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AMERICAN MEDICAL ASSOCIATION WOMEN PHYSICIANS SECTION

Resolution: 2
(A-24)

Introduced by: Varudhini Reddy, MD

Subject: Reducing the Lifetime Earnings Gap in the U.S. with Similar Educational

Attainment by Employing the Gainful Employment Rule

Referred to: Reference Committee (Assigned by HOD)

Whereas, the value of a college education was demonstrated in a 2002 Census Bureau study
that “estimated in 1999, the average lifetime earnings of a Bachelor’'s degree holder was $2.7
million, and 75 percent more than that earned by high school graduates in 1999”; and

Whereas, according to the Georgetown’s College Payoff report, those who possess “some
postsecondary education, even without earning a degree, add nearly one quarter of a million
dollars to lifetime earnings...and earnings rise substantially for those with Doctoral and
Professional degrees...”; and

Whereas, the Social Security Administration reports that “lifetime earnings have important
implications for retirement outcomes, including the level of Social Security benefits”; and

Whereas, “there are substantial differences in lifetime earnings by educational attainment”’; and

Whereas, the Social Security Administration states recent research reflects that “men with
graduate degrees earn $1.5 million more in median lifetime earnings than high school
graduates, and women with graduate degrees earn $1.1 million more”; and

Whereas, according to the Georgetown College Payoff report, “the largest gender gap in
earnings is for those with professional degrees...men earn about a million dollars more over a
lifetime than women with these degrees”; and

Whereas, the Federal Registrar states that gainful employment reflects the “reasonable
relationship between the loan debt incurred by students in a training program and income from
employment after the training”; and

Whereas, “the Higher Education Act requires that certificate programs at all institutions and
degree programs at private for-profit colleges must provide training that prepares students for
gainful employment in a recognized occupation;” and “programs would have to show that:

a. “Graduates can afford their yearly debt payments...and the share of their annual
earnings needed to devote to paying their debt must be equal to or less than 8 percent,
or equal to or less than 20 percent of their discretionary earnings.”

b. “Atleast half of graduates have higher earnings than a typical high school graduate in
their State's labor force who never pursued a postsecondary education”; and
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Whereas, according to the U.S. Department of Education, the Biden-Harris Administration
“released final regulations that establish the most effective set of safeguards ever against
unaffordable debt or insufficient earnings for postsecondary students” and continue to seek
ways to reduce the student debt burden; be it

RESOLVED, that our American Medical Association collaborate with higher education
authorities to research physician career outcomes and explore financial value transparency
among higher educational institutional programs that grant professional and doctoral degrees
beyond six years following graduation in light of the new gainful employment regulations and
transparency provisions that will take effect July 1, 2024, and

RESOLVED, that our AMA continue to work with key stakeholders and advocate for the
resolution of the student loan crisis to protect physicians from unaffordable student debt and
poor earning outcomes.

Fiscal Note: (Assigned by HOD)

Received:

REFERENCES

1. Carnevale AP, Rose SJ, Cheah B. The college payoff: (Education, occupation, and lifetime earnings Report) Washington, DC:
Georgetown University Center on Education and the Workforce; 2013. Retrieved from https://cew.georgetown.edu/report/the-
college-payoff

2. “Department of Education Releases Proposed Rules on Accountability for Certificate and For-Profit Programs and
Transparency into Unaffordable Student Debt.” 28 February 2024. https://www.ed.gov/news/press-releases/department-
education-releases-proposed-rules-accountability-certificate-and-profit-programs-and-transparency-unaffordable-student-debt

3. Press Office. “Biden-Harris Administration Announces Landmark Final Rules to Protect Consumers from Unaffordable Student
Debt and Increase Transparency.” 27 September 2023. 28 February 2024. https://www.ed.gov/news/press-releases/biden-
harris-administration-announces-landmark-final-rules-protect-consumers-unaffordable-student-debt-and-increase-transparency

4. Social Security Administration. “Research, Statistics & Policy Analysis.” 28 February 2024.
https://www.ssa.gov/policy/docs/research-summaries/education-earnings.html

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.
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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 enroliment.

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; () 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.
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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
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; (I) 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
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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. [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, 1-10; 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
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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.

(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 (CQl), 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
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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.

(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, 1-22]

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
aresource.

5. Our AMA will: (a) encourage states to study existing strategies to improve policies and processes to
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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
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
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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)
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.
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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
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, 1-92; Res. 331, 1-95; Reaffirmed by Res. 322, A-97; Reaffirmation 1-03;
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, |-18]
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