OSMA and AMA Policies relevant to 2021 Proposed Resolutions
Resolution Committee One
Resolutions 1-13

Resolution 1-2021

OSMA Policy

See OSMA Bylaws:

https://osma.org/aws/OSMA/asset _manager/get file/3344667?ver=485

Policy 24 — 2015 — Continue OSMA House of Delegates Annual Meeting

1. The OSMA shall continue with an annual meeting including a House of Delegates for policy making
with Delegates representing county medical societies and state specialty societies to guide the
direction of the organization and establish policy.

2. The OSMA staff shall investigates other venues for the OSMA annual meeting with the goal of
decreasing costs.

Policy 14 — 2017 — Maintain Rights of County Medical Societies

1. The OSMA will recognize and respect the independent structure, organization and domain of the actively
functioning county medical societies in the state of Ohio. 2. The rights of the county medical societies to
appoint their representatives to serve in the OSMA House of Delegates shall be preserved.

Policy 15 — 2017 — Maintain the House of Delegates as the Legislative Body of the OSMA

1. The OSMA House of Delegates shall remain in place as the legislative body of the OSMA, retaining
all rights, privileges and authority as are now set forth in the OSMA Constitution and Bylaws.

2. The quorum of the HOD will be satisfied with the presence of the majority of the registered
delegates. This will require a bylaws change and the OSMA Council is directed to write the
appropriate language for voting at the annual meeting in 2018.

3. From 45 days up to the annual meeting of the HOD, underrepresented counties can be assigned
active OSMA members who reside or work in that county or district by the district councilor to serve
at the HOD. This may require a bylaws change and the OSMA Council is directed to write the
appropriate language for voting at the annual meeting in 2018.

AMA Policy

No relevant policy.

Resolution 2-2021


https://osma.org/aws/OSMA/asset_manager/get_file/334466?ver=485

OSMA Policy
See OSMA Bylaws:
https://osma.org/aws/OSMA/asset _manager/get file/334466?ver=485

Policy 24 — 2015 — Continue OSMA House of Delegates Annual Meeting

1. The OSMA shall continue with an annual meeting including a House of Delegates for policy making
with Delegates representing county medical societies and state specialty societies to guide the
direction of the organization and establish policy.

2. The OSMA staff shall investigates other venues for the OSMA annual meeting with the goal of
decreasing costs.

Policy 14 — 2017 — Maintain Rights of County Medical Societies

1. The OSMA will recognize and respect the independent structure, organization and domain of the actively
functioning county medical societies in the state of Ohio. 2. The rights of the county medical societies to
appoint their representatives to serve in the OSMA House of Delegates shall be preserved.

Policy 15 — 2017 — Maintain the House of Delegates as the Legislative Body of the OSMA

1. The OSMA House of Delegates shall remain in place as the legislative body of the OSMA, retaining
all rights, privileges and authority as are now set forth in the OSMA Constitution and Bylaws.

2. The quorum of the HOD will be satisfied with the presence of the majority of the registered
delegates. This will require a bylaws change and the OSMA Council is directed to write the
appropriate language for voting at the annual meeting in 2018.

3. From 45 days up to the annual meeting of the HOD, underrepresented counties can be assigned
active OSMA members who reside or work in that county or district by the district councilor to serve

at the HOD. This may require a bylaws change and the OSMA Council is directed to write the
appropriate language for voting at the annual meeting in 2018.

AMA Policy
No relevant policy.
Resolution 3-2021
OSMA Policy
See OSMA Bylaws:
https://osma.org/aws/OSMA/asset manager/qget file/3344667?ver=485

Policy 15 - 2017 — Maintain the House of Delegates as the Legislative Body of the OSMA

1. The OSMA House of Delegates shall remain in place as the legislative body of the OSMA, retaining
all rights, privileges and authority as are now set forth in the OSMA Constitution and Bylaws.

2. The quorum of the HOD will be satisfied with the presence of the majority of the registered
delegates. This will require a bylaws change and the OSMA Council is directed to write the
appropriate language for voting at the annual meeting in 2018.

3. From 45 days up to the annual meeting of the HOD, underrepresented counties can be assigned
active OSMA members who reside or work in that county or district by the district councilor to serve

at the HOD. This may require a bylaws change and the OSMA Council is directed to write the
appropriate language for voting at the annual meeting in 2018.

AMA Policy


https://osma.org/aws/OSMA/asset_manager/get_file/334466?ver=485
https://osma.org/aws/OSMA/asset_manager/get_file/334466?ver=485

No relevant policy.

Resolution 4-2021

OSMA Policy

See OSMA Bylaws:

https://losma.org/aws/OSMA/asset _manager/get file/334466?ver=485

AMA Policy

No relevant policy.

