee. 
Nominations from the floor shall not be accepted. A majority vote of delegates present and voting shall be 
necessary to elect. 
 
 
Election - Council on Constitution and Bylaws, Council on Medical Education, Council on Medical 
Service, and Council on Science and Public Health. B-6.8 
6.8.1 Nomination and Election. Members of these Councils, except the medical student member, shall be 
elected by the House of Delegates. Nominations shall be made by the Board of Trustees and may also be 
made from the floor by a member of the House of Delegates. 
 
6.8.1.1 Separate Election. The resident/fellow physician member of these Councils shall be elected 
separately. A majority of the legal votes cast shall be necessary to elect. In case a nominee fails to 
receive a majority of the legal votes cast, the nominees on subsequent ballots shall be determined by 
retaining the 2 nominees who received the greater number of votes on the preceding ballot and 
eliminating the nominee(s) who received the fewest votes on the preceding ballot, except where there is a 
tie. This procedure shall be continued until one of the nominees receives a majority of the legal votes 
cast. 
  
6.8.1.2 Other Council Members. With reference to each such Council, all nominees for election shall be 
listed alphabetically on a single ballot. Each elector shall have as many votes as there are members to be 
elected, and each vote must be cast for a different nominee. No ballot shall be counted if it contains fewer 
votes or more votes than the number of members to be elected, or if the ballot contains more than one 
vote for any nominee. A nominee shall be elected if he or she has received a vote on a majority of the 
legal ballots cast and is one of the nominees receiving the largest number of votes within the number of 
members to be elected. 
  
6.8.1.3 Run-Off Ballot. A run-off election shall be held to fill any vacancy that cannot be filled because of a 
tie vote. 
  
6.8.1.4 Subsequent Ballots. If all vacancies are not filled on the first ballot and 3 or more members of the 
Council are still to be elected, the number of nominees on subsequent ballots shall be reduced to no 
more than twice the number of remaining vacancies less one. The nominees on subsequent ballots shall 
be determined by retaining those who received the greater number of votes on the preceding ballot and 
eliminating the nominee(s) who received the fewest number of votes on the preceding ballot, except 
where there is a tie. When 2 or fewer members of the Council are still to be elected, the number of 
nominees on subsequent ballots shall be no more than twice the number of remaining vacancies, with the 
nominees determined as indicated in the preceding sentence. In any subsequent ballot the electors shall 
cast as many votes as there are members of the Council yet to be elected, and must cast each vote for a 
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different nominee. This procedure shall be repeated until all vacancies have been filled. 
  
6.8.2 Medical Student Member. Medical student members of these Councils shall be appointed by the 
Governing Council of the Medical Student Section with the concurrence of the Board of Trustees. 
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    Resolution: 603 
(A-24) 

 
Introduced by: Resident and Fellow Section, Medical Student Section, Minority Affairs 

Section 
 
Subject:   End Attacks on Health and Human Rights in Israel and Palestine 
 
Referred to:   Reference Committee F 
 

 
Whereas, the attack on October 7th resulted in the death of over 1,100 Israelis, including 1 
around 700 civilians, and the displacement of over 200,000 individuals1,2; and 2 
 3 
Whereas, the resultant escalating crisis in the Gaza Strip, home to over 2.3 million individuals 4 
with half being children, has led to the loss of civilian life surpassing that of any conflict in this 5 
region in the past 17 years and the displacement of 1.7 million civilians to already severely 6 
overcrowded refugee camps1,3,4; and  7 
 8 
Whereas, attacks have resulted in the death of over 33,000 civilians across Gaza, the West 9 
Bank, and Jerusalem, including over 13,000 children, with a further 75,000 wounded and at 10 
least 10,000 people missing and believed to be buried under rubble, with an estimated 17,000 11 
children unaccompanied or separated; further, the conflict has spilled over into neighboring 12 
nations resulting in deaths of over 300 people in Lebanon and over 200 people in Syria1,4-12; and  13 
 14 
Whereas, the Geneva Conventions protect journalists, refugees, children, pregnant women and 15 
mothers with infants, civilians, patients, physicians, and other medical personnel during times of 16 
conflict13; and  17 
 18 
Whereas, United Nations (UN) officials proclaim there is “no safe place in Gaza,” as shelters, 19 
refugee camps, hospitals, ambulances, homes, bakeries, places of worship, toy stores, and UN-20 
funded schools, clinics and shelters have faced airstrikes, shootings, and have been flooded 21 
with poisonous white phosphorous gasses14-16; and  22 
 23 
Whereas, Attacks on over 99 health facilities, including 30 of the 36 hospitals in the Gaza Strip,   24 
have resulted in the deaths of over 685 healthcare personnel, injured another 900, and 25 
damaged 54 ambulances, 99 health facilities, including 30 hospitals1,5,17; and 26 
 27 
Whereas, physicians and other medical personnel have been forced to perform surgeries in 28 
corridors and waiting rooms, conserve supplies due to a lack of basic medical supplies, 29 
anesthetics, or painkillers, and utilize vinegar in place of antibiotics on open wounds18-21; and  30 
 31 
Whereas, restrictions on the passage of fuel supplies and clean water have led to shutdowns of 32 
medical equipment across hospitals, leaving critically ill patients at especially high risk and 33 
increasing infectious disease outbreaks13,22; and 34 
 35 
Whereas, the destruction of homes and vital infrastructure, targeting of hospitals and refugee 36 
camps, and depletion of medical resources in the setting of a complete blockade have led to a 37 
critical humanitarian crisis and collapse of the Gazan healthcare system, leading the World 38 
Health Organization (WHO) to proclaim on April 5 that “the systematic dismantling of healthcare 39 
must end” as access to healthcare "has now become totally inadequate" in Gaza17,23; and   40 
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Whereas, in April 2024, famine was confirmed in parts of Gaza, and the WHO Integrated Food 1 
Security Phase Classification partnership has raised the alarm that “over a million people are 2 
expected to face catastrophic hunger” unless the situation is addressed24,25; and 3 

4 
Whereas, between 12.4–16.5% of children aged 5 years or younger in Gaza are already 5 
suffering from severe malnutrition24,26; and 6 

7 
Whereas, if a ceasefire is not achieved, the war in Gaza is projected to cause a further 58,260 8 
to 66,720 excess deaths by August 202427; and 9 

10 
Whereas, the UN General Assembly, in a 153-10 vote, called for an immediate ceasefire in 11 
December 2023, while the UN Security Council called for an immediate ceasefire for the month 12 
of Ramadan, leading to a lasting ceasefire in March 202428,29; and 13 

14 
Whereas, a ceasefire is defined as a long-term suspension of fighting in the entire geographic 15 
area that is agreed upon by all involved parties and would allow for the continuous flow of 16 
humanitarian aid30,31; and 17 

18 
Whereas, numerous leading healthcare advocacy and humanitarian organizations, including 19 
Doctors Without Borders, Amnesty International, Human Rights Watch, the World Health 20 
Organization, the UN Security Council, and the UN High Commissioner on Human Rights, have 21 
called for an immediate ceasefire, safe transit of aid and Gaza's civilian population, and 22 
protection of civilian infrastructure2,8,28,32-38; and 23 

24 
Whereas, many organizations are diligently recruiting volunteers to aid the civilian population in 25 
Gaza but they are often unable to enter due to the increasingly unsafe conditions38-43; and 26 

27 
Whereas, healthcare professionals and organizations are responsible for upholding medical 28 
neutrality and condemning violence against healthcare infrastructure, hospitals, first responders,29 
patients, children, refugees, and the blockade of essential health supplies, water, and fuel, 30 
including in times of war and siege2,14,30,44-47; and 31 

32 
Whereas, our AMA President issued a statement condemning the October 7th attack on Israel, 33 
and the AMA has previously released statements vocalizing solidarity with Ukraine, passed a 34 
policy calling for continuous support of organizations providing humanitarian missions to 35 
Ukrainian refugees, and contributed $100,000 in humanitarian aid through the AMA Foundation 36 
to Ukraine48,49; and 37 

38 
Whereas, on November 9, 2023, our AMA Board of Trustees released a statement on the 39 
humanitarian crisis in Israel and Palestine but did not address the pivotal and life-saving issue of 40 
ceasefire50; therefore be it 41 

42 
RESOLVED, that our American Medical Association supports a ceasefire in Israel and Palestine 43 
in order to protect civilian lives and healthcare personnel. (New HOD Policy) 44 

Fiscal Note: Minimal - less than $1,000 

Received: 4/24/2024 
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War Crimes as a Threat to Physicians' Humanitarian Responsibilities D-65.993 
Our AMA will (1) implore all parties at all times to understand and minimize the health costs of war on 
civilian populations generally and the adverse effects of physician persecution in particular, (2) support 
the efforts of physicians around the world to practice medicine ethically in any and all circumstances, 
including during wartime, episodes of civil strife, or sanctions and condemn the military targeting of health 
care facilities and personnel and using denial of medical services as a weapon of war, by any party, 
wherever and whenever it occurs, and (3) advocate for the protection of physicians’ rights to provide 
ethical care without fear of persecution. [BOT Action in response to referred for decision Res. 620, A-09 
Modified: BOT Rep. 09, A-19 Modified: Res. 002, I-22] 

Medical Neutrality H-520.998 
Our AMA supports medical neutrality, under the principles of the Geneva Convention, for all health care 
workers and the sick and wounded in all countries. [Sub. Res. 72, I-81 Reaffirmed: CLRPD Rep. F, I-91 
Reaffirmed: Sunset Report, I-01 Reaffirmed: CEJA Rep. 8, A-11 Reaffirmed in lieu of Res. 601, I-13 
Reaffirmed: CEJA Rep. 05, A-23] 
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Humanitarian and Medical Aid Support to Ukraine D-65.984 
Our AMA will advocate for: (1) continuous support of organizations providing humanitarian missions and 
medical care to Ukrainian refugees in Ukraine, at the Polish-Ukrainian border, in nearby countries, and/or 
in the US; (2) an early implementation of mental health measures, including suicide prevention efforts, 
and address war-related trauma and post-traumatic stress disorder when dealing with Ukrainian refugees 
with special attention to vulnerable populations including but not limited to young children, mothers, 
pregnant women, and the elderly; and (3) educational measures to enhance the understanding of war-
related trauma in war survivors and promote broad protective factors (e.g., financial, employment, 
housing, and food stability) that can improve adjustment and outcomes for war-affected people, 
particularly when applied to vulnerable categories of people. [Res. 017, A-22] 

Protecting Physicians and Other Healthcare Workers in Society H-515.950 
Our AMA: (1) acknowledges and will act to reduce the incidence of antagonistic actions against 
physicians as well as other health care workers including first responders and public health officials, 
outside as well as within the workplace, including physical violence, intimidating actions of word or deed, 
and cyber-attacks, particularly those which appear motivated simply by their identification as health care 
workers; (2) will educate the general public on the prevalence of violence and personal harassment 
against physicians as well as other health care workers including first responders, and public health 
officials, outside as well as within the workplace; and (3) will work with all interested stakeholders to 
improve safety of health care workers including first responders and public health officials and prevent 
violence to health care professionals. [Res. 413, I-20] 

A Declaration of Professional Responsibility H-140.900 
Our AMA adopts the Declaration of Professional Responsibility 
DECLARATION OF PROFESSIONAL RESPONSIBILITY: MEDICINE's SOCIAL CONTRACT WITH
HUMANITY 
Preamble 
Never in the history of human civilization has the well being of each individual been so inextricably linked 
to that of every other. Plagues and pandemics respect no national borders in a world of global commerce 
and travel. Wars and acts of terrorism enlist innocents as combatants and mark civilians as targets. 
Advances in medical science and genetics, while promising to do great good, may also be harnessed as
agents of evil. The unprecedented scope and immediacy of these universal challenges demand 
concerted action and response by all. As physicians, we are bound in our response by a common 
heritage of caring for the sick and the suffering. Through the centuries, individual physicians have fulfilled 
this obligation by applying their skills and knowledge competently, selflessly and at times heroically. 
Today, our profession must reaffirm its historical commitment to combat natural and man-made assaults
on the health and well being of humankind. Only by acting together across geographic and ideological 
divides can we overcome such powerful threats. Humanity is our patient. 
Declaration 
We, the members of the world community of physicians, solemnly commit ourselves to: (1) Respect 
human life and the dignity of every individual. 
(2) Refrain from supporting or committing crimes against humanity and condemn any such acts.
(3) Treat the sick and injured with competence and compassion and without prejudice.
(4) Apply our knowledge and skills when needed, though doing so may put us at risk.
(5) Protect the privacy and confidentiality of those for whom we care and breach that confidence only
when keeping it would seriously threaten their health and safety or that of others.
(6) Work freely with colleagues to discover, develop, and promote advances in medicine and public health
that ameliorate suffering and contribute to human well-being.
(7) Educate the public and polity about present and future threats to the health of humanity.
(8) Advocate for social, economic, educational, and political changes that ameliorate suffering and
contribute to human well-being.
(9) Teach and mentor those who follow us for they are the future of our caring profession.
We make these promises solemnly, freely, and upon our personal and professional honor.
[CEJA Rep. 5, I-01 Reaffirmation A-07 Reaffirmed: CEJA Rep. 04, A-17 Reaffirmed: Res. 215, A-23]
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Condemning the Use of Children as Instruments of War H-520.987 
Our AMA: (1) condemns the use of children as instruments of war; and (2) encourages evaluation, 
treatment, and follow-up for children who have been used as instruments of war. [Res. 411, I-01 
Reaffirmed: CEJA Rep. 8, A-11 Reaffirmed: CEJA Rep. 1, A-21] 
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Resolution: 604  
(A-24) 

 
Introduced by: Senior Physicians Section 
 
Subject: Confronting Ageism in Medicine 
 
Referred to: Reference Committee F 
 

Whereas, research has shown a strong link between ageism, in the form of negative 1 
stereotypes, prejudice and discrimination, and risks for one’s physical and mental health1; and 2 
 3 
Whereas, ageism refers to the stereotypes (how we think), prejudice (how we feel) and 4 
discrimination (how we act) towards others or ourselves based on age. Structural ageism is the 5 
way in which society and its institutions sustain ageist attitudes, actions or language in laws, 6 
policies, practices or culture per the World Health Organization (WHO) and AGE Platform 7 
Europe2; and 8 
 9 
Whereas, ageism affects everyone by stereotyping and/or discriminating against, at both the 10 
structural level (in which societal institutions reinforce systematic bias against older persons) 11 
and individual level (in which older persons take in the negative views of aging of their culture) 12 
especially when it exists in an environment of disproportionate power and privilege3; and  13 
 14 
Whereas, ageism can be internalized by elders putting them at risk for diminished access to 15 
physical and mental health care and/or suboptimal care; and 16 
 17 
Whereas, ageism thereby negatively impacts health, longevity and well-being of elders while 18 
having far-reaching economic consequences4; and  19 
 20 
Whereas, the percentage of people worldwide aged 65 and over is projected to increase to 21 
nearly 17 percent of the world’s population by 20505; and 22 
 23 
Whereas, research has paid little attention to the intersectionality of aging and gender 24 
influences whereby socio-economic inequalities can be vastly different for men versus women 25 
over time6; and  26 
 27 
Whereas, advocacy, beginning with education about and prevention of ageism by the AMA, can 28 
help to prevent negative subconscious attitudes, i.e. stigmas, from developing or continuing; 29 
therefore be it 30 
 31 
RESOLVED, that our American Medical Association adopt the following definition of ageism 32 
based on the World Health Organization (WHO) and AGE Platform Europe: “Ageism refers to 33 
the stereotypes (how we think), prejudice (how we feel) and discrimination (how we act) towards 34 
others or oneself based on age; structural ageism is the way in which society and its institutions 35 
sustain ageist attitudes, actions or language in laws, policies, practices or culture” (New HOD 36 
Policy); and be it further 37 
 38 
RESOLVED, that our AMA establish a definition of “age equity,” and consider adoption of the 39 
AGE Platform Europe vision: “Age equity is an inclusive society, based on well-being for all, 40 
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solidarity between generations and full entitlement to enjoy life, participate in and contribute to 1 
society. At the same time, each person’s rights and responsibilities throughout their life course 2 
have to be fully respected” (Directive to Take Action); and be it further 3 
    4 
RESOLVED, that our AMA review all existing policy regarding discrimination, bias and 5 
microaggressions, and add age or ageism if not already mentioned (Directive to Take Action); 6 
and be it further  7 
 8 
RESOLVED, that our AMA routinely incorporate intersectional approaches to ageism (Directive 9 
to Take Action); and be it further  10 
 11 
RESOLVED, that our AMA conduct ongoing (1) advocacy for hospital and regulatory policy 12 
changes focused on individual physicians’ care quality data rather than their age; and (2) 13 
educational outreach to AMA members (i.e. starting with a Prioritizing Equity episode panel 14 
discussion to be posted on Ed HubTM for CME, as a video and podcast, and promoted through 15 
the UCEP/GCEP channels) (Directive to Take Action); and be it further 16 
 17 
RESOLVED, that our AMA work with the World Medical Association (WMA) and other interested 18 
stakeholders to have AMA’s work significantly inform the global health organization's work on 19 
ageism. (Directive to Take Action) 20 

21 
Fiscal Note: $47,934: Initial cost to review and report back on existing policy and develop 
educational session for CME, plus annual costs for continued advocacy and education.  
 
Received: 5/2/2024 
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RELEVANT AMA POLICY 
 
H-65.951 Healthcare and Organizational Policies and Cultural Changes to Prevent and Address 
Racism, Discrimination, Bias and Microaggressions  
Our AMA adopted the following guidelines for healthcare organizations and systems, including academic 
medical centers, to establish policies and an organizational culture to prevent and address systemic 
racism, explicit and implicit bias and microaggressions in the practice of medicine. 
 
GUIDELINES TO PREVENT AND ADDRESS SYSTEMIC RACISM, EXPLICIT BIAS AND 
MICROAGGRESSIONS IN THE PRACTICE OF MEDICINE 
Health care organizations and systems, including academic medical centers, should establish policies to 
prevent and address discrimination including systemic racism, explicit and implicit bias and 
microaggressions in their workplaces.  
An effective healthcare anti-discrimination policy should: 
•  Clearly define discrimination, systemic racism, explicit and implicit bias and microaggressions  
   in the healthcare setting. 
•  Ensure the policy is prominently displayed and easily accessible. 
•  Describe the management’s commitment to providing a safe and healthy environment that    

https://doi.org/10.1007/s10433-020-00582-7
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    actively seeks to prevent and address systemic racism, explicit and implicit bias and   
    microaggressions. 
•  Establish training requirements for systemic racism, explicit and implicit bias, and  
   microaggressions for all members of the healthcare system. 
•  Prioritize safety in both reporting and corrective actions as they relate to discrimination,  
   systemic racism, explicit and implicit bias and microaggressions. 
•  Create anti-discrimination policies that: 
    -  Specify to whom the policy applies (i.e., medical staff, students, trainees, administration,   
        patients, employees, contractors, vendors, etc.). 
    -  Define expected and prohibited behavior. 
    -  Outline steps for individuals to take when they feel they have experienced discrimination,  
        including racism, explicit and implicit bias and microaggressions. 
    -  Ensure privacy and confidentiality to the reporter. 
    -  Provide a confidential method for documenting and reporting incidents. 
    -  Outline policies and procedures for investigating and addressing complaints and  
       determining necessary interventions or action. 
  •  These policies should include: 
    -   Taking every complaint seriously. 
    -   Acting upon every complaint immediately. 
    -   Developing appropriate resources to resolve complaints. 
    -   Creating a procedure to ensure a healthy work environment is maintained for complainants   
        and prohibit and penalize retaliation for reporting. 
    -   Communicating decisions and actions taken by the organization following a complaint to  
        all affected parties. 
    -   Document training requirements to all the members of the healthcare system and establish 
        clear expectations about the training objectives. 
  
In addition to formal policies, organizations should promote a culture in which discrimination, including 
systemic racism, explicit and implicit bias and microaggressions are mitigated and prevented. Organized 
medical staff leaders should work with all stakeholders to ensure safe, discrimination-free work 
environments within their institutions. 
  
Tactics to help create this type of organizational culture include: 
 •  Surveying staff, trainees and medical students, anonymously and confidentially to assess: 
     -  Perceptions of the workplace culture and prevalence of discrimination, systemic racism,   
         explicit and implicit bias and microaggressions. 
     -  Ideas about the impact of this behavior on themselves and patients. 
•  Integrating lessons learned from surveys into programs and policies. 
•  Encouraging safe, open discussions for staff and students to talk freely about problems and/or  
    encounters with behavior that may constitute discrimination, including racism, bias or 
    microaggressions. 
•  Establishing programs for staff, faculty, trainees and students, such as Employee Assistance  
    programs, Faculty Assistance Programs, and Student Assistance Programs, that provide a  
    place to confidentially address personal experiences of discrimination, systemic racism, 
    explicit or implicit bias or microaggressions. 
•  Providing designated support person to confidentially accompany the person reporting an 
    event through the process. 
[Res. 003, A-21] 
 
H-65.946 Towards Diversity and Inclusion: A Global Nondiscrimination Policy Statement and 
Benchmark for our AMA  
Our AMA reaffirms its commitment to complying with all applicable laws, rules or regulations against 
discrimination on the basis of protected characteristics, including Title VII of the Civil Rights Act, The Age 
Discrimination in Employment Act, and the Americans with Disabilities Act, among other federal, state and 
local laws, and will provide updates on its comprehensive diversity and inclusion strategy as part of the 
annual Board report to the AMA House of Delegates on health equity. 
[BOT Rep. 5, I-22] 
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H-65.965 Support of Human Rights and Freedom   
Our AMA: (1) continues to support the dignity of the individual, human rights and the sanctity of human 
life, (2) reaffirms its long-standing policy that there is no basis for the denial to any human being of equal 
rights, privileges and responsibilities commensurate with his or her individual capabilities and ethical 
character because of an individual’s sex, sexual orientation, gender, gender identity or transgender 
status, race, religion, disability, ethnic origin, national origin or age; (3) opposes any discrimination based 
on an individual’s sex, sexual orientation, gender identity, race, appearance, religion, disability, ethnic 
origin, national origin or age and any other such reprehensible policies; (4) recognizes that hate crimes 
pose a significant threat to the public health and social welfare of the citizens of the United States, urges 
expedient passage for appropriate hate crimes prevention legislation in accordance with our AMA’s policy 
through letters to members of Congress; and registers support for hate crimes prevention legislation, via 
letter, to the President of the United States. 
[CCB/CLRPD Rep. 3, A-14; Reaffirmed in lieu of: Res. 001, I-16; Reaffirmation: A-17; Modified: Res. 013, 
A-22; Reaffirmed: BOT Rep. 5, I-22] 
 
H-25.996 Retirement and Hiring Practices  
It is urged that physicians, individually and through their constituent, component, and specialty medical 
societies, continue to stress the need to reappraise policies calling for compulsory retirement and age 
discrimination in hiring from the standpoint of health among older people, and that they participate 
actively and lend medical weight in the efforts of other groups to create a new climate of opportunity for 
the older worker. 
[Committee on Aging Report, I-62; Reaffirmed: CLRPD Rep. C, A-88; Reaffirmed: Sunset Report, I-98; 
Reaffirmed CSAPH Rep. 2, A-08; Modified CCB Rep. 01, A-18] 
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Introduced by: Senior Physicians Section  
 
Subject: Walking the Walk of Climate Change 
 
Referred to: Reference Committee F 
 
 1 
Whereas, our American Medical Association has declared that climate change is an “urgent” 2 
public health crisis per AMA Policy H-135.938, “Global Climate Change and Human Health”; 3 
and 4 
 5 
Whereas, our AMA “will protect patients by advocating for policies” that promote carbon 6 
neutrality by the middle of this century in AMA Policy D-135.966, “Declaring Climate Change a 7 
Public Health Crisis”; and 8 
 9 
Whereas, our AMA has pledged to “incorporate principles of environmental sustainability within 10 
its business operations” in AMA Policy, H-135.923, “AMA Advocacy for Environmental 11 
Sustainability and Climate”; and  12 
 13 
Whereas, there is considerable evidence that plant-based diets are more carbon friendly than 14 
omnivorous or meat-heavy diets1,2; and 15 
 16 
Whereas, emissions from agriculture, made up largely of ruminant meat and dairy farming, will 17 
still push the world past safe climate change targets even if fossil fuel emissions were 18 
eliminated immediately, thereby creating a dietary pattern that reduces the risk of diet-related 19 
disease is the same diet that mitigates climate change; and 20 
 21 
Whereas, our AMA through its flagship journal, JAMA, has recently launched a series on 22 
“Climate Change and Health” urging a commitment to actions that decrease greenhouse 23 
emissions3; and 24 
 25 
Whereas, BOT Report 17-A-23 discussed our AMA’s plan to address and mitigate the health 26 
effects of climate change as well as its participation in the National Academy Action 27 
Collaborative on Decarbonizing the U.S. Health Sector, it was silent on addressing these same 28 
issues within the AMA itself; therefore be it 29 
 30 
RESOLVED, that our American Medical Association Board of Trustees present to the House of 31 
Delegates at Interim 2024 a detailed timeline as to when and how to achieve our organizational 32 
carbon neutrality (Directive to Take Action); and be it further 33 
 34 
RESOLVED, that our AMA staff study AMA-related corporate travel with respect to minimizing 35 
carbon emissions and/or mitigating or off-setting such emissions (Directive to Take Action); and 36 
be it further 37 
 38 
RESOLVED, that our AMA adopt a policy for plant-based menus as the default option when 39 
planning meeting venues with an opt-out alternative as appropriate. (Directive to Take Action)  40 

41 
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Fiscal Note: Moderate - between $5,000 - $10,000 
 
Received: 5/2/2024 
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RELEVANT AMA POLICY 
 
H-135.923 AMA Advocacy for Environmental Sustainability and Climate  
Our AMA (1) supports initiatives to promote environmental sustainability and other efforts to halt global 
climate change; (2) will incorporate principles of environmental sustainability within its business 
operations; and (3) supports physicians in adopting programs for environmental sustainability in their 
practices and help physicians to share these concepts with their patients and with their communities. 
[Citation: Res. 924, I-16; Reaffirmation:1-19] 
 
H-135.938 Global Climate Change and Human Health   
Our AMA: 1. Supports scientific consensus that the Earth is undergoing adverse global climate change 
and that anthropogenic contributions are significant. These climate changes have adversely affected the 
physical and mental health of people. We recognize that minoritized and marginalized populations, 
children, pregnant people, the elderly, rural communities, and those who are economically disadvantaged 
will suffer disproportionate harm from climate change. 
2. Supports educating the medical community on the adverse public health effects of global climate 
change and incorporating the health implications of climate change into the spectrum of medical 
education, including topics such as population displacement, heat waves and drought, flooding, infectious 
and vector-borne diseases, and potable water supplies.  
3. (a) Recognizes the importance of physician involvement in policymaking at the state, national, and 
global level and supports efforts to search for novel, comprehensive, and economically sensitive 
approaches to mitigating climate change to protect the health of the public; and (b) recognizes that 
whatever the etiology of global climate change, policymakers should work to reduce human contributions 
to such changes.  
4. Encourages physicians to assist in educating patients and the public on the physical and mental health 
effects of climate change and on environmentally sustainable practices, and to serve as role models for 
promoting environmental sustainability.  
5. Encourages physicians to work with local and state health departments to strengthen the public health 
infrastructure to ensure that the global health effects of climate change can be anticipated and responded 
to more efficiently, and that adaptation interventions are equitable and prioritize the needs of the 
populations most at risk.  
6. Supports epidemiological, translational, clinical and basic science research necessary for evidence-
based global climate change policy decisions related to health care and treatment.  
7. Encourages physicians to assess for environmental determinants of health in patient history-taking and 
encourages the incorporation of assessment for environmental determinants of health in patient history-
taking into physician training. 
[CSAPH Rep. 3, I-08; Reaffirmation A-14; Reaffirmed CSAPH Rep.04, A-19; Reaffirmation: I-19; 
Modified: Res. 424, A-22; Modified: CSAPH Rep. 2, I-22]  
 
D-135.966 Declaring Climate Change a Public Health Crisis   
1. Our AMA declares climate change a public health crisis that threatens the health and well-being of all 
individuals. 2. Our AMA will protect patients by advocating for policies that: (a) limit global warming to no 
more than 1.5 degrees Celsius, (b) reduce US greenhouse gas emissions aimed at a 50 percent 
reduction in emissions by 2030 and carbon neutrality by 2050, and (c) support rapid implementation and 
incentivization of clean energy solutions and significant investments in climate resilience through a 
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climate justice lens. 3. Our AMA will consider signing on to the Department of Health and Human 
Services Health Care Pledge or making a similar commitment to lower its own greenhouse gas 
emissions. 4. Our AMA encourages the health sector to lead by example in committing to carbon 
neutrality by 2050. 5. Our AMA will develop a strategic plan for how we will enact our climate change 
policies including advocacy priorities and strategies to decarbonize physician practices and the health 
sector with report back to the House of Delegates at the 2023 Annual Meeting. [Res. 420, A-22; 
Appended: CSAPH Rep.02, I-22] 
 
D-440.912 AMA Public Health Strategy  
Our AMA will distribute evidence-based information on the relationship between climate change and 
human health through existing platforms and 
communications channels, identify advocacy and leadership opportunities to elevate the voices of 
physicians on the public health crisis of climate change, and centralize our AMA's efforts towards 
environmental justice and an equitable transition to a net-zero carbon society by 2050. 
2. Our AMA Board of Trustees will provide an update on loss of coverage and uninsurance rates following 
the return to regular Medicaid redeterminations and the end of the COVID-19 Public Health Emergency, 
the ensuing financial and administrative challenges experienced by physicians, physician 
practices, hospitals, and the healthcare system; and a report of actions taken by the AMA and 
recommendation for further action to address these issues at I-2023. 
3. Our AMA Board of Trustees will provide a strategic plan or outline for the AMA's plan to address and 
combat the health effects of climate change at I-2023. 
4. Our AMA Board of Trustees will provide an update on the efforts and initiatives of the AMA's gun 
violence task force at I-2023. 
5. Our AMA will continue to support increased funding for public health infrastructure and workforce, 
which should include funding for preventative medicine related residency programs, to increase public 
health leadership in this country 
[BOT Rep. 17, A-23; Modified: BOT Rep. 05, I-23 ] 
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Resolution: 606  
(A-24) 

Introduced by: New England 

Subject: Creation of an AMA Council with a Focus on Digital Health Technologies and 
AI 

Referred to: Reference Committee F 
 
 
Whereas, there is an unparalleled effort to apply emerging digital technologies to healthcare, 1 
including but not limited to augmented/artificial intelligence (AI) systems1-4, simulation and 2 
virtual/augmented reality (VR/AR)5,6, telehealth7,8, and even quantum computing9; and 3 
 4 
Whereas, emerging digital technologies including AI are being theorized (and even promoted) 5 
as a disruptive threat to the practice, business, and teaching of medicine;10-13 and 6 
 7 
Whereas, during the last major wave of digital health and informatics innovation, the AMA 8 
lacked a policy-making body and expertise dedicated to such technology to help predict and 9 
prevent the disruptions related to meaningful use, electronic medical record interoperability, 10 
telehealth, etc.; and 11 
 12 
Whereas, at the 2023 AMA Annual meeting, in addition to the resolutions in the Reference 13 
Committee on Science & Technology (E), there were 8 resolutions involving innovative 14 
technologies spread across various reference committees, with reports subsequently distributed 15 
across multiple councils; and 16 
 17 
Whereas, the rapid evolution of AI and digital technology within healthcare, as well as the 18 
increasing volume of related House of Delegates (HOD) resolutions, reports, and advocacy 19 
necessitates better coordination of HOD expertise and policymaking for the benefit of physicians 20 
and patients alike; and 21 
 22 
Whereas, our AMA has developed a variety of staff-driven responses to the proliferation of new 23 
health technologies, such as the Office of Digital Health Innovation and Health2047, but there is 24 
no dedicated body of the HOD focusing on this critical policy area; and 25 
 26 
Whereas, policy regarding digital health technologies and AI requires relevant expertise in 27 
multiple domains (practice, payment, liability, ethics, EHR integration, education, etc.)12-19 not 28 
currently served by a single council, causing an inefficient distribution of these topics across 29 
councils and severely limiting potential impact; and 30 
 31 
Whereas, a new AMA council focused on digital health technologies, informatics, and AI would 32 
benefit the HOD, Board of Trustees, and other Councils by organizing and cultivating precisely 33 
this type of HOD staff expertise and physician leadership; therefore be it 34 
 35 
RESOLVED, that our American Medical Association define and propose a new AMA council 36 
focused on digital health, technology, informatics, and augmented/artificial intelligence, whose 37 
members shall be elected by the House of Delegates, for presentation and constitution at the 38 
2025 Annual Meeting. (Directive to Take Action) 39 
 
Fiscal Note:  To Be Determined 
 
Received: 5/7/2024    
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RELEVANT AMA POLICY 
 
Responsibilities. B-6.0.1 
6.0.1.1 Information and Recommendations. All Councils have a continuing duty to provide information and 
to submit recommendations to the House of Delegates, through the Board of Trustees, on matters relating 
to the areas of responsibility assigned to them under the provisions of these Bylaws. 
 
6.0.1.1.1 Method of Reporting. Councils, except the Council on Ethical and Judicial Affairs and the 
Council on Legislation shall submit their reports to the House of Delegates through the Board of Trustees. 
The Board of Trustees may make such non-binding recommendations regarding the reports to the 
Councils as it deems appropriate, prior to transmitting the reports to the House of Delegates without delay 
or modification by the Board. The Board may also submit written recommendations regarding the reports 
to the House of Delegates. 
 
6.0.1.1.2 Method of Referral. Referrals from the House of Delegates to a Council shall be made through 
the Board of Trustees. The Board may, in addition, refer the matter to such other councils as it deems 
appropriate. 
 
6.0.1.2 Strategic Planning. All Councils have a responsibility to participate in the strategic planning 
process with the Board of Trustees, other Councils, and other organizational units as may be appropriate. 
 
6.0.1.3 Communications and Working Relationships. All Councils have a responsibility to communicate 
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and develop working relationships with the Board of Trustees, other Councils, the Sections, organizations 
represented within the House of Delegates and other organizational units as may be appropriate. 
 
Medical Innovations H-480.978 
It is the policy of the AMA to continue to publicly support adequate funding for the development and 
implementation of medical innovations, and that the reasoning behind this position be communicated to 
physicians, the public, and appropriate policymakers. 
Sub. Res. 508, I-92 Reaffirmed: CSA Rep. 8, A-03 Modified: CSAPH Rep. 1, A-13 Reaffirmed: CSAPH Rep. 
08, A-23 
 
Evolving Impact of Telemedicine H-480.974 
Our AMA: 
(1) will evaluate relevant federal legislation related to telemedicine; 
(2) urges CMS, AHRQ, and other concerned entities involved in telemedicine to fund demonstration 
projects to evaluate the effect of care delivered by physicians using telemedicine-related technology on 
costs, quality, and the physician-patient relationship; 
(3) urges professional organizations that serve medical specialties involved in telemedicine to develop 
appropriate practice parameters to address the various applications of telemedicine and to guide quality 
assessment and liability issues related to telemedicine; 
(4) encourages professional organizations that serve medical specialties involved in telemedicine to 
develop appropriate educational resources for physicians for telemedicine practice; 
(5) encourages development of a code change application for CPT codes or modifiers for telemedical 
services, to be submitted pursuant to CPT processes; 
(6) will work with CMS and other payers to develop and test, through these demonstration projects, 
appropriate reimbursement mechanisms; 
(7) will develop a means of providing appropriate continuing medical education credit, acceptable toward 
the Physician's Recognition Award, for educational consultations using telemedicine; 
(8) will work with the Federation of State Medical Boards and the state and territorial licensing boards to 
develop licensure guidelines for telemedicine practiced across state boundaries; and 
(9) will leverage existing expert guidance on telemedicine by collaborating with the American 
Telemedicine Association (www.americantelemed.org) to develop physician and patient specific content 
on the use of telemedicine services--encrypted and unencrypted. 
CMS/CME Rep., A-94 Reaffirma�on A-01 Reaffirma�on A-11 Reaffirmed: CMS Rep. 7, A-11 Reaffirmed in 
lieu of Res. 805, I-12 Appended: BOT Rep. 26, A-13 Modified: BOT Rep. 22, A-13 Reaffirmed: CMS Rep. 7, 
A-14 Reaffirmed: CME Rep. 06, A-16 Reaffirma�on: A-18 
 
Augmented Intelligence in Health Care H-480.940 
As a leader in American medicine, our American Medical Association has a unique opportunity to ensure 
that the evolution of augmented intelligence (AI) in medicine benefits patients, physicians, and the health 
care community. 

To that end our AMA will seek to: 

1. Leverage its ongoing engagement in digital health and other priority areas for improving patient 
outcomes and physicians’ professional satisfaction to help set priorities for health care AI. 

2. Identify opportunities to integrate the perspective of practicing physicians into the development, 
design, validation, and implementation of health care AI. 

3. Promote development of thoughtfully designed, high-quality, clinically validated health care AI 
that: 

a. is designed and evaluated in keeping with best practices in user-centered design, 
particularly for physicians and other members of the health care team; 

b. is transparent; 

c. conforms to leading standards for reproducibility; 
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d. identifies and takes steps to address bias and avoids introducing or exacerbating 
health care disparities including when testing or deploying new AI tools on 
vulnerable populations; and 

e. safeguards patients’ and other individuals’ privacy interests and preserves the 
security and integrity of personal information. 

4. Encourage education for patients, physicians, medical students, other health care professionals, 
and health administrators to promote greater understanding of the promise and limitations of 
health care AI. 

5. Explore the legal implications of health care AI, such as issues of liability or intellectual property, 
and advocate for appropriate professional and governmental oversight for safe, effective, and 
equitable use of and access to health care AI. 
BOT Rep. 41, A-18 

 
Technology and the Practice of Medicine G-615.035 
Our AMA encourages the collaboration of existing AMA Councils and working groups on matters of new 
and developing technology, particularly electronic medical records (EMR) and telemedicine. 
Res. 606, A-14 
 
Health Information Technology Principles H-478.981 
Our AMA will promote the development of effective electronic health records (EHRs) in accordance with 
the following health information technology (HIT) principles. Effective HIT should: 
1. Enhance physicians’ ability to provide high quality patient care; 
2. Support team-based care; 
3. Promote care coordination; 
4. Offer product modularity and configurability; 
5. Reduce cognitive workload; 
6. Promote data liquidity; 
7. Facilitate digital and mobile patient engagement; and 
8. Expedite user input into product design and post-implementation feedback. 

Our AMA will AMA utilize HIT principles to: 
1. Work with vendors to foster the development of usable EHRs; 
2. Advocate to federal and state policymakers to develop effective HIT policy; 
3. Collaborate with institutions and health care systems to develop effective institutional HIT policies; 
4. Partner with researchers to advance our understanding of HIT usability; 
5. Educate physicians about these priorities so they can lead in the development and use of future EHRs 
that can improve patient care; and 
6. Promote the elimination of “Information Blocking.” 

Our AMA policy is that the cost of installing, maintaining, and upgrading information technology should be 
specifically acknowledged and addressed in reimbursement schedules.  
BOT Rep. 19, A-18Reaffirmation: A-19 

Augmented Intelligence in Medical Education H-295.857 
Our AMA encourages:  
(1) accrediting and licensing bodies to study how AI should be most appropriately addressed in 
accrediting and licensing standards; 
(2) medical specialty societies and boards to consider production of specialty-specific educational 
modules related to AI;  
(3) research regarding the effectiveness of AI instruction in medical education on learning and clinical 
outcomes; 
(4) institutions and programs to be deliberative in the determination of when AI-assisted technologies 
should be taught, including consideration of established evidence-based treatments, and including 
consideration regarding what other curricula may need to be eliminated in order to accommodate new 
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training modules; 
(5) stakeholders to provide educational materials to help learners guard against inadvertent dissemination 
of bias that may be inherent in AI systems; 
(6) the study of how differences in institutional access to AI may impact disparities in education for 
students at schools with fewer resources and less access to AI technologies; 
(7) enhanced training across the continuum of medical education regarding assessment, understanding, 
and application of data in the care of patients; 
(8) the study of how disparities in AI educational resources may impact health care disparities for patients 
in communities with fewer resources and less access to AI technologies; 
(9) institutional leaders and academic deans to proactively accelerate the inclusion of nonclinicians, such 
as data scientists and engineers, onto their faculty rosters in order to assist learners in their 
understanding and use of AI; and  
(10) close collaboration with and oversight by practicing physicians in the development of AI applications. 
CME Rep. 04, A-19 

National Agency for Technology Evaluations H-480.954 
Our AMA advocates for active AMA input into any national agency whose role would be to evaluate 
technology for its value, to assist Medicare and other payors in making appropriate coverage decisions. 
Res. 221, I-08Reaffirmed: CMS Rep. 01, A-18 
 
Augmented Intelligence in Medical Education H-295.857 
Our AMA encourages:  
(1) accrediting and licensing bodies to study how AI should be most appropriately addressed in 
accrediting and licensing standards; 
(2) medical specialty societies and boards to consider production of specialty-specific educational 
modules related to AI;  
(3) research regarding the effectiveness of AI instruction in medical education on learning and clinical 
outcomes; 
(4) institutions and programs to be deliberative in the determination of when AI-assisted technologies 
should be taught, including consideration of established evidence-based treatments, and including 
consideration regarding what other curricula may need to be eliminated in order to accommodate new 
training modules; 
(5) stakeholders to provide educational materials to help learners guard against inadvertent dissemination 
of bias that may be inherent in AI systems; 
(6) the study of how differences in institutional access to AI may impact disparities in education for 
students at schools with fewer resources and less access to AI technologies; 
(7) enhanced training across the continuum of medical education regarding assessment, understanding, 
and application of data in the care of patients; 
(8) the study of how disparities in AI educational resources may impact health care disparities for patients 
in communities with fewer resources and less access to AI technologies; 
(9) institutional leaders and academic deans to proactively accelerate the inclusion of nonclinicians, such 
as data scientists and engineers, onto their faculty rosters in order to assist learners in their 
understanding and use of AI; and  
(10) close collaboration with and oversight by practicing physicians in the development of AI applications. 
CME Rep. 04, A-19 

Update on the Uses of Simulation in Medical Education D-295.330 
Our AMA will: 
1. continue to advocate for additional funding for research in curriculum development, pedagogy, and 
outcomes to further assess the effectiveness of simulation and to implement effective approaches to the 
use of simulation in both teaching and assessment; 

2. continue to work with and review, at five-year intervals, the accreditation requirements of the Liaison 
Committee on Medical Education (LCME), the Accreditation Council for Graduate Medical Education 
(ACGME), and the Accreditation Council for Continuing Medical Education (ACCME) to assure that 
program requirements reflect appropriate use and assessment of simulation in education programs; 
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3. encourage medical education institutions that do not have accessible resources for simulation-based 
teaching to use the resources available at off-site simulation centers, such as online simulated 
assessment tools and simulated program development assistance; 
 
4. monitor the use of simulation in high-stakes examinations administered for licensure and certification 
as the use of new simulation technology expands; 
 
5. further evaluate the appropriate use of simulation in interprofessional education and clinical team 
building; and 
 
6. work with the LCME, the ACGME, and other stakeholder organizations and institutions to further 
identify appropriate uses for simulation resources in the medical curriculum. 
CME Rep. 8, A-09Reaffirmed: CME Rep. 01, A-19 
 
Redefine "Meaningful Use" of Electronic Health Records D-478.982 
1. Our AMA will work with the federal government and the Department of Health and Human Services to: 
(A) set realistic targets for meaningful use of electronic health records such as percentage of 
computerized order entry, electronic prescribing, and percentage of inclusion of laboratory values; and (B) 
improve the electronic health records incentive program requirements to maximize physician participation. 
2. Our AMA will continue to advocate that, within existing AMA policies, the Centers for Medicare &amp; 
Medicaid Services suspend penalties to physicians and health care facilities for failure to meet Meaningful 
Use criteria. 
Res. 222, A-10Reaffirmation I-10Reaffirmation A-14Appended: Res. 210, I-14Reaffirmed in lieu of Res. 
203, I-15Reaffirmed in lieu of Res. 216, I-15Reaffirmed: Res. 211, I-16 
 
Innovation to Improve Usability and Decrease Costs of Electronic Health Record Systems for 
Physicians D-478.976 
1) Our AMA will: (A) advocate for CMS and the Office of the National Coordinator (ONC) to support 
collaboration between and among proprietary and open-source EHR developers to help drive innovation 
in the marketplace; (B) continue to advocate for research and physician education on EHR adoption and 
design best practices specifically concerning key features that can improve the quality, safety, and 
efficiency of health care regardless of proprietary or open-source status; and (C) through its partnership 
with AmericanEHR Partners, continue to survey physician use and issues with various EHRs-open source 
and proprietary-to create more transparency and support more informed decision making in the selection 
of EHRs. 
2) Our AMA will, through partnership with AmericanEHR Partners, continue to survey physician use and 
issues with various EHRs--open source and proprietary--to create more transparency and formulate more 
formal decision making in the selection of EHRs. 
3) Our AMA will work with AmericanEHR Partners to modify the current survey to better address the 
economics of EHR use by physicians including the impact of scribes. 
4) Our AMA will make available the findings of the AmericanEHR Partners' survey and report back to the 
House of Delegates. 
BOT Rep. 23, A-13BOT Rep. 24, A-13Reaffirmed: BOT Rep. 17, A-15Appended: Res. 603, I-16Modified: 
BOT Rep. 20, A-17 
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Introduced by:      New Jersey  
 
 
Subject: Appealing to our AMA to add clarity to its mission statement to better meet 

the need of physicians, the practice of medicine and the public health. 
 
Referred to: Reference Committee F 
 
 
Whereas, most leading national health organizations focus their mission statement on 1 
empowering members to carry out the organizational mission; and 2 
 3 
Whereas, physicians, while seeking to promote our AMA’s mission, face significant challenges 4 
such as loss of autonomy, scope creep or prior authorization that have contributed to poor 5 
morale, high burn out rate, and an above average suicide rate among other professions; and 6 
 7 
Whereas, despite our AMA's work to support physicians, most physicians fail to appreciate the 8 
value of the AMA and less than 20 % of physicians are members of the AMA; and  9 
 10 
Whereas, physicians are the primary stewards to carry out our AMA’s mission statement; and, 11 
the importance of a mission statement is to communicate an organization’s values, priorities, 12 
goals and serve as a moral compass that guides institutional decision making;  13 
therefore be it 14 
 15 
RESOLVED, that our American Medical Association amends its mission’s statement from “to 16 
promote the art and science of medicine and the betterment of public health” to “to empower 17 
physicians to better care for their patients, advance the art and science of medicine, and 18 
promote the betterment of physicians and the public health”. (Directive to Take Action) 19 

20 
Fiscal Note: Minimal - less than $1,000 
 
Received: 5/7/2024 
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(A-24) 

 
Introduced by: Minority Affairs Section 
 
Subject: The American Medical Association Diversity Mentorship Program 
 
Referred to: Reference Committee F  
 
 
Whereas, members of our American Medical Association have expressed interest in serving as 1 
volunteer mentors to medical students, residents, and fellows; and 2 
 3 
Whereas, volunteer mentorship programs have proven to be successful and cost-effective 4 
platforms for addressing physician diversity gaps;1 and 5 
 6 
Whereas, our AMA has recognized the importance of supporting racial and ethnic populations 7 
that are underrepresented in the medical profession relative to their numbers in the general 8 
population; and 9 
 10 
Whereas, alarming representation gaps still exist in medicine for American Indian & Alaska 11 
Native, Hispanic, and Black Americans;2 and 12 
 13 
Whereas, our AMA carries the membership strength of over 270,000 dues-paying members; 14 
and 15 
 16 
Whereas, volunteer mentorship programs can help recruit and retain members through active 17 
and rewarding engagement; and 18 
 19 
Whereas, our AMA has outwardly emphasized the importance of mentorship via both accepted 20 
policy and advocacy efforts, but has not enacted a successful internal platform; and 21 
 22 
Whereas, our AMA is uniquely positioned to construct a first-in-class national mentorship 23 
program through our strategic partners and extensive network of over 120 national medical 24 
specialties and other societies;3 and 25 
 26 
Whereas, mentorship has the powerful capacity to bring people together, share perspectives, 27 
and promote a culture of togetherness; therefore be it 28 
 29 
RESOLVED, that our American Medical Association establish a diversity mentorship program to 30 
connect volunteer mentors with residents, fellows, and medical student mentees who are 31 
underrepresented in medicine. (Directive to Take Action)32 
 
Fiscal Note: Moderate - between $5,000 - $10,000 
 
Received: 5/8/2024 
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RELEVANT AMA Policy 
 
Strategies for Enhancing Diversity in the Physician Workforce H-200.951 
Our AMA: (1) supports increased diversity across all specialties in the physician workforce in the 
categories of race, ethnicity, disability status, sexual orientation, gender identity, socioeconomic origin, 
and rurality; (2) commends the Institute of Medicine (now known as the National Academies of Sciences, 
Engineering, and Medicine) for its report, "In the Nation's Compelling Interest: Ensuring Diversity in the 
Health Care Workforce," and supports the concept that a racially and ethnically diverse educational 
experience results in better educational outcomes; (3) encourages the development of evidence-informed 
programs to build role models among academic leadership and faculty for the mentorship of students, 
residents, and fellows underrepresented in medicine and in specific specialties; (4) encourages 
physicians to engage in their communities to guide, support, and mentor high school and undergraduate 
students with a calling to medicine; (5) encourages medical schools, health care institutions, managed 
care and other appropriate groups to adopt and utilize activities that bolster efforts to include and support 
individuals who are underrepresented in medicine by developing policies that articulate the value and 
importance of diversity as a goal that benefits all participants, cultivating and funding programs that 
nurture a culture of diversity on campus, and recruiting faculty and staff who share this goal; and (6) 
continue to study and provide recommendations to improve the future of health equity and racial justice in 
medical education, the diversity of the health workforce, and the outcomes of marginalized patient 
populations. [CME Rep. 1, I-06; Reaffirmed: CME Rep. 7, A-08; Reaffirmed: CCB/CLRPD Rep. 4, A-13; 
Modified: CME Rep. 01, A-16; Reaffirmation A-16; Modified: Res. 009, A-21; Modified: CME Rep. 5, A-21] 
 
Strategies for Enhancing Diversity in the Physician Workforce D-200.985 
1. Our AMA, independently and in collaboration with other groups such as the Association of American 
Medical Colleges (AAMC), will actively work and advocate for funding at the federal and state levels and 
in the private sector to support the following: (a) Pipeline programs to prepare and motivate members of 
underrepresented groups to enter medical school; (b) Diversity or minority affairs offices at medical 
schools; (c) Financial aid programs for students from groups that are underrepresented in medicine; and 
(d) Financial support programs to recruit and develop faculty members from underrepresented groups. 
2. Our AMA will work to obtain full restoration and protection of federal Title VII funding, and similar state 
funding programs, for the Centers of Excellence Program, Health Careers Opportunity Program, Area 
Health Education Centers, and other programs that support physician training, recruitment, and retention 
in geographically-underserved areas. 
3. Our AMA will take a leadership role in efforts to enhance diversity in the physician workforce, including 
engaging in broad-based efforts that involve partners within and beyond the medical profession and 
medical education community. 
4. Our AMA will encourage the Liaison Committee on Medical Education to assure that medical schools 
demonstrate compliance with its requirements for a diverse student body and faculty. 
5. Our AMA will develop an internal education program for its members on the issues and possibilities 
involved in creating a diverse physician population. 
6. Our AMA will provide on-line educational materials for its membership that address diversity issues in 
patient care including, but not limited to, culture, religion, race and ethnicity. 
7. Our AMA will create and support programs that introduce elementary through high school students, 
especially those from groups that are underrepresented in medicine (URM), to healthcare careers. 
8. Our AMA will create and support pipeline programs and encourage support services for URM college 
students that will support them as they move through college, medical school and residency programs. 
9. Our AMA will recommend that medical school admissions committees and residency/fellowship 
programs use holistic assessments of applicants that take into account the diversity of preparation and 
the variety of talents that applicants bring to their education with the goal of improving health care for all 
communities. 

https://doi.org/10.1186/1472-6920-14-26
https://www.aamc.org/data-reports/data/2022-physician-specialty-data-report-executive-summary
https://www.aamc.org/data-reports/data/2022-physician-specialty-data-report-executive-summary
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10. Our AMA will advocate for the tracking and reporting to interested stakeholders of demographic 
information pertaining to URM status collected from Electronic Residency Application Service (ERAS) 
applications through the National Resident Matching Program (NRMP). 
11. Our AMA will continue the research, advocacy, collaborative partnerships and other work that was 
initiated by the Commission to End Health Care Disparities. 
12. Our AMA unequivocally opposes legislation that would dissolve affirmative action or punish 
institutions for properly employing race-conscious admissions as a measure of affirmative action in order 
to promote a diverse student population. 
13. Our AMA will work with the AAMC and other stakeholders to create a question for the AAMC 
electronic medical school application to identify previous pipeline program (also known as pathway 
program) participation and create a plan to analyze the data in order to determine the effectiveness of 
pipeline programs.[ CME Rep. 1, I-06; Reaffirmation I-10Reaffirmation A-13; Modified: CCB/CLRPD Rep. 
2, A-14; Reaffirmation: A-16; Appended: Res. 313, A-17; Appended: Res. 314, A-17; Modified: CME Rep. 
01, A-18; Appended: Res. 207, I-18; Reaffirmation: A-19; Appended: Res. 304, A-19; Appended: Res. 
319, A-19; Modified: CME Rep. 5, A-21; Modified: CME Rep. 02, I-22; Modified: Res. 320, A-23] 
 
Continued Support for Diversity in Medical Education D-295.963 
Our AMA will: (1) publicly state and reaffirm its support for diversity in medical education and 
acknowledge the incorporation of DEI efforts as a vital aspect of medical training; (2) request that the 
Liaison Committee on Medical Education regularly share statistics related to compliance with 
accreditation standards IS-16 and MS-8 with medical schools and with other stakeholder groups; (3) work 
with appropriate stakeholders to commission and enact the recommendations of a forward-looking, cross-
continuum, external study of 21st century medical education focused on reimagining the future of health 
equity and racial justice in medical education, improving the diversity of the health workforce, and 
ameliorating inequitable outcomes among minoritized and marginalized patient populations; (4) advocate 
for funding to support the creation and sustainability of Historically Black College and University (HBCU), 
Hispanic-Serving Institution (HSI), and Tribal College and University (TCU) affiliated medical schools and 
residency programs, with the goal of achieving a physician workforce that is proportional to the racial, 
ethnic, and gender composition of the United States population; (5) directly oppose any local, state, or 
federal actions that aim to limit diversity, equity, and inclusion initiatives, curriculum requirements, or 
funding in medical education; (6) advocate for resources to establish and maintain DEI offices at medical 
schools that are staff-managed and student- and physician-guided as well as committed to longitudinal 
community engagement; (7) investigate the impacts of state legislation regarding DEI-related efforts on 
the education and careers of students, trainees, and faculty; (8) recognize the disproportionate efforts by 
and additional responsibilities placed on minoritized individuals to engage in diversity, equity, and 
inclusion efforts; and (9) collaborate with the Association of American Medical Colleges, the Liaison 
Committee on Medical Education, and relevant stakeholders to encourage academic institutions to utilize 
Diversity, Equity, and Inclusion activities and community engagement as criteria for faculty and staff 
promotion and tenure. [Res. 325, A-03; Appended: CME Rep. 6, A-11; Modified: CME Rep. 3, A-13; 
Appended: CME Rep. 5, A-21; Modified: CME Rep. 02, I-22; Appended: Res. 319, A-22; Modified: Res. 
319, A-23] 
 
Diversity of AMA Delegations G-600.030 
1. Our AMA encourages: (a) medical societies to develop methods for selecting AMA delegates that 
provide an exclusive role for AMA members; (b) state medical societies to collaborate more closely with 
state chapters of medical specialty societies, and to include representatives of these organizations in their 
AMA delegations whenever feasible; (c) state and specialty medical societies to adopt election 
procedures through which only AMA members may cast ballots for the state/specialty society’s delegates 
to our AMA; (d) state medical associations and national medical specialty societies to review the 
composition of their AMA delegations with regard to enhancing diversity; (e) specialty and state societies 
to develop training and/or mentorship programs for their student, resident and fellow and young physician 
section representatives, and current HOD delegates for their future activities and representation of the 
delegation; (f) specialty and state societies to include in their delegations physicians who meet the criteria 
for membership in the Young Physicians Section; and (g) delegates and alternates who may be entitled to 
a dues exemption, because of age and retirement status, to demonstrate their full commitment to our 
AMA through payment of dues. 
2. It is also suggested that each delegation have at least one member involved in the governance of the 
sponsoring organization. [CCB/CLRPD Rep. 3, A-12; Modified: CCB/CLRPD Rep. 1, A-22] 
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Racial and Ethnic Disparities in Health Care H-350.974 
1. Our AMA recognizes racial and ethnic health disparities as a major public health problem in the United 
States and as a barrier to effective medical diagnosis and treatment. The AMA maintains a position of 
zero tolerance toward racially or culturally based disparities in care; encourages individuals to report 
physicians to local medical societies where racial or ethnic discrimination is suspected; and will continue 
to support physician cultural awareness initiatives and related consumer education activities. The 
elimination of racial and ethnic disparities in health care an issue of highest priority for the American 
Medical Association. 
 2. The AMA emphasizes three approaches that it believes should be given high priority: 
A. Greater access - the need for ensuring that black Americans without adequate health care insurance 
are given the means for access to necessary health care. In particular, it is urgent that Congress address 
the need for Medicaid reform. 
B. Greater awareness - racial disparities may be occurring despite the lack of any intent or purposeful 
efforts to treat patients differently on the basis of race. The AMA encourages physicians to examine their 
own practices to ensure that inappropriate considerations do not affect their clinical judgment. In addition, 
the profession should help increase the awareness of its members of racial disparities in medical 
treatment decisions by engaging in open and broad discussions about the issue. Such discussions should 
take place in medical school curriculum, in medical journals, at professional conferences, and as part of 
professional peer review activities. 
C. Practice parameters - the racial disparities in access to treatment indicate that inappropriate 
considerations may enter the decision making process. The efforts of the specialty societies, with the 
coordination and assistance of our AMA, to develop practice parameters, should include criteria that 
would preclude or diminish racial disparities 
 3. Our AMA encourages the development of evidence-based performance measures that adequately 
identify socioeconomic and racial/ethnic disparities in quality. Furthermore, our AMA supports the use of 
evidence-based guidelines to promote the consistency and equity of care for all persons. 
4. Our AMA: (a) actively supports the development and implementation of training regarding implicit bias, 
diversity and inclusion in all medical schools and residency programs; (b) will identify and publicize 
effective strategies for educating residents in all specialties about disparities in their fields related to race, 
ethnicity, and all populations at increased risk, with particular regard to access to care and health 
outcomes, as well as effective strategies for educating residents about managing the implicit biases of 
patients and their caregivers; and (c) supports research to identify the most effective strategies for 
educating physicians on how to eliminate disparities in health outcomes in all at-risk populations. [CLRPD 
Rep. 3, I-98; Appended and Reaffirmed: CSA Rep.1, I-02; Reaffirmed: BOT Rep. 4, A-03; Reaffirmed in 
lieu of Res. 106, A-12; Appended: Res. 952, I-17; Reaffirmed: CMS Rep. 10, A-19; Reaffirmed: CMS 
Rep. 3, A-21; Reaffirmed: Joint CMS/CSAPH Rep. 1, I-21] 
 
Enhancing the Cultural Competence of Physicians H-295.897 
1. Our AMA continues to inform medical schools and residency program directors about activities and 
resources related to assisting physicians in providing culturally competent care to patients throughout 
their life span and encourage them to include the topic of culturally effective health care in their curricula.  
2. Our AMA continues to support research into the need for and effectiveness of training in cultural 
competence and cultural humility, using existing mechanisms such as the annual medical education 
surveys. 
3. Our AMA will assist physicians in obtaining information about and/or training in culturally effective 
health care through dissemination of currently available resources from the AMA and other relevant 
organizations.  
4. Our AMA encourages training opportunities for students and residents, as members of the physician-
led team, to learn cultural competency from community health workers, when this exposure can be 
integrated into existing rotation and service assignments.  
5. Our AMA supports initiatives for medical schools to incorporate diversity in their Standardized Patient 
programs as a means of combining knowledge of health disparities and practice of cultural competence 
with clinical skills.  
6. Our AMA will encourage the inclusion of peer-facilitated intergroup dialogue in medical education 
programs nationwide. 
7. Our AMA supports the development of national standards for cultural humility training in the medical 
school curricula. [CME Rep. 5, A-98; Reaffirmed: Res. 221, A-07; Reaffirmation A-11; Appended: Res. 
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304, I-16; Modified: CME Rep. 01, A-17; Appended: Res. 320, A-17; Reaffirmed: CMS Rep. 02, I-17; 
Appended: Res. 315, A-18; Modified: Res. 322, A-22] 
 
Increase the Representation of Minority and Economically Disadvantaged Populations in the 
Medical Profession H-350.979 
Our AMA supports increasing the representation of minorities in the physician population by: (1) 
Supporting efforts to increase the applicant pool of qualified minority students by: (a) Encouraging state 
and local governments to make quality elementary and secondary education opportunities available to all; 
(b) Urging medical schools to strengthen or initiate programs that offer special premedical and 
precollegiate experiences to underrepresented minority students; (c) urging medical schools and other 
health training institutions to develop new and innovative measures to recruit underrepresented minority 
students, and (d) Supporting legislation that provides targeted financial aid to financially disadvantaged 
students at both the collegiate and medical school levels. 
(2) Encouraging all medical schools to reaffirm the goal of increasing representation of underrepresented 
minorities in their student bodies and faculties. 
(3) Urging medical school and undergraduate admissions committees to proactively implement policies 
and procedures that operationalize race-conscious admission practices in admissions decisions, among 
other factors. 
(4) Increasing the supply of minority health professionals. 
(5) Continuing its efforts to increase the proportion of minorities in medical schools and medical school 
faculty. 
(6) Facilitating communication between medical school admission committees and premedical counselors 
concerning the relative importance of requirements, including grade point average and Medical College 
Aptitude Test scores. 
(7) Continuing to urge for state legislation that will provide funds for medical education both directly to 
medical schools and indirectly through financial support to students. 
(8) Continuing to provide strong support for federal legislation that provides financial assistance for able 
students whose financial need is such that otherwise they would be unable to attend medical school. 
(9) Recognizing the consideration of race in admissions is a necessary safeguard in creating a pipeline to 
an environment within medical education that will propagate the advancement of health equity through 
diversification of the physician workforce. [CLRPD Rep. 3, I-98; Reaffirmed: CLRPD Rep. 1, A-08; 
Reaffirmed: CME Rep. 01, A-18; Modified: Res. 320, A-23; Appended: Res. 320, A-23] 
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REPORT 29 OF THE BOARD OF TRUSTEES (A-24) 
Transparency and Accountability of Hospitals and Hospital Systems 
Reference Committee G 

EXECUTIVE SUMMARY 

At the 2023 Annual Meeting of the House of Delegates, Policy D-200.971, “Transparency and 
Accountability of Hospitals and Hospital Systems” was adopted. This policy directed the American 
Medical Association (AMA) to (1) identify options for developing and implementing processes – 
including increased transparency of physicians complaints made to the Equal Employment 
Opportunity Commission (EEOC) and The Joint Commission – for tracking and monitoring 
physicians complaints against hospitals and hospital systems and (2) report back with 
recommendations for implementing such processes, including potential revisions to the Health 
Care Quality Improvement Act (HCQIA) of 1986 to include monetary penalties for institutions 
performing bad-faith peer reviews (Directive to Take Action). 

This report provides detailed information about multiple systems in place for physicians to report 
concerns about their health system or hospital employer. Barriers persist that prevent physicians 
from reporting patient care concerns or seeking recourse if a bad-faith peer review process has been 
initiated against them based on what they believe are unfounded, unfair allegations.  

To our knowledge, no systems are in place to track and publicly report malpractice information or 
complaints against hospitals or health systems. It is the AMA’s position that malpractice payment 
information should not be made public. AMA policy requires state medical boards report 
disciplinary action to the AMA and Federation of State Medical Boards, but does not endorse the 
public reporting of such information. The AMA does not support efforts to require the AMA, 
FSMB, The Joint Commission or any state or federal entity to dedicate resources to providing this 
information to the public; however, the AMA does support transparency of physician complaints 
against hospitals and hospital systems through publicly accessible channels, such as the Joint 
Commission Quality Check reports. 

Considering (1) that organizations found to have conducted bad-faith peer reviews are not granted 
immunity by the HCQIA, (2) the AMA has historically opposed attempts to amend the HCQIA and 
(3) monetary penalties at the state level have not resulted in increased reporting or reduced incident
rates, the AMA does not recommend new attempts to amend the HCQIA for the purposes of adding
such penalties for organizations involved in bad-faith peer reviews.

Finally, the AMA, despite having an abundance of policy on the matter, has not published many 
resources to help physicians navigate the tumultuous processes of reporting concerns or being the 
subject of a peer review. This report makes a recommendation for the AMA to enhance content 
offerings on this topic. 
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INTRODUCTION 1 
2 

At the 2023 Annual Meeting, the House of Delegates (HOD) adopted Policy D-200.971, 3 
“Transparency and Accountability of Hospitals and Hospital Systems.” This resolution asked that 4 
our American Medical Association (AMA) (1) identify options for developing and implementing 5 
processes – including increased transparency of physicians complaints made to the Equal 6 
Employment Opportunity Commission (EEOC) and The Joint Commission – for tracking and 7 
monitoring physician complaints against hospitals and hospital systems and (2) report back with 8 
recommendations for implementing such processes, including potential revisions to the Health 9 
Care Quality Improvement Act (HCQIA) of 1986 to include monetary penalties for institutions 10 
performing bad-faith peer reviews. 11 

12 
BACKGROUND 13 

14 
Key issues raised by the resolution that resulted in Policy D-200.971 were (1) the perceived 15 
limitations for physicians to safely, and without fear of retaliation, report patient care concerns due 16 
to the large influence and market dominance many health systems have; (2) mistreatment of or 17 
retaliation against physicians who report concerns, including through the conduct of bad-faith peer 18 
reviews; (3) the lack of publicly available information about complaints against hospitals and 19 
health systems; and (4) the potential amendment of the HCQIA to add monetary penalties for 20 
entities found to have conducted bad-faith peer reviews. Testimony in the Reference Committee 21 
hearing on this resolution also indicated that access to information about complaints filed on health 22 
systems would be valuable to physicians considering new employment. This report will address 23 
these items, in addition to brief background on peer reviews and the HCQIA, and make 24 
recommendations for further HOD action. 25 

26 
DISCUSSION 27 

28 
Whistleblower reports 29 

30 
Physicians or other medical professionals may have the unfortunate experience of witnessing 31 
unethical behavior, an incident where a patient was harmed or a colleague committing some type of 32 
wrongdoing. Upholding the ethical standards of the profession is among the duties of all health 33 
care professionals, and part of fulfilling that duty includes reporting concerns and issues when they 34 
happen. Hospitals and health systems, who depend on high quality ratings and safety scores, as 35 
well as low numbers of safety violations, do not always receive these reports well. Although36 
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unlawful, since whistleblowers are protected by dozens of laws, people who report complaints or 1 
concerns, or “whistleblowers,” may be ostracized, pressured to withdraw their report or threatened 2 
with counter allegations. Worse, a hospital may turn against the complainant and punish them 3 
through other means of retaliation such as a false or fabricated peer review. Given the potential 4 
negative consequences, many health care workers may avoid reporting ethical or patient safety 5 
concerns out of fear for their own livelihood, safety or reputation.1 6 

7 
Peer review 8 

9 
When a patient-safety or ethical violation is investigated, peer reviews are often the mechanism for 10 
evaluating the circumstances, conduct and outcomes of the incident. Peer review processes are 11 
long-established within organized medicine, intended to ensure patient safety but also to scrutinize 12 
professional conduct and protect hospitals from liability.2 The responsibility to ensure quality care 13 
through physician monitoring has been delegated to committees composed mainly of medical staff 14 
that review physician credentials and applications for admission to the medical staff, as well as 15 
determine the privileges physicians have at a hospital.3 Peer review is recognized and accepted as a 16 
means of promoting professionalism and maintaining trust. The peer review process is intended to 17 
balance physicians’ right to exercise medical judgment freely with the obligation to do so wisely 18 
and temperately.2 19 

20 
The AMA defines peer review, in part, as: “… the task of self-monitoring and maintaining the 21 
administration of patient safety and quality of care, consistent with optimal standards of 22 
practice…” Peer review goes beyond individual review of instances or events; it is a mechanism 23 
for assuring the quality, safety and appropriateness of hospital services. The duties of peer review 24 
are addressing the standard of care, preventing patient harm, evaluating patient safety and quality 25 
of care and ensuring that the design of systems or settings of care support safety and high quality 26 
care (Policy H-375.962, “Legal Protections for Peer Review”).4 27 

28 
This policy continues to discuss a “good faith peer review”: a “peer review conducted with honest 29 
intentions that assess appropriateness and medical necessity to assure safe, high-quality medical 30 
care is good faith peer review. Misfeasance (i.e., abuse of authority during the peer review process 31 
to achieve a desired result other than improved patient care), or misuse of the peer review process, 32 
or peer review that is politically motivated, manipulated to achieve economic gains or due to 33 
personal vendetta is not considered a good faith peer review”.4 34 

35 
Health Care Quality Improvement Act of 1986 36 

37 
The HCQIA of 1986 was introduced to provide protection from liability under federal and state 38 
laws for members of a professional review body and their staffs, and establish a national repository 39 
for reported information regarding medical malpractice payments and adverse actions involving 40 
physicians.5Since then, each state (and the District of Columbia) have passed their own laws 41 
requiring the peer review process to improve health care quality.3 42 

43 
In addition to establishing the National Practitioner Data Bank (NPDB) to monitor hospital- and 44 
state-level credentialing of physicians, the HCQIA also granted federal immunity protections to 45 
physicians that participate in good faith evaluation of their peers. To qualify for immunity 46 
protections under the Act, it is presumed that the actions of peer review committees meet four 47 
standards, unless their actions are rebutted by a “preponderance of the evidence”, wherein the 48 
burden of proof is on the physician undergoing review.3,6 First, there must be a reasonable belief 49 
that peer review action was taken to ensure quality care. Second, peer review action should only be 50 
taken after a reasonable effort to obtain the facts surrounding the case. Third, the physician 51 

https://policysearch.ama-assn.org/policyfinder/detail/Legal%20Protections%20for%20Peer%20Review?uri=%2FAMADoc%2FHOD.xml-0-3167.xml
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undergoing peer review must be afforded sufficient notice and hearing procedures or other fair 1 
protocols relevant to the circumstances of the case. Last, after reasonable efforts to obtain the facts 2 
of the case have been made, reasonable belief that peer review action was warranted by these facts 3 
is then also required.3 4 

5 
Bad-faith peer review 6 

7 
Because peer review committees are typically not independent, and often comprise hospital-8 
employed physicians who have agreed to make decisions on behalf of the organization, judgments 9 
made by these committees have the potential to be biased. A bad-faith, or “sham” peer review, may 10 
be politically motivated, manipulated to achieve economic gains or to avoid financial risks, 11 
conducted in a way that helps the organization avoid reputational damage or is facilitated to fulfill 12 
a personal vendetta against an individual. The peer review process may also be exploited to deem 13 
the whistleblower incompetent or disruptive, undermining the merits of their report. Such 14 
inappropriate peer reviews were the subject of AMA Board of Trustees Report 24-A-08, titled 15 
“Inappropriate Peer Reviews,” which described several cases of improperly motivated peer review, 16 
including Patrick v Burget (1998), Rosenblit v Superior Court (1991), Clark v Columbia/HCA 17 
Information Services (2001), and Poliner vs Presbyterian Hospital of Dallas (2006).7 18 

19 
Victims of bad-faith peer reviews often share similar characteristics that cause them to be 20 
perceived as “easy targets.” Such characteristics include independent physicians that lack the social 21 
and political support and other resources frequently enjoyed by physicians who are part of large 22 
health systems, physicians who are new on staff and haven’t yet had the opportunity to develop 23 
strong connections and physicians that perform “new” or “different” procedures.3  24 

25 
Racial inequities in adverse action reports 26 

27 
Anecdotal evidence from the media and health law bar have reported a rise in racial inequities in 28 
adverse medical staff actions. This increase is believed to be due to racially motivated actions and 29 
more physicians of color challenging such actions. One example of this involved a Black physician 30 
who, over the course of 25 years, resided in a rural community, established a practice, and 31 
maintained an honorable career in her specialty. After identifying an unmet need of a patient 32 
population in her rural community that went unaddressed by local health systems, she established 33 
an outpatient facility that thrived. After she brought forward quality of care concerns regarding the 34 
danger to high-risk patients created by a gap in specialty coverage and quality nursing care at the 35 
hospital, a medical staff investigation was initiated against her by the hospital’s peer review 36 
committee in response to retaliatory nursing staff claims. To avoid a potentially career-ending 37 
report to the NPDB, the physician was forced to invest time, money and energy toward 38 
participation in the demoralizing, retaliatory medical staff investigation.6 39 

40 
Adverse medical staff actions that cite subjective reasons such as “disruptive” behavior, 41 
competency concerns and/or unprofessional conduct have served to justify racism against Black 42 
physicians and other minoritized physicians. Racially motivated bad-faith peer reviews threaten the 43 
economic and mental well-being of physicians of color in addition to the health outcomes of the 44 
diverse patient populations they care for.6 45 

46 
Some hospital- and health system-level recommendations that have been proposed to prevent racial 47 
discrimination in the peer review process include hiring racially diverse leadership, as well as 48 
representation on peer review committees and reviewing and revising peer review protocols 49 
through an equity lens.6 50 
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Perceived barriers to reporting patient care concerns 1 
2 

The authors of AMA Policy D-200.971 raised concerns about perceived barriers for physicians to 3 
report patient care or other concerns without fear of retaliation due to the large influence and 4 
market dominance many health systems have. AMA Board of Trustees Report 5-I-17, “Effective 5 
Peer Review”, discussed this issue, addressing physicians’ concerns with the waning influence or 6 
control they have over their employment or patient care, as they are increasingly becoming 7 
employed by or affiliated with large hospital systems or health care organizations.8 Despite BOT 8 
Report 5-I-17 having been published more than six years ago, the issues addressed within it remain 9 
relevant and thus appropriate to cite within this current report. 10 

11 
“In a large health system or hospital, peer review systems are integral to safeguarding patient safety 12 
and care. Because peer review can involve close scrutiny of all aspects of patient care and safety, 13 
both with respect to organization-wide patient care and safety issues and issues concerning 14 
individual physicians and health care practitioners, the peer review process may bring to light 15 
serious patient care and safety issues that are systemic to a hospital or other lay organization. 16 
Exposure of such issues could damage the hospital’s or organization’s reputation in its community 17 
or its other business interests. Consequently, a physician may be reluctant to participate in a peer 18 
review proceeding for fear of retaliation if the physician believes that the hospital or lay 19 
organization will take issue with the result of, or the physician’s role in, that proceeding. This fear 20 
is exacerbated if the hospital or lay organization dominates the physician’s community. Thus, to 21 
ensure effective peer review, physician peer review participants must be protected from the 22 
possibility of retaliation”.8  23 

24 
Physician concerns about retaliation against physician peer review participants have grown as 25 
hospitals employ more physicians and hospital markets become more concentrated. Many 26 
communities in the United States are dominated by only a few hospitals, or even by a single 27 
hospital. As more physicians have become employed by, or affiliated with, dominant hospitals or 28 
other powerful lay organizations, some physicians increasingly fear retaliation for expressing 29 
patient safety or care concerns during a peer review proceeding, or otherwise participating in a peer 30 
review process, that the hospital or organization perceives as being contrary to its financial 31 
interests.8  32 

33 
Existing mechanisms for reporting complaints or concerns 34 

35 
To understand the issue of the perceived limitations for physicians to safely report patient care 36 
concerns due to the large influence and dominance of their health systems and/or seek recourse if 37 
they believe a peer review process has been initiated against them based on unfounded, unfair 38 
allegations, we evaluated the landscape of reporting mechanisms currently in place. Numerous 39 
systems exist for physicians to report complaints about a peer, patient safety concerns within their 40 
health system or other unethical or egregious practices they experience or observe within their 41 
place of practice. These systems are in place at multiple levels to promote patient safety and 42 
typically great efforts are made to ensure reports are confidential, so individuals feel safe and 43 
confident in reporting concerns without fear of retaliation. 44 

45 
The most appropriate organization for a physician to file a complaint against a health care system 46 
or hospital is their state medical board. Each state has at least one medical board that licenses 47 
allopathic or osteopathic doctors, investigates complaints, disciplines physicians, and refers 48 
physicians for evaluation and rehabilitation when appropriate. 49 

https://policysearch.ama-assn.org/policyfinder/detail/Transparency%20and%20Accountability%20of%20Hospitals%20and%20Hospital%20Systems?uri=%2FAMADoc%2Fdirectives.xml-D-200.971.xml
https://www.ama-assn.org/sites/ama-assn.org/files/corp/media-browser/public/hod/i17-refcomm-conby.pdf
https://www.ama-assn.org/sites/ama-assn.org/files/corp/media-browser/public/hod/i17-refcomm-conby.pdf
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Health care organizations should have in place reporting mechanisms through which physicians or 1 
other professionals can confidentially submit concerns or complaints without fear of recourse or 2 
retaliation. While this may be reasonable for expressing concerns about one’s peer or colleague, 3 
due to concerns about privacy or fear of consequences many physicians may not feel comfortable 4 
bringing organization or system-level issues to their organization’s leadership. 5 

6 
If physicians do not feel comfortable reporting concerns directly to their leadership or organization, 7 
they may report concerns or complaints about their health system or hospital to The Joint 8 
Commission if the organization is accredited or certified by The Joint Commission.9 The Joint 9 
Commission’s standards require leaders to provide and encourage the use of systems for blame-free 10 
reporting of a system or process failure. The Joint Commission encourages practices to engage 11 
frontline staff in internal reporting in a number of ways including (1) creating a nonpunitive 12 
approach to patient safety event reporting, (2) educating staff on and encouraging them to identify 13 
patient safety events that should be reported and (3) providing timely feedback regarding actions 14 
taken on reported patient safety events.10 15 

16 
The U.S. Department of Health & Human Services (HHS) provides a mechanism for physicians 17 
employed by HHS or one of its agencies, or whose employer receives HHS contract or grant 18 
funding, to have their whistleblower retaliation complaints processed by HHS-Office of the 19 
Inspector General. The actions of these physicians to expose unlawful activities such as abuse and 20 
mismanagement within an HHS agency, (sub)contractor or (sub)grantee organization are protected 21 
by HHS.11 Individuals that submit a complaint can choose whether to provide identifying 22 
information or remain anonymous.12 23 

24 
Also at the federal level, if a physician has been unfairly subjected to a peer review due to 25 
underlying racial discrimination or denied compensation or benefits following a bad-faith peer 26 
review, for example, they can report such violations to the U.S. Department of Labor (DOL). The 27 
agency within the DOL that handles whistleblower retaliation allegations is the Occupational 28 
Safety and Health Administration (OSHA). OSHA enforces the retaliation protections of more than 29 
20 federal laws.13 30 

31 
If a physician believes they have been subjected to a bad-faith peer review in retaliation for making 32 
complaints about discriminatory behavior, disclosing violations of the law, fraud, or abuse, 33 
refusing to obey an order believed to be discriminatory or participating in discrimination or 34 
whistleblower proceedings, one resource available to them for recourse is the EEOC.14,15 A 35 
physician in this circumstance must provide evidence that (1) they participated in a protected 36 
activity, (2) their employer took materially adverse action and (3) retaliation was the driving force 37 
behind the employer’s adverse action. Employer retaliatory action is any action that might deter a 38 
reasonable person from engaging in protected activity.14 39 

40 
Two additional resources that may be beneficial to physicians harmed by a bad-faith peer review 41 
are the Association of American Physicians and Surgeons (AAPS) Sham Peer Review Hotline and 42 
the Center for Peer Review Justice. Physicians can call or email the AAPS hotline for an attorney 43 
referral – a free resource for AAPS members.16 The Center for Peer Review Justice offers 44 
complimentary second opinions, legal services, lectures and consultations regarding the NPDB.17 45 

46 
Lack of publicly available information about complaints against hospitals and health systems 47 

48 
There are no publicly available universal repositories that house information about U.S. physician 49 
or hospital misconduct, sanctions, malpractice incidents or other complaints. Some entities collect 50 
and track these elements, but none provide large-scale searchable tools for the public or for 51 
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physicians seeking information about health systems or hospitals. Most, if not all, states protect the 1 
confidentiality of peer review information, meaning that peer review information, documents and 2 
records cannot lawfully be disclosed to anyone except those conducting the peer review and any 3 
other specific individuals or entities identified in the peer review statute.8 Here we describe the 4 
available resources and their respective access levels. 5 

