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Your Reference Committee recommends the following consent calendar for acceptance: 1 
 2 
RECOMMENDED FOR ADOPTION 3 
 4 
1. Board of Trustees Report 3 – Facilitating State Licensure for Telemedicine 5 

Services 6 
 7 

2. Council on Science and Public Health Report 3 – Tornado Safety and 8 
Manufactured Homes 9 
 10 

3. Council on Science and Public Health Report 4 – Role of Pharmacists in 11 
Improving Immunization Rates 12 
 13 

RECOMMENDED FOR ADOPTION AS AMENDED OR SUBSTITUTED 14 
 15 
4. Council on Science and Public Health Report 1 – Genomics in Hypertension: 16 

Risk Prediction and Treatment 17 
 18 

5. Council on Science and Public Health Report 2 – Electronic Cigarettes, Vaping 19 
and Health: 2014 Update 20 
Resolution 919 – Prohibit E-Cigarettes in Hospitals or Other Health Care 21 
Institutions 22 
Resolution 927 – E-Cigarettes and Paid Product Placement 23 
Resolution 930 – Regulation of Electronic Nicotine Delivery Devices 24 
 25 

6. Resolution 901 – Addressing Emerging Trends in Recreational Drug Abuse 26 
 27 
7. Resolution 903 – Combating Sex-Linked Discrimination of Denying Special 28 

Request for Lactation During Medical Board Examination 29 
 30 

8. Resolution 904 – Equal Paternal and Maternal Leave for Medical Residents 31 
 32 
9. Resolution 906 – Personalized Medication Cards 33 

 34 
10. Resolution 908 – Providing Greater Emphasis on the Social Determinants of 35 

Health in Medical School Curriculum 36 
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11. Resolution 911 – USMLE Step 1 Timing 1 

 2 
12. Resolution 917 – Improve Safety of Mail-Ordered Medication 3 

 4 
13. Resolution 918 – Expansion of BOT Report 28-A-14 on Medical Management 5 

 6 
14. Resolution 920 – Combating the Medical Certification and its Attempt to Capture 7 

Into Unproven Certification Programs with its Regulations 8 
Resolution 926 – Maintenance of Certification 9 
Resolution 928 – Cancellation of Maintenance of Certification 10 
Resolution 929 – Opposition of Maintenance of Certification as a Condition for 11 
Licensure, Credentialing, or Reimbursement 12 
 13 

15. Resolution 922 – Child Safety Seats - Public Education and Awareness 14 
 15 
16. Resolution 925 – Ebola  16 

Resolution 933 – Evidence-Based Policy for Health Care Workers Returning from 17 
West Africa 18 
Resolution 935 – AMA Response to Epidemics and Pandemics  19 
Resolution 936 – Evidence-Based Policy for Health Care Workers Returning from 20 
West Africa 21 

 22 
17. Resolution 932 – Appeal to the Centers for Disease Control and Prevention to 23 

Release Full Funding for the Navajo Birth Cohort Study 24 
 25 

RECOMMENDED FOR REFERRAL 26 
 27 
18. Resolution 907 – Promoting Education of Electronic Health Records in 28 

Undergraduate Medical Education 29 
Resolution 914 – Excessive Computer Time for Medical Students, Residents and 30 
Fellows 31 
 32 

19. Resolution 931 – Private Payer Funding of Graduate Medical Education 33 
 34 

20. Resolution 934 – Creation of AMA Principles for Physician Demonstration of 35 
Current Professional Expertise 36 
 37 

RECOMMENDED FOR NOT ADOPTION 38 
 39 
21. Resolution 923 – Transparency of Pharmaceutical Manufacture 40 
 

 
Resolutions handled via the Reaffirmation Consent Calendar:  
Resolution 905 – Increasing Health Food Choices Among Families Supported by the 
Supplemental Nutrition Assistance Program 
Resolution 913 – Dietary Supplement Dangers 
Resolution 921 – A Tobacco Free Military 
 
Resolutions not considered: 
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902 - Altering School Days to Alleviate Adolescent Sleep Deprivation 
909 - Reducing the Financial and Educational Costs of Residency Interviews 
910 - Recognizing Long-Acting Reversible Contraceptives as Efficacious and 
Economical Forms of Contraception 
912 - Including Military History as Part of Standard History Taking 
915 - Selecting Residents to Better Reflect Patient Diversity 
916 - Overemphasis on P-Values in Medical Literature  
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(1) BOARD OF TRUSTEES REPORT 3 - FACILITATING 1 
STATE LICENSURE FOR TELEMEDICINE SERVICES 2 
 3 
RECOMMENDATION:  4 
 5 
Mr. Speaker, your Reference Committee 6 
recommends that the recommendations in Board of 7 
Trustees Report 3 be adopted and the remainder of 8 
the report be filed.  9 
 10 

HOD ACTION: Board of Trustees Report 3 adopted and the 11 
remainder of the report filed. 12 

 13 
AMA Board of Trustees Report 3 reviews the Federation of State Medical Board’s 14 
Interstate Compact for Medical Licensure and its application to facilitating state licensure 15 
for telemedicine services. The report recommends that our American Medical 16 
Association (1) support the Federation of State Medical Board’s Interstate Compact for 17 
Medical Licensure; (2) work with interested medical associations, the Federation of State 18 
Medical Boards and other interested stakeholders to ensure expeditious adoption by the 19 
states of the Interstate Compact for Medical Licensure and creation of the Interstate 20 
Medical Licensure Compact Commission; (3) reaffirm Policies H-255.982, H-275.955, H-21 
275.962, H-275.973, H 275.977, H-275.978, H-480.946, H-480.969, D-275.994, D-22 
275.995 and D 480.999; and (4) rescind Policy D-480.971, which requested this report. 23 
 24 
Your Reference Committee heard strong support for adoption of BOT Report 3. At the 25 
same time, there was concern expressed (and alternative language proffered) about the 26 
potential authority of the interstate commission that would be necessary to administer 27 
the Compact and whether that body might supersede and undermine the states’ 28 
authority for physician licensing and discipline. Your Reference Committee understands, 29 
however, that the draft compact legislation being considered by individual state licensing 30 
boards, as stated in BOT Report 3, clearly stipulates that the interstate commission is 31 
not empowered to issue licenses, discipline physicians, or otherwise regulate changes to 32 
states’ existing medical practice acts. That authority remains with the participating state 33 
licensing boards. Any rules developed by the commission will address operational and 34 
administrative functions only and will be developed solely by representatives from those 35 
states’ medical boards that are participating in the compact. In addition, current AMA 36 
policy in opposition to national licensure obviates the need for this amended language. 37 
Your Reference Committee therefore recommends adoption of BOT Report 3. 38 
 39 
(2) COUNCIL ON SCIENCE AND PUBLIC HEALTH REPORT 40 

3 - TORNADO SAFETY AND MANUFACTURED HOMES 41 
 42 
RECOMMENDATION: 43 
 44 
Mr. Speaker, your Reference Committee recommends that 45 
the recommendations in Council on Science and Public 46 
Health Report 3 be adopted and the remainder of the 47 
report be filed. 48 
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HOD ACTION: Council on Science and Public Health 1 
Report 3 adopted and the remainder of the report  filed. 2 
 3 

Council on Science and Public Health Report 3 reviews available standards and 4 
guidelines for the construction and installation of manufactured homes and assesses the 5 
vulnerability of these homes in tornadoes and other severe wind storms. The report 6 
recommends that (1) Owners of manufactured home parks should provide a plan, 7 
developed with and approved by local authorities, for the evacuation and sheltering of 8 
residents of the park in severe weather events such as tornadoes, high winds, or floods. 9 
The plan should advise residents of the vulnerability of manufactured homes in 10 
tornadoes and other extreme wind events and that evacuation to a safer location is 11 
necessary. The shelter or evacuation plan should be posted conspicuously in the park 12 
and the park owner should provide each resident with a copy of the approved shelter or 13 
evacuation plan; (2) State and local government authorities in regions at increased risk 14 
for tornadoes and other extreme wind events should enact measures to either provide, 15 
or require owners of manufactured home parks in their jurisdiction to provide, as 16 
appropriate, an approved common storm shelter or safe room for all residents of 17 
manufactured homes in the park as protection against tornadoes and other extreme 18 
wind events; (3) Research is needed to enhance the design and construction of 19 
manufactured homes and manufactured home tie down/anchoring systems to withstand 20 
extreme wind forces and wind-blown debris; (4) Federal, state, regional, and local 21 
authorities should coordinate policies, processes, and procedures to ensure that 22 
manufactured homes are installed and inspected in accordance with established 23 
guidelines and standards, including requirements for the installation and inspection of tie 24 
down/anchoring systems; (5) Incentives should be developed for all homeowners 25 
(including those who live in manufactured homes), businesses, and local governments in 26 
regions at increased risk for tornadoes and other extreme wind events for the installation 27 
of home or community safe rooms and storm shelters, in accordance with federal and 28 
professional guidelines and standards; (6) All citizens should consider purchasing a 29 
NOAA Weather Radio All Hazards public alert radio for use in disasters and other 30 
emergency situations. Citizens also should develop a plan for where they will go and 31 
what they will do when a severe weather alert is issued. 32 
 33 
The Council was thanked for its report, with limited but unanimous support for its 34 
recommendations. Testimony from those located in areas afflicted by tornadoes noted 35 
the devastation and subsequent health burdens that can arise from tornadoes, and how 36 
AMA policy will bring much-needed attention to measures intended to mitigate damage 37 
from disasters. Your Reference Committee agrees with the support of the report and 38 
recommends adoption of its recommendations. 39 
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(3) COUNCIL ON SCIENCE AND PUBLIC HEALTH REPORT 1 
4 -ROLE OF PHARMACISTS IN IMPROVING 2 
IMMUNIZATION RATES 3 
 4 
RECOMMENDATION: 5 
 6 
Mr. Speaker, your Reference Committee recommends that 7 
the recommendations in Council on Science and Public 8 
Health Report 4 be adopted and the remainder of the 9 
report be filed. 10 

 11 
HOD ACTION: Council on Science and Public Health 12 
Report 4 adopted and the remainder of the report  filed. 13 

 14 
Council on Science and Public Health Report 4 addresses the role of pharmacists in 15 
increasing immunization rates, summarizes state-level efforts authorizing pharmacists to 16 
administer vaccines, and promotes current guidelines and recommendations that apply 17 
to all vaccine providers. The report recommends that (1) Physicians and medical 18 
professional organizations should support state and federal efforts to engage 19 
pharmacists in vaccinating target populations that have difficulty accessing 20 
immunizations in a medical home. Before administration of a vaccine, pharmacists 21 
should assess the immunization status of the patient, which includes checking an 22 
immunization registry when one exists. Pharmacists should ensure that a record of 23 
vaccine administration is transmitted to the patient’s primary care physician and 24 
documented in the immunization registry, and that written or electronic documentation is 25 
provided to the patient; (2) Vaccination programs in pharmacies should promote the 26 
importance of having a medical home to ensure appropriate and comprehensive 27 
preventive care, early diagnosis, and optimal therapy. Physicians and pharmacists 28 
should work together in the community to: (a) establish referral systems to facilitate 29 
appropriate medical care if the patient’s conditions or symptoms are beyond the scope of 30 
services provided by the pharmacies; and (b) encourage patients to contact a primary 31 
care physician to ensure continuity of care; (3) State educational requirements for 32 
pharmacists who administer vaccines should be based on ACIP recommendations and 33 
recognized standards and guidelines derived with input from physicians and pharmacists 34 
with demonstrated expertise in immunization practices; (4) Policy H-440.877, 35 
“Distribution and Administration of Vaccines,” should be amended by addition and 36 
deletion to read as follows: 37 

