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Whereas, Physicians across the country have been disciplined, harassed, ignored, or fired as a 1 
result of efforts to bring attention to or address unsafe working conditions or inadequate 2 
Personal Protective Equipment (PPE)1-5; and 3 
 4 
Whereas, Unjust firing, punishment, persistence of unsafe conditions, and fear of retaliation 5 
over pandemic safety concerns are unconscionable, should be affirmatively challenged, and 6 
should never be allowed to occur; and 7 
 8 
Whereas, Physicians may have several legal options and protections in such adverse situations 9 
that they may not be aware of, including state-specific and federal laws and policies6-8; and  10 
 11 
Whereas, In certain instances, inquiry from journalists and the potential for negative publicity 12 
may lead to policy reversals on the part of employers that enhance physician safety in the 13 
workplace4; and 14 
 15 
Whereas, 2020 data from AMA Physician Practice Benchmark Surveys indicate accelerating 16 
shifts in physician practice trends toward larger practices, especially among younger physicians, 17 
and decreased rates of physician practice ownership9; and 18 
 19 
Whereas, Rising rates of physician employment and decreasing private practice affiliation affect 20 
physician autonomy and vulnerability to employers and hospital administrators in the labor 21 
market4, 9; and 22 
 23 
Whereas, As health care workers, employed physicians including resident physicians, face 24 
unique workplace risks and may require unique workplace protections and vigilance on the part 25 
of physician advocates10; and 26 
 27 
Whereas, A 2014 AMA-sponsored RAND investigation of 30 physician practices in six found 28 
that autonomy and occupation of practice leadership or managements roles associated with 29 
better professional satisfaction, recommending vigilance surrounding physician satisfaction as 30 
consolidation of practices into larger health systems continues11; and 31 
 32 
Whereas, AMA policy H-440.810, Availability of PPE, states that our AMA will “advocate that it 33 
is the responsibility of health care facilities to provide sufficient PPE for all employees and staff 34 
in” appropriate situations associated with increased risks, support physicians “being permitted to 35 
use their professional judgement and augment institution-provided PPE” with personally-36 
provided PPE, and support “a physician’s right to participate in public commentary addressing 37 
the adequacy of clinical resources” and safety conditions during pandemic or disaster 38 
situations12; and 39 
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Whereas, Though AMA has published guiding principles that outline vulnerability of medical 1 
students, residents, and fellows and obligations to protect their safety and well-being, 2 
comprehensive information regarding ongoing safety concerns across the nation is unavailable 3 
and AMA principles do not provide for enforcement or logistical support13-14; and 4 
 5 
Whereas, AMA policy H-440.810 excludes vulnerable categories of physicians and physicians-6 
in-training and others working or learning in hospitals or medical facilities, such as independent 7 
contractors and medical students.12; and 8 
 9 
Whereas, The British Medical Association provides comprehensive guidance to British 10 
physicians about raising PPE concerns anonymously or publicly, requesting additional 11 
resources, and offers organizational assistance to physicians navigating the process15; and 12 
 13 
Whereas, Bipartisan legislation was introduced in the 116th Congress by Rep. Ruiz (D-CA) and 14 
Rep. Marshall (R-KS) to expand due process protections to all emergency physicians, 15 
regardless of employer (including contract medical groups), in response to, for instance, unfair 16 
terminations of attending physicians and vulnerability felt by resident physicians who requested 17 
safe and fair working conditions during the COVID-19 pandemic16-17 18 
 19 
Whereas, Many resident physicians lack due process protections and may be disciplined or 20 
terminated for issues potentially unrelated to academic or clinical performance18; and 21 
 22 
Whereas, AMA policies H-225.950 and H-310.912 broadly cover due process protections for 23 
employed physician staff and appear non-binding for residents/fellows, respectively; and 24 
 25 
Whereas, Resident physicians, as particularly vulnerable frontline health care workers during 26 
and apart from the pandemic, warrant protection related to working conditions, when publicly 27 
voicing concerns, and due process when employment is at risk18-19; and 28 
 29 
Whereas, Health care workers, among others, have already been singled out for disparate 30 
treatment and excluded from protection during the pandemic once; and 31 
 32 
Whereas, CDC recommended in the spring of 2020 that Americans who could not work 33 
remotely stay at home if they or someone in their household became sick, despite widespread 34 
gaps in access to paid sick leave20-22; and 35 
 36 
Whereas, The Families First Coronavirus Response Act and CARES Act passed in 2020, which 37 
guaranteed eligible workers paid sick leave through the end of that year to address the 38 
aforementioned gaps, allowed for the particular exclusion of health care workers20-21; and 39 
 40 
Whereas, Emergency paid sick leave legislation in 2020 was found to have helped flatten the 41 
curve of COVID-19 cases, and paid sick leave has numerous well-established benefits for 42 
families and their health23-24; and 43 
 44 
Whereas, Health care workers should not be singled out for exclusion from policies intended to 45 
protect workers and their families; therefore be it 46 
 47 
RESOLVED, That our AMA affirmatively monitor and solicit media and member reports of 48 
unsafe working conditions and unfair retaliation for public expression of safety concerns on the 49 
part of physicians and trainees and consider methods to investigate and intervene to provide 50 
logistical and legal support to such aggrieved parties; and be it further 51 
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RESOLVED, That our AMA develop and distribute specific guidelines on how physicians and 1 
trainees may make public comments on working conditions and legal options to promote 2 
workplace safety (e.g. filing formal OSHA complaints), as well as other workplace protection 3 
issues as appropriate; and be it further 4 
 5 
RESOLVED, That AMA policy H-440.810 be amended by addition to read as follows: 6 

1. Our AMA affirms that the medical staff of each health care institution should be 7 
integrally involved in disaster planning, strategy and tactical management of ongoing 8 
crises. 9 
2. Our AMA supports evidence-based standards and national guidelines for PPE use, 10 
reuse, and appropriate cleaning/decontamination during surge conditions. 11 
3. Our AMA will AMA advocate that it is the responsibility of health care facilities to 12 
provide sufficient personal protective equipment (PPE) for all employees and staff, as 13 
well as trainees and contractors working in such facilities, in the event of a pandemic, 14 
natural disaster, or other surge in patient volume or PPE need. 15 
4. Our AMA supports physicians and health care professionals and other workers in 16 
health care facilities in being permitted to use their professional judgement and augment 17 
institution-provided PPE with additional, appropriately decontaminated, personally-18 
provided personal protective equipment (PPE) without penalty. 19 
5. Our AMA supports a physician’s right to participate in public commentary addressing 20 
the adequacy of clinical resources and/or health and environmental safety conditions 21 
necessary to provide appropriate and safe care of patients and physicians during a 22 
pandemic or natural disaster; resident physicians and medical students must have the 23 
right to participate in public commentary addressing the adequacy of resources for their 24 
own safety in such conditions.  25 
6. Our AMA will work with the HHS Office of the Assistant Secretary for Preparedness 26 
and Response to gain an understanding of the PPE supply chain and ensure the 27 
adequacy of the Strategic National Stockpile for public health emergencies. 28 
7. Our AMA encourages the diversification of personal protective equipment design to 29 
better fit all body types, cultural expressions and practices among healthcare personnel.; 30 
and be it further 31 
 32 