6 
The Joint Commission does not publish information about complaints, but its publicly available 7 
Quality Check reports provide an indication of accreditation and quality performance. These 8 
reports could be accessed by a physician looking to verify an organization’s accreditation status 9 
and quality reports before considering employment. The Quality Check reports published by The 10 
Joint Commission could serve as a publicly accessible channel in which to publish final 11 
determinations of physician complaints against hospitals and hospital systems. 12 

13 
Complaints to the EEOC are confidential and maintained for record-keeping purposes, as well as to 14 
determine if the situation is covered by the EEOC, unless and until an individual files a 15 
discrimination charge. After a charge is filed, the individual’s name and basic information 16 
surrounding the allegations are released to their employer. However, by law, this information is not 17 
available to the public. Different protocols apply to federal employees.18 18 

19 
Individuals seeking information about a hospital or health system’s involvement in malpractice 20 
cases have the right to access public records through the federal, state or county court systems. 21 
Typically, the public-facing systems provide basic information about cases, and do not disclose 22 
information about proceedings or outcomes. More detailed court records may be accessible by the 23 
public for a fee. These systems only demonstrate legal actions involving individuals or businesses, 24 
however, and are not necessarily an indication of a hospital’s quality or a physician’s medical 25 
competence. It is not recommended public court records be used as a basis for making employment 26 
decisions. 27 

28 
State licensure and hospital credentialing entities require reporting of disciplinary investigations 29 
and related actions on applications and renewal forms, which may include peer review committee 30 
investigations. The NPDB collects and maintains information reported by the states and hospitals 31 
including adverse licensure, professional review actions, clinical privileges actions, and medical 32 
malpractice actions. It is the only federal database containing information about physician 33 
malpractice, but the lack of contextual information about individual cases makes it an incomplete 34 
and potentially misleading resource. The NPDB does not track and publish individual complaints 35 
about health care organizations, health systems or other health care employers. The NPDB provides 36 
access about individual practitioners only to authorized users, such as hospitals and medical boards, 37 
but not the general public.19 Since its inception, there have been multiple attempts from members 38 
of Congress and other stakeholders to make the NPDB public.20–22  39 

40 
Of note, the AMA has historically maintained opposition of attempts to make the NPDB available 41 
to the public, instead supporting state-level efforts and the Federation of State Medical Boards 42 
(FSMB) Physician Data Center (Policy H-355.975, “Opposition to the National Practitioner Data 43 
Bank”).23  44 

45 
The FSMB Physician Data Center collects information reported from state medical boards, 46 
government regulatory entities, and international licensing authorities. Hospitals and health care 47 
organizations, not the public, can search licensure history and past regulatory actions, including 48 
revocations, suspensions, loss of license, probation restrictions and licensure denials, for actively 49 
licensed physicians.24 50 

https://policysearch.ama-assn.org/policyfinder/detail/Opposition%20to%20the%20National%20Practitioner%20Data%20Bank?uri=%2FAMADoc%2FHOD.xml-0-3050.xml
https://policysearch.ama-assn.org/policyfinder/detail/Opposition%20to%20the%20National%20Practitioner%20Data%20Bank?uri=%2FAMADoc%2FHOD.xml-0-3050.xml
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State medical boards provide the public with access to information about physician licensure status. 1 
Many, if not most, also include general information about whether a physician has had disciplinary 2 
action against them. These systems do not publish information about health care organizations. 3 

Amending the HCQIA to mandate monetary penalties for bad-faith peer reviews 4 
5 

Policy H-200.971 recommends amendments to the HCQIA to impose monetary penalties for 6 
institutions performing bad-faith peer reviews. Similarly, proposals for the imposition of monetary 7 
penalties against hospitals that fail to report adverse actions to the NPDB have been attempted but 8 
not adopted.25 Some states impose financial penalties on hospitals for failure to report physician 9 
misconduct, but they are reportedly difficult to enforce due to lack of resources for investigations 10 
and a tendency for the state medical board to investigate the individual physician rather than the 11 
entity that failed to report the incident.25,26 12 

13 
Sham peer reviews are difficult to identify, prove, and track. The burden of proof lies with the 14 
complainant, and it is challenging to acquire tangible proof that a hospital acted maliciously in 15 
conducting a peer review. If an organization is found to have participated in or conducted a bad-16 
faith peer review, it is no longer protected by the immunity the HCQIA otherwise offers these 17 
entities. It is thus subject to exposure to lawsuits, claims for damages and the risk of very costly 18 
rulings. 19 

20 
Your Board of Trustees does not at this time recommend pursuing a HCQIA amendment strategy 21 
because doing so could result in significant, negative unintended consequences, especially with 22 
respect to the NPDB. Opening the law for amendment to mandate monetary penalties for health 23 
care organizations could present opportunities for parties, whose interests are not aligned with 24 
those of organized medicine, to reintroduce changes that have in the past been attempted. For 25 
example, stakeholders outside organized medicine have strongly urged Congress to amend the 26 
HCQIA so that the information in the NPDB would be publicly available. AMA opposes such 27 
efforts. For example, AMA Policy H-355.976, “National Practitioner Data Bank” states in part: 28 
“Our AMA: (a) opposes all efforts to open the National Practitioner Data Bank to public access; (b) 29 
strongly opposes public access to medical malpractice payment information in the National 30 
Practitioner Data Bank; and (c) opposes the implementation by the National Practitioner Data Bank 31 
of a self-query user fee.” The AMA has taken this position because information in the NPDB is 32 
often incomplete and inaccurate, not organized in a way that patients will understand and is thus 33 
highly likely to be misunderstood or misinterpreted by patients. For these reasons and those 34 
previously mentioned, the Board does not recommend attempting to amend HCQIA. 35 

36 
AMA POLICY 37 

38 
The AMA has numerous policies affirming its position supporting retaliation protections, including 39 
specifically in the context of peer review participation. 40 

41 
Our AMA: (1) opposes mandates from employers to supervise non-physician providers as a 42 
condition for physician employment and in physician employment contracts; and (2) supports 43 
whistleblower protections for physicians who report unsafe care provided by non-physicians to the 44 
appropriate regulatory board (Policy H-405.950, “Preserving the Practice of Medicine”). 45 

46 
AMA policy states that physicians should be free to exercise their personal and professional 47 
judgment in advocating on any matter regarding patient care interests and that employed physicians 48 
should not be deemed in breach of their employment agreements, nor be retaliated against by their 49 
employers for asserting these interests (Policy H-225.950, “Principles for Physician Employment”; 50 

https://policysearch.ama-assn.org/policyfinder/detail/Policy%20H-355.976,
https://policysearch.ama-assn.org/policyfinder/detail/Preserving%20the%20Practice%20of%20Medicine?uri=%2FAMADoc%2FHOD.xml-H-405.950.xml
https://policysearch.ama-assn.org/policyfinder/detail/AMA%20Principles%20for%20Physician%20Employment%20H-225.950?uri=%2FAMADoc%2FHOD.xml-0-1535.xml
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Policy H-225.952, “The Physician’s Right to Exercise Independent Judgement in All Organized 1 
Medical Staff Affairs”). 2 

3 
Further, the AMA condemns any action taken by administrators or governing bodies of hospitals or 4 
other health care delivery systems who act in an administrative capacity to reduce or withdraw or 5 
otherwise prevent a physician from exercising professional privileges because of medical staff 6 
advocacy activities unrelated to professional competence, conduct or ethics (Policy H-230.965, 7 
“Immunity from Retaliation Against Medical Staff Representatives by Hospital Administrators”). 8 

9 
Our AMA (1) supports whistleblower protections for health care professionals and parties who 10 
raise questions that include, but are not limited to, issues of quality, safety and efficacy of health 11 
care and are adversely treated by any health care organization or entity and (2) will advocate for 12 
protection in medical staff bylaws to minimize negative repercussions for physicians who report 13 
problems within their workplace (Policy H-435.942, “Fair Process for Employed Physicians”). 14 

15 
AMA policy also states that entities and participants engaged in good faith peer review activities 16 
should be immune from civil damages, injunctive or equitable relief and criminal liability, and 17 
should be afforded all available protections from any retaliatory actions that might be taken against 18 
such entities or participants because of their involvement in peer review activities. This policy also 19 
defines a “good faith peer review”, supports the confidentiality of peer review committee 20 
proceedings and opposes efforts to make these proceedings or any resulting decisions public or 21 
available via self-query (Policy H-375.962, “Legal Protections for Peer Review”). 22 

23 
Moreover, the AMA monitors legal and regulatory challenges to peer review immunity and non 24 
discoverability of peer review records/proceedings and continues to advocate for adherence to 25 
AMA policy, reporting challenges to peer review protections to the HOD (Policy D-375.997, “Peer 26 
Reviewer Immunity”). 27 

28 
Additional AMA policies call for fair and unbiased peer review procedures that enable due process 29 
for all participants. 30 

31 
In 2016, the AMA adopted policy directing it to study the current environment for effective peer 32 
review in order to update current policy to include strategies for promoting effective peer review by 33 
physicians and to consider a national strategy for protecting all physicians from retaliation as a 34 
result from participating in effective peer review (Policy D-375.987, “Effective Peer Review”). 35 

36 
Additionally, the AMA published policy outlining appropriate peer review procedures that urge 37 
state medical associations to determine if additional state agency supervision of peer review is 38 
needed to meet the active state supervision requirement set forth by the Supreme Court, and that 39 
peer review procedures should, at a minimum, meet the HCQIA standards for federal immunity 40 
(Policy H-375.983, “Appropriate Peer Review Procedures”). 41 

42 
The AMA also adopted guidelines for obtaining outside reviewers when a fair review cannot be 43 
conducted by hospital medical staff (Policy H-375.960, “Protection Against External Peer Review 44 
Abuses”). 45 

46 
AMA policy encourages the use of physician data to benefit both patients and physicians and to 47 
improve the quality of patient care and the efficient use of resources in the delivery of health care. 48 
services. The AMA supports this use of physician data when it is used in conjunction with 49 
program(s) designed to improve or maintain the quality of, and access to, medical care for all 50 

https://policysearch.ama-assn.org/policyfinder/detail/The%20Physician%E2%80%99s%20Right%20to%20Exercise%20Independent%20Judgement%20in%20All%20Organized%20Medical%20Staff%20Affairs?uri=%2FAMADoc%2FHOD.xml-0-1537.xml
https://policysearch.ama-assn.org/policyfinder/detail/The%20Physician%E2%80%99s%20Right%20to%20Exercise%20Independent%20Judgement%20in%20All%20Organized%20Medical%20Staff%20Affairs?uri=%2FAMADoc%2FHOD.xml-0-1537.xml
https://policysearch.ama-assn.org/policyfinder/detail/Immunity%20from%20Retaliation%20Against%20Medical%20Staff%20Representatives%20by%20Hospital%20Administrators?uri=%2FAMADoc%2FHOD.xml-0-1596.xml
https://policysearch.ama-assn.org/policyfinder/detail/Immunity%20from%20Retaliation%20Against%20Medical%20Staff%20Representatives%20by%20Hospital%20Administrators?uri=%2FAMADoc%2FHOD.xml-0-1596.xml
https://policysearch.ama-assn.org/policyfinder/detail/Fair%20Process%20for%20Employed%20Physicians%20H-435.942?uri=%2FAMADoc%2FHOD-435.942.xml
https://policysearch.ama-assn.org/policyfinder/detail/Legal%20Protections%20for%20Peer%20Review?uri=%2FAMADoc%2FHOD.xml-0-3167.xml
https://policysearch.ama-assn.org/policyfinder/detail/Policy%20D-375.997,%20%E2%80%9CPeer%20Reviewer%20Immunity%E2%80%9D?uri=%2FAMADoc%2Fdirectives.xml-0-1248.xml
https://policysearch.ama-assn.org/policyfinder/detail/Policy%20D-375.997,%20%E2%80%9CPeer%20Reviewer%20Immunity%E2%80%9D?uri=%2FAMADoc%2Fdirectives.xml-0-1248.xml
https://policysearch.ama-assn.org/policyfinder/detail/D-375.987%20Effective%20Peer%20Review?uri=%2FAMADoc%2Fdirectives-375.987.xml
https://policysearch.ama-assn.org/policyfinder/detail/Policy%20H-375.983,%20%E2%80%9CAppropriate%20Peer%20Review%20Procedures%E2%80%9D?uri=%2FAMADoc%2FHOD.xml-0-3188.xml
https://policysearch.ama-assn.org/policyfinder/detail/Protection%20Against%20External%20Peer%20Review%20Abuses%E2%80%9D?uri=%2FAMADoc%2FHOD.xml-0-3165.xml
https://policysearch.ama-assn.org/policyfinder/detail/Protection%20Against%20External%20Peer%20Review%20Abuses%E2%80%9D?uri=%2FAMADoc%2FHOD.xml-0-3165.xml
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patients and is used to provide accurate physician performance assessments (Policy H-406.991, 1 
“Work of the Task Force on the Release of Physician Data”). 2 

However, the AMA opposes the requirement that peer review organizations and private 3 
accreditation entities report any negative action or finding to the NPDB (Policy H-355.975, 4 
“Opposition to the National Practitioner Data Bank”), advocates for amendments to the Freedom of 5 
Information Act to exempt confidential peer review information from disclosure under the Act, and 6 
supports appropriate efforts to prohibit discovery of information obtained in the course of peer 7 
review proceedings (Policy D-375.999, “Confidentiality of Physician Peer Review”). 8 

9 
Finally, the AMA Code of Medical Ethics includes opinions related to physicians’ right to report 10 
concerns about their peers or organizations, the peer review process, and protections against 11 
retaliation. 12 

13 
The AMA believes that physicians have mutual obligations to hold one another to the ethical 14 
standards of their profession. Peer review, by the ethics committees of medical societies, hospital 15 
credentials and utilization committees, or other bodies, has long been established by organized 16 
medicine to scrutinize professional conduct. Peer review is recognized and accepted as a means of 17 
promoting professionalism and maintaining trust. The peer review process is intended to balance 18 
physicians’ right to exercise medical judgment freely with the obligation to do so wisely and 19 
temperately (Opinion 9.4.1 Peer Review & Due Process). 20 

21 
The AMA also believes that physicians who become aware of or strongly suspect that conduct 22 
threatens patient welfare or otherwise appears to violate ethical or legal standards should: 23 

24 
a) Report the conduct to appropriate clinical authorities in the first instance so that the25 

possible impact on patient welfare can be assessed and remedial action taken;26 
b) Report directly to the state licensing board when the conduct in question poses an27 

immediate threat to the health and safety of patients or violates state licensing provisions.28 
(c) Report to a higher authority if the conduct continues unchanged despite initial reporting.29 
(d) Protect the privacy of any patients who may be involved to the greatest extent possible,30 
consistent with due process.31 
(e) Report the suspected violation to appropriate authorities (Opinion 9.4.2 Reporting32 
Incompetent or Unethical Behavior by Colleagues).33 

34 
AMA RESOURCES 35 

36 
The AMA, despite having an abundance of policy on the matter, has not published a significant 37 
number of resources to help physicians navigate the tumultuous processes of reporting concerns or 38 
being the subject of a peer review. Existing resources include the following. 39 

40 
The AMA’s Principles for Physician Employment include principles for peer review and 41 
performance evaluations and state that employed physicians should be accorded due-process 42 
protections, including a fair and objective hearing, in all peer review proceedings. 43 
For medical staff leadership, the AMA Credentialing Services offers a webinar entitled, “Medical 44 
Group Peer Review: Legal Issues and Possible Protections”, that provides information about the 45 
importance of ensuring fair peer review proceedings to mitigate liability. 46 

47 
Finally, physicians can submit concerns or complaints about another physician or health 48 
professional to the AMA, although the AMA Code of Medical Ethics states that grievances against 49 
a medical professional who is believed to be acting unethically or not providing a certain standard 50 

https://policysearch.ama-assn.org/policyfinder/detail/Policy%20H-406.991,%20%E2%80%9CWork%20of%20the%20Task%20Force%20on%20the%20Release%20of%20Physician%20Data%E2%80%9D?uri=%2FAMADoc%2FHOD.xml-0-3624.xml
https://policysearch.ama-assn.org/policyfinder/detail/Policy%20H-406.991,%20%E2%80%9CWork%20of%20the%20Task%20Force%20on%20the%20Release%20of%20Physician%20Data%E2%80%9D?uri=%2FAMADoc%2FHOD.xml-0-3624.xml
https://policysearch.ama-assn.org/policyfinder/detail/Opposition%20to%20the%20National%20Practitioner%20Data%20Bank?uri=%2FAMADoc%2FHOD.xml-0-3050.xml
https://policysearch.ama-assn.org/policyfinder/detail/Opposition%20to%20the%20National%20Practitioner%20Data%20Bank?uri=%2FAMADoc%2FHOD.xml-0-3050.xml
https://policysearch.ama-assn.org/policyfinder/detail/Confidentiality%20of%20Physician%20Peer%20Review%20D-375.999?uri=%2FAMADoc%2Fdirectives.xml-0-1250.xml
https://code-medical-ethics.ama-assn.org/ethics-opinions/peer-review-due-process
https://code-medical-ethics.ama-assn.org/ethics-opinions/reporting-incompetent-or-unethical-behaviors-colleagues
https://code-medical-ethics.ama-assn.org/ethics-opinions/reporting-incompetent-or-unethical-behaviors-colleagues
https://policysearch.ama-assn.org/policyfinder/detail/AMA%20Principles%20for%20Physician%20Employment%20H-225.950?uri=%2FAMADoc%2FHOD.xml-0-1535.xml
https://onlinexperiences.com/scripts/Server.nxp?LASCmd=L:0&AI=1&ShowKey=203895&LoginType=0&InitialDisplay=1&ClientBrowser=0&DisplayItem=NULL&LangLocaleID=0&SSO=1&RFR=https://amacredentialingservices.org/&EmbedTest=NULL
https://onlinexperiences.com/scripts/Server.nxp?LASCmd=L:0&AI=1&ShowKey=203895&LoginType=0&InitialDisplay=1&ClientBrowser=0&DisplayItem=NULL&LangLocaleID=0&SSO=1&RFR=https://amacredentialingservices.org/&EmbedTest=NULL
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of care should be directed to the state medical licensing board. The AMA will not investigate any 1 
complaints of misconduct or unethical behavior by physicians or health care organizations, nor 2 
does the AMA have legal authority or the proper resources to investigate individual cases. 3 

4 
CONCLUSION 5 

6 
The key issues underpinning Policy H-200.971 are the (1) perceived limitations for physicians to 7 
safely, and without fear of retaliation, report patient care concerns due to the large influence and 8 
market dominance many health systems have; (2) the conduct of bad-faith peer reviews or other 9 
mistreatment or retaliation against physicians that have reported concerns; (3) lack of publicly 10 
available information about complaints against hospitals and health systems; and (4) the potential 11 
amendment of the HCQIA to add monetary penalties for entities found to have conducted bad-faith 12 
peer reviews. 13 

14 
This report provides detailed information about multiple systems in place for physicians to report 15 
concerns about their health system or hospital employer. Despite the attempts to make these 16 
systems safe and confidential, and the fact that employed physicians are protected from retaliation 17 
by state and federal laws, there are often still barriers that prevent physicians from reporting 18 
concerns without fear of retaliation in some form and/or seeking adequate recourse if a bad-faith 19 
peer review process is initiated against them. 20 

21 
Peer reviews in medicine will continue to be a mainstay in ensuring safe and ethical patient care is 22 
provided by competent physicians. When conducted appropriately and according to acceptable 23 
standards, peer reviews are a valuable tool for the health care system. The conduct of bad-faith peer 24 
reviews, however, is morally, ethically and professionally abhorrent, and runs counter to 25 
everything that physicians and the practice of medicine stand for. 26 

Also highlighted in this report are several entities that collect and publish data on physician 27 
licensure, malpractice payments, and disciplinary actions. None of the systems that house this data 28 
make it available to the public. To our knowledge, no systems are in place to track and publicly 29 
report malpractice information or complaints against hospitals or health systems. It has long been 30 
the position of the AMA that malpractice payment information should not be made public. And 31 
while AMA policy requires state medical boards report disciplinary action to the AMA and FSMB, 32 
it does not call for or endorse the public reporting of such information. Physicians have numerous 33 
other options for locating organization-related information when seeking new employment, and the 34 
AMA does not support efforts to require the AMA, FSMB, The Joint Commission or any state or 35 
federal entity to dedicate resources to providing this information to the public for the purposes of 36 
aiding job seekers in their employment decisions. It is also the AMA’s position that providing the 37 
public with access to incomplete information devoid of context would invite more issues than it 38 
would resolve. The AMA does, however, support transparent reporting of final determinations of 39 
physician complaints against hospitals and health systems through publicly accessible channels 40 
such as The Joint Commission Quality Check reports. 41 

42 
Finally, we address the request for the AMA to recommend amendments to the HCQIA to impose 43 
monetary penalties on perpetrators of bad-faith peer reviews. The HCQIA provides protection for 44 
hospitals and peer review committees, so long as their peer reviews are conducted in a manner 45 
consistent with the law. They are no longer entitled to such immunity if it is found they participated 46 
in or led a bad-faith peer review. In the U.S., the justice system is in the position to facilitate the 47 
appropriate penalization of organizations faced with lawsuits and damages brought on by their 48 
participation in bad-faith peer reviews. Considering (1) that protection under the HCQIA is not 49 
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provided to organizations failing to meet the HCQIA’s four standards of professional review; (2) 1 
the AMA has historically opposed attempts to amend the HCQIA; and (3) monetary penalties at the 2 
state level have not resulted in increased reporting or reduced incident rates, the AMA does not 3 
recommend new attempts to amend the HCQIA for the purposes of adding such penalties for 4 
organizations involved in bad-faith peer reviews.25,27,28 5 

RECOMMENDATIONS 6 
7 

The Board of Trustees recommends: 8 
9 

1. The following policies be reaffirmed:10 
a. Policy H-405.950, “Preserving the Practice of Medicine”11 
b. Policy H-225.950, “Principles for Physician Employment”12 
c. Policy H-225.952, “The Physician’s Right to Exercise Independent Judgement in13 

All Organized Medical Staff Affairs”14 
d. Policy H-230.965, “Immunity from Retaliation Against Medical Staff15 

Representatives by Hospital Administrators”16 
e. Policy H-435.942, “Fair Process for Employed Physicians”17 
f. Policy H-375.962, “Legal Protections for Peer Review18 
g. Policy D-375.987, “Effective Peer Review”19 
h. Policy H-375.960, “Protection Against External Peer Review Abuses” (Reaffirm20 

HOD policy); and21 
22 

2. That the following policy statement be adopted to supersede Policy H-200.971,23 
“Transparency and Accountability of Hospitals and Hospital Systems,”:24 

a. The AMA supports transparent reporting of final determinations of physician25 
complaints against hospitals and health systems through publicly accessible26 
channels such as the Joint Commission Quality Check reports (New HOD Policy).27 

b. The AMA will develop educational materials on the peer review process, including28 
information about what constitutes a bad-faith peer review and what options29 
physicians may have in navigating the peer review process (Directive to Take30 
Action).31 

32 
3. That the title of Policy H-200.971, “Transparency and Accountability of Hospitals and33 

Hospital Systems,” be changed to:34 
a. “Transparent Reporting of Physician Complaints Against Hospitals and Health35 

Systems”36 
37 

4. That the remainder of this report be filed.38 

Fiscal note: Minimal 
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At the 2023 Annual Meeting of the House of Delegates (HOD), Policy H-200.947, “Proper Use of 1 
Virtual Assistants in Medical Practice”, was adopted. This policy directed the American Medical 2 
Association (AMA) to (1) support the concept that properly trained overseas virtual assistants are 3 
an acceptable way to staff administrative roles in medical practice (New HOD Policy), and (2) 4 
study and offer formal guidance for physicians on how best to utilize overseas virtual assistants in 5 
such a way as to ensure protections for physicians, practices, patient outcomes, and overseas 6 
medical staff (Directive to Take Action). 7 
 8 
This report details guidance, considerations (e.g., equity, diversity and inclusion, business and 9 
compliance), opportunities and challenges regarding the appropriate use of overseas virtual 10 
assistants by medical practices. Additionally, relevant AMA policy is discussed. Based on this 11 
information, AMA identified the need for the creation and publication of educational materials for 12 
medical practices that provide guidance on how best to utilize overseas virtual assistants in a 13 
manner that protects physicians, practices, patients, and overseas medical staff.  14 
 15 
BACKGROUND 16 
 17 
Over the last two decades, health care organizations have increasingly outsourced administrative 18 
and certain clinical work – such as revenue cycle management, coding and billing, IT support and 19 
prior authorization tasks – to entities or individuals that reside in different time zones. Outsourcing, 20 
a business agreement in which an organization contracts out the procurement of products or 21 
services to an external firm, became widely used in health care during the early 2000s. 22 
Organizations pursue these arrangements with the goals of lowering administrative costs, raising 23 
productivity, and addressing workforce shortages. In 2017 alone, health care industry outsourcing 24 
grew by 36%.1  25 
 26 
In addition to outsourcing, health care organizations also began using remote employees for 27 
administrative positions. Remote work is the practice of working from one’s home or another space 28 
separate from the office. Medical practices adopted remote work for employees for several reasons, 29 
including office closures during the COVID-19 pandemic, limited working space within the 30 
medical practice, employee retention and satisfaction and decreased practice overhead costs.1  31 
 32 
In recent years, there has been an evolution from remote employees to virtual assistants. While 33 
remote employees are employed by the practice directly, a virtual assistant is an independent 34 
contractor who provides administrative services to clients while operating outside of the client’s 35 
office. As such, the individual can be located anywhere in the world, broadening the candidate 36 
options for companies. Virtual assistants can also include artificial intelligence in software used by 37 
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medical practices. As this resolution is specific to human virtual assistants, this report does not 1 
consider artificial intelligence virtual assistants.1 2 
 3 
The primary benefit of using virtual assistants in medical practice is to offload administrative 4 
duties to decrease physician workload and allow more time for patient care. Properly informed 5 
medical practices can successfully utilize overseas or domestic virtual assistants for nonclinical, 6 
administrative tasks, including but not limited to appointment scheduling and reminders, sending 7 
and receiving patient medical records, visit note dictation, prior authorization requests, charge 8 
entry, claim submission, claim control, and follow-up. Additionally, the use of overseas virtual 9 
assistants can have economic benefits for medical practices. For instance, virtual assistants can be 10 
hired for a set number of hours or tasks each week instead of hiring a full-time employee, lowering 11 
staffing costs for the practice. They also typically have a lower hourly rate than those in the U.S. 12 
largely due to a lower cost of living in the countries they live.2  13 
 14 
Medical practices seeking virtual assistants outside of the U.S. can utilize online job boards 15 
specific to the geographical area they would like to search. One example is OnlineJobs.ph, a job 16 
board that connects companies to virtual assistants located in the Philippines.3 These online job 17 
boards facilitate the initial communication and interview process and provide employers with best 18 
practices for training virtual assistants located within the U.S. or overseas.  19 
 20 
Business and Compliance Considerations 21 
 22 
There are several business and compliance considerations that medical practices should review 23 
before hiring a virtual assistant, including employee classification, global labor protections, and 24 
HIPAA compliance standards. Virtual assistants classified as independent contractors are required 25 
to report their income for taxes and social contributions within their country on their own. In 26 
contrast, remote direct hires are employed by the practice and may require additional tax liabilities, 27 
withholdings and employee benefits depending on local labor laws where the individual lives. 28 
Medical practices should consult an accountant for any reporting requirements the practice has for 29 
virtual assistants classified as independent contractors.4  30 
 31 
Securing private and confidential data is of the utmost importance, especially when working 32 
remotely. To protect sensitive data, health care organizations and medical practices that utilize 33 
virtual assistants should establish data protection protocols and obtain the appropriate consents 34 
from users.5 The AMA has created several resources to guide medical practices through the process 35 
of securing patient health information, including guidance on Implementing a Work-From-Home 36 
Program, a tip sheet for Working from home during COVID-19 pandemic, a checklist for 37 
protecting office computers in medical practices against cyberattacks and technology 38 
considerations for working remotely. However, medical practices employing virtual assistants 39 
should still consult with their IT vendor to ensure the security of patient health information.  40 
 41 
Equity, Diversity, and Inclusion Considerations 42 
 43 
When considering using overseas virtual assistants, medical practices and health care organizations 44 
should prioritize equity, diversity, and inclusion. For example, it is important that practices and 45 
organizations verify the U.S. Dollar conversion to the currency used by the virtual assistant or 46 
employee to ensure fair and reasonable compensation.  47 
 48 
Other considerations include the virtual assistant work schedule if there is a large time difference 49 
between in-office staff within the country the organization operates in and the country in which 50 
overseas virtual assistants live. This is essential to promote a healthy work environment.1 For 51 

https://www.onlinejobs.ph/
https://www.ama-assn.org/system/files/work-from-home-guide.pdf
https://www.ama-assn.org/system/files/work-from-home-guide.pdf
https://www.ama-assn.org/system/files/2020-04/cybersecurity-work-from-home-covid-19.pdf
https://www.ama-assn.org/system/files/2020-04/computer-security-checklist.pdf
https://www.ama-assn.org/system/files/2020-10/ama-aha-technology-considerations.pdf
https://www.ama-assn.org/system/files/2020-10/ama-aha-technology-considerations.pdf


 B of T Rep. 30-A-24 -- page 3 of 6 

example, some medical practices and health care organizations outsource the entirety of their 1 
customer service operations overseas and also supply these services for 24-hours.  Time zone 2 
compatibility between the medical practice and virtual assistant can impact employee health and 3 
quality of life. Night shift workers experience an incompatibility with family leisure time and the 4 
unavailability of services during nighttime hours.6 These workers are prevented from recovering 5 
from a long day of work in the way that day shift workers can. Rather, when their shift ends, they 6 
must still function in a world operating on a completely different schedule. Studies have examined 7 
the social ramifications to this work. For instance, night shift workers have been demonstrated to 8 
experience divorce rates as high as 30 percent.7  Health risks among night shift workers have also 9 
been analyzed. In a study of night shift employees working at international call centers in the 10 
National Capital Region (NCR) of Delhi, 77.6 percent of participants had some suspicion of 11 
insomnia or suspected insomnia. In addition to sleep quality issues, 44.3 percent of participants 12 
were cigarette smokers and 37 percent reported physical ailments.8 Further, a Circadian 13 
Technologies study reported that night shift workers were 20 percent more likely to experience 14 
severe accidents.7 Additionally, research shows that these workers may be at greater risk of 15 
cardiovascular disease, gastrointestinal disease, psychological disorders, cancers, diabetes, obesity 16 
and adverse reproductive outcomes.7,9  17 
 18 
However, instances also exist where time zone differences can benefit both U.S. and overseas staff. 19 
For example, some organizations and practices outsource their operations overseas part-time so that 20 
work is performed by overseas staff during their local day-time hours after which their workday 21 
concludes and the work they performed is available to U.S. staff who then begin working their day-22 
time schedule.  23 
 24 
Training for Overseas Virtual Assistants in Medical Practice 25 
 26 
Medical practices would benefit from the adoption of in-house training programs for virtual 27 
assistants that includes general knowledge of health care administration and compliance, as well as 28 
processes and procedures specific to the practice. Training on the general knowledge of health care 29 
administration is available for little or no cost from professional organizations, such as the AMA’s 30 
Navigating Practice Series and AMA STEPS Forward® Private Practice playbook. Several 31 
resources also exist from the Medical Group Management Association. Before implementing any 32 
virtual assistant or employee, the medical practice or health care organization would benefit from a 33 
clear strategic plan that outlines and addresses the risks previously mentioned. 34 
 35 
AMA POLICY 36 
 37 
The AMA has several policies related to the appropriate use of overseas virtual assistants for 38 
administrative functions within medical practices. 39 
 40 
The AMA will work towards its goal of health equity, defined as optimal health for all, by 41 
advocating for health care access, research, and data collection; promoting equity in care; 42 
increasing health workforce diversity; influencing determinants of health; and voicing and 43 
modeling commitment to health equity (Policy H-180.944, “Plan for Continued Progress Toward 44 
Health Equity”).  45 
 46 
The AMA will also explore emerging technologies to automate the prior authorization process for 47 
medical services and evaluate their efficiency and scalability, while advocating for reduction in the 48 
overall volume of prior authorization requirements to ensure timely access to medically necessary 49 
care for patients and reduce practice administrative burdens (Policy D-320.982, “Prior 50 
Authorization Reform”).  51 

https://edhub.ama-assn.org/navigating-practice-learning-series
https://www.ama-assn.org/system/files/steps-forward-private-practice-playbook.pdf
https://policysearch.ama-assn.org/policyfinder/detail/Plan%20for%20Continued%20Progress%20Toward%20Health%20Equity?uri=%2FAMADoc%2Fdirectives.xml-D-180.981.xml
https://policysearch.ama-assn.org/policyfinder/detail/Plan%20for%20Continued%20Progress%20Toward%20Health%20Equity?uri=%2FAMADoc%2Fdirectives.xml-D-180.981.xml
https://policysearch.ama-assn.org/policyfinder/detail/Prior%20Authorization%20Reform?uri=%2FAMADoc%2Fdirectives.xml-D-320.982.xml
https://policysearch.ama-assn.org/policyfinder/detail/Prior%20Authorization%20Reform?uri=%2FAMADoc%2Fdirectives.xml-D-320.982.xml


 B of T Rep. 30-A-24 -- page 4 of 6 

Additionally, the AMA: 1 
 2 

a. Supports the need for developing and implementing technologies to reduce glare from 3 
vehicle headlamps and roadway lighting schemes, and developing lighting technologies at 4 
home and at work that minimize circadian disruption, while maintaining visual efficiency. 5 

b. Recognizes that exposure to excessive light at night, including extended use of various 6 
electronic media, can disrupt sleep or exacerbate sleep disorders, especially in children and 7 
adolescents. This effect can be minimized by using dim red lighting in the nighttime 8 
bedroom environment. 9 
 10 

c. Supports the need for further multidisciplinary research on the risks and benefits of 11 
occupational and environmental exposure to light-at-night. 12 
 13 

d. Encourages work environments that operate in a 24/7 hour fashion to have an employee 14 
fatigue risk management plan in place (Policy H-135.932, “Light Pollution: Adverse 15 
Health Effects of Nighttime Lighting”).  16 

 17 
DISCUSSION 18 
 19 
Opportunities for Overseas Virtual Assistants in Medical Practice  20 
 21 
U.S. companies have struggled with staffing shortages since 2021, known as “The Great 22 
Resignation”.10 Health care is no exception, and the industry has arguably struggled more with 23 
staffing shortages due to higher levels of burnout post-COVID-19 pandemic, higher levels of 24 
administrative burden, diminished reimbursement and a decline in overall annual revenue.11–14   25 
 26 
The ability to quickly find and hire experienced individuals is crucial for the success of medical 27 
practices. When practices are short-staffed, physicians take on the extra workload, decreasing time 28 
spent with patients and contributing to burnout. Overseas virtual assistants, when successfully 29 
integrated into practice operations, can enable medical practices to expand their talent search 30 
beyond U.S. borders to choose among an expansive talent pool to quickly hire an experienced 31 
workforce at a much lower cost than those based in the U.S. Additionally, virtual assistants do not 32 
require physical space to work in the office, thus lowering the physical infrastructure cost for 33 
medical practices.  34 
 35 
Risks Associated with Utilizing Overseas Virtual Assistants in Medical Practice 36 
 37 
Despite expectations, studies show that outsourcing any health care role contains risks such as the 38 
loss of control over work quality, exposure of patient health information and other secure data, the 39 
lack of provision of anticipated financial benefits and jeopardization of the organization’s culture 40 
and reputation.1  41 
 42 
CONCLUSION  43 
 44 
Medical practices struggling to fill vacant positions may turn to virtual assistants within the U.S. or 45 
overseas. While virtual assistants can offer cost-saving and efficiency benefits to medical practices, 46 
it is imperative that practices have a clear strategic plan before hiring a virtual assistant. This plan 47 
should include the security of patient information, in-house training/onboarding for the employee, 48 
fair pay and working hours, and management of the virtual employee's work quality and 49 
engagement with the rest of the practice. The creation of a strategic plan will allow the medical 50 
practice to consider all variables and determine how best to utilize a virtual assistant within their 51 

https://policysearch.ama-assn.org/policyfinder/detail/Light%20Pollution:%20Adverse%20Health%20Effects%20of%20Nighttime%20Lighting?uri=%2FAMADoc%2FHOD.xml-0-303.xml
https://policysearch.ama-assn.org/policyfinder/detail/Light%20Pollution:%20Adverse%20Health%20Effects%20of%20Nighttime%20Lighting?uri=%2FAMADoc%2FHOD.xml-0-303.xml
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practice. With an informed approach, the use of properly trained overseas virtual assistants is an 1 
option for medical practices. 2 
 3 
RECOMMENDATIONS 4 
 5 
The Board of Trustees recommends that the following be adopted, and the remainder of the report 6 
be filed: 7 
 8 

1. That our American Medical Association (AMA) reaffirm the following policies: 9 
a. H-385.951- Remuneration for Physician Services 10 
b. H-180.944 - Plan for Continued Progress Toward Health Equity  11 
c. H-135.932 - Light Pollution: Adverse Health Effects of Nighttime Lighting; 12 

(Reaffirm HOD Policy) and 13 
 14 

2. That Policy H-200.947 be amended to read as follows: “Our AMA: (1) supports the 15 
concept that properly trained overseas virtual assistants, in the U.S. or overseas, are an 16 
acceptable way to staff administrative roles in medical practices; and (2) will study and 17 
offer formal guidance for physicians on how best to utilize overseas virtual assistants to 18 
ensure protection of patients, physicians, practices, and equitable employment in 19 
communities served, in a manner consistent with appropriate compliance standards create 20 
and publish educational materials for medical practices that offer formal guidance on how 21 
best to utilize virtual assistants to ensure protection of patients, physicians, virtual 22 
assistants and practices.” (Modify Current HOD Policy). 23 
 

Fiscal Note: Moderate 
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Policy G-600.110, “Sunset Mechanism for AMA Policy,” calls for the decennial review of 1 
American Medical Association (AMA) policies to ensure that our AMA’s policy database is 2 
current, coherent, and relevant. Policy G-600.010 reads as follows, laying out the parameters for 3 
review and specifying the procedures to follow: 4 
 5 
1. As the House of Delegates adopts policies, a maximum ten-year time horizon shall exist. A 6 

policy will typically sunset after ten years unless action is taken by the House of Delegates to 7 
retain it. Any action of our AMA House that reaffirms or amends an existing policy position 8 
shall reset the sunset “clock,” making the reaffirmed or amended policy viable for another ten 9 
years. 10 

 11 
2. In the implementation and ongoing operation of our AMA policy sunset mechanism, the 12 

following procedures shall be followed: (a) Each year, the Speakers shall provide a list of 13 
policies that are subject to review under the policy sunset mechanism; (b) Such policies shall 14 
be assigned to the appropriate AMA councils for review; (c) Each AMA council that has been 15 
asked to review policies shall develop and submit a report to the House of Delegates 16 
identifying policies that are scheduled to sunset; (d) For each policy under review, the 17 
reviewing council can recommend one of the following actions: (i) retain the policy; (ii) sunset 18 
the policy; (iii) retain part of the policy; or (iv) reconcile the policy with more recent and like 19 
policy; (e) For each recommendation that it makes to retain a policy in any fashion, the 20 
reviewing council shall provide a succinct, but cogent justification; or (f) The Speakers shall 21 
determine the best way for the House of Delegates to handle the sunset reports. 22 

 23 
3. Nothing in this policy shall prohibit a report to the HOD or resolution to sunset a policy earlier 24 

than its 10-year horizon if it is no longer relevant, has been superseded by a more current 25 
policy, or has been accomplished. 26 

 27 
4. The AMA councils and the House of Delegates should conform to the following guidelines for 28 

sunset: (a) when a policy is no longer relevant or necessary; (b) when a policy or directive has 29 
been accomplished; or (c) when the policy or directive is part of an established AMA practice 30 
that is transparent to the House and codified elsewhere such as the AMA Bylaws or the AMA 31 
House of Delegates Reference Manual: Procedures, Policies and Practices. 32 

 33 
5. The most recent policy shall be deemed to supersede contradictory past AMA policies. 34 
 35 
6. Sunset policies will be retained in the AMA historical archives.  36 
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RECOMMENDATION 1 
 2 
The Council on Medical Service recommends that the House of Delegates policies that are 3 
listed in the appendix to this report be acted upon in the manner indicated and the 4 
remainder of this report be filed. 5 
 
 
APPENDIX – Recommended Actions 
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APPENDIX – Recommended Actions 
 

POLICY # Title Text Recommendation 

D-110.993 Reducing 
Prescription 
Drug Prices  

Our AMA will (1) continue to meet 
with the Pharmaceutical Research 
and Manufacturers of America to 
engage in effective dialogue that 
urges the pharmaceutical industry 
to exercise reasonable restraint in 
the pricing of drugs; and (2) 
encourage state medical 
associations and others that are 
interested in pharmaceutical bulk 
purchasing alliances, 
pharmaceutical assistance and drug 
discount programs, and other 
related pharmaceutical pricing 
legislation, to contact the National 
Conference of State Legislatures, 
which maintains a comprehensive 
database on all such programs and 
legislation. 

Rescind. Superseded by Policy 
H-110.987. 
 
Pharmaceutical Costs  
H-110.987 
1. Our AMA encourages Federal 
Trade Commission (FTC) 
actions to limit anticompetitive 
behavior by pharmaceutical 
companies attempting to reduce 
competition from generic 
manufacturers through 
manipulation of patent 
protections and abuse of 
regulatory exclusivity 
incentives. 
2. Our AMA encourages 
Congress, the FTC and the 
Department of Health and 
Human Services to monitor and 
evaluate the utilization and 
impact of controlled distribution 
channels for prescription 
pharmaceuticals on patient 
access and market competition. 
3. Our AMA will monitor the 
impact of mergers and 
acquisitions in the 
pharmaceutical industry. 
4. Our AMA will continue to 
monitor and support an 
appropriate balance between 
incentives based on appropriate 
safeguards for innovation on the 
one hand and efforts to reduce 
regulatory and statutory barriers 
to competition as part of the 
patent system. 
5. Our AMA encourages 
prescription drug price and cost 
transparency among 
pharmaceutical companies, 
pharmacy benefit managers and 
health insurance companies. 
6. Our AMA supports 
legislation to require generic 
drug manufacturers to pay an 
additional rebate to state 
Medicaid programs if the price 
of a generic drug rises faster 
than inflation. 

https://policysearch.ama-assn.org/policyfinder/detail/110.987?uri=%2FAMADoc%2FHOD.xml-0-101.xml
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POLICY # Title Text Recommendation 

7. Our AMA supports 
legislation to shorten the 
exclusivity period for biologics. 
8. Our AMA will convene a task 
force of appropriate AMA 
Councils, state medical societies 
and national medical specialty 
societies to develop principles to 
guide advocacy and grassroots 
efforts aimed at addressing 
pharmaceutical costs and 
improving patient access and 
adherence to medically 
necessary prescription drug 
regimens. 
9. Our AMA will generate an 
advocacy campaign to engage 
physicians and patients in local 
and national advocacy initiatives 
that bring attention to the rising 
price of prescription drugs and 
help to put forward solutions to 
make prescription drugs more 
affordable for all patients. 
10. Our AMA supports: (a) drug 
price transparency legislation 
that requires pharmaceutical 
manufacturers to provide public 
notice before increasing the 
price of any drug (generic, 
brand, or specialty) by ten 
percent or more each year or per 
course of treatment and provide 
justification for the price 
increase; (b) legislation that 
authorizes the Attorney General 
and/or the Federal Trade 
Commission to take legal action 
to address price gouging by 
pharmaceutical manufacturers 
and increase access to affordable 
drugs for patients; and (c) the 
expedited review of generic 
drug applications and 
prioritizing review of such 
applications when there is a 
drug shortage, no available 
comparable generic drug, or a 
price increase of ten percent or 
more each year or per course of 
treatment. 
11. Our AMA advocates for 
policies that prohibit price 
gouging on prescription 
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POLICY # Title Text Recommendation 

medications when there are no 
justifiable factors or data to 
support the price increase. 
12. Our AMA will provide 
assistance upon request to state 
medical associations in support 
of state legislative and 
regulatory efforts adhdressing 
drug price and cost 
transparency. 
13. Our AMA supports 
legislation to shorten the 
exclusivity period for FDA 
pharmaceutical products where 
manufacturers engage in anti-
competitive behaviors or 
unwarranted price escalations. 
14. Our AMA supports 
legislation that limits Medicare 
annual drug price increases to 
the rate of inflation. 

D-120.943 Review of 
Straddle Drug 
Pricing Rules 
for Medicare 
Part D 
Participants  

Our AMA: (1) urges the Centers 
for Medicare and Medicaid 
Services (CMS) to examine how 
Medicare Part D plans are applying 
the straddle drug pricing rules and 
determine whether costs are being 
inappropriately shifted to 
beneficiaries whose drug spending 
totals span multiple coverage 
phases; and (2) will prepare a 
report explaining the straddle drug 
pricing rules and their potential 
impact on patients, incorporating 
information that is available from 
CMS regarding implementation by 
Part D plans. 

Retain.  

D-160.929 Patient 
Education 
Regarding the 
Medicare 
Chronic Care 
Management 
Fee  

Our AMA will create a model letter 
that its members may use to explain 
the Medicare chronic care 
management fee to their patients. 

Retain.  

D-160.931 CMS Two 
Midnight Policy  

Our AMA encourages the Centers 
for Medicare & Medicaid Services 
to educate the public and develop 
tools for physicians and patients 
that outline the financial impact of 
the two midnight policy. 

Retain.  

D-160.932 Medicare's 
Two-Midnight 
Rule  

Our AMA will petition the Centers 
for Medicare & Medicaid Services 
to repeal the August 19 rules 

Retain.  
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regarding Hospital Inpatient 
Admission Order and Certification. 

D-160.990 Identification of 
Health Care 
Providers  

Our AMA will encourage all 
medical facilities to provide 
reliable identification of health care 
providers. 

Retain.  

D-165.937 Health System 
Reform 
Resources  

Our AMA will continue to develop 
resources to help physician 
practices address the ongoing and 
emerging issues associated with 
expanding health insurance 
coverage under the Affordable Care 
Act. 

Retain.  

D-165.981 Transitional 
Issues in 
Moving Toward 
a System of 
Individually 
Selected and 
Owned Health 
Insurance  

(1) Our AMA will inform 
individual physicians and group 
practice administrators why self-
paying patients (e.g., those who 
have MSA-type coverage or are 
uninsured) may be at a significant 
price disadvantage in purchasing 
health care services. 

Retain.  

D-180.994 Rescinding 
Provisions 
Requiring 
Physicians to 
Have Hospital 
Admitting 
Privileges  

Our AMA will work with the 
American Association of Health 
Plans, Health Insurance 
Association of America, and other 
appropriate organizations to rescind 
provisions requiring physicians to 
have hospital medical staff 
privileges in order to participate in 
health plans. 

Retain.  

D-185.995 Health Plan 
Coverage of 
Prescription 
Drugs  

Our AMA will: (1) advocate AMA 
policies related to health plan 
coverage of prescription drugs to 
pharmacy benefit managers, as well 
at to public and private sector 
payers; and (2) advocate for the 
enactment of legislation consistent 
with AMA policies related to 
health plan coverage of prescription 
drugs. 

Retain.  

D-230.986 Opposition to 
Proposed 
Revision of 
CMS 
Conditions of 
Participation 
that Limit the 
Autonomy, Self 
Governance and 
Quality 
Oversight of the 
Organized 
Medical Staff  

1. Our AMA through appropriate 
means, including but not limited to 
a formal response during the 
current comment period for the 
proposed regulation on conditions 
of participation (CoP) or necessary 
legal action, including injunctive 
relief, will actively oppose any 
Centers for Medicare & Medicaid 
Services (CMS) policy that would 
bypass or remove the clinical 
quality and safety oversight, and 
credentialing and privileging 
responsibilities of the physician 

Retain. 
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members of the Organized Medical 
Staff, or that would allow a 
practitioner to practice at a hospital 
without being a member of the 
medical staff. 
2. Our AMA will actively educate 
our AMA physician members of 
the proposed revisions to the CoP 
by CMS, and the potential adverse 
effects of such proposals on the 
quality and safety of patient care, 
and encourage them to respond 
individually during the CMS 
comment period. 
3. In the name of quality care and 
patient safety, our AMA will 
vigorously engage its members, the 
public, and interested stakeholders 
to advocate against the proposed 
revisions to the Medicare CoPs that 
would bypass or remove the 
clinical quality and safety 
oversight, and credentialing and 
privileging responsibilities of the 
physician members of the 
Organized Medical Staff, or that 
would allow a practitioner to 
practice at a hospital without being 
a member of the medical staff. 
4. (a) Our AMA will update model 
hospital staff bylaws to address the 
problem of requiring board 
recertification to remain on staff; 
(b) once our AMA develops these 
model hospital staff bylaw changes 
with regards to board 
recertification, they shall be made 
public in our AMA publications so 
physicians will recognize this 
problem of losing staff privileges 
that may be upon us in the near 
future; and (c) our AMA 
representatives to The Joint 
Commission will convey AMA 
Policies H-230.986 and H-230.997, 
which address board 
certification/recertification and 
hospital/health plan network 
privileges, to The Joint 
Commission. 

D-230.989 Reappointments 
to the Medical 
Staff  

Our AMA will work with The Joint 
Commission to change the 
requirement for reappointments to 
medical staffs to every four years. 

Retain. 
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D-240.993 Verbal 
Admission 
Order 
Signatures  

Our AMA will work with the 
Centers for Medicare & Medicaid 
Services to allow authentication of 
verbal admission orders within 30 
days, rather than prior to discharge. 

Retain. 

D-280.987 Analysis of 
Place-of-Service 
Code for 
Observation 
Services  

Our AMA will advocate with the 
Centers for Medicare & Medicaid 
Services that the status of any 
observation patient who remains 
confined at a hospital for more than 
24 hours be changed automatically 
to inpatient, and if they had spent a 
midnight in observation status, that 
midnight would be counted toward 
the three-day prior hospitalization 
requirement for Medicare coverage 
of skilled nursing facility care. 

Retain.  
 

D-280.989 Inclusion of 
Observation 
Status in 
Mandatory 
Three Day 
Inpatient Stay  

1. Our AMA will continue to 
monitor problems with patient 
readmissions to hospitals and 
skilled nursing facilities and 
recoding of inpatient admissions as 
observation care and advocate for 
appropriate regulatory and 
legislative action to address these 
problems. 
2. Our AMA will continue to 
advocate that the Centers for 
Medicare & Medicaid Services 
explore payment solutions to 
reduce the inappropriate use of 
hospital observation status. 

Retain. 

D-285.977 Excessive 
Telephone Wait 
Times for 
Physician 
Appeals of 
Managed Care 
Decisions on 
Patient Care  

Our AMA advocates that managed 
care organizations be required to 
staff physician contact phone 
numbers concerning appeals for 
denied care sufficiently to maintain 
no more than a five minute average 
wait time. 

Retain.  

D-330.911 Generic 
Changes in 
Medicare (Part 
D) Plans  

1. Our AMA will investigate the 
incidence and reasoning behind the 
conversion of one generic drug to 
another generic drug of the same 
class in Medicare Advantage drug 
plans. 
2. Our AMA will request the 
Centers for Medicare & Medicaid 
Services to ensure that 
pharmaceutical vendors, when they 
do ask for generic transitions of 
drugs, list the drugs they believe 
are more cost effective along with 

Retain-in-part. Rescind (1); 
accomplished with AMA 
participation in monthly CMS 
Medicare Part D Workgroup 
meetings. 
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their tier price and alternative drug 
names. 

D-330.921 Hospital 
Systems' 
Practices of 
Reclassification 
of Place of 
Service, Opting 
Not to Bill 
Medicare for 
Hospital and 
Aggressive 
Denial of 
Hospital Days in 
Reaction to 
Recovery 
Audits  

1. Our American Medical 
Association will work with the 
Centers for Medicare & Medicaid 
Services, the Government 
Accountability Office, and other 
stakeholders to ensure that: (a) 
when hospitals make 
reclassifications based on screening 
criteria in proprietary databases, 
both the admitting physicians and 
the patient is immediately notified; 
(b) Recovery Audit Contractors, 
are precluded from making 
recoupments associated with 
“inappropriate admissions” and/or 
discrepancies between the hospital 
and physician's site of service; (c) 
physicians are intimately involved 
in the development of the data 
being used by proprietary 
databases; (d) a process is put in 
place whereby physicians can 
substitute their medical judgment 
for that of the software programs, 
and carriers and auditors will 
ensure that that judgment is 
considered and evaluated by 
physicians in the same state and 
specialty; and (e) the evidence 
underlying data programs and the 
processes being employed are 
completely transparent.  
2. Our AMA will work with CMS 
to remove the requirement of 
linkage of Part A and Part B place 
of service so that admission or 
consultation documents that were 
done prior to a determination or 
reclassification of a place of service 
be recognized and not result in a 
rejection in claim for services. 

Retain.  

D-330.933 Restoring High 
Quality Care to 
the Medicare 
Part D 
Prescription 
Drug Program  

Our AMA will:  
a. work to eliminate prior 
authorizations under the Medicare 
Part D Prescription Drug Program 
which undermine a physician's best 
medical judgment;  
b. work with the Centers for 
Medicare and Medicaid Services 
(CMS) to enforce the Medicare 
Part D Prescription Drug Program 
statutory requirement that all Part 

Retain.  
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D plans include at least two drugs 
proven to be equally effective in 
each therapeutic category or 
pharmacologic class, if available, to 
be used by the physician in 
deciding the best treatment options 
for their patients; 
c. work with CMS to place 
reasonable copays in the Medicare 
Part D Prescription Drug Program;  
d. work with other interested 
parties to simplify the CMS prior 
authorization process such that a 
diagnosis or reason written on the 
prescription should be accepted as 
documentation for non-formulary 
request; and  
e. work with CMS to develop a 
one-page form for physicians and 
patients to utilize in appealing a 
prescription coverage denial. 

D-330.964 Update to 
Ambulatory 
Surgery 
Procedure List  

Our American Medical Association 
urge the Centers for Medicare and 
Medicaid Services to immediately 
update the ambulatory surgery 
center list of covered procedures. 

Rescind. The list of approved 
ASC procedures is now updated 
annually. 

D-35.988 The Joint 
Commission 
Primary Care 
Home Initiative  

1. Our AMA Commissioners to 
The Joint Commission will strongly 
advocate that the requirements for 
any primary care home or medical 
home initiative of The Joint 
Commission strictly meet the 
requirements of the Joint Principles 
of the Patient-Centered Medical 
Home and more specifically that 
(1) each patient has an ongoing 
relationship with a personal 
physician trained to provide first 
contact, continuous and 
comprehensive care and (2) that a 
personal physician lead a team of 
individuals at the practice level 
who collectively take responsibility 
for the ongoing care of patients. 
The Joint Principles of the Patient-
Centered Medical Home were 
developed by the American 
Academy of Family Physicians, 
American Academy of Pediatrics, 
American College of Physicians, 
American Osteopathic Association 
and approved by the AMA. 
2. Our AMA will continue to 
support the concept of physician-

Rescind. Superseded by Policy 
H-160.919. 
 
Principles of the Patient-
Centered Medical Home  
H-160.919 
1. Our AMA adopts the 
American Academy of Family 
Physicians, American Academy 
of Pediatrics, American College 
of Physicians and the American 
Osteopathic Association “Joint 
Principles of the Patient-
Centered Medical Home” as 
follows: 
 
Principles 
 
Personal Physician - Each 
patient has an ongoing 
relationship with a personal 
physician trained to provide first 
contact, continuous and 
comprehensive care. 
 
Physician Directed Medical 
Practice - The personal 
physician leads a team of 

https://www.cms.gov/files/document/asc-covered-procedures-list-cpl-nomination-process-cy-2023.pdf
https://www.cms.gov/files/document/asc-covered-procedures-list-cpl-nomination-process-cy-2023.pdf
https://policysearch.ama-assn.org/policyfinder/detail/160.919?uri=%2FAMADoc%2FHOD.xml-0-734.xml
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led teams within the patient 
centered medical home (PCMH) as 
outlined in the Joint Principles of 
the Patient-Centered Medical 
Home. 
3. Our AMA will respond to The 
Joint Commission's interpretation 
of its primary care medical home 
certification standards addressing 
non-physician-led PCMHs. 
4. Our AMA will oppose any 
interpretation by The Joint 
Commission, or any other entity, of 
primary care medical home or 
patient centered medical home 
(PCMH) as being anything other 
than MD/DO physician led. 

individuals at the practice level 
who collectively take 
responsibility for the ongoing 
care of patients. 
 
Whole Person Orientation - The 
personal physician is 
responsible for providing for all 
the patient's health care needs or 
taking responsibility for 
appropriately arranging care 
with other qualified 
professionals. This includes care 
for all stages of life; acute care; 
chronic care; preventive 
services; and end of life care. 
 
Care is coordinated and/or 
integrated across all elements of 
the complex health care system 
(e.g., subspecialty care, 
hospitals, home health agencies, 
nursing homes) and the patient's 
community (e.g., family, public 
and private community-based 
services). Care is facilitated by 
registries, information 
technology, health information 
exchange and other means to 
assure that patients get the 
indicated care when and where 
they need and want it in a 
culturally and linguistically 
appropriate manner. 
 
Quality and safety are hallmarks 
of the medical home: 
 
Practices advocate for their 
patients to support the 
attainment of optimal, patient-
centered outcomes that are 
defined by a care planning 
process driven by a 
compassionate, robust 
partnership between physicians, 
patients, and the patient's 
family. 
 
Evidence-based medicine and 
clinical decision-support tools 
guide decision making. 
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Physicians in the practice accept 
accountability for continuous 
quality improvement through 
voluntary engagement in 
performance measurement and 
improvement. 
 
Patients actively participate in 
decision-making and feedback is 
sought to ensure patients' 
expectations are being met. 
 
Information technology is 
utilized appropriately to support 
optimal patient care, 
performance measurement, 
patient education, and enhanced 
communication. 
 
Practices go through a voluntary 
recognition process by an 
appropriate non-governmental 
entity to demonstrate that they 
have the capabilities to provide 
patient centered services 
consistent with the medical 
home model. 
 
Patients and families participate 
in quality improvement 
activities at the practice level. 
 
Enhanced access to care is 
available through systems such 
as open scheduling, expanded 
hours and new options for 
communication between 
patients, their personal 
physician, and practice staff. 
 
Payment appropriately 
recognizes the added value 
provided to patients who have a 
patient-centered medical home. 
The payment structure should be 
based on the following 
framework: 
 
It should reflect the value of 
physician and non-physician 
staff patient-centered care 
management work that falls 
outside of the face-to-face visit. 
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It should pay for services 
associated with coordination of 
care both within a given practice 
and between consultants, 
ancillary providers, and 
community resources. 
 
It should support adoption and 
use of health information 
technology for quality 
improvement. 
 
It should support the provision 
of enhanced communication 
access such as secure e-mail and 
telephone consultation. 
 
It should recognize the value of 
physician work associated with 
remote monitoring of clinical 
data using technology. 
 
It should allow for separate fee-
for-service payments for face-
to-face visits. (Payments for 
care management services that 
fall outside of the face-to-face 
visit, as described above, should 
not result in a reduction in the 
payments for face-to-face 
visits). 
 
It should recognize case mix 
differences in the patient 
population being treated within 
the practice. 
 
It should allow physicians to 
share in savings from reduced 
hospitalizations associated with 
physician-guided care 
management in the office 
setting. 
 
It should allow for additional 
payments for achieving 
measurable and continuous 
quality improvements. 
 
2. Our AMA supports the 
patient-centered medical home 
(as defined in Policy H-160.919) 
as a way to provide care to 
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patients without restricting 
access to specialty care. 
 
3. It is the policy of our AMA 
that medical home participation 
criteria allow any physician 
practice to qualify as a medical 
home, provided it can fulfill the 
principles of a patient-centered 
medical home. 
 
4. Our AMA will work with The 
Joint Commission (TJC) to 
examine the structures of TJC-
accredited medical homes and 
determine whether differences 
exist in patient satisfaction, 
quality, value, and patient 
safety, as reflected by morbidity 
and mortality outcomes, 
between physician-led 
(MD/DO) and non-physician-led 
medical homes. 
 
5. Our AMA supports the 
physician-led patient-centered 
medical home and advocate for 
the public reporting/notification 
of the professional status 
(education, training, experience) 
of the primary care clinician 
who leads the primary care 
medical home. 

D-390.954 Hospital-Based 
Physicians and 
the Value-Based 
Payment 
Modifier  

Our AMA will continue to 
advocate that the Value-Based 
Payment Modifier program be 
repealed or significantly modified. 

Rescind. The Merit-based 
Incentive Payment System 
(MIPS) under the Quality 
Payment Program replaced the 
Physician Feedback/Value-
Based Payment Modifier 
program on January 1, 2019. 

D-390.981 Medicare 
Payment for 
Services to 
Skilled Nursing 
Facility 
Residents in 
Physicians’ 
Offices  

Our AMA will: 
(1) inform the Centers for Medicare 
and Medicaid Services of the 
problems physicians and their 
patients experience as a result of 
the inclusion of the technical 
component of physicians’ office-
based services in the consolidated 
billing protocol for Medicare 
Skilled Nursing Facility residents; 
(2) urge the Centers for Medicare 
and Medicaid Services (CMS) to 
provide greater oversight of 
Medicare Skilled Nursing Facilities 

Retain. 
 
 
 
 
 
 
 
 
 
 

 

https://qpp.cms.gov/
https://qpp.cms.gov/
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(SNFs) in meeting their obligations 
to pay physicians for the technical 
component of services those 
physicians provide in their offices 
to Medicare SNF residents; 
(3) advocate to Congress that it 
exclude from Medicare’s Skilled 
Nursing Facility (SNF) 
consolidated billing protocol the 
technical component of medical 
services provided in physicians’ 
offices to Medicare SNF residents, 
because of concern with the 
negative impact on care that could 
potentially occur; 
(4) urge the Centers for Medicare 
and Medicaid Services to require 
SNFs to clearly identify those 
patients who fall under the 
Medicare SNF consolidated billing 
program, as opposed to non-skilled 
extended care facility (ECF) 
patients, prior to sending patients to 
physicians' offices for care; and 
(5) communicate to physicians that 
in order to assure payment 
whenever a SNF resident receives a 
service that is subject to SNF 
consolidated billing, the SNF and 
the physician are required to enter 
into an arrangement prior to 
providing services and the 
physician must look to the SNF for 
payment. 

D-390.984 Payment by 
Health 
Insurance Plans 
of Medicare 
Deductibles and 
Copayments  

Our AMA will: (1) seek legislation 
to compel all insurers paying 
secondary to Medicare to be 
required to pay the deductibles and 
coinsurance owed after the 
Medicare payment is made; and (2) 
seek federal legislation to require 
that a secondary plan not manage 
the primary Medicare benefit by 
imposing limits as if it were 
primary. 

Retain.  

D-40.991 Acceptance of 
TRICARE 
Health 
Insurance  

Our AMA: 
1. Encourages state medical 
associations and national medical 
specialty societies to educate their 
members regarding TRICARE, 
including changes and 
improvements made to its 
operation, contracting processes 
and mechanisms for dispute 

Retain.  
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resolution. 
2. Encourages the TRICARE 
Management Activity to improve 
its physician education programs, 
including those focused on non-
network physicians, to facilitate 
increased civilian physician 
participation and improved 
coordination of care and transfer of 
clinical information in the program. 
3. Encourages the TRICARE 
Management Activity and its 
contractors to continue and 
strengthen their efforts to recruit 
and retain mental health and 
addiction service providers in 
TRICARE networks, which should 
include providing adequate 
reimbursement for mental health 
and addiction services. 
4. Strongly urges the TRICARE 
Management Activity to implement 
significant increases in physician 
payment rates to ensure all 
TRICARE beneficiaries, including 
service members and their families, 
have adequate access to and choice 
of physicians.  
5. Strongly urges the TRICARE 
Management Activity to alter its 
payment formula for vaccines for 
routine childhood immunizations, 
so that payments for vaccines 
reflect the published CDC retail list 
price for vaccines. 
6. Continues to encourage state 
medical associations and national 
medical specialty societies to 
respond to requests for information 
regarding potential TRICARE 
access issues so that this 
information can be shared with 
TRICARE representatives as they 
develop their annual access survey.  
7. Continues to advocate for 
changes in TRICARE payment 
policies that will remove barriers to 
physician participation and support 
new, more effective care delivery 
models, including: (a) establishing 
a process to allow midlevel 
providers to receive 100 percent of 
the TRICARE allowable cost for 
services rendered while practicing 
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as part of a physician-led health 
care team, consistent with state 
law; and (b) paying for transitional 
care management services, 
including payment of copays for 
services provided to TRICARE for 
Life beneficiaries receiving 
primary coverage through 
Medicare.  
8. Continues to advocate for 
improvements in the 
communication and 
implementation of TRICARE 
coverage policies to ensure 
continued patient access to 
necessary services, including: (a) 
consistently approving full 
payment for services rendered for 
the diagnosis and treatment of 
common mental health conditions, 
regardless of the specialty of the 
treating physician; and (b) 
clarifying policies with respect to 
coverage for age appropriate doses 
of vaccines that have been 
recommended and adopted by the 
Advisory Committee on 
Immunization Practices. 

D-400.988 PLI-RVU 
Component of 
RBRVS 
Medicare Fee 
Schedule  

Our AMA will: (1) continue its 
current activities to seek correction 
of the inadequate professional 
liability insurance component in the 
Resource-Based Relative Value 
Scale Formula; (2) continue its 
current activities to seek action 
from the Centers for Medicare & 
Medicaid Services to update the 
Professional Liability Insurance 
Relative Value Units (PLI-RVU) 
component of the RBRVS to 
correctly account for the current 
relative cost of professional 
liability insurance and its funding; 
and (3) support federal legislation 
to provide additional funds for this 
correction and update of the PLI-
RVU component of the RBRVS, 
rather than simply making 
adjustments in a budget-neutral 
fashion. 

Retain.  

D-450.961 Hospital-Based 
Physicians and 
the Value-Based 

Our AMA encourages national 
medical specialty societies to 
pursue the development of relevant 
performance measures that 

Rescind. The Merit-based 
Incentive Payment System 
(MIPS) under the Quality 
Payment Program replaced the 

https://qpp.cms.gov/
https://qpp.cms.gov/
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Payment 
Modifier  

demonstrate improved quality and 
lower costs, and work with the 
Centers for Medicare & Medicaid 
Services to have those measures 
incorporated into the Value-Based 
Payment Modifier program and 
other quality measurement and 
improvement programs. 
 

Physician Feedback/Value-
Based Payment Modifier 
program on January 1, 2019. 

D-465.999 Critical Access 
Hospital 
Necessary 
Provider 
Designation  

Our AMA: (1) will call on the 
Centers for Medicare & Medicaid 
Services to support individual 
states in their development of rural 
health networks; (2) opposes the 
elimination of the state-designated 
Critical Access Hospital (CAH) 
“necessary provider” designation; 
and (3) will pursue steps to require 
the federal government to fully 
fund its obligations under the 
Medicare Rural Hospital Flexibility 
Program. 

Retain.  

D-480.991 Access to 
Medical Care  

Our AMA shall work with the 
Centers for Medicare and Medicaid 
Services to maximize access to the 
devices and procedures available to 
Medicare patients by ensuring 
reimbursement at least covers the 
cost of said device or procedure. 

Retain. 

D-70.965 Membership on 
RVS Update 
Committee 
(RUC) and CPT 
Coding 
Committee  

Our AMA will request that 
representative societies send 
delegates or alternate delegates to 
the American Medical 
Association/Specialty Society 
Relative Value Scale Update 
Committee and the AMA Current 
Procedural Terminology Editorial 
Panel and Physician Advisory 
Committee who are currently 
engaged for a substantial portion of 
their professional activities with the 
practice of medicine either in active 
patient care or closely related 
activities. 

Retain.  

H-130.990 Freestanding 
Emergency 
Medical Care  

(1) The AMA is concerned that the 
use of the term “emergency” in the 
title or description of a medical 
practice or a hospital center without 
maintaining specific emergency 
capabilities is not in the public 
interest since needed critical 
emergency service may be delayed. 
(2) The AMA firmly believes that 
the optimal provision of emergency 

Retain. 
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care requires prompt physical 
access to the immediate resources 
of the hospital and that a 
freestanding emergency center 
without such access may delay 
definitive care of critical 
emergencies. (3) The AMA 
endorses the following criteria to 
aid in determining if a full range of 
emergency services is being 
offered: hours of operation, staffing 
and medical direction, relationship 
to the local emergency medical 
services system, ancillary service 
and equipment, protocols, private 
physician referrals, medical 
records, and payment for services. 

H-160.944 Defining 
"Observation 
Care"  

1. The AMA will work with third 
party payers to establish a uniform 
definition of “observation care,” 
including the following: (a) The 
patient should be designated as 
under “observation care” if the 
physician's intent for hospital stay 
is less than 24 hours. If the 
physician's intent and expectation is 
for a hospital stay of greater than 
24 hours, then the stay should be 
considered inpatient. The use of 24 
hours as a threshold for observation 
is a guideline. It is not unusual for 
observation to extend to a few 
hours beyond 24 hours or for 
patients to be admitted to inpatient 
status before 24 hours. (b) Patients 
classified as under “observation 
care” require hospital level-of-care. 
(c) The patient should be registered 
as under “observation care” after 
initial physician evaluation of the 
patient’s signs and symptoms and 
appropriate testing. Post day 
surgical patients should be 
registered as under “observation 
care” if, after a normal recovery 
period, they continue to require 
hospital level-of-care as determined 
by a physician. 
2. The AMA will establish policy 
on “observation care” and develop 
model legislation to ensure that: (a) 
After initial approval of inpatient 
admission by insurers, there should 
be no retrospective reassignment to 

Retain.  
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“observation care” status by 
insurers unless the original 
information given to insurers is 
incorrect. (b) Insurers should 
provide 60 days prior notice to 
providers of changes to 
“observation care” criteria or the 
application of those criteria with 
opportunity for comment. There 
should be no implementation of 
criteria or changes without first 
following these protocols. (c) 
Insurers’ “observation care” 
policies should include an 
administrative appeal process to 
deal with all utilization and 
technical denials within a 60-day 
time frame for final resolution. An 
expedited appeal process should be 
available for patients in the 
admission process, allowing for a 
decision within 24 hours. (d) 
Insurers and HMOs should provide 
clearly written educational 
materials on “observation care” to 
subscribers highlighting differences 
between inpatient and “observation 
care” benefits and patient appeal 
procedures. 
3. Our AMA will work with all 
appropriate governmental and non-
governmental organizations to 
assure that both patients and 
physicians are treated fairly in the 
process of delineating the hospital 
admission status of patients, and to 
ensure that the process is 
transparent and administratively 
simple. 

H-160.983 Satellite and 
Commercial 
Medical Clinics  

The AMA believes that (1) in 
principle, self-regulatory measures 
are preferable to mandatory state 
regulation as a mechanism to 
ensure quality of care in 
freestanding emergency and urgent 
care facilities; and (2) recently 
initiated self-regulatory programs 
applicable to freestanding facilities 
should be given ample opportunity 
to demonstrate their effectiveness 
in practice. 

Retain. 

H-165.829 The Future of 
Employer-

Our AMA: (1) supports requiring 
state and federally facilitated Small 
Business Health Options Program 

Retain.  
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Sponsored 
Insurance  

(SHOP) exchanges to maximize 
employee choice of health plan and 
allow employees to enroll in any 
plan offered through the SHOP; 
and (2) encourages the 
development of state waivers to 
develop and test different models 
for transforming employer-
provided health insurance 
coverage, including giving 
employees a choice between 
employer-sponsored coverage and 
individual coverage offered 
through health insurance 
exchanges, and allowing employers 
to purchase or subsidize coverage 
for their employees on the 
individual exchanges. 

H-165.865 Principles for 
Structuring a 
Health 
Insurance Tax 
Credit  

(1) AMA support for replacement 
of the present exclusion from 
employees’ taxable income of 
employer-provided health 
insurance coverage with tax credits 
will be guided by the following 
principles: (a) Tax credits should 
be contingent on the purchase of 
health insurance, so that if 
insurance is not purchased the 
credit is not provided. (b) Tax 
credits should be refundable. (c) 
The size of tax credits should be 
inversely related to income. (d) The 
size of tax credits should be large 
enough to ensure that health 
insurance is affordable for most 
people. (e) The size of tax credits 
should be capped in any given year. 
(f) Tax credits should be fixed 
dollar amounts for a given income 
and family structure. (g) The size 
of tax credits should vary with 
family size to mirror the pricing 
structure of insurance premiums. 
(h) Tax credits for families should 
be contingent on each member of 
the family having health insurance. 
(i)Tax credits should be applicable 
only for the purchase of health 
insurance, including all 
components of a qualified Health 
Savings Account, and not for out-
of-pocket health expenditures. (j) 
Tax credits should be advanceable 
for low-income persons who could 

Retain. 
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not afford the monthly out-of-
pocket premium costs.  
(2) It is the policy of our AMA that 
in order to qualify for a tax credit 
for the purchase of individual 
health insurance, the health 
insurance purchased must provide 
coverage for hospital care, surgical 
and medical care, and catastrophic 
coverage of medical expenses as 
defined by Title 26 Section 9832 of 
the United States Code.  
(3) Our AMA will support the use 
of tax credits, vouchers, premium 
subsidies or direct dollar subsidies, 
when designed in a manner 
consistent with AMA principles for 
structuring tax credits and when 
designed to enable individuals to 
purchase individually owned health 
insurance. 

H-180.951 Tax Treatment 
of Health 
Insurance: 
Comparing Tax 
Credits and Tax 
Deductions  

Our AMA supports the use of 
appropriately structured and 
adequately funded tax credits as the 
most effective mechanism for 
enabling uninsured individuals to 
obtain health insurance coverage. 

Retain. 

H-180.953 Decreased 
Insurance 
Premiums for 
Nonsmokers  

Our AMA: 
(1) encourages insurance 
companies to review and make 
public their current actuarial 
experience with respect to smokers 
and nonsmokers and to consider 
ways of making available to 
nonsmokers, at reduced rates, 
policies for accident, auto, life, 
homeowners, fire, and health 
insurance; and  
(2) supports the concept of health 
insurance contracts with lower 
premiums for nonsmokers, 
reflecting their decreased need for 
medical services and serving as a 
financial incentive for smokers 
(tobacco users) to discontinue this 
destructive habit. 

Retain. 

H-185.933 Patient Access 
to Penile 
Prosthesis as 
Legitimate 
Treatment for 
Erectile 
Dysfunction  

Our AMA will work in concert 
with national specialty and state 
medical societies to advocate for 
patient access to the full continuum 
of care of evidence-based erectile 
dysfunction treatment modalities 
including oral pharmacotherapy, 
penile vasoactive injection therapy, 

Retain. 
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vacuum erection device therapy 
and penile prosthetics. 

H-185.935 Reference 
Pricing  

Our AMA supports the appropriate 
use of reference pricing as a 
possible method of providing 
health insurance coverage of 
specific procedures, products or 
services, consistent with the 
following principles:  
1. Practicing physicians must be 
actively involved in the 
identification of services that are 
appropriate for a reference pricing 
system.  
2. Appropriate reference pricing 
strategies may be considered for 
elective services or procedures for 
which there is evidence of a 
significant variation in cost that 
does not correspond to a variation 
in quality of care. Additional 
considerations include the relative 
complexity of the service, the 
potential for variation either across 
patients or during the course of a 
treatment, and the sufficient 
availability of providers in a 
geographic region.  
3. Reference prices should be set at 
a level that reflects current market 
conditions and ensures that patients 
have access to a choice of 
providers. Prices should be 
reviewed annually and adjusted as 
necessary based on changes in 
market conditions.  
4. Hospitals or facilities delivering 
services subject to reference pricing 
should avoid cost-shifting from one 
set of services to another.  
5. Information about the services 
subject to reference pricing and the 
potential patient cost-sharing 
obligations must be fully 
transparent and easily accessible to 
patients and providers, both prior to 
and at the point of care. 
Educational materials should be 
made available to help patients and 
physicians understand the 
incentives and disincentives 
inherent in the reference pricing 
arrangement.  
6. Insurance companies must notify 

Retain. 
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patients of all services subject to 
reference pricing at the time of 
health plan enrollment. Patients 
must be indemnified against any 
additional charges associated with 
changes to reference pricing 
policies for the balance of the 
contract period.  
7. Insurers that use reference 
pricing must develop and maintain 
systems that allow patients to 
effectively and appropriately 
compare prices among providers, 
including systems that help patients 
calculate their estimated costs for 
each provider prior to seeking care.  
8. Plan sponsors should continually 
monitor and evaluate the effect of 
reference pricing policies on access 
to high quality patient care and 
ensure that procedures are in place 
to make plan modifications as 
necessary. 

H-185.941 Patient Cost-
Sharing 
Requirements 
for Hospital 
Inpatient and 
Observation 
Services  

Our AMA will advocate that 
patients be subject to the same cost-
sharing requirements whether they 
are admitted to a hospital as an 
inpatient, or for observation 
services. 

Retain. 

H-185.975 Requiring Third 
Party 
Reimbursement 
Methodology be 
Published for 
Physicians  

Our AMA:  
(1) urges all third party payers and 
self-insured plans to publish their 
payment policies, rules, and fee 
schedules; 
(2) pursues all appropriate means to 
make publication of payment 
policies and fee schedules a 
requirement for third party payers 
and self-insured plans; 
(3) will develop model state and 
federal legislation that would 
require that all third party payers 
and self-insured plans publish all 
payment schedule updates, and 
changes at least 60 days before 
such changes in payment schedules 
are enacted, and that all 
participating physicians be notified 
of such changes at least 60 days 
before changes in payment 
schedules are enacted. 
(4) seeks legislation that would 
mandate that insurers make 

Retain.  
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available their complete payment 
schedules, coding policies and 
utilization review protocols to 
physicians prior to signing a 
contract and at least 60 days prior 
to any changes being made in these 
policies;  
(5) works with the National 
Association of Insurance 
Commissioners, develop model 
state legislation, as well developing 
national legislation affecting those 
entities that are subject to ERISA 
rules; and explore the possibility of 
adding payer publication of 
payment policies and fee schedules 
to the Patient Protection Act; and 
(6) supports the following 
requirements: (a) that all payers 
make available a copy of the 
executed contract to physicians 
within three business days of the 
request; (b) that all health plan 
EOBs contain documentation 
regarding the precise contract used 
for determining the reimbursement 
rate; (c) that once a year, all 
contracts must be made available 
for physician review at no cost; (d) 
that no contract may be changed 
without the physician's prior 
written authorization; and (e) that 
when a contract is terminated 
pursuant to the terms of the 
contract, the contract may not be 
used by any other payer. 

H-185.997 Insurance 
Coverage for 
Complete 
Maternity Care  

Our AMA (1) reaffirms its policy 
of encouraging health insurance 
coverage for care of the newborn 
from the moment of birth; 
(2) urges the health insurance 
industry and government to include 
in their plans, which provide 
maternity benefits, coverage for 
normal obstetrical care, and all 
obstetrical complications including 
necessary intrauterine evaluation 
and care of the unborn infant; 
(3) urges the health insurance 
industry to offer such plans on the 
broadest possible basis;  
(4) urges the health insurance 
industry to make available, on an 
optional basis, coverage for 

Retain.  
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treatment associated with voluntary 
control of reproduction; 
(5) will advocate for expanding 
coverage of maternity care to 
dependent women under the age of 
26 on their parents’ large group 
plans; and 
(6) will advocate that individual, 
small and large group health plans 
provide 60 days of newborn 
coverage for all newborns born to 
participants in the plan. 

H-190.965 Claims Denial 
and Payment 
Delays  

Our AMA policy is that insurers 
should not deny payment on lost 
claims discovered beyond the 
required filing date when the 
physician has proof that the 
electronic or paper claim was filed 
in a timely manner. 

Retain.  

H-190.970 Status Report on 
the National 
Uniform Claim 
Committee and 
Electronic Data 
Interchange  

The AMA advocates the following 
principles to improve the accuracy 
of claims and encounter-based 
measurement systems:  
(1) the development and 
implementation of uniform core 
data content standards (e.g., 
National Uniform Claim 
Committee (NUCC) data set);  
(2) the use of standards that are 
continually modified and uniformly 
implemented;  
(3) the development of measures 
and techniques that are universal 
and applied to the entire health care 
system;  
(4) the use of standardized 
terminology and code sets (e.g., 
CPT) for the collection of data for 
administrative, clinical, and 
research purposes; and  
(5) the development and integration 
of strategies for collecting and 
blending claims data with other 
data sources (e.g., measuring the 
performance of physicians on a 
variety of parameters in a way that 
permits comparison with a peer 
group). 

Retain.  

H-190.972 Strategy for 
Eliminating 
Delayed 
Payments to 
Physicians by 

It is the policy of our AMA that 
delayed payments to physicians and 
hospitals without justification by 
third party payers should be 
prohibited by law. 

