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REPORT OF THE BOARD OF TRUSTEES

B of T Report 06-1-23

Subject: Universal Good Samaritan Statute
(Res. 214-1-22)
Presented by:  Willie Underwood, 111, MD, MSc, MPH, Chair

Referred to: Reference Committee B

At the 2022 Interim Meeting, the House of Delegates referred Resolution 214-1-22, sponsored by
the Georgia Delegation. Resolution 214-1-22 asks the American Medical Association (AMA) to: 1)
help protect patients in need of emergency care and protect physicians and other responders by
advocating for a national “universal” Good Samaritan Statute; and 2) advocate for the unification
of the disparate statutes by creation of a national standard via either federal legislation or through
policy directed by the Department of Health and Human Services to specify terms that would
protect rescuers from legal repercussion as long as the act by the rescuer meets the specified
universal minimal standard of conduct and the good faith requirement, regardless of the event
location; thus, effectively eliminating variations in the state statutes to facilitate the intent of the
Good Samaritan statutes removing barriers that could impede the prompt rendering of emergency
care.

The Reference Committee heard mixed testimony concerning Resolution 214, which noted that
more needs to be done to support strong protections of physicians responding as Good Samaritans,
regardless of location within the United States and regardless of the type of medical emergency
they are called upon to address. Testimony highlighted that our AMA already has policy that
promotes shielding physician Good Samaritans from liability while rendering treatment in response
to emergencies, the opioid overdose epidemic, and in-flight medical emergencies. However,
testimony also stated that our AMA should not create policy that would preempt existing state laws
that are more protective than that of a national minimum standard. For these reasons, the House of
Delegates (HOD) referred Resolution 214 for a report to be considered at the 2023 Interim
Meeting.

BACKGROUND
Origin of Good Samaritan Laws

All 50 states and the District of Columbia have a Good Samaritan law, in addition to federal laws
for specific circumstances.! However, the protection that Good Samaritan laws provide is not
unlimited and varies from state to state,? including who is protected (e.g., physicians, emergency
medical technicians, and other first responders) from liability and under what circumstances (e.g.,
rendering voluntary care). In general, these laws do not protect medical personnel from liability if
acting in the course of their usual profession.’

Good Samaritan laws provide liability protection against claims of “ordinary negligence.” Ordinary
negligence is the failure to act as a reasonably prudent person; that is, the failure to exercise such

© 2023 American Medical Association. All rights reserved.
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care as a reasonably acting person would ordinarily apply under the same or similar
circumstances.* These laws typically do not protect against “gross negligence” or willful actions.
Gross negligence is a conscious and voluntary disregard of the need to use reasonable care that is
likely to cause foreseeable grave injury or harm to persons, property, or both.’

Applicability of Good Samaritan Laws to Physicians

Good Samaritan laws apply to physicians (and other health care professionals) only when certain
conditions are met:

(1) There must exist no duty to treat (for this reason, Good Samaritan protection does not
typically apply to on-call physicians). Any physician with a pre-existing relationship with
the patient will generally not be considered a Good Samaritan.

(2) The physician or other health care provider providing aid cannot receive compensation for
their care.®

AMA POLICY

The AMA has several policies that have guided AMA advocacy in support of Good Samaritan
protections for physicians, including responding to the COVID-19 public health emergency and the
opioid overdose epidemic.’

AMA policy supports Good Samaritan protections for medical professionals responding to
emergencies as “bystander physicians” (Policy H-130.937, Delivery of Health Care by Good
Samaritans), and to medical professionals during in-flight medical emergencies (Policy H-45.997,
In-Flight Emergency Care). In addition, AMA policy supports protections for callers or witnesses
seeking medical help for overdose victims (Policy H-45.997, 911 Good Samaritan Laws). Thus,
while the AMA has strong policy supporting the protection of physicians acting as a Good
Samaritan in certain circumstances, and has advocated that Good Samaritan protections be
extended to health care professionals when volunteering during a federally declared disaster,® such
policy does not directly ask for the alignment and harmonization of disparate state laws into a
universal minimum standard of conduct.

AMA policy also reflects the concern that a federal or universal effort could undermine state
liability laws—see H-130.937, Delivery of Health Care by Good Samaritans, which states that,
“...3. Where there is no conflict with state or local jurisdiction protocol, policy, or regulation on
this topic, the AMA supports the following basic [Good Samaritan] guidelines to apply in those
instances where a bystander physician happens upon the scene of an emergency and desires to
assist and render medical assistance.” Also, AMA policy on national and federal medical liability
reform and protections is conditioned on not preempting effective or stronger state liability
protection laws—see H-435.978, Federal Medical Liability Reform, which states that, “... (3)
[AMA support] for any federal initiative incorporating provisions of this type [of liability reform]
would be expressly conditional. Under no circumstances would support for federal preemptive
legislation be extended or maintained if it would undermine effective tort reform provisions already
in place in the states or the ability of the states in the future to enact tort reform tailored to local
needs.”

DISCUSSION

The AMA has strong policy in support of general Good Samaritan liability protections, primarily at
the state level, as well as strong policy in support of medical liability reform. AMA policy in
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support of federal legislation, such as the Good Samaritan Health Professionals Act, is limited in
scope or applies to limited circumstances. In particular, the AMA has well established policy to
ensure that any federal liability law does not preempt effective state laws. In addition to the policies
mentioned above, this limitation is reflected in policies H-435.967, Report of the Special Task
Force and the Advisory Panel on Professional Liability, and H-435.964, Federal Preemption of
State Professional Liability Laws. These policies reflect the concerns raised during past HOD
deliberations on liability protections that there is the potential for unintended consequences in
creating federal standards, which may jeopardize more protective state laws, and that advocating
for federal standards or the unification of disparate state laws may not be uniformly supported by
all state and specialty Federation members.

As noted above, AMA policy on Good Samaritans is limited to certain circumstances that are
federal in nature—aviation (Policy H-45.997, In-Flight Emergency Care) and national
emergencies, such as the overdose epidemic (Policy D-95.977, 911 Good Samaritan Laws). The
AMA strongly supports the Good Samaritan Health Professionals Act (see footnote 8), which
protects health care professionals from liability exposure when volunteering during a federally
declared disaster and would help to ensure that needed medical volunteers are not turned away due
to confusion and uncertainty about the application of Good Samaritan laws. However, the bill
includes provisions to ensure that it would not preempt stronger state laws (“This section preempts
the laws of a State or any political subdivision of a State to the extent that such laws are
inconsistent with this section, unless such laws provide greater protection from liability.”?)

The Board agrees with the intent of the Resolution to help protect patients in need of emergency
care by protecting physicians and other first responders with a Good Samaritan statute. The Board
also agrees with the general concept of encouraging the development of effective Good Samaritan
protection standards. The Board is concerned, however, that advocating for a federal standard or
the unification of state Good Samaritan protections into a federal standard may jeopardize more
protective state laws and may not be uniformly supported by all state and specialty Federation
members. A more impactful approach would be to review current federal and state Good Samaritan
laws and develop a set of principles on the most effective protections that would encourage
physicians to render emergency care (as well as remove any barriers that impede the prompt
rendering of emergency care). This approach would demonstrate what uniform standards would
look like and could be used to assist states with less protective statutes to seek more protective
legislation based on the principles as well as provide guidance on where federal laws could apply
in the absence of a state law. Therefore, in lieu of adopting Resolution 214-1-22, the Board
recommends that AMA Policy H-130.937, Delivery of Health Care by Good Samaritans, be
amended by a new clause that directs the AMA to develop model principles on Good Samaritan
protections for physicians under state and federal laws that would encourage the prompt rendering
of emergency care.

Policy H-130.937, Delivery of Health Care by Good Samaritans

1. Our AMA will work with state medical societies to educate physicians about the Good
Samaritan laws in their states and the extent of liability immunity for physicians when they act as
Good Samaritans.

2. Our AMA encourages state medical societies in states without “Good Samaritan laws,” which
protect qualified medical personnel, to develop and support such legislation.

3. Where there is no conflict with state or local jurisdiction protocol, policy, or regulation on this
topic, the AMA supports the following basic guidelines to apply in those instances where a
bystander physician happens upon the scene of an emergency and desires to assist and render
medical assistance. For the purpose of this policy, “bystander physicians” shall refer to those
physicians rendering assistance voluntarily, in the absence of pre-existing patient-physician
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relationships, to those in need of medical assistance, in a service area in which the physician would
not ordinarily respond to requests for emergency assistance. (a) Bystander physicians should
recognize that prehospital EMS systems operate under the authority and direction of a licensed
EMS physician, who has both ultimate medical and legal responsibility for the system. (b) A
reasonable policy should be established whereby a bystander physician may assist in an emergency
situation, while working within area-wide EMS protocols. Since EMS providers (non-physicians)
are responsible for the patient, bystander physicians should work collaboratively, and not attempt
to wrest control of the situation from EMS providers. (c) It is the obligation of the bystander
physician to provide reasonable self-identification. (d) Where voice communication with the
medical oversight facility is available, and the EMS provider and the bystander physician are
collaborating to provide care on the scene, both should interact with the local medical oversight
authority, where practicable. (¢) Where voice communication is not available, the bystander
physician may sign appropriate documentation indicating that he/she will take responsibility for the
patient(s), including provision of care during transportation to a medical facility. Medical oversight
systems lacking voice communications capability should consider the addition of such
communication linkages to further strengthen their potential in this area. (f) The bystander
physician should avoid involvement in resuscitative measures that exceed his or her level of
training or experience. (g) Except in extraordinary circumstances or where requested by the EMS
providers, the bystander physician should refrain from providing medical oversight of EMS that
results in deviation from existing EMS protocols and standing orders.

4. Our AMA urges the International Civil Aviation Organization to make explicit recommendations
to its member countries for the enactment of regulations providing “Good Samaritan” relief for
those rendering emergency medical assistance aboard air carriers and in the immediate vicinity of
air carrier operations.

RECOMMENDATION

The Board of Trustees recommends that the following recommendation be adopted in lieu of
Resolution 214-1-22 and that the remainder of the report be filed.

That Policy H-130.937, Delivery of Health Care by Good Samaritans be amended by addition:
5. Our AMA will develop model principles on Good Samaritan protections for physicians

under state and federal laws that would encourage the prompt rendering of emergency care.
(Modify Current HOD Policy)

Fiscal Note: $10,000.

'Good Samaritan Laws, B. West and M. Varacallo National Institutes of Health National Library of
Medicine, National Center for Biotechnology Information, September 2022.

2Good Samaritan Law States [Updated March 2023], WorldPopulationReview.com; See also, What does the
law say to Good Samaritans?: A review of Good Samaritan statutes in 50 states and on US airlines, Stewart
PH, W.S. Agin WS and S.P. Douglas, 2013: cited in VeryWellHealth, R. Brouhard, September 2020,
https://www.verywellhealth.com/do-all-states-have-good-samaritan-laws-129883 6#citation-2.

3 See footnote 1, supra.

4 Ibid

5 Ibid

6 Ibid

7 See, (1) Statement of the American Medical Association to the Committee on Energy & Commerce
Subcommittee on Oversight and Investigations, United States House of Representatives, Re: “Combatting the
Opioid Abuse Epidemic: Professional and Academic Perspectives,” Presented by Patrice A. Harris, MD,
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MA, Secretary, Board of Trustees April 23, 2015, available at: https://searchlf.ama-
assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2Fopioid-
abuse-testimony-23april2015.pdf;

(2) Testimony of the American Medical Association before the U.S. House of Representatives Committee on
Energy and Commerce Subcommittee on Health, Re: Examining Legislative Proposals to Combat our
Nation's Drug Abuse Crisis, October 8, 2015, available at: https://searchlf.ama-
assn.org/letter/documentDownload?uri=%2 Funstructured%2Fbinary%?2Fletter%2FLETTERS%2Fopioid-
house-energy-commerce-testimony-080ct2015.pdf;

(3) Letter to Speaker Pelosi, Leader McConnell, Leader McCarthy, and Leader Schumer, March 19, 2020,
available at: https://searchlf.ama-
assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2020-3-
19-Letter-to-Congress-re-Financial-Assistance.pdf;,

(4) Letter to Representative Garner, February 7, 2016, available at: https://searchlf.ama-
assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2FAMA -
letter-supporting-MT-Naloxone-Bill-FINAL.pdf

(5) Strengthening partnerships to end the nation’s opioid crisis, National Governors Association Health and
Human Services Committee February 20, 2016 Statement for the record Patrice A. Harris, MD, MA Chair-
elect American Medical Association Board of Trustees, available at: https://searchlf.ama-
assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2Fharris-
statement-nga-feb2016.pdf;

(6) Letter to the Honorable Chris Christie, Chair, President’s Commission on Combating Drug Addiction and
the Opioid Crisis, Office of National Drug Control Policy, May 18, 2017, available at: https://searchlf.ama-
assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2017-5-
18-Letter-to-Christie-re-White-House-Commission-on-Opioids.pdf;,

(7) Letter to National Governors Association on State policies to preserve and expand the COVID-19
workforce by adopting civil immunity protections, April 20, 2020, available at: https://searchlf.ama-
assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2020-4-
20-Mc-Bride-Letter-to-NGA-FINAL.pdf.

8 Letters in support of the Good Samaritan Health Professionals Act: https://searchlf.ama-
assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2FGSHPA -
support-ltr-to-Ruiz-Bucshon-final-9-28-21.pdf; https://searchlf.ama-
assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2020-3-
19-Letter-to-Congress-re-Financial-Assistance.pdf; https://searchlf.ama-
assn.org/letter/documentDownload?uri=%2Funstructured%2Fbinary%2Fletter%2FLETTERS%2F2018-7-2-
Letter-to-Walden-Pallone-re-Good-Samaritan.pdf.

9 H.R. 2819, Good Samaritan Health Professionals Act of 2023, §224A.(c)(1).
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B of T Report 07-1-23

Subject: Obtaining Professional Recognition for Medical Service Professionals
(Res. 232-1-22)
Presented by:  Willie Underwood, 111, MD, MSc, MPH, Chair

Referred to: Reference Committee B

At the 2022 Interim Meeting, the House of Delegates (HOD) referred Resolution 232-1-22, sponsored by
the Organized Medical Staff Section. Resolution 232-1-22 asks the American Medical Association
(AMA) to collaborate with leadership of the National Association of Medical Staff Services’ Advocacy
and Government Relations teams to advocate to the U.S. Bureau of Labor Statistics (BLS) for obtaining a
unique standard occupational classification code during the next revision for medical service
professionals to maintain robust medical credentialing for patient safety.

Testimony regarding this resolution was generally positive, recognizing the support that medical service
professionals (MSPs) provide to medical staff by performing core functions such as credentialing. It was
noted that the work that MSPs perform helps make the credentialing process more efficient and less
administratively burdensome for physicians. Testimony further indicated that MSPs have previously been
denied a standard occupation classification by the BLS but are unsure of the reason for this denial.
Moreover, testimony expressed concerns that the resolution raised several questions that required further
information and consideration before determining what, if any, advocacy strategy might be most effective
in order to support MSPs and to achieve the goals of Resolution 232. This report focuses on the role of
MSPs, their pursuit of a Standard Occupational Classification from the BLS, and the propriety of AMA
support for these efforts.