RESOLVED, That our AMA advocate for legislation requiring hospitals that employ or contract 33 
with physicians at all stages of training provide due process protections to such individuals; and 34 
be it further 35 
 36 
RESOLVED, That our AMA support the inclusion of health care workers in workplace 37 
protections and programs generally applicable to employees in other sectors, barring 38 
extenuating circumstances and evidence-based reasoning supporting otherwise. 39 
 
Fiscal Note:  
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Relevant AMA Policy: 
 
Availability of Personal Protective Equipment (PPE) H-440.810 
1. Our AMA affirms that the medical staff of each health care institution should be integrally involved in 
disaster planning, strategy and tactical management of ongoing crises. 
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2. Our AMA supports evidence-based standards and national guidelines for PPE use, reuse, and 
appropriate cleaning/decontamination during surge conditions. 
3. Our AMA will AMA advocate that it is the responsibility of health care facilities to provide sufficient 
personal protective equipment (PPE) for all employees and staff in the event of a pandemic, natural 
disaster, or other surge in patient volume or PPE need. 
4. Our AMA supports physicians and health care professionals in being permitted to use their professional 
judgement and augment institution-provided PPE with additional, appropriately decontaminated, 
personally-provided personal protective equipment (PPE) without penalty. 
5. Our AMA supports a physician’s right to participate in public commentary addressing the adequacy of 
clinical resources and/or health and environmental safety conditions necessary to provide appropriate 
and safe care of patients and physicians during a pandemic or natural disaster.  
6. Our AMA will work with the HHS Office of the Assistant Secretary for Preparedness and Response to 
gain an understanding of the PPE supply chain and ensure the adequacy of the Strategic National 
Stockpile for public health emergencies. 
7. Our AMA encourages the diversification of personal protective equipment design to better fit all body 
types, cultural expressions and practices among healthcare personnel. 
9.4.1 Peer Review & Due Process 
Physicians have mutual obligations to hold one another to the ethical standards of their profession. Peer 
review, by the ethics committees of medical societies, hospital credentials and utilization committees, or 
other bodies, has long been established by organized medicine to scrutinize professional conduct. Peer 
review is recognized and accepted as a means of promoting professionalism and maintaining trust. The 
peer review process is intended to balance physicians’ right to exercise medical judgment freely with the 
obligation to do so wisely and temperately. 
Fairness is essential in all disciplinary or other hearings where the reputation, professional status, or 
livelihood of the physician or medical student may be adversely affected. 
Individually, physicians and medical students who are involved in reviewing the conduct of fellow 
professionals, medical students, residents or fellows should: 
(a) Always adhere to principles of a fair and objective hearing, including: 
(i) a listing of specific charges, 
(ii) adequate notice of the right of a hearing, 
(iii) the opportunity to be present and to rebut the evidence, and 
(iv) the opportunity to present a defense. 
(b) Ensure that the reviewing body includes a significant number of persons at a similar level of training. 
(c) Disclose relevant conflicts of interest and, when appropriate, recuse themselves from a hearing. 
Collectively, through the medical societies and institutions with which they are affiliated, physicians should 
ensure that such bodies provide procedural safeguards for due process in their constitutions and bylaws 
or policies. [Res. 412, I-20; Appended: Res. 414, A-21] 
 