Retain.  
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Third Party 
Payers  

H-190.975 Universality of 
CMS 1500 
Form  

The AMA will undertake the task 
of asking individual carriers and/or 
their representative organizations to 
maintain the universal contents and 
acceptance of specific data in the 
CMS 1500 Form so that it will 
remain as a truly universal form for 
the patient-doctor claim form. 

Retain.  

H-190.979 Insurance 
Company Filing 
Deadlines  

Our AMA will work with the 
insurance industry so that where 
there is a specified filing deadline 
for services, this deadline is reset 
when insurance companies contend 
that they have either not received a 
filed claim or require additional 
supporting documentation. 
 

Retain. 

H-190.981 Required 
Timely 
Reimbursements 
by all Health 
Insurers  

Our AMA will prepare and/or seek 
sponsorship of legislation calling 
for all health insurance entities and 
third-party payers--inclusive of not-
for-profit organizations and health 
maintenance organizations--to pay 
for “clean” claims when filed 
electronically within 14 days and 
paper claims within 30 days, with 
interest accruing thereafter. These 
time periods should be considered 
ceilings, not floors or fixed 
differentials between paper and 
electronic claims. 

Retain.  

H-220.939 Activities of 
The Joint 
Commission  

1. Our AMA supports continued 
active AMA participation as a 
corporate member of The Joint 
Commission. 2. Pursuant to Policy 
220.949 (AMA Policy Database), 
our AMA: (a) Advocates 
accountability through voluntary, 
professionally directed quality 
assurance mechanisms as part of 
every system of health care 
delivery; (b) Monitors the effects of 
The Joint Commission standards, 
surveys, and other activities on the 
quality, cost, and outcomes of care; 
(c) Retains its current role in The 
Joint Commission and continue to 
evaluate that role on a regular 
basis; and (d) Continues to 
investigate additional methods to 
facilitate participation in voluntary 
accreditation mechanisms. 3. Our 

Retain. 
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AMA establishes the following 
goals for AMA participation in The 
Joint Commission: (a) To assist 
The Joint Commission to define its 
mission, long-term goals, and role 
in the accreditation arena; (b) To 
assure continued physician 
involvement in medical decision-
making by advocating a 
requirement for integrated medical 
delivery systems to have organized 
medical staffs; (c) To advocate the 
improvement of the quality and 
consistency of The Joint 
Commission accreditation process, 
surveyors, and survey reports; (d) 
To urge consideration of cost 
implications when revising The 
Joint Commission standards, 
developing and implementing other 
activities, and increasing the costs 
of surveys; (e) To work toward 
minimal revision of The Joint 
Commission standards, unless there 
is a clear need to change them to 
improve patient care or outcome, 
once the proposed medical staff 
standards for the 1996 AMH are 
finalized; (f) To urge The Joint 
Commission to focus on its 
accreditation activities and to 
provide accountability to the public 
for health services through private 
sector accreditation activities; and 
(g) To work toward The Joint 
Commission recognition as an 
accreditation body for integrated 
health care networks. 

H-220.946 Unreasonable 
Burden of The 
Joint 
Commission 
Standards and 
Surveys  

The AMA requests The Joint 
Commission to study and consider 
the ability of small hospitals, 
particularly in rural areas, to bear 
the burden of the increasing 
demands on staff and financial 
resources in the implementation of 
the current and proposed standards; 
and urges The Joint Commission to 
eliminate standards that increase 
health care costs without 
demonstrably improving the quality 
of care. 

Retain. 

H-220.959 Compliance 
with The Joint 
Commission 

The AMA Commissioners to The 
Joint Commission oppose the 
accreditation of hospitals that do 

Retain. 
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Accreditation 
Standards  

not adhere to The Joint 
Commission standards prohibiting 
unilateral amendment of medical 
staff bylaws by either the 
governing body or the medical 
staff. 

H-220.983 The Joint 
Commission 
Standard IV 
Should Not Tie 
Clinical 
Privilege 
Termination to 
Contract  

The AMA does not believe The 
Joint Commission standards should 
dictate specific provisions of 
individual contracts between 
physicians and hospitals that are 
mutually agreeable to the parties. 

Retain. 

H-225.989 AMA Opposes 
Forcing Medical 
Staffs to Repay 
Hill-Burton 
Obligations of 
Free Medical 
Care  

The AMA (1) opposes attempts to 
create new and arbitrary 
requirements for hospital 
compliance with the Hill-Burton 
Act by shifting responsibility for 
these requirements to hospital 
medical staffs; (2) believes that a 
hospital's Hill-Burton Act 
obligations should be satisfied in a 
manner that does not interfere with 
the professional rights of its 
medical staff; and (3) endorses 
exploration of means to assure 
equal access to medical care for the 
people of the U.S. 

Retain.  

H-225.991 Communication 
and Cooperation 
Between 
Hospital 
Management 
and Medical 
Staff  

The AMA encourages hospitals to 
make known to physicians the 
diagnostic codes which are 
recorded by medical records and 
business departments so the 
accuracy of these diagnoses can be 
confirmed. 

Retain.  

H-230.970 Proper 
Notification of a 
Physician 
Regarding 
Possible Loss of 
Medical Staff 
Membership or 
Privileges  

Except in the instance of summary 
suspension, hospital notification of 
possible loss of medical staff 
membership and/or privileges must 
be sent by certified mail, return 
receipt requested, or its equivalent. 

Retain. 

H-235.971 Amending 
Medical Staff 
Bylaws  

The AMA provides the assistance 
of its legal staff to hospital medical 
staffs and county and state medical 
associations when a hospital board 
of directors unilaterally changes, 
amends, or substitutes medical staff 
bylaws, or denies seats to duly 
elected medical staff officers. 

Retain. 

H-235.976 Medical Staff 
Bylaws and 

Our AMA reaffirms that (1) 
medical staff bylaws are a contract 

Retain. 
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Medical Staff 
Autonomy  

between the organized medical 
staff and the hospital; and (2) 
application for medical staff 
appointment and clinical privileges 
should provide that each member 
of the medical staff, as well as the 
hospital, is bound by the terms of 
the medical staff bylaws, and the 
terms of the medical staff bylaws 
should be incorporated by reference 
into the application. 

H-235.987 Right of 
Committees of 
Medical Staffs 
to Meet in 
Executive 
Sessions  

The AMA (1) supports the right of 
any hospital medical staff 
committee to meet in executive 
session, with only voting members 
of the medical staff present, in 
order to permit open and free 
discussion of issues such as peer 
review and to maintain 
confidentiality; and (2) encourages 
individual medical staffs to 
incorporate provisions in their 
bylaws to affirm this right. 

Retain. 

H-235.988 Non-Physicians 
Voting on the 
Medical Staff  

The AMA opposes any regulation 
that would mandate voting 
privileges for non-physician 
members of medical staffs. 

Retain. 

H-240.961 Definition of a 
Hospital Day  

Our AMA defines a Hospital Day 
as a 24-hour period that begins at 
the hour of admission. 

Retain. 

H-240.998 Preferential 
Hospital Rates  

Our AMA (1) opposes hospital 
charge/cost arrangements granting 
unwarranted advantage to any 
group of patients; and (2) urges all 
health care payers, government and 
private, to pay their equitable share 
of costs incurred by hospitals and 
other facilities consistent with a 
reasonable definition of full 
financial requirements. 

Retain. 

H-260.980 Clinical 
Laboratory 
Improvement 
Act of 1988  

1. It is the policy of the AMA to (a) 
continue and intensify its efforts to 
seek appropriate and reasonable 
modifications in the proposed rules 
for implementation of the Clinical 
Laboratory Improvement 
Amendments (CLIA) 88; (b) 
communicate to Congress and to 
the Centers for Medicare & 
Medicaid Services (CMS) the 
positive contribution of physician 
office laboratory testing to high 
quality, cost effective care so that 
through administrative revision of 

Retain-in-part. Rescind (2); 
accomplished by October 2015 
sign-on letter to Congress. 

https://searchlf.ama-assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2Fclia-modernization-sign-on-letter-26oct2015.pdf
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the regulations, clarification of 
Congressional intent and, if 
necessary, additional legislation, 
the negative impact of these 
proposed regulations on patient 
care and access can be eliminated; 
(c) continue to work with Congress, 
CMS, the Commission on 
Laboratory Assessment, and other 
medical and laboratory groups for 
the purposes of making the 
regulations for physicians' office 
laboratories reasonable, based on 
scientific data, and responsive to 
the goal of improving access to 
quality services to patients; (d) 
protest the reported high costs 
being considered for certification of 
laboratories and the limited number 
of laboratory categories proposed; 
(e) encourage all components of the 
federation to express to CMS and 
members of Congress their 
concerns about the effect of the 
proposed rules on access and cost 
of laboratory services; and (f) 
protest the very limited list of 
waivered tests. 
2. Our AMA will send a letter to 
CMS stating that CLIA 
requirements regarding provider-
performed microscopy procedures 
and annual competency 
assessments are overly burdensome 
for physicians and their practices. 

H-280.964 Medicare 
Certified Beds 
in Nursing 
Facilities  

The AMA will work with CMS to 
eliminate any unnecessary 
requirements for designating by 
location Medicare Certified beds 
within a nursing facility, thus 
allowing each facility to flexibly 
apply the certified status to any 
appropriate bed within the facility. 

Retain.  

H-285.917 Stop Trial by 
Health Insurers  

1. Our AMA opposes (a) any health 
insurer’s efforts to make 
determinations regarding whether 
or not a physician has made a 
medical mistake; and (b) the 
practice of health plans using 
adverse event reporting data for 
purposes other than quality 
improvement and learning, as it 
could shift the focus of such 
reporting from improving patient 

Retain.  
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safety to fostering a punitive 
environment. 
2. Our AMA will (a) inform all 
health insurance companies that 
they are not the appropriate entity 
for determining medical mistakes; 
and (b) encourage physicians to be 
aware of contractual provisions that 
would allow insurers to deny 
payment in the event of a medical 
mistake. 

H-285.918 Mandatory 
Subspecialty 
Consultation  

Our AMA: (1) opposes the 
unilateral actions of hospitals and 
health care organizations to 
mandate specialty consultation for 
a patient with a specific disease 
state, when the mandate 
specifically denies the physician 
providing care the ability to 
determine medical necessity of the 
consultation and/or the consultation 
is not requested by the patient, and 
(2) discourages physicians from 
requesting hospital medical staff 
oversight committees, health plans 
and managed care organizations to 
mandate specialty consultations 
when the physician or physician 
group would gain financially from 
the mandatory consultation due to 
increased revenues from 
consultation billing, unless the 
consultation is required by law or 
regulation. 

Retain. 

H-285.943 Payment for 
Managed Care 
Administrative 
Services  

Our AMA: (1) opposes managed 
care contract provisions that 
prohibit physician payment for the 
provision of administrative 
services; (2) encourages physicians 
entering into: (a) capitated 
arrangements with managed care 
plans to seek the inclusion of a 
separate capitation rate (per 
member per month payment) for 
the provision of administrative 
services, and (b) fee-for-service 
arrangements with managed care 
plans to seek a separate case 
management fee or higher level of 
payment to account for the 
provision of administrative 
services; and (3) supports the 
concept of a time-based charge for 
administrative duties (such as 

Retain. 
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phone precertification, utilization 
review activities, formulary review, 
etc.), to be assessed to the various 
insurers. 

H-285.974 Residents 
Working with 
Managed Care 
Programs  

The AMA encourages managed 
care plans to allow residents to care 
for patients under faculty 
supervision in the inpatient and 
outpatient setting. 

Retain.  

H-285.975 Consensus 
Opinions  

Policy of the AMA is that all 
managed care programs must 
provide, or offer reimbursement for 
acquisition of, sufficient opinions 
necessary to reach a conclusion 
regarding the management of a 
given medical condition. 

Rescind. Superseded by Policy 
H-390.917. 
 
Consultation Follow-Up and 
Concurrent Care of Referral 
for Principal Care H-390.917 
(1) It is the policy of the AMA 
that: (a) the completion of a 
consultation may require 
multiple encounters after the 
initial consultative evaluation; 
and (b) after completion of the 
consultation, the consultant may 
be excused from responsibility 
of the care of the patient or may 
share with the primary care 
physician in concurrent care; 
he/she may also have the patient 
referred for care and thus 
become the principal care 
physician. (2) The AMA 
communicate the appropriate 
use of consultation, evaluation 
and management, and office 
medical services codes to third 
party payers and advocate the 
appropriate reimbursement for 
these services in order to 
encourage high quality, 
comprehensive and appropriate 
consultations for patients. 

H-290.969 Medicaid 
Waivers and 
Maintenance of 
Effort 
Requirements  

Our AMA opposes any efforts to 
repeal the Medicaid maintenance of 
effort requirements in the ACA and 
American Recovery and 
Reinvestment Act (ARRA), which 
mandate that states maintain 
eligibility levels for all existing 
adult Medicaid beneficiaries until 
2014 and for all children in 
Medicaid and the Children’s Health 
Insurance Program (CHIP) until 
2019. 

Rescind. No longer relevant. 

H-290.984 Mandatory 
Enrollment of 

The AMA, in keeping with its 
support for free market competition 

Retain. 

https://policysearch.ama-assn.org/policyfinder/detail/H-390.917?uri=%2FAMADoc%2FHOD.xml-0-3395.xml
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Medicare-
Medicaid 
Patients in 
Managed Care 
Plans  

among all modes of health care 
delivery and financing, strongly 
opposes mandatory enrollment of 
Medicare and/or Medicaid patients 
in managed care plans. 

H-290.987 Medicaid 
Waivers for 
Managed Care 
Demonstration 
Projects  

(1) Our AMA adopts the position 
that the Secretary of Health and 
Human Services should determine 
as a condition for granting waivers 
for demonstration projects under 
Section 1115(a) of the Medicaid 
Act that the proposed project: (i) 
assist in promoting the Medicaid 
Act’s objective of improving access 
to quality medical care, (ii) has 
been preceded by a fair and open 
process for receiving public 
comment on the program, (iii) is 
properly funded, (iv) has sufficient 
provider reimbursement levels to 
secure adequate access to 
providers, (v) does not include 
provisions designed to coerce 
physicians and other providers into 
participation, such as those that link 
participation in private health plans 
with participation in Medicaid, and 
(vi) maintains adequate funding for 
graduate medical education. (2) 
Our AMA advocates that CMS 
establish a procedure which state 
Medicaid agencies can implement 
to monitor managed care plans to 
ensure that (a) they are aware of 
their responsibilities under EPSDT, 
(b) they inform patients of 
entitlement to these services, and 
(c) they institute internal review 
mechanisms to ensure that children 
have access to medically necessary 
services not specified in the plan’s 
benefit package. 

Retain.  

H-315.968 Privacy Issues 
Regarding 
Insurance 
Company 
Explanation of 
Benefits  

1. Our AMA advocates that 
electronic medical record (EMR) 
vendors be required to create user-
triggered mechanisms that alert 
health care professionals of 
confidential medical information 
that should be safeguarded. 
2. Our AMA encourages physicians 
to clearly identify health care 
information on both paper and 
electronic records that the patient 
has requested to be kept private.  

Retain. 
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3. Our AMA encourages physicians 
to develop individualized treatment 
plans for minors aged 12-17, in 
collaboration with parents or 
guardians, that outline expectations 
for the services provided and 
transitions toward increased 
privacy as the minor ages into 
adulthood.  
4. Our AMA encourages physicians 
to inform their patients that they 
can request confidential 
communications from their office 
and health insurer by alternate 
means or locations than the policy 
holder’s contact information, and to 
provide their patients with a Health 
Insurance Portability and 
Accountability Act (HIPAA) 
Privacy Rights Request Form. 
5. Our AMA advocates that health 
insurers be required to develop a 
method of listing health care 
services on Explanation of Benefits 
statements that would preserve 
confidentiality for all insured 
individuals.  
6. Our AMA advocates that health 
insurers be required to 
communicate clear procedures to 
all insured dependents on how to 
request confidential 
communications.  
7. Our AMA advocates that health 
insurers be required to create 
privacy protections for all insured 
individuals on information that is 
contained on their Internet 
websites. 

H-315.992 Copying 
Records for 
Audits  

Our AMA supports taking 
appropriate action to ensure that the 
financial responsibility for 
producing or copying patient 
records at the request of any 
regulatory agency having the 
authority to do so shall be borne 
entirely by the requesting agency 
and the request for said records 
shall be made at least 30 days in 
advance of any deadline. 

Retain 

H-320.956 Advance 
Directives and 
Utilization 
Review  

The policy of the AMA is that: (1) 
the prior existence of advance 
directives (expressions of intent to 
forgo resuscitative, extraordinary, 

Retain. 
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unwanted or other care highly 
unlikely to improve or stabilize 
health status) should not jeopardize 
the provision of medically 
appropriate care, if the care is 
consistent with agreed upon limits; 
(2) individual physicians should not 
be reprimanded by reviewing 
bodies for abiding by the wishes of 
patients when providing 
appropriate care to individuals who 
have exercised advance directives. 

H-320.965 Responsibility 
for Hospital 
Admissions  

It is the policy of the AMA that the 
determination of the medical 
necessity for hospital admission 
should be made only by a Doctor of 
Medicine, or a doctor of osteopathy 
licensed in the same jurisdiction as 
the treating physician. 

Retain. 

H-330.944 New Durable 
Medical 
Equipment 
Requirements  

The AMA will work with CMS to 
develop and implement an 
exemption policy for low-cost 
DME supplies that are dispensed 
by physicians through their offices, 
based on such factors as current 
Medicare payment amounts, 
whether the item is usually 
disposable, linkage to a particular 
physician treatment, and specialty 
society recommendations. Claim 
for such supplies under these 
circumstances would not be subject 
to CMS’s DME regulatory 
requirements and would be 
submitted to the local Medicare 
carrier. 

Retain. 

H-335.973 Reimbursement 
Violations  

Our AMA will urge physicians 
who experience problems with their 
Medicare carrier’s application of 
Medicare review criteria to report 
those problems, issues or concerns 
to their state medical association 
and state “Medicare Carrier 
Advisory Committee” for 
discussion and resolution. 

Retain 

H-385.927 Additional 
Prompt Payment 
Advocacy  

Our AMA continues to support 
state medical association and 
national medical specialty society 
efforts and work independently 
with federal and state legislators 
and agencies to provide for a 
percentage of the financial penalty 
and/or accrued interest to be paid 
directly to the physician in the 

Retain. 
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cases where payers do not make 
payment within the specified time 
frame. 

H-385.948 Reasonable 
Charge for 
Preauthorization  

The AMA strongly supports and 
advocates fair compensation for a 
physician's administrative costs 
when providing service to managed 
care patients. 

Retain.  

H-385.956 Payment for 
Ethics 
Consultations  

The policy of the AMA is that 
physician provision of clinical 
ethics consultations for the 
guidance of individual patients or 
physicians, apart from and beyond 
their duties as members of hospital 
ethics committees, is an 
appropriately compensable medical 
service. Payment for these services 
should be made when they are 
reported with the appropriate 
existing CPT consultation codes 
(and prolonged physician service 
codes, if appropriate). The AMA 
recognizes that this does not 
address any aspect of payment for 
ethics consultations by non-
physicians. 

Retain. 

H-385.959 Primary and 
Consultative 
Care  

The AMA will promulgate policies 
to recognize the services of 
internists, pediatricians, family 
physicians and 
obstetrician/gynecologists as 
capable of providing both primary 
care and consultative care. 

Retain.  

H-390.867 Medical 
Rehabilitation 
Services  

The AMA believes: (1) 
Rehabilitation criteria for 
reimbursement should be defined 
by medical needs of patients for 
rehabilitative care that includes 
functional, cognitive, social 
considerations, and cognitive 
status, specifically the so called 
“three-hour rule” is not a valid 
exclusion criterion for entry into a 
rehabilitation unit nor can it be the 
basis for denial of ongoing 
coverage in such a unit. (2) The 
severity of medical conditions, 
regardless of settings, must be 
accounted for, including a case-mix 
approach adjusted for regional 
variances to meet individual patient 
needs for high quality, cost 
effective medical, rehabilitation 
services. 

Retain.  
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H-390.976 Delayed 
Payment of 
Medical 
Insurance 
Claims  

Our AMA (1) expresses its concern 
and displeasure about CMS’s 
practice of slowing payment of 
Medicare claims, which places an 
unwarranted financial burden upon 
the elderly and the practitioners and 
facilities which serve senior 
citizens; (2) supports model state 
legislation to establish incentives 
and/or penalties among private and 
public third party payers to rectify 
the problem of delayed insurance 
reimbursements; and (3) believes 
that reasonable interest should 
begin on uncontroverted claims not 
later than 30 days following receipt 
of a claim by the payer. 

Rescind. Superseded by Policies 
H-190.959 and H-190.981 and 
AMA Model State Legislation. 
 
Physician Reimbursement by 
Health Insurance and 
Managed Care Companies  
H-190.959 
1. Our AMA shall make it a top 
priority to seek regulatory and 
legislative relief to ensure that 
all health insurance and 
managed care companies pay for 
clean claims submitted 
electronically within fourteen 
days. 
2. When electronic claims are 
deemed to be lacking 
information to make the claim 
complete, the health insurance 
and managed care companies 
will be required to notify the 
health care provider within five 
business days to allow prompt 
resubmission of a clean claim. 
3. Our AMA shall advocate for 
heavy penalties to be imposed 
on health insurance and 
managed care companies, 
including their employees, that 
do not comply with laws and 
regulations establishing 
guidelines for claims payment. 
4. Our AMA will continue to 
encourage regulators to enforce 
existing prompt pay 
requirements. 
 
Required Timely 
Reimbursements by all Health 
Insurers H-190.981 
Our AMA will prepare and/or 
seek sponsorship of legislation 
calling for all health insurance 
entities and third-party payers--
inclusive of not-for-profit 
organizations and health 
maintenance organizations--to 
pay for “clean” claims when 
filed electronically within 14 
days and paper claims within 30 
days, with interest accruing 
thereafter. These time periods 
should be considered ceilings, 

https://policysearch.ama-assn.org/policyfinder/detail/h-190.959?uri=%2FAMADoc%2FHOD.xml-0-1182.xml
https://policysearch.ama-assn.org/policyfinder/detail/%22Required%20Timely%20Reimbursements%20by%20all%20Health%20Insurers%20H-190.981%22?uri=%2FAMADoc%2FHOD.xml-0-1204.xml
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not floors or fixed differentials 
between paper and electronic 
claims. 

H-390.985 CMS 
Consultation 
with Physicians  

The AMA encourages CMS to 
consult with clinically experienced 
practicing physicians on all 
determinations affecting medical 
practice and patient care. 

Retain. 

H-390.987 Medicare 
Assignments 
and Laboratory 
Reimbursements  

The AMA supports educational 
efforts to assist physicians in 
differentiating between procedural 
billing and professional billing, 
particularly as they relate to billing 
for the drawing of a specimen and 
billing for interpreting the 
laboratory test results. 

Retain. 

H-450.932 Public 
Reporting of 
Quality and 
Outcomes for 
Physician-Led 
Team-Based 
Care  

1. Our AMA will advocate that 
internal reporting of quality and 
outcomes of team-based care 
should be done at both the team 
and individual physician level. 
2. Our AMA will advocate that 
public reporting of quality and 
outcomes data for team-based care 
should be done at the 
group/system/facility level, and not 
at the level of the individual 
physician. 
3. Our AMA reaffirms the intent of 
the codified mandate in the 
Medicare Improvements for 
Patients and Providers Act of 2008 
(MIPPA 2008) that public reporting 
of quality and outcomes data for 
team-based care should be done at 
the group/system level, and not at 
the level of the individual 
physician. 
4. Our AMA will advocate that the 
current regulatory framework of 
public reporting for Meaningful 
Use also provide “group-level 
reporting” for medical 
groups/organized systems of care 
as an option in lieu of requiring 
MU reporting only on an individual 
physician basis. 

Retain. 

H-450.946 Ensuring 
Quality in 
Health System 
Reform  

Our AMA: (1) will discuss quality 
of care in each of its presentations 
on health system reform; (2) will 
advocate for effective quality 
management programs in health 
system reform that: (a) incorporate 
substantial input by actively 

Rescind. Superseded by Policies 
H-450.966, H-450.970,  
H-450.994, and H-450.944. 
 
 
 
 

https://policysearch.ama-assn.org/policyfinder/detail/quality?uri=%2FAMADoc%2FHOD.xml-0-4090.xml
https://policysearch.ama-assn.org/policyfinder/detail/quality?uri=%2FAMADoc%2FHOD.xml-0-4094.xml
https://policysearch.ama-assn.org/policyfinder/detail/quality?uri=%2FAMADoc%2FHOD.xml-0-4119.xml
https://policysearch.ama-assn.org/policyfinder/detail/quality?uri=%2FAMADoc%2FHOD.xml-0-4118.xml
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practicing physicians and physician 
organizations at the national, 
regional and local levels; (b) 
recognize and include key quality 
management initiatives that have 
been developed in the private 
sector, especially those established 
by the medical profession; and (c) 
are streamlined, less intrusive, and 
result in real reduced administrative 
burdens to physicians and patients; 
and (3) will take a leadership role 
in coordinating private and public 
sector efforts to evaluate and 
enhance quality of care by 
maintaining a working group of 
representatives of private and 
public sector entities that will: (a) 
provide for an exchange of 
information among public and 
private sector quality entities; (b) 
oversee the establishment of a 
clearinghouse of performance 
measurement systems and 
outcomes studies; (c) develop 
principles for the development, 
testing, and use of 
performance/outcomes measures; 
and (d) analyze and evaluate 
performance/outcomes measures 
for their conformance to agreed 
upon principles. 

Quality Management,  
H-450.966 
(1) continues to advocate for 
quality management provisions 
that are consistent with AMA 
policy; 
(2) seeks an active role in any 
public or private sector efforts to 
develop national medical quality 
and performance standards and 
measures; 
(3) continues to facilitate 
meetings of public and private 
sector organizations as a means 
of coordinating public and 
private sector efforts to develop 
and evaluate quality and 
performance standards and 
measures; 
(4) emphasizes the importance 
of all organizations developing, 
or planning to develop, quality 
and performance standards and 
measures to include actively 
practicing physicians and 
physician organizations in the 
development, implementation, 
and evaluation of such efforts; 
(5) urges national medical 
specialty societies and state 
medical associations to 
participate in relevant public and 
private sector efforts to develop, 
implement, and evaluate quality 
and performance standards and 
measures; and 
(6) advocates that the following 
principles be used to guide the 
development and evaluation of 
quality and performance 
standards and measures under 
federal and state health system 
reform efforts: (a) Standards and 
measures shall have 
demonstrated validity and 
reliability. (b) Standards and 
measures shall reflect current 
professional knowledge and 
available medical technologies. 
(c) Standards and measures shall 
be linked to health outcomes 
and/or access to care. (d) 
Standards and measures shall be 
representative of the range of 



 CMS Rep. 1-A-24 -- page 41 of 46 
 

POLICY # Title Text Recommendation 

health care services commonly 
provided by those being 
measured. (e) Standards and 
measures shall be representative 
of episodes of care, as well as 
team-based care. (f) Standards 
and measures shall account for 
the range of settings and 
practitioners involved in health 
care delivery. (g) Standards and 
measures shall recognize the 
informational needs of patients 
and physicians. (h) Standards 
and measures shall recognize 
variations in the local and 
regional health care needs of 
different patient populations. (i) 
Standards and measures shall 
recognize the importance and 
implications of patient choice 
and preference. (j) Standards 
and measures shall recognize 
and adjust for factors that are 
not within the direct control of 
those being measured. (k) Data 
collection needs related to 
standards and measures shall not 
result in undue administrative 
burden for those being 
measured. 
(BOT Rep. 35, A-94; 
Reaffirmed: CMS Rep. 10, I-95; 
Reaffirmed: CMS Rep. 7, A-05; 
Modified: CMS Rep. 6, A-13; 
Reaffirmed in lieu of Res. 714, 
A-14; Reaffirmed in lieu of Res. 
814, I-14; Reaffirmed in lieu of 
Res. 208, A-15; Reaffirmed in 
lieu of Res. 223, A-15; 
Reaffirmed in lieu of Res. 203,  
I-15; Reaffirmed in lieu of.  
Res. 216, I-15; Reaffirmed: 
BOT Rep. 20, A-16; 
Reaffirmed: CMS Rep. 02, I-17; 
Reaffirmation:  
A-22) 
 
Quality Management 
Principles, H-450.970 
Our AMA (1) continues to 
support the concept that 
physicians and healthcare 
organizations should strive 
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continuously to improve the 
quality of health care; 
(2) encourages the ongoing 
evaluation of continuous quality 
improvement models; 
(3) promotes implementation of 
effective quality improvement 
models; and 
(4) identifies the useful 
approaches for assisting 
physicians in implementing 
quality improvement procedures 
in their medical practices and 
office management. 
(BOT Rep. AA, A-92; 
Reaffirmed: CMS Rep. 9, I-00; 
Reaffirmed: CSAPH Rep. 1,  
A-10; Reaffirmed: CSAPH  
Rep. 01, A-20) 
 
Quality of Care – Essentials 
and Guidelines for Quality 
Assessment H-450.995 
(1) Including favorable outcome 
as one characteristic, the AMA 
believes that medical care of 
high quality should: (a) produce 
the optimal possible 
improvement in the patient's 
physiologic status, physical 
function, emotional and 
intellectual performance and 
comfort at the earliest time 
possible consistent with the best 
interests of the patient; 
(b) emphasize the promotion of 
health, the prevention of disease 
or disability, and the early 
detection and treatment of such 
conditions; 
(c) be provided in a timely 
manner, without either undue 
delay in initiation of care, 
inappropriate curtailment or 
discontinuity, or unnecessary 
prolongation of such care; 
(d) seek to achieve the informed 
cooperation and participation of 
the patient in the care process 
and in decisions concerning that 
process; 
(e) be based on accepted 
principles of medical science 
and the proficient use of 
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appropriate technological and 
professional resources; 
(f) be provided with sensitivity 
to the stress and anxiety that 
illness can generate, and with 
concern for the patient's overall 
welfare; 
(g) make efficient use of the 
technology and other health 
system resources needed to 
achieve the desired treatment 
goal; and 
(h) be sufficiently documented 
in the patient's medical record to 
enable continuity of care and 
peer evaluation. 
(2) The AMA believes that the 
following guidelines for quality 
assessment should be 
incorporated into any peer 
review system. (a) The criteria 
utilized to assess the degree to 
which medical care exhibits the 
essential elements of quality 
should be developed and 
concurred in by the 
professionals whose 
performance will be reviewed. 
(b) Such criteria can be derived 
from any one of the three basic 
variables of care: structure, 
process, or outcome. However, 
emphasis in the review process 
should be on statistically 
verifying linkages between 
specific elements of structure 
and process, and favorable 
outcomes, rather than on 
isolated examination of each 
variable. 
(c) To better isolate the effects 
of structure and process on 
outcome, outcome studies 
should be conducted on a 
prospective as well as a 
retrospective basis to the degree 
possible. 
(d) The evaluation of 
“intermediate” rather than 
“final” outcomes is an 
acceptable technique in quality 
assessment. 
(e) Blanket review of all 
medical care provided is neither 
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practical nor needed to assure 
high quality of care. Review can 
be conducted on a targeted 
basis, a sampling basis, or a 
combination of both, depending 
on the goals of the review 
process. However, judgment as 
to performance of specific 
practitioners should be based on 
assessment of overall practice 
patterns, rather than solely on 
examination of single or isolated 
cases. By contrast, when general 
assessment of the quality of care 
provided by a given health care 
system or across systems is 
desired, random sampling of all 
care episodes may be the more 
appropriate approach. 
(f) Both explicit and implicit 
criteria are useful in assessing 
the quality of care. 
(g) Prior consultation as 
appropriate, concurrent and 
retrospective peer review are all 
valid aspects of quality 
assessment. 
(h) Any quality assessment 
program should be linked with a 
quality assurance system 
whereby assessment results are 
used to improve performance. 
(i) The quality assessment 
process itself should be subject 
to continued evaluation and 
modification as needed. 
(CMS Rep. A, A-86; 
Reaffirmed: CMS Rep. E, A-91; 
Reaffirmed: Sunset Report, I-01; 
Reaffirmed: CMS Rep. 7, A-11; 
Reaffirmed: BOT Action in 
response to referred for 
decision: Res. 718, A-17) 
 
Quality Assurance in Health 
Care H-450.994 
(1) Accountability through 
voluntary, professionally 
directed quality assurance 
mechanisms should be part of 
every system of health care 
delivery. The cost of quality 
assurance programs and 
activities should be considered a 
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legitimate element in the cost of 
care. (Reaffirmed: Res. 711,  
A-94) 
(2) To fulfill their fundamental 
responsibility to maximize the 
quality of services, health care 
institutions should establish, 
through their governing bodies, 
a formal structure and process to 
evaluate and enhance the quality 
of their health care services. 
This should be accomplished by 
participation of the professional 
staff, management, patients and 
the general public. When 
appropriate, health care 
institutions should be urged by 
licensing and accrediting bodies 
to establish a formal committee 
to coordinate all quality 
assurance activities that occur 
among the various health care 
professions within the facility. 
(3) Voluntary accreditation 
programs with standards that 
exceed those of state licensure 
and that focus on quality-of-care 
issues should be offered to all 
health care facilities. Various 
agencies that accredit health 
care facilities should develop a 
formal interagency structure to 
coordinate their activities and to 
resolve any inter-organizational 
problems that may arise. 
(4) Public and private payment 
programs should limit their 
coverage for services provided 
in health care facilities to those 
that meet professionally 
acceptable standards of 
acceptable quality, should 
structure their reimbursement to 
support the improvement of 
quality, and should provide 
information on quality for the 
benefit of their subscribers. 
(5) Educational programs on 
quality assurance issues for 
health care professionals should 
be expanded through the 
inclusion of such material in 
health professions education 
programs, in preceptorships, in 
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clinical graduate training and in 
continuing education programs. 
(6) Educational programs should 
be developed to inform the 
public about the various aspects 
of quality assurance. Health care 
facilities and national and local 
health care organizations should 
make information available to 
the public about the factors that 
determine the quality of care 
provided by health care 
facilities, and about the extent to 
which individual health care 
facilities meet professionally 
acceptable standards of quality. 
(7) Research should be 
undertaken to assess the effects 
of peer review programs and 
payment mechanisms on the 
overall quality of health care. 
(BOT Rep. NN, A-87; 
Modified: Sunset Report, I-97; 
Reaffirmed: CMS Rep. 9, A-07; 
Reaffirmed: BOT Rep. 20, A-
16; Reaffirmed: BOT Action in 
response to referred for 
decision: Res. 718, A-17) 

H-450.965 Medical Staff 
Leadership in 
Continuous 
Quality 
Improvement  

The AMA will work with the AHA 
to assure that hospitals, in their 
continuous quality 
improvement/total quality 
management (CQI/TQM) 
programs, include practicing 
physicians in the development and 
implementation of such programs, 
especially the development of 
criteria sets and clinical indicators; 
provide feedback on CQI/TQM 
findings to physicians on a 
confidential basis; and inform all 
members of the medical staff on the 
CQI/TQM programs developed. 

Retain. 

H-450.997 Quality 
Assurance and 
Peer Review for 
Hospital 
Sponsored 
Programs  

The AMA urges hospital medical 
staffs to make certain that all 
hospital sponsored, initiated, or 
affiliated medical services have 
appropriate peer review and quality 
assurance programs. 

Retain. 

 



 

 

 
REPORT 5 OF THE COUNCIL ON MEDICAL SERVICE (A-24) 
Patient Medical Debt 
(Resolution 710-A-23 and Resolution 712-A-23) 
(Reference Committee G) 
 

EXECUTIVE SUMMARY 
 
At the 2023 Annual Meeting, the House of Delegates referred Resolutions 710 and 712. Resolution  
710-A-23 asked the American Medical Association (AMA) to work with the appropriate national 
organizations to address the medical debt crisis by advocating for robust policies at the federal and state 
levels that prevent medical debt, help consumers avoid court involvement, and ensure that court involved 
cases do not result in devastating consequences to patient’s employment, physical health, mental 
wellbeing, housing, and economic stability. Resolution 712-A-23 asked the AMA to study the causes of 
medical bankruptcy in the United States and draft a report for presentation at the 2024 Annual House of 
Delegates meeting, with such a report to include recommendations to the House of Delegates to severely 
reduce the problem of medical debt.  
 
An estimated 100 million people in the United States (41 percent of adults) have debt related to unpaid 
medical bills, totaling between $195-220 billion. A 2021 Census Bureau analysis estimated that 15 
percent of households in the United States owed medical debt. Medical debt is the leading cause of 
bankruptcy in the United States and can take many forms, including past due payments owed directly to a 
physician or hospital, ongoing payment plans, money owed to a bank or collections that has been 
assigned or sold the debt, credit card debt, and/or money borrowed from family or friends. Medical debt 
occurs widely across all demographic groups. Insurance coverage does not protect patients from incurring 
medical debt and debt is accrued both for patients with chronic medical conditions and as a result of 
unexpected acute events. Across the United States, approximately 50 million people are on a financing 
plan to pay off a medical or dental bill and about 25 percent of these individuals are paying interest. A 
portion of the interest collected may be kept by financing companies who often contract with physicians 
and hospitals to collect outstanding debt. 
 
Medical financing products, such as medical credit cards and installment plans, can be offered to patients 
through hospitals or physicians’ offices, but they are often serviced through third-party financial services 
companies. Historically, uninsured and low-income patients have been provided installment plans with 
zero or low interest rates directly from hospitals or physicians’ offices where they received their care. 
Notably, as more physicians become employed, there is less control and awareness of the debt collection 
practices of their employers. In recent years, some hospitals and physicians’ offices have partnered with 
financial service or private equity companies to offer more structured loan arrangements, which tend to 
charge market-level or higher interest rates. 
 
In July 2023, the Biden Administration, the Consumer Financial Protection Bureau, the Department of 
Health and Human Services, and the Treasury Department issued a Request for Information on medical 
credit cards and other high-cost specialty financial products to understand their prevalence, patients’ 
experience with them, and incentives driving physicians and other non-physician providers to offer these 
products. 
 
The Council offers a series of recommendations to reduce patient medical debt.  
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At the 2023 Annual Meeting, the House of Delegates referred Resolutions 710 and 712. Resolution 1 
710-A-23, introduced by the Michigan delegation, asked the American Medical Association (AMA) to2 
work with the appropriate national organizations to address the medical debt crisis by advocating for 3 
robust policies at the federal and state levels that prevent medical debt, help consumers avoid court 4 
involvement, and ensure that court involved cases do not result in devastating consequences to patient’s 5 
employment, physical health, mental wellbeing, housing, and economic stability. Resolution 712-A-23, 6 
introduced by the New Jersey delegation, asked the AMA to study the causes of medical bankruptcy in 7 
the United States and draft a report for presentation at the 2024 Annual House of Delegates meeting, with 8 
such a report to include recommendations to the House of Delegates to severely reduce the problem of 9 
medical debt. 10 

11 
BACKGROUND 12 

13 
An estimated 100 million people in the United States (41 percent of adults) have debt related to unpaid 14 
medical bills, totaling between $195-220 billion.1 Of this 100 million, approximately 20 million people 15 
owe money directly to their physician, hospital, or other non-physician provider.2 The remaining 80 16 
million people reflect those that have other debts associated with their health care (i.e., credit card debt, 17 
loans from family and friends, etc.) The Consumer Financial Protection Bureau (CFPB) estimates that 18 
$88 billion of total medical debt is reflected on Americans’ credit reports.3 A 2021 Census Bureau 19 
analysis estimated that 15 percent of households in the United States owed medical debt.4 Medical debt is 20 
the leading cause of bankruptcy in the United States and can take many forms, including past due 21 
payments owed directly to a physician or hospital, ongoing payment plans, money owed to a bank or 22 
collections that has been assigned or sold the debt, credit card debt, and/or money borrowed from family 23 
or friends.5 Medical debt can often be masked as other forms of debt when someone falls behind on other 24 
expenses (i.e., food, housing, household goods) to pay down their medical bills.6 Those with unaffordable 25 
medical bills are more likely to skip or delay needed care, cut back on basic household expenses, take 26 
money out of retirement or college savings, or increase credit card debt.7 27 

28 
Medical debt occurs across demographic groups, but is more likely if a patient has disabilities, is in worse 29 
health, is poor or near poor, is Black, lives in the South, lives in a non-Medicaid expansion state, or is 30 
middle aged. Women are more likely to report having medical debt than men (11 percent vs. 8 percent), 31 
which is likely due to childbirth-related expenses and lower average incomes.8 32 

33 
COVID-19 exacerbated several hardships associated with increased medical debt, including downstream 34 
effects of contracting COVID-19, losing employer-sponsored health insurance, or losing income. The 35 
Commonwealth Fund completed a study that found that half of all people ages 19-64 affected by 36 
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COVID-19 had medical debts or issues tangentially related to medical debt during the study period. 1 
COVID-19 hospitalizations and treatment also contributed to individuals’ debt.9 2 

3 
Besides negative financial impacts, other consequences patients face include being contacted by 4 
collectors or negative credit score impacts, which makes it difficult to buy a vehicle, get a job, or buy or 5 
rent a home. Additionally, there are consequences associated with care: one in seven adults with health 6 
care debt say they have been denied care due to unpaid medical bills.10 7 

8 
Causes of Medical Debt in the United States 9 

10 
According to a KFF study, 72 percent of patients with medical debt claim the bills were from an 11 
unexpected acute event while 27 percent of those with debt claim that the expenses built up over time 12 
from treatments for chronic conditions.11 Conversely, the Commonwealth Fund reports that the source of 13 
debt for many people is chronic conditions and that about half of adults with debt said it was the result 14 
from treatment received for ongoing health problems.12 The discrepancy in these findings indicates that 15 
medical debt clearly impacts both patients who experience a one-time acute care event and those with 16 
chronic medical conditions. 17 

18 
Approximately 23 million people owe “significant” medical debt, which is considered to be anything 19 
$250 or greater, according to both KFF and the Survey of Income and Program Participation.13 In 2020, 20 
the average amount of medical debt was $429.14 Among single-person, privately insured households in 21 
2019, 32 percent did not have liquid assets over $2,000 and among multi-person households, 20 percent 22 
did not have liquid assets over $2,000. Sixteen percent of privately insured adults say they would need to 23 
take on credit card debt to meet an unexpected $400 expense, while seven percent would need to borrow 24 
money from friends or family.15 25 

26 
Adults who are uninsured for six months or more out of the year are more likely to report having 27 
significant medical debt. However, medical debt burden does not solely impact those without health 28 
insurance. Over 90 percent of Americans have some form of health insurance. Even those with private 29 
health insurance may have insufficient liquid assets to meet high deductibles or other cost-sharing 30 
expenses.16 Many working age adults surveyed by the Commonwealth Fund said it was very or somewhat 31 
difficult to afford their health care, including 43 percent of those with employer-sponsored coverage, 57 32 
percent with Affordable Care Act (ACA) Marketplace or individual plans, 45 percent with Medicaid, and 33 
51 percent with Medicare.17 34 

35 
Insurance coverage does not shield individuals from taking on debt. A substantial portion of people with 36 
insurance still have medical debt including 30 percent of people with employer-sponsored coverage, 37 37 
percent enrolled in an ACA Marketplace or individual plan, 21 percent covered by Medicaid, and 33 38 
percent covered by Medicare.18 Among those in employer plans, those with low incomes especially 39 
struggled. Fifty-six percent of those with debt enrolled in employer-sponsored plans had incomes under 40 
200 percent of the federal poverty line (FPL) and reported difficulty in paying for their health care.19 41 
Additionally, those in employer-sponsored plans with incomes below 400 percent FPL reported much 42 
higher rates of delaying or forgoing needed care due to the cost. More than half of these individuals 43 
reported that their health problem had gotten worse as a result of skipping care. 44 

45 
One concern with Medicaid specifically is estate recovery for those using Medicaid long-term care. 46 
Medicaid beneficiaries over the age of 55 that have used long-term services, such as a nursing home or 47 
home care, are subject to estate recovery after their death. State agencies will come after any assets, 48 
including the individual’s home, in order to recoup the money spent on long-term care for the patient. In 49 
2019, states collected $733 million in estate recovery, which is about 0.5 percent of Medicaid’s total long-50 
term care expenditures. Patient’s families who do not have the assets to pay the expenses owed back to 51 
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Medicaid are often forced to sell the patient’s home to cover the costs. These homes are often the last 1 
assets a family has and can further exacerbate existing poverty.20 2 

3 
Medical debt is a uniquely American problem as nearly half of all working-age Americans struggle with 4 
health care costs.21 The Commonwealth Fund compared the performance of the United States’ health 5 
system to those of other high-income countries and ranked it last among 11 nations in several categories 6 
including access, efficiency, equity, and health outcomes.22 Health expenditures per person in the United 7 
States totaled $12,555 in 2022, which was over $4,000 more than any other high-income nation. The 8 
average amount spent on health per person in comparable countries is about half of what the United States 9 
spends per person ($6,651).23 Americans also tend to be unhealthier than those in other countries. 10 
However, the comparison is limited due to the variance in health systems in each of the countries that 11 
were compared. America’s global counterparts either have government health plans (i.e., Britain and 12 
Canada) or rely on subsidized private insurers (i.e., Germany and the Netherlands).24 In addition, it would 13 
be unfair to compare the health care costs between America and its global counterparts due to the 14 
different tax burdens in each of these countries and how that impacts the total paid for health care. While 15 
the discrepancies between how these various systems work and serve patients may be of interest, this 16 
report specifically focuses on addressing American medical debt within the current health care system.   17 

18 
Impact on Physicians 19 

20 
An article in the AMA Journal of Ethics states that physicians have a responsibility to reduce debt, 21 
especially given the impact of patients forgoing care if they are unable to pay. At a minimum, physicians 22 
should be aware of their institution’s charity care policy or reduced bill payment options.25 However, 23 
physicians cannot continue providing care to patients if they are not paid, especially those working in 24 
small private practices. Asking patients to pay outstanding and overdue bills is increasingly difficult if 25 
there are reduced financial consequences to patients who fail to pay. According to Medscape’s 2022 26 
Physician Compensation Report, physicians react in the following ways when patients do not pay their 27 
outstanding bills: 43 percent continue to treat the patients and develop a payment plan; 13 percent send 28 
outstanding bills to third-party collection agencies; 12 percent continue to provide care and write off the 29 
balance; 25 percent choose other actions; and eight percent drop patients if they continue not to pay.26 30 

31 
Physicians are encouraged to have an established payment policy, presented in writing to all patients. 32 
These agreements should be clear and easy for all patients to understand. When possible, physicians 33 
should try to collect payment at the time of service and provide transparent pricing to patients. This could 34 
include explaining that costs for prescribed services (e.g., tests, imaging, medications) are often dictated 35 
by the patient’s insurance plan and out of the control of the prescribing physician. In the event that unpaid 36 
accounts need to be turned over to a third-party collection agency, physicians should be mindful to select 37 
agencies that charge reasonable fees, noting that some charge a fee that is 30 to 40 percent of the total 38 
amount of debt they collect. 39 

40 
Physician responsibilities regarding patient medical debt and the cost of care are further codified in the 41 
following AMA Code of Ethics opinions: 11.1.1, 11.1.4, 11.2.1, 11.2.2, 11.2.4, and 11.3.3. 42 

43 
Patient Financing Programs 44 

45 
Medical financing products, such as medical credit cards and installment plans, can be offered to patients 46 
through hospitals or physicians’ offices, but they are often serviced through third-party financial services 47 
companies. Historically, uninsured and low-income patients have been provided installment plans with 48 
zero or low interest rates directly from hospitals or physicians’ offices where they received their care. 49 
Notably, as more physicians become employed, there is less control and awareness of the debt collection 50 
practices of their employers. In recent years, some hospitals and physicians’ offices have partnered with 51 

https://code-medical-ethics.ama-assn.org/ethics-opinions/defining-basic-health-care
https://code-medical-ethics.ama-assn.org/ethics-opinions/financial-barriers-health-care-access
https://code-medical-ethics.ama-assn.org/ethics-opinions/professionalism-health-care-systems
https://code-medical-ethics.ama-assn.org/ethics-opinions/conflicts-interest-patient-care
https://code-medical-ethics.ama-assn.org/ethics-opinions/transparency-health-care
https://code-medical-ethics.ama-assn.org/ethics-opinions/interest-finance-charges
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financial service or private equity companies to offer more structured loan arrangements, which tend to 1 
charge market-level or higher interest rates. Some even target patients with low credit scores, while others 2 
target specific services, such as fertility treatments. 3 

4 
Patient financing is a multi-billion-dollar business that includes private equity and banks buying patient 5 
debt from hospitals, physicians, and non-physician providers. Hospitals, physicians, and other non-6 
physician providers, who have traditionally put patients in interest free payment plans, have embraced the 7 
patient financing model and have entered into contracts with these lenders. Many of these financing plans 8 
offer a promotional period where no interest is charged, but if a patient does not pay off the full amount 9 
owed during this time, interest is then charged. These loans can deepen inequities. For example, lower 10 
income patients without the means to make large monthly payments can face higher interest rates while 11 
wealthier patients who are able to take on larger monthly payments can secure lower interest rates. 12 
Additionally, patients with higher incomes can usually pay off the debt during the promotional period and 13 
avoid accruing any interest.27 14 

15 
Across the United States, approximately 50 million people are on a financing plan to pay off a medical or 16 
dental bill and about 25 percent of these individuals are paying interest. A portion of the interest collected 17 
may be kept by financing companies who contract with hospitals to collect outstanding debt. Many 18 
hospitals are reluctant to share specific details on their agreements with these companies but have cited 19 
the need to offset the cost of offering financing options to patients as a reason why they enter into these 20 
partnerships.28 21 

22 
If patients are unable to keep up with payments to the financing companies, their debt may be sent into 23 
collections or returned to the hospital or physician’s office where further action may be taken. For 24 
example, one of these financing companies, AccessOne, returns patient accounts to the hospital if 25 
payments are missed. The hospital can then sue the patient, report them to credit bureaus, or take other 26 
collection action. Such actions could also include referring unpaid bills to the state revenue department, 27 
which can garnish tax refunds.29 Medical credit cards may also be offered to patients. These accounts tend 28 
to charge patients interest rates higher than regular credit cards if patients are unable to pay their balances 29 
during the promotional period. In addition, when a patient uses a medical credit card, a physician’s office 30 
may charge a fee at the time payment is disbursed. One such company, Alphaeon Credit, markets directly 31 
to ophthalmology, plastic surgery, dermatology, and dental practices. As an example, in the fine print of 32 
their offer to ophthalmology patients, Alphaeon Credit notes that “minimum payments are not guaranteed 33 
to pay the promotional plan balance within the promotional period…you may have to pay more than the 34 
minimum payment to avoid accrued interest charges.” The annual percentage rate (APR) that a patient is 35 
charged if they do not pay off their balance within the promotional period is 31.99 percent, well above the 36 
average for a typical credit card.30 37 

38 
Hospital Charity Care 39 

40 
Charity care is offered at most hospitals in the United States. Nonprofit hospitals must provide financial 41 
aid as a condition of their tax-exempt status, which is something that saves the hospitals billions of dollars 42 
each year. However, standards for aid vary widely across hospitals. Aid at some hospitals is limited to 43 
patients below the FPL, while at other hospitals, patients with incomes that are five to six times the FPL 44 
can receive assistance. Applying for aid can be complicated for patients, requiring lots of personal 45 
financial information and documentation. A Kaiser Health News analysis of tax filings found that nearly 46 
one half of nonprofit medical systems were billing patients with incomes low enough to qualify for 47 
charity care.31 48 
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Problems associated with charity care are important and closely related to the broader issue of patient 1 
medical debt. Notably, the Council will be preparing a report for the 2024 Interim Meeting specifically on 2 
charity care and any associated recommendations will be included in the forthcoming report. 3 

4 
Recent Federal and State Efforts 5 

6 
In July 2023, the Biden Administration, CFPB, the Department of Health and Human Services (HHS), 7 
and the Treasury Department issued a Request for Information (RFI) on medical credit cards and other 8 
high-cost specialty financing products to understand their prevalence, patients’ experience with them, and 9 
incentives driving physicians and other non-physician providers to offer these products. In the RFI, the 10 
agencies cite that hospitals and financial service companies might not be making reasonable efforts to 11 
determine when a patient is eligible for financial assistance before offering a medical financing product.32 12 

13 
Additionally, the RFI indicates that a typical APR for a medical credit card is 27 percent, while a typical 14 
consumer credit card has an average APR of about 16 percent. With medical credit cards, if a patient is 15 
unable to pay the balance within the no- or low-interest promotional period, the patient will then owe 16 
interest on the entire amount, not just the remaining balance. As a result, patients incurred a total of about 17 
$1 billion in deferred interest on health care purchases between 2018-2020.33 18 

19 
Although national credit reporting agencies agreed not to report medical debts that are less than a year old 20 
or under $500 on Americans’ credit reports, using a medical financing product can impact patient credit 21 
scores more directly through “hard” credit checks, increased credit line utilization, decreased account age, 22 
or eventual account closure.34 A benefit for hospitals, physicians, and non-physician providers utilizing 23 
medical financing products is being paid within days of providing a service and not having to handle 24 
disputes, billing, or other administrative work. 25 

26 
In addition to the RFI, in September 2023, CFPB released a notice that it is developing a rule to bar credit 27 
reporting companies from including medical debt in consumer credit reports. CFPB is seeking to prohibit 28 
lenders from using medical collections information when evaluating a borrower’s application. The agency 29 
plans to issue a Notice of Proposed Rulemaking in 2024,35 which was not available at the time that this 30 
report was written. As of November 2023, CFPB released a notice stating that it is taking steps to ensure 31 
medical debt collectors follow the law, including the Fair Debt Collection Practices Act and the Fair 32 
Credit Reporting Act. Specifically, these steps include supervision and enforcement efforts, reminding 33 
entities about their obligations, support for state-level action, and education and outreach. Although the 34 
Fair Debt Collection Practices Act limits how aggressive debt collectors can be by restricting the ways 35 
and times they can contact debtors, it does not limit or prohibit the use of legal remedies like wage 36 
garnishment or foreclosure. 36 Further, the Fair Debt Collection Practices Act currently only applies to 37 
debt collectors and does not include hospitals or other health care entities. 38 

39 
In addition to recent federal efforts, several states have created policies to protect patients from the 40 
consequences of having medical debt. A detailed overview, including maps of which states fall into each 41 
category can be found here.37 42 

43 
A summary of recent state actions include: 44 

• Charging interest on medical debt45 
o Eight states have laws prohibiting or limiting interest on all medical debt.46 
o Some states have set a ceiling for interest on all medical debt. Others prohibit charging47 

interest to patients who are at or below 250 percent FPL and are ineligible for public48 
insurance programs.49 

https://www.equifax.com/personal/education/credit/report/articles/-/learn/understanding-hard-inquiries-on-your-credit-report/
https://www.commonwealthfund.org/publications/fund-reports/2023/sep/state-protections-medical-debt-policies-across-us
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• Regulations on sending medical bills to collections 1 
o Thirty-seven states do not regulate when a hospital can send a bill to collections.2 

However, unlike hospitals, debt collectors do not have a relationship with patients and3 
can be more aggressive when collecting on the debt.4 

o Connecticut prohibits hospitals from sending bills of certain low-income patients to5 
collections and Illinois requires hospitals to offer a reasonable payment plan first.6 

o Maryland and Colorado require hospitals to report debt collection actions with7 
demographic data and New Mexico and Colorado extended the requirements that are8 
applicable to nonprofit hospitals to urgent care clinics, freestanding Emergency9 
Departments, and outpatient clinics.3810 

• Sale of medical debt11 
o Maryland, New Mexico, and Vermont prohibit the sale of medical debt while California12 

and Colorado regulate debt buyers instead. California prohibits debt buyers from13 
charging interest and Colorado prohibits them from foreclosing on a patient’s home.14 

o California also recently restricted when hospitals could sell patient debt or report patients15 
to credit bureaus.39 Debt collection is prohibited for 180 days, regardless of financial16 
status.4017 

• Liens and foreclosures18 
o Thirty-three states do not limit hospitals, collection agencies, or debt buyers from placing19 

a lien or foreclosing on a patient’s home to recover unpaid medical bills. However,20 
almost all states provide a homestead exemption, which protects some equity in a21 
patient’s home from being seized during bankruptcy.22 

o Eleven states prohibit or set limits on liens and foreclosures for medical debt.23 
o New York and Maryland fully prohibit both liens and foreclosures because of medical24 

debt, while California and New Mexico only prohibit them for certain low-income25 
populations.26 

• Wage garnishment27 
o Under federal law, the amount of wages garnished each week may not exceed the lesser28 

of 25 percent of the employee’s disposable earnings or the amount by which an29 
employee’s disposable earnings are greater than 30 times the federal minimum wage.30 

o Twenty-one states exceed the federal ceiling for wage garnishment.31 
o New York fully prohibits wage garnishment to recover medical debt for all patients, yet32 

California only extends protections for certain low-income populations.33 
o New Hampshire does not prohibit wage garnishment, but it does require the creditor to34 

keep going back to court every pay period to garnish wages, which significantly limits35 
creditors’ ability to garnish wages in practice.36 

37 
AMA POLICY AND ADVOCACY 38 

39 
AMA policy is limited on the issue of patient medical debt directly. Tangentially related policies address 40 
uncompensated care, controlling costs of care, price transparency, patient cost-sharing generally, and 41 
expanding coverage and improving affordability of coverage. 42 

43 
Policy D-155.987 states that our AMA: 1) encourages physicians to communicate information about the 44 
cost of their professional services to individual patients, taking into consideration the insurance status of 45 
the patient or other relevant information where possible; 2) advocates that health plans provide plan 46 
enrollees or their designees with complete information regarding plan benefits and real time cost-sharing 47 
information associated with both in-network and out-of-network provider services or other plan designs 48 
that may affect patient out-of-pocket costs; 3) will actively engage with health plans, public and private 49 
entities, and other stakeholder groups in their efforts to facilitate price and quality transparency for 50 
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patients and physicians, and help ensure that entities promoting price transparency tools have processes in 1 
place to ensure the accuracy and relevance of the information they provide; 4) will work with states and 2 
the federal government to support and strengthen the development of all-payer claims databases; 5) 3 
encourages electronic health record vendors to include features that assist in facilitating price 4 
transparency for physicians and patients; 6) encourages efforts to educate patients in health economics 5 
literacy, including the development of resources that help patients understand the complexities of health 6 
care pricing and encourage them to seek information regarding the cost of health care services they 7 
receive or anticipate receiving; and 7) will request that the Centers for Medicare & Medicaid Services 8 
expand its Medicare Physician Fee Schedule Look-up Tool to include hospital outpatient payments. 9 

10 
Policy H-165.846 states that our AMA supports the following principles to guide in the evaluation of the 11 
adequacy of health insurance coverage options: a) any insurance pool or similar structure designed to 12 
enable access to age-appropriate health insurance coverage must include a wide variety of coverage 13 
options from which to choose; b) existing federal guidelines regarding types of health insurance coverage 14 
(e.g., Title 26 of the US Tax Code and Federal Employees Health Benefits Program regulations) should 15 
be used as a reference when considering if a given plan would provide meaningful coverage; c) provisions 16 
must be made to assist individuals with low-incomes or unusually high medical costs in obtaining health 17 
insurance coverage and meeting cost-sharing obligations; and d) mechanisms must be in place to educate 18 
patients and assist them in making informed choices, including ensuring transparency among all health 19 
plans regarding covered services, cost-sharing obligations, out-of-pocket limits, and lifetime benefit caps, 20 
and excluded services. Policy H-165.846 also advocates that the Early and Periodic Screening, 21 
Diagnostic, and Treatment program be used as the model for any essential health benefits package for 22 
children and that the AMA: a) opposes the removal of categories from the essential health benefits (EHB) 23 
package and their associated protections against annual and lifetime limits, and out-of- pocket expenses; 24 
and b) opposes waivers of EHB requirements that lead to the elimination of EHB categories and their 25 
associated protections against annual and lifetime limits. 26 

27 
Policy D-180.979, which comes from CMS Report 9-A-19, states that the AMA will: 1) support the 28 
development of sophisticated information technology systems to help enable physicians and patients to 29 
better understand financial obligations; 2) encourage states and other stakeholders to monitor the growth 30 
of high deductible health plans and other forms for cost-sharing in health plans to assess the impact of 31 
such plans on access to care, health outcomes, medical debt, and provider practice sustainability; 32 
3) advocate for the inclusion of health insurance contract provisions that permit network physicians to33 
collect patient cost-sharing financial obligations (e.g., deductibles, co-payments, and co-insurance) at the 34 
time of service; and 4) monitor programs wherein health plans and insurers bear the responsibility of 35 
collecting patient co-payments and deductibles. 36 

37 
Policy H-373.996 states that our AMA supports the principles contained in the Medical Debt Relief Act 38 
as drafted and passed by the US House of Representatives to provide relief to the American consumer 39 
from a complicated collections process and supports medical debt resolution being portrayed in a positive 40 
and productive manner. 41 

42 
Policy H-160.923 states that our AMA: 1) supports the transitional redistribution of disproportionate 43 
share hospital payments for use in subsidizing private health insurance coverage for the uninsured; 2) 44 
supports the use of innovative federal- or state-based projects that are not budget neutral for the purpose 45 
of supporting physicians that treat large numbers of uninsured patients, as well as the Emergency Medical 46 
Treatment and Active Labor Act-directed care; and 2) encourages public and private sector researchers to 47 
utilize data collection methodologies that accurately reflect the amount of uncompensated care (including 48 
both bad debt and charity care) provided by physicians. 49 
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Policy H-165.838 states that the AMA is committed to working with Congress, the Administration, and 1 
other stakeholders to achieve enactment of health system reforms that include the following seven critical 2 
components: health insurance coverage for all Americans; insurance market reforms that expand choice 3 
of affordable coverage and eliminate denials for pre-existing conditions or due to arbitrary caps; 4 
assurance that health care decisions will remain in the hands of patients and their physicians, not 5 
insurance companies or government officials; investments and incentives for quality improvement and 6 
prevention and wellness initiatives; repeal of the Medicare physician payment formula that triggers steep 7 
cuts and threaten seniors’ access to care; implementation of medical liability reforms to reduce the cost of 8 
defensive medicine; and streamline and standardize insurance claims processing requirements to 9 
eliminate unnecessary costs and administrative burdens. 10 

11 
DISCUSSION 12 

13 
Medical debt is a huge burden on many Americans across all demographic groups. Patients face negative 14 
outcomes associated with debt, including worse health outcomes, stress from being contacted by debt 15 
collectors and negative credit score impacts, and the downstream effects of difficulty getting a job or 16 
buying or renting a home. 17 

18 
Medical debt is accrued by patients with long-term, chronic conditions, as well as those with acute 19 
conditions or those suffering from an accident. Insurance coverage does not automatically protect patients 20 
from debt. Even with insurance coverage many patients struggle with high cost-sharing and deductibles 21 
offered by their insurance plans. Improved patient education on the cost of care and plan details could 22 
help patients better prepare for unexpected medical costs. Both insured and uninsured patients have 23 
reported delaying or forgoing needed care due to costs, further exacerbating health concerns. 24 

25 
The growth of high-deductible health insurance plans, which are increasingly offered to patients, have 26 
been shown to require deductibles too high for many Americans. In 2021, the average annual deductible 27 
for a single worker with employer-based coverage was over $1,400, which is almost four times greater 28 
than it was in 2006. Family deductibles can exceed $10,000.41 Out-of-pocket maximums also prove to be 29 
too high for many Americans. For example, although the ACA caps out-of-pocket spending for those on 30 
Marketplace plans, in 2024, the out-of-pocket maximum for those on a Marketplace plan is $9,450 for an 31 
individual and $18,900 for a family.42,43 32 

33 
Many patients are unaware of reduced cost options offered by their hospital or physician’s office. These 34 
plans should be easy for patients to access and should be discussed with patients at the time of payment. 35 
This includes sharing details about interest rates, timelines for payment, and anything else that may 36 
impact the patient financially. While physicians should be aware of the charity care policy in their office 37 
or institution, it must be understood that physicians cannot continue providing care to patients if they are 38 
not paid. This is made more difficult if penalties are reduced for patients who are unable or unwilling to 39 
pay their bills. The Council believes that physicians have the opportunity to educate patients on the 40 
charity care policy offered by their institution but should be mindful when partnering with third-party 41 
collection agencies, especially those who place wage garnishments and property liens on low-wage 42 
patients. If possible, physicians should try to handle debts with patients directly, by requiring payment 43 
prior to providing services (for non-emergent care), offering flexible payment plans, or forgiveness of 44 
debt altogether. Additionally, if a patient’s medical bill is part of an ongoing dispute, hospitals and 45 
physicians should try to refrain from sending this bill to collections or to a third-party collection agency 46 
until the dispute is resolved. 47 

48 
The Council believes that recent efforts by the Biden Administration, CFPB, HHS, and Treasury 49 
Department to explore the causes of and solutions to medical debt provide the AMA with an opportunity 50 
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to support amendments to laws, such as the Fair Debt Collection Practices Act, to strengthen standards 1 
and provide additional clarity to patients about medical billing. 2 

3 
Several states, counties, and cities have taken a creative approach to managing medical debt for their 4 
residents. For example, New York City and Cook County (Chicago) in Illinois have recently partnered 5 
with RIP Medical Debt, a nonprofit organization that purchases and forgives medical debt from low-wage 6 
individuals. At the time that this report was written, Cook County and RIP Medical Debt have used $12 7 
million of federal funds granted by the American Rescue Plan to forgive up to $1 billion in medical debt 8 
for residents.44 New York City is also partnering with RIP Medical Debt and investing $18 million to 9 
purchase and forgive $2 billion in medical debt for approximately half a million New York residents.45 To 10 
qualify for relief in both Cook County and New York, a resident must have an annual household income 11 
below 400 percent FPL or have medical debt equal to five percent or more of their annual household 12 
income. Other states and cities are exploring similar grants and partnerships. The AMA has an 13 
opportunity to be further educated on these and other initiatives to reduce medical debt for patients and 14 
explore ways to support the missions of these organizations. 15 

16 
Medical debt impacts many patients in the United States, causing negative health outcomes from delayed 17 
or denied care to stress from financial pressures from unpaid bills. When possible, the Council believes 18 
that physicians should support patient education on the cost of care, including potential downsides for 19 
alternative options for paying down debt, such as high interest rates or penalties for missing payments 20 
with third-party collection agencies. Understanding both the serious issue of medical debt for patients and 21 
that physicians need to be paid to continue providing care, physicians should be thoughtful when 22 
navigating this issue by encouraging patients to be informed about their insurance coverage and to take 23 
advantage of charity care when they qualify to reduce the burden of the cost of their care. 24 

25 
RECOMMENDATIONS 26 

27 
The Council on Medical Service recommends that the following recommendations be adopted in lieu of 28 
Resolution 710-A-23 and Resolution 712-A-23, and the remainder of the report be filed: 29 

30 
1) That our American Medical Association (AMA) encourage health care organizations to manage31 

medical debt with patients directly, considering several options including but not limited to32 
discounts, payment plans with flexibility and extensions as needed, or forgiveness of debt33 
altogether, before resorting to third-party debt collectors or any punitive actions. (New HOD34 
Policy)35 

36 
2) That our AMA supports innovative efforts to address medical debt for patients, including public37 

and private efforts to eliminate medical debt. (New HOD Policy)38 
39 

3) That our AMA support amending the Fair Debt Collection Practices Act to include hospitals and40 
strengthen standards within the Act to provide clarity to patients about whether their insurance41 
has been or will be billed, which would require itemized debt statements to be provided to42 
patients, thereby increasing transparency, and prohibiting misleading representation in connection43 
with debt collection. (New HOD Policy)44 

45 
4) That our AMA opposes wage garnishments and property liens being placed on low-wage patients46 

due to outstanding medical debt at levels that would preclude payments for essential food and47 
housing. (New HOD Policy)48 

49 
5) That our AMA support patient education on medical debt that addresses dimensions such as:50 



CMS Rep. 5-A-24 -- page 10 of 14 

a. Patient financing programs that may be offered by hospitals, physicians offices, and other 1 
non-physician provider offices;2 

b. The ramifications of high interest rates associated with financing programs that may be3 
offered by a hospital, physician’s office, or other non-physician provider’s office;4 

c. Potential financial aid available from a patient’s hospital and/or physician’s office; and5 
d. Methods to reduce high deductibles and cost-sharing. (New HOD Policy)6 

Fiscal Note: Less than $500. 
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Relevant AMA Policy 
Patient Medical Debt  

Price Transparency, D-155.987 
1. Our AMA encourages physicians to communicate information about the cost of their professional
services to individual patients, taking into consideration the insurance status (e.g., self-pay, in-network
insured, out-of-network insured) of the patient or other relevant information where possible.
2. Our AMA advocates that health plans provide enrollees or their designees with complete information
regarding plan benefits and real-time cost-sharing information associated with both in-network and out-
of-network provider services or other plan designs that may affect patient out-of-pocket costs.
3. Our AMA will actively engage with health plans, public and private entities, and other stakeholder
groups in their efforts to facilitate price and quality transparency for patients and physicians and help
ensure that entities promoting price transparency tools have processes in place to ensure the accuracy and
relevance of the information they provide.
4. Our AMA will work with states and the federal government to support and strengthen the development
of all-payer claims databases.
5. Our AMA encourages electronic health records vendors to include features that assist in facilitating
price transparency for physicians and patients.
6. Our AMA encourages efforts to educate patients in health economic literacy, including the
development of resources that help patients understand the cost of health care services they receive or
anticipate receiving.
7. Our AMA will request that the Centers for Medicare and Medicaid Services expand its Medicare
Physician Fee Schedule Look-up Tool to include hospital outpatient payments.
(CMS Rep. 4, A-15; Reaffirmed in lieu of: Res. 121, A-16; Reaffirmed in lieu of: Res. 213, I-17;
Reaffirmed: BOT Rep. 14, A-18; Reaffirmed in lieu of: Res. 112, A-19; Modified: Res. 213, I-19;
Reaffirmation: A-23)

Adequacy of Health Insurance Coverage Options, H-165.846 
1. Our AMA supports the following principles to guide in the evaluation of the adequacy of health
insurance coverage options:
a. Any insurance pool or similar structure designed to enable access to age-appropriate health insurance
coverage must include a wide variety of coverage options from which to choose.
b. Existing federal guidelines regarding types of health insurance coverage (e.g., Title 26 of the US Tax
Code and Federal Employees Health Benefits Program [FEHBP] regulations) should be used as a
reference when considering if a given plan would provide meaningful coverage.
c. Provisions must be made to assist individuals with low-incomes or unusually high medical costs in
obtaining health insurance coverage and meeting cost-sharing obligations.
d. Mechanisms must be in place to educate patients and assist them in making informed choices,
including ensuring transparency among all health plans regarding covered services, cost-sharing
obligations, out-of-pocket limits and lifetime benefit caps, and excluded services.
2. Our AMA advocates that the Early and Periodic Screening, Diagnostic, and Treatment (EPSDT)
program be used as the model for any essential health benefits package for children.
3. Our AMA: (a) opposes the removal of categories from the essential health benefits (EHB) package and
their associated protections against annual and lifetime limits, and out-of-pocket expenses; and (b)
opposes waivers of EHB requirements that lead to the elimination of EHB categories and their associated
protections against annual and lifetime limits, and out-of-pocket expenses.
(CMS Rep. 7, A-07; Reaffirmation: I-07; Reaffirmation: A-09; Reaffirmed: Res. 103, A-09;
Reaffirmation: I-09; Reaffirmed: CMS Rep. 3, I-09; Reaffirmed: CMS Rep. 2, A-11; Appended: CMS
Rep. 2, A-11; Reaffirmed in lieu of Res. 109, A-12; Reaffirmed: CMS Rep. 1, I-12; Reaffirmed: CMS
Rep. 3, A-13; Reaffirmed in lieu of Res. 812, I-13; Reaffirmed: CMS Rep. 6, I-14; Reaffirmed: CMS
Rep. 6, I-15; Appended: CMS Rep. 04, I-17; Reaffirmed in lieu of: Res. 101, A-19)
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Health Plan Payment of Patient Cost-Sharing, D-180.979 
Our AMA will: (1) support the development of sophisticated technology systems to help enable 
physicians and patients to better understand financial obligations; (2) encourage states and other 
stakeholders to monitor the growth of high deductible health plans and other forms of cost-sharing in 
health plans to assess the impact of such plans on access to care, health outcomes, medical debt, and 
provider practice sustainability; (3) advocate for the inclusion of health insurance contract provisions that 
permit network physicians to collect patient cost-sharing financial obligations (e.g., deductibles, co-
payments, and co-insurance) at the time of service; and (4) monitor programs wherein health plans and 
insurers bear the responsibility of collecting patient co-payments and deductibles. 
(CMS Rep. 09, A-19) 

Exclusion of Medical Debt that Has Been Fully Paid or Settled, H-373.996 
Our AMA supports the principles contained in The Medical Debt Relief Act as drafted and passed by the 
US House of Representatives to provide relief to the American consumer from a complicated collections 
process and supports medical debt resolution being portrayed in a positive and productive manner.  
(Res. 226, I-10; Reaffirmed: BOT Rep. 04, A-20)  

Offsetting the Costs of Providing Uncompensated Care, H-160.923 
Our AMA: (1) supports the transitional redistribution of disproportionate share hospital (DSH) payments 
for use in subsidizing private health insurance coverage for the uninsured; (2) supports the use of 
innovative federal- or state-based projects that are not budget neutral for the purpose of supporting 
physicians that treat large numbers of uninsured patients, as well as EMTALA-directed care; and (3) 
encourages public and private sector researchers to utilize data collection methodologies that accurately 
reflect the amount of uncompensated care (including both bad debt and charity care) provided by 
physicians. 
(CMS Rep. 8, A-05; Reaffirmation: A-07; Modified: CMS Rep. 01, A-17) 

Health System Reform Legislation, H-165.838 
1. Our American Medical Association is committed to working with Congress, the Administration, and 
other stakeholders to achieve enactment of health system reforms that include the following seven critical 
components of AMA policy:
a. Health insurance coverage for all Americans
b. Insurance market reforms that expand choice of affordable coverage and eliminate denials for pre-
existing conditions or due to arbitrary caps
c. Assurance that health care decisions will remain in the hands of patients and their physicians, not
insurance companies or government officials
d. Investments and incentives for quality improvement and prevention and wellness initiatives
e. Repeal of the Medicare physician payment formula that triggers steep cuts and threaten seniors' access
to care
f. Implementation of medical liability reforms to reduce the cost of defensive medicine
g. Streamline and standardize insurance claims processing requirements to eliminate unnecessary costs
and administrative burdens
2. Our American Medical Association advocates that elimination of denials due to pre-existing conditions
is understood to include rescission of insurance coverage for reasons not related to fraudulent
representation.
3. Our American Medical Association House of Delegates supports AMA leadership in their unwavering
and bold efforts to promote AMA policies for health system reform in the United States.
4. Our American Medical Association supports health system reform alternatives that are consistent with
AMA policies concerning pluralism, freedom of choice, freedom of practice, and universal access for
patients.



CMS Rep. 5-A-24 -- page 14 of 14 

5. AMA policy is that insurance coverage options offered in a health insurance exchange be self-
supporting, have uniform solvency requirements; not receive special advantages from government
subsidies; include payment rates established through meaningful negotiations and contracts; not require
provider participation; and not restrict enrollees’ access to out-of-network physicians.
6. Our AMA will actively and publicly support the inclusion in health system reform legislation the right
of patients and physicians to privately contract, without penalty to patient or physician.
7. Our AMA will actively and publicly oppose the Independent Medicare Commission (or other similar
construct), which would take Medicare payment policy out of the hands of Congress and place it under
the control of a group of unelected individuals.
8. Our AMA will actively and publicly oppose, in accordance with AMA policy, inclusion of the
following provisions in health system reform legislation:
a. Reduced payments to physicians for failing to report quality data when there is evidence that
widespread operational problems still have not been corrected by the Centers for Medicare and Medicaid
Services
b. Medicare payment rate cuts mandated by a commission that would create a double-jeopardy situation
for physicians who are already subject to an expenditure target and potential payment reductions under
the Medicare physician payment system
c. Medicare payments cuts for higher utilization with no operational mechanism to assure that the Centers
for Medicare and Medicaid Services can report accurate information that is properly attributed and risk-
adjusted
d. Redistributed Medicare payments among providers based on outcomes, quality, and risk-adjustment
measurements that are not scientifically valid, verifiable and accurate
e. Medicare payment cuts for all physician services to partially offset bonuses from one specialty to
another
f. Arbitrary restrictions on physicians who refer Medicare patients to high quality facilities in which they
have an ownership interest
9. Our AMA will continue to actively engage grassroots physicians and physicians in training in
collaboration with the state medical and national specialty societies to contact their Members of Congress,
and that the grassroots message communicates our AMA’s position based on AMA policy.
10. Our AMA will use the most effective media event or campaign to outline what physicians and patients
need from health system reform.
11. AMA policy is that national health system reform must include replacing the sustainable growth rate
(SGR) with a Medicare physician payment system that automatically keeps pace with the cost of running
a practice and is backed by a fair, stable funding formula, and that the AMA initiate a “call to action” with
the Federation to advance this goal.
12. AMA policy is that creation of a new single payer, government-run health care system is not in the
best interest of the country and must not be part of national health system reform.
13. AMA policy is that effective medical liability reform that will significantly lower health care costs by
reducing defensive medicine and eliminating unnecessary litigation from the system should be part of any
national health system reform.
(Sub. Res. 203, I-09; Reaffirmation A-10; Reaffirmed in lieu of Res. 102, A-10; Reaffirmed in lieu of
Res. 228, A-10; Reaffirmed: CMS Rep. 2, I-10; Reaffirmed: Sub. Res. 222, I-10; Reaffirmed: CMS Rep.
9, A-11; Reaffirmation A-11; Reaffirmed: CMS Rep. 6, I-11; Reaffirmed in lieu of Res. 817, I-11;
Reaffirmation I-11; Reaffirmation A-12; Reaffirmed in lieu of Res. 108, A-12; Reaffirmed: Res. 239, A-
12; Reaffirmed: Sub. Res. 813, I-13; Reaffirmed: CMS Rep. 9, A-14; Reaffirmation A-15; Reaffirmed in
lieu of Res. 215, A-15; Reaffirmation: A-17; Reaffirmed in lieu of: Res. 712, A-17; Reaffirmed in lieu of:
Res. 805, I-17; Reaffirmed: CMS Rep. 03, A-18; Reaffirmed: CMS Rep. 09, A-19; Reaffirmed: CMS
Rep. 3, I-21; Reaffirmation: A-22; Reaffirmed: CMS Rep. 02, I-23)
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EXECUTIVE SUMMARY  
 

At the 2023 Annual Meeting, the House of Delegates referred Resolution 725, which asked that the 
American Medical Association (AMA) work with the federal government and third-party payers 
and surrogates to include economic information on medications that are denied prior authorization.  
 
The Council reviewed information regarding factors that contribute to the current state of prior 
authorization: formularies, rebates, and prescription drug pricing. Each of these factors contain 
layers of confusion and lack transparency. Not only are these factors opaque and complicated 
individually, but each interacts with the evolution of prior authorization. To better understand prior 
authorization denials, the Council examined information on the history of prior authorization and 
its current state. The Council found that denials are often issued by payers in a manner that is 
confusing and inconsistent for both physicians and patients. The Council also reviewed potential 
solutions to the problem, namely the utilization of real-time prescription benefit tools (RTBTs). 
These tools allow physicians to access patient coverage information at the time of prescribing, 
presenting an opportunity to improve the care delivery process and workflow. The current prior 
authorization system relies on communicating decisions after the prescription has been issued, 
often leading to care delays and adherence issues. Alternatively, RTBTs present coverage 
information prior to the prescription being written, allowing prescribers to identify care delivery 
hurdles earlier and avoiding unexpected prior authorization related delays.  
 