BACKGROUND

A Standard Occupational Classification (SOC) is a system used to categorize and classify occupations
within an economy. It is a standardized numerical code that groups similar jobs together based on the
tasks, duties, and responsibilities performed by workers in those occupations. The SOC system is
typically used by government agencies, labor market analysts, and researchers to collect and analyze
occupational data for various purposes, such as workforce analysis, labor market information, and
statistical reporting. The SOC system helps provide consistency and comparability when discussing and
analyzing different occupations across various industries and sectors. It helps ensure that similar jobs are
grouped together and that there is a common language for describing and classifying occupations, which
is particularly important for statistical and policy-related purposes. The BLS is responsible for
maintaining the SOC system and revises the SOC Manual approximately every 10 years. During the
revision period, entities can petition to obtain a unique classification code for a profession. The revision
process takes approximately four years. The BLS last revised its SOC Manual in 2018. It is likely that the
BLS will announce the next revision process within the next few years.

Currently, there is no unique SOC for MSPs. The BLS instead categorizes MSPs as human resources

professionals. The National Association Medical Staff Services (NAMSS)—which is a membership
organization that includes medical staff and credentialing services professionals from medical group

© 2023 American Medical Association. All rights reserved.
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practices, hospitals, managed care organizations, and credentials verification organizations—petitioned
the BLS to obtain a unique SOC for MSPs during the last revision period, but their petition was denied.
NAMSS intends to submit a revised petition to the BLS and is seeking stakeholder support.

DISCUSSION

If there is a growing demand for a specific occupation, such as MSPs, it is possible that the BLS may
consider creating a specific SOC to better capture and categorize the role of MSPs. The decision to
establish a new SOC code or include an occupation within an existing code ultimately depends on various
factors, including the demand for data, industry recognition, and the BLS’ assessment of the occupation’s
uniqueness and significance in the labor market.

As mentioned above, BLS does not currently have an SOC for MSPs as a distinct category. Instead, BLS
provides SOC codes for various specific occupations within the health care industry. Some of the
occupations that may encompass roles related to MSPs include medical records and human information
technicians, medical secretaries and administrative assistants, medical transcriptionists, and billing and
posting clerks. MSPs, however, perform more specialized duties. For example, the Centers for Medicare
& Medicaid Services (CMS) requirements to onboard medical staff members are distinct from other
hospital employees because of the direct effects on patient safety. CMS sets rigorous standards for
medical staff that MSPs oversee to minimize patient and hospital risks. Credentialing and privileging
physicians and other clinicians require MSPs’ unique skillset to ensure compliance with policies and
procedures that are not required of human resources personnel. The following chart (provided by
NAMSS) lists some of the differences between MSPs and human resources personnel.

MSPs HR Personnel
Supports Medical Staff Services Office Members Supports Hospital Employees
e Exclusively serves the Medical Staff, a self- e Posts and fills open employee positions.
governing body separate from HR. e Oversees payroll, I-9 verification, tax
e Does not participate in hiring processes. information, employment rules, compensation,
e Focuses on practitioners, who are often and benefits.
contracted, not employed. e Manages private personnel information and
e Enrolls practitioners in payer networks, provides employee-related issues. Enforces federal and
documentation to treat patients, and tracks state employment laws.
approvals for claims reimbursement. e Focuses on organizational employee policies.
e Provides Medical Staff leadership support (e.g., | ® Counsels employees.
meeting, financial, election, committee, e Ensures facility safety, security, and
credentialing-software management). compliance.
e Manages development of bylaws, process and | ¢ Implements and facilitates employee
procedures, federal/state/organizational rules professional-growth programs.
and regulations, privileging forms, peer review,
and fair hearings/appeals.
Responsibilities: Staffing, employee support,
Responsibilities: Primary-source verification, employee policies, compensation/benefits, retention,
credentialing, privileging, provider enrollment, safety/security, training/development, legal and
continuous practitioner monitoring, reappointment, worker protection.
committee management, CME coordination,
accreditation/regulatory compliance, Medical Staff
governance, and National Provider Data Bank
reports.
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Credentials and Privileges

Recruits, Hires, Onboards

Credentials and privileges practitioners that HR

hires.

Obtains and primary-source verifies practitioner

education, training, affiliation history,
malpractice claims, peer references,
certifications, licensure, DEA registration,
federal/state sanctions.

Develops and oversees employed-staff
structure, posts job descriptions, recruits,
matches candidates with positions, develops
benefits packages, onboards employees.
Reviews self-reported applicant data.

Does not assess clinical competencies.

Continuously Evaluates Performance

Oversees Staffing and Working Conditions

Continuously monitors medical staff.

Uses understanding of medical procedures to
match qualifications with privileges.
Reappoints practitioners every 2-3 years
through vigorous recredentialing process.

Focuses on staffing, interpersonal relations,
and workplace conditions.

Oversees growth and retention initiatives.
Does not review Medical Staff members
quality performance.

Medical Staff Compliance Experts

Employment Law Experts

Experts in bylaws, policies, and procedures,
regulatory standards related to practitioners.
Ensures compliance with, and awareness of,
accrediting-body standards; federal and state

Abides by labor laws, regulations relating to
employment, and HR-specific accreditation
regulations.

Reports and maintains federal employment

regulatory standards. information.
Credentials Credentials
e Certified Provider Credentialing Specialist e Certified in Healthcare Human Resources
(CPCS) (CHHR)
e Certified Professional Medical Services e Certified Professional in Healthcare Risk
Management (CPMSM) Management (CPHRM)

AMA POLICY

AMA policy supports the compilation of accurate data on all components of physician practice costs and
the changes in such costs over time, as the basis for informed and effective advocacy (Policy H-400.966,
Medicare Payment Schedule Conversion Factor). The same policy supports the AMA working
aggressively with CMS, BLS, and other appropriate federal agencies to improve the accuracy of such
indices of market activity as the Medicare Economic Index and the medical component of the Consumer
Price Index.

AMA policy also supports workforce planning efforts, done by the AMA or others, that utilize data on all
aspects of the health care system, including projected demographics of the number and roles of other
health professionals in providing care (Policy H-200.955, Revisions to AMA Policy on the Physician
Workforce). The same policy supports the integral involvement of the medical profession in any
workforce planning efforts sponsored by federal or state governments, or by the private sector.

CONCLUSION

Based on the discussion above, the Board believes that the duties performed by MSPs are more unique
than what can be captured under SOCs for human resources. Also, AMA policy generally aligns with
NAMSS’ initiative to obtain a SOC for MSPs during the next revision of the BLS SOC Manual. While
the Board recommends support for a SOC for MSPs, the AMA’s active advocacy resources and efforts
should remain focused on the AMA Recovery Plan for America’s Physicians. Therefore, the Board
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recommends that an Alternate Resolution 232-1-22 be adopted that would establish policy in support of an
SOC for MSPs in lieu of an active collaboration with the leadership of NAMSS.

RECOMMENDATION

The Board of Trustees recommends that Alternate Resolution 232-1-22 be adopted to read as follows, and
the remainder of the report be filed:

RESOLVED, That our American Medical Association support a unique standard occupational

classification from the U.S. Bureau of Labor Statistics for medical services professionals. (New HOD
Policy)

Fiscal Note: Less than $500.
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AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES

Resolution: 201
(1-23)

Introduced by: American Association for Geriatric Psychiatry, American Academy of
Addiction Psychiatry, American Academy of Child and Adolescent Psychiatry,
American Academy of Psychiatry and the Law, American Psychiatric
Association

Subject: Opposition to the Restriction and Criminalization of Appropriate Use of
Psychotropics in Long Term Care

Referred to: Reference Committee B

Whereas, major neurocognitive disorders, including Alzheimer’s disease and other dementias,
have become increasingly common as our population is aging; and

Whereas, behavioral and psychological symptoms of dementia are behavioral changes (i.e.
paranoia, delusions, auditory/visual hallucinations, physical and verbal aggression) that impact
the majority of patients with major neurocognitive disorders and are typically treated with a
combination of medications (i.e., antidepressants and antipsychotic medications) and behavioral
interventions; and

Whereas, despite the 2007 FDA warning advising increased risk of death in older adults with
dementia taking antipsychotics, these medications are still used following discussion of the risks
and benefits as supported by the American Psychiatric Association clinical practice guidelines
(2020) which noted: “Aggression, agitation, and psychosis are highly prevalent in patients with
Major Neurocognitive Disorder and cause great suffering. Their presence is associated with a
worse prognosis. While non-pharmacological approaches are generally recommended as first-
line treatments, they are often ineffective in the treatment of aggression, agitation and
psychosis, and the judicious use of antipsychotic medications may be appropriate”!; and

Whereas, the Centers for Medicaid and Medicare Services (CMS) initiated a 2012 policy
reducing all psychotropic treatments with a focus on antipsychotic medications? and

imposing strict penalties for antipsychotic use without a diagnosis of schizophrenia, Tourette’s,
or Huntington’s disease®. As a result of this policy, psychiatrists report medically

inappropriate tapers and discontinuation of long-term stable antipsychotic regimens often
leading to behavioral decompensation, unanticipated nursing home discharge to community
hospitals where the patient is boarded for weeks to months before a new placement is
identified; and

Whereas, despite efforts since 2013 to encourage CMS measure adjustment and in light of the
2021 OIG report highlighting measure deficiencies*, CMS has not agreed to policy

changes that would differentiate appropriate and inappropriate antipsychotic prescribing based
on accepted clinical guidelines; and

Whereas, state legislatures have taken up the mantle of this overly restrictive CMS policy by
proposing laws® that further incentivize nursing homes to discriminate against people living
with mental iliness by promoting reduced access to psychotropics and criminalizing potential
errors in the medical record documentation specific to the use of psychotropics; and
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Page 2 of 3

Whereas, our AMA has established substantial policy on the importance of the patient-physician
relationship in clinical decision-making being free from legislative interference and
criminalization as outlined in AMA Policies H-160.954, H-160.946, H160.999, and H-80.992, yet
the specific wording only references federal efforts, where broader language would allow our
advocacy teams more flexibility when relevant state issues occur; therefore be it

RESOLVED, that our American Medical Association work with key partners to advocate that
CMS revise the existing measure for psychotropic prescribing in nursing homes to ensure
nursing home residents have access to all medically appropriate care (Directive to Take Action);
and be it further

RESOLVED, that our AMA amend policy H-160.954 by insertion as follows: (1) Our AMA
continues to take all reasonable and necessary steps to ensure that errors in medical decision-
making and medical records documentation, exercised in good faith, do not become a violation
of criminal law. (2) Henceforth our AMA opposes any future legislation which gives the federal,
state, and local government the responsibility to define appropriate medical practice and
regulate such practice through the use of criminal penalties. (Modify Current HOD Policy)

Fiscal Note: Minimal - less than $1,000

Received: 9/25/2023
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RELEVANT AMA POLICY

Criminalization of Medical Judgment H-160.954

(1) Our AMA continues to take all reasonable and necessary steps to ensure that errors in

medical decision-making and medical records documentation, exercised in good faith, do

not become a violation of criminal law. (2) Henceforth our AMA opposes any future

legislation which gives the federal government the responsibility to define appropriate

medical practice and regulate such practice through the use of criminal penalties. [Sub. Res. 223, [-93;
Reaffirmed: Res. 227, 1-98; Reaffirmed: Res. 237, A-99; Reaffirmed and Appended: Sub. Res. 215, 1-99;
Reaffirmation A-09; Reaffirmed: CEJA Rep. 8, A-09; Reaffirmation: I-12Modified: Sub. Res. 716, A-13;
Reaffirmed in lieu of Res. 605, I-13; Reaffirmed: Res. 250, A-22; Reaffirmed: Res. 252, A-22]

The Criminalization of Health Care Decision Making H-160.946

The AMA opposes the attempted criminalization of health care decision-making especially as
represented by the current trend toward criminalization of malpractice; it interferes with
appropriate decision making and is a disservice to the American public; and will develop model
state legislation properly defining criminal conduct and prohibiting the criminalization of health
care decision-making, including cases involving allegations of medical malpractice, and
implement an appropriate action plan for all components of the Federation to educate opinion
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leaders, elected officials and the media regarding the detrimental effects on health care

resulting from the criminalization of health care decision-making. [Sub. Res. 202, A-95; Reaffirmed: Res.
227, 1-98; Reaffirmed: BOT Rep. 2, A-07; Reaffirmation A-09; Reaffirmation: I-12; Reaffirmed: BOT Rep.
9, A-22; Reaffirmed: Res. 250, A-22; Reaffirmed: Res. 252, A-22; Reaffirmed: Res. 224, |-22]

Opposition to Criminalizing Health Care Decisions D-160.999

Our AMA will educate physicians regarding the continuing threat posed by the criminalization of
healthcare decision-making and the existence of our model legislation “An Act to Prohibit the
Criminalization of Healthcare Decision-Making.” [Res. 228, 1-98; Reaffirmed: BOT Rep. 5, A-08;
Reaffirmation: I-12; Reaffirmed: BOT Rep. 9, A-22]

Report Regarding the Criminalization of Providing Medical Care H-80.992

Our American Medical Association will study the changing environment in which some medical
practices have been criminalized including: the degree to which such criminalization is based or
not based upon valid scientific findings, the degree to which this is altering the actual practice of
medicine due to physician concerns and personal risk assessment, and the degree to which
hospitals and health care systems are responding to this rapidly changing environment, with
report back to the HOD no later than the November 2023 Interim meeting. [Res. 015, A-23]

Appropriate Use of Antipsychotic Medications in Nursing Home Patients D-120.951

Our AMA will: (1) meet with the Centers for Medicare &amp; Medicaid Services (CMS) for a
determination that acknowledges that antipsychotics can be an appropriate treatment for
dementia-related psychosis if non-pharmacologic approaches have failed and will ask CMS

to cease and desist in issuing citations or financial penalties for medically necessary and
appropriate use of antipsychotics for the treatment of dementia-related psychosis; and (2)

ask CMS to discontinue the use of antipsychotic medication as a factor contributing to the
Nursing Home Compare rankings, unless the data utilized is limited to medically

inappropriate administration of these medications. [Res. 523, A-12; Appended: Res. 708, A-19]

Long-Term Care Prescribing of Atypical Antipsychotic Medications H-25.989

Our AMA: (1) will collaborate with appropriate national medical specialty societies to create
educational tools and programs to promote the broad and appropriate implementation of
non-pharmacological techniques to manage behavioral and psychological symptoms of
dementia in nursing home residents and the cautious use of medications; (2) supports
efforts to provide additional research on other medications and non-drug alternatives to
address behavioral problems and other issues with patients with dementia; and (3) opposes
the proposed requirement that physicians who prescribe medications with “black box
warnings on an off-label basis certify in writing that the drug meets the minimum criteria for
coverage and reimbursement by virtue of being listed in at least one of the authorized drug
compendia used by Medicare.” [Res. 819, I-11; Reaffirmed: CMS Rep. 1, A-21]
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Resolution: 202
(1-23)

Introduced by: Medical Student Section
Subject: Protecting the Health of Patients Incarcerated in For-Profit Prisons

Referred to: Reference Committee B

Whereas, the federal government and 26 states currently contract with for-profit prisons owned
by private third-party companies, with the population incarcerated in for-profit prisons
disproportionately rising at least 5 to 10 times faster than the overall incarcerated population
from 2000 to 2016"3; and

Whereas, contracts with for-profit prisons raise ethical concerns, since facilities profit from larger
incarcerated populations and longer sentences’#; and

Whereas, for-profit prisons maximize profits by cutting funding for payment, training, and
retention of staff, resulting in inexperienced personnel with high turnover and increased risk to
the safety and quality of life of incarcerated individuals®'®; and

Whereas, for-profit prisons spend under 10% of their funds on healthcare compared to 15% in
public prisons, offer less access to mental health, addiction, and HIV care, and demonstrate
greater rates of delayed interventions for serious mental illness, denial or delay of medically
necessary hospitalization, inappropriate use of non-physicians, overcrowding, assaults, injuries
due to riots, use of force and solitary confinement, and due process violations’'"; and

Whereas, while public prisons are obligated to release data on operations, safety conditions,
healthcare use, and parole and probation services and can be held publicly accountable, for-
profit prisons are not subject to this level of oversight'®'>4; and

Whereas, in 2021, the Biden-Harris Administration announced that they would not renew federal
contracts with for-profit prisons, but these corporations continue to contract with counties who in
turn contract with the federal government for criminal and immigration detention'"¢; and

Whereas, California, Nevada, New York, lllinois, and Washington state all ban or limit state use
of for-profit prisons, and 22 states do not use for-profit prisons at all'’-'8; therefore be it

RESOLVED, that our American Medical Association advocate against the use of for-profit
prisons (Directive to Take Action); and be it further

RESOLVED, that our AMA advocate for for-profit prisons, public prisons with privatized medical
services, and detention centers to be held to the same standards as prisons with public medical
services, especially with respect to oversight, reporting of health-related outcomes, and quality
of healthcare. (Directive to Take Action)

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

Received: 09/11/2023
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RELEVANT AMA POLICY

H-430.986 Health Care While Incarcerated

1. Our AMA advocates for adequate payment to health care providers, including primary care and mental
health, and addiction treatment professionals, to encourage improved access to comprehensive physical
and behavioral health care services to juveniles and adults throughout the incarceration process from
intake to re-entry into the community.