Resolution 5-2021
OSMA Policy
No Relevant Policy
AMA Policy
COVID-19 Emergency and Expanded Telemedicine Regulations D-480.963

Our AMA: (1) will continue to advocate for the widespread adoption of telehealth services in the practice of
medicine for physicians and physician-led teams post SARS-COV-2; (2) will advocate that the Federal
government, including the Centers for Medicare & Medicaid Services (CMS) and other agencies, state
governments and state agencies, and the health insurance industry, adopt clear and uniform laws, rules,
regulations, and policies relating to telehealth services that: (a) provide equitable coverage that allows patients
to access telehealth services wherever they are located, and (b) provide for the use of accessible devices and
technologies, with appropriate privacy and security protections, for connecting physicians and patients; (3) will
advocate for equitable access to telehealth services, especially for at-risk and under-resourced patient
populations and communities, including but not limited to supporting increased funding and planning for
telehealth infrastructure such as broadband and internet-connected devices for both physician practices and
patients; and (4) supports the use of telehealth to reduce health disparities and promote access to health care.

Link to additional AMA Telemedicine Policy:

https://policysearch.ama-assn.org/policyfinder/search/telemedicine/relevant/3/

Resolution 6-2021
OSMA Policy
Policy 27 — 2000 — Improving Transfer of Patient Care

1. The OSMA supports physician-to-physician communication prior to patient transfer from one healthcare
institution to another, including skilled nursing facilities.

Policy 29 — 1981 — The Right of a Hospitalized Patient to Choose His/Her Attending or Consulting
Physician

1. The OSMA supports the right of a hospitalized patient to choose his/her attending or consulting physician
provided that the physician has privileges to practice and is qualified to perform required services in the
hospital and is willing to accept the patient.


https://osma.org/aws/OSMA/asset_manager/get_file/334466?ver=485
https://policysearch.ama-assn.org/policyfinder/search/telemedicine/relevant/3/

AMA Policy
Physician-Hospital Relationships H-225.997

1. Physicians and hospital authorities have a mutual responsibility to cooperate and work together in effectively
maintaining patient care.

2. Although final authority for granting, denial, termination, or limitation of hospital staff privileges is vested in
the governing board of the hospital, it is expected that the judgment of the organized medical staff will be relied
upon in the evaluation of the professional competence, education, experience, and qualifications of all
physicians, including the hospital-associated medical specialists.

3. Physicians having contractual or financial arrangements with hospitals should be members of the organized
medical staff and responsible to it. They should be subject to the bylaws of the medical staff and conduct their
professional activities according to the standards, rules and regulations adopted by it.

4. Hospital-associated medical specialists, as well as all members of the medical staff, are expected to
contribute a reasonable amount of their time, without compensation, to participation in hospital staff committee
activities for the purpose of improving patient care; providing continuing education for the benefit of the medical
staff; and assisting in the training of physicians and allied health personnel. Physicians who provide teaching or
other services in excess of those ordinarily expected of members of the attending staff are entitled to
reasonable compensation therefore.

5. Hospitals are entitled to recover their reimbursable expenses, determined in accordance with recognized
standard hospital cost-accounting principles, from the operation of departments in which hospital-associated
medical specialists perform personally or supervise or direct the services provided patients.

6. The form of the contractual or financial arrangement between hospitals and hospital-associated physicians
depends upon the facts and practical considerations existing in each situation. No single form of contractual or
financial arrangement can be feasible for all of the arrangements that may be entered into between hospitals
and hospital-associated physicians. The essential consideration is that whatever the arrangement, it is fair to
the parties, promotes the interests of patients and supports the provision of high quality care and services.
Arrangements should be avoided that are unrelated to the professional services, or time expended or to the
skill, education, and professional expertise of the physician, and that result in disproportionate earnings.

7. Hospital-associated medical specialists are entitled to charge (a) for the services they provide in accordance
with the same standards of equity and fairness that apply to the charges of other physicians, and (b) for
supervision of personnel under their direction.

8. There should be no duplication of charges to the patient where services are not actually provided by both
the physician and the hospital. Each party should receive the compensation reasonably and equitably owing
for services for which each is primarily responsible. Only one of the parties is entitled to the reasonable costs
of assuring the accuracy and reliability of the procedures performed in such departments.

9. Both hospitals and hospital-associated medical specialists have an obligation to serve the needs of patients
and the medical staff. The primary responsibility for determining the services needed adequately to care for the
needs of individual patients should be that of the attending physician subject to review by his peers.

Access to Specialty Care H-160.952

The AMA: (1) continues to encourage primary care and other medical specialty organizations to collaborate in
developing guidelines to delineate the clinical circumstances under which treatment by primary care
physicians, referral for initial or ongoing specialist care, and direct patient self-referral to other specialists are
appropriate, timely, and cost-effective; (2) encourages the medical specialty organizations that develop referral



guidelines to document the impact of the guidelines on the quality, accessibility, timeliness, and cost-
effectiveness of care; and (3) urges all health plans that control access to services through a primary care case
manager to cover direct access to and services by a specialist other than the case manager without financial
penalty when that access is in conformance with such collaboratively developed guidelines.