Based on its review, the Council recommends the adoption of new AMA policy that outlines the 
basic requirements for prior authorization denial letters: a detailed explanation of denial reasoning, 
access to policies/rules cited as part of the denial, approved alternatives, and what is needed to 
approve the original prescription. Additionally, the Council recommends the amendment of current 
RTBT policy, to ensure alignment between patient and physician systems, that alternative 
prescriptions are offered, and that coverage information is honored by payers. Finally, the Council 
recommends the reaffirmation of a number of current policies to ensure that Pharmacy Benefit 
Managers (PBMs) are regulated, formulary data is available to physicians in real-time, that PBM 
actions do not erode the patient-physician relationship, and that prior authorization is not abused. 
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At the 2023 Annual Meeting, the House of Delegates referred Resolution 725-A-23, The 1 
Economics of Prior Authorization, which was sponsored by the Organized Medical Staff Section. 2 
This resolution asked;  3 
 4 

That our American Medical Association advocate to the federal government that third party 5 
payers and surrogates include economic information on the net costs of medication denied 6 
prior authorization and, where applicable, comparative net costs of alternative approved or 7 
suggested medications for each rejected prior authorization.  8 

 9 
In response to the resolution, this report provides an overview of prior authorization and factors 10 
that contribute to prescription medication prior authorization specifically, including formularies, 11 
rebates, and drug pricing. The Council also explores that real-time benefit tools (RTBT) have the 12 
potential to help solve this issue. The Council presents policy recommendations consistent with the 13 
intent of Resolution 725-A-23. 14 
 15 
BACKGROUND 16 
 17 
The Council commends the sponsors of Resolution 725-A-23 for bringing forward this important 18 
topic and believes that the spirit of the resolution has the potential to positively impact both 19 
physicians and patients. Prior authorization is a complex and often frustrating process that 20 
physicians face on a regular basis. While additional information in denial letters is warranted, as 21 
suggested in the original resolution, the Council emphasizes that resources like RTBTs have the 22 
potential to improve the prior authorization process faced by patients and physicians. These tools 23 
allow physicians to access detailed information about the coverage of a prescription medication 24 
before the prescription is written, which could reduce the number of denial letters, increase the 25 
information accessible to physicians, and allow physicians to focus on patient care instead of 26 
appeals. To fully understand prior authorization, its economic impact, and how RTBTs could assist 27 
care delivery and workflow, it is necessary to understand some of the factors that contribute to the 28 
complexity, such as formularies, rebates, and the lack of prescription drug price transparency.  29 
 30 
Formularies, or the list of prescription drugs covered by a payer, are created via consultation with 31 
experts, often supported or directed by pharmacy benefit managers (PBMs) and typically based on 32 
clinical outcomes and the relative costs.1,2 Formularies are premised on reducing costs and 33 
ensuring the appropriate use of pharmaceuticals.3 However, they often have negative impacts on 34 
patients and physicians. Specifically, research has demonstrated that among studied formularies at 35 
least half of all patient health care utilization and economic outcomes were not beneficial to 36 
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patients.3 Drugs on a formulary are typically divided into different tiers based on the drug’s price 1 
and the formulary designer’s preference. A drug’s tier position depends on a multitude of factors 2 
and can differ significantly between payers; however, one of the primary factors influencing any 3 
drug’s tier placement is the financial arrangement between the payer and the drug manufacturer for 4 
that drug. Unfortunately, a drug’s efficacy or its appropriateness for a particular patient, and its 5 
cost-effectiveness are often secondary considerations compared to the financial implications of the 6 
drug.  7 
 8 
Manufacturers offer rebates that are typically negotiated between PBMs and the drug manufacturer 9 
and are typically based on the list price of the drug. Along with prior authorization, rebates are 10 
generally used to encourage a payer to include favorable placement or inclusion on a formulary.4 11 
Increased rebates are sometimes used to incentivize placement on a preferred formulary tier.5 12 
Rebates are relied on heavily by PBMs and other payers to negotiate more lucrative deals, and to 13 
protect these financial positions, it is critical to PBMs and payers that the specific details of these 14 
arrangements remain confidential. Without access to more detailed information about rebates and 15 
other financial incentives, it is impossible for physicians to fully understand how much a drug truly 16 
costs. 17 
 18 
Payers often use prior authorization as a tool to discourage physicians from prescribing 19 
medications that are not on the payer’s preferred formulary tier. If a payer prefers that a physician 20 
prescribe one drug over another within the same drug class, the payer can simply apply a prior 21 
authorization requirement to the non-preferred medication. By placing prior authorization on non-22 
preferred drugs, payers can drive utilization in their desired direction. It is often challenging for 23 
physicians to determine whether a prior authorization is required at all, let alone what the specific 24 
requirements are. The prior authorization process is often so opaque that physicians may not be 25 
notified that a prior authorization is required until they receive a denial letter from the payer, or the 26 
patient is turned away at the pharmacy counter, which can lead to delays and significant 27 
interruptions in ongoing care as well as disruptions to patient adherence. Although these payer 28 
coverage determination delays and/or issues are rarely the physician’s fault, patients may blame the 29 
physician, undermining the patient’s trust in the physician and potentially impacting the patient-30 
physician relationship long-term.  31 
 32 
Physicians are often prescribing without access to drug cost and coverage information at the point 33 
of prescribing, making it almost impossible to avoid prescribing a drug that may be unaffordable 34 
under that specific patient’s plan. This can cause the physician to unknowingly prescribe a more 35 
expensive medication when a lower-cost and equally beneficial medication is available and can 36 
cause significant harm to patient outcomes. Specifically, more expensive medications have been 37 
linked to lower treatment adherence, and, in extreme cases, increases in morbidity and/or 38 
mortality.6 While there have been efforts from federal regulators and legislators to mitigate some of 39 
the negative impacts from medication prior authorization, the process remains opaque and 40 
complicated and, as a result, patients may not be able to readily access lower-cost alternative 41 
medications. Additionally, there is very little transparency from PBMs and payers regarding 42 
rebates, formulary makeup, and drug costs.6 Rebate information is considered proprietary data and 43 
as such is not accessible for scrutiny, making it incredibly difficult for any regulating body to have 44 
accurate data leading to challenges in effective regulation. 45 
 46 
PRIOR AUTHORIZATION DENIALS 47 
 48 
The roots of prior authorization can be traced back to the original Medicare and Medicaid 49 
legislation from the 1960s which introduced utilization review, or the process of verifying the need 50 
for treatment, often hospital stays, for a confirmed diagnosis.7 Over time, this process has expanded 51 
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to include the coverage of prescription medications and to what is now recognized as prior 1 
authorization.7 When introduced, prior authorization was touted as a method to restrict significant 2 
increases in the cost of prescription drugs, however this process has become one that is 3 
burdensome for both patients and physicians.8 Prior authorization has resulted in several adverse 4 
consequences ranging from increased administrative burden to patient inability to access necessary 5 
medications.8 Additionally, the prior authorization process can undermine the patient-physician 6 
relationship. Physicians and patients frequently have limited knowledge if prior authorization will 7 
be required for a medication, hindering the ability for physicians to ensure affordable, timely 8 
access to the medication they deem the most appropriate.9  9 
 10 
Today, prior authorization has become pervasive throughout the health care system. A recent report 11 
found that 99 percent of Medicare Advantage (MA) plans require prior authorization for at least 12 
some services; most often for Part B drugs.10 Additionally, a study investigating MA plans found 13 
that prior authorizations are submitted, on average, 1.5 times for each enrollee, adding up to 14 
approximately 35 million requests in one year.11 Of the submitted requests in MA plans this study 15 
found that six percent, or approximately 2 million, were denied. However, this denial rate ranged 16 
greatly among payers with some denial rates as high as double the average. Importantly, this study 17 
found that only 11 percent of denied prior authorizations were appealed by either the patient or 18 
provider. The vast majority of appeals were successful with 82 percent resulting in a full or partial 19 
overturning of the denial. Similar to rates of denials, some payers saw much higher rates of appeal, 20 
some reaching 20 percent of all denials. Further, for some payers, appeals were successful as much 21 
as 94 percent of the time.11 While this study is helpful in beginning to understand the rates of prior 22 
authorization denials, the researchers did not have access to disaggregated data showing the service 23 
type of prior authorization requests and were unable to access reasoning for each denial or 24 
information on the timeliness of requests or appeals. Additionally, these statistics were only based 25 
on MA plans; private plans were not included. It is important to note that physicians who are 26 
forced to appeal prior authorization denials often face significant administrative costs. Physicians 27 
and their offices are often required to hire additional staff and/or spend personal time managing 28 
authorizations and appeals.   29 
 30 
Legislators and regulators have introduced rules and regulations that are designed to minimize the 31 
struggles that plague the prior authorization process. For example, a recent final regulation from 32 
the Centers for Medicare & Medicaid Servicecs (CMS) requires that as of January 1, 2027, payers, 33 
including MA, Medicaid, Children’s Health Insurance Program, and Qualified Health Plans on the 34 
Federally Facilitated Exchange are required to maintain a prior authorization application 35 
programming interface (API). This API must include information on covered items and services, 36 
identification of documents required for prior authorization, be supportive of prior authorization 37 
requests and payer responses, and communicate approvals, denials, or requests for additional 38 
information.12 Effective January 1, 2026, payers will be required to report metrics and follow a 39 
stricter response timeline.13 While this rule will improve the regulation of prior authorization, it 40 
does not extend to prescription drug prior authorization requests. 41 
 42 
One of the biggest issues with prior authorization is the opaque and extensive denial process. Not 43 
only is this a frustrating process for the patient looking to access treatment, but it is also 44 
exasperating for physicians who are attempting to support their patients. When a denial letter is 45 
sent out, it may not include effective information to understand and/or appeal the denial itself. For 46 
example, physicians and patients may simply be informed that a medication has not been approved 47 
without providing justification as to why the denial took place or an alternative treatment option. 48 
Without clear information regarding the clinical rationale for the denial, patients and physicians are 49 
often left to the frustrating process of guess work in attempting to find a treatment covered by the 50 
patient’s plan.  51 
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In order to improve the quantity and quality of information provided in denial letters, CMS has 1 
implemented basic requirements for all Medicare health plans.14 These requirements, outlined in 2 
CMS-10003-Notice of Denial of Medical Coverage or Payment form are in place for all medical 3 
services and prescription drug denials. Specifically, in denial letters, plans must provide the 4 
patient/physician with detailed information as to why the request was denied. Plans are required to 5 
include a “specific and detailed” explanation for the denial, applicable coverage rules or plan 6 
policies cited in the denial, and specific information as to what needs to be done to approve 7 
coverage.14 These requirements ensure that the Medicare beneficiaries and their physicians are able 8 
to have an understanding of the full scope of the denial via the notification letter.   9 
 10 
REAL-TIME BENEFIT TOOL 11 
 12 
To address the underlying concerns of Resolution 725-A-23, the Council worked to better 13 
understand available data and what could feasibly be provided to physicians and patients. Not only 14 
are there issues related to a lack of transparency due to prior authorization, at present, prior 15 
authorization denial systems are not capable of producing specific net cost information on denials. 16 
The Council believes that advocacy efforts supporting the betterment of alternative solutions, like 17 
RTBTs, instead of the expansion of prior authorization systems better serve physicians and their 18 
patients. One potential solution to the challenges faced due to prior authorization are RTBTs, 19 
which allow patients and prescribers to access real-time information about coverage, including 20 
formularies and benefit information at the point of prescribing.15 These tools simplify prescribing 21 
with real-time information during an appointment. RTBTs allow prescribers to enter prescription 22 
details, like type, amount, and intended pharmacy, and be informed, prior to writing the 23 
prescription, of the cost and prior authorization requirements. RTBTs also allow physicians and 24 
other prescribers to view alternative medications that may be lower cost to the patient and/or not 25 
require prior authorization, thus allowing the prescriber to identify and prescribe the most 26 
appropriate and accessible medication for a patient.16  27 
 28 
RTBTs present an opportunity to improve the care delivery process by presenting prescribers with 29 
critical prescription coverage and cost information at the point of prescribing. The current prior 30 
authorization system relies heavily on relaying information to the patient/prescriber after a 31 
prescription has been written and the patient has attempted to get that prescription filled. These 32 
“post-prescription written denials,” usually delivered to prescribers via letters, often lead to 33 
additional work for prescribers and their staff and result in immense administrative practice 34 
burdens. In addition to increased work for physicians and their staff, the current prior authorization 35 
process also often leads to patient care delays and adherence issues. RTBTs present all of the cost, 36 
coverage, and other pertinent benefit information within the prescriber’s typical prescribing 37 
workflow and allow the prescriber to not only identify prior authorization requirements prior to 38 
writing the prescription, but also submit the prior authorization request directly to the payer sooner.  39 
 40 
By providing information at the beginning of the prescribing process, RTBTs allow prescribers to 41 
identify care delivery impediments earlier so they avoid any unexpected utilization management 42 
delays. RTBTs have the potential to mitigate the impact of prior authorization denial letters by 43 
informing prescribers of alternative, therapeutically equivalent medications that do not require 44 
prior authorization at the point of care. RTBTs allow physicians to see which medications would be 45 
covered and thus prior authorizations, and subsequent denial letters, should only be necessary if the 46 
prescriber determines that the alternative, covered medication is not clinically appropriate. With 47 
fewer denial letters, physicians can spend more time caring for patients and less time on appeals. 48 
 49 
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Current CMS regulation requires that all Medicare Part D plans provide at least one RTBT. In 1 
practice, for physicians and qualified providers to have access to RTBT information for all patients, 2 
they may need to support and integrate multiple RTBT and Electronic Health Records (EHR) 3 
systems. This is burdensome and complicated for all physicians to implement, and nearly 4 
impossible for smaller practices. Managing multiple systems is not only expensive and complex, it 5 
also may lead to confusion on RTBTs. In response to the complications that arose with the need to 6 
manage and support multiple RTBT and EHR systems, CMS has proposed a rule that would 7 
require Part D plans to implement a standardized system.17 This standard, the National Council for 8 
Prescription Drug Programs RTPB Standard Version 13 would allow for standardized formulary 9 
and benefit data in a manner that is reliable, detailed, and effectively integrated into systems.18 The 10 
AMA has been vocal in advocating for and supporting this proposed rule.19 Should the proposed 11 
rule be implemented, starting January 2027, this standardized system would allow for increasingly 12 
efficient physician access to clear information at the time of prescribing. Of note, this requirement 13 
would not extend to private insurers, however the requirement of this standard system by CMS 14 
could lead to future implementation in the private sector.  15 
 16 
AMA ADVOCACY 17 
 18 
The AMA’s extensive advocacy efforts work to address each of the systemic factors cited by 19 
Resolution 725-A-23, including prior authorization, formularies, rebates, prescription drug pricing 20 
transparency, and RTBTs. Regarding prior authorization, the AMA has an ongoing grassroots 21 
campaigns “Fix Prior Auth” to address the harm incurred by patients and physicians by prior 22 
authorization,20 and TruthinRx, which aims to educate patients, physicians, providers, and 23 
legislators about the issues that arise from the lack of price transparency.21 TruthinRx advocates for 24 
transparency from PBMs, payers, and manufacturers around formularies and rebates. The goals of 25 
these campaigns are to spread awareness, create legislative changes, and serve as an extensive 26 
resource for patients, physicians, and employers on these high priority issues.  27 
 28 
Additionally, the AMA conducts regular surveys to track and report the impact of prior 29 
authorization on patients and physicians. The survey includes questions aimed at better 30 
understanding the impact of prior authorization for generic medication. In addition to this work, 31 
AMA advocacy has commented on prior authorization via letters and testimony to state legislators, 32 
Congress, and federal agencies 35 times in 2023 alone and has already been active in advocating 33 
for these issues in 2024.  34 
 35 
AMA advocacy has commented on relevant transparency issues through 21 letters and testimonies 36 
to state legislators, Congress, and federal agencies in 2023. Finally, to support the implementation 37 
of RTBTs, AMA advocacy has sent 18 letters and testimonies in 2023 to Congress and federal 38 
agencies. Efforts have already been made, and continue to be made, in 2024 to advocate on these 39 
issues. Each of these factors contribute to the issues raised in Resolution 725-A-23 and are clearly 40 
on the AMA advocacy’s ongoing agenda. 41 
 42 
AMA POLICY 43 
 44 
Underscoring the extensive advocacy work on these issues is a robust body of AMA policy aimed 45 
at ensuring that prior authorization is monitored and minimized, PBMs are monitored and 46 
regulated, the process is transparent, and to support the implementation of adequate RTBT tools.  47 
 48 
Policy H-125.991 outlines the standards that both formulary systems and Pharmacy and 49 
Therapeutic Committees should meet. For example, this policy outlines that formulary systems 50 
should include oversight from organized medical staff. This policy is reinforced by similar 51 

https://fixpriorauth.org/
https://truthinrx.org/
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guidelines in Policy H-285.965, which, among other things, outlines that both physicians and 1 
patients should have access to clear information about a payer’s formulary and that these 2 
formularies should be created and maintained with the input of physicians. In addition to these 3 
policies dealing directly with the creation and maintenance of formularies, Policy H-110.981 4 
details advocacy efforts to ensure that PBMs and regulatory bodies make rebate and discount 5 
reports available to the public, ideally, assisting in disentangling the influence rebates have on the 6 
complex and opaque process that is formulary creation.  7 
 8 
AMA policy also deals directly with efforts to ensure that PBMs are monitored and that there is an 9 
increase in transparency regarding their operation. Specifically, Policy D-110.987 outlines the 10 
advocacy efforts that the AMA continues to implement to ensure that PBMs are required to 11 
increase transparency in their operating procedures and that they are adequately regulated on both a 12 
state and federal level. Additionally, Policy H-125.986 encourages physician engagement in 13 
reporting issues with PBMs and indicates efforts to increase PBM oversight and reduce PBM 14 
overreach in medical practice. Policy H-110.963 expands the coverage of regulation and 15 
monitoring to third-party PBMs. Each of these policies aim to implement adequate oversight of 16 
PBMs. Finally, Policies H-125.986 and D-120.933 outline the AMA’s support to ensure that 17 
PBMs’ actions do not impede or negatively impact the patient-physician relationship.  18 
 19 
In addition to AMA policy on contributing factors to prior authorization, the AMA has extensive 20 
policy on prior authorization and increasing physician access to real time prescribing information.  21 
Policy H-125.979 specifies AMA efforts to work with appropriate parties to ensure that physicians 22 
have access to real-time formulary data when prescribing a medication. Additionally, Policy  23 
H-120.919 outlines AMA efforts to support the implementation of RTBT tools that are helpful to 24 
prescribers and accurate at the time of prescribing. Finally, Policy H-320.945 outlines AMA 25 
opposition to prior authorization abuses and outlines the requirement for payers to report accurate 26 
statistics on approvals and denials.  27 
 28 
DISCUSSION 29 
 30 
Prior authorization is a tool that was initially introduced to save money and ensure that care given 31 
to patients was medically necessary. However, in the years since its introduction it has been 32 
overutilized and is now a burden for physicians as well as a barrier to patients accessing care. The 33 
opaqueness of both rebates and formularies contribute greatly to the confusion and subsequent 34 
frustration that results from denied prior authorization. The AMA continues to make significant 35 
efforts on multiple fronts to address this issue and ensure that prior authorization is fixed for 36 
patients and physicians.  37 
 38 
Resolution 725-A-23 asked that the AMA work to encourage the inclusion of economic 39 
information when prescription drugs are denied prior authorization. The Council believes that this 40 
concept would be beneficial to physicians and that alternative solutions, like RTBT tools, should be 41 
supported in order to mitigate the need for some prior authorizations. In the spirit of Resolution 42 
725-A-23, and to address the confusion that can arise from prior authorization denial letters, the 43 
Council recommends that a new policy be adopted to support working with appropriate parties to 44 
ensure that denial letters include information that is helpful to physicians and patients in 45 
understanding the full scope of denial. Such a policy will benefit ongoing and future AMA 46 
advocacy letters and testimony.  47 
 48 
The AMA has worked, and continues to work, extensively on ensuring that the burden of prior 49 
authorization is lessened for both physicians and patients. One aspect of this ongoing work has 50 
been rooted in policy outlining the AMA’s support for RTBT tools. This work advocates for 51 
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physicians to be able to access systems that are effective, efficient, and accurate. Accordingly, the 1 
Council suggests amending Policy H-120.919 to better align the standards and language with CMS 2 
policy, and to ensure that these tools provide a justification for the prior authorization requirement, 3 
offer alternative(s), and that coverage determinations from the RTBT are honored.  4 
 5 
Finally, the Council recommends that Policies H-110.963; Third-Party Pharmacy Benefit 6 
Administrators; H-125.979; Private Health Insurance Formulary Transparency; H-320.945; Abuse 7 
of Preauthorization Procedures; H-125.986 Pharmaceutical Benefit Management Companies; and 8 
D-120.933 Pharmacy Benefit Managers Impact on Patients be reaffirmed. These policies outline 9 
the AMA’s efforts to ensure that all PBMs are monitored, regulated, and do not harm the 10 
physician-patient relationship, that health insurers are required to be transparent about the creation 11 
and maintenance of formularies, and that prior authorization is not abused by payers.  12 
 13 
RECOMMENDATIONS 14 
 15 
The Council on Medical Service recommends that the following be adopted in lieu of Resolution 16 
725-A-23, and the remainder of the report be filed: 17 
 18 

1. That our American Medical Association (AMA) support working with payers and 19 
interested parties to ensure that prior authorization denial letters include at a minimum (1) a 20 
detailed explanation of the denial reasoning, (2) a copy of or publicly accessible link to any 21 
plan policy or coverage rules cited or used as part of the denial, and (3) what rationale or 22 
additional documentation would need to be provided to approve the original prescription 23 
and alternative options to the denied medication. (New HOD Policy)  24 

 25 
2. That our AMA amend Policy H-120.919 to read as follows: 26 

 27 
That our AMA will: (1) continue to support efforts to publish implement a Real-Time 28 
Prescription Benefit (RTPB) Real-Time Benefit Tool (RTBT) standard that meets the 29 
needs of all physicians and other prescribers, utilizing any electronic health record (EHR), 30 
and prescribing on behalf of any insured patient; (2) support efforts to ensure that provider-31 
facing and patient facing RTBT systems align; and (3) advocate that all payers (i.e., public 32 
and private prescription drug plans) be required to implement and keep up to date an RTPB 33 
RTBT standard tool that integrates with all EHR vendors, and that any changes that must 34 
be made to accomplish RTPB RTBT tool integration be accomplished with minimal 35 
disruption to EHR usability and cost to physicians and hospitals; (4) advocate that RTBT 36 
systems provide a justification for why prior authorization is required and include 37 
approved/covered alternative prescription medications; and  (35) develop and disseminate 38 
educational materials that will empower physicians to be prepared to optimally utilize 39 
RTPB tools RTBT and other health information technology tools that can be used to 40 
enhance communications between physicians and pharmacists to reduce the incidence of 41 
prescription abandonment; (6) advocate that payers honor coverage information that is 42 
based on a RTBT at the time of prescription and that prior authorization approvals should 43 
be valid for the duration of the prescribed/ordered treatment; and (7) continue to advocate 44 
for the accuracy and reliability of data provided by RTBTs and for vendor neutrality to 45 
ensure that it is supportive to physician efforts. (Modify Current HOD Policy) 46 
 47 

3. That our AMA reaffirm Policy H-110.963, which addresses the regulation and monitoring 48 
of third-party Pharmacy Benefit Managers (PBMs) in an effort to control prescription drug 49 
pricing. (Reaffirm HOD Policy) 50 
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4. That our AMA reaffirm Policy H-125.979, which outlines advocacy efforts to ensure that 1 
physicians have access to real-time formulary data when prescribing. (Reaffirm HOD 2 
Policy) 3 

 4 
5. That our AMA reaffirm Policy H-320.945, which details opposition to the abuse of prior 5 

authorization and the requirement for payers to accurately report denials and approvals. 6 
(Reaffirm HOD Policy) 7 
 8 

6. That our AMA reaffirm Policy H-125.986, which outlines the AMA’s position that certain 9 
actions from PBMs interfere with physician practice and may impact the patient-physician 10 
relationship. (Reaffirm HOD Policy) 11 
 12 

7. That our AMA reaffirm Policy D-120.933, which encourages the gathering of data to better 13 
understand the impact that PBM actions may lead to an erosion of the patient-physician 14 
relationship. (Reaffirm HOD Policy) 15 

 
Fiscal Note: Less than $500.  
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CMS Report Economics of Prior Authorization 

Relevant AMA Policy 
 

Drug Formularies and Therapeutic Interchange (H-125.991) 
It is the policy of the AMA: 
(1) That the following terms be defined as indicated: 

 
a) Formulary: a compilation of drugs or drug products in a drug inventory list; open 

(unrestricted) formularies place no limits on which drugs are included whereas closed 
(restrictive) formularies allow only certain drugs on the list; 

b) Formulary system: a method whereby the medical staff of an institution, working through 
the pharmacy and therapeutics committee, evaluates, appraises, and selects from among the 
numerous available drug entities and drug products those that are considered most useful in 
patient care; 

c) Pharmacy & Therapeutics (P&T) Committee: an advisory committee of the medical staff 
that represents the official, organizational line of communication and liaison between the 
medical staff and the pharmacy department; its recommendations are subject to medical 
staff approval; 

d) Therapeutic alternates: drug products with different chemical structures but which are of 
the same pharmacological and/or therapeutic class, and usually can be expected to have 
similar therapeutic effects and adverse reaction profiles when administered to patients in 
therapeutically equivalent doses; 

e) Therapeutic interchange: authorized exchange of therapeutic alternates in accordance with 
previously established and approved written guidelines or protocols within a formulary 
system; and 

f) Therapeutic substitution: the act of dispensing a therapeutic alternate for the drug product 
prescribed without prior authorization of the prescriber. 
 

(2) That our AMA reaffirms its opposition to therapeutic substitution (dispensing a therapeutic 
alternate without prior authorization) in any patient care setting. 
 

(3) That drug formulary systems, including the practice of therapeutic interchange, are acceptable 
in inpatient hospital and other institutional settings that have an organized medical staff and a 
functioning Pharmacy and Therapeutics (P&T) Committee, provided they satisfy the following 
standards: 
 
(a) The formulary system must: 

(i) have the concurrence of the organized medical staff; 
(ii) openly provide detailed methods and criteria for the selection and objective evaluation 

of all available pharmaceuticals; 
(iii) have policies for the development, maintenance, approval, and dissemination of the 

drug formulary and for continuous and comprehensive review of formulary drugs; 
(iv) provide protocols for the procurement, storage, distribution, and safe use of formulary 

and non-formulary drug products; 
(v) provide active surveillance mechanisms to regularly monitor both compliance with 

these standards and clinical outcomes where substitution has occurred, and to 
intercede where indicated; 

(vi) have enough qualified medical staff, pharmacists, and other professionals to carry out 
these activities; 
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(vii) provide a mechanism to inform the prescriber in a timely manner of any substitutions, 

and that allows the prescriber to override the system when necessary for an individual 
patient without inappropriate administrative burden; 

(viii) provide a mechanism to assure that patients/guardians are informed of any change 
from an existing outpatient prescription to a formulary substitute while hospitalized, 
and whether the prior medication or the substitute should be continued upon discharge 
from the hospital; 

(ix) include policies that state that practitioners will not be penalized for prescribing non-
formulary drug products that are medically necessary; and 

(x) be in compliance with applicable state and federal statutes and/or state medical board 
requirements. 

 
(b) The P&T Committee must: 

(i) objectively evaluate the medical usefulness and cost of all available pharmaceuticals 
(reliance on practice guidelines developed by physician organizations is encouraged); 

(ii) recommend for the formulary those drug products which are the most useful and cost-
effective in patient care; 

(iii) conduct drug utilization review (DUR) activities; 
(iv) provide pharmaceutical information and education to the organization’s (e.g., 

hospital) staff; 
(v) analyze adverse results of drug therapy; 
(vi) make recommendations to ensure safe drug use and storage; and 
(vii) provide protocols for the timely procurement of non-formulary drug products when 

prescribed by a physician for the individualized care of a specific patient, when that 
decision is based on sound scientific evidence or expert medical judgment. 

 
(c) The P&T Committee’s recommendations must be approved by the medical staff; 

 
(d) Within the drug formulary system, the P & T Committee shall recommend, and the 

medical staff must approve, all drugs that are subject to therapeutic interchange, as 
well as all processes or protocols for informing individual prescribing physicians; and 

 
(e) The act of providing a therapeutic alternate that has not been recommended by the 

P&T Committee and approved by the medical staff is considered unauthorized 
therapeutic substitution and requires immediate prior consent by the prescriber, (i.e., 
authorization for a new prescription). 

 
(4) That drug formulary systems in any outpatient setting shall operate under a P&T Committee 

whose recommendations must have the approval of the medical staff or equivalent body and 
must meet standards comparable to those listed above. In addition: 
 

(a) That our AMA continues to insist that managed care and other health plans identify 
participating physicians as their “medical staff” and that they use such staff to oversee 
and approve plan formularies, as well as to oversee and participate on properly elected 
P&T Committees that develop and maintain plan formularies; 

(b) That our AMA continues to insist that managed care and other health plans have well-
defined processes for physicians to prescribe non-formulary drugs when medically 
indicated, that this process impose minimal administrative burdens, and that it include 
access to a formal appeals process for physicians and their patients; and 
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(c) That our AMA strongly recommends that the switching of therapeutic alternates in 

patients with chronic diseases who are stabilized on a drug therapy regimen be 
discouraged. 

 
(5) That our AMA encourages mechanisms, such as incentive-based formularies with tiered co-

pays, to allow greater choice and economic responsibility in drug selection but urges managed 
care plans and other third-party payers to not excessively shift costs to patients so they cannot 
afford necessary drug therapies. (BOT Rep. 45, I-93; Reaffirmed by Sub. Res. 501, A-95; 
Appended: BOT Rep. 7, I-99; Modified: Sub. Res. 524 and Reaffirmed: Res. 123, A-00; 
Reaffirmed: Res. 515, I-00; Reaffirmed: CMS Rep. 8, A-02; Reaffirmed: Res. 533, A-03; 
Modified: CMS Rep. 6, A-03; Modified: CSA Rep. 2, A-04; Reaffirmation I-04; Reaffirmed in 
lieu of Res. 535, A-05; Reaffirmed: BOT Action in response to referred for decision Res. 503, 
A-05; Reaffirmed: CMS Rep. 2, I-05; Reaffirmation A-06; Reaffirmation A-08; Reaffirmed: 
CMS Rep. 2, A-10; Reaffirmed: CMS Rep. 01, A-20) 
 

The Impact of Pharmacy Benefit Managers on Patients and Physicians (D-110.987) 
1. Our AMA supports the active regulation of pharmacy benefit managers (PBMs) under state    

departments of insurance. 
2. Our AMA will develop model state legislation addressing the state regulation of PBMs, which 

shall include provisions to maximize the number of PBMs under state regulatory oversight. 
3. Our AMA supports requiring the application of manufacturer rebates and pharmacy price 

concessions, including direct and indirect remuneration (DIR) fees, to drug prices at the point-
of-sale. 

4. Our AMA supports efforts to ensure that PBMs are subject to state and federal laws that 
prevent discrimination against patients, including those related to discriminatory benefit design 
and mental health and substance use disorder parity. 

5. Our AMA supports improved transparency of PBM operations, including disclosing: 
- Utilization information; 
- Rebate and discount information; 
- Financial incentive information; 
- Pharmacy and therapeutics (P&T) committee information, including records describing 

why a medication is chosen for or removed in the P&T committee’s formulary, 
whether P&T committee members have a financial or other conflict of interest, and 
decisions related to tiering, prior authorization, and step therapy; 

- Formulary information, specifically information as to whether certain drugs are 
preferred over others and patient cost-sharing responsibilities, made available to 
patients and to prescribers at the point-of-care in electronic health records; 

- Methodology and sources utilized to determine drug classification and multiple source 
generic pricing; and 

- Percentage of sole source contracts awarded annually. 
6. Our AMA encourages increased transparency in how DIR fees are determined and calculated. 

(CMS Rep. 05, A-19; Reaffirmed: CMS Rep. 6, I-20) 
 

Pharmaceutical Benefits Management Companies (H-125.986) 
Our AMA: 
(1) encourages physicians to report to the Food and Drug Administration’s (FDA) MedWatch 

reporting program any instances of adverse consequences (including therapeutic failures and 
adverse drug reactions) that have resulted from the switching of therapeutic alternates; 

(2) encourages the Federal Trade Commission (FTC) and the FDA to continue monitoring the 
relationships between pharmaceutical manufacturers and PBMs, especially with regard to 
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manufacturers’ influences on PBM drug formularies and drug product switching programs, and 
to take enforcement actions as appropriate; 

(3) pursues congressional action to end the inappropriate and unethical use of confidential patient 
information by pharmacy benefits management companies; 

(4) states that certain actions/activities by pharmacy benefit managers and others constitute the 
practice of medicine without a license and interfere with appropriate medical care to our 
patients; 

(5) encourages physicians to routinely review their patient's treatment regimens for 
appropriateness to ensure that they are based on sound science and represent safe and cost-
effective medical care;  

(6) supports efforts to ensure that reimbursement policies established by PBMs are based on 
medical need; these policies include, but are not limited to, prior authorization, formularies, 
and tiers for compounded medications; and  

(7) encourages the FTC and FDA to monitor PBMs’ policies for potential conflicts of interests and 
anti-trust violations, and to take appropriate enforcement actions should those policies 
advantage pharmacies in which the PBM holds an economic interest. (BOT Rep. 9, I-97; 
Appended: Res. 224, I-98; Appended: Res. 529, A-02; Reaffirmed: Res. 533A-03; 
Reaffirmation I-08; Reaffirmation A-10; Reaffirmed: Alt. Res. 806, I-17; Modified: Res. 242, 
A-18; Reaffirmed: CMS Rep. 08, A-19) 

 
Third-Party Pharmacy Benefit Administrators (H-110.963) 
1. Our AMA recommends that third-party pharmacy benefit administrators that contract to 

manage the specialty pharmacy portion of drug formularies be included in existing pharmacy 
benefit manager (PBM) regulatory frameworks and statutes, and be subject to the same 
licensing, registration, and transparency reporting requirements. 

2. Our AMA will advocate that third-party pharmacy benefit administrators be included in future 
PBM oversight efforts at the state and federal levels. (Res. 820, I-22) 

 
Private Health Insurance Formulary Transparency (H-125.979) 
1. Our AMA will work with pharmacy benefit managers, health insurers, and pharmacists to 

enable physicians to receive accurate, real-time formulary data at the point of prescribing. 
2. Our AMA supports legislation or regulation that ensures that private health insurance carriers 

declare which medications are available on their formularies by October 1 of the preceding 
year, that formulary information be specific as to generic versus trade name and include copay 
responsibilities, and that drugs may not be removed from the formulary nor moved to a higher 
cost tier within the policy term. 

3. Our AMA will develop model legislation (a) requiring insurance companies to declare which 
drugs on their formulary will be covered under trade names versus generic, (b) requiring 
insurance carriers to make this information available to consumers by October 1 of each year 
and, (c) forbidding insurance carriers from making formulary deletions within the policy term. 

4. Our AMA will promote the following insurer-pharmacy benefits manager - pharmacy (IPBMP) 
to physician procedural policy: In the event that a specific drug is not or is no longer on the 
formulary when the prescription is presented, the IPBMP shall provide notice of covered 
formulary alternatives to the prescriber promptly so that appropriate medication can be 
provided to the patient within 72 hours. 

5. Drugs requiring prior authorization, shall be adjudicated by the IPBMP within 72 hours of 
receipt of the prescription. 

6. Our AMA (a) promotes the value of online access to up-to-date and accurate prescription drug 
formulary plans from all insurance providers nationwide, and (b) supports state medical 
societies in advocating for state legislation to ensure online access to up-to-date and accurate 
prescription drug formularies for all insurance plans. 
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7. Our AMA will continue its efforts with the National Association of Insurance Commissioners 

addressing the development and management of pharmacy benefits. 
8. Our AMA will develop model state legislation on the development and management of 

pharmacy benefits. (Sub. Res. 724, A-14; Appended: Res. 701, A-16; Appended: Alt. Res. 806, 
I-17; Reaffirmed: CMS Rep. 07, A-18; Reaffirmed: BOT Rep. 20, A-19; Reaffirmed: CMS 
Rep. 05, A-19; Reaffirmed: CMS Rep. 2, A-21) 

 
Access to Health Plan Information Regarding Lower-Cost Prescription Options (H-120.919) 
Our AMA will: (1) continue to support efforts to publish a Real-Time Prescription Benefit (RTPB) 
standard that meets the needs of all physicians and other prescribers, utilizing any electronic health 
record (EHR), and prescribing on behalf of any insured patient; (2) advocate that all payers (i.e., 
public and private prescription drug plans) be required to implement and keep up to date an RTPB 
standard tool that integrates with all EHR vendors, and that any changes that must be made to 
accomplish RTPB tool integration be accomplished with minimal disruption to EHR usability and 
cost to physicians and hospitals; and (3) develop and disseminate educational materials that will 
empower physicians to be prepared to optimally utilize RTPB tools and other health information 
technology tools that can be used to enhance communications between physicians and pharmacists 
to reduce the incidence of prescription abandonment. (CMS Rep. 2, I-21) 
 
Pharmaceutical Costs (H-110.987) 
1. Our AMA encourages Federal Trade Commission (FTC) actions to limit anticompetitive 

behavior by pharmaceutical companies attempting to reduce competition from generic 
manufacturers through manipulation of patent protections and abuse of regulatory exclusivity 
incentives. 

2. Our AMA encourages Congress, the FTC and the Department of Health and Human Services 
to monitor and evaluate the utilization and impact of controlled distribution channels for 
prescription pharmaceuticals on patient access and market competition. 

3. Our AMA will monitor the impact of mergers and acquisitions in the pharmaceutical industry. 
4. Our AMA will continue to monitor and support an appropriate balance between incentives 

based on appropriate safeguards for innovation on the one hand and efforts to reduce regulatory 
and statutory barriers to competition as part of the patent system. 

5. Our AMA encourages prescription drug price and cost transparency among pharmaceutical 
companies, pharmacy benefit managers and health insurance companies. 

6. Our AMA supports legislation to require generic drug manufacturers to pay an additional 
rebate to state Medicaid programs if the price of a generic drug rises faster than inflation. 

7. Our AMA supports legislation to shorten the exclusivity period for biologics. 
8. Our AMA will convene a task force of appropriate AMA Councils, state medical societies and 

national medical specialty societies to develop principles to guide advocacy and grassroots 
efforts aimed at addressing pharmaceutical costs and improving patient access and adherence 
to medically necessary prescription drug regimens. 

9. Our AMA will generate an advocacy campaign to engage physicians and patients in local and 
national advocacy initiatives that bring attention to the rising price of prescription drugs and 
help to put forward solutions to make prescription drugs more affordable for all patients. 

10. Our AMA supports: (a) drug price transparency legislation that requires pharmaceutical 
manufacturers to provide public notice before increasing the price of any drug (generic, brand, 
or specialty) by ten percent or more each year or per course of treatment and provide 
justification for the price increase; (b) legislation that authorizes the Attorney General and/or 
the Federal Trade Commission to take legal action to address price gouging by pharmaceutical 
manufacturers and increase access to affordable drugs for patients; and (c) the expedited review 
of generic drug applications and prioritizing review of such applications when there is a drug 
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shortage, no available comparable generic drug, or a price increase of 10 percent or more each 
year or per course of treatment. 

11. Our AMA advocates for policies that prohibit price gouging on prescription medications when 
there are no justifiable factors or data to support the price increase. 

12. Our AMA will provide assistance upon request to state medical associations in support of state 
legislative and regulatory efforts addressing drug price and cost transparency. 

13. Our AMA supports legislation to shorten the exclusivity period for FDA pharmaceutical 
products where manufacturers engage in anti-competitive behaviors or unwarranted price 
escalations. 

14. Our AMA supports legislation that limits Medicare annual drug price increases to the rate of 
inflation. (CMS Rep. 2, I-15; Reaffirmed in lieu of: Res. 817, I-16; Appended: Res. 201, A-17; 
Reaffirmed in lieu of: Res. 207, A-17; Modified: Speakers Rep. 01, A-17; Appended: Alt. Res. 
806, I-17; Reaffirmed: BOT Rep. 14, A-18; Appended: CMS Rep. 07, A-18; Appended: BOT 
Rep. 14, A-19; Reaffirmed: Res. 105, A-19; Appended: Res. 113, I-21; Reaffirmed in lieu of: 
Res. 810, I-22 

 
Price of Medicine (H-110.991) 
Our AMA: (1) advocates that pharmacies be required to list the full retail price of the prescription 
on the receipt along with the co-pay that is required in order to better inform our patients of the 
price of their medications; (2) will pursue legislation requiring pharmacies, pharmacy benefit 
managers and health plans to inform patients of the actual cash price as well as the formulary price 
of any medication prior to the purchase of the medication; (3) opposes provisions in pharmacies’ 
contracts with pharmacy benefit managers that prohibit pharmacists from disclosing that a patient’s 
co-pay is higher than the drug’s cash price; (4) will disseminate model state legislation to promote 
drug price and cost transparency and to prohibit “clawbacks”; (5) supports physician education 
regarding drug price and cost transparency, manufacturers’ pricing practices, and challenges 
patients may encounter at the pharmacy point-of-sale; and (6) work with relevant organizations to 
advocate for increased transparency through access to meaningful and relevant information about 
medication price and out-of-pocket costs for prescription medications sold at both retail and mail 
order/online pharmacies, including but not limited to Medicare’s drug-pricing dashboard. (CMS 
Rep. 6, A-03; Appended: Res. 107, A-07; Reaffirmed in lieu of: Res. 207, A-17; Appended: Alt. 
Res. 806, I-17; Reaffirmed: BOT Rep. 14, A-18; Appended: CMS Rep. 07, A-18; Reaffirmation: 
A-19; Appended: Res. 126, A-19) 
 
Prescription Drug Price and Cost Transparency (D-110.988) 
1. Our AMA will continue implementation of its TruthinRx grassroots campaign to expand drug 

pricing transparency among pharmaceutical manufacturers, pharmacy benefit managers and 
health plans, and to communicate the impact of each of these segments on drug prices and 
access to affordable treatment. 

2. Our AMA will report back to the House of Delegates at the 2018 Interim Meeting on the 
progress and impact of the TruthinRx grassroots campaign. (Alt. Res. 806, I-17) 

 
Abuse of Preauthorization Procedures (H-320.945) 
Our AMA opposes the abuse of preauthorization by advocating the following positions: 
(1) Preauthorization should not be required where the medication or procedure prescribed is 

customary and properly indicated, or is a treatment for the clinical indication, as supported by 
peer-reviewed medical publications or for a patient currently managed with an established 
treatment regimen. 

 
(2) Third parties should be required to make preauthorization statistics available, including the 

percentages of approval or denial. These statistics should be provided by various categories, 
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e.g., specialty, medication or diagnostic test/procedure, indication offered, and reason for 
denial. (Sub. Res. 728, A-10; Reaffirmation I-10; Reaffirmation A-11; Reaffirmed: Res. 709, 
A-12; Reaffirmed: CMS Rep. 08, A-17; Reaffirmed: Res. 125, A-17; Reaffirmation: A-17 
Reaffirmation: I-17; Reaffirmed: CMS Rep. 4, A-21; Reaffirmation: A-22) 
 

Pharmacy Benefit Managers Impact on Patients (D-120.933) 
Our AMA will: (1) gather more data on the erosion of physician-led medication therapy 
management in order to assess the impact pharmacy benefit manager (PBM) tactics may have on 
patient’s timely access to medications, patient outcomes, and the physician-patient relationship; (2) 
examine issues with PBM-related clawbacks and direct and indirect remuneration (DIR) fees to 
better inform existing advocacy efforts; and (3) request from PBMs, and compile, data on the top 
twenty-five medication precertification requests and the percent of such requests approved after 
physician challenge. (Res. 225, A-18) 
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Resolution: 701  
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Introduced by: Medical Student Section 
 
Subject: Opposition to the Hospital Readmissions Reduction Program 
 
Referred to: Reference Committee G 
 
 
Whereas, the Hospital Readmissions Reduction Program (HRRP) was introduced in 2012 and 1 
created mechanisms for the Centers for Medicare and Medicaid Services to evaluate and 2 
penalize hospitals based on their readmission rates within 30 days for certain conditions such 3 
as heart failure, heart attack, and pneumonia1; and 4 
 5 
Whereas, while the goal of HRRP was to save costs due to reduced readmissions and improve 6 
the quality of post-acute care and care coordination services, HRRP disproportionately 7 
penalizes resource-limited hospitals that primarily care for socioeconomically disadvantaged 8 
patients, further diminishing funding for health and social services for these communities2-4; and 9 
 10 
Whereas, HRRP historically imposed up to a 3% percent reduction in Medicare payments for 11 
failure to meet ceiling readmission metrics relative to other hospitals, though hospitals were later 12 
sorted into peer groups to adjust for socioeconomic conditions of patient populations5; and 13 
 14 
Whereas, a 2019 study found that even after peer-group stratification, over 75% of hospitals 15 
that predominantly care for socioeconomically disadvantaged patients were still penalized6; and 16 
 17 
Whereas, multiple studies have found that HRRP was associated with increases in 30-day post-18 
discharge mortality for patients with congestive heart failure, chronic obstructive pulmonary 19 
disease, and pneumonia, with thousands of excess deaths estimated7-9; and 20 
 21 
Whereas, a 2019 retrospective cohort analysis found that post-discharge emergency 22 
department revisits and observation stays increased over the 3.5 year study period (+0.016 and 23 
+0.022 per 100 patient discharges, respectively), exceeding the decline in readmissions (-0.013 24 
per 100 patient discharges)10; and 25 
 26 
Whereas, a 2022 retrospective cohort analysis found that HRRP’s purported reduction in 27 
readmissions was actually almost entirely due to reclassifications of readmissions as 28 
observation stays, and a 2019 analysis found that a significant portion of the reductions could 29 
be explained by regression to the mean and not due to any success of HRRP11-12; and 30 
 31 
Whereas, in 2018 and 2019 the AMA expressed concern to CMS about the need to re-evaluate 32 
HRRP “due to emerging evidence that the program and the associated measures may be 33 
leading to negative unintended patient consequences”13-14; therefore be it 34 
 35 
RESOLVED, that our American Medical Association oppose the Hospital Readmissions 36 
Reduction Program. (New HOD Policy) 37 
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RELEVANT AMA POLICY 
 
H-450.944 Protecting Patients Rights  
Our AMA opposes Medicare pay-for-performance initiatives (such as value-based purchasing programs) 
that do not meet our AMA's "Principles and Guidelines for Pay-for-Performance," which include the 
following five Principles: (1) ensure quality of care; (2) foster the patient/physician relationship; (3) offer 
voluntary physician participation; (4) use accurate data and fair reporting; and (5) provide fair and 
equitable program incentives. [Sub. Res. 902, I-05; Reaffirmation A-06; Reaffirmation I-06; Reaffirmation 
A-07; Reaffirmed: BOT Rep. 22, A-17] 
 

https://www.cms.gov/medicare/medicare-fee-for-service-payment/acuteinpatientpps/readmissions-reduction-program
https://www.cms.gov/medicare/quality-initiatives-patient-assessment-instruments/value-based-programs/hrrp/hospital-readmission-reduction-program
https://www.cms.gov/medicare/quality-initiatives-patient-assessment-instruments/value-based-programs/hrrp/hospital-readmission-reduction-program
https://searchlf.ama-assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2018-2-8-Letter-to-Verma-re-HRRP-and-Mortality-v4_ACM.pdf
https://searchlf.ama-assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2018-2-8-Letter-to-Verma-re-HRRP-and-Mortality-v4_ACM.pdf
https://searchlf.ama-assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2018-2-8-Letter-to-Verma-re-HRRP-and-Mortality-v4_ACM.pdf
https://searchlf.ama-assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2019-6-24-Letter-to-Verma-re-IPPS-Proposed-Rule-2020-v4.pdf
https://searchlf.ama-assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2019-6-24-Letter-to-Verma-re-IPPS-Proposed-Rule-2020-v4.pdf


AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 702  
(A-24) 

 
Introduced by: Organized Medical Staff Section 
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Whereas, primary interests of our American Medical Association include sustaining and 1 
improving public health, as well as the sustainability of medical autonomy in practice; and 2 
 3 
Whereas, for decades, the AMA has maintained a policy that deems unprofessional any 4 
contractual arrangement that interferes with physician practice and by so stating, bars 5 
unlicensed lay entities from owning or controlling medical practices; and 6 
 7 
Whereas, in the current evolution of the healthcare system, increasingly corporate entities 8 
including public companies and private equity firms have entered into the arena of healthcare 9 
provision with ownership interests; and 10 
 11 
Whereas, those ownership interests have become controlling interests in the vast majority of 12 
cases, despite most states maintaining laws against the corporate practice of medicine to one 13 
degree or another(1,2); and 14 
 15 
Whereas, there are a number of subterfuges by which lay entities get around restrictions against 16 
the corporate practice of medicine, including but not limited to intermediate organizations known 17 
as medical service organizations (MSOs) as well as “friendly private corporation (PC) models,” 18 
wherein there is dual participation by a licensed physician in both the practice and the medical 19 
service organization(1,2); and  20 
 21 
Whereas, medical service organizations and other public entities include those of hospital care 22 
based organizations, by virtue of medical management oversight, contracting intermediaries, 23 
etc. have undue influence on the provision of healthcare by the physician to the patient, 24 
essentially dictating type, amount and directions of care(1,2); and 25 
 26 
Whereas, the justification that consolidation of care and control over clinical operations will 27 
improve quality and reduce cost of giving healthcare is not substantiated, even contradicted, by 28 
academic research to date(1-3); and 29 
 30 
Whereas, in some notable instances, private equity firms that focus on financial bottom line 31 
outcomes increasingly resort to substitutions of physicians with nonphysician practitioners, as 32 
well as creating environments where there is greater turnover even of physicians (sometimes 33 
due to “moral burnout”), which has been shown to reduce the quality of healthcare1; and 34 
 35 
Whereas, our AMA Advocacy Resource Center posted an issue brief on the corporate practice 36 
of medicine in 20154; and 37 
 38 
Whereas, our AMA recently established policy (H-215.981) to “provide guidance, consultation, 39 
and model legislation regarding the corporate practice of medicine…[and]…continue to monitor 40 
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the evolving corporate practice of medicine” but did not establish a mechanism to gather and 1 
disseminate that information; and 2 
 3 
Whereas, there is renewed attention paid to the erosion of the firewall represented by the 4 
original prohibition of the corporate practice of medicine in several recent studies and 5 
articles(1,2); therefore be it 6 
 7 
RESOLVED, that our American Medical Association revisit the concept of restrictions on the 8 
corporate practice of medicine, including private equities, hedge funds and similar entities, 9 
review existing state laws and study needed revisions and qualifications of such restrictions 10 
and/or allowances, in a new report to our House of Delegates by Annual 2025 that will inform 11 
advocacy to protect the autonomy of physician-directed care, patient protections, medical staff 12 
employment and contract conflicts, and access of the public to quality healthcare, while 13 
containing healthcare costs. (Directive to Take Action)14 

15 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/17/2024 
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RELEVANT AMA POLICY 
 
Corporate Practice of Medicine H-215.981 

1. Our AMA vigorously opposes any effort to pass federal legislation preempting state laws prohibiting the 
corporate practice of medicine. 
2. At the request of state medical associations, our AMA will provide guidance, consultation, and model 
legislation regarding the corporate practice of medicine, to ensure the autonomy of hospital medical 
staffs, employed physicians in non-hospital settings, and physicians contracting with corporately-owned 
management service organizations. 
3. Our AMA will continue to monitor the evolving corporate practice of medicine with respect to its effect 
on the patient-physician relationship, financial conflicts of interest, patient-centered care and other 
relevant issues. 
Citation: Res. 247, A-91; Reaffirmed; Sunset Report, I-09; Reaffirmed: CMS Rep. 7, A-11; Modified: CMS 
Rep. 6, I-13; Reaffirmed: CMS Rep. 07, A-17; Modified Res. 713, A-18; Reaffirmed: CMS Rep. 11, A-19; 
Reaffirmed: CME Rep. 01, I-22 
 
 

https://www.nejm.org/action/showMediaPlayer?doi=10.1056%2FNEJMdo007232&aid=10.1056%2FNEJMp2306904&area=
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Corporate Practice of Medicine H-160.887 

Our AMA acknowledges that the corporate practice of medicine: (1) has the potential to erode the patient-
physician relationship; and (2) may create a conflict of interest between profit and best practices in 
residency and fellowship training. 
Citation: CMS Rep. 2, I-22 
 
 
Corporate Investors H-160.891 

1.Our AMA encourages physicians who are contemplating corporate investor partnerships to consider the 
following guidelines: 
a. Physicians should consider how the practice’s current mission, vision, and long-term goals align with 
those of the corporate investor. 
b. Due diligence should be conducted that includes, at minimum, review of the corporate investor’s 
business model, strategic plan, leadership and governance, and culture. 
c. External legal, accounting and/or business counsels should be obtained to advise during the 
exploration and negotiation of corporate investor transactions. 
d. Retaining negotiators to advocate for best interests of the practice and its employees should be 
considered. 
e. Physicians should consider whether and how corporate investor partnerships may require physicians to 
cede varying degrees of control over practice decision-making and day-to-day management. 
f. Physicians should consider the potential impact of corporate investor partnerships on physician and 
practice employee satisfaction and future physician recruitment. 
g. Physicians should have a clear understanding of compensation agreements, mechanisms for conflict 
resolution, processes for exiting corporate investor partnerships, and application of restrictive covenants. 
h. Physicians should consider corporate investor processes for medical staff representation on the board 
of directors and medical staff leadership selection. 
i. Physicians should retain responsibility for clinical governance, patient welfare and outcomes, physician 
clinical autonomy, and physician due process under corporate investor partnerships. 
j. Each individual physician should have the ultimate decision for medical judgment in patient care and 
medical care processes, including supervision of non- physician practitioners. 
k. Physicians should retain primary and final responsibility for structured medical education inclusive of 
undergraduate medical education including the structure of the program, program curriculum, selection of 
faculty and trainees, as well as education and disciplinary issues related to these programs. 
2. Our AMA supports improved transparency regarding corporate investment in physician practices and 
subsequent changes in health care prices. 
3. Our AMA encourages national medical specialty societies to research and develop tools and resources 
on the impact of corporate investor partnerships on patients and the physicians in practicing in that 
specialty. 
4. Our AMA supports consideration of options for gathering information on the impact of private equity 
and corporate investors on the practice of medicine. 
Citation: CMS Rep. 11, A-19; Appended: CMS Rep. 2, I-22; Reaffirmed: BOT Rep. 14, A-23 
 
 
Physician-Owned Hospitals D-215.983 

1. Our American Medical Association will advocate for policies that remove restrictions upon physicians 
from owning, constructing, and/or expanding any hospital facility type. 
2. Our AMA will study and research the impact of the repeal of the ban on physician-owned hospitals on 
the access to, cost, and quality of, patient care, and the impact on competition in highly concentrated 
hospital markets. 
3. Our AMA will collaborate with other stakeholders to develop and promote policies that 
support physician ownership of hospitals. 
Citation: Res. 219, A-23 
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Resolution: 703 
(A-24) 

 
Introduced by:  Resident and Fellow Section 
 
Subject:  Upholding Physician Autonomy in Evidence-Based Off-Label Prescribing 

and Condemning Pharmaceutical Price Manipulation 
 
Referred to:   Reference Committee G 
 

  
Whereas, the practice of off-label prescribing, the use of pharmaceutical drugs for an 1 
unapproved indication or in an unapproved age group, dosage, or route of administration, is a 2 
legal and often necessary aspect of medical practice1-3; and 3 
 4 
Whereas, off-label prescribing is common, accounting for up to one third of all prescriptions and 5 
being more common for certain groups including in the treatment of mental health conditions 6 
and treatment of the elderly, children, and pregnant people4; and 7 
  8 
Whereas, the vast discrepancy in prescription drug pricing places an unreasonable financial 9 
burden on underinsured patients, for example, $25 per month co-pay with some insurers 10 
compared to approximately $1,200 per month without coverage for some GLP-1 medications5,6; 11 
and 12 
  13 
Whereas, pharmaceutical companies are threatening physicians who prescribe certain 14 
medications off-label for medically necessary indications, potentially jeopardizing medical 15 
licensure and restricting clinical decision-making5,7; and 16 
 17 
Whereas, such threats interfere with physicians' ability to make appropriate medical judgments 18 
for their patients; and 19 
 20 
Whereas, timely action is needed to protect physicians' ability to prescribe off-label based on 21 
medical necessity without repercussions, ensuring access for vulnerable patient populations, 22 
and protecting these vulnerable patient populations from using potentially hazardous fake 23 
compounded versions; and 24 
 25 
Whereas, differential pricing and restricted off-label use of medications can exacerbate 26 
healthcare disparities by limiting treatment access for underserved populations; therefore be it  27 
 28 
RESOLVED, that our American Medical Association advocates for transparency, accountability, 29 
and fair pricing practices in pharmaceutical pricing, opposing differential pricing of medications 30 
manufactured by the same company with the same active ingredient, without clear clinical 31 
necessity (Directive to Take Action); and be it further 32 
 33 
RESOLVED, that our AMA condemns interference with a physician’s ability to prescribe one 34 
medication over another with the same active ingredient, without risk of harassment, 35 
prosecution, or loss of their medical license, and calls on regulatory authorities to investigate 36 
and take appropriate action against such practices. (New HOD Policy) 37 
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Fiscal Note: Minimal - less than $1,000 
 
Received: 4/24/2024 
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prescriptions 
  

RELEVANT AMA POLICY: 
  
Patient Access to Treatments Prescribed by Their Physicians H-120.988 
1. Our AMA confirms its strong support for the autonomous clinical decision-making authority of a 
physician and that a physician may lawfully use an FDA approved drug product or medical device for an 
off-label indication when such use is based upon sound scientific evidence or sound medical opinion; and 
affirms the position that, when the prescription of a drug or use of a device represents safe and effective 
therapy, third party payers, including Medicare, should consider the intervention as clinically appropriate 
medical care, irrespective of labeling, should fulfill their obligation to their beneficiaries by covering such 
therapy, and be required to cover appropriate 'off-label' uses of drugs on their formulary. 
2. Our AMA strongly supports the important need for physicians to have access to accurate and unbiased 
information about off-label uses of drugs and devices, while ensuring that manufacturer-sponsored 
promotions remain under FDA regulation. 
3. Our AMA supports the dissemination of generally available information about off-label uses by 
manufacturers to physicians. Such information should be independently derived, peer reviewed, 
scientifically sound, and truthful and not misleading. The information should be provided in its entirety, not 
be edited or altered by the manufacturer, and be clearly distinguished and not appended to manufacturer-
sponsored materials. Such information may comprise journal articles, books, book chapters, or clinical 
practice guidelines. Books or book chapters should not focus on any particular drug. Dissemination of 
information by manufacturers to physicians about off-label uses should be accompanied by the approved 
product labeling and disclosures regarding the lack of FDA approval for such uses, and disclosure of the 
source of any financial support or author financial conflicts. 
4. Physicians have the responsibility to interpret and put into context information received from any 
source, including pharmaceutical manufacturers, before making clinical decisions (e.g., prescribing a drug 
for an off-label use). 
5. Our AMA strongly supports the addition to FDA-approved labeling those uses of drugs for which safety 
and efficacy have been demonstrated. 
6. Our AMA supports the continued authorization, implementation, and coordination of the Best 
Pharmaceuticals for Children Act and the Pediatric Research Equity Act. [Res. 30, A-88; Reaffirmed: BOT 
Rep. 53, A-94; Reaffirmed and Modified by CSA Rep. 3, A-97; Reaffirmed and Modified by Res. 528, A-
99; Reaffirmed: CMS Rep. 8, A-02; Reaffirmed: CMS Rep. 6, A-03; Modified: Res. 517, A-04; 
Reaffirmation I-07; Reaffirmed: Res. 819, I-07; Reaffirmation A-09; Reaffirmation I-10; Modified: BOT 
Rep. 5, I-14; Reaffirmed: Res. 505, A-15; Reaffirmed: CMS Rep. 6, I-20; Reaffirmed: Res. 509, I-20; 
Reaffirmation: I-22; Reaffirmed: CSAPH Rep. 01, A-23; Reaffirmed: CSAPH Rep. 02, A-23] 
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Resolution: 704  
(A-24) 

 
Introduced by: American Academy of Pediatrics 
 
Subject: Pediatric Readiness in Emergency Departments 
 
Referred to: Reference Committee G 
 
 
Whereas, there are over 130 million emergency department (ED) visits in the United States 1 
annually with nearly 25% of these visits being for infants, children and adolescents1; and 2 
 3 
Whereas, over 70% of U.S. emergency departments care for less than 10 children per day with 4 
over 80% of these visits occurring in a non-children’s hospital setting, highlighting the need for 5 
emergency care teams to maintain the knowledge, skills, and appropriate resources for 6 
immediate assessment and stabilization of children1; and 7 
 8 
Whereas, the National Pediatric Readiness Project (NPRP) is a multiphase, multidisciplinary, 9 
longitudinal quality initiative to improve readiness of US EDs to care for children and is 10 
supported by the Health Resources and Services Administration/ Emergency Medical Services 11 
for Children Program and cosponsored by the American Academy of Pediatrics, the American 12 
College of Emergency Physicians, and the Emergency Nurses Association, with original 13 
Institute of Medicine guidelines initially published in 2006 and twice revised through NPRP joint 14 
policy statements in 2009 and 2018; and  15 
 16 
Whereas, these joint policy statements, endorsed by our AMA and 22 other national 17 
organizations and stakeholders, outline essential policies and procedures, patient safety, staff 18 
competencies, quality improvement, medications, equipment, and supplies to safely care for 19 
children, with comprehensive open access educational resources, policy templates, tools, and 20 
other resources are available as part of the National Pediatric Readiness Project 21 
(www.pediatricreadiness.org); and 22 
 23 
Whereas, pediatric readiness of an emergency department is associated with a 60% and 76% 24 
reduction in mortality risk for injured and critically ill children, respectively, with a three-fold 25 
reduction in disparities for mortality1; therefore be it 26 
 27 
RESOLVED, that our American Medical Association reaffirm H-130.939 acknowledging the 28 
importance of pediatric readiness in all emergency departments with awareness of the 29 
guidelines for Pediatric Readiness in the Emergency Department and stand ready to care for 30 
children of all ages (Reaffirm HOD Policy); and be it further 31 
 32 
RESOLVED, that our AMA work with appropriate state and national organizations to advocate 33 
for the development and implementation of regional and/or state pediatric-ready facility 34 
recognition programs. (Directive to Take Action)35 
 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/23/2024  
  



Resolution: 704  (A-24) 
Page 2 of 2 

 
 
REFERENCES 
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RELEVANT AMA POLICY 
 
H-130.939 Emergency Department Readiness to Care for Children  
Our American Medical Association affirms the importance that all emergency departments stand 
ready to care for children of all ages, and advocates for hospital administrators, emergency 
department medical directors and emergency department nurse managers to be aware of the 
guidelines for Pediatric Readiness in the Emergency Department. 
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Resolution:  705 
(A-24) 

 
Introduced by: Illinois  
 
Subject: 20 Minute Primary Care Visits 
 
Referred to: Reference Committee G 
 
 
Whereas, the 20 minute primary care visit has been shown to lead to poor outcomes for patient 1 
care and is causing burnout of primary care physicians; therefore be it   2 
 3 
RESOLVED, that our American Medical Association ask that the appropriate AMA Council 4 
conduct a study of the adverse effects of direct patient care time limitations on the quality of care 5 
provided, as well as on patient and physician dissatisfaction, with a report back at the next AMA 6 
Annual Meeting. (Directive to Take Action) 7 
 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/24/2024 
 
 
RELEVANT AMA POLICY 
 
Limitation of Use of Time Component of Current Procedural Terminology (CPT-4) Coding H-70.976 
Our AMA (1) adopts as policy that the time element in the new Evaluation and Management codes in the 
CPT-4 manual may be used to assist physicians and their staffs in determining appropriate levels of coding; 
(2) opposes the use of the time elements to (a) judge how many of any given type of visit may be performed 
in any one hour; and (b) deny or downgrade services submitted based on a cumulative time; 
(3) adopts as policy that there shall be no list of diagnoses used by third party payers to compare against 
the Evaluation and Management codes in such a fashion as to deny, downgrade, or in any other way seek 
to limit the submission of any CPT-4 code visit; 
(4) will monitor attempts by the third party payers to institute such time limits and diagnosis limits; and 
(5) will work with third party payers to prevent them from attempting to adopt and institute policies that would 
impose such time and diagnosis criteria. 
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Resolution: 706  
(A-24) 

 
Introduced by: Association for Clinical Oncology 
 
Subject: Automatic Pharmacy-Generated Prescription Requests 
 
Referred to: Reference Committee G 
 
 
Whereas, while some studies have found that pharmacy-based automatic refill increases 1 
medication adherence without additional waste, these studies examine drugs for chronic 2 
diseases, and they do not examine settings where a treatment plan may be continually refined; 3 
and 4 
 5 
Whereas, individual states have recognized the potential harms of automatic refill programs, 6 
including wasted drugs, incorrect dosing, and patient receipt of discontinued prescriptions, 7 
among other harms; and 8 
 9 
Whereas, 27 state Medicaid programs have policy prohibiting the auto-refill process that occurs 10 
at the point of sale (i.e. the program must obtain the beneficiary's consent prior to enrolling in 11 
the auto-refill program); and  12 
 13 
Whereas, automatic pharmacy-generated refills are not necessarily linked to requests from 14 
either the patient or the physician and can lead to confusion for both; therefore be it 15 
 16 
RESOLVED, that our American Medical Association advocates that pharmacy-generated 17 
requests for changes to a prescription (quantity dispensed, refills, or substitutions) clarify 18 
whether these requests are generated by the patient or patient’s surrogates, or automatically by 19 
the pharmacy. (Directive to Take Action) 20 

21 
Fiscal Note: Minimal - less than $1,000 
 
Received: 4/24/2024 
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RELEVANT AMA POLICY 
 
American Pharmacists Association H-120.987 
The AMA advocates (1) continued surveillance of mail-order prescriptions; (2) notification by the 
American Pharmacists Association (APhA) of its members that prescriptions should be refilled only on the 
physician's order; and (3) that the APhA advise its members to discontinue the practice of assuming a 
prescription may be refilled unless a form is returned stating that the prescription may not be refilled. 
 
Streamlining the Process for Prescription Refills D-120.984 
Our AMA will work with the American Pharmacists Association, the National Community Pharmacists 
Association, and the National Association of Chain Drug Stores to streamline the process for prescription 
refills in order to reduce administrative burdens on physicians and pharmacists and to improve patient 
safety. 
 
Safe and Efficient E-Prescribing H-120.921 
Our AMA encourages health care stakeholders to improve electronic prescribing practices in meaningful 
ways that will result in increased patient safety, reduced medication error, improved care quality, and 
reduced administrative burden associated with e-prescribing processes and requirements. Specifically, 
the AMA encourages: 
A. E-prescribing system implementation teams to conduct an annual audit to evaluate the number, 
frequency and user acknowledgment/dismissal patterns of e-prescribing system alerts and provide an 
audit report to the software vendors for their consideration in future releases. 
B. Health care organizations and implementation teams to improve prescriber end-user training and on-
going education. 
C. Implementation teams to prioritize the adoption of features like structured and codified Sig formats that 
can help address quality issues, allowing for free text when necessary. 
D. Implementation teams to enable functionality of pharmacy directories and preferred pharmacy options. 
E. Organizational leadership to encourage the practice of inputting a patient’s preferred pharmacy at 
registration, and re-confirming it upon check-in at all subsequent visits. 
F. Implementation teams to establish interoperability between the e-prescribing system and the EHR to 
allow prescribers to easily confirm continued need for e-prescription refills and to allow for ready access 
to pharmacy choice and selection during the refill process. 
G. Implementation teams to enhance EHR and e-prescribing system functions to require residents assign 
an authorizing attending physician when required by state law. 
H. Organizational leadership to implement e-prescribing systems that feature more robust clinical decision 
support, and ensure prescriber preferences are tested and seriously considered in implementation 
decisions. 
I. Organizational leadership to designate e-prescribing as the default prescription method. 
J. The DEA to allow for lower-cost, high-performing biometric devices (e.g., fingerprint readers on laptop 
computers and mobile phones) to be leveraged in two-factor authentication. 
K. States to allow integration of PDMP data into EHR systems. 
L. Health insurers, pharmacies and e-prescribing software vendors to enable real-time benefit check 
applications that enable more up to date prescription coverage information and allow notification when a 
patient changes health plans or a health insurer has changed a pharmacy’s network status. 
M. Functionality supporting the electronic transfer and cancellation of prescriptions.  
 
Patient Privacy and Confidentiality H-315.983 
20. Our AMA supports privacy standards that would prohibit pharmacies from using prescription refill 
reminders or disease management programs as an opportunity for marketing purposes.  
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Resolution: 707  
(A-24) 

 
Introduced by: Association for Clinical Oncology, American College of Rheumatology 
 
Subject: Alternative Funding Programs 
 
Referred to: Reference Committee G 
 
 
Whereas, alternative funding programs (AFPs) are run by third-party, for-profit vendors that 1 
target self-funded plans; and 2 
 3 
Whereas, AFPs claim to help companies reduce their healthcare costs by offloading health 4 
plans’ responsibility for covering most or all specialty drugs; and 5 
 6 
Whereas, AFPs exclude or automatically deny prior authorization for specialty medications and 7 
instead promise to help patients or providers access those medications through pharmaceutical 8 
manufacturers’ patient assistance programs (PAPs) or other charitable programs; and  9 
 10 
Whereas, patients are required to work with the AFP vendor or be left paying 100% of the cost 11 
of their specialty medication; and  12 
 13 
Whereas, a 2022 study found that 10% of employers with at least 5,000 employees were using 14 
AFPs and 27% were considering AFPs; and  15 
 16 
Whereas, PAPs are safety-net programs designed to provide free drugs to uninsured and 17 
underinsured individuals; and  18 
 19 
Whereas, AFP vendors require patients to provide proof of income and a limited power of 20 
attorney to enable the AFP vendor to act on their behalf and apply for manufacturer PAPs; and  21 
 22 
Whereas, a patient’s application for a PAP may be denied because of high income; and  23 
 24 
Whereas, if a patient’s PAP application is denied, the patient’s employer could, but is not 25 
required to, override the denial as a medical necessity or approve the previously denied prior 26 
authorization; and  27 
 28 
Whereas, an AFP may attempt to seek financial assistance from a charitable foundation on 29 
behalf of the patient as an interim measure while awaiting PAP determination; and  30 
 31 
Whereas, if an AFP cannot get a drug covered by a PAP, the patient may end up owing the full 32 
amount of the drug cost; and  33 
 34 
Whereas, regardless of whether the patient is approved for a PAP, the potentially lengthy 35 
application process can delay access to necessary care; and  36 
 37 
Whereas, if a patient is approved for a PAP, then PAP funds available for the prescribed 38 
medication may provide only cover a partial course of treatment; and   39 
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Whereas, AFPs divert funds intended for individuals who are uninsured or underinsured with 1 
limited or no access to medications; and  2 
 3 
Whereas, an ad hoc patient advocacy coalition has sent a letter to the Department of Labor 4 
(DOL) expressing concerns about AFPs; and  5 
 6 
Whereas, AFPs steer charitable and other patient-assisting funds away from uninsured and 7 
underinsured patients; and  8 
 9 
Whereas, AFPs hinder patient access to specialty drugs; therefore be it 10 
 11 
RESOLVED, that our American Medical Association will educate employers, benefits 12 
administrators, and patients on alternative funding programs (AFPs) and their negative impacts 13 
on patient access to treatment and will advocate for legislative and regulatory policies that 14 
would address negative impacts of AFPs. (Directive to Take Action) 15 

16 
Fiscal Note: Moderate - between $5,000 - $10,000 
 
Received: 4/24/2024 
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RELEVANT AMA POLICY 
 
Third-Party Pharmacy Benefit Administrators H-110.963  
1. Our AMA recommends that third-party pharmacy benefit administrators that contract to manage the 
specialty pharmacy portion of drug formularies be included in existing pharmacy benefit manager (PBM) 
regulatory frameworks and statutes, and be subject to the same licensing, registration, and transparency 
reporting requirements. 
2. Our AMA will advocate that third-party pharmacy benefit administrators be included in future PBM 
oversight efforts at the state and federal levels.  
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Resolution: 708  
(A-24) 

 
Introduced by: National Association of Medical Examiners, American Society for Clinical 

Pathology, American Society of Cytopathology, College of American 
Pathologists 

 
Subject: Medicolegal Death Investigations 
 
Referred to: Reference Committee G 
 
 
Whereas, forensic pathology is the practice of medicine; and 1 
 2 
Whereas, the practice of forensic pathology in medicolegal death investigations is critical for 3 
many aspects of public health, practice, and research, including death certification, surveillance, 4 
epidemiology, and injury prevention in areas such as unexpected child deaths, suicide, violence, 5 
and substance use; and  6 
 7 
Whereas, the findings noted at a forensic autopsy, as well as the results of ancillary studies, 8 
must be interpreted in the context of the medicolegal death investigation to correctly determine 9 
the cause and manner of death; and 10 
  11 
Whereas, protecting physicians practicing forensic pathology from undue influence is necessary 12 
to ensure the independence of medicolegal death investigations, safeguard medical integrity, 13 
preserve public trust and confidence; and 14 
  15 
Whereas, state and local governments must ensure strong institutional and workplace 16 
protections to bolster the independence of physicians practicing forensic pathology in the course 17 
of medicolegal death investigations; and 18 
  19 
Whereas, state laws and regulations on causes and manner of deaths should not deny or limit 20 
physician authority to exercise necessary and appropriate medical judgment in the performance 21 
of the forensic autopsy; therefore be it 22 
 23 
RESOLVED, that our American Medical Association supports the independent authority of 24 
physicians practicing forensic pathology to provide accurate and transparent postmortem 25 
assessments and death investigation reporting in a manner free from undue influence (New 26 
HOD Policy); and be it further 27 
 28 
RESOLVED, that our AMA advocate with state and federal governments to ensure laws and 29 
regulations do not compromise a physician’s ability to use their medical judgement in the 30 
reporting of postmortem assessments and medicolegal death investigations. (Directive to Take 31 
Action) 32 

33 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/24/2024 
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Resolution: 709  
(A-24) 

 
Introduced by: American College of Emergency Physicians 
 
Subject: Improvements to Patient Flow in the U.S. Healthcare System 
 
Referred to: Reference Committee G 
 
 
Whereas, delays in patient care result in increased morbidity and mortality1 2 3; and 1 
 2 
Whereas, misaligned healthcare economics pressure hospitals to maintain high inpatient 3 
census levels, often preferencing high-margin patients, leading to delays that compromise 4 
emergency department, operative, and inpatient surge capacity4; and 5 
 6 
Whereas, lack of surge capacity may compromise our nation’s emergency preparedness5; and  7 
 8 
Whereas, delayed patient flow through multiple care environments affects many portions of the 9 
U.S. healthcare system, including access to post-acute care, emergency department care, 10 
hospital-based care, surgical care, and primary care; therefore be it 11 
 12 
RESOLVED, that our American Medical Association work with relevant stakeholders and 13 
propose recommendations to appropriate entities to improve patient flow and access to care 14 
throughout multiple environments in the U.S. healthcare system. (Directive to Take Action) 15 

16 
Fiscal Note: Moderate - between $5,000 - $10,000 
 
Received: 4/24/2024 
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AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 710  
(A-24) 

 
Introduced by: American College of Emergency Physicians 
 
Subject: The Regulation of Private Equity in the Healthcare Sector 
 
Referred to: Reference Committee G 
 
 
Whereas, healthcare systems controlled by private equity interest failed, putting access to care 1 
for patients at risk; and 2 
 3 
Whereas, these failures also put the livelihoods of healthcare workers, including physicians, at 4 
risk; and 5 
 6 
Whereas, in these cases, private equity has frequently saddled healthcare systems with 7 
significant debts that cannot be easily repaid; and  8 
 9 
Whereas, these healthcare systems have attempted to cut costs by laying off personnel and not 10 
purchasing equipment necessary for patient care1; and 11 
 12 
Whereas, the lack of appropriate resources to care for patients puts significant stress on 13 
healthcare workers and can lead to moral injury as well; and 14 
 15 
Whereas, these practices have now caught the attention of the United States Congress, and 16 
several investigations have been opened; and 17 
 18 
Whereas, the FTC has indicated that corporate consolidation of healthcare entities frequently 19 
results in increased costs of healthcare without commensurate increases in quality; therefore be 20 
it 21 
 22 
RESOLVED, that our American Medical Association propose appropriate guidelines for the use 23 
of private equity in healthcare, ensuring that physician autonomy in clinical care is preserved 24 
and protected (Directive to Take Action); and be it further 25 
 26 
RESOLVED, that our AMA modify policy H-215.981, Corporate Practice of Medicine, by 27 
addition:  28 
4. Our AMA will work with the federal government and other interested parties to develop and 29 
advocate for regulations pertaining to the use of private equity in the healthcare sector such that 30 
physician autonomy in clinical care is preserved and protected. (Modify Current HOD Policy) 31 

32 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/24/2024 
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RELEVANT AMA POLICY 
 
Medical Decision-Making Autonomy of the Attending Physician D-373.994 
Our AMA will continue to strongly oppose any encroachment of administrators upon the medical decision 
making of attending physicians that is not in the best interest of patients.  (I-23) 
 
Physician Employment Trends and Principles H-225.947 
1. Our AMA encourages physicians who seek employment as their mode of practice to strive for 
employment arrangements consistent with the following principles: A. Physician clinical autonomy is 
preserved. B. Physicians are included and actively involved in integrated leadership opportunities. C. 
Physicians are encouraged and guaranteed the ability to organize under a formal self-governance and 
management structure. D. Physicians are encouraged and expected to work with others to deliver 
effective, efficient and appropriate care. E. A mechanism is provided for the open and transparent sharing 
of clinical and business information by all parties to improve care. F A clinical information system 
infrastructure exists that allows capture and reporting of key clinical quality and efficiency performance 
data for all participants and accountability across the system to those measures.  
2. Our AMA encourages continued research on the effects of integrated health care delivery models (that 
employ physicians) on patients and the medical profession. (I-15, last reaff A-19) 
 
Physician Independence and Self-Governance D-225.977 
Our AMA will: (1) continue to assess the needs of employed physicians, ensuring autonomy in clinical 
decision-making and self-governance; and (2) promote physician collaboration, teamwork, partnership, 
and leadership in emerging health care organizational structures, including but not limited to hospitals, 
health care systems, medical groups, insurance company networks and accountable care organizations, 
in order to assure and be accountable for the delivery of quality health care. (last reaff A-22) 
 
Corporate Investors H-160.891 
1.Our AMA encourages physicians who are contemplating corporate investor partnerships to consider the 
following guidelines: 
a. Physicians should consider how the practice’s current mission, vision, and long-term goals align with 
those of the corporate investor. 
b. Due diligence should be conducted that includes, at minimum, review of the corporate investor’s 
business model, strategic plan, leadership and governance, and culture. 
c. External legal, accounting and/or business counsels should be obtained to advise during the 
exploration and negotiation of corporate investor transactions. 
d. Retaining negotiators to advocate for best interests of the practice and its employees should be 
considered. 
e. Physicians should consider whether and how corporate investor partnerships may require physicians to 
cede varying degrees of control over practice decision-making and day-to-day management. 
f. Physicians should consider the potential impact of corporate investor partnerships on physician and 
practice employee satisfaction and future physician recruitment. 
g. Physicians should have a clear understanding of compensation agreements, mechanisms for conflict 
resolution, processes for exiting corporate investor partnerships, and application of restrictive covenants. 
h. Physicians should consider corporate investor processes for medical staff representation on the board 
of directors and medical staff leadership selection. 
i. Physicians should retain responsibility for clinical governance, patient welfare and outcomes, physician 
clinical autonomy, and physician due process under corporate investor partnerships. 
j. Each individual physician should have the ultimate decision for medical judgment in patient care and 
medical care processes, including supervision of non-physician practitioners. 
k. Physicians should retain primary and final responsibility for structured medical education inclusive of 
undergraduate medical education including the structure of the program, program curriculum, selection of 
faculty and trainees, as well as education and disciplinary issues related to these programs. 
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2. Our AMA supports improved transparency regarding corporate investment in physician practices and 
subsequent changes in health care prices. 
3. Our AMA encourages national medical specialty societies to research and develop tools and resources 
on the impact of corporate investor partnerships on patients and the physicians in practicing in that 
specialty. 
4. Our AMA supports consideration of options for gathering information on the impact of private equity 
and corporate investors on the practice of medicine. 
 