2. Our AMA advocates and requires a smooth transition including partnerships and information sharing
between correctional systems, community health systems and state insurance programs to provide
access to a continuum of health care services for juveniles and adults in the correctional system,
including correctional settings having sufficient resources to assist incarcerated persons’ timely access to
mental health, drug and residential rehabilitation facilities upon release.

3. Our AMA encourages state Medicaid agencies to accept and process Medicaid applications from
juveniles and adults who are incarcerated.

4. Our AMA encourages state Medicaid agencies to work with their local departments of corrections,
prisons, and jails to assist incarcerated juveniles and adults who may not have been enrolled in Medicaid
at the time of their incarceration to apply and receive an eligibility determination for Medicaid.

5. Our AMA advocates for states to suspend rather than terminate Medicaid eligibility of juveniles and
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adults upon intake into the criminal legal system and throughout the incarceration process, and to
reinstate coverage when the individual transitions back into the community.

6. Our AMA advocates for Congress to repeal the “inmate exclusion” of the 1965 Social Security Act that
bars the use of federal Medicaid matching funds from covering healthcare services in jails and prisons.
7.0ur AMA advocates for Congress and the Centers for Medicare & Medicaid Services (CMS) to revise
the Medicare statute and rescind related regulations that prevent payment for medical care furnished to a
Medicare beneficiary who is incarcerated or in custody at the time the services are delivered.

8. Our AMA advocates for necessary programs and staff training to address the distinctive health care
needs of women and adolescent females who are incarcerated, including gynecological care and
obstetrics care for individuals who are pregnant or postpartum.

9. Our AMA will collaborate with state medical societies, relevant medical specialty societies, and federal
regulators to emphasize the importance of hygiene and health literacy information sessions, as well as
information sessions on the science of addiction, evidence-based addiction treatment including
medications, and related stigma reduction, for both individuals who are incarcerated and staff in
correctional facilities.

10. Our AMA supports: (a) linkage of those incarcerated to community clinics upon release in order to
accelerate access to comprehensive health care, including mental health and substance use disorder
services, and improve health outcomes among this vulnerable patient population, as well as adequate
funding; (b) the collaboration of correctional health workers and community health care providers for
those transitioning from a correctional institution to the community; (c) the provision of longitudinal care
from state supported social workers, to perform foundational check-ins that not only assess mental health
but also develop lifestyle plans with newly released people; and (d) collaboration with community-based
organizations and integrated models of care that support formerly incarcerated people with regard to their
health care, safety, and social determinant of health needs, including employment, education, and
housing.

11. Our AMA advocates for the continuation of federal funding for health insurance benefits, including
Medicaid, Medicare, and the Children’s Health Insurance Program, for otherwise eligible individuals in
pre-trial detention.

12. Our AMA advocates for the prohibition of the use of co-payments to access healthcare services in
correctional facilities.

13. Our AMA encourages the following qualifications for the Director and Assistant Director of the Health
Services Division within the Federal Bureau of Prisons: (a) MD or DO, or an international equivalent
degree with at least five years of clinical experience at a Bureau of Prisons medical facility or a
community clinical setting; (b) knowledge of health disparities among Black, American Indian and Alaska
Native, and people of color, including the pathophysiological basis of the disease process and the social
determinants of health that affect disparities; (c) knowledge of the health disparities among individuals
who are involved with the criminal justice system.

14. Our AMA will collaborate with interested parties to promote the highest quality of health care and
oversight for those who are involved in the criminal justice system by advocating for health administrators
and executive staff to possess credentials and experience comparable to individuals in the community in
similar professional roles. [CMS Rep. 02, I-16; Appended: Res. 417, A-19; Appended: Res. 420, A-19;
Modified: Res. 216, 1-19; Modified: Res. 503, A-21; Reaffirmed: Res. 229, A-21; Modified: Res. 127, A-22;
Appended: Res. 244, A-23; Appended: Res. 429, A-23]

H-430.997 Standards of Care for Inmates of Correctional Facilities

Our AMA believes that correctional and detention facilities should provide medical, psychiatric, and
substance use disorder care that meets prevailing community standards, including appropriate referrals
for ongoing care upon release from the correctional facility in order to prevent recidivism. [Res. 60, A-84;
Reaffirmed by CLRPD Rep. 3 - I-94; Amended: Res. 416, 1-99; Reaffirmed: CEJA Rep. 8, A-09;
Reaffirmation I-09 Modified in lieu of Res. 502, A-12; Reaffirmation: I-12; Modified: CSAPH Rep. 1, A-22]

D-350.983 Improving Medical Care in Inmigrant Detention Centers

Our AMA will: (1) issue a public statement urging U.S. Immigrations and Customs Enforcement Office of
Detention Oversight to (a) revise its medical standards governing the conditions of confinement at
detention facilities to meet those set by the National Commission on Correctional Health Care, (b) take
necessary steps to achieve full compliance with these standards, and (c) track complaints related to
substandard healthcare quality; (2) recommend the U.S. Immigrations and Customs Enforcement refrain
from partnerships with private institutions whose facilities do not meet the standards of medical, mental,
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and dental care as guided by the National Commission on Correctional Health Care; and (3) advocate for
access to health care for individuals in immigration detention. [Res. 017, A-17]
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AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES
Resolution: 203
(1-23)
Introduced by: Medical Student Section
Subject: Anti-Discrimination Protections for Housing Vouchers

Referred to: Reference Committee B

Whereas, adequate, safe, and affordable housing is an important social determinant of health,
yet studies on subsidized housing and health are limited in number and scope’; and

Whereas, individuals in need of federal housing assistance and subsidized housing may bear a
greater burden of mental and physical iliness, physical violence and economic hardship than the
general population'? and

Whereas, the US Department of Health and Human Services and Housing Urban Development
(HUD) entered into a partnership in 2021 to expand affordable housing access, along with
services that address social determinants of health among vulnerable populations®; and

Whereas, the federal housing choice voucher program, commonly referred to as “Section 8” is a
federal housing program for tenants experiencing economic and related hardships?#; and

Whereas, 2 in 3 voucher households are not protected by anti-discrimination laws at the local,
state, or federal level, allowing for landlords to discriminate against and refuse the use of the
Section 8 vouchers by prospective tenants®; and

Whereas, over two-thirds of HUD beneficiaries (Section 8 or related program) are racial and
ethnic minorities, with 45% identifying as Black or African American’; and

Whereas, racial and ethnic minorities are less likely to be homeowners due to disparate
intergenerational wealth compared to the non-Hispanic white population®?®; and

Whereas, our American Medical Association recognizes that generational wealth gaps
experienced by Black or African American, American Indian or Alaska Native, and Hispanic
families are a consequence of structural racism and a barrier to achieving racial health equity
(D-60.965); and

Whereas, families’ length of stay in the Section 8 Housing Choice Voucher program is
increasing and rate of success in finding suitable low-income housing to utilize the voucher has
been decreasing since the 1980s, both largely due to rising housing costs, stagnant incomes,
and insufficient federal funding10; and

Whereas, the increasing wait times in Section 8 reinforce existing housing insecurity and
homelessness that track among disparities in race, especially in the difficulty of finding and
maintaining employment, and increasing childhood adverse events, leading to cognitive and
mental health problems, respiratory diseases, accidental and intentional injuries, and diminished
educational outcomes'"; therefore be it
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RESOLVED, that our American Medical Association support local, state, and federal policies
requiring landlords to accept Section 8 and related housing vouchers as valid sources of
individual and family income (New HOD Policy); and be it further

RESOLVED, that our AMA support local, state, and federal policies preventing landlords from
discriminating against individuals and families who utilize public assistance. (New HOD Policy)

Fiscal Note: Minimal — less than $1,000

Received: 09/11/2023

REFERENCES

1. Pomeroy ML, Johnson E, Weinstein AA. Subsidized Housing and Health: An Exploratory Study Examining Resident
Perspectives on Community Health and Access to Care. J Health Care Poor Underserved. 2021;32(3):1415-1432.
doi:10.1353/hpu.2021.0141

2. Jayasundara DS, Legerski EM, Danis FS, Ruddell R. Oil Development and Intimate Partner Violence: Implementation of
Section 8 Housing Policies in the Bakken Region of North Dakota and Montana. J Interpers Violence. 2018;33(21):3388-3416.
doi:10.1177/0886260518798359

3. HHS and HUD announce expanded partnership, new housing and services resource center. Published December 8, 2021.
Accessed September 22, 2022. https://www.hud.gov/press/press_releases_media_advisories/hud_no_21_201

4. Housing Choice Vouchers Fact Sheet. U.S. Department of Housing and Urban Development. Accessed September 22, 2022.
https://www.hud.gov/topics/housing_choice_voucher_program_section_8

5. Bell, A., Sard, B., Koepnick, B. Prohibiting Discrimination Against Renters Using Housing Vouchers Improves Results. Center
on Budget and Policy Priorities. Last Updated December 20, 2018. Accessed September 22, 2022.
https://www.cbpp.org/research/housing/prohibiting-discrimination-against-renters-using-housing-vouchers-improves-results

6. Ellen, I., O'Regan, K., Harwood, K. Advancing Choice in the Housing Choice Voucher Program: Source of Income Protections
and Locational Outcomes. Housing Policy Debate. 2022. DOI: 10.1080/10511482.2022.2089196

7. Public Housing Statistics. iProperty Management. Last Updated May 9, 2022. Accessed September 22, 2022.
https://ipropertymanagement.com/research/public-housing-statistics

8. Fenton, R. Unaffordable housing: cost-burdened housing estimates for South Carolina's minority population. South Carolina
State Library. Published August 9, 2022. Accessed September 22, 2022. https://dc.statelibrary.sc.gov/handle/10827/45438

9. Eldemire, A., Luchtenberg, K., Wynter, M. Does Homeownership Reduce Wealth Disparities for Low-Income and Minority
Households? The Review of Corporate Finance Studies. Volume 11, Issue 3. August 2022: Pages 465-510,
https://doi.org/10.1093/rcfs/cfac016

10. Section 8 Family Data. Section 8 Information. Published March 24, 2020. Accessed August 28, 2022. https://section8-
information.org/section-8-statistics/

11. Acosta S, Gartland E. Families Wait Years for Housing Vouchers Due to Inadequate Funding. Center on Budget and Policy
Priorities. https://www.cbpp.org/research/housing/families-wait-years-for-housing-vouchers-due-to-inadequate-funding.
Published July 22, 2021. Accessed September 18, 2022.

RELEVANT AMA POLICY

H-350.953 Racial Housing Segregation as a Determinant of Health and Public Access to
Geographic Information Systems (GIS) Data

Our AMA will: (1) oppose policies that enable racial housing segregation; and (2) advocate for continued
federal funding of publicly-accessible geospatial data on community racial and economic disparities and
disparities in access to affordable housing, employment, education, and healthcare, including but not
limited to the Department of Housing and Urban Development (HUD) Affirmatively Furthering Fair
Housing (AFFH) tool. [Res. 405, A-18]

H-160.903 Eradicating Homelessness

Our AMA:

(1) supports improving the health outcomes and decreasing the health care costs of treating the
chronically homeless through clinically proven, high quality, and cost effective approaches which
recognize the positive impact of stable and affordable housing coupled with social services;

(2) recognizes that stable, affordable housing as a first priority, without mandated therapy or services
compliance, is effective in improving housing stability and quality of life among individuals who are
chronically-homeless;

(3) recognizes adaptive strategies based on regional variations, community characteristics and state and
local resources are necessary to address this societal problem on a long-term basis;

(4) recognizes the need for an effective, evidence-based national plan to eradicate homelessness;
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(5) encourages the National Health Care for the Homeless Council to study the funding, implementation,
and standardized evaluation of Medical Respite Care for homeless persons;

(6) will partner with relevant stakeholders to educate physicians about the unique healthcare and social
needs of homeless patients and the importance of holistic, cost-effective, evidence-based discharge
planning, and physicians’ role therein, in addressing these needs;

(7) encourages the development of holistic, cost-effective, evidence-based discharge plans for homeless
patients who present to the emergency department but are not admitted to the hospital;

(8) encourages the collaborative efforts of communities, physicians, hospitals, health systems, insurers,
social service organizations, government, and other stakeholders to develop comprehensive
homelessness policies and plans that address the healthcare and social needs of homeless patients;

(9) (a) supports laws protecting the civil and human rights of individuals experiencing homelessness, and
(b) opposes laws and policies that criminalize individuals experiencing homelessness for carrying out life-
sustaining activities conducted in public spaces that would otherwise be considered non-criminal activity
(i.e., eating, sitting, or sleeping) when there is no alternative private space available; and

(10) recognizes that stable, affordable housing is essential to the health of individuals, families, and
communities, and supports policies that preserve and expand affordable housing across all
neighborhoods. [Res. 401, A-15, Appended: Res. 416, A-18, Modified: BOT Rep. 11, A-18, Appended:
BOT Rep. 16, A-19, Appended: BOT Rep. 28, A-19]



OCONOOOPAWN-=-

AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES

Resolution: 204
(1-23)
Introduced by: Medical Student Section
Subject: Improving PrEP & PEP Access

Referred to: Reference Committee B

Whereas, pre-exposure prophylaxis (PrEP) and post-exposure prophylaxis (PEP) are
antiretroviral treatments that prevent human immunodeficiency virus (HIV) infection in high-risk
populations’; and

