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SUBJECT TO RESOLUTION COMMITTEE REVIEW

AMERICAN MEDICAL ASSOCIATION HOUSE OF DELEGATES
Resolution: 318
(N-21)

Introduced by: North Carolina, District of Columbia, Georgia, Oklahoma, Mississippi,
New Jersey, Tennessee, South Carolina, Kentucky

Subject: The Medical Student Match MisMatch

Referred to: Reference Committee C

Whereas, The National Resident Matching Program (NRMP) has run a computer based, well
organized, evolving matching program placing medical student seniors and graduates in
available residency slots since 1952; and

Whereas, The number of NRMP applicants has risen significantly since 2017 to include US-MD
seniors, US-DO seniors, US-IMGs, IMGs and some repeat or specialty applicants (total 48,502
for 2021) without a matching rise in US Residency slots (only 38,106 potential residency slots
for matching); and

Whereas, The US National Resident Matching Program (NRMP) has a consistent mismatch of a
significant number of applicants, sometimes a bit less or more, each year now for about 10
years with dramatic increases in the last two years; and

Whereas, The average senior medical student graduates with about $250,000.00 of debt and
about 20% of these graduates with over $400,000.00 of medical school debt; and

Whereas, Most states require completion of a residency accredited by the Accreditations
Council for Graduate Medical Education (ACGME) before full state medical licensure; and

Whereas, A non-matching student may be facing significant debt with no way to repay, since no
job prospects as a resident physician will still leave existing educational debt; and

Whereas, A non-matching student has graduated from medical school; and

Whereas, Even without recent data we believe the potential for large debt, but no job, will
certainly increase health professional disparity since the potential mismatch and large debt will
discourage an ethnically diverse or a racially diverse medical student and thus the profession;
and

Whereas, AMA has both robust policy on all the above issues (see attachment) and a powerful
FREIDA computer application (see www.ama-assn.org/amgone/freida/); therefore be it

RESOLVED, That our American Medical Association hire or assign staff to staff up the FREIDA
system with AMA employees to: (1) work with the FREIDA system, further educate rising senior
students how to have a successful match; (2) give real time help to medical students to navigate
post no-match; (3) help no-match medical students navigate loan repayment strategies; and (4)
help no-match medical students find jobs in the medical or public or commercial sectors
(Directive to Take Action); and be it further


http://www.ama-assn.org/amgone/freida/
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RESOLVED, That our AMA Council on Medical Education and the Medical Student and
Resident Fellow Sections develop a joint task force to update no-match data and reasons for
the phenomenon and suggestions for improvement or amelioration (Directive to Take Action);
and be it further

RESOLVED, That the new FREIDA staff engage with AMA legal and AMA advocacy staff to
redouble our AMA efforts to expand, to increase, to originate and to fund residency slots across
the US. (Directive to Take Action)

Fiscal Note: Not yet determined

Received: 10/11/21

AUTHORS STATEMENT OF PRIORITY

Obviously, the Resident Match Mismatch effects students and residents, but they now are
about half of AMA membership. BUT as the physician shortage grows over time, the
Mismatch will begin to effect even more, in fact MOST physicians and practices. THIS is the
time to ACT, because the Mismatch has greatly increased over the last two years; AND with
a new Administration in DC, THIS IS the time for AMA ACTION for more Residency slots,
particularly with President Biden'’s interest in “Human Infrastructure.” To really move along
the project, we need NEW POLICY as listed. WE CAN MAKE a difference in a Democrat
controlled DC, particularly with our preponderance, now, at AMA, of IN TUNE AMA
leadership. The AMA is best positioned to lead in this arena at this time.

AMA Policy and References
THE MATCH HISTORY AND BACKGROUND
AMA Policy
See FREIDA™ AMA Residency & Fellowship Programs Database (ama-assn.org)
Key AMA Match Policy is D-310.977 first written in 2005 and modified and amended many times since.
H-200.949 Primary Care \Workforce
H-310.910 Preliminary Year Program Placement
H-200.954 US Physician Shortage
D-310.974 Policy Suggestions to Improve the National Matching Program

References

The Match: Explaining the Application Process and Your Residency Results. St George’s University, from the SGU Pulse, the
Medical School Blog, March 17, 2021 (adopted from 2018 version), Grenada, West Indies.
Match Day Explained: How Med Students Take the Next Career Step. March 4, 2016, from the University of Michigan, Med U.
Brendan Murphy: AMA News Writer

Medical Students match in record numbers, celebrate virtually, March 20, 2020

2021 Main Residency Match Results and Data Report Now Available - The Match, National Resident Matching Program
(nrmp.org)

Trends in Race/Ethnicity Among Applicants and Matriculants to US Surgical Specialties, 2010-2018 | Health Disparities | JAMA
Network Open | JAMA Network

THE MISMATCH
References
Brendan Murphy, AMA staff writer
Why medical students aren’t matching -June 7, 2015 (staff writers)
No Match for you? SOAP offers last minute option — March 8, 2021
Ten Years After, Kristi Dyer, August 15, 2009...from MOM supported by Amazon Services, LLC
Graduate Medical Education (GME) Funding News & Info | American Medical Association (ama-assn.org)