AMA policy is that: 38 
it is optimal for patients to receive vaccinations in their medical home to ensure 39 
coordination of care. This is particularly true for pediatric patients and for adult 40 
patients with chronic disease and co-morbidities. If a vaccine is administered 41 
outside the medical home, all pertinent vaccine-related information should be 42 
transmitted back to the patient’s primary care physician and entered into an 43 
immunization registry when one exists to provide a complete vaccination record. 44 
(21) all physicians and other qualified health care providers who administer 45 
vaccines should have fair and equitable access to all ACIP recommended 46 
vaccines. However, when there is a vaccine shortage, those physicians and 47 
other health care providers immunizing patients who are prioritized to receive the 48 
vaccine based upon medical risks/needs according to the ACIP 49 
recommendations of the ACIP must be ensured timely access to adequate 50 
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vaccine supply. (3) physicians and other qualified health care providers should: 1 
(a) incorporate immunization needs into clinical encounters, as appropriate; (b) 2 
strongly recommend needed vaccines to their patients in accordance with ACIP 3 
recommendations and consistent with professional guidelines; (c) either 4 
administer vaccines directly or refer patients to another qualified health care 5 
provider who can administer vaccines safely and effectively, in accordance with 6 
ACIP recommendations and professional guidelines and consistent with state 7 
laws; (d) ensure that vaccination administration is documented in the patient 8 
medical record and an immunization registry when one exists; and (e) maintain 9 
professional competencies in immunization practices, as appropriate. (2)(4) all 10 
vaccines should be administered by a licensed physician, or by a qualified health 11 
care provider under the supervision of a physician pursuant to a prescription, 12 
order, or protocol agreement from a physician licensed to practice medicine in 13 
the state where the vaccine is to be administered or in a manner otherwise 14 
consistent with state law. (35) patients should be provided with documentation of 15 
all vaccinations for inclusion in their medical record, particularly when the 16 
vaccination is was provided by someone other than the patient’s primary care 17 
physician provider. (6) physicians and other qualified health care providers who 18 
administer vaccines should seek to use integrated and interoperable systems, 19 
including electronic health records and immunization registries, to facilitate 20 
access to accurate and complete immunization data and to improve information-21 
sharing among all vaccine providers. (4)(7) our AMA will work with vaccine 22 
manufacturers, medical specialty societies, electronic medical record vendors, 23 
and immunization information systems should to apply uniform bar-coding on 24 
vaccines based on standards promulgated by the medical community; 25 

(5) That Policy H-440.899, “Immunization Registries,” should be amended by addition to 26 
read as follows: 27 

Our AMA encourages: 28 
(1) physicians to participate in the development of immunization registries in their 29 
communities and use them in their practices for patients of all ages;. (2) 30 
electronic health record (EHR) vendors to add features to automate the 31 
exchange of vaccination information in the patient EHR to state immunization 32 
registries to improve and help ensure completeness and accuracy of vaccination 33 
records. EHR vendors and registry administrators need to work with physicians 34 
and other health professionals to facilitate the exchange of needed vaccination 35 
information by establishing seamless, bidirectional communication capabilities for 36 
physicians, other vaccine providers, and immunization registries; and (3) all 37 
states to move rapidly to provide comprehensive lifespan immunization registries 38 
that are interfaced with other state registries.; and 39 

(6) That Policy H-160.921, “Store-Based Health Clinics,” should be reaffirmed.  40 
 41 
Council on Science and Public Health Report 4 addresses the contemporary role of 42 
pharmacists in increasing immunization rates, summarizes state-level efforts authorizing 43 
pharmacists to administer vaccines, and promotes current guidelines and 44 
recommendations that should apply to all vaccine providers. Health care settings beyond 45 
the traditional medical home currently play a role in the provision of vaccines, especially 46 
for adolescents and adults who do not receive primary care medical services through 47 
conventional venues. Improving immunization rates and reducing vaccine preventable 48 
illness across the lifespan is a critical public health priority. In accordance with AMA 49 
policy, the primary mode of vaccine delivery for pediatric patients, and for adult patients 50 
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with chronic disease and co-morbidities, should be the primary care medical home to 1 
ensure coordination of care. However, when vaccines are administered in other settings, 2 
including pharmacies, the healthcare professional administering the vaccine has the 3 
responsibility: (1) to ensure that the patient is a candidate to receive the vaccine, and in 4 
a safe manner; (2) to transmit information on the vaccine administration to the 5 
individual’s medical home so that it can be documented; and (3) supply that information 6 
to the immunization registry (when one exists) so that a complete vaccination record is 7 
maintained. Mechanisms should be developed and implemented to ensure that 8 
communication and record sharing are optimized between pharmacists and primary care 9 
physicians. This report views vaccine administration through a public health lens in a 10 
patient centered manner.  11 
 12 
Substantial support was offered for the recommendations in this report including the 13 
Council on Medical Service, the Council on Legislation, and the Council on Long Range 14 
Planning and Development, as well as the original author of the resolution (Louisiana) 15 
that prompted the report. The importance of receiving vaccines in non-physician settings 16 
was deemed especially important for increasing access for minority populations. Some 17 
sentiment was expressed for referring the report back based on scope of practice 18 
issues. Additionally, skepticism about the capability of existing EHR systems to facilitate 19 
communication was noted. Ultimately, the public health imperative of addressing 20 
vaccine-preventable disease is the overriding issue for this topic, so your Reference 21 
Committee recommends adoption. 22 
 23 
(4) COUNCIL ON SCIENCE AND PUBLIC HEALTH REPORT 24 

1 - GENOMICS IN HYPERTENSION: RISK PREDICTION 25 
AND TREATMENT 26 
 27 
RECOMMENDATION A: 28 
 29 
Mr. Speaker, your Reference Committee recommends that 30 
Recommendation 1 in Council on Science and Public 31 
Health Report 1 be amended by addition on line 7 to read 32 
as follows:   33 

  34 
 1. Our American Medical Association encourages 35 

continued research on the genetic control of blood 36 
pressure, including in pediatric populations, and the 37 
development of genomic-based tools that may assist 38 
health professionals in better predicting risk and targeting 39 
therapy for hypertension. (New HOD Policy) 40 

 41 
RECOMMENDATION B: 42 
 43 
Mr. Speaker, your Reference Committee recommends that 44 
the recommendations in Council on Science and Public 45 
Health Report 1 be adopted as amended and the 46 
remainder of the report be filed. 47 
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HOD ACTION: Council on Science and Public Health 1 
Report 1 adopted as amended and the remainder of the 2 
report  filed. 3 

 4 
Council on Science and Public Health Report 1 reviews the genomic basis of 5 
hypertension and genomics-based tools used in hypertension risk assessment and 6 
treatment. The report recommends that our American Medical Association (1) encourage 7 
continued research on the genetic control of blood pressure and the development of 8 
genomic-based tools that may assist health professionals in better predicting risk and 9 
targeting therapy for hypertension; and (2) support the view that hypertension clinical 10 
trial designs should attempt to reduce phenotypic heterogeneity in order to improve the 11 
quality and interpretation of results. 12 
 13 
Supportive testimony was offered on the Council’s report. Hypertension remains a 14 
serious but preventable health problem in this country, and testimony noted the 15 
importance of developing additional tools to predict those who will be at risk, treat those 16 
with the condition, and ultimately prevent its onset. Genomic tools offer promise, and 17 
further research is warranted to explore their potential. The American Academy of 18 
Pediatrics requested that continued research include pediatric populations, and your 19 
Reference Committee agrees this is important since hypertension in the young is 20 
prevalent.  Your Reference Committee notes that the second recommendation is about 21 
studies being designed to reduce genetic heterogeneity, and that it would not be 22 
appropriate to call out any specific population group for that concept.  Therefore, your 23 
Reference Committee recommends adoption of an amended first recommendation and 24 
the original second recommendation. 25 
 26 
(5) COUNCIL ON SCIENCE AND PUBLIC HEALTH REPORT 27 

2 - ELECTRONIC CIGARETTES, VAPING AND HEALTH: 28 
2014 UPDATE 29 
RESOLUTION 919 – PROHIBIT E-CIGARETTES IN 30 
HOSPITALS OR OTHER HEALTH CARE INSTITUTIONS 31 
RESOLUTION 927 – E-CIGARETTES AND PAID 32 
PRODUCT PLACEMENT 33 
RESOLUTION 930 – REGULATION OF ELECTRONIC 34 
NICOTINE DELIVERY DEVICES 35 
 36 
RECOMMENDATION A: 37 
 38 
Mr. Speaker, your Reference Committee recommends that 39 
Recommendation 1 in Council on Science and Public 40 
Health Report 2 be amended by addition on page 14, lines 41 
14-21 to read as follows: 42 

 43 
1. That Policy H-495.973 FDA to Extend Regulatory 44 
Jurisdiction Over All Non-Pharmaceutical Nicotine and 45 
Tobacco Products be amended by addition and deletion to 46 
read as follows: 47 
Our AMA supports:  48 

https://ssl3.ama-assn.org/apps/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fHnE%2fH-495.973.HTM
https://ssl3.ama-assn.org/apps/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fHnE%2fH-495.973.HTM
https://ssl3.ama-assn.org/apps/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fHnE%2fH-495.973.HTM
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(1) supports the U.S. Food and Drug Administration’s 1 
(FDA) proposed rule that would implement its deeming 2 
authority allowing the agency to extend FDA regulation of 3 
tobacco products to pipes, cigars, hookahs, e-cigarettes 4 
and all other non-pharmaceutical tobacco/nicotine 5 
products not currently covered by the Federal Food, Drug, 6 
and Cosmetic Act tobacco law , as amended by the Family 7 
Smoking Prevention and Tobacco Control Act. (2) supports 8 
legislation and/or regulation addressing the of electronic 9 
cigarettes and all other non-pharmaceutical 10 
tobacco/nicotine products that: (a) establishes a minimum 11 
legal purchaseing age of 18;, locations of permissible 12 
use, (b) prohibits use in all places that tobacco cigarette 13 
use is prohibited, including in hospitals and other places in 14 
which health care is delivered; (c) applies the same 15 
marketing and sales restrictions that are applied to tobacco 16 
cigarettes, including prohibitions on television advertising, 17 
product placement in television and films, and the use of 18 
celebrity spokespeople; (d) prohibits product claims of 19 
reduced risk or effectiveness as tobacco cessation tools, 20 
until such time that credible evidence is available, 21 
evaluated, and supported by the FDA; (e) requires the use 22 
of secure, child- and tamper-proof packaging and design, 23 
and safety labeling on containers of replacement fluids (e-24 
liquids) used in e-cigarettes, advertising and promotion 25 
activities, and sponsorship of e-cigarettes and all other 26 
non-pharmaceutical tobacco/nicotine products;(3) (f) 27 
establishes manufacturing and product (including e-liquids)  28 
standards for product identity, strength, purity, packaging, 29 
and labeling with instructions and contraindications for 30 
use; (g) requires transparency and disclosure 31 
concerning the product design, contents of, and 32 
emissions; and from e-cigarettes and all other non-33 
pharmaceutical tobacco/nicotine products; 34 
(4)  (h) restrictions prohibits on the use of characterizing 35 
flavors that may enhance the appeal of such products 36 
to youth minors, and the development of strategies to 37 
prevent marketing to, and use of, e-cigarettes and all other 38 
non-pharmaceutical tobacco/nicotine products by minors; 39 
and (5) the prohibition of claims of reduced risk and/or the 40 
marketing of e-cigarettes as tobacco cessation tools until 41 
such time that credible evidence is developed that 42 
supports such claims. 43 
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RECOMMENDATION B: 1 
 2 
Mr. Speaker, your Reference Committee recommends that 3 
Council on Science and Public Health Report 2 4 
be amended by the addition of a third recommendation to 5 
read as follows: 6 

