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REPORT OF THE COUNCIL ON MEDICAL EDUCATION

CME Report 1-1-25

Subject: Additional Pathways for International Medical Graduates
Presented by: Kelly J. Caverzagie, MD, FACP, FHM

Referred to: Reference Committee C

American Medical Association (AMA) Policy D-255.971, “Alternative Pathways for International
Medical Graduates,” adopted at the 2024 Interim Meeting of the AMA House of Delegates (HOD)
asks the following:

1. Our American Medical Association will provide an informational report about the ongoing
work around alternate licensing pathways and currently introduced laws and regulations
being introduced around the country and their status during the 1-25 meeting.

2. Our AMA, following the conclusion of the work of the Advisory Commission on Alternate
Licensing Models, will develop educational resources related to alternate licensing models
for the AMA HOD and other interested parties.

3. Our AMA will widely distribute the Commission’s report and relevant educational content
to all AMA members.

This report is submitted to the HOD in response to the directive in the first clause. Since the 2024
Interim Meeting, the Advisory Commission changed its name from “Alternate” to “Additional”
Licensing Models. For the purposes of this report, it will be referred to as the “Commission.”

BACKGROUND
Inception and convening

On March 27, 2024, The Federation of State Medical Boards (FSMB), Intealth™, and the
Accreditation Council for Graduate Medical Education (ACGME) announced the establishment of
a new Advisory Commission on Alternate Licensing Models “to provide guidance on alternative
pathways for state licensure of physicians who have completed training and/or practiced outside of
the United States. These are physicians who have graduated from medical school in another
country, have completed a post graduate training program substantially similar to those in the U.S.,
and (in most state requirements) have practiced for a certain period of time. The Commission uses
the term “internationally trained physicians.” Many of these physicians are international medical
graduates (IMGs), encompassing both foreign nationals and U.S. citizens who completed their
medical education and training outside the United States and Canada.”' The intent was to create
recommendations to guide state medical boards, legislatures, and policymakers considering state
legislation to create additional pathways to licensure or those responsible for implementing
legislation that has been enacted. These founding organizations held their first meeting on April 5,
2024, in Washington, D.C. The Commission convened as state legislative activity creating
additional pathways to licensure is gaining momentum.

© 2025 American Medical Association. All rights reserved.
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This Commission convened a one-day symposium on June 18, 2024, in Washington D.C., attended
by more than 175 individuals representing members of the public, state medical licensing boards,
and organizations involved with medical education, accreditation, and certification. The
symposium “provided a forum for attendees to exchange ideas and discuss considerations for
legislative, regulatory, and procedural implementation of such alternative pathways for medical
licensure.””

A meeting on September 16, 2024, discussed a first set of recommendations. Those draft
preliminary recommendations were then released on October 1, 2024, with a focus on eligibility
requirements with an open comment period through December 6, 2024, via online survey.’ The
AMA provided comments, which are available on the AMA’s Federal and State Correspondence
Finder.

Commission Recommendations

On February 4, 2025, the Commission released its first set of nine recommendations informed by
the feedback from the open comment period; the full document with recommendations is available
on the FSMB website:

1. “Rulemaking authority should be delegated, and resources allocated, to the state medical
board for implementing and evaluating any additional licensure pathways.

2. An offer of employment should be required for pathway eligibility. State medical boards
should be authorized to define what is an appropriate clinical facility for the supervision
and assessment of internationally trained physicians (ITPs) for their provisional licensure
period.

3. Educational Commission for Foreign Medical Graduates (ECFMG) Certification and
graduation from a duly recognized medical school should be required for pathway
eligibility.

4. Completion of postgraduate training (graduate medical education) outside the United
States should be required for pathway eligibility.

5. Possession of authorization from another country or jurisdiction to lawfully practice
medicine in that country or jurisdiction, and at least three years of experience in medical
practice should be required for pathway eligibility.

6. A limit on the physician’s time “out of practice” that is consistent with that state’s existing
re-entry to practice requirements should be considered.

7. A successfully completed period of supervision and assessment by an employer should be
required of ITPs to transition from provisional licensure to full licensure.

8. State medical boards should preserve their authority to assess each candidate for full and
unrestricted licensure.

9. State medical boards implementing additional licensure pathways should collect and share
data to evaluate the program’s effectiveness.”

Following the publication of these recommendations, the Commission announced on May 22,
2025, a call for comments on new draft guidance recommendations specifically regarding the
assessment and supervision of internationally-trained physicians seeking licensure in the U.S.>°
This second call for comment, open until July 11, 2025, offered eight recommendations addressing
specific guidance for the consideration of state medical boards and other relevant parties. The
feedback was collected via a survey tool. The AMA appreciates the Commission’s efforts to ensure
safe, structured pathways for internationally trained physicians. AMA feedback supported the
intent of each recommendation while also addressing concerns (e.g., additional burdens put upon
rural health care systems, supervising physicians, and small practices; lack of uniform standards
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and institutional oversight; unintended consequences) and offering suggestions for improvement to
best execute these recommendations.

In July 2025, the Annals of Internal Medicine published an opinion from the leaders of the
Commission’s founding organizations entitled “Licensing Internationally Trained Physicians:
Advisory Commission Leaders Share Initial Progress.”” An August 2025 press release provided the
latest recommendations as well as a toolkit to inform the assessment and supervision of ITPs.®

Of note, these are recommendations and do not carry the force of law.
DISCUSSION
Founders of the Commission

The FSMB supports state medical boards within the U.S., its territories, and the District of
Columbia in protection of the public’s health, safety, and welfare. This involves oversight of proper
medical regulation, licensing, and disciplining of physicians (as well as physician assistants and
other health care professionals). This includes issues and concerns related to internationally trained
physicians. As such, the FSMB serves as the primary convener for the Commission.

The Educational Commission for Foreign Medical Graduates (ECFMG) Certification assures the
readiness of internationally trained physicians to enter graduate medical education in the U.S.
Foundation for Advancement of International Medical Education (FAIMER®™) promotes excellence
in international health professions education through programmatic and research activities. They
partner with other leaders in U.S. medical education to analyze data, develop policies, and create
new tools for this audience. In 2021, ECFMG and FAIMER® were joined under the umbrella of
Intealth.

The ACGME establishes and oversees the voluntary professional educational standards that are
essential to preparing physicians (including those internationally trained) to provide safe and high-
quality medical care. They also oversee the accreditation of residency and fellowship programs in
the U.S.

AMA engagement

The AMA has been actively engaged in the Commission as an adviser since its inception. In
addition, the AMA Advocacy and Medical Education business units, in collaboration with the
Council on Medical Education and the International Medical Graduates (IMG) Section, has
responded to each open comment period provided by the Commission.

The Council on Medical Education (CME) actively monitors issues related to IMGs and authors
reports as directed by the House of Delegates. They have included:

e Challenges to Primary Source Verification of International Medical Graduates Resulting

from International Conflict (CME 8-A-23)

o Financial Burdens and Exam Fees for International Medical Graduates (CME 3-A-23)

o Expediting Entry of Qualified IMG Physicians to U.S. Medical Practice (CME 4-JUN-21)
Licensure for International Medical Graduates Practicing in U.S. Institutions with
Restricted Medical Licenses (CME 2-JUN-21)
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Reports from all Councils are made available to members via the Council Report Finder. The
Medical Education unit publishes issue briefs on a variety of timely topics. In 2022, an issue brief
was released entitled “Support for IMGs practicing in the U.S.”

The Advocacy unit closely monitors any communications or actions by the current Administration
as it relates to IMGs. For example:

o They have issued letters of support for the Conrad 30 Waiver Program and the recent
Doctors in our Borders Act, which would expand the number of Conrad 30 waivers a state
or regional commission can receive from 30 to 100. Such letters and statements are made
available to members in the AMA Federal and State Correspondence Finder.

o AMA’s Advocacy Update e-newsletter provides timely information which may contain
news relevant to IMGs.

e Advocacy also monitors state legislative activity to create additional pathways to licensure
for internationally trained physicians. This activity is summarized in a recently updated
AMA issue brief entitled “Additional State Licensure Pathways for Internationally Trained

Physicians.”

Federal immigration issues are not discussed in this report, given ongoing changes by the current
administration.

The AMA’s IMG Section addresses and advocates for issues that impact international medical
graduate physicians. To help IMGs navigate the process of practicing medicine in the United
States, the section recently developed a toolkit. The latest information and resources from the IMG
Section are available on the AMA website.

News articles and podcasts related to IMGs are also available on the AMA website. Examples of
information from as recent as April 2025 include:

e Immigration issues: Visas and green cards

e Starting physician residency as an IMG? 6 tips to ease transition

e Meet Your Match: Tips for IMGs entering U.S. residency with Ricardo Correa, MD

RELEVANT AMA POLICY

The following policies, available in the AMA Policy Finder, are of relevance to this report. Full
policies are listed in the Appendix.
e Abolish Discrimination in Licensure of IMGs H-255.966
e Licensure for International Medical Graduates Practicing in U.S. Institutions with Restricted
Medical Licenses D-255.977
e AMA Principles on International Medical Graduates H-255.988
e Alternatives to the Federation of State Medical Boards Recommendations on Licensure H-
275.934
e International Medical Graduate Employment H-255.965
e Unfair Discrimination Against International Medical Graduates H-255.978

CONCLUSION

The AMA will continue to (1) participate in the Advisory Commission on Additional Licensing
Models, (2) provide comment on future recommendations, and (3) engage with relevant parties in
support of internationally trained physicians.
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RECOMMENDATION

The Council on Medical Education recommends that the following be adopted and the remainder
of the report be filed.