Principles of Due Process for Medical License Complaints D-275.964 
1. Our AMA will explore ways to establish principles of due process that must be used by a state licensing 
board prior to the restriction or revocation of a physician's medical license, including strong protections for 
physicians' rights. 
2. Our AMA takes the position that: A) when a state medical board conducts an investigation or inquiry of 
a licensee applicant's quality of care, that the standard of care be determined by physician(s) from the 
same specialty as the licensee applicant, and B) when a state medical board conducts an investigation or 
inquiry regarding quality of care by a medical licensee or licensee applicant, that the physician be given: 
(i) a minimum of 30 days to respond to inquiries or requests from a state medical board, (ii) prompt board 
decisions on all pending matters, (iii) sworn expert review by a physician of the same specialty, (iv) a list 
of witnesses providing expert review, and (v) exculpatory expert reports, should they exist. 
AMA Principles for Physician Employment H-225.950 
1. Addressing Conflicts of Interest 
a) A physician's paramount responsibility is to his or her patients. Additionally, given that an employed 
physician occupies a position of significant trust, he or she owes a duty of loyalty to his or her employer. 
This divided loyalty can create conflicts of interest, such as financial incentives to over- or under-treat 
patients, which employed physicians should strive to recognize and address. 
b) Employed physicians should be free to exercise their personal and professional judgement in voting, 
speaking and advocating on any manner regarding patient care interests, the profession, health care in 
the community, and the independent exercise of medical judgment. Employed physicians should not be 
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deemed in breach of their employment agreements, nor be retaliated against by their employers, for 
asserting these interests. Employed physicians also should enjoy academic freedom to pursue clinical 
research and other academic pursuits within the ethical principles of the medical profession and the 
guidelines of the organization. 
c) In any situation where the economic or other interests of the employer are in conflict with patient 
welfare, patient welfare must take priority. 
d) Physicians should always make treatment and referral decisions based on the best interests of their 
patients. Employers and the physicians they employ must assure that agreements or understandings 
(explicit or implicit) restricting, discouraging, or encouraging particular treatment or referral options are 
disclosed to patients. 
(i) No physician should be required or coerced to perform or assist in any non-emergent procedure that 
would be contrary to his/her religious beliefs or moral convictions; and 
(ii) No physician should be discriminated against in employment, promotion, or the extension of staff or 
other privileges because he/she either performed or assisted in a lawful, non-emergent procedure, or 
refused to do so on the grounds that it violates his/her religious beliefs or moral convictions. 
e) Assuming a title or position that may remove a physician from direct patient-physician relationships--
such as medical director, vice president for medical affairs, etc.--does not override professional ethical 
obligations. Physicians whose actions serve to override the individual patient care decisions of other 
physicians are themselves engaged in the practice of medicine and are subject to professional ethical 
obligations and may be legally responsible for such decisions. Physicians who hold administrative 
leadership positions should use whatever administrative and governance mechanisms exist within the 
organization to foster policies that enhance the quality of patient care and the patient care experience. 
Refer to the AMA Code of Medical Ethics for further guidance on conflicts of interest. 
2. Advocacy for Patients and the Profession 
a) Patient advocacy is a fundamental element of the patient-physician relationship that should not be 
altered by the health care system or setting in which physicians practice, or the methods by which they 
are compensated. 
b) Employed physicians should be free to engage in volunteer work outside of, and which does not 
interfere with, their duties as employees. 
3. Contracting 
a) Physicians should be free to enter into mutually satisfactory contractual arrangements, including 
employment, with hospitals, health care systems, medical groups, insurance plans, and other entities as 
permitted by law and in accordance with the ethical principles of the medical profession. 
b) Physicians should never be coerced into employment with hospitals, health care systems, medical 
groups, insurance plans, or any other entities. Employment agreements between physicians and their 
employers should be negotiated in good faith. Both parties are urged to obtain the advice of legal counsel 
experienced in physician employment matters when negotiating employment contracts. 
c) When a physician's compensation is related to the revenue he or she generates, or to similar factors, 
the employer should make clear to the physician the factors upon which compensation is based. 
 d) Termination of an employment or contractual relationship between a physician and an entity 
employing that physician does not necessarily end the patient-physician relationship between the 
employed physician and persons under his/her care. When a physician's employment status is unilaterally 
terminated by an employer, the physician and his or her employer should notify the physician's patients 
that the physician will no longer be working with the employer and should provide them with the 
physician's new contact information. Patients should be given the choice to continue to be seen by the 
physician in his or her new practice setting or to be treated by another physician still working with the 
employer. Records for the physician's patients should be retained for as long as they are necessary for 
the care of the patients or for addressing legal issues faced by the physician; records should not be 
destroyed without notice to the former employee. Where physician possession of all medical records of 
his or her patients is not already required by state law, the employment agreement should specify that the 
physician is entitled to copies of patient charts and records upon a specific request in writing from any 
patient, or when such records are necessary for the physician's defense in malpractice actions, 
administrative investigations, or other proceedings against the physician. 
(e) Physician employment agreements should contain provisions to protect a physician's right to due 
process before termination for cause. When such cause relates to quality, patient safety, or any other 
matter that could trigger the initiation of disciplinary action by the medical staff, the physician should be 
afforded full due process under the medical staff bylaws, and the agreement should not be terminated 
before the governing body has acted on the recommendation of the medical staff. Physician employment 
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agreements should specify whether or not termination of employment is grounds for automatic 
termination of hospital medical staff membership or clinical privileges. When such cause is non-clinical or 
not otherwise a concern of the medical staff, the physician should be afforded whatever due process is 
outlined in the employer's human resources policies and procedures. 
(f) Physicians are encouraged to carefully consider the potential benefits and harms of entering into 
employment agreements containing without cause termination provisions. Employers should never 
terminate agreements without cause when the underlying reason for the termination relates to quality, 
patient safety, or any other matter that could trigger the initiation of disciplinary action by the medical staff. 
(g) Physicians are discouraged from entering into agreements that restrict the physician's right to practice 
medicine for a specified period of time or in a specified area upon termination of employment. 
(h) Physician employment agreements should contain dispute resolution provisions. If the parties desire 
an alternative to going to court, such as arbitration, the contract should specify the manner in which 
disputes will be resolved. 
Refer to the AMA Annotated Model Physician-Hospital Employment Agreement and the AMA Annotated 
Model Physician-Group Practice Employment Agreement for further guidance on physician employment 
contracts. 
4. Hospital Medical Staff Relations 
a) Employed physicians should be members of the organized medical staffs of the hospitals or health 
systems with which they have contractual or financial arrangements, should be subject to the bylaws of 
those medical staffs, and should conduct their professional activities according to the bylaws, standards, 
rules, and regulations and policies adopted by those medical staffs. 
b) Regardless of the employment status of its individual members, the organized medical staff remains 
responsible for the provision of quality care and must work collectively to improve patient care and 
outcomes. 
c) Employed physicians who are members of the organized medical staff should be free to exercise their 
personal and professional judgment in voting, speaking, and advocating on any matter regarding medical 
staff matters and should not be deemed in breach of their employment agreements, nor be retaliated 
against by their employers, for asserting these interests. 
d) Employers should seek the input of the medical staff prior to the initiation, renewal, or termination of 
exclusive employment contracts. 
Refer to the AMA Conflict of Interest Guidelines for the Organized Medical Staff for further guidance on 
the relationship between employed physicians and the medical staff organization. 
5. Peer Review and Performance Evaluations 
a) All physicians should promote and be subject to an effective program of peer review to monitor and 
evaluate the quality, appropriateness, medical necessity, and efficiency of the patient care services 
provided within their practice settings. 
b) Peer review should follow established procedures that are identical for all physicians practicing within a 
given health care organization, regardless of their employment status. 
c) Peer review of employed physicians should be conducted independently of and without interference 
from any human resources activities of the employer. Physicians--not lay administrators--should be 
ultimately responsible for all peer review of medical services provided by employed physicians. 
d) Employed physicians should be accorded due process protections, including a fair and objective 
hearing, in all peer review proceedings. The fundamental aspects of a fair hearing are a listing of specific 
charges, adequate notice of the right to a hearing, the opportunity to be present and to rebut evidence, 
and the opportunity to present a defense. Due process protections should extend to any disciplinary 
action sought by the employer that relates to the employed physician's independent exercise of medical 
judgment. 
e) Employers should provide employed physicians with regular performance evaluations, which should be 
presented in writing and accompanied by an oral discussion with the employed physician. Physicians 
should be informed before the beginning of the evaluation period of the general criteria to be considered 
in their performance evaluations, for example: quality of medical services provided, nature and frequency 
of patient complaints, employee productivity, employee contribution to the administrative/operational 
activities of the employer, etc. 
(f) Upon termination of employment with or without cause, an employed physician generally should not be 
required to resign his or her hospital medical staff membership or any of the clinical privileges held during 
the term of employment, unless an independent action of the medical staff calls for such action, and the 
physician has been afforded full due process under the medical staff bylaws. Automatic rescission of 
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medical staff membership and/or clinical privileges following termination of an employment agreement is 
tolerable only if each of the following conditions is met: 
i. The agreement is for the provision of services on an exclusive basis; and 
ii. Prior to the termination of the exclusive contract, the medical staff holds a hearing, as defined by the 
medical staff and hospital, to permit interested parties to express their views on the matter, with the 
medical staff subsequently making a recommendation to the governing body as to whether the contract 
should be terminated, as outlined in AMA Policy H-225.985; and 
iii. The agreement explicitly states that medical staff membership and/or clinical privileges must be 
resigned upon termination of the agreement. 
Refer to the AMA Principles for Incident-Based Peer Review and Disciplining at Health Care 
Organizations (AMA Policy H-375.965) for further guidance on peer review. 
6. Payment Agreements 
a) Although they typically assign their billing privileges to their employers, employed physicians or their 
chosen representatives should be prospectively involved if the employer negotiates agreements for them 
for professional fees, capitation or global billing, or shared savings. Additionally, employed physicians 
should be informed about the actual payment amount allocated to the professional fee component of the 
total payment received by the contractual arrangement. 
b) Employed physicians have a responsibility to assure that bills issued for services they provide are 
accurate and should therefore retain the right to review billing claims as may be necessary to verify that 
such bills are correct. Employers should indemnify and defend, and save harmless, employed physicians 
with respect to any violation of law or regulation or breach of contract in connection with the employer's 
billing for physician services, which violation is not the fault of the employee. 
Our AMA will disseminate the AMA Principles for Physician Employment to graduating residents and 
fellows and will advocate for adoption of these Principles by organizations of physician employers such 
as, but not limited to, the American Hospital Association and Medical Group Management Association. 
AMA Assistance for Members in Matters Pertaining to Physician-Hospital/Health System Relationships D-
215.990 
1. As a benefit of membership our AMA will provide assistance, such as information and advice (but not 
legal opinions or representation), as appropriate to employed physicians, physicians in independent 
practice, and independent physician contractors in matters pertaining to their relationships with hospitals, 
health systems, and other similar entities, including, but not limited to, breach of contracts including 
medical staff bylaws, sham peer review, economic credentialing, and the denial of due process. 
2. Our AMA encourages the Federation of Medicine and its members to provide assistance, such as 
information and advice (but not legal opinions or representation), as appropriate to employed physicians, 
physicians in independent practice, and independent physician contractors in matters pertaining to their 
relationships with hospitals, health systems, and other similar entities, including, but not limited to, breach 
of contracts including medical staff bylaws, sham peer review, economic credentialing, and the denial of 
due process. [Res. 238, A-08; Appended: Res. 301, A-11; Reaffirmed: CME Rep. 1, A-21] 
 