Resolution 7-2021
OSMA Policy

Policy 21 - 2017 — Removal of Non-Medical Exemptions for Mandated Immunizations and Support of
Immunization Registries

1. The OSMA supports the use of immunizations to reduce the incidence of preventable diseases. 2. The
OSMA supports the removal of non-medical exemptions for required school immunizations. 3. The OSMA
encourages the use of immunization reporting systems for patients of all ages.

AMA Policy
Nonmedical Exemptions from Immunizations H-440.970

1. Our AMA believes that nonmedical (religious, philosophic, or personal belief) exemptions from
immunizations endanger the health of the unvaccinated individual and the health of those in his or her group
and the community at large.

Therefore, our AMA (a) supports the immunization recommendations of the Advisory Committee on
Immunization Practices (ACIP) for all individuals without medical contraindications; (b) supports legislation
eliminating nonmedical exemptions from immunization; (c) encourages state medical associations to seek
removal of nonmedical exemptions in statutes requiring mandatory immunizations, including for childcare and
school attendance; (d) encourages physicians to grant vaccine exemption requests only when medical
contraindications are present; (e) encourages state and local medical associations to work with public health
officials to develop contingency plans for controlling outbreaks in medically-exempt populations and to intensify
efforts to achieve high immunization rates in communities where nonmedical exemptions are common; and (f)
recommends that states have in place: (i) an established mechanism, which includes the involvement of
qualified public health physicians, of determining which vaccines will be mandatory for admission to school and
other identified public venues (based upon the recommendations of the ACIP); and (ii) policies that permit
immunization exemptions for medical reasons only.

2. Our AMA will actively advocate for legislation, regulations, programs, and policies that incentivize states to
eliminate non-medical exemptions from mandated pediatric immunizations.

An Urgent Initiative to Support COVID-19 Vaccination Programs D-440.921

Our AMA will institute a program to promote the integrity of a COVID-19 vaccination program by: (1) educating
physicians on speaking with patients about COVID-19 vaccination, bearing in mind the historical context of
“experimentation” with vaccines and other medication in communities of color, and providing physicians with
culturally appropriate patient education materials; (2) educating the public about the safety and efficacy of
COVID-19 vaccines, by countering misinformation and building public confidence; (3) forming a coalition of
health care and public health organizations inclusive of those respected in communities of color committed to
developing and implementing a joint public education program promoting the facts about, promoting the need
for, and encouraging the acceptance of COVID-19 vaccination; and (4) supporting ongoing monitoring of
COVID-19 vaccines to ensure that the evidence continues to support safe and effective use of vaccines among
recommended populations.

Creating a Congressionally-Mandated Bipartisan Commission to Examine the U.S. Preparations for and
Response to the COVID-19 Pandemic to Inform Future Efforts D-440.923



1. Our AMA will advocate for passage of federal legislation to create a congressionally-mandated bipartisan
commission composed of scientists, physicians with expertise in pandemic preparedness and response, public
health experts, legislators and other stakeholders, which is to examine the U.S. preparations for and response
to the COVID-19 pandemic, in order to inform and support future public policy and health systems
preparedness.

2. In advocating for legislation to create a congressionally-mandated bipartisan commission, our AMA will seek
to ensure key provisions are included, namely that the delivery of a specific end product (i.e., a report) is
required by the commission by a certain period of time, and that adequate funding be provided in order for the
commission to complete its deliverables.

Resolution 8-2021
OSMA Policy

Policy 21 - 2017 — Removal of Non-Medical Exemptions for Mandated Immunizations and Support of
Immunization Registries

1. The OSMA supports the use of immunizations to reduce the incidence of preventable diseases. 2. The
OSMA supports the removal of non-medical exemptions for required school immunizations. 3. The OSMA
encourages the use of immunization reporting systems for patients of all ages.

AMA Policy
Influenza Vaccine Availability and Distribution H-440.851

Our AMA will: (1) continue efforts to communicate strongly to its partners involved in influenza vaccine
production and distribution that physicians must receive influenza vaccines in a timely and equitable manner in
order to help immunize all patients =6 months of age as recommended by the Center for Disease Control and
Prevention's (CDC) Advisory Committee on Immunization Practices (ACIP); (2) urge manufacturers and
distributors of influenza vaccine to provide a dedicated ordering system for small- and medium-size medical
practices to pre-order vaccine up to an appropriate volume threshold; (3) support federal actions to allow
physicians (MDs and DOs) to form purchasing alliances to allow for competitive purchasing of influenza
vaccine comparable to large purchasers currently supplying pharmacy and grocery chain stores with influenza
vaccine; (4) communicate current ACIP recommendations on the influenza vaccine to physicians and assist
the CDC in disseminating its informational letters and bulletins to physicians and other providers of the
influenza vaccine when they become available in order to ensure compliance with the ACIP recommendations
with respect to immunization of patients with influenza vaccine; (5) work with the CDC and other immunization
partners to explore options to provide for timely influenza immunization of indigent or underserved populations,
including exploring options to provide for the timely redistribution of state and federally funded influenza
vaccines to facilities or groups within the state willing to appropriately manage, distribute, and administer the
vaccine to indigent or underserved populations; (6) continue its collaboration with the CDC and other
stakeholders in influenza vaccination to work to achieve the influenza immunization goals of Healthy People
2020, with particular attention to improving demand for vaccine and achieving stability in the vaccine supply;
(7) work with local public health officers through the Federation to respond to community flu vaccine shortages
and possible influenza outbreaks to protect the public health; and, (8) urge the federal government to support,
as a national priority, the development of safe and effective influenza vaccines employing new technologies
and to continue to support adequate distribution to ensure that there will be an affordable, available and safe
supply of influenza vaccine on an annual basis.

Distribution and Administration of Vaccines H-440.877



1. It is optimal for patients to receive vaccinations in their medical home to ensure coordination of care. This is
particularly true for pediatric patients and for adult patients with chronic disease and co-morbidities. If a vaccine
is administered outside the medical home, all pertinent vaccine-related information should be transmitted back
to the patient's primary care physician and entered into an immunization registry when one exists to provide a
complete vaccination record.

2. All physicians and other qualified health care providers who administer vaccines should have fair and
equitable access to all ACIP recommended vaccines. However, when there is a vaccine shortage, those
physicians and other health care providers immunizing patients who are prioritized to receive the vaccine
based upon medical risks/needs according to ACIP recommendations must be ensured timely access to
adequate vaccine supply.

3. Physicians and other qualified health care providers should: (a) incorporate immunization needs into clinical
encounters, as appropriate; (b) strongly recommend needed vaccines to their patients in accordance with ACIP
recommendations and consistent with professional guidelines; (c) either administer vaccines directly or refer
patients to another qualified health care provider who can administer vaccines safely and effectively, in
accordance with ACIP recommendations and professional guidelines and consistent with state laws; (d) ensure
that vaccination administration is documented in the patient medical record and an immunization registry when
one exists; and (e) maintain professional competencies in immunization practices, as appropriate.

4. All vaccines should be administered by a licensed physician, or by a qualified health care provider pursuant
to a prescription, order, or protocol agreement from a physician licensed to practice medicine in the state
where the vaccine is to be administered or in a manner otherwise consistent with state law.

5. Patients should be provided with documentation of all vaccinations for inclusion in their medical record,
particularly when the vaccination is provided by someone other than the patient's primary care physician.

6. Physicians and other qualified health care providers who administer vaccines should seek to use integrated
and interoperable systems, including electronic health records and immunization registries, to facilitate access
to accurate and complete immunization data and to improve information-sharing among all vaccine providers.

7. Vaccine manufacturers, medical specialty societies, electronic medical record vendors, and immunization
information systems should apply uniform bar-coding on vaccines based on standards promulgated by the
medical community.

8. Our AMA encourages vaccine manufacturers to make small quantities of vaccines available for purchase by
physician practices without financial penalty.

Pandemic Preparedness for Influenza H-440.847

In order to prepare for a potential influenza pandemic, our AMA: (1) urges the Department of Health and
Human Services Emergency Care Coordination Center, in collaboration with the leadership of the Centers for
Disease Control and Prevention (CDC), state and local health departments, and the national organizations
representing them, to urgently assess the shortfall in funding, staffing, vaccine, drug, and data management
capacity to prepare for and respond to an influenza pandemic or other serious public health emergency; (2)
urges Congress and the Administration to work to ensure adequate funding and other resources: (a) for the
CDC, the National Institutes of Health (NIH) and other appropriate federal agencies, to support implementation
of an expanded capacity to produce the necessary vaccines and anti-viral drugs and to continue development
of the nation's capacity to rapidly vaccinate the entire population and care for large numbers of seriously ill
people; and (b) to bolster the infrastructure and capacity of state and local health department to effectively
prepare for, respond to, and protect the population from illness and death in an influenza pandemic or other
serious public health emergency; (3) urges the CDC to develop and disseminate electronic instructional
resources on procedures to follow in an influenza epidemic, pandemic, or other serious public health
emergency, which are tailored to the needs of physicians and medical office staff in ambulatory care settings;
(4) supports the position that: (a) relevant national and state agencies (such as the CDC, NIH, and the state
departments of health) take immediate action to assure that physicians, nurses, other health care



professionals, and first responders having direct patient contact, receive any appropriate vaccination in a timely
and efficient manner, in order to reassure them that they will have first priority in the event of such a pandemic;
and (b) such agencies should publicize now, in advance of any such pandemic, what the plan will be to provide
immunization to health care providers; (6) will monitor progress in developing a contingency plan that
addresses future influenza vaccine production or distribution problems and in developing a plan to respond to
an influenza pandemic in the United States.

Resolution 9-2021
See Resolution 8-2021 Policy

Resolution 10-2021
OSMA Policy
No relevant policy
AMA Policy
Health Information and Education H-170.986

(1) Individuals should seek out and act upon information that promotes appropriate use of the health care
system and that promotes a healthy lifestyle for themselves, their families and others for whom they are
responsible. Individuals should seek informed opinions from health care professionals regarding health
information delivered by the mass media self-help and mutual aid groups are important components of health
promotion/disease and injury prevention, and their development and maintenance should be promoted.

(2) Employers should provide and employees should participate in programs on health awareness, safety and
the use of health care benefit packages.

(3) Employers should provide a safe workplace and should contribute to a safe community environment.
Further, they should promptly inform employees and the community when they know that hazardous
substances are being used or produced at the worksite.

(4) Government, business and industry should cooperatively develop effective worksite programs for health
promotion and disease and injury prevention, with special emphasis on substance abuse.

(5) Federal and state governments should provide funds and allocate resources for health promotion and
disease and injury prevention activities.

(6) Public and private agencies should increase their efforts to identify and curtail false and misleading
information on health and health care.

(7) Health care professionals and providers should provide information on disease processes, healthy lifestyles
and the use of the health care delivery system to their patients and to the local community.

(8) Information on health and health care should be presented in an accurate and objective manner.

(9) Educational programs for health professionals at all levels should incorporate an appropriate emphasis on
health promotion/disease and injury prevention and patient education in their curricula.

(10) Third party payers should provide options in benefit plans that enable employers and individuals to select
plans that encourage healthy lifestyles and are most appropriate for their particular needs. They should also
continue to develop and disseminate information on the appropriate utilization of health care services for the
plans they market.

(11) State and local educational agencies should incorporate comprehensive health education programs into
their curricula, with minimum standards for sex education, sexual responsibility, and substance abuse
education. Teachers should be qualified and competent to instruct in health education programs.



(12) Private organizations should continue to support health promotion/disease and injury prevention activities
by coordinating these activities, adequately funding them, and increasing public awareness of such services.

(13) Basic information is needed about those channels of communication used by the public to gather health
information. Studies should be conducted on how well research news is disseminated by the media to the
public. Evaluation should be undertaken to determine the effectiveness of health information and education
efforts. When available, the results of evaluation studies should guide the selection of health education
programs.

Identification of Physicians by the Media H-485.991

It is the policy of our AMA to communicate to the media that when a physician is interviewed or provides
commentary he or she be specifically identified with the appropriate initials "MD" or "DO" after his or her name;
and that others be identified with the appropriate degrees after their names.

Education and Public Awareness on Vaccine Safety and Efficacy H-440.830

1. Our AMA (a) encourages the development and dissemination of evidence-based public awareness
campaigns aimed at increasing vaccination rates; (b) encourages the development of educational materials
that can be distributed to patients and their families clearly articulating the benefits of immunizations and
highlighting the exemplary safety record of vaccines; (c) supports the development and evaluation, in
collaboration with health care providers, of evidence-based educational resources to assist parents in
educating and encouraging other parents who may be reluctant to vaccinate their children; (d) encourages
physicians and state and local medical associations to work with public health officials to inform those who
object to immunizations about the benefits of vaccinations and the risks to their own health and that of the
general public if they refuse to accept them; (e) will promote the safety and efficacy of vaccines while rejecting
claims that have no foundation in science; (f) supports state policies allowing minors to override their parent’s
refusal for vaccinations; and encourages state legislatures to establish comprehensive vaccine and minor
consent policies; and (g) will continue its ongoing efforts with other immunization advocacy organizations to
assist physicians and other health care professionals in effectively communicating to patients, parents, policy
makers, and the media that vaccines do not cause autism and that decreasing immunization rates have
resulted in a resurgence of vaccine-preventable diseases and deaths.

3. Our AMA: (a) supports the rigorous scientific process of the Advisory Committee on Immunization
Practices as well as its development of recommended immunization schedules for the nation; (b)
recognizes the substantial body of scientific evidence that has disproven a link between vaccines and
autism; and (c) opposes the creation of a new federal commission on vaccine safety whose task is to study
an association between autism and vaccines.

Resolution 11-2021
OSMA Policy
Policy 57 — 1990 — Health Promotion and Disease Prevention Education

1. The OSMA supports the implementation of effective health promotion/disease prevention curricula in
medical schools, residency programs and CME programs.

AMA Policy
Health Information and Education H-170.986

(1) Individuals should seek out and act upon information that promotes appropriate use of the health care
system and that promotes a healthy lifestyle for themselves, their families and others for whom they are
responsible. Individuals should seek informed opinions from health care professionals regarding health
information delivered by the mass media self-help and mutual aid groups are important components of health
promotion/disease and injury prevention, and their development and maintenance should be promoted.



(2) Employers should provide and employees should participate in programs on health awareness, safety and
the use of health care benefit packages.

(3) Employers should provide a safe workplace and should contribute to a safe community environment.
Further, they should promptly inform employees and the community when they know that hazardous
substances are being used or produced at the worksite.

(4) Government, business and industry should cooperatively develop effective worksite programs for health
promotion and disease and injury prevention, with special emphasis on substance abuse.

