
Resolutions Committee No. 3 
Resolutions 26-39: Policy Background 

 

Resolution 26: Support for the Interstate Medical Licensure Compact 

AMA Policy – Facilitating Credentialing for State Licensure D-275.994 (Last Modified: 2014) 
Our AMA: (1) encourages the Federation of State Medical Boards to urge its Portability 
Committee to complete its work on developing mechanisms for greater reciprocity between 
state licensing jurisdictions as soon as possible; (2) will work with the Federation of State 
Medical Boards (FSMB) and the Association of State Medical Board Executive Directors to 
encourage the increased standardization of credentials requirements for licensure, and to 
increase the number of reciprocal relationships among all licensing jurisdictions; (3) encourages 
the Federation of State Medical Boards and its licensing jurisdictions to widely disseminate 
information about the Federation's Credentials Verification Service, especially when physicians 
apply for a new medical license; and (4) supports the FSMB Interstate Compact for Medical 
Licensure and will work with interested medical associations, the FSMB and other interested 
stakeholders to ensure expeditious adoption by the states of the Interstate Compact for 
Medical Licensure and creation of the Interstate Medical Licensure Compact Commission. 
 
From AMA’s Issue Brief on the Interstate Medical Licensure Compact: “Consistent with 
longstanding policy supporting modernization of the state licensure system, uniformity in 
requirements for state licensure, and pluralistic approaches to verification of credentials for 
licensure, AMA policy supports the Interstate Medical Licensure Compact (Compact). AMA 
policy also directs the AMA to work with interested medical associations, the Federation of 
State Medical Boards (FSMB) and other interested stakeholders to ensure expeditious adoption 
of the Compact and creation of the Interstate Medical Licensure Compact Commission 
(Commission).” 
 
AMA Policy – Established Patient Relationships and Telemedicine D-480.964 (Last Modified: 
2019) 
Our AMA will: (1) work with state medical associations to encourage states that are not part of 
the Interstate Medical Licensure Compact to consider joining the Compact as a means of 
enhancing patient access to and proper regulation of telemedicine services; (2) advocate to the 
Interstate Medical Licensure Compact Commission and Federation of State Medical Boards for 
reduced medical application fees and secondary state licensure fees processed through the 
Interstate Medical Licensure Compact; and (3) work with interested state medical associations 
to encourage states to pass legislation enhancing patient access to and proper regulation of 
telemedicine services, in accordance with AMA Policy H-480.946, “Coverage of and Payment for 
Telemedicine.”  
 

https://www.ama-assn.org/system/files/2020-03/fsmb-interstate-medical-licensure-compact-issue-brief.pdf


Resolution 27: Recognition of Substance Use Disorder (SUD) as a Disease, 
Advocate for Expansion of Safe Treatment 
 
AMA Policy – Substance Use Disorders as a Public Health Hazard H-95.975 (Last Modified: 
2019) 
Our AMA: (1) recognizes that substance use disorders are a major public health problem in the 
United States today and that its solution requires a multifaceted approach; (2) declares 
substance use disorders are a public health priority; (3) supports taking a positive stance as the 
leader in matters concerning substance use disorders, including addiction; (4) supports studying 
innovative approaches to the elimination of substance use disorders and their resultant street 
crime, including approaches which have been used in other nations; and (5) opposes the 
manufacture, distribution, and sale of substances created by chemical alteration of illicit 
substances, herbal remedies, and over-the-counter drugs with the intent of circumventing laws 
prohibiting possession or use of such substances. 
 
AMA Policy – Substance Use and Substance Use Disorders H-95.922 (Last Modified: 2020) 
Our AMA: (1) will continue to seek and participate in partnerships designed to foster awareness 
and to promote screening, diagnosis, and appropriate treatment of substance misuse and 
substance use disorders; (2) will renew efforts to: (a) have substance use disorders addressed 
across the continuum of medical education; (b) provide tools to assist physicians in screening, 
diagnosing, intervening, and/or referring patients with substance use disorders so that they 
have access to treatment; (c) develop partnerships with other organizations to promote 
national policies to prevent and treat these illnesses, particularly in adolescents and young 
adults; and (d) assist physicians in becoming valuable resources for the general public, in order 
to reduce the stigma and enhance knowledge about substance use disorders and to 
communicate the fact that substance use disorder is a treatable disease; and (3) will support 
appropriate federal and state legislation that would enhance the prevention, diagnosis, and 
treatment of substance use disorders. 
 
AMA Policy – Enhanced Funding for and Access to Outpatient Addiction Rehabilitation D-
95.962 (Last Modified: 2020) 
Our AMA will advocate for: (1) the expansion of federal grants in support of treatment for a 
substance use disorder to states that are conditioned on that state’s adoption of law and/or 
regulation that prohibit drug courts, recovery homes, sober houses, correctional settings, and 
other similar programs from denying entry or ongoing care if a patient is receiving medication 
for an opioid use disorder or other chronic medical condition; and (2) sustained funding to 
states in support of evidence-based treatment for patients with a substance use disorder 
and/or co-occurring mental disorder, such as that put forward by the American Society of 
Addiction Medicine, American Academy of Addiction Psychiatry, American Psychiatric 



Association, American Academy of Child and Adolescent Psychiatry and other professional 
medical organizations. 
 
AMA Policy – Increased Funding for Substance Use Disorder Treatment H-95.973 (Last 
Modified: 2020) 
Our AMA (1) urges Congress to substantially increase its funding for substance use disorder 
treatment programs; (2) urges Congress to increase funding for the expansion and creation of 
new staff training programs; and (3) urges state medical societies to press for greater 
commitment of funds by state and local government to expand the quantity and improve the 
quality of the substance use disorder treatment system. 
 