Medical Staff Membership H-220.951 
Our AMA (1) requests The Joint Commission to require that conditions for hospital medical staff 
membership be based only on the physician's professional training, experience, qualifications, and 
adherence to medical staff bylaws; and (2) will work toward protecting the due process rights of 
physicians when medical staff privileges are terminated without appropriate due process as described by 
the medical staff bylaws. [Res. 721, I-91; Reaffirmed by Res. 802, I-94; Reaffirmed: CLRPD 1, A-04; 
Reaffirmation A-05; Modified: CMS Rep. 1, A-15; Reaffirmed: Res. 235, I-18] 
 
Residents and Fellows' Bill of Rights H-310.912 
1. Our AMA continues to advocate for improvements in the ACGME Institutional and Common Program 
Requirements that support AMA policies as follows: a) adequate financial support for and guaranteed 
leave to attend professional meetings; b) submission of training verification information to requesting 
agencies within 30 days of the request; c) adequate compensation with consideration to local cost-of-
living factors and years of training, and to include the orientation period; d) health insurance benefits to 
include dental and vision services; e) paid leave for all purposes (family, educational, vacation, sick) to be 
no less than six weeks per year; and f) stronger due process guidelines. 
2. Our AMA encourages the ACGME to ensure access to educational programs and curricula as 
necessary to facilitate a deeper understanding by resident physicians of the US health care system and to 
increase their communication skills. 
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3. Our AMA regularly communicates to residency and fellowship programs and other GME stakeholders 
this Resident/Fellows Physicians’ Bill of Rights. 
4. Our AMA: a) will promote residency and fellowship training programs to evaluate their own institution’s 
process for repayment and develop a leaner approach. This includes disbursement of funds by direct 
deposit as opposed to a paper check and an online system of applying for funds; b) encourages a system 
of expedited repayment for purchases of $200 or less (or an equivalent institutional threshold), for 
example through payment directly from their residency and fellowship programs (in contrast to following 
traditional workflow for reimbursement); and c) encourages training programs to develop a budget and 
strategy for planned expenses versus unplanned expenses, where planned expenses should be 
estimated using historical data, and should include trainee reimbursements for items such as educational 
materials, attendance at conferences, and entertaining applicants. Payment in advance or within one 
month of document submission is strongly recommended. 
5. Our AMA will partner with ACGME and other relevant stakeholders to encourage training programs to 
reduce financial burdens on residents and fellows by providing employee benefits including, but not 
limited to, on-call meal allowances, transportation support, relocation stipends, and childcare services. 
6. Our AMA will work with the Accreditation Council for Graduate Medical Education (ACGME) and other 
relevant stakeholders to amend the ACGME Common Program Requirements to allow flexibility in the 
specialty-specific ACGME program requirements enabling specialties to require salary reimbursement or 
“protected time” for resident and fellow education by “core faculty,” program directors, and 
assistant/associate program directors. 
7. Our AMA adopts the following ‘Residents and Fellows’ Bill of Rights’ as applicable to all resident and 
fellow physicians in ACGME-accredited training programs: 
RESIDENT/FELLOW PHYSICIANS’ BILL OF RIGHTS 
Residents and fellows have a right to: 
A. An education that fosters professional development, takes priority over service, and leads to 
independent practice. 
With regard to education, residents and fellows should expect: (1) A graduate medical education 
experience that facilitates their professional and ethical development, to include regularly scheduled 
didactics for which they are released from clinical duties. Service obligations should not interfere with 
educational opportunities and clinical education should be given priority over service obligations; (2) 
Faculty who devote sufficient time to the educational program to fulfill their teaching and supervisory 
responsibilities; (3) Adequate clerical and clinical support services that minimize the extraneous, time-
consuming work that draws attention from patient care issues and offers no educational value; (4) 24-
hour per day access to information resources to educate themselves further about appropriate patient 
care; and (5) Resources that will allow them to pursue scholarly activities to include financial support and 
education leave to attend professional meetings. 
B. Appropriate supervision by qualified physician faculty with progressive resident responsibility toward 
independent practice. 
With regard to supervision, residents and fellows must be ultimately supervised by physicians who are 
adequately qualified and allow them to assume progressive responsibility appropriate to their level of 
education, competence, and experience. In instances where clinical education is provided by non-
physicians, there must be an identified physician supervisor providing indirect supervision, along with 
mechanisms for reporting inappropriate, non-physician supervision to the training program, sponsoring 
institution or ACGME as appropriate. 
C. Regular and timely feedback and evaluation based on valid assessments of resident performance. 
With regard to evaluation and assessment processes, residents and fellows should expect: (1) Timely 
and substantive evaluations during each rotation in which their competence is objectively assessed by 
faculty who have directly supervised their work; (2) To evaluate the faculty and the program confidentially 
and in writing at least once annually and expect that the training program will address deficiencies 
revealed by these evaluations in a timely fashion; (3) Access to their training file and to be made aware of 
the contents of their file on an annual basis; and (4) Training programs to complete primary 
verification/credentialing forms and recredentialing forms, apply all required signatures to the forms, and 
then have the forms permanently secured in their educational files at the completion of training or a 
period of training and, when requested by any organization involved in credentialing process, ensure the 
submission of those documents to the requesting organization within thirty days of the request. 
D. A safe and supportive workplace with appropriate facilities. 
With regard to the workplace, residents and fellows should have access to: (1) A safe workplace that 
enables them to fulfill their clinical duties and educational obligations; (2) Secure, clean, and comfortable 
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on-call rooms and parking facilities which are secure and well-lit; (3) Opportunities to participate on 
committees whose actions may affect their education, patient care, workplace, or contract. 
E. Adequate compensation and benefits that provide for resident well-being and health. 
(1) With regard to contracts, residents and fellows should receive: a. Information about the interviewing 
residency or fellowship program including a copy of the currently used contract clearly outlining the 
conditions for (re)appointment, details of remuneration, specific responsibilities including call obligations, 
and a detailed protocol for handling any grievance; and b. At least four months advance notice of contract 
non-renewal and the reason for non-renewal. 
(2) With regard to compensation, residents and fellows should receive: a. Compensation for time at 
orientation; and b. Salaries commensurate with their level of training and experience. Compensation 
should reflect cost of living differences based on local economic factors, such as housing, transportation, 
and energy costs (which affect the purchasing power of wages), and include appropriate adjustments for 
changes in the cost of living. 
(3) With Regard to Benefits, Residents and Fellows Must Be Fully Informed of and Should Receive: a. 
Quality and affordable comprehensive medical, mental health, dental, and vision care for residents and 
their families, as well as professional liability insurance and disability insurance to all residents for 
disabilities resulting from activities that are part of the educational program; b. An institutional written 
policy on and education in the signs of excessive fatigue, clinical depression, substance abuse and 
dependence, and other physician impairment issues; c. Confidential access to mental health and 
substance abuse services; d. A guaranteed, predetermined amount of paid vacation leave, sick leave, 
family and medical leave and educational/professional leave during each year in their training program, 
the total amount of which should not be less than six weeks; e. Leave in compliance with the Family and 
Medical Leave Act; and f. The conditions under which sleeping quarters, meals and laundry or their 
equivalent are to be provided. 
F. Clinical and educational work hours that protect patient safety and facilitate resident well-being and 
education. 
With regard to clinical and educational work hours, residents and fellows should experience: (1) A 
reasonable work schedule that is in compliance with clinical and educational work hour requirements set 
forth by the ACGME; and (2) At-home call that is not so frequent or demanding such that rest periods are 
significantly diminished or that clinical and educational work hour requirements are effectively 
circumvented. Refer to AMA Policy H-310.907, “Resident/Fellow Clinical and Educational Work Hours,” 
for more information. 
G. Due process in cases of allegations of misconduct or poor performance. 
With regard to the complaints and appeals process, residents and fellows should have the opportunity to 
defend themselves against any allegations presented against them by a patient, health professional, or 
training program in accordance with the due process guidelines established by the AMA. 
H. Access to and protection by institutional and accreditation authorities when reporting violations. 
With regard to reporting violations to the ACGME, residents and fellows should: (1) Be informed by their 
program at the beginning of their training and again at each semi-annual review of the resources and 
processes available within the residency program for addressing resident concerns or complaints, 
including the program director, Residency Training Committee, and the designated institutional official; (2) 
Be able to file a formal complaint with the ACGME to address program violations of residency training 
requirements without fear of recrimination and with the guarantee of due process; and (3) Have the 
opportunity to address their concerns about the training program through confidential channels, including 
the ACGME concern process and/or the annual ACGME Resident Survey. 
8. Our AMA will work with the ACGME and other relevant stakeholders to advocate for ways to defray 
additional costs related to residency and fellowship training, including essential amenities and/or high cost 
specialty-specific equipment required to perform clinical duties. 
9. Our AMA believes that healthcare trainee salary, benefits, and overall compensation should, at 
minimum, reflect length of pre-training education, hours worked, and level of independence and 
complexity of care allowed by an individual’s training program (for example when comparing physicians in 
training and midlevel providers at equal postgraduate training levels). 
10.The Residents and Fellows’ Bill of Rights will be prominently published online on the AMA website and 
disseminated to residency and fellowship programs. 
11. Our AMA will distribute and promote the Residents and Fellows’ Bill of Rights online and individually 
to residency and fellowship training programs and encourage changes to institutional processes that 
embody these principles. [CME Rep. 8, A-11; Appended: Res. 303, A-14; Reaffirmed: Res. 915, I-15; 



