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AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 001  
(I-23) 

 
Introduced by: American College of Cardiology, American Society of Echocardiography, 
 American Society of Nuclear Cardiology, Heart Rhythm Society, Society for 

Cardiovascular Angiography and Interventions, Society of Cardiovascular 
Computed Tomography,  Society for Cardiovascular Magnetic Resonance 

 
Subject: Physician-Patient Communications in the Digital Era 
 
Referred to: Reference Committee on Amendments to Constitution and Bylaws 
 
 
Whereas, rapid advances in digital health care and information technology have compounded 1 
communication gaps already stressing our overloaded health care workforce; and 2 
 3 
Whereas, physicians communicate results of tests, evaluate clinical progress, and answer 4 
individual patient’s queries, often after usual business hours, utilizing the digital messaging 5 
capabilities of the electronic medical record; and 6 
 7 
Whereas, physicians also evaluate electronically transmitted data and interact with other health 8 
care providers via the electronic medical record outside the time allotted for a traditional office 9 
visit; and  10 
 11 
Whereas, several large U.S. health systems including the Mayo Clinic, the Cleveland Clinic, 12 
Northwestern Medicine, the University of California at San Francisco, the Ohio State University, 13 
Johns Hopkins Medicine, and others have started billing in the range of $50-160 for certain 14 
online messaging between doctors and their patients; and  15 
 16 
Whereas, under some circumstances, these charges may be covered by Medicare and private 17 
insurance as general standard of care; and  18 
 19 
Whereas, Medicare defines a billable exchange as a series of messages that requires at least 20 
five minutes of a clinician’s time over seven days; and  21 
 22 
Whereas, the federal Hospital Price Transparency Rule,1 which took effect on January 1, 2021, 23 
requires hospitals to post all prices online, easily accessible and searchable, in the form of (1) a 24 
single machine-readable standard charges file pricing for all items, services, and drugs by all 25 
payers and all plans, the de-identified minimum and maximum negotiated rates, and all 26 
discounted cash prices, as well as (2) prices for the 300 most common shoppable services 27 
either as a consumer friendly standard charges display listing actual prices or, alternatively, as a 28 
price estimator tool; and  29 
 30 
Whereas, low-income patients may be less likely than high-income patients to have access to 31 
digital technology and to be able to afford these additional fees; and  32 
 33 
Whereas, separate charges for communicating medical results and recommendations 34 
electronically to select patients could be considered a form of retainer or concierge medicine, 35 
raising ethical issues; and  36 
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Whereas, clinicians are already stressed by heavy workloads and need time-efficient, 1 
compensated alternatives to traditional in-person or real time video patient encounters; and  2 
 3 
Whereas, requirements for documentation under the current fee-for-service payment system 4 
may be an obstacle to appropriate, efficient, desirable digital interaction between physicians and 5 
their patients; therefore be it 6 
 7 
RESOLVED, that our American Medical Association conduct a comprehensive study defining 8 
the appropriate role of digital interaction between patients and their doctors, including models 9 
for compensation. (Directive to Take Action)  10 

11 
Fiscal Note: Modest - between $1,000 - $5,000 
 
Received: 9/25/23 
 
 
REFERENCES 
1. CEJA Report 3-A-03 AMA Principles of Medical Ethics: I, II VI, VIII, IX 
 
 
 



 

 

AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 003  
(I-23) 

 
Introduced by: Medical Student Section 
 
Subject: Guardianship and Conservatorship Reform 
 
Referred to: Reference Committee on Amendments to Constitution and Bylaws 
 
 
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 
 
Fiscal Note: Modest – between $1,000 - $5,000 
 
Received: 09/19/2023 
 
REFERENCES 
1. Senate Aging Committee Examines Ways to Strengthen Guardianship Programs. US Senate Committee on Aging. 

https://www.aging.senate.gov/press-releases/senate-aging-committee-examines-ways-to-strengthen-guardianship-programs. 
Published November 28, 2018. Accessed August 24, 2021. 
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3. Margaret “Jenny” Hatch, Samantha Alexandra Crane, Jonathan G. Martinis; Unjustified Isolation Is Discrimination: The 
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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] 
 