AMA Policy

H-310.910 Preliminary Year Program Placement
H-305.988 Availability of First-Year Residency Positions
H-200.954 US Physician Shortage

H-200.949 Principles to Address Primary Care Workforce
D-305.967 Full Funding of Graduate Medical Education

MEDICAL STUDENT DEBT
References


https://freida.ama-assn.org/
https://www.nrmp.org/main-residency-match-data-and-results-2021/
https://www.nrmp.org/main-residency-match-data-and-results-2021/
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2772392
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2772392
https://www.ama-assn.org/education/gme-funding
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Medical Student Debt, AMSA, 2021 from the ASMA web page, some based on AAMC data from the 1994-2003 Questionnaire
What is the Average Medical Student Debt? From NerdWallet 2021. From their web page
How to pay off student debt. From Weatherby Healthcare, 2021 (a CHG Company) their web page

AMA Policy
H-305.925 Medical Education Costs and Medical Student Debt

POTENTIAL JOBS IF NOT MATCHED

References

Ten Years Later...see above

Physician Jobs without ABME Board Certification or Medical Licensure. 2021. From the MDJourney, by the WPFamily web page.
16 Jobs for Physicians without a Residency or Licensure. By Catherine Carroll on the Physician Tycoon web page.

AMA Policy
See above
D-200.980 Physician Practices in Underserved Areas

RELEVANT AMA POLICY

Principles of and Actions to Address Primary Care Workforce H-200.949

1. Our patients require a sufficient, well-trained supply of primary care physicians--family
physicians, general internists, general pediatricians, and obstetricians/gynecologists--to meet
the nation’s current and projected demand for health care services.

2. To help accomplish this critical goal, our American Medical Association (AMA) will work with a
variety of key stakeholders, to include federal and state legislators and regulatory bodies;
national and state specialty societies and medical associations, including those representing
primary care fields; and accreditation, certification, licensing, and regulatory bodies from across
the continuum of medical education (undergraduate, graduate, and continuing medical
education).

3. Through its work with these stakeholders, our AMA will encourage development and
dissemination of innovative models to recruit medical students interested in primary care, train
primary care physicians, and enhance both the perception and the reality of primary care
practice, to encompass the following components: a) Changes to medical school admissions
and recruitment of medical students to primary care specialties, including counseling of medical
students as they develop their career plans; b) Curriculum changes throughout the medical
education continuum; c) Expanded financial aid and debt relief options; d) Financial and
logistical support for primary care practice, including adequate reimbursement, and
enhancements to the practice environment to ensure professional satisfaction and practice
sustainability; and e) Support for research and advocacy related to primary care.

4. Admissions and recruitment: The medical school admissions process should reflect the
specific institution’s mission. Those schools with missions that include primary care should
consider those predictor variables among applicants that are associated with choice of these
specialties.

5. Medical schools, through continued and expanded recruitment and outreach activities into
secondary schools, colleges, and universities, should develop and increase the pool of
applicants likely to practice primary care by seeking out those students whose profiles indicate a
likelihood of practicing in primary care and underserved areas, while establishing strict
guidelines to preclude discrimination.

6. Career counseling and exposure to primary care: Medical schools should provide to students
career counseling related to the choice of a primary care specialty, and ensure that primary care
physicians are well-represented as teachers, mentors, and role models to future physicians.

7. Financial assistance programs should be created to provide students with primary care
experiences in ambulatory settings, especially in underserved areas. These could include
funded preceptorships or summer work/study opportunities.

8. Curriculum: Voluntary efforts to develop and expand both undergraduate and graduate
medical education programs to educate primary care physicians in increasing numbers should
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be continued. The establishment of appropriate administrative units for all primary care
specialties should be encouraged.

9. Medical schools with an explicit commitment to primary care should structure the curriculum
to support this objective. At the same time, all medical schools should be encouraged to
continue to change their curriculum to put more emphasis on primary care.

10. All four years of the curriculum in every medical school should provide primary care
experiences for all students, to feature increasing levels of student responsibility and use of
ambulatory and community-based settings.

11. Federal funding, without coercive terms, should be available to institutions needing financial
support to expand resources for both undergraduate and graduate medical education programs
designed to increase the number of primary care physicians. Our AMA will advocate for public
(federal and state) and private payers to a) develop enhanced funding and related incentives
from all sources to provide education for medical students and resident/fellow physicians,
respectively, in progressive, community-based models of integrated care focused on quality and
outcomes (such as the patient-centered medical home and the chronic care model) to enhance
primary care as a career choice; b) fund and foster innovative pilot programs that change the
current approaches to primary care in undergraduate and graduate medical education,
especially in urban and rural underserved areas; and c) evaluate these efforts for their
effectiveness in increasing the number of students choosing primary care careers and helping
facilitate the elimination of geographic, racial, and other health care disparities.

12. Medical schools and teaching hospitals in underserved areas should promote medical
student and resident/fellow physician rotaticns through local family health clinics for the
underserved, with financial assistance to the clinics to compensate their teaching efforts.

13. The curriculum in primary care residency programs and training sites should be consistent
with the objective of training generalist physicians. Our AMA will encourage the Accreditation
Council for Graduate Medical Education to (a) support primary care residency programs,
including community hospital-based programs, and (b) develop an accreditation environment
and novel pathways that promote innovations in graduate medical education, using progressive,
community-based models of integrated care focused on quality and outcomes (such as the
patient-centered medical home and the chronic care model).

14. The visibility of primary care faculty members should be enhanced within the medical
school, and positive attitudes toward primary care among all faculty members should be
encouraged.

15. Support for practicing primary care physicians: Administrative support mechanisms should
be developed to assist primary care physicians in the logistics of their practices, along with
enhanced efforts to reduce administrative activities unrelated to patient care, to help ensure
professional satisfaction and practice sustainability.

16. There should be increased financial incentives for physicians practicing primary care,
especially those in rural and urban underserved areas, to include scholarship or loan repayment
programs, relief of professional liability burdens, and Medicaid case management programs,
among others. Our AMA will advocate to state and federal legislative and regulatory bodies,
among others, for development of public and/or private incentive programs, and expansion and
increased funding for existing programs, to further encourage practice in underserved areas and
decrease the debt load of primary care physicians. The imposition of specific outcome targets
should be resisted, especially in the absence of additional support to the schools.

17. Our AMA will continue to advocate, in collaboration with relevant specialty societies, for the
recommendations from the AMA/Specialty Society RVS Update Committee (RUC) related to
reimbursement for E&M services and coverage of services related to care coordination,
including patient education, counseling, team meetings and other functions; and work to ensure
that private payers fully recognize the value of E&M services, incorporating the RUC-
recommended increases adopted for the most current Medicare RBRVS.



SUBJECT TO RESOLUTION COMMITTEE REVIEW
Resolution: 318 (N-21)
Page 5 of 13

18. Our AMA will advocate for public (federal and state) and private payers to develop physician
reimbursement systems to promote primary care and specialty practices in progressive,
community-based models of integrated care focused on quality and outcomes such as the
patient-centered medical home and the chronic care model consistent with current AMA Policies
H-160.918 and H-160.919.

19. There should be educational support systems for primary care physicians, especially those
practicing in underserved areas.

20. Our AMA will urge urban hospitals, medical centers, state medical associations, and
specialty societies to consider the expanded use of mobile health care capabilities.

21. Our AMA will encourage the Centers for Medicare & Medicaid Services to explore the use of
telemedicine to improve access to and support for urban primary care practices in underserved
settings.

22. Accredited continuing medical education providers should promote and establish continuing
medical education courses in performing, prescribing, interpreting and reinforcing primary care
services.

23. Practicing physicians in other specialties--particularly those practicing in underserved urban
or rural areas--should be provided the opportunity to gain specific primary care competencies
through short-term preceptorships or postgraduate fellowships offered by departments of family
medicine, internal medicine, pediatrics, etc., at medical schools or teaching hospitals. In
addition, part-time training should be encouraged, to aliow physicians in these programs to
practice concurrently, and further research into these concepts should be encouraged.

24. Our AMA supports continued funding of Public Health Service Act, Title VII, Section 747,
and encourages advocacy in this regard by AMA members and the public.

25. Research: Analysis of state and federal financial assistance programs should be
undertaken, to determine if these programs are having the desired workforce effects, particularly
for students from disadvantaged groups and those that are underrepresented in medicine, and
to gauge the impact of these programs on elimination of geographic, racial, and other health
care disparities. Additional research should identify the factors that deter students and
physicians from choosing and remaining in primary care disciplines. Further, our AMA should
continue to monitor trends in the choice of a primary care specialty and the availability of
primary care graduate medical education positions. The results of these and related research
endeavors should support and further refine AMA policy to enhance primary care as a career
choice.

Citation: CME Rep. 04, 1-18

US Physician Shortage H-200.954

Our AMA:

(1) explicitly recognizes the existing shortage of physicians in many specialties and areas of the
us;

(2) supports efforts to quantify the geographic maldistribution and physician shortage in many
specialties;

(3) supports current programs to alleviate the shortages in many specialties and the
maldistribution of physicians in the US;

(4) encourages medical schools and residency programs to consider developing admissions
policies and practices and targeted educational efforts aimed at attracting physicians to practice
in underserved areas and to provide care to underserved populations;

(5) encourages medical schools and residency programs to continue to provide courses,
clerkships, and longitudinal experiences in rural and other underserved areas as a means to
support educational program objectives and to influence choice of graduates' practice locations;
(6) encourages medical schools to include criteria and processes in admission of medical
students that are predictive of graduates' eventual practice in underserved areas and with
underserved populations;



SUBJECT TO RESOLUTION COMMITTEE REVIEW
Resolution: 318 (N-21)
Page 6 of 13

(7) will continue to advocate for funding from public and private payers for educational programs
that provide experiences for medical students in rural and other underserved areas;

(8) will continue to advocate for funding from all payers (public and private sector) to increase
the number of graduate medical education positions in specialties leading to first certification;
(9) will work with other groups to explore additional innovative strategies for funding graduate
medical education positions, including positions tied to geographic or specialty need;

(10) continues to work with the Association of American Medical Colleges (AAMC) and other
relevant groups to monitor the outcomes of the National Resident Matching Program; and

(11) continues to work with the AAMC and other relevant groups to develop strategies to
address the current and potential shortages in clinical training sites for medical students.

(12) will: (a) promote greater awareness and implementation of the Project ECHO (Extension for
Community Healthcare Outcomes) and Child Psychiatry Access Project models among
academic health centers and community-based primary care physicians; (b) work with
stakeholders to identify and mitigate barriers to broader implementation of these models in the
United States; and (c) monitor whether health care payers offer additional payment or incentive
payments for physicians who engage in clinical practice improvement activities as a result of
their participation in programs such as Project ECHO and the Child Psychiatry Access Project;
and if confirmed, promote awareness of these benefits among physicians.

Citation: Res. 807, 1-03; Reaffirmation 1-06; Reaffirmed: CME Rep. 7, A-08; Appended: CME
Rep. 4, A-10; Appended: CME Rep. 16, A-10; Reaffirmation: I-12; Reaffirmation A-13;
Appended: Res. 922, I-13; Modified: CME Rep. 7, A-14; Reaffirmed: CME Rep. 03, A-16;
Appended: Res. 323, A-19; Reaffirmed: CME Rep. 3, A-21

Cost and Financing of Medical Education and Availability of First-Year Residency
Positions H-305.988

Our AMA:

1. believes that medical schools should further develop an information system based on
common definitions to display the costs associated with undergraduate medical education;

2. in studying the financing of medical schools, supports identification of those elements that
have implications for the supply of physicians in the future;

3. believes that the primary goal of medical school is to educate students to become physicians
and that despite the economies necessary to survive in an era of decreased funding, teaching
functions must be maintained even if other commitments need to be reduced;

4. believes that a decrease in student enrollment in medical schools may not result in
proportionate reduction of expenditures by the school if quality of education is to be maintained;
5. supports continued improvement of the AMA information system on expenditures of medical
students to determine which items are included, and what the ranges of costs are;

6. supporis continued study of the relationship between medical student indebtedness and
career choice;

7. believes medical schools should avoid counterbalancing reductions in revenues from other
sources through tuition and student fee increases that compromise their ability to attract
students from diverse backgrounds;

8. supports expansion of the number of affiliations with appropriate hospitals by institutions with
accredited residency programs;

9. encourages for profit-hospitals to participate in medical education and training;

10. supports AMA monitoring of trends that may lead to a reduction in compensation and
benefits provided to resident physicians;

11. encourages all sponsoring institutions to make financial information available to help
residents manage their educational indebtedness; and

12. will advocate that resident and fellow trainees should not be financially responsible for their
training.
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Citation: CME Rep. A, 1-83; Reaffirmed: CLRPD Rep. 1, I-93; Res. 313, |-95; Reaffirmed by
CME Rep. 13, A-97; Modified: CME Rep. 7, A-05; Modified: CME Rep. 13, A-06; Appended:
Res. 321, A-15; Reaffirmed: CME Rep. 05, A-16; Modified: CME Rep. 04, A-16

Principles of and Actions to Address Medical Education Costs and Student Debt H-
305.925

The costs of medical education should never be a barrier to the pursuit of a career in medicine
nor to the decision to practice in a given specialty. To help address this issue, our American
Medical Association (AMA) will:

1. Collaborate with members of the Federation and the medical education community, and with
other interested organizations, to address the cost of medical education and medical student
debt through public- and private-sector advocacy.

2. Vigorously advocate for and support expansion of and adequate funding for federal
scholarship and loan repayment programs--such as those from the National Health Service
Corps, Indian Health Service, Armed Forces, and Department of Veterans Affairs, and for
comparable programs from states and the private sector--to promote practice in underserved
areas, the military, and academic medicine or clinical research.

3. Encourage the expansion of National Institutes of Health programs that provide loan
repayment in exchange for a commitment to conduct targeted research.

4. Advocate for increased funding for the National Health Service Corps Loan Repayment
Program to assure adequate funding of primary care within the National Health Service Corps,
as well as to permit: (a) inclusion of all medical specialties in need, and (b) service in clinical
settings that care for the underserved but are not necessarily located in health professions
shortage areas.

5. Encourage the National Health Service Corps to have repayment policies that are consistent
with other federal loan forgiveness programs, thereby decreasing the amount of loans in default
and increasing the number of physicians practicing in underserved areas.

6. Work to reinstate the economic hardship deferment qualification criterion known as the
“20/220 pathway,” and support alternate mechanisms that better address the financial needs of
trainees with educational debt.

7. Advocate for federal legislation to support the creation of student loan savings accounts that
allow for pre-tax dollars to be used to pay for student loans.

8. Work with other concerned organizations to advocate for legislation and regulation that would
result in favorable terms and conditions for borrowing and for loan repayment, and would permit
100% tax deductibility of interest on student loans and elimination of taxes on aid from service-
based programs.

9. Encourage the creation of private-sector financial aid programs with favorable interest rates
or service obligations (such as community- or institution-based loan repayment programs or
state medical society loan programs).

10. Support stable funding for medical education programs to limit excessive tuition increases,
and collect and disseminate information on medical school programs that cap medical education
debt, including the types of debt management education that are provided.

11. Work with state medical societies to advocate for the creation of either tuition caps or, if
caps are not feasible, pre-defined tuition increases, so that medical students will be aware of
their tuition and fee costs for the total period of their enroliment.

12. Encourage medical schools to (a) Study the costs and benefits associated with non-
traditional instructional formats (such as online and distance learning, and combined
baccalaureate/MD or DO programs) to determine if cost savings to medical schools and to
medical students could be realized without jeopardizing the quality of medical education; (b)
Engage in fundraising activities to increase the availability of scholarship support, with the
support of the Federation, medical schools, and state and specialty medical societies, and
develop or enhance financial aid opportunities for medical students, such as self-managed, low-
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interest loan programs; (c) Cooperate with postsecondary institutions to establish collaborative
debt counseling for entering first-year medical students; (d) Allow for flexible scheduling for
medical students who encounter financial difficulties that can be remedied only by employment,
and consider creating opportunities for paid employment for medical students; (e) Counsel
individual medical student borrowers on the status of their indebtedness and payment
schedules prior to their graduation; (f) Inform students of all government loan opportunities and
disclose the reasons that preferred lenders were chosen; (g) Ensure that all medical student
fees are earmarked for specific and well-defined purposes, and avoid charging any overly broad
and ill-defined fees, such as but not limited to professional fees; (h) Use their collective
purchasing power to obtain discounts for their students on necessary medical equipment,
textbooks, and other educational supplies; (i) Work to ensure stable funding, to eliminate the
need for increases in tuition and fees to compensate for unanticipated decreases in other
sources of revenue; mid-year and retroactive tuition increases should be opposed.

13. Support and encourage state medical societies to support further expansion of state loan
repayment programs, particularly those that encompass physicians in non-primary care
specialties.

14. Take an active advocacy role during reauthorization of the Higher Education Act and similar
legislation, to achieve the following goals: (a) Eliminating the single holder rule; (b) Making the
availability of loan deferment more flexible, including broadening the definition of economic
hardship and expanding the period for loan deferment to include the entire length of residency
and fellowship training; (c) Retaining the option of loan forbearance for residents ineligible for
loan deferment; (d) Including, explicitly, dependent care expenses in the definition of the “cost of
attendance”; (e) Including room and board expenses in the definition of tax-exempt scholarship
income; (f) Continuing the federal Direct Loan Consolidation program, including the ability to
“‘lock in” a fixed interest rate, and giving consideration to grace periods in renewals of federal
loan programs; (g) Adding the ability to refinance Federal Consolidation Loans; (h) Eliminating
the cap on the student loan interest deduction; (i) Increasing the income limits for taking the
interest deduction; (j) Making permanent the education tax incentives that our AMA successfully
lobbied for as part of Economic Growth and Tax Relief Reconciliation Act of 2001; (k) Ensuring
that loan repayment programs do niot place greater burdens upon married couples than for
similarly situated couples who are cohabitating; (I) Increasing efforts to collect overdue debts
from the present medical student loan programs in a manner that would not interfere with the
provision of future loan funds to medical students.

15. Continue to work with state and county medical societies to advocate for adequate levels of
medical school funding and to oppose legislative or regulatory provisions that would result in
significant or unplanned tuition increases.

16. Continue to study medical education financing, so as to identify long-term strategies to
mitigate the debt burden of medical students, and monitor the short-and long-term impact of the
economic environment on the availability of institutional and external sources of financial aid for
medical students, as well as on choice of specialty and practice location.

17. Collect and disseminate information on successful strategies used by medical schools to
cap or reduce tuition.

18. Continue to monitor the availability of and encourage medical schools and
residency/fellowship programs to (a) provide financial aid opportunities and financial
planning/debt management counseling to medical students and resident/fellow physicians; (b)
work with key stakeholders to develop and disseminate standardized information on these
topics for use by medical students, resident/fellow physicians, and young physicians; and (c)
share innovative approaches with the medical education community.

19. Seek federal legislation or rule changes that would stop Medicare and Medicaid
decertification of physicians due to unpaid student loan debt. The AMA believes that it is
improper for physicians not to repay their educational loans, but assistance should be available
to those physicians who are experiencing hardship in meeting their obligations.
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20. Related to the Public Service Loan Forgiveness (PSLF) Program, our AMA supports
increased medical student and physician benefits the program, and will: (a) Advocate that all
resident/fellow physicians have access to PSLF during their training years; (b) Advocate against
a monetary cap on PSLF and other federal loan forgiveness programs; (c) Work with the United
States Department of Education to ensure that any cap on loan forgiveness under PSLF be at
least equal to the principal amount borrowed; (d) Ask the United States Department of
Education to include all terms of PSLF in the contractual obligations of the Master Promissory
Note; (e) Encourage the Accreditation Council for Graduate Medical Education (ACGME) to
require residency/fellowship programs to include within the terms, conditions, and benefits of
program appointment information on the PSLF program qualifying status of the employer; (f)
Advocate that the profit status of a physicians training institution not be a factor for PSLF
eligibility; (g) Encourage medical school financial advisors to counsel wise borrowing by medical
students, in the event that the PSLF program is eliminated or severely curtailed; (h) Encourage
medical school financial advisors to increase medical student engagement in service-based
loan repayment options, and other federal and military programs, as an attractive alternative to
the PSLF in terms of financial prospects as well as providing the opportunity to provide care in
medically underserved areas; (i) Strongly advocate that the terms of the PSLF that existed at
the time of the agreement remain unchanged for any program participant in the event of any
future restrictive changes.

21. Advocate for continued funding of programs including Income-Driven Repayment plans for
the benefit of reducing medical student load burden.

22. Formulate a task force to look at undergraduate medical education training as it relates to
career choice, and develop new polices and novel approaches to prevent debt from influencing
specialty and subspecialty choice.

23. Strongly advocate for the passage of legislation to allow medical students, residents and
fellows who have education loans to qualify for interest-free deferment on their student loans
while serving in a medical internship, residency, or fellowship program, as well as permitting the
conversion of currently unsubsidized Stafford and Graduate Plus loans to interest free status for
the duration of undergraduate and graduate medical education.

Citation: CME Report 05, I-18; Appended: Res. 953, I-18; Reaffirmation: A-19; Appended: Res.
316, A-19; Appended: Res. 226, A-21 Reaffirmed in lieu of: Res. 311, A-21

Preliminary Year Program Placement H-310.910

1. Our AMA encourages the Accreditation Council for Graduate Medical Education, the
American Osteopathic Association, and other involved organizations to strongly encourage
residency programs that now require a preliminary year to match residents for their specialty
and then arrange with another department or another medical center for the preliminary year of
training unless the applicant chooses to pursue preliminary year training separately.

2. Our AMA encourages appropriate stakeholders to explore options to decrease the burden
upon medical students who must apply to separate preliminary PGY-1 and categorical PGY-2
positions.

3. Our AMA will work with the Accreditation Council for Graduate Medical Education to
encourage programs with PGY-2 positions in the National Resident Matching Program (NRMP)
with insufficient availability of local PGY-1 positions to create local PGY-1 positions that will
enable coordinated applications and interviews for medical students.

4. Our AMA encourages the NRMP, the San Francisco Match, the American Urological
Association, the Electronic Residency Application Service, and other stakeholders to reduce
barriers for medical students, residents, and physicians applying to match into training
programs, including barriers to “couples matching,” and to ensure that all applicants have
access to robust, informative statistics to assist in decision-making.

5. Our AMA encourages the NRMP, San Francisco Match, American Urological Association,
Electronic Residency Application Service, and other stakeholders to collect and publish data on
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a) the impact of separate matches on the personal and professional lives of medical students
and b) the impact on medical students who are unable to successfully “couples match” with their
significant others due to staggered entry into residency, utilization of unlinked match services, or
other causes.

Citation: Res. 306, A-12; Appended: CME Rep. 03, A-19

Policy Suggestions to Improve the National Resident Matching Program D-310.974

Our AMA will: (1) request that the National Resident Matching Program review the basis for the
extra charge for including over 15 programs on a primary rank order list and consider modifying
the fee structure to minimize such charges; (2) work with the NRMP to increase awareness
among applicants of the existing NRMP waiver and violations review policies to assure their
most effective implementation; (3) request that the NRMP continue to explore measures to
maximize the availability of information for unmatched applicants and unfilled programs
including the feasibility of creating a dynamic list of unmatched applicants; (4) ask the National
Resident Matching Program (NRMP) to publish data regarding waivers and violations with
subsequent consequences for both programs and applicants while maintaining the integrity of
the match and protecting the identities of both programs and participants; (5) advocate that the
words "residency training" in section 8.2.10 of the NRMP Match agreement be added to the
second sentence so that it reads, "The applicant also may be barred from accepting or starting a
position in any residency training program sponsored by a match-participating institution that
would commence training within one year from the date of issuance of the Final Report" and
specifically state that NRMP cannot prevent an applicant from maintaining his or her education
through rotating, researching, teaching, or otherwise working in positions other than resident
training at NRMP affiliated programs; and (6) work with the Educational Commission for Foreign
Medical Graduates, Accreditation Council for Graduate Medical Education, Association of
American Medical Colleges, and other graduate medical education stakeholders to encourage
the NRMP to make the conditions of the Match agreement more transparent while assuring the
confidentiality of the maich and to use a thorough process in declaring that a violation has
occurred.

Citation: (CME Rep. 15, A-06; Appended: Res. 918, I-11; Appended: CME Rep. 12, A-12)

The Preservation, Stability and Expansion of Full Funding for Graduate Medical
Education D-305.967

1. Our AMA will actively collaborate with appropriate stakeholder organizations, (including
Association of American Medical Colleges, American Hospital Association, state medical
societies, medical specialty societies/associations) to advocate for the preservation, stability and
expansion of full funding for the direct and indirect costs of graduate medical education (GME)
positions from all existing sources (e.g. Medicare, Medicaid, Veterans Administration, CDC and
others).

2. Our AMA will actively advocate for the stable provision of matching federal funds for state
Medicaid programs that fund GME positions.

3. Our AMA will actively seek congressional action to remove the caps on Medicare funding of
GME positions for resident physicians that were imposed by the Balanced Budget Amendment
of 1997 (BBA-1997).

4. Our AMA will strenuously advocate for increasing the number of GME positions to address
the future physician workforce needs of the nation.

5. Our AMA will oppose efforts to move federal funding of GME positions to the annual
appropriations process that is subject to instability and uncertainty.