 7 
(3) That our AMA encourage further clinical and 8 
epidemiological research on e-cigarettes. (New HOD 9 
Policy) 10 
 11 
RECOMMENDATION C: 12 
 13 
Mr. Speaker, your Reference Committee recommends that 14 
the recommendations in Council on Science and Public 15 
Health Report 2 be adopted as amended in lieu of 16 
Resolutions 919, 927 and 930, and the remainder of the 17 
report be filed. 18 
 19 

HOD ACTION: Council on Science and Public Health 20 
Report 2 adopted as amended in lieu of Resolutions 919, 21 
927 and 930, and the remainder of the report filed. 22 

 23 
Council on Science and Public Health Report 2 review the use, regulation, and health 24 
information related to e-cigarettes.  The report recommends (1) That Policy H-495.973 25 
FDA to Extend Regulatory Jurisdiction Over All Non-Pharmaceutical Nicotine and 26 
Tobacco Products be amended by addition and deletion to read as follows: 27 

Our AMA supports:  28 
(1) supports the U.S. Food and Drug Administration’s (FDA) proposed rule that 29 
would implement its deeming authority allowing the agency to extend FDA 30 
regulation of tobacco products to pipes, cigars, hookahs, e-cigarettes and all 31 
other non-pharmaceutical tobacco/nicotine products not currently covered by the 32 
Federal Food, Drug, and Cosmetic Act tobacco law , as amended by the Family 33 
Smoking Prevention and Tobacco Control Act. (2) supports legislation and/or 34 
regulation addressing the of electronic cigarettes and all other non-35 
pharmaceutical tobacco/nicotine products that: (a) establishes a minimum legal 36 
purchaseing age of 18;, locations of permissible use, (b) prohibits use in all 37 
places that tobacco cigarette use is prohibited; (c) applies the same marketing 38 
and sales restrictions that are applied to tobacco cigarettes; (d) prohibits product 39 
claims of reduced risk or effectiveness as tobacco cessation tools, until such time 40 
that credible evidence is available, evaluated, and supported by the FDA; (e) 41 
requires the use of secure, child- and tamper-proof packaging and design, 42 
advertising and promotion activities, and sponsorship of e-cigarettes and all other 43 
non-pharmaceutical tobacco/nicotine products;(3) (f) establishes standards for 44 
product identity, strength, purity, packaging, and labeling with instructions and 45 
contraindications for use; (g) requires transparency and disclosure concerning 46 
the product design, contents of, and emissions; and from e-cigarettes and all 47 
other non-pharmaceutical tobacco/nicotine products; (4)  (h) restrictions prohibits 48 
on the use of characterizing flavors that may enhance the appeal of such 49 

https://ssl3.ama-assn.org/apps/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fHnE%2fH-495.973.HTM
https://ssl3.ama-assn.org/apps/ecomm/PolicyFinderForm.pl?site=www.ama-assn.org&uri=%2fresources%2fhtml%2fPolicyFinder%2fpolicyfiles%2fHnE%2fH-495.973.HTM
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products to youth minors, and the development of strategies to prevent marketing 1 
to, and use of, e-cigarettes and all other non-pharmaceutical tobacco/nicotine 2 
products by minors; and (5) the prohibition of claims of reduced risk and/or the 3 
marketing of e-cigarettes as tobacco cessation tools until such time that credible 4 
evidence is developed that supports such claims;  5 

(2) That our AMA urge physicians to: (a) educate themselves about e-cigarettes, be 6 
prepared to counsel patients about the use of these products and the potential for 7 
nicotine addiction and the potential hazards of dual use with conventional cigarettes, and 8 
be sensitive to the possibility that when patients ask about e-cigarettes, they may be 9 
asking for help to quit smoking; (b) consider expanding clinical interviews to inquire 10 
about “vaping” or the use of e-cigarettes;  (c) promote the use FDA-approved smoking 11 
cessation tools and resources for their patients and caregivers; and (d) advise patients 12 
who use e-cigarettes to take measures to assure the safety of children in the home who 13 
could be exposed to risks of nicotine overdose via ingestion of replacement e-cigarette 14 
liquid that is capped or stored improperly; and (3) That Policy H-490.909 Use of 15 
Electronic Cigarettes (e-cigarettes) in Smoking Cessation Programs be rescinded.  16 
 17 
Resolution 919 asks that our American Medical Association advocate for prohibition of 18 
the use of e-cigarettes by patients, visitors and health care personnel in hospitals and 19 
other health care institutions. 20 
 21 
Resolution 927 asks that our American Medical Association (1) work through an 22 
appropriate federal process to prohibit e-cigarette companies from paying for product 23 
placement in films or hiring celebrity spokespeople; and (2) work through an appropriate 24 
federal process to prohibit e-cigarette advertising on television. 25 
 26 
Resolution 930 asks that our American Medical Association (1) support legislation and 27 
US Food and Drug Administration (FDA) action to tax, label and regulate electronic 28 
nicotine delivery devices (ENDS) as tobacco products and drug delivery devices; (2) 29 
support state and federal legislation that restricts the minimum age, locations of 30 
permissible use, advertising, promotion, and sponsorship of ENDS to the same 31 
restrictions as that of tobacco products; (3) support local, state, and national efforts to 32 
require transparency and disclosure concerning the design, content and emissions of 33 
ENDS; (4) support local, state, and national efforts to require secure, child-proof, 34 
tamper-proof packaging and design of ENDS; (5) support local, state, and national 35 
efforts to require enhanced labeling that warns of the potential consequences of ENDS 36 
use, restriction of ENDS marketing as tobacco cessation tools, and restriction of the use 37 
of characterizing flavors in ENDS; and (6) encourage basic, clinical, and epidemiological 38 
research concerning ENDS. 39 
 40 
The Council was congratulated on its thorough investigation of the health effects of e-41 
cigarettes, and general support for the report’s recommendations was noted. Those 42 
testifying overwhelmingly spoke to the health dangers of e-cigarettes and their potential 43 
to reverse the substantial progress of efforts to reduce tobacco use over the last several 44 
decades. Of particular concern is the increasing use of e-cigarettes by adolescents and 45 
teens, which is likely partially driven by the use of flavors that are appealing to youth, 46 
and that often lead to the use of other tobacco products. Also noteworthy is the lack of 47 
evidence that e-cigarettes are efficacious as tobacco cessation tools. The authors of 48 
Resolutions 919, 927, and 930 testified that the Council report largely addresses the 49 
concerns in the resolutions. Your Reference Committee agrees, but believes that 50 
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increased emphasis on prohibitions on the use of e-cigarettes in health care institutions, 1 
clarity on marketing restrictions, labeling and product standards for liquids used in e-2 
cigarettes (e-liquids), and further research is called for in the recommendations. It 3 
therefore recommends that the Council’s recommendations be amended accordingly, 4 
and adopted in lieu of Resolutions 919, 927, and 930. 5 
 6 
(6) RESOLUTION 901 - ADDRESSING EMERGING TRENDS 7 

IN RECREATIONAL DRUG ABUSE 8 
 9 
RECOMMENDATION 10 
 11 
Mr. Speaker, your Reference Committee recommends 12 
that Substitute Resolution 901 be adopted. 13 

 14 
ADDRESSING EMERGING TRENDS IN ILLICIT DRUG 15 
USE 16 
 17 
RESOLVED, That our American Medical Association 18 
(AMA) support ongoing efforts of the National Institute on 19 
Drug Abuse, the Drug Enforcement Administration, and 20 
poison control centers to assess and monitor emerging 21 
trends in illicit drug use, and to develop and disseminate 22 
fact sheets and other educational materials; and be it 23 
further (New HOD Policy) 24 
 25 
RESOLVED, That our AMA encourage the development of 26 
continuing medical education on emerging trends in illicit 27 
drug use; and be it further (Directive to Take Action) 28 
 29 
RESOLVED, That our AMA support efforts by the federal 30 
government to identify new drugs of abuse and to institute 31 
the necessary administrative or legislative actions to deem 32 
such drugs illegal in an expedited manner. (New HOD 33 
Policy) 34 
 35 

HOD ACTION: Substitute Resolution 901 adopted. 36 
 37 

Resolution 901 asks that our American Medical Association (1) support the appropriate 38 
agency to provide continuing medical education courses in emerging trends in 39 
recreational substance abuse; and (2) support the appropriate agency to disseminate 40 
current and accurate information regarding emerging trends in recreational substance 41 
abuse. 42 
 43 
Testimony noted the fact that trends in illicit drug use and the design of new illicit 44 
substances continue to be a national problem. A need exists to monitor the development 45 
of so-called synthetic designer drugs and other psychoactive substances that may 46 
emerge for recreational use. Testimony noted that the National Institute on Drug Abuse 47 
is developing an innovative National Drug Early Warning System to monitor emerging 48 
trends that will help health experts respond more efficiently to potential outbreaks of illicit 49 
drug use such as heroin, and to identify increased use of designer synthetic compounds. 50 
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In addition, the Drug Enforcement Administration (DEA) annually publishes a “national 1 
drug threat assessment.” Both DEA and NIDA develop fact sheets and other educational 2 
materials related to substance misuse and Poison Control Centers can provide early 3 
warning signs. One problem in addressing illicit drug use is the need to place new 4 
compounds into Schedule I of the Controlled Substances Act, thereby making them 5 
illegal. Given that existing processes are in place to monitor emerging trends and to 6 
provide educational materials, your Reference Committee proposes a substitute 7 
resolution that reflects current activities. Relevant continuing medical education courses 8 
are better accomplished by health care professionals, not the federal government. 9 
 10 
(7) RESOLUTION 903 - COMBATING SEX-LINKED 11 

DISCRIMINATION OF DENYING SPECIAL REQUEST 12 
FOR LACTATION DURING MEDICAL BOARD 13 
EXAMINATION 14 
 15 
RECOMMENDATION: 16 
 17 
Mr. Speaker, your Reference Committee recommends 18 
that Substitute Resolution 903 be adopted.  19 
 20 
ACCOMMODATING LACTATING MOTHERS TAKING 21 
MEDICAL EXAMINATIONS 22 
 23 
RESOLVED, That our American Medical Association urge 24 
all medical licensing, certification and board examination 25 
agencies, and all board proctoring centers, to grant special 26 
requests to give lactating mothers additional break time 27 
and a suitable environment during examinations to express 28 
milk. (New HOD Policy). 29 

 30 
HOD ACTION: Substitute Resolution 903 adopted. 31 

 32 
Resolution 903 asks that our American Medical Association (1) urge all medical 33 
examination agencies to grant special request to give breast feeding test-takers 34 
additional break time and a suitable environment during the medical licensing 35 
examination to express milk; and (2) encourage all medical examination agencies to 36 
serve as role models to improve public health by supporting mothers who provide breast 37 
milk to their infants. 38 
 39 
Your Reference Committee heard testimony in strong support of Resolution 903, 40 
particularly as the percentage of female medical school matriculants continues to rise. 41 
Testimony was heard that the customary 45-minute break is frequently insufficient to 42 
allow for nursing mothers, who could experience engorgement and discomfort that could 43 
adversely affect examination performance. A less “combative” substitute title of the 44 
resolution was proposed by the authors, as well as revised language with increased  45 
specificity. Additional testimony was heard in support of these changes. Your Reference 46 
Committee is in accord with these suggestions and therefore recommends adoption of 47 
Substitute Resolution 903. 48 
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(8) RESOLUTION 904 - EQUAL PATERNAL AND 1 
MATERNAL LEAVE FOR MEDICAL RESIDENTS 2 
 3 
RECOMMENDATION A:  4 
 5 
Mr. Speaker, your Reference Committee recommends that 6 
Policy H-405.960 be amended by addition and deletion, to 7 
read as follows: 8 
 9 
H-405.960 Policies for Parental Maternity, Paternity, 10 
Family and Medical Necessity Leave 11 
AMA adopts as policy the following guidelines for, and 12 
encourage the implementation of, Parental Maternity, 13 
Family and Medical Necessity Leave for Medical Students 14 
and Physicians: (1) Our AMA urges medical schools, 15 
residency training programs, medical specialty boards, the 16 
Accreditation Council for Graduate Medical Education, and 17 
medical group practices to incorporate and/or encourage 18 
development of leave policies, including parental, family, 19 
and medical leave policies, as part of the physician’s 20 
standard benefit agreement; (2) Recommended 21 
components of parental maternity leave policies for 22 
medical students and physicians include: (a) duration of 23 
leave allowed before and after delivery; (b) category of 24 
leave credited; (c) whether leave is paid or unpaid; (d) 25 
whether provision is made for continuation of insurance 26 
benefits during leave, and who pays the premium; (e) 27 
whether sick leave and vacation time may be accrued from 28 
year to year or used in advance; (f) how much time must 29 
be made up in order to be considered board eligible; (g) 30 
whether make-up time will be paid; (h) whether schedule 31 
accommodations are allowed; and (i) leave policy for 32 
adoption; and (j) leave policy for paternity. (3) AMA policy 33 
is expanded to include physicians in practice, reading as 34 
follows: (a) residency program directors and group practice 35 
administrators should review federal law concerning 36 
maternity leave for guidance in developing policies to 37 
assure that pregnant physicians are allowed the same sick 38 
leave or disability benefits as those physicians who are ill 39 
or disabled; (b) staffing levels and scheduling are 40 
encouraged to be flexible enough to allow for coverage 41 
without creating intolerable increases in other physicians’ 42 
workloads, particularly in residency programs; and (c) 43 
physicians should be able to return to their practices or 44 
training programs after taking parental maternity leave 45 
without the loss of status. (4) Our AMA encourages 46 
residency programs, specialty boards, and medical group 47 
practices to incorporate into their parental maternity leave 48 
policies a six-week minimum leave allowance, with the 49 
understanding that no parent woman should be required to 50 
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take a minimum leave; (5) Residency program directors 1 
should review federal and state law for guidance in 2 
developing policies for parental, family, and medical leave; 3 
(6) Medical students and physicians who are unable to 4 
work because of pregnancy, childbirth, and other related 5 
medical conditions should be entitled to such leave and 6 
other benefits on the same basis as other physicians who 7 
are temporarily unable to work for other medical reasons; 8 
(7) Residency programs should develop written policies on 9 
parental leave, family leave, and medical leave for 10 
physicians. Such written policies should include the 11 
following elements: (a) leave policy for birth or adoption; 12 
(b) duration of leave allowed before and after delivery; (c) 13 
category of leave credited (e.g., sick, vacation, parental, 14 
unpaid leave, short term disability); (d) whether leave is 15 
paid or unpaid; (e) whether provision is made for 16 
continuation of insurance benefits during leave and who 17 
pays for premiums; (f) whether sick leave and vacation 18 
time may be accrued from year to year or used in advance; 19 
(g) extended leave for resident physicians with 20 
extraordinary and long-term personal or family medical 21 
tragedies for periods of up to one year, without loss of 22 
previously accepted residency positions, for devastating 23 
conditions such as terminal illness, permanent disability, or 24 
complications of pregnancy that threaten maternal or fetal 25 
life; (h) how time can be made up in order for a resident 26 
physician to be considered board eligible; (i) what period of 27 
leave would result in a resident physician being required to 28 
complete an extra or delayed year of training; (j) whether 29 
time spent in making up a leave will be paid; and (k) 30 
whether schedule accommodations are allowed, such as 31 
reduced hours, no night call, modified rotation schedules, 32 
and permanent part-time scheduling; (8) Our AMA 33 
endorses the concept of equal parental paternity leave for 34 
birth and adoption as a benefit for resident physicians, 35 
medical students, and physicians in practice regardless of 36 
gender or gender identity; (9) Staffing levels and 37 
scheduling are encouraged to be flexible enough to allow 38 
for coverage without creating intolerable increases in the 39 
workloads of other physicians, particularly those in 40 
residency programs; (10) Physicians should be able to 41 
return to their practices or training programs after taking 42 
parental leave, family leave, or medical leave without the 43 
loss of status; (11) Residency program directors must 44 
assist residents in identifying their specific requirements 45 
(for example, the number of months to be made up); 46 
because of leave for eligibility for board certification and 47 
must notify residents on leave if they are in danger of 48 
falling below minimal requirements for board eligibility. 49 
Program directors must give these residents a complete 50 
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list of requirements to be completed in order to retain 1 
board eligibility; (12) Our AMA encourages flexibility in 2 
residency training programs, incorporating parental 3 
maternity leave and alternative schedules for pregnant 4 
house staff; and (13) In order to accommodate leave 5 
protected by the federal Family and Medical Leave Act, our 6 
AMA encourages all specialties within the American Board 7 
of Medical Specialties to allow graduating residents to 8 
extend training up to 12 weeks after the traditional 9 
residency completion date while still maintaining board 10 
eligibility in that year. (14) These policies as above should 11 
be freely available online and in writing to all applicants to 12 
medical school, residency or fellowship. 13 

 14 
RECOMMENDATION B: 15 
 16 
Mr. Speaker, your Reference Committee recommends that 17 
Policy H-405.960 be adopted as amended in lieu of 18 
Resolution 904. 19 
 20 

HOD ACTION: Substitute Resolution 904 adopted. 21 
 22 
Resolution 904 asks that our AMA amend policy H-405.960 by insertion and deletion as 23 
follows: 24 

H-405.960 Policies for Maternity, Paternity, Family and Medical Necessity Leave 25 
AMA adopts as policy the following guidelines for, and encourage the 26 
implementation of, Maternity, Family and Medical Necessity Leave for Medical 27 
Students and Physicians: (1) Our AMA urges medical schools, residency training 28 
programs, medical specialty boards, the Accreditation Council for Graduate 29 
Medical Education, and medical group practices to incorporate and/or encourage 30 
development of leave policies, including parental, family, and medical leave 31 
policies, as part of the physician’s standard benefit agreement; (2) 32 
Recommended components of maternity and paternity leave policies for medical 33 
students and physicians include: (a) duration of leave allowed before and after 34 
delivery; (b) category of leave credited; (c) whether leave is paid or unpaid; (d) 35 
whether provision is made for continuation of insurance benefits during leave, 36 
and who pays the premium; (e) whether sick leave and vacation time may be 37 
accrued from year to year or used in advance; (f) how much time must be made 38 
up in order to be considered board eligible; (g) whether make-up time will be 39 
paid; (h) whether schedule accommodations are allowed; and (i) leave policy for 40 
adoption; and (j) leave policy for paternity. (3) AMA policy is expanded to include 41 
physicians in practice, reading as follows: (a) residency program directors and 42 
group practice administrators should review federal law concerning maternity 43 
leave for guidance in developing policies to assure that pregnant physicians are 44 
allowed the same sick leave or disability benefits as those physicians who are ill 45 
or disabled; (b) staffing levels and scheduling are encouraged to be flexible 46 
enough to allow for coverage without creating intolerable increases in other 47 
physicians’ workloads, particularly in residency programs; and (c) physicians 48 
should be able to return to their practices or training programs after taking 49 
maternity and paternity leave without the loss of status. (4) Our AMA encourages 50 
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residency programs, specialty boards, and medical group practices to 1 
incorporate into their maternity and paternity leave policies a six-week minimum 2 
leave allowance, with the understanding that no woman or man should be 3 
required to take a minimum leave; (5) Residency program directors should 4 
review federal and state law for guidance in developing policies for parental, 5 
family, and medical leave; (6) Medical students and physicians who are unable to 6 
work because of pregnancy, childbirth, and other related medical conditions 7 
should be entitled to such leave and other benefits on the same basis as other 8 
physicians who are temporarily unable to work for other medical reasons; (7) 9 
Residency programs should develop written policies on parental leave, family 10 
leave, and medical leave for physicians. Such written policies should include the 11 
following elements: (a) leave policy for birth or adoption; (b) duration of leave 12 
allowed before and after delivery; (c) category of leave credited (e.g., sick, 13 
vacation, parental, unpaid leave, short term disability); (d) whether leave is paid 14 
or unpaid; (e) whether provision is made for continuation of insurance benefits 15 
during leave and who pays for premiums; (f) whether sick leave and vacation 16 
time may be accrued from year to year or used in advance; (g) extended leave 17 
for resident physicians with extraordinary and long-term personal or family 18 
medical tragedies for periods of up to one year, without loss of previously 19 
accepted residency positions, for devastating conditions such as terminal illness, 20 
permanent disability, or complications of pregnancy that threaten maternal or 21 
fetal life; (h) how time can be made up in order for a resident physician to be 22 
considered board eligible; (i) what period of leave would result in a resident 23 
physician being required to complete an extra or delayed year of training; (j) 24 
whether time spent in making up a leave will be paid; and (k) whether schedule 25 
accommodations are allowed, such as reduced hours, no night call, modified 26 
rotation schedules, and permanent part-time scheduling; (8) Our AMA endorses 27 
the concept of paternity leave for birth and adoption as a benefit for resident 28 
physicians, medical students, and physicians in practice equal to maternity leave 29 
benefits; (9) Staffing levels and scheduling are encouraged to be flexible enough 30 
to allow for coverage without creating intolerable increases in the workloads of 31 
other physicians, particularly those in residency programs; (10) Physicians 32 
should be able to return to their practices or training programs after taking 33 
parental leave, family leave, or medical leave without the loss of status; (11) 34 
Residency program directors must assist residents in identifying their specific 35 
requirements (for example, the number of months to be made up); because of 36 
leave for eligibility for board certification and must notify residents on leave if they 37 
are in danger of falling below minimal requirements for board eligibility. Program 38 
directors must give these residents a complete list of requirements to be 39 
completed in order to retain board eligibility; (12) Our AMA encourages flexibility 40 
in residency training programs, incorporating maternity and paternity leave and 41 
alternative schedules for pregnant house staff; (13) In order to accommodate 42 
leave protected by the federal Family and Medical Leave Act, our AMA 43 
encourages all specialties within the American Board of Medical Specialties to 44 
allow graduating residents to extend training up to 12 weeks after the traditional 45 
residency completion date while still maintaining board eligibility in that year; and 46 
(14) These policies as above should be freely available online and in writing to all 47 
applicants to medical school, residency or fellowship. (Modify Current HOD 48 
Policy). 49 
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Your Reference Committee heard testimony in support of a proferred amendment to 1 
Resolution 904. This language, as shown above, both augments existing policy to 2 
include male parents, as encompassed in the original text, and replaces references to 3 
“maternity and paternity” with “parental,” to reflect the multitudinous and diverse types of 4 
families today (as opposed to the traditional nuclear family). Rather than attempt to 5 
revise the original resolution, with numerous instances of added and redacted text, your 6 
Reference Committee recommends instead adoption of the proposed amended policy. 7 
 8 
(9) RESOLUTION 906 - PERSONALIZED MEDICATION 9 

CARDS 10 
 11 
RECOMMENDATION A: 12 
 13 
Mr. Speaker, your Reference Committee recommends that 14 
Resolution 906 be amended by addition on line 25, to read 15 
as follows: 16 

 17 
RESOLVED, That our American Medical Association 18 
support third parties in researching the effectiveness of 19 
personalized medication cards and other tools intended to 20 
promote safe medication use, written in a variety of 21 
languages for low literacy target audiences, to achieve in 22 
increasinged medication adherence and improvinged 23 
health outcomes. (New HOD Policy)   24 
 25 
RECOMMENDATION B: 26 
 27 
Mr. Speaker, your Reference Committee recommends that 28 
Resolution 906 be adopted as amended. 29 

 30 
RECOMMENDATION C: 31 
 32 
Mr. Speaker, your Reference Committee recommends that 33 
the title of Resolution 906 be changed to: 34 

 35 
MEDICATION ADHERENCE IN PATIENTS WITH LOW 36 
HEALTH LITERACY 37 
 38 

HOD ACTION: Resolution 906 adopted as amended with a 39 
title change. 40 

 41 
Resolution 906 asks that our American Medical Association support third parties in 42 
researching the effectiveness of personalized medication cards, written in a variety of 43 
languages for low literacy target audiences, in increasing medication adherence and 44 
improving health outcomes. 45 
 46 
Testimony noted current prevailing problems with medication non-adherence in the 47 
United States and the potential for personalized medication cards written in the patient’s 48 
primary language, and at an appropriate literacy level, for improving medication 49 
adherence. The relationship between low health literacy and poor medication adherence 50 
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is well established. Accordingly, support was expressed for addressing this issue in a 1 
culturally competent manner. Because many factors influence medication adherence 2 
and the ability of low-literacy patients to take prescribed medicines in a safe and 3 
effective manner, your Reference Committee recommends broadening the target for 4 
research to include other tools intended to promote safe medication use. 5 
 6 
(10) RESOLUTION 908 - PROVIDING GREATER EMPHASIS 7 

ON THE SOCIAL DETERMINANTS OF HEALTH IN 8 
MEDICAL SCHOOL CURRICULUM 9 
 10 
RECOMMENDATION A:  11 
 12 
Mr. Speaker, your Reference Committee recommends that 13 
Policy H-295.874 be amended by addition and deletion, to 14 
read as follows: 15 
 16 
H-295.874 Educating Medical Students in the Social 17 
Determinants of Health and for Cultural Competence: What 18 
do we know? 19 
 20 
Our AMA:  (1) Supports efforts designed to integrate 21 
training in social determinants of health and cultural 22 
competence training across the undergraduate medical 23 
school curriculum to assure that graduating medical 24 
students are well prepared to provide their patients safe, 25 
high quality and patient-centered care. (2) Supports faculty 26 
development, particularly clinical faculty development, by 27 
medical schools to assure that faculty provide medical 28 
students’ appropriate learning experiences to assure their 29 
cultural competence and knowledge of social determinants 30 
of health. (3) Supports medical schools in their efforts to 31 
evaluate the effectiveness of their social determinants of 32 
health and cultural competence teaching of medical 33 
students, for example by the AMA serving as a convener of 34 
a consortium of interested medical schools to develop 35 
Objective Standardized Clinical Exams for use in 36 
evaluating medical students’ cultural competence. (4) Will 37 
conduct ongoing data gathering, including interviews with 38 
medical students, to gain their perspective on the 39 
integration of social determinants of health and cultural 40 
competence in the undergraduate medical school 41 
curriculum. (5) Recommends studying the integration of 42 
social determinants of health and cultural competence 43 
training in graduate and continuing medical education and 44 
publicizing successful models. (CME Rep. 11, A-06; 45 
Reaffirmation A-11.) 46 
 47 
RECOMMENDATION B: 48 
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Mr. Speaker, your Reference Committee recommends that 1 
Policy H-295.874 be adopted as amended in lieu of 2 
Resolution 908. 3 
 4 

HOD ACTION: Policy H-295.874 adopted as amended in 5 
lieu of Resolution 908. 6 

 7 
Resolution 908 asks that our AMA support meaningful integration of issues pertaining to 8 
the social determinants of health and health disparities in medical school curricula that 9 
emphasize strategies for recognizing and addressing the needs of patients from 10 
marginalized populations. 11 
 12 
Your Reference Committee heard testimony that reaffirmation of current AMA policy was 13 
not adequate in this case, in that the social determinants of health is a broader term than 14 
cultural competence. It goes beyond race, ethnicity, and religion to encompass 15 
socioeconomic status, gender, and sexual orientation, among other aspects. Other 16 
testimony noted the AMA’s traditional reluctance to dictate medical school curricula, and 17 
an existing accreditation standard of the Liaison Committee on Medical Education that 18 
already addresses this aspect of medical education. Accordingly, your Reference 19 
Committee  recommends adoption of amended AMA policy in lieu of this resolution, to 20 
expand upon existing policy related to cultural competence. 21 
 22 
(11) RESOLUTION 911 - USMLE STEP 1 TIMING 23 

 24 
RECOMMENDATION A:  25 
 26 
Mr. Speaker, your Reference Committee recommends that 27 
Resolution 911 be amended by addition and deletion on 28 
line 14 to read as follows: 29 
 30 
RESOLVED, That our American Medical Association ask 31 
the appropriate stakeholders National Board of Medical 32 
Examiners to track United States Medical Licensing 33 
Examination (USMLE) Step 1 Exam timing and 34 
subsequently publish aggregate data to determine the 35 
significance of advanced clinical experience on Step 1 36 
Exam performance. (Directive to Take Action). 37 
 38 
RECOMMENDATION B: 39 
 40 
Mr. Speaker, your Reference Committee recommends that 41 
Resolution 911 be adopted as amended. 42 
 43 

HOD ACTION: Resolution 911 adopted as amended. 44 
 45 
Resolution 911 calls for our American Medical Association to ask that the National Board 46 
of Medical Examiners track United States Medical Licensing Examination (USMLE) Step 47 
1 Exam timing and subsequently publish aggregate data to determine the significance of 48 
advanced clinical experience on Step 1 Exam performance. 49 
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Your Reference Committee heard testimony that was largely in support of the principles 1 
expressed in Resolution 911. Currently, changes in the timing of USMLE Step 1 2 
administration are under way at many medical schools nationwide. The innovations in 3 
medical education being developed and disseminated through the AMA’s Accelerating 4 
Change in Medical Education initiative may have an impact on this issue as well, as the 5 
move from a time-based to a competency-based system of advancement begins to take 6 
root. Further study of the implications of the timing of Step 1 exams is warranted, 7 
although such study may be complex, and it may be challenging to evaluate causation. 8 
Testimony also stressed the need for a “competency-based examination” (to mirror 9 
competency-based medical education) and to ensure equity among medical students at 10 
different institutions. This is important because, although the examination’s primary 11 
purpose is eligibility for medical licensure, it is also used for other purposes, including 12 
academic advancement and residency program placement. Finally, it was noted that the 13 
National Board of Medical Examiners may not be the appropriate body to undertake 14 
such study, so your Reference Committee recommends adoption as amended. 15 
 16 
(12) RESOLUTION 917 - IMPROVE SAFETY OF MAIL-17 

ORDERED MEDICATION 18 
 19 
RECOMMENDATION A: 20 
 21 
Mr. Speaker, your Reference Committee recommends that 22 
Resolution 917 be amended by addition and deletion on 23 
lines 19-24, to reads as follows: 24 

 25 
RESOLVED, That our American Medical Association work 26 
with appropriate agencies to support the establishment of 27 
national guidelines  for mail-order pharmacies to ensure 28 
that medications reach patients in a safe and timely 29 
manner with full potency,; and that the guidelines clarify it 30 
is the shipping pharmacy’s responsibility to ensure safe 31 
shipment of when medication is damaged or loses potency 32 
during shipment, including it should be 33 
replaceding medication by the pharmacy at no cost to the 34 
patient if potency is affected during shipment by 35 
inappropriate temperature exposure. (New HOD Policy) 36 

 37 
RECOMMENDATION B: 38 
 39 
Mr. Speaker, your Reference Committee recommends that 40 
Resolution 917 be adopted as amended. 41 

 42 
HOD ACTION: Resolution 917 adopted as amended. 43 

 44 
Resolution 917 asks that our American Medical Association work with appropriate 45 
agencies to establish national guidelines for mail-order pharmacies to ensure that 46 
medications reach patients in a safe and timely manner with full potency; and that the 47 
guidelines clarify it is the shipping pharmacy’s responsibility to ensure safe shipment of 48 
medication, including replacing medication at no cost to the patient if potency is affected 49 
during shipment by inappropriate temperature exposure. 50 
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Testimony noted that shipped medications may suffer damage due to temperature 1 
extremes. Simple technology exists to monitor temperature exposures during shipping. 2 
Accordingly, the shipping pharmacy should be responsible for ensuring the integrity of 3 
pharmaceutical product on delivery. State boards of pharmacy regulate mail order of 4 
medication and require licensure of the shipping pharmacy, and sometimes the 5 
pharmacist in charge of that pharmacy. Limited but fully supportive testimony was 6 
offered on this resolution. Your Reference Committee recommends amending the 7 
resolution to reflect the primary points of emphasis, and that other agencies and 8 
organizations have the primary responsibility for effecting change in this area. 9 
 10 
(13) RESOLUTION 918 - EXPANSION OF BOT 28-A-14 ON 11 

MEDICAL MANAGEMENT 12 
 13 
RECOMMENDATION: 14 
 15 
Mr. Speaker, your Reference Committee recommends 16 
that Substitute Resolution 918 be adopted. 17 
 18 
MANAGEMENT AND LEADERSHIP FOR PHYSICIANS 19 
 20 
RESOLVED, That our AMA study advantages and 21 
disadvantages of various educational options on 22 
management and leadership for physicians with a report 23 
back to the House of Delegates; and develop an online 24 
report and guide aimed at physicians interested in 25 
management and leadership that would include the 26 
advantages and disadvantages of various educational 27 
options; (Directive to Take Action) and be it further 28 
 29 
RESOLVED, That our AMA work with key stakeholders to 30 
advocate for collaborative programs between medical 31 
schools and related schools of business and management 32 
to better prepare physicians for administrative and 33 
leadership responsibilities in medical management.  34 
(Directive to Take Action) 35 