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 

https://www.gao.gov/assets/690/681088.pdf
https://doi.org/10.1352/2326-6988-3.2.65
https://acl.gov/aging-and-disability-in-america/data-and-research/projected-future-growth-older-population#:%7E:text=In%202019%2C%20there%20were%2054.1,and%2094.7%20million%20by%202060
https://acl.gov/aging-and-disability-in-america/data-and-research/projected-future-growth-older-population#:%7E:text=In%202019%2C%20there%20were%2054.1,and%2094.7%20million%20by%202060
https://acl.gov/aging-and-disability-in-america/data-and-research/projected-future-growth-older-population#:%7E:text=In%202019%2C%20there%20were%2054.1,and%2094.7%20million%20by%202060
https://pubmed.ncbi.nlm.nih.gov/30303026
https://www.americanbar.org/content/dam/aba/administrative/law_aging/chartrepresentationandinvestigation.authcheckdam.pd
https://ncd.gov/sites/default/files/NCD_Turning-Rights-into-Reality_508_0.pdf
https://ncd.gov/sites/default/files/NCD_Turning-Rights-into-Reality_508_0.pdf
https://doi.org/10.1352/2326-6988-3.1.2
http://www.supporteddecisionmaking.org/states
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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 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 008  
(I-23) 

 
Introduced by: California, Montana, Washington 
 
Subject: AMA Executive Vice President 
 
Referred to: Reference Committee on Amendments to Constitution and Bylaws 
 
 
Whereas, our American Medical Association is the most powerful voice for physicians in the 1 
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, physicians who may be serving or have recently served in the AMA physician 23 
leadership as an officer or trustee are currently ineligible for consideration for the AMA EVP 24 
position under AMA Code Section B-5.3.6.4 until three years after their AMA service; and  25 
 26 
Whereas, no comparable physician or health care organization has such a strict limitation on 27 
who can be considered for their EVP position; therefore be it 28 
 29 
RESOLVED, that our American Medical Association delete the AMA Board of Trustees Duties 30 
and Privileges Code B-5.3.6.4: No individual who has served as an AMA officer or trustee shall 31 
be selected or serve as Executive Vice President until three years following completion of the 32 
term of the AMA office.” (Modify Bylaws) 33 

34 
Fiscal Note: Minimal - less than $1,000  
 
Received: 9/27/23 
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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.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. 
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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. 

 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 

Resolution: 209 
(I-23) 

Introduced by: Medical Student Section 

Subject: Opposing Pay-to-Stay Incarceration Fees 

Referred to: Reference Committee B 

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 andharm 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; and 15 

16 
RESOLVED, that our American Medical Association collaborate with relevant parties, oppose 17 
fees charged to incarcerated individuals for room and board, and advocate for federal and state 18 
efforts to repeal statutes and ordinances which permit inmates to be charged for room and 19 
board. (Directive to Take Action)20 

Fiscal Note: Modest - between $1,000 - $5,000 

Received: 09/27/2023 
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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: 211  
(I-23) 

 
Introduced by: Medical Student Section 
 
Subject: Indian Water Rights 
 
Referred to: Reference Committee B 
 

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 will: (1) raise awareness about ongoing 25 
water rights issues for federally-recognized American Indian and Alaska Native Tribes and 26 
Villages in appropriate forums and (2) support improving access to water and adequate 27 
sanitation, water treatment, and environmental support and health services on American Indian 28 
and Alaska Native trust lands. (New HOD Policy)  29 
 
Fiscal Note: Moderate - between $5,000 - $10,000  
 
Received: 09/27/2023 
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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; 
(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; 
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(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 
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 



Resolution: 211 (I-23) 
Page 5 of 5 

 

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] 
 
 
 
 



 

 

AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 212  
(I-23) 