6. Our AMA will oppose regulatory and legislative efforts that reduce funding for GME from the
full scope of resident educational activities that are designated by residency programs for
accreditation and the board certification of their graduates (e.g. didactic teaching, community
service, off-site ambulatory rotations, etc.).
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7. Our AMA will actively explore additional sources of GME funding and their potential impact on
the quality of residency training and on patient care.

8. Our AMA will vigorously advocate for the continued and expanded contribution by all payers
for health care (including the federal government, the states, and local and private sources) to
fund both the direct and indirect costs of GME.

9. Our AMA will work, in collaboration with other stakeholders, to improve the awareness of the
general public that GME is a public good that provides essential services as part of the training
process and serves as a necessary component of physician preparation to provide patient care
that is safe, effective and of high quality.

10. Our AMA staff and governance will continuously monitor federal, state and private proposals
for health care reform for their potential impact on the preservation, stability and expansion of
full funding for the direct and indirect costs of GME.

11. Our AMA: (a) recognizes that funding for and distribution of positions for GME are in crisis in
the United States and that meaningful and comprehensive reform is urgently needed; (b) will
immediately work with Congress to expand medical residencies in a balanced fashion based on
expected specialty needs throughout our nation to produce a geographically distributed and
appropriately sized physician workforce; and to make increasing support and funding for GME
programs and residencies a top priority of the AMA in its national political agenda; and (c) will
continue to work closely with the Accreditation Council for Graduate Medical Education,
Association of American Medical Colleges, American Osteopathic Association, and other key
stakeholders to raise awareness among policymakers and the public about the importance of
expanded GME funding to meet the nation's current and anticipated medical workforce needs.
12. Our AMA will collaborate with other organizations to explore evidence-based approaches to
quality and accountability in residency education to support enhanced funding of GME.

13. Our AMA will continue to strongly advocate that Congress fund additional graduate medical
education (GME) positions for the most critical workforce needs, especially considering the
current and worsening maldistribution of physicians.

14. Our AMA will advocate that the Centers for Medicare and Medicaid Services allow for rural
and other underserved rotations in Accreditation Council for Graduate Medical Education
(ACGME)-accredited residency programs, in disciplines of particular local/regional need, to
occur in the offices of physicians who meet the qualifications for adjunct faculty of the residency
program's sponsoring institution.

15. Our AMA encourages the ACGME to reduce barriers to rural and other underserved
community experiences for graduate medical education programs that choose to provide such
training, by adjusting as needed its program requirements, such as continuity requirements or
limitations on time spent away from the primary residency site.

16. Our AMA encourages the ACGME and the American Osteopathic Association (AOA) to
continue to develop and disseminate innovative methods of training physicians efficiently that
foster the skills and inclinations to practice in a health care system that rewards team-based
care and social accountability.

17. Our AMA will work with interested state and national medical specialty societies and other
appropriate stakeholders to share and support legislation to increase GME funding, enabling a
state to accomplish one or more of the following: (a) train more physicians to meet state and
regional workforce needs; (b) train physicians who will practice in physician
shortage/underserved areas; or (c) train physicians in undersupplied specialties and
subspecialties in the state/region.

18. Our AMA supports the ongoing efforts by states to identify and address changing physician
workforce needs within the GME landscape and continue to broadly advocate for innovative
pilot programs that will increase the number of positions and create enhanced accountability of
GME programs for quality outcomes.

19. Our AMA will continue to work with stakeholders such as Association of American Medical
Colleges (AAMC), ACGME, AOA, American Academy of Family Physicians, American College
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of Physicians, and other specialty organizations to analyze the changing landscape of future
physician workforce needs as well as the number and variety of GME positions necessary to
provide that workforce.

20. Our AMA will explore innovative funding models for incremental increases in funded
residency positions related to quality of resident education and provision of patient care as
evaluated by appropriate medical education organizations such as the Accreditation Council for
Graduate Medical Education.

21. Our AMA will utilize its resources to share its content expertise with policymakers and the
public to ensure greater awareness of the significant societal value of graduate medical
education (GME) in terms of patient care, particularly for underserved and at-risk populations,
as well as global health, research and education.

22. Our AMA will advocate for the appropriation of Congressional funding in support of the
National Healthcare Workforce Commission, established under section 5101 of the Affordable
Care Act, to provide data and healthcare workforce policy and advice to the nation and provide
data that support the value of GME to the nation.

23. Our AMA supports recommendations to increase the accountability for and transparency of
GME funding and continue to monitor data and peer-reviewed studies that contribute to further
assess the value of GME.

24. Our AMA will explore various models of all-payer funding for GME, especially as the Institute
of Medicine (now a program unit of the National Academy of Medicine) did not examine those
options in its 2014 report on GME governance and financing.

25. Our AMA encourages organizations with successful existing models to publicize and share
strategies, outcomes and costs.

26. Our AMA encourages insurance payers and foundations to enter into partnerships with state
and local agencies as well as academic medical centers and community hospitals seeking to
expand GME.

27. Our AMA will develop, along with other interested stakeholders, a national campaign to
educate the public on the definition and importance of graduate medical education, student debt
and the state of the medical profession today and in the future.