 36 
HOD ACTION: Substitute Resolution 918 adopted. 37 

 38 
Resolution 918 asks that our American Medical Association (1) study advantages and 39 
disadvantages of various educational options on management and leadership for 40 
physicians with a report back to the House of Delegates; (2) as a member service, 41 
develop a guide aimed at physicians interested in management and leadership, that 42 
would include the advantages and disadvantages of various educational options and 43 
also develop a clearinghouse for educational programs that may aid physicians in 44 
enhancing their skills in management and leadership; and (3) encourage its Section on 45 
Medical Schools to advocate for joint programs between medical schools and related 46 
schools of business and management as formal pathways to better prepare physicians 47 
for administrative and leadership responsibilities in medical management. 48 
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Supportive testimony emphasized the importance of studying the educational options 1 
available to better prepare physicians for administrative and leadership responsibilities in 2 
medical management. There are a large number of management and leadership 3 
educational programs available to physicians, but their venues, geographic locations, 4 
and costs vary. This resolution calls on our AMA to determine the need to identify these 5 
programs and let physicians know the advantages and disadvantages of different types 6 
of programs (e.g., online vs. MBA programs, etc.), as well as to develop and host a 7 
clearinghouse of resources. 8 
 9 
As part of its strategic plan to ensure professional satisfaction and practice sustainability, 10 
our AMA is currently assessing the need for physician leadership development programs 11 
to support its members and the nation’s physicians. There was testimony against 12 
developing and hosting a clearinghouse due to the large fiscal note. The Reference 13 
Committee therefore recommends adoption of a substitute resolution to allow for further 14 
research and collaboration with key stakeholders to advocate for leadership programs.  15 
 16 
(14) RESOLUTION 920 - COMBATING THE MEDICAL 17 

CERTIFICATION AND ITS ATTEMPT TO CAPTURE 18 
INTO UNPROVEN CERTIFICATION PROGRAMS WITH 19 
ITS REGULATIONS 20 
RESOLUTION 926 - MAINTENANCE OF 21 
CERTIFICATION 22 
RESOLUTION 928 - CANCELLATION OF 23 
MAINTENANCE OF CERTIFICATION 24 
RESOLUTION 929 - OPPOSITION OF MAINTENANCE 25 
OF CERTIFICATION AS A CONDITION FOR 26 
LICENSURE, CREDENTIALING, OR REIMBURSEMENT 27 
 28 
RECOMMENDATION: 29 
 30 
Mr. Speaker, your Reference Committee recommends 31 
that Substitute Resolution 920 be adopted in lieu of 32 
Resolutions 920, 926, 928 and 929. 33 

 34 
PRINCIPLES ON MAINTENANCE OF CERTIFICATION 35 
 36 
RESOLVED, that our American Medical Association 37 
amend the Policy H-275.924, Principles on Maintenance of 38 
Certification (MOC), to include the following:  39 
• MOC should be based on evidence and designed to 40 

identify performance gaps and unmet needs, providing 41 
direction and guidance for improvement in physician 42 
performance and delivery of care.  43 

• The MOC process should be evaluated periodically to 44 
measure physician satisfaction, knowledge uptake and 45 
intent to maintain or change practice. 46 

• MOC should be used as a tool for continuous 47 
improvement. 48 
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• The MOC program should not be a mandated 1 
requirement for licensure, credentialing, 2 
reimbursement, or network participation, or 3 
employment. 4 

• Actively practicing physicians should be well-5 
represented on specialty boards developing MOC. 6 

• MOC activities and measurement should be relevant to 7 
clinical practice.  8 

• The MOC process should not be cost prohibitive or 9 
present barriers to patient care.  10 

• Specialty boards, which develop MOC standards, may 11 
approve curriculum, but should be independent from 12 
entities designing and delivering that curriculum, and 13 
should have no financial interest in the process (Modify 14 
Current HOD Policy); and be it further 15 

 16 
RESOLVED, That our AMA encourage specialty boards to 17 
investigate and/or establish alternative approaches for 18 
MOC; (Directive to Take Action) and be it further 19 
 20 
RESOLVED, That our AMA prepare a yearly report 21 
regarding the maintenance of certification process. 22 
(Directive to Take Action) 23 
 24 
RESOLVED, That our AMA work with the American Board 25 
of Medical Specialties to eliminate practice performance 26 
assessment modules, as currently written, from the 27 
requirement of MOC; 28 
 29 
 30 

HOD ACTION: Substitute Resolution 920 adopted as 31 
amended in lieu of Resolutions 920, 926, 928 and 929, and 32 
the 10th bullet of Resolve 1 (about specialty boards being 33 
independent from entities designing the curriculum) 34 
referred. 35 

 36 
Resolution 920 asks that our American Medical Association release a yearly report 37 
regarding the maintenance of certification process. 38 
 39 
Resolution 926 asks that our American Medical Association (1) amend the AMA 40 
Principles on Maintenance of Certification (AMA Policy H-275.924) to include the 41 
following:  42 

• The MOC process should be designed to identify performance gaps and unmet 43 
needs, providing direction and guidance for improvement in physician 44 
performance and delivery of care  45 

• The MOC process should be evaluated periodically to measure physician 46 
satisfaction, knowledge uptake and intent to maintain or change practice 47 

• Board certificates should have lifetime status, with MOC used as a tool for 48 
continuous improvement  49 



Reference Committee K (I-14) 
Page 26 of 37 

 
 

• The MOC program should not be associated with hospital privileges, insurance 1 
reimbursements or network participation  2 

• The MOC program should not be required for Maintenance of Licensure (MOL)  3 
• Specialty boards, which develop MOC standards, may approve curriculum, but 4 

should be independent from entities designing and delivering that curriculum, and 5 
should have no financial interest in the process 6 

• A majority of specialty board members who are involved with the MOC program 7 
should be actively practicing physicians directly engaged in patient care 8 

• MOC activities and measurement should be relevant to real world clinical 9 
practice 10 

• The MOC process should not be cost prohibitive or present barriers to patient 11 
care; 12 

(2) work with the American Board of Medical Specialties to eliminate practice 13 
performance assessment modules, as currently written, from the requirements of MOC; 14 
(3) develop and disseminate a public statement, with concomitant direct notification to 15 
the American Board of Internal Medicine (ABIM), that their current ABIM MOC program 16 
has the appearance of being focused too heavily on enhancing ABIM revenues, and fails 17 
to provide a meaningful, evidence-based and accurate assessment of clinical skills (4) 18 
investigate and/or establish alternative pathways for MOC; and (5) report back to the 19 
House of Delegates at the 2015 Annual Meeting. 20 
 21 
Resolution 928 asks that our American Medical Association strongly advocate for the 22 
cancellation of the current Maintenance of Certification (MOC) program and promote 23 
physician utilization of continuing medical education as currently required due to the 24 
overwhelming consensus of physicians that the current MOC program is ineffective, 25 
time-consuming, and economically burdensome. 26 
 27 
Resolution 929 asks that our American Medical Association oppose maintenance of 28 
certification as a mandated requirement for licensure, credentialing, or reimbursement. 29 
 30 
Your Reference Committee heard mixed testimony that included differences of opinion 31 
on this complex item. There was concern that the AMA not be perceived as being 32 
against the current processes that the medical profession has in place to maintain and 33 
improve the competence of physicians and to retain the public trust. There was also 34 
confusion about the details of MOC, especially regarding the relationship between MOC 35 
and MOL. Differences of opinion also appeared to be based on individual’s experiences 36 
with their own specialty boards. Based on the testimony, it is clear that the issues of 37 
administrative burden, costs and relevance to practice need to be addressed, and that 38 
the Council on Medical Education, in subsequent reports, needs to be thorough about 39 
interpreting the evidence to show the efficacy of MOC in physician care and patient 40 
outcomes and encouraging increased financial transparency among the specialty 41 
boards. The Council on Medical Education has closely monitored the development and 42 
implementation of the MOC standards, and has reported back to the HOD annually since 43 
2009.  The reports have provided updates on AMA efforts with the American Board of 44 
Medical Specialties (ABMS) to improve MOC. Our AMA has been successful in shaping 45 
the ABMS standards on behalf of AMA membership as reflected in the 2015 standards.  46 
In June, our AMA in collaboration with the ABMS and nearly all of the ABMS member 47 
boards met to discuss the value of MOC Part III as well as practice relevant and 48 
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innovative concepts that could potentially enhance or replace the current thinking around 1 
the secure, high-stakes exam requirement of MOC.    2 
 3 
Our AMA has extensive policy to support the principles of MOC, and many of the issues 4 
raised in these resolutions are supported by current policy.  For example, Policy H-5 
297.932, Internal Medicine Board Certification Report--Interim Report, states that “Our 6 
AMA opposes the use of recertification or Maintenance of Certification (MOC) as a 7 
condition of employment, licensure or reimbursement.” The Council on Medical 8 
Education will report back at A-15, and the report will include a review, update and 9 
consolidation of AMA policies on this topic, which includes the Principles on MOC that 10 
were originally adopted in 2009. Your Reference Committee therefore recommends that 11 
Substitute Resolution 920, which includes broad principles widely agreed upon, be 12 
adopted in lieu of Resolutions 920, 926, 928 and 929. 13 
 14 
(15) RESOLUTION 922 - CHILD SAFETY SEATS-PUBLIC 15 

EDUCATION AND AWARENESS 16 
 17 
RECOMMENDATION A: 18 
 19 
Mr. Speaker, your Reference Committee recommends that 20 
Resolution 922 be amended by addition on line 18 to read 21 
as follows: 22 

 23 
RESOLVED, That our American Medical Association 24 
support efforts to require child safety seat manufacturers to 25 
include information about the importance of rear-facing 26 
safety seats until children are two years of age or until they 27 
reach the maximum height or weight specifications of their 28 
car seat, at which time they should be placed in a forward-29 
facing child safety system with a harness as recommended 30 
by the American Academy of Pediatrics. (New HOD Policy) 31 
 32 
RECOMMENDATION B: 33 
 34 
Mr. Speaker, your Reference Committee recommends that 35 
Resolution 922 be adopted as amended. 36 

 37 
HOD ACTION: Resolution 922 adopted as amended. 38 

 39 
Resolution 922 asks that our American Medical Association support efforts to require 40 
child safety seat manufacturers to include information about the importance of rear-41 
facing safety seats until two years of age as recommended by the American Academy of 42 
Pediatrics. 43 
 44 
Your Reference Committee heard supportive testimony pertaining to child safety seat 45 
manufacturers, and their responsibility to include detailed instructions for safe use. The 46 
American Academy of Pediatrics offered a friendly amendment to the resolution, which 47 
further addressed the height and weight specifications. Your Reference Committee 48 
agreed with the amendment and subsequent supportive testimony. As such, your 49 
Reference Committee recommends Resolution 922 be adopted as amended. 50 
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(16) RESOLUTION 925 - EBOLA 1 