 
Introduced by: Medical Student Section 
 
Subject: Medical-Legal Partnerships & Legal Aid Services 
 
Referred to: Reference Committee B 
 

Whereas, medical-legal partnerships (MLPs) address social determinants of health relating to 1 
civil law, such as family violence, child support and custody, workplace conditions, employment 2 
conflicts, financial exploitation, post-incarceration rehabilitation, housing, utility shutoffs, 3 
disability access, debt relief, and veteran benefits, by integrating lawyers in clinical settings 4 
team to meet patient’s legal needs1-6; and 5 
 6 
Whereas, 70% of low-income households experience civil legal problems, with 40% 7 
experiencing at least 5, 20% experiencing at least 10, and the average low-income individual 8 
managing 2 to 3 legal issues at a time7-8; and 9 
 10 
Whereas, unmet civil legal needs may lead to or exacerbate both physical and mental illness, as 11 
seen with inadequate housing, eviction, and even threat of eviction being connected to anxiety, 12 
depression, bodily injury, asthma, and respiratory infection9-11; and 13 
 14 
Whereas, MLPs demonstrate success in access to retroactive benefits, improved asthma 15 
control and neonatal preventive care use, and decreased length of hospitalization, readmission 16 
rates, and emergency department visits7; and 17 
 18 
Whereas, while MLPs are found at only 26% of medical schools, studies indicate that MLPs can 19 
help educate physicians and medical students on screening for social determinants and legal 20 
needs, addressing issues impacting health through legal advocacy, and referring patients to 21 
reliable legal resources1,12-15; and 22 
 23 
Whereas, civil legal aid often includes free or low-cost direct legal services by lawyers as well as 24 
legal education to help low- and middle-income people navigate social systems16; and 25 
 26 
Whereas, the high cost of civil legal aid is a significant barrier to access, with low-income 27 
Americans reporting only seek aid for 1 out of 4 civil legal problems and receiving inadequate 28 
legal aid for 92% of their needs8,17; and 29 
 30 
Whereas, civil legal aid services in the US are chronically underfunded, turning away an average 31 
of 50% of eligible individuals who seek services due to inadequate funds16; and 32 
 33 
Whereas, the Association of American Medical Colleges and the American Bar Association both 34 
conduct initiatives relating to MLPs, including creation of models and directories18-19; therefore 35 
be it  36 
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RESOLVED, that our American Medical Association support the establishment and funding of 1 
medical-legal partnerships and civil legal aid services to meet patients’ legal needs.  (New HOD 2 
Policy)3 
 
Fiscal Note: Minimal - less than $1,000  
 
Received: 09/27/2023 
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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; 
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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] 



 

 

AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 214  
(I-23) 

 
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, the US consistently admits fewer refugees than its cap, leading to 5,000 to 40,000 5 
unallocated refugees4; and 6 
 7 
Whereas, a record 29 million refugees are expected in 2023, including 14 million children5-6; and 8 
 9 
Whereas, over a 20-year period, refugees in the US ages 18 to 45 pay on average $21,000- 10 
$43,707 more in taxes than they receive in benefits7-10; and 11 
 12 
Whereas, refugees in general contribute $21 billion in taxes annually, including to Social 13 
Security and Medicare, offsetting the costs our aging population13; and 14 
 15 
Whereas, analyses from Ohio, Michigan, and Minnesota demonstrate how refugees produce 16 
billions of dollars in economic activity annually and create thousands of jobs9,11; and 17 
 18 
Whereas, 77% of refugees are working age, as opposed to the 39.7% of the US-born population 19 
and male refugees participate in the labor force at higher rates than US males7,12,14; and 20 
 21 
Whereas, under 3% of refugees return to their country of origin, and 84% of long-term refugees 22 
make the US their home by taking steps to become citizens6,10,15; and 23 
 24 
Whereas, when annual refugee admissions decreased 86% between 2016-2020, the 295,000 25 
person gap actually harmed the US economy by nearly $10 billion annually8; and 26 
 27 
Whereas, decreased resettlement caps and worsening backlogs delay family reunification and 28 
leave people displaced for decades, remaining indefinitely in refugee camps16; and 29 
 30 
Whereas, forced displacement and restrictions on refugee admissions result in distinct chronic 31 
medical and psychiatric phenomena and generational trauma16-18; therefore be it 32 
 33 
RESOLVED, that our American Medical Association support increases and oppose decreases 34 
to the annual refugee admissions cap in the United States. (New HOD Policy)35 
 
Fiscal Note: Minimal - less than $1,000  
 
Received: 09/27/2023 
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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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Introduced by: Oregon  
 
Subject: Support for Physicians Pursuing Collective Bargaining and Unionization 
 
Referred to: Reference Committee B 
 
 
Whereas, the American Medical Association 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 convene an updated study of opportunities 25 
for the AMA or physician associations to support physicians initiating a collective bargaining 26 
process, including but not limited to unionization. (Directive to Take Action) 27 

28 
Fiscal Note: Moderate - between $5,000 - $10,000 

Received: 10/10/23 
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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. 
Topic: Physician Payment Policy Subtopic: NA Meeting Type: Annual Year Last Modified: 2019 Action: 
Reaffirmed Type: Health Policies Council & Committees: NA 

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.
Topic: Physician Payment Policy Subtopic: NA Meeting Type: Annual Year Last Modified: 2019 Action:
Reaffirmed Type: Health Policies Council & Committees: NA

Employee Associations and Collective Bargaining for Physicians D-383.981 
Our AMA will study and report back on physician unionization in the United States. 
Topic: Physician Negotiating Policy Subtopic: NA Meeting Type: Annual Year Last Modified: 2019 Action: 
Reaffirmed Type: Directives Council & Committees: NA 

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. 
Topic: Physician Negotiating Policy Subtopic: NA Meeting Type: Annual Year Last Modified: 2019 Action: 
NA Type: Directives Council & Committees: NA 