Resolution: 2  
Page 11 of 17 

 
 
Appended: CME Rep. 04, A-16; Modified: CME Rep. 06, I-18; Appended: Res. 324, A-19; Modified: Res. 
304, A-21; Modified: Res. 305, A-21] 
 
9.4.4 Physicians with Disruptive Behavior 
The importance of respect among all health professionals as a means of ensuring good patient care is 
foundational to ethics. Physicians have a responsibility to address situations in which individual 
physicians behave disruptively, that is, speak or act in ways that may negatively affect patient care, 
including conduct that interferes with the individual’s ability to work with other members of the health care 
team, or for others to work with the physician. 
Disruptive behavior is different from criticism offered in good faith with the aim of improving patient care 
and from collective action on the part of physicians. Physicians must not submit false or malicious reports 
of disruptive behavior. 
Physicians who have leadership roles in a health care institution must be sensitive to the unintended 
effects institutional structures, policies, and practices may have on patient care and professional staff. 
As members of the medical staff, physicians should develop and adopt policies or bylaw provisions that: 
(a) Establish a body authorized to receive, review, and act on reports of disruptive behavior, such as a 
medical staff wellness committee. Members must be required to disclose relevant conflicts of interest and 
to recuse themselves from a hearing. 
(b) Establish procedural safeguards that protect due process. 
(c) Clearly state principal objectives in terms that ensure high standards of patient care, and promote a 
professional practice and work environment. 
(d) Clearly describe the behaviors or types of behavior that will prompt intervention. 
(e) Provide a channel for reporting and appropriately recording instances of disruptive behavior. A single 
incident may not warrant action, but individual reports may help identify a pattern that requires 
intervention. 
(f) Establish a process to review or verify reports of disruptive behavior. 
(g) Establish a process to notify a physician that his or her behavior has been reported as disruptive, and 
provide opportunity for the physician to respond to the report. 
(h) Provide for monitoring and assessing whether a physician’s disruptive conduct improves after 
intervention. 
(i) Provide for evaluative and corrective actions that are commensurate with the behavior, such as self-
correction and structured rehabilitation. Suspending the individual’s responsibilities or privileges should 
be a mechanism of final resort. 
(j) Identify who will be involved in the various stages of the process, from reviewing reports to notifying 
physicians and monitoring conduct after intervention. 
(k) Provide clear guidelines for protecting confidentiality. 
(l) Ensure that individuals who report instances of disruptive behavior are appropriately protected. [AMA 
Principles of Medical Ethics: I,II,VIII Issued: 2016] 
 
Principles for Strengthening the Physician-Hospital Relationship H-225.957 
The following twelve principles are AMA policy: 
PRINCIPLES FOR STRENGTHENING THE PHYSICIAN-HOSPITAL RELATIONSHIP 
1. The organized medical staff and the hospital governing body are responsible for the provision of quality 
care, providing a safe environment for patients, staff and visitors, and working continuously to improve 
patient care and outcomes, with the primary responsibility for the quality of care rendered and for patient 
safety vested with the organized medical staff. These activities depend on mutual accountability, 
interdependence, and responsibility of the organized medical staff and the hospital governing body for the 
proper performance of their respective obligations. 
2. The organized medical staff, a self-governing organization of professionals, possessing special 
expertise, knowledge and training, discharges certain inherent professional responsibilities by virtue of its 
authority to regulate the professional practice and standards of its members, and assumes primary 
responsibility for many functions, including but not limited to: the determination of organized medical staff 
membership; performance of credentialing, privileging and other peer review; and timely oversight of 
clinical quality and patient safety. 
3. The leaders of the organized medical staff, with input from the hospital governing body and senior 
hospital managers, develop goals to address the healthcare needs of the community and are involved in 
hospital strategic planning as described in the medical staff bylaws. 