AMA Policy – Support the Elimination of Barriers to Medication-Assisted Treatment for 
Substance Use Disorder D-95.968 (Last Modified: 2019) 
1. Our AMA will: (a) advocate for legislation that eliminates barriers to, increases funding for, 
and requires access to all appropriate FDA-approved medications or therapies used by licensed 
drug treatment clinics or facilities; and (b) develop a public awareness campaign to increase 
awareness that medical treatment of substance use disorder with medication-assisted 
treatment is a first-line treatment for this chronic medical disease. 
2. Our AMA supports further research into how primary care practices can implement 
medication-assisted treatment (MAT) into their practices and disseminate such research in 
coordination with primary care specialties.  
3. The AMA Opioid Task Force will increase its evidence-based educational resources focused 
on methadone maintenance therapy (MMT) and publicize those resources to the Federation. 
 
AMA Policy – Medicaid Substance Use Disorder Coverage H-290.962 (Last Modified: 2017) 
1. Our AMA will advocate that the Centers for Medicare and Medicaid Services provide 
expanded Medicaid payment coverage for the medical management and treatment of all 
substance use disorders. 
2. Our AMA will advocate for clear billing and coding processes regarding the medical 
management and treatment of all substance use disorders. 
3. Our AMA recognizes the expertise of addiction specialist physicians and the importance of 
improving access to management and treatment of addiction services with Medicaid payment 
for all physician specialties. 
 
AMA Policy – Referral of Patients to Substance Use Disorder Treatment Programs H-95.991 
(Last Modified: 2020) 
Our AMA urges its members to acquaint themselves with the various substance use disorder 
treatment programs available for the medical treatment of alcohol and drug use and, where 
appropriate, to refer their patients to them promptly. 
 
AMA Policy – Addiction and Unhealthy Substance Use H-95.976 (Last Modified: 2019) 



Our AMA is committed to efforts that can help the national problem of addiction and unhealthy 
substance use from becoming a chronic burden. The AMA pledges its continuing involvement in 
programs to alert physicians and the public to the dimensions of the problem and the most 
promising solutions. The AMA, therefore: 
(1) supports cooperation in activities of organizations in fostering education, research, 
prevention, and treatment of addiction; 
(2) encourages the development of addiction treatment programs, complete with an evaluation 
component that is designed to meet the special needs of pregnant women and women with 
infant children through a comprehensive array of essential services; 
(3) urges physicians to routinely provide, at a minimum, a historical screen for all pregnant 
women, and those of childbearing age for substance abuse and to follow up positive screens 
with appropriate counseling, interventions and referrals; 
(4) supports pursuing the development of educational materials for physicians, physicians in 
training, other health care providers, and the public on prevention, diagnosis, and treatment of 
perinatal addiction. In this regard, the AMA encourages further collaboration in delivering 
appropriate messages to health professionals and the public on the risks and ramifications of 
perinatal drug and alcohol use; 
(5) urges the National Institute on Drug Abuse, the National Institute on Alcohol Abuse and 
Alcoholism, and the Substance Abuse and Mental Health Services Administration to continue to 
support research and demonstration projects around effective prevention and intervention 
strategies; 
(6) urges that public policy be predicated on the understanding that alcoholism and drug 
dependence, including tobacco use disorder as indicated by the Surgeon General's report, are 
diseases characterized by compulsive use in the face of adverse consequences; 
(7) affirms the concept that addiction is a disease and supports developing model legislation to 
appropriately address perinatal addiction as a disease, bearing in mind physicians' concern for 
the health of the mother, the fetus and resultant offspring; and 
(8) calls for better coordination of research, prevention, and intervention services for women 
and infants at risk for both HIV infection and perinatal addiction. 
 
AMA Policy – Parity for Mental Illness, Alcoholism, and Related Disorders in Medical Benefits 
Programs H-185.974 (Last Modified: 2016) 
Our AMA supports parity of coverage for mental illness, alcoholism, substance use, and eating 
disorders. 
 
AMA Policy – Medicaid Coverage of Adults in Psychiatric Hospitals H-345.976 (Last Modified: 
2011) 
1. Our AMA will monitor the Medicaid Emergency Psychiatric Demonstration Project 
established by the Patient Protection and Affordable Care Act for consistency with AMA policy, 
especially the impact on access to psychiatric care and treatment of substance use disorders. 
2. Our AMA supports the evolution of psychiatrist-supervised mental health care homes. 



3. Our AMA encourages states that maintain low numbers of inpatient psychiatric beds per 
capita to strive to offer more comprehensive community based outpatient psychiatric services. 
 
Resolution 28: Acknowledging and Supporting Psychiatric Research Involving 
Psychedelic Substances 
 
No specific policy background found. 
 
Resolution 29: Cash for Diabetic Test Strips 
 

No specific policy background found.  

 
Resolution 30: Condemning Forced Sterilization 
 
AMA Policy – Tubal Ligation and Vasectomy Consents D-75.994 (Last Modified: 2013) 
1. Our AMA will work closely with the American College of Obstetricians and Gynecologists, the 
American Urological Association, and any other interested organizations, to advocate to 
Congress for the legislative or regulatory elimination of the required 30 day interval between 
informed consent and a permanent sterilization procedure. 
2. Our AMA will work with the Centers for Medicare & Medicaid Services to eliminate the time 
restrictions on informed consent for permanent sterilization procedures. 
 
Resolution 31: Dietary Supplements and Herbal Remedies 
 
OSMA Policy – 12-2018: Dietary Supplements 
1. The OSMA educate our patients as to the risks and danger of taking non-prescribed dietary 
supplements. 
2. The OSMA supports existing AMA policy regarding dietary supplements and herbal remedies 
as follows: 
Dietary Supplements and Herbal Remedies H-150.954 
1. Our AMA will work with the FDA to educate physicians and the public about FDA's Medwatch 
program and to strongly encourage physicians and the public to report potential adverse events 
associated with dietary supplements and herbal remedies to help support FDA's efforts to 
create a database of adverse event information on these forms of alternative/complementary 
therapies. 
2. Our AMA continues to urge congress to modify the dietary supplement health and education 
act to require that 
(a) dietary supplements and herbal remedies including the products already in the marketplace 
undergo FDA approval for evidence of safety and efficacy; (b) meet standards established by 
the United States Pharmacopeia for identity, strength, quality, purity, packaging, and labeling; 
(c) meet FDA post-marketing requirements to report adverse events, including drug 