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. 
Topic: Physician Negotiation Policy Subtopic: NA Meeting Type: Annual Year Last Modified: 2019 Action: 
Reaffirmed Type: Health Policies Council & Committees: NA 

RELEVANT AMA POLICY 
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Resolution: 303  
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Introduced by: Medical Student 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 highly 2 
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 tuition 32 
requirements for international students; 33 
2. encourages medical schools and undergraduate institutions to fully 34 
inform international students interested in medical education in the US of 35 
the limited options available to them for tuition assistance; 36 
3. supports the Association of American Medical Colleges (AAMC) in its 37 
efforts to increase transparency in the medical school application process 38 
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for international students by including school policy on tuition requirements 1 
in the Medical School Admission Requirements (MSAR); and 2 
4. supports efforts to re-evaluate and minimize the use of pre-payment 3 
requirements specific to international medical students; and 4 
5. encourages medical schools to explore alternative means of 5 
prepayment, such as a letter of credit, for four years for covering the costs 6 
of medical school. (Modify Current HOD Policy) 7 

 8 
and be it further 9 
 10 
RESOLVED, that our AMA advocate for increased scholarship and funding opportunities for 11 
international students accepted to or currently attending United States medical schools. 12 
(Directive to Take Action)13 
 
Fiscal Note: Minimal - less than $1,000 
 
Received: 09/27/2023 
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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 
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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.  
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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Resolution: 602  
(I-23) 

 
Introduced by: Medical Student Section 
 
Subject: Inclusive Language for Immigrants in Relevant Past and Future AMA Policies 
 
Referred to: Reference Committee F 
 
 
Whereas, the terms “illegal immigrant” and “alien” imply negative sentiments such as criminality, 1 
fear, prejudice, and dehumanization toward people of various immigration statuses1-5; and 2 
 3 
Whereas, anti-immigration rhetoric and xenophobia affect increase discrimination and othering 4 
in clinical settings and lead to avoidance of care by immigrant patients6-9; and 5 
 6 
Whereas, as of 2013, the Associated Press Style Book no longer sanctions the term "illegal 7 
immigrant” and recommends only using “illegal” to describe actions, not people10; and 8 
 9 
Whereas, in 2021, President Biden ordered immigration agencies to shift their terminology from 10 
“illegal alien” to "undocumented noncitizen"4; and 11 
 12 
Whereas, AMA policies such as H-130.967, D-160.988, H-290.983, H-160.956, H-255.989, and 13 
H-255.985 contain the stigmatizing terms “illegal,” “legal,” and “aliens” in reference to 14 
immigrants and noncitizens; therefore be it 15 
 16 
RESOLVED, that our American Medical Association utilize the terms “documented," 17 
"undocumented," "immigrant,” and/or “noncitizen” in all future policies and publications when 18 
broadly addressing the United States immigrant population (New HOD Policy); and be it further  19 
 20 
RESOLVED, that our AMA revise all relevant and active policies to utilize the term 21 
“documented/undocumented immigrant” in place of the terms "legal/illegal immigrant" where 22 
such text appears (Modify Current HOD Policy); and be it further 23 
 24 
RESOLVED, that our AMA revise all relevant and active policies to utilize the term 25 
“immigrant/noncitizen” in place of the term "alien" where such text appears. (Modify Current 26 
HOD Policy)  27 

 
Fiscal Note: Modest – between $1,000 - $5,000 
 
Received: 09/19/2023 
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RELEVANT AMA POLICY 
 
H-65.950 Terms and Language in Policies Adopted to Protect Populations from Discrimination and 
Harassment 
Our AMA recognizes broad and evolving protected personal characteristics spanning identity, origin, and 
status that include those outlined by regulatory authorities overlapping with those prioritized by AMA. To 
prevent misunderstandings and facilitate collaboration to move medicine forward, AMA acknowledges 
preferred terminology for protected personal characteristics outlined in the actual sources used in the 
2021 AMA Strategic Plan to Embed Racial Justice and Advance Health Equity and the AMA-AAMC 
Advancing Health Equity such as the CDC’s Health Equity Guiding Principles for Inclusive 
Communication that may be used in AMA policies and position statements. [BOT Rep. 5, I-21; 
Reaffirmed: BOT Rep. 5, I-22; Modified: BOT Rep. 12, I-22] 
 