Corporate Practice of Medicine H-215.981 
1. Our AMA vigorously opposes any effort to pass federal legislation preempting state laws prohibiting the 
corporate practice of medicine. 
2. At the request of state medical associations, our AMA will provide guidance, consultation, and model 
legislation regarding the corporate practice of medicine, to ensure the autonomy of hospital medical 
staffs, employed physicians in non-hospital settings, and physicians contracting with corporately-owned 
management service organizations. 
3. Our AMA will continue to monitor the evolving corporate practice of medicine with respect to its effect 
on the patient-physician relationship, financial conflicts of interest, patient-centered care and other 
relevant issues. 
 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 711  
(A-24) 

 
Introduced by: Ohio 
 
Subject: Insurer Accountability When Prior Authorization Harms Patients 
 
Referred to: Reference Committee G 
 
 
Whereas, prior authorization (PA) is an advanced approval process that insurers and other 1 
payers use as a healthcare utilization management tool to deny payment for covered benefits 2 
when the payer deems the benefit clinically unnecessary1; and 3 
 4 
Whereas, prior authorization requirements are rapidly increasing each year, which leads to not 5 
only increased administrative duties for physicians and their practice staff but also delayed care 6 
for patients2; and 7 
 8 
Whereas, a 2022 study by our AMA on PA demonstrated that 88% of physicians experience 9 
high or extremely high administrative burdens due to prior authorization requirements and that 10 
94% of physicians believe prior authorizations delay patient access to necessary care3; and  11 
 12 
Whereas, the process of PA reviews, which health plans are frequently known to delegate to 13 
third-party contractors, causes significant delays in appropriate patient care that can lead to 14 
prolonged suffering and unnecessary deaths4; and 15 
 16 
Whereas, the 2022 physician survey by our AMA found that 89% of physicians believe PA 17 
requirements have a negative impact on clinical outcomes for patients, with 33% of physicians 18 
reporting that PAs have led to their patients experiencing serious adverse health outcomes, 19 
including hospitalization, life-threatening events, or disability3; and 20 
 21 
Whereas, other surveys by the American Society of Clinical Oncologists (ASCO), the American 22 
Cancer Society Cancer Action Network (ACS CAN), and the American Society for Radiation 23 
Oncology (ASRO) have reported similar findings, with nearly all oncologists in the 2023 ASCO 24 
reporting a patient experienced harms due to PA, including 35% who specifically attributed a 25 
patient’s loss of life to prior authorization requirements5-8; and 26 
 27 
Whereas, the data strongly suggests that insurers are denying justified healthcare, with the 28 
2022 AMA physician survey reporting that only 1% of physicians believe that PA criteria are 29 
always based on evidence-based medicine or specialty society guidelines3; and 30 
 31 
Whereas, capitated payment models like Medicaid Managed Care and Medicare Advantage 32 
Organizations (MAOs), in which private companies are paid fixed amounts per enrollee based 33 
on expected costs regardless of whether the actual cost was higher or lower, create an 34 
incentive to minimize enrollee services and maximize PA denials9; and 35 
 36 
Whereas, reporting by the Office of Inspector General (OIG) for the United States Department of 37 
Health and Human Services has frequently shown that many denials were inappropriate, with a 38 
2022 report finding that 13% of PA denials met Medicare coverage requirements and 18% of 39 
payment denials met Medicare coverage rules and internal reimbursement guidelines9; and 40 
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Whereas, a 2023 Kaiser Family Foundation (KFF) study as well as two separate OIG reports 1 
found that, although just 11% of PA denials by MAOs are appealed, the vast majority of appeals 2 
were either completely or partially overturned10-12; and 3 
 4 
Whereas, the KFF study and OIG reports noted that their findings were particularly concerning 5 
because the appeals process was largely underutilized by beneficiaries and providers with only 6 
1% to 27% of initial denials ever being appealed, meaning insurers are incentivized to deny 7 
coverage knowing only a small portion of PA decisions will be formally appealed10-12; and 8 
 9 
Whereas, despite increasing evidence of inappropriate PA denials by insurers, there currently is 10 
no consensus on how to hold insurers liable for denials that result in preventable injury to 11 
patients, with largely unsuccessful litigation strategies ranging from bad faith breach of contract 12 
to negligent breach of duty, and at least one effort in Texas preempted by the Employment 13 
Income & Retirement Act of 1974 (ERISA)4,13-14; and 14 
 15 
Whereas, even when state statute or case law permits a bad faith claim against an insurance 16 
company for a wrongful coverage denial and the claim is not preempted by ERISA, it’s often 17 
impossible to recover punitive damages, which may require proving that the insurance company 18 
acted with a higher degree of intent than that required for compensatory damages15; and 19 
 20 
Whereas, in a recent New York case in which a delayed PA approval resulted in the 21 
preventable, rapid progression of a woman’s cancer, the U.S. District Court for the Southern 22 
District of New York ruled against the woman when it held that existing New York law does not 23 
impose a duty of reasonable care on insurance companies that engage in PA review, 24 
highlighting the need for aggressive state legislative reform to increase liability for state-25 
regulated insurers16; and 26 
 27 
Whereas, efforts to hold insurers liable for PA denials that result in preventable injury have been 28 
slowed by the increasing use of mandatory arbitration clauses in beneficiary contracts, which 29 
require beneficiaries to settle disputes out of court by an impartial third party rather than before 30 
a jury or judge and often include waivers that prevent beneficiaries from bringing class action 31 
suits17-18; and 32 
 33 
Whereas, a 2019 review of arbitration clauses used by Fortune 100 companies found that many 34 
of the nation’s largest health insurance companies, including UnitedHealth Group, Anthem, 35 
Aetna, and Cigna, impose mandatory arbitration clauses with class waivers on consumers18; 36 
and 37 
 38 
Whereas, mandatory arbitration clauses are particularly insidious in health insurance contracts 39 
given the wide gap in bargaining power between the insurance company and beneficiary and 40 
limited selection of alternate insurers as a result of increasing consolidation in insurance 41 
markets19-20; and 42 
 43 
Whereas, while arbitration may be preferred by some individuals, data suggests it is generally 44 
bad for consumers, as the median award for medical malpractice claims in Kaiser Permanente’s 45 
arbitration program is nearly $400,000 less than median awards for medical malpractice jury 46 
trials in California21; and 47 
 48 
Whereas, in addition to the federal Improving Seniors’ Timely Access to Care Act (H.R.3173), 49 
nearly 90 prior authorization reform bills have been proposed in current state legislatures, many 50 
of which draw on our AMA’s model legislation, but none of these proposed bills that have 51 



Resolution: 711  (A-24) 
Page 3 of 5 

 
 
received AMA support address insurers’ legal liability when patients are harmed by prior 1 
authorizations22-26; therefore be it 2 
 3 
RESOLVED, that our American Medical Association advocate for increased legal accountability 4 
of insurers and other payers when delay or denial of prior authorization leads to patient harm, 5 
including but not limited to the prohibition of mandatory pre-dispute arbitration and limitation on 6 
class action clauses in beneficiary contracts. (Directive to Take Action) 7 
 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 4/26/2024 
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https://www.commonwealthfund.org/publications/issue-briefs/2015/nov/evaluating-impact-health-insurance-industry-consolidation
https://www.commonwealthfund.org/publications/issue-briefs/2015/nov/evaluating-impact-health-insurance-industry-consolidation
https://ssrn.com/abstract=1991348
https://www.citizen.org/article/arbitration-clauses-in-insurance-contractsthe-urgent-need-for-reform/
https://www.congress.gov/bill/117th-congress/house-bill/3173
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authorization 
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https://www.congress.gov/bill/117th-congress/house-bill/3947 

25. H.R.7780 - 117th Congress (2021-2022): Mental Health Matters Act. Updated October 11, 2022. Accessed August 27, 2023. 
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26. S.1376 - 118th Congress (2023-2024): Forced Arbitration Injustice Repeal Act. Updated April 27, 2023. Accessed August 27, 
2023. https://www.congress.gov/bill/118th-congress/senate-bill/1376 

 
 
RELEVANT AMA POLICY 
 
H-320.939 Prior Authorization and Utilization Management Reform 
1. Our AMA will continue its widespread prior authorization (PA) advocacy and outreach, including 
promotion and/or adoption of the Prior Authorization and Utilization Management Reform Principles, AMA 
model legislation, Prior Authorization Physician Survey and other PA research, and the AMA Prior 
Authorization Toolkit, which is aimed at reducing PA administrative burdens and improving patient access 
to care. 
2. Our AMA will oppose health plan determinations on physician appeals based solely on medical coding 
and advocate for such decisions to be based on the direct review of a physician of the same medical 
specialty/subspecialty as the prescribing/ordering physician. 
3. Our AMA supports efforts to track and quantify the impact of health plans’ prior authorization and 
utilization management processes on patient access to necessary care and patient clinical outcomes, 
including the extent to which these processes contribute to patient harm. 
4. Our AMA will advocate for health plans to minimize the burden on patients, physicians, and medical 
centers when updates must be made to previously approved and/or pending prior authorization requests. 
[CMS Rep. 08, A-17; Reaffirmation: I-17; Reaffirmed: Res. 711, A-18; Appended: Res. 812, I-18; 
Reaffirmed in lieu of: Res. 713, A-19; Reaffirmed: CMS Rep. 05, A-19; Reaffirmed: Res. 811, I-19; 
Reaffirmed: CMS Rep. 4, A-21; Appended: CMS Rep. 5, A-21; Reaffirmation: A-22] 
 
D-320.978 Fair Reimbursement for Administrative Burdens 
Our AMA will: (1) continue its strong state and federal legislative advocacy efforts to promote legislation 
that streamlines the prior authorization process and reduces the overall volume of prior authorizations for 
physician practices; (2) continue partnering with patient advocacy groups in prior authorization reform 
efforts to reduce patient harms, including care delays, treatment abandonment, and negative clinical 
outcomes; (3) oppose inappropriate payer policies and procedures that deny or delay medically 
necessary drugs and medical services; and (4) advocate for fair reimbursement of established and future 
CPT codes for administrative burdens related to (a) the prior authorization process or (b) appeals or 
denials of services (visits, tests, procedures, medications, devices, and claims), whether pre- or post-
service denials. [Res. 701, A-22] 
 
D-285.960 Promoting Accountability in Prior Authorization 
Our AMA will: (1) advocate that peer-to-peer (P2P) prior authorization (PA) determinations must be made 
and actionable at the end of the P2P discussion notwithstanding mitigating circumstances, which would 
allow for a determination within 24 hours of the P2P discussion; (2) advocate that the reviewing P2P 
physician must have the clinical expertise to treat the medical condition or disease under review and have 
knowledge of the current, evidence-based clinical guidelines and novel treatments; (3) advocate that P2P 
PA reviewers follow evidence-based guidelines consistent with national medical specialty society 
guidelines where available and applicable; (4) continue to advocate for a reduction in the overall volume 
of health plans’ PA requirements and urge temporary suspension of all PA requirements and the 
extension of existing approvals during a declared public health emergency; (5) advocate that health plans 
must undertake every effort to accommodate the physician’s schedule when requiring peer-to-peer prior 
authorization conversations; and (6) advocate that health plans must not require prior authorization on 
any medically necessary surgical or other invasive procedure related or incidental to the original 
procedure if it is furnished during the course of an operation or procedure that was already approved or 
did not require prior authorization. [CMS Rep. 4, A-21] 
 
 

https://www.ama-assn.org/practice-management/prior-authorization/bills-30-states-show-momentum-fix-prior-authorization
https://www.ama-assn.org/practice-management/prior-authorization/bills-30-states-show-momentum-fix-prior-authorization
https://www.congress.gov/bill/117th-congress/house-bill/3947
https://www.congress.gov/bill/117th-congress/house-bill/7780/
https://www.congress.gov/bill/118th-congress/senate-bill/1376
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D-320.979 Processing Prior Authorization Decisions 
Our AMA will advocate that all insurance companies and benefit managers that require prior authorization 
have staff available to process approvals 24 hours a day, every day of the year, including holidays and 
weekends. [Res. 712, I-20; Reaffirmation: A-22] 
 
H-185.936 Lung Cancer Screening to be Considered Standard Care 
Our AMA: (1) recommends that coverage of screening low-dose CT (LDCT) scans for patients at high risk 
for lung cancer by Medicare, Medicaid, and private insurance be a required covered benefit; (2) will 
empower the American public with knowledge through an education campaign to raise awareness of lung 
cancer screening with low-dose CT scans in high-risk patients to improve screening rates and decrease 
the leading cause of cancer death in the United States; and (3) will work with interested national medical 
specialty societies and state medical associations to urge the Centers for Medicare & Medicaid Services 
and state Medicaid programs to increase access to low-dose CT screening for Medicaid patients at high 
risk for lung cancer by including it as a covered benefit, without cost-sharing or prior authorization 
requirements, and increasing funding for research and education to improve awareness and utilization of 
the screening among eligible enrollees. [Sub. Res. 114, A-14; Appended: Res. 418, A-22; Appended: 
Res. 112, A-23] 
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Resolution:712 

(A-24) 

Introduced by: New York  

Subject: Full Transparency - Explanation of Benefits  

Referred to: Reference Committee G 
  

Whereas, HIPAA Administrative Simplification Requirements mandate a national standard for the 1 
X12 835 electronic remittance advice (ERA), paper explanations of benefits (EOB) suffer from 2 
vague, incomplete, and often misleading information; and 3 
 4 
Whereas, EOBs often show vague descriptions of services, which precludes transparency and 5 
makes it difficult for the patient to determine if the charges are legitimate; therefore be it 6 
 7 
RESOLVED, that our American Medical Association will advocate legislation and regulations that 8 
mandate that explanation of benefits, whether sent to the patient or the physician practice, 9 
including the actual CPT codes billed, DRG-codes, CPT descriptions, and optional consumer-10 
friendly descriptions; and EOB must list the actual allowed amount, patient responsibilities (copay, 11 
deductible, coinsurance), non-covered and denied amounts with specific X12 reason codes in 12 
consumer-friendly explanations, what criteria is used for coverage and non-coverage, and 13 
includes detailed explanation on how to appeal, including contact information for plan 14 
administrator, applicable laws governing the plan benefits, and contact information to submit 15 
external complaints. (Directive to Take Action) 16 
 
Fiscal Note: Moderate - between $5,000 - $10,000 

Received: 5/8/2024 

 
RELEVANT AMA POLICY 
 
Requiring Third Party Reimbursement Methodology be Published for Physicians H-185.975 
Our AMA:  
(1) urges all third party payers and self-insured plans to publish their payment policies, rules, and fee 
schedules; 
(2) pursues all appropriate means to make publication of payment policies and fee schedules a 
requirement for third party payers and self-insured plans; 
(3) will develop model state and federal legislation that would require that all third party payers and self-
insured plans publish all payment schedule updates, and changes at least 60 days before such changes 
in payment schedules are enacted, and that all participating physicians be notified of such changes at 
least 60 days before changes in payment schedules are enacted. 
(4) seeks legislation that would mandate that insurers make available their complete payment schedules, 
coding policies and utilization review protocols to physicians prior to signing a contract and at least 60 
days prior to any changes being made in these policies;  
(5) works with the National Association of Insurance Commissioners, develop model state legislation, as 
well developing national legislation affecting those entities that are subject to ERISA rules; and explore 
the possibility of adding payer publication of payment policies and fee schedules to the Patient Protection 
Act; and 
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(6) supports the following requirements: (a) that all payers make available a copy of the executed contract 
to physicians within three business days of the request; (b) that all health plan EOBs contain 
documentation regarding the precise contract used for determining the reimbursement rate; (c) that once 
a year, all contracts must be made available for physician review at no cost; (d) that no contract may be 
changed without the physician's prior written authorization; and (e) that when a contract is terminated 
pursuant to the terms of the contract, the contract may not be used by any other payer. 
Sub. Res. 805, I-95 Appended: Res. 117, A-98 Reaffirmation A-99 Appended: Res. 219, and Reaffirmed: 
CMS Rep. 6, A-00 Reaffirmation I-01 Reaffirmed and Appended: Res. 704, A-03 Reaffirmation I-04 
Reaffirmation A-08 Reaffirmation I-08 Reaffirmed: CMS Rep. 3, I-09 Reaffirmation A-14 



American Medical Association House of Delegates 
 

Resolution: 713 
(A-24) 

 
Introduced by:  New York  
 
Subject: Transparency – Non-Payment for Services to patients with ACA 

Exchange Plans with Unpaid Premiums 
 
Referred to:  Reference Committee G 
 

Whereas, patients can sign up for health insurance without paying for up to 2 months, during 1 
which eligibility verification shows active coverage. Yet, health plans have a right to deny payment 2 
to physicians if a patient fails to pay premiums, which leaves physicians with uncollectible debt for 3 
physician professional services as well as expensive physician-administered and prior-authorized 4 
medications that cost thousands of dollars; and 5 
 6 
Whereas, X12 is designated by CMS as a national standards organization that sets national 7 
standards for electronic eligibility transaction X12 270/271; therefore be it  8 

 9 
RESOLVED, that our American Medical Association will advocate for legislation to require that 10 
health plans inform healthcare providers whether the plan premium has been paid and whether 11 
the account is late on payment as part of benefit verification, whether by phone, fax, or electronic 12 
transaction, including but not limited to X12 270/271 (Directive to Take Action); and be it further 13 
 14 
RESOLVED, that our AMA will advocate for legislation or regulation to require that health plans 15 
inform healthcare providers whether the plan premium has been paid and whether the account 16 
is late on payment as part of benefit verification, whether by phone, fax, electronic transaction 17 
including but not limited to X12 270/271 (Directive to Take Action); and be it further 18 
 19 
RESOLVED, that our AMA will advocate that X12 includes plan premium payment status as part 20 
of X12 270/271 standard transaction code updates (Directive to Take Action); and be it further 21 
 22 
RESOLVED, that our AMA will report on the status of this resolution at the 2025 Annual Meeting. 23 
(Directive to Take Action)  24 
 
Fiscal Note: Moderate - between $5,000 - $10,000 

Received: 5/8/2024 
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REPORT OF THE BOARD TRUSTEES 
 
 

B of T Report 03-A-24 
 
Subject: 2023 Grants and Donations 
 
Presented by: Willie Underwood, III, MD, MSc, MPH, Chair 
 
 
This informational financial report details all grants or donations received by the American 1 
Medical Association during 2023.  2 
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American Medical Association 
Grants & Donations Received by the AMA 

For the Year Ended December 31, 2023 
Amounts in thousands 

Funding Institution Project Amount Received 
   
Centers for Disease Control and Prevention 
(subcontracted to AMA through American College of 
Preventive Medicine) 
 

Building Healthcare Provider Capacity to Screen, Test, 
and Refer Disparate Populations with Prediabetes 
 

$                    44  

Centers for Disease Control and Prevention 
(subcontracted to AMA through American College of 
Preventive Medicine) 
 
Centers for Disease Control and Prevention  

Improving Minority Physician Capacity to Address 
COVID-19 Disparities 
 
 
Improving Health Outcomes through Partnerships with 
Physicians to Prevent and Control Emerging and Re-
Emerging Infectious Disease Threats 

                        
 
                        257 
 
 
                         
                     1,545 

 
Centers for Disease Control and Prevention  
 
 
Centers for Disease Control and Prevention 
 
 
 
Health Resources and Services Administration 
(subcontracted to AMA through American Heart 
Association, Inc.) 

 
National Healthcare Workforce Infection Prevention and 
Control Training Initiative Healthcare Facilities 
 
Promoting HIV, Viral Hepatitis, STDs, and LTBI 
Screening in Hospitals, Health Systems, and Other 
Healthcare Settings 
 
National Hypertension Control Initiative: Addressing 
Disparities Among Racial and Ethnic Minority 
Populations 

    
                      
                         13  
 
                        
 
                       344      
 
                      
                 
                       577            

 
Substance Abuse and Mental Health Services 
Administration (subcontracted to AMA through American 
Academy of Addiction Psychiatry) 
Government Funding 
 
The Physicians Foundation, Inc. 
Nonprofit Contributors 
 
Nuance Communications, Inc. 
 
Contributors less than $5,000 
Other Contributors 
 
Total Grants and Donations 

 
Providers Clinical Support System Medicated Assisted 
Treatment 
 
 
 
American Conference on Physician Health   
 
 
American Conference on Physician Health 
 
International Medical Graduates Section Reception 

                        
    
  
                         30 
                    2,810 
           
                         28                    
                         28          
                           
                        12 
                    
                          3 
                        15                   
                       
                                            
$                 2,853            
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REPORT OF THE BOARD OF TRUSTEES 

 
 

 B of T Report 05-A-24 
 
 
Subject: Update on Corporate Relationships 
  
Presented by: Willie Underwood III, MD, MSc, MPH, Chair 

 
 
PURPOSE 1 
 2 
The purpose of this informational report is to update the House of Delegates (HOD) on the results 3 
of the Corporate Review process from January 1 through December 31, 2023. Corporate activities 4 
that associate the American Medical Association (AMA) name or logo with a company, non-5 
Federation association or foundation, or include commercial support, currently undergo review and 6 
recommendations by the Corporate Review Team (CRT) (Appendix A).  7 
 8 
BACKGROUND  9 
 10 
At the 2002 Annual Meeting, the HOD approved revised principles to govern the AMA’s corporate 11 
relationships, HOD Policy G-630.040 “Principles on Corporate Relationships.” These guidelines 12 
for American Medical Association corporate relationships were incorporated into the corporate 13 
review process, are reviewed regularly, and were reaffirmed at the 2012 and 2022 Annual Meeting. 14 
AMA managers are responsible for reviewing AMA projects to ensure they fit within these 15 
guidelines.   16 
 17 
YEAR 2023 RESULTS 18 
 19 
In 2023, 109 activities were considered and approved through the Corporate Review process. Of 20 
the 109 projects recommended for approval, 54 were conferences or events, 11 were educational 21 
content or grants, 32 were collaborations or affiliations, six were member programs, five were 22 
business arrangements/licensing programs and one was an American Medical Association 23 
Foundation (AMAF) program. See Appendix B for details. 24 
 25 
CONCLUSION 26 
 27 
The Board of Trustees (BOT) continues to evaluate the CRT review process to balance risk 28 
assessment with the need for external collaborations that advance the AMA’s strategic focus. 29 
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Appendix A 
 

CORPORATE REVIEW PROCESS OVERVIEW 
 
The Corporate Review Team (CRT) includes senior managers from the following areas: Strategy, 
Finance, Health Solutions (HS), Advocacy, Office of the General Counsel, Medical Education, 
Publishing, Enterprise Communications (EC), Marketing and Member Experience (MMX), Center for 
Health Equity (CHE), and Health, Science and Ethics.  
 

The CRT evaluates each project submitted to determine fit or conflict with AMA Corporate 
Guidelines, covering:  
 

• Type, purpose, and duration of the activity;  
• Audience;  
• Company, association, foundation, or academic institution involved (due diligence reviewed); 
• Source of external funding; 
• Use of the AMA name and logo; 
• Editorial control/copyright; 
• Exclusive or non-exclusive nature of the arrangement; 
• Status of single and multiple supporters; and 
• Risk assessment for AMA. 

 
The CRT reviews and makes recommendations regarding the following types of activities that utilize 
AMA name and logo: 
 

• Industry-supported web, print, or conference projects directed to physicians or patients that 
do not adhere to Accreditation Council for Continuing Medical Education (ACCME) 
Standards and Essentials. 

• AMA sponsorship of external events. 

• Independent and company-sponsored foundation supported projects.  

• AMA licensing and publishing programs. (These corporate arrangements involve licensing 
AMA products or information to corporate or non-profit entities in exchange for a royalty and 
involve the use of AMA’s name, logo, and trademarks. This does not include database or 
Current Procedural Terminology (CPT ®) licensing.) 

• Member programs such as new affinity or insurance programs and member benefits.  

• Third-party relationships such as joint ventures, business partnerships, or co-branding 
programs directed to members.  

• Non-profit association collaborations outside the Federation.  The CRT reviews all non-profit 
association projects (Federation or non-Federation) that involve corporate sponsorship. 

• Collaboration with academic institutions in cases where there is corporate sponsorship. 

For the above specified activities, if the CRT recommends approval, the project proceeds. In addition 
to CRT review, the Executive Committee of the Board must review and approve CRT 
recommendations for the following AMA activities: 

 
• Any activity directed to the public with external funding. 
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• Single-sponsor activities that do not meet ACCME Standards and Essentials.   

• Activities involving risk of substantial financial penalties for cancellation. 

• Upon request of a dissenting member of the CRT. 

• Any other activity upon request of the CRT. 

All Corporate Review recommendations are summarized annually for information to the Board of 
Trustees (BOT). The BOT informs the HOD of all corporate arrangements at the Annual Meeting. 
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Appendix B 
 

SUMMARY OF CORPORATE REVIEW  
RECOMMENDATIONS FOR 2023 

 
CONFERENCES/EVENTS 
 

Project Number Project Description Corporations Approval Date 

21890 March of Dimes Gourmet 
Gala - Repeat sponsorship 
with AMA name and logo. 

March of Dimes 
Samsung 
Proctor and Gamble 
Abbott Pharmaceuticals 
Barbour, Griffiths and Rogers Group  
PhRMA 

01/24/2023 

21930 Bryce Harlow Foundation 
42nd Annual Awards 
Dinner – Sponsorship with 
AMA name and logo.  

Bryce Harlow Foundation 
Canadian National Railway Company 
Society for Human Resource 
Management 
Fierce Government Relations 
AARP 
Holland & Knight 

01/26/2023 

21987 HIMSS Global Health 
Conference & Exhibition - 
Repeat sponsorship with 
AMA and CPT names and 
logos. 

Health Information and Management 
Systems Society 

02/02/2023 

22011 Public Relations Student 
Society of America Midwest 
District Conference – 
Sponsorship with AMA name 
and logo.  

Public Relations Student Society of 
America 
Public Relations Society of America 

02/06/2023 

22026 NAMSS 47th Annual 
Educational Virtual 
Conference and Exhibition - 
Repeat sponsorship with 
AMA name and logo. 

National Association of Medical Staff 
Services 
ABMS Solutions 
American Board of Physician 
Specialties 
Columba Southern University 
DecisionHealth 
MD-Staff  
Medallion  
PreCheck  
Qgenda 
Silversheet 
Symplr 
The Greeley Company 
The Hardenbergh Group 

02/07/2023 
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22039 AHCJ Conference – Repeat 
sponsorship with AMA and 
JAMA Network names and 
logos. 

Association of Healthcare Journalists 02/08/2023 

22132 IAIABC 109th Convention - 
Repeat sponsorship with 
AMA name and logo. 
 

International Association of Industrial 
Accident Boards and Commissions  
National Council on Compensation 
Insurance 
Optum 
Sedgwick 
The Black Car Fund 
Concentra 
Aerie EDI Group 
Safety National  
Healthesystems  
Official Disability Guidelines by 
Milliman Clinical Guidelines  
Enlyte 
Ebix 
Verisk 
Tybera 
HealthTech, Inc 
Rising Medical Solutions 

02/14/2023 

22123  AAPC HEALTHCON 
Events - Repeat sponsorship 
with AMA name and logo. 
 

American Academy of Professional 
Coders 
 
 

02/15/2023 
 

22064 National Rx & Illicit Drug 
Summit - Repeat sponsorship 
with AMA name and logo.  
 

Operation Unite Police Treatment 
and Community Collaborative 
Georgia Council for Recovery 
Brevard Prevention Coalition 
Advantage Behavioral Health 
Emergency Medical Services World 

02/16/2023 

22120  AMA Research Challenges-
AMA branded competition 
repeat event with Laurel Road 
sponsored prize. 

Laurel Road Bank 
Key Bank 

02/17/2023 
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22283 National Black Law 
Students Association 
Convention – Sponsorship 
with AMA name and logo.  

National Black Law Students 
Association 
Haynes Boone 
Holland & Knight 
Alston & Bird 

02/24/2023 

22121  Becker’s Collaborations - 
Webinar, CEO & CFO 
Roundtables and Luncheon, 
and Annual Hospital Review.  
 

Becker’s Hospital Review 
ASC Communications 

02/24/2023  
 

22194 ViVE 2023 Sponsorship – 
Repeat sponsorship with 
AMA name and logo. 

HLTH Inc 
College of Healthcare Information 
Management Executives (CHIME) 

03/02/2023 

22323 Rock Health Summit – 
Repeat sponsorship with 
AMA name and logo.  

Rock Health Foundation 
California Health Care Foundation 
Google 
Tulsa Innovation Labs 
1501 Health 
BioReference Laboratories 

03/06/2023 

22209 AMA International Medical 
Graduates Section (IMGS) 
Annual Meeting Desserts 
Reception – Repeat 
sponsorship with AMA name 
and logo.  

Association of Physicians of Pakistani 
Descent of North America 
Association of Haitian Physicians 
Abroad 
Korean American Medical 
Association 
National Arab Medical Association 

03/09/2023 

22353 NLGJA: The Association of 
LGBTQ Journalists Annual 
Conference – Repeat 
sponsorship with AMA name 
and logo.  

AARP 
Warner Media 
Pulitzer Center 
Google News Lab 
Screen Actors Guild 
Walton Family Foundation 
EqualPride Media 
DotDash Meredith Publishing 
Craig Newmark Philanthropies 
Axios Media 
CoinDesk 
McClatchy Media 
Spectrum Networks 
Southern Newspaper Publishers 
Association Foundation 

03/13/2023 
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22364 Chicago Cares - Find your 
Cause Event – Sponsorship 
with AMA name and logo.  

Chicago Cares  03/15/2023 

22462 National Hispanic Medical 
Association 26th Annual 
Conference – Repeat 
sponsorship with AMA name 
and logo. 

National Hispanic Medical 
Association 

03/17/2023 

22454 Asian American Journalists 
Association’s Annual 
Convention – Repeat 
sponsorship with AMA name 
and logo. 

Asian American Journalists 
Association 

03/20/2023 

22540 Credentialing State Shows – 
Repeat sponsorship with 
AMA name and logo.  

Texas Society for Medical Services 
Specialists 
Illinois Association of Medical Staff 
Services 
North Carolina Association of 
Medical Staff Services 
California Society for Medical 
Services Specialists 
MD Staff 
PreCheck 
Canadian International Medical Relief 
Organization  
Critical Incident Management 
Response Organization (CIMRO) 
Hardenbergh Group 
MD Review 
Qgenda 
YS Credentialing  
American Board of Medical 
Specialties Solutions 
 

03/23/2023 

22603 Reuters Digital Health, 
Reuters Momentum Events 
– Conference sponsorships 
with AMA name and logo.  

Reuters Events 04/04/2023 

22697 AMA Medical Education 
AAMC Webinar – Co-
branded sponsorship with 
AMA name and logo. 

Association of American Medical 
Colleges 

04/14/2023 
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22707 National Independent 
Laboratory Association 
Annual Meeting– Repeat 
sponsorship with AMA name 
and logo.  

Agena Bioscience 
Seegene Technologies 
Streamline Scientific 
TELCOR 
Quarles & Brady LLP 

04/17/2023 

22899 Rush University Medical 
Center - West Side Walk 
for Wellness – Repeat 
sponsorship with AMA name 
and logo.  

Rush University Medical Center West 
Side Walk for Wellness  

05/02/2023 

22842 National Multiple Sclerosis 
Society 45th Annual 
Ambassadors Ball – 
Sponsorship with AMA name 
and logo.  

National Multiple Sclerosis (MS) 
Society 

05/05/2023 

23081 Essence Festival – 
Sponsorship with In Full 
Health name and logo.   

New Voices Foundation 
Essence Festival  

05/23/2023 

23152 “Walking Backward into 
the Future of Chicago’s 
West Side” Event – 
Sponsorship with AMA name 
and logo.  

Medical Justice in Advocacy 
Fellowship 
Morehouse School of Medicine 
 

05/24/2023 

23115 The Systems Summit on 
Clinical Wellbeing at 
Princeton University -  
Sponsorship with AMA name 
and logo.  

Princeton Center for Health and 
Wellbeing 
The Samueli Foundation 
Kahneman-Treisman Center for 
Behavioral Science & Public Policy at 
Princeton 
Healing Works Foundation 
American College of Graduate 
Medical Education 

06/08/2023 

23441 American Society of 
Bioethics and Humanities 
Conference  – Sponsorship 
with AMA Journal of Ethics 
name and logo.   

American Society of Bioethics and 
Humanities 

06/26/2023 
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23394 National Adult and 
Influenza Immunization 
Summit – Sponsorship with 
AMA name and logo.  

Centers for Disease Control and 
Prevention 
Office of Infectious Disease and 
HIV/AIDS Policy  
U.S. Department of Health and 
Human Services 
Immunize.org 

06/29/2023 

23453 NAACOS Fall Conference – 
Sponsorship with AMA MAP 
name and logo.   

National Association of Accountable 
Care Organizations 

06/30/2023 

23420 SNOMED CT Expo – 
Repeat sponsorship with 
AMA CPT and AMA names 
and logos.  

Systematized Nomenclature of 
Medicine (SNOMED) International 

07/06/2023 

23656  Chief Medical Officer 
Exchange – Sponsorship 
with AMA name and logo.  

HCPro 
HealthLeaders 
Nuance Healthcare Solutions 
3M M*Modal 
Midmark 

07/21/2023 
 

23083 ASMAC Fall Conference -  
Sponsorship with AMA name 
and logo.  

American Society of Medical 
Association Counsel  

07/25/2023 

23742 American Conference on 
Physician Health – Repeat 
sponsorship with AMA name 
and logo.  

Stanford Medicine 
Mayo Clinic 
The Physician’s Foundation 
Nuance Communications 

07/27/2023 

23838 WOEMA Conference  - 
Sponsorship with AMA name 
and logo.  

Western Occupational and 
Environmental Medical Association 
The Permanente Group 
Concentra Occupational Health 
e3 Occupational Health Solutions 
Novo Nordisk 

08/02/2023 
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23865 GCC eHealth Workforce 
Development Conference – 
Repeat sponsorship with 
AMA name and logo.  

Gulf Cooperation Council 
Emirates Health Services 
InterSystems 
Malaffi 
CyncHealth 
Dell Technologies 

08/07/2023 

23891 CFHA Integrated Care 
Conference – Repeat 
sponsorship with AMA name 
and logo.  

Collaborative Family Healthcare 
Association 

08/07/2023 

23932 Genetic Health Information 
Network Summit  - Repeat 
sponsorship with AMA name 
and logo.  

Concert Genetics 
Illumina 
Sarah Lawrence Genomics Institute 

08/14/2023 

23939 HMPRG Awards Gala – 
Sponsorship with AMA name 
and logo.  

Health & Medicine Policy Research 
Group 
Crown Family Philanthropies 
Cook County Health 
Joseph and Bessie Feinberg 
Foundation 
Rush Medical 
ACLU Illinois 
Chicago Bulls 
Chicago Federation of Labor 
Healthy Communities Foundation 
AgeOptions 
Erie Family Health Centers 
MiMedico Primary Care 
Thresholds 
ICAN!  

08/15/2023 

24037 HLTH Conference  - Repeat 
sponsorship with AMA name 
and logo 

HLTH Inc 
HLTH Foundation 
 

08/17/2023 
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24059 Alliance for Health Policy - 
Annual Dinner – Repeat 
sponsorsorship with AMA 
name and logo.  

Kaiser Permanente 
Otsuka Pharmaceuticals 
Blue Cross Blue Shield Association 
Elevance Health 
PhRMA 
American Hospital Association 
Amgen 
Catholic Health Association 
Patient Centered Outcomes Research 
Institute 
Merck Pharmaceuticals 
Better Medicare Alliance 
Amazon  
Shields Health Solutions 
Welsh-Carson-Anderson & Stowe 
ADVI Health 
 

08/22/2023 

24103 29th Annual Princeton 
Conference – Repeat 
sponsorship with AMA name 
and logo.  

The Council on Health Care 
Economics and Policy at Brandeis 
University 
Association of American Medical 
Colleges 
AARP 
American Hospital Association 
Arnold Ventures 
Blue Cross Blue Shield of 
Massachusetts Foundation 
Blue Shield of California Foundation 
Booz Allen Hamilton 
California Health Benefits Review 
Program 
California Health Care Foundation 
Jewish Healthcare Foundation 
MAXIMUS 
Peterson Center on Healthcare 
The Health Industry Forum 
The John A. Hartford Foundation 

08/25/2023 

24096 National Press Club’s 
Newsmaker Series – 
Sponsorship with AMA name 
and logo.  

National Press Club 08/28/2023 



B of T Rep. 05-A-24 -- page 12 of 26 
 

 
 

24036 APHC Conference 
Sponsorship – Sponsorship 
with AMA name and logo.  

Academy for Professionalism in 
Health Care 
Case Western Reserve University 
Cleveland Clinic: Lerner College of 
Medicine 
American Board of Medical 
Specialties 
Loma Linda University Health 
Johns Hopkins Berman Institute of 
Bioethics 
Loyola Bioethics 
American Association of Colleges of 
Osteopathic Medicine 
The Arnold P. Gold Foundation 
American Board of Internal Medicine 
Foundation 
Saint Louis University: Albert Gnaegi 
Center for Health Care Ethics 

08/31/2023 

23750 NOAH Conference - 
Sponsorship with AMA name 
and logo. 

National Organization for Arts in 
Health 
Cleveland Clinic 
MetroHealth System  
Laurie M. Tisch Illumination Fund 
Museum Exchange 
Houston Methodist Hospital 
University of Rochester 
Stanford Medicine 
Aesthetics Inc. 
J.T. & Margaret Talkington College 
of Visual & Performing Arts at Texas 
Tech University 
Northwest Creative & Expressive 
Arts Institute   

08/31/2023 

24376 National Addiction 
Treatment Week - Repeat 
sponsorship with AMA name 
and logo. 

American Society for Addiction 
Medicine 
Association of American Medical 
Colleges 
American College of Academic 
Addiction Medicine 
American Osteopathic Academy of 
Addiction Medicine 
Michigan Cares  
National Institute on Drug Abuse 
National Institute on Alcohol Abuse 
and Alcoholism 
University of California San 
Francisco Smoking Cessation 
Leadership Center 
 

09/21/2023 
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24703 Black Men in White Coats 
Youth Summit - Repeat 
sponsorship with AMA name 
and logo. 

Black Men in White Coats 
Veradigm 
Creating Pathways and Access for 
Student Success (CPASS) Foundation 

10/16/2023 

24839 Women Business Leaders 
Annual Summit - Repeat 
sponsorship with AMA name 
and logo. 

Women Business Leaders 
Elevance Health 
Johnson & Johnson  
McKesson Corporation 
Tivity Health 
AMN Healthcare 
Epstein Becker & Green PC 
MCG Health 
Medecision 
CommonSpirit Health 
Mintz Law Firm 
Newport Healthcare  
ProgenyHealth 
UnitedHealth Group 
Aarete Consulting Firm 
Healthcare Leadership Council 
Hello Heart 
 

11/03/2023 

24773 Hispanic Health 
Professional Student 
Scholarship Gala – 
Sponsorship with AMA name 
and logo.  

National Hispanic Health Foundation 
National Hispanic Medical 
Association 

11/01/2023 

25041 HLTH Foundation 
Webinar - Sponsorship with 
AMA name and logo. 

HLTH Inc 
HLTH Foundation 

11/20/2023 

24941 Consumer Electronics Show 
Digital Health Conference - 
Sponsorship with AMA name 
and logo. 

Consumer Technology Association 
American Psychological Association 
Connectivity Standards Alliance 

11/22/2023 

25305 MD-Staff Educational 
Conference - Sponsorship 
with AMA name and logo. 

Applied Statistics & Management 
PreCheck  
The Hardenbergh Group 
Sterling Infosystems  

12/07/2023 
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EDUCATIONAL CONTENT OR GRANT 
 

Project Number Project Description Corporations Approval Date 

21752 Words Matter-Making Sense 
of Health Equity Language 
Session – Recording for 
Medscape’s CME & 
Education platform with AMA 
name and logo.  

Medscape  
Association of American Medical 
Colleges 

01/10/2023 

22334 Parkinson’s Foundation 
Education Series - AMA 
EdHub hosted content with 
AMA name and logo. 

Parkinson’s Foundation 
CVS Health Foundation 

03/22/2023 

22712 AMA STEPS Forward® 
Plan-Do-Study-Act (PDSA) 
Toolkit – Update to toolkit 
hosted on AMA EdHub with 
AMA name and logo.   

Center for Sustainable Health Care 
Quality and Equity 
National Minority Quality Form 
American College of Physicians 

04/18/2023 

23035 Advancing AMA’s 
Telehealth Policy Report – 
Co-branded research report on 
telehealth priorities and trends, 
with AMA name and logo. 

Manatt Health 05/30/2023 

23094 Future of Health Immersion 
Program – Collaborators for 
AMA website program on 
telehealth. 

The Physician’s Foundation 
American Physical Therapy 
Association 
Health Choice Network 
Academy of Medicine of Cleveland 
and Northern Ohio 

06/06/2023 

23810 Disability Inclusion in 
Undergraduate and 
Graduate Medical Education 
Modules - AMA EdHub 
hosted content with AMA 
name and logo. 

Association of Higher Education and 
Disability 
Docs with Disabilities Initiative 
Association of American Medical 
Colleges 

08/01/2023 

24016 National Coalition for Sexual 
Health - AMA EdHub hosted 
content with AMA name and 
logo. 

National Coalition for Sexual Health 
Altarum Institute 

09/07/2023 
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24576 American Health 
Information Management 
Association Workshop –
Training on clinical 
documentation coding with 
AMA name and logo.  

American Health Information 
Management Association 

10/10/2023 

24628 Collaboration with Med 
Learning Group - AMA 
EdHub hosted content with 
AMA name and logo. 

Med Learning Group 10/26/2023 

24905 Credentialing School 
Sponsorship - Repeat 
sponsorship with AMA name 
and logo.  

Edge-U-Cate  
Certi-FACTS  
Symplr  
Federation of State Medical Boards 

11/08/2023 

24629 Natural Resources Defense 
Council - AMA EdHub hosted 
environmental health content 
with AMA name and logo. 

Natural Resources Defense Council  11/10/2023 

COLLABORATIONS/AFFILIATIONS 
 

Project Number Project Description Corporations Approval Date 

21841 National Academy of 
Medicine’s Action 
Collaborative on Clinician 
Well-Being and Resilience - 
Sponsorship of stakeholder 
meeting series with AMA 
name and logo.  

National Academy of Medicine 
National Academy of Sciences 
American Association of Colleges of 
Nursing  

01/10/2023 
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21764  Duke University Health AI 
Partnership (HAIP)  – 
Sponsorship of consortium and 
AI ethics training program 
with AMA name and logo.  

Duke University Health 
Gordon and Bettey Moore 
Foundation 
DLA Piper LLC 
Hackensack Meridian Health 
Jefferson Health 
Kaiser Permanente 
Mayo Clinic  
Michigan Medicine 
New York-Presbyterian 
Parkland Center for Clinical 
Innovation 
UC Berkeley 
WellCare North Carolina 

01/17/2023 
 

24871 MAP Dashboards for Health 
Care Organizations – AMA 
co-branding with healthcare 
organizations for MAP blood 
pressure dashboard project. 
 
 

University of South Alabama 
CommunityHealth  
Corewell Health 
 

11/17/2023 

21967 American Telemedicine 
Association Membership – 
Repeat sponsorship with AMA 
name and logo.  

American Telemedicine Association 01/26/2023 

21959 HL7 CodeX Membership – 
Collaboration for stakeholders 
on CodeX project with AMA 
name and logo.  

Health Level Seven International 02/06/2023 
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25521 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Practice Transformation 
Survey Assessment Groups –
AMA co-branding with 
healthcare organizations for 
physician burnout survey 
project.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Intermountain Health – Montana 
Entira Family Clinics 
AdventHealth  
Dayton Children's Hospital 
Mountain Area Health Education 
Center 
ChenMed  
Sutter West Bay Medical Group 
Baptist Health South Florida 
Washington Permanente Medical 
Group 
CommUnity Care  
Sutter Health 
Margaret Mary Health 
Platte Valley Medical Center 
El Rio Health 
Children’s Health of Orange County 
Scripps Health 
Cape Cod Hospital 
DaVita Health 
HealthOne 
PeaceHealth 
Rady Children’s Hospital 
TidalHealth 
University of Toledo Medical Center 
UC Riverside School of Medicine 
Emergency Physicians of Tidewater 
Avera Health 
Arizona Alliance for Community 
Health Centers 
University of Michigan Health 
Providence Regional Medical Center   
Thundermist Behavioral Health 
Ochsner Health 
Cleveland Clinic Florida 
Geisinger Health 
Moffitt Cancer Center 
Gould Medical Group 
Beth Israel Deaconess Medical 
Center 
University of Tennessee Medical 
Center 
Cedars-Sinai Medical Center 
Inova Fairfax Medical Center 
The Center for Primary Care 
Honor Health 
Austin Health Partners 
Mercy Medical Center 
Oak Street Health 
University of Arkansas Health 
Center 

12/27/2023 
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25521 Cont’d  Practice Transformation 
Survey Assessment Groups –
AMA co-branding with 
healthcare organizations for 
physician burnout survey 
project. 

HarmonyCares Medical Group 
Franciscan Physician Network 
San Joaquin General Hospital 
St. Luke's Health System 
Baylor Scott and White Health 
Benefis Health System 
Hattiesburg Clinic 
Ridgecrest Regional Hospital 
Stamford Health 
Trinity Health 
Naples Community Healthcare 
North Country Healthcare 
Jefferson Health 
Capital Region Medical Center 
Dayton Children’s Hospital 
Missouri Association of Osteopathic 
Physicians and Surgeons 
Emergency Care Consultants 
Eskenazi Medical Group 
Sharp Community Medical Group 
Sturdy Memorial Hospital 
Kansas City University Medical 
School 
Owensboro Health 
National Cancer Care Alliance 
Louisiana State University Medical 
School 
Atrium Health 
Capital Region Medical Center 
Denver Health 
Emergency Care Consultants 
Erie Family Health Centers 
Health Access Network 
North Country Hospital 
Bryan Health 
Legacy Health 
Rogers Behavioral Health 
 

22118 HLTH Foundation  – 
Sponsorship of equity research 
coalition and conference with 
AMA name and logo.   

HLTH Foundation 
Ipsos Group S.A.  

02/27/2023 

22664 MassChallenge HealthTech – 
Sponsorship of healthcare 
startup mentorship program 
with AMA name and logo.  

MassChallenge 
Lyda Hill Philanthropies 
Accenture  
Boston Children’s Hospital 
Brigham Health and Women’s 
Hospital 

04/12/2023 
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22833  “The PermanenteDocs 
Chat” Podcast Program -  
Collaboration for bi-weekly 
podcast program with AMA 
name and logo.  

The Permanente Federation 
Kaiser Permanente 

04/20/2023 

22820 The Collaborative for 
Healing and Renewal in 
Medicine (CHARM) - 
Charter committed to reducing 
healthcare worker burnout 
with AMA name and logo.  
 

Alaska Native Medical Center 
Allegheny Health Network 
American Medical Women's 
Association 
Brigham & Women's Hospital 
CareMax  
ChenMed  
Children's Hospital of Los Angeles 
Dayton Children's Hospital 
Drexel University  
First Choice Community Healthcare 
HonorHealth 
Keck School of Medicine, University 
of Southern California 
Luminis Health 
Mercy Medical Center 
New York City Health  
Northwest Permanente PD 
Olive View-UCLA Medical Center 
Oregon Health & Science University 
Palo Alto Foundation Medical Group 
Piedmont Medical Center 
Pomona Valley Hospital Medical 
Center 
Queen's Health System 
Rogers Behavioral Health 
Roper St. Francis Healthcare 
St. Jude Heritage Medical Group 
St. Luke's Health System 
Stamford Hospital 
University of Michigan Health-West 
University of Texas Medical Branch 
US Acute Care Solutions 
Washington Permanente Medical 
Group 
Yale New Haven Hospital 

05/01/2023 
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23018  Rise to Health Coalition 
Collaborator Update – Co-
branded coalition to embed 
equity in healthcare including 
toolkits, webinars and guides 
for healthcare professionals. 

National Committee for Quality 
Assurance 
American Association of Retired 
Persons 
American Nursing Association 
Bristol Myers Squibb 

05/17/2023 
 

23079  National Health Equity 
Grand Rounds Collaborator 
Update - Webinar series on 
health equity with AMA name 
and logo.    

Social Mission Alliance 
 

05/23/2023 
 

23142 National Association of 
Accountable Care 
Organizations Alliance 
Partner – Membership to 
advance value-based care with 
AMA name and logo.  

Primary Care Collaborative 
Center for Sustainable Healthcare 
National Association of Accountable 
Care Organizations 
Epic Systems 
Surescripts  
Blue Cross Blue Shield of South 
Carolina 

05/25/2023 

23292 Improving Health Outcomes 
Research Collaboration - 
UCSF feasibility study for 
wrist worn blood pressure 
monitoring devices.  

University of California San 
Francisco 
LiveMetric 

06/16/2023 

23440 Facility Closure Impact on 
Access to Maternity Care – 
Co-branded research report 
regarding impact of facility 
closures on access to maternity 
care in Chicago.  

March of Dimes 
Sinai Urban Health Institute 
 

07/05/2023 

23437 Connecting to Coverage 
Coalition – Outreach program 
collaboration to promote 
Medicaid enrollment with 
AMA name and logo.  

America’s Health Insurance Plans 
Thorn Run Partners 

07/10/2023 
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23542  VeriCre – Pilot program 
collaboration for new AMA 
credentialing product with 
AMA name and logo.  

Applied Statistics and Management 
MD-Staff 
SC Health  
Cleveland Clinic 
Boston Children’s Hospital 
Mass General Brigham  
Council for Affordable Quality 
Healthcare 
HealthStream  

07/14/2023 

23512 Health Equity in Organized 
Medicine Survey -
Collaboration on report 
summarizing survey findings 
with AMA name and logo.   

MyWhy Agency 
 

07/20/2023 

23714 Reuters Total Health – 
Collaboration for report 
regarding industry challenges 
with AMA name and logo.  

Reuters 
Kaiser Permanente 
GE Healthcare  
Dartmouth Health 
Sutter Health 
Ardent Health 
Center for Medicare 
Northwell Health 

07/26/2023 

24025 Advancing Rural Behavioral 
Health Integration with 
Telehealth Research 
Program – Collaborative 
study with AMA name and 
logo.  

University of Hawaii John A. Burns 
School of Medicine 
The Physicians Foundation 

08/18/2023 
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24404 Joy in Medicine Health 
System Recognition Program 
- Repeat AMA recognition 
program for outstanding 
healthcare organizations.  
 

Baylor Scott & White – The Heart 
Hospitals (Denton, McKinney, 
Plano) 
Corwell Health 
EvergreenHealth 
Providence Medical Foundation: St. 
Joseph Heritage Medical Group 
St. Jude Heritage Medical Group 
Sturdy Health 
WellSpan Health 
Wellstar Health System 
Banner Health 
Connecticut Children’s 
Dignity Health Arizona Market 
Family Health Centers of San Diego 
Hackensack Meridian Health 
Parkland Health 
Providence Health (Oregon) 
Reid Health 
Rush University Medical Center 
The Ohio State University Wexner 
Medical Center 

09/25/2023 

24250 New MAP BP program 
distribution channel partner 
– Collaboration to distribute 
MAP materials with AMA 
name and logo.  

Altarum Institute 10/02/2023 

24306 Joint announcement for 
Social Needs Assessment 
Coder – Press release to 
announce new program with 
AMA name and logo.  

The Gravity Project  10/03/2023 

24518 Mathematica Physician 
Practice Information Survey 
– Collaborative study on 
physician costs with AMA 
name and logo.  

Mathematica 10/05/2023 

24453 Physician Data Collaborative 
– Website launch with AMA 
name and logo.  

Association of American Medical 
Colleges 
Accreditation Council of Graduate 
Medical Education 

10/09/2023 
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24616 MATTER Chicago – Repeat 
sponsorship of nonprofit 
healthcare startup incubator 
with AMA name and logo.  

Matter Chicago  10/10/2023 

24558 Prevention Strategy 
Collaboration with Health 
Care Organizations – Update 
to program with AMA name 
and logo.  

River Valley Family Healthcare 10/13/2023 

24593 Embedding Equity in Crisis 
Preparedness & Response in 
Health Systems Guide – 
Update to materials with AMA 
name and logo.  

Planned Parenthood Federation of 
America 
Reproductive Health Impact 
American Public Health Association 
New York City Pandemic Response 
Institute 
For the Culture Consulting, LLC 

10/23/2023 

24617 VALID AI – Membership in 
working group on AI in 
healthcare with AMA name 
and logo.  

University of California Davis 
Health 
Moffit Cancer Center 
Cleveland Clinic 
Elevance 
MedStar 
Microsoft 
Google 

10/23/2023 

24714 Physician Innovation 
Network (PIN) – AMA PIN 
collaboration agreements with 
limited AMA name and logo 
use. 
 

American Academy of Pain 
Medicine 
Microsoft Startup Accelerator 

11/03/2023 

  24872 Teaching Case on AMA’s 
Center for Health Equity – 
Collaboration to develop a 
case study with AMA name.  

Harvard TH Chan School of Public 
Health 

11/06/2023 

24989 Common Health Coalition: 
Together for Public Health – 
Collaboration on pandemic 
preparedness with AMA name 
and logo.  

America’s Health Insurance Plans 
Alliance of Community Health Plans 
American Hospital Association 
Kaiser Permanente 

11/15/2023 
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25403 Henry Schein Cares 
Foundation “Prevention is 
Power” Initiative – 
Collaboration on public health 
awareness campaign with 
AMA and Release the Pressure 
(RTP) names and logos.  

Henry Schein Cares Foundation 
American Dental Association 
National Association of Community 
Health Centers 
CDC Foundation 
National Medical Association 

12/06/2023 

 
 
MEMBER PROGRAMS 
 

Project Number Project Description Corporations Approval Date 

21990 AHI Further –Travel affinity 
program with AMA name and 
logo. 

AHI Travel 
AHI Further 
Certares Management LLC 

02/08/2023 

23160 PhysicianLoans – Update to 
mortgage loan affinity 
program with AMA name and 
logo.  

PhysicianLoans 
Huntington Bank 

06/23/2023 

23155 AMBOSS Student & 
Resident Member Benefit –
Program for test prep 
discounts with AMA name and 
logo.  

AMBOSS  06/29/2023 

23376 ClassPass Member Benefit – 
Program for discounts on 
fitness classes with AMA 
name and logo.  

ClassPass  06/30/2023 

23161 Headspace Member Benefit 
– New member incentive for 
discounts on meditation app 
with AMA name and logo. 

Headspace  06/30/2023 

24014 UptoDate, Inc. Member 
Benefit – Program for 
discounts on software with 
AMA name and logo.  

UptoDate, Inc 09/07/2023 
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BUSINESS ARRANGEMENTS/LICENSING PROGRAMS 
 

Project Number Project Description Corporations Approval Date 

22809 Teton Data Systems - 
Licensing agreement for 
AMA content to be available 
through online reference 
service. 

Teton Data Systems - Stat!Ref 
Online  

05/15/2023 

22944 KnowledgeWorks Global 
PubFactory - Licensing 
agreement for AMA content 
to be available through online 
reference service with AMA 
and AMA Guides names and 
logos.  

KnowledgeWorks Global 
PubFactory 

06/02/2023 

23419 LexisNexis - AMA Guides 
Content Integration - 
Licensing agreement for 
AMA content to be available 
through online reference 
service with AMA and AMA 
Guides names and logos. 

LexisNexis 06/29/2023 

23827 JAMA Network Content - 
Licensing agreement for 
JAMA Network content to be 
available through online 
reference services with AMA 
name and logo. 

Dot Lib Information, LLC 
Scite Inc 
Scholarly Network Security 
Initiative 

07/31/2023 

24369 JAMA Network Worldwide 
– Update to licensing 
agreements for AMA and 
JAMA Network content to be 
available through online 
reference services with 
JAMA Network name and 
logo. 

Accucoms Inc 
Cactus CPL 
Data Licensing Alliance Inc 
USACO Corporation 
Nankodo Inc 
iGroup Asia Pacific Limited 
PSI IPV Limited  
Reprints Desk  
 

09/26/2023 
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AMA FOUNDATION 
 
AMA Foundation Corporate 
Donors – AMAF name and logo 
association with 2023 corporate 
donors. 

AbbVie 
Amgen 
Boehringer-Ingelheim 
Bristol-Myers Squibb 
Daiichi Sankyo 
Eli Lilly 
Genentech 
GlaxoSmithKline 
Henry Schein 
Merck 
Novartis Pharmaceuticals 
Novo Nordisk 
Pfizer 
PhRMA 
Sanofi 

05/03/2023 
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INTRODUCTION 1 
 2 
At the 2013 Annual Meeting of the House of Delegates (HOD), the HOD adopted Policy 3 
D-165.938, “Redefining AMA’s Position on ACA and Health Care Reform,” which calls on our 4 
American Medical Association (AMA) to “develop a policy statement clearly outlining this 5 
organization’s policies” on several specific issues related to the Affordable Care Act (ACA) as well 6 
as repealing the Sustainable Growth Rate (SGR) and the Independent Payment Advisory Board 7 
(IPAB). The adopted policy also calls for our AMA to report back at each meeting of the HOD. 8 
Board of Trustees Report 6-I-13, “Redefining AMA’s Position on ACA and Health Care Reform,” 9 
accomplished the original intent of the policy. This report serves as an update on the issues and 10 
related developments occurring since the most recent meeting of the HOD.  11 
 12 
IMPROVING THE AFFORDABLE CARE ACT  13 
 14 
The AMA continues to engage policymakers and advocate for meaningful, affordable health care 15 
for all Americans to improve the health of our nation. The AMA remains committed to the goal of 16 
universal coverage, which includes protecting coverage for the now more than 20 million 17 
Americans who have acquired it through the ACA. The AMA has been working to fix the current 18 
system by advancing solutions that make coverage more affordable and expanding the system’s 19 
reach to Americans who fall within its gaps. The AMA also remains committed to improving 20 
health care access so that patients receive timely, high-quality care, preventive services, 21 
medications, and other necessary treatments.   22 
 23 
The AMA continues to advocate for policies that would allow patients and physicians to be able to 24 
choose from a range of public and private coverage options with the goal of providing coverage to 25 
all Americans. Specifically, the AMA has been working with Congress, the Administration, and 26 
states to advance the AMA plan to cover the uninsured and improve affordability as included in the 27 
“2022 and Beyond: AMA’s Plan to Cover the Uninsured.” The COVID-19 pandemic initially led 28 
to many people losing their employer-based health insurance. This only increased the need for 29 
significant improvements to the ACA. Subsequent data indicated that the uninsured rate eventually 30 
decreased during the COVID-19 pandemic, due to the temporary ACA improvements included in 31 
the American Rescue Plan Act, continuous Medicaid enrollment, and state Medicaid expansions. 32 
 33 
The AMA also continues to examine the pros and cons of a broad array of approaches to achieve 34 
universal coverage as the policy debate evolves. 35 
 36 
The AMA has been advocating for the following policy provisions:  37 
 38 
Cover Uninsured Eligible for ACA’s Premium Tax Credits 39 

https://www.ama-assn.org/system/files/2021-01/2021-ama-plan-to-cover-uninsured.pdf
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• The AMA advocates for increasing the generosity of premium tax credits to improve 1 
premium affordability and incentivize tax credit eligible individuals to get covered. 2 
Currently, eligible individuals and families with incomes between 100 and 400 percent 3 
federal poverty level (FPL) (133 and 400 percent in Medicaid expansion states) are being 4 
provided with refundable and advanceable premium tax credits to purchase coverage on 5 
health insurance exchanges.  6 

• The AMA has been advocating for enhanced premium tax credits for young adults. In 7 
order to improve insurance take-up rates among young adults and help balance the 8 
individual health insurance market risk pool, young adults ages 19 to 30 who are eligible 9 
for advance premium tax credits could be provided with “enhanced” premium tax credits—10 
such as an additional $50 per month—while maintaining the current premium tax credit 11 
structure that is inversely related to income, as well as the current 3:1 age rating ratio.  12 

• The AMA is also advocating for an expansion of the eligibility for and increasing the size 13 
of cost-sharing reductions. Currently, individuals and families with incomes between 100 14 
and 250 percent FPL (between 133 and 250 percent FPL in Medicaid expansion states) 15 
also qualify for cost-sharing subsidies if they select a silver plan, which leads to lower 16 
deductibles, out-of-pocket maximums, copayments, and other cost-sharing amounts. 17 
Extending eligibility for cost-sharing reductions beyond 250 percent FPL, and increasing 18 
the size of cost-sharing reductions, would lessen the cost-sharing burdens many individuals 19 
face, which impact their ability to access and afford the care they need.  20 

 21 
Cover Uninsured Eligible for Medicaid or Children’s Health Insurance Program 22 
 23 
Before the COVID-19 pandemic, in 2018, 6.7 million of the nonelderly uninsured were eligible for 24 
Medicaid or the Children’s Health Insurance Program (CHIP). Reasons for this population 25 
remaining uninsured include lack of awareness of eligibility or assistance in enrollment.  26 
 27 

• The AMA has been advocating for increasing and improving Medicaid/CHIP outreach and 28 
enrollment, including auto enrollment.  29 

• The AMA has been opposing efforts to establish Medicaid work requirements. The AMA 30 
believes that Medicaid work requirements would negatively affect access to care and lead 31 
to significant negative consequences for individuals’ health and well-being.  32 

 33 
Make Coverage More Affordable for People Not Eligible for ACA’s Premium Tax Credits 34 
 35 
Before the COVID-19 pandemic, in 2018, 5.7 million of the nonelderly uninsured were ineligible 36 
for financial assistance under the ACA, either due to their income, or because they have an offer of 37 
“affordable” employer-sponsored health insurance coverage. Without the assistance provided by 38 
ACA’s premium tax credits, this population can continue to face unaffordable premiums and 39 
remain uninsured.  40 
 41 

• The AMA advocates for eliminating the subsidy “cliff,” thereby expanding eligibility for 42 
premium tax credits beyond 400 percent FPL.  43 

• The AMA has been advocating for the establishment of a permanent federal reinsurance 44 
program, and the use of Section 1332 waivers for state reinsurance programs. Reinsurance 45 
plays a role in stabilizing premiums by reducing the incentive for insurers to charge higher 46 
premiums across the board in anticipation of higher-risk people enrolling in coverage. 47 
Section 1332 waivers have also been approved to provide funding for state reinsurance 48 
programs.   49 
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• The AMA also is advocating for lowering the threshold that determines whether an 1 
employee’s premium contribution is “affordable,” allowing more employees to become 2 
eligible for premium tax credits to purchase marketplace coverage.  3 

• The AMA strongly advocated for the Internal Revenue Service regulation that was 4 
proposed on April 7, 2022 to fix the so-called “family glitch” under the ACA, whereby 5 
families of workers remain ineligible for subsidized ACA marketplace coverage even 6 
though they face unaffordable premiums for health insurance coverage offered through 7 
employers. The Biden Administration finalized the proposed rule on October 13, 2022. The 8 
regulation resolved the family glitch by extending eligibility for ACA financial assistance 9 
to only the family members of workers who are not offered affordable job-based family 10 
coverage.  11 

 12 
EXPAND MEDICAID TO COVER MORE PEOPLE 13 
 14 
Before the COVID-19 pandemic, in 2018, 2.3 million of the nonelderly uninsured found 15 
themselves in the coverage gap—not eligible for Medicaid, and not eligible for tax credits because 16 
they reside in states that did not expand Medicaid. Without access to Medicaid, these individuals 17 
do not have a pathway to affordable coverage. 18 
 19 
The AMA has been encouraging all states to expand Medicaid eligibility to 133 percent FPL. 20 
 21 
Policy adopted by the AMA HOD during the November 2021 Special Meeting seeks to assist more 22 
than two million nonelderly uninsured individuals who fall into the “coverage gap” in states that 23 
have not expanded Medicaid—those with incomes above Medicaid eligibility limits but below the 24 
FPL, which is the lower limit for premium tax credit eligibility. The new AMA policy maintains 25 
that coverage should be extended to these individuals at little or no cost, and further specifies that 26 
states that have already expanded Medicaid coverage should receive additional incentives to 27 
maintain that status going forward. 28 
 29 
AMERICAN RESCUE PLAN OF 2021 30 
 31 
On March 11, 2021, President Biden signed into law the American Rescue Plan (ARPA) of 2021. 32 
This legislation included the following ACA-related provisions that:  33 
 34 

• Provided a temporary (two-year) five percent increase in the Federal Medical Assistance 35 
Percentage (FMAP) for Medicaid to states that enact the Affordable Care Act’s Medicaid 36 
expansion and covered the new enrollment period per requirements of the ACA. 37 

• Invested nearly $35 billion in premium subsidy increases for those who buy coverage on 38 
the ACA marketplace. 39 

• Expanded the availability of ACA advanced premium tax credits (APTCs) to individuals 40 
whose income is above 400 percent of the FPL for 2021 and 2022. 41 

• Gave an option for states to provide 12-month postpartum coverage under State Medicaid 42 
and CHIP. 43 

 44 
ARPA represents the largest coverage expansion since the ACA. Under the ACA, eligible 45 
individuals, and families with incomes between 100 and 400 percent of the FPL (between 133 and 46 
400 percent FPL in Medicaid expansion states) have been provided with refundable and 47 
advanceable premium credits that are inversely related to income to purchase coverage on health 48 
insurance exchanges. However, consistent with Policy H-165.824, “Improving Affordability in the 49 
Health Insurance Exchanges,” ARPA eliminated ACA’s subsidy “cliff” for 2021 and 2022. As a 50 
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result, individuals and families with incomes above 400 percent FPL ($51,520 for an individual 1 
and $106,000 for a family of four based on 2021 federal poverty guidelines) are eligible for 2 
premium tax credit assistance. Individuals eligible for premium tax credits include individuals who 3 
are offered an employer plan that does not have an actuarial value of at least 60 percent or if the 4 
employee share of the premium exceeds 9.83 percent of income in 2021.  5 
 6 
Consistent with Policy H-165.824, ARPA also increased the generosity of premium tax credits for 7 
two years, lowering the cap on the percentage of income individuals are required to pay for 8 
premiums of the benchmark (second lowest-cost silver) plan. Premiums of the second lowest-cost 9 
silver plan for individuals with incomes at and above 400 percent FPL are capped at 8.5 percent of 10 
their income. Notably, resulting from the changes, eligible individuals and families with incomes 11 
between 100 and 150 percent of the FPL (133 percent and 150 percent FPL in Medicaid expansion 12 
states) qualified for zero-premium silver plans, effective until the end of 2022.  13 

 14 
In addition, individuals and families with incomes between 100 and 250 percent FPL (between 133 15 
and 250 percent FPL in Medicaid expansion states) also qualify for cost-sharing subsidies if they 16 
select a silver plan, which reduces their deductibles, out-of-pocket maximums, copayments, and 17 
other cost-sharing amounts.  18 
 19 
LEGISLATIVE EXTENSION OF ARPA PROVISIONS 20 
 21 
On August 16, 2022, President Biden signed into law the Inflation Reduction Act of 2022 through 22 
the highly partisan budget reconciliation process, which allows both the House and Senate to pass 23 
the bill with limits on procedural delays. Most significantly, reconciliation allows the Senate to 24 
bypass the filibuster and pass legislation with a 50-vote threshold so long as it meets a series of 25 
budgetary requirements. The Inflation Reduction Act included provisions that extended for three 26 
years to 2025 the aforementioned ACA premium subsidies authorized in ARPA.   27 
 28 
The Inflation Reduction Act did not include provisions to close the Medicaid “coverage gap” in the 29 
states that have not chosen to expand.  30 
 31 
ACA ENROLLMENT 32 
 33 
According to the U.S. Department of Health and Human Services (HHS), 21.3 million people 34 
selected an Affordable Care Act Health Insurance Marketplace plan during the 2024 Open 35 
Enrollment Period. Total plan selections include more than five million people—about a fourth— 36 
who are new to the Marketplaces and 16 million people who renewed their coverage. 37 
 38 
CONTINUOUS MEDICAID ENROLLMENT  39 
 40 
During the COVID-19 pandemic, the Families First Coronavirus Response Act required states to 41 
provide continuous coverage to nearly all Medicaid/CHIP enrollees as a condition of receiving a 42 
temporary federal medical assistance percentage (FMAP) increase. With disenrollments frozen, 43 
churn out of the program effectively ceased and enrollment increased nationally by 35 percent, 44 
from 70,875,069 in February 2020 to 93,876,834 in March 2023, after which the continuous 45 
enrollment requirement was lifted. Most of this growth was in the Medicaid program, which 46 
increased by 22,634,781 individuals (35.3 percent), while CHIP enrollment increased during this 47 
period by 366,984 individuals (5.4 percent). The Consolidated Appropriations Act of 2023 (CAA), 48 
which was signed into law in December 2022, established March 31, 2023, as the end date for the 49 
Medicaid continuous enrollment requirement and phased down the enhanced FMAP amount 50 
through December 2023.  51 
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The CAA established new requirements that states must meet to receive the phased-down FMAP 1 
increase and gave CMS authority to require states to submit monthly unwinding data, such as the 2 
number of people whose coverage was terminated, the number of those terminated based on 3 
eligibility criteria versus for procedural reasons, plus call center volume and wait times. The CAA 4 
also authorized several enforcement mechanisms including corrective action plans, financial 5 
penalties, and requiring states to temporarily pause terminations. 6 
 7 
The AMA continues to advocate that CMS ensure that states are maintaining Medicaid rate 8 
structures at levels that ensure sufficient physician participation, so that Medicaid patients can 9 
access appropriate, necessary care, including specialty and behavioral health services, in a timely 10 
manner and within a reasonable distance to where they live. 11 
 12 
SGR REPEAL 13 
 14 
The Medicare Access and CHIP Reauthorization Act (MACRA) of 2015 repealing and replacing 15 
the SGR was signed into law by President Obama on April 16, 2015. 16 
 17 
The AMA is now working on unrelated new Medicare payment reduction threats and is currently 18 
advocating for a sustainable, inflation-based, automatic positive update system for physicians. 19 
 20 
INDEPENDENT PAYMENT ADVISORY BOARD REPEAL 21 
 22 
The Bipartisan Budget Act of 2018 signed into law by President Trump on February 9, 2018, 23 
included provisions repealing the Independent Payment Advisory Board (IPAB). Currently, there 24 
are not any legislative efforts in Congress to replace the IPAB. 25 
 26 
CONCLUSION 27 
 28 
Our AMA will remain engaged in efforts to improve the health care system through policies 29 
outlined in Policy D-165.938 and other directives of the HOD. Given that most of the ACA fixes 30 
that led to calls in 2013 for this report at every HOD meeting have been accomplished, our primary 31 
goal now related to health care reform is stabilization of the broken Medicare physician payment 32 
system, including the need for inflation-based positive annual updates and reform of budget 33 
neutrality rules. 34 
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Policy G-605.050, “Annual Reporting Responsibilities of the AMA Board of Trustees,” calls for 1 
the Board of Trustees to submit a report at the American Medical Association (AMA) Annual 2 
Meeting each year summarizing AMA performance, activities, and status for the prior year.  3 
 4 
INTRODUCTION  5 
 6 
The AMA’s mission is to promote the art and science of medicine and the betterment of public 7 
health. As the physician organization whose reach and depth extend across all physicians, as well 8 
as policymakers, medical schools, and health care leaders, the AMA uniquely can deliver results 9 
and initiatives that enable physicians to improve the health of the nation.   10 
 11 
Representing physicians with a unified voice 12 
 13 
If the last few years have taught us anything it is that threats to the practice of medicine can come 14 
unexpectedly and from many fronts. In 2023 the AMA vigorously defended physicians and 15 
medicine in state and federal courts on a variety of issues threatening physicians and their patients. 16 
The AMA, in partnership with state medical associations and national medical specialty societies, 17 
won more than 100 state-level scope of practice cases. 18 
 19 
Through research, advocacy and education, the AMA continued to defend the practice of medicine 20 
against scope of practice expansions that threaten patient safety. We promoted physician-led care 21 
and helped defeat legislation across the country that would have allowed:  22 
 23 

• Physician assistants to practice independently without physician oversight  24 
• Pharmacists to prescribe medications  25 
• Optometrists to perform surgery  26 
• Scope of practice expansion for nurse practitioners and other APRNs 27 

 28 
The AMA facilitated 226,000+ contacts to Congress from patients and physicians as part of our 29 
FixMedicareNow.org grassroots campaign. To ensure more transparency in health care, the AMA 30 
worked with multiple state medical associations to introduce new or strengthen existing “Truth in 31 
Advertising” laws so that patients know if the person providing care to them is a physician—or not. 32 
Georgia and North Dakota enacted laws in 2023. 33 
 34 
AMA’s critical voice was represented in federal and state courts around the country on a broad 35 
range of issues, including in several cases before the U.S. Supreme Court. The AMA filed 36 
amicus briefs in: Braidwood Management v. Becerra, Alliance for Hippocratic Medicine v. FDA, 37 
and Murthy v. Missouri. Working with state and federal policymakers, the AMA continued to 38 
oppose legislation and laws that interfere with the practice of medicine, including in cases where 39 
physicians face criminal, civil, or administrative penalties for providing necessary care. In cases 40 
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ranging from surprise billing, to firearm regulations to scope of practice, the AMA has aggressively 1 
fought back to protect physicians. 2 
 3 
The AMA elevated the voice of physician leadership on critical issues of public health, securing 4 
more than 100 press releases, 125 billion media impressions representing nearly $1.2 billion in 5 
estimated ad value, achieving a commanding voice among healthcare entities in the media. 6 
 7 
Removing obstacles that interfere with patient care 8 
 9 
Physician burnout remains an ongoing epidemic in the U.S. and the AMA is fiercely committed to 10 
understanding the challenges physicians face and to restoring their well-being and optimism. We 11 
know that reducing burnout and promoting physician well-being are inextricably linked to the 12 
delivery of high-quality patient care and health system sustainability.  13 
 14 
The AMA pushed forward in tackling the causes of burnout and in developing effective research 15 
and resources needed to help physicians achieve improved satisfaction and joy in their work. AMA 16 
published more than 25 peer-reviewed studies and over 2,000,000 users accessed the AMA STEPS 17 
Forward® program to prevent burnout and improve patient care and practice efficiency. AMA 18 
provided over 100 new or updated AMA STEPS Forward® resources – including toolkits, 19 
webinars, podcast episodes, and the new Wellness-Centered Leadership Playbook. AMA co-20 
sponsored the 2023 American Conference on Physician Health with Stanford Medicine and Mayo 21 
Clinic in Palm Desert, California for over 600 attendees.  22 
 23 
The AMA continued to expand its work in promoting physician wellness through its Joy in 24 
Medicine™ Health System Recognition Program. This program is committed to advancing the 25 
science of physician burnout and recognizes those systems that are dedicated to organizational 26 
well-being. In 2023 the AMA recognized 72 health systems – bringing the total number of 27 
recognized organizations to 96.  28 
 29 
In 2023 the AMA worked with state medical associations across the country to enact prior 30 
authorization reform using AMA model legislation, data, testimony, and other resources that 31 
resulted in more than 30 states introducing legislation - and at least nine new states enacting prior 32 
authorization laws including AK, DC, IN, LA, MT, ND, NJ, RI, TN, and WA. 33 
 34 
The AMA successfully piloted VeriCre, a cross-industry collaboration to improve the complex 35 
credentialing process for physicians, healthcare institutions, and health plans alike. VeriCre 36 
addresses inefficiencies in credentialing by providing centralized, trusted, and authoritative data 37 
that can be used to pre-populate applications. VeriCre is designed to be integrated into vendor 38 
software solutions within healthcare organizations.   39 
 40 
The AMA worked to remove the barriers and end the stigma that all too frequently deters 41 
physicians from getting the mental health care they need. Our work with 15 state medical boards, 42 
health systems and credentialing bodies resulted in the removal of stigmatizing questions about 43 
mental illness from their applications.  44 
 45 
Driving the future of medicine  46 
 47 
The AMA achieved passage of legislation to extend Medicare telehealth coverage through 2024. 48 
The 2024 Medicare payment rule preserves key telehealth policies, ensuring Medicare patients 49 
from all areas of the country (not only rural) will continue to receive access to telehealth. 50 
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The AMA advanced a conceptual model for precision medical education: a system that can 1 
leverage technology and data to improve education personalization and learning efficiency across 2 
the continuum, in support of students, residents, fellows, physicians, and ultimately the 3 
needs of patients. Innovation Grants were awarded to 13 sites applying precision education 4 
approaches in medical school, residency and continuing professional development.  5 
 6 
The AMA ChangeMedEd® initiative and the University of Michigan developed a seven-part 7 
online learning module series introducing learners to foundational principles in artificial 8 
intelligence and machine-learning. The first of the series, Introduction to Artificial Intelligence 9 
(AI) in Health Care, launched on October 31 and was highlighted in a plenary session at the 10 
Association of American Medical Colleges Learn Serve Lead annual conference, spurring over 11 
1600 page views and 65 course completions within the month of November alone. 12 
 13 
AMA’s influence continues through the Health Systems Science Scholars Program and the 14 
Coaching Implementation Workshop, with each program now having trained over 200 faculty 15 
members from across the US to advance these innovations in medical schools and residency 16 
programs. 17 
 18 
AMA Ed Hub™ continued to expand its educational offering by signing on 14 new partners in 19 
2023 - bringing the total number of partners to 50. The new partners include: American 20 
Association for Physician Leadership; American College of Occupational and Environmental 21 
Medicine; American College of Osteopathic Family Physicians; American Thoracic Surgery; 22 
Boston University; Docs with Disabilities; Endocrine Society; Mary Ann Liebert Publishers; 23 
Michigan State University; Parkinson’s Foundation; Society of Critical Care Medicine; Radiology 24 
Health Equity Coalition; University of California, San Francisco, and Altarum Institute - National 25 
Coalition for Sexual Health.  26 
 27 
AMA Ed Hub™, in collaboration with Advocacy and Health Science & Ethics, rapidly delivered 28 
an educational offering to help physicians and clinicians meet new DEA requirements on substance 29 
use disorders and addiction. Including education from the AMA and their partners, this offering 30 
was deployed within 24 hours of the new regulation issuance and significantly contributed to 31 
increased AMA Ed Hub™ engagement. 32 
 33 
To better meet the needs of academic researchers, JAMA® optimized the publication pathway by 34 
promising to move accepted manuscripts to publication within four weeks of submission for select 35 
manuscripts of high importance. JAMA® also launched a new video and podcast series on “AI and 36 
Clinical Practice” to keep physicians informed on AI’s promise to transform treatment, training, 37 
research and publishing. JAMA® hosted its first JAMA Summit™ that brought together 60 experts 38 
from across the country and world to talk about why there is a big gap between the generation of 39 
evidence and what physicians do in clinical practice including what could we do to make it better. 40 
 41 
The AMA’s Center for Health Equity continues to strengthen physician and health system 42 
understanding and engagement around advancing equity. We launched the National Health Equity 43 
Grand Rounds, engaging almost 11,000 viewers around a variety of important topics and strategies 44 
to advance health equity and published 43 social justice education modules in the AMA Ed Hub™. 45 
 46 
Leading the charge to confront public health crises  47 
 48 
The AMA successfully advocated to make naloxone available over the counter and continued to 49 
advocate for responsible pricing and insurance coverage for this life-saving medication. We also 50 
successfully advocated for revisions to the Center for Disease Control’s (CDC) opioid prescribing 51 
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guidelines that resulted in the CDC removing its dose and quantity thresholds for treating patients 1 
with pain. 2 
 3 
The AMA collaborated with three partners to increase access to AMA MAPTM metrics to improve 4 
the quality-of-care physicians provide to their patients with hypertension. Access to the metrics 5 
helps identify gaps, track progress, and support quality improvement efforts to reach approximately 6 
5.5 million additional patients across 683 organizations inclusive of health systems, Federally 7 
Qualified Health Centers, community health centers and medical groups. 8 
 9 
To help close a gap in blood pressure measurement training that exists within medical schools, the 10 
AMA awarded financial grants to eight academic institutions representing 18 total training 11 
programs for healthcare professionals allowing them to meaningfully engage in AMA’s eLearning 12 
series, BP Measurement Essential: Student Edition. 13 
 14 
The AMA’s Enterprise Social Responsibility (ESR) program has strategically integrated and 15 
aligned to the health equity strategic framework with the goal to reduce health inequities in 16 
partnership with communities. The ESR program hosted over 30 events, supported nearly 70 17 
organizations, and donated almost $100,000 to community partners. AMA employees, representing 18 
every business unit and office location, achieved 32 percent employee volunteer participation, far 19 
exceeding the industry average of 20 percent, to build healthy, thriving, equitable communities.  20 
 21 
AMA Task Forces 22 
 23 
The task force to Preserve the Patient-Physician Relationship was formed and has convened. The 24 
Board will submit an Informational Report at the 2024 Interim Meeting that will summarize the 25 
activities of this task force that have taken place to date. 26 
 27 
The TRHT (Truth, Racial Healing, Transformation) task force was formed and has convened. The 28 
TRHT task force is on track to submit its recommendations to the AMA Board of Trustees by June 29 
2025. 30 
 31 
The Firearm Injury Prevention task force is convening and updates on its work are summarized in 32 
Board of Trustees Report 22-A-24. 33 
  34 
The Substance Use and Pain Care task force is convening and updates on its work are summarized 35 
in Board of Trustees Report 22-A-24. 36 
  37 
The Cannabis task force is convening and its work is focused on developing evidence-based 38 
education for physicians. 39 
 40 
Membership  41 
  42 
Overall, the organization’s advocacy efforts and mission activities were supported by another 43 
strong year of financial performance. In 2023 the AMA experienced a 3.4% increase in overall 44 
dues-paying membership.  45 
  46 
EVP Compensation  47 
  48 
During 2023, pursuant to his employment agreement, total cash compensation paid to James L. 49 
Madara, MD, as AMA Executive Vice President was $1,346,453 in salary and $1,117,107 in 50 
incentive compensation, reduced by $2,680 in pre-tax deductions. Other taxable amounts per the 51 
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contract are as follows: $23,484 imputed costs for life insurance, $24,720 imputed costs for 1 
executive life insurance, and $4,000 paid for an executive physical, and $3,000 paid for parking 2 
and other. An $81,000 contribution to a deferred compensation account was also made by the 3 
AMA. This will not be taxable until vested and paid pursuant to provisions in the deferred 4 
compensation agreement.  5 
 6 
For additional information about AMA activities and accomplishments, please see the “AMA 2023 7 
Annual Report.”  8 
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This report summarizes trends and news on tobacco usage, policies, and tobacco control advocacy 1 
activities from March 2023 through February 2024. The report is written pursuant to American 2 
Medical Association (AMA) Policy D-490.983, “Annual Tobacco Report.” 3 
 4 
TOBACCO USE AT A GLANCE 5 
 6 
In the 1960s the adult smoking rate was at its highest at 42 percent.1 Today that rate has been cut 7 
by more than half to an all-time low in 2022 of 11 percent. Despite this decline, tobacco use 8 
remains the leading cause of preventable disease, disability, and death in the United States.  9 
According to the Centers for Disease Control and Prevention (CDC) cigarette smoking accounts for 10 
more than 480,000 deaths every year, or about 1 in 5 deaths. More than 16 million Americans live 11 
with a smoking-related disease.2 12 
 13 
An annual review of tobacco use among adults, published in the May 5, 2023, Morbidity and 14 
Mortality Weekly Report (MMWR), summarizes National Health Interview Survey (NHIS) data to 15 
assess recent national estimates of commercial tobacco use among U.S. persons aged ≥18 years. 16 
NHIS is an annual, nationally representative household survey of the noninstitutionalized U.S. 17 
civilian population.  Current smokers are defined as people who reported smoking at least 100 18 
cigarettes during their lifetime and who, at the time they participated in a survey about this topic, 19 
reported smoking every day or some days. This analysis found an estimated 46 million U.S. adults 20 
(18.7 percent) reported currently using any tobacco product, including cigarettes (11.5 percent), e-21 
cigarettes (4.5 percent), cigars (3.5 percent), smokeless tobacco (2.1 percent), and pipes (including 22 
hookah) (0.9 percent). Although cigarette smoking decreased, e-cigarette use increased, from 3.7 23 
percent in 2020 to 4.5 percent in 2021, largely driven by higher prevalence in use among persons 24 
aged 18–24 years.3  25 
 26 
Nearly one in five adults who currently used tobacco products used two or more products, with 27 
nearly one third of these individuals (31.4 percent) reporting use of cigarettes and e-cigarettes. 28 
Dual use of tobacco products may have overlapping adverse health effects. While smoking and 29 
vaping may share similar harmful cardiovascular effects, each appears to cause some potentially 30 
damaging effects that the other does not. This suggests that dual product use may be more harmful 31 
than using either product alone.3,4  32 
 33 
The CDC and FDA analyzed data from the 2023 National Youth Tobacco Survey (NYTS) to assess 34 
tobacco product use patterns among U.S. middle school (grades 6–8) and high school (grades 9–35 
12) students. This analysis was published in the November 3, 2023, MMWR.5 The NYTS is a 36 
cross-sectional, school-based, self-administered web-based survey of U.S. middle and high school 37 
students. A stratified, three-stage cluster sampling procedure was used to generate a nationally 38 
representative sample of U.S. students attending private or public middle (grades 6–8) and high 39 
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(grades 9–12) schools. In 2023, data were collected during March 9–June 16; a total of 22,069 1 
students from 179 schools participated, with an overall response rate of 30.5 percent. 2 
 3 
Current use of any use of any tobacco product by high school students declined by an estimated 4 
540,000, from 2.51 million in 2022 to 1.97 million in 2023. Declines were also reported for current 5 
e-cigarette use among high school students during that same period from 14.1 percent to 10.0 6 
percent. While these declines demonstrate the effectiveness of tobacco control legislation and 7 
regulations, there is still cause for concern. E-cigarette products were the most used tobacco 8 
product of middle and high school students with 7.7 percent reporting current e-cigarette use 9 
followed by cigarettes at 1.6 percent. Among students who had ever used an e-cigarette, 46.7 10 
percent reported current use and 89.4 percent of them used flavored products and 25.2 percent used 11 
an e-cigarette daily. Given the number of middle and high school students that use tobacco 12 
products, sustained efforts to prevent initiation of tobacco product use among young persons and 13 
strategies to help young tobacco users quit are critical to reducing U.S. youth tobacco product 14 
use.Error! Bookmark not defined.  15 
 16 
Sales Use of E-Cigarettes Dominated by Flavored Products  17 
 18 
E-cigarette unit sales increased by 46.6 percent during January 2020–December 2022 according to 19 
a study released by the truth initiative®. The study E-cigarette Unit Sales by Product and Flavor 20 
Type, and Top-Selling Brands, United States, 2020–2022 was published in the June 23, 2023, 21 
MMWR.6 From January 26, 2020, to December 25, 2022, unit shares of tobacco-flavored and 22 
mint-flavored products decreased (from 28.4 percent to 20.1 percent and from 10.1 percent to 5.9 23 
percent, respectively), whereas shares of other flavor sales increased (from 29.2 percent to 41.3 24 
percent).6 25 
 26 
The study authors also looked at types of e-cigarettes. Disposable e-cigarettes are the preferred 27 
delivery device for vaped tobacco. Sales of fruit- and mint-flavored disposable products saw a 28 
significant rise compared to refillable cartridge devices. During the study period, January 2020–29 
December 2022, sales of prefilled cartridges decreased from 75.2 percent to 48.0 percent, and 30 
disposable e-cigarette sales increased from 24.7 percent to 51.8 percent. The authors attributed this 31 
to an announcement in January 2020 by the U.S. Food and Drug Administration (FDA) that the 32 
agency would prioritize enforcement against prefilled e-cigarettes in flavors other than tobacco and 33 
menthol based on the prevalence of use of these products by youth.  34 
 35 
In the United States, the prevalence of e-cigarette use is markedly higher among youths and young 36 
adults than it is among adults overall. In 2021, 4.5 percent of all adults aged ≥18 years (an 37 
estimated 11.1 million) and 11.0 percent of young adults aged 18–24 years (an estimated 3.1 38 
million) currently (≥1 day during the previous 30 days) used e-cigarettes; during 2022, 14.1 percent 39 
of high school students (an estimated 2.14 million) currently used e-cigarettes. The unit share of 40 
menthol-flavored product sales remained relatively stable, while non-menthol flavor unit shares 41 
changed.6 42 
 43 
EFFORTS TO ADDRESS TOBACCO CONTROL 44 
 45 
AMA Litigation Center joins with public health groups to protect tobacco regulation 46 
 47 
In the courts, the AMA has continued to be very active in supporting efforts to further regulate and 48 
limit tobacco products and electronic nicotine delivery systems (ENDS). The AMA has joined 49 
numerous amicus briefs around the country in cases involving the federal government’s efforts to 50 
regulate and remove flavored ENDS from the market, which have contributed to favorable 51 
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outcomes in several federal circuit courts. In addition, the AMA has supported state and local 1 
governments with friend-of-the-court briefs after their laws banning flavored tobacco products and 2 
ENDS have been challenged by the tobacco and vaping industry. Finally, the AMA continues to 3 
monitor the federal government's efforts to eliminate the manufacture and sale of tobacco products 4 
with characterizing flavors, including menthol, as the AMA was one of the named plaintiffs in a 5 
lawsuit requiring the FDA to take long-overdue action on this issue. 6 
 7 
The AMA Litigation Center joined amicus briefs in Oregon supporting the ability of two counties 8 
to regulate flavored tobacco products beyond the state-level restrictions. The court cases centered 9 
on whether a county ordinance banning the sale of flavored tobacco products conflicts with a state 10 
law regulating the sale of tobacco and nicotine. One of the counties received a favorable ruling, and 11 
the other matter remains pending.  12 
 13 
The Litigation Center also joined an amicus brief supporting the use of graphic warnings on 14 
tobacco products. The issue in R.J. Reynolds v. FDA is whether an FDA rule regarding graphic 15 
warnings on cigarettes is lawful. That case remains pending.  16 
 17 
AMA urged the FDA to investigate violations of federal law in California  18 
 19 
In December 2022 California’s law prohibiting the sales of menthol cigarettes and other flavored 20 
tobacco products prevailed despite legal challenges. California became the largest state in the 21 
country banning these products and became the target for release of new products designed to 22 
circumvent the law. R.J. Reynolds announced two new brands, Camel Crisp Non-Menthol and 23 
Camel Crush Oasis Non-Menthol Capsule.  24 
 25 
The Tobacco Control Act, which gives the FDA authority to regulate the tobacco industry prohibits 26 
the introduction of new products that have not undergone remarket review by the FDA. The 27 
introduction and marketing of the R.J. Reynolds products and others as “substitutes” for menthol 28 
cigarettes rather than “new” products suggests that the industry believes it has found a loophole.  29 
 30 
In March 2023 the AMA joined by other medical, public health and community organizations 31 
urged the FDA to use its authority and begin an investigation.  32 
 33 
Helping Tobacco Users Quit Act would expand and ensure cessation coverage 34 
 35 
In July 2023 Congresswoman Lisa Blunt Rochester (D-Del.) and Congressman Brian Fitzpatrick 36 
(R-Penn.) introduced the Helping Tobacco Users Quit Act. This bi-partisan bill, supported by the 37 
AMA, calls for expanded comprehensive Medicaid tobacco cessation coverage in every state with 38 
no cost-sharing or access barriers for beneficiaries. The bill would also help states conduct outreach 39 
campaigns to educate providers and beneficiaries about Medicaid’s coverage of cessation services. 40 
 41 
The bill was referred to the House Energy and Commerce Subcommittee on Health waiting for a 42 
hearing and further consideration. Medicaid enrollees smoke at twice the rate of those with private 43 
insurance, meaning that expanding cessation coverage in Medicaid would improve health outcomes 44 
while lowering government spending.7  45 
 46 
American Lung Association Releases its 2024 State of Tobacco Report 47 
 48 
The American Lung Association’s 2024 “State of Tobacco Control” report reveals the continued 49 
impact of tobacco use, including menthol cigarettes, on individuals and families across the country, 50 
and underscores the urgent need for the White House to finalize the rules to end the sale of menthol 51 
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cigarettes and flavored cigars to save lives.8 The report highlighted the tobacco industry and its 1 
allies’ influence to successfully convince the White House to delay finalizing the menthol 2 
cigarettes and flavored cigars rules.  3 
Since the 1950s, Black individuals have been successfully targeted by aggressive marketing 4 
campaigns. According to a study in the 2023 April issue of Nicotine & Tobacco Research, an 5 
estimated 80 percent of Black individuals in the U.S. who smoke prefer menthol cigarettes. The 6 
authors also noted that target marketing was having an impact on Hispanic adults. During the study 7 
period the use of menthol went from 34 percent in 2008 to 51 percent in 2020.9  8 
 9 
At the local level, Chicago, IL and Milwaukee, WI were highlighted in the report for actions taken 10 
to restrict where new tobacco retailers can locate. This legislative action takes aim at the increased 11 
concentration of tobacco product retailers in low-income neighborhoods.  12 