interactions; and (d) pursue the development and enactment of legislation that declares 
metabolites and precursors of Anabolic steroids to be drug substances that may not be used in 
a dietary supplement. 
3. Our AMA work with the Federal Trade Commission (FTC) to support enforcement efforts 
based on the FTC act and current FTC policy on expert endorsements. 
4. Our AMA supports that the product labeling of dietary supplements and herbal remedies: (a) 
that bear structure/function claims contain the following disclaimer as a minimum 
requirement: "this Product has not been evaluated by the Food And Drug Administration and is 
not intended to diagnose, mitigate, treat, cure, or prevent disease." this product may have 
significant adverse side effects and/or Interactions with medications and other dietary 
supplements; therefore it is important that you inform your doctor that you are using this 
product; (b) should not contain prohibited disease claims. 
5. Our AMA supports the FDA's regulation and enforcement of labeling violations and FTC's 
regulation and enforcement of advertisement violations of prohibited disease claims made on 
dietary supplements and herbal remedies. 
6. Our AMA urges that in order to protect the public, manufacturers be required to investigate 
and obtain data under conditions of normal use on adverse effects, contraindications, and 
possible drug interactions, and that such information be included on the label. 
7. Our AMA will continue its efforts to educate patients and physicians about the possible 
ramifications associated with the use of dietary supplements and herbal remedies. 
 
AMA Policy – Dietary Supplements and Herbal Remedies H-150.954 (Last Modified: 2020) 
(1) Our AMA supports efforts to enhance U.S. Food and Drug Administration (FDA) resources, 
particularly to the Office of Dietary Supplement Programs, to appropriately oversee the 
growing dietary supplement sector and adequately increase inspections of dietary supplement 
manufacturing facilities. 
(2) Our AMA supports the FDA having appropriate enforcement tools and policies related to 
dietary supplements, which may include mandatory recall and related authorities over products 
that are marketed as dietary supplements but contain drugs or drug analogues, the utilization 
of risk-based inspections for dietary supplement manufacturing facilities, and the strengthening 
of adverse event reporting systems. 
(3) Our AMA supports continued research related to the efficacy, safety, and long-term effects 
of dietary supplement products.  
(4) Our AMA will work with the FDA to educate physicians and the public about FDA's Safety 
Reporting Portal (SRP) and to strongly encourage physicians and the public to report potential 
adverse events associated with dietary supplements and herbal remedies to help support FDA's 
efforts to create a database of adverse event information on these forms of 
alternative/complementary therapies.  
(5) Our AMA strongly urges physicians to inquire about patients’ use of dietary supplements 
and engage in risk-based conversations with them about dietary supplement product use.  
(6) Our AMA continues to strongly urge Congress to modify and modernize the Dietary 
Supplement Health and Education Act to require that: 
(a) dietary supplements and herbal remedies including the products already in the marketplace 
undergo FDA approval for evidence of safety and efficacy;  



(b) dietary supplements meet standards established by the United States Pharmacopeia for 
identity, strength, quality, purity, packaging, and labeling;  
(c) FDA establish a mandatory product listing regime that includes a unique identifier for each 
product (such as a QR code), the ability to identify and track all products produced by 
manufacturers who have received warning letters from the FDA, and FDA authorities to decline 
to add labels to the database if the label lists a prohibited ingredient or new dietary ingredient 
for which no evidence of safety exists or for products which have reports of undisclosed 
ingredients; and 
(d) regulations related to new dietary ingredients (NDI) are clarified to foster the timely 
submission of NDI notifications and compliance regarding NDIs by manufacturers.  
(7) Our AMA supports FDA postmarketing requirements for manufacturers to report adverse 
events, including drug interactions; and legislation that declares metabolites and precursors of 
anabolic steroids to be drug substances that may not be used in a dietary supplement. 
(8) Our AMA will work with the Federal Trade Commission (FTC) to support enforcement efforts 
based on the FTC Act and current FTC policy on expert endorsements and supports adequate 
funding and resources for FTC enforcement of violations of the FTC Act. 
(9) Our AMA strongly urges that criteria for the rigor of scientific evidence needed to support a 
structure/function claim on a dietary supplement be established by the FDA and minimally 
include requirements for robust human studies supporting the claim.  
10) Our AMA strongly urges dietary supplement manufacturers and distributors to clearly label 
all products with truthful and not misleading information and for the product labeling to:  
(a) not include structure/function claims that are not supported by evidence from robust 
human studies;  
(b) not contain prohibited disease claims;  
(c) eliminate “proprietary blends” and list and accurately quantify all ingredients contained in 
the product;  
(d) require advisory statements regarding potential supplement-drug and supplement-
laboratory interactions and risks associated with overuse and special populations; and  
(e) include accurate and useful disclosure of ingredient measurement. 
(11) Our AMA supports and encourages the FDA's regulation and enforcement of labeling 
violations and FTC's regulation and enforcement of advertisement violations of prohibited 
disease claims made on dietary supplements and herbal remedies. 
(12) Our AMA urges that in order to protect the public, manufacturers be required to 
investigate and obtain data under conditions of normal use on adverse effects, 
contraindications, and possible drug interactions, and that such information be included on the 
label. 
(13) Our AMA will continue its efforts to educate patients and physicians about the risks 
associated with the use of dietary supplements and herbal remedies and supports efforts to 
increase patient, healthcare practitioner, and retailer awareness of resources to help patients 
select quality supplements, including educational efforts to build label literacy. 
 
AMA Policy – Qualitative Labeling of All Drugs H-115.988 (Last Modified: 2019) 
The AMA supports efforts to promote the qualitative labeling of all drugs and dietary 
supplements, requiring both active and inactive ingredients of over-the-counter and 



prescription drugs and dietary supplements to be listed on the manufacturer's label or package 
insert. 
 