D-65.990 Utilization of "LGBTQ" in Relevant Past and Future AMA Policies 
Our AMA will: (1) utilize the terminology “lesbian, gay, bisexual, transgender, and queer” and the 
abbreviation “LGBTQ” in all future policies and publications when broadly addressing this population; (2) 
revise all relevant and active policies to utilize the abbreviation “LGBTQ” in place of the abbreviations 
“LGBT” and “GLBT” where such text appears; and (3) revise all relevant and active policies to utilize the 
terms “lesbian, gay, bisexual, transgender, and queer” to replace “lesbian, gay, bisexual, and 
transgender” where such text appears. [Res. 016, A-18] 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 

Resolution: 603  
(I-23) 

 
Introduced by: Texas 
 
Subject: Improving the Efficiency of the House of Delegates Resolution Process 
 
Referred to: Reference Committee F 
 
 
Whereas, the introduction of online testimony so far has been viewed as a successful way to 1 
increase participation in the resolution process; and 2 
 3 
Whereas, online testimony is not being fully utilized because of a perception that online 4 
testimony does not influence the recommendations of the reference committees and that in-5 
person testimony carries more weight; and 6 
 7 
Whereas, this perception would be most easily reversed if each reference committee issued an 8 
interim report that serves as a “working final report” of its recommendations for each resolution 9 
rather than a mere summary of the testimony submitted; and 10 
 11 
Whereas, interim reports would enable the authors of a resolution to identify areas of 12 
disagreement and work with others to write alternative language to be submitted and discussed 13 
at the hearing; and 14 
 15 
Whereas, interim reports also would also help make the in-person hearings more efficient by 16 
eliminating the need for testimony by those who agree with the interim recommendations; and 17 
 18 
Whereas, interim reports also would increase the likelihood that the recommendations in the 19 
final report are agreeable to the HOD, reducing the need for extractions and wordsmithing on 20 
the floor; and 21 
 22 
Whereas, several state medical associations already use interim reports and have seen the 23 
benefits outlined above; therefore be it 24 
 25 
RESOLVED, that our American Medical Association House of Delegates instruct its reference 26 
committees to issue interim reports of their recommendations (1) based on online testimony and 27 
other information received and (2) made available to house members with ample time for 28 
delegates to evaluate recommendations and, if desired, prepare comments in advance of live 29 
reference committee hearings (Directive to Take Action); and be it further 30 
 31 
RESOLVED, that our AMA HOD require resolution authors to submit their initial testimony 32 
online and include in detail how the new resolution is not a reaffirmation of existing policy; the 33 
authors would have the option of submitting additional testimony during the in-person hearings 34 
to respond to any concerns raised in the interim report or in testimony from others. (Directive to 35 
Take Action) 36 
 
Fiscal Note: Minimal – less than $1,000 
 
Received: 9/15/23 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 604 
(I-23) 

 
Introduced by: Resident and Fellow Section 
 
Subject: Updating Language Regarding Families and Pregnant Persons 
 
Referred to: Reference Committee F 
 
 
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 will not apply to other resources the AMA creates and 24 
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: 9/26/23 
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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. Citation: [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. 
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(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. 
(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 Citation: [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. Citation: [Res. 428, A-16] 
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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. Citation: [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. Citation: [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, 
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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) 
 
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. Citation: [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. Citation: 
[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 
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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 
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. Citation: [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. 
Citation: [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. 
Citation: [Res. 302, I-16] 
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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 
the newborn; and (2) urges that payers provide payment for appropriate follow-up care for the mother and 
newborn. Citation: [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. Citation: 
[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. 
Citation: [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. Citation: [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. Citation: [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] 
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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. Citation: [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. Citation: [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. Citation: [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. Citation: 
[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. Citation: [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. Citation: [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. Citation: [Res. 602, A-23] 
 



AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 

Resolution: 605 
(I-23) 

Introduced by: Young Physicians Section 

Subject: Ranked Choice Voting 

Referred to: Reference Committee F 

Whereas, our American Medical Association elections require run-off elections to elect 1 
candidates 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: 9/26/23 

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 
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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 
different nominee. This procedure shall be repeated until all vacancies have been filled. 
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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: 607  
(I-23) 

 
Introduced by: The American Academy of Pediatrics 
 
Subject: Equity-Focused Person-First Language in AMA Reports and Policies 
 
Referred to: Reference Committee F 
 
 
Whereas, Dominant narratives, often coded in the language we use, have been deeply rooted in 1 
value systems and ingrained in cultural practices that have given preference to the interests of 2 
society’s most powerful social groups and can also be wielded as a weapon to oppress others; 3 
and  4 
  5 
Whereas, Physicians and physicians in training must continuously reexamine the role of 6 
language and re-evaluate the long-held dominant narratives that exacerbate inequities in health 7 
care; and  8 
  9 
Whereas, In 2019, the AMA established the Center for Health Equality to embed and advance 10 
equity across all aspects of health care, including within the American Medical Association itself; 11 
and   12 
  13 
Whereas, Our AMA developed, in partnership with the Association of American Medical 14 
Colleges (AAMC) Center for Health Justice, one of the most comprehensive health equity 15 
communication guides; and   16 
  17 
Whereas, Advancing Health Equity: A Guide to Language, Narrative and Concepts provides 18 
guidance and promotes a deeper understanding of equity-focused, person-first language and 19 
why it matters; and  20 
  21 
Whereas, Better understanding about language and dominant narratives can help ensure that 22 
we are centering the lived experience of patients and communities without reinforcing labels, 23 
objectification, stigmatization and marginalization; therefore be it  24 
  25 
RESOLVED, That our American Medical Association Board, Council and Task Force reports 26 
and recommendations use equity-focused, person-first language consistent with the AMA 27 
Advancing Health Equity: A Guide to Language, Narrative and Concepts (Directive to Take 28 
Action); and be it further  29 
  30 
RESOLVED, That our AMA support, as policies are reviewed for sunset, if they are 31 
recommended to be maintained in policy, that the review committee recommend amendments 32 
as needed to ensure the use of equity-focused, person-first language consistent with the AMA 33 
Advancing Health Equity: A Guide to Language, Narrative and Concepts (Directive to Take 34 
Action); and be it further  35 
  36 
RESOLVED, That our AMA encourage sections, state and specialty societies and individual 37 
members to use equity-focused, person-first language consistent with the AMA Advancing 38 
Health Equity: A Guide to Language, Narrative and Concepts when writing resolutions and 39 
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include information about and a link to the guide in any educational materials about resolution 1 
writing and submission that they develop to share with their groups. (New HOD Policy)2 

3 
Fiscal Note: Minimal - less than $1,000  
 
Received: 9/27/23 
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Resolution: 810  
(I-23) 

 
Introduced by: Medical Student Section 
 
Subject: Racial Misclassification 
 
Referred to: Reference Committee J 
 
 
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, improved, 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 



Resolution: 810 (I-23) 
Page 2 of 4 

 

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 is an 23 
integral part of patient care; (b) urges physicians to ensure completion of 24 
all state vital records carefully and thoroughly with special attention to the 25 
use of standard nomenclature, using legible writing and accurate 26 
diagnoses; and (c) supports notifying state medical societies and state 27 
departments of vital statistics of this policy and encouraging their 28 
assistance and cooperation in implementing it. 29 
2. Our AMA also: (a) supports the position that efforts to improve cause of 30 
death statistics are indicated and necessary; (b) endorses the concept that 31 
educational efforts to improve death certificates should be focused on 32 
physicians, particularly those who take care of patients in facilities where 33 
patients are likely to die, namely in acute hospitals, nursing homes and 34 
hospices; and (c) supports the concept that training sessions in completion 35 
of death certificates should be (i) included in hospital house staff orientation 36 
sessions and clinical pathologic conferences; (ii) integrated into continuing 37 
medical education presentations; (iii) mandatory in mortality conferences; 38 
and (iv) included as part of in-service training programs for nursing homes, 39 
hospices and geriatric physicians. 40 
3. Our AMA further: (a) promotes and encourages the use of ICD codes 41 
among physicians as they complete medical claims, hospital discharge 42 
summaries, death certificates, and other documents; (b) supports 43 
cooperating with the National Center for Health Statistics (NCHS) in 44 
monitoring the four existing models for collecting tobacco-use data; (c) 45 
urges the NCHS to identify appropriate definitions, categories, and 46 
methods of collecting risk-factor data, including quantification of exposure, 47 
for inclusion on the U.S. Standard Certificates, and that subsequent data 48 
be appropriately disseminated; and (d) continues to encourage all 49 
physicians to report tobacco use, exposure to environmental tobacco 50 
smoke, and other risk factors using the current standard death certificate 51 
format. 52 
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4. Our AMA further supports HIPAA-compliant data linkages between 1 
Native Hawaiian and Tribal Registries, population-based and hospital-2 
based clinical trial and disease registries, and local, state, tribal, and federal 3 
vital statistics databases aimed at minimizing racial misclassification.  4 
(Modify Current HOD Policy)5 
 

Fiscal Note: Minimal - less than $1,000  
 
Received: 09/27/2023 
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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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Resolution: 816  
(I-23) 