 
1 Giovino GA, Schooley MW, Zhu BP, Chrismon JH, Tomar SL, Peddicord JP, et al. Surveillance for 
Selected Tobacco-Use Behaviors - United States, 1900–1994. Centers for Disease Control and Prevention. 
CDC Surveillance Summaries, 1994. MMWR. 1994;43(SS-3):1–50 
2 https://www.cdc.gov/tobacco/data_statistics/fact_sheets/adult_data/cig_smoking/index.htm (accessed 
February 19, 2024) 
3 Cornelius, M. E., Loretan, C. G., Jamal, A., Davis Lynn, B. C., Mayer, M., Alcantara, I. C., & Neff, L. 
(2023). Tobacco product use among adults – United States, 2021. MMWR. Morbidity and Mortality Weekly 
Report, 72(18), 475–483. https://doi.org/10.15585/mmwr.mm7218a1  
4 Mohammadi, L., Han, D. D., Xu, F., Huang, A., Derakhshandeh, R., Rao, P., Whitlatch, A., Cheng, J., 
Keith, R. J., Hamburg, N. M., Ganz, P., Hellman, J., Schick, S. F., & Springer, M. L. (2022). Chronic e-
cigarette use impairs endothelial function on the physiological and cellular levels. Arteriosclerosis, 
Thrombosis, and Vascular Biology, 2022;42(11), 1333–1350. https://doi.org/10.1161/atvbaha.121.317749 
5 Birdsey, J., Cornelius, M., Jamal, A., Park-Lee, E., Cooper, M. R., Wang, J., Sawdey, M. D., Cullen, K. A., 
& Neff, L. (2023). Tobacco product use among U.S. middle and high school students — National Youth 
Tobacco Survey, 2023. MMWR. Morbidity and Mortality Weekly Report, 72(44), 1173–1182. 
https://doi.org/10.15585/mmwr.mm7244a1 
6 Ali, F. R., Seidenberg, A. B., Crane, E., Seaman, E., Tynan, M. A., & Marynak, K. (2023). E-cigarette unit 
sales by product and flavor type, and top-selling brands, United States, 2020–2022. MMWR. Morbidity and 
Mortality Weekly Report, 72(25), 672–677. https://doi.org/10.15585/mmwr.mm7225a1 
7 Creamer MR, Wang TW, Babb S, Cullen KA, Day H, Willis G, Jamal A, Neff L. Tobacco product use and 
cessation indicators among adults—United States, 2018. [PDF – 219 KB] MMWR Morb Mortal Wkly Rep 
2019;68:1013-1019 
8 https://www.lung.org/research/sotc (accessed February 22, 2024) 
9 Renee D Goodwin, Ollie Ganz, Andrea H Weinberger, Philip H Smith, Katarzyna Wyka, Cristine D 
Delnevo, Menthol Cigarette Use Among Adults Who Smoke Cigarettes, 2008–2020: Rapid Growth and 
Widening Inequities in the United States, Nicotine & Tobacco Research, Volume 25, Issue 4, April 2023, 
Pages 692–698, https://doi.org/10.1093/ntr/ntac214 



 

 

REPORT 10 OF THE BOARD OF TRUSTEES (A-24) 
American Medical Association Health Equity Annual Report 
(Informational) 
 
 
 

EXECUTIVE SUMMARY 
 
Background: At the 2018 Annual Meeting, the House of Delegates adopted the recommendations 
of Policy D-180.981 directing our AMA to “develop an organizational unit, e.g., a Center or its 
equivalent, to facilitate, coordinate, initiate, and track AMA health equity activities” and 
instructing the “Board to provide an annual report to the House of Delegates regarding AMA’s 
health equity activities and achievements.” The HOD provided additional guidance via Policy H-
180.944: “Health equity, defined as optimal health for all, is a goal toward which our AMA will 
work by advocating for health care access, research, and data collection; promoting equity in care; 
increasing health workforce diversity; influencing determinants of health; and voicing and 
modeling commitment to health equity.” HOD policy was followed by creation of the AMA Center 
for Health Equity (“Center”) in April 2019, the AMA’s Organizational Strategic Plan to Embed 
Racial Justice and Advance Health Equity for 2021-2023 (“Plan”) in May 2021, and the successor 
2024-2025 Plan in June 2024. In 2022, updated Policy H-65.946 specified that this report will also 
include “updates on [the AMA’s] comprehensive diversity and inclusion strategy.” 
 
Discussion: The AMA has steadfastly enhanced efforts over recent years to further embed equity in 
our work. The Plan serves as a guide for this work. This report outlines the activities conducted by 
our AMA during calendar year 2023, divided into the five (5) strategic approaches detailed in the 
Plan: (1) Embed Equity; (2) Build Alliances and Share Power; (3) Ensure Equity in Innovation; (4) 
Push Upstream; and (5) Foster Truth, Reconciliation, and Racial Healing. The diversity and 
inclusion strategy updates are included within the Embed Equity section. 
 
Conclusion: This report captures only a fraction of the work accomplished and lessons learned in 
2023. AMA staff have devoted time and resources to collaboratively advancing equity within and 
outside the organization. AMA continues in its quest to advance health equity and embed racial and 
social justice, making significant progress towards fulfilling its commitments outlined in its 
Strategic Plan.
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BACKGROUND 1 
 2 
At the 2018 Annual Meeting, the House of Delegates adopted Policy D-180.981, directing our American 3 
Medical Association (AMA) to “develop an organizational unit, e.g., a Center or its equivalent, to 4 
facilitate, coordinate, initiate, and track AMA health equity activities” and instructing the “Board to 5 
provide an annual report to the House of Delegates regarding AMA’s health equity activities and 6 
achievements.” The HOD provided additional guidance via Policy H-180.944: “Health equity, defined as 7 
optimal health for all, is a goal toward which our AMA will work by advocating for health care access, 8 
research, and data collection; promoting equity in care; increasing health workforce diversity; influencing 9 
determinants of health; and voicing and modeling commitment to health equity.” HOD policy was 10 
followed by creation of the AMA Center for Health Equity (“Center”) in April 2019, the AMA’s 11 
Organizational Strategic Plan to Embed Racial Justice and Advance Health Equity for 2021-2023 12 
(“Plan”) in May 2021, and the successor 2024-2025 Plan in June 2024. In 2022, updated Policy H-65.946 13 
specified that this report will also include “updates on [the AMA’s] comprehensive diversity and 14 
inclusion strategy.” 15 
 16 
DISCUSSION 17 
 18 
Our AMA has committed itself to advancing health equity, advocating for racial and social justice, and 19 
embedding equity across the organization and beyond. In 2023, the Center continued to collect enterprise-20 
wide equity related work and track progress toward the five strategic approaches detailed in the AMA’s 21 
Plan. This report outlines the activities conducted by our AMA during calendar year 2023, divided into 22 
five strategic approaches detailed in the Plan: (1) Embed Equity; (2) Build Alliances and Share Power; (3) 23 
Ensure Equity in Innovation; (4) Push Upstream; and (5) Foster Truth, Reconciliation, and Racial 24 
Healing. Updates on diversity and inclusion strategy updates are included within the Embed Equity 25 
section. 26 
 27 
Embed Equity 28 
 29 
Ensuring a lasting commitment to health equity by our AMA involves embedding equity using anti-30 
racism, structural competency, and trauma-informed lenses as a foundation for transforming the AMA’s 31 
staff and broader culture, systems, policies, and practices, including training, tools, recruitment and 32 
retention, contracts, budgeting, communications, publishing, and regular assessment of organizational 33 
change. The following are some of the relevant accomplishments during 2023: 34 
 35 

• At the 2023 Annual and Interim House of Delegates Meetings, there were various equity-focused 36 
reports, resolutions, and educational sessions. The adopted Council on Ethical & Judicial Affairs 37 
(CEJA) Report on “Responsibilities to Promote Equitable Care” will be added to the AMA Code 38 
of Medical Ethics. Other notable reports included: Ensuring Equity in Interview Processes for 39 

https://councilreports.ama-assn.org/councilreports/downloadreport?uri=/councilreports/a23_ceja_report_4.pdf
https://councilreports.ama-assn.org/councilreports/downloadreport?uri=/councilreports/CME_Report_3_I_23_final_annotated.pdf
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Entry to Undergraduate and Graduate Medical Education, Decreasing Bias in Assessments of 1 
Medical Student Clinical Clerkship, Support Removal of BMI as a Standard Measure in 2 
Medicine, Leave Policies for Medical Students, Residents, Fellows, and Physicians, Financial 3 
Burdens and Exam Fees for International Medical Graduates, Challenges to Primary Source 4 
Verification of International Medical Graduates Resulting from International Conflict, Federally 5 
Qualified Heath Centers and Rural Health Care, and Medicaid Unwinding Update. The Council 6 
on Science and Public Health (CSAPH) and National Academy of Medicine (NAM) co-hosted an 7 
educational session at the Interim Meeting on climate crisis and health care decarbonization. 8 
Health Equity Open Fora were held at the Annual Meeting, highlighting the Rise to Health 9 
Coalition, LGBTQ leadership, and truth and reconciliation, and the Interim Meeting, focused on 10 
the Health Equity in Organized Medicine survey report and the next Equity Strategic Plan. Each 11 
forum had over 300 individuals in attendance.  12 

• AMA strives toward the enterprise’s goal to raise its visibility in health equity and demonstrate its 13 
commitment to institutional and community partners. Website traffic related to health equity 14 
search was roughly 730,000 users. AMA published 127 news articles with health equity focus, 15 
representing 15 percent of its total production from the news team. Membership from users 16 
consuming health equity content increased 25 percent and referrals to health equity modules on 17 
Ed Hub from the AMA website increased 24 percent compared to the previous year. AMA update 18 
podcast downloads featuring health equity discussions increased 50 percent compared to the 19 
previous year, including more than 1,200 downloads. Approximately 15,000 learners completed 20 
AMA health equity courses for graduate and undergraduate medical education competency 21 
education programs (GCEP and UCEP). Major 2023 health equity announcements included the 22 
Rise to Health Coalition and the launch of the AMA’s Truth, Reconciliation, Healing and 23 
Transformation (TRHT) taskforce initiative. 24 

o The Council of Science and Public Health (CSAPH) presented a report on equity in 25 
precision medicine, with a four-episode podcast series in development for release in 26 
2024. 27 

o To support reimagining the future of health equity and racial justice in medical education 28 
and improving the diversity of the health workforce, as directed by the Council on 29 
Medical Education's Report 5 from June 2021, our AMA externally commissioned a 30 
diverse group of subject matter experts as editors who announced a call for authors, 31 
receiving over 150 submissions. Over 60 abstracts were published by the AMA in the 32 
compendium MedEd’s horizon: Just, merciful, diverse and equitable. The final forward-33 
looking study with recommendations for action will be a book with approximately 18 34 
chapters entitled Reimagining Medical Education, to be published by Elsevier in 2024, 35 
and intended for medical school and health system leaders, medical educators in 36 
undergraduate and graduate medical education (UME and GME), policy makers, change 37 
agents, and advocates.  38 

o AMA Journal of Ethics published four health equity-centered issues in 2023: Segregation 39 
in Health Care, Patient-Centered Transgender Surgical Care, How We Over Rely on BMI 40 
and Palliative Psychiatry, with the first issue including an article led by AMA staff: 41 
Training to Build Antiracist, Equitable Health Care Systems.  42 

o To help embed equity within public health, the AMA published, in collaboration with the 43 
U.S. Centers for Disease Control and Prevention’s (CDC) Project Firstline, 12 episodes 44 
of the Stories of Care podcast about health care equity and infection control, including: 45 
Race, Research, and Health Care Associated Infections, Fighting Ableism: What Do You 46 
Need?, and Fighting Stigmas Associated With Infectious Diseases. Through October 47 
2023, the Stories of Care podcast had a total of 1,311 downloads and 701 continuing 48 
medical education (CME) completions.  49 

o The AMA continues to partner with the CDC and the Ad Council to encourage the 50 
public, with an emphasis on Black and Latinx/Hispanic audiences, to get vaccinated 51 

https://councilreports.ama-assn.org/councilreports/downloadreport?uri=/councilreports/CME_Report_3_I_23_final_annotated.pdf
https://councilreports.ama-assn.org/councilreports/downloadreport?uri=/councilreports/CME_4_A_23_Bias_in_Assessments_annotated.pdf
https://councilreports.ama-assn.org/councilreports/downloadreport?uri=/councilreports/CME_4_A_23_Bias_in_Assessments_annotated.pdf
https://www.ama-assn.org/system/files/a23-csaph07.pdf
https://www.ama-assn.org/system/files/a23-csaph07.pdf
https://councilreports.ama-assn.org/councilreports/downloadreport?uri=/councilreports/CME_1_1_23_final_annotated.pdf
https://councilreports.ama-assn.org/councilreports/downloadreport?uri=/councilreports/CME_3_A_23_Financial_Burdens_IMGs_annotated.pdf
https://councilreports.ama-assn.org/councilreports/downloadreport?uri=/councilreports/CME_3_A_23_Financial_Burdens_IMGs_annotated.pdf
https://councilreports.ama-assn.org/councilreports/downloadreport?uri=/councilreports/CME_8_A_23_IMGs_International_Conflict_annotated_clean.pdf
https://councilreports.ama-assn.org/councilreports/downloadreport?uri=/councilreports/CME_8_A_23_IMGs_International_Conflict_annotated_clean.pdf
https://councilreports.ama-assn.org/councilreports/downloadreport?uri=/councilreports/a23_cms_report_9.pdf
https://councilreports.ama-assn.org/councilreports/downloadreport?uri=/councilreports/a23_cms_report_9.pdf
https://councilreports.ama-assn.org/councilreports/downloadreport?uri=/councilreports/i23_cms_report_5.pdf
https://edhub.ama-assn.org/ama-center-health-equity/video-player/18819604
https://edhub.ama-assn.org/ama-center-health-equity/video-player/18819604
https://edhub.ama-assn.org/ama-center-health-equity/video-player/18819106
https://edhub.ama-assn.org/ama-center-health-equity/video-player/18819180
https://www.ama-assn.org/system/files/equity-organized-med-survey-report.pdf
https://www.risetohealthequity.org/
https://councilreports.ama-assn.org/councilreports/downloadreport?uri=/councilreports/a21_cme_05.pdf
https://councilreports.ama-assn.org/councilreports/downloadreport?uri=/councilreports/a21_cme_05.pdf
https://www.ama-assn.org/education/changemeded-initiative/publications-accelerating-change-medical-education-consortium
https://journalofethics.ama-assn.org/issues?year=2023
https://journalofethics.ama-assn.org/article/training-build-antiracist-equitable-health-care-systems/2023-01
https://edhub.ama-assn.org/cdc-project-firstline/pages/podcast
https://edhub.ama-assn.org/cdc-project-firstline/audio-player/18830182?widget=personalizedcontent&previousarticle=0
https://edhub.ama-assn.org/cdc-project-firstline/audio-player/18807245?widget=personalizedcontent&previousarticle=0
https://edhub.ama-assn.org/cdc-project-firstline/audio-player/18807245?widget=personalizedcontent&previousarticle=0
https://edhub.ama-assn.org/cdc-project-firstline/audio-player/18763724?widget=personalizedcontent&previousarticle=0
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against influenza (flu). The donated media value for the most recent flu season was about 1 
$4.8 million. The public service announcement (as of October 2023) reached 53 percent 2 
among Black and 48 percent among Hispanic respondents. We held two media tours in 3 
2023, both in English and Spanish, with spokespeople from AMA and CDC securing 4 
nearly 400 placements across TV, radio, and digital. 5 

o The AMA published playbooks and other educational resources for physicians, practices, 6 
physician provider organizations, and health systems: as part of STEPS Forward, 7 
Wellness-Centered Leadership with a chapter on Racial and Health Equity; and with 8 
America's Health Insurance Plans (AHIP) and National Association of Accountable Care 9 
Organizations The Future of Sustainable Value-Based Payment: Voluntary Best Practices 10 
to Advance Data Sharing, incorporating the promotion of health equity as a key cross-11 
cutting issue (particularly related to health-related social needs) and establishing a 12 
specific “best practice category” focused on health equity (“Improve Data Collection and 13 
Use to Advance Health Equity”). Additionally, AMA STEPS Forward published a 14 
toolkit, Collective Trauma: Respond Effectively as an Organization, and four podcasts 15 
focused on social determinants of health and racial and health equity.  16 

o AMA STEPS Forward® hosted the first-ever free in-person Saving Time Boot Camp, 17 
intended for Federally Qualified Health Centers (FQHC) staff, offering evidence-based 18 
time management strategies to provide quality patient care. 19 

o Private Practice Simple Solutions (PPSS) learning collaboratives were created in support 20 
of practices in communities that may lack financial resources to engage with consultants 21 
or other external partners.  22 

o The AMA produced six Prioritizing Equity episodes, including: Examining Physician 23 
Gender Inequity in Medicine, The SCOTUS Affirmative Action ruling: The Cost to the 24 
Physician Workforce and Historically Marginalized Communities, and Advocating for 25 
Change in Native Health Policy. 26 
 27 

• The AMA provided a detailed internal report to all staff on the first year of cross-enterprise and 28 
Business Unit (BU)-specific Equity Action Plans, including some 200 goals across BUs. 29 
Leadership approved moving forward with an Embedding Equity dashboard in 2024 starting with 30 
the 2020 Employee Equity and Engagement Survey data, moving forward with the next 31 
Employee Equity and Engagement Survey (slated to deploy in 2025), and implementing in 2024 32 
the first enterprise-wide equity goals to be included in every BU’s goals, focused on workforce 33 
and learning. 34 

• The annual update to the Current Procedural Terminology (CPT) code set for 2024 included 35 
Spanish language consumer-friendly descriptors for the first time, which will help CPT users 36 
better engage and assist the Latinx community.  37 

• For more than 50 years of the CPT Professional book being published and in circulation, every 38 
medical illustration that showed skin tone depicted a white person. In 2023, to address the past 39 
exclusion of images that represent the full diversity and identities of the people in our society, the 40 
book updated 19 illustrations, including changes to skin tone, facial features, hair, and sex. The 41 
2024 edition updated and diversified 11 illustrations as well as reworked and made additional 42 
improvements to three illustrations from 2023. A large diverse group of internal and external 43 
reviewers provided feedback prior to publication. There is a three-year plan to update 75-100 44 
more illustrations to depict authentic and diverse illustrations in the over 200,000 copies sold 45 
each year. 46 
 47 

The AMA’s employee life cycle and internal diversity, equity, and inclusion (DEI) framework help to 48 
operationalize DEI initiatives across the enterprise. Within the embedding equity strategic approach, 49 
updates on the AMA’s diversity and inclusion strategy included a number of efforts and initiatives: 50 
 51 

https://www.ama-assn.org/system/files/ama-steps-forward-leadership-playbook.pdf
https://www.ama-assn.org/system/files/data-sharing-playbook.pdf
https://www.ama-assn.org/system/files/data-sharing-playbook.pdf
https://edhub.ama-assn.org/steps-forward/module/2813037
https://www.ama-assn.org/delivering-care/health-equity/prioritizing-equity-video-series-examining-physician-gender-inequity
https://www.ama-assn.org/delivering-care/health-equity/prioritizing-equity-video-series-examining-physician-gender-inequity
https://www.ama-assn.org/delivering-care/health-equity/prioritizing-equity-video-series-scotus-affirmative-action-ruling
https://www.ama-assn.org/delivering-care/health-equity/prioritizing-equity-video-series-scotus-affirmative-action-ruling
https://www.ama-assn.org/delivering-care/health-equity/prioritizing-equity-video-series-advocating-change-native-health
https://www.ama-assn.org/delivering-care/health-equity/prioritizing-equity-video-series-advocating-change-native-health
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• Across AMA, hundreds of staff in 2023 engaged in training and educational opportunities with 1 
over 60 percent reporting an increase in knowledge, attitudes, skills, or behaviors. Training 2 
included the two-day Racial Equity Institute (REI) Phase 1, the Interaction Institute for Social 3 
Change (IISC) Facilitative Leadership for Social Change, the Equity & Results Antiracist 4 
Results-Based Accountability series, four new skills-based inclusion modules designed, 5 
developed, piloted, implemented and evaluated, and Business Unit-specific offerings led by their 6 
Health Equity Action Team.  7 

• Individual Business Units have, with the leadership of their respective Health Equity Action 8 
Teams, pursued a variety of strategies to operationalize equity: had every team member commit 9 
to one of four committees and one goal from their Equity Action Plan, meeting at least monthly; 10 
designed and implemented internal monthly reporting to support transparency, dialogue, and 11 
decision-making; launched an internal monthly digest to educate colleagues; defined and shared a 12 
safe-space framework, rules, and expectations for town hall meetings and issues that arise; 13 
implemented community agreements across meetings and incorporated them into a project 14 
management playbook (with 79% finding the brave space community agreement beneficial); 15 
piloted Racial Healing Circles as a tool for team building across cultural divides; weaved meeting 16 
with the Health Equity Action Team about their Equity Action Plan and its progress into the new 17 
hire onboarding process; helped clients to consider embedding equity principles throughout 18 
projects (e.g., what language is being used, whether the team is diverse, is there a consideration of 19 
the project’s impact on minoritized or marginalized communities, and other essential questions); 20 
and developed a process to ensure research proposals are evaluated for design bias and equity 21 
impact.  22 

• The AMA is analyzing existing IT documentation in shared repositories for identification and 23 
removal of racially demeaning terms. 24 

• Starting in 2023, several JAMA Network journals revamped and expanded their editorial 25 
fellowship programs to be part-time and fully remote to increase accessibility and inclusivity. The 26 
JAMA Network Equity Action Team (JNEAT) established guidelines for staff at every level to 27 
understand how to meet individual goals for improving Diversity, Equity, Inclusion, and 28 
Belonging – from supporting hiring managers in seeking a diverse candidate base for job 29 
openings to providing educational opportunities for staff.  JAMA Network DEI editors continued 30 
quarterly discussions within their individual journals. The team will be publishing results of an 31 
inter-departmental survey of editors and editorial boards that highlight staff demographics, 32 
including self-identified gender, race, and ethnicity.   33 

• The AMA made its offices more equitable, installing privacy strips in the restrooms, stocking 34 
menstrual supplies in all restrooms, facilitating hybrid meetings with necessary accommodations, 35 
and installing or ordering sit/stand desks and other ergonomic office equipment. The organization 36 
continues to work towards ensuring AMA offices are accessible for differently abled individuals. 37 

 38 
Build Alliances and Share Power 39 

Building strategic alliances and partnerships and sharing power with historically marginalized 40 
and minoritized physicians and other stakeholders is essential to advancing health equity. This 41 
work centers previously excluded people, expertise and knowledge, builds advocacy coalitions, 42 
participates in national networks, and establishes the foundation for true accountability and 43 
collaboration. The following are some of the relevant accomplishments during 2023: 44 

 45 
• AMA’s sponsorship plan reflected outreach to diverse audiences, including The National 46 

LGBTQ+ Journalists Association (NLGJA) and Asian American Journalists Association (AAJA) 47 
Journalists conferences. 48 
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• Three new health equity-oriented content partners were signed to AMA’s Ed Hub: Docs with 1 
Disabilities, Radiology Health Equity Coalition (RHEC), and UCSF Center for Climate Health 2 
Equity. The AMA collaborated with HealthBegins to launch six modules of Upstream Training 3 
and Education.  4 

• To further leverage existing resources and partnerships, AMA participated in four meetings with 5 
the Association of American Medical Colleges (AAMC) and  the Accreditation Council for 6 
Graduation Medical Education (ACGME) about diversifying the physician workforce; attended 7 
three ACGME Diversity Officers Forums; delivered two webinars (Removing barriers and 8 
facilitating access: Supporting trainees with disabilities across the medical education continuum 9 
and Enhancing Diversity Among Academic Physicians: Recruitment, Retention and 10 
Advancement), two presentations to Academic Physicians Section on equity, diversity and 11 
belonging focused on medical education and minoritized physician burnout and wellbeing, and 12 
three presentations on the implications of the Supreme Court (SCOTUS) decision of Students for 13 
Fair Admissions v. Harvard University and the University of North Carolina at Chapel Hill; and 14 
completed a review of configurative mapping on diversity in medical education. 15 

• Continuing its work around physician workforce data, the AMA is collaborating with the AAMC 16 
and the ACGME to establish a common understanding for the categorization, reporting, and 17 
sharing of sociodemographic data, beginning with race and ethnicity. This collaborative 18 
completed a study and is finalizing a guide on the addition of the Middle Eastern North African 19 
(MENA) category, identifying best practices in aggregation and reporting. Categorization has 20 
been provided by the AMA to the American Board of Medical Specialties, Federation of State 21 
Medical Boards, Council for Affordable Quality Healthcare, Massachusetts Medical Society, and 22 
Workgroup for Electronic Data Interchange health equity work group. MedBiquitous, a standards 23 
development organization in the academic medicine space, has expressed interest in adopting the 24 
categorization being developed by the collaborative in lieu of creating their own.  25 

• The AMA, alongside AHIP, the Alliance of Community Health Plans, the American Hospital 26 
Association, and Kaiser Permanente, launched the Common Health Coalition: Together for 27 
Public Health. The coalition is focused on translating the hard-won lessons and successes of the 28 
COVID-19 pandemic response into actionable strategies that will strengthen the partnership 29 
between our health care and public health systems. In 2024, the coalition will publish 30 
recommendations informed by technical advisory groups of subject matter experts and an 31 
advisory council of public health leaders, focused on four initial priority areas: spearheading 32 
greater coordination between the public health and health care systems; building shared, well-33 
maintained emergency preparedness plans; establishing national standards for health care data 34 
that help identify health disparities; and modernizing infectious disease detection. 35 

• AMA continues to work in partnership with the March of Dimes (MOD) and has contracted with 36 
MOD and Sinai Urban Health Institute to identify the impact of facility closures and loss of 37 
services on the South and West side of Chicago, with the goal of producing a final report in 2024. 38 
AMA aims to continue its engagement with and participation in the MOD workgroups 39 
(Dismantle Racism, Increasing Access to Care, and Engage Communities). 40 

• AMA staff continue to volunteer locally and build meaningful relationships with community 41 
organizations. The Enterprise Social Responsibility (ESR) team has aligned with the health equity 42 
strategic framework by valuing and uplifting the variety and diversity of work and careers that 43 
address social determinants of health and contributes to wellness. ESR piloted a co-design 44 
process with three community partners to develop a signature service model to address emerging 45 
community needs while aligning with AMA’s mission and equity goals. ESR identified and 46 
hosted about 35 community engagement opportunities to build healthy, thriving, equitable 47 
communities, including My Block, My Hood, My City; Gardeneers; and the Erie House.  48 

• The second cohort of the Medical Justice in Advocacy Fellowship, an educational initiative in 49 
collaboration with Morehouse School of Medicine’s Satcher Health Leadership Institute, 50 

https://edhub.ama-assn.org/healthbegins-training-and-education/by-topic
https://edhub.ama-assn.org/healthbegins-training-and-education/by-topic
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culminated at the Interim meeting of the House of Delegates, where 11 physician leaders were 1 
celebrated and presented their health equity project concepts. 2 

• The AMA launched its inaugural Summer Health Law Internship, an eight-week paid summer 3 
internship program for a third year or master’s law student to learn more about health equity and 4 
health law; continued working with The Urban Alliance by hosting a summer internship program 5 
that exposes Chicago students to medical publication to provide career exposure; hired a summer 6 
intern from Chicago Public Schools in Finance; and partnered with University of Chicago's Youth 7 
Internship Program, hosting an onsite a panel discussion with 23 IT-interested high school 8 
students, and are exploring further IT mentoring opportunities. 9 

• The AMA completed a total of 32 burnout assessments with FQHCs and/or community health 10 
centers, all organizations serving patients from predominantly historically marginalized 11 
communities. Twenty of the 32 assessments were conducted for the organizations in the Arizona 12 
Alliance, a consortium of FQHCs, as well as several virtual workshops and reporting sessions to 13 
provide insight into interventions to reduce medical staff burnout. Several participating FQHCs 14 
were recognized through the AMA’s Joy in Medicine™ Health System Recognition Program. 15 

• Minority and/or woman owned businesses were identified and recommended for several projects, 16 
including one with an estimated value in excess of $250,000. Additionally, three West Side 17 
United (WSU) vendors were recommended for requests for proposals with more than $700,000 18 
spent with Local Vendors reported in monthly WSU Anchor Partner meetings. The AMA 19 
released a DEI survey to professional services vendors with material levels of spending in 2023 to 20 
collect information about the vendors and their policies regarding marginalized populations and 21 
DEI.  22 

• The AMA set a five-year goal to scale and improve programs to five million patients diagnosed 23 
with hypertension (HTN) to achieve a 10 mm Hg drop in systolic blood pressure (SBP) or reach 24 
BP goal, and one million patients identifying as Black, Latina/e/o/x/Hispanic, Asian, Indigenous, 25 
and other historically marginalized groups. As of the end of 2023, approximately 71,723 patients 26 
had been impacted, with 51percent from historically marginalized populations. This number 27 
includes patients from two large health care organizations located in the West Side of Chicago. 28 
Additionally, the AMA initiated projects to embed and advance equity within its AMA MAP 29 
HTN™ program to better understand the impact of the program on historically marginalized 30 
populations and identify opportunities to reduce inequities. 31 

 32 
Push Upstream 33 
 34 
Pushing upstream requires looking beyond cultural, behavioral, or genetic reasons to understand structural 35 
and social drivers of health and inequities, dismantle systems of oppression, and build health equity into 36 
health care and broader society. The following are some of the relevant accomplishments during 2023: 37 

  38 
• AMA continues to embed equity in its state and federal advocacy work and continues to elevate 39 

this and other equity-related work accomplished among AMA members and Federation Societies. 40 
Equity-related policy priorities can be seen throughout the AMA’s engagement with Congress, 41 
the Administration, state legislatures, and other policymakers, in the form of advocacy letters, 42 
presentations and testimony to state legislatures, national and medical organizations, and 43 
countless additional opportunities that engaged organized medicine and policymakers. In 2023, 44 
the AMA continued to actively voice support for:  45 

o International medical graduates (IMGs);  46 
o Deferred Action for Childhood Arrivals (DACA) recipients;  47 
o Migration and refugee population health and safety; 48 
o Nutrition programs expansion and culturally respectful dietary guidelines;  49 
o Medicaid coverage expansion;  50 

https://www.ama-assn.org/practice-management/physician-health/ama-joy-medicine-health-system-recognition-program
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o Medicaid and Children’s Health Insurance Program (CHIP) coverage extension; 1 
o Maternal and child health programs;  2 
o Protecting reproductive health;  3 
o Advancing data privacy principles and protecting the abuse/misuse of sensitive health 4 

data;  5 
o Enhanced revisions to the federal race and ethnicity data standards;  6 
o Mental health and substance use disorder parity laws;  7 
o Removing racial and gender inequities for treatment of substance use disorders; 8 
o Protections for physicians who seek care for wellness and burnout;  9 
o Evidence-based gender affirming care;  10 
o Prohibition of the so-called conversion therapy;  11 
o Fair student loan efforts;  12 
o Increased funding for graduate medical education;  13 
o Elimination of harmful race-based clinical algorithms;  14 
o Telehealth flexibilities in Medicare;  15 
o Reducing the prior authorization burden on patients; and 16 
o Addressing quality and administrative barriers in Medicare Advantage and other 17 

insurance plans. 18 
• In late May, in partnership with Institute for Healthcare Improvement (IHI), and in collaboration 19 

with Race Forward, HealthBegins, Groundwater Institute, and a variety of other organizations, 20 
the AMA formally announced the launch of Rise to Health: A National Coalition for Equity in 21 
Health Care. The goal of the Rise to Health Coalition is to bring together individuals and 22 
organizations across five key audiences (pillars) including: individual practitioners, health care 23 
organizations, professional societies, payers, and pharma, research, biotech organizations, to 24 
advance health equity by identifying shared solutions, common frameworks, and best practices 25 
for spread and scale. 26 

• The AMA continues to publish highly engaging health equity content on the AMA Ed Hub site 27 
with 176 activities published in 2023. Uptake of equity content in 2023 far exceeded 2022, with 28 
213,982 engagements (compared to 161,189) and 53,117 course completions (compared to 29 
32,453). Four National Health Equity Grand Rounds sessions were held, which brought 10,189 30 
registrations (8,254 new registrants) to the Ed Hub site: The History of Racism in US Health 31 
Care; Follow the Money; Breaking Down the Ivory Tower; and Creating Accountability Through 32 
Data. Each session was designed to maximize accessibility for viewers.  33 

• The AMA is a founding member of The Gravity Project, a Health Level 7 Fast Healthcare 34 
Interoperability Resources Accelerator focusing on social determinants of health (SDOH) data 35 
interoperability. The AMA contributes funding and staff time, for leadership and co-development 36 
of the SDOH terminology and data exchange standards. The newly released White House “US 37 
Playbook to Address Social Determinants of Health” for federal initiatives recognized the Gravity 38 
Project throughout the document. The AMA provided education to physicians on the utility of 39 
CPT codes to document and provide services based upon identified SDOH.   40 

 41 
Ensure Equity in Innovation 42 
 43 
The AMA is committed to ensuring equitable health innovation by embedding equity in innovation, 44 
centering historically marginalized and minoritized people and communities in development and 45 
investment, and collaborating across sectors. The following are some of the relevant accomplishments 46 
during 2023: 47 
 48 

• The AMA continues to strive toward the adoption, optimization, and sustainability of responsible, 49 
impact and equitable digitally enabled innovations. This includes highlighting organizations that 50 

https://searchlf.ama-assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2Fflr.zip%2F2023-4-11-Letter-to-Young-re-Initial-Proposals-for-Updating-OMBs-Race-and-Ethnicity-Stat-Standards-v3.pdf
https://www.ama-assn.org/press-center/press-releases/ama-ihi-launch-nationwide-equity-coalition-health-care
https://edhub.ama-assn.org/health-equity-grand-rounds
https://edhub.ama-assn.org/health-equity-grand-rounds/interactive/18745926
https://edhub.ama-assn.org/health-equity-grand-rounds/interactive/18745926
https://edhub.ama-assn.org/health-equity-grand-rounds/interactive/18774706
https://edhub.ama-assn.org/health-equity-grand-rounds/video-player/18786679
https://edhub.ama-assn.org/health-equity-grand-rounds/video-player/18812737
https://edhub.ama-assn.org/health-equity-grand-rounds/video-player/18812737
https://www.hhs.gov/about/news/2023/11/16/biden-harris-administration-takes-action-improve-health-and-wellbeing-addressing-social-determinants-health.html
https://www.hhs.gov/about/news/2023/11/16/biden-harris-administration-takes-action-improve-health-and-wellbeing-addressing-social-determinants-health.html
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are championing and implementing health equity on the Physician Innovation Network (PIN) and 1 
providing a place for the Principles of Equitable Innovation to engage in important conversations 2 
through PIN. The AMA connected stakeholders and fostered collaboration to improve the 3 
development, evidence base, and quality of digital health solutions.  4 

• The AMA’s In Full Health initiative, in collaboration with The New Voices Foundation, provided 5 
five microgrants to Black healthcare/health tech entrepreneurs to attend The New Voices 6 
Foundation Health Innovator Hub at ESSENCE Festival 2023. The Black health innovators 7 
created solutions through tech, community partnerships, and medicine – building businesses that 8 
meet critical needs in the Black community and advance health equity. The healthcare/health tech 9 
entrepreneurs exhibit at the Innovator Hub at the ESSENCE Festival, which is visited by over 10 
500,000 people each year.  11 

• At the May CPT Editorial Panel Meeting, they approved adding eight questions to the CPT Code 12 
Change Application to help the Panel make informed decisions about AI CPT applications and 13 
apply the AI Taxonomy (Appendix S in the CPT Code Set) consistently. One question asks the 14 
applicant to explain how bias factors into the algorithm data. 15 

 16 
Foster Truth, Racial Healing, Reconciliation, and Transformation 17 
 18 
The AMA recognizes the importance of acknowledging and rectifying past injustices in advancing health 19 
equity for the health and well-being of both physicians and patients. Truth, racial healing, reconciliation, 20 
and transformation is a process and an outcome, documenting past harms, amplifying and integrating 21 
narratives previously made invisible, and creating collaborative spaces, pathways, and plans. The 22 
following are some of the relevant accomplishments during 2023: 23 
 24 

• The AMA launched the Truth, Reconciliation, Healing and Transformation (TRHT) Taskforce, 25 
comprised of 19 people: AMA Board of Trustees liaisons, members of the AMA House of 26 
Delegates, physicians from historically marginalized communities, and external subject-matter 27 
experts from key fields such as medical history and education, policy, ethics, philanthropy, and 28 
economics. Facilitated dialogues took place in New Mexico and on Chicago’s West Side (at the 29 
Hatchery), with educational sessions at the 2023 Annual and Interim Meetings of House of 30 
Delegates (HOD). The Hatchery and HOD sessions are being made available on Ed Hub in 2024. 31 

 32 
Challenges and Opportunities 33 
 34 
Commonly noted challenges to advancing health equity, in order of most frequently cited to least, 35 
include: 1) limited staff time and capacity for content engagement and external collaborations, 2) 36 
competing operational and scheduling priorities, 3) budgetary limitations for sustainability and scaling up, 37 
4) lack of guidance and standardization across enterprise, and 5) uncertainty around implementation and 38 
evaluation of processes and projects. Additional progress has been made this year to promote diversity 39 
within the AMA, and continuation and scaling of these efforts are vital to advancement of equitable work 40 
and workplace. 41 
 42 
Many of AMA’s BUs reported exploring initiatives to foster space and engagement around diversity, 43 
inclusivity, transparency, and accountability among their unit. Other BUs reported relying on their Health 44 
Equity Action Team (“HEAT”) staff leaders to lead and advance their respective unit’s equity efforts, and 45 
while these leaders’ expertise have made great strides toward spearheading initiatives and setting 46 
structures for equitable work, staff are faced with limited time, capacity, resources on top of competing 47 
priorities with tight deadlines. Some BUs have identified these issues, and a few have created 48 
opportunities for cross unit engagements to foster collaboration and reignite responsibility toward AMA’s 49 

https://edhub.ama-assn.org/ama-center-health-equity/video-player/18811256
https://edhub.ama-assn.org/ama-center-health-equity/video-player/18811256
https://edhub.ama-assn.org/ama-center-health-equity/video-player/18819180
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equity goals. As an organization, there is a keen interest in solidifying an enterprise-wide equitable 1 
workplace foundation and investing efforts toward strategic operationalizing of AMA’s equity goals. 2 
 3 
CONCLUSION 4 
 5 
The highlighted accomplishments in this report capture only a fraction of the work accomplished and 6 
lessons learned within 2023. AMA staff have devoted countless hours to not only learning how they can 7 
work together to advance health equity but also to applying what they have learned within and outside the 8 
organization. AMA continues to push forward in its quest to advance health equity and embed racial and 9 
social justice, making significant progress towards fulfilling its commitments outlined in its 2021-2023 10 
Strategic Plan.  11 
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BACKGROUND 1 
 2 
At the 2023 American Medical Association (AMA) Annual Meeting of the House of Delegates 3 
(HOD), the HOD adopted Policy – D-385.945, “Advocacy and Action for a Sustainable Medical 4 
Care System” and amended Policy D-390.922, “Physician Payment Reform and Equity.” Together, 5 
they declare Medicare physician payment reform as an urgent advocacy and legislative priority, call 6 
on the AMA to implement a comprehensive advocacy campaign, and for the Board of Trustees (the 7 
Board) to report back to the HOD at each Annual and Interim meeting highlighting the progress of 8 
our AMA in achieving Medicare payment reform until predictable, sustainable, fair physician 9 
payment is achieved. The Board has prepared the following report to provide an update on AMA 10 
activities for the year to date. (Note: This report was prepared in mid-March based on approval 11 
deadlines, so more recent developments may not be reflected in it.) 12 
 13 
AMA ACTIVITIES ON MEDICARE PHYSICIAN PAYMENT REFORM 14 
 15 
The AMA’s Medicare physician payment reform efforts were initiated early in 2022, following the 16 
development of a set of principles outlining the “Characteristics of a Rational Medicare Payment 17 
System” that was endorsed by 124 state medical associations and national medical specialty 18 
societies. These principles identified strategies and goals to: (1) ensure financial stability and 19 
predictability for physician practices; (2) promote value-based care; and (3) safeguard access to high 20 
quality care. 21 
 22 
Subsequently, the AMA worked with Federation organizations to identify four general strategies to 23 
reform the Medicare payment system, including: 24 
 25 
• Automatic annual payment updates based on the Medicare Economic Index (MEI); 26 
• Updated policies governing when and how budget neutrality adjustments are made; 27 
• Simplified and clinically relevant policies under the Merit-based Incentive Payment System 28 

(MIPS); and 29 
• Greater opportunities for physician practices wanting to transition to advanced alternative 30 

payment models (APMs). 31 
 32 
At the heart of the AMA’s unwavering commitment to reforming the Medicare physician payment 33 
system lie four central pillars that underscore our strategic approach: legislative advocacy, 34 
regulatory advocacy, federation engagement, and grassroots, media, and outreach initiatives. 35 
Grounded in principles endorsed by a unified medical community, our legislative efforts drive the 36 
advancement of policies that foster payment stability and promote value-based care. We actively 37 
champion reform through regulatory channels, tirelessly engaging with crucial agencies such as the 38 
Centers for Medicare & Medicaid Services (CMS) and the White House to address impending 39 
challenges and ensure fair payment policies. Our federation engagement fosters unity and consensus 40 
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within the broader medical community, pooling resources and strategies to amplify our collective 1 
voice. Lastly, our continued grassroots, media, and outreach efforts bridge the gap between 2 
policymakers and the public, ensuring our mission is well-understood and supported from all 3 
quarters. Together, these pillars fortify our endeavors to achieve a more rational Medicare physician 4 
payment system that truly benefits all. 5 
 6 
Legislative Advocacy 7 
 8 
As a result of the continued advocacy efforts of the AMA and larger physician community and 9 
direct engagement with Congress, a collection of influential Dear Colleague letters and 10 
commonsense legislative reforms have been introduced that build upon “Characteristics of a 11 
Rational Medicare Physician Payment System” including: 12 
 13 
H.R. 2474, the Strengthening Medicare for Patients and Providers Act, introduced on April 14, 2023 14 
by Reps. Raul Ruiz, MD (D-Calif.), Larry Bucshon, MD (R-Ind.), Ami Bera, MD (D-Calif.) and 15 
Mariannette Miller-Meeks, MD (R-Iowa), would automatically update the Medicare physician 16 
payment schedule each year by Medicare’s annual estimate of practice cost inflation, the MEI. H.R. 17 
2474 currently has 126 bipartisan cosponsors. 18 
 19 
On July 28, 2023, a bipartisan group of 101 U.S. House of Representatives members sent a letter to 20 
House leadership on the need to prioritize Medicare physician payment reform, following extensive 21 
grassroots support from the AMA and members of the Federation. 22 
  23 
H.R. 6371, the Provider Reimbursement Stability Act, introduced on November 13, 2023 by Rep. 24 
Greg Murphy, MD (R-N.C.) and 14 original cosponsors, would reform the Medicare Physician Fee 25 
Schedule (MPFS) budget neutrality policies by: (1) requiring CMS to reconcile inaccurate 26 
utilization projections based on actual claims and prospectively revise the conversion factor (CF) 27 
accordingly; (2) raise the threshold that triggers a budget neutrality adjustment from $20 million to 28 
$53 million and increase it every five years by the cumulative increase in the MEI; (3) require the 29 
direct inputs for practice expense relative value unit (i.e., clinical wages, prices of medical supplies 30 
and prices of equipment) to be reviewed concurrently and no less often than every five years; and 31 
(4) require CMS to limit positive or negative budget neutrality adjustments to the CF to 2.5 percent 32 
each year. In November of 2023, the House Committee on Energy and Commerce advanced select 33 
provisions of H.R. 6371 to reform fee schedule budget neutrality policies. 34 
 35 
H.R. 5013/S. 3503, the Value in Health Care (VALUE) Act, introduced on July 28, 2023 by Reps. 36 
Darin LaHood (R-Ill.) and Suzan DelBene (D-Wash.) in the House and Senators Whitehouse (D-37 
R.I.) and Barrasso (R-Wyo.) in the Senate on December 13, 2023, would extend the 5 percent APM 38 
bonus and maintain the 50 percent revenue threshold for two years. 39 
 40 
In November of 2023, the Senate Committee on Finance and the House Committee on Energy and 41 
Commerce advanced legislation to offset a portion (1.25 percent) of the 2024 CF cuts as well as to 42 
partially extend the APM bonus and maintain the current revenue threshold required for the 43 
bonuses. During these markups, members of both committees discussed the need for Medicare 44 
payment reform at length and secured pledges from the chairs to address the issue in earnest in 45 
2024.   46 
 47 
H.R. 6683, the Preserving Seniors’ Access to Physicians Act, introduced on December 8, 2023 by 48 
Reps. Greg Murphy, MD (R-N.C.), Danny Davis (D-Ill.), Brad Wenstrup (R-Ohio), Michael 49 
Burgess, MD (R-Texas), Jimmy Panetta (D-Calif.) and Larry Bucshon, MD (R-Ind.), would provide 50 
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full, short-term relief from the 3.37 percent cut imposed in 2024 due to the budget neutrality policies 1 
medicine is seeking to reform.  2 
 3 
Nearly 200 bipartisan members of Congress cosigned a Dec. 13 letter led by Representatives 4 
Mariannette Miller-Meeks, MD (R-IA), Ami Bera, MD (D-CA), Larry Bucshon, MD (R-IN) and 5 
Kim Schrier, MD (D-WA) urging House and Senate leadership to expeditiously pass legislation to 6 
address looming 2024 Medicare payment cuts. Absent congressional intervention, Medicare 7 
physician payments will be reduced by 3.37 percent on Jan. 1, 2024, due to budget neutrality 8 
requirements within the Calendar Year 2024 MPFS Final Rule. 9 
 10 
On Feb. 9, Senators Cortez Masto (D-NV), Blackburn (R-TN), Thune (R-SD), Barrasso (R-WY), 11 
Stabenow (D-MI) and Warner (D-VA) announced the formation of a bipartisan Medicare payment 12 
reform working group. The primary goal of this working group is to explore the current problems 13 
with the MPFS, propose long-term solutions and make the necessary updates to the Medicare 14 
Access and Chip Reauthorization Act (MACRA), which sets physician payment policies in the 15 
Medicare program.  The AMA will serve as a resource to the Senate working group.  16 
 17 
On February 23, 2024, Senators John Boozman (R-AR) and Peter Welch (D-VT) along with 30 18 
Senators colleagues sent a Dear Colleague letter calling on Senate leadership to advance a 19 
legislative solution to create stability in the Medicare program by addressing the 2024 cut to 20 
Medicare payments and ensure that physicians and clinicians have the necessary financial support to 21 
care for the nation’s seniors. 22 
 23 
The Consolidated Appropriations Act, 2024, H.R. 4366, which passed the House of Representatives 24 
and the Senate and was signed into law by President Biden on March 8, included provisions 25 
reducing by about half —1.68 percent —of the 3.37 percent across-the-board Medicare physician 26 
pay cut that took effect on January 1. The new pay rate took effect on March 9. 27 
 28 
The legislation also included an extension of incentive payments for participation in eligible 29 
alternative payment models at a reduced rate of 1.88 percent and maintained the threshold 30 
requirements to qualify for such payments.    31 
 32 
The AMA issued a statement expressing extreme disappointment that about half of the 2024 33 
Medicare physician payment cuts required by the Medicare Fee Schedule will be allowed to 34 
continue.  The AMA conveyed that failure to reverse these cuts will impact access to high quality 35 
care and physicians will find it more difficult to accept new Medicare patients.   36 
 37 
The AMA will continue to work with Congress and the administration to build bipartisan support in 38 
Congress for a proposal that will put an end to the annual cycle of Medicare cuts that threaten 39 
seniors’ access to care. Bipartisan support for the aforementioned legislative proposals continues to 40 
grow among rank-and-file Members of Congress.  However, the need for further advocacy remains 41 
to push the relevant Committees and Congressional leadership to make Medicare physician payment 42 
reform a top priority.        43 
 44 
The AMA is also in the process of finalizing legislative language that would: (1) simplify MIPS 45 
reporting and improve its clinical relevance; (2) reduce the potential severity of penalties (currently 46 
as much as -nine percent) for those scoring poorly under MIPS; (3) provide support to smaller 47 
practices that tend to score lower under the program; and (4) provide timely and meaningful 48 
performance feedback to physicians and expand the use of clinical data registries. 49 
 

https://www.ama-assn.org/system/files/2023-12-13-dear-colleague-medicare-payment-cuts-letter-au.pdf
https://www.boozman.senate.gov/public/_cache/files/c/8/c843889a-9e31-4e80-ae67-1237abfd15ef/86EF36D0228C5E2FAB873935E0BAC41A.final-letter-to-leadership-re-medicare-cuts.pdf
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In addition to regular interactions with members of Congress and their staff by Advocacy staff, the 1 
AMA has sent a number of letters and statements to Capitol Hill, including the following: 2 
 3 

• 1/2/23 - signed on a physician/allied health professions letter to Congressional committees 4 
requesting MACRA oversight hearings;  5 

• 2/13/23 - signed on a coalition letter to committees on value-based care;  6 
• 3/15/23 - a sign on letter developed by the AMA was sent to Congress regarding the 7 

Medicare Payment Advisory Committee (MedPAC) recommendation for an inflation-based 8 
update; 9 

• 3/20/23 - an AMA statement was filed for the Senate Health, Education, Labor and Pensions 10 
Committee’s health care workforce hearing, highlighting the impact of declining Medicare 11 
payments on the physician workforce; 12 

• 4/19/23 - a sign on letter developed by the AMA was sent to the House expressing support 13 
for H.R. 2474;  14 

• 5/3/23 - signed on a physician/allied health professions letter to Congress in support of H.R. 15 
2474;  16 

• 6/21/23 - the AMA submitted a letter for the record for a hearing by the House Energy & 17 
Commerce Oversight & Investigations Subcommittee on MACRA;  18 

• 10/5/23 - the AMA responded to the Ways & Means Committee’s Request for Information 19 
on ways to improve health care in rural and underserved areas;  20 

• 10/19/23 - the AMA submitted a statement for the Record to the U.S. House of 21 
Representatives Committee on Energy and Commerce Subcommittee on Health as part of 22 
the hearing entitled “What’s the Prognosis? Examining Medicare Proposals to Improve 23 
Patient Access to Care & Minimize Red Tape for Doctors.”  24 

• 12/11/23 - the AMA wrote in strong support of H.R. 6683, the “Preserving Seniors’ Access 25 
to Physicians Act,” bipartisan legislation that blocks another round of damaging Medicare 26 
payment cuts;  27 

• 1/17/24 - the AMA organized national medical organizations and state medical societies to 28 
write a letter strongly urging Congress to quickly pass legislation to reverse the 3.37 percent 29 
Medicare physician payment cuts that took effect on January 1, 2024. 30 

 31 
Regulatory Advocacy 32 
 33 
In anticipation of a new round of budget neutrality adjustments expected in 2024 due to 34 
implementation of the G2211 code for complex office visits, the AMA had a multitude of meetings 35 
with officials at CMS, the Department of Health and Human Services (HHS), and the White House 36 
to discuss options for reducing the severity of the adjustment—and to argue whether any adjustment 37 
is needed at all.  38 
 39 
The proposed rule on the 2024 Medicare physician fee schedule that was released on July 13 revised 40 
the utilization estimate for G2211 that they used to calculate the budget neutrality adjustment from 41 
the 90 percent previously announced in 2021 to 38 percent, significantly reducing the impact on 42 
payments.   43 
 44 
The AMA also secured another hardship exemption that physicians can claim under MIPS to avoid 45 
up to -nine percent in performance penalties in 2025. 46 
 47 
On November 2, 2023, the CMS released the 2024 Medicare Physician Payment Schedule final rule 48 
reducing the 2024 Medicare CF by 3.37 percent.  These cuts result from a -1.25 percent reduction in 49 
the temporary update to the CF under current law and a negative budget neutrality adjustment 50 
stemming in large part from the adoption of the new G2211 office visit add-on code. Unfortunately, 51 

https://searchlf.ama-assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2Flf.zip%2F2023-1-23-Signed-on-Letter-re-118th-CF-Letter.pdf
https://searchlf.ama-assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2FSign-On-Letter.zip%2FSign-On-Letter%2F2013-2-13-Signed-On-Letter-118th-Congress-Value-Based-Care-Recs-Coalition-Letter.pdf
https://searchlf.ama-assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2Flfdr.zip%2FAMA-Inflation-Payment-Update-MEDPAC-sign-on-letter-FINAL-3-15-23.pdf
https://searchlf.ama-assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2Flfd.zip%2F2023-3-20-Letter-to-Senate-Committee-on-HELP-re-Health-Care-Workforce-Shortages-v3.pdf
https://searchlf.ama-assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2Fltrf.zip%2FHR-2474-AMA-Federation-Letter-of-Support-4-19-23.pdf
https://searchlf.ama-assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2Flfcst.zip%2F2023-5-3-Sign-On-Letter-re-HR-2474-Strengthening-Medicare-for-Patients-and-Providers-Act-Support-Letter.pdf
https://searchlf.ama-assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2Flfct.zip%2F2023-6-21-Letter-to-McMorris-Rodgers-Griffith-Pallone-Castor-re-MACRA-Hearing-v3.pdf
https://searchlf.ama-assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2Flfcmus.zip%2F2023-10-5-Letter-to-Smith-at-Committee-on-Ways-and-Means-RFI-Improving-Access-to-Health-Care-in-Rural-v3.pdf
https://searchlf.ama-assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2FAMA-Statement-to-EC-Health-SubCmt-Re-Medicare-10-19-2023.zip%2FAMA-Statement-to-EC-Health-SubCmt-Re-Medicare-10-19-2023.pdf
https://searchlf.ama-assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2Flfcmpc.zip%2F2023-12-11-Letter-to-House-re-HR-6683-Preserving-Seniors-Access-to-Physicians-Act-v2.pdf
https://searchlf.ama-assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2Flfsomc.zip%2F2024-1-17-AMA-Signed-On-Letter-re-Medicare-Physician-Payment.pdf
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these cuts coincide with ongoing growth in the cost to practice medicine as CMS projects a 4.6 1 
percent Medicare Economic Index (MEI) increase for 2024.  2 
 3 
Despite comments from the AMA and others that the G2211 add-on code is ambiguous and there is 4 
uncertainty about when to report it, CMS did not further reduce the utilization estimate or the 5 
associated budget neutrality impact. Specifically, CMS maintained its estimate from the proposed 6 
rule that the add-on code will be reported with 38 percent of office visits in 2024.   7 
 8 
Notably, in response to organized medicine’s advocacy, CMS maintained the performance threshold 9 
to avoid a penalty in the Merit-based Incentive Payment System (MIPS) at 75 points in 2024. As a 10 
result, 78 percent of eligible clinicians are expected to avoid a MIPS penalty in 2026, a significant 11 
improvement from CMS’ earlier projection that just over half of eligible clinicians would avoid a 12 
penalty in the proposed rule. 13 
 14 
Federation Engagement 15 
 16 
A Medicare Reform Workgroup comprised of staff from national medical specialty societies and 17 
state medical associations was organized in 2022 and has continued to meet to develop consensus on 18 
medicine’s reform proposals and advocacy strategies. The AMA also participates in a second 19 
coalition, organized by the American College of Radiology, which involves non-physician clinicians 20 
who bill under the Medicare fee schedule to expand our reach and minimize potential for divergent 21 
proposals and strategies.  22 
 23 
Periodic telephone conference calls are held with staff for Federation organizations to keep them 24 
apprised of developments in Washington and to elicit their support for grassroots efforts.  25 
 26 
Grassroots, Media, and Outreach 27 
 28 
The AMA has maintained a continuous drumbeat of grassroots contacts through its Physicians 29 
Grassroots Network, Patients Advocacy Network, and its Very Influential Physicians program. Op 30 
eds have been placed in various publications from AMA leaders, as well as from “grasstops” 31 
contacts in local newspapers. Digital advertisements are running, targeted specifically to 32 
publications read on Capitol Hill, and media releases have been issued to highlight significant 33 
developments. 34 
 35 
The AMA relaunched a dedicated Medicare payment reform web site, www.FixMedicareNow.org, 36 
which includes a range of AMA-developed advocacy resource material, updated payment graphics 37 
and a new “Medicare basics” series of papers describing in plain language specific challenges  38 
presented by current Medicare payment policies and recommendations for reform. 39 
 40 
2023 Fix Medicare Now Campaign Top Line Results 41 
 42 
• 425,900+ FixMedicareNow.org Page views 43 
• 173,60000+ FixMedicareNow.org Site Visitors  44 
• 40,679,400+ Impressions 45 
• 498,000+ Engagements 46 
• 1,200+ #FixMedicareNow Social Media Mentions 47 
• 450+ FixMedicareNow.org Advocacy Hub User Submissions 48 
• 288,000+ Contacts to Congress 49 
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Message testing of arguments made in support and opposition to Medicare payment reform was 1 
completed in late 2023. Focus groups of U.S. voters were conducted in June, and a national poll was 2 
launched in late July. The results of this message testing have been utilized to refine language used 3 
in earned and paid media, as well as patient grassroots outreach. 4 
 5 
CONCLUSION 6 
 7 
As we forge ahead in continued partnership with the Federation to advance organized medicine’s 8 
collective goals in our strategic mission to reshape the Medicare physician payment system, the 9 
AMA remains unwavering in its commitment to successfully pursuing the four pillars discussed in 10 
this report. Our steadfast dedication ensures that our members’ voices are heard, and that we 11 
advocate for a system that is fair, sustainable, and reflective of the value physicians bring to patient 12 
care.  13 
 14 
Facing a nearly 10 percent reduction in Medicare payments over the past four years, physicians are 15 
at a breaking point and are struggling to maintain access to care for the Medicare beneficiaries they 16 
treat. Rising practice costs, workforce shortages, and financial uncertainty coupled with the 17 
continued lack of positive Medicare payment updates is threatening the viability of physician 18 
practices. This is unsustainable and unacceptable.   19 
 20 
While there has been some progress so far in 2024, significant advocacy work remains in the year 21 
ahead and beyond to achieve our vision of Medicare physician payment reform. 22 
  23 
Please follow Advocacy Update, join the Physicians Grassroots Network, visit 24 
www.FixMedicareNow often for updated material and alerts, and follow other AMA 25 
communications vehicles to stay up to date and engaged on this topic. 26 

http://www.fixmedicarenow/


© 2024 American Medical Association. All rights reserved. 

REPORT OF THE BOARD OF TRUSTEES 
 
 

B of T Report 20-A-24 
 
 
Subject: Criminalization of Providing Medical Care 

(Res. 015-A-23) 
 
Presented by: 

 
Willie Underwood, III, MD, MSc, MPH, Chair 

 
 
At the 2023 Annual Meeting of the House of Delegates (HOD), the HOD adopted Resolution 015 -1 
A-23 entitled, “Report Regarding the Criminalization of Providing Medical Care,” which instructed 2 
the American Medical Association (AMA) to: 3 
 4 

[S]tudy the changing environment in which some medical practices have been 5 
criminalized including the degree to which such criminalization is based or not 6 
based upon valid scientific findings, the degree to which this is altering the actual 7 
practice of medicine due to physician concerns and personal risk assessment, and 8 
the degree to which hospitals and health care systems are responding to this rapidly 9 
changing environment, with report back to the HOD no later than the November 10 
2023 Interim meeting.  11 

 12 
This report is submitted for the information of the HOD.  13 
 14 
BACKGROUND 15 
 16 
Abortion 17 
 18 
On June 24, 2022, the U.S. Supreme Court issued its landmark decision in Dobbs v. Jackson 19 
Women’s Health Organization, holding that the U.S. Constitution does not confer a constitutional 20 
right to abortion and returned the authority to regulate abortion to the states. As of the writing of 21 
this report in March 2024, 14 states (Alabama, Arkansas, Idaho, Indiana, Kentucky, Louisiana, 22 
Mississippi, Missouri, North Dakota, Oklahoma, South Dakota, Tennessee, Texas, and West 23 
Virginia) prohibit the provision of nearly all abortions, two states (Georgia and South Carolina) 24 
prohibit abortion after fetal cardiac activity is detected around six weeks of pregnancy, and nine 25 
states (Arizona, Florida, Iowa, Kansas, Nebraska, North Carolina, Ohio, Utah, and Wisconsin) 26 
prohibit abortion later in pregnancy, but before the point at which a fetus is generally considered 27 
viable. Many of those latter nine states have passed laws prohibiting abortion earlier in pregnancy 28 
that have been blocked in court. Importantly, the status of state abortion laws is fluid. Legal 29 
challenges are ongoing in nearly two dozen states and the legality of abortion in those states is 30 
subject to change. 31 
 32 
At the time the Dobbs decision was published, 13 states had abortion prohibitions that predated the 33 
Roe v. Wade decision or so-called “trigger laws” that became effective upon the overruling of Roe, 34 
including several that were enacted in 2022 just prior to the Dobbs decision. In August 2022, the 35 
Indiana legislature became the first in the country to pass a post-Dobbs abortion ban. West Virginia 36 
followed in September 2022, and in 2023, seven states enacted new abortion bans. North Dakota 37 
and Wyoming enacted near-total bans; Florida, Iowa, and South Carolina enacted six-week bans; 38 
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and Nebraska and North Carolina enacted 12-week bans. Not all the newly enacted laws are in 1 
effect. 2 
 3 
Some, but not all, state abortion bans are punishable with criminal penalties. In other states, 4 
violations are subject to professional discipline up to mandatory revocation of the health care 5 
professional’s license. Some also authorize civil enforcement of abortion bans by private citizens, 6 
though courts have declined to authorize those suits. 7 
 8 
Each state abortion ban contains an exception or affirmative defense, under specified conditions, 9 
when abortion is necessary to preserve the life of pregnant women and other pregnant patients. 10 
Most, but not all of the states’ laws, also contain exceptions or affirmative defenses when abortion 11 
is necessary to prevent serious health consequences (e.g., “serious and irreversible impairment of a 12 
major bodily function”). Some laws also contain exceptions or affirmative defenses in cases where 13 
the pregnancy was due to rape or incest or when the fetus is diagnosed with a serious condition 14 
incompatible with life.  15 
 16 
These exceptions, however, are not crafted in a way that aligns with the complexity of medical 17 
practice and have led to significant confusion about how to practice medicine when pregnancy 18 
complications arise. As a result, physicians report significant uncertainty in navigating the new 19 
restrictions and describe a chilling effect on the practice of medicine that extends beyond obstetrics 20 
and gynecology into a range of specialties including emergency medicine, oncology, rheumatology, 21 
cardiology, psychiatry, and others. The AMA is not aware of data that can reliably quantify the 22 
degree to which medical practice has been altered in response to abortion restrictions but 23 
understands the impact on physicians, their practice, and their patients to be immense. Media 24 
reports have profiled numerous patients who describe harrowing experiences in which they 25 
suffered preventable medical complications because legal restrictions prevented medical 26 
professionals from providing recommended treatment. Similarly, in a lawsuit seeking to clarify the 27 
scope of Texas’ medical emergency exception, 22 women describe being denied medically 28 
necessary and potentially lifesaving treatment when they were experiencing medical emergencies 29 
during their pregnancies.1 To better track these cases, researchers at the University of California in 30 
San Francisco have undertaken a study, “The Care Post-Roe Study,” to collect stories from 31 
clinicians about how abortion laws have altered the usual standard of care. In May 2023, 32 
preliminary findings described 50 cases in which abortion laws resulted in delays, worsened health 33 
outcomes, and increased the cost and logistic complexity of care.2 Additionally, qualitative research 34 
published in January 2024 reported on obstetrician-gynecologists’ perceived impacts of abortion 35 
bans.3 The 54 research participants described delays in medical care, institutional restrictions on 36 
referrals and patient counseling, and inability to provide appropriate medical care. The research 37 
also reported high rates of moral distress and other personal impacts among the participants.  38 
 39 
Risk-averse hospitals and institutional policies are also likely to contribute to changes in medical 40 
practice. In May 2023, the Centers for Medicare & Medicaid Services announced investigations 41 
into two Missouri hospitals that allegedly withheld necessary stabilizing care to a pregnant patient 42 
experiencing preterm premature rupture of membranes in violation of the Emergency Medical 43 
Treatment and Labor Act.4 The government’s announcement stated that, in one situation, although 44 
the patient’s doctors advised her that her pregnancy was no longer viable and her condition could 45 
rapidly deteriorate, they could not provide her with the care that would prevent infection, 46 
hemorrhage, and potentially death due to hospital policies. Physicians have described other similar 47 
hospital policies in which non-clinicians determine whether and at what point abortion care may be 48 
provided. 49 
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Though abortion bans may be altering the treatment of pregnancy complications, available data 1 
indicate that abortion bans have not reduced the total number of abortions provided but have 2 
shifted the geographic distribution of abortion care. The #WeCount initiative led by the Society for 3 
Family Planning reported that from July 2022 to June 2023 the number of clinician-provided 4 
abortions increased modestly, with a monthly average of 82,115 abortions before the Dobbs 5 
decision and a monthly average of 82,298 in the 12 months after the Dobbs decision.5 As 6 
anticipated, states with abortion bans reported significant declines in the number of abortions 7 
provided after Dobbs, with 14 states experiencing a 100 percent decrease. Accordingly, the number 8 
of live births has risen in places that ban abortion. Research published in November 2024 estimated 9 
that, in the first six months of 2023, births rose by an average of 2.3 percent in ban states compared 10 
to states where abortion remained legal.6 The authors estimated that roughly one-fifth to one-fourth 11 
of people seeking abortions did not receive them due to bans. Another study from the Johns 12 
Hopkins Bloomberg School of Public Health estimated that nearly 9,800 additional live births 13 
occurred in Texas in the year after the state’s abortion ban took effect.7 14 
 15 
Conversely, health care professionals in states that do not severely restrict access to abortion have 16 
reported an increase in demand for abortion care from out-of-state patients, as well as greater 17 
complexity of cases and abortion care, sought later in pregnancy. The #WeCount initiative reported 18 
in October 2023 that the increase in abortions provided in these states was greater than the decrease 19 
of abortion provided in restrictive states and notes that much of the increase has been in states that 20 
border restrictive states.  21 
 22 
Abortion bans are also likely to impact the physician workforce. Though data is not available, there 23 
have been anecdotal reports of individual physicians opting to leave states with restrictive laws. 24 
Similarly, two hospitals in Idaho closed their labor and delivery units, citing difficulties in 25 
recruiting staff and the hostile legal environment.8 The American Association of Medical Colleges 26 
(AAMC) also reported that obstetrics and gynecology residency applications declined significantly 27 
in states that have banned abortion.9 AAMC posits that restrictive abortion laws may deter 28 
applicants from applying to programs in those jurisdictions. 29 
 30 
The AMA is not aware of any investigation, criminal prosecution, or medical board disciplinary 31 
action taken against a physician for the illegal provision of abortion in a state with a strict 32 
prohibition. The lack of enforcement action coupled with the data described above from restrictive 33 
states suggests that physicians are complying with the laws and have ceased providing prohibited 34 
abortion care except when a legally recognized exception applies. 35 
 36 
Gender-affirming Care for Minor Patients 37 
 38 
As of the writing of this report in March 2024, 23 states have enacted bans on gender-affirming 39 
care for minor patients. Twenty-one states (Alabama, Arkansas, Florida, Georgia, Iowa, Idaho, 40 
Indiana, Kentucky, Louisiana, Mississippi, Montana, Missouri, North Carolina, North Dakota, 41 
Ohio, Oklahoma, South Dakota, Tennessee, Texas, Utah, and West Virginia) broadly prohibit the 42 
provision of gender-affirming care to minor patients, including medications to delay puberty, 43 
hormonal therapy, and surgeries. Two states (Arizona and Nebraska) prohibit surgical interventions 44 
on patients younger than 18 years of age but do not ban non-surgical interventions. Legislative 45 
prohibitions on gender-affirming care have been relatively recent developments. The Arkansas 46 
legislature enacted the first such law in 2021, followed in 2022 with legislation in Alabama and 47 
Arizona and administrative action in Florida and Texas. Twenty-two states then enacted bans in 48 
2023 and 2024.  49 
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Among the 23 states that prohibit providing gender-affirming care to minors, some, but not all, 1 
impose criminal penalties for violations. In other states, violations are subject to professional 2 
discipline, including, in some places, mandatory revocation of the health care professional’s 3 
license. Several state laws also authorize patients and their families to bring civil suits against 4 
health care professionals for decades after the care was provided. 5 
 6 
Some laws have been successfully challenged in court. Arkansas’s law has been permanently 7 
enjoined, and laws in Florida, Idaho, and Montana have been temporarily enjoined in whole or part. 8 
Like abortion laws, the status of laws regulating the provision of gender-affirming care is subject to 9 
change as legal challenges progress. 10 
 11 
At the start of 2023, no law was in effect that broadly prohibited gender-affirming care for minors, 12 
though some clinicians and institutions, including in Texas and Tennessee, paused care for minors 13 
in response to political pressure.10 Many laws have since gone into effect, but the full impact is not 14 
yet known. It is reasonable to expect that physicians will cease to provide gender-affirming care to 15 
their minor patients in compliance with state law. It is also expected that the impact may extend to 16 
services provided to transgender adults, as well. For instance, the University of Mississippi 17 
Medical Center, which also treated adults, recently closed its gender clinic in response to legislative 18 
activity.11 Conversely, health care professionals in states that protect gender-affirming care may 19 
experience increased demand for services. In contrast to abortion services, however, gender-20 
affirming care generally requires ongoing treatment and monitoring, which could complicate 21 
patients’ ability to travel to distant locations for care. Additionally, while the impact of state laws 22 
on patients and the LGBTQ+ community is immense, those patient outcomes are beyond the scope 23 
of this report. 24 
 25 
Treatment of Patients with Pain and those with a Substance Use Disorder 26 
 27 
The nation’s overdose and death epidemic was—and continues to be—driven by a complex set of 28 
factors, including the current dominance of illicitly manufactured fentanyl; illicit use of drugs such 29 
as heroin, cocaine, and methamphetamine; new toxic adulterants such as xylazine and nitazines; 30 
and a lack of access to evidence-based care for pain or a substance use disorder. The history of the 31 
epidemic also includes actions of physicians and other health care professionals essentially 32 
engaging in drug dealing through what is colloquially termed, “pill mills.”12 As part of its 33 
enforcement efforts, several years ago, the U.S. Department of Justice Criminal Division launched 34 
a “Prescription Strike Force,” which targets “Medicare Part-D fraud and other schemes involving 35 
false or fraudulent representations related to prescription medications, in addition to the illegal 36 
prescribing, distribution, and diversion of pharmaceutical-grade controlled substances.”13 The U.S. 37 
Drug Enforcement Administration (DEA) regularly issues news releases highlighting convictions 38 
and other actions against physicians, nurse practitioners and pharmacists for crimes related to 39 
“illegally prescribing opioids.”14   40 
 41 
The AMA continues to be concerned about how the actions of the DEA and others in law 42 
enforcement have led to what has been referred to as a “chilling effect” in treating patients with 43 
pain. In a qualitative review of interviews with 20 West Virginia physicians, the review authors 44 
found that physicians’ feared discipline even as opioid prescribing was decreasing. Specifically, 45 
physicians “felt that taking on patients who legitimately required opioids could jeopardize their 46 
career.”15 Stories of patient harm and physician fear are abundant and disturbing to read.16 But it is 47 
important to note that government intrusion into the practice of treating patients with pain or with a 48 
substance use disorder has existed for more than 100 years.17 The Board of Trustees feels strongly 49 
that the AMA must continue its decades-long tradition of strongly advocating against third-party 50 
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intrusion, which includes but is not limited to government intrusion, into the patient-physician 1 
relationship. 2 
 3 
Notably, ensuring access to evidence-based care for patients with pain or with a substance use 4 
disorder remains top priorities for the work of the AMA and the AMA Substance Use and Pain Care 5 
Task Force (SUPCTF). AMA advocacy was vital to securing revisions to the 2016 Centers for 6 
Disease Control and Prevention (CDC) opioid prescribing guideline. AMA advocacy remains 7 
critical in advocating against misapplication of the 2016 CDC opioid prescribing guideline by 8 
payers, states, pharmacy chains, pharmacy benefit managers, and others. AMA advocacy also 9 
continues to work to remove all barriers to treatment for substance use disorders. This includes 10 
helping to lead the national discussion that unequivocally advocates for the understanding that 11 
substance use disorders are medical diseases and not moral failings. The Board of Trustees is 12 
grateful to the organizations in the SUPCTF for their partnership in furthering these efforts.  13 
 14 
Ultimately, it is difficult to specifically quantify the degree to which fear of law enforcement in 15 
treating pain or substance use disorders has altered the actual practice of medicine. There is ample 16 
anecdotal evidence, but limited research about physician concerns and personal risk assessment. 17 
The fear is real, and our colleagues and patients have suffered as a result. In response, AMA will 18 
continue to advance its policy opposing third-party/government intrusion into individualized 19 
patient care decisions. 20 
 21 
DISCUSSION 22 
 23 
Opposing third-party intrusion into the practice of medicine (including but not limited to 24 
governmental intrusion) has long been a core priority for the AMA. The AMA continues to execute 25 
a multifaceted strategy, including engagement with policymakers at the state and federal levels, 26 
judicial advocacy, and more, to counter the deleterious impact of legislative efforts to criminalize 27 
the practice of medicine. The AMA Advocacy Resource Center continues to work extensively with 28 
state medical associations and national medical specialty societies, both publicly and behind-the-29 
scenes, to oppose state laws and regulations targeting the practice of medicine.  30 
 31 
Additionally, development of the AMA Task Force to Preserve the Patient-Physician Relationship 32 
When Evidence-Based, Appropriate Care Is Banned or Restricted (Task Force), established by the 33 
HOD during the 2022 Annual Meeting, is in progress and the Task Force will update the HOD on 34 
its activities, as instructed in Policy D-5.998, “Support for Physicians Practicing Evidence-Based 35 
Medicine in a Post Dobbs Era.” The Task Force is well-suited to address the issues raised in this 36 
report and will help guide organized medicine’s response to the criminalization of medical practice, 37 
as well as identify and create implementation-focused practice and advocacy resources on the 38 
issues identified in Policy G-605.009, “Establishing A Task Force to Preserve the Patient-Physician 39 
Relationship When Evidence-Based, Appropriate Care Is Banned or Restricted,” including but not 40 
limited to: 41 
 42 

1. Health equity impact, including monitoring and evaluating the consequences of abortion 43 
bans and restrictions for public health and the physician workforce and including making 44 
actionable recommendations to mitigate harm, with a focus on the disproportionate impact 45 
on under-resourced, marginalized, and minoritized communities; 46 
 47 

2. Practice management, including developing recommendations and educational materials 48 
for addressing reimbursement, uncompensated care, interstate licensure, and provision of 49 
care, including telehealth and care provided across state lines; 50 
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3. Training, including collaborating with interested medical schools, residency and fellowship 1 
programs, academic centers, and clinicians to mitigate radically diminished training 2 
opportunities;  3 

 4 
4. Privacy protections, including best practice support for maintaining medical records 5 

privacy and confidentiality, including under HIPAA, for strengthening physician, patient, 6 
and clinic security measures, and countering law enforcement reporting requirements; 7 
 8 

5. Patient triage and care coordination, including identifying and publicizing resources for 9 
physicians and patients to connect with referrals, practical support, and legal assistance; 10 

 11 
6. Coordinating implementation of pertinent AMA policies, including any actions to protect 12 

against civil, criminal, and professional liability and retaliation, including criminalizing 13 
and penalizing physicians for referring patients to the care they need; 14 
 15 

7. Anticipation and preparation, including assessing information and resource gaps and 16 
creating a blueprint for preventing or mitigating bans on other appropriate health care, such 17 
as gender affirming care, contraceptive care, sterilization, infertility care, and management 18 
of ectopic pregnancy and spontaneous pregnancy loss and pregnancy complications; and 19 
 20 

8. Making recommendations including policies, strategies, and resources for physicians who 21 
are required by medical judgment and ethical standards of care to act against state and 22 
federal laws. 23 

 24 
CONCLUSION 25 
 26 
The Board of Trustees reiterates its support and gratitude for physicians and all health care 27 
professionals who confront the reality of law enforcement or other government intrusion into 28 
the practice of medicine. These intrusions have sometimes caused irreparable harms to 29 
physicians and patients across the United States. The AMA recognizes that law enforcement 30 
plays an important role in our society, but it should not in the exam room, operating suite, or 31 
any other patient-physician encounter. Whether it is through the Task Force to Preserve the 32 
Patient-Physician Relationship When Evidence-Based, Appropriate Care Is Banned or 33 
Restricted to protect access to reproductive rights and gender-affirming care, the Substance Use 34 
and Pain Care Task Force to enhance evidence-based care for patients with pain or a substance 35 
use disorder; or other areas that must confront the criminalization of health care, the AMA will 36 
continue to fight to protect and preserve the sacred nature of the patient-physician relationship. 37 

  



B of T Rep. 20-A-24 -- Page 7 of 7 
 

REFERENCES 
 
1 Plaintiffs’ Second Amended Verified Petition for Declaratory Judgment and Application for Temporary and 
Permanent Injunction, Zurawski v. State of Texas, No. D-1-GN-23-000968 (Dist. Ct. Travis County). 