AMA Policy – Advertising for Herbal Supplements H-150.946 (Last Modified: 2019) 
It is AMA policy that the naming, packaging, and advertising of dietary supplement products be 
such that they cannot be confused with pharmaceutical products. 
 
Resolution 32: Implementing Free and Routine Infectious Disease Testing at 
Homeless Shelters Across Ohio 
 
OSMA Policy – 21-2016: Addressing Food and Housing Insecurity for Patients 
1. The OSMA shall recognize food and housing insecurity as a predictor of health outcomes. 
2. The OSMA shall encourage the use of housing and food insecurity screening tools by 
physicians and healthcare staff, similar to the depression screening tools, and assist physicians 
in identifying appropriate resources and avenues of referral. 
 
AMA Policy – Bolstering Public Health Preparedness H-440.892 (Last Modified: 2019) 
Our AMA: (1) supports the concept that enhancement of surveillance, response, and leadership 
capabilities of state and local public health agencies be specifically targeted as among our 
nation's highest priorities; (2) supports, in principle, the funding of research into the 
determinants of quality performance by public health agencies, including but not limited to the 
roles of Boards of Health and how they can most effectively help meet community needs for 
public health leadership, public health programming, and response to public health 
emergencies; (3) encourages hospitals and other entities that collect patient encounter data to 
report syndromic (i.e., symptoms that appear together and characterize a disease or medical 
condition) data to public health departments in order to facilitate syndromic surveillance, 
assess risks of local populations for disease, and develop comprehensive plans with 
stakeholders to enact actions for mitigation, preparedness, response, and recovery; (4) 
supports flexible funding in public health for unexpected infectious disease to improve timely 
response to emerging outbreaks and build public health infrastructure at the local level with 
attention to medically underserved areas; and (5) encourages health departments to develop 
public health messaging to provide education on unexpected infectious disease. 
 
Resolution 33: Improving Supplemental Nutrition Programs for Ohio Patients 
 
OSMA Policy – 21-2016: Addressing Food and Housing Insecurity for Patients 
1. The OSMA shall recognize food and housing insecurity as a predictor of health outcomes. 
2. The OSMA shall encourage the use of housing and food insecurity screening tools by 
physicians and healthcare staff, similar to the depression screening tools, and assist physicians 
in identifying appropriate resources and avenues of referral. 
 
AMA Policy – Improvements to Supplemental Nutrition Programs H-150.937 (Last Modified: 
2018) 



1. Our AMA supports: (a) improvements to the Supplemental Nutrition Assistance Program 
(SNAP) and Special Supplemental Nutrition Program for Women, Infants, and Children (WIC) 
that are designed to promote adequate nutrient intake and reduce food insecurity and obesity; 
(b) efforts to decrease the price gap between calorie-dense, nutrition-poor foods and naturally 
nutrition-dense foods to improve health in economically disadvantaged populations by 
encouraging the expansion, through increased funds and increased enrollment, of existing 
programs that seek to improve nutrition and reduce obesity, such as the Farmer's Market 
Nutrition Program as a part of the Women, Infants, and Children program; and (c) the novel 
application of the Farmer's Market Nutrition Program to existing programs such as the 
Supplemental Nutrition Assistance Program (SNAP), and apply program models that incentivize 
the consumption of naturally nutrition-dense foods in wider food distribution venues than 
solely farmer's markets as part of the Women, Infants, and Children program. 
2. Our AMA will request that the federal government support SNAP initiatives to (a) incentivize 
healthful foods and disincentivize or eliminate unhealthful foods and (b) harmonize SNAP food 
offerings with those of WIC. 
3. Our AMA will actively lobby Congress to preserve and protect the Supplemental Nutrition 
Assistance Program through the reauthorization of the 2018 Farm Bill in order for Americans to 
live healthy and productive lives. 
 
Resolution 34: Increasing Transparency of the Resident Physician Application 
Process 

AMA Policy – National Resident Matching Program Reform D-310.977 (Last Modified: 2017) 
Our AMA: 
(1) will work with the National Resident Matching Program to develop and distribute 
educational programs to better inform applicants about the NRMP matching process; 
(2) will actively participate in the evaluation of, and provide timely comments about, all 
proposals to modify the NRMP Match; 
(3) will request that the NRMP explore the possibility of including the Osteopathic Match in the 
NRMP Match; 
(4) will continue to review the NRMP's policies and procedures and make recommendations for 
improvements as the need arises; 
(5) will work with the Accreditation Council for Graduate Medical Education and other 
appropriate agencies to assure that the terms of employment for resident physicians are fair 
and equitable and reflect the unique and extensive amount of education and experience 
acquired by physicians; 
(6) does not support the current the "All-In" policy for the Main Residency Match to the extent 
that it eliminates flexibility within the match process; 
(7) will work with the NRMP, and other residency match programs, in revising Match policy, 
including the secondary match or scramble process to create more standardized rules for all 
candidates including application timelines and requirements; 
(8) will work with the NRMP and other external bodies to develop mechanisms that limit 
disparities within the residency application process and allow both flexibility and standard rules 
for applicant; 