1. That the first clause of AMA Policy D-255.971, “Alternative Pathways for International
Medical Graduates,” be rescinded as having been accomplished by this report. (Rescind AMA

Policy)

Fiscal note: Minimal

APPENDIX — RELEVANT AMA POLICIES

Abolish Discrimination in Licensure of IMGs H-255.966

1. Our American Medical Association supports the following principles related to medical licensure
of international medical graduates (IMGs):

a.

State medical boards should ensure uniformity of licensure requirements for IMGs and
graduates of U.S. and Canadian medical schools, including eliminating any disparity in the
years of graduate medical education (GME) required for licensure and a uniform standard
for the allowed number of administrations of licensure examinations.

All physicians seeking licensure should be evaluated on the basis of their individual
education, training, qualifications, skills, character, ethics, experience and past practice.
Discrimination against physicians solely on the basis of national origin and/or the country
in which they completed their medical education is inappropriate.

U.S. states and territories retain the right and responsibility to determine the qualifications
of individuals applying for licensure to practice medicine within their respective
jurisdictions.

State medical boards should be discouraged from a) using arbitrary and non-criteria-based
lists of approved or unapproved foreign medical schools for licensure decisions and b)
requiring an interview or oral examination prior to licensure endorsement. More effective
methods for evaluating the quality of IMGs' undergraduate medical education should be
pursued with the Federation of State Medical Boards (FSMB) and other relevant
organizations. When available, the results should be a part of the determination of
eligibility for licensure.

2. Our AMA will continue to work with the FSMB to encourage parity in licensure requirements for
all physicians, whether U.S. medical school graduates or international medical graduates.

3. Our AMA will continue to work with the Educational Commission for Foreign Medical Graduates
and other appropriate organizations in developing effective methods to evaluate the clinical skills of

IMGs.

4. Our AMA will work with state medical societies in states with discriminatory licensure
requirements between IMGs and graduates of U.S. and Canadian medical schools to advocate for
parity in licensure requirements, using the AMA International Medical Graduate Section licensure
parity model resolution as a resource.

5. Our AMA will:

a.

encourage states to study existing strategies to improve policies and processes to assist
IMGs with credentialing and licensure to enable them to care for patients in underserved
areas.

encourage the FSMB and state medical boards to evaluate the progress of programs aimed
at reducing barriers to licensure--including successes, failures, and barriers to
implementation.
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Licensure for International Medical Graduates Practicing in U.S. Institutions with Restricted Medical
Licenses D-255.977
Our American Medical Association will advocate that qualified international medical graduates have a
pathway for licensure by encouraging state medical licensing boards and the member boards of the American
Board of Medical Specialties to develop criteria that allow:
1. Completion of medical school and residency training outside the U.S.
2. Extensive U.S. medical practice.
3. Evidence of good standing within the local medical community to serve as a substitute for
U.S. graduate medical education requirement for physicians seeking full unrestricted licensure and
board certification.

AMA Principles on International Medical Graduates H-255.988

1. Our American Medical Association supports current U.S. visa and immigration requirements
applicable to foreign national physicians who are graduates of medical schools other than those in
the United States and Canada.

2. Our AMA supports current regulations governing the issuance of exchange visitor visas to foreign
national IMGs, including the requirements for successful completion of the USMLE.

3.  Our AMA reaffirms its policy that the U.S. and Canada medical schools be accredited by a
nongovernmental accrediting body.

4. Our AMA supports cooperation in the collection and analysis of information on medical schools in
nations other than the U.S. and Canada.

5. Our AMA supports continued cooperation with the ECFMG and other appropriate organizations to
disseminate information to prospective and current students in foreign medical schools. An AMA
member, who is an IMG, should be appointed regularly as one of the AMA's representatives to the
ECFMG Board of Trustees.

6. Our AMA supports working with the Accreditation Council for Graduate Medical Education
(ACGME) and the Federation of State Medical Boards (FSMB) to assure that institutions offering
accredited residencies, residency program directors, and U.S. licensing authorities do not deviate
from established standards when evaluating graduates of foreign medical schools.

7. In cooperation with the ACGME and the FSMB, our AMA supports only those modifications in
established graduate medical education or licensing standards designed to enhance the quality
of medical education and patient care.

8. Our AMA continues to support the activities of the ECFMG related to verification of education
credentials and testing of IMGs.

9. Our AMA supports that special consideration be given to the limited number of IMGs who are
refugees from foreign governments that refuse to provide pertinent information usually required to
establish eligibility for residency training or licensure.

10. Our AMA supports that accreditation standards enhance the quality of patient care
and medical education and not be used for purposes of regulating physician manpower.

11. Our AMA representatives to the ACGME, residency review committees and to the ECFMG should
support AMA policy opposing discrimination. Medical school admissions officers and directors of
residency programs should select applicants on the basis of merit, without considering status as an
IMG or an ethnic name as a negative factor.

12. Our AMA supports the requirement that all medical school graduates complete at least one year
of graduate medical education in an accredited U.S. program in order to qualify for full and
unrestricted licensure. State medical licensing boards are encouraged to allow an alternate set of
criteria for granting licensure in lieu of this requirement:

a. completion of medical school and residency training outside the U.S.;
b. extensive U.S. medical practice; and
c. evidence of good standing within the local medical community.

13. Our AMA supports publicizing existing policy concerning the granting of staff and clinical
privileges in hospitals and other health facilities.

14. Our AMA supports the participation of all physicians, including graduates of foreign as well as U.S.
and Canadian medical schools, in organized medicine. Our AMA offers encouragement and
assistance to state, county, and specialty medical societies in fostering greater membership among
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IMGs and their participation in leadership positions at all levels of organized medicine, including
AMA committees and councils, the Accreditation Council for Graduate Medical Education and its
review committees, the American Board of Medical Specialties and its specialty boards, and state
boards of medicine, by providing guidelines and non-financial incentives, such as recognition for
outstanding achievements by either individuals or organizations in promoting leadership among
IMGs.
Our AMA supports studying the feasibility of conducting peer-to-peer membership recruitment
efforts aimed at IMGs who are not AMA members.
Our AMA membership outreach to IMGs to include
a. using its existing publications to highlight policies and activities of interest to IMGs,
stressing the common concerns of all physicians;
b. publicizing its many relevant resources to all physicians, especially to nonmember IMGs;
c. identifying and publicizing AMA resources to respond to inquiries from IMGs; and
d. expansion of its efforts to prepare and disseminate information about requirements for
admission to accredited residency programs, the availability of positions, and the problems
of becoming licensed and entering full and unrestricted medical practice in the U.S. that
face IMGs. This information should be addressed to college students, high school and
college advisors, and students in foreign medical schools.
Our AMA supports recognition of the common aims and goals of all physicians, particularly those
practicing in the U.S., and support for including all physicians who are permanent residents of the
U.S. in the mainstream of American medicine.
Our AMA supports its leadership role to promote the international exchange of medical knowledge
as well as cultural understanding between the U.S. and other nations.
Our AMA supports institutions that sponsor exchange visitor programs in medical education,
clinical medicine and public health to tailor programs for the individual visiting scholar that will
meet the needs of the scholar, the institution, and the nation to which he will return.
Our AMA supports informing foreign national IMGs that the availability of training and practice
opportunities in the U.S. is limited by the availability of fiscal and human resources to maintain the
quality of medical education and patient care in the U.S., and that those IMGs who plan to return to
their country of origin have the opportunity to obtain GME in the United States.
Our AMA supports U.S. medical schools offering admission with advanced standing, within the
capabilities determined by each institution, to international medical students who satisfy the
requirements of the institution for matriculation.
Our AMA supports the Federation of State Medical Boards, its member boards, and the ECFMG in
their willingness to adjust their administrative procedures in processing IMG applications so that
original documents do not have to be recertified in home countries when physicians apply for
licenses in a second state.
Our AMA supports continued efforts to protect the rights and privileges of all physicians duly
licensed in the U.S. regardless of ethnic or educational background and opposes any legislative
efforts to discriminate against duly licensed physicians on the basis of ethnic or educational
background.
Our AMA supports continued study of challenges and issues pertinent to IMGs as they affect our
country’s health care system and our physician workforce.
Our AMA supports advocacy to Congress to fund studies through appropriate agencies, such as the
Department of Health and Human Services, to examine issues and experiences of IMGs and make
recommendations for improvements.

Alternatives to the Federation of State Medical Boards Recommendations on Licensure H-275.934

Our American Medical Association adopts the following principles:

1.

Ideally, all medical students should successfully complete Steps 1 and 2 of the United

States Medical Licensing Examination (USMLE) or Levels 1 and 2 of the Comprehensive
Osteopathic Medical Licensing Examination (COMLEX USA) prior to entry into residency training.
At a minimum, individuals entering residency training must have successfully completed Step 1 of
the USMLE or Level 1 of COMLEX USA. There should be provision made for students who have
not completed Step 2 of the USMLE or Level 2 of the COMLEX USA to do so during the first year
of residency training.
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All applicants for full and unrestricted licensure, whether graduates of U.S. medical schools

or international medical graduates, must have completed one year of

accredited graduate medical education (GME) in the U.S., have passed all state-required licensing
examinations (USMLE or COMLEX USA), and must be certified by their residency program
director as ready to advance to the next year of GME and to obtain a full and unrestricted license to
practice medicine. State medical licensing boards are encouraged to allow an alternate set of criteria
for granting licensure in lieu of this requirement for completing one year of accredited GME in the
U.S.: (a) completion of medical school and residency training outside the U.S.; (b) extensive

U.S. medical practice; and (c) evidence of good standing within the local medical community.
There should be a training permit/educational license for all resident physicians who do not yet have
a full and unrestricted license to practice medicine. To be eligible for an initial training
permit/educational license, the resident must have completed Step 1 of the USMLE or Level 1 of
COMLEX USA.

Residency program directors shall report only those actions to state medical licensing boards that
are reported for all licensed physicians.

Residency program directors should receive training to ensure that they understand the process for
taking disciplinary action against resident physicians, and are aware of procedures for dismissal of
residents and for due process. This requirement for residency program directors should be enforced
through Accreditation Council for Graduate Medical Education accreditation requirements.

There should be no reporting of actions against medical students to state medical licensing boards.
Medical schools are responsible for identifying and remediating and/or disciplining medical student
unprofessional behavior, problems with substance abuse, and other behavioral problems. as well as
gaps in student knowledge and skills.

The Dean's Letter of Evaluation should be strengthened and standardized, to serve as a better source
of information to residency programs about applicants.

International Medical Graduate Employment H-255.965

Our American Medical Association will support federal legislation that reduces the administrative burden
and streamlines the process of hiring International Medical Graduates.

Unfair Discrimination Against International Medical Graduates H-255.978

It is the policy of the AMA to take appropriate action, legal or legislative, against implementation of Section
4752(d) of the OBRA of 1990 that requires international medical graduates, in order to obtain a Medicaid
UPN number, to have held a license in one or more states continuously since 1958, or pass the Foreign
Medical Graduate Examination in Medical Sciences (FMGEMS), or pass the Educational Commission for
Foreign Medical Graduates (ECFMG) Examination, or be certified by ECFMG.
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AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES
Resolution: 301
(I-25)
Introduced by: Michigan
Subject: Preventing Sleep Deprivation and Supporting Medical Student Wellness

Referred to: Reference Committee C

Whereas, state studies recommend how much sleep adults need to function well. Experts
recommend that adults receive 7-9 hours of sleep per night; and

Whereas, studies have found that sleeping less than 7 hours can lead to adverse health
outcomes such as impaired immune function, increased pain, decreased performance, and an
increased risk of accidents; and

Whereas, medical students and residents who receive less than 7 hours of sleep per night
experience higher rates of burnout, decreased motivation for learning, and increased risk of
anxiety, depression, and alcohol abuse; and

Whereas, sleep deprivation and extended wakefulness can lead to impaired attention, slowed
response time, and increased risk of errors, accidents, and injuries. In addition, studies show
that cognitive function is most impaired during the first night of night shift work; and

Whereas, sleep deprivation and its negative effects on performance cannot be overcome by
willing oneself to stay awake, nor by motivation, training, or experience. Thus, adequate rest is
a necessary prerequisite for effective medical training; and

Whereas, research from the National Heart, Lung and Blood Institute underscores that sleep
deprivation cannot simply be repaid through short sleeping periods. Multiple studies have
shown that a full night of sleep (7-9 hours) is needed to restore memory and hippocampal-
memory association function after one night of total sleep loss; and

Whereas, the Liaison Committee on Medical Education (LCME) works to ensure that every
medical school has an effective system of counseling services to encourage medical student
wellness; however, there are no guidelines in the LCME Functions and Structure of a Medical
School: Standards for Accreditation of Medical Education Programs Leading to the MD Degree
on how medical schools should manage student working hours and prevent sleep deprivation;
and

Whereas, the Accreditation Council for Graduate Medical Education (ACGME) limits residents
work hours to 80 hours per week (averaged over a 4-week period); and

Whereas, duty hour limits include at least 10 hours of rest between duty periods and no more
than 24 hours of continuous scheduled clinical assignments (Note: 6-hour extension is permitted
for patient continuity and education.); and

Whereas, ACGME also states that residents must have at least 14 hours free of clinical work
and education after 24 hours of in-house call; therefore be it
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Resolution: 301 (I-25)
Page 2 of 4

RESOLVED, that our American Medical Association support the development of national
standards to act as the official guideline for medical student work-hour limits, time off after a 24-
hour shift, and work-hour guidelines. (New HOD Policy)

Fiscal Note: Minimal — less than $1,000
Received: 9/3/25
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RELEVANT AMA POLICY

Factors Causing Burnout H-405.948

Our American Medical Association recognizes that medical students, resident physicians, and fellows
face unique challenges that contribute to burnout during medical school and residency training, such as
debt burden, inequitable compensation, discrimination, limited organizational or institutional support,
stress, depression, suicide, childcare needs, mistreatment, long work and study hours, among others,
and that such factors be included as metrics when measuring physician well-being, particularly for this
population of physicians.

Resident/Fellow Clinical and Educational Work Hours H-310.907

Our American Medical Association adopts the following Principles of Resident/Fellow Clinical and

Educational Work Hours, Patient Safety, and Quality of Physician Training:

1. Our AMA supports the 2017 Accreditation Council for Graduate Medical Education (ACGME)
standards for clinical and educational work hours (previously referred to as “duty hours”).

2. Our AMA will continue to monitor the enforcement and impact of clinical and educational work hour
standards, in the context of the larger issues of patient safety and the optimal learning environment
for residents.

3. Our AMA encourages publication and supports dissemination of studies in peer-reviewed publications
and educational sessions about all aspects of clinical and educational work hours, to include such
topics as extended work shifts, handoffs, in-house call and at-home call, level of supervision by
attending physicians, workload and growing service demands, moonlighting, protected sleep periods,
sleep deprivation and fatigue, patient safety, medical error, continuity of care, resident well-being and
burnout, development of professionalism, resident learning outcomes, and preparation for
independent practice.

4. Our AMA endorses the study of innovative models of clinical and educational work hour requirements
and, pending the outcomes of ongoing and future research, should consider the evolution of


https://lcme.org/publications/
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specialty- and rotation-specific requirements that are evidence-based and will optimize patient safety

and competency-based learning opportunities.

Our AMA encourages the ACGME to:

a. Decrease the barriers to reporting of both clinical and educational work hour violations and
resident intimidation.

b. Ensure that readily accessible, timely and accurate information about clinical and
educational work hours is not constrained by the cycle of ACGME survey visits.

c. Use, where possible, recommendations from respective specialty societies and evidence-based
approaches to any future revision or introduction of clinical and educational work hour rules.

d. Broadly disseminate aggregate data from the annual ACGME survey on the educational
environment of resident physicians, encompassing all aspects of clinical and
educational work hours.

Our AMA recognizes the ACGME for its work in ensuring an appropriate balance between resident

education and patient safety, and encourages the ACGME to continue to:

a. Offer incentives to programs/institutions to ensure compliance with clinical and
educational work hour standards.

b. Ensure that site visits include meetings with peer-selected or randomly selected residents and
that residents who are not interviewed during site visits have the opportunity to provide
information directly to the site visitor.

c. Collect data on at-home call from both program directors and resident/fellow physicians; release
these aggregate data annually; and develop standards to ensure that appropriate education and
supervision are maintained, whether the setting is in-house or at-home.

d. Ensure that resident/fellow physicians receive education on sleep deprivation and fatigue.

Our AMA supports the following statements related to clinical and educational work hours:

a. Total clinical and educational work hours must not exceed 80 hours per week, averaged over a
four-week period (Note: “Total clinical and educational work hours” includes providing direct
patient care or supervised patient care that contributes to meeting educational goals; participating
in formal educational activities; providing administrative and patient care services of limited or no
educational value; and time needed to transfer the care of patients).

b. Scheduled on-call assignments should not exceed 24 hours. Residents may remain on-duty for
an additional 4 hours to complete the transfer of care, patient follow-up, and education; however,
residents may not be assigned new patients, cross-coverage of other providers’ patients, or
continuity clinic during that time.

c. Time spent in the hospital by residents on at-home call must count towards the 80-hour maximum
weekly hour limit, and on-call frequency must not exceed every third night averaged over four
weeks. The frequency of at-home call is not subject to the every-third-night limitation, but must
satisfy the requirement for one-day-in-seven free of duty, when averaged over four weeks.

d. At-home call must not be so frequent or taxing as to preclude rest or reasonable personal time for
each resident.

e. Residents are permitted to return to the hospital while on at-home call to care for new or
established patients. Each episode of this type of care, while it must be included in the 80-hour
weekly maximum, will not initiate a new “off-duty period.”

f.  Given the different education and patient care needs of the various specialties and changes in
resident responsibility as training progresses, clinical and educational work hour requirements
should allow for flexibility for different disciplines and different training levels to ensure
appropriate resident education and patient safety; for example, allowing exceptions for certain
disciplines, as appropriate, or allowing a limited increase to the total number of clinical and
educational work hours when need is demonstrated.

g. Resident physicians should be ensured a sufficient duty-free interval prior to returning to duty.

h. Clinical and educational work hour limits must not adversely impact resident physician
participation in organized educational activities. Formal educational activities must be scheduled
and available within total clinical and educational work hour limits for all resident physicians.

i. Scheduled time providing patient care services of limited or no educational value should be
minimized.

j. Accurate, honest, and complete reporting of clinical and educational work hours is an essential
element of medical professionalism and ethics.

k. The medical profession maintains the right and responsibility for self-regulation (one of the key
tenets of professionalism) through the ACGME and its purview over graduate medical education,
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and categorically rejects involvement by the Centers for Medicare & Medicaid Services, The Joint
Commission, Occupational Safety and Health Administration, and any other federal or state
government bodies in the monitoring and enforcement of clinical and educational work hour
regulations, and opposes any regulatory or legislative proposals to limit the work hours of
practicing physicians.

I. Increased financial assistance for residents/fellows, such as subsidized child care, loan
deferment, debt forgiveness, and tax credits, may help mitigate the need for moonlighting. At the
same time, resident/fellow physicians in good standing with their programs should be afforded the
opportunity for internal and external moonlighting that complies with ACGME policy.

m. Program directors should establish guidelines for scheduled work outside of the residency
program, such as moonlighting, and must approve and monitor that work such that it does not
interfere with the ability of the resident to achieve the goals and objectives of the educational
program.

n. The costs of clinical and educational work hour limits should be borne by all health care payers.
Individual resident compensation and benefits must not be compromised or decreased as a result
of changes in the graduate medical education system.

0. The general public should be made aware of the many contributions of resident/fellow physicians
to high-quality patient care and the importance of trainees’ realizing their limits (under proper
supervision) so that they will be able to competently and independently practice under real-world
medical situations.

8. Our AMA is in full support of the collaborative partnership between allopathic and osteopathic
professional and accrediting bodies in developing a unified system of residency/fellowship
accreditation for all residents and fellows, with the overall goal of ensuring patient safety.

9. Our AMA will actively participate in ongoing efforts to monitor the impact of clinical and
educational work hour limitations to ensure that patient safety and physician well-being are not
jeopardized by excessive demands on post-residency physicians, including program directors and
attending physicians.
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AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES

Resolution: 304

(I-25)
Introduced by: International Medical Graduates Section
Subject: Systemic Exclusion of IMGs from Residency Programs
Referred to: Reference Committee C

Whereas, international medical graduates (IMGs) represent nearly 25% of the U.S. physician
workforce and provide essential care in primary care, rural, and underserved communities; and

Whereas, categorical exclusion of IMGs from residency application processes persists despite
longstanding AMA policy opposing discrimination in medical education and training, including
AMA Policy H-255.988 (“Support for International Medical Graduates”), which affirms that IMGs
should be evaluated on the basis of individual merit rather than place of medical education; and

Whereas, AMA policy also opposes discrimination in graduate medical education based on
school of graduation, citizenship, or immigration status, yet some programs continue to employ
blanket exclusions; and

Whereas, such exclusion limits workforce diversity, exacerbates physician shortages, and
denies patients access to qualified physicians trained and certified through rigorous international
and U.S. standards; and

Whereas, many residency programs fail to provide transparent information about IMG eligibility,
leading applicants to waste limited financial and personal resources while discouraging
participation in the Match process; and

Whereas, fair, competency-based evaluation of residency applicants, rather than categorical
exclusion, aligns with the principles of equity, diversity, and inclusion and strengthens the
physician workforce; and

Whereas, graduate medical education (GME) positions are funded substantially by federal and
state tax dollars, and programs receiving public funds should adhere to non-discrimination
principles in admitting qualified applicants; therefore be it

RESOLVED, that our American Medical Association reaffirm its commitment to opposing
discrimination against IMGs in all aspects of medical education and training (New HOD Policy);
and be it further

RESOLVED, that our AMA, through its Council on Medical Education, work with the
Accreditation Council for Graduate Medical Education, the National Resident Matching
Program, and Intealth to prohibit categorical exclusion of IMGs from residency applications;
(Directive to Take Action); and be it further

RESOLVED, that our AMA, through its Council on Medical Education, advocate for mandatory
transparency in residency program eligibility requirements, including IMG eligibility, published in
a standardized and accessible format. (Directive to Take Action)
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Fiscal Note: Minimal — less than $1,000

Received: 9/25/25

RELEVANT AMA POLICY

AMA Principles on International Medical Graduates — H-255.988

1.

10.

11.

12.

13.

14.

Our AMA supports current U.S. visa and immigration requirements applicable to foreign national
physicians who are graduates of medical schools other than those in the United States and
Canada.
Our AMA supports current regulations governing the issuance of exchange visitor visas to foreign
national IMGs, including the requirements for successful completion of the USMLE.
Our AMA reaffirms its policy that the U.S. and Canada medical schools be accredited by a
nongovernmental accrediting body.
Our AMA supports cooperation in the collection and analysis of information on medical schools in
nations other than the U.S. and Canada.
Our AMA supports continued cooperation with the ECFMG and other appropriate organizations to
disseminate information to prospective and current students in foreign medical schools. An AMA
member, who is an IMG, should be appointed regularly as one of the AMA's representatives to
the ECFMG Board of Trustees.
Our AMA supports working with the Accreditation Council for Graduate Medical Education
(ACGME) and the Federation of State Medical Boards (FSMB) to assure that institutions offering
accredited residencies, residency program directors, and U.S. licensing authorities do not deviate
from established standards when evaluating graduates of foreign medical schools.
In cooperation with the ACGME and the FSMB, our AMA supports only those modifications in
established graduate medical education or licensing standards designed to enhance the
quality of medical education and patient care.
Our AMA continues to support the activities of the ECFMG related to verification of education
credentials and testing of IMGs.
Our AMA supports that special consideration be given to the limited number of IMGs who are
refugees from foreign governments that refuse to provide pertinent information usually required to
establish eligibility for residency training or licensure.
Our AMA supports that accreditation standards enhance the quality of patient care and medical
education and not be used for purposes of regulating physician manpower.
Our AMA representatives to the ACGME, residency review committees and to the ECFMG should
support AMA policy opposing discrimination. Medical school admissions officers and
directors of residency programs should select applicants on the basis of merit, without
considering status as an IMG or an ethnic name as a negative factor.
Our AMA supports the requirement that all medical school graduates complete at least one
year of graduate medical education in an accredited U.S. program in order to qualify for full and
unrestricted licensure. State medical licensing boards are encouraged to allow an alternate
set of criteria for granting licensure in lieu of this requirement:

a. completion of medical school and residency training outside the U.S.;

b. extensive U.S. medical practice; and

c. evidence of good standing within the local medical community.
Our AMA supports publicizing existing policy concerning the granting of staff and clinical
privileges in hospitals and other health facilities.
Our AMA supports the participation of all physicians, including graduates of foreign as well as
U.S. and Canadian medical schools, in organized medicine. Our AMA offers encouragement and
assistance to state, county, and specialty medical societies in fostering greater membership
among IMGs and their participation in leadership positions at all levels of organized medicine,
including AMA committees and councils, the Accreditation Council for Graduate Medical
Education and its review committees, the American Board of Medical Specialties and its specialty
boards, and state boards of medicine, by providing guidelines and non-financial incentives, such
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16.

17.

18.

19.

20.

21.

22.

23.

24.

25.
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as recognition for outstanding achievements by either individuals or organizations in promoting
leadership among IMGs.
Our AMA supports studying the feasibility of conducting peer-to-peer membership recruitment
efforts aimed at IMGs who are not AMA members.
Our AMA membership outreach to IMGs to include
a. using its existing publications to highlight policies and activities of interest to IMGs,
stressing the common concerns of all physicians;
b. publicizing its many relevant resources to all physicians, especially to nonmember IMGs;
c. identifying and publicizing AMA resources to respond to inquiries from IMGs; and
d. expansion of its efforts to prepare and disseminate information about requirements for
admission to accredited residency programs, the availability of positions, and the
problems of becoming licensed and entering full and unrestricted medical practice in the
U.S. that face IMGs. This information should be addressed to college students, high
school and college advisors, and students in foreign medical schools.
Our AMA supports recognition of the common aims and goals of all physicians, particularly those
practicing in the U.S., and support for including all physicians who are permanent residents of the
U.S. in the mainstream of American medicine.
Our AMA supports its leadership role to promote the international exchange of medical
knowledge as well as cultural understanding between the U.S. and other nations.
Our AMA supports institutions that sponsor exchange visitor programs in medical education,
clinical medicine and public health to tailor programs for the individual visiting scholar that will
meet the needs of the scholar, the institution, and the nation to which he will return.
Our AMA supports informing foreign national IMGs that the availability of training and practice
opportunities in the U.S. is limited by the availability of fiscal and human resources to maintain the
quality of medical education and patient care in the U.S., and that those IMGs who plan to return
to their country of origin have the opportunity to obtain GME in the United States.
Our AMA supports U.S. medical schools offering admission with advanced standing, within the
capabilities determined by each institution, to international medical students who satisfy the
requirements of the institution for matriculation.
Our AMA supports the Federation of State Medical Boards, its member boards, and the ECFMG
in their willingness to adjust their administrative procedures in processing IMG applications so
that original documents do not have to be recertified in home countries when physicians apply for
licenses in a second state.
Our AMA supports continued efforts to protect the rights and privileges of all physicians duly
licensed in the U.S. regardless of ethnic or educational background and opposes any legislative
efforts to discriminate against duly licensed physicians on the basis of ethnic or educational
background.
Our AMA supports continued study of challenges and issues pertinent to IMGs as they affect our
country’s health care system and our physician workforce.
Our AMA supports advocacy to Congress to fund studies through appropriate agencies, such as
the Department of Health and Human Services, to examine issues and experiences of IMGs and
make recommendations for improvements.

BOT Rep. Z, A-8 Reaffirmed: Res. 312, [-93 Modified: CME Rep. 2, A-03 Reaffirmation I-11 Reaffirmed:
CME Rep. 1, I-1 3 Modified: BOT Rep. 25, A-15 Modified: CME Rep. 01, A-16 Appended: Res. 304, A-17
Modified: CME Rep. 01, I-17 Reaffirmation: A-19 Modified: CME Rep. 2, A-21 Modified: CME Rep. 1, A-
22 Modified: CCB/CLRPD Rep. 1, A-22 Reaffirmed: CME Rep. 03, A-23 Reaffirmed: Res. 312, A-25
Reaffirmed in lieu of the first resolve: Res. 234, A-2 Reaffirmed: Res. 241, A-25

Impact of Immigration Barriers on the Nation's Health D-255.980

1.

Our American Medical Association recognizes the valuable contributions and affirms our support
of international medical students and international medical graduates and their participation in
U.S. medical schools, residency and fellowship training programs and in the practice of medicine.
Our AMA will oppose laws and regulations that would broadly deny entry or re-entry to the United
States of persons who currently have legal visas, including permanent resident status (green
card) and student visas, based on their country of origin and/or religion.
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Our AMA will oppose policies that would broadly deny issuance of legal visas to persons based
on their country of origin and/or religion.

Our AMA will advocate for the immediate reinstatement of premium processing of H-1B visas for
physicians and trainees to prevent any negative impact on patient care.

Our AMA will advocate for the timely processing of visas for all physicians, including residents,
fellows, and physicians in independent practice.

Our AMA will work with other stakeholders to study the current impact of immigration reform
efforts on residency and fellowship programs, physician supply, and timely access of patients to
health care throughout the U.S.

Alt. Res. 308, A-17 Modified: CME Rep. 01, A-18 Reaffirmation: A-19 Reaffirmed: CME Rep. 4, A-21
Reaffirmed: Res. 234, A-22 Reaffirmed: Res. 210, A-23

Filtering International Medical Graduates During Residency or Fellowship Applications H-255.963
1. Our American Medical Association recognizes the exclusion of certain residency applicants from
consideration, such as international medical graduates.

2. Our AMA opposes discriminatory use of filters designed to inequitably screen applicants, including
international medical graduates, using the Electronic Residency Application Service® (ERAS®) system.
Res. 313, A-23

National Resident Matching Program Reform D-310.977

1.

10.

Our AMA will work with the National Resident Matching Program (NRMP) to develop and
distribute educational programs to better inform applicants about the NRMP matching process,
including the existing NRMP waiver and violations review policies.
Our AMA will actively participate in the evaluation of, and provide timely comments about, all
proposals to modify the NRMP Match.
Our AMA will request that the NRMP explore the possibility of including the Osteopathic Match in
the NRMP Match.
Our AMA will continue to review the NRMP’s policies and procedures and make
recommendations for improvements as the need arises, to include making the conditions of the
Match agreement more transparent while assuring the confidentiality of the match.
Our AMA will work with the Accreditation Council for Graduate Medical Education (ACGME) and
other appropriate agencies to assure that the terms of employment for resident physicians are fair
and equitable and reflect the unique and extensive amount of education and experience acquired
by physicians.
Our AMA does not support the current the “All-In” policy for the Main Residency Match to the
extent that it eliminates flexibility within the match process.
Our AMA will work with the NRMP, and other residency match programs, in revising Match policy,
including the secondary match or scramble process to create more standardized rules for all
candidates including application timelines and requirements.
Our AMA will work with the NRMP and other external bodies to develop mechanisms that limit
disparities within the residency application process and allow both flexibility and standard rules for
applicants.
Our AMA encourages the National Resident Matching Program to study and publish the effects of
implementation of the Supplemental Offer and Acceptance Program on the number of residency
spots not filled through the Main Residency Match and include stratified analysis by specialty and
other relevant areas.
Our AMA will work with the NRMP and ACGME to evaluate the challenges in moving from a time-
based education framework toward a competency-based system, including:
a. Analysis of time-based implications of the ACGME milestones for residency programs.
b. The impact on the NRMP and entry into residency programs if medical education
programs offer variable time lengths based on acquisition of competencies.
c. The impact on financial aid for medical students with variable time lengths of medical
education programs.
d. The implications for interprofessional education and rewarding teamwork.
e. The implications for residents and students who achieve milestones earlier or later than
their peers.
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Our AMA will work with the Association of American Medical Colleges (AAMC), American
Osteopathic Association (AOA), American Association of Colleges of Osteopathic Medicine
(AACOM), and National Resident Matching Program (NRMP) to evaluate the current available
data or propose new studies that would help us learn how many students graduating from US
medical schools each year do not enter into a US residency program; how many never enter into
a US residency program; whether there is disproportionate impact on individuals of minority racial
and ethnic groups; and what careers are pursued by those with an MD or DO degree who do not
enter residency programs.

Our AMA will work with the AAMC, AOA, AACOM and appropriate licensing boards to study
whether US medical school graduates and international medical graduates who do not enter
residency programs may be able to serve unmet national health care needs;

Our AMA will work with the AAMC, AOA, AACOM and the NRMP to evaluate the feasibility of

a national tracking system for US medical students who do not initially match into a categorical
residency program.

Our AMA will discuss with the National Resident Matching Program, Association of American
Medical Colleges, American Osteopathic Association, Liaison Committee on Medical Education,
Accreditation Council for Graduate Medical Education, and other interested bodies potential
pathways for reengagement in medicine following an unsuccessful match and report back on the
results of those discussions.

Our AMA encourages the Association of American Medical Colleges to work with U.S. medical
schools to identify best practices, including career counseling, used by medical schools to
facilitate successful matches for medical school seniors, and reduce the number who do not
match.

Our AMA supports the movement toward a unified and standardized residency application and
match system for all non-military residencies.

Our AMA encourages the Educational Commission for Foreign Medical Graduates (ECFMG) and
other interested stakeholders to study the personal and financial consequences of ECFMG-
certified U.S. IMGs who do not match in the National Resident Matching Program and are
therefore unable to get a residency or practice medicine.

Our AMA encourages the AAMC, AACOM, NRMP, and other key stakeholders to jointly create a
no-fee, easily accessible clearinghouse of reliable and valid advice and tools for

residency program applicants seeking cost-effective methods for applying to and

successfully matching into residency.

Our AMA will work with appropriate stakeholders to study options for improving transparency in
the resident application process.

Our AMA encourages the piloting of innovations to the residency application process with aims to
reduce application numbers per applicant, focus applicants on programs with reciprocal interest,
and maximize residency placement. With support from the medical education community,
successful pilots should be expanded to enhance the standardized process.

Our AMA will continue to engage the National Resident Matching Program® (NRMP®) and
other matching organizations on behalf of residents and medical students to further develop
ongoing relationships, improve communications, and seek additional opportunities to collaborate
including the submission of suitable nominees for their governing bodies as appropriate.

CME Rep. 4, A-05 Appended: Res. 330, A-11Appended: Res. 920, I-11Appended: Res. 311, A-
14Appended: Res. 312, A-14 Appended: Res. 304, A-15 Appended: CME Rep. 03, A-16 Reaffirmation:
A-16 Appended: CME Rep. 06, A-17Appended: Res. 306, A-17 Modified: Speakers Rep. 01, A-17
Appended: CME Rep. 3, A-21Modified: CME Rep. 1, A-22 Appended: Res. 328, A-22 Modified: CME
Rep. 02, A-24 Reaffirmed: CME Rep. 03, A-25
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Resolution: 305
(I-25)
Introduced by: Women Physicians Section

Subject: Paid Sick Leave and Flexible Work Arrangements for Caregivers of
Individuals with Special Needs, Chronic lliness, or Elderly Parents

Referred to: Reference Committee C

Whereas, there is no standardized or universal structure in place for laws related to paid sick
leave across the United States’?; and

Whereas, as more than 14 million children in the U.S. have been reported to have special
needs, it is essential to expand on sick leave and flexible work arrangements for physician
mothers who are also caregivers®#; and

Whereas, in a 2019 JAMA Internal Medicine survey, 45% of physician mothers as caregivers
reported being burnout and 40% of physician mothers with reported extra caregiving obligations
also identified with having mood and anxiety disorder®; and

Whereas, physician mothers with caregiving obligations can reduce higher physician burnout,
secondary traumatic stress, and compassion fatigue if their sick child or elderly sick parent
receives prompt and timely care®; and

Whereas, the American with Disabilities Act (ADA) requires reasonable accommodations for
employees with disabilities but does not mandate accommodations for caregivers, therefore
accommodation for physician mothers who are also caregivers of child(ren) with special needs,
disability, chronic illness or elderly sick parent(s) should be provided’; and

Whereas, the Family Medical Leave Act (FMLA) provides at least 12 weeks of unpaid leave for
family/medical reasons, it does not mandate paid leave, hence it would be beneficial to provide
financial compensation (partial or complete) for employee medical leave which can help to
reduce the financial and mental distress of the employee (physician mother)®® and

Whereas, the implementation and addition of backup child-care and elderly-care such as
hospital based employer-provided care facilities or community-based respite programs,
especially for situations where an elderly or child may be sick or require special in-person
assisted care can benefit both the caregiver by reducing work disruptions and stress as well as
having necessary support for their child or elderly parent; and

Whereas, provision of well-trained and well-equipped daycare centers that can provide care for
children (with special needs or chronic health issues) or elderly parents (with health issues) can
improve the work-life balance of physician mothers and reduce caregiver responsibilities; and

Whereas, flexible work arrangements such as flexible work hours, remote telework, or adjusted
work schedules can help accommodate physician mothers who are also caregivers and may
need to be physically present to attend the needs of their child(ren) (with special needs,
disability, or chronic illness) or their elderly sick parent(s)'®'"12; therefore be it
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RESOLVED, that our American Medical Association amend H-420.979, “AMA Statement on
Family, Medical, and Safe Leave”, by addition as follows:

Our American Medical Association supports policies that provide employees with
reasonable job security and continued availability of health plan benefits in the event
leave by an employee becomes necessary due to documented medical conditions,
caregiving obligations, or reasons related to personal safety. Such policies should
provide for reasonable periods of paid or unpaid:

1. Medical leave for the employee, including pregnancy, abortion, and stillbirth.

2. Maternity and paternity leave for the employee.

3. Leave if medically appropriate to care for a member of the employee’s immediate
family, i.e., a spouse, children, or elderly parents

4. Leave for adoption or for foster care leading to adoption.

5. Safe leave provisions for those experiencing any instances of violence, including but
not limited to intimate partner violence, sexual violence or coercion, and stalking.