RESOLUTION 933 - EVIDENCE-BASED POLICY FOR 2 
HEALTH CARE WORKERS RETURNING FROM WEST 3 
AFRICA 4 
RESOLUTION 935 - AMA RESPONSE TO EPIDEMICS 5 
AND PANDEMICS  6 
RESOLUTION 936 - EVIDENCE-BASED POLICY FOR 7 
HEALTH CARE WORKERS RETURNING FROM WEST 8 
AFRICA 9 

 10 
RECOMMENDATION: 11 
 12 
Mr. Speaker, your Reference Committee recommends 13 
that Substitute Resolution 925 be adopted in lieu of 14 
Resolutions 925, 933, 935 and 936. 15 

 16 
 AMA ROLE IN ADDRESSING EBOLA  17 
 18 

RESOLVED, That our American Medical Association 19 
(AMA) strongly support U.S. and global efforts to fight the 20 
Ebola epidemic epidemics and pandemics, including 21 
Ebola, and the need for improved public health 22 
infrastructure and surveillance in affected countries; (New 23 
HOD Policy) and be it further 24 
 25 
RESOLVED, That our AMA strongly support those 26 
responding to the Ebola epidemic and other epidemics and 27 
pandemics in affected countries, including all health care 28 
workers and volunteers, U.S. Public Health Service and 29 
U.S. military members; (New HOD Policy) and be it further 30 
 31 
RESOLVED, That our AMA reaffirm Ethics Policy E-2.25, 32 
The Use of Quarantine and Isolation as Public Health 33 
Interventions, which states that the medical profession 34 
should collaborate with public health colleagues to take an 35 
active role in ensuring that quarantine and isolation 36 
interventions are based on science; (Reaffirm HOD Policy) 37 
and be it further 38 
 39 
RESOLVED, That our AMA collaborate in the development 40 
of recommendations and guidelines for medical 41 
professionals on appropriate treatment of patients infected 42 
with or potentially infected with Ebola, and widely 43 
disseminate such guidelines through its communication 44 
channels; (Directive to Take Action) and be it further 45 
 46 
RESOLVED, That our AMA continue to be a trusted source 47 
of information and education for physicians, health 48 
professionals and the public on Ebola, including 49 



Reference Committee K (I-14) 
Page 29 of 37 

 
 

maintaining the Ebola Resource Center on the AMA’s 1 
website, as long as Ebola remains an epidemic in affected 2 
countries; urgent epidemic or pandemics affecting the U.S. 3 
population, such as Ebola; (Directive to Take Action) and 4 
be it further 5 

 6 
RESOLVED, That the AMA encourage relevant specialty 7 
societies to educate their members on specialty-specific 8 
issues relevant to new and emerging epidemics and 9 
pandemics. (New HOD Policy) 10 
 11 

HOD ACTION: Substitute Resolution 925 adopted as 12 
amended in lieu of Resolutions 925, 933, 935 and 936. 13 

 14 
Resolution 925 asks that our American Medical Association immediately convene an 15 
expedited expert consensus panel to make emergency recommendations on Ebola for 16 
the medical community and the general public and widely communicate those 17 
recommendations to the medical community and to the general public. 18 
 19 
Resolution 933 asks that our American Medical Association (1) advocate for public 20 
health policies, such as contact monitoring, symptom monitoring and others, regarding 21 
asymptomatic healthcare workers and others returning from Ebola affected countries 22 
that are based on science and with the advice of experts in infectious diseases and 23 
public health; (2)  advocate for encouragement to those able and willing to volunteer for 24 
service in the care of patients with Ebola viral disease and recognize their willingness to 25 
serve; (3) discourage policies not based on science or evidence, such as enforced 26 
quarantine and others, that can discourage participation in service to Ebola victims and 27 
stigmatize healthcare workers that serve not only those in West Africa but those in the 28 
U.S. by helping to control the disease where it is; and (4) support continued use of U.S. 29 
resources in the fight against Ebola in West Africa.  30 
 31 
Resolution 935 asks that our American Medical Association (1) provide regular updates 32 
in a timely manner on any disease classified by the World Health Organization as urgent 33 
epidemics or pandemics potentially affecting the US population; (2) work with the CDC 34 
and international health organizations to provide organizational assistance to curb 35 
epidemics, including calling on American physicians to provide needed resources such 36 
as human capital and patient care related supplies; and (3) encourage relevant specialty 37 
societies to educate their members on specialty-specific issues relevant to new and 38 
emerging epidemics and pandemics. 39 
 40 
Resolution 936 asks that our American Medical Association (1) reaffirm AMA Code of 41 
Medical Ethics Opinion 2.25; (2) advocate for public health policies, such as contact 42 
monitoring, symptom monitoring and others, regarding asymptomatic health care 43 
workers and others returning from Ebola affected countries that are based on science 44 
and with the advice of experts in infectious diseases and public health; (3) advocate for 45 
encouragement to those able and willing to volunteer for service in the care of patients 46 
with Ebola viral disease and recognize their willingness to serve; (4) discourage policies 47 
not based on science or evidence, such as enforced quarantine and others, that can 48 
discourage participation in service to Ebola victims and stigmatize health care workers 49 
that serve not only those in West Africa but those in the US by helping to control the 50 
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disease where it is; and (5) support continued use of US military personnel and 1 
resources in the fight against Ebola in West Africa. 2 
 3 
Extensive testimony addressed the importance of the global response to Ebola, the 4 
confusing and inconsistent response to treating those with Ebola, and quarantine 5 
procedures that are not based on evidence. Many were disappointed that the AMA’s 6 
response to Ebola appeared to be delayed and not visible. Most believed that the AMA 7 
was not the right organization to take the lead role in developing guidelines for the 8 
medical community, but that it should represent physicians by collaborating in the 9 
development of such guidelines and widely disseminating them.  A Board of Trustees 10 
member summarized many of the efforts in which the AMA has engaged, including the 11 
development of the Ebola Resource Center and the appearance of Dr. Wah on Face the 12 
Nation. Other testimony noted that this is a wake-up call for public health preparedness 13 
and that affected countries should be assisted in their efforts to improve their public 14 
health infrastructure. Given the number of resolutions received on this topic that cover 15 
overlapping issues, your Reference Committee recommends adoption of a substitute 16 
resolution stressing support for those working to fight Ebola in affected countries; 17 
quarantine and isolation procedures based on science;  our AMA’s role as an educator, 18 
collaborator and disseminator; and other specialty societies’ efforts to develop resources 19 
on epidemics and pandemics.  20 
 21 
Policy recommended for reaffirmation: 22 
 23 
E-2.25 The Use of Quarantine and Isolation as Public Health Interventions 24 
Quarantine and isolation to protect the population’s health potentially conflict with the 25 
individual rights of liberty and self-determination. The medical profession, in 26 
collaboration with public health colleagues, must take an active role in ensuring that 27 
those interventions are based on science and are applied according to certain ethical 28 
considerations.  (1) To this end, the medical profession should: (a) seek an appropriate 29 
balance of public needs and individual restraints so that quarantine and isolation use the 30 
least restrictive measures available that will minimize negative effects on the community 31 
through disease control while providing protections for individual rights; (b) help ensure 32 
that quarantine and isolation are based upon valid science and do not arbitrarily target 33 
socioeconomic, racial, or ethnic groups; (c) advocate for the highest possible level of 34 
confidentiality of personal health information whenever clinical information is transmitted 35 
in the context of public health reporting; (d) advocate for access to public health services 36 
to ensure timely detection of risks and prevent undue delays in the implementation of 37 
quarantine and isolation; (e) help to educate patients and the public about quarantine 38 
and isolation through the development of educational materials and participation in 39 
educational programs; (f) advocate for the availability of protective and preventive 40 
measures for physicians and others caring for patients with communicable diseases.  (2) 41 
Individual physicians should participate in the implementation of appropriate quarantine 42 
and isolation measures as part of their obligation to provide medical care during 43 
epidemics (see Opinion E-9.067, "Physician Obligation in Disaster Preparedness and 44 
Response"). In doing so, advocacy for their individual patients’ best interests remains 45 
paramount (see Opinion E-10.015, "The Patient-Physician Relationship"). Accordingly, 46 
physicians should: (a) encourage patients to adhere voluntarily to scientifically grounded 47 
quarantine and isolation measures by educating them about the nature of the threat to 48 
public health, the potential harm that it poses to the patient and others, and the personal 49 
and public benefits to be derived from quarantine or isolation. If the patient fails to 50 
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comply voluntarily with such measures, the physician should support mandatory 1 
quarantine and isolation for the non-compliant patient; (b) comply with mandatory 2 
reporting requirements and inform patients of such reports; (c) minimize the risk of 3 
transmitting infectious diseases from physician to patient and ensure that they remain 4 
available to provide necessary medical services by using appropriate protective and 5 
preventive measures, seeking medical evaluation and treatment if they suspect 6 
themselves to be infected, and adhering to mandated public health measures.  (3) 7 
Frontline physicians have an increased ethical obligation to avail themselves of safe and 8 
effective protective and preventive measures (for example, influenza vaccine). (I, III, VI, 9 
VII, VIII) Issued June 2006 based on the report "The Use of Quarantine and Isolation as 10 
Public Health Interventions," adopted November 2005. 11 
 12 
(17) RESOLUTION 932 - APPEAL TO THE CENTERS FOR 13 

DISEASE CONTROL AND PREVENTION TO RELEASE 14 
FULL FUNDING FOR THE NAVAJO BIRTH COHORT 15 
STUDY 16 
 17 
RECOMMENDATION A: 18 
 19 
Mr. Speaker, your Reference Committee recommends that 20 
Resolution 932 be amended by addition and deletion on 21 
page 2, lines 1-4 to read as follows: 22 

 23 
RESOLVED, That our American Medical Association 24 
recognize the public health importance of the Navajo Birth 25 
Cohort Study for our Native American population and other 26 
populations exposed to uranium. (New HOD Policy); and 27 
be it further 28 
 29 
RESOLVED, That our AMA work with key stakeholders the 30 
Congressional delegations of New Mexico and other 31 
interested states and parties involved with the Navajo Birth 32 
Cohort Study, to set up an urgent, high-level meeting with 33 
strongly urge Congress and the Centers for Disease 34 
Control and Prevention to discuss restore full to advocate 35 
for appropriate funding of to the NBCS as mandated by 36 
Congress. (Directive to Take Action) 37 
 38 
RESOLVED, That our AMA urgently endeavor to convene 39 
key stakeholders involved with the Navajo Birth Cohort 40 
Study and appropriate high-level officials of the Centers for 41 
Disease Control and Prevention, with the goal of achieving 42 
a resolution of any issues that have prevented the release 43 
of full funding to the university contracted to perform this 44 
study, as mandated by Congress. (Directive to Take 45 
Action) 46 
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RECOMMENDATION B: 1 
 2 
Mr. Speaker, your Reference Committee recommends that 3 
Resolution 932 be adopted as amended. 4 

 5 
 RECOMMENDATION C: 6 
  7 

Mr. Speaker, your Reference Committee recommends 8 
that the title of Resolution 932 be changed to read as 9 
follows: 10 
 11 
NAVAJO BIRTH COHORT STUDY 12 
 13 