https://www.ama-assn.org/sites/default/files/media-browser/principles-of-medical-ethics.pdf
https://www.ama-assn.org/sites/default/files/media-browser/principles-of-medical-ethics.pdf
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4. Ongoing, timely and effective communication, by and between the hospital governing body and the 
organized medical staff, is critical to a constructive working relationship between the organized medical 
staff and the hospital governing body. 
5. The organized medical staff bylaws are a binding, mutually enforceable agreement between the 
organized medical staff and the hospital governing body. The organized medical staff and hospital 
bylaws, rules and regulations should be aligned, current with all applicable law and accreditation body 
requirements and not conflict with one another. The hospital bylaws, policies and other governing 
documents do not conflict with the organized medical staff bylaws, rules, regulations and policies, nor with 
the organized medical staff's autonomy and authority to self govern, as that authority is set forth in the 
governing documents of the organized medical staff. The organized medical staff, and the hospital 
governing body/administration, shall, respectively, comply with the bylaws, rules, regulations, policies and 
procedures of one another. Neither party is authorized to, nor shall unilaterally amend the bylaws, rules, 
regulations, policies or procedures of the other. 
6. The organized medical staff has inherent rights of self governance, which include but are not limited to: 
a) Initiating, developing and adopting organized medical staff bylaws, rules and regulations, and 
amendments thereto, subject to the approval of the hospital governing body, which approval shall not be 
unreasonably withheld. The organized medical staff bylaws shall be adopted or amended only by a vote 
of the voting membership of the medical staff. 
b) Identifying in the medical staff bylaws those categories of medical staff members that have voting 
rights. 
c) Identifying the indications for automatic or summary suspension, or termination or reduction of 
privileges or membership in the organized medical staff bylaws, restricting the use of summary 
suspension strictly for patient safety and never for purposes of punishment, retaliation or strategic 
advantage in a peer review matter. No summary suspension, termination or reduction of privileges can be 
imposed without organized medical staff action as authorized in the medical staff bylaws and under the 
law. 
d) Identifying a fair hearing and appeals process, including that hearing committees shall be composed of 
peers, and identifying the composition of an impartial appeals committee. These processes, contained 
within the organized medical staff bylaws, are adopted by the organized medical staff and approved by 
the hospital governing board, which approval cannot be unreasonably withheld nor unilaterally amended 
or altered by the hospital governing board or administration. The voting members of the organized 
medical staff decide any proposed changes. 
e) Establishing within the medical staff bylaws: 1) the qualifications for holding office, 2) the procedures 
for electing and removing its organized medical staff officers and all organized medical staff members 
elected to serve as voting members of the Medical Executive Committee, and 3) the qualifications for 
election and/or appointment to committees, department and other leadership positions. 
f) Assessing and maintaining sole control over the access and use of organized medical staff dues and 
assessments, and utilizing organized medical staff funds as appropriate for the purposes of the organized 
medical staff. 
g) Retaining and being represented by legal counsel at the option and expense of the organized medical 
staff. 
h) Establishing in the organized medical staff bylaws, the structure of the organized medical staff, the 
duties and prerogatives of organized medical staff categories, and criteria and standards for organized 
medical staff membership application, reapplication credentialing and criteria and processing for 
privileging. The standards and criteria for membership, credentialing and privileging shall be based only 
on quality of care criteria related to clinical qualifications and professional responsibilities, and not on 
economic credentialing, conflicts of interest or other non-clinical credentialing factors. 
i) Establishing in the organized medical staff bylaws, rules and regulations, clinical criteria and standards 
to oversee and manage quality assurance, utilization review and other organized medical staff activities, 
and engaging in all activities necessary and proper to implement those bylaw provisions including, but not 
limited to, periodic meetings of the organized medical staff and its committees and departments and 
review and analysis of patient medical records. 
j) The right to define and delegate clearly specific authority to an elected Medical Executive Committee to 
act on behalf of the organized medical staff. In addition, the organized medical staff defines indications 
and mechanisms for delegation of authority to the Medical Executive Committee and the removal of this 
authority. These matters are specified in the organized medical staff bylaws. 
k) Identifying within the organized medical staff bylaws a process for election and removal of elected 
Medical Executive Committee members. 
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l) Defining within the organized medical staff bylaws the election process and the qualifications, roles and 
responsibilities of clinical department chairs. The Medical Executive Committee must appoint any clinical 
chair that is not otherwise elected by the vote of the general medical staff. 
m) Enforcing the organized medical staff bylaws, regulations and policies and procedures. 
n) Establishing in medical staff bylaws, medical staff involvement in contracting relationships, including 
exclusive contracting, medical directorships and all hospital-based physician contracts, that affect the 
functioning of the medical staff. 
7. Organized medical staff bylaws are a binding, mutually enforceable agreement between the organized 
medical staff and the hospital governing body, as well as between those two entities and the individual 
members of the organized medical staff. 
8. The self-governing organized medical staff determines the resources and financial support it requires 
to effectively discharge its responsibilities. The organized medical staff works with the hospital governing 
board to develop a budget to satisfy those requirements and related administrative activities, which the 
hospital shall fund, based upon the financial resources available to the hospital. 
9. The organized medical staff has elected appropriate medical staff member representation to attend 
hospital governing board meetings, with rights of voice and vote, to ensure appropriate organized medical 
staff input into hospital governance. These members should be elected only after full disclosure to the 
medical staff of any personal and financial interests that may have a bearing on their representation of the 
medical staff at such meetings. The members of the organized medical staff define the process of 
election and removal of these representatives. 
10. Individual members of the organized medical staff, if they meet the established criteria that are 
applicable to hospital governing body members, are eligible for full membership on the hospital governing 
body. Conflict of interest policies developed for members of the organized medical staff who serve on the 
hospital's governing body are to apply equally to all individuals serving on the hospital governing body. 
11. Well-defined disclosure and conflict of interest policies are developed by the organized medical staff 
which relate exclusively to their functions as officers of the organized medical staff, as members and 
chairs of any medical staff committee, as chairs of departments and services, and as members who 
participate in conducting peer review or who serve in any other positions of leadership of the medical 
staff. 
12. Areas of dispute and concern, arising between the organized medical staff and the hospital governing 
body, are addressed by well-defined processes in which the organized medical staff and hospital 
governing body are equally represented. These processes are determined by agreement between the 
organized medical staff and the hospital governing body. [Res. 828, I-07Reaffirmed in lieu of Res. 730, A-
09Modified: Res. 820, I-09Reaffirmed: Res. 725, A-10; Reaffirmation A-12; Reaffirmed: CMS Rep. 6, I-13; 
Reaffirmed: CMS Rep. 5, A-21]  
 
AMA Statement on Family and Medical Leave H-420.979 
Our AMA supports policies that provide employees with reasonable job security and continued availability 
of health plan benefits in the event leave by an employee becomes necessary due to documented 
medical conditions. Such policies should provide for reasonable periods of paid or unpaid: (1) medical 
leave for the employee, including pregnancy; 
(2) maternity leave for the employee-mother; 
(3) leave if medically appropriate to care for a member of the employee's immediate family, i.e., a spouse 
or children; and 
(4) leave for adoption or for foster care leading to adoption. Such periods of leave may differ with respect 
to each of the foregoing classifications, and may vary with reasonable categories of employers. Such 
policies should encourage voluntary programs by employers and may provide for appropriate legislation 
(with or without financial assistance from government). Any legislative proposals will be reviewed through 
the Association's normal legislative process for appropriateness, taking into consideration all elements 
therein, including classifications of employees and employers, reasons for the leave, periods of leave 
recognized (whether paid or unpaid), obligations on return from leave, and other factors involved in order 
to achieve reasonable objectives recognizing the legitimate needs of employees and employers. [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]  
 
Employed Physicians and the AMA G-615.105 
1. Our AMA will strive to become the lead association for physicians who maintain employment or 
contractual relationships with hospitals, health systems, and other entities. 
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2. As a benefit of membership our AMA will provide, through the Sections and Special Groups, 
assistance, such as information and advice, but not legal opinions or representation, as appropriate, to 
employed physicians, physicians in independent practice, and independent physician contractors in 
matters pertaining to their relationships with hospitals, health systems, and other entities, including, but 
not limited to, breach of contracts including medical staff bylaws, sham peer review, economic 
credentialing, and the denial of due process. 
3. Our AMA will work through the Organized Medical Staff Section and other sections and special groups 
as appropriate to represent and address the unique needs of physicians who maintain employment or 
contractual relationships with hospitals, health systems, and other entities. [Res. 601, I-11; Reaffirmed: 
Joint CCB/CLRPD Rep. 1, A-21] 
 
Physician Impairment H-275.940 
The AMA adopts the policy that, except in the case of summary suspension necessary to protect patients 
from imminent harm, no adverse action be taken against the privileges of a physician by a hospital, 
managed care organization or insurer based on a claim of physician impairment without a suitable due 
process hearing in accordance with medical staff bylaws to determine the facts related to the allegations 
of impairment and, where appropriate, a careful clinical evaluation of the physician. 
Medical Staff Role in the Development of Substance Abuse Policies and Procedures H-225.966 
1. Our AMA establishes the primacy of medical staff authority in substance abuse policy and procedures 
covering any pre-employment, credentialing, or other phases of physician evaluation. 
2. Policy of the AMA states that medical staff must be involved in the development of the institution's 
substance abuse policy, including: (a) selection of analytical methods to ensure scientific validity of the 
test results, (b) determination of measures to maintain confidentiality of the test results, (c) in for-cause 
post-incident/injury testing, definition of standards for determining whether cause exists and which 
incidents and/or injuries will result in testing, and (d) development of mechanisms to address the physical 
and mental health of medical staff members. 
3. The AMA believes all drug and alcohol testing must be performed only with substantive and procedural 
due process safeguards in place. [Res. 701, I-97; Reaffirmed: CME Rep. 2, A-07; Reaffirmed: BOT Rep. 
22, A-17] 
 
Hospital Decisions to Grant Exclusive Contracts H-230.987 
The AMA supports the concept that individual medical staff members who have been granted clinical 
privileges are entitled to full due process in any attempt to abridge those privileges by granting of 
exclusive contracts by the hospital governing body. [Res. 119, I-85; Reaffirmed by CLRPD Rep. 2, I-95; 
Reaffirmed: CLRPD Rep. 1, A-05; Reaffirmed: CMS Rep. 1, A-15]  
 
Due Process H-295.998 
(1) Our AMA reaffirms its 1974 approval of the policy adopted by the Liaison Committee on Medical 
Education, which states: “The faculty of a medical school establish criteria for student selection and 
develop and implement effective policies and procedures regarding, and make decisions about, medical 
student application, selection, admission, assessment, promotion, graduation, and any disciplinary action. 
The medical school makes available to all interested parties its criteria, standards, policies, and 
procedures regarding these matters.” 
(2) In addition, to clarify and protect the rights of medical students, the AMA recommends that: (a) Each 
school develop and publish in its catalog, student handbook or similar publication the institutional policies 
and procedures both for evaluation of academic performance (promotion, graduation, dismissal, 
probation, remedial work, and the like) and for nonacademic disciplinary decisions. (b) These policies and 
procedures should define the responsible bodies and their function and membership, provide for timely 
progressive verbal and written notification to the student that his/her academic/nonacademic performance 
is in question, and provide an opportunity for the student to learn why it has been questioned. (c) These 
policies and procedures should also ensure that when a student has been notified of recommendations 
by the responsible committee for nonadvancement or dismissal, he/she has adequate notice and the 
opportunity to appear before the decision-making body to respond to the data submitted and introduce 
his/her own data. (d) The student should be allowed to be accompanied by a student or faculty advisor. 
(e) The policies and procedures should include an appeal mechanism within the medical school. (f) The 
student should be allowed to continue in the academic program during the proceedings unless 
extraordinary circumstances exist, such as physical threat to others. [CME Rep. D, A-79; Reaffirmed: 
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CLRPD Rep. B, I-89; Reaffirmed: Sunset Report, A-00; Reaffirmed: CME Rep. 2, A-10; Modified: CEJA 
Rep. 01, A-20]  
 
Inappropriate Federal Prosecution H-65.985 
The AMA (1) encourages state and county medical societies to investigate suspected violations of civil 
rights or denial of due process in federal prosecutions involving physicians; and (2) will respond to any 
requests for assistance from these societies once they have investigated, if they find that such a violation 
has taken place. [Sub. Res. 516, I-92; Reaffirmation A-99; Reaffirmed: CEJA Rep. 8, A-09; Reaffirmed: 
CEJA Rep. 03, A-19]  
 