Whereas, the Centers for Disease Control and Prevention (CDC) recommends PrEP for: (1)
people without HIV who have had anal or vaginal sex in the past six months without a condom,
with an STI history in that period, or with a partner with HIV, and (2) for people without HIV who
use injection drugs with a partner with HIV or who share injection equipment’; and

Whereas, the CDC recommends PEP for people without HIV or with unknown HIV status with
possible HIV exposure in the past 72 hours?; and

Whereas, HIV disproportionately affects men who have sex with men (MSM) and minoritized
racial and ethnic groups, especially Black and Latine communities®*; and

Whereas, under 25% of patients who meet PrEP criteria actually take PrEP, with
disproportionate inequities among Black and Latine patients®®; and

Whereas, 52% of new HIV diagnoses occur in Southern states, but only 27% of PrEP users
reside in these states®; and

Whereas, various state laws increase PrEP and PEP access by creating collaborative practice
agreements between physicians and pharmacists, allowing patients to seek prophylaxis at
community pharmacies while being monitored by physicians®’-'#; and

Whereas, a systematic review found that allowing patients to seek prophylaxis at pharmacies
can result in found that 74-96% of patients filling a prescription within a week of evaluation, and
multiple other studies demonstrate increased access for patients who may otherwise forgo PrEP
due to logistical, financial, or travel barriers finding a clinic for initial HIV evaluation'23; and

Whereas, AMA Policy H-95.932 already supports the use of collaborative practice agreements
with pharmacists for naloxone; and

Whereas, as multiple states are considering laws to increase access to PrEP and PEP at
pharmacies, our AMA should take a position on this issue to bolster advocacy?*25; therefore be
it
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RESOLVED, that our American Medical Association support efforts to increase access to HIV
pre-exposure prophylaxis (PrEP) and post-exposure prophylaxis (PEP) through the
establishment of collaborative practice agreements with physicians. (New HOD Policy)

Fiscal Note: Minimal — less than $1,000

Received: 09/19/2023
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RELEVANT AMA POLICY

H-95.932 Increasing Availability of Naloxone and Other Safe and Effective Overdose Reversal
Medications

1. Our AMA supports legislative, regulatory, and national advocacy efforts to increase access to
affordable naloxone and other safe and effective overdose reversal medications, including but not limited
to collaborative practice agreements with pharmacists and standing orders for pharmacies and, where
permitted by law, community-based organizations, law enforcement agencies, correctional settings,
schools, and other locations that do not restrict the route of administration for naloxone and other safe
and effective overdose reversal medications delivery.

2. Our AMA supports efforts that enable law enforcement agencies to carry and administer naloxone and
other safe and effective overdose reversal medications .

3. Our AMA encourages physicians to co-prescribe naloxone and other safe and effective overdose
reversal medications to patients at risk of overdose and, where permitted by law, to the friends and family
members of such patients.

4. Our AMA encourages private and public payers to include all forms of naloxone and other safe and
effective overdose reversal medications on their preferred drug lists and formularies with minimal or no
cost sharing.

5. Our AMA supports liability protections for physicians and other healthcare professionals and others
who are authorized to prescribe, dispense and/or administer naloxone and other safe and effective
overdose reversal medications pursuant to state law.

6. Our AMA supports efforts to encourage individuals who are authorized to administer naloxone and
other safe and effective overdose reversal medications to receive appropriate education to enable them
to do so effectively.

7. Our AMA encourages manufacturers or other qualified sponsors to pursue the application process for
over the counter approval of naloxone and other safe and effective overdose reversal medications with
the Food and Drug Administration.

8. Our AMA supports the widespread implementation of easily accessible naloxone and other safe and
effective overdose reversal medications rescue stations (public availability of naloxone and other safe and
effective overdose reversal medications through wall-mounted display/storage units that also include
instructions) throughout the country following distribution and legislative edicts similar to those for
Automated External Defibrillators.

9. Our AMA supports the legal access to and use of naloxone and other safe and effective overdose
reversal medications in all public spaces regardless of whether the individual holds a prescription.

10. Our AMA supports efforts to increase the availability, delivery, possession and use of mail-order
overdose reversal medications, including naloxone, to help prevent opioid-related overdose, especially in
vulnerable populations, including but not limited to underserved communities and American Indian
reservation populations. [BOT Rep. 22, A-16; Modified: Res. 231, A-17; Modified: Speakers Rep. 01, A-
17; Appended: Res. 909, I-17; Reaffirmed: BOT Rep. 17, A-18; Modified: Res. 524, A-19; Reaffirmed:
BOT 09, I-19; Reaffirmed: Res. 219, A-21; Modified: Res. 505, A-23]

H-20.895 Pre-Exposure Prophylaxis (PrEP) for HIV

1. Our AMA will educate physicians, physicians-in-training, and the public about the effective use of pre-
exposure prophylaxis for HIV and the US PrEP Clinical Practice Guidelines.

2. Our AMA supports the coverage of all approved PrEP regimens in all clinically appropriate
circumstances.

3. Our AMA supports the removal of insurance barriers for all approved PrEP regimens, such as prior
authorization, mandatory consultation with an infectious disease specialist, and other barriers that are not
clinically relevant.

4. Our AMA advocates that individuals not be denied any insurance on the basis of PrEP use.

5. Our AMA encourages the discussion of and education about PrEP during routine sexual health
counseling. [Res. 106, A-16; Modified: Res. 916, I-16; Appended: Res. 101, A-17; Modified: Res. 933, I-
22]
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AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES

Resolution: 205
(1-23)
Introduced by: Oklahoma
Subject: Cannabis Product Safety

Referred to: Reference Committee B

Whereas, physicians prioritize patient safety, and the American Medical Association
Code of Medical Ethics underscores its commitment "to promote the art of medicine and
the betterment of public health"; and

Whereas, there are many legal implications due to the passage of state cannabis laws
and the associated regulations; and

Whereas, current AMA policy, Cannabis Legalization for Medicinal Use, D-95.969 states:
Our AMA (3) will develop model legislation requiring the following warning on all
cannabis products not approved by the U.S. Food and Drug Administration: "Marijuana
has a high potential for abuse. This product has not been approved by the Food and
Drug Administration for preventing or treating any disease process."; and

Whereas, existing AMA policy, Cannabis Legalization for Adult Use (commonly referred
to as recreational use), H-95.924 and Cannabis Warnings for Pregnant and
Breastfeeding Women, H-95.936, do not contain any such call for model legislation; and

Whereas, as the legalization of both medicinal and recreational cannabis use spreads
across the country, it becomes increasingly important that states be able to properly
regulate the production, marketing and sales of cannabis products; therefore be it

RESOLVED, that our American Medical Association draft state model legislation to help
states implement the provisions of AMA policies H-95.924, Cannabis Legalization for
Adult Use and H-95.936, Cannabis Warnings for Pregnant and Breastfeeding Women
that currently do not have such model language, including regulation of retail sales,
marketing and promotion (especially those aimed at children), misleading health claims,
and product labeling regarding dangers of use during pregnancy and breastfeeding.
(Directive to Take Action)

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

Received: 9/26/23
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RELEVANT AMA POLICY

CBD Oil Use and the Marketing of CBD Oil H-95.911

Our AMA supports: (1) banning the advertising of cannabidiol (CBD) as a component of marijuana in
places that children frequent; and (2) legislation and regulatory actions at the federal and state level to
prohibit companies from selling CBD products if they make any unproven health and therapeutic claims.

Cannabis Legalization for Medicinal Use D-95.969

Our AMA: (1) believes that scientifically valid and well-controlled clinical trials conducted under federal
investigational new drug applications are necessary to assess the safety and effectiveness of all new
drugs, including potential cannabis products for medical use; (2) believes that cannabis for medicinal use
should not be legalized through the state legislative, ballot initiative, or referendum process; (3) will
develop model legislation requiring the following warning on all cannabis products not approved by the
U.S. Food and Drug Administration: "Marijuana has a high potential for abuse. This product has not been
approved by the Food and Drug Administration for preventing or treating any disease process."; (4)
supports legislation ensuring or providing immunity against federal prosecution for physicians who certify
that a patient has an approved medical condition or recommend cannabis in accordance with their state's
laws; (5) believes that effective patient care requires the free and unfettered exchange of information on
treatment alternatives and that discussion of these alternatives between physicians and patients should
not subject either party to criminal sanctions; (6) will, when necessary and prudent, seek clarification from
the United States Justice Department (DOJ) about possible federal prosecution of physicians who
participate in a state operated marijuana program for medical use and based on that clarification, ask the
DOJ to provide federal guidance to physicians; and (7) encourages hospitals and health systems to: (a)
not recommend patient use of non-FDA approved cannabis or cannabis derived products within
healthcare facilities until such time as federal laws or regulations permit its use; and (b) educate medical
staffs on cannabis use, effects and cannabis withdrawal syndrome.

Cannabis Legalization for Adult Use (commonly referred to as recreational use) H-95.924

Our AMA: (1) believes that cannabis is a dangerous drug and as such is a serious public health concern;
(2) believes that the sale of cannabis for adult use should not be legalized (with adult defined for these
purposes as age 21 and older); (3) discourages cannabis use, especially by persons vulnerable to the
drug's effects and in high-risk populations such as youth, pregnant women, and women who are
breastfeeding; (4) believes states that have already legalized cannabis (for medical or adult use or both)
should be required to take steps to regulate the product effectively in order to protect public health and
safety including but not limited to: regulating retail sales, marketing, and promotion intended to encourage
use; limiting the potency of cannabis extracts and concentrates; requiring packaging to convey
meaningful and easily understood units of consumption, and requiring that for commercially available
edibles, packaging must be child-resistant and come with messaging about the hazards about
unintentional ingestion in children and youth; (5) laws and regulations related to legalized cannabis use
should consistently be evaluated to determine their effectiveness; (6) encourages local, state, and federal
public health agencies to improve surveillance efforts to ensure data is available on the short- and long-
term health effects of cannabis, especially emergency department visits and hospitalizations, impaired
driving, workplace impairment and worker-related injury and safety, and prevalence of psychiatric and
addictive disorders, including cannabis use disorder; (7) supports public health based strategies, rather
than incarceration, in the handling of individuals possessing cannabis for personal use; (8) encourages
research on the impact of legalization and decriminalization of cannabis in an effort to promote public
health and public safety; (9) encourages dissemination of information on the public health impact of
legalization and decriminalization of cannabis; (10) will advocate for stronger public health messaging on
the health effects of cannabis and cannabinoid inhalation and ingestion, with an emphasis on reducing
initiation and frequency of cannabis use among adolescents, especially high potency products; use
among women who are pregnant or contemplating pregnancy; and avoiding cannabis-impaired driving;
(11) supports social equity programs to address the impacts of cannabis prohibition and enforcement
policies that have disproportionately impacted marginalized and minoritized communities; and (12) will
coordinate with other health organizations to develop resources on the impact of cannabis on human
health and on methods for counseling and educating patients on the use cannabis and cannabinoids.

Cannabis Warnings for Pregnant and Breastfeeding Women H-95.936
Our AMA advocates for regulations requiring point-of-sale warnings and product labeling for cannabis and
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cannabis-based products regarding the potential dangers of use during pregnancy and breastfeeding
wherever these products are sold or distributed.
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Resolution: 206
(1-23)
Introduced by: American Academy of Ophthalmology

Subject: The Influence of Large Language Models (LLMs) on Health Policy Formation
and Scope of Practice

Referred to: Reference Committee B

Whereas, recent research suggests that large language models (LLMs) such as, generative
pretrained transformers (GPTs), and other augmented intelligence exhibit political biases1,2,3;
and

Whereas, recent research suggests that the reliability of LLMs in its question-answering (QA)
capability is variable4; and

Whereas, an Al Chatbot when asked the same questions included in the 2018 AMA Truth in
Advertising Survey5 answered that both MDs or DOs and Other Health Care Professionals
equally or either one should be allowed to perform the following specific activities: Treat chronic
pain by prescribing drugs or other substances that have a higher potential for addiction or
abuse, Write prescriptions for medication to treat mental health conditions such as
schizophrenia and bipolar disorder, Order and interpret diagnostic imaging studies like X-rays
and MRIs, and Administer and monitor anesthesia levels and patient condition before and
during surgery and also answered that that it did not know whether a Doctor of Medical Science
or a Doctor of Nursing Practice was a Physician; and

Whereas, when given a choice, an Al chatbot agreed with the statement that “patients would
benefit from scope of practice changes”; and

Whereas, an Al Chatbot misidentified states with and without expanded optometric scope of
practice laws that authorized optometrists to perform laser surgery and provided misinformation
on training requirements for optometrists to perform laser surgery; and

Whereas, misinformation, misleading information and biased information from LLMs may be
relied upon for policy advice and information by legislators and regulators when formulating
opinions on health policy; and

Whereas, our AMA has policy concerning false or misleading Al-generated medical advice
(Assessing the Potentially Dangerous Intersection Between Al and Misinformation H-480.935);
and

Whereas, existing AMA policy does not directly address false, biased or misleading Al-
generated content on health policy, physician truth in advertising, and scope of practice; and

Whereas, the First Amendment of the US Constitution does not allow the government to
regulate political bias and protects free speech; therefore be it
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RESOLVED, that our American Medical Association encourage physicians to educate our
patients, the public, and policymakers about the benefits and risks of facing LLMs including
GPTs for advice on health policy, information on healthcare issues influencing the legislative
and regulatory process, and for information on scope of practice that may influence decisions
by patients and policymakers. (New HOD Policy)

Fiscal Note: Minimal - less than $1,000

Received: 9/26/23
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RELEVANT AMA POLICY

Assessing the Potentially Dangerous Intersection Between Al and Misinformation H-480.935

Our American Medical Association will: (1) study and develop recommendations on the benefits and
unforeseen consequences to the medical profession of large language models (LLM) such as, generative
pretrained transformers (GPTs), and other augmented intelligence-generated medical advice or content,
and that our AMA propose appropriate state and federal regulations with a report back at A-24; (2) work
with the federal government and other appropriate organizations to protect patients from false or
misleading Al-generated medical advice; (3) encourage physicians to educate our patients about the
benefits and risks of consumers facing LLMs including GPTs; and (4) support publishing groups and
scientific journals to establish guidelines to regulate the use of augmented intelligence in scientific
publications that include detailing the use of augmented intelligence in the methods, exclusion of
augmented intelligence systems as authors, and the responsibility of authors to validate the veracity of any
text generated by augmented intelligence. [Res. 247, A-23]
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AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES
Resolution: 207
(1-23)
Introduced by: Michigan
Subject: On-Site Physician Requirement for Emergency Departments

Referred to: Reference Committee B

Whereas, patients seeking emergency medical care should seek care at facilities prepared to
offer evaluation and medical diagnosis of undifferentiated acute symptoms, recognition and
stabilization of emergency conditions, appropriate emergency treatment when available and/or
transfer to a higher level of care for emergency conditions when appropriate; and

Whereas, facility designations using the term “emergency” within their title may be assumed by
laypersons or medical professionals to imply the ability to offer all of the above emergency
duties and services; and

Whereas, the shift from “supervision” to “collaboration” of non-physician practitioners (NPPs)
(e.g., APRNs, PAs, and CRNAs), may imply a lower degree of physician involvement in the care
of the patient in as much as, collaboration may imply mere consultation of the physician only
when deemed necessary by the NPP which is inadequate in the setting of acute medical care
because NPPs have not been trained in the great breadth of medicine, as have physicians, and
cannot consistently recognize all acute emergency situations in which immediate physician care
is required; and

Whereas, every patient presenting to a facility which represents itself as a place where patients
can seek emergency medical care should be under the direct and real-time care of a licensed
physician including the on-site and real-time supervision of NPPs; and

Whereas, despite an overall physician deficit, there is not a lack of emergency medicine (EM)
physician workforce as there is a predicted surplus of EM physicians by the year 2030; therefore
be it

RESOLVED, that our American Medical Association develop model state legislation and support
federal and state legislation or regulation requiring all facilities that imply the provision of
emergency medical care have the real-time, on-site presence of a physician, and on-site
supervision of non-physician practitioners (e.g., physician assistants and advanced practice
nurses) by a licensed physician with training and experience in emergency medical care whose
primary duty is dedicated to patients seeking emergency medical care in that emergency
department. (Directive to Take Action)

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

Received: 9/26/23
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RELEVANT AMA POLICY

Physician and NonPhysician Licensure and Scope of Practice D-160.995

1. Our AMA will: (a) continue to support the activities of the Advocacy Resource Center in providing
advice and assistance to specialty and state medical societies concerning scope of practice issues to
include the collection, summarization and wide dissemination of data on the training and the scope of
practice of physicians (MDs and DOs) and nonphysician groups and that our AMA make these issues a
legislative/advocacy priority; (b) endorse current and future funding of research to identify the most cost
effective, high-quality methods to deliver care to patients, including methods of multidisciplinary care; and
(c) review and report to the House of Delegates on a periodic basis on such data that may become
available in the future on the quality of care provided by physician and nonphysician groups.

2. Our AMA will: (a) continue to work with relevant stakeholders to recognize physician training and
education and patient safety concerns, and produce advocacy tools and materials for state level
advocates to use in scope of practice discussions with legislatures, including but not limited to
infographics, interactive maps, scientific overviews, geographic comparisons, and educational
experience; (b) advocate for the inclusion of non-physician scope of practice characteristics in various
analyses of practice location attributes and desirability; (c) advocate for the inclusion of scope of practice
expansion into measurements of physician well-being; and (d) study the impact of scope of practice
expansion on medical student choice of specialty.

3. Our AMA will consider all available legal, regulatory, and legislative options to oppose state board
decisions that increase non-physician health care provider scope of practice beyond legislative statute or
regulation. [CME Rep. 1, I-00; Reaffirmed: CME Rep. 2, A-10; Modified: CCB/CLRPD Rep. 2, A-14;
Appended: Res. 251, A-18; Appended: Res. 222, 1-19]

Principles Guiding AMA Policy Regarding Supervision of Medical Care Delivered by Advanced
Practice Nurses in Integrated Practice H-360.987

Our AMA endorses the following principles: (1) Physicians must retain authority for patient care in any
team care arrangement, e.g., integrated practice, to assure patient safety and quality of care.

(2) Medical societies should work with legislatures and licensing boards to prevent dilution of the authority
of physicians to lead the health care team.

(3) Exercising independent medical judgment to select the drug of choice must continue to be the
responsibility only of physicians.

(4) Physicians should recognize physician assistants and advanced practice nurses under physician
leadership, as effective physician extenders and valued members of the health care team.

(5) Certified nurse practitioners, certified registered nurse anesthetists, certified nurse midwives, and
clinical nurse specialists shall be licensed and regulated jointly by the state medical and nursing boards.
(6) Physicians must be responsible and have authority for initiating and implementing quality control
programs for nonphysicians delivering medical care in integrated practices. [BOT Rep. 23, A-96;
Reaffirmation A-99; Reaffirmed: Res. 240, and Reaffirmation A-00; Reaffirmed: CMS Rep. 6, A-10;
Reaffirmed: BOT Rep. 9, I-11; Reaffirmation A-12; Reaffirmed: BOT Rep. 16, A-13; Modified: BOT Rep.
12, A-23 Reaffirmed: BOT Rep. 09, A-23]
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AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES
Resolution: 208
(1-23)
Introduced by: Young Physicians Section
Subject: Non-Physician Practitioners Oversight and Training

Referred to: Reference Committee B

Whereas, the number and utilization of non-physician providers (NPPs) is increasing; and
Whereas, there is increasing scope of practice for NPPs in many states; and

Whereas, patient safety should remain one of the main priorities in providing high quality
healthcare; and

Whereas, the number of clinical hours required for physician board certification exceeds that of
NPPs by over 10,000 hours; and

Whereas, data are limited in regards to competence, cost and quality of NPPs practicing without
any type of physician supervision; and

Whereas, NPPs have the ability to practice in multiple specialties without a formalized graduate
medical education program and engage in highly variable training experiences with very few
“specialty” certifications; and

Whereas, the terminology “practicing at the top of license” in regards to non-physician providers
does not appropriately reflect the significant variability in training and experiences of non-
physician providers; and

Whereas, there is variability in regulatory and accrediting bodies for the different types of NPPs;
therefore be it

RESOLVED, that our American Medical Association encourage oversight and regulation of non-
physician providers by regulatory bodies comprised of individuals with equivalent and higher
levels of training, including state composite medical boards. (New HOD Policy)

Fiscal Note: Minimal - less than $1,000

Received: 9/26/23
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Physician and Nonphysician Licensure and Scope of Practice D-160.995

1. Our AMA will: (a) continue to support the activities of the Advocacy Resource Center in providing
advice and assistance to specialty and state medical societies concerning scope of practice issues to
include the collection, summarization and wide dissemination of data on the training and the scope of
practice of physicians (MDs and DOs) and nonphysician groups and that our AMA make these issues a
legislative/advocacy priority; (b) endorse current and future funding of research to identify the most cost
effective, high-quality methods to deliver care to patients, including methods of multidisciplinary care; and
(c) review and report to the House of Delegates on a periodic basis on such data that may become
available in the future on the quality of care provided by physician and nonphysician groups.

2. Our AMA will: (a) continue to work with relevant stakeholders to recognize physician training and
education and patient safety concerns, and produce advocacy tools and materials for state level
advocates to use in scope of practice discussions with legislatures, including but not limited to
infographics, interactive maps, scientific overviews, geographic comparisons, and educational
experience; (b) advocate for the inclusion of non-physician scope of practice characteristics in various
analyses of practice location attributes and desirability; (c) advocate for the inclusion of scope of practice
expansion into measurements of physician well-being; and (d) study the impact of scope of practice
expansion on medical student choice of specialty.

3. Our AMA will consider all available legal, regulatory, and legislative options to oppose state board
decisions that increase non-physician health care provider scope of practice beyond legislative statute or
regulation.

[CME Rep. 1, I-00; Reaffirmed: CME Rep. 2, A-10; Modified: CCB/CLRPD Rep. 2, A-14; Appended: Res.
251, A-18; Appended: Res. 222, |-19]

AMA Support for States in Their Development of Legislation to Support Physician-Led, Team
Based Care D-35.982

1. Our AMA will continue to assist states in opposing legislation that would allow for the independent
practice of certified registered nurse practitioners.

2. Our AMA will assist state medical societies and specialty organizations that seek to enact legislation
that would define the valued role of mid-level and other health care professionals within a physician-led
team based model structured to efficiently deliver optimal quality patient care and to assure patient safety.
3. Our AMA will actively oppose health care teams that are not physician-led.

[Res. 240, A-13; Reaffirmation A-15]

Support for Physician Led, Team Based Care D-35.985

Our AMA:

1. Reaffirms, will proactively advance at the federal and state level, and will encourage state and national
medical specialty societies to promote policies H-35.970, H-35.973, H-35.974, H-35.988, H-35.989, H-
35.992, H-35.993, H-160.919, H-160.929, H-160.947, H-160.949, H-160.950, H-360.987, H 405.969 and
D-35.988.

2. Will identify and review available data to analyze the effects on patients? access to care in the opt-out
states (states whose governor has opted out of the federal Medicare physician supervision requirements
for anesthesia services) to determine whether there has been any increased access to care in those
states.

3. Will identify and review available data to analyze the type and complexity of care provided by all non-
physician providers, including CRNAs in the opt-out states (states whose governor has opted out of the
federal Medicare physician supervision requirements for anesthesia services), compared to the type and
complexity of care provided by physicians and/or the anesthesia care team.

4. Will advocate to policymakers, insurers and other groups, as appropriate, that they should consider the
available data to best determine how non-physicians can serve as a complement to address the nation's
primary care workforce needs.

5. Will continue to recognize non-physician providers as valuable components of the physician-led health
care team.

6. Will continue to advocate that physicians are best qualified by their education and training to lead the
health care team.

7. Will call upon the Robert Wood Johnson Foundation to publicly announce that the report entitled,
"Common Ground: An Agreement between Nurse and Physician Leaders on Interprofessional
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Collaboration for the Future of Patient Care" was premature; was not released officially; was not signed;
and was not adopted by the participants.

[BOT Rep. 9, I-11; Reaffirmed: CMS Rep. 1, A-12; Reaffirmed: CMS Rep. 07, A-17; Reaffirmed: CMS
Rep. 10, A-19; Reaffirmed: CMS Rep. 6, A-21]
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AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES
Resolution: 210
(1-23)
Introduced by: Medical Student Section
Subject: Immigration Status in Medicaid and CHIP

Referred to: Reference Committee B

Whereas, our American Medical Association has numerous policies calling for adequate federal
reimbursement for care for undocumented immigrants; and

Whereas, our AMA specifically supports Medicaid coverage for undocumented immigrants for
scheduled, outpatient, non-emergency maintenance dialysis and for healthcare during
pregnancy and up to 12 months postpartum; and

Whereas, our AMA “supports extending eligibility to purchase Affordable Care Act (ACA)
marketplace coverage to undocumented immigrants and Deferred Action for Childhood Arrivals
(DACA) recipients” and “recognizes the potential for state and local initiatives to provide
coverage to immigrants without regard to immigration status”; and

Whereas, in June 2023, our AMA wrote a letter to the Centers for Medicare and Medicaid
Services (CMS) supporting proposed regulations to extend Medicaid, Children’s Health
Insurance Program (CHIP), and ACA plans to Deferred Action for Childhood Arrivals (DACA)
participants and also expressing to CMS our stance on ACA coverage for undocumented
immigrants'; and

Whereas, in the US, only documented adults and children (permanent residents, current visa
holders, and those with active refugee, asylum, trafficking, or another qualified or protected
status) are eligible for Medicaid and CHIP?; and

Whereas, undocumented immigrants are ineligible for Medicaid and CHIP aside from
emergency coverage and therefore only receive insurance through their employer, through their
educational institution if they are a student, or if purchased out-of-pocket?; and

Whereas, 11 million undocumented immigrants (including 650,000 DACA participants) reside in
the US, and over 5 million (nearly half) live in California, New York, and Texas?®; and

Whereas, 5 million undocumented immigrants (nearly half) are completely uninsured, 2 to 3
times the uninsured rate among documented immigrants, 4 times the uninsured rate among
citizens, and 20% of the entire US uninsured population*; and

Whereas, about 20% of undocumented adults and over 30% of undocumented children live in
poverty, with a median household income of $36,000, or 120% of the Federal Poverty Level
(FPL) threshold for a household of four®®; and
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Whereas, the median undocumented household income of 120% FPL is below the 138% FPL
threshold for Medicaid eligibility in expansion states and well below the national average
threshold for CHIP at 255% FPL57; and

Whereas, in addition to ethical considerations for coverage, fiscal concerns are alleviated by
consistent data demonstrating that undocumented immigrants pay billions in federal and state
taxes annually while receiving no public benefits in return, and if given some federal status,
contributions to federal public funds would only increase?®; and

Whereas, undocumented immigrants are and will continue to be a long-term part of American
society, as the average individual has resided in the US for 15 years®; and

Whereas, while undocumented immigrants can sometimes access outpatient primary care at
public and charity clinics, access to specialty or hospital care is greatly limited*; and

Whereas, while all hospitals are required to screen and stabilize undocumented immigrants in
emergency departments, much of this care is costlier than necessary due to lack of earlier
treatment and may then go uncompensated, and require being offset by public funds anyway,
which could instead fund comprehensive outpatient coverage from the start'’; and

Whereas, California, one of the states with the largest undocumented population, expanded
Medicaid and CHIP to all otherwise eligible undocumented immigrants'’; and

Whereas, New York, one of the states with the largest undocumented population, expanded
Medicaid to DACA participants and CHIP to undocumented children'?; and

Whereas, expansion of Medicaid and CHIP to undocumented immigrants would significantly
reduce the uninsured rate, increase reimbursement for physicians and hospitals providing
uncompensated care, and avoid cost and resource burdens to the health system by promoting
preventive, chronic, outpatient care over emergency and inpatient care; therefore be it

RESOLVED, that our American Medical Association advocate for the removal of eligibility
criteria based on immigration status from Medicaid and CHIP. (Directive to Take Action)

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

Received: 09/27/2023
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RELEVANT AMA POLICY

H-160.956 Federal Funding for Safety Net Care for Undocumented Aliens

Our AMA will lobby Congress to adequately appropriate and dispense funds for the current programs that
provide reimbursement for the health care of undocumented aliens. [Sub. Res. 207, A-93; Reaffirmed
BOT Rep. 17 - I-94; Reaffirmed by Ref. Cmt. B, A-96; Reaffirmation A-02; Reaffirmation A-07;
Reaffirmed: BOT Rep. 22, A-17; Reaffirmation: A-19; Reaffirmation: I-19]

D-440.985 Health Care Payment for Undocumented Persons

Our AMA shall assist states on the issue of the lack of reimbursement for care given to undocumented
immigrants in an attempt to solve this problem on a national level. [Res. 148, A-02; Reaffirmation A-07;
Reaffirmed: CMS Rep. 01, A-17; Reaffirmation: A-19; Reaffirmation: [-19]

H-130.967 Action Regarding lllegal Aliens

Our AMA supports the legislative and regulatory changes that would require the federal government to
provide reasonable payment for federally mandated medical screening examinations and further
examination and treatment needed to stabilize a condition in patients presenting to hospital emergency
departments, when payment from other public or private sources is not available. [BOT Rep. MM, A-89;
Reaffirmed by BOT Rep. 17 - I-94; Reaffirmed by Ref. Cmt. B, A-96; Reaffirmation A-02; Reaffirmation A-
07; Reaffirmed: BOT Rep. 22, A-17]

H-290.957 Medicaid Dialysis Policy for Undocumented Patients

Our AMA will work with the Centers for Medicare and Medicaid Services and state Medicaid programs to
cover scheduled outpatient maintenance dialysis for undocumented patients with end stage kidney
disease under Emergency Medicaid. [Res. 121, A-21]

D-290.974 Extending Medicaid Coverage for One Year Postpartum

Our AMA will work with relevant stakeholders to: (1) support and advocate, at the state and federal levels,
for extension of Medicaid and Children’s Health Insurance Program (CHIP) coverage to at least 12
months after the end of pregnancy; and (2) expand Medicaid and CHIP eligibility for pregnant and
postpartum non-citizen immigrants. [Res. 221, A-19; Modified: Joint CMS/CSAPH Rep. 1, I-21; Modified:
Res. 701, 1-21]

H-165.823 Options to Maximize Coverage under the AMA Proposal for Reform

1. That our AMA advocate for a pluralistic health care system, which may include a public option, that
focuses on increasing equity and access, is cost-conscious, and reduces burden on physicians.

2. Our AMA will advocate that any public option to expand health insurance coverage must meet the
following standards:

a. The primary goals of establishing a public option are to maximize patient choice of health plan and
maximize health plan marketplace competition.

b. Eligibility for premium tax credit and cost-sharing assistance to purchase the public option is restricted
to individuals without access to affordable employer-sponsored coverage that meets standards for
minimum value of benefits.
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c. Physician payments under the public option are established through meaningful negotiations and
contracts. Physician payments under the public option must be higher than prevailing Medicare rates and
at rates sufficient to sustain the costs of medical practice.

d. Physicians have the freedom to choose whether to participate in the public option. Public option
proposals should not require provider participation and/or tie physician participation in Medicare, Medicaid
and/or any commercial product to participation in the public option.

e. The public option is financially self-sustaining and has uniform solvency requirements.

f. The public option does not receive advantageous government subsidies in comparison to those
provided to other health plans.

g. The public option shall be made available to uninsured individuals who fall into the “coverage gap” in
states that do not expand Medicaid — having incomes above Medicaid eligibility limits but below the
federal poverty level, which is the lower limit for premium tax credits — at no or nominal cost.

3. Our AMA supports states and/or the federal government pursuing auto-enroliment in health insurance
coverage that meets the following standards:

a. Individuals must provide consent to the applicable state and/or federal entities to share their health
insurance status and tax data with the entity with the authority to make coverage determinations.

b. Individuals should only be auto-enrolled in health insurance coverage if they are eligible for coverage
options that would be of no cost to them after the application of any subsidies. Candidates for auto-
enroliment would, therefore, include individuals eligible for Medicaid/Children’s Health Insurance Program
(CHIP) or zero-premium marketplace coverage.

c. Individuals should have the opportunity to opt out from health insurance coverage into which they are
auto-enrolled.

d. Individuals should not be penalized if they are auto-enrolled into coverage for which they are not
eligible or remain uninsured despite believing they were enrolled in health insurance coverage via auto-
enrollment.

e. Individuals eligible for zero-premium marketplace coverage should be randomly assigned among the
zero-premium plans with the highest actuarial values.

f. Health plans should be incentivized to offer pre-deductible coverage including physician services in
their bronze and silver plans, to maximize the value of zero-premium plans to plan enrollees.

g. Individuals enrolled in a zero-premium bronze plan who are eligible for cost-sharing reductions should
be notified of the cost-sharing advantages of enrolling in silver plans.

h. There should be targeted outreach and streamlined enrollment mechanisms promoting health
insurance enrollment, which could include raising awareness of the availability of premium tax credits and
cost-sharing reductions, and establishing a special enroliment period.

4. Our AMA: (a) will advocate that any federal approach to cover uninsured individuals who fall into the
“coverage gap” in states that do not expand Medicaid--having incomes above Medicaid eligibility limits but
below the federal poverty level, which is the lower limit for premium tax credit eligibility--make health
insurance coverage available to uninsured individuals who fall into the coverage gap at no or nominal
cost, with significant cost-sharing protections; (b) will advocate that any federal approach to cover
uninsured individuals who fall into the coverage gap provide states that have already implemented
Medicaid expansions with additional incentives to maintain their expansions; (c) supports extending
eligibility to purchase Affordable Care Act (ACA) marketplace coverage to undocumented immigrants and
Deferred Action for Childhood Arrivals (DACA) recipients, with the guarantee that health plans and ACA
marketplaces will not collect and/or report data regarding enrollee immigration status; and (d) recognizes
the potential for state and local initiatives to provide coverage to immigrants without regard to immigration
status. [CMS Rep. 1, I-20; Appended: CMS Rep. 3, I-21; Reaffirmation: A-22; Reaffirmed: CMS Rep. 3, A-
22; Reaffirmed: Res. 122, A-22; Modified: Res. 813, [-22]
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AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES
Resolution: 213
(1-23)
Introduced by: Medical Student Section
Subject: Health Technology Accessibility for Aging Patients

Referred to: Reference Committee B

Whereas, recent advancements in health technology (wearable devices, smartphone apps,
telehealth, patient portals, and EHR access) may not be accessible to older patients’?; and

Whereas, older adults’ fears of loss of independence can be exacerbated by increasing reliance
on younger caregivers to navigate technology, especially during the COVID pandemic®?®; and

Whereas, research shows that many subpopulations of older adults, including those with
dementia, want to use and benefit from health technology in increased independence, security,
and quality of life, but struggle to learn and find and receive assistance®®?; and

Whereas, while no standardized definition of “age-friendliness” in technology exists, successful
examples include simpler design components and user interfaces, larger font sizes, improved
visual contrast, fewer multitasking features, predictable and non-startling sounds, captions,
reassurance of data safety, and reduced reliance on manual dexterity®'%; and

Whereas, the National Health and Aging Trends Study reports that more than 1 in 4 Americans
over the age of 71 have visual impairment'3; and

Whereas, patients with visual impairment risk privacy when using third-party software such as
screen readers and mobile devices to receive their health information''%; and

Whereas, studies show that telehealth and online chat services during the pandemic were not
compatible with third-party screen readers’®; and

Whereas, in 2019, the National Federation of the Blind sued Epic for inaccessible software, with
Epic typically working case-by-case with individual systems to integrate screen readers'-'8; and

Whereas, accessible electronic health records for patients with visual impairment improves
quality of care and increases patient agency in their healthcare decisions'®'%-22; and

Whereas, regulations require extending accessibility of digital documentation to people with
physical, sensory, and cognitive disabilities?3; and

Whereas, AMA Policy D-115.990 “Prescription Container Labeling” seeks to “improve
prescription labeling for visually or otherwise impaired patients”; and

Whereas, advance care plans are often stored in physical format, with patients being
inconvenienced by needing to maintain multiple printed copies, regularly inform various close
contacts of updated decisions, and bring copies to any healthcare encounter?*2%; and
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Whereas, asking patients to keep photos of advance care plans on phones or rely on family to
express wishes are unreliable and can lead to outcomes contradicting patient wishes?%-3°; and

Whereas, family and caregivers are not optimal proxies for communicating advance care plans,
as over one-third of surrogates do not know patients’ DNR statuses and over one-fourth report
DNR statuses incongruent with documentation?®; and

Whereas, a 2018 study showed that over half of advance care plans at one metropolitan VA
hospital were stored as free text in progress notes instead of the designated centralized
location, including 70% of documents declaring changes from previous orders, and 50% lacked
accompanying explanatory information from patient discussions®'; therefore be it

RESOLVED, that our American Medical Association support the development of a standardized
definition of “age-friendliness” in health information technology (HIT) advancements New HOD
Policy); and be it further

RESOLVED, that our AMA encourage appropriate parties to identify current best practices to
set expectations of HIT developers to ensure that they create devices and technology applicable
to and easily accessible by older adults (New HOD Policy); and be it further

RESOLVED, that our AMA work with relevant organizations to encourage the utilization of
industry standards of web content accessibility to make electronic health record software
accessible for patients with visual impairments without requiring them to use third-party
programs (Directive to Take Action); and be it further

RESOLVED, that our AMA require EHR providers to provide standardized, easily accessible
digital storage space for advance care paperwork. (New HOD Policy)

Fiscal Note: Minimal - less than $1,000

Received: 09/27/2023
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RELEVANT AMA POLICY

H-480.937 Addressing Equity in Telehealth

Our AMA:

(1) recognizes access to broadband internet as a social determinant of health;

(2) encourages initiatives to measure and strengthen digital literacy, with an emphasis on programs
designed with and for historically marginalized and minoritized populations;

(3) encourages telehealth solution and service providers to implement design functionality, content, user
interface, and service access best practices with and for historically minoritized and marginalized
communities, including addressing culture, language, technology accessibility, and digital literacy within
these populations;

(4) supports efforts to design telehealth technology, including voice-activated technology, with and for
those with difficulty accessing technology, such as older adults, individuals with vision impairment and
individuals with disabilities;

(5) encourages hospitals, health systems and health plans to invest in initiatives aimed at designing
access to care via telehealth with and for historically marginalized and minoritized communities, including
improving physician and non-physician provider diversity, offering training and technology support for
equity-centered participatory design, and launching new and innovative outreach campaigns to inform
and educate communities about telehealth;
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(6) supports expanding physician practice eligibility for programs that assist qualifying health care entities,
including physician practices, in purchasing necessary services and equipment in order to provide
telehealth services to augment the broadband infrastructure for, and increase connected device use
among historically marginalized, minoritized and underserved populations;

(7) supports efforts to ensure payers allow all contracted physicians to provide care via telehealth;

(8) opposes efforts by health plans to use cost-sharing as a means to incentivize or require the use of
telehealth or in-person care or incentivize care from a separate or preferred telehealth network over the
patient’s current physicians; and

(9) will advocate that physician payments should be fair and equitable, regardless of whether the service
is performed via audio-only, two-way audio-video, or in-person. [CMS Rep. 7, A-21; Reaffirmation: A-22;
Reaffirmed: Res. 213, A-23; Reaffirmation: A-23]

D-140.953 Timely Promotion and Assistance in Advance Care Planning and Advance Directives
Our AMA will: (1) begin a low cost in-house educational effort aimed at physicians, to include relevant
billing and reimbursement information, encouraging physicians to lead by example and complete their
own advance directives; (2) encourage practicing physicians to voluntarily publicize the fact of having
executed our own advance directives, and to share readily available educational materials regarding the
importance and components of advance directives in offices and on practice websites, as a way of
starting the conversation with patients and families; (3) strongly encourage all physicians of relevant
specialties providing primary or/and advanced illness care to include advance care planning as a routine
part of their patient care protocols when indicated, including advance directive documentation in patients’
medical records (including electronic medical records), as a suggested standard health maintenance
practice; (4) collaborate (prioritized and made more urgent by the ongoing COVID-19 pandemic) with
stakeholder groups, such as legal, medical, hospital, medical education, and faith-based communities as
well as interested citizens, to promote completion of advance directives by all individuals who are of legal
age and competent to make healthcare decisions, and to promote the adoption and use of electronic
systems to make patients’ advance directives readily available to treatment teams regardless of location;
and (5) actively promote the officially recognized designation of April 16 as National Healthcare Decisions
Day. [Res. 602, A-21]
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Subject: A Public Health-Centered Criminal Justice System

Referred to: Reference Committee B

Whereas, our AMA supports ending cash bail, jail diversion programs, drug and veteran courts,
compassionate release, and research into alternatives to incarceration; and

Whereas, the US has the highest incarceration rates in the world with over 2.1 million people in
prison in 2018, causing significant harm to individual and community health'®; and

Whereas, despite homicide rates staying consistent, the number of people imprisoned for
violent crimes increased by 300% from 1980 to 2009%3; and

Whereas, people incarcerated in the US experience higher rates of nearly all infections,
including HIV, STls, TB, HCV, COVID, and quadruple the rate of mental iliness, due in part to
crowding, squalor, solitary confinement, assault, and reduced healthcare access®'®; and

Whereas, individuals face a 250% greater mortality risk in the first 2 years after release,
including extremely disproportionate risk of drug overdose'®; and

Whereas, racial injustice in police, jury selection, and courts impose the brunt of the carceral
system’s abuses on individuals from Black and other minoritized communities?®3°; and

Whereas, up to 45% of people are imprisoned due to technical parole violations, rather than
offenses that truly cause harm to communities and exacerbating crowding®'; and

Whereas, mandatory minimums require judges to sentence offenders to a pre-specified
minimum sentence for a particular crime, but are not effective for decreasing crime, with for
example cocaine use rates remaining unchanged despite mandatory minimums3234; and

Whereas, despite the attempt at standardization under mandatory minimums, minimums are
higher for offenses disproportionately used to charge Black individuals and are more often
enforced against Black defendants by prosecutors compared to white defendants, even for the
same charge, as prosecutors gain greater influence in deciding when to prosecute®*-¢; and

Whereas, “three-strikes” policies significantly increase the sentence for subsequent felonies
after two previous felonies on record, which means that in some states, an individual charged
with more than two felonies at one time can receive all three strikes at once®**'; and

Whereas, three-strikes policies consistently fail to reduce recidivism, generate massive
economic burden, and further detract from effective reentry into society®*#?; and
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Whereas, three-strikes policies and mandatory minimum sentencing deprive judges of the ability
to tailor sentencing based on mitigating factors**%; and

Whereas, individuals age 65 and older are the fastest growing demographic among those
incarcerated, due in part to longer sentences, resulting in a population that requires greater care
for chronic iliness and disabilities and support for activities of daily living*’; and

Whereas, the bipartisan 2018 First Step Act was signed by President Trump, lowering
mandatory minimums, easing the three-strike rule, and increasing good time credits and earned
time credits, but only affects the 7% of individuals incarcerated in federal prisons***°; and

Whereas, survivors of violence themselves report preferences for undergo violence prevention
training for perpetrators instead of incarceration, short sentences and rehabilitation, and funds
and resources for social programs for youth over increased investment in prisons®; and

Whereas, multiple analyses of real-world federal, state, and international efforts conclude that
both crime and recidivism do not increase with reduced prison sentences®-¢; therefore be it

RESOLVED, that our American Medical Association support legislation that reduces the
negative health impacts of incarceration by:

a. advocating for decreasing the magnitude of penalties, including the length of prison
sentences, to create a criminal justice model focused on citizen safety and improved
public health outcomes and rehabilitative practices rather than retribution,

b. advocating for legislation and regulations that reduce the number of people placed in
prison conditions, such as preventing people who were formerly incarcerated from being
sent back to prison without justifiable cause, and

c. supporting the continual review of sentences for people at various time points of their
sentence to enable early release of people who are incarcerated but unlikely to pose a
risk to society (Directive to Take Action); and be it further

RESOLVED, that our AMA (1) recognize the inefficacy of mandatory minimums and three-strike
rules and the negative consequences of resultant longer prison sentences to the health of
incarcerated individuals, and (2) support legislation that reduces or eliminates mandatory
minimums and three-strike rules. (New HOD Policy)

Fiscal Note: Minimal - less than $1,000

Received: 09/27/2023
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RELEVANT AMA POLICY

H-95.931 AMA Support for Justice Reinvestment Initiatives

Our AMA supports justice reinvestment initiatives aimed at improving risk assessment tools for screening
and assessing individuals for substance use disorders and mental health issues, expanding jail diversion
and jail alternative programs, and increasing access to reentry and treatment programs. [Res. 205, A-16]

H-80.993 Ending Money Bail to Decrease Burden on Lower Income Communities

Our AMA: (1) recognizes the adverse health effects of pretrial detention; and (2) will support legislation that
promotes the use of non-financial release options for individuals charged with nonviolent crimes. [Res. 408,
A-18; Reaffirmed: Res. 234, A-22]

H-430.980 Compassionate Release for Incarcerated Patients

Our AMA supports policies that facilitate compassionate release for incarcerated patients on the basis of
serious medical conditions and advanced age; will collaborate with appropriate stakeholders to develop
clear, evidence-based eligibility criteria for timely compassionate release; and promote transparent
reporting of compassionate release statistics, including numbers and demographics of applicants,
approvals, denials, and revocations, and justifications for decisions. [BOT Rep. 10, 1-20]



OCONOOOPAWN -

AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES
Resolution: 216
(1-23)
Introduced by: Senior Physicians Section
Subject: Saving Traditional Medicare