(5) Federal and state governments should provide funds and allocate resources for health promotion and
disease and injury prevention activities.

(6) Public and private agencies should increase their efforts to identify and curtail false and misleading
information on health and health care.

(7) Health care professionals and providers should provide information on disease processes, healthy lifestyles
and the use of the health care delivery system to their patients and to the local community.

(8) Information on health and health care should be presented in an accurate and objective manner.

(9) Educational programs for health professionals at all levels should incorporate an appropriate emphasis on
health promotion/disease and injury prevention and patient education in their curricula.

(10) Third party payers should provide options in benefit plans that enable employers and individuals to select
plans that encourage healthy lifestyles and are most appropriate for their particular needs. They should also
continue to develop and disseminate information on the appropriate utilization of health care services for the
plans they market.

(11) State and local educational agencies should incorporate comprehensive health education programs into
their curricula, with minimum standards for sex education, sexual responsibility, and substance abuse
education. Teachers should be qualified and competent to instruct in health education programs.

(12) Private organizations should continue to support health promotion/disease and injury prevention activities
by coordinating these activities, adequately funding them, and increasing public awareness of such services.

(13) Basic information is needed about those channels of communication used by the public to gather health
information. Studies should be conducted on how well research news is disseminated by the media to the
public. Evaluation should be undertaken to determine the effectiveness of health information and education
efforts. When available, the results of evaluation studies should guide the selection of health education
programs.

Identification of Physicians by the Media H-485.991

It is the policy of our AMA to communicate to the media that when a physician is interviewed or provides
commentary he or she be specifically identified with the appropriate initials "MD" or "DO" after his or her name;
and that others be identified with the appropriate degrees after their names.

Education and Public Awareness on Vaccine Safety and Efficacy H-440.830

1. Our AMA (a) encourages the development and dissemination of evidence-based public awareness
campaigns aimed at increasing vaccination rates; (b) encourages the development of educational materials
that can be distributed to patients and their families clearly articulating the benefits of immunizations and
highlighting the exemplary safety record of vaccines; (c) supports the development and evaluation, in
collaboration with health care providers, of evidence-based educational resources to assist parents in
educating and encouraging other parents who may be reluctant to vaccinate their children; (d) encourages
physicians and state and local medical associations to work with public health officials to inform those who
object to immunizations about the benefits of vaccinations and the risks to their own health and that of the
general public if they refuse to accept them; (e) will promote the safety and efficacy of vaccines while rejecting



claims that have no foundation in science; (f) supports state policies allowing minors to override their parent’s
refusal for vaccinations; and encourages state legislatures to establish comprehensive vaccine and minor
consent policies; and (g) will continue its ongoing efforts with other immunization advocacy organizations to
assist physicians and other health care professionals in effectively communicating to patients, parents, policy
makers, and the media that vaccines do not cause autism and that decreasing immunization rates have
resulted in a resurgence of vaccine-preventable diseases and deaths.

1. Our AMA: (a) supports the rigorous scientific process of the Advisory Committee on Immunization
Practices as well as its development of recommended immunization schedules for the nation; (b)
recognizes the substantial body of scientific evidence that has disproven a link between vaccines and
autism; and (c) opposes the creation of a new federal commission on vaccine safety whose task is to study
an association between autism and vaccines.

Resolution 12-2021
OSMA Policy

See OSMA Bylaws:
https://osma.org/aws/OSMA/asset manager/qget file/3344667?ver=485

AMA Policy
International Medical Graduates Section. B-7.6

The International Medical Graduates Section is a delineated Section.

7.6.1 Membership. All active physician members of the AMA who are international medical graduates shall be
members of the International Medical Graduates Section.

7.6.2 Cessation of Membership. If an officer or Governing Council member ceases to meet the membership
requirements of Bylaw 7.6.1 prior to the expiration of the term for which elected, the term of such officer or
member shall terminate and the position shall be declared vacant.

7.6.2.1 Cessation of Residency or Fellowship. If the resident/fellow physician Governing Council member
ceases to be a resident/fellow physician prior to the expiration of the term for which elected, the term of such
resident/fellow physician member on the Governing Council shall thereupon terminate, and the position shall
be declared vacant. If the member completes residency or fellowship within 90 days prior to an Annual
Meeting, the member shall be permitted to continue to serve on the Governing Council until the completion of
the Annual Meeting.

7.6.3 Elections. Membership on the Governing Council shall be determined through election by members of
the IMG Section. Designation of specific offices of the Governing Council members shall be determined
through election by members of the IMG Section present at the Section's Business Meeting at which the
election is held.

7.6.3.1 Election of Governing Council Members. All members of the IMG Section shall be entitled to vote in
elections of membership of the Governing Council. Ballot distribution and the voting process shall be


https://osma.org/aws/OSMA/asset_manager/get_file/334466?ver=485

conducted pursuant to election procedures adopted by the Governing Council and approved by the Board of
Trustees.

7.6.3.2 Designation of Specific Offices. All members of the IMG Section present at the Sections Business
Meeting shall be entitled to elect the officers from among those Governing Council members elected by the
Section. Only resident/fellow physicians shall be eligible to be elected to the resident/fellow physician member
office.

AMA Principles on International Medical Graduates H-255.988
Our AMA supports:

1. Current U.S. visa and immigration requirements applicable to foreign national physicians who are graduates
of medical schools other than those in the United States and Canada.

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

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

4. Cooperation in the collection and analysis of information on medical schools in nations other than the U.S.
and Canada.

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

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

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

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

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

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

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

12. The requirement that all medical school graduates complete at least one year of graduate medical
education in an accredited U.S. program in order to qualify for full and unrestricted licensure.



13. Publicizing existing policy concerning the granting of staff and clinical privileges in hospitals and other
health facilities.

14. The participation of all physicians, including graduates of foreign as well as U.S. and Canadian medical
schools, in organized medicine. The AMA offers encouragement and assistance to state, county, and specialty
medical societies in fostering greater membership among IMGs and their participation in leadership positions
at all levels of organized medicine, including AMA committees and councils and state boards of medicine, by
providing guidelines and non-financial incentives, such as recognition for outstanding achievements by either
individuals or organizations in promoting leadership among IMGs.

15. Support studying the feasibility of conducting peer-to-peer membership recruitment efforts aimed at IMGs
who are not AMA members.

16. AMA membership outreach to IMGs, to include a) using its existing publications to highlight policies and
activities of interest to IMGs, stressing the common concerns of all physicians; b) publicizing its many relevant
resources to all physicians, especially to nonmember IMGs; c) identifying and publicizing AMA resources to
respond to inquiries from IMGs; and d) expansion of its efforts to prepare and disseminate information about
requirements for admission to accredited residency programs, the availability of positions, and the problems of
becoming licensed and entering full and unrestricted medical practice in the U.S. that face IMGs. This
information should be addressed to college students, high school and college advisors, and students in foreign
medical schools.

17. Recognition of the common aims and goals of all physicians, particularly those practicing in the U.S., and
support for including all physicians who are permanent residents of the U.S. in the mainstream of American
medicine.

18. Its leadership role to promote the international exchange of medical knowledge as well as cultural
understanding between the U.S. and other nations.

19. Institutions that sponsor exchange visitor programs in medical education, clinical medicine and public
health to tailor programs for the individual visiting scholar that will meet the needs of the scholar, the institution,
and the nation to which he will return.

20. Informing foreign national IMGs that the availability of training and practice opportunities in the U.S. is
limited by the availability of fiscal and human resources to maintain the quality of medical education and patient
care in the U.S., and that those IMGs who plan to return to their country of origin have the opportunity to obtain
GME in the United States.

21. U.S. medical schools offering admission with advanced standing, within the capabilities determined by
each institution, to international medical students who satisfy the requirements of the institution for
matriculation.

22. The Federation of State Medical Boards, its member boards, and the ECFMG in their willingness to adjust
their administrative procedures in processing IMG applications so that original documents do not have to be
recertified in home countries when physicians apply for licenses in a second state.

Resolution 13-2021
OSMA Policy
No relevant policy.
AMA Policy
AMA Initiatives Regarding Minorities H-350.971



The House of Delegates commends the leaders of our AMA and the National Medical Association for having
established a successful, mutually rewarding liaison and urges that this relationship be expanded in all areas of
mutual interest and concern. Our AMA will develop publications, assessment tools, and a survey instrument to
assist physicians and the federation with minority issues. The AMA will continue to strengthen relationships
with minority physician organizations, will communicate its policies on the health care needs of minorities, and
will monitor and report on progress being made to address racial and ethnic disparities in care. It is the policy
of our AMA to establish a mechanism to facilitate the development and implementation of a comprehensive,
long-range, coordinated strategy to address issues and concerns affecting minorities, including minority health,
minority medical education, and minority membership in the AMA. Such an effort should include the following
components:

(1) Development, coordination, and strengthening of AMA resources devoted to minority health issues and
recruitment of minorities into medicine;

(2) Increased awareness and representation of minority physician perspectives in the Association's policy
development, advocacy, and scientific activities;

(3) Collection, dissemination, and analysis of data on minority physicians and medical students, including AMA
membership status, and on the health status of minorities;

(4) Response to inquiries and concerns of minority physicians and medical students; and

(5) Outreach to minority physicians and minority medical students on issues involving minority health status,
medical education, and participation in organized medicine.

Increase the Representation of Minority and Economically Disadvantaged Populations in the Medical
Profession H-350.979

Council & Committees: Council on Medical Education

Our AMA supports increasing the representation of minorities in the physician population by: (1) Supporting
efforts to increase the applicant pool of qualified minority students by: (a) Encouraging state and local
governments to make quality elementary and secondary education opportunities available to all; (b) Urging
medical schools to strengthen or initiate programs that offer special premedical and precollegiate experiences
to underrepresented minority students; (c) urging medical schools and other health training institutions to
develop new and innovative measures to recruit underrepresented minority students, and (d) Supporting
legislation that provides targeted financial aid to financially disadvantaged students at both the collegiate and
medical school levels.

(2) Encouraging all medical schools to reaffirm the goal of increasing representation of underrepresented
minorities in their student bodies and faculties.

(3) Urging medical school admission committees to consider minority representation as one factor in reaching
their decisions.

(4) Increasing the supply of minority health professionals.
(5) Continuing its efforts to increase the proportion of minorities in medical schools and medical school faculty.

(6) Facilitating communication between medical school admission committees and premedical counselors
concerning the relative importance of requirements, including grade point average and Medical College
Aptitude Test scores.

(7) Continuing to urge for state legislation that will provide funds for medical education both directly to medical
schools and indirectly through financial support to students.

(8) Continuing to provide strong support for federal legislation that provides financial assistance for able
students whose financial need is such that otherwise they would be unable to attend medical school.



Medical Education for Members in Underserved Minority Populations H-350.969

Our AMA: (1) actively opposes the reduction of resources and opportunities used to increase the number of
minority medical and premedical students in training; (2) uses its influence in states and local communities to
increase the representation of minority group members in medical education, as long as domestic health care
disparities exist between minority populations and the greater population at-large; and (3) supports the need
for an increase in the participation of under-represented minorities as investigators, trainees, reviewers, and
subjects in peer review biomedical research at all levels.

Minorities in the Health Professions H-350.978

The policy of our AMA is that (1) Each educational institution should accept responsibility for increasing its
enrolliment of members of underrepresented groups.

(2) Programs of education for health professions should devise means of improving retention rates for students
from underrepresented groups.

(3) Health profession organizations should support the entry of disabled persons to programs of education for
the health professions, and programs of health profession education should have established standards
concerning the entry of disabled persons.

(4) Financial support and advisory services and other support services should be provided to disabled persons
in health profession education programs. Assistance to the disabled during the educational process should be
provided through special programs funded from public and private sources.

(5) Programs of health profession education should join in outreach programs directed at providing information
to prospective students and enriching educational programs in secondary and undergraduate schools.

(6) Health profession organizations, especially the organizations of professional schools, should establish
regular communication with counselors at both the high school and college level as a means of providing
accurate and timely information to students about health profession education.

(7) The AMA reaffirms its support of: (a) efforts to increase the number of black Americans and other minority
Americans entering and graduating from U.S. medical schools; and (b) increased financial aid from public and
private sources for students from low income, minority and socioeconomically disadvantaged backgrounds.

(8) The AMA supports counseling and intervention designed to increase enroliment, retention, and graduation
of minority medical students, and supports legislation for increased funding for the HHS Health Careers
Opportunities Program.

Diversity in Medical Education H-350.970

Our AMA will: (1) request that the AMA Foundation seek ways of supporting innovative programs that
strengthen pre-medical and pre-college preparation for minority students; (2) support and work in partnership
with local state and specialty medical societies and other relevant groups to provide education on and promote
programs aimed at increasing the number of minority medical school admissions; applicants who are admitted;
and (3) encourage medical schools to consider the likelihood of service to underserved populations as a
medical school admissions criterion.

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

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

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



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

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

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

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

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

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

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

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

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

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

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



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

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

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

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

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

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

19. Seek federal legislation or rule changes that would stop Medicare and Medicaid decertification of
physicians due to unpaid student loan debt. The AMA believes that it is improper for physicians not to repay
their educational loans, but assistance should be available to those physicians who are experiencing hardship
in meeting their obligations.

20. Related to the Public Service Loan Forgiveness (PSLF) Program, our AMA supports increased medical
student and physician benefits the program, and will: (a) Advocate that all resident/fellow physicians have
access to PSLF during their training years; (b) Advocate against a monetary cap on PSLF and other federal
loan forgiveness programs; (c) Work with the United States Department of Education to ensure that any cap on
loan forgiveness under PSLF be at least equal to the principal amount borrowed; (d) Ask the United States
Department of Education to include all terms of PSLF in the contractual obligations of the Master Promissory
Note; (e) Encourage the Accreditation Council for Graduate Medical Education (ACGME) to require
residency/fellowship programs to include within the terms, conditions, and benefits of program appointment
information on the PSLF program qualifying status of the employer; (f) Advocate that the profit status of a
physicians training institution not be a factor for PSLF eligibility; (g) Encourage medical school financial
advisors to counsel wise borrowing by medical students, in the event that the PSLF program is eliminated or
severely curtailed; (h) Encourage medical school financial advisors to increase medical student engagement in
service-based loan repayment options, and other federal and military programs, as an attractive alternative to



the PSLF in terms of financial prospects as well as providing the opportunity to provide care in medically
underserved areas; (i) Strongly advocate that the terms of the PSLF that existed at the time of the agreement
remain unchanged for any program participant in the event of any future restrictive changes.

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

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