Physician and Medical Staff Member Bill of Rights H-225.942 
Our AMA adopts and will distribute the following Medical Staff Rights and Responsibilities: 
Preamble 
The organized medical staff, hospital governing body, and administration are all integral to the provision 
of quality care, providing a safe environment for patients, staff, and visitors, and working continuously to 
improve patient care and outcomes. They operate in distinct, highly expert fields to fulfill common goals, 
and are each responsible for carrying out primary responsibilities that cannot be delegated. 
The organized medical staff consists of practicing physicians who not only have medical expertise but 
also possess a specialized knowledge that can be acquired only through daily experiences at the frontline 
of patient care. These personal interactions between medical staff physicians and their patients lead to an 
accountability distinct from that of other stakeholders in the hospital. This accountability requires that 
physicians remain answerable first and foremost to their patients. 
Medical staff self-governance is vital in protecting the ability of physicians to act in their patients’ best 
interest. Only within the confines of the principles and processes of self-governance can physicians 
ultimately ensure that all treatment decisions remain insulated from interference motivated by commercial 
or other interests that may threaten high-quality patient care. 
From this fundamental understanding flow the following Medical Staff Rights and Responsibilities: 
I. Our AMA recognizes the following fundamental responsibilities of the medical staff: 
a. The responsibility to provide for the delivery of high-quality and safe patient care, the provision of which 
relies on mutual accountability and interdependence with the health care organization’s governing body. 
b. The responsibility to provide leadership and work collaboratively with the health care organization’s 
administration and governing body to continuously improve patient care and outcomes, both in 
collaboration with and independent of the organization’s advocacy efforts with federal, state, and local 
government and other regulatory authorities. 
c. The responsibility to participate in the health care organization's operational and strategic planning to 
safeguard the interest of patients, the community, the health care organization, and the medical staff and 
its members. 
d. The responsibility to establish qualifications for membership and fairly evaluate all members and 
candidates without the use of economic criteria unrelated to quality, and to identify and manage potential 
conflicts that could result in unfair evaluation. 
e. The responsibility to establish standards and hold members individually and collectively accountable 
for quality, safety, and professional conduct. 
f. The responsibility to make appropriate recommendations to the health care organization's governing 
body regarding membership, privileging, patient care, and peer review. 
II. Our AMA recognizes that the following fundamental rights of the medical staff are essential to the 
medical staff’s ability to fulfill its responsibilities: 
a. The right to be self-governed, which includes but is not limited to (i) initiating, developing, and 
approving or disapproving of medical staff bylaws, rules and regulations, (ii) selecting and removing 
medical staff leaders, (iii) controlling the use of medical staff funds, (iv) being advised by independent 
legal counsel, and (v) establishing and defining, in accordance with applicable law, medical staff 
membership categories, including categories for non-physician members. 
b. The right to advocate for its members and their patients without fear of retaliation by the health care 
organization’s administration or governing body, both in collaboration with and independent of the 
organization’s advocacy efforts with federal, state, and local government and other regulatory authorities. 
c. The right to be provided with the resources necessary to continuously improve patient care and 
outcomes. 
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d. The right to be well informed and share in the decision-making of the health care organization’s 
operational and strategic planning, including involvement in decisions to grant exclusive contracts, close 
medical staff departments, or to transfer patients into, out of, or within the health care organization. 
e. The right to be represented and heard, with or without vote, at all meetings of the health care 
organization’s governing body. 
f. The right to engage the health care organization’s administration and governing body on professional 
matters involving their own interests. 
III. Our AMA recognizes the following fundamental responsibilities of individual medical staff members, 
regardless of employment or contractual status: 
a. The responsibility to work collaboratively with other members and with the health care organizations 
administration to improve quality and safety. 
b. The responsibility to provide patient care that meets the professional standards established by the 
medical staff. 
c. The responsibility to conduct all professional activities in accordance with the bylaws, rules, and 
regulations of the medical staff. 
e. The responsibility to advocate for the best interest of patients, even when such interest may conflict 
with the interests of other members, the medical staff, or the health care organization, both in 
collaboration with and independent of the organization’s advocacy efforts with federal, state, and local 
government and other regulatory authorities. 
f. The responsibility to participate and encourage others to play an active role in the governance and 
other activities of the medical staff. 
g. The responsibility to participate in peer review activities, including submitting to review, contributing as 
a reviewer, and supporting member improvement. 
h. The responsibility to utilize and advocate for clinically appropriate resources in a manner that 
reasonably includes the needs of the health care organization at large. 
IV. Our AMA recognizes that the following fundamental rights apply to individual medical staff members, 
regardless of employment, contractual, or independent status, and are essential to each member’s ability 
to fulfill the responsibilities owed to his or her patients, the medical staff, and the health care organization: 
a. The right to exercise fully the prerogatives of medical staff membership afforded by the medical staff 
bylaws. 
b. The right to make treatment decisions, including referrals, based on the best interest of the patient, 
subject to review only by peers. 
c. The right to exercise personal and professional judgment in voting, speaking, and advocating on any 
matter regarding patient care, medical staff matters, or personal safety, including the right to refuse to 
work in unsafe situations, without fear of retaliation by the medical staff or the health care organization’s 
administration or governing body, including advocacy both in collaboration with and independent of the 
organization’s advocacy efforts with federal, state, and local government and other regulatory authorities. 
e. The right to be evaluated fairly, without the use of economic criteria, by unbiased peers who are 
actively practicing physicians in the community and in the same specialty. 
f. The right to full due process before the medical staff or health care organization takes adverse action 
affecting membership or privileges, including any attempt to abridge membership or privileges through the 
granting of exclusive contracts or closing of medical staff departments. 
g. The right to immunity from civil damages, injunctive or equitable relief, criminal liability, and protection 
from any retaliatory actions, when participating in good faith peer review activities. 
h. The right of access to resources necessary to provide clinically appropriate patient care, including the 
right to participate in advocacy efforts for the purpose of procuring such resources both in collaboration 
with and independent of the organization’s advocacy efforts, without fear of retaliation by the medical staff 
or the health care organization’s administration or governing body. [BOT Rep. 09, A-17; Modified: BOT 
Rep. 05, I-17; Appended: Res. 715, A-18; Reaffirmed: BOT Rep. 13, A-19; Modified: BOT Rep. 13, A-21; 
Modified: CMS Rep. 5, A-21]  
 
Alternatives to the Federation of State Medical Boards Recommendations on Licensure H-275.934 
Our AMA 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. 
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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. 
(2) 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.  
(3) 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. 
(4) Residency program directors shall report only those actions to state medical licensing boards that are 
reported for all licensed physicians. 
(5) 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. 
(6) There should be no reporting of actions against medical students to state medical licensing boards. 
(7) 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. 
(8) The Dean's Letter of Evaluation should be strengthened and standardized, to serve as a better source 
of information to residency programs about applicants. [CME Rep. 8, A-99; Reaffirmed: CME Rep. 4, I-01; 
Reaffirmed: CME Rep. 2, A-11; Modified: CME Rep. 2, A-12; Modified: CME Rep. 2, A-21] 
 
Graduate Medical Education and the Corporate Practice of Medicine H-310.904 
Our AMA: (1) recognizes and supports that the environment for education of residents and fellows must 
be free of the conflict of interest created between a training site’s fiduciary responsibility to shareholders 
and the educational mission of residency or fellowship training programs; (2) encourages the 
Accreditation Council for Graduate Medical Education (ACGME) to update its “Principles to Guide the 
Relationship between Graduate Medical Education, Industry, and Other Funding Sources for Programs 
and Sponsoring Institutions Accredited by the ACGME” to include corporate-owned lay entity funding 
sources; and (3) will continue to monitor issues, including waiver of due process requirements, created by 
corporate control of graduate medical education sites. [Res. 303, A-19; Modified: CME Rep. 2, I-20]  
 