2 Daniel Grossman, Carole Joffe, Shelly Kaller, et al., Care Post-Roe: Documenting cases of poor-quality 
care since the Dobbs decision, preliminary findings (May 2023), available at 
https://www.ansirh.org/sites/default/files/2023-05/Care%20Post-Roe%20Preliminary%20Findings.pdf.  

3 Erika L. Sabbath, Samantha M. McKetchnie, Kavita S. Arora & Mara Buchbinder, US Obstetrician-
Gynecologists' Perceived Impacts of Post–Dobbs v Jackson State Abortion Bans, 7 JAMA Network Open 1 
(Jan. 2024).  
4 Press release, U.S. Department of Health and Human Services, HHS Secretary Xavier Becerra Statement on 
EMTALA Enforcement (May 1, 2023), https://www.hhs.gov/about/news/2023/05/01/hhs-secretary-xavier-
becerra-statement-on-emtala-enforcement.html.  

5 Society of Family Planning, #WeCount Report April 2022 to June 2023 (Oct. 24, 2023), available at 
https://societyfp.org/wp-content/uploads/2023/10/WeCountReport_10.16.23.pdf.  

6 Daniel Dench, Mayra Pineda-Torres, Caitlin Myers, The Effects of the Dobbs Decision on Fertility, IZA – 
Institute of Labor Economics Discussion Paper No. 16608 (Nov. 2023), available at 
https://docs.iza.org/dp16608.pdf.  
7 Suzanne Bell, Elizabeth Stuart & Alison Gemmill, Texas’ 2021 Ban on Abortion in Early Pregnancy and 
Changes in Live Births, 330 JAMA 3, 281-2 (Jun. 2023).  

8 Press release, Conner General Health, Discontinuation of Labor & Delivery Services at Bonner General 
Hospital (Mar. 17, 2023), https://bonnergeneral.org/wp-content/uploads/2023/03/Bonner-General-Health-
Press-Release-Closure-of-LD-3.17.2023.pdf; press release, Valor Health, Discontinuation of Labor & 
Delivery Services at Valor Health Hospital (Mar. 29, 2023), https://www.valorhealth.org/wp-
content/uploads/2023/03/Press-Release-3.29-scaled.jpg.  

9 Kendal Orgera, Hasan Mahmood & Atul Grover, Association of American Medical Colleges, Training 
Location Preferences of U.S. Medical School Graduates Post Dobbs v. Jackson Women’s Health 
Organization Decision (Apr. 13, 2023), available at https://www.aamc.org/advocacy-policy/aamc-research-
and-action-institute/training-location-preferences.  

10 Rep. Jason Zachary (@JasonZacharyTN), Twitter (Oct. 22, 2022 2:57 PM), 
https://twitter.com/JasonZacharyTN/status/1578474545131888640; Joint statement, University of Texas 
Southwestern Medical Center & Children's Health (Mar. 28, 2022), 
https://www.utsouthwestern.edu/newsroom/articles/year-2022/gender-dysphoria-care.html; Eleanor 
Klibanoff & Alex Nguyen, Texas Tribune, Austin doctors who treated trans kids leaving Dell Children’s 
clinic after AG Paxton announces investigation (May 13, 2023), 
https://www.texastribune.org/2023/05/13/austin-dell-childrens-gender-affirming. 

11 Molly Minta, Mississippi Today, UMMC to shut down LGBTQ+ clinic amid political pressure (Jun. 1, 
2023), https://mississippitoday.org/2023/06/01/ummc-shut-down-team-clinic.   

12 Rigg KK, March SJ, Inciardi JA. Prescription Drug Abuse & Diversion: Role of the Pain Clinic. J Drug 
Issues. 2010;40(3):681-702. doi: 10.1177/002204261004000307. PMID: 21278927; PMCID: PMC3030470. 
13 “Prescription Strike Force.” U.S. Department of Justice. Criminal Division. Last Updated October 10, 
2023. Available at https://www.justice.gov/criminal/criminal-fraud/arpo-strike-force 
14 See, U.S. Drug Enforcement Administration. https://www.dea.gov/taxonomy/term/136 
15 Sedney CL, Haggerty T, Dekeseredy P, Nwafor D, Caretta MA, Brownstein HH, Pollini RA. "The DEA 
would come in and destroy you": a qualitative study of fear and unintended consequences among opioid 
prescribers in WV. Subst Abuse Treat Prev Policy. 2022 Mar 10;17(1):19. doi: 10.1186/s13011-022-00447-5. 
PMID: 35272687; PMCID: PMC8908632. 
16 ‘Not Allowed to Be Compassionate.’ Human Rights Watch. December 18, 2018. 
https://www.hrw.org/report/2018/12/18/not-allowed-be-compassionate/chronic-pain-overdose-crisis-and-
unintended-harms-us 
17 Singer, Jeffrey; Burris, Trevor. “Cops Practicing Medicine.” Cato Institute. November 29, 2022. Available 
at https://www.cato.org/white-paper/cops-practicing-medicine 

https://www.ansirh.org/sites/default/files/2023-05/Care%20Post-Roe%20Preliminary%20Findings.pdf
https://www.hhs.gov/about/news/2023/05/01/hhs-secretary-xavier-becerra-statement-on-emtala-enforcement.html
https://www.hhs.gov/about/news/2023/05/01/hhs-secretary-xavier-becerra-statement-on-emtala-enforcement.html
https://docs.iza.org/dp16608.pdf
https://bonnergeneral.org/wp-content/uploads/2023/03/Bonner-General-Health-Press-Release-Closure-of-LD-3.17.2023.pdf
https://bonnergeneral.org/wp-content/uploads/2023/03/Bonner-General-Health-Press-Release-Closure-of-LD-3.17.2023.pdf
https://www.valorhealth.org/wp-content/uploads/2023/03/Press-Release-3.29-scaled.jpg
https://www.valorhealth.org/wp-content/uploads/2023/03/Press-Release-3.29-scaled.jpg
https://www.aamc.org/advocacy-policy/aamc-research-and-action-institute/training-location-preferences
https://www.aamc.org/advocacy-policy/aamc-research-and-action-institute/training-location-preferences
https://twitter.com/JasonZacharyTN/status/1578474545131888640
https://www.utsouthwestern.edu/newsroom/articles/year-2022/gender-dysphoria-care.html
https://www.texastribune.org/2023/05/13/austin-dell-childrens-gender-affirming
https://mississippitoday.org/2023/06/01/ummc-shut-down-team-clinic
https://www.dea.gov/taxonomy/term/136


© 2024 American Medical Association. All rights reserved. 

REPORT 22 OF THE BOARD OF TRUSTEES (A-24) 
AMA Public Health Strategy: Update 
 
 
 
 

EXECUTIVE SUMMARY 
 
 
BACKGROUND: Policy D-440.922, “Full Commitment by our AMA to the Betterment and 
Strengthening of Public Health Systems,” adopted by House of Delegates at I-21 directed our 
American Medical Association (AMA) to develop an organization-wide strategy on public health 
including ways in which the AMA can strengthen the health and public health system infrastructure 
and report back regularly on progress. Policy D-145.992, “Further Action to Respond to the Gun 
Violence Public Health Crisis” has called for the AMA to report annually to the House of 
Delegates on our AMA’s efforts relating to legislation, regulation, and litigation at the federal, 
state, and local levels to prevent gun violence. This informational report is an effort to provide 
regular updates on the status of the AMA’s mission critical public health work to the HOD.  Note 
that updates on the AMA’s work on climate change, firearm violence, and the mental health crisis 
were provided at I-23. 
 
DISCUSSION 
 
The AMA’s current priorities around public health are as follows:  
1. Promote evidence-based clinical and community preventive services.  
2. Respond to public health crises impacting physicians, patients, and the public. This includes 
addressing the threat of climate change, preventing firearm injuries and deaths, being prepared for 
emerging and remerging infectious disease threats, and ending the nation’s drug overdose 
epidemic.   
3. Strengthen the health system through improved collaboration between medicine and public 
health.  
4. Combat the spread of misinformation and disinformation.  
 
CONCLUSION  
 
The AMA continues to advance its mission, to promote the art and science of medicine and the 
betterment of public health. The highlighted accomplishments in this report capture a fraction of 
the work accomplished from March of 2023 – March of 2024 related to the AMA’s public health 
strategy.  
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BACKGROUND 1 
 2 
Policy D-440.922, “Full Commitment by our AMA to the Betterment and Strengthening of Public 3 
Health Systems” adopted by House of Delegates (HOD) at I-21 directed our American Medical 4 
Association (AMA) to:    5 
 6 

develop an organization-wide strategy on public health including ways in which the AMA can 7 
strengthen the health and public health system infrastructure and report back regularly on 8 
progress. 9 

 10 
Policy D-145.992, “Further Action to Respond to the Gun Violence Public Health Crisis” has also 11 
called for the AMA to report annually to the House of Delegates on our AMA’s efforts relating to 12 
legislation, regulation, and litigation at the federal, state, and local levels to prevent gun violence.   13 
 14 
This informational report is an effort to provide regular updates on the status of the AMA’s mission 15 
critical public health work to the HOD.  Note that updates on the AMA’s work on climate change, 16 
firearm violence, and the mental health crisis were provided at I-23. 17 
 18 
DISCUSSION 19 
 20 
What is Public Health?   21 
 22 
Since its founding in 1847, the AMA’s mission has been “to promote the art and science of 23 
medicine and the betterment of public health.” According to the Centers for Disease Control and 24 
Prevention (CDC), public health is “the science and art of preventing disease, prolonging life, and 25 
promoting health through the organized efforts and informed choices of society, organizations, 26 
public and private communities, and individuals.”1 Public health promotes and protects the health 27 
of people and the communities where they live, learn, work and play.2 Public health practice is a 28 
different field than clinical medicine with different motivating values, responsibilities, and goals.3 29 
While a doctor treats people who are sick, those working in public health try to prevent people 30 
from getting sick or injured in the first place. A public health professional’s duty is to the 31 
community rather than an individual patient.    32 
 33 
Connection with Health Equity  34 
 35 
It is important to acknowledge that health equity is a central concept in public health and is 36 
essential to improving the health of populations. The AMA’s health equity strategy recognizes that 37 
structural and social drivers of health inequities shape a person’s and community’s capacity to 38 
make healthy choices, noting that downstream opportunities provided by the health care system 39 
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and individual-level factors are estimated to only contribute 20 percent to an individual’s overall 1 
health and well-being, while upstream opportunities of public health and its structural and social 2 
drivers account for 80 percent of impact on health outcomes.4 The AMA develops an annual report 3 
on health equity activities. Progress towards the health equity strategy is reported in the BOT’s 4 
annual health equity report. (See BOT Report 10, “Center for Health Equity Annual Report.”)  5 

6 
AMA PUBLIC HEALTH AND PREVENTION ACTIVITIES 7 

8 
1. Promote evidence-based clinical and community preventive services.9 

10 
A.  Serve as a liaison to the U.S. Preventive Services Task Force (USPSTF), the Advisory11 
Committee on Immunization Practices (ACIP), and the Community Preventive Services Task Force 12 
(CPSTF) and support the dissemination of recommendations to physicians. 13 

14 
In addition to representing the AMA at meetings of these committees and task forces over the last 15 
year, the AMA continues to disseminate information on evidence-based preventive services. 16 
Examples include: 17 

18 
• The Journal of the American Medical Association (JAMA) publishes the recommendations19 

of the U.S. Preventive Services Task Force. These recommendations are also featured in20 
the AMA Morning Rounds newsletter.21 

• On March 6, 2024, Michael Barry, MD, Chair of the USPSTF, joined AMA Update to talk22 
about the most impactful final recommendations (new topic to the portfolio, a change in23 
grade, or topics that address the prevention of leading causes of death, and garnered24 
significant attention) and published between January 1, 2023, and December 31, 2023.25 

• Sandra Fryhofer, MD, the AMA’s ACIP Liaison joined the AMA Update podcast26 
throughout the year to provide updates to physicians.27 

o On June 27, 2023, she shared what physicians need to know about the new28 
recommendations from CDC’s ACIP for RSV vaccines for adults 60 years of age29 
or older.30 

o On August 10, 2023, she discussed the details of the new monoclonal antibody31 
immunization recommended to protect babies from RSV. She discussed the details32 
of the immunization including who should get it and what the side effects are.33 

o On September 18, 2023, she discussed the ACIP’s recommendation that everyone34 
six months and older receive a dose of the new updated COVID vaccine, the35 
XBB.1.5 monovalent version is the 2023-2024 COVID vaccine.36 

o On September 28, 2023, she reviewed the ACIP’s recommendation on RSV37 
vaccine for pregnant people that would protect infants against the respiratory virus.38 
The vaccine is recommended for use in weeks 32 through 36 of pregnancy, using39 
seasonal administration during September through January.40 

o On January 16, 2024, she reviewed the new adult vaccine schedule for 2024.41 
o On March 8, 2024, she discussed ACIP’s new recommendation in favor of an42 

additional dose of the updated COVID vaccine for all adults 65 and older.43 
• On November 6, 2023, Jesse Ehrenfeld, MD, MPH participated in a media event with CDC44 

Director, Mandy Cohen, MD, MPH in Chicago to speak with the media about the45 
upcoming respiratory virus season and the immunizations available this year to protect46 
people from COVID, RSV and flu.47 

• The AMA has also submitted amicus briefs in the case of Braidwood Management v.48 
Becerra, a case that challenges the Affordable Care Act’s requirement for private health49 
plans to provide people access to free preventive services. Our AMA advocates for (1)50 
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health care reform that includes evidence-based prevention insurance coverage for all; (2) 1 
evidence-based prevention in all appropriate venues, such as primary care practices, 2 
specialty practices, workplaces, and the community. 3 

4 
B. Help prevent chronic diseases, with a focus on cardiovascular disease, by addressing major risk5 
factors (AMA Strategic Priority led by the Improving Health Outcomes Group) 6 

7 
The AMA is committed to improving the health of the nation and reducing the burden of chronic 8 
diseases. Our primary focus is preventing cardiovascular disease (CVD), the leading cause of death 9 
in the U.S., accounting for 1 in 4 deaths among adults.5–7 Two major risk factors for CVD are 10 
hypertension and type 2 diabetes. An estimated 122 million adults have hypertension; 98 million 11 
have prediabetes and are at increased risk for developing type 2 diabetes.7,8 12 

13 
CVD risk factors and associated morbidity and mortality inequitably impact Black, 14 
Hispanic/Latinx, Indigenous, Asian/Pacific Islanders, and other people of color. Black adults are 15 
more than twice as likely to die of CVD relative to white adults.9 Black adults have higher 16 
prevalence rates for diabetes compared to Hispanic (22 percent compared to 19 percent).10 While 17 
specific causes of the inequities vary by each respective group; structural and societal barriers are 18 
attributed as primary reasons. 19 

20 
To prevent CVD and address related health inequities, the AMA is developing and disseminating 21 
CVD prevention solutions in collaboration with health care and public health leaders. These 22 
solutions educate clinical care teams and patients, guide health care organizations (HCOs) in 23 
clinical quality improvement and promote policy changes to remove barriers to care. The AMA 24 
disseminates these solutions through strategic alliances with various organizations including the 25 
CDC, the American Heart Association (AHA), and West Side United in Chicago. 26 

27 
The AMA MAP ™ Hypertension clinical quality improvement program was designed to improve 28 
hypertension management and control. The program has been provided to 46 HCOs across 20 29 
states since 2019. Among those HCOs, 38 percent were in systems that provide free or low-cost 30 
care to historically marginalized populations.  The AMA MAP ™ set of solutions is expanding to 31 
include management for other cardiovascular disease risk factors, including cholesterol, 32 
prediabetes, and post-partum hypertension. 33 

34 
Additionally, in response to the high prevalence of uncontrolled blood pressure and to support 35 
physicians in managing their patients’ high blood pressure, the AMA, in collaboration with AHA, 36 
developed Target: BP™, a national initiative offering a series of online resources, using the latest 37 
evidence-based information. Target: BP ™ recognizes organizations that have achieved milestones 38 
in their commitments to improving blood pressure control. In 2023, Target: BP ™ 1,709 HCOs 39 
participated in the Target: BP™ Achievement Awards including 868 HCOs that reported control 40 
rates greater than or equal to 70 percent and/or 1,493 HCOs that attested to evidence-based blood 41 
pressure measurement practices, like using the US Validated Blood Pressure Device Listing 42 
(VDL™). Participants came from 47 states or U.S. territories and served about 33 million patients, 43 
including 8.6 million people with hypertension. 44 

45 
AMA Prevent Diabetes houses a suite of tools and resources designed to help organizations build 46 
and integrate diabetes prevention strategies into their organizations. AMA has worked with more 47 
than 80 health care organizations across the country to increase identification and management of 48 
patients with prediabetes. This suite of tools and resources and AMA’s related expertise served as 49 
the basis for the Bright Spot Model, which provided structure for local initiatives in Philadelphia 50 
and North Carolina to advance diabetes prevention. AMA has since transitioned the Bright Spot 51 
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model to the CDC who is now expanding the reach of the model by funding four organizations 1 
with $10 million for implementation. As part of this implementation, CDC is requiring funded 2 
organizations to work with HCOs to implement the AMA Prediabetes Quality Measures. AMA 3 
will continue to make our suite of tools and resources available to support this effort. 4 

5 
In 2023, the AMA in its partnership with the AHA, closed Medicaid coverage gaps to ensure that 6 
beneficiaries could receive home blood pressure devices and have their condition monitored by 7 
physician-led care teams. The AMA was also successful in closing a Medicare coverage gap; 8 
hemoglobin A1c lab tests are now a covered screening test which could result in more high-risk 9 
individuals getting screened, diagnosed, and referred to a preventive intervention.  10 

11 
Another CVD risk is obesity which is associated with cardiovascular disease mortality independent 12 
of other cardiovascular risk factors.11 The AMA is working with Federation members including the 13 
American College of Physicians and Obesity Medicine Association to identify opportunities to 14 
improve access to evidence-based obesity treatments. 15 

16 
C. Collaborate with CDC to improve the implementation of routine screening for HIV, STI, Viral17 
Hepatitis and latent tuberculosis (LTBI). 18 

19 
Through funding from the CDC, the AMA has been engaged in a project entitled, “Promoting HIV, 20 
Viral Hepatitis, STDs and LTBI Screening in Hospitals, Health Systems and Other Healthcare 21 
Settings.” The scope of this project includes developing, piloting and launching a toolkit that 22 
outlines ways to increase routine screening for HIV, STIs, viral hepatitis and LTBI. The toolkit 23 
consists of a series of webpages on the AMA’s website. Information and strategies are organized 24 
along the screening and testing continuum and offer helpful resources and best practices from the 25 
AMA, CDC and other organizations. The toolkit contains two different sets of strategies – one 26 
targeted to community health centers and a second to emergency departments.   27 

28 
On October 1, 2023, the AMA launched a pilot with four emergency departments, after completing 29 
a community health center pilot earlier in the year. The emergency department pilot cohort 30 
includes: Harris Health Ben Taub Hospital (staffed by Baylor College of Medicine physicians and 31 
residents), Mayo Clinic, University of Colorado and Valleywise Health. Each pilot site selected 2-3 32 
quality improvement strategies outlined in the routine screening toolkit to implement in their 33 
emergency department. Sites also provided tangible feedback to the AMA on the effectiveness of 34 
these strategies and ease of implementation in addition to providing input on the overall toolkit 35 
itself. The AMA held a series of telementoring sessions for the pilot sites, which were moderated 36 
by Megan Srinivas, MD, MPH and Marc Mendelsohn, MD. The pilot sites will conclude their 37 
implementation work and post-pilot assessment activities by the end of April 2024. 38 

39 
Upon addressing critical feedback we received on the toolkit during a mid-point usability study 40 
with the emergency department pilot sites, we launched the toolkit to the public with a press release 41 
on March 6, 2024.12 In conjunction with the launch of the toolkit, we are hosting a three-part 42 
webinar series that highlights key strategies to improve routine screening. The series will be hosted 43 
by AMA President Jesse Ehrenfeld, MD, MPH. The first episode in the series will feature Jonathon 44 
Mermin, MD, MPH, director, National Center for HIV, STIs, Viral Hepatitis and LTBI at the 45 
CDC.1346 

47 
D. Promote evidence-based preventive services to the public in collaboration with the Ad Council48 
and other health partners.  49 
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While the AMA’s primary audience is physicians, there are limited instances where the AMA has 1 
partnered on public information campaigns on select priority issues. This work has been made 2 
possible through partnerships with other health-related organizations and the Ad Council. The 3 
AMA will explore opportunities for future campaigns on an ongoing basis, with recognition that 4 
we must prioritize our efforts and engaging in these campaigns alone is not feasible due to cost.  5 

6 
Get My Flu Shot. The Ad Council, AMA, CDC and the CDC Foundation have partnered since the 7 
2020-2021 flu season through an annual campaign to motivate more people to get vaccinated 8 
against seasonal influenza (flu) to protect themselves and their loved ones. During a severe season, 9 
flu has resulted in as many as 41 million illnesses and 710,000 hospitalizations among the U.S. 10 
population. The Get My Flu Shot campaign PSAs are launched nationwide to reach people with the 11 
message that a flu shot can help you stay healthy, reduce risk of severe outcomes, such as 12 
hospitalization and death, and avoid missing work, school, or special moments with family and 13 
friends.  PSAs are available to run in English and Spanish across all platforms, in donated time and 14 
space throughout flu season. The campaign ads direct audiences to GetMyFluShot.org for more 15 
information, including where to get a flu vaccine in their area. Some highlights from the 2023-24 16 
flu campaign are as follows:  17 

18 
• The donated media value for the current Flu season reached nearly $8.8M. The most19 

support has come from out of home (OOH - $4,500,471), closely followed by TV support20 
($3,794,079).21 

• A media tour was held on September 19, 2023, in English and Spanish, featuring22 
spokespeople from the AMA, including Willie Underwood, MD, MSc, MPH and Madelyn23 
Butler, MD, and representatives from the CDC. Nearly 300 placements were secured24 
across TV, radio, and digital, with a reach of 2 million viewers (18 years of age or older),25 
53.8 million digital impressions, and 2.3 million broadcast impressions.26 

• A second media tour was held on December 12, 2023, in English and Spanish, with27 
spokespeople from the AMA, including Willie Underwood, MD, MSc, MPH and the CDC.28 
Nearly 100 placements across TV, radio, and digital were secured with a reach of 3.229 
million viewers (18 years of age or older), 191.1 million digital impressions, and 3.530 
million broadcast impressions.31 

• We partnered with Influential and Black Girl Digital for our trusted messenger activation32 
on social media. There was a total of 11M impressions, an estimated reach of 2.5M, 65k33 
engagements, and 9k link clicks. There was an overall positive sentiment (81 percent)34 
towards the posts.35 

• PSA awareness is now 56 percent in Black and Hispanic respondents based off our most36 
recent December 2023 tracking study.37 

38 
2. Responding to public health crises impacting physicians, patients, and the public.39 

40 
The AMA’s public health work has also been focused around responding to public health crises. 41 
These crises are often associated with significant health risk for patients, raising concerns among 42 
physicians. However, these crises are unlikely to be solved in a clinical setting alone. The AMA’s 43 
response to public health crises are typically focused on (1) ensuring physicians and trainees have 44 
the data and resources needed; (2) identifying evidence-based policies and interventions; (3) 45 
elevating the voices of physician leaders through AMA channels and platforms; and (4) convening 46 
and collaborating with stakeholders to advance priority policies and interventions.   47 

48 
A. Address the public health crisis of climate change.49 
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At the 2022 Annual Meeting of the House of Delegates, policy was adopted declaring “climate 1 
change a public health crisis that threatens the health and well-being of all individuals.” Since the 2 
A-23 meeting, AMA has accomplished the following activities and is developing a formal strategy3 
to address climate change and health (anticipated release is the AMA I-24 meeting):  4 

5 
• The AMA has made climate change education available via the Ed HubTM from a variety of6 

sources including the AMA Journal of Ethics (JOE), the Journal of the American Medical7 
Association (JAMA), and the American Public Health Association (APHA).8 

• AMA's Chief Health & Science Officer, Frederick Chen, MD, MPH, joined the August 24,9 
2023, PermanenteDocs Chat podcast on heat waves and health, with a focus on how10 
physicians can adjust to prepare to care for heat-related conditions brought on by climate11 
change.12 

• JAMA announced the introduction of its new climate change and health series.14 The new13 
series is intended to inform readers about the associations between climate change and14 
health and “to stimulate improved knowledge and understanding of the health effects of15 
climate change to help foster commitment to timely action to prevent adverse health events16 
from climate change.”17 

• The AMA is in the process of developing a new CME module for physicians and trainees18 
on climate change and health which is anticipated to be available in summer 2024. The19 
focus of the module is to bring awareness to physicians about the impact of climate change20 
on the nation’s health and to empower physicians to begin conversations with their patients21 
about how climate change is affecting their health and what they can do about it.22 

• The AMA created a new webpage on AMA’s website, Advocacy in action: Combating23 
health effects of climate change, to highlight AMA’s position on this issue, how it is24 
engaged, and resources for physicians.1525 

• On November 2, 2023, AMA Update featured Victor Dzau, MD, President of the National26 
Academy of Medicine (NAM), to discuss how their Action Collaborative on27 
Decarbonizing the U.S. Health Sector is bringing together organizations across health care28 
to take action on climate change.1629 

• At the Interim 2023 meeting, the Health, Science, and Ethics business unit, in collaboration30 
with NAM, hosted an educational session entitled The Climate Crisis: Pathways to31 
Decarbonizing the U.S. Health Sector. The session featured four speakers who spoke to32 
ways that health care professionals can lead meaningful and measurable changes in33 
combating climate change, identified common barriers to decarbonization, and provided34 
available resources to support action towards decarbonization. Although overall attendance35 
was not counted, 48 individuals claimed CME credit for attending the event and the36 
average quality rating was 4.8/5.0.37 

• In early spring 2024, the AMA STEPS Forward® Podcast featured Jerry Abraham, MD,38 
MPH, who discussed the intersections between the social determinants of health and39 
climate change impacts.40 

• The AMA submitted an abstract to the American Public Health Association (APHA)41 
annual conference to be held in October 2024 to present on the findings from the listening42 
sessions held with physicians in May 2023 on climate change and health.43 

• The AMA continues to engage in the Medical Society Consortium on Climate and Health44 
(Consortium), which brings together associations representing over 600,000 clinical45 
practitioners.17 The AMA sits on the executive committee of this group, represented by Ilse46 
Levin, DO, MPH & TM. Additionally, the AMA was a sponsor of the MSCCH Annual47 
Meeting held in February 2024 in Washington, DC. Dr. Levin and AMA staff attended the48 
meeting.49 
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• The AMA is also a member of the NAM Action Collaborative on Decarbonizing the1 
Health Sector as a member of the Steering Committee and co-lead of the Health Care2 
Delivery Workgroup.3 

o The first phase (2021-2023) of the Action Collaborative’s work has been focused4 
on identifying key opportunities and challenges to climate action, decarbonization,5 
and building resiliency across the health sector and developing resources and tools6 
to meet those needs. The collaborative, through the work of the members have7 
completed over thirty resources to accelerate climate action across the health8 
sector.9 

o The second phase (2024-2025) will consist of accelerating a national climate and10 
health movement, as well as advancing the successes of the existing working11 
groups and launching an accelerator pilot program.12 

• The AMA is represented on the APHA Center for Climate, Health, and Equity Advisory13 
Board. In February 2024, the Advisory Board organized a roundtable of public health14 
experts to discuss the health, climate and equity priorities for consideration of the15 
reauthorization of the federal transportation bill, which is scheduled to be renewed in 2025.16 

• The AMA was also represented at APHA's first Climate, Health and Equity Summit in late17 
February 2024, which brought together professionals from across multiple disciplines to18 
explore the intersectionality of climate, health and equity and strategize how professionals19 
can advance public health and climate justice.20 

21 
In terms of advocacy, the AMA participates in the American Lung Association’s Healthy Air 22 
Partners campaign, which is a coalition of 40 national public health, medical, nursing and health 23 
care organizations engaged in healthy air advocacy efforts.18 The Coalition is united in its calling 24 
for strong federal laws and policies to slash air pollution and address climate change, recognizing 25 
climate change can affect air quality, and certain air pollutants can affect climate change. Since 26 
June 2023, the AMA has joined partners on the following letters: 27 

• A letter to Environmental Protection Agency (EPA) on their proposed ruling regarding28 
Pollutant Emissions Standards for Model Years 2027 and Later Light- Duty and Medium-29 
Duty Vehicles, urging them to pass the most stringent emission standards possible with30 
existing technologies.31 

• A letter to EPA on their proposed ruling regarding National Emission Standards for32 
Hazardous Air Pollutants: Coal- and Oil-Fired Electric Utility Steam Generating Units33 
Review of the Residual Risk and Technology Review.34 

• A letter to EPA on their proposed ruling in the Reconsideration of the National Ambient35 
Air Quality Standards for Particulate Matter, calling for the most protective standards to36 
protect the health of the most vulnerable populations. To note, EPA finalized their37 
particulate matter rule on February 7, 2024.19 While the new rule did not set particulate38 
matter at the more protective standard as advocated for by the Healthy Air Partners group,39 
the revised rule did address several of our comments and the new standards will result in40 
significantly reduced particular matter pollution in the future.41 

• A letter to EPA on their draft Revised Technical Guidance for Assessing Environmental42 
Justice in Regulatory Analysis, which included the addition of climate change as a factor of43 
vulnerability when conducting environmental justice analysis.44 

45 
B. Prevent firearm injuries and deaths.46 

47 
In the 1980's the AMA recognized firearms as a serious threat to the public's health as weapons are 48 
one of the main causes of intentional and unintentional injuries and deaths. At the 2016 Annual 49 
Meeting, following the Pulse nightclub shooting, policy was adopted declaring that "gun violence 50 
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represents a public health crisis which requires a comprehensive public health response and 1 
solution." Since that time firearm injuries and deaths have increased and disparities have 2 
widened.20  3 

4 
• The AMA is participating in the Health Professional Education and Advocacy/Policy5 

committees of the Healthcare Coalition for Firearm Injury Prevention, which is being led6 
by American Academy of Pediatrics (AAP), American College of Emegency Physicians7 
(ACEP), American College of Physicians (ACP), American College of Surgeons (ACS),8 
and the Council of Medical Specialty Societies (CMSS).219 

• On October 25–26, 2023, Alexander Ding, MD, MS, MBA, represented the AMA at the10 
Milken Institute’s Innovation Forum on Preventing Gun Violence in San Francisco. This11 
first-of-its-kind convening explored how technologies, expanded community collaboration,12 
and innovative models could unlock real progress to prevent gun violence and address its13 
societal repercussions.14 

• On December 14, 2023, the AMA convened the Firearm Injury Prevention task force for15 
an in-person meeting held at AMA Headquarters in Chicago. Willie Underwood, MD,16 
MSc, MPH, Chair of the AMA Board of Trustees and the task force led the meeting along17 
with task force Co-Vice Chairs Toluwalasé (Lasé) Ajayi, MD, and Alexandar Ding, MD,18 
MS, MBA. Representatives to the task force discussed their organization priorities on19 
firearm injury prevention, examined the possibility of creating a resource center on firearm20 
injury prevention for physicians that would include information for patients and resources21 
on evidence-based interventions, and discussed the development of a toolkit for physicians22 
on extreme risk protection orders.23 

• On February 7, 2024, the AMA was represented by Willie Underwood, MD, MSc, MPH,24 
at the Northwell Health’s Gun Violence Prevention Forum in New York City.25 

• On March 4, 2024, the AMA convened a virtual meeting of the Firearm Injury Prevention26 
task force, where the members had the opportunity to hear from the Ad Council both about27 
their ongoing gun violence work as well as their new campaign, funded by members of the28 
National Health Care CEO Council on Gun Violence Prevention and Safety. The new29 
campaign seeks to elevate the issue of gun violence in America and its impact on youth,30 
shifting away from divisive, politically charged conversations to those focused on public31 
health approaches that have proven effective in combating this epidemic.32 

33 
In terms of advocacy, the AMA has advocated for Congress to appropriate increased funding for 34 
research to prevent firearm violence. The AMA is working with medical specialties, including the 35 
AAP, to support funding for the CDC and the National Institutes of Health (NIH), and the National 36 
Institute of Justice (NIJ) to conduct public health research on firearm morbidity and mortality 37 
prevention. 38 

• On April 19, 2023, the AMA joined more than 400 national, state, and local medical,39 
public health, and research organizations in a letter to the leadership of the House and40 
Senate Committees on Appropriations asking that for Fiscal Year (FY) 2024 they41 
appropriate $35 million for the CDC, $25 million for the NIH, and $1 million for the NIJ to42 
conduct public health research into firearm morbidity and mortality prevention.43 

44 
On the state level, the AMA wrote a letter to the leadership of the Maine Health and Human 45 
Services and Judiciary Committees on March 4, 2024, expressing our support for legislation that 46 
will address the epidemic of firearm violence in Maine and across the country, this includes: 47 

• Legislative Document (LD) 2237 - An Act to Strengthen Public Safety, Health and Well-48 
being by Expanding Services and Coordinating Violence Prevention Resources. AMA49 
policy supports many of the initiatives in this comprehensive legislation, and applauds the50 
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investment in violence prevention strategies, access to behavior health services, suicide 1 
prevention, and crisis intervention programs. (Policies H-145.975, D-345.972, H-345.972, 2 
and H-60.937)  3 

• LD 2086 - An Act to Amend the Law Governing the Disposition of Forfeited Firearms.4 
The AMA supports removal of firearms from prohibited persons. (Policy H-145.972)5 

• LD 2224 - An Act to Strengthen Public Safety by Improving Maine’s Firearm Laws and6 
Mental Health System. AMA Policy advocates for a waiting period and background check7 
for all firearm purchasers and policies that prevent transfer of firearms without adhering to8 
background checks. The AMA also applauds efforts to expand access to mental health and9 
substance use disorder treatment. (Policies H-145.996 and H-145.975)10 

• LD 2238 - An Act to Address Gun Violence in Maine by Requiring a Waiting Period for11 
Certain Firearm Purchase. AMA Policy supports legislation that enforces a waiting period12 
and background check for all firearm purchasers. (Policy H-145.996)13 

14 
Through the AMA's litigation center, we work to represent the interests of the medical profession 15 
on this issue in the courts by providing support or becoming actively involved in litigation of 16 
importance to physicians. 17 

18 
• On August 21, 2023, the AMA was joined by the AAP, the ACS, the AP HA and the Texas19 

Medical Association in submitting an amicus brief in the case of U.S. vs. Rahimi, which20 
was argued on November 7, 2023, before the U.S. Supreme Court. The case challenges a21 
1994 law adopted by Congress to keep firearms out of the hands of people who are the22 
subject of a domestic violence restraining order (DVRO). The brief shares firsthand23 
accounts from 17 physicians who have witnessed the devastating injuries and deaths24 
caused by domestic abusers with firearms, as well as the often-lifelong psychological terror25 
inflicted upon victims, their children, and others.26 

• On December 26, 2023, the AMA was joined by the AAP, ACP, and ACS in submitting an27 
amicus brief in the case of Garland v. Cargill. The case involves firearms, namely whether28 
a bump stock device is a machinegun under federal law, as it allows users to convert a29 
semiautomatic firearm into a weapon that fires continuously with a single trigger pull. The30 
brief presents the firsthand experiences of physicians who treat victims of firearm violence31 
and explains why semi-automatic weapons with bump stocks are a critical public health32 
hazard, and prohibiting bump stocks saves lives.33 

34 
The AMA has created a website broadly outlining the organization's advocacy efforts on gun 35 
violence prevention.22 36 

37 
C. Respond to emerging and remerging infectious disease threats and prepare for future38 
pandemics.  39 

40 
Infectious diseases continue to evolve and advance throughout the U.S. Pathogens that were once 41 
geographically limited are now advancing beyond those traditional borders. Blastomycosis, 42 
Histoplasmosis and Coccidioidomycosis are all fungal infections that have pushed past expected 43 
boundaries.  In addition to organisms known to be found in the U.S., tropical diseases like malaria, 44 
dengue and Leishmaniasis have all been found in the U.S. in nontravelers. Re-emerging pathogens 45 
like measles continue to find footholds across the country. While it’s unclear what the next 46 
infectious diseases outbreak will bring, the U.S. health system must be ready. Because the AMA is 47 
relied upon as a source of information by physicians and patients, the AMA must maintain the 48 
ability to respond and share information and advocate for physicians, patients, and the public in 49 
line with AMA policies. 50 
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The AMA is a collaborator in Project Firstline, the CDC’s National Training Collaborative for 1 
Healthcare Infection Control. Project Firstline offers educational resources in a variety of formats 2 
to meet the diverse learning needs and preferences of the health care workforce.23 3 

• Over the last year, AMA has developed 10 Stories of Care podcast episodes exploring4 
inequalities in infection prevention and control (IPC). The podcast series is hosted by5 
Megan Srinivas, MD, MPH, and has featured episodes on IPC Challenges in Rural Health6 
Care; Race, Research, and Health Care Associated Infections; TB or Not TB: Caring for a7 
Special Population; Fighting Ableism: What Do You Need?; The Hidden Inequities of8 
Dialysis-Related Infections; and Partners in Care: Environmental Services on the Front9 
Line.10 

• The AMA provided funding to 7 state and specialty medical societies to develop training11 
and IPC content for the membership and disseminate Project Firstline content.12 

• The AMA has partnered with the CDC on webinars addressing re-emerging pathogens and13 
the end of the COVID-19 public health emergency.14 

• On December 12, 2023, Sandra Fryhofer, MD, hosted a fireside chat to discuss15 
vaccinations and other tools that can keep everyone safer against influenza, COVID-19,16 
and respiratory syncytial virus (RSV) this respiratory virus season. Participants included17 
CDC Director Mandy Cohen, MD, MPH and Demetre Daskalakis, MD, MPH.18 

• The AMA hosted a five-part webinar series with the CDC on its Hospital Sepsis Program19 
Core Elements, which offer guidance to help clinicians, hospitals and health systems20 
implement, monitor and optimize their sepsis programs and outcomes. The series included21 
real-life examples, strategies and best practices and offers continuing education credit.22 

• A tele-mentoring series will kick off in April of 2024 that will explore the nuances of23 
infection prevention in facility types outside of the acute care hospital. Settings will24 
include acute rehabilitation hospitals, ambulatory surgery centers, behavioral health units,25 
post-acute long-term care facilities, dialysis facilities, and pediatric units.26 

• A CME module is under development that will present patient cases outlining27 
transmission-based precautions so that physicians and other health care professionals can28 
recognize how to protect themselves in any situation.29 

30 
D. End the nation’s drug overdose epidemic.31 

32 
Ending the nation’s drug overdose epidemic will require increased physician leadership, a greater 33 
emphasis on overdose prevention and treatment, and better coordination and amplification of the 34 
efforts and best practices already occurring across the country.   35 

36 
The AMA makes education available to physicians on this topic via the AMA Ed Hub™ to help 37 
physicians gain critical knowledge around acute and chronic pain management, substance use 38 
treatment, overdose prevention, and pain treatment to meet the regulatory requirements. Courses 39 
are developed by AMA as well as by other partners. The AMA is also a member of the Providers 40 
Clinical Support System (PCSS), which is made up of a coalition of major health care 41 
organizations all dedicated to addressing this health care crisis and is led by the American 42 
Academy of Addiction Psychiatry. PCSS provides evidence-based training and resources to give 43 
health care providers the skills and knowledge they need to treat patients with opioid use disorders 44 
and chronic pain.24    45 

46 
• In 2023 the AMA worked to update content and resources for the physician education47 

series of module Practical Guidance or Pain Management. This content was made48 
available to help physicians meet the DEA’s MATE Act requirements.49 
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• The AMA continues to convene the Substance Use and Pain Care Task Force, which1 
supports and guides the development of the annual Overdose Epidemic Report on the2 
overdose epidemic outlining  current data, policy, updates, clinical accomplishments and3 
what still needs to be done.254 

• In 2023, the AMA developed physician education podcast series on The Opioid Overdose5 
Epidemic. Hosted by Bobby Mukkamala, MD, Chair of the Substance Use and Pain Care6 
Task Force, episodes feature experts who shared relevant research, insights, and experience7 
to help physicians of all specialties in addressing the opioid overdose epidemic. As of8 
November 2023, the podcast episode course completions have shown a high interest in the9 
topics, which include: Opioid Prescribing and Appropriate Pain Management, Opioid10 
Overdose Prevention, and Opioid Use Disorder Treatment.11 

• The AMA is planning additional episodes as a part of this series for 2024, which will12 
consist of four episodes including: Opioid Use Disorder and Pregnancy, Opioid Utilization13 
in Hospice and Palliative Care, Disparities in Access to Medication for Opioid Use14 
Disorder, and Opioid Use a Prevention Approach.15 

• The AMA continues to participate as a member of the NAM Action Collaborative on16 
Countering the U.S. Opioid Epidemic. The Action Collaborative uses a systems approach17 
to convene and catalyze public, private, and non-profit stakeholders to develop, curate, and18 
disseminate multi-sector solutions designed to reduce opioid misuse, and improve19 
outcomes for individuals, families, and communities affected by the opioid crisis.20 

21 
3. Strengthen the health system through improved collaboration between medicine and22 
public health. 23 

24 
The AMA is collaborating with leading health care organizations to strengthen the interface 25 
between public health and health care.  26 

27 
• In November 2023, AMA and health care partners announced the Common Health28 

Coalition: Together for Public Health, a partnership between AMA and four other leading29 
healthcare organizations, including: AHIP (formerly America’s Health Insurance Plans),30 
Alliance of Community Health Plans (ACHP), American Hospital Association (AHA), and31 
Kaiser Permanente (KP).26 The Common Health Coalition is focused on translating the32 
hard-won lessons and successes of the COVID-19 pandemic response into actionable33 
strategies that will strengthen the partnership between our health care and public health34 
systems.35 

• On March 13, 2023, the Common Health Coalition announced a set of commitments that36 
will better equip U.S. health care organizations to collaborate with public health systems in37 
preparing for the next public health emergency. Dave Chokshi, MD, MPH, Chair of the38 
Coalition announced the commitments at the Politico Health Summit. The Coalition's39 
founding members, including the AMA, committed to action in four priority areas:40 

- Coordination between health care and public health41 
- Always-on emergency preparedness42 
- Real-time disease detection43 
- Exchange of actionable data, particularly to advance equity44 

• The Coalition’s founding members have called on health care and public health45 
organizations across the country to consider joining this effort. Interested organizations can46 
learn more, connect with us, and take steps to join us by going to our website,47 
https://commonhealthcoalition.org/.48 

• On April 11, 2024, the AMA was represented on a panel at the KP Health Summit in49 
Washington, D.C., focused on Building a Strong Public Health Ecosystem. This session50 
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explained the commitments the Coalition has made and actions each organization will take 1 
to create a strong public health system and healthier future for all. 2 

3 
4. Combat the spread of misinformation and disinformation.4 

5 
The AMA remains engaged in external collaborations to address mis- and disinformation, such as 6 
the Coalition for Trust in Health & Science and the recently rebranded physician-focused coalition, 7 
Mitigating Medical Misinformation Workgroup. 8 

9 
• The Coalition for Trust in Health & Science’s vision is for all people to have equitable10 

access to accurate, understandable, and relevant information to make personally11 
appropriate health choices and decisions. The AMA is an active member, engaging with12 
leadership and participating in programming.13 

• The AMA is also an active participant in the Mitigating Medical Misinformation14 
Workgroup and supported its recent research that found primary care physicians were15 
viewed as the most trusted source for medical information. The AMA will work with this16 
group to disseminate these findings to a broader audience in 2024 and will continue to17 
coordinate efforts internally to ensure alignment.18 

• The AMA filed an amicus brief with the U.S. Supreme Court in the case of Murthy v.19 
Missouri.  The brief focuses on how disinformation diminished uptake of COVID-1920 
vaccines, which then limited the vaccines’ ability to save lives by controlling the spread of21 
disease—thereby creating a compelling interest for the government to act. The high court22 
will hear oral arguments in the case on March 18, 2024.23 

24 
CONCLUSION 25 

26 
The AMA continues to advance its mission, to promote the art and science of medicine and the 27 
betterment of public health. The highlighted accomplishments in this report capture a fraction of 28 
the work accomplished from March of 2023 – March of 2024 related to the AMA’s public health 29 
strategy. 30 
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BACKGROUND 1 
 2 
At its 2022 Annual Meeting, the House of Delegates (HOD) adopted Resolution 602, “Report on 3 
the Preservation of Independent Medical Practice,” which directed the American Medical 4 
Association (AMA) to issue a report every two years communicating AMA efforts to support 5 
independent medical practices. 6 
 7 
Resolution 602 appended AMA policy D-405.988, The Preservation of the Private Practice of 8 
Medicine, which among other things affirmed the Association’s support for the preservation of 9 
private practice and the acknowledgement of its value to the practice of medicine and its benefit to 10 
patients. 11 
 12 
This report serves as the first instance of a biennial accounting of the activities the AMA has 13 
engaged in since 2022 to support independent practices. 14 
 15 
DISCUSSION 16 
 17 
The AMA’s efforts to promote and advocate for independent practice physicians can be 18 
summarized in three key strategic efforts: 19 

• providing a voice for independent physicians in the AMA House of Delegates and beyond,  20 
• conducing outreach to current and future independent physicians, and  21 
• promoting resources for the advancement of independent practices 22 

 23 
Providing a Voice for Independent Physicians in the HOD and Beyond 24 
 25 
The AMA’s newest section, the Private Practice Physicians Section (PPPS), was officially 26 
established at the November 2020 Special Meeting of the HOD and held its first meeting in 27 
conjunction with the June 2021 Special Meeting of the HOD. Though certainly not the only unit 28 
within the Association working on behalf of independent practices, the PPPS is the primary vehicle 29 
for addressing the concerns of private practice physicians within the HOD, thus helping to ensure 30 
that independent practice concerns are considered when determining policy.  31 
 32 
The PPPS maintains a roster of 367 certified members. Membership is open to any AMA member 33 
who is in a practice consisting of 50 or fewer physicians and in which the physicians maintain a 34 
controlling interest in the practice. Physicians must independently elect to join the section; they are 35 
not at this time proactively asked if they want to join, though they are made aware of the Section’s 36 
existence. Membership in the PPPS has grown significantly since 2022, with the Section adding 53 37 
new members in 2022 (+20%), and 44 new members in 2023 (+14%). 38 
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The Section has held formal Business Meetings at all AMA Annual and Interim meetings since 1 
June of 2021. Attendance has been strong, fluctuating between approximately 40 and 60 members 2 
attending each meeting. The PPPS has advanced 18 resolutions to the House of Delegates since the 3 
2022 Annual Meeting on topics such as reexamining laws around physician self-referrals, limiting 4 
corporate ownership of private practices, improving Medicare reimbursement, and developing 5 
guidelines for the use of virtual and overseas administrative assistants, among many others. 6 
 7 
The AMA has championed issues important to private practice in its advocacy efforts, particularly 8 
at the federal level. Key among these issues is reforming Medicare payment rates to ensure 9 
practices can continue to thrive. The AMA believes the need to stop the annual cycle of pay cuts 10 
and patches and enact permanent Medicare payment reforms could not be clearer. The AMA was 11 
successful in getting Congress to introduce H.R. 2474, the Strengthening Medicare for Patients and 12 
Provider Act, which would provide automatic, annual payment updates to account for inflation as 13 
reflected in the Medicare Economic Index (MEI). The AMA and our Physician Grassroots 14 
Network and Patient Advocacy Network consider the passage of H.R. 2474 to be among its highest 15 
priorities. 16 
 17 
The AMA is also engaging directly with federal decision-makers on fixing prior authorization, 18 
limiting scope creep, supporting telehealth, surprise billing, and protecting against government 19 
intrusion in areas such as abortion care and gender-affirming care. The AMA has submitted 20 
comments on the Federal Trade Commission’s proposed rule on noncompete agreements and 21 
Department of Justice antitrust merger guidelines. The AMA also advocates before Congress and 22 
the Centers for Medicare and Medicaid Services that the Stark exemption for physician-owned 23 
hospitals needs to be restored. 24 
 25 
The cyber security attack on Change Healthcare in March 2024 has left many independent 26 
physician practices struggling to stay on top of their operations. The AMA is working closely with 27 
members who have experienced disruptions to share instructions for getting federal emergency 28 
funds, guides for managing impact, and connecting physicians’ experiences directly to the United 29 
States Department of Justice. 30 
 31 
Outreach to Independent Physicians 32 
 33 
For the past three years, the PPPS has hosted a virtual Private Practice Townhall each March or 34 
April, serving as an open forum for independent physician members to raise issues they may be 35 
experiencing in their practices and share ideas for addressing them. The Townhall not only 36 
provides valuable real-world intelligence about the issues private practices are experiencing to the 37 
leadership of the PPPS, but it also affords an opportunity for physicians to connect as peers to share 38 
tips and best practices. Additionally, the Townhall typically inspires ideas for education sessions at 39 
PPPS Business Meetings as well as generates new policy proposals. 40 
 41 
The PPPS has also collaborated with the AMA’s Professional Satisfaction and Practice 42 
Sustainability (PS2) team. The two are currently planning a private practice “bootcamp” to be held 43 
in advance of the 2024 Annual Meeting. The “bootcamp” will be a multi-hour training session on 44 
the business of private practice, giving attendees opportunities to better understand how to 45 
effectively manage their business while continuing to provide care to patients. The program stems 46 
from ideas raised in previous PPPS Townhalls as well as open discussions at PPPS Business 47 
Meetings and other AMA events. 48 
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Promoting Resources for the Advancement of Independent Practices 1 
 2 
The AMA’s STEPS Forward® initiative, part of its Innovation Academy, has made a suite of 3 
interactive open-access resources tailored for independent practices available through the AMA 4 
EdHubTM, many of which are available for continuing medical education credit. These include 5 
podcasts, toolkits, and webinars available online to members and non-members. 6 
 7 
Specifically, STEPS Forward® has crafted a series of tools and materials designed to help 8 
physicians who are either new to private practice or who simply seek to better operationalize their 9 
practice. Key examples include: 10 
 11 

• 7 STEPS to Starting a Private Practice visual guide 12 
 13 

• Private Practice Playbook – a repository of sample forms including a model new patient 14 
packet, routine patient documents such as medical release and patient payment plans, 15 
administrative documents such as refund requests and medication logs, employee 16 
documents for job descriptions and expense reimbursement, and new hire documents such 17 
as model confidentiality agreements and drug screen consent forms. 18 

 19 
Independent physicians who are AMA members also have access to a range of experiential 20 
sessions in the form of webinars to help physicians better capitalize on their practices’ regular 21 
financial and operational tasks. This programming is offered through the AMA’s Private Practice 22 
Simple Solutions sessions, of which 17 programs have been offered since 2022. Key examples of 23 
programming for independent practices include sessions on practice marketing, conducting market 24 
research to better understand the needs of the community, public relations and establishing 25 
community trust, and maximizing referral strategies. These programs are operated and promoted by 26 
the AMA’s PS2 team. 27 
 28 
The PPPS has offered additional educational programming at its Annual and Interim meetings. 29 
Designed and curated to address issues that PPPS members most frequently raise as key issues for 30 
their practice, the Section routinely works with internal and external subject matter experts to share 31 
strategies and information to attendees. Recent examples of educational sessions offered at PPPS 32 
meetings include a legal analysis of employment contracting from the perspective of both the 33 
employer and employee, an unpacking of innovative business model strategies from three different 34 
independent physician practices, a strategic assessment of methods for transitioning a practice, and 35 
a breakdown of best practices for branding and marketing. 36 
 37 
CONCLUSION 38 
 39 
The AMA continues to be mindful of the rate of change in the physician practice setting with 40 
greater numbers of physicians opting to leave private practice each year. The strategies and 41 
initiatives outlined here represent the foundations the AMA will build upon to continue to ensure 42 
that independent physician practices have the support they need to thrive. The AMA will continue 43 
to promote the resources it has while expanding its menu of services and tools geared toward 44 
physicians in private practice. 45 
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At the 2023 Annual Meeting of the American Medical Association (AMA) House of Delegates 1 
(HOD) Resolution 606, “AMA Reimbursement of Necessary HOD Business Meeting Expenses for 2 
Delegates and Alternates” was referred to the Board of Trustees for a report back to the HOD. The 3 
reference committee heard mixed testimony, including compelling testimony from the Board of 4 
Trustees regarding their fiduciary responsibility to our AMA and the need to allow sufficient time 5 
to identify and fully assess the impact on our AMA.  6 
 7 
Resolution 606 asked:  8 
 9 

That our American Medical Association develop a reimbursement policy consistent with 10 
established AMA travel policies for reasonable travel expenses that any state or national 11 
specialty society is eligible to receive reimbursement for its delegate’s and alternate delegate’s 12 
actual expenses directly related to the necessary business functions required of its AMA 13 
delegates and alternate delegates in service to the AMA at HOD meetings, including travel, 14 
lodging, and meals; and   15 
 16 
That each state or national specialty society requesting such reimbursement for its delegate’s 17 
and alternate delegate’s reasonable travel expenses will submit its own aggregated 18 
documentation to the AMA in whatever form is requested by the AMA. 19 
 20 

BACKGROUND 21 
 22 
Resolution 606 highlighted the significance of the AMA HOD as a policy making body with 23 
diverse voices being represented through the delegations. The resolution focuses on the costs that 24 
are incurred by the organizations sending delegates and alternates to the meetings without 25 
discussing the costs of the meeting to the AMA. The resolution pointed out that several state and 26 
specialty medical societies are facing financial hardships due to several factors, including declining 27 
membership. As these organizations are looking to cut costs, not sending the full delegations or 28 
alternate delegates to the AMA HOD meetings could be seen as a savings. In some instances, 29 
delegates pay their own expenses at AMA HOD meetings so they can be a part of the robust policy 30 
making process. In addition, medical students and residents expressed issues with obtaining 31 
funding and are seeking inclusion in the development of an AMA reimbursement policy. 32 
 33 
Costs 34 
 35 
A fiscal note of $8.1 million was the estimate of the ongoing additional annual costs that would be 36 
incurred by the AMA if this resolution were adopted. This would be in addition to the $12 million 37 
the AMA is spending already to hold HOD meetings and provide staff support for councils, 38 
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sections and special groups. That does not include costs related to responding to and implementing 1 
resolutions from the HOD.  2 
 3 
While our AMA has experienced above normal operating income over the last several years due to 4 
a reduction in expenses during the pandemic office closures and a record number of open positions 5 
due to tight labor markets, it is expected that the Association will return to full employment and 6 
regular operations by 2024, with a reversion to normal budgeted income.   7 
 8 
AMA Budget and Reserve Policies 9 
 10 
In the early 2000’s, AMA’s financial picture was very poor evidenced by questions raised at the 11 
HOD about the long-term viability of the organization. The AMA Board took action in 2000 to 12 
implement financial policies that would provide for ongoing sustainable operations and 13 
programmatic activities for both the short-and long-term. The goal was two-fold: 1) ensure that 14 
AMA would be able to withstand short-term volatility in revenue without requiring elimination of 15 
programs or personal that would be harmful to AMA’s reputation and 2) create reserve assets that 16 
could serve as a quasi-endowment fund to help ensure long-term fiscal stability of the organization. 17 
The annual budget policy was in answer to the first goal and that policy requires that AMA budget 18 
a surplus equal to the inflationary impact on two- to three-year’s operating expenses. The reserve 19 
policy prohibits the use of reserves for ongoing operating expenses in order to avoid drawing down 20 
the reserves on an annual basis and thus impairing the ability to maintain and grow reserves for the 21 
long-term stability of the organization, i.e., AMA’s quasi-endowment fund.  22 
 23 
The two policies cited above mean that any expenditures above the current budget levels will 24 
require reducing expenses from other areas of the annual budget, i.e., other programmatic 25 
activities. If this resolution were adopted, that would result in an ongoing annual $8 million cost 26 
reduction in other programs, which at the current rate of inflation would cost almost $100 million 27 
over the next ten years. In addition, the size of the HOD continues to increase and this will drive 28 
total costs of delegates and alternate delegates attending in-person meetings higher than levels cited 29 
above, regardless of whether it is paid by AMA or the societies. 30 
 31 
Financial and Tax Implications 32 
 33 
AMA’s tax-exempt status and the regulations under which it operates to maintain that status is a 34 
key consideration when determining if or how to provide benefits or contributions to individuals or 35 
organizations. As an example, AMA’s tax counsel has advised that generally the IRS has found 36 
that the provision of financial benefits to members in certain situations will constitute private 37 
inurement which will result in the loss of tax-exempt status. Counsel did advise that the IRS has 38 
consistently viewed paying the reasonable travel expenses of volunteers, particularly those who 39 
participate in governance, as being acceptable and not treated as compensation which in this case 40 
would cover delegates and alternate delegates and thus led to the language of the resolution 41 
submitted to the HOD. 42 
 43 
Additional discussions with tax counsel have resulted in another potential alternative, i.e., 44 
providing travel grants to societies in the HOD to cover or partially cover direct out-of-pocket 45 
expenses for delegates and alternate delegates based on financial need. Under this alternative, 46 
counsel recommended the following criteria:1) the travel grants be limited to societies that 47 
demonstrate financial need; 2) the travel grants should be specifically identified as grants to cover 48 
travel reimbursement only for voting delegates and alternate delegates who participate in the HOD 49 
meetings, enabling delegates to participate in discussions regarding important issues affecting 50 
AMA and the medical profession; 3) the grant agreement between AMA and the society should 51 
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require that the funds are for reimbursement of incurred travel expenses in a manner that is 1 
consistent with 501(c)(6) purposes; and 4) that AMA should establish a cap on the amount that any 2 
one society can receive for reimbursement of travel expenses.  3 
 4 
Based on the above alternative, AMA performed an analysis of the financial status of those 5 
societies seated in the HOD. The 2022 Form 990’s submitted to the Internal Revenue Services 6 
were obtained for 178 constituent and specialty societies. Form 990’s were not available for seven 7 
societies.  8 
 9 
In 2022, the combined revenues and assets of the 178 societies total $3.2 billion and $7 billion 10 
respectively, and although there is wide disparity in the resources of these societies, is substantially 11 
more than AMA’s revenue or assets. The estimated average cost of a delegate and alternate 12 
delegate attending the AMA meetings is approximately $11,400. At revenue levels of $2.5 million 13 
and above, the total average cost for delegates and alternates would range from 0.04% to 2.1%. of 14 
annual revenue. In comparison, AMA currently spends 2.6% of its total annual revenue on HOD 15 
activities.  16 
 17 
The AMA realizes the importance of representation and participation in the policy-making process 18 
and the strength of organized medicine, are the organizations who send representatives to our HOD 19 
meetings to participate in the policy making process. Your Board of Trustees presents this report as 20 
informational as we continue to study options for strengthening the participation of the Federation 21 
in House of Delegates meetings. Your Board will submit a report at the 2025 Annual Meeting. 22 
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At the 2023 Annual Meeting, the House of Delegates referred Resolution 007, “Independent 1 
Medical Evaluation,” to the Board of Trustees. Resolution 007 specifically asked: 2 
 3 

That our American Medical Association study and report back at the 2024 Annual Meeting on 4 
the Independent Medical Evaluation (IME) process and recommend standards and safeguards 5 
to protect injured and disabled patients. (Directive to Take Action) 6 

 7 
The resolution was referred to the Board of Trustees for decision in September 2023. At that 8 
meeting, the Board of Trustees reviewed the Management report and decided to complete the 9 
study, as outlined in the report.  10 
 11 
The following study, presented as an informational report, examines IME standards, processes and 12 
procedures that impact the rights of examinees and physicians throughout the IME process, as set 13 
forth in the resolution. Topics discussed include professional qualifications, ethics, objectivity, 14 
safety, and access.  15 
 16 
Despite their widespread use, IME processes and approaches can significantly vary across different 17 
jurisdictions, which may impact the rights and responsibilities of examinees and physicians. 18 
Examining specific jurisdictional regulation protocols such as codes of ethics, educational 19 
requirements and licensure protocols are beyond the purview of this report.  20 
 21 
PURPOSE AND DEFINITION OF INDEPENDENT MEDICAL EVALUATIONS (IME) 22 
 23 
In general, an IME is “a usually one-time evaluation performed by an independent medical 24 
examiner who is not treating the patient or claimant, to answer questions posed by the party 25 
requesting the IME”.1 The most common purpose of an IME is to provide a timely, impartial, and 26 
objective assessment of an examinee’s medical condition to determine appropriate diagnoses, 27 
causality, the extent of injuries or disabilities, and need for accommodation. This is often required 28 
in the context of legal or insurance matters. Unless a limited scope IME is stipulated by the 29 
requesting party or refused by the examinee, an IME includes the essential element of a medical 30 
assessment, specific to the defined scope of the requested evaluation, including history, 31 
examination, and review of relevant records and diagnostic studies.3  32 
 33 
The goal of the IME physician is to provide an unbiased, evidence-based assessment regarding the 34 
individual's medical status, including the nature and extent of injuries or disabilities. During an 35 
IME, the examinee’s relevant medical history, current condition, test results, functional status, and 36 
any relevant medical records are assessed. The AMA Guides to the Evaluation of Permanent 37 
Impairment (AMA Guides) provide a reliable measurement framework for assessing permanent 38 
impairment and are required in many jurisdictions.1,2 An impairment rating may be a component of 39 
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the IME, which is defined as a “consensus-derived percentage estimate of loss of activity, which 1 
reflects severity of impairment for a given health condition, and the degree of associated limitations 2 
in term of Activities of Daily Living (ADLs)”.1 The AMA Guides Editorial Panel ensures the AMA 3 
Guides are up to date with the latest evidence-based medicine and science.  4 
 5 
While IMEs and corresponding processes vary among different contexts and jurisdictions, one 6 
commonality is that there is no patient-physician relationship, and many jurisdictions avoid using 7 
the term “patient” in the context of IMEs because this can be construed to establish a patient-8 
physician relationship. Instead, the term “examinee” is used.1,3,4 9 
 10 
Common Scenarios for IMEs 11 
 12 
The applications and requirements of an IME can differ significantly based on different scenarios. 13 
For example, in workers' compensation, IMEs commonly evaluate the nature and extent of 14 
occupational-related injuries, care-related issues and authorizations, physical work capabilities, and 15 
causality. For insurance claims, particularly those involving personal injury, bodily injury, and 16 
automobile accidents, IMEs can verify the legitimacy and extent of the alleged injuries and medical 17 
status. In many jurisdictions, an injured party’s failure to comply with insurer requests for an IME 18 
or a claim investigation to support a claims determination may be grounds for a denial of the claim 19 
and benefits. Additionally, IMEs are utilized in legal disputes or tort litigation involving alleged 20 
bodily, physical, mental, or other injury claims. Petitioner filings, court or other findings may result 21 
in an IME order to obtain an objective assessment of injuries, disabilities, and/or other issues.  22 
 23 
PROFESSIONAL QUALIFICATIONS FOR INDEPENDENT MEDICAL EVALUATORS 24 
 25 
The selection of the medical professional with the appropriate qualifications is a fundamental 26 
aspect that can determine the examination's thoroughness and impact the outcome of claims, 27 
benefits, and legal disputes. Judges or juries critically assess the qualifications and expertise of the 28 
physician to ensure that their evaluation is reliable and based on sound medical judgment. The 29 
presence of established standards and resources for IME training and certification underscores the 30 
importance of having skilled, ethical, and unbiased medical professionals conduct these 31 
examinations within their scope of practice. 32 
 33 
Jurisdictional regulations or protocols may include specific criteria for physician qualifications. 34 
The following qualifications are commonly recommended across most jurisdictions: 35 
 36 

• Unrestricted license to practice medicine in the jurisdiction.  37 
• Relevant board-certification in a specialty recognized by the American Board of Medical 38 

Specialties. 39 
• Competency in report-writing and the ability to provide deposition and expert testimony 40 

are essential. These skills ensure that the physician can effectively communicate their 41 
medical findings and rationale in legal or insurance contexts. 42 

• Professional history should be free from adverse events that could compromise their 43 
credibility or impartiality in performing an IME. 44 

 45 
Specialized credentials or certification may be required on a jurisdictional-specific basis. 46 
 47 
Objectivity and Bias 48 
 49 
The IME process should be objective, independent and unbiased with the substantiation of findings 50 
and recommendations based upon available information and evidence.3,4 Physician transparency in 51 
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reporting and testimony can reinforce impartiality. Having IMEs performed in a timely manner in 1 
an appropriately situated and appointed environment is in the best interest of the examinee and 2 
involved parties. However, there may be conflicts of interest to consider.   3 
 4 
The AMA Code of Ethics5,6 addresses the ethical considerations for physicians employed by 5 
businesses or insurance companies, as well as independent medical examiners assessing health or 6 
disability. The IME physician may obtain personal information about patients outside an ongoing 7 
patient-physician relationship, such as assessments for employers or insurers. It is also important to 8 
obtain written consent, as required by law, to provide disclosure to third parties.6 9 
 10 
While practicing in these roles, physicians have dual responsibilities to both the patient and the 11 
employer or third party. However, there is also the additional duty to uphold the obligations of a 12 
medical professional. Therefore, the following should be considered:5  13 
 14 

• Disclose the nature of the relationship with the employer or third party before gathering 15 
health information from the patient. 16 

• Explain that the goal is to assess the patient's health or disability independently and 17 
objectively, distinguishing it from the traditional fiduciary role of a physician. 18 

• Protect patients' personal health information according to professional confidentiality 19 
standards. 20 

• Inform the patient about significant findings during the examination, suggesting follow-up 21 
care from a qualified physician when appropriate. 22 

 23 
PROTECTIONS FOR THE EXAMINEE  24 
 25 
Informed Consent 26 
 27 
It is important for examinees to understand their jurisdictionally specific rights and the potential 28 
implications of the examination's findings on their claims or legal cases. This information should 29 
be communicated to the examinee via the informed consent process. The examiner must explain 30 
that there is no physician-patient relationship involved and the evaluation is not a traditional 31 
medical evaluation conducted by their treating physician.3,4 Additionally, the examinee must advise 32 
the examiner immediately if any problems are encountered during the evaluation and a report will 33 
be provided to the requesting client.  34 
 35 
Additional best practices for the informed consent process are as follows:4   36 
 37 

• Discuss the importance of the examinee’s reading and signing of a written informed 38 
consent with the examinee prior to the evaluation. 39 

• Establish the ground rules for the performance of the service. 40 
• Provide the opportunity for the examinee to understand the rationale for the IME, who is 41 

requesting the evaluation, and where the report will be sent. 42 
• Ensure the examinee understands what the IME provider can and cannot do.  43 
• Acknowledge that the examinee understands that there will be no physician-patient 44 

relationship established.  45 
• Confirm that there will not be a discussion regarding diagnoses nor any recommendations 46 

for treatment.  47 
• Indicate that the examinee is consenting to having their history taken and that an 48 

examination will occur.  49 
• Clearly state that the IME physician is independent and that any opinions developed are 50 

given irrespective of anyone else involved in the claim (a third-party evaluation). 51 
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• State that there is an understanding that the results of the evaluation (the report) will only 1 
be given to the requesting party (unless there is a jurisdictional rule that requires something 2 
else).  3 

• Spend an appropriate amount of time on the informed consent process to ensure that the 4 
IME physician can answer questions or clarify points that are not well understood.  5 

 6 
IME Report Access 7 
 8 
An examinee may have the right to access their IME report, but the process and ease of access can 9 
vary based on jurisdiction, the specific policies of the requesting entity (such as an insurance 10 
company or employer), and the purpose of the IME. There might be a specific timeframe within 11 
which the IME report must be requested or provided.  12 
 13 
Examinees should be encouraged to inquire about the request process or seek assistance from their 14 
legal representative to understand their rights and the best approach to obtain the IME report. These 15 
rights are often outlined in health information privacy laws or regulations concerning workers' 16 
compensation and personal injury cases. For IMEs conducted as part of an insurance claim or 17 
workers' compensation case, the report is typically part of the claim file. In the context of legal 18 
disputes, IME reports may become part of the discovery process, allowing the examinee or their 19 
attorney to access the report as part of the case proceedings. 20 
 21 
Third-Party Observation  22 
 23 
Some jurisdictions may have specific regulations or guidelines that address whether third-party 24 
observers are allowed during IMEs. Examinees and their representatives should clarify the rules 25 
and policies regarding third-party observers in advance. This might involve consulting with legal 26 
counsel, reviewing the request for the IME, and directly communicating with the requesting 27 
organization, insurance company, or physician coordinating the examination. 28 
 29 
The presence of a third-party observer raises issues of patient privacy, confidentiality, and integrity 30 
of the examination process, and research shows that it will bias the evaluation to the extent that in 31 
most cases, the results are invalid.4,7 If a third party is allowed because of jurisdictional rule, the 32 
individual undergoing the IME and the third party should agree to confidentiality terms. Any 33 
observer will need to agree to not interfere with the examination. 34 
 35 
PROTECTIONS FOR PHYSICIANS  36 
 37 
The IME physician may be asked to render an opinion based upon incomplete information, 38 
inadequate records, a limited in person evaluation, or an examinee who is uncooperative or 39 
misrepresenting their true status for potential secondary gain. The examiner may be requested to 40 
report on the nature and extent of alleged, documented or observed injuries, and function based 41 
upon the available information and findings, within a reasonable degree of certainty.  42 
 43 
Despite challenges that may arise during an IME, the evaluating physician’s goal remains to 44 
provide an unbiased, objective opinion regarding the examinee's medical and/or physical status.  45 
When possible, physicians should identify and request additional records and information if needed 46 
to objectively provide their report. Indicating that conclusive findings cannot be rendered with the 47 
available information may be necessary in some circumstances. 48 
 49 
In addition to examinee rights, the following list outlines best practices for minimizing professional 50 
risks for physicians conducting IMEs: 51 
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 1 
• Detailed record-keeping of the IME process, findings, and the basis for conclusions to 2 

safeguard against potential disputes or allegations of misconduct. Documentation should be 3 
clear, factual, and free of any speculation. 4 

• Safeguarding all IME-related documents and records, including during transport.  5 
• Clear, professional communication with all parties involved. This includes the ability to 6 

explain medical terms and findings in layman's terms, which can reduce misunderstandings 7 
and conflicts. 8 

• Only performing IMEs in their respective area of specialty and board certification. If an 9 
examination or interpretation of findings falls outside expertise, consult with other 10 
specialists.  11 

• Having appropriate professional liability insurance that covers IMEs to provide financial 12 
and legal protection in case legal claims arise. 13 

• Staying informed about the latest developments and any changes in laws or guidelines 14 
related to IMEs to avoid practices may cause exposure to liability. 15 

• Seeking advice, when in doubt, on complex issues related to IMEs from legal professionals 16 
or a professional association. 17 

• Identifying, disclosing and avoiding conflicts of interest, such as evaluating family 18 
members. 19 

• Taking precautions disclosing information to third parties, limiting it to the minimum 20 
necessary for the intended purpose and remove individually identifying information before 21 
releasing aggregate data or statistical health information.6     22 

 23 
STRUCTURAL BARRIERS IMPACTNG PHYSICIANS AND EXAMINEES 24 
 25 
There is a national shortage of qualified physicians to meet the market demands for IMEs and 26 
associated timely report submissions. The shortage impacts timely decision making and 27 
authorization of care and subsequent appeals, creating an extra burden on examinees. The shift 28 
towards health care delivery consolidation and away from independent practice further contributes 29 
to the difficulty of scheduling and administering IMEs. Interstate and compact licensing affording 30 
physicians the right to perform IMEs beyond the boundaries of their jurisdiction could increase the 31 
pool of available qualified physicians to perform IMEs and promote access to care.  32 
 33 
CONCLUSION  34 
 35 
It is important for physicians to implement standards and safeguards when performing IMEs to 36 
protect examinees, themselves, and all other involved parties. Regulations, professional 37 
requirements, and protocols for IMEs differ both by jurisdiction and context in which the IME is 38 
being sought. However, despite myriad differences across jurisdictions, this report outlines 39 
numerous best practices for conducting IMEs that can enhance the quality of the examinee 40 
experience, as well as the scientific and evaluative rigor of the evaluating physician within this 41 
vital process. Additionally, critical elements like a thorough informed consent process, clear 42 
communication with the patient, and practicing within one’s clinical expertise are some of the 43 
methods that can be deployed to protect both the IME physician and the examinee.  44 
  45 



 B of T Rep. 32-A-24 -- page 6 of 6 
 

REFERENCES 1 
 2 

1. American Medical Association. Guides to the Evaluation of Permanent Impairment. 6th 3 
ed. 2023. Accessed March 10, 2024. https://ama-guides.ama-4 
assn.org/books/book/11/AMA-Guides-to-the-Evaluation-of-Permanent  5 

2. American Medical Association. AMA Guides Sixth 2023: Current medicine for permanent 6 
impairment ratings. Accessed, March 9, 2024. https://www.ama-assn.org/delivering-7 
care/ama-guides/ama-guides-sixth-2023-current-medicine-permanent-impairment-ratings  8 

3. Brigham C, Direnfeld LK, Feinberg S, Kertay L, Talmage JB. Independent Medical 9 
Evaluation Best Practices. AMA Guides Newsletter. 2017; 22 (5): 3–18. 10 

4. Martin DW. Independent Medical Evaluations- A Practical Guide. Cham, Switzerland. 11 
Spring International Publishing AG; 2018. 12 

5. American Medical Association. AMA Code of Medical Ethics. Chapter 1: Opinions on 13 
Patient-Physician Relationships, section 1.2, Special Issues in Patient-Physician 14 
Relationships, 1.2.6, Work-Related and Independent Medical Examinations. Accessed 15 
March 8, 2024. https://www.ama-assn.org/system/files/code-of-medical-ethics-chapter-16 
1.pdf. 17 

6. American Medical Association. AMA Code of Medical Ethics. Chapter 3: Privacy, 18 
Confidentiality & Medical Records, section 3.2, Special Issues in Patient-Physician 19 
Relationships, 3.2.3, Industry-Employed Physicians & Independent Medical Examiners. 20 
Accessed March 13, 2024. https://code-medical-ethics.ama-assn.org/ethics-21 
opinions/industry-employed-physicians-independent-medical-examiners 22 

7. Barth R. Observation compromises the credibility of an evaluation. AMA Guides 23 
Newsletter. 2007; 12(4): 1-3, 8-9.  24 

  25 

https://ama-guides.ama-assn.org/books/book/11/AMA-Guides-to-the-Evaluation-of-Permanent
https://ama-guides.ama-assn.org/books/book/11/AMA-Guides-to-the-Evaluation-of-Permanent
https://www.ama-assn.org/delivering-care/ama-guides/ama-guides-sixth-2023-current-medicine-permanent-impairment-ratings
https://www.ama-assn.org/delivering-care/ama-guides/ama-guides-sixth-2023-current-medicine-permanent-impairment-ratings
https://www.ama-assn.org/system/files/code-of-medical-ethics-chapter-1.pdf
https://www.ama-assn.org/system/files/code-of-medical-ethics-chapter-1.pdf
https://code-medical-ethics.ama-assn.org/ethics-opinions/industry-employed-physicians-independent-medical-examiners
https://code-medical-ethics.ama-assn.org/ethics-opinions/industry-employed-physicians-independent-medical-examiners


© 2024 American Medical Association. All rights reserved. 