6. Flexible work arrangements such as flexible work hours and the ability to work

remotely,

Such periods of leave may differ with respect to each of the foregoing classifications and
may vary with reasonable categories of employers. Such policies should encourage
voluntary programs by employers and may provide for appropriate legislation (with or
without financial assistance from government). Any legislative proposals will be reviewed
through the Association's normal legislative process for appropriateness, taking into
consideration all elements therein, including classifications of employees and employers,
reasons for the leave, periods of leave recognized (whether paid or unpaid), obligations
on return from leave, and other factors involved in order to achieve reasonable
objectives recognizing the legitimate needs of employees and employers. Our AMA
recognizes the positive impact of paid safe leave on public health outcomes and
supports legislation that offers safe leave;

(Modify Current HOD Policy); and be it further

RESOLVED, that our AMA supports physician mothers who are caregivers to alleviate physician
burnout. (New HOD Policy)

Fiscal Note: Minimal — less than $1,000

Received: 9/25/25
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RELEVANT AMA POLICY

H-405.960 Increasing Practice Viability for Physicians Through Increased Employer And Employee
Awareness of Protected Leave Policies

Our American Medical Association adopts as policy the following guidelines for, and encourages the
implementation of, Parental, Family and Medical Necessity Leave for Medical Students and Physicians:

1. Our AMA urges residency training programs, medical specialty boards, the Accreditation Council
for Graduate Medical Education, and medical group practices to incorporate and/or encourage
development of leave policies, including parental, family, and medical leave policies, as part of
the physician's standard benefit agreement.

2. Recommended components of parental leave policies for physicians include:

a. duration of leave allowed before and after delivery;

b. category of leave credited;

c. whether leave is paid or unpaid;

d. whether provision is made for continuation of insurance benefits during leave, and who
pays the premium;

e. whether sick leave and vacation time may be accrued from year to year or used in
advance;

f.  how much time must be made up in order to be considered board eligible;

g. whether make-up time will be paid;

h. whether schedule accommodations are allowed; and

[

. leave policy for adoption.

3. Our AMA policy is expanded to include physicians in practice, reading as follows:

a. residency program directors and group practice administrators should review federal law
concerning maternity leave for guidance in developing policies to assure that pregnant
physicians are allowed the same sick leave or disability benefits as those physicians who
are ill or disabled;

b. staffing levels and scheduling are encouraged to be flexible enough to allow for coverage
without creating intolerable increases in other physicians' workloads, particularly in
residency programs; and

c. physicians should be able to return to their practices or training programs after taking
parental leave without the loss of status.

4. Our AMA recommends that medical practices, departments and training programs strive to
provide 12 weeks of paid parental, family and medical necessity leave in a 12-month period for
their attending and trainee physicians as needed, with the understanding that no parent be
required to take a minimum leave, and with eligibility beginning at the start of employment without
a waiting period.

5. Residency program directors should review federal and state law for guidance in developing
policies for parental, family, and medical leave.

6. Medical students and physicians who are unable to work because of pregnancy, childbirth,
abortion or stillbirth, and other related medical conditions should be entitled to such leave and
other benefits on the same basis as other physicians who are temporarily unable to work for other
medical reasons.



7.

8.

10.

11.

12.

13.

14.

Resolution: 305 (I-25)
Page 4 of 6

Residency programs should develop written policies on leave for physicians. Such written policies
should include the following elements:

a. leave policy for birth or adoption;

b. duration of leave allowed before and after delivery;

c. duration of leave allowed after abortion or stillbirth;

d. category of leave credited (e.g., sick, vacation, parental, unpaid leave, short term

disability);

whether leave is paid or unpaid;

whether provision is made for continuation of insurance benefits during leave and who
pays for premiums; (g) whether sick leave and vacation time may be accrued from year
to year or used in advance;

g. extended leave for resident physicians with extraordinary and long-term personal or
family medical tragedies for periods of up to one year, without loss of previously accepted
residency positions, for devastating conditions such as terminal iliness, permanent
disability, or complications of pregnancy that threaten maternal or fetal life;

h. how time can be made up in order for a resident physician to be considered board
eligible;

i. what period of leave would result in a resident physician being required to complete an
extra or delayed year of training;

j.  whether time spent in making up a leave will be paid; and

k. whether schedule accommodations are allowed, such as reduced hours, no night call,
modified rotation schedules, and permanent part-time scheduling.

Medical schools should develop written policies on parental leave, family leave, and
medical leave for medical students. Such written policies should include the following elements:

a. leave policy for birth or adoption;

b. duration of leave allowed before and after delivery;

c. extended leave for medical students with extraordinary and long-term personal or family
medical tragedies, without loss of previously accepted medical school seats, for
devastating conditions such as terminal illness, permanent disability, or complications of
pregnancy that threaten maternal or fetal life;

d. how time can be made up in order for a medical students to be eligible for graduation with
minimal or no delays;

e. what period of leave would result in a medical student being required to complete an
extra or delayed year of training; and

f. whether schedule accommodations are allowed, such as modified rotation schedules, no
night duties, and flexibility with academic testing schedules.

Our AMA endorses the concept of equal parental leave for birth and adoption as a benefit for
resident physicians, medical students, and physicians in practice regardless of gender or gender
identity.

Staffing levels and scheduling are encouraged to be flexible enough to allow for coverage without
creating intolerable increases in the workloads of other physicians, particularly those in residency
programs.

Physicians should be able to return to their practices or training programs after taking

parental leave, family leave, or medical leave without the loss of status.

Residency program directors must assist residents in identifying their specific requirements (for
example, the number of months to be made up) because of leave for eligibility for board
certification and must notify residents on leave if they are in danger of falling below minimal
requirements for board eligibility. Program directors must give these residents a complete list of
requirements to be completed in order to retain board eligibility.

Our AMA encourages flexibility in residency programs and medical schools incorporating
parental leave and alternative schedules for pregnant trainees.

In order to accommodate leave protected by the federal Family and Medical Leave Act, our AMA
encourages all specialties within the American Board of Medical Specialties (ABMS) to allow
graduating residents to extend training after the traditional residency completion date while still
maintaining board eligibility, in the event of leave beyond six weeks. Our AMA encourages
specialty boards to develop flexible policies for board certification for those physicians who

take leave beyond the minimum of six weeks of family or medical leave (per ABMS policy) and

o
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whose residency programs are able to certify that residents meet appropriate competencies for
program completion.

Our AMA will work with appropriate stakeholders to encourage that residency programs annually
publish and share with FREIDA and other appropriate stakeholders, self-identified and other
demographic data, including but not limited to the composition of their program over the last 5
years by age; historically marginalized, minoritized, or excluded status; sexual orientation and
gender identity.

Our AMA will encourage the Accreditation Council for Graduate Medical Education and other
relevant stakeholders to annually collect data on childbirth and parenthood from all accredited US
residency programs and publish this data with disaggregation by gender identity and specialty.
These policies as above should be freely available online through FREIDA and in writing to all
current trainees and applicants to medical school, residency or fellowship.

Medical schools are encouraged to develop clear, equitable parental leave policies and determine
how a 12-week parental, family, or medical leave may be incorporated with alternative, timely
means of completing missed curriculum while still meeting competency requirements necessary
to complete a medical degree.

Our AMA opposes any discrimination related to physicians taking protected leave during training
and/or medical practice for medical, religious, and/or family reasons.

Our AMA will encourage relevant stakeholders to survey physicians and medical students who
have taken family leave, in an effort to learn about the experiences of various demographic
groups and identify potential disparities in career progression trends. [CCB/CLRPD Rep. 4, A-13;
Modified: Res. 305, A-14; Modified: Res. 904, I-14; Modified: Res. 307, A-22; Modified: Res. 302,
I-22; Modified: Res. 312, I-22; Modified: CME Rep. 01 and Res. 306, I-23; Modified: Res. 302, I-
24]

H-405.947 Compassionate Leave for Physicians, Medical Students, Medical Trainees, and
Physician Residents and Fellows

1.

Our American Medical Association urges:

a. medical schools, and the Liaison Committee on Medical Education and Commission on
Osteopathic College Accreditation to incorporate and/or encourage development of
compassionate leave policies. Such compassionate leave policies should consider
inclusion of extensive travel and events impacting family planning, pregnancy, or fertility
(including pregnancy loss, an unsuccessful round of intrauterine insemination or of an
assisted reproductive technology procedure, a failed adoption arrangement, or a failed
surrogacy arrangement). These policies should determine how compassionate leave may
be incorporated with alternative, timely means of achieving curricular goals when absent
from curricular components and to meet competency requirements necessary to
complete a medical degree.

b. residency and fellowship training programs, their sponsoring institutions, and
Accreditation Council for Graduate Medical Education to incorporate and/or encourage
development of compassionate leave policies as part of the physician's standard benefit
agreement. Such compassionate leave policies should consider appropriateness of
coverage during extensive travel and events impacting family planning, pregnancy, or
fertility (including pregnancy loss, an unsuccessful round of intrauterine insemination or of
an assisted reproductive technology procedure, a failed adoption arrangement, or a failed
surrogacy arrangement). These policies should also include whether the leave is paid or
unpaid, outline what obligations and absences must be made up, and determine how
compassionate leave may be incorporated with alternative, timely means of achieving
curricular goals when absent from curricular components and to meet competency
requirements necessary to achieve independent practice and board eligibility for their
specialty.

c. medical group practices to incorporate and/or encourage development of
compassionate leave policies as part of the physician's standard benefit agreement.
Such compassionate leave policies should consider appropriateness of coverage during
extensive travel and events impacting family planning, pregnancy, or fertility (including
pregnancy loss, an unsuccessful round of intrauterine insemination or of an assisted
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reproductive technology procedure, a failed adoption arrangement, or a failed surrogacy
arrangement). These policies should also include whether the leave is paid or unpaid and
what obligations and absences must be made up.

2. Our AMA encourages medical schools, residency and fellowship programs, specialty boards,
specialty societies and medical group practices to incorporate into their
compassionate leave policies a three-day minimum leave, with the understanding that no medical
student or physician should be required to take a minimum leave.

3. Medical students and physicians who are unable to work beyond the defined
compassionate leave period because of physical or psychological stress, medical complications
of pregnancy loss, or another related reason should refer to their institution’s sick leave policy,
family and medical leave policy, and other benefits on the same basis as other physicians who
are temporarily unable to work for other reasons.

4. Our AMA supports the concept of equal compassionate leave for bereavement due to death or
loss (e.g., pregnancy loss and other such events impacting fertility in a physician or their partner)
as a benefit for physicians, medical students, medical trainees, and physician residents and
fellows, regardless of gender or gender identity.

5. Staffing levels and scheduling are encouraged to be flexible enough to allow for coverage without
creating intolerable increases in the workloads of other physicians, particularly those in residency
programs.

6. These guidelines as above should be freely available online and in writing to all applicants to
medical school, residency, or fellowship. [Res. 309, 1-22; Modified: CME Rep. 01, 1-23]

H-405.954 Parental Leave

Our American Medical Association encourages the study of the health implications among patients if the
United States were to modify one or more of the following aspects of the Family and Medical Leave Act
(FMLA): a reduction in the number of employees from 50 employees; an increase in the number of
covered weeks from 12 weeks; and creating a new benefit of paid parental leave.

1.  Our AMA will study the effects of FMLA expansion on physicians in varied practice environments.
2. Our AMA;

a. encourages employers to offer and/or expand paid parental leave policies.

b. encourages state medical associations to work with their state legislatures to establish
and promote paid parental leave policies.

c. advocates for improved social and economic support for paid family leave to care for
newborns, infants and young children.

d. advocates for federal tax incentives to support early child care and unpaid child care by
extended family members.

3. Our AMA:

a. encourages key stakeholders to implement policies and programs that help protect
against parental discrimination and promote work-life integration for physician parents,
which should encompass prenatal parental care, equal parental leave for birthing and
non-birthing parents, and flexibility for childcare.

b. urges key stakeholders to include physicians and frontline workers in legislation that
provides protections and considerations for paid parental leave for issues of health and
childcare. [Res. 215, I-16; Appended BOT Rep. 11, A-19; Appended: Res. 403, A-22
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AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES

Resolution: 306
(1-25)

Introduced by: Women Physicians Section
Subject: Support for Paid Prenatal Leave

Referred to: Reference Committee C

Whereas, prenatal care utilization is significantly associated with maternal and infant health
outcomes, with lower utilization associated with increased maternal morbidity and mortality’~;
and

Whereas, lower socioeconomic status is associated with higher risk of severe maternal
morbidity and lower utilization of prenatal care®'4; and

Whereas, pregnant people working low wage jobs are less likely to access prenatal care than
pregnant people working high wage jobs and pregnant people in two-income households, with
financial strain often cited as a reason for missing prenatal care appointments'®'5-2'; and

Whereas, on January 1, 2025 New York became the first state to enact paid prenatal leave,
which guarantees an additional 20 hours of paid sick leave for prenatal care in addition to
existing sick leave for all privately-employed pregnant workers in New York??; and

Whereas, many people can’t afford to take unpaid leave, and about 44% of U.S. workers don’t
qualify for benefits through FMLA, which excludes smaller employers and many part-time
workers?®; and

Whereas, Americans who currently have access to paid leave are much more likely to be
affluent, well-educated, and white?*-2%, and

Whereas, people who currently do not have access to paid leave would likely experience the
most improved outcomes from gaining access to paid prenatal leave, including fewer preterm
births, lower infant mortality, decreased risk of poverty, and reduced intimate partner
violence?®27-30; therefore be it

RESOLVED, that our American Medical Association supports policies that provide employees,
particularly larger organizations and those with the capacity and resources, with paid leave for
prenatal care or any medical care related to pregnancy in addition to other existing forms of
leave (New HOD Policy); and be it further

RESOLVED, that our AMA supports the creation of state sponsored programs that cover family
and medical leave. (New HOD Policy)

Fiscal Note: Minimal — less than $1,000

Date Received: 9/25/25
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California. Soc Serv Rev. 2019;93(2):262-304. doi:10.1086/703138
30. Stearns J. The effects of paid maternity leave: Evidence from Temporary Disability Insurance. J Health Econ.
2015;43:85-102. doi:10.1016/j.jhealeco.2015.04.005

RELEVANT AMA POLICY
AMA Statement on Family, Medical, and Safe Leave H-420.979
Our American Medical Association supports policies that provide employees with reasonable job security
and continued availability of health plan benefits in the event leave by an employee becomes necessary
due to documented medical conditions. Such policies should provide for reasonable periods of paid or
unpaid:
1. Medical leave for the employee, including pregnancy, abortion, and stillbirth.
2. Maternity leave for the employee-mother.
3. Leave if medically appropriate to care for a member of the employee’s immediate family, i.e., a
spouse or children.
4. Leave for adoption or for foster care leading to adoption.
5. Safe leave provisions for those experiencing any instances of violence, including but not limited to
intimate partner violence, sexual violence or coercion, and stalking.

Such periods of leave may differ with respect to each of the foregoing classifications and may vary with
reasonable categories of employers. Such policies should encourage voluntary programs by employers
and may provide for appropriate legislation (with or without financial assistance from government). Any
legislative proposals will be reviewed through the Association's normal legislative process for
appropriateness, taking into consideration all elements therein, including classifications of employees and
employers, reasons for the leave, periods of leave recognized (whether paid or unpaid), obligations on
return from leave, and other factors involved in order to achieve reasonable objectives recognizing the
legitimate needs of employees and employers.

Our AMA recognizes the positive impact of paid safe leave on public health outcomes and supports
legislation that offers safe leave

[BOT Rep. A, A-88 Reaffirmed: Sunset Report, I-98 Reaffirmed: CLRPD Rep. 1, A-08 Reaffirmation A-12
Reaffirmed: CMS Rep.03, A-16 Modified: Res. 302, I-22 Appended: Res. 413, A-23 Modified: Res. 424, A-
23 Modified: Speakers Rep. 01, 1-24]
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AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES

Resolution: 307
(I-25)
Introduced by: New Jersey

Subject: Integrating Artificial Intelligence (Al) Literacy Into UME, GME, and CME

Referred to: Reference Committee C

Whereas, the American Medical Association (AMA) has established policy on Augmented
Intelligence in Health Care and has issued principles to guide trustworthy Al development,
deployment, and use in clinical settings, including calls for education of physicians and trainees
about Al's promises and limits; and

Whereas, peer-reviewed studies and surveys across specialties show trainees are already
using Al tools, believe Al will play a current/future role in care, and desire formal training that
includes ethics, equity, bias mitigation, evaluation, and safe workflow integration; and

Whereas, medical schools in New Jersey currently lack standardized Al curricula, despite the
integration of Al-driven tools in affiliated teaching hospitals; and

Whereas, New Jersey’s leading health systems are already deploying Al in radiology, oncology,
cardiology, and predictive analytics for patient flow, demonstrating that resident physicians in NJ
are encountering Al-enabled environments without structured training; and

Whereas, the State of New Jersey has recently launched initiatives positioning NJ as a hub for
Al and life sciences innovation, further underscoring the importance of preparing NJ’'s physician
workforce with Al literacy to align with state priorities; therefore be it

RESOLVED, that our American Medical Association support developing and disseminating
model Al learning objectives and curricular toolkits aligned with existing AMA policy and AAMC
principles (New HOD Policy); and be it further

RESOLVED, that our AMA collaborate with LCME and ACGME to recognize Al literacy
elements within accreditation and program requirements where appropriate (Directive to
Take Action); and be it further

RESOLVED, that our AMA support CME offerings to upskill the current workforce (New
HOD Policy); and be it further

RESOLVED, that our AMA advocate for funding and faculty-development resources to
implement and evaluate such training initiatives (Directive to Take Action); and be it further

RESOLVED, that our AMA report back on progress, including uptake metrics, learner outcomes,
and best practices for equitable implementation across diverse institutions. (Directive to Take
Action)
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Fiscal Note: Moderate — between $5,000 - $10,000

Received: 9/26/25

REFERENCES

1. University of Miami, Cincinnati, Minnesota, UC Irvine Al curricula pilots (AAMC News).
RSNA Imaging Al Certificate Program; ACR AI-LAB residency modules.
2. STFM AiM-PC (Artificial Intelligence & Machine Learning for Primary Care) Curriculum.
Surveys of resident/faculty attitudes toward Al education (Academic Radiology, 2024).
Rowan University Al resources and Edison Patent Award recognition (Rowan News, Rowan SOM LibGuide).
Rutgers NJMS Distinction in Al in Medicine.
Hackensack Meridian Health Al innovations (Google Cloud Al deployment, Al-powered primary care, Al-driven cardiology tools).
NJ Economic Development Authority & Governor Murphy's Al research/innovation hub initiatives (NJ Business Magazine).

ok w

RELEVANT AMA POLICY

AMA Policy on Augmented Intelligence in Health Care (H-480.940).
AMA Principles for Al in Healthcare (2023-2025 updates).

AAMC Principles for Responsible Al in Academic Medicine.
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AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES
Resolution: 308
(I-25)
Introduced by: New York
Subject: Enhancing the Pathway for Black Male Medical Students

Referred to: Reference Committee C

Whereas, the rate of Black male medical student matriculation rate is decreasing; and

Whereas, systemic barriers, including implicit bias, lack of mentorship, financial constraints, and
institutional policies, contribute to the academic challenges faced by Black male medical
students; and

Whereas, increasing diversity in the physician workforce has been linked to improved patient
outcomes, particularly in underserved communities where Black physicians play a critical role in
reducing health disparities; and therefore; therefore be it

RESOLVED, that, consistent with applicable laws, our American Medical Association support
the development and funding of comprehensive mentorship programs connecting Black male
pre-medical students with physician mentors, guiding academic preparation, MCAT preparation,
the medical school application process, and career development (New HOD Policy); and be it
further

RESOLVED, that, consistent with applicable laws, our AMA promote the expansion of loan
repayment programs specifically designed to incentivize physicians to practice in underserved
communities, where Black male populations are often concentrated (Directive to Take Action);
and be it further

RESOLVED, that, consistent with applicable laws, our AMA develop faculty to promote
unbiased assessment of the performance of medical learners to reduce disparities in medical
school matriculation (Directive to Take Action); and be it further

RESOLVED, that, consistent with applicable laws, our AMA support the development of
leadership training programs for Black male physicians, equipping them with the skills and
knowledge to assume leadership roles in academic medicine, healthcare administration, and
public health (New HOD Policy); and be it further

RESOLVED, that our AMA encourage collaboration between our AMA, medical schools,
HBCUs, and community organizations. (New HOD Policy)

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

Received: 9/26/25



—
QOWONOOOAPR,WN -

WWWWWWWWNNDNDNNNNNNN_22Aaaa A aaa A
NOOORARWN_,LOOONOORWN_AOCOONOOOAPR,WN -

AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES
Resolution: 311
(I-25)
Introduced by: American Academy of Ophthalmology
Subject: Gender and URIiM Disparities in Surgical Training Volumes

Referred to: Reference Committee C

Whereas, a 2018-2019 retrospective review of case logs from 133 vitreoretinal surgery fellows
found a consistent trend for female fellows to report fewer total procedures than male fellows at
the completion of training, with significantly fewer key procedures including endolaser (P =
.018), internal limiting membrane peel (P = .042); and cyroretinopexy (P = .002); and

Whereas, a longitudinal analysis of 1,271 ophthalmology resident from 24 U.S. programs (2005-
2017) found that female residents performed 15 fewer cataract surgeries and 58 fewer total
procedures on average than men (P<.001), with disparities widening over time despite
increases in overall surgical volume; and

Whereas, a national cohort study of 4,811 ophthalmology residents (2014-2023) confirmed
these patterns, showing women performed 4.4% fewer cataract surgeries and 7.4% fewer total
procedures than men (P <.001), and URiM residents performed 5.3% fewer total procedures
than non-URIM peers (P = .02), disparities consistent across a decade of training data; and

Whereas, a cohort study of 2,544 graduating otolaryngology residents (2009-2017) found
consistent gender-based differences in operative case volume, with male residents performing
on average 34.8 more key indicator cases per year than female residents (P <.001), and 41.3
more cases when serving as primary surgeon or supervisor (P < .001), highlighting disparities in
both operative exposure and leadership opportunities; and

Whereas, a multi-institutional study of 1,343 categorical general surgery graduates (2010-2020)
from 20 ACGME-accredited programs found persistent gender disparities in operative
experience, with female residents performing fewer total cases (1,140 vs. 1,177; P <.01) and
less likely to be high-volume residents (27% vs. 36%, P < .01), though the gap showed signs of
narrowing over time; and

Whereas, an analysis of orthopaedic surgery residency case logs from 2013—-2022
demonstrated both gender- and race/ethnicity-based disparities, with early cohorts showing
women reporting 33 fewer cases and URIM residents 29 fewer cases than peers, and while
overall differences narrowed in later years, women continued to lag in several key case
categories including anterior cruciate ligament reconstruction and total joint arthroplasty; and

Whereas, a national study of 3,335 urology residents from 145 ACGME-accredited programs
(2013-2023) found persistent gender disparities, with women logging significantly fewer cases
than men overall (1,374 vs. 1,423; P < .001), and men consistently performing more general
urology, endoscopy, and oncology procedures; and
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Resolution: 311 (I-25)
Page 2 of 4

Whereas, the disparities in case distribution raise concerns about equity of opportunity, access
to complex surgical experiences, and potential barriers to professional development; therefore
be it

RESOLVED, that our American Medical Association recognize gender- and URiM-based
disparities in surgical training volumes as an equity issue in graduate medical education, distinct
from resident competency (New HOD Policy); and be it further

RESOLVED, that our AMA advocate for the Accreditation Council for Graduate Medical
Education (ACGME) and specialty boards to collect and publish aggregate, de-identified
surgical case volume data stratified by gender and URiM status (Directive to Take Action); and
be it further

RESOLVED, that our AMA advocate that surgical residency and fellowship programs implement
monitoring mechanisms to promote equitable case allocation, while reaffirming that all
graduates meet established training requirements (Directive to Take Action); and be it further

RESOLVED, that our AMA support the development and dissemination of best practices—
including mentorship initiatives, equitable case distribution systems, and supportive leave
policies—to ensure fairness in operative experience across all surgical specialties (New HOD
Policy)

Fiscal Note: Minimal — less than $1,000

Received: 9/30/25
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RELEVANT AMA POLICY

D-295.963 Continued Support for Diversity in Medical Education

Our American Medical Association will publicly state and reaffirm its support for diversity in medical
education and acknowledge the incorporation of DEI efforts as a vital aspect of medical training.

1. Our AMA will request that the Liaison Committee on Medical Education regularly share statistics
related to compliance with accreditation standards 1S-16 and MS-8 with medical schools and with other
stakeholder groups.

2. Our AMA will work with appropriate stakeholders to commission and enact the recommendations of a
forward-looking, cross-continuum, external study of 21st century medical education focused on
reimagining the future of health equity and racial justice in medical education, improving the diversity of
the health workforce, and ameliorating inequitable outcomes among minoritized and marginalized patient
populations.

3. Our AMA will advocate for funding to support the creation and sustainability of Historically Black
College and University (HBCU), Hispanic-Serving Institution (HSI), and Tribal College and University
(TCU) affiliated medical schools and residency programs, with the goal of achieving a physician workforce
that is proportional to the racial, ethnic, and gender composition of the United States population.

4. Our AMA will directly oppose any local, state, or federal actions that aim to limit diversity, equity, and
inclusion initiatives, curriculum requirements, or funding in medical education.

5. Our AMA will advocate for resources to establish and maintain DEI offices at medical schools that are
staff-managed and student- and physician-guided as well as committed to longitudinal community
engagement.

6. Our AMA will investigate the impacts of state legislation regarding DEI-related efforts on the education
and careers of students, trainees, and faculty.

7. Our AMA will recognize the disproportionate efforts by and additional responsibilities placed on
minoritized individuals to engage in diversity, equity, and inclusion efforts.

8. Our AMA will collaborate with the Association of American Medical Colleges, the Liaison Committee
on Medical Education, and relevant stakeholders to encourage academic institutions to utilize Diversity,
Equity, and Inclusion activities and community engagement as criteria for faculty and staff promotion and
tenure. [Res. 325, A-03 Appended CME Rep. 6, A-11 Modified: CME Rep. 3, A-13; Appended: CME Rep.
5, A-21; Modified: CME Rep.02, I-22; Appended: Res 319, A-22; Modified: Res. 319, A-23; reaffirmed:
BOT Rep. 31, A-24]

H-295.969 Nondiscrimination Toward Residency Applicants

Our American Medical Association urges the Accreditation Council for Graduate Medical Education to
amend its Institutional Requirements to read: "In assessing and selecting applicants for
residency/fellowship programs, ACGME-accredited programs must not discriminate on the basis of sex,
age, race, creed, national origin, gender identity, or sexual orientation."

Our AMA:

1. opposes questioning residency or fellowship applicants regarding marital status, dependents, plans for
marriage or children, sexual orientation, gender identity, age, race, national origin, and religion;

2. will work with the Accreditation Council for Graduate Medical Education, the National Residency
Matching Program, and other interested parties to eliminate questioning about or discrimination based on
marital and dependent status, future plans for marriage or children, sexual orientation, age, race, national
origin, and religion during the residency and fellowship application process;

3. will continue to support efforts to enhance racial and ethnic diversity in medicine. Information regarding
race and ethnicity may be voluntarily provided by residency and fellowship applicants;

4, encourages the Association of American Medical Colleges (AAMC) and its Electronic Residency
Application Service (ERAS) Advisory Committee to develop steps to minimize bias in the ERAS and the
residency training selection process; and

5. will advocate that modifications in the ERAS Residency Application to minimize bias consider the
effects these changes may have on efforts to increase diversity in residency programs. [Res 12, A-89;
Reaffirmed Sunset Report, A-00; Modified: Bot Rep. 11, A-07; Reaffirmed: CCB/CLRPD Rep. 1, A-14;
Modified: CME Rep. 01, A-16]
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H-310.919 Eliminating Questions Regarding Marital Status, Dependents, Plans for Marriage or
Children, Sexual Orientation, Gender Identity, Age, Race, National Origin and Religion During the
Residency and Fellowship Application Process

Our AMA:

1. opposes questioning residency or fellowship applicants regarding marital status, dependents, plans for
marriage or children, sexual orientation, gender identity, age, race, national origin, and religion;

2. will work with the Accreditation Council for Graduate Medical Education, the National Residency
Matching Program, and other interested parties to eliminate questioning about or discrimination based on
marital and dependent status, future plans for marriage or children, sexual orientation, age, race, national
origin, and religion during the residency and fellowship application process;

3. will continue to support efforts to enhance racial and ethnic diversity in medicine. Information regarding
race and ethnicity may be voluntarily provided by residency and fellowship applicants;

4. encourages the Association of American Medical Colleges (AAMC) and its Electronic Residency
Application Service (ERAS) Advisory Committee to develop steps to minimize bias in the ERAS and the
residency training selection process; and

5. will advocate that modifications in the ERAS Residency Application to minimize bias consider the
effects these changes may have on efforts to increase diversity in residency programs. [Res 307, A-09;
Appended: Res 955, 1-17]

H-310.976 Gender-Based Questioning in Residency Interviews

Our American Medical Association opposes gender-based questioning during residency interviews in
both public and private institutions for the purpose of sexual discrimination. [Res.124, |-88; Reaffirmed:
Sunset Report, 1-98; Modified and Reaffirmed: CME Rep. 2, A-08; Reaffirmed: CCB/CLRPD Rep. 3. A-13;
Modified: CME Rep. 01, A-23]
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