 
Introduced by: GLMA: Health Professionals Advancing LGBTQ+ Equality 
 
Subject: Reducing Barriers to Gender-Affirming Care through Improved Payment and 

Reimbursement 
 
Referred to: Reference Committee J 
 
 
Whereas, access to gender-affirming care is lifesaving for transgender and gender diverse 1 
patients1; and 2 
 3 
Whereas, gender-affirming care remains a target of political attacks and legislation that restricts 4 
access2; and 5 
 6 
Whereas, many health care payers consider gender-affirming care and related procedures not 7 
medically necessary and/or cosmetic3; and  8 
 9 
Whereas, improving payment and reimbursement for gender-affirming care will improve access 10 
for patients3; therefore be it 11 
 12 
RESOLVED, that our American Medical Association appoint an ad hoc committee or task force, 13 
composed of physicians from specialties who routinely provide gender-affirming care, payers, 14 
community advocates, and state Medicaid directors and/or insurance commissioners, to identify 15 
issues with physician payment and reimbursement for gender-affirming care and recommend 16 
solutions to address these barriers to care. (Directive to Take Action)17 

18 
Fiscal Note: $77,162. Host ad hoc meeting, staff time and potential consulting assistance. 
 
Received:  9/27/23 
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RELEVANT AMA POLICY 
 
H-70.919 Use of CPT Editorial Panel Process 
Our AMA reinforces that the CPT Editorial Panel is the proper forum for addressing CPT code set 
maintenance issues and all interested stakeholders should avail themselves of the well-established and 
documented CPT Editorial Panel process for the development of new and revised CPT codes, 
descriptors, guidelines, parenthetic statements and modifiers. [BOT Rep. 4, A-06; Reaffirmed: A-07; 
Reaffirmed: I-08; Reaffirmed: A-09; Reaffirmed: A-10; Reaffirmed: A-11; Reaffirmed: I-14; Reaffirmed: 

https://www.hrc.org/press-releases/new-data-as-far-right-extremist-politicians-escalate-attacks-on-transgender-healthcare-nearly-8-in-10-lgbtq-americans-report-increased-fears-for-personal-safety-further-intensifying-an-already-dangerous-state-of-emergency
https://www.hrc.org/press-releases/new-data-as-far-right-extremist-politicians-escalate-attacks-on-transgender-healthcare-nearly-8-in-10-lgbtq-americans-report-increased-fears-for-personal-safety-further-intensifying-an-already-dangerous-state-of-emergency
https://www.hrc.org/press-releases/new-data-as-far-right-extremist-politicians-escalate-attacks-on-transgender-healthcare-nearly-8-in-10-lgbtq-americans-report-increased-fears-for-personal-safety-further-intensifying-an-already-dangerous-state-of-emergency
https://doi.org/10.7759%2Fcureus.36849
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CMS Rep. 4, I-15; Reaffirmed in lieu of: Res. 117, A-16; Reaffirmed in lieu of: Res. 121, A-17; Reaffirmed: 
A-18; Reaffirmed: I-18; Reaffirmed: Res 816, I-19]  
 
H-185.927 Clarification of Medical Necessity for Treatment of Gender Dysphoria 
Our AMA: (1) recognizes that medical and surgical treatments for gender dysphoria 
and gender incongruence, as determined by shared decision making between the patient and physician, 
are medically necessary as outlined by generally-accepted standards of medical and surgical practice;  
(2) will work with state and specialty societies and other interested stakeholders to: A) Advocate for 
federal, state, and local laws and policies to protect access to evidence-based care for gender dysphoria 
and gender incongruence; B) Oppose laws and policies that criminalize, prohibit or otherwise impede the 
provision of evidence-based, gender-affirming care, including laws and policies that penalize parents and 
guardians who support minors seeking and/or receiving gender-affirming care; C) Support protections 
against violence and criminal, civil, and professional liability for physicians and institutions that provide 
evidence-based, gender-affirming care and patients who seek and/or receive such care, as well as their 
parents and guardians; and D) Communicate with stakeholders and regulatory bodies about the 
importance of gender-affirming care for patients with gender dysphoria and gender incongruence; and 
(3) will advocate for equitable, evidence-based coverage of gender-affirming care by health insurance 
providers, including public and private insurers. [Res. 05, A-16; Modified: Res. 015, A-21; Modified: Res. 
223, A-23] 



 
 

 

AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES 
 
 

Resolution: 907  
(I-23) 

 
Introduced by: Medical Student Section 
 
Subject: Occupational Screenings for Lung Disease 
 
Referred to: Reference Committee K 
 

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 
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Fiscal Note: Minimal – less than $1,000 
 
Received: 09/19/2023 
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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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Resolution: 908  
(I-23) 