REPORT OF THE BOARD OF TRUSTEES 
 

 
B of T Report 34-A-24 

 
 
Subject: Demographic Report of the House of Delegates and AMA Membership 
 
Presented by: 

 
Willie Underwood III, MD, MSc, MPH, Chair 

 
 
INTRODUCTION 1 
 2 
This informational report, “Demographic Report of the House of Delegates and AMA 3 
Membership,” is prepared pursuant to Policy G-600.035, “House of Delegates Demographic 4 
Report,” which states: 5 
 6 

A report on the demographics of our AMA House of Delegates will be issued annually and 7 
include information regarding age, gender, race/ethnicity, education, life stage, present 8 
employment, and self-designated specialty. 9 

 10 
In addition, this report includes information pursuant to Policy G-635.125, “AMA Membership 11 
Demographics,” which states: 12 
 13 

Stratified demographics of our AMA membership will be reported annually and include 14 
information regarding age, gender, race/ethnicity, education, life stage, present employment, 15 
and self-designated specialty. 16 

 17 
This document compares the House of Delegates (HOD) with the entire American Medical 18 
Association (AMA) membership and with the overall United States physician and medical student 19 
population. Medical students are included in all references to the total physician population 20 
throughout this report to remain consistent with the bi-annual Council on Long Range Planning and 21 
Development report. In addition, residents and fellows endorsed by their states to serve as sectional 22 
delegates and alternate delegates are included in the appropriate comparisons for the state and 23 
specialty societies. For the purposes of this report, AMA-HOD includes both delegates and 24 
alternate delegates. 25 
 26 
DATA SOURCES 27 
 28 
Lists of delegates and alternate delegates are maintained in the Office of House of Delegates 29 
Affairs and are based on official rosters provided by the relevant society. The lists used in this 30 
report reflect 2023 year-end delegation rosters. 31 
 32 
Data on individual demographic characteristics are taken from the AMA Physician Professional 33 
Data, which provides comprehensive demographic, medical education, and other information on all 34 
United States and international medical graduates (IMGs) who have undertaken residency training 35 
in the United States. Data on AMA membership and the total physician and medical student 36 
population are taken from the Masterfile and are based on 2023 year-end information. 37 
 38 
Some key considerations must be kept in mind regarding the information captured in this report. 39 
Vacancies in delegation rosters mean that the total number of delegates is less than the 705 allotted 40 
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at the November 2023 Interim Meeting, and the number of alternate delegates is nearly always less 1 
than the full allotment. As such, the total number of delegates and alternate delegates is 1091 rather 2 
than the 1410 allotted. Race and ethnicity information, which is provided directly by physicians, is 3 
missing for approximately 15 percent of AMA members and approximately 19 percent of the total 4 
United States physician and medical student population, limiting the ability to draw firm 5 
conclusions. Efforts to improve AMA data on race and ethnicity are part of Policy D-630.972. 6 
Improvements have been made in collecting data on race and ethnicity, resulting in a decline in 7 
reporting race/ethnicity as unknown in the HOD and the overall AMA membership. 8 
 9 
CHARACTERISTICS OF AMA MEMBERSHIP AND DELEGATES 10 
 11 
Table 1 presents basic demographic characteristics of AMA membership and delegates along with 12 
corresponding figures for the entire physician and medical student population. 13 
 14 
Data on physicians’ and students’ current activities appear in Table 2. This includes life stage as 15 
well as present employment and self-designated specialty. 16 
 

Table 1. Basic Demographic Characteristics of AMA Members & Delegates, December 2023 

 
 

 
 
 
 
 
 
 
  

2023 AMA Members
All Physicians and 
Medical Students

AMA Delegates & Alternate 
Delegates 1,2

Total 282,952 1,514,092 1,091
Mean Age (Years) 46.7 52.8 54.2

Age
Under Age 40 52.9% 30.5% 19.1%
40-49 Years 11.1% 17.2% 18.1%
50-59 Years 9.5% 15.8% 20.2%
60-69 Years 9.0% 15.6% 25.8%
70 or More 17.5% 20.8% 16.9%

Gender
Male 58.9% 61.9% 60.8%
Female 40.5% 37.2% 39.0%
Unknown 0.6% 0.9% 0.2%

Race/Ethnicity
American Indian or Alaskan Native 0.17% 0.17% 0.2%
Asian 17.5% 16.7% 14.8%
Black or African American 5.3% 4.5% 5.8%
Hispanic 4.1% 4.5% 3.3%
Mixed Race/Ethnicity 5.8% 4.0% 3.1%
Native Hawaiian or Other Pacific Islander 0.05% 0.04% 0.0%
White 50.4% 49.9% 62.9%
Unknown 14.9% 18.5% 8.3%
Other 1.8% 1.7% 1.6%

Education
US or Canada 81.3% 77.2% 90.6%
IMG 18.7% 22.8% 9.4%

1 There were 319 vacancies as of year’s end. 
2 Numbers include medical students and residents endorsed by their states for delegate and alternate delegate 
positions. 
3 Age as of December 31. Mean age is the arithmetic average. 
4 Includes other self-reported racial and ethnic groups. 
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Table 2. Life Stage, Present Employment and Self-Designated Specialty5, December 2021 
 

 
 
 
 
 
  

2023 AMA Members
All Physicians and 
Medical Students

AMA Delegates & Alternate 
Delegates 1,2

Life Stage
Student 18.2% 7.7% 6.1%
Resident 29.0% 11.5% 6.9%
Young (under 40 or first 8 years in practice) 10.0% 15.3% 6.5%
Established (40-64) 20.8% 36.7% 49.9%
Senior (65+) 22.0% 28.7% 30.6%

Present Employment
Self-Employed Solo Practice 5.8% 7.2% 10.5%
Two physician practice 1.3% 1.7% 1.6%
Group practice 23.5% 38.9% 38.5%
HMO 0.2% 0.1% 0.8%
Medical School 0.8% 1.3% 3.4%
Non-government hospital 3.0% 4.2% 8.2%
State or local government hospital 3.4% 5.6% 10.4%
US government 0.8% 1.5% 2.5%
Locum Tenes 0.1% 0.2% 0.3%
Retired/Inactive 11.0% 12.8% 7.3%
Resident/Intern/Fellow 29.1% 11.6% 6.9%
Student 18.3% 7.8% 6.1%
Other/Unknown 2.8% 7.1% 3.6%

Specialty
Family Medicine 7.9% 10.3% 10.8%
Internal Medicine 21.0% 22.8% 20.3%
Surgery 12.8% 12.8% 20.0%
Pediatrics 5.5% 8.6% 4.0%
Obstetrics & Gynecology 4.9% 4.4% 6.8%
Radiology 3.4% 4.3% 4.9%
Psychiatry 4.4% 5.1% 4.5%
Anesthesiology 3.5% 4.4% 3.4%
Pathology 1.7% 2.2% 2.1%
Other Specialty 16.6% 17.4% 17.0%
Students 18.2% 7.7% 6.1%

5 See Appendix for a listing of specialty classifications. 
6 Students and residents are categorized without regard to age. 
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Appendix 
 

Specialty classification using physician’s self-designated specialties. 
 
Major Specialty 
Classification 

AMA Physician Masterfile Classification 

Family Practice General Practice, Family Practice 
Internal Medicine Internal Medicine, Allergy, Allergy and Immunology, Cardiovascular 

Diseases, Diabetes, Diagnostic Laboratory Immunology, 
Endocrinology, Gastroenterology, Geriatrics, Hematology, 
Immunology, Infectious Diseases, Nephrology, Nutrition, Medical 
Oncology, Pulmonary Disease, Rheumatology 

Surgery General Surgery, Otolaryngology, Ophthalmology, Neurological 
Surgery, Orthopedic Surgery, Plastic Surgery, Colon and Rectal 
Surgery, Thoracic Surgery, Urological Surgery 

Pediatrics Pediatrics, Pediatric Allergy, Pediatric Cardiology 
Obstetrics/Gynecology Obstetrics and Gynecology 
Radiology Diagnostic Radiology, Radiology, Radiation Oncology 
Psychiatry Psychiatry, Child Psychiatry 
Anesthesiology Anesthesiology 
Pathology Forensic Pathology, Pathology 
Other Specialty Aerospace Medicine, Dermatology, Emergency Medicine, General 

Preventive Medicine, Neurology, Nuclear Medicine, Occupational 
Medicine, Physical Medicine and Rehabilitation, Public Health, Other 
Specialty, Unspecified 
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REPORT OF THE COUNCIL ON ETHICAL AND JUDICIAL AFFAIRS 
 

 
CEJA Report 6-A-24 

 
 
Subject: Judicial Function of the Council on Ethical and Judicial Affairs – Annual Report 
 
Presented by: 

 
David A. Fleming, MD, Chair 

 
 
At the 2003 Annual Meeting, the Council on Ethical and Judicial Affairs (CEJA) presented a 1 
detailed explanation of its judicial function. This undertaking was motivated in part by the 2 
considerable attention professionalism has received in many areas of medicine, including the 3 
concept of professional self-regulation. 4 
 5 
CEJA has authority under the Bylaws of the American Medical Association (AMA) to disapprove 6 
a membership application or to take action against a member. The disciplinary process begins when 7 
a possible violation of the Principles of Medical Ethics or illegal or other unethical conduct by an 8 
applicant or member is reported to the AMA. This information most often comes from statements 9 
made in the membership application form, a report of disciplinary action taken by state licensing 10 
authorities or other membership organizations, or a report of action taken by a government tribunal. 11 
 12 
The Council rarely re-examines determinations of liability or sanctions imposed by other entities. 13 
However, it also does not impose its own sanctions without first offering a hearing to the physician. 14 
CEJA can impose the following sanctions: applicants can be accepted into membership without any 15 
condition, placed under monitoring, or placed on probation. They also may be accepted, but be the 16 
object of an admonishment, a reprimand, or censure. In some cases, their application can be 17 
rejected. Existing members similarly may be placed under monitoring or on probation, and can be 18 
admonished, reprimanded or censured. Additionally, their membership may be suspended or they 19 
may be expelled. Updated rules for review of membership can be found at https://www.ama-20 
assn.org/governing-rules.  21 
 22 
Beginning with the 2003 report, the Council has provided an annual tabulation of its judicial 23 
activities to the House of Delegates. In the appendix to this report, a tabulation of CEJA’s activities 24 
during the most recent reporting period is presented.  25 

https://www.ama-assn.org/governing-rules
https://www.ama-assn.org/governing-rules
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APPENDIX 

 
CEJA 

Judicial Function 
Statistics 

 
APRIL 1, 2023 – MARCH 31, 2024 

 

 
 

Physicians 
Reviewed 

 

 
FINAL DETERMINATIONS FOLLOWING INITIAL REVIEWS 

14 No sanction or other type of action 
3 Monitoring 
17 Probation  
4 Revocation  
5 Suspension 
1 Denied 
1 Suspension lifted 
0 Censure 
7 Reprimand 
3 Admonish 

 
 
Physicians 
Reviewed 
 

 
PROBATION/MONITORING STATUS 

20 Members placed on Probation/Monitoring during reporting interval 
15 Members placed on Probation without reporting to Data Bank 
10 Probation/Monitoring concluded satisfactorily during reporting interval  
0 Memberships suspended due to non-compliance with the terms of probation 
10 Physicians on Probation/Monitoring at any time during reporting interval 

who paid their AMA membership dues 
7 Physicians on Probation/Monitoring at any time during reporting interval 

who did not pay their AMA membership dues 
 

Physicians 
Reviewed 

 

 
SUMMARY OF CEJA ACTIVITIES 
 

14 Determinations of no probable cause 

22 Determinations following a plenary hearing  

18 Determinations after a finding of probable cause, based only on the written 
record, after the physician waived the plenary hearing 
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REPORT 2 OF THE COUNCIL ON LONG RANGE PLANNING AND DEVELOPMENT (A-24) 
Scenarios on Collective Action and Physician Unions 
 
 

EXECUTIVE SUMMARY 
 
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. 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. 
 
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. 
 
To that end, the Council on Long Range Planning and Development (CLRPD) conducted a 
scenario-building exercise to consider how changes in the macro environment in which health care 
is delivered may impact the capabilities and goals of physician collective bargaining. The focal 
question considered by the Council was: How can our AMA support the empowerment of 
physicians and physicians in training through collective bargaining to provide the best possible care 
for patients? 
 
This informational report presents the findings of that exercise, which focused on four critical 
uncertainties in the macro environment that were likely to impact physician needs: the overall 
strength of the U.S. economy, patient perception of quality of care, consequences/ethics of work 
stoppages, and working conditions. 
 
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.
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BACKGROUND 1 
 2 
The AMA estimated in 1998 that between 14,000 and 20,000 physicians were union members. By 3 
2014, that number grew to 46,689 (5.7 percent) of 820,152 actively practicing physicians in the 4 
United States; in 2019, there were 67,673 physician union members, 7.2 percent of the 938,156 5 
physicians actively practicing in the United States and an approximate 26 percent increase from 6 
2014 in the percentage of physicians belonging to unions.1 Over the same time period (1998-2019), 7 
the percentage of all U.S. workers in unions fell from 13.9 percent to 10.3 percent;2 the proportion 8 
of physicians, residents and fellows in unions is increasing against the national trend of all workers. 9 
 10 
Additionally, in April 2022, In Piedmont Health Services, Inc. and Piedmont Health Services 11 
Medical Providers United, Case No. 10-RC-286648, Region 10 of the National Labor Relations 12 
Board (Region) issued a Decision and Direction of Election (DDE) in which it held that physicians 13 
are not supervisors under the National Labor Relations Act (NLRA) simply by virtue of their 14 
position in the health care institution and thus are eligible for union representation.3 15 
 16 
In its reasoning, the Region focused on the fact that the physician’s primary role is to provide 17 
health care to patients, not participate in the administrative and personnel functions reserved for 18 
other lead medical providers (who were excluded from the petitioned-for unit). The Region found 19 
that the physicians are not held responsible for the performance of other employees and provide 20 
only sporadic supervision. The Region specifically disputed the fact that some of the petitioned-for 21 
physicians were found to be the “supervising physician” of another credentialed provider, as 22 
required by North Carolina’s professional licensing law. The Region based this finding on a prior 23 
NLRB decision, which held that a governmental requirement that a health care provider be 24 
supervised by a physician does not necessarily establish the physician as a supervisor under the 25 
NLRA. This DDE confirmed that physicians will not automatically be considered supervisors 26 
under the NLRA and may seek union representation. Piedmont’s physicians and providers 27 
subsequently voted in favor of union representation. Prior to this decision, unionization among 28 
physicians had largely been confined to medical residents and public-sector physicians.4 29 
 30 
Since that decision, frequent occurrences of unionizing among physicians, residents, and fellows 31 
have been observed: 32 
 33 

• Roughly 400 primary and urgent-care providers across more than 50 clinics operated by 34 
the Allina Health System in Minnesota and Wisconsin voted to unionize in October 2023, 35 
appearing at the time to be the largest group of unionized private-sector physicians in the 36 
United States. More than 150 nurse practitioners and physician assistants at the clinics 37 
were also eligible to vote and became members of the union.5 Further appeals by Allina 38 
were unsuccessful.6 39 
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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. 

• Physicians at six Legacy Health hospitals in Oregon and Washington voted to unionize; the 1 
vote was certified by the National Labor Relations Board November 17, 2023. The 2 
hospitalists’ decision to unionize had the stated goals of improving local health care and 3 
giving frontline physicians a voice in the decisions that impact their patients’ care, 4 
communities’ health and hospital working conditions. Approximately 200 hospitalists 5 
employed by Legacy Health joined the approximately 700 Oregon Nurses Association 6 
nurses and mental and behavioral health professionals already employed by the system, 7 
making it one of the largest hospitalist union groups in the country.7 8 
 9 

• In January 2024, residents and fellows at Northwestern University's McGaw Medical 10 
Center voted to unionize, citing concerns with a lack of information around pay increases 11 
and benefits from the health system. More than 1,300 residents and fellows were set to join 12 
the Committee of Interns and Residents/Service Employees International Union after 13 
nearly 800 voted in favor of the move. The Committee of Interns and Residents (CIR) is 14 
the largest housestaff union in the United States, representing over 32,000 resident 15 
physicians and fellows as of March 2024.8,9 16 

 17 
The most recently available list of hospital residency programs that have joined CIR has been 18 
included as an appendix. This list does not represent all unionized residency programs, and the 19 
number of unionized residency programs has continued to grow. 20 
 21 
Among the most significant drivers of increased unionization among physicians and physicians in 22 
training are undoubtedly the dramatic decrease in physician practice ownership, the related increase 23 
in the number of employed physicians, and the shift away from small practices. While current 24 
estimates on the number of employed physicians vary, with one recent study finding 73.9 percent 25 
of physicians to be employed by hospitals, health systems, or corporate entities,10 an AMA Policy 26 
Research Perspective published in July 2023 found that, in 2022, 49.7 percent of physicians were 27 
employees, 44.0 percent were owners, and 6.4 percent were independent contractors. This 28 
represented a significant contrast to 2012 when 53.2 percent of physicians were owners, to the 29 
early and mid-2000s, when around approximately 61 percent of physicians were owners 30 
(Wassenaar and Thran 2003; Kane 2009), and the early 1980s when the ownership share was 31 
around 76 percent (Kletke, Emmons, and Gillis 1996). Practice size continued a redistribution of 32 
physicians from small practices to large ones. The percentage of physicians in practices with 10 or 33 
fewer physicians fell from 61.4 percent in 2012 to 51.8 percent in 2022. In comparison, the 34 
percentage in practices with 50 or more physicians grew from 12.2 percent to 18.3 percent.11 35 
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The analysis also found that in 2012, 44.3 percent of physicians under the age of 45 were owners. 1 
By 2022, only 31.7 percent of physicians under the age of 45 were owners. This suggests that a 2 
smaller percentage of each successive class of physicians has started their post-residency career in 3 
an ownership position. Furthermore, the employment status of young physicians is different than 4 
that of older physicians. In 2022, 51.3 percent of physicians aged 55 and over compared to 31.7 5 
percent of physicians under age 45 were owners. This indicates that when physicians retire, owners 6 
are not replaced in the workforce on a one-to-one basis; they are more likely to be replaced by 7 
physicians who are employees.12 8 
 9 
The moves away from practice ownership and into employment, and away from small practices 10 
and into large ones, seem likely to continue, if not accelerate, in the foreseeable future. As such, so 11 
too will the prevalence of physicians, residents and fellows who may consider unionization. 12 
 13 
SCENARIO DEVELOPMENT 14 
 15 
As more physicians and physicians in training enter large systems, employment and unions, their 16 
needs from professional organizations and trusted voices will change. For the AMA to continue 17 
most effectively in its role as the largest advocate for physicians in the United States, it will be 18 
essential to adapt to the changing practice environment and consider how to provide its constituents 19 
with timely and useful education and support. 20 
 21 
To that end, CLRPD conducted a scenario-building exercise to extrapolate on how changes in the 22 
macro environment in which health care is delivered may impact the capabilities of physician 23 
collective bargaining. The Council identified the following focal question for this exercise: 24 
 25 
 How can our AMA support the empowerment of physicians and physicians in training 26 

through collective bargaining to provide the best possible care for patients? 27 
 28 
Based on this question, the Council identified a list of driving forces and factors in the overall 29 
environment that would influence the needs of physicians in different environmental scenarios. 30 
From this list, members were asked to rank each driver based on two metrics: (1) how important 31 
each one was to the focal question and (2) how uncertain the outcome of each driver was. The goal 32 
of this step was to identify both the most important and most uncertain driving forces (“critical 33 
uncertainties”). The Council identified the following critical uncertainties: 34 
 35 

• Overall strength of the U.S. economy 36 
• Patient perception of quality of care 37 
• Consequences/ethics of work stoppages 38 
• Working conditions 39 

 40 
These driving forces were subsequently combined into two matrices, from which were created 41 
eight distinct scenario spaces (S1-S8): 42 
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The Council considered what the implications of each scenario space would be for physicians and 1 
patient care, and, subsequently, what role the AMA could play in supporting physicians in each 2 
scenario. The goals of this exercise were multifaceted. It allowed the Council to consider an 3 
extremely complex issue through the lenses of specific factors rather than generalities. It allowed 4 
the Council to consider how the capabilities and goals of collective bargaining would be likely to 5 
change based on overarching factors affecting the United States and health care environments. 6 
Finally, it allowed for dynamic consideration of how the needs of physicians and physicians in 7 
training, as well as the role of the AMA would necessarily change based on the shifting 8 
environments in which physicians will practice medicine. 9 
 10 
In the following section, the Council contemplated the world of each scenario space including the 11 
connections between the two driving forces; how the interplay between those forces would affect 12 
patients, physicians, and the health care environment; what the needs of physicians might be to 13 
support the delivery of the best possible patient care; and how the AMA might be best positioned to 14 
support those needs. 15 
 16 
SCENARIO SPACES 17 
 18 
Scenario 1 – Strong Economy & Negative Patient Perception of Quality of Care 19 
In a scenario in which the economy is strong, but patients have a negative perception of quality of 20 
care, the Council identified several challenges and opportunities. In terms of opportunities, the 21 
Council noted that in times of economic prosperity, the position of unions, and the overall position 22 
from which physicians could collectively bargain would be enhanced. Most obviously, employers 23 
in such a scenario would have opportunities to make payment concessions. This could be of 24 
particular benefit to residents and fellows, to whom payment and quality of life relative to working 25 
hours is an ongoing concern. More directly related to the negative perception of quality of care, 26 
physicians in such a scenario would likely be able to advocate and negotiate toward changes in 27 
health systems and care delivery that would enhance patient satisfaction. For instance, physicians 28 
negotiations could work toward allowing physicians to spend more time with individual patients, 29 
which can lead to increased patient satisfaction.13 Furthermore, improvements in how a clinic is 30 
run, e.g., adequate staffing, setting and managing expectations, facilitating streamlined and 31 
personalized communication between physicians, staff and patients might all be negotiated for in a 32 
strong economic environment, which could have the twofold benefit of improving patient 33 
satisfaction and improving working conditions in the future. CLRPD identified study, 34 
communication, and messaging as primary roles of the AMA in such a scenario. It would be 35 
essential to understand the drivers of the poor perception of quality of care and communicate those 36 
to physician groups as bases for negotiations. Additionally, identifying and sharing practices that 37 
lead to improved patient satisfaction could help unions and other physicians engaged in 38 
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negotiations to self-assess and pinpoint potential points of action that have been proven to improve 1 
the patient experience. On a high level, the AMA’s most valuable roles in such an environment 2 
would be to help physicians understand the patient experience, identify solutions that have been 3 
shown to improve those experiences, and communicate those solutions to aid in collective 4 
bargaining during a time when physicians would be expected to be in a stronger position to make 5 
appreciable gains through negotiation. 6 
 7 
Scenario 2 – Strong Economy & Positive Patient Perception of Quality of Care 8 
The Council noted that when organizations hit weak economic times, physicians are often overseen 9 
and restricted in greater ways. Health systems with strong finances, however, tend to allow 10 
physicians greater autonomy. Autonomy, raises, and improved working conditions were identified 11 
as the primary objectives in Scenario 2. If a health system is in a strong financial situation, and 12 
patients are satisfied with the quality of care they receive, physicians will be in the strongest 13 
position possible to demonstrate their successes and leverage those successes into personal gains 14 
and health system improvements that acknowledge and reward their expertise and achievements. In 15 
such a scenario, physicians in negotiation would likely work to demonstrate the positive outcomes 16 
of their work and use those data points to leverage their employers to make decisions that increase 17 
patient and physician satisfaction. The AMA-RAND study, “Factors Affecting Physician 18 
Professional Satisfaction and Their Implications for Patient Care, Health Systems, and Health 19 
Policy,” noted that drivers of physician satisfaction include providing high-quality care or working 20 
at practices that facilitate the delivery of such care; income stability; payment arrangements that 21 
were perceived as fair, transparent, and aligned with good patient care; and reducing the 22 
cumulative burden of rules and regulations.14 The AMA’s work on physician satisfaction and 23 
practice sustainability could prove a major asset in such a scenario by providing data points to both 24 
physicians and health systems to demonstrate how satisfied physicians improve patient care and 25 
perception of care, the hidden costs of physician burnout, and the value of system and working 26 
condition improvements. It was also noted that in recent times, physicians often see pay reductions 27 
and pay increases are much more infrequent. In a scenario when measurables demonstrate high 28 
patient satisfaction, and the overall economy is strong, physicians would be in a strong position to 29 
collectively bargain for pay increases. 30 
 31 
Scenario 3 – Weak Economy & Negative Perception of Patient Care 32 
The converse of Scenario 2, this scenario imagined an environment in which the economy is weak, 33 
and patients have a poor perception of the quality of care they receive. In such a scenario, it was 34 
noted that everyone would be struggling, i.e., patients, physicians, and employers. This could be 35 
described as a “stop the bleeding” scenario in which negotiations would focus on preventing the 36 
weakening of the position of physicians. Among the focal points the Council identified as 37 
particularly significant in such a scenario were scope of practice and burnout. Health systems in 38 
weak financial situations will look for opportunities to reduce costs, which may include increasing 39 
the use of non-physician providers. It would be essential in such a scenario for physician unions 40 
and physician negotiators to push back against scope creep through collective bargaining. In health 41 
systems where patient care was already being delivered by mid-level providers, poorly perceived 42 
quality of care could act as an argument against scope creep. Conversely, health systems in which 43 
patient care was predominantly being delivered by physicians may attempt to leverage patient 44 
dissatisfaction to push for increased utilization of mid-level providers. Physicians would need data 45 
demonstrating the true effects of scope creep as it relates to both cost and quality. Other tendencies 46 
in such an environment would likely be to push physicians, residents and fellows into working 47 
longer hours, shorter and higher quantities of patient visits, and cost cutting measures, all factors 48 
likely to lead to even further reduced quality of care, poorer quality of life and worse educational 49 
environments for physicians in training, and increased burnout. The AMA’s work on burnout could 50 
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be of value in this environment, providing support to struggling physicians and demonstrating to 1 
employers the mechanisms to and the value of reducing burnout. 2 
 3 
Scenario 4 – Weak Economy & Positive Patient Perception of Quality of Care 4 
The Council noted that in this scenario, most of the issues related to a poor economy would still be 5 
relevant, as employers in a weak economy would still likely attempt to cut costs and get more for 6 
less. In theory, physicians in this scenario should be better positioned to negotiate against cost-7 
cutting measures such as scope creep, as high patient perception of quality of care should be a 8 
focus of collective bargaining and a strong argument against such measures. However, several 9 
complicating scenarios were noted, including the possibility that in such an environment, 10 
employers may be more willing to take risks in care delivery, viewing the positive patient 11 
perception of quality as a backstop against possible declines. Additionally, the Council noted the 12 
distinction between patient perception of quality and quality care itself, and that some patients 13 
receiving direct care from mid-level providers may have a higher perception of the quality of care 14 
they receive (for instance, if mid-level providers spend more time with their patients than 15 
physicians can). It was also noted that by replacing one physician with two mid-level providers, 16 
health systems could charge more, thereby increasing revenue at the expense of both physicians 17 
and quality of care. Still, in an environment in which patient perception of quality is positive, the 18 
AMA could examine the causes of that positive perception, identify best practices to reduce costs 19 
while preserving quality of care, and communicate those best practices to health systems and 20 
physicians. 21 
 22 
Scenario 5 – Negative Working Conditions & An Acceptable View of Work Stoppages 23 
A complicating scenario related to physician unionization is the idea of work stoppages and the 24 
potential impacts of work stoppages on the health of patients. Section 1.2.10 in the Code of 25 
Medical Ethics states that physicians who participate in advocacy should “[a]void using disruptive 26 
means to press for reform. Strikes and other collection actions may reduce access to care, eliminate 27 
or delay needed care, and interfere with continuity of care and should not be used as a bargaining 28 
tactic. In rare circumstances, briefly limiting personal availability may be appropriate as a means of 29 
calling attention to the need for changes in patient care.”15 As unionization becomes more prevalent 30 
among physicians, unions will explore all possible tactics to increase leverage during collective 31 
bargaining. In January 2024, thousands of junior physicians in the United Kingdom (UK) engaged 32 
in a six-day strike over low wages leading to the postponement of more than 110,000 33 
appointments.16 Senior doctors and other medical professionals were available to cover emergency 34 
services, critical care, and maternity services. This represented the longest strike in the history of 35 
the UK’s National Health Service (NHS).17 The NHS national medical director said it would take 36 
hospitals “weeks and months” to recover from the stoppage.18 Despite the obvious impacts 37 
physician work stoppages have on health care delivery, it is impossible to ignore the possibility that 38 
they may become a reality in the United States in an environment with a more highly unionized 39 
physician workforce. There are obvious parallels to be drawn between junior physicians in the 40 
United Kingdom and residents and fellows in the United States, who earn significantly less than 41 
their more senior colleagues, while working potentially more hours per week. 42 
 43 
Scenario 5 imagines a situation in which physician working conditions are poor and the 44 
consequences of work stoppages are viewed as an acceptable tactic in collective bargaining. While 45 
what is “acceptable” will always vary between groups, individuals, organizations, etc., this scenario 46 
is one where the opportunity for work stoppage or the threat of work stoppage and other forms of 47 
collective action is most realistic. The Council noted that in such a scenario, it would be essential 48 
for the AMA to provide a backstop of support demonstrating the moral and ethical duty of 49 
physicians to act in the best interest of patient care and communicate that work stoppages are not 50 
and should not be about money, but about physicians doing what they can to fulfill their duty to 51 
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their oath and to their patients. Members also noted that work stoppages can take a variety of 1 
forms, such as—like in the case of the NHS strike—predetermined and preannounced periods of 2 
unavailability by physicians in an effort to highlight system inadequacies (rather than, for instance, 3 
a strike of indeterminable duration) and that this types of collective action could more easily be 4 
viewed as action toward improving patient care and not harming it. On a high level, this scenario 5 
made apparent the likelihood of a future in which physician work stoppages of some form, and the 6 
downstream consequences of those stoppages, would become a reality, and the AMA’s most 7 
effective means of supporting physicians in such an environment will need to be considered, 8 
particularly as it relates to potential conflict with AMA policy and the Code of Medical Ethics. In 9 
response to policy adopted at the 2023 Annual Meeting of the House of Delegates (H-405.946, 10 
“Supporting Efforts to Strengthen Medical Staffs Through Collective Actions and/or Unionization) 11 
the Council on Ethical and Judicial Affairs (CEJA) is developing a report for the 2024 Interim 12 
Meeting “to review the advisory restricting collective action in section 1.2.10 of its Code of 13 
Medical Ethics to allow for more flexibility on the part of physicians who have exhausted other 14 
non-disruptive methods for reform.” Current AMA policy on unions and collective bargaining has 15 
been appended to this memo. 16 
 17 
Scenario 6 – Positive Working Conditions & An Acceptable View of Work Stoppages 18 
The Council viewed Scenario 6 as an ideal time for the AMA to engage in organizing, preparation 19 
and analysis. While work stoppages in such a scenario would be less likely to be necessary, laying 20 
the groundwork to preserve desirable working conditions and keeping them heading in the right 21 
direction can occur during this time, as well as can the preparation for a future in which work 22 
stoppages may become a necessary/useful tool. Such a scenario would present the AMA with an 23 
opportunity to analyze progress that has been made and by what mechanisms and communicate 24 
those successes to other physician groups attempting to improve their own conditions. This 25 
scenario could also present an opportunity to analyze the overall status of unionization and 26 
collective bargaining and successful organizational structures and negotiation tactics with the hope 27 
of working toward scenarios where improvements continue without the need for work stoppages or 28 
the threats of work stoppages. As one member put it, this scenario is “time to get to work.” 29 
 30 
Scenario 7 – Negative Working Conditions & An Unacceptable View of Work Stoppages 31 
In Scenario 7 it becomes essential to identify solutions and collective bargaining strategies to push 32 
toward improved conditions without the threat of work stoppage. If the public and/or physicians 33 
themselves determine that any level of disruption to care delivery cannot occur, unions will 34 
necessarily find themselves in a weakened position for negotiation. The AMA could aid physicians 35 
in such a scenario by identifying, or proliferating already identified, successes that have occurred 36 
without the need for work stoppages. The Council also noted that in a scenario in which working 37 
conditions are deteriorating, but work stoppages are not an option, physicians may simply choose 38 
to quit, leading to a worsening physician shortage and poorer access to quality care. The Council 39 
noted that this scenario space is not unlike what physicians encountered during the worst of the 40 
COVID-19 pandemic, during which working conditions were as bad as they could have been, but 41 
no physician group would have been willing to threaten a strike even if they were already in a 42 
union or looking to join one. That situation led to early retirements and physicians considering 43 
alternative career paths, along with rises in physician mental health issues and suicides. Non-44 
compete clauses also present a significant challenge in such an environment, as physicians dealing 45 
with declining working conditions who have signed such clauses cannot simply change systems but 46 
must either relocate or remain and suffer. Providing support and resources to physicians in 47 
challenging situations represents another area where the AMA could make a significant impact. 48 
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Scenario 8 – Positive Working Conditions & An Unacceptable View of Work Stoppages 1 
Not unlike Scenario 6, unions in Scenario 8 would likely be focused on attempting to “lock in” the 2 
progress being made. Such a scenario may present opportunities to establish metrics to better 3 
quantify improvements in working conditions. The Council observed that more opportunities may 4 
exist for medical associations including the AMA to engage in benchmarking and best practice 5 
research and sharing. In this scenario, techniques other than the threat of work stoppages have 6 
clearly been effective, evidenced by improving working conditions. However, it was noted that it is 7 
unlikely that conditions would be improving among all physicians and across all employers, so this 8 
would be a time to work through unions and organizations to identify and implement best practices 9 
as widely as possible and to include experienced physicians, residents, and fellows. It was also 10 
noted that both the overall quality of working conditions, as well as the trend in working conditions 11 
(i.e., improving or declining) are relevant; good working conditions can decline just as poor 12 
working conditions can improve, making the establishment of benchmarks even more useful in 13 
allowing physicians and systems to assess the overall state of conditions as well as making changes 14 
easier to assess. 15 
 16 
DISCUSSION 17 
 18 
As part of its deliberations, the Council considered not only how the needs of physicians and 19 
physicians in training will change in an increasingly employed and unionized workforce, but how 20 
those changes in workforce trends would impact the AMA, its membership and its mission, i.e., 21 
what does unionization mean for the AMA and other medical associations? The goals and 22 
capabilities of these organizations remain consistent—regardless of how physicians work and 23 
organize—and include advocating for physicians and trainees, communicating on their behalf, 24 
convening groups to facilitate collaboration, providing timely educational resources, and 25 
identifying and sharing best practices to help physicians achieve their practice and career goals. 26 
Organized medicine provides value to all physicians, whether or not they join a specific association 27 
or a union. As has been observed with the move away from private practice and towards 28 
employment, the challenges physicians and trainees face as practice models evolve do not become 29 
apparent immediately, but often do so suddenly and urgently; organizations working on their behalf 30 
must remain nimble and responsive to their evolving needs to provide effective support and 31 
membership value. On the rapidly developing issue of physician collective bargaining and 32 
unionization, it will be essential to monitor changes in the space, maintain awareness of difficulties 33 
and successes as they occur, and identify the most effective roles of the AMA in the context of the 34 
changing workforce and macro environment. 35 
 36 
The Council believes that an open forum at an upcoming HOD meeting through which physicians, 37 
residents and fellows who have encountered unionization directly could share their experiences 38 
would be extremely useful in expanding the Association’s understanding of the impacts such 39 
efforts have on grassroots members and facilitate discussion and idea sharing among those 40 
currently involved in these initiatives. It will also be essential for stakeholders throughout AMA 41 
membership and staff who are either involved in or likely to be impacted by the growing trend of 42 
unionization to find opportunities for collaboration to maximize understanding and impact.  43 
 44 
This analysis assumes a future in which a greater proportion of physicians and physicians in 45 
training choose employed practice models and join unions. While the exercise focused on specific 46 
factors in the overall environment to assess how the needs of physicians and physicians in training 47 
would be impacted, and how the AMA could aid negotiating physicians in such environments, the 48 
needs and wishes of physicians are relatively consistent regardless of work setting and include 49 
providing high-quality care; working environments that facilitate high-quality care; stable, fair, and 50 
transparent pay arrangements; and reduced regulatory burdens. However, the mechanisms available 51 
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to work toward these goals will change along with environmental factors and changing models of 1 
care delivery and organizational structures. The Council will continue to monitor this evolving 2 
area. 3 
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Appendix 1 – Committee of Interns and Residents Unionized Hospitals 
 
CALIFORNIA 
Alameda Health System / Highland Hospital Oakland CA 
California 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 Oakland CA 
Valley Consortium for Medical Education Modesto CA 
Zuckerburg San Francisco General (formerly SFGH) San Francisco CA 

FLORIDA 
Jackson Memorial Hospital Miami FL 

Illinois 
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 Jersey City NJ 
Hoboken University Medical Center Hoboken NJ 
Jersey City Medical Center Jersey City NJ    
Rowan University SOM (Kennedy/Lourdes) Stratford NJ 
Rutgers University – NJMS Newark NJ 
Rutgers University – RWJMS New Brunswick NJ 
St. Michael’s Medical Center Newark NJ 

NEW MEXICO 
University of New Mexico Albuquerque NM 

NEW YORK 
Bellevue Hospital Center New York NY 
Bronx Lebanon Hospital Center Bronx NY 
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Brookdale Medical Center Brooklyn NY 
Brooklyn Hospital Center Brooklyn NY 
Coney Island Hospital Brooklyn NY 
Elmhurst Hospital Center Queens NY 
Flushing Hospital Medical Center Queens NY 
Harlem Hospital Center Manhattan NY 
Institute 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 Valhalla NY 
Woodhull Hospital Center Brooklyn NY 
Wyckoff Heights Medical Center Brooklyn NY 

Vermont 
University of Vermont Burlington VT 

WASHINGTON, DC 
Children’s National Medical Center Washington DC 
Howard University Hospital Washington DC 
St. Elizabeths Hospital Washington DC 
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Appendix 2 – AMA Policies Related to Unionization and Collective Bargaining 

Code of Medical Ethics Opinion 1.2.10 Political Action by Physicians 

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 Immunity 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 
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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 (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; 
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 (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 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. 
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(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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At the 2023 Annual Meeting, the House of Delegates adopted Policy D-160.907, Health System 1 
Consolidation, which directed the American Medical Association (AMA) to: 1) assess and report 2 
annually on nationwide health system and hospital consolidation, as well as payer consolidation, to 3 
assist policymakers and the federal government; 2) that the annual report on nationwide hospital 4 
consolidation be modeled after the “Competition in Health Insurance: A comprehensive study of 5 
U.S. Markets” in its comprehensiveness to include for example data and analyses as: a) a review of 6 
the current level of hospital and/or health system consolidation at the level of all metropolitan 7 
statistical areas, state, and national markets; b) a list of all mergers and acquisition transactions 8 
valued above a set threshold amount resulting in hospital and/or health system consolidation;  9 
c) analyses of how each transaction has changed or is expected to change the level of competition 10 
in the affected service and geographic markets; and d) analyses of how health care costs and price 11 
have changed in affected markets after large consolidation transaction has taken place; 3) that the 12 
AMA report the initial findings of this study to the House of Delegates by the 2024 Annual 13 
Meeting; and 4) that the AMA report the findings of this study to its members and stakeholders, 14 
including policymakers and legislators, to inform future health care policy. 15 
 16 
The Board of Trustees assigned only the third Resolve clause of Policy D-160.907 to the Council 17 
for a report back at the 2024 Annual Meeting. The balance of the directive was assigned to AMA 18 
staff to implement (i.e., the AMA’s Division of Economic and Health Policy Research). Data were 19 
used primarily from the American Hospital Association (AHA) to assess competition in hospital 20 
markets. As directed by Policy D-160.907, the requested analysis was modeled after the AMA’s 21 
Competition in Health Insurance study.  22 
 23 
This informational Council report serves as notice to the House of Delegates regarding the report 24 
from the AMA’s Division of Economic and Health Policy Research. Here we share topline findings 25 
from the Policy Research Perspective titled: “Competition in Hospital Markets, 2013-2021” and 26 
encourage interested members to reference the full analysis for a more robust discussion of the 27 
findings.  28 
 29 
BACKGROUND 30 
 31 
The economic study was conducted using the AHA’s 2013, 2017, and 2021 Annual Survey 32 
Databases. These databases were used to calculate shares and concentration levels in markets 33 
across the United States. The Herfindahl-Hirschman Index (HHI) indicates the level of market 34 
concentration and was calculated for each Metropolitan Statistical Area (MSA). The HHI is 35 
calculated as a sum of the squared market shares for all firms found within a market. A higher HHI 36 
indicates higher concentration. For example, if a market consisted of four firms and each firm held 37 
a 25 percent share, the HHI for that market would be 2,500:  38 
 39 
 252 + 252 + 252 + 252 = 2,50040 

https://www.ama-assn.org/system/files/prp-competition-in-hospital-markets.pdf


CMS Rep. 4-A-24 -- page 2 of 9 
 

 

If the number of firms in a market increased, the HHI would generally decrease, and vice versa. 1 
 2 
Appendices A1 and A2 show that in the majority of MSA-level markets, hospitals (or systems) 3 
have large market shares. In 97 percent of markets, at least one hospital (system) had a market 4 
share of 30 percent or greater in 2021, and 77 percent of markets had one hospital (system) with a 5 
share of 50 percent or more in 2021 – up from 70 percent or more in 2013. In 43 percent of 6 
markets, a single hospital (system) had a market share of 70 percent or more in 2021 – an increase 7 
from 37 percent in 2013. The fraction of hospitals that are a part of a system has also been 8 
increasing over time, increasing from 70 percent in 2013 to 76 percent in 2017 to 78 percent in 9 
2021.  10 
 11 
Appendix B shows that, on average, hospital markets are highly concentrated and market 12 
concentration has been increasing over time. Virtually all hospital markets (99 percent) are highly 13 
concentrated.  14 
 15 
A complete list of the two largest hospitals’ (or systems’) market shares and the HHIs by MSA can 16 
be found in the full analysis.  17 
 18 
AMA POLICY  19 
 20 
The AMA has several policies, and the Council has presented several recent reports to the House of 21 
Delegates on hospital consolidation and health care mergers and acquisitions.  22 
 23 
CMS Report 8-A-23, Impact of Integration and Consolidation on Patients and Physicians, 24 
recommended that the AMA: 1) continue to monitor the impact of hospital-physician practice and 25 
hospital-hospital mergers and acquisitions on health care prices and spending, patient access to 26 
care, potential changes in patient quality outcomes, and physician wages and labor; 2) continue to 27 
monitor how provider mix may change following mergers and acquisitions and how non-compete 28 
clauses may impact patients and physicians; 3) broadly support efforts to collect relevant 29 
information regarding hospital-physician practice and hospital-hospital mergers and acquisitions in 30 
states or regions that may fall below the Federal Trade Commission (FTC)/Department of Justice 31 
review threshold; 4) encourage state and local medical associations, state specialty societies, and 32 
physicians to contact their state’s attorney general with concerns of anticompetitive behavior; and 33 
encourage physicians to share their experiences with mergers and acquisitions, such as those 34 
between hospitals and/or those between hospitals and physician practices, with the FTC via their 35 
online submission form.  36 
 37 
CMS 2-I-22, Corporate Practice of Medicine, recommended that the AMA: 1) acknowledge that 38 
the corporate practice of medicine has the potential to erode the patient-physician relationship;  39 
2) acknowledge that the corporate practice of medicine may create a conflict of interest between 40 
profit and best practices in residency and fellowship training; and 3) amend Policy H-160.891 by 41 
addition of two new clauses stating that each individual physician should have the ultimate 42 
decision for medical judgment in patient care and medical care processes, including the supervision 43 
of non-physician practitioners and physicians should retain primary and final responsibility for 44 
structured medical education inclusive of undergraduate and graduate medical education including 45 
the structure of the program, program curriculum, selection of faculty and trainees, as well as 46 
educational and disciplinary issues related to these programs.  47 
 48 
CMS 3-I-22, Health System Consolidation, was an informational report and the first in a series the 49 
Council has on this and related topics. CMS 3-I-22 shared background information on vertical and 50 
horizontal mergers and acquisitions and highlighted notable transactions from 2020. The Council 51 
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will continue its work on this issue and provide additional reports for the consideration of the 1 
House of Delegates when appropriate.  2 
 3 
Policy D-160.907, established by the adoption of Resolution 727-A-23 as amended, states that the 4 
AMA will: assess and report annually on nationwide health system and hospital consolidation as 5 
well as payer consolidation, to assist policymakers and the federal government; model this report 6 
on nationwide hospital consolidation after the “Competition in Health Insurance” study in its 7 
comprehensiveness to include for example, data and analyses such as: a) a review of the current 8 
level of hospital and/or health system consolidation at the level of all metropolitan statistical areas, 9 
state, and national markets; a list of all mergers and acquisition transactions valued above a set 10 
threshold amount resulting in hospital and/or health system consolidation; analyses of how each 11 
transaction has changed or is expected to change the level of competition in the affected service 12 
and geographic markets; analyses of how health care costs and prices have changed in affected 13 
markets after a large consolidation transaction has taken place. 14 
 15 
Policy H-160.884 states that the AMA opposes not-for-profit firm immunity from FTC competition 16 
policy enforcement in the health care sector, supports appropriate transaction value thresholds, 17 
including cumulative transaction values, for merger reporting in health care sectors to ensure that 18 
vertical acquisitions in health care do not evade antitrust scrutiny, and supports health care-specific 19 
advocacy efforts that will strengthen antitrust enforcement in the health care sector through 20 
multiple mechanisms. 21 
 22 
Policy H-215.960 states that the AMA: affirms that a) health care entity mergers should be 23 
examined individually, taking into account case-specific variables of market power and patient 24 
needs; b) the AMA strongly supports and encourages competition in all health care markets; c) the 25 
AMA supports rigorous review and scrutiny of proposed mergers to determine their effects on 26 
patients and providers; and d) antitrust relief for physicians remains a top AMA priority. The AMA 27 
will continue to support actions that promote competition and choice, including (a) eliminating 28 
state certificate of need laws; (b) repealing the ban on physician-owned hospitals; (c) reducing 29 
administrative burdens that make it difficult for physician practices to compete; and (d) achieving 30 
meaningful price transparency; and (3) will work with interested state medical associations to 31 
monitor hospital markets, including rural, state, and regional markets, and review the impact of 32 
horizontal and vertical health system integration on patients, physicians, and hospital prices. 33 
 34 
Policy H-215.969 states that it is the policy of the AMA that, in the event of a hospital merger, 35 
acquisition, consolidation, or affiliation, a joint committee with merging medical staffs should be 36 
established to resolve at least the following issues: a) medical staff representation on the board of 37 
directors; b) clinical services to be offered by the institutions; c) process for approving and 38 
amending medical staff bylaws; d) selection of the medical staff officers, medical executive 39 
committee, and clinical department chairs; e) credentialing and recredentialing of physicians and 40 
limited licensed providers; f) quality improvement; g) utilization and peer review activities; 41 
h) presence of exclusive contracts for physician services and their impact on physicians’ clinical 42 
privileges; i) conflict resolution mechanisms; j) the role, if any, of medical directors and physicians 43 
in joint ventures; k) control of medical staff funds; l) successor-in-interest rights; m) that the 44 
medical staff bylaws be viewed as binding contracts between the medical staffs and the hospitals; 45 
and that the AMA will work to ensure, through appropriate state oversight agencies, that where 46 
hospital mergers and acquisitions may lead to restrictions on reproductive health care services, the 47 
merging entity shall be responsible for ensuring continuing community access to these services. 48 
 49 
Policy D-215.984 states that the AMA will study nationwide health system and hospital 50 
consolidation in order to assist policymakers and the federal government in assessing health care 51 
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consolidation for the benefit of patients and physicians who face an existential threat from health 1 
care consolidation and regularly review and report back on these issues to keep the House of 2 
Delegates apprised on relevant changes that may impact the practice of medicine, with the first 3 
report no later than the 2023 Annual meeting. 4 
 5 
Policy D-225.995 states that the AMA will continue to monitor and report on current numbers of 6 
mergers and break-ups of mergers of hospitals in this country. Policy D-383.980 states that the 7 
AMA will study the potential effects of monopolistic activity by health care entities that may have 8 
a majority of market share in a region on the patient-doctor relationship and develop an action plan 9 
for legislative and regulatory advocacy to achieve more vigorous application of antitrust laws to 10 
protect physician practices which are confronted with potentially monopolistic activity by health 11 
care entities. 12 
 13 
DISCUSSION 14 
 15 
As expected, the majority of markets in the United States are characterized by hospitals with large 16 
market shares. Virtually all hospital markets are highly concentrated, and, on average, this 17 
concentration has been increasing over time.  18 
 
REFERENCES 
 
 1Guardado, José R., PhD. AMA Policy Research Perspectives. Competition in Hospital Markets, 2013-2021. 
American Medical Association. 2024. 
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Appendix A1 
Hospital Market Shares and System Membership, 2013-2021 

 
 
Variable 

 
2013 

 
2017 

 
2021 

% of Markets where at least 1 hospital’s share >=30% 
 

 
95% 

 
96% 

 
97% 

% of Markets where 1 hospital’s share >=50%  
70% 

 
72% 

 
77% 

% of Markets where 1 hospital’s share >=70%  
37% 

 
40% 

 
43% 

 
% of Hospitals that are members of systems  

 
70% 

 
76% 

 
78% 

 
Number of hospitals 

 
1946 

 
2021 

 
2002 

 
Number of systems 

 
276 

 
273 

 
268 

 
Number of markets  

 
363 

 
387 

 
389 

 
1. Source: Author’s calculations of data from the 2013, 2017 and 2021 American Hospital Association Annual Surveys.  
2. This paper defines geographic markets as metropolitan statistical areas (MSAs). For MSAs that are very large (e.g. New York, 

Chicago), markets are defined as smaller parts of those MSAs called metropolitan divisions.   
3. A “hospital” in the first three rows of this Exhibit relating to market shares can either refer to a hospital or a hospital system. 

Some hospitals belong to systems, while others do not. If there is more than 1 one hospital belonging to the same system in an 
MSA, the admissions are aggregated up to the system level. Market shares are calculated from system-wide admissions in an 
MSA. In those cases, the "hospital’s” market share here refers to the system’s share. 
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Appendix A2 
Hospital Market Shares, 2013-2021 

 
 

 
1. Source: Author’s calculations of data from the 2013, 2017 and 2021 American Hospital Association Annual Surveys.  
2. This paper defines geographic markets as metropolitan statistical areas (MSAs). For MSAs that are very large (e.g. New York, 

Chicago), markets are defined as smaller parts of those MSAs called metropolitan divisions.   
3. A “hospital” in the first three rows of this Exhibit relating to market shares can either refer to a hospital or a hospital system. 

Some hospitals belong to systems, while others do not. If there is more than one hospital belonging to the same system in an 
MSA, the admissions are aggregated up to the system level. Market shares are calculated from system-wide admissions in an 
MSA. In those cases, the "hospital’s” market share here refers to the system’s share.   
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Appendix B 
Hospital Market Concentration, 2013-2021 

 
 

 
Variable 

 
2013 

 
2017 

 
2021 

 
Weighted average HHI 

 
3722 

 
3853 

 
4062 

 
% of Markets that are highly concentrated 

 
97% 

 
98% 

 
99% 

 
Number of markets  

 
363 

 
387 

 
389 

 
1. Source: Author's calculations of data from the 2013, 2017 and 2021 American Hospital Association Annual Surveys.  
2. This paper defines geographic markets as metropolitan statistical areas (MSAs). For MSAs that are very large (e.g. New 

York, Chicago), markets are defined as smaller parts of those MSAs called metropolitan divisions.   
3. HHI is the Herfindahl-Hirschmann Index, which is a measure of market concentration. The average HHI is weighted by 

metropolitan-area population. 
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Relevant AMA Policy 
Health System Consolidation 

 
Health System Consolidation, D-160.907 
1. Our American Medical Association (AMA) will assess and report annually on nationwide health 
system and hospital consolidation, as well as payer consolidation, to assist policymakers and the federal 
government.  
2. Our AMA annual report on nationwide hospital consolidation will be modeled after the “Competition 
in Health Insurance: A Comprehensive Study of U.S. Markets” in its comprehensiveness to include for 
example data and analyses as:  
a) A review of the current level of hospital and/or health system consolidation at the level of all 
metropolitan statistical areas, state, and national markets;  
b) A list of all mergers and acquisition transactions valued above a set threshold amount resulting in 
hospital and/or health system consolidation;  
c) Analyses of how each transaction has changed or is expected to change the level of competition in the 
affected service and geographic markets;  
d) Analyses of health care costs and prices have changed in affected markets after a large consolidation 
transaction has taken place. 
3. Our AMA will report the initial findings of this study to the House of Delegates by Annual 2024.  
4. Our AMA will report the findings of this study to its members and stakeholders, including 
policymakers and legislators, to inform future health care policy.  
(Res. 727, A-23) 
 
Strengthening Efforts Against Horizontal & Vertical Consolidation, H-160.884 
1. Our AMA opposes not-for-profit firm immunity from FTC competition policy enforcement in the 
health care sector. 
2. Our AMA supports appropriate transaction value thresholds, including cumulative transaction values, 
for merger reporting in health care sectors to ensure that vertical acquisitions in health care do not evade 
antitrust scrutiny.  
3. Our AMA supports health care-specific advocacy efforts that will strengthen antitrust enforcement in 
the health care sector through multiple mechanisms. 
(Res. 813, I-23) 
 
Hospital Consolidation, H-215.960 
Our AMA: (1) affirms that: (a) health care entity mergers should be examined individually, taking into 
account case-specific variables of market power and patient needs; (b) the AMA strongly supports and 
encourages competition in all health care markets; (c) the AMA supports rigorous review and scrutiny of 
proposed mergers to determine their effects on patients and providers; and (d) antitrust relief for 
physicians remains a top AMA priority; (2) will continue to support actions that promote competition and 
choice, including: (a) eliminating state certificate of need laws; (b) repealing the ban on physician-owned 
hospitals; (c) reducing administrative burdens that make it difficult for physician practices to compete; 
and (d) achieving meaningful price transparency; and (3) will work with interested state medical 
associations to monitor hospital markets, including rural, state, and regional markets, and review the 
impact of horizontal and vertical health system integration on patients, physicians, and hospital prices. 
(CMS Rep. 07, A-19; Reaffirmation, I-22)   
 
Hospital Merger Study, H-215.969 
1. It is the policy of the AMA that, in the event of a hospital merger, acquisition, consolidation, or 
affiliation, a joint committee with merging medical staffs should be established to resolve at least the 
following issues: 
(A) medical staff representation on the board of directors; 
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(B) clinical services to be offered by the institutions; 
(C) process for approving and amending medical staff bylaws; 
(D) selection of the medical staff officers, medical executive committee, and clinical department chairs; 
(E) credentialing and recredentialing of physicians and limited licensed providers; 
(F) quality improvement; 
(G) utilization and peer review activities; 
(H) presence of exclusive contracts for physician services and their impact on physicians’ clinical 
privileges; 
(I) conflict resolution mechanisms; 
(J) the role, if any, of medical directors and physicians in joint ventures; 
(K) control of medical staff funds; 
(L) successor-in-interest rights; 
(M) that the medical staff bylaws be viewed as binding contracts between the medical staffs and the 
hospitals; and 
2. Our AMA will work to ensure, through appropriate state oversight agencies, that where hospital 
mergers and acquisitions may lead to restrictions on reproductive health care services, the merging entity 
shall be responsible for ensuring continuing community access to these services. 
(CMS Rep. 4, I-01; Reaffirmed: CMS Rep. 7, A-11; Appended: Res. 3, I-13; Reaffirmed: CMS Rep. 07, 
A-19) 
 
Health System Consolidation, D-215.984 
Our AMA will: (1) study nationwide health system and hospital consolidation in order to assist 
policymakers and the federal government in assessing health care consolidation for the benefit of patients 
and physicians who face an existential threat from health care consolidation; and (2) regularly review and 
report back on these issues to keep the House of Delegates apprised on relevant changes that may impact 
the practice of medicine, with the first report no later than the 2023 Annual meeting.  
(Res. 702, A-22)  
 
Hospital Merger Study, D-225.995 
Our AMA will: (1) urge its AMA Commissioners to the Joint Commission to seek the inclusion of a 
standard in The Joint Commission hospital accreditation program requiring a medical staff successor-in-
interest standard in the hospital medical staff bylaws; (2) seek inclusion of medical staff bylaw successor-
in-interest provisions in the Medicare Conditions of Participation and in the rules and regulations of other 
public and private hospital accreditation agencies; and (3) continue to monitor and report on current 
numbers of mergers and break-ups of mergers of hospitals in this country.  
(CMS Rep. 7, I-00; Modified: CMS Rep. 6, A-10; Reaffirmed: CMS Rep. 01, A-20) 
 
Health Care Entity Consolidation, D-383.980 
Our AMA will (1) study the potential effects of monopolistic activity by health care entities that may 
have a majority of market share in a region on the patient-doctor relationship; and (2) develop an action 
plan for legislative and regulatory advocacy to achieve more vigorous application of antitrust laws to 
protect physician practices which are confronted with potentially monopolistic activity by health care 
entities. (BOT Rep. 8, I-15) 
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REPORT OF THE SPEAKERS 
 

 
Speakers’ Report 2-A-24 

 
 
Subject: Report of the Election Task Force 2 
 
Presented by: 

 
Lisa Bohman Egbert, MD, Speaker; and John A. Armstrong, MD, Vice Speaker 

  
  

 
 
BACKGROUND 1 
 2 
At the 2023 Interim Meeting, the Election Task Force 2 (ETF2) submitted Speakers’ Report 3-I-23 3 
which included multiple recommendations, many of which were ultimately referred back. The 4 
ETF2 subsequently met February 10, 2024, to review these items and testimony heard at I-23. The 5 
task force will hold an open forum on Sunday, June 9, 2024, at 3:00 pm CT to gather additional 6 
feedback on these items and will then develop a report with final recommendations to be presented 7 
at Interim 2024. The topics of consideration listed on this report will be the basis for discussion at 8 
the open forum. 9 
 10 
ITEMS FOR DISCUSSION 11 
 12 
The ETF 2 noted that there was a general lack of clear definitions related to items surrounding 13 
AMA elections. Therefore, they developed the definitions in the Glossary shown below. In 14 
addition, the ETF 2 reviewed all items that were referred back for further consideration and 15 
suggested changes shown as additions and deletions and the rationale for these suggestions in the 16 
grid that follows. The ETF 2 asks that delegations review and make comments on the Glossary and 17 
Proposed Changes at the Open Forum. 18 
 19 
The final topic for consideration at the open forum will be a consideration of endorsements. This 20 
will be an open topic and all input is encouraged. 21 
 22 
Glossary 23 
 24 
Active campaign window – period of time after the speaker’s notice of the opening of active 25 
campaigning until the Election Session during the House of Delegates meeting at which elections 26 
are being held 27 
 28 
Active campaigning – Outreach by candidates or their surrogate(s), including but not limited to 29 
members of their campaign team, to members of the House of Delegates with the goal of being 30 
elected by the AMA House of Delegates  31 
 32 
Announced candidate – person who has indicated their intention to run for elected position; 33 
announcement can be made only by sending an electronic announcement card to the Speakers via 34 
the HOD office by email to hod@ama-assn.org 35 
 
Campaign manager(s) – person(s) identified by the candidate to the HOD Office as the person(s) 36 
responsible for running the campaign 37 



 Speakers’ Rep. 2-A-24 -- page 2 of 5 
 

Campaign team – campaign manager(s) and/or staff identified by the candidate to the HOD Office 1 
 2 
Campaign-related – any content that includes reference to an announced candidate in the context of 3 
their candidacy for an elected position within the AMA 4 
 5 
Digital – relating to, using, or storing data or information in the form of digital signals; involving or 6 
relating to the use of computer technology; this includes but is not limited to social media and 7 
communication platforms 8 
 9 
Elected position(s) – Council or Officer position within the AMA elected by the House of 10 
Delegates of the AMA  11 
 12 
Featured – identification of a candidate at an event by the host or organizer of the event including 13 
but not limited to written or verbal announcement of the candidate or their candidacy 14 
 

ETF 2 Proposed Language 
(Proposed changes to current policy or items from ETF 2 I-23 
report shown in red) 

Rationale 

Proposed changes to current policy: 
 
Campaign stickers, pins, buttons and similar 
campaign materials are disallowed. This rule will not 
apply for pins for AMPAC, AMA, the AMA 
Foundation, specialty societies, state and regional 
delegations and health related causes that do not 
include any candidate identifier. These pins should 
be small, not worn on the badge and distributed only 
to members of the designated group. General 
distribution of any pin, button or sticker is disallowed. 

 
 
ETF2 considered the testimony from the delegates 
during the I-23 meeting. In order to confine to the 
security requirements for the meeting badges, no 
buttons, pins or stickers can be affixed to the 
badge itself. AMA, AMPAC, AMA-Foundation, 
specialty society, state or regional delegations 
pins, buttons, stickers, etc. are not directly 
connected to the election campaign and thus can 
be worn on one's self except on the badge. This 
proposal is intended to avoid uneven general 
exposure to a particular candidate and will provide 
an even playing field for all candidates. 

New language referred at I-23 with proposed 
changes. 
 
Only aAn announced candidate in a currently 
contested election may discuss their candidacy on 
an individual basis in private conversations from 
announcement of candidacy until the active 
campaigning period begins. Prior to the active 
campaigning period, no other individual may discuss 
the candidacy including members of campaign 
teams, delegations or caucuses, and “friends.” 
This rule does not prohibit any candidate from 
discussions for the purpose of forming a campaign 
team nor from a campaign team discussing a 
candidate or campaign strategy. This rule also does 
not prohibit persons not associated with a campaign 
from discussing candidates in private conversations. 

 
 
 
The intent here is to minimize campaign 
discussions prior to active campaigning. However, 
the ETF2 was aware of concerns that this rule 
would prohibit candidates from asking others to join 
their campaign team as well as prohibiting a 
designated campaign team from discussing 
campaign strategy. This clarifies that both are 
expected and permitted. 
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ETF 2 Proposed Language 
(Proposed changes to current policy or items from ETF 2 I-23 
report shown in red) 

Rationale 

Proposed changes to current policy: 
 
Printed and digital Ccampaign materials may not be 
distributed to members of the House other than by 
the HOD office candidate email and on the 
Candidate Web Pages. by postal mail or its 
equivalent. The AMA Office of House of Delegates 
Affairs will not longer furnish a file containing the 
names and mailing addresses of members of the 
AMA-HOD. Printed campaign materials will not be 
included in the “Not for Official Business” bag and 
may not be distributed in the House of Delegates. 
Candidates are encouraged to eliminate printed 
campaign materials. 

 
 
In order for candidates to have equal access to 
HOD members, the route of access to them is 
limited to the official AMA channels noted here. 
This will discourage additional printed mailings and 
digital communications and disallow distribution at 
the HOD meetings. 

Proposed changes to current policy: 
 
Active campaigning via mass outreach to delegates 
by candidates or on behalf of a candidate by any 
method is prohibited. A reduction in the volume of 
campaign-related telephone calls and personal 
electronic communication from candidates and on 
behalf of candidates is encouraged. No part of this 
rule shall be interpreted to limit communication 
among members of a campaign team. The Office of 
House of Delegates Affairs does not provide email 
addresses for any purpose. The use of eElectronic 
messages to contact electors should be minimized, 
and if used must include a simple mechanism to 
allow recipients to opt out of receiving future 
messages. 

 
 
The ETF2 seeks to clarify guidelines for 
communication by candidates to other delegates. 
New language has been added to specifically 
prohibit mass outreach to candidates.  However, 
this recommendation also clarifies that personal 
communication is allowed, while simultaneously 
honoring the desire of many delegates to reduce 
overall volume of communication. A clarification 
was added to ensure freedom of communication 
amongst campaign teams. Language was also 
revised to reflect the frequency of electronic 
communication while still maintaining the option to 
opt out. 
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ETF 2 Proposed Language 
(Proposed changes to current policy or items from ETF 2 I-23 
report shown in red) 

Rationale 

Proposed changes to current policy: 
 
Groups conducting interviews with announced 
candidates for a given office must offer an interview 
to all individuals that have officially announced their 
candidacy at the time the group’s interview schedule 
is finalize announced candidates at the time the 
group’s interview schedule is finalized. 
 a. A group may meet with an announced candidate 
who is a member of their group during the active 
campaign window without interviewing other 
candidates for the same office. 
 b. Interviewing groups may, but are not required to, 
interview late announcing candidates persons who 
become announced candidates during the active 
campaign window. Should an interview be offered to 
a late candidate, all other announced candidates for 
the same office (even those previously interviewed) 
must be afforded the same opportunity and medium. 
 c. Any appearance by a candidate before an 
organized meeting of a caucus or delegation, other 
than their own, will be considered an interview and 
fall under the rules for interviews. Any appearance 
campaign-related presentation to an assembly by an 
announced candidate, with or without being followed 
by a discussion, question and answer session, or a 
vote of the assembly regarding the candidate, is an 
interview and subject to the rules on in-person 
interviews. No portion of this rule shall be interpreted 
to mean that a candidate acting in a formal capacity 
would be unable to present or discuss matters 
pertaining to that formal capacity with any group. 

 
 
The Election Task Force heard concerns about 
definitions of timelines, candidacy, and potential 
election violations that would be incurred by 
delegations meeting with their own members who 
happened to be candidates. The proposed 
language here seeks to clarify that there is no 
restriction on a delegation's ability to hold meetings 
where all of their members may be in attendance. 
Further, the Election Task Force wanted to clarify 
the mechanism for candidates that do not 
announce until after the active campaign window 
opens may be offered interviews, and what this 
means for all other candidates for that same office. 
Finally, there were questions about what 
constitutes an interview and how candidates 
holding an official AMA position while running for 
office could execute their duties without being 
considered participating in an interview. This 
section provides clarity about this definition and the 
separation of a candidate campaigning and a 
member performing in their official capacity. 

New language referred at I-23 with proposed 
changes.  
 
Candidates may not produce a personal campaign-
related website or other digital campaign-related 
content or direct to personal or professional 
websites that contain campaign materials other than 
the AMA Candidates’ Page. 

 
 
 
The language in this section provides clarity that 
explicitly defines that the only authorized campaign 
or digitally related websites, pages, or other 
campaign related materials for candidates is a web 
page provided by the AMA. This allows all 
candidates to be on equal footing during the 
election process. 
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ETF 2 Proposed Language 
(Proposed changes to current policy or items from ETF 2 I-23 
report shown in red) 

Rationale 

Proposed changes to current policy: 
 
Active campaigning for AMA elective office an 
elected position may not begin until the active 
campaign window opens as announced by the 
Speaker.Board of Trustees, after its April meeting, 
announces the candidates for council seats. Active 
campaigning includes mass outreach activities 
directed to all or a significant portion of the members 
of the House of Delegates and communicated by or 
on behalf of the candidate. If in the judgment of the 
Speaker of the House of Delegates circumstances 
warrant an earlier date by which campaigns may 
formally begin, the Speaker shall communicate the 
earlier date to all known candidates. 

 
 
The Election Task Force heard questions 
concerning timelines for active campaigning in the 
course of an Election cycle. Active Campaigning is 
defined as outreach by candidates or their 
surrogate(s), including but not limited to members 
of their campaign team, to members of the House 
of Delegates, with the goal of being elected by the 
AMA House of Delegates. Active Campaigning 
activities typically may not occur until after the April 
meeting of the Board of Trustees, when candidates 
for Council Seats are announced. The specific 
dates of the Active Campaigning Window will be 
announced by the Speaker. The Active 
Campaigning Window is defined as the period of 
time after the Speaker’s notice of the opening of 
active campaigning until the Election Session 
during the House of Delegates meeting at which 
elections are being held. 

New language referred at I-23 with proposed 
changes.  
 
Candidates and their identified members of 
campaign teams will be provided a copy of the 
current election rules and will be required to attest to 
abiding by them. Candidates are responsible for any 
and all action or inaction undertaken on their behalf 
that is campaign related. Campaign managers will 
also be provided a copy of the current election rules 
and will be required to attest to abiding by them. 

 
 

While all HOD members should be aware of the 
current election rules, candidates are ultimately 
responsible for abiding by these rules and for all 
campaign related actions taken on their behalf. 
Therefore, candidates and their campaign 
managers will be asked to attest to abiding by 
these rules. 

 
New item referred at I-23 (shown below) with 
proposed new language: 
 
All meeting attendees will agree to be interviewed by 
the Speakers or members of the Election Committee 
for the purpose of investigating a submitted, formal 
complaint of election rule infractions. Members of 
the Election Committee, including the Speakers, will 
identify themselves and the reason for the interview 
request. 
 
 
 
[Referred language: 
Candidates, members of their campaign teams, 
including Federation staff, and HOD members will 
agree to be interviewed by the Speakers or 
members of the Election Committee who will identify 
themselves and the reason for the request.] 

 
 
 
As part of any investigation, including a simple 
inquiry as to whether a formally filed complaint has 
merit to warrant a more complete evaluation, it is 
important that all attendees (including delegation 
leadership and staff) assist by complying with a 
request for an interview with the Speakers or 
member(s) of the Election Committee, as well as 
that interviewers clearly identify themselves and 
the reason for any interview. Cooperation of all 
attendees would be expected and beneficial to our 
HOD. This recommendation arises out of prior 
experience by the Election Committee in trying to 
evaluate complaints. 
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REPORT OF THE SPEAKERS 

 
 

Speakers’ Report 03-A-24 
 

 
 

Subject: Updated Parliamentary Authority  
 
Presented by: 

 
Lisa Bohman Egbert, MD, Speaker, and John H. Armstrong, MD, Vice Speaker 

  
 

 
Recently, the American Institute of Parliamentarians Standard Code of Parliamentary Procedure, 1 
was updated and is now referenced as AIPSC (2nd ed.), with changes taking effect in January of 2 
2024. AMA Bylaw 11.1, Parliamentary Procedures, last amended in 2015, states that “In the 3 
absence of any provisions to the contrary in the Constitution and these Bylaws, all general 4 
meetings of the AMA and all meetings of the House of Delegates, of the Board of Trustees, of 5 
Sections and of councils and committees shall be governed by the parliamentary rules and usages 6 
contained in the then current edition of The American Institute of Parliamentarians Standard Code 7 
of Parliamentary Procedure.”  8 
 9 
When the AMA House of Delegates (HOD) adopted AIPSC as its parliamentary authority in 2015, 10 
there were only minor differences between it and AMA’s past parliamentary practices and 11 
traditions as embodied in the HOD Reference Manual. These were discussed in detail in Speakers 12 
Report 1-A-16, which was adopted by the HOD. Adoption allowed the HOD to retain some 13 
historical parliamentary practices and traditions, including requiring debate on both sides prior to 14 
closing debate on a subject, separate motions of refer for report and refer for decision (AIPSC uses 15 
a single motion of refer), the motion to table, and AMA’s historical practice of considering all 16 
matters acted upon at a meeting to be final, meaning that items from one meeting are not subject to 17 
a motion to recall from committees, a motion to reconsider or any other motion at a subsequent 18 
meeting. Adoption also created the motion to Object to Consideration requiring a 3/4 majority vote.  19 
Specific AMA bylaws focusing on withdrawal of resolutions, also remained in place: 2.11.3.1.5 20 
allows a sponsor to withdraw a resolution at any time prior to its acceptance as business by the 21 
HOD, and 2.13.1.7.4, which provides that if, in the judgment of the sponsor and of the reference 22 
committee, it appears that withdrawal is preferable to presentation for action, the reference 23 
committee may recommend withdrawal to the HOD in its report, with the Proceedings noting only 24 
that the resolution was withdrawn. Adoption of Speakers Report 1-A-16 also led to subsequently 25 
amended and adopted bylaws related to late and emergency resolutions.  26 
 27 
The Speakers, in concert with the Council on Constitution and Bylaws, have reviewed the AIPSC 28 
(2nd ed.) and compared the rules therein to usual practice in the House of Delegates and in the 29 
House of Delegates Reference Manual: Procedures, Policies and Practices. The HOD Reference 30 
Manual delineates  the HOD’s Standing Rules, and is presented in a Rules Report that is adopted 31 
by the HOD at each meeting by majority vote, with the Rules Report stating that the HOD 32 
Reference Manual shall be the official method of procedure in handling and conducting the 33 
business of the AMA House of Delegates. [The AIPSC (2nd ed.) is available for purchase on 34 
Amazon in Kindle and print versions.]  35 
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AIPSC (2nd ed.) identified the following as among the substantive changes:  1 
 2 

• Replacing the concept of restricted debate with a requirement that debate be germane to the 3 
motion at hand. (No change required as this is current AMA practice. Note, this would also 4 
be inclusive of motions to refer, reconsider and postpone debate.); 5 

 6 
• Making Close Debate and Vote Immediately amendable as to the motions to which it 7 

applies. (Rather than making the motion amendable, your Speakers have elected to 8 
continue our current AMA practice in which the maker of the motion may specify to 9 
which items they wish to apply the motion with the caveat that both sides must have 10 
been heard on each item);  11 

 12 
• Removing the debatability of motions that limit debate. (The motions Object to 13 

Consideration* and Limit or Extend Debate will no longer be debatable);  14 
 15 
*The motion Object to Consideration requires a ¾ vote and is unique to the AMA. This was adopted 16 
by the HOD at A-16. However, as it limits debate, it will no longer be debatable. 17 

 18 
• Removing the concept of a substitute amendment. (No change required as current AMA 19 

practice treats substitute amendments as motions to adopt in lieu of);  20 
 21 

• Establishing that after debate has been closed, Factual Inquiries are not permitted, although 22 
a Parliamentary Inquiry may be. (This rule will be implemented);  23 

 24 
• Clarifying the methodology and motions used to create a continued meeting. (No change 25 

required as AMA items of business are not held over for future meeting);  26 
 27 

• Some Main Motions have been retitled as Specific-Purpose Main Motions. (Retitled 28 
appropriately on the HOD Reference Manual’s Parliamentary Quick Tips Chart, which is 29 
appended to this report);  30 
 31 

• Special Orders were renamed Scheduled Orders. (Not applicable);  32 
 33 

• Standing Rules are now designated as “Standing Rules of Order” or “Temporary Rules. 34 
(The House of Delegates Reference Manual constitutes our Standing Rules of Order. 35 
These are highlighted in the Rules Report along with any Temporary Rules for that 36 
meeting.); 37 

 38 
• Clarifying rules related to the Credentials Committees, whereby the initial Credentials 39 

Committee lists the names of members entitled to vote. (Not applicable as the current 40 
AMA practice is to identify credentialed delegates in “The Official Call” with the 41 
Committee on Rules and Credentials reporting each day only the number of credentialed 42 
delegates in attendance and whether a quorum has been met. The HOD Proceedings reflect 43 
the final listing of members of the HOD.) 44 

 45 
The nuances of these changes are addressed in the HOD Reference Manual and incorporated into 46 
the “Parliamentary Quick Tips” chart that appears as an appendix in the HOD Reference Manual 47 
and which is attached to this report also. The Rules Report, to be presented at A-24, will once again 48 
ask the HOD to adopt the HOD Reference Manual as the official method of procedure in handling 49 
and conducting the business of the AMA House of Delegates. 50 
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There also are several other changes that require additional action: AIPSC (2nd ed.) establishes 1 
electronic notice (of a meeting) as the default notification and there are several bylaw provisions 2 
(2.12.2, 2.12.3.1, 5.2.4, 5.2.4.1 and 12.3) that specify notification by mail or in writing. The 3 
Council has submitted amended bylaw language via CCB Report 4-A-24, AMA Bylaw 4 
Amendments Pursuant to AIPSC (2nd ed.).  5 
 
RELEVANT AMA BYLAWS 
 
2.12.2 Special Meetings of the House of Delegates. Special Meetings of the House of 
Delegates shall be called by the Speaker on written or electronic request by one third of the 
members of the House of Delegates, or on request of a majority of the Board of Trustees. When a 
special meeting is called, the Executive Vice President of the AMA shall mail a notice to the last 
known address of each member of the House of Delegates at least 20 days before the special 
meeting is to be held. The notice shall specify the time and place of meeting and the purpose 
for which it is called, and the House of Delegates shall consider no business except that for which 
the meeting is called. 
 
2.12.3.1 Invitation from Constituent Association. A constituent association desiring a meeting 
within its borders shall submit an invitation in writing, together with significant data, to the Board 
of Trustees. The dates and the city selected may be changed by action of the Board of Trustees at 
any time, but not later than 60 days prior to the dates selected for that meeting. 
 
5.2.4 Notice of Meeting. Notice is given if delivered in person, by telephone, mail, or any means of 
electronic communication approved by the Board of Trustees. Notice shall be deemed to be 
received upon delivery to the Trustee’s contact information then appearing on the records of the 
AMA. 
 
5.2.4.1 Waiver of Notice. Notice of any meeting need not be given if waived in writing before, 
during or after such meeting. Attendance at any meeting shall constitute a waiver of notice of such 
meeting, except where such attendance is for the express purpose of objecting to the transacting of 
any business because of a question as to the legality of the calling or convening of the meeting. 
 
12.3 Articles of Incorporation. The Articles of Incorporation of the AMA may be amended 
at any regular or special meeting of the House of Delegates by the approval of two-thirds 
of the voting members of the House of Delegates registered at the meeting, provided that 
the Board of Trustees shall have approved the amendment and submitted it in writing to 
each member of the House of Delegates at least 5 days, but not more than 60 days, prior 
to the meeting of the House of Delegates at which the amendment is to be considered. 
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Definitions: 
1 Question of privilege: Raising a question of privilege allows a single member to request immediate action affecting safety, health, security, 

comfort, or integrity, including the rights and privileges of a member or members or of the HOD generally. 
2 Object to consideration: Per HOD action at A-16, this motion is unique to the AMA and is used when a delegate objects to HOD consideration 

of an item. It cannot interrupt a speaker, requires a second, cannot be amended and takes precedence over all subsidiary motions and cannot be 
renewed. It requires a ¾ vote. However, per AIPSC (2nd ed.) as it limits debate, it will no longer be debatable. 

3 Refer for decision: Per HOD action at A-16, this motion is used when a delegate wants the Board to determine the appropriate course of action 
and proceed, and report back on its decision and the action taken. It is one step higher in precedence than the Motion to Refer.  

4 Point of order: A point of order calls to the attention of the Speaker and the HOD an alleged violation of the rules, an omission, a mistake, or an 
error in procedure and secures a ruling on the question raised. 

5 Inquiries: An inquiry allows a member (1) to ask the Speaker a question relating to procedure in connection with the pending motion or with a 
motion the delegate may wish to bring immediately before the HOD (Parliamentary Inquiry); or (2) to request substantive information or facts 
about the pending motion or for information on the meaning or effect of the pending question from the Speaker or a delegate (Factual Inquiry) 

________________________________________________________________ 
* May interrupt the proceedings but not another speaker 
** In order only after item is referred to reference committee and until the House takes final action on the item 
***Same vote as required for original item. For example, if the motion related to a bylaw change that required a two-thirds vote, the motion to 
adopt in lieu of would require the same. 

 

Appendix B: Parliamentary Quick Tips 
Adapted from AIPSC (2nd ed.) for AMA House of Delegates 
 
  

 
Table of Precedence of Motions 

     

  Procedures   

Types of motions are listed in order of precedence from highest to 
lowest. A second motion cannot be accepted unless it has a higher 
precedence than the motion already before the group. 
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d Adjourn the meeting No Yes No Yes Majority 

Recess the meeting No Yes No Yes Majority 

Question of privilege1 Yes No No No None 
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Object to consideration2 No Yes No No Three-fourths 
Table** No Yes No No Two-thirds 
Close debate and vote immediately  No Yes No No Two-thirds 
Limit or extend debate No Yes No Yes Two-thirds 
Postpone to a certain time No Yes Yes  Yes Majority 
Referred for decision3 No Yes Yes  Yes Majority 
Referred for report No Yes Yes  Yes Majority 
Amend  No Yes Yes Yes Majority 

       

M
ai

n 

a. The main motion (introduce) No Yes Yes Yes Majority 
b. Specific-purpose main motions:      

    Adopt in lieu of No Yes Yes Yes *** 

    Reconsider Yes* Yes Yes  No Majority 
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Motions      

Appeal a decision by the Speaker Yes Yes Yes No Majority 
Suspend the Rules No Yes No No Two-thirds 

Requests      
Point of order4 Yes No No No None 
Inquiries5 Yes No No No None 

Division of question No No No No None 

Division of House  Yes No No No None 
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