Referred to: Reference Committee B

Whereas, Traditional Medicare signed into law on July 30, 1965, by President Lyndon B.
Johnson, has provided healthcare coverage to millions of elderly and disabled Americans for
decades, and is a vital lifeline for those who rely on it for access to affordable, high-quality
healthcare services; and

Whereas, Traditional Medicare faces challenges such as funding shortfalls, rising healthcare
costs, and the progressive take over by alternative private health plans [A.k.a. Medicare
“Advantage”] now covering over 50% of the Medicare eligible individuals'; and

Whereas, Medicare Advantage plans have strayed from the core mission of Traditional
Medicare plans with numerous allegations of potential fraud and waste; and

Whereas, Medicare Advantage spending [$7 Trillion over the next decade] is largely driven by
star quality rating “bonus” payments currently at $12.8B [up 30% over 2022]?; and

Whereas, Whereas, Coding “intensity” by Medicare Advantage plans has resulted in $23B in
overpayments for 2023 with risk scores 10.8% higher than Traditional Medicare®#; therefore be
it

RESOLVED, That our American Medical Association continue its efforts to fix the flawed
Medicare payment system for physicians recognizing that Traditional Medicare is a critical
healthcare program while educating the public on the benefits and threats of Medicare Part C
expansion (Directive to Take Action); and be it further

RESOLVED, That our AMA continue to address the funding challenges facing Traditional
Medicare through legislative reform and policy changes that increase revenue streams, reduce
waste and inefficiency, while at the same time advocating for sustainable, inflation-adjusted
reimbursement to clinicians (Directive to Take Action); and be it further

RESOLVED, That our AMA address Medicare plans overpayments by urging the Department of
Justice to prosecute those found complicit in fraudulent activity (Directive to Take Action); and
be it further

RESOLVED, That our AMA advocate for change in CMS risk adjustment methods to guarantee
a level playing field by using a competitive bidding process to replace the current benchmark
system for determining Medicare Advantage bonus payments (Directive to Take Action); and be
it further

RESOLVED, That our AMA support the “Save Medicare ACT” which proposes renaming
Medicare “Advantage” plans as “Alternative Private Health Plans”. (New HOD Policy)
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Fiscal Note: Moderate - between $5,000 - $10,000

Received: 09/27/23
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RELEVANT AMA POLICY

Strengthening Medicare Through Competitive Bidding H-330.886

Our AMA supports the following principles to guide the use of competitive bidding among health
insurers in the Medicare program:

a. Eligible bidders should be subject to specific quality and financial requirements to ensure sufficient
skill and capacity to provide services to beneficiaries.

b. Bidding entities must be able to demonstrate the adequacy of their physician and provider networks.
c. Bids must be based on a clearly defined set of standardized benefits that should include, at a minimum,
all services provided under the traditional Medicare program and a cap on out-of-pocket expenses.

d. Bids should be developed based on the cost of providing the minimum set of benefits to a
standardized Medicare beneficiary within a given geographic region.

e. Geographic regions should be defined to ensure adequate coverage and maximize competition for
beneficiaries in a service area.

f. All contracting entities should be required to offer beneficiaries a plan that includes only the
standardized benefit package. Expanded benefit options could also be offered for beneficiaries willing to
pay higher premiums.

g. Processes and resources must be in place to provide beneficiary education and support for choosing
among alternative plans.

2. Our AMA supports using a competitive bidding process to determine federal payments

to Medicare Advantage plans.

Citation: CMS Rep. 7, I-13; Reaffirmed: CMS Rep. 01, A-23

Strategies to Strengthen the Medicare Program H-330.896

Our AMA supports the following reforms to strengthen the Medicare program, to be implemented
together or separately, and phased-in as appropriate:

1. Restructuring beneficiary cost-sharing so that patients have a single premium and deductible for all
Medicare services, with means-tested subsidies and out-of-pocket spending limits that protect against
catastrophic expenses. The cost-sharing structure should be developed to provide incentives for
appropriate utilization while discouraging unnecessary or inappropriate patterns of care. The use of
preventive services should also be encouraged. Simultaneously, policymakers will need to consider
modifications to Medicare supplemental insurance (i.e., Medigap) benefit design standards to ensure that
policies complement, rather than duplicate or undermine, Medicare’s new cost-sharing structure.

2. Offering beneficiaries a choice of plans for which the federal government would contribute a standard
amount toward the purchase of traditional fee-for-service Medicare or another health insurance plan
approved by Medicare. All plans would be subject to the same fixed contribution amounts and regulatory
requirements. Policies would need to be developed, and sufficient resources allocated, to ensure
appropriate government standard-setting and regulatory oversight of plans.

3. Restructuring age-eligibility requirements and incentives to match the Social Security

schedule of benefits.

Citation: CMS Rep.10, A-07; Reaffirmed: CMS Rep.5, I-12; Modified: Res. 508, A-14; Reaffirmed:

CMS Rep.3, 1-21
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Medicare Advantage Plans D-330.923

Our AMA encourages the Centers for Medicare & Medicaid Services to award Medicare Advantage
Programs only to those health plans that meet all of the following criteria: (1) an 85% or higher medical
loss ratio; (2) physician payment rates are no less than Medicare Fee for Service rates; and (3) use
enforceable contracts that prohibit unilateral changes in physician payment rates.

Citation: Res. 837, I-08; Reaffirmed: Res.116, A-17; Reaffirmation: 1-18

Deemed Participation and Misleading Marketing by Medicare Advantage Private Fee for Service
Plans D-330.930

Our AMA will continue its efforts to educate physicians and the general public on the implications of
participating in programs offered under Medicare Advantage and educate physicians and the public about
the lack of secondary coverage (Medigap policies) with Medicare Advantage plans and how this may
affect enrollees.

Citation: BOT Action in response to referred for decision Res. 711 1-06; Reaffirmation A-08; Modified:
CMS Rep.01, A-19

Elimination of Subsidies to Medicare Advantage Plans D-390.967

1. Our AMA will seek to have all subsidies to private plans offering alternative coverage to Medicare
beneficiaries eliminated, that these private Medicare plans compete with traditional Medicare fee-for-
service plans on a financially neutral basis and have accountability to the Centers for Medicare and
Medicaid Services.

2. Our AMA will seek to prohibit all private plans offering coverage to Medicare beneficiaries from
deeming any physician to be a participating physician without a signed contract specific to that product,
and that our AMA work with CMS to prohibit all-products clauses from applying to Medicare Advantage
plans and private fee-for-service plans.

Citation: Res. 229, A-07; Modified: CMS Rep.01, A-17
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AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES

Resolution: 217

(1-23)
Introduced by: International Medical Graduates Section
Subject: Addressing Work Requirements for J-1 Visa Waiver Physicians
Referred to: Reference Committee B

Whereas, The J-1 visa serves as a non-immigrant exchange visitor visa, frequently utilized by
International Medical Graduates (IMGs) seeking medical residency or fellowship training in the
United States; and

Whereas, The J-1 visa permits individuals to remain in the U.S., typically for up to seven years,
during the completion of their Graduate Medical Education (GME); and

Whereas, Upon fulfilling their GME, these individuals are mandated by U.S. immigration law to
return to their home country for a minimum of two years before becoming eligible for an H-1B
visa to re-enter and work in the United States, or for permanent residency; and

Whereas, J-1 physicians upon completing GME are confronted with two primary options: firstly,
they can adhere to the two-year home residency requirement, or secondly, they can pursue a
waiver of this obligation; and

Whereas, A J-1 visa waiver nullifies the two-year home residency prerequisite, granting
physicians the ability to transition to H-1B visa status. In exchange, physicians commit to
serving in federally designated Health Professional Shortage Areas (HPSAs), Medically
Underserved Areas (MUAs), or among Medically Underserved Populations (MUPs). These
physicians should dedicate three years to delivering safety-net services to indigent or
underserved individuals, all while functioning under H-1B status. Common pathways for
obtaining waivers include the Conrad 30 Waiver Program, the Appalachian Regional
Commission (ARC), the Delta Regional Authority (DRA), and the Department of Health and
Human Services (HHS) program; and

Whereas, For a waiver application, physicians must possess a full-time employment contract,
involving at least 40 hours of work per week as a direct care physician; and

Whereas, The stringent requirement of 40 hours of direct patient care for physicians within the
The J-1 waiver program places a significant burden. Balancing patient care, essential
administrative tasks, and professional growth becomes challenging within this demanding
schedule. Physicians find themselves navigating the complexities of continuous patient care
while also aiming to dedicate time to administrative responsibilities and pursue non-clinical
leadership roles. This rigid structure hampers their ability to effectively deliver high-quality
medical services while fostering their own professional progress; therefore be it
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RESOLVED, That our American Medical Association acknowledge that the requirement of 40
hours of direct patient care could impose a burden on IMG physicians and may hinder
opportunities for professional growth (New HOD Policy); and be it further

RESOLVED, That our AMA advocate for a revision in the J-1 waiver physician's requirement,
proposing a transition to a comprehensive 40-hour work requirement that encompasses both
direct clinical responsibilities and other professional activities. (Directive to Take Action)

Fiscal Note: Minimal - less than $1,000

Received: 9/27/23
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Resolution: 218
(1-23)
Introduced by: American Academy of Child and Adolescent Psychiatry, American Academy
of Psychiatry and the Law, American Association for Geriatric Psychiatry,
American Psychiatric Association

Subject: Youth Residential Treatment Program Regulation

Referred to: Reference Committee B

Whereas, residential treatment including substance use treatment facilities play a crucial role in
the behavioral health system of states, providing support for mental health and substance use
disorder (M/SUD) recovery through 24/7 structured living environments for individuals who do
not require inpatient care; and

Whereas, the regulatory processes for these facilities are predominantly governed by state
statutes and regulations, leading to inconsistencies in oversight and licensing standards across
states and types of facilities; and

Whereas, many states lack laws regulating these programs, and questions remain on the
effectiveness of existing laws; and

Whereas, caregivers are often unable to find child and adolescent residential treatment
programs in their communities and need to send the child across state lines to access
residential treatment programs; and

Whereas, despite licensing requirements, incidents of maltreatment and death occur in
residential facilities, according to data collected by the U.S. Department of Health and Human
Services. In 2005, 1,503 incidents of maltreatment by staff were reported in 34 states, including
physical abuse, neglect, deprivation of necessities, and sexual abuse. Furthermore, in 2006, at
least one death occurred in residential facilities in 28 states, with accidents and suicides being
the most common causes; and

Whereas, state agencies may not adequately monitor facilities due to fluctuating staffing levels
and inconsistent oversight standards, particularly in facilities that are exempt from licensing
requirements, including some juvenile justice facilities and private programs and academies.
These gaps in oversight may put vulnerable youth at increased risk of harm; and

Whereas, The 2018 Family First Prevention Services Act mandates that qualified residential
treatment programs (QRTPs) receiving Federal funds must use a trauma-informed practice
model; are staffed by registered or licensed staff who can provide care consistent with the
treatment model; and are licensed and nationally accredited by the Commission on
Accreditation of Rehabilitation Facilities, the Joint Commission on Accreditation of Healthcare
Organizations, the Council on Accreditation, or others approved organizations; and

Whereas, many programs do not receive government funding and are not subject to federal
regulations, individual states are responsible for regulating them. However, many states exempt
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these facilities from licensing requirements, and those with religious affiliations may not be
subject to regulation by education and child welfare agencies; and

Whereas, The New York Times has reported on the “troubled teen” industry and the harm it
inflicts on children with mental health and behavioral issues due to a reliance on archaic tactics,
a lack of oversight and regulation, lack of use of evidence-based and effective treatments, and a
focus on maximizing profit, and that despite years of scrutiny, not enough has changed; and

Whereas, Stop Institutional Child Abuse Act was a bill that was introduced in the House of
Representatives in 2020 by Representative Adam Schiff of California. The bill aimed to improve
oversight and accountability for residential programs for troubled youth, which have been known
to subject children to physical, emotional, and sexual abuse. The bill would have required such
programs to be licensed and would have created a national database of complaints and
violations. Unfortunately, the bill did not make it out of committee, and therefore was not passed
into law. This is just one example of the federal government's failure to adequately address the
issue of institutional child abuse”; therefore be it

RESOLVED, that our American Medical Association advocate for the federal government to
work with relevant parties to develop federal licensing standards for youth residential treatment
programs (Directive to Take Action); and be it further

RESOLVED, that our AMA recognize the need for federal licensing standards for all youth
residential treatment facilities (including private and juvenile facilities) to ensure basic safety and
well-being standards for youth. (New HOD Policy)

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

Received: 9/27/23
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RELEVANT AMA POLICY

H-95.965 Residential Treatment for Women with Substance Use Disorder

Our AMA encourages state medical societies to support an exemption in public aid rules that would allow
for the coverage of residential drug treatment programs for women with child-bearing potential. [Res. 405,
[-91; Reaffirmed: Sunset Report, I-01; Reaffirmed: CSAPH Rep. 1, A-11; Modified: CSAPH Rep. 1, A-21]
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Resolution: 219
(1-23)
Introduced by: Washington, American Association of Public Health Physicians

Subject: Improving Access to Post-Acute Medical Care for Patients with Substance
Use Disorder (SUD)

Referred to: Reference Committee B

Whereas, patients with substance use disorder (SUD) including opioid use disorder (OUD) who
are discharging from the hospital frequently require continued post-acute medical care in
settings such as skilled nursing facilities (SNFs); and

Whereas, such patients face barriers to successfully reaching post-acute medical care,
including discriminatory policies that seek to reject admission of patients with OUD" and
regulatory prohibitions against continuing opioid agonist therapy such as methadone at SNFs?;
and

Whereas, policies against admission of patients with OUD may violate the Americans with
Disabilities Act®; and

Whereas, methadone treatment for OUD with methadone must be dispensed at a methadone
clinic regardless of stay in a SNF; and

Whereas, rural SNFs are situated long distances away from methadone treatment centers,
making transportation a barrier to continuation of methadone or rehabilitation stay at an SNF;
and

Whereas, the use of methadone for the treatment of OUD is not covered by Medicare Part D
and retail pharmacies are prohibited from dispensing it for this purpose; and

Whereas, optimizing SNF care for patients with OUD/SUDs may ultimately require changes in
regulations regarding treating SUD/OUDs during SNF admission; and

Whereas, impediments to discharging patients to post-acute medical care exacerbate the crisis
in hospital discharge, leading to increased lengths of stay and worsening hospital overcrowding;
therefore be it

RESOLVED, that our American Medical Association advocate to ensure that patients who
require a post-acute medical care setting are not discriminated against because of their history
of substance use disorder (Directive to Take Action); and be it further

RESOLVED, that our AMA advocate that our federal, state, and local governments remove
barriers to opioid agonist therapy (including methadone, buprenorphine or other appropriate
treatments) at skilled nursing facilities (Directive to Take Action); and be it further
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RESOLVED, that our AMA advocate that Medicare and Medicaid provide coverage for
substance use and opioid use disorder treatments in skilled nursing facilities. (Directive to Take
Action)

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

Received: 9/27/23
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RELEVANT AMA POLICY

Treating Opioid Use Disorder in Hospitals D-95.967

1. Our AMA’s Opioid Task Force will work together with the American Hospital Association and other
relevant organizations to identify best practices that are being used by hospitals and others to treat opioid
use disorder as a chronic disease, including identifying patients with this condition; initiating or providing
opioid agonist or partial agonist therapy in inpatient, obstetric and emergency department settings;
providing cognitive and behavioral therapy as well as other counseling as appropriate; establishing
appropriate discharge plans, including education about opioid use disorder; and participating in
community-wide systems of care for patients and families affected by this chronic medical disease.

2. Our AMA will advocate for states to evaluate programs that currently exist or have received federal or
state funding to assist physicians, hospitals and their communities to coordinate care for patients with the
chronic disease of opioid use disorder.

3. Our AMA will take all necessary steps to seek clarification of interpretations of 21 CFR 1306.07 by the
DEA and otherwise seek administrative, statutory and regulatory solutions that will allow for (a)
prescribers with the waiver permitting the prescribing of buprenorphine for opioid use disorder to be able
to do so, when indicated, for hospitalized inpatients, using a physician order rather than an outpatient
prescription, and (b) hospital inpatient pharmacies to be able to fill such authorizations by prescribers
without this constituting a violation of federal regulations.
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Resolution: 220

(1-23)
Introduced by: American College of Legal Medicine, Richard Wilbur, MD, JD, FCLM,
Subject: Merit-Based Process for the Selection of all Federal Administrative Law
Judges
Referred to: Reference Committee B

Whereas, Medicare and Medicaid beneficiaries must appeal their coverage and payment
disputes to Health and Human Services Administrative Law Judges (ALJs); and

Whereas, Medicare and Medicaid beneficiaries deserve competent and neutral Health and
Human Services ALJs presiding over their disputes with Medicare and Medicaid; and

Whereas, Medicare and Medicaid providers and suppliers must appeal their payment disputes
to Health and Human Services ALJs; and

Whereas, Medicare and Medicaid providers and suppliers deserve competent and neutral
Health and Human Services ALJs presiding over their payment disputes with Medicare; and

Whereas, Social Security beneficiaries must appeal their coverage and payment disputes to
Social Security ALJs; and

Whereas, Social Security beneficiaries deserve competent and neutral Social Security ALJs
presiding over their coverage and payment disputes with Social Security; and

Whereas, the Administrative Procedure Act of 1946 controls the federal agencies, including the
Department of Health and Human Services (Medicare and Medicaid) and Social Security'; and

Whereas, from 1946 until 2018, attorney candidates who wanted to become federal
administrative law judges (ALJs) were required:

a. to pass an examination on administrative law given by the U.S. Department of Personnel
Management, and only the top three scoring candidates were offered positions as
federal administrative law judges (ALJs),

b. to have at least seven years of experience in an area of law relevant to administrative
proceedings, and

c. to prove they had the ability to write clear and understandable decisions following an
administrative proceeding; and

Whereas, following the Supreme Court decision in Lucia v. SEC?, Executive Order (E.O.)
13,843 was signed?®; and

Whereas, E.O. 13,843 removed all federal administrative law judges (ALJs) from the competitive
civil service; and

Whereas, the only current requirements for a new federal ALJ are a license to practice law
somewhere in the United States and an appointment to be an ALJ for a federal agency, with the
appointment made by the temporary, politically appointed agency head; and
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Whereas, E.O 13,843 politicizes the federal ALJ service and will result in the appointment of
questionably competent ALJs*; therefore be it

RESOLVED, that our American Medical Association support the pre-2018, merit-based process
for the selection of all federal administrative law judges (ALJs), including the requirements that:

1. All federal ALJ candidates must be licensed and authorized to practice law under the laws of
a State, the District of Columbia, the Commonwealth of Puerto Rico, or any territorial court
established under the United States Constitution throughout the ALJ selection process,

2. All federal ALJ candidates must have a full seven (7) years of experience as a licensed
attorney preparing for, participating in, and/or reviewing formal hearings or trials involving
litigation and/or administrative law at the Federal, State, or local level, and

3. All federal ALJ candidates must pass an examination, the purpose of which is to evaluate the
competencies/knowledge, skills, and abilities essential to performing the work of an
Administrative Law Judge. (New HOD Policy)

Fiscal Note: Minimal - less than $1,000

Received: 9/26/23
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AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES
Resolution: 222
(1-23)
Introduced by:  Association for Clinical Oncology, College of American Pathologists
Subject: Expansion of Remote Digital Laboratory Access Under CLIA

Referred to: Reference Committee B

Whereas, the Centers for Medicare and Medicaid Services (CMS) used certain enforcement
discretion and flexibility to expand laboratory capacity during the Public Health Emergency
(PHE) posed by COVID-19, including certain Clinical Laboratory Improvement Amendments of
1988 (CLIA) regulations’; and

Whereas, one important enforcement discretion was allowing pathologists and other laboratory
personnel to remotely review digital clinical laboratory data, digital results, and digital images
without obtaining a separate CLIA certificate for the remote testing site, provided that the
primary site or home base had such a certificate?; and

Whereas, CMS plans to continue this enforcement discretion after the PHE ends?®, and
Whereas, the discretion specifies relevance to “pathologists and laboratory personnel”; and

Whereas, other physician specialties in addition to pathologists, such as hematologists and
oncologists, may have qualifications to evaluate blood smears for the evaluation of acute
hematologic disorders*; and

Whereas, current interpretation of CMS guidance does not appear to allow hematologists or
oncologists to use digital hematology microscopy platforms for the remote evaluation of blood
smears without obtaining individual CLIA licenses for each remote physician; and

Whereas, current interpretation creates an unnecessary burden in the inability to review blood
smears and other digital pathology remotely, which can result in delays in care and increased
cost of care; therefore be it

RESOLVED, that our American Medical Association advocate to the Centers for Medicare and
Medicaid Services that post-Public Health Emergency enforcement discretion of Clinical
Laboratory Improvement Amendments of 1988 (CLIA) regulations 42 C.F.R. §§ 493.35(a),
493.43(a), and 493.55(a)(2) that requires laboratories to file a separate application for each
laboratory location unless it meets a regulatory exception, be clarified to include all qualified
physicians under CLIA, to review digital data, digital results, and digital images at a remote
location under the primary location CLIA certificate. (Directive to Take Action)

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

Received: 10/11/23
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Resolution: 223
(1-23)

Introduced by: Association for Clinical Oncology
Subject: Initial Consultation for Clinical Trials Under Medicare Advantage

Referred to: Reference Committee B

Whereas, more than half of the Medicare-eligible population is enrolled in a Medicare
Advantage plan'; and

Whereas, existing AMA policy H-460.930(3) affirms the inherent obligation of capitation
programs and managed care organizations to invest in broad-based clinical research, including
significant financial contribution to support such research?; and

Whereas, at A-23, our AMA adopted policy H-460.882 advocating that the Centers for Medicare
and Medicaid Services (CMS) require that Medicare Advantage Organizations (MAO) pay
physicians and non-physician providers directly for the routine costs of clinical trials, as opposed
to the current practice of switching the patient to original Medicare when enrolled on a clinical
trial and requiring that patients pay out-of-pocket copays and coinsurance before later being
reimbursed by the MAQO?3; and

Whereas, no institution or managed care network, however large, can offer all relevant clinical
trials; and

Whereas, coverage of the initial consultation of an out-of-network physician for the purpose of
enrollment in a clinical trial remains a financial barrier to clinical trial enroliment for Medicare
Advantage patients, as those patients have not yet enrolled in a clinical trial; and

Whereas, current Medicare policy under National Coverage Determination (NCD) 310.1 states
that Managed Care Organizations “may have reporting requirements when enrollees participate
in clinical trials, in order to track and coordinate their members’ care, but cannot require prior
authorization or approval’ (emphasis added)*; and

Whereas, NCD 310.1 has the effect that Medicare Advantage patients must currently self-refer
for consultation for an out-of-network clinical trial; therefore be it

RESOLVED, that our American Medical Association amend policy H-460.882, “Coverage of
Routine Costs in Clinical Trials by Medicare Advantage Organizations,” by addition to read as
follows:
4. Our AMA advocate that the Centers for Medicare and Medicaid Services allow out-of-
network referral of patients with Medicare Advantage for the purpose of consultation for
enrollment in a clinical trial, and that these consultations be considered administratively
as participation in a clinical trial. (Modify Current HOD Policy)

Fiscal Note: Minimal - less than $1,000

Received: 10/11/23
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RELEVANT AMA POLICY

H-460.882 Coverage of Routine Costs in Clinical Trials by Medicare Advantage Organizations

(1) Our American Medical Association will advocate that the Centers for Medicare and Medicaid Services
require that Medicare Advantage Organizations (MAQOs) pay for routine costs for services that are
provided as part of clinical trials covered under the Clinical Trials National Coverage Determination

310.1, just as the MAO would have been required to do so had the patient not enrolled in the

qualified clinical trial.

(2) Our AMA will advocate for the Centers for Medicare and Medicaid Services (CMS)

and Medicare Advantage Organizations (MAOs) to communicate and coordinate the payment for services
associated with participation in clinical trials, covered under the Clinical Trials National Coverage
Determination 310.1, and to ensure that physicians and non-physician providers are paid directly in order
to eliminate the requirement that patients seek reimbursement for billed services.

(3) Our AMA will take the position that Medicare Advantage Organizations (MAOs) and their participating
physicians shall actively encourage patients to enroll in clinical trials.

Importance of Clinical Research H-460.930

(1) Given the profound importance of clinical research as the transition between basic science discoveries
and standard medical practice of the future, the AMA will a) be an advocate for clinical research; and b)
promote the importance of this science and of well-trained researchers to conduct it.

(2) Our AMA continues to advocate vigorously for a stable, continuing base of funding and support for all
aspects of clinical research within the research programs of all relevant federal agencies, including the
National Institutes of Health, the Agency for Healthcare Research and Quality, the Centers for Medicare &
Medicaid Services, the Department of Veterans Affairs and the Department of Defense.

(3) The AMA believes it is an inherent obligation of capitation programs and managed care organizations
to invest in broad-based clinical research (as well as in health care delivery and outcomes research) to
assure continued transition of new developments from the research bench to medical practice. The AMA
strongly encourages these groups to make significant financial contributions to support such research.

(4) Our AMA continues to encourage medical schools a) to support clinical research; b) to train and
develop clinical researchers; c) to recognize the contribution of clinical researchers to academic medicine;
d) to assure the highest quality of clinical research; and e) to explore innovative ways in which clinical
researchers in academic health centers can actively involve practicing physicians in clinical research.

(5) Our AMA encourages and supports development of community and practice-based clinical research
networks.

D-285.959 Prevent Medicare Advantage Plans from Limiting Care

Our AMA will: (1) ask the Centers for Medicare and Medicaid Services to further regulate Medicare
Advantage Plans so that the same treatment and authorization guidelines are followed for both fee-for-
service Medicare and Medicare Advantage patients, including admission to inpatient rehabilitation
facilities; and (2) advocate that proprietary criteria shall not supersede the professional judgment of the
patient’s physician when determining Medicare and Medicare Advantage patient eligibility for procedures
and admissions. Citation: Res. 706, A-21
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Resolution: 224
(1-23)
Introduced by:  Association for Clinical Oncology
Subject: ERISA Preemption of State Laws Regulating Pharmacy Benefit Managers

Referred to: Reference Committee B

Whereas, pharmacy benefit managers (PBMs) are third party companies that function as
intermediaries between insurance providers and pharmaceutical manufacturers to create
formularies, negotiate rebates with manufacturers, process claims, create pharmacy networks,
review drug utilization, and manage mail-order specialty pharmacies'; and

Whereas, the four largest PBMs collectively have a 68 percent share of the national commercial
market?; and

Whereas, the largest PBMs are integrated with the largest health insurance companies and
wholly owned mail-order specialty pharmacies, which allows them to influence which drugs are
prescribed to patients, which pharmacies patients can use, and how much patients pay?; and

Whereas, PBMs have substantial influence over independent pharmacies, which have
collectively voiced concerns that PBMs negotiate and leverage contractual terms with these
pharmacies that are confusing, unfair, arbitrary, and harmful to their business*; and

Whereas, PBMs engage in potentially harmful and anti-competitive practices such as charging
fees and clawbacks to unaffiliated pharmacies; steering patients toward PBM-owned
pharmacies; potentially unfair auditing of unaffiliated pharmacies; the use of complicated and
opaque pharmacy reimbursement methods; and negotiating rebates and fees with drug
manufacturers that may skew the formulary incentives and impact the cost of prescription drugs
to patients®; and

Whereas, since 2017, states have enacted more than 100 laws to address the ways PBMs
contribute to high costs®; and

Whereas, the Employee Retirement Income Security Act of 1974 (ERISA) is a federal law that
sets minimum standards for most voluntarily established retirement and health plans in private
industry’; and

Whereas, ERISA plans cover about 141 million workers and beneficiaries, or about 44 percent
of the population?; and

Whereas, ERISA threatens enforcement of state laws that impact employer-sponsored health
insurance, especially the self-funded plans that comprise 64 percent of employer-sponsored
coverage®; and

Whereas, ERISA preemption dilutes states’ ability to collect data, control prices, and protect
consumers'?; and
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Whereas, the U.S. Supreme Court’s 2020 opinion Rutledge v. PCMA clarified that state laws
that affect or regulate health care costs are not necessarily preempted even though they may
alter the incentives and decisions facing employer-sponsored plans;'" and

Whereas, despite the Rutledge ruling, ERISA jurisprudence has been unpredictable, leaving
states to regulate and legislate under uncertainty; therefore be it

RESOLVED, that our American Medical Association study enacted state pharmacy benefit
management (PBM) legislation and create a model bill that would avoid the Employment
Retirement Income Security Act of 1974 (ERISA) preemption. (Directive to Take Action)

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

Received: 10/10/23
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RELEVANT AMA POLICY

AMA Policy on ERISA H-285.915

1. Our AMA will seek, through amendment of the ERISA statute, through enactment of separate federal
patient protection legislation, through enactment of similar state patient protection legislation that is
uniform across states, and through targeted elimination of the ERISA preemption of self-insured health
benefits plans from state regulation, to require that such self-insured plans: (a) Ensure that plan enrollees
have access to all needed health care services; (b) Clearly disclose to present and prospective enrollees
any provisions restricting patient access to or choice of physicians, or imposing financial incentives
concerning the provision of services on such physicians; (c) Be regulated in regard to plan policies and
practices regarding utilization management, claims submission and review, and appeals and grievance
procedures; (d) Conduct scientifically based and physician-directed quality assurance programs; (e) Be
legally accountable for harm to patients resulting from negligent utilization management policies or patient
treatment decisions through all available means, including proportionate or comparative liability,
depending on state liability rules; (f) Participate proportionately in state high-risk insurance pools that are
financed through participation by carriers in that jurisdiction; (g) Be prohibited from indemnifying
beneficiaries against actions brought by physicians or other providers to recover charges in excess of the
amounts allowed by the plan, in the absence of any provider contractual agreement to accept those
amounts as full payment; (h) Inform beneficiaries of any discounted payment arrangements secured by
the plan, and base beneficiary coinsurance and deductibles on these discounted amounts when providers
have agreed to accept these discounted amounts as full payment; (i) Be subject to breach of contract
actions by providers against their administrators; and (j) Adopt coordination of benefits provisions
applying to enrollees covered under two or more plans.

2. Our AMA will continue to advocate for the elimination of ERISA preemption of self-insured health plans
from state insurance laws consistent with current AMA policy.
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