28. Our AMA will collaborate with other stakeholder organizations to evaluate and work to
establish consensus regarding the appropriate economic value of resident and fellow services.
29. Our AMA will monitor ongoing pilots and demonstration projects, and explore the feasibility
of broader implementation of proposals that show promise as alternative means for funding
physician education and training while providing appropriate compensation for residents and
fellows.

30. Our AMA will monitor the status of the House Energy and Commerce Committee's response
to public comments solicited regarding the 2014 I0OM report, Graduate Medical Education That
Meets the Nation's Health Needs, as well as results of ongoing studies, including that requested
of the GAO, in order to formulate new advocacy strategy for GME funding, and will report back
to the House of Delegates regularly on important changes in the landscape of GME funding.
31. Our AMA will advocate to the Centers for Medicare & Medicaid Services to adopt the
concept of “Cap-Flexibility” and allow new and current Graduate Medical Education teaching
institutions to extend their cap-building window for up to an additional five years beyond the
current window (for a total of up to ten years), giving priority to new residency programs in
underserved areas and/or economically depressed areas.

32. Our AMA will: (a) encourage all existing and planned allopathic and osteopathic medical
schools to thoroughly research match statistics and other career placement metrics when
developing career guidance plans; (b) strongly advocate for and work with legislators, private
sector partnerships, and existing and planned osteopathic and allopathic medical schools to
create and fund graduate medical education (GME) programs that can accommodate the
equivalent number of additional medical school graduates consistent with the workforce needs
of our nation; and (c) encourage the Liaison Committee on Medical Education (LCME), the
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Commission on Osteopathic College Accreditation (COCA), and other accrediting bodies, as
part of accreditation of allopathic and osteopathic medical schools, to prospectively and
retrospectively monitor medical school graduates’ rates of placement into GME as well as GME
completion.

33. Our AMA encourages the Secretary of the U.S. Department of Health and Human Services
to coordinate with federal agencies that fund GME training to identify and collect information
needed to effectively evaluate how hospitals, health systems, and health centers with residency
programs are utilizing these financial resources to meet the nation’s health care workforce
needs. This includes information on payment amounts by the type of training programs
supported, resident training costs and revenue generation, output or outcomes related to health
workforce planning (i.e., percentage of primary care residents that went on to practice in rural or
medically underserved areas), and measures related to resident competency and educational
quality offered by GME training programs.

Citation: Sub. Res. 314, A-07; Reaffirmation 1-07; Reaffirmed: CME Rep. 4, |-08; Reaffirmed:
Sub. Res. 314, A-09; Reaffirmed: CME Rep. 3, I-09; Reaffirmation A-11; Appended: Res. 910, I-
11; Reaffirmed in lieu of Res. 303, A-12; Reaffirmed in lieu of Res. 324, A-12; Reaffirmation: |-
12; Reaffirmation A-13; Appended: Res. 320, A-13; Appended: CME Rep. 5, A-13; Appended:
CME Rep. 7, A-14; Appended: Res. 304, A-14; Maodified: CME Rep. 9, A-15; Appended: CME
Rep, 1, I-15; Appended: Res. 902, I-15; Reaffirmed: CME Rep. 3, A-16; Appended: Res. 320, A-
16; Appended: CME Rep. 04, A-16; Appended: CME Rep. 05, A-16; Reaffirmation A-16;
Appended: Res. 323, A-17; Appended: CME Rep. 03, A-18; Appended: Res. 319, A-18;
Reaffirmed in lieu of: Res. 960, I-18; Modified: Res. 233, A-19; Modified: BOT Rep. 25, A-19;
Reaffirmed: CME Rep. 3, A-21

Effectiveness of Strategies to Promote Physician Practice in Underserved Areas D-
200.980

1. Our AMA, in collaboration with relevant medical specialty societies, will continue to advocate
for the following: (a) Continued federal and state support for scholarship and loan repayment
programs, including the National Health Service Corps, designed to encourage physician
practice in underserved areas and with underserved populations. (b) Permanent reauthorization
and expansion of the Conrad State 30 J-1 visa waiver program. (c¢) Adequate funding (up to at
least FY 2005 levels) for programs under Title VII of the Health Professions Education
Assistance Act that support educational experiences for medical students and resident
physicians in underserved areas.

2. Our AMA encourages medical schools and their associated teaching hospitals, as well as
state medical societies and other private sector groups, to develop or enhance loan repayment
or scholarship programs for medical students or physicians who agree to practice in
underserved areas or with underserved populations.

3. Our AMA will advocate to states in support of the introduction or expansion of tax credits and
other practice-related financial incentive programs aimed at encouraging physician practice in
underserved areas.

4. Our AMA will advocate for the creation of a national repository of innovations and
experiments, both successful and unsuccessful, in improving access to and distribution of
physician services to government-insured patients (National Access Toolbox).

5. Our AMA supports elimination of the tax liability when employers provide the funds to repay
student loans for physicians who agree to work in an underserved area.

Citation: CME Rep. 1, I-08; Modified: CME Rep. 4, A-10; Reaffirmation 1-11; Appended: Res.
110, A-12; Reaffirmation A-13; Reaffirmation A-14; Appended: Res. 312, I-16; Appended: Res
312, 1-16