 
Introduced by: Michigan  
 
Subject: Sexuality and Reproductive Health Education 
 
Referred to: Reference Committee K 
 
 
Whereas, the American Academy of Pediatrics (AAP) has identified the timely need for 1 
equitable access to comprehensive sex education as a critical component of adolescent health; 2 
and 3 
 4 
Whereas, the Centers for Disease Control and Prevention (CDC) states: “A quality sexual health 5 
education curriculum includes medically accurate, developmentally appropriate, and culturally 6 
relevant content and skills that target key behavioral outcomes and promote healthy sexual 7 
development. The curriculum is age-appropriate and planned across grade levels to provide 8 
information about health risk behaviors and experiences.”; and 9 
 10 
Whereas, the CDC identifies the following benefits of students receiving sexual health 11 
education:  Delay initiation of sexual intercourse; Have fewer sex partners; Have fewer 12 
experiences of unprotected sex; Increase their use of protection, specifically condoms; and, 13 
Improve their academic performance; and 14 
 15 
Whereas, meta-analysis of comprehensive sex education programs showed marked 16 
effectiveness reducing sexual partners, unprotected sex, sexually transmitted infections (STIs), 17 
and pregnancy, while abstinence-only sex education programs did not indicate a statistically 18 
significant reduction in these measures; and 19 
 20 
Whereas, states that have laws that require or stress abstinence-only programs have higher 21 
rates of teenage pregnancy; and 22 
 23 
Whereas, in states that do not require medically accurate sexual education, rates of teen 24 
pregnancy, birth, and sexually transmitted infection are the highest; and 25 
 26 
Whereas, 95 percent of unintended pregnancies were due to lack of contraception use and 27 
incorrect or inconsistent contraception usage; and 28 
 29 
Whereas, the APP states that “comprehensive sex education should occur across the 30 
developmental spectrum, beginning at early ages and continuing throughout childhood and 31 
adolescence”; and 32 
 33 
Whereas, our American Medical Association Policy H-170.968 also recognizes the importance 34 
of “developmentally appropriate sexuality education programming in the schools at all levels, at 35 
local option and direction”; therefore be it 36 
 37 
RESOLVED, that our American Medical Association reaffirm AMA Policy H-170.968, “Sexuality 38 
Education, Sexual Violence Prevention, Abstinence, and Distribution of Condoms in Schools,” 39 
and continue to advocate for the adoption of developmentally appropriate, culturally competent, 40 
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comprehensive sexuality and reproductive health education and reproductive rights curriculum. 1 
(Reaffirm HOD Policy) 2 
 
Fiscal Note: Minimal - less than $1,000    
 
Received: 9/27/23 
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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; 
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(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 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: 911  
(I-23) 

 
Introduced by: Medical Student Section 
 
Subject: Support for Research on the Nutritional and Other Impacts of Plant-Based 

Meat 
 
Referred to: Reference Committee K 
 
 
Whereas, alternatives to animal meats are a growing industry, prompting the global food sector 1 
to undertake efforts to ensure the safety of foods in this category1-7; and 2 
 3 
Whereas, plant-based meats present considerable nutritional and economic potential without 4 
many of the ethical and antibiotic resistance challenges of traditional factory meat production6-10; 5 
and 6 
 7 
Whereas, emerging studies claim health benefits from consuming plant-based meat instead of 8 
animal meat, including improved cardiovascular and gut microbiome health8,11-13; and 9 
 10 
Whereas, numerous experts, including in a Journal of the American Medical Association piece, 11 
recommend further research into the health effects of plant-based meat consumption3,7,9,14-17; 12 
therefore be it 13 
 14 
RESOLVED, that our American Medical Association work with appropriate parties to support 15 
plant-based meat research funding. (Directive to Take Action)16 

 
Fiscal Note: Modest - between $1,000 - $5,000  
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RELEVANT AMA POLICY 
 
H-150.922 Reduction in Consumption of Processed Meats 
Our AMA supports: (1) reduction of processed meat consumption, especially for patients diagnosed or at 
risk for cardiovascular disease, type 2 diabetes, and cancer; (2) initiatives to reduce processed meats 
consumed in public schools, hospitals, food markets and restaurants while promoting healthy alternatives 
such as a whole foods and plant-based nutrition; (3) public awareness of the risks of processed meat 
consumption; and (4) educational programs for health care professionals on the risks of processed meat 
consumption and the benefits of healthy alternatives. [Res. 406, A-19] 
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Introduced by: Medical Student Section 
 
Subject: Fragrance Regulation 
 
Referred to: Reference Committee K 
 
 
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. 23 
the City of Detroit (2009) found that severe fragrance sensitivity can be an invisible disability, 24 
leading 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 

 
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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