(9) encourages the National Resident Matching Program to study and publish the effects of 
implementation of the Supplemental Offer and Acceptance Program on the number of 
residency spots not filled through the Main Residency Match and include stratified analysis by 
specialty and other relevant areas; 
(10) will work with the National Resident Matching Program (NRMP) and Accreditation Council 
for Graduate Medical Education (ACGME) to evaluate the challenges in moving from a time-
based education framework toward a competency-based system, including: a) analysis of time-
based implications of the ACGME milestones for residency programs; b) the impact on the 
NRMP and entry into residency programs if medical education programs offer variable time 
lengths based on acquisition of competencies; c) the impact on financial aid for medical 
students with variable time lengths of medical education programs; d) the implications for 
interprofessional education and rewarding teamwork; and e) the implications for residents and 
students who achieve milestones earlier or later than their peers; 
(11) will work with the Association of American Medical Colleges (AAMC), American 
Osteopathic Association (AOA), American Association of Colleges of Osteopathic Medicine 
(AACOM), and National Resident Matching Program (NRMP) to evaluate the current available 
data or propose new studies that would help us learn how many students graduating from US 
medical schools each year do not enter into a US residency program; how many never enter 
into a US residency program; whether there is disproportionate impact on individuals of 
minority racial and ethnic groups; and what careers are pursued by those with an MD or DO 
degree who do not enter residency programs; 
(12) will work with the AAMC, AOA, AACOM and appropriate licensing boards to study whether 
US medical school graduates and international medical graduates who do not enter residency 
programs may be able to serve unmet national health care needs; 
(13) will work with the AAMC, AOA, AACOM and the NRMP to evaluate the feasibility of a 
national tracking system for US medical students who do not initially match into a categorical 
residency program; 
(14) will discuss with the National Resident Matching Program, Association of American Medical 
Colleges, American Osteopathic Association, Liaison Committee on Medical Education, 
Accreditation Council for Graduate Medical Education, and other interested bodies potential 
pathways for reengagement in medicine following an unsuccessful match and report back on 
the results of those discussions;  
(15) encourages the Association of American Medical Colleges to work with U.S. medical 
schools to identify best practices, including career counseling, used by medical schools to 
facilitate successful matches for medical school seniors, and reduce the number who do not 
match;  
(16) supports the movement toward a unified and standardized residency application and 
match system for all non-military residencies; and 
(17) encourages the Educational Commission for Foreign Medical Graduates (ECFMG) and other 
interested stakeholders to study the personal and financial consequences of ECFMG-certified 
U.S. IMGs who do not match in the National Resident Matching Program and are therefore 
unable to get a residency or practice medicine. 
 
 



Resolution 35: Integrating Anti-Racism Training in Medical School Curriculums 
and Admissions 
 
OSMA Policy – 06-2019: Increase Awareness of Disparities in Medical Access and 
Treatment in Ohio 
1. That the OSMA work with appropriate stakeholders to increase awareness of Ohio 
physicians, residents, and medical students of disparities in medical access and treatment in 
Ohio based on disability, race, ethnicity, geography, and other social and demographic factors 
through the utilization of existing resources. 
 

AMA Policy – Racism as a Public Health Threat H-65.952 (Last Modified: 2020) 
1. Our AMA acknowledges that, although the primary drivers of racial health inequity are 
systemic and structural racism, racism and unconscious bias within medical research and health 
care delivery have caused and continue to cause harm to marginalized communities and society 
as a whole. 
2. Our AMA recognizes racism, in its systemic, cultural, interpersonal, and other forms, as a 
serious threat to public health, to the advancement of health equity, and a barrier to 
appropriate medical care. 
3. Our AMA will identify a set of current, best practices for healthcare institutions, physician 
practices, and academic medical centers to recognize, address, and mitigate the effects of 
racism on patients, providers, international medical graduates, and populations. 
4. Our AMA encourages the development, implementation, and evaluation of undergraduate, 
graduate, and continuing medical education programs and curricula that engender greater 
understanding of: (a) the causes, influences, and effects of systemic, cultural, institutional, and 
interpersonal racism; and (b) how to prevent and ameliorate the health effects of racism. 
5. Our AMA: (a) supports the development of policy to combat racism and its effects; and (b) 
encourages governmental agencies and nongovernmental organizations to increase funding for 
research into the epidemiology of risks and damages related to racism and how to prevent or 
repair them. 
6. Our AMA will work to prevent and combat the influences of racism and bias in innovative 
health technologies. 
 
AMA Policy – Racial Essentialism in Medicine D-350.981 (Last Modified: 2020) 
1. Our AMA recognizes that the false conflation of race with inherent biological or genetic traits 
leads to inadequate examination of true underlying disease risk factors, which exacerbates 
existing health inequities. 
2. Our AMA encourages characterizing race as a social construct, rather than an inherent 
biological trait, and recognizes that when race is described as a risk factor, it is more likely to be 
a proxy for influences including structural racism than a proxy for genetics. 
3. Our AMA will collaborate with the AAMC, AACOM, NBME, NBOME, ACGME and other 
appropriate stakeholders, including minority physician organizations and content experts, to 
identify and address aspects of medical education and board examinations which may 



perpetuate teachings, assessments, and practices that reinforce institutional and structural 
racism.  
4. Our AMA will collaborate with appropriate stakeholders and content experts to develop 
recommendations on how to interpret or improve clinical algorithms that currently include 
race-based correction factors.  
5. Our AMA will support research that promotes antiracist strategies to mitigate algorithmic 
bias in medicine. 
 
AMA Policy – Reducing Discrimination in the Practice of Medicine and Health Care Education 
D-350.984 (Last Modified: 2015) 
Our AMA will pursue avenues to collaborate with the American Public Health Association's 
National Campaign Against Racism in those areas where AMA's current activities align with the 
campaign. 
 
AMA Policy – Health Plan Initiatives Addressing Social Determinants of Health H-165.822 (Last 
Modified: 2020) 
Our AMA:  
1. recognizing that social determinants of health encompass more than health care, encourages 
new and continued partnerships among all levels of government, the private sector, 
philanthropic organizations, and community- and faith-based organizations to address non-
medical, yet critical health needs and the underlying social determinants of health;  
2. supports continued efforts by public and private health plans to address social determinants 
of health in health insurance benefit designs;  
3. encourages public and private health plans to examine implicit bias and the role of racism 
and social determinants of health, including through such mechanisms as professional 
development and other training;  
4. supports mechanisms, including the establishment of incentives, to improve the acquisition 
of data related to social determinants of health, while minimizing burdens on patients and 
physicians; 
5. supports research to determine how best to integrate and finance non-medical services as 
part of health insurance benefit design, and the impact of covering non-medical benefits on 
health care and societal costs; and  
6. encourages coverage pilots to test the impacts of addressing certain non-medical, yet critical 
health needs, for which sufficient data and evidence are not available, on health outcomes and 
health care costs. 
 
AMA Policy – Improving the Health of Black and Minority Populations H-350.972 (Last 
Modified: 2011) 
Our AMA supports: 
(1) A greater emphasis on minority access to health care and increased health promotion and 
disease prevention activities designed to reduce the occurrence of illnesses that are highly 
prevalent among disadvantaged minorities. 



(2) Authorization for the Office of Minority Health to coordinate federal efforts to better 
understand and reduce the incidence of illness among U.S. minority Americans as 
recommended in the 1985 Report to the Secretary's Task Force on Black and Minority Health. 
(3) Advising our AMA representatives to the LCME to request data collection on medical school 
curricula concerning the health needs of minorities. 
(4) The promotion of health education through schools and community organizations aimed at 
teaching skills of health care system access, health promotion, disease prevention, and early 
diagnosis. 
 
AMA Policy – Racial and Ethnic Disparities in Health Care H-350.974 (Last Modified: 2019) 
1. Our AMA recognizes racial and ethnic health disparities as a major public health problem in 
the United States and as a barrier to effective medical diagnosis and treatment. The AMA 
maintains a position of zero tolerance toward racially or culturally based disparities in care; 
encourages individuals to report physicians to local medical societies where racial or ethnic 
discrimination is suspected; and will continue to support physician cultural awareness initiatives 
and related consumer education activities. The elimination of racial and ethnic disparities in 
health care an issue of highest priority for the American Medical Association. 
2. The AMA emphasizes three approaches that it believes should be given high priority: 
A. Greater access - the need for ensuring that black Americans without adequate health care 
insurance are given the means for access to necessary health care. In particular, it is urgent that 
Congress address the need for Medicaid reform. 
B. Greater awareness - racial disparities may be occurring despite the lack of any intent or 
purposeful efforts to treat patients differently on the basis of race. The AMA encourages 
physicians to examine their own practices to ensure that inappropriate considerations do not 
affect their clinical judgment. In addition, the profession should help increase the awareness of 
its members of racial disparities in medical treatment decisions by engaging in open and broad 
discussions about the issue. Such discussions should take place in medical school curriculum, in 
medical journals, at professional conferences, and as part of professional peer review activities. 
C. Practice parameters - the racial disparities in access to treatment indicate that inappropriate 
considerations may enter the decision-making process. The efforts of the specialty societies, 
with the coordination and assistance of our AMA, to develop practice parameters, should 
include criteria that would preclude or diminish racial disparities 
3. Our AMA encourages the development of evidence-based performance measures that 
adequately identify socioeconomic and racial/ethnic disparities in quality. Furthermore, our 
AMA supports the use of evidence-based guidelines to promote the consistency and equity of 
care for all persons. 
4. Our AMA: (a) actively supports the development and implementation of training regarding 
implicit bias, diversity and inclusion in all medical schools and residency programs; (b) will 
identify and publicize effective strategies for educating residents in all specialties about 
disparities in their fields related to race, ethnicity, and all populations at increased risk, with 
particular regard to access to care and health outcomes, as well as effective strategies for 
educating residents about managing the implicit biases of patients and their caregivers; and (c) 
supports research to identify the most effective strategies for educating physicians on how to 
eliminate disparities in health outcomes in all at-risk populations. 



 
Resolution 36: LGBTQ Health and Medical Education in Ohio 

OSMA Policy – 22-2016: Lesbian Gay Bisexual Transgender Queer (LGBTQ) Protection Laws 

1. The OSMA supports the protection of Lesbian Gay Bisexual Transgender Queer (LGBTQ) 
individuals from discriminating practices and harassment. 

2. The OSMA advocates for equal rights protections to all patient populations. 

Additional AMA policy: 

AMA Policy – Health Care Needs of Lesbian, Gay, Bisexual, Transgender and Queer 
Populations H-160.991 (Last Modified: 2018) 
1. Our AMA: (a) believes that the physician's nonjudgmental recognition of patients' sexual 
orientations, sexual behaviors, and gender identities enhances the ability to render optimal 
patient care in health as well as in illness. In the case of lesbian, gay, bisexual, transgender, 
queer/questioning, and other (LGBTQ) patients, this recognition is especially important to 
address the specific health care needs of people who are or may be LGBTQ; (b) is committed to 
taking a leadership role in: (i) educating physicians on the current state of research in and 
knowledge of LGBTQ Health and the need to elicit relevant gender and sexuality information 
from our patients; these efforts should start in medical school, but must also be a part of 
continuing medical education; (ii) educating physicians to recognize the physical and 
psychological needs of LGBTQ patients; (iii) encouraging the development of educational 
programs in LGBTQ Health; (iv) encouraging physicians to seek out local or national experts in 
the health care needs of LGBTQ people so that all physicians will achieve a better 
understanding of the medical needs of these populations; and (v) working with LGBTQ 
communities to offer physicians the opportunity to better understand the medical needs of 
LGBTQ patients; and (c) opposes, the use of "reparative" or "conversion" therapy for sexual 
orientation or gender identity. 
2. Our AMA will collaborate with our partner organizations to educate physicians regarding: (i) 
the need for sexual and gender minority individuals to undergo regular cancer and sexually 
transmitted infection screenings based on anatomy due to their comparable or elevated risk for 
these conditions; and (ii) the need for comprehensive screening for sexually transmitted 
diseases in men who have sex with men; (iii) appropriate safe sex techniques to avoid the risk 
for sexually transmitted diseases; and (iv) that individuals who identify as a sexual and/or 
gender minority (lesbian, gay, bisexual, transgender, queer/questioning individuals) experience 
intimate partner violence, and how sexual and gender minorities present with intimate partner 
violence differs from their cisgender, heterosexual peers and may have unique complicating 
factors. 
3. Our AMA will continue to work alongside our partner organizations, including GLMA, to 
increase physician competency on LGBTQ health issues. 
4. Our AMA will continue to explore opportunities to collaborate with other organizations, 
focusing on issues of mutual concern in order to provide the most comprehensive and up-to-
date education and information to enable the provision of high quality and culturally 



competent care to LGBTQ people. 
 
Resolution 37: Patients' Right to Know 
 
OSMA Policy – 05-2012: AMA’s Truth in Advertising Campaign 
1. The OSMA shall work to enact state legislation to help provide clarity and transparency for 
patients when they seek out and go to a health care practitioner and that the legislation 
includes provisions similar to those included in the AMA’s Truth in Advertising campaign. 
 
OSMA Policy – 35-1987: OSMA Policy on Advertising 
1. The OSMA encourages its members who wish to market their services to adopt marketing 
practices: 

1) which are not false, fraudulent, deceptive or misleading; and 
2) which are designed to give the public adequate information regarding the nature and 
scope of the various medical specialties to permit individuals to make informed choices 
regarding their selection of physicians. 

 
AMA Policy – Definition of a Physician H-405.969 (Last Modified: 2019) 
1. The AMA affirms that a physician is an individual who has received a "Doctor of Medicine" or 
a "Doctor of Osteopathic Medicine" degree or an equivalent degree following successful 
completion of a prescribed course of study from a school of medicine or osteopathic medicine. 
2. AMA policy requires anyone in a hospital environment who has direct contact with a patient 
who presents himself or herself to the patient as a "doctor," and who is not a "physician" 
according to the AMA definition above, must specifically and simultaneously declare 
themselves a "non-physician" and define the nature of their doctorate degree. 
3. Our AMA actively supports the Scope of Practice Partnership in the Truth in Advertising 
campaign. 
 
AMA Policy – Definition and Use of the Term Physician H-405.951 (Last Modified: 2019) 
Our AMA: 
1. Affirms that the term physician be limited to those people who have a Doctor of Medicine, 
Doctor of Osteopathic Medicine, or a recognized equivalent physician degree and who would 
be eligible for an Accreditation Council for Graduate Medical Education (ACGME) residency. 
2. Will, in conjunction with the Federation, aggressively advocate for the definition of physician 
to be limited as defined above: 
a. In any federal or state law or regulation including the Social Security Act or any other law or 
regulation that defines physician; 
b. To any federal and state legislature or agency including the Department of Health and 
Human Services, Federal Aviation Administration, the Department of Transportation, or any 
other federal or state agency that defines physician; and 
c. To any accrediting body or deeming authority including the Joint Commission, Health 
Facilities Accreditation Program, or any other potential body or authority that defines 
physician. 



3. Urges all physicians to insist on being identified as a physician, to sign only those professional 
or medical documents identifying them as physicians, and to not let the term physician be used 
by any other organization or person involved in health care. 
4. Ensure that all references to physicians by government, payers, and other health care entities 
involving contracts, advertising, agreements, published descriptions, and other communications 
at all times distinguish between physician, as defined above, and non-physicians and to 
discontinue the use of the term provider. 
5. Policy requires any individual who has direct patient contact and presents to the patient as a 
doctor, and who is not a physician, as defined above, must specifically and simultaneously 
declare themselves a non-physician and define the nature of their doctorate degree. 
6. Will review and revise its own publications as necessary to conform with the House of 
Delegates’ policies on physician identification and physician reference and will refrain from any 
definition of physicians as providers that is not otherwise covered by existing Journal of the 
American Medical Association (JAMA) Editorial Governance Plan, which protects the editorial 
independence of JAMA. 
7. Actively supports the Scope of Practice Partnership in the Truth in Advertising campaign. 
 
AMA Policy – Physician Practice Drift H-410.951 (Last Modified: 2013) 
Our AMA will: (1) continue to work with interested state and national medical specialty 
societies to advance truth in advertising legislation, and (2) continue to monitor legislative and 
regulatory activity related to physician practice drift. 
 
AMA Policy – Truth in Advertising H-405.964 (Last Modified: 2019) 
1. AMA policy is that any published lists of "Best Physicians" should include a full disclosure of 
the selection criteria, including direct or indirect financial arrangements. 
2. Our AMA opposes any misappropriation of medical specialties’ titles and work with state 
medical societies to advocate for states and administrative agencies overseeing nonphysician 
providers to authorize only the use of titles and descriptors that align with the nonphysician 
providers’ state issued licenses. 
 
Resolution 38: Advocating for the Adoption of Statewide Sexual Education 
Standards 

OSMA Policy – 52-1981: Comprehensive Health Education in Ohio Schools 
1. The OSMA supports comprehensive K-12 health education programs. 
 

OSMA Policy – 29-2000: Education to Prevent Teenage Pregnancy and Sexually Transmissible 
Diseases 
1. The OSMA adopts as policy, AMA policy H-170.968 Sexuality Education, Sexual Violence 
Prevention, Abstinence and Distribution of Condoms in Schools, which states that the AMA 
supports responsible sex education which includes: information on reproductive biology, 
accurate and understandable information on sexual abstinence, sexual responsibility, 



availability and reliability of contraceptives including condoms, alternatives in birth control, and 
other information aimed at prevention of pregnancy and sexual transmission of diseases. 
 
AMA Policy – Sexuality Education, Sexual Violence Prevention, Abstinence, and Distribution 
of Condoms in Schools H-170.968 (Last Modified: 2018) 
(1) Recognizes that the primary responsibility for family life education is in the home, and 
additionally supports the concept of a complementary family life and sexuality education 
program in the schools at all levels, at local option and direction; 
(2) Urges schools at all education levels to implement comprehensive, developmentally 
appropriate sexuality education programs that: (a) are based on rigorous, peer reviewed 
science; (b) incorporate sexual violence prevention; (c) show promise for delaying the onset of 
sexual activity and a reduction in sexual behavior that puts adolescents at risk for contracting 
human immunodeficiency virus (HIV) and other sexually transmitted diseases and for becoming 
pregnant; (d) include an integrated strategy for making condoms available to students and for 
providing both factual information and skill-building related to reproductive biology, sexual 
abstinence, sexual responsibility, contraceptives including condoms, alternatives in birth 
control, and other issues aimed at prevention of pregnancy and sexual transmission of diseases; 
(e) utilize classroom teachers and other professionals who have shown an aptitude for working 
with young people and who have received special training that includes addressing the needs of 
gay, lesbian, and bisexual youth; (f) appropriately and comprehensively address the sexual 
behavior of all people, inclusive of sexual and gender minorities; (g) include ample involvement 
of parents, health professionals, and other concerned members of the community in the 
development of the program; (h) are part of an overall health education program; and (i) 
include culturally competent materials that are language-appropriate for Limited English 
Proficiency (LEP) pupils; 
(3) Continues to monitor future research findings related to emerging initiatives that include 
abstinence-only, school-based sexuality education, and consent communication to prevent 
dating violence while promoting healthy relationships, and school-based condom availability 
programs that address sexually transmitted diseases and pregnancy prevention for young 
people and report back to the House of Delegates as appropriate; 
(4) Will work with the United States Surgeon General to design programs that address 
communities of color and youth in high risk situations within the context of a comprehensive 
school health education program; 
(5) Opposes the sole use of abstinence-only education, as defined by the 1996 Temporary 
Assistance to Needy Families Act (P.L. 104-193), within school systems; 
(6) Endorses comprehensive family life education in lieu of abstinence-only education, unless 
research shows abstinence-only education to be superior in preventing negative health 
outcomes; 
(7) Supports federal funding of comprehensive sex education programs that stress the 
importance of abstinence in preventing unwanted teenage pregnancy and sexually transmitted 
infections, and also teach about contraceptive choices and safer sex, and opposes federal 
funding of community-based programs that do not show evidence-based benefits; and 
(8) Extends its support of comprehensive family-life education to community-based programs 
promoting abstinence as the best method to prevent teenage pregnancy and sexually-



transmitted diseases while also discussing the roles of condoms and birth control, as endorsed 
for school systems in this policy; 
(9) Supports the development of sexual education curriculum that integrates dating violence 
prevention through lessons on healthy relationships, sexual health, and conversations about 
consent; and 
(10) Encourages physicians and all interested parties to develop best-practice, evidence-based, 
guidelines for sexual education curricula that are developmentally appropriate as well as 
medically, factually, and technically accurate. 
 
Resolution 39: Strengthen the Minority Health Strike Force as the Groundwork 
for a Sustainable Entity 
 
OSMA Policy – 06-2019: Increase Awareness of Disparities in Medical Access and 
Treatment in Ohio 
1. That the OSMA work with appropriate stakeholders to increase awareness of Ohio 
physicians, residents, and medical students of disparities in medical access and treatment in 
Ohio based on disability, race, ethnicity, geography, and other social and demographic factors 
through the utilization of existing resources. 
 
AMA Policy – Racial and Ethnic Disparities in Health Care H-350.974 (Last Modified: 2019) 
1. Our AMA recognizes racial and ethnic health disparities as a major public health problem in 
the United States and as a barrier to effective medical diagnosis and treatment. The AMA 
maintains a position of zero tolerance toward racially or culturally based disparities in care; 
encourages individuals to report physicians to local medical societies where racial or ethnic 
discrimination is suspected; and will continue to support physician cultural awareness initiatives 
and related consumer education activities. The elimination of racial and ethnic disparities in 
health care an issue of highest priority for the American Medical Association. 
2. The AMA emphasizes three approaches that it believes should be given high priority: 
A. Greater access - the need for ensuring that black Americans without adequate health care 
insurance are given the means for access to necessary health care. In particular, it is urgent that 
Congress address the need for Medicaid reform. 
B. Greater awareness - racial disparities may be occurring despite the lack of any intent or 
purposeful efforts to treat patients differently on the basis of race. The AMA encourages 
physicians to examine their own practices to ensure that inappropriate considerations do not 
affect their clinical judgment. In addition, the profession should help increase the awareness of 
its members of racial disparities in medical treatment decisions by engaging in open and broad 
discussions about the issue. Such discussions should take place in medical school curriculum, in 
medical journals, at professional conferences, and as part of professional peer review activities. 
C. Practice parameters - the racial disparities in access to treatment indicate that inappropriate 
considerations may enter the decision-making process. The efforts of the specialty societies, 
with the coordination and assistance of our AMA, to develop practice parameters, should 
include criteria that would preclude or diminish racial disparities 



3. Our AMA encourages the development of evidence-based performance measures that 
adequately identify socioeconomic and racial/ethnic disparities in quality. Furthermore, our 
AMA supports the use of evidence-based guidelines to promote the consistency and equity of 
care for all persons. 
4. Our AMA: (a) actively supports the development and implementation of training regarding 
implicit bias, diversity and inclusion in all medical schools and residency programs; (b) will 
identify and publicize effective strategies for educating residents in all specialties about 
disparities in their fields related to race, ethnicity, and all populations at increased risk, with 
particular regard to access to care and health outcomes, as well as effective strategies for 
educating residents about managing the implicit biases of patients and their caregivers; and (c) 
supports research to identify the most effective strategies for educating physicians on how to 
eliminate disparities in health outcomes in all at-risk populations. 
 
AMA Policy – Improving the Health of Black and Minority Populations H-350.972 (Last 
Modified: 2011) 
Our AMA supports: 
(1) A greater emphasis on minority access to health care and increased health promotion and 
disease prevention activities designed to reduce the occurrence of illnesses that are highly 
prevalent among disadvantaged minorities. 
(2) Authorization for the Office of Minority Health to coordinate federal efforts to better 
understand and reduce the incidence of illness among U.S. minority Americans as 
recommended in the 1985 Report to the Secretary's Task Force on Black and Minority Health. 
(3) Advising our AMA representatives to the LCME to request data collection on medical school 
curricula concerning the health needs of minorities. 
(4) The promotion of health education through schools and community organizations aimed at 
teaching skills of health care system access, health promotion, disease prevention, and early 
diagnosis. 
 

 