HOD ACTION: Resolution 932 adopted as amended with a 14 
title change. 15 

 16 
Resolution 932 asks that our American Medical Association (1) recognize the public 17 
health importance of the Navajo Birth Cohort Study for our Native American population 18 
and other populations exposed to uranium; and (2) work with the Congressional 19 
delegations of New Mexico and other interested states and parties involved with the 20 
Navajo Birth Cohort Study, to set up an urgent, high-level meeting with the Centers for 21 
Disease Control and Prevention to discuss full funding of the NBCS as mandated by 22 
Congress. 23 
 24 
Limited but supportive testimony noted the importance of the Navajo Birth Cohort Study 25 
in determining effects of uranium exposure on pregnant women and young children. 26 
Your Reference Committee agrees that the AMA should recognize the public health 27 
importance of the Navajo Birth Cohort Study for our Native American population and 28 
other populations exposed to uranium. Your Reference Committee recommends 29 
amending the second resolve to allow flexibility in the approach to urging funding of the 30 
study.  31 
 32 
(18) RESOLUTION 907 - PROMOTING EDUCATION OF 33 

ELECTRONIC HEALTH RECORDS IN 34 
UNDERGRADUATE MEDICAL EDUCATION 35 
RESOLUTION 914 - EXCESSIVE COMPUTER TIME FOR 36 
MEDICAL STUDENTS, RESIDENTS AND FELLOWS 37 
 38 
RECOMMENDATION: 39 
 40 
Mr. Speaker, your Reference Committee recommends that 41 
Resolutions 907 and 914 be referred. 42 

 43 
HOD ACTION: Resolutions 907 and 914 referred. 44 

 45 
Resolution 907 asks that our American Medical Association support efforts to 46 
incorporate electronic health records training into undergraduate medical education. 47 
 48 
Resolution 914 asks that our American Medical Association work with the Liaison 49 
Committee on Medical Education (LCME) and the Accreditation Council for Graduate 50 
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Medical Education (ACGME) to encourage the nation’s medical schools and residency 1 
and fellowship training programs to teach trainees in those programs effective methods 2 
of utilizing electronic devices in the exam room and at the bedside, so that they enhance 3 
rather than impede the physician-patient relationship, so as to have a positive impact on 4 
said relationship and healthcare for the patient. 5 
 6 
Your Reference Committee heard testimony in support of these resolutions. EHRs are 7 
becoming an important and growing part of health care, and formal educational training 8 
in EHRs during medical school will help build a structure and will enhance the ability of 9 
future physicians to navigate the systems seamlessly. There was testimony against 10 
adoption of these resolutions because curriculum development should be the purview of 11 
medical schools; it is not appropriate for our AMA to impose specific curricular 12 
mandates. The AMA Council on Medical Education recognizes the importance of 13 
medical student access to EHRs and is currently working on its second report on this 14 
topic for the A-15 HOD Meeting. The report will look at EHR characteristics that would 15 
mitigate compliance, liability and other concerns, e.g., learning to use the EHR in a way 16 
to enhance patient interviewing, and showcase some innovative training models. Your 17 
Reference Committee believes that the planned Council report would be the best 18 
method by which to fully examine meaningful access to and training on EHRs in 19 
undergraduate and graduate medical education and ensure effective AMA policy on this 20 
critical issue. Therefore your Reference Committee recommends referral. 21 
 22 
(19) RESOLUTION 931 - PRIVATE PAYER FUNDING OF 23 

GRADUATE MEDICAL EDUCATION 24 
 25 
Mr. Speaker, your Reference Committee recommends that 26 
Resolution 931 be referred. 27 

 28 
HOD ACTION: Resolution 931 referred. 29 

 30 
Resolution 931 asks that our American Medical Association (1) encourage and advocate 31 
for private and alternative sources of funding for GME educational opportunities; (2) 32 
support when appropriate and advocate for additional sources of funding for private 33 
payers to support both direct and indirect costs of graduate medical education and 34 
explore funding for additional residency slots; and (3) encourage state and specialty 35 
societies to seek private and alternative sources of funding for state-specific graduate 36 
medical educational opportunities. 37 
 38 
Resolution 931 seeks to extend AMA policy on graduate medical education funding 39 
(GME) to include support of additional private sources of funding for expansion of GME 40 
positions. Testimony was mixed; both support for the resolution and support for referral 41 
were evident. Existing AMA policy supports maintaining and expanding Medicare and 42 
Medicaid GME funding levels and advocates for contributions by all payers of health 43 
care (including the federal government, states, and private insurers) to fund GME. 44 
However, private funding may be extremely variable and could include both private 45 
foundations and industry. While strong support was expressed for expanding GME 46 
positions and the all payer model, some concerns remain about the potential influences 47 
of private industry on trainees. For these reasons and based on the complexity of this 48 
issue, your Reference Committee believes this issue warrants further study and 49 
recommends referral. 50 



Reference Committee K (I-14) 
Page 34 of 37 

 
 

 
(20) RESOLUTION 934 - CREATION OF AMA PRINCIPLES 1 

FOR PHYSICIAN DEMONSTRATION OF CURRENT 2 
PROFESSIONAL EXPERTISE 3 
 4 
RECOMMENDATION: 5 
 6 
Mr. Speaker, your Reference Committee recommends that 7 
Resolution 934 be referred. 8 

 9 
HOD ACTION: Resolution 934 referred. 10 

 11 
Resolution 934 asks that our American Medical Association adopt the following 12 
Principles on Maintenance of Licensure (MOL) as a resource and make them available 13 
to state medical societies that seek guidance in determining MOL Principles for their 14 
states: 1. The AMA supports continuous lifelong learning by physicians and quality 15 
improvement in the practice of medicine and will only support implementation of MOL 16 
requirements when substantial and convincing evidence demonstrates that such 17 
requirements will improve clinical outcomes/patient care. 2. That in the event that 18 
substantial and convincing evidence exists that such MOL requirements will improve 19 
clinical outcomes/patient care, and implementation of these requirements moves 20 
forward, the AMA will support the following: a. Any MOL activity should be able to be 21 
integrated into the existing infrastructure of the health care environment. b. Any MOL 22 
educational activity under consideration should be developed in collaboration with 23 
physicians, should be evidence-based, and should be specialty specific.  Accountability 24 
for physicians should be led by physicians. c. Any proposed MOL activity should 25 
undergo an in-depth analysis of the direct and indirect costs, including physician’s time 26 
and the impact on patient access to care, as well as a risk/benefit analysis with particular 27 
attention to unintended consequences. d. Any MOL activity should be flexible and offer a 28 
variety of compliance options for all physicians, practicing or non-practicing, which may 29 
vary depending on their roles (e.g., clinical care, research, administration, education). e. 30 
Any MOL activity should be designed for quality improvement and lifelong learning. f. 31 
Participation in quality improvement activities, such as chart review, should be an option 32 
as an MOL activity. 3. The AMA shall work in collaboration with state and specialty 33 
medical societies and state agencies responsible for establishing criteria for MOL 34 
regarding any continuing medical education and lifelong learning.  The physician 35 
community must be involved with the discussions and final deliberations before 36 
enactment. (New HOD Policy) 37 
 38 
Your Reference Committee heard mixed testimony on Resolution 934. There was 39 
concern with the first resolve setting unrealistic expectations. There also was confusion 40 
about MOC being a requirement for MOL.  Currently the guiding principles of MOL, 41 
adopted by the Federation of State Medical Boards, recognize the value of active 42 
engagement in meeting MOC requirements.  MOC is not intended to become a 43 
mandatory requirement for medical licensure but should be recognized as meeting some 44 
or all of a state’s requirements for MOL to avoid unnecessary duplication of work.  The 45 
Council on Medical Education has closely monitored the development of the principles of 46 
MOL, and has reported back to the HOD annually since 2009. The Council is preparing 47 
a report for A-15 on this topic. Due to the complexity of the issues raised in this 48 
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Resolution and the need for additional study, your Reference Committee recommends 1 
referral of Resolution 934. 2 
 3 
(21) RESOLUTION 923 - TRANSPARENCY OF 4 

PHARMACEUTICAL MANUFACTURE 5 
 6 
RECOMMENDATION: 7 
 8 
Mr. Speaker, your Reference Committee recommends that 9 
Resolution 923 not be adopted. 10 

 11 
HOD ACTION: Resolution 923 not adopted. 12 

 13 
Resolution 923 asks that our American Medical Association (1) study the pharmaceutical 14 
manufacturing and advocate to improve monitoring of the manufacturing and finished 15 
product in countries supplying drugs to the US; and (2) advocate for including the source 16 
country of the active pharmaceutical ingredients and of the manufacture of the finished 17 
drugs on the labels of all medications available to American consumers until such time 18 
as US monitoring and foreign manufacturing are deemed adequate. 19 
 20 
Testimony reflected concerns about the integrity of pharmaceutical products and/or their 21 
active pharmaceutical ingredients that may either be produced in foreign manufacturing 22 
facilities or imported from foreign countries. These concerns have been heightened by 23 
some recalls of generic products made in India, China, and other countries. All drugs 24 
approved in the United States, regardless of where they are made, must be in 25 
compliance with the Federal Food, Drug, and Cosmetic Act, which requires that drugs 26 
meet manufacturing standards to assure quality and product label requirements. 27 
Manufacturing standards are the same for brand-name and generic drugs. In fact, many 28 
brand-name drugs are produced overseas as well, often in the same plants as the 29 
generic equivalents.  30 
 31 
Your Reference Committee is aware that in 2012, Congress passed the FDA Safety and 32 
Innovation Act, which, among other things, requires the agency to inspect foreign 33 
facilities that make drugs sold in the U.S. as frequently as it does at domestic plants. The 34 
number of foreign inspections by the FDA is expected to grow at a faster rate in FY 2015 35 
than the increase in domestic inspections.  36 
 37 
Some concerns were raised with this resolution. The AMA does not have the resources 38 
or capacity to study foreign drug manufacturing. Some support was offered for referral or 39 
reaffirmation of current policy, which supports: (1) the inspection of all foreign drug 40 
manufacturers who export drug products to the United States to assure compliance with 41 
U.S. standards; (2) periodic surveillance inspections of all foreign pharmaceutical 42 
manufacturers with timely follow-up inspection of those manufacturers that have been 43 
identified as having serious manufacturing deficiencies; and, (3) urging Congress to 44 
provide the U.S. Food and Drug Administration with the necessary authority and 45 
resources to ensure that imported drugs are safe for American consumers and patients. 46 
Additionally, given the fact that about 40 percent of the medications Americans use daily 47 
are made outside the U.S, and 80 percent of all active drug ingredients used to make 48 
medications taken in the U.S. come from other countries, adding this information to 49 
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product labeling would appear to provide little actionable value for American consumers. 1 
Your Reference Committee therefore recommends that this resolution not be adopted. 2 
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Mr. Speaker, this concludes the report of Reference Committee K.  I would like to thank 1 
Kavita Shah Arora, MD, John C. Moorhead, MD, Todd L. Sack, MD, Joseph R. Sellers, 2 
MD, Alan K. Wilson, MD, and all those who testified before the Committee. I would also 3 
like to thank AMA staffpersons, Katie Johansen Taber, Barry Dickinson, Amber Ryan, 4 
Fred Lenhoff and Cathy Welcher for their assistance. 5 
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