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OHIO STATE MEDICAL ASSOCIATION HOUSE OF DELEGATES 1 
 2 

Resolution No. 23 – 2026 3 
 4 

Introduced by:    John Olsen, MD 5 
 6 
Subject: Reconsider OSMA Policy on Gender Dysphoria in Minors 7 
 8 
Referred to:  Resolutions Committee No. 2 9 
 10 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  11 

 12 
WHEREAS Gender Dysphoria is a culturally complex condition in which a person 13 

feels incongruent with their biological birth sex causing extreme psychological stress (1); 14 
and 15 

 16 
WHEREAS The American Psychological Association writing as recently as July 17 

2024 differentiated the words Sex and Gender as: 18 
 19 

     Sex is assigned at birth, refers to one’s biological status as either 20 
male or female, and is associated primarily with physical attributes such as 21 
chromosomes, hormone prevalence, and external and internal anatomy. 22 

    Gender refers to the socially constructed roles, behaviors, 23 
activities, and attributes that a given society considers appropriate for boys 24 
and men and girls and women.   These influence the ways that people act, 25 
interact, and feel about themselves. 26 

       While aspects of biological sex are similar across different 27 
cultures, aspects of gender may differ. (2) 28 

; and 29 
 30 
WHEREAS these meanings date to antiquity, the word Gender has increasingly 31 

appeared in the medical literature as a synonym for Sex including in Harrison’s Textbook 32 
of Internal Medicine. (3) (4) (5) (6); and 33 

 34 
WHEREAS  conflating the word Sex which is physical, immutable, and anchored 35 

in biology with Gender which is culturally and socially determined and mutable, perhaps 36 
even fluid, has resulted in conflating  the concepts the words engender, giving rise to the 37 
idea that a person uncomfortable with the expectations of culture and society can be in 38 
the “wrong body”, a condition known as Gender Dysphoria, and furthermore that the body 39 
can be changed to conform to internal feelings that conflict with cultural expectations. (7) 40 
(8); and 41 

 42 
WHEREAS this has given rise to “Gender Affirming Care” promoted as a lifesaving 43 

treatment involving medical transition such as taking puberty blocking drugs or cross-sex 44 
hormones and sometimes undergoing surgery to alter sex characteristics; and 45 

 46 



WHEREAS there is not a single long-term study to demonstrate the safety and 47 
efficacy of puberty blockers, cross-sex hormones, and surgery for restoring well-being in 48 
transgender believing youth including the recent review on gender care in minors 49 
released by the United States Department of Health and Human Services on May 6, and 50 
November 19, 2025; and     51 

 52 
WHEREAS, To echo Hillary Cass, the former president of England’s Royal College 53 

of Pediatric and Child Health Services and author of the Cass Review, the scientific 54 
foundations for gender affirming care rest on “shaky ground”.  (9) (10) (11) (12) (60); and 55 

 56 
WHEREAS gender incongruence is neither innate nor immutable and 61-98% of 57 

incongruent identities ultimately align with their biological sex, usually by late 58 
adolescence, with or without counseling. (15) (16) (17) (18) (19); and  59 

 60 
WHEREAS 43-75% of incongruent youth have a significant and untreated mental 61 

illness that pre-dated their gender incongruence, and many supposed gender non-62 
conforming teens confuse childhood trauma effects or anxiety, eating, mood, and autism 63 
spectrum disorders with gender dysphoria. (20) (21) (22) (23); and  64 

 65 
WHEREAS suppressing normally timed puberty is dangerous to youth as such 66 

interventions have been associated with mental illness and other serious health 67 
consequences.  The package-insert for Lupron, the most prescribed puberty blocker lists 68 
“emotional instability” as a side effect and warns prescribers to “monitor for development 69 
or worsening of psychiatric symptoms during treatment”. (24) (25) (26)(27); and 70 

 71 
WHEREAS temporary use of Lupron has been associated with serious permanent 72 

side effects including osteoporosis, mood disorders, seizures, cognitive impairment, voice 73 
change, and when combined with cross-sex hormones, sterility. Over 90% of adolescents 74 
on blockers will go on to cross-sex hormones which brings youth increased risk of heart 75 
attacks, stroke, diabetes, blood clots and cancers. (27) (28) (29) (30) (31) (32) (33) (51) 76 
(57); and 77 

 78 
WHEREAS girls as young as age 13 are receiving double mastectomies, and boys 79 

as young as 16 are receiving breast implants and being surgically castrated, undergoing 80 
penectomies and having pelvic wounds created to simulate female vaginas. (53) (54) 81 
(55); and 82 

 83 
WHEREAS gender affirming care in youth frequently fails to achieve the goal of 84 

improving the life of the recipient, and the incidence of suicide is much higher in recipients 85 
of gender affirming care than in the non-treated transgender population.  (8) (10) (11) (15) 86 
(31) (34) (36); and 87 

 88 
 89 
 90 
 91 



WHEREAS youth transition can still be considered experimental, questioning the 92 
ability of providers to obtain and of parents or guardians to give informed consent, or of 93 
minors to assent to such treatments. (13) (14) (49) (57) (58) (59); and  94 

 95 
WHEREAS OSMA has already adopted Policy 07-2019 “Female Genital Mutilation 96 

Ban” which condemns the practice of female genital mutilation as defined by the World 97 
Health Organization and considers female genital mutilation a form of child abuse; and 98 

 99 
WHEREAS many European nations have called a halt on gender affirming care 100 

for minors including Norway, Sweden, Finland, Belgium, The Netherlands, France and 101 
England, unless in some, such as England, treatment is part of a carefully crafted 102 
controlled multicenter long term outcome study including thorough pre and long term post 103 
psychological evaluation and follow-up .(10) (37 (38) (39); and 104 

 105 
WHEREAS there is appearing on the horizon potential legal jeopardy for parents, 106 

guardians, providers and institutions from plaintiffs who feel that as transgender 107 
individuals their lives were permanently altered in the name of gender affirming care.  108 
Organizations espousing such treatments could potentially become targets of imaginative 109 
attorneys.  Note the recent policy statements of the American Society of Plastic Surgeons 110 
and the AMA. (40) (41) (42) (61); and  111 

 112 
WHEREAS the most truthful and compassionate approach toward children and 113 

adolescents questioning their gender is to allow them to be themselves and develop 114 
without undue attention and pressure related to culturally determined gender roles, while 115 
having mental, emotional, and spiritual support services to help them through their unique 116 
individual process of understanding who they are; and therefore be it 117 

 118 
RESOLVED, that OSMA amend Policy 15 – 2020 – Supporting Gender-Affirming 119 

Care for Transgender and Gender Minority Patients by addition as follows: 120 
 121 
Policy 15 – 2020 – Supporting Gender-Affirming Care for Transgender and 122 
Gender Minority Patients 123 
 124 
1. The OSMA reaffirms existing Policy 23-2016 - Expanding Gender Identity 125 

Options on Physician Intake Forms. 126 
2. The OSMA supports individualized, gender-affirming, evidence-based 127 

treatment and clinical practices in caring for transgender and gender 128 
minority patients. 129 

3. The OSMA supports educational training to further educate healthcare 130 
providers on how to provide competent, respectful, evidence-based care 131 
to transgender and gender minority patients. 132 

 4. THAT THE OSMA ADOPT AS POLICY THAT MINORS STRUGGLING 133 
WITH GENDER DYSPHORIA BE PROVIDED WITH APPROPRIATE 134 
MENTAL HEALTH AND OTHER APPROPRIATE EMOTIONAL 135 
SUPPORT SERVICES TO ASSIST THEM THROUGH THEIR UNIQUE, 136 



INDIVIDUAL PROCESS OF UNDERSTANDING THEIR OWN 137 
DEVELOPING GENDER IDENTITY. 138 

 5. THAT THE OSMA SUPPORTS THAT MEDICAL, HORMONAL, AND 139 
SURGICAL GENDER-AFFIRMING TREATMENTS FOR MINORS UNDER 140 
AGE 18 SHOULD ONLY BE DELIVERED AS PART OF A MULTICENTER 141 
LONG TERM IRB-APPROVED RESEARCH TRIAL. 142 

 6. THAT THE OSMA ADVOCATES THAT OUR AMA ADOPT POLICY THAT 143 
MEDICAL, HORMONAL, AND SURGICAL GENDER-AFFIRMING 144 
TREATMENT FOR MINORS UNDER AGE 18 SHOULD ONLY BE 145 
DELIVERED AS PART OF AN IRB-APPROVED RESEARCH TRIAL. 146 

 147 
Fiscal Note:  $ X (Sponsor) 148 
   $ 500 (Staff) 149 
 150 
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 321 
Relevant OSMA Policy: 322 

Policy 5 -2023 Protection for Physician Administration of Gender Affirming Care 323 
1.  The OSMA opposes any efforts to ban the administration of evidence-based care 324 

to patients when determined to be clinically indicated by their physician. 325 
2.  The OSMA opposes legislative or regulatory actions that would penalize 326 

physicians, Allied Health professionals, or healthcare entities who administer 327 
evidence-based gender-affirming care to patients. 328 

3.  The OSMA reaffirms Policy 15-2020 – supporting gender-affirming care for 329 
transgender and gender minority patients. 330 

 331 
 332 

Policy 15 – 2020 – Supporting Gender-Affirming Care for Transgender and 333 
Gender Minority Patients 334 

 335 
1. The OSMA reaffirms existing Policy 23-2016 - Expanding Gender Identity 336 

Options on Physician Intake Forms. 337 
2. The OSMA supports individualized, gender-affirming, evidence-based 338 

treatment and clinical practices in caring for transgender and gender 339 
minority patients. 340 

3. The OSMA supports educational training to further educate healthcare 341 
providers on how to provide competent, respectful, evidence-based care to 342 
transgender and gender minority patients. 343 

 344 
Relevant AMA Materials: 345 

1. None 346 



OHIO STATE MEDICAL ASSOCIATION HOUSE OF DELEGATES 1 
 2 

Resolution No. 24 – 2026 3 
 4 

Introduced by:    Medical Student Section 5 
 6 
Subject: In Support of Designating Hospitals as “Protected Areas” from Ice 7 

Surveillance/Action 8 
 9 
Referred to:  Resolutions Committee No. 2 10 
 11 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  12 

 13 
WHEREAS, the Ohio State Medical Association is committed to promoting the 14 

safety, health, and dignity of all Ohioans, including vulnerable populations who 15 
depend on equitable access to healthcare1; and  16 

 17 
WHEREAS, approximately 5.1% of Ohio residents are foreign born, and 18 

individuals should be able to seek medically necessary care without fear of 19 
discrimination or enforcement actions, regardless of immigration status2; and  20 

 21 
WHEREAS, from the 1990s through 2021, the U.S. Department of Homeland 22 

Security (DHS) and its component agencies designated certain locations, including 23 
hospitals and clinics, as “sensitive” or “protected” to reduce deterrence from accessing 24 
essential services3; and  25 

 26 
WHEREAS, in 2021, DHS issued formal guidance designating hospitals and 27 

healthcare facilities as protected areas to limit civil immigration-enforcement actions 28 
near medical settings, a policy that was rescinded on January 20, 20254; and  29 

 30 
WHEREAS, rescission of this policy has resulted in the presence of 31 

immigration enforcement personnel in hospitals, which has affected patient care 32 
directly and has deterred patients from seeking medical care for fear of detention; 33 
and  34 

WHEREAS, physicians have reported a greater incidence of fear, increased 35 
no-show and cancellation rates, and negative health outcomes in undocumented 36 
immigrant patients since the change in policy, which has further led to impacts on 37 
documented immigrant patients, and U.S. citizen patients as well; and 38 

 39 
WHEREAS, Ohio House Bill 281 would require hospitals licensed under the Ohio 40 

Department of Health and the Ohio Department of Mental Health and Addiction Services 41 
to grant entry to law enforcement agents and establishes penalties for noncompliance5; 42 
and  43 

WHEREAS, studies and policy analyses have shown that fear of immigration 44 
enforcement is associated with delayed care, reduced use of preventative services, and 45 
worse health outcomes among immigration communities, with potential effect on U.S.-46 



born patients and public health broadly6; and  47 
 48 
WHEREAS, health-care facilities remain legally and ethically obligated 49 

under the Emergency Medical Treatment and Labor Act (EMTALA) and other 50 
federal laws to provide emergency and essential care without regard to immigration 51 
status7; and  52 

 53 
WHEREAS, the absence of clear protections for health-care settings may 54 

undermine patient trust and the physician-patient relationship, thereby threatening 55 
access to care and community health; therefore be it 56 

 57 
RESOLVED, that our OSMA:  58 

1. Supports designation of healthcare facilities as sensitive, protected 59 
locations;  60 

2. Will work with appropriate stakeholders to educate medical providers on the 61 
rights of undocumented patients while receiving medical care, and the 62 
designation of healthcare facilities as sensitive locations where U.S. Immigration 63 
and Customs Enforcement (ICE) enforcement actions should not occur;  64 

3. Encourages healthcare facilities to clearly demonstrate and promote their 65 
status as sensitive, protected locations; and  66 

4. Opposes the presence of ICE enforcement at healthcare facilities; and be it 67 
further 68 

 69 
RESOLVED, that our OSMA opposes any legislation that compels hospital staff 70 

to comply with immigration enforcement in the absence of a signed judicial warrant. 71 
 72 
 73 

Fiscal Note:  $ X (Sponsor) 74 
   $ 50,000 (Staff) 75 
 76 
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Relevant OSMA Policy: 95 
 96 
Policy 14 - 2018 - Protection of the Patient-Physician Relationship in 97 
Controversial Legislation  98 
 1. The OSMA actively oppose any legislation or rule that would negatively 99 

impact the sanctity of the physician/patient relationship.  100 
 101 
Policy 18 - 2012 - Criminalization of Medical Care  102 
 1. The OSMA opposes any portion of proposed legislation or rule that criminalizes 103 

clinical practice that is the standard of care.  104 
 105 
Policy 13 - 2024 - Declaration of Health and Health Care as Human Rights  106 
 1. OSMA acknowledges health and access to health care as fundamental human 107 

rights.  108 
 2. OSMA supports efforts to achieve universal access to timely, and affordable high 109 

quality healthcare.  110 
 111 
Policy 07 - 2020 - Legislative or Regulatory Interference in the Practice of 112 
Medicine in the State of Ohio  113 
 1. The OSMA actively works to ensure that the sanctity of the physician-patient 114 

relationship is protected in all legislative and regulatory matters.  115 
 116 
Relevant AMA Materials: 117 
 118 
Presence and Enforcement Actions of Immigration and Customs Enforcement 119 
(ICE) in Healthcare D-160.921  120 
Our AMA: (1) advocates for and supports legislative efforts to designate healthcare 121 
facilities as sensitive locations by law; (2) will work with appropriate stakeholders to 122 
educate medical providers on the rights of undocumented patients while receiving 123 
medical care, and the designation of healthcare facilities as sensitive locations where 124 
U.S. Immigration and Customs Enforcement (ICE) enforcement actions should not 125 
occur; (3) encourages healthcare facilities to clearly demonstrate and promote their 126 
status as sensitive locations; and (4) opposes the presence of ICE enforcement at 127 
healthcare facilities. 128 
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 6 
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 8 
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 10 
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 12 
WHEREAS, increased immigration enforcement has been demonstrated to 13 

prevent and delay targeted immigrant and ethnically diverse communities from seeking 14 
access to healthcare.1 2; and 15 

 16 
WHEREAS, these policies do not just affect undocumented individuals accessing 17 

care but also spill over to their family and community members resulting in a chilling effect 18 
in accessing care and negatively impacting their health outcomes.3 4; and 19 

 20 
WHEREAS, while previous federal policy limited immigration enforcement officers 21 

from operating in sensitive areas including health care facilities to avoid disruption of care, 22 
that guidance has since been rescinded.5 6; and 23 

 24 
WHEREAS, the uptick in activity of immigration enforcement officers and their 25 

presence in healthcare facilities has worsened the crisis of targeted communities not 26 
presenting for care.7 8 9; and 27 

 28 
WHEREAS, despite constitutional protections 10 11 against immigration 29 

enforcement officers accessing private patient waiting areas without appropriate judicial 30 
warrants, there have been reports of agents accessing these areas in violation of these 31 
protections.12 13; and 32 

 33 
WHEREAS, there have been reports of inadequate medical care and inhumane 34 

treatment at immigration detention centers.14 15 16; and 35 
 36 
WHEREAS, there have been reports of encounters with immigration enforcement 37 

officers outside of these locations in which emergency care was needed and not provided 38 
by officers and/or denied and/or impeded by officers when offered by bystanders and 39 
emergency personnel.17 18 19; and 40 

 41 
WHEREAS, preventing the rendering of emergency aid is directly contrary to both 42 

immigration enforcement officer policies20 and medical ethics.21 22; and therefore be it 43 
 44 
RESOLVED, The OSMA supports legislative efforts to designate healthcare 45 

facilities as protected areas by law; and be it further 46 



 47 
RESOLVED, The OSMA supports efforts to ensure adequate health care access 48 

at all immigrant detention facilities; and be it further 49 
 50 
RESOLVED, The OSMA opposes interference by immigration enforcement 51 

officers with health care rendered outside of healthcare facilities.  52 
 53 

Fiscal Note:  $ 500 (Sponsor) 54 
   $ 500+ (Staff) 55 
 56 
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Controversial Legislation  139 
 1. The OSMA actively oppose any legislation or rule that would negatively 140 

impact the sanctity of the physician/patient relationship.  141 
 142 
Policy 18 - 2012 - Criminalization of Medical Care  143 
 1. The OSMA opposes any portion of proposed legislation or rule that criminalizes 144 

clinical practice that is the standard of care.  145 
 146 
Policy 13 - 2024 - Declaration of Health and Health Care as Human Rights  147 
 1. OSMA acknowledges health and access to health care as fundamental human 148 

rights.  149 
 2. OSMA supports efforts to achieve universal access to timely, and affordable high 150 

quality healthcare.  151 
 152 
Policy 07 - 2020 - Legislative or Regulatory Interference in the Practice of 153 
Medicine in the State of Ohio  154 
 1. The OSMA actively works to ensure that the sanctity of the physician-patient 155 

relationship is protected in all legislative and regulatory matters.  156 
 157 
Relevant AMA Materials: 158 
Presence and Enforcement Actions of Immigration and Customs Enforcement 159 
(ICE) in Healthcare D-160.921 160 
1. Our American Medical Association advocates for and supports legislative efforts to 161 
designate healthcare facilities as protected areas by law. 162 
2. Our AMA will work with appropriate stakeholders to educate medical providers on the 163 
rights of undocumented patients while receiving medical care, and the designation of 164 
healthcare facilities as protected areas where U.S. Immigration and Customs 165 
Enforcement (ICE) enforcement actions should not occur. 166 
3. Our AMA encourages healthcare facilities to clearly demonstrate and promote their 167 
status as protected areas. 168 
4. Our AMA opposes the presence of ICE enforcement at healthcare facilities. 169 

Improving Medical Care in Immigrant Detention Centers D-350.983 170 
Our AMA will: (1) issue a public statement urging U.S. Immigrations and Customs 171 
Enforcement Office of Detention Oversight to (a) revise its medical standards governing 172 
the conditions of confinement at detention facilities to meet those set by the National 173 
Commission on Correctional Health Care, (b) take necessary steps to achieve full 174 
compliance with these standards, and (c) track complaints related to substandard 175 
healthcare quality; (2) recommend the U.S. Immigrations and Customs Enforcement 176 
refrain from partnerships with private institutions whose facilities do not meet the 177 
standards of medical, mental, and dental care as guided by the National Commission on 178 
Correctional Health Care; and (3) advocate for access to health care for individuals in 179 
immigration detention. 180 

Patient and Physician Rights Regarding Immigration Status H-315.966 181 



1. Our American Medical Association supports protections that prohibit U.S. Immigration 182 
and Customs Enforcement, U.S. Customs and Border Protection, or other law 183 
enforcement agencies from utilizing information from medical records, Medicaid, 184 
Children’s Health Insurance Program (CHIP), or other health program data, including but 185 
not limited to Emergency Medicaid and related immigrant-specific programs, for 186 
immigration enforcement purposes. 187 
2. Our AMA supports efforts by interested parties to educate physicians, medical 188 
students, and patients about existing privacy protections to safeguard confidential health 189 
information, and to help ensure that this information reaches immigrant and mixed-status 190 
families.      191 

Care of Women and Children in Family Immigration Detention H-350.955 192 
1. Our AMA recognizes the negative health consequences of the detention of families 193 
seeking safe haven. 194 
2. Due to the negative health consequences of detention, our AMA opposes the 195 
expansion of family immigration detention in the United States. 196 

3. Our AMA opposes the separation of parents from their children who are detained while 197 
seeking safe haven. 198 
4. Our AMA will advocate for access to health care for women and children in immigration 199 
detention. 200 
5. Our AMA will advocate for the preferential use of alternatives to detention programs 201 
that respect the human dignity of immigrants, migrants, and asylum seekers who are in 202 
the custody of federal agencies. 203 
6. Our AMA advocates for the implementation of evidence-based, child-centered, and 204 
trauma-informed policies across all detention centers, ensuring detained minors have 205 
access to developmentally appropriate socioemotional care, including physical contact, 206 
and for all detained people, free, unfettered communication access including regular in-207 
person communication, phone calls, and letters. 208 
7. Our AMA supports efforts to address and mitigate concerns and accusations of child 209 
abuse and neglect in detention centers. 210 

 211 
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 12 
WHEREAS, patients may see another provider in a primary care group for an 13 

acute problem or visit; and  14 
 15 
WHEREAS, referrals may be made by multiple members of a care team; and  16 
 17 
WHEREAS, denials for surgery are happening when the referring provider does 18 

not match the primary care provider listed with the insurer; and 19 
 20 
WHEREAS, the medical necessity or timeliness is irrelevant to the approval; and  21 
 22 
WHEREAS, denials delay care and harm patients; and therefore be it  23 
 24 
RESOLVED, that our OSMA advocate against prior authorization denials based 25 

solely upon the referring provider; and be it further  26 
 27 
RESOLVED, that OSMA Delegation immediately bring this to the AMA HOD for 28 

discussion and debate at A-26. 29 
 30 

Fiscal Note:  $ X (Sponsor) 31 
   $ 50,000 (Staff) 32 
 33 
References: 34 

1.  None 35 
 36 
Relevant OSMA Policy: 37 

1. None 38 
 39 
Relevant AMA Materials: 40 

1. None 41 
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Resolution No. 27 – 2026 3 
 4 

Introduced by:    District 3 5 
 6 
Subject: Coverage for Physician Prescribed Medications/Products by the 7 

Patient’s New Insurance Company 8 
 9 
Referred to:  Resolutions Committee No. 2 10 
 11 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  12 

 13 
WHEREAS, patients switch insurance companies for a variety of reasons including 14 

personal preference, change of insurance company by their employer, and cost; and  15 
 16 
WHEREAS, after a switch in insurance companies, physicians are often notified 17 

that the new company will not cover the patient’s medications that they have been 18 
successfully using; and 19 

 20 
WHEREAS, currently it is up to the physician to search for the list of covered 21 

medications by the new company which costs time of the physician and physician’s staff 22 
members and delays the ability of the patient to obtain their medications; and 23 

 24 
WHEREAS, the insurance company gives no reason for the denial of coverage of 25 

the medications; and 26 
 27 
WHEREAS, if peer review is required, the insurance company peer reviewer calls 28 

at inconvenient times when the patient’s physician is busy seeing patients or doing a 29 
procedure; and therefore be it 30 

 31 
RESOLVED, that our OSMA advocate that if a patient’s new insurance company 32 

will not cover a patient’s current medications/products that the insurance company must 33 
give the patient’s physician its justification for its refusal to provide the medication/product 34 
that the physician feels is the best for the patient; and be it further  35 

 36 
RESOLVED, that our OSMA advocate that if a patient’s new insurance company 37 

will not cover the patient’s medications that the insurance company must give a list of 38 
covered medications for the same diagnosis to the physician; and be it further  39 

 40 
RESOLVED, that our OSMA advocate that if the insurance company demands 41 

peer review before approving a physician order that the physician should be paid for their 42 
time and the peer review should be at a scheduled time that is convenient for the 43 
physician.   44 

 45 
Fiscal Note:  $ 5,000 (Sponsor) 46 



   $ 50,000 (Staff) 47 
 48 
References: 49 

1.  None 50 
 51 
Relevant OSMA Policy: 52 

1. None 53 
 54 
Relevant AMA Materials: 55 

1. None 56 



OHIO STATE MEDICAL ASSOCIATION HOUSE OF DELEGATES 1 
 2 

Resolution No. 28 – 2026 3 
 4 

Introduced by:    District 3 5 
 6 
Subject: Insurance Company Accountability 7 
 8 
Referred to:  Resolutions Committee No. 2 9 
 10 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  11 

 12 
WHEREAS, for many years all health care providers have been forced to present 13 

medical justification for everything that they do for their patients’ health care,  well-being, 14 
and quality of life; and   15 

 16 
WHEREAS, this medical justification and requirement of prior authorization 17 

frequently delays the administration of appropriate health care; and  18 
 19 
WHEREAS, delay in appropriate health care causes increased morbidity and 20 

mortality and increased anxiety for the health care provider, the patient and the patient’s 21 
family; and  22 

 23 
WHEREAS, this increase in morbidity and mortality and delay in delivering 24 

appropriate health care can lead to an increase in the overall cost of health care; and  25 
 26 
WHEREAS,  insurance companies, who do not have a medical license, make 27 

health care decisions regarding coverage that influence the outcome of a patient’s health; 28 
therefore be it   29 

 30 
RESOLVED,  that our OSMA organize a task force to create guidelines that will 31 

cause insurance companies to be held accountable for their decisions that cause harm 32 
to patients; and be it further   33 

 34 
RESOLVED, that our OSMA help educate physicians and their patients about the 35 

procedures needed to file a complaint with the Ohio Department of Insurance and/or their 36 
patient’s insurance company ombudsman, if necessary, about insurance company 37 
behavior and decisions that have led to injury to the patient; and be it further   38 

 39 
RESOLVED, that our OSMA advocate that patients and their doctors be permitted 40 

to litigate against an insurance company to recover losses, including personal injury and 41 
out of pocket expenses, due to an inappropriate insurance company decision; and be it 42 
further   43 

 44 
RESOLVED, that our OSMA create an official document that health care providers 45 

can download from the OSMA website that educates, describes and outlines the steps 46 



that patients can take to file a complaint with the Ohio Department of Insurance or how to 47 
contact the Ombudsman. This document should be included in every outpatient 48 
discharge/encounter summary. 49 

 50 
Fiscal Note:  $ 5,000 (Sponsor) 51 
   $ 50,000 (Staff) 52 
 53 
References: 54 

1. https://insurance.ohio.gov/about.us/forms   55 
2. https://justia/injury/insurance-bad-faith/  56 

 57 
Relevant OSMA Policy: 58 
Policy 19 - 2024 - Insurer Accountability When Prior Authorization Harms Patients 59 
  60 

1. OSMA will advocate for increased legal accountability of insurers and other payers 61 
when delay or denial of prior authorization leads to patient harm, including but not 62 
limited to the prohibition of mandatory pre-dispute arbitration and limitation on 63 
class action clauses in beneficiary contracts. 64 

2. The OSMA House of Delegates directs the OSMA AMA delegation to take this policy 65 
to the American Medical Association House of Delegates for further consideration. 66 

Relevant AMA Materials: 67 
1. None 68 

https://insurance.ohio.gov/about.us/forms
https://justia/injury/insurance-bad-faith/
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 13 
WHEREAS, adults with lifelong disabilities are more likely to have chronic disease 14 

than adults with no limitations (1); and 15 
 16 
WHEREAS, increased physical activity and exercise are associated with reduced 17 

chronic disease risk and most physiologic systems in the body benefit positively from 18 
physical activity and exercise by primary and secondary disease prevention (2); and  19 

 20 
WHEREAS, the Centers for Disease Control (CDC) acknowledge the benefits of 21 

exercise to prevent chronic disease in patients with disability (3); and 22 
 23 
WHEREAS, the CDC recommends that adults need a weekly 150 minutes of 24 

moderate-intensity physical activity and 2 days of muscle strengthening activity for 25 
chronic disease prevention (4); and 26 

 27 
WHEREAS, people living with disabilities, including lower limb amputations, are 28 

16-62% less likely to meet physical activity guidelines (4); and 29 
 30 
WHEREAS, sports are a popular means of exercise and physical activity for 31 

children, adolescents, and adults in the US; and 32 
 33 
WHEREAS, children with disabilities are 4.5 times less likely to engage in physical 34 

activity than children without disabilities; and 35 
 36 
WHEREAS, individuals with disabilities need specialized prostheses and orthoses 37 

for physical activity and recreation to improve access and equity; and 38 
 39 
WHEREAS, organizations like So Every BODY Can Move have helped introduce 40 

bills in 25 states including Ohio for insurance coverage of activity specific adaptive sports 41 
and exercise equipment and bills have passed in 12 states; and 42 

 43 
WHEREAS, Medicare part B already covers durable medical equipment including 44 

ambulatory assistive devices to promote safe ambulation and increased independence 45 
for people with disabilities; therefore be it 46 



 47 
RESOLVED, that our OSMA recognize activity-specific adaptive sports and 48 

exercise equipment as assistive devices that are integral to the health maintenance of 49 
persons with disabilities in accordance with national exercise guidelines; and be it further 50 

 51 
RESOLVED that our OSMA recognize activity-specific adaptive sports and 52 

exercise equipment, such as activity-specific prostheses and orthoses, as medical 53 
devices that facilitate independence and community participation; and be it further  54 

 55 
RESOLVED that our OSMA advocate for coverage by all private and public 56 

insurance plans for activity-specific adaptive sports and exercise equipment for eligible 57 
beneficiaries with disabilities in order to promote health maintenance and chronic disease 58 
prevention.   59 

 60 
Fiscal Note:  $ X (Sponsor) 61 
   $ 50,000 (Staff) 62 
 63 
References: 64 
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31;398(10298):44 79 

 80 
Relevant OSMA Policy: 81 

1. None 82 
 83 
Relevant AMA Materials: 84 
Promotion of Exercise Within Medicine and Society H-470.990 85 
 1. Our American Medical Association supports education of the profession on 86 
 exercise, including instruction on the role of exercise prescription in medical practice 87 
 in its continuing education courses and conferences, whenever feasible and 88 
 appropriate. 89 
 2. Our AMA supports medical student instruction on the prescription of exercise. 90 
 3. Our AMA supports physical education instruction in the school system. 91 

https://www.cdc.gov/ncbddd/disabilityandhealth/features/physical-activity-for-all.html#:%7E:text=Physical%20activity%20can%20also%20improve,activity%20is%20better%20than%20none
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https://www.cdc.gov/physicalactivity/basics/adults/index.htm#:%7E:text=Each%20week%20adults%20need%20150,Physical%20Activity%20Guidelines%20for%20Americans.&text=We%20know%20150%20minutes%20of,do%20it%20all%20at%20once


 4. Our AMA supports education of the public on the benefits of exercise, through its 92 
 public relations program. 93 

 94 
Promotion of Exercise H-470.991 95 
 1. Our American Medical Association: 96 
 a. supports the promotion of exercise, particularly exercise of significant 97 
 cardiovascular benefit. 98 
 b. encourages physicians to prescribe exercise to their patients and to shape 99 
 programs to meet each patient's capabilities and level of interest. 100 
 2. Our AMA supports National Bike to Work Day and encourages active   101 
 transportation whenever possible. 102 

 103 
Exercise Programs for the Elderly H-25.995 104 
 The AMA recommends that physicians: (1) stress the importance of exercise for 105 
 older patients and explain its physiological and psychological benefits; (2) obtain a 106 
 complete medical history and perform a physical examination that includes exercise 107 
 testing for quantification of cardiovascular and physical fitness as appropriate, prior 108 
 to the specific exercise prescription; (3) provide appropriate follow-up of patients' 109 
 exercise programs; and (4) encourage all patients to establish a lifetime commitment 110 
 to an exercise program. 111 

 112 
Government to Support Community Exercise Venues H-470.952 113 
 1. Our American Medical Association encourages towns, cities and counties across 114 
 the country to make recreational exercise more available by utilizing existing or 115 
 building walking paths, bicycle trails, swimming pools, beaches and community 116 
 recreational fitness facilities. 117 
 2. Our AMA encourages governmental incentives such as tax breaks and grants for 118 
 the development of community recreational fitness facilities. 119 

 120 
Exercise and Physical Fitness H-470.997 121 
 1. Our American Medical Association encourages all physicians to utilize the health 122 
 potentialities of exercise for their patients as a most important part of health 123 
 promotion and rehabilitation and urges state and local medical societies to 124 
 emphasize through all available channels the need for physical activity. The AMA 125 
 encourages other organizations and agencies to join in promoting physical fitness 126 
 through all appropriate means. 127 
 2. Our AMA advocates for continued research towards development of structured 128 
 physical activity treatment plans for the specific diagnoses of anxiety and 129 
 depression, as well as longitudinal studies to examine the effects of physical activity 130 
 on health outcomes, particularly later in life. 131 
 3. Our AMA encourages the education of health care professionals on the role of 132 
 physical activity and/or structured exercise in treating and managing anxiety and 133 
 depression; the need to screen for levels of physical activity of patients; the need to 134 
 motivate and educate patients of all ages about the benefits of physical activity, 135 
 including positive mental health benefits. 136 



 4. Our AMA encourages the provision of coverage by health care payers and 137 
 employers for fitness club memberships and access to other physical activity 138 
 programs. 139 
 5. Our AMA encourages the implementation, trending, and utilization of evidenced-140 
 based physical activity measures in the medical record for treatment prescription, 141 
 counseling, coaching, and follow up of physical activity for therapeutic use. 142 

 143 
Medical Care of Persons with Disabilities H-90.968 144 
 1. Our American Medical Association encourages: 145 
 a. clinicians to learn and appreciate variable presentations of complex functioning 146 
 profiles in all persons with disabilities including but not limited to physical, 147 
 sensory, developmental, intellectual, learning, and psychiatric disabilities and 148 
 chronic illnesses. 149 
 b. medical schools and graduate medical education programs to acknowledge 150 
 the benefits of education on how aspects in the social model of disability (e.g. 151 
 ableism) can impact the physical and mental health of persons with disabilities. 152 
 c. medical schools and graduate medical education programs to acknowledge 153 
 the benefits of teaching about the nuances of uneven skill sets, often found in the 154 
 functioning profiles of persons with developmental disabilities, to improve quality 155 
 in clinical care. 156 
 d. education of physicians on how to provide and/or advocate for 157 
 developmentally appropriate and accessible medical, social and living support for 158 
 patients with disabilities so as to improve health outcomes. 159 
 e. medical schools and residency programs to encourage faculty and trainees to 160 
 appreciate the opportunities for exploring diagnostic and therapeutic challenges 161 
 while also accruing significant personal rewards when delivering care with 162 
 professionalism to persons with profound disabilities and multiple co-morbid 163 
 medical conditions in any setting. 164 
 f. medical schools and graduate medical education programs to establish and 165 
 encourage enrollment in elective rotations for medical students and residents at 166 
 health care facilities specializing in care for the disabled. 167 
 g. cooperation among physicians, health & human services professionals, and a 168 
 wide variety of adults with disabilities to implement priorities and quality 169 
 improvements for the care of persons with disabilities.  170 
 2. Our AMA seeks: 171 
 a. legislation to increase the funds available for training physicians in the care of 172 
 individuals with disabilities, and to increase the reimbursement for the health care 173 
 of these individuals. 174 
 b. insurance industry and government reimbursement that reflects the true cost 175 
 of health care of individuals with disabilities.  176 
 3. Our AMA entreats health care professionals, parents, and others participating in  177 
  decision-making to be guided by the following principles: 178 
  a. All people with disabilities, regardless of the degree of their disability, should  179 
  have access to appropriate and affordable medical and dental care throughout  180 
  their lives. 181 



 b. An individual’s medical condition and welfare must be the basis of any medical 182 
 decision. Our AMA advocates for the highest quality medical care for persons 183 
 with profound disabilities; encourages support for health care facilities whose 184 
 primary mission is to meet the health care needs of persons with profound 185 
 disabilities; and informs physicians that when they are presented with an 186 
 opportunity to care for patients with profound disabilities, that there are resources 187 
 available to them.  188 
 4. Our AMA will collaborate with appropriate stakeholders to create a model general  189 
  curriculum/objective that 190 
 a. incorporates critical disability studies. 191 
 b. includes people with disabilities as patient instructors in formal training 192 
 sessions and preclinical and clinical instruction.  193 
 5. Our AMA recognizes the importance of managing the health of children and adults 194 
  with developmental and intellectual disabilities as a part of overall patient care for 195 
  the entire community. 196 
 6. Our AMA supports efforts to educate physicians on health management of   197 
  children and adults with intellectual and developmental disabilities, as well as the  198 
  consequences of poor health management on mental and physical health for  199 
  people with intellectual and developmental disabilities.  200 
 7. Our AMA encourages the Liaison Committee on Medical Education, Commission  201 
  of Osteopathic College Accreditation, and allopathic and osteopathic medical  202 
  schools to develop and implement a curriculum on the care and treatment of  203 
  people with a range of disabilities.  204 
 8. Our AMA encourages the Accreditation Council for Graduate Medical Education  205 
  and graduate medical education programs to develop and implement curriculum  206 
  on providing appropriate and comprehensive health care to people with a range  207 
  of disabilities.  208 
 9. Our AMA encourages the Accreditation Council for Continuing Medical Education, 209 
  specialty boards, and other continuing medical education providers to develop  210 
  and implement continuing programs that focus on the care and treatment of  211 
  people with a range of disabilities.  212 
 10. Our AMA will advocate that the Health Resources and Services Administration  213 
  include persons with disabilities as a medically underserved population.  214 
 11. Specific to people with developmental and intellectual disabilities, a uniquely  215 
  underserved population, our AMA encourages: 216 
 a. Medical schools and graduate medical education programs to acknowledge 217 
 the benefits of teaching about the nuances of uneven skill sets, often found in the 218 
 functioning profiles of persons with developmental and intellectual disabilities, to 219 
 improve quality in clinical education. 220 
 b. Medical schools and graduate medical education programs to establish and 221 
 encourage enrollment in elective rotations for medical students and residents at 222 
 health care facilities specializing in care for individuals with developmental and 223 
 intellectual disabilities. 224 
 c. Cooperation among physicians, health and human services professionals, and 225 
 a wide variety of adults with intellectual and developmental disabilities to 226 



 implement priorities and quality improvements for the care of persons with 227 
 intellectual and developmental disabilities. 228 
 229 
Advocacy for Physicians and Medical Students with Disabilities D-615.977 230 
Our AMA will: (1) establish an advisory group composed of AMA members who 231 
themselves have a disability to ensure additional opportunities for including physicians 232 
and medical students with disabilities in all AMA activities; (2) promote and foster 233 
educational and training opportunities for AMA members and the medical community at 234 
large to better understand the role disabilities can play in the healthcare work 235 
environment, including cultivating a rich understanding of so-called invisible disabilities 236 
for which accommodations may not be immediately apparent; (3) develop and promote 237 
tools for physicians with disabilities to advocate for themselves in their own workplaces, 238 
including a deeper understanding of the legal options available to physicians and medical 239 
students to manage their own disability-related needs in the workplace; and (4) 240 
communicate to employers and medical staff leaders the importance of including within 241 
personnel policies and medical staff bylaws protections and reasonable accommodations 242 
for physicians and medical students with visible and invisible disabilities. 243 

 244 
Social Security Disability Medical Benefits D-330.961 245 
Our American Medical Association will continue to monitor future research and related 246 
developments on Medicare benefits for Social Security disability recipients, and will report 247 
and recommend further action to the House of Delegates as appropriate. 248 

 249 
Promoting Health Awareness and Preventive Screenings in Individuals with 250 
Disabilities H-425.970 251 
Our American Medical Association will work closely with relevant stakeholders to 252 
advocate for equitable access to health promotion and preventive screenings for 253 
individuals with disabilities. 254 

 255 
Private and Public Insurance Coverage for Adaptive Sports Equipment Including 256 
Prostheses and Orthoses H-90.961 257 
 1. Our American Medical Association recognizes activity-specific adaptive sports 258 
 and exercise equipment as assistive devices that are integral to the health 259 
 maintenance of persons with disabilities in accordance with national exercise 260 
 guidelines. 261 
 2. Our AMA recognizes activity-specific adaptive sports and exercise equipment, 262 
 such as activity-specific prostheses and orthoses, as medical devices that facilitate 263 
 independence and community participation. 264 
 3. Our AMA advocates for coverage by all private and public insurance plans for 265 
 activity-specific adaptive sports and exercise equipment for eligible beneficiaries with 266 
 disabilities in order to promote health maintenance and chronic disease prevention. 267 
 268 
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Introduced by:    Medical Student Section 5 
 6 
Subject: Supporting Safeguards for Physician Autonomy and Patient Access 7 

to Care in the CMS Wiser Prior Authorization Model 8 
 9 
Referred to:  Resolutions Committee No. 2 10 
 11 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  12 

 13 
WHEREAS, the Centers for Medicare and Medicaid Services (CMS) has 14 

implemented the Wasteful and Inappropriate Service Reduction (WISeR) Model, a six-15 
year pilot beginning January 1, 2026, in six states including Ohio1; and  16 

 17 
WHEREAS, the WISeR model utilizes artificial intelligence (AI) and machine-18 

learning tools to make prior authorization recommendations for services that are 19 
“vulnerable to fraud, waste, and abuse” and not currently on the CMS list of services 20 
requiring prior authorization, including procedures frequently required by patients with 21 
chronic pain and advanced care needs, such as sacral nerve stimulation for urinary 22 
incontinence2,3; and  23 

 24 
WHEREAS, stakeholders have raised concerns that adding a new prior 25 

authorization model-particularly one involving AI systems-may increase denial rates and 26 
reduce transparency in clinical criteria, review processes, and appeals4; and  27 

 28 
WHEREAS, prior authorization already contributes substantial administrative 29 

burden, with physicians reporting an average of 13 hours weekly spent on prior 30 
authorization tasks and 89% reporting it contributes to burnout, while 93% report delays 31 
in patient care access as a result5,6; and  32 

 33 
WHEREAS, Ohio physicians and patients already experience high prior 34 

authorization burdens across Medicaid, Medicare Advantage, and commercial plans, and 35 
adding the WISeR Model risks further diversion of clinician time away from patient care 36 
and worsening delays, denials, and adverse outcomes6,7; and  37 

 38 
WHEREAS, federal legislation (H.R. 5940: the Seniors Deserve SMARTER Care 39 

Act of 2025) has been introduced to prohibit implementation of the WISeR model under 40 
the Medicare program, reflecting bipartisan concern regarding the risk that the model may 41 
pose to timely and medically necessary care8; and therefore be it 42 

 43 
RESOLVED, that our OSMA support efforts to monitor and evaluate the 44 

implementation of the CMS WISeR Prior Authorization Model in Ohio, including its impact 45 
on patient access to care, denial rates, and clinical outcomes; and be it further  46 

https://www.zotero.org/google-docs/?j7oULo
https://www.zotero.org/google-docs/?TPZ7KM
https://www.zotero.org/google-docs/?DrYQwi
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 47 
RESOLVED, that our OSMA support ongoing efforts by relevant stakeholders to 48 

revaluate the WISeR model during its six performance years to remove barriers to 49 
preserve high quality patient care. 50 

 51 
Fiscal Note:  $ X (Sponsor) 52 
   $ 500+ (Staff) 53 
 54 
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 87 
Relevant OSMA Policy: 88 
Policy 7- 2009 - Medicaid Reform  89 
 1. The OSMA shall work to get one set of rules for the Medicaid system.  90 
 2. The OSMA shall work to be sure that patients who are on an approved drug in 91 
 one program and are switched to another program may continue the drug without 92 
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 another prior authorization from the physician's office (thus requiring communication 93 
 between managed care programs when a patient moves from one to another).  94 
 3. The OSMA shall work to eliminate current barriers to traditional referral patterns 95 
 for complicated patients who need a tertiary center regardless of which provider 96 
 group they are in.  97 
 4. The OSMA shall work to eliminate needless hassles for physicians in their offices 98 
 in obtaining prior authorization for medications and testing. 5. The OSMA shall 99 
 encourage a statewide source of up-to-date verification of a patient’s coverage.  100 
 101 
Policy 14 - 2019 - Compensation for Prior Authorization Services  102 
 1. The OSMA opposes pre-authorization as a requirement for patient care.  103 
 2. The OSMA shall seek legislation that provides for appropriate compensation 104 
 to physician offices for expenses incurred in obtaining prior authorizations for 105 
 patient care.  106 
 107 
Policy 25 – 2023 - Codifying Efforts for Legislative Action on Prior 108 
Authorization  109 
 1. The OSMA will seek legislative solutions to reduce the burden of prior 110 
 authorization requirements.  111 
 2. The OSMA advocacy team will report back annually to the House of Delegates on 112 
 the status of prior authorization advocacy efforts unless deemed unnecessary by 113 
 Council. 114 
 115 
Policy 19 - 2024 - Insurer Accountability When Prior Authorization Harms 116 
Patients  117 
 1. OSMA will advocate for increased legal accountability of insurers and other 118 
 payers when delay or denial of prior authorization leads to patient harm, including 119 
 but not limited to the prohibition of mandatory pre-dispute arbitration and 120 
 limitation on class action clauses in beneficiary contracts.  121 
 2. The OSMA House of Delegates directs the OSMA AMA delegation to take this 122 
 policy to the American Medical Association House of Delegates for further 123 
 consideration.  124 
 125 
Policy 20 - 2024 - Eliminate Unnecessary Prior Authorization  126 
 1. It is the position of our OSMA that a signed physician’s order or prescription should 127 
 be all that is necessary to validate medical necessity for a procedure, test, or 128 
 medication.  129 
 130 
Relevant AMA Materials: 131 
Insurer Accountability When Prior Authorization Harms Patients D-320.974  132 
 1. Our American Medical Association advocates for increased legal accountability 133 
 of insurers and other payers when delay or denial of prior authorization leads to 134 
 patient harm, including but not limited to the prohibition of mandatory pre-dispute 135 
 arbitration regarding prior authorization determinations and limitation on class 136 
 action clauses in beneficiary contracts.  137 
 2. Our American Medical Association advocates that low-cost noninvasive 138 



 procedures that meet existing standard Medicare guidelines should not require prior 139 
 authorization.  140 
 3. Our AMA supports that physicians be allowed to bill insurance companies for all 141 
 full time employee hours required to obtain prior authorization.  142 
 4. Our AMA supports that patients be allowed to sue insurance carriers which 143 
 preclude any and all clauses in signed contracts should there be an adverse outcome 144 
 as a result of an inordinate delay in care.  145 
 146 
Prior Authorization and Utilization Management Reform H-320.939 147 
 1. Our American Medical Association will continue its widespread prior authorization 148 
 (PA) advocacy and outreach, including promotion and/or adoption of the Prior 149 
 Authorization and Utilization Management Reform Principles, AMA model legislation, 150 
 Prior Authorization Physician Survey and other PA research, and the AMA Prior 151 
 Authorization Toolkit, which is aimed at reducing PA administrative burdens and 152 
 improving patient access to care.  153 
 2. Our AMA will oppose health plan determinations on physician appeals based 154 
 solely on medical coding and advocate for such decisions to be based on the direct 155 
 review of a physician of the same medical specialty/subspecialty as the 156 
 prescribing/ordering physician.  157 
 3. Our AMA supports efforts to track and quantify the impact of health plans’ prior 158 
 authorization and utilization management processes on patient access to necessary 159 
 care and patient clinical outcomes, including the extent to which these processes 160 
 contribute to patient harm.  161 
 4. Our AMA will advocate for health plans to minimize the burden on patients, 162 
 physicians, and medical centers when updates must be made to previously 163 
 approved and/or pending prior authorization requests.  164 
 165 
Required Clinical Qualifications in Determining Medical Diagnoses and Medical 166 
Necessity D-320.975  167 
Our American Medical Association advocates for a change to existing public and private 168 
processes including Utilization Management, Prior Authorization, Medicare and Medicaid 169 
audits, Medicare and State Public Health surveys of clinical care settings, to only allow 170 
physicians with adequate and commensurate training, scope of practice, and licensure 171 
to determine accuracy of medical diagnoses and assess medical necessity. 172 



OHIO STATE MEDICAL ASSOCIATION HOUSE OF DELEGATES 1 
 2 

Resolution No. 31 – 2026 3 
 4 

Introduced by:    Christopher Brown, MD 5 
 6 
Subject: Promoting Accurate Professional Titles in Health Care 7 

Communications and Supporting the ACP Policy 'Physicians Are 8 
Not Providers' 9 

 10 
Referred to:  Resolutions Committee No. 2 11 
 12 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  13 

 14 
WHEREAS, the American College of Physicians (ACP) policy paper concludes 15 

physicians should be referred to as physicians and recommends clinicians or health care 16 
professionals for mixed groups; and 17 

 18 
WHEREAS, the term 'provider' obscures differences in training and undermines 19 

professionalism and patient understanding; and 20 
 21 
WHEREAS, clarity regarding team roles is essential to patient-centered, high-22 

quality care; now, therefore, be it 23 
 24 
RESOLVED, that OSMA endorse and support the ACP policy; and be it further 25 
 26 
RESOLVED, that OSMA adopt an internal communications policy specifying 27 

accurate professional titles; and be it further 28 
 29 
RESOLVED, that OSMA produce and disseminate educational materials 30 

supporting correct terminology; and be it further 31 
 32 
RESOLVED, that OSMA collaborate with Ohio hospitals, systems, and payers to 33 

promote accurate role titles; and be it further 34 
 35 
RESOLVED, that OSMA create a patient-facing care-team explainer; and be it 36 

further 37 
 38 
RESOLVED, that OSMA monitor implementation and report annually to the House 39 

of Delegates. 40 
 41 

Fiscal Note:  $ minimal cost, primarily staff time (Sponsor) 42 
   $ 500 (Staff) 43 
 44 
References: 45 

1.  None 46 



 47 
Relevant OSMA Policy: 48 

1. None 49 
 50 
Relevant AMA Materials: 51 

1. None 52 
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 13 
WHEREAS, mental health conditions such as depression and anxiety are highly 14 

prevalent among Ohioans and are associated with significant morbidity, mortality, and 15 
healthcare costs; and 16 

 17 
WHEREAS, access to psychiatric services remains limited across Ohio due to 18 

workforce shortages, long wait times, and geographic disparities, particularly affecting 19 
Medicaid populations and underserved communities; and 20 

 21 
WHEREAS, primary care clinicians serve as the frontline providers for many 22 

patients with mental health conditions and frequently manage behavioral health concerns 23 
without adequate specialty support, contributing to increased workload, burnout risk, and 24 
barriers to optimal patient care; and 25 

 26 
WHEREAS, the Collaborative Care Model (CoCM) is an evidence-based, team-27 

based approach to integrating behavioral health into primary care that includes a primary 28 
care clinician, behavioral health care manager, and consulting psychiatric specialist using 29 
measurement-based care and population health principles, thereby providing additional 30 
clinical support and resources to primary care practices managing complex behavioral 31 
health needs; and 32 

 33 
WHEREAS, more than 80 randomized controlled trials have demonstrated that the 34 

Collaborative Care Model improves clinical outcomes for common mental health 35 
conditions while reducing total healthcare costs and improving patient satisfaction; and 36 

 37 
WHEREAS, the Centers for Medicare & Medicaid Services (CMS) established 38 

specific billing codes (CPT 99492–99494 and 99484) to reimburse Collaborative Care 39 
services, and Medicare as well as many commercial insurers currently provide 40 
reimbursement for these services; and 41 

 42 
WHEREAS, Ohio Medicaid does not currently reimburse for Collaborative Care 43 

Model codes, creating a financial barrier to implementation in primary care settings that 44 
disproportionately serve Medicaid beneficiaries; and 45 

 46 



WHEREAS, lack of reimbursement limits the ability of healthcare systems, 47 
community health centers, and safety-net clinics to expand access to integrated 48 
behavioral health services for vulnerable populations while also limiting access to 49 
specialty consultation and team-based support for primary care clinicians; and 50 

 51 
WHEREAS, expanding access to evidence-based integrated behavioral health 52 

services aligns with goals of improving population health, reducing healthcare disparities, 53 
supporting the primary care workforce, and controlling healthcare expenditures; and 54 
therefore be it 55 

 56 
RESOLVED, that the Ohio State Medical Association advocate for Ohio Medicaid 57 

to provide reimbursement for Collaborative Care Model services; and be it further 58 
 59 
RESOLVED, that OSMA support policies and initiatives that promote the 60 

implementation of evidence-based integrated behavioral health models within primary 61 
care settings to improve access to mental health services for Medicaid beneficiaries and 62 
to provide additional clinical support to primary care clinicians managing behavioral health 63 
conditions; and be it further 64 

 65 
RESOLVED, that OSMA collaborate with relevant parties, including the Ohio 66 

Department of Medicaid, healthcare systems, and professional organizations, to advance 67 
policies supporting sustainable financing for the Collaborative Care Model in Ohio. 68 

 69 
Fiscal Note:  $ 500 (Sponsor) 70 
   $ 50,000 (Staff) 71 
 72 
References: 73 

1.  None 74 
 75 
Relevant OSMA Policy: 76 
Policy 9 - 1998 - Access and Parity of Mental Health Coverage 77 
The OSMA supports access and parity of mental health coverage as reflected in the 78 
following statements: 79 

1. Treatment of mental health problems should be integrated as much as possible 80 
into other aspects of general healthcare. 81 

2. Primary care physicians should have ongoing consultation available from and 82 
efficient referral access to expert mental health providers. 83 

3. Health care coverage plans should include mental health benefits on parity with 84 
other general medical conditions for medically necessary treatment performed 85 
by accountable clinicians. 86 

4. Health care plans that list providers will also list individual mental health care 87 
providers so that referrals can be made as a collaborative effort involving 88 
patients, referring physicians and mental health care clinicians. 89 

5. Psychiatrists and non-psychiatrists be appropriately compensated for the 90 
psychiatric services they provide. 91 

 92 



Policy 24 - 2018 - Implementation of Integrated Behavioral Healthcare Management 93 
Services 94 

1. The OSMA support efforts to implement evidence-based, physician-led 95 
integrated behavioral health care management models.  96 

 97 
Policy 22 - 2022 - Medicare and Medicaid Reimbursement 98 

1. The Ohio State Medical Association will seek to introduce legislation which will 99 
bring Ohio Medicaid reimbursement up to parity with Medicare reimbursements. 100 
2. The Ohio delegation to our American Medical Association shall carry a resolution 101 
which calls for education of beneficiaries particularly in regard to the scope of benefit 102 
coverage within Medicare Advantage Plans. 103 
3. The Ohio Delegation will bring to the AMA a resolution seeking an increase in 104 
Medicare reimbursement. 105 

 106 
Relevant AMA Materials: 107 
Integrating Physical and Behavioral Health Care H-385.915 108 
Our American Medical Association: (1) encourages private health insurers to recognize 109 
CPT codes that allow primary care physicians to bill and receive payment for physical 110 
and behavioral health care services provided on the same day; (2) encourages all state 111 
Medicaid programs to pay for physical and behavioral health care services provided on 112 
the same day; (3) encourages state Medicaid programs to amend their state Medicaid 113 
plans as needed to include payment for behavioral health care services in school settings; 114 
(4) encourages practicing physicians to seek out continuing medical education 115 
opportunities on integrated physical and behavioral health care; and (5) promotes the 116 
development of sustainable payment models that would be used to fund the necessary 117 
services inherent in integrating behavioral health care services into primary care settings. 118 

Awareness, Diagnosis and Treatment of Depression and other Mental Illnesses H-119 
345.984 120 

1. Our American Medical Association encourages: 121 
a. medical schools, primary care residencies, and other training programs as 122 

appropriate to include the appropriate knowledge and skills to enable 123 
graduates to recognize, diagnose, and treat depression and other mental 124 
illnesses, either as the chief complaint or with another general medical 125 
condition. 126 

b. all physicians providing clinical care to acquire the same knowledge and skills. 127 
c. additional research into the course and outcomes of patients with depression 128 

and other mental illnesses who are seen in general medical settings and into 129 
the development of clinical and systems approaches designed to improve 130 
patient outcomes. Furthermore, any approaches designed to manage care by 131 
reduction in the demand for services should be based on scientifically sound 132 
outcomes research findings. 133 

2. Our AMA will work with the National Institute on Mental Health and appropriate 134 
medical specialty and mental health advocacy groups to increase public awareness 135 
about depression and other mental illnesses, to reduce the stigma associated with 136 



depression and other mental illnesses, and to increase patient access to quality care 137 
for depression and other mental illnesses. 138 
3. Our AMA: 139 

 1. will advocate for the incorporation of integrated services for general medical 140 
 care, mental health care, and substance use disorder care into existing psychiatry, 141 
 addiction medicine and primary care training programs' clinical settings. 142 
 2. encourages graduate medical education programs in primary care, psychiatry, 143 
 and addiction medicine to create and expand opportunities for residents and 144 
 fellows to obtain clinical experience working in an integrated behavioral health and 145 
 primary care model, such as the collaborative care model. 146 
 3. will advocate for appropriate reimbursement to support the practice of integrated 147 
 physical and mental health care in clinical care settings. 148 

4. Our AMA recognizes the impact of violence and social determinants on women’s 149 
mental health. 150 

Integrating Care for Individuals Dually Eligible for Medicare and Medicaid H-290.956 151 
Our American Medical Association supports integrated care for individuals dually eligible 152 
for Medicare and Medicaid that aligns with AMA policy and meets the following criteria: 153 

a. Care is grounded in the diversity of dually eligible enrollees and services are 154 
tailored to individuals’ needs and preferences.  155 
b. Coverage of medical, behavioral health, and long-term services and supports is 156 
aligned. 157 
c. Medicare and Medicaid eligibility and enrollment processes are simplified, with 158 
enrollment assistance made available as needed. 159 
d. Enrollee choice of plan and physician is honored, allowing existing patient-160 
physician relationships to be maintained. 161 
e. Services are easy to navigate and access, including in rural areas.  162 
f. Care coordination is prioritized, with quality case management available as 163 
appropriate. 164 
g. Barriers to access, including inadequate networks of physicians and other 165 
providers and prior authorizations, are minimized. 166 
h. Administrative burdens on patients, physicians and other providers are minimized. 167 
i. Educational materials are easy to read and emphasize that the ability and power 168 
to opt in or out of integrated care resides solely with the patient. 169 
j. Physician participation in Medicare or Medicaid is not mandated nor are eligible 170 
physicians denied participation. 171 
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Resolution No. 33 – 2026 3 
 4 

Introduced by:    District 2 5 
 6 
Subject: Reverse CMS Cuts to Facility-Based Practice Expense Payments 7 

for Physician 8 
 9 
Referred to:  Resolutions Committee No. 2 10 
 11 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  12 

 13 
WHEREAS, Effective 01/01/2026, The CY 2026 Physician Fee Schedule final rule 14 

(CMS-1832-F) significantly reduced the practice expense portion of physician payments 15 
for services provided in the facility setting; and 16 

  17 
WHEREAS, Cuts to practice expense will be destabilizing to the healthcare 18 

system, causing significant disruption in access to healthcare services, particularly for 19 
those in rural and underserved areas, by removing urgently needed resources from 20 
physicians; and 21 

  22 
WHEREAS, Many specialists are classified as “facility-based” but work as 23 

independent practices or professional corporations and are not directly salaried by a 24 
hospital, as the rule suggests. As a result, they incur rent for their own office space and 25 
utility expenses, employ and train administrative and clinical support staff, and shoulder 26 
ongoing costs for equipment, information technology, quality improvement programs, 27 
biosafety and compliance infrastructure, which should be adequately compensated by 28 
CMS; and 29 

  30 
WHEREAS, Independent physician groups operate around the country, tending to 31 

be smaller local, rural or regional groups. Groups like these are reliant on their expected 32 
venue for services provided, and certainly expend significant practice expense. These 33 
physician groups do not have the ability to absorb significant cuts to payments the way a 34 
large health system may be able. These cuts will force many independent physician 35 
groups to sell their practices to hospitals, health systems, or larger entities – in direct 36 
contradiction to CMS’ states goals1; and 37 

  38 
WHEREAS, these practice expense cuts will negatively impact all medical 39 

specialties that perform services in the hospital-based setting, causing across-the-board 40 
harm to our patients and our communities; therefore be it 41 

 42 
RESOLVED, that our Ohio State Medical Association (OSMA) work with our 43 

American Medical Association (AMA) to write and promote model federal legislation to 44 
reverse CY 2026 Physician Fee Schedule (CMS-1832-F) reductions to facility-based 45 
practice expenses payments for physicians – retroactive to 01/01/2026 – and codify future 46 



payment updates by linking these payments to the Medicare Economic Index (MEI); and 47 
be it further 48 

  49 
RESOLVED, that our OSMA Delegation to the AMA House of Delegates carry this 50 

resolution forward and present it at A-26 for consideration. 51 
 52 

Fiscal Note:  $ X (Sponsor) 53 
   $ 500 (Staff) 54 
 55 
References: 56 

1.  None 57 
 58 
Relevant OSMA Policy: 59 

1. None 60 
 61 
Relevant AMA Materials: 62 

1. https://www.hospitalmedicine.org/letters/shm-leads-multispecialty-effort-to-stop-63 
facility-based-practice-expense-cuts/    64 

https://www.hospitalmedicine.org/letters/shm-leads-multispecialty-effort-to-stop-facility-based-practice-expense-cuts/
https://www.hospitalmedicine.org/letters/shm-leads-multispecialty-effort-to-stop-facility-based-practice-expense-cuts/
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Resolution No. 34 – 2026 3 
 4 

Introduced by:    Medical Student Section 5 
 6 
Subject: Opposing the Use of State-Managed Public Funds for High-Risk, 7 

Illiquid Foreign Bonds and Supporting Reinvestment in Ohio’s 8 
Public Health Infrastructure 9 

 10 
Referred to:  Resolutions Committee No. 2 11 
 12 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  13 

 14 
WHEREAS, public health investments consistently demonstrate a high return on 15 

investment, estimated at approximately 14.3 to 1, indicating significantly greater benefit 16 
to Ohio’s population compared to low-liquidity and high risk bond holdings4; and  17 

 18 
WHEREAS, Ohio ranks 12th out of 50 states in obesity prevalence, with an 19 

estimated $14.957 billion in total direct medical costs, including $5.469 billion in Medicare 20 
expenditures and $3.689 billion in Medicaid expenditures, representing a substantial and 21 
ongoing strain on state and federal healthcare spending5; and  22 

 23 
WHEREAS, 67 counties in Ohio have at least one food desert, 67 counties have 24 

at least one pharmacy desert, and 60 counties—representing 68% of the state—have 25 
both, significantly limiting access to nutritious food, prescription medications, and 26 
preventive health services6; and  27 

 28 
WHEREAS, limited access to healthy food and essential healthcare resources is 29 

associated with increased rates of obesity, chronic disease, psychological stress, 30 
untreated medical conditions, and reduced life expectancy6,7; and  31 

 32 
WHEREAS, profound health disparities exist across Ohio, as demonstrated by the 33 

fact that Delaware County, one of the wealthiest counties in the state, has an average life 34 
expectancy of 81.3 years, while Vinton County, one of the poorest, has an average life 35 
expectancy of only 69.9 years6; and 36 

 37 
WHEREAS, Ohio’s overdose death rate ranked 7th nationally in 2021 (48.1 deaths 38 

per 100,000), 10th in 2022 (45.6 per 100,000), and 12th in 2023 (41.6 per 100,000), 39 
highlighting both the severity of the opioid crisis and recent progress8; and  40 

 41 
WHEREAS, Ohio experienced a greater than 35% reduction in overdose deaths 42 

from 2023 to 2024, demonstrating the effectiveness of targeted public health investments, 43 
including expanded access to naloxone, a substantial increase in opioid treatment 44 
providers, growth in peer support specialists, and expanded counseling and recovery 45 
services9; and  46 



 47 
WHEREAS, communities that implement evidence-based public health 48 

strategies—such as harm reduction, linkage to treatment, targeted education, and safety 49 
planning—have consistently demonstrated meaningful reductions in overdose mortality 50 
and improved long-term health outcomes10; and  51 

 52 
WHEREAS, investment in public health infrastructure produces sustained 53 

economic benefits by preventing disease, reducing avoidable emergency and inpatient 54 
care, lowering long-term Medicaid and Medicare expenditures, strengthening workforce 55 
productivity, and improving overall population well-being11; and  56 

 57 
WHEREAS, unlike speculative or illiquid financial instruments, public health 58 

investments deliver direct, measurable, and durable returns to Ohio residents in the form 59 
of lives saved, healthcare costs avoided, and communities strengthened; and  60 

 61 
WHEREAS, Ohio currently holds only one foreign bond that is purchased directly 62 

and explicitly reported by the Ohio Treasurer as a specific debt instrument issued by a 63 
foreign sovereign, whereas other international investments consist of pooled funds in 64 
which Ohio does not directly select individual securities12; and  65 

 66 
WHEREAS, as of May 2024, the Ohio State Treasury held approximately $262.5 67 

million in these directly purchased foreign bonds, making Ohio one of the largest state-68 
level holders of such bonds in the United States1; and  69 

 70 
WHEREAS, these foreign bonds are illiquid, non-marketable securities that lock 71 

public funds until maturity and cannot be resold, thereby limiting the state’s fiscal flexibility 72 
during periods of public health urgency or economic uncertainty2; and  73 

 74 
WHEREAS, the issuing country’s sovereign credit rating has recently been 75 

downgraded, and yields on its government debt have risen above 5%, indicating 76 
increased financial risk that may not align with careful management of public funds2; and  77 

 78 
WHEREAS, Ohio Treasurer Robert Sprague serves as general chair of an 79 

organization dedicated to promoting investment in these foreign bonds2; and 80 
 81 
WHEREAS, ethics experts have stated that this level of involvement between 82 

foreign bond promotion and American state officials exceeds what is typically considered 83 
appropriate for public officials responsible for managing public funds3; therefore be it 84 

 85 
RESOLVED, that our OSMA oppose the use of state-managed public funds to 86 

purchase foreign government bonds when such investments restrict the availability of 87 
resources needed to address Ohio’s critical public health priorities; and be it further  88 

 89 
RESOLVED, that our OSMA support the discontinuation of future purchases of 90 

foreign government bonds by the State of Ohio; and be it further  91 
 92 



RESOLVED, that our OSMA support future state investment allocations that 93 
prioritize strengthening Ohio’s public health infrastructure, including prevention, 94 
treatment access, health equity initiatives, and the public health workforce. 95 

 96 
Fiscal Note:  $ X (Sponsor) 97 
   $ 500 (Staff) 98 
 99 
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 146 
Relevant OSMA Policy: 147 
Policy 54 - 1990 - Raise Revenue for Health-Care Needs 148 
The OSMA supports an increase in federal excise taxes for tobacco and alcohol which 149 
would be allocated to health-care needs. 150 
 151 
Relevant AMA Materials: 152 

1. None 153 
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 13 
WHEREAS, physicians are bound by ethical and professional duties to act in the 14 

best interests of their patients, including advocating for appropriate medical care, 15 
treatment options, and insurance coverage1; and  16 

 17 
WHEREAS, physician advocacy may include appealing a payor’s decision to deny 18 

payment for a service pursuant to the reasonable grievance or appeal procedure 19 
established by a medical group, hospital medical staff and governing body, or payer, or 20 
to protest a decision, policy, or practice that the physician, consistent with that degree of 21 
learning and skill ordinarily possessed by reputable physicians practicing according to the 22 
applicable legal standard of care, reasonably believes impairs the physician’s ability to 23 
provide medically appropriate health care to his or her patients2; and  24 

 25 
WHEREAS, the American Medical Association has urged more states to expand 26 

their anti-retaliation laws, including expansion of legal protections for independent and 27 
contracted physicians “from corporate, workplace or employer retaliation when reporting 28 
safety, harassment or fraud concerns at licensed health care institutions or in the 29 
government”3; and  30 

 31 
WHEREAS, the absence of explicit legal protections in Ohio law for physician 32 

advocacy leaves physicians vulnerable when they seek to uphold standards of care and 33 
defend patient rights, even as compared to protections in place for nurses and other 34 
medical professionals who engage in patient advocacy4; and 35 

 36 
WHEREAS, Ohio physicians have in some instances faced disciplinary action, 37 

retaliation, termination of employment or other contractual relationship for fulfilling their 38 
duty to advocate on behalf of patients, such as through whistleblowing and unionization 39 
efforts5-7; and  40 

 41 
WHEREAS, only 72% of healthcare employees who witnessed misconduct 42 

reported it and nearly half of those who reported wrongdoing faced retaliation8, while 43 
nearly 20% of emergency physicians reported possible or real threat to their employment 44 
if they raised quality-of-care concerns9; and  45 

 46 



WHEREAS, California Business and Professions Code § 2056 provides a model 47 
framework affirming that physicians who “advocate for medically appropriate health care 48 
for their patients,” including through communications with patients and appeals to 49 
insurers, shall not be retaliated against2; therefore be it 50 

 51 
RESOLVED, that our OSMA support the establishment of legal protections against 52 

retaliation for physicians who advocate in good faith for medically appropriate health care 53 
for their patients; and be it further  54 

 55 
RESOLVED, that our OSMA support legislation affirming:  56 
a) That no licensed physician shall be retaliated against for advocating for 57 

medically appropriate care;  58 
b) That such advocacy includes communication with patients and actions taken 59 

within clinical judgment;  60 
c) That employers, health care institutions, and payers may not interfere with, 61 

discourage, or penalize such advocacy.  62 
 63 

Fiscal Note:  $ X (Sponsor) 64 
   $ 500 (Staff) 65 
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 87 
Relevant OSMA Policy: 88 

1. None 89 
 90 
Relevant AMA Materials: 91 

1. None 92 
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 12 
WHEREAS, In 2022 the American Medical Association officially recognized voting 13 

as a Social Determinant of Health1; and 14 
 15 
WHEREAS, Ohio has one of the most restrictive Voter ID laws on the country2; 16 

and 17 
 18 
WHEREAS, Voter ID laws have been shown to promote voter suppression and 19 

reduce voter turnout, while being ineffective as a means of combating voter fraud3,4; and 20 
 21 
WHEREAS, Unlike at least 22 other states, Ohio does not have an electronic 22 

method to request absentee/mail ballot applications5; and 23 
 24 
WHEREAS, Unlike at least 19 other states, Ohio requires voters to pay for postage 25 

for ballot applications and mail-in ballots6; and 26 
 27 
WHEREAS, Unlike at least 29 other states, Ohio limits drop boxes for completed 28 

absentee ballots to one per county7; and 29 
 30 
WHEREAS, The American Medical Association supports mail-in ballot postage 31 

that is free or prepaid by the government, and improved access to drop off locations for 32 
mail-in or early ballots8; and 33 

 34 
WHEREAS, Ohio supports emergency voting for hospitalized patients, however 35 

hospitalized patients are limited to family members only when selecting someone who 36 
may receive and return an absentee ballot on their behalf 9; and therefore be it 37 

 38 
RESOLVED, that our Ohio State Medical Association (OSMA) amend Policy 14-39 

2024 as follows: 40 
 41 
Policy 14 – 2024 -- Support for Safe and Equitable Access to Voting  42 
1. THE OSMA ACKNOWLEDGES VOTING IS A SOCIAL DETERMINANT OF 43 

HEALTH.  44 
2. OSMA opposes requirements for voters to obtain a doctor’s note or other 45 

attestation by a medical professional TO STIPULATE A REASON TO 46 



RECEIVE A BALLOT BY MAIL AND OTHER CONSTRAINTS as a 47 
requirement to participate in mail-in voting.  48 

3. OSMA supports nonpartisan voter registration efforts in healthcare settings and 49 
encourages medical schools and hospitals to provide appropriate 50 
accommodations to students and employees for the purpose of voting in local, 51 
state and national elections.  52 

4. OSMA SUPPORTS THE IMPLEMENTATION OF AN ELECTRONIC 53 
ALTERNATIVE TO BALLOT APPLICATIONS, INCLUDING EMERGENCY 54 
ABSENTEE BALLOT APPLICATIONS FOR PATIENTS EXPERIENCING AN 55 
UNEXPECTED MEDICAL ILLNESS.  56 

5. OSMA SUPPORTS THE USE OF NON-FAMILY AUTHORIZED 57 
MESSENGERS TO ASSIST IN THE TRANSPORT AND DELIVERY OF 58 
EMERGENCY BALLOT APPLICATIONS AND ABSENTEE BALLOTS.  59 

6. OSMA SUPPORTS MAIL-IN BALLOT POSTAGE THAT IS FREE OR PREPAID 60 
BY THE GOVERNMENT.  61 

7. OSMA SUPPORTS IMPROVED ACCESS TO DROP OFF LOCATIONS FOR 62 
MAIL-IN OR EARLY BALLOTS.  63 

8. OSMA OPPOSES UNNECESSARY REGULATORY BURDENS IN ORDER TO 64 
VOTE.  65 

 66 
 67 

Fiscal Note:  $ 5000+ (Sponsor) 68 
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 95 
Relevant OSMA Policy: 96 
 97 
Policy 14 – 2024 -- Support for Safe and Equitable Access to Voting  98 

1. OSMA opposes requirements for voters to obtain a doctor’s note or other attestation 99 
by a medical professional as a requirement to participate in mail-in voting.   100 

2. OSMA supports nonpartisan voter registration efforts in healthcare settings and 101 
encourages medical schools and hospitals to provide appropriate 102 
accommodations to students and employees for the purpose of voting in local, 103 
state and national elections. 104 

 105 
Relevant AMA Materials: 106 
 107 
H-440.805 Support for Safe and Equitable Access to Voting  108 

1. Our American Medical Association supports measures to facilitate safe and 109 
equitable access to voting as a harm-reduction strategy to safeguard public 110 
health and mitigate unnecessary risk of infectious disease transmission by 111 
measures including but not limited to:  112 
a. extending polling hours  113 
b. increasing the number of polling locations  114 
c. extending early voting periods  115 
d. mail-in ballot postage that is free or prepaid by the government  116 
e. adequate resourcing of the United States Postal Service and election 117 
operational procedures  118 
f. improved access to drop off locations for mail-in or early ballots  119 
g. use of a P.O. box for voter registration.  120 

 121 
2. Our AMA opposes requirements for voters to stipulate a reason in order to receive 122 

a ballot by mail and other constraints for eligible voters to vote-by-mail.  123 
3. Our AMA:  124 

a. acknowledges voting is a social determinant of health and significantly 125 
contributes to the analyses of other social determinants of health as a key metric.  126 
b. recognizes that gerrymandering which disenfranchises 127 
individuals/communities limits access to health care, including but not limited to 128 
the expansion of comprehensive medical insurance coverage, and negatively 129 
impacts health outcomes.  130 
c. will collaborate with appropriate stakeholders and provide resources to firmly 131 
establish a relationship between voter participation and health outcomes.  132 

 133 
H-65.936 Supporting the Health of Our Democracy  134 

1. Our American Medical Association supports policies that ensure safe and 135 
equitable access to voting and opposes the institutional barriers to the process of 136 
voter registration.  137 

2. Our AMA encourages physicians and medical trainees to vote, eliminate barriers 138 
to their participation in the electoral process, and support their and other 139 
healthcare workers’ engagement in all voter registration efforts in healthcare 140 



settings, including emergency absentee ballot procedures for qualifying patients, 141 
visitors, and healthcare workers.  142 

3. Our AMA supports the use of independent, nonpartisan commissions to draw 143 
districts for both federal and state elections.  144 
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Resolution No. 37 – 2026 3 
4 

Introduced by:   District 4 5 
6 

Subject: Destigmatizing Mental Health 7 
8 

Referred to: Resolutions Committee No. 2 9 
10 

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 11 
12 

WHEREAS, physician burnout, depression, and suicide rates are significantly 13 
higher than those of the general population (1,2); and 14 

15 
WHEREAS, the demanding nature of practicing medicine, including long working 16 

hours, precise decision-making, and financial pressures to document accurately, 17 
negatively contributes to physician mental health; and 18 

19 
WHEREAS, a culture of stigma and fear surrounding the reporting of mental health 20 

issues can discourage physicians from seeking treatment; and 21 
22 

WHEREAS, hospital credentialing processes may inappropriately inquire about or 23 
penalize physicians for seeking mental health care, creating a barrier to treatment (3); 24 
and therefore be it 25 

26 
RESOLVED, that the OSMA supports efforts to destigmatize mental health 27 

challenges among physicians, residents, and medical students; and be it further 28 
29 

RESOLVED, that the OSMA reaffirm Policy 17-2017, Policy 35-1982, and Policy 30 
11-2024; and be it further31 

32 
RESOLVED, that the OSMA supports legislation and regulatory changes to ensure 33 

that seeking mental health care, by itself, is not a basis for adverse action regarding 34 
hospital credentialing, provided the physician is able to practice medicine safely.  35 

36 
Fiscal Note: $ 50,000 (Sponsor) 37 

$ 500+ (Staff) 38 
39 
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 51 
Relevant OSMA Policy: 52 
 53 
Policy 10 - 2025 - Disclosures Policy for Medical Applicants 54 
The OSMA encourages Ohio medical schools to provide education to medical students 55 
on the process of disclosures in residency applications, including mental health 56 
conditions, physical conditions, chemical dependency conditions, and disabilities. 57 

 58 
Policy 11 - 2024 - Ohio Medical School Suicide Education 59 
The Ohio State Medical Association supports the education of faculty members, 60 
fellows/residents, and medical students in recognizing signs and symptoms of burnout 61 
and depression, as well as treatment of and prevention, in order to combat the occurrence 62 
of suicide amongst medical students, physicians, and residents. 63 

 64 
Policy 08 - 2020 - Mental Health First Aid Training 65 
 1. The OSMA encourages physicians, physician practices, allied healthcare 66 
 professionals, and medical communities to support access to learning evidence based 67 
 mental health programs for all interested members of the care team. 68 
 2. The OSMA supports the use of public funds to facilitate evidence based mental 69 
 health programs for all interested members of medical care teams.  70 
 71 
Policy 9 - 1998 - Access and Parity of Mental Health Coverage 72 

1. The OSMA supports access and parity of mental health coverage as reflected in 73 
the following statements: 74 
1) Treatment of mental health problems should be integrated as much as possible 75 

into other aspects of general healthcare. 76 
2) Primary care physicians should have ongoing consultation available from and 77 

efficient referral access to expert mental health providers. 78 
3) Health care coverage plans should include mental health benefits on parity with 79 

other general medical conditions for medically necessary treatment performed 80 
by  accountable clinicians. 81 

4) Health care plans that list providers will also list individual mental health care 82 
providers so that referrals can be made as a collaborative effort involving 83 
patients,  referring physicians and mental health care clinicians. 84 

5) Psychiatrists and non-psychiatrists be appropriately compensated for the 85 
psychiatric services they provide. 86 

 87 
Policy 17 - 2017 - Importance of OSMA Promoting Physician Well-Being by 88 
Addressing the Physician and Medical Student Burnout Issue 89 
 1. The OSMA shall work with medical schools, hospitals, residency programs, and  90 
 physicians to address the issue of physician and medical student burnout. 91 

https://www.ama-assn.org/practice-management/physician-health/preventing-physician-suicide
https://www.ama-assn.org/practice-management/physician-health/preventing-physician-suicide


 2. The OSMA encourages physicians and medical students to utilize the AMA Steps 92 
 Forward Program to learn more about preventing physician burnout. 93 
 94 
Policy 35 - 1982 - Education Regarding Suicide Recognition, Prevention and 95 
Treatment 96 
 1. The OSMA encourages physicians to continue their education in the recognition, 97 
 treatment, and prevention of potential suicides and the management of survivors of 98 
 suicide attempts. 99 
 100 
Relevant AMA Materials: 101 
 102 
Physicians, Psychotherapy and Mental Health Care H-345.996 103 
Our American Medical Association supports efforts to inform physicians, the public and 104 
third party payers that physicians in the private sector are at the forefront of mental health 105 
care in their office practices and provide significant amounts of direct and preventive 106 
mental health services to the public. 107 
 108 
Medical and Mental Health Services for Medical Students and Resident and 109 
Fellow Physicians H-345.973 110 
Our AMA promotes the availability of timely, confidential, accessible, and affordable 111 
medical and mental health services for medical students and resident and fellow 112 
physicians, to include needed diagnostic, preventive, and therapeutic services. 113 
Information on where and how to access these services should be readily available at all 114 
education/training sites, and these services should be provided at sites in reasonable 115 
proximity to the sites where the education/training takes place. 116 
 117 
Access to Confidential Health Care Services for Physicians and Trainees D-118 
405.978 119 
1. Our AMA will advocate that: (a) physicians, medical students and all members of the 120 
health care team (i) maintain self-care, (ii) are supported by their institutions in their self-121 
care efforts, and (iii) in order to maintain the confidentiality of care, have access to 122 
affordable health care, including mental and physical health care, outside of their place 123 
of work or education; and (b) employers support access to mental and physical health 124 
care including but not limited to providing access to out-of-network in person and/or via 125 
telemedicine, thereby reducing stigma, eliminating discrimination, and removing other 126 
barriers to treatment.  127 
2. Our AMA will advocate for best practices to ensure physicians, medical students and 128 
all members of the health care teams have access to appropriate behavioral, mental, 129 
primary, and specialty health care and addiction services. 130 
 131 
Protecting Physician Wellbeing on Applications for Board Certification D-275.946 132 
1. Our American Medical Association will work with physician board certifying 133 
organizations to assure that physician wellbeing is a primary concern. 134 
2. Our AMA will advocate that the focus of physician board certifying organizations on 135 
physician wellbeing be demonstrated by the removal of intrusive questions regarding 136 



physician physical or mental health (including substance misuse) or related treatments 137 
on board certification applications. 138 
3. Our AMA will advocate that any questions on physician board certifying applications 139 
related to physician health be limited to only inquiries about current impairment. 140 
 141 
Mental Health Crisis D-345.972 142 
1. Our American Medical Association will work expediently with all interested national 143 
medical organizations, national mental health organizations, and appropriate federal 144 
government entities to convene a federally-sponsored blue ribbon panel and develop a 145 
widely disseminated report on mental health treatment availability and suicide 146 
prevention in order to: 147 
a. Improve suicide prevention efforts, through support, payment and insurance 148 
coverage for mental and behavioral health and suicide prevention services, including, 149 
but not limited to, the National Suicide Prevention Lifeline. 150 
b. Increase access to affordable and effective mental health care through expanding 151 
and diversifying the mental and behavioral health workforce. 152 
c. Expand research into the disparities in youth suicide prevention. 153 
d. Address inequities in suicide risk and rate through education, policies and 154 
development of suicide prevention programs that are culturally and linguistically 155 
appropriate. 156 
e. Develop and support resources and programs that foster and strengthen healthy 157 
mental health development. 158 
f. Develop best practices for minimizing emergency department delays in obtaining 159 
appropriate mental health care for patients who are in mental health crisis.  160 
2. Our AMA supports physician acquisition of emergency mental health response skills 161 
by promoting education courses for physicians, fellows, residents, and medical students 162 
including, but not limited to, mental health first aid training. 163 
3. Our AMA along with other interested parties will advocate that children’s mental 164 
health and barriers to mental health care access for children represent a national 165 
emergency that requires urgent attention from all interested parties. 166 
4. Our AMA will join with other interested parties to advocate for efforts to increase the 167 
mental health workforce to address the increasing shortfall in access to appropriate 168 
mental health care for children. 169 
 170 
Access to Confidential Health Services for Medical Students and Physicians H-171 
295.858 172 

1. Our American Medical Association will ask the Liaison Committee on Medical 173 
Education, Commission on Osteopathic College Accreditation, American 174 
Osteopathic Association, and Accreditation Council for Graduate Medical 175 
Education to encourage medical schools and residency/fellowship programs, 176 
respectively, to: 177 

a. provide or facilitate the immediate availability of urgent and emergent 178 
access to low-cost, confidential health care, including mental health and 179 
substance use disorder counseling services, that: 180 

i. include appropriate follow-up; 181 
ii. are outside the trainees' grading and evaluation pathways; and 182 



iii. are available (based on patient preference and need for assurance 183 
of confidentiality) in reasonable proximity to the education/training 184 
site, at an external site, or through telemedicine or other virtual, 185 
online means; 186 

b. ensure that residency/fellowship programs are abiding by all duty hour 187 
restrictions, as these regulations exist in part to ensure the mental and 188 
physical health of trainees; 189 

c. encourage and promote routine health screening among medical students 190 
and resident/fellow physicians, and consider designating some segment of 191 
already-allocated personal time off (if necessary, during scheduled work 192 
hours) specifically for routine health screening and preventive services, 193 
including physical, mental, and dental care; and 194 

d. remind trainees and practicing physicians to avail themselves of any 195 
needed resources, both within and external to their institution, to provide 196 
for their mental and physical health and well-being, as a component of 197 
their professional obligation to ensure their own fitness for duty and the 198 
need to prioritize patient safety and quality of care by ensuring appropriate 199 
self-care, not working when sick, and following generally accepted 200 
guidelines for a healthy lifestyle. 201 

2. Our AMA will urge state medical boards to refrain from asking applicants about 202 
past history of mental health or substance use disorder diagnosis or treatment, 203 
and only focus on current impairment by mental illness or addiction, and to 204 
accept "safe haven" non-reporting for physicians seeking licensure or relicensure 205 
who are undergoing treatment for mental health or addiction issues, to help 206 
ensure confidentiality of such treatment for the individual physician while 207 
providing assurance of patient safety. 208 

3. Our AMA encourages undergraduate and graduate medical education programs 209 
to create mental health substance use awareness and suicide 210 
prevention screening programs that would:  211 

a. be available to all medical students, residents, and fellows on an opt-out 212 
basis; 213 

b. ensure anonymity, confidentiality, and protection from administrative 214 
action; 215 

c. provide proactive intervention for identified at-risk students by mental 216 
health and addiction professionals; and 217 

d. inform students and faculty about personal mental health, substance use 218 
and addiction, and other risk factors that may contribute to suicidal 219 
ideation. 220 

4. Our AMA: 221 
a. encourages state medical boards to consider physical and mental 222 

conditions similarly; 223 
b. encourages state medical boards to recognize that the presence of a 224 

mental health condition does not necessarily equate with an impaired 225 
ability to practice medicine; and 226 



c. encourages state medical societies to advocate that state medical boards 227 
not sanction physicians based solely on the presence of a psychiatric 228 
disease, irrespective of treatment or behavior. 229 

5. Our AMA: 230 
a. encourages study of medical student mental health, including but not 231 

limited to rates and risk factors of depression and suicide; 232 
b. encourages medical schools to confidentially gather and release 233 

information regarding reporting rates of depression/suicide on an opt-out 234 
basis from its students; and 235 

c. will work with other interested parties to encourage research into 236 
identifying and addressing modifiable risk factors for burnout, depression 237 
and suicide across the continuum of medical education. 238 

6. Our AMA encourages the development of alternative methods for dealing with 239 
the problems of student-physician mental health among medical schools, such 240 
as: 241 

a. introduction to the concepts of physician impairment at orientation; 242 
b. ongoing support groups, consisting of students and house staff in various 243 

stages of their education; 244 
c.  journal clubs; 245 
d. fraternities; 246 
e. support of the concepts of physical and mental well-being by heads of 247 

departments, as well as other faculty members; and/or 248 
f. the opportunity for interested students and house staff to work with 249 

students who are having difficulty. Our AMA supports making these 250 
alternatives available to students at the earliest possible point in their 251 
medical education. 252 

7. Our AMA will engage with the appropriate organizations to facilitate the 253 
development of educational resources and training related to suicide risk of 254 
patients, medical students, residents/fellows, practicing physicians, and other 255 
health care professionals, using an evidence-based multidisciplinary approach. 256 

 257 
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 13 
WHEREAS, in 1965, the law that created Medicaid also introduced the Institution 14 

for Mental Diseases (IMD) exclusion1; and  15 
 16 
WHEREAS, the IMD exclusion prevents Medicaid from funding inpatient care 17 

rendered to Medicaid patients aged 21 to 64 in facilities with more than 16 beds that 18 
primarily provide psychiatric treatment1; and 19 

 20 
WHEREAS, when the IMD exclusion was created, psychiatric care primarily took 21 

place in large state hospitals funded and operated by states, and the exclusion was 22 
intended to keep states financially responsible for those institutions while simultaneously 23 
steering Medicaid funding toward general hospitals and community-based facilities, 24 
promoting deinstitutionalization2; and  25 

 26 
WHEREAS, while deinstitutionalization has continued, community resources have 27 

not met growing mental health needs, leaving patients with serious mental illness 28 
dependent on emergency departments, jails, and shelters for care3; and  29 

 30 
WHEREAS, patient outcomes, measured by decreased suicide risk, are improved 31 

when individualized care is given in psychiatric inpatient facilities rather than outside of 32 
these facilities4, 5; and 33 

 34 
WHEREAS, the IMD exclusion has caused a shortage of accessible inpatient 35 

psychiatric beds, forcing patients to wait longer for care and increasing strain on 36 
emergency departments6; and 37 

 38 
WHEREAS, Section 1115 waivers allow the Department of Health and Human 39 

Services to waive certain Medicaid requirements to test new approaches to care rendered 40 
using Medicaid services7; and 41 

 42 
WHEREAS, states apply for Section 1115 waivers and are typically approved for 43 

an initial five-year period, and then can seek renewal for three-to-five-year periods7; and 44 
 45 



WHEREAS, Medicaid funding in some states, including Ohio, can currently 46 
support short-term substance use treatment, but not other mental health treatment, 47 
through Section 1115 waiver programs as a temporary method to increase funding for 48 
this care8; and 49 

 50 
WHEREAS, a 2024 analysis by the Ohio Department of Medicaid showed a 51 

decrease in emergency department utilization and inpatient stays among patients with 52 
SUD in Ohio after the adoption of a Section 1115 waiver increasing Medicaid 53 
reimbursement for SUD treatment9; and 54 

 55 
WHEREAS, 16 states and the District of Columbia have been approved for Section 56 

1115 waivers allowing Medicaid to reimburse all mental health treatment beyond just 57 
substance use disorder10; and 58 

 59 
WHEREAS, an analysis from 2017 to 2021 showed that 12 of these states and the 60 

District of Columbia saw decreases in mental health–related emergency department 61 
visits, underscoring the benefit of covering all serious mental health treatment, not just 62 
substance use disorder10; and 63 

 64 
WHEREAS, an analysis of the Section 1115 waiver program adopted in Indiana in 65 

2020 for treatment of serious mental illness (i.e. all mental health treatment) showed a 66 
15.9% decrease in emergency department utilization in metro areas, a 19.1% decrease 67 
in larger non-metro areas, a 17.9% decrease in smaller non-metro areas, and a 32.2% 68 
decrease in rural areas among patients with a serious mental illness11; and therefore be 69 
it 70 

 71 
RESOLVED, That our OSMA supports the use of Section 1115 waivers to 72 

circumvent the restrictions of the Institution for Mental Diseases (IMD) exclusion and 73 
increase Medicaid funding for treatment of all mental health disorders. 74 

 75 
Fiscal Note:  $ X (Sponsor) 76 
   $ 500+ (Staff) 77 
 78 
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 117 
Relevant OSMA Policy: 118 
Policy 9 - 1998 - Access and Parity of Mental Health Coverage 119 

1. The OSMA supports access and parity of mental health coverage as reflected in 120 
the following statements: 121 
1) Treatment of mental health problems should be integrated as much as possible 122 
into other aspects of general healthcare. 123 
2) Primary care physicians should have ongoing consultation available from and 124 
efficient referral access to expert mental health providers. 125 
3) Health care coverage plans should include mental health benefits on parity with 126 
other general medical conditions for medically necessary treatment performed by 127 
accountable clinicians. 128 
4) Health care plans that list providers will also list individual mental health care 129 
providers so that referrals can be made as a collaborative effort involving patients, 130 
referring physicians and mental health care clinicians. 131 
5) Psychiatrists and non-psychiatrists be appropriately compensated for the 132 
psychiatric services they provide. 133 

 134 
Policy 62 - 1989 - Care of the Chronically, Mentally Ill 135 



1. The OSMA encourages improvement of Ohio's mental health system. 136 
2. The Ohio mental health system should provide up-to-date psychiatric treatment 137 

to patients with acute and intermittent psychiatric conditions, as well as planning, 138 
evaluation and treatment for those with chronic psychiatric conditions. 139 

3. Decisions concerning access to and treatment in the Ohio mental health system 140 
should be made by physicians. 141 

 142 
Relevant AMA Materials: 143 
Support for Continuance of Section 1115 Medicaid Waivers and Demonstration 144 
Projects D-290.971: Our AMA supports the use of Medicaid Section 1115 waivers to 145 
address health-related social needs through evidence-based and medically appropriate 146 
interventions. 147 
 148 
Access to Psychiatric Beds and Impact on Emergency Medicine H-345.978: Our 149 
AMA supports efforts to facilitate access to both inpatient and outpatient psychiatric 150 
services and the continuum of care for mental illness and substance use disorders, 151 
ameliorate the psychiatric workforce shortage, and provide adequate reimbursement for 152 
the care of patients with mental illness. 153 
 154 
Medicaid Coverage of Adults in Psychiatric Hospitals H-345.976: Our American 155 
Medical Association will monitor the Medicaid Emergency Psychiatric Demonstration 156 
Project established by the Patient Protection and Affordable Care Act for consistency with 157 
AMA policy, especially the impact on access to psychiatric care and treatment of 158 
substance use disorders. 159 
 160 
Maintaining Mental Health Services by States H-345.975: Our American Medical 161 
Association supports maintaining essential mental health services at the state level, to 162 
include maintaining state inpatient and outpatient mental hospitals, community mental 163 
health centers, addiction treatment centers, and other state-supported psychiatric 164 
services. 165 
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 12 
WHEREAS, in Ohio, roughly 16% of mothers report frequent depressive 13 

symptoms following childbirth, yet access to mental health screening and treatment in the 14 
perinatal period remains inconsistent across counties1; and  15 

 16 
WHEREAS, maternal mental health conditions – including depression, anxiety, 17 

and substance use – are a leading contributor to maternal morbidity in Ohio, where 22% 18 
of pregnancy-related deaths are attributed to mental health causes such as overdose and 19 
suicide2; and  20 

 21 
WHEREAS, inadequate screening and assessment for mental health and 22 

substance use disorders were the most frequently identified contributing factors to 23 
preventable maternal deaths in Ohio, with providers often failing to identify postpartum 24 
depression, intimate partner violence, or substance use disorders during routine care2; 25 
and  26 

 27 
WHEREAS, despite national awareness efforts and clinical guidelines, screening 28 

for perinatal mental health conditions remains low or inconsistent across clinical settings; 29 
with major gaps in patient education, follow-up, and dismissal of symptoms as “normal”3,4;  30 
and  31 

 32 
WHEREAS, the national prevalence of diagnosed postpartum depression nearly 33 

doubled between 2010 and 2021, rising from 9.4% to 19.0% of deliveries, indicating a 34 
growing public health concern5; and 35 

 36 
WHEREAS, untreated perinatal mood and anxiety disorders are associated with 37 

increased risk of preterm birth, low birth weight, impaired maternal-infant bonding, and 38 
developmental delays in children6; and  39 

 40 
WHEREAS, postpartum psychosis, though rare, is a psychiatric emergency that 41 

carries an estimated 4-5% risk of suicide or infanticide when untreated, underscoring the 42 
importance of immediate access to care7,8; and  43 

 44 



WHEREAS, untreated perinatal mental health conditions can lead to chronic or 45 
recurrent depression, increased risk of substance misuse, and loss of employment or 46 
caregiving capacity, compounding long-term maternal health risks8; and  47 

 48 
WHEREAS, children of individuals with untreated postpartum depression face 49 

higher rates of emotional and behavioral difficulties, impaired attachment, and 50 
developmental delays that can persist into school age and beyond8; and  51 

 52 
WHEREAS, postpartum depression and anxiety disproportionately affect Black, 53 

Hispanic, and other marginalized populations due to systemic inequities, including 54 
unequal access to care, provider bias, chronic stress from racism, and social 55 
determinants of health; and the Ohio Pregnancy Assessment Survey reports that in 2022, 56 
12.8% of non-Hispanic Black women experienced postpartum depressive symptoms 57 
compared to 9.3% of non-Hispanic White women9; and 58 

 59 
WHEREAS, limitations in insurance coverage, provider shortages, fragmented 60 

systems (gaps in obstetric follow up and hand off post-delivery, limited communication 61 
and referral pathways for mental health), and stigma further prevent timely identification 62 
and treatment of perinatal mental health conditions10,11; and  63 

 64 
WHEREAS, as many as 40% of postpartum individuals do not attend a postpartum 65 

visit, meaning that relying on a single screening encounter may miss individuals who 66 
remain at risk; and12, 67 

 68 
WHEREAS, evidence suggests that implementing maternal mental-health 69 

screening at multiple postpartum touchpoints, including well-child (pediatric) visits, can 70 
increase detection of postpartum mood and anxiety disorders and improve linkage to 71 
care13; and 72 

 73 
WHEREAS, the State of Ohio received an ‘F’ rating for maternal mental health 74 

screening and reimbursement and a “C” grade for providers and programs on the Policy 75 
Center for Maternal Mental Health’s 2025 State Report Cards, reflecting gaps in state-76 
mandated screening systems, insurance reimbursement, provider availability, and 77 
program development14; and 78 

 79 
WHEREAS, Medicaid covers approximately 40% of all births in the United States, 80 

making access to reimbursable perinatal mental health screening and treatment an 81 
essential component of equitable maternal healthcare15; and  82 

 83 
WHEREAS, early screening and treatment of perinatal mental health conditions 84 

have been shown to reduce maternal morbidity and mortality, improve infant 85 
developmental outcomes, and generate long-term healthcare and economic savings16,17; 86 
and  87 

 88 
WHEREAS, the American College of Obstetricians and Gynecologists (ACOG) 89 

recommends universal screening for depression and anxiety during pregnancy and the 90 



postpartum period using validated tools, and emphasizes that screening must be paired 91 
with systems for diagnosis, treatment, follow-up, and timely access to evidence-based 92 
psychotherapy and pharmacologic care when indicated18,19; and  93 

 94 
WHEREAS, the American Medical Association supports expanded access to 95 

perinatal mental health services, insurance coverage for care through 12 months 96 
postpartum, and integration of screening into routine care20; and therefore be it 97 

 98 
RESOLVED, that our OSMA supports policies that support postpartum mental-99 

health screening across the perinatal period, including at multiple points of care, and 100 
promote the availability of clear and consistent follow-up support for individuals who 101 
screen positive, including access to behavioral-health resources, to increase 102 
opportunities for early identification and continuity of care; and be it further 103 

 104 
RESOLVED, that our OSMA supports the implementation of universal screening 105 

for perinatal mood and anxiety disorders as part of routine prenatal and postpartum care, 106 
in order to improve early identification of those in need and facilitate timely referral for 107 
treatment; and be it further 108 

 109 
RESOLVED, that our OSMA supports expanded access to effective treatment and 110 

support for individuals facing perinatal mental health challenges, including policies and 111 
programs that improve insurance coverage and affordability of mental health services 112 
during pregnancy and up to 12 months postpartum and the integration of mental health 113 
services into obstetric settings. 114 

 115 
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 190 
Relevant OSMA Policy: 191 
Policy 28 - 2022 - Substance Use Disorder in Pregnant People 192 

1. The OSMA opposes any efforts to assert that a diagnosis of substance use disorder 193 
in a pregnant person alone constitutes child abuse or inherent parental unfitness. 194 

2. The OSMA supports prioritizing funding for the expansion of integrative mental 195 
health and substance use treatment programs explicitly for pregnant persons. 196 

3. The OSMA opposes the removal of a child based solely on a prenatal drug screen 197 
or positive newborn toxicology screening without a full safety evaluation of 198 
newborn care upon disposition. 199 

 200 
Policy 9 - 1998 - Access and Parity of Mental Health Coverage 201 

The OSMA supports access and parity of mental health coverage as reflected in the 202 
following Statements: 203 

1) Treatment of mental health problems should be integrated as much as possible 204 
into other aspects of general healthcare. 205 

2) Primary care physicians should have ongoing consultation available from and 206 
efficient referral 207 

access to expert mental health providers. 208 
3) Health care coverage plans should include mental health benefits on parity with 209 

other general medical conditions for medically necessary treatment performed 210 
by accountable clinicians. 211 

4) Health care plans that list providers will also list individual mental health care 212 
providers so that referrals can be made as a collaborative effort involving 213 
patients, referring physicians and mental health care clinicians. 214 

5) Psychiatrists and non-psychiatrists be appropriately compensated for the 215 
psychiatric services they provide. 216 

 217 
Relevant AMA Materials: 218 
Improving Treatment and Diagnosis of Peripartum Depression Through Screening 219 
and State-Based Care Coordination D-420.991 220 

1. Our American Medical Association will work with stakeholders to encourage the 221 
implementation of a routine protocol for depression screening in pregnant and 222 
postpartum people presenting alone or with their child during prenatal, postnatal, 223 
pediatric, or emergency room visits. 224 

2. Our AMA encourages the development of training materials related to peripartum 225 
depression to advise providers on appropriate treatment and referral pathways. 226 



3. Our AMA encourages the development of state-based care coordination 227 
programs (e.g., staffing a psychiatrist and care coordinator) to assure appropriate 228 
referral, treatment and access to follow-up peripartum mental health care. 229 

 230 
Improving Mental Health Services During Pregnancy and Postpartum H-420.953 231 

1. Our American Medical Association will support improvements in current mental 232 
health services during pregnancy and postpartum periods. 233 

2. Our AMA will support advocacy for inclusive insurance coverage of and sufficient 234 
payment for mental health services during gestation, and extension of 235 
postpartum mental health services coverage to one year postpartum. 236 

3. Our AMA will support appropriate organizations working to improve awareness 237 
and education among patients, families, and providers of the risks of mental 238 
illness during gestation and postpartum. 239 

4. Our AMA will continue to advocate for funding programs that address perinatal 240 
and postpartum depression, anxiety and psychosis, and substance use disorder 241 
through research, public awareness, and support programs. 242 

5. Our AMA will advocate for evidence-based postpartum depression screening and 243 
prevention services to be recognized as the standard of care for all federally-244 
funded health care programs for persons who are pregnant or in a postpartum 245 
state. 246 
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 13 
WHEREAS, the Ohio State Medical Association (OSMA) currently supports age-14 

appropriate, medically accurate, evidence-based, comprehensive sexual health 15 
education through OSMA Policy 38-2021, which affirms the importance of teaching 16 
normal reproductive development, human sexuality, contraception, consent, sexually 17 
transmitted infection (STI) prevention, and sexual violence prevention; and 18 

 19 
WHEREAS, OSMA Policy 29-2000 explicitly adopts AMA Policy H-170.968, which 20 

supports developmentally appropriate, comprehensive, science-based sexuality 21 
education programs in schools, inclusive of reproductive biology, contraceptive options, 22 
sexual responsibility, STI prevention, sexual violence prevention, and culturally 23 
competent content; and 24 

 25 
WHEREAS, despite these policies, emerging challenges in Ohio, including the 26 

introduction of curriculum materials that are not developed or reviewed by medical or 27 
scientific experts1,2,3, demonstrate the need to strengthen OSMA’s stance to ensure 28 
scientific integrity in sexual health education; and 29 

 30 
WHEREAS, Ohio ranks an ‘F’ based on the 2025 report from the Sexual Education 31 

for Social Change, stating that Ohio requires education with an abstinence-only approach 32 
that stigmatizes abortion and does require instruction on consent, and Ohio does not have 33 
any regulations on medically accurate sexual education and is the only state in the country 34 
without nor has its own state health education content standards3; and  35 

 36 
WHEREAS, absence of consistent statewide standards permits local schools to 37 

decide supplemental sexual health education curriculum beyond state requirements 38 
which can stigmatize LGBTQ+ communities and marginalized population, as well as 39 
leave out topics such as sexual harassment, dating safety, and contraception3; and  40 

 41 
WHEREAS, in recent years, some school-based sexual health materials 42 

introduced into Ohio legislation for statewide curricula has not been produced or reviewed 43 
by medical professionals, lack peer-reviewed scientific support, contain visual or 44 
descriptive inaccuracies, or present ideologically motivated interpretations of reproductive 45 
development as factual scientific content1,2; and 46 



 47 
WHEREAS, medically-inaccurate reproductive and sexual health education, such 48 

as reproductive biology, development, and STI prevention can lead to spread of 49 
misinformation to populations, leading to reduced health outcomes, provider mistrust, 50 
delays in seeking necessary care, and riskier sexual behaviors4; and  51 

 52 
WHEREAS, rates of STIs and teen pregnancy in the United States remain higher 53 

than in other developed countries5, with Ohio ranking in the bottom half of all US states13, 54 
and evidence demonstrates that abstinence-only education does not reduce sexual 55 
activity or STI risk, while comprehensive sexual health education is associated with 56 
reduced risk of teen pregnancy without increasing sexual activity5; and  57 

 58 
WHEREAS, the American College of Obstetricians and Gynecologists (ACOG) 59 

supports comprehensive sexuality education that is medically accurate, evidence-based, 60 
age-appropriate, begins in early childhood, and includes contraception, STI prevention, 61 
healthy relationships, consent, dating violence prevention, and inclusive information on 62 
gender identity and sexual orientation6; and 63 

 64 
WHEREAS, the American Academy of Pediatrics supports age-appropriate 65 

sexuality education that addresses the biological, sociocultural, psychological, and 66 
relational dimensions of sexuality, including sexual development, gender identity, 67 
intimacy, body image, and healthy relationships, and emphasizes the importance of 68 
inclusive education for children with disabilities and diverse cultural backgrounds7; and 69 

 70 
WHEREAS, LGBTQIA+ young populations are more likely to experience sexual 71 

and intimate partner violence compared to heterosexual and cisgender populations 72 
(nearly 49% to 11%), and this is even higher for LGBTQIA+ persons of color, which leads 73 
to poorer mental health outcomes and higher rates of depression and suicide8; and  74 

 75 
WHEREAS, sexual and gender minority youth often lack culturally appropriate 76 

sexual health education, leading to feelings of isolation and alienation, as well as hostile 77 
environments during education in school where discussions about their identity do not 78 
feel tolerated, leading to exacerbation of mental health conditions and higher rates of 79 
STIs, unplanned teen pregnancies, and abortions9,10; and  80 

 81 
WHEREAS, adolescents face increasing exposure to online sexual exploitation 82 

and abuse, and education on digital safety, consent, and online risk prevention can 83 
support adolescents and families in recognizing, preventing, and responding to 84 
exploitation11,12; and  85 

 86 
WHEREAS, adolescent dating violence is highly prevalent and is associated with 87 

adverse short- and long-term health outcomes including mental health conditions, 88 
substance misuse, STI risk, academic harm, and increased likelihood of continued 89 
violence, and education can promote healthy relationship skills and violence 90 
prevention11,12; and  91 

 92 



WHEREAS, despite existing OSMA and AMA policy (Policy 38-2021 Advocating 93 
for the Adoption of Statewide Sexual Education Standard and H-170.968 Sexuality 94 
Education, Sexual Violence Prevention, Abstinence, and Distribution of Condoms in 95 
Schools) supporting comprehensive, medically accurate sexual health education, 96 
significant gaps remain in curriculum accuracy, gender and cultural inclusivity, and 97 
protection from misinformation in Ohio, demonstrating the need for strengthened and 98 
modernized OSMA policy in this area; therefore be it 99 

 100 
RESOLVED, that our OSMA amend Policy 38-2021 by addition as follows: 101 
 102 

Policy 38-2021 Advocating for the Adoption of Statewide Sexual 103 
Education Standards 104 
1. The OSMA supports age-appropriate, evidence-based, comprehensive 105 

health education in schools beginning in early childhood. 106 
2. The OSMA defines comprehensive sexual education as including, but 107 

not limited to, the following subjects: normal reproductive development, 108 
human sexuality (including intimate relationships), healthy sexual and 109 
nonsexual relationships, gender identity and sexual orientation, 110 
abstinence, contraception, DIGITAL SAFETY AND ONLINE SEXUAL 111 
EXPLOITATION PREVENTION, prevention of sexually transmitted 112 
infections, communication, consent, decision making, recognizing and 113 
preventing sexual violence, and reproductive rights and 114 
responsibilities. 115 

3. The OSMA will advocate for the adoption of required, state-wide 116 
sexual health education standards for K-12 schools that are in 117 
accordance with this resolution and the policies of the OSMA. 118 

 119 
 120 
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 173 
Relevant OSMA Policy: 174 
Policy 38 - 2021 - Advocating for the Adoption of Statewide Sexual Education 175 
Standards 176 

1. The OSMA supports age-appropriate, evidence-based, comprehensive health 177 
education in schools beginning in early childhood. 178 

2. The OSMA defines comprehensive sexual education as including, but not limited 179 
to, the following subjects: normal reproductive development, human sexuality 180 
(including intimate relationships), healthy sexual and nonsexual relationships, 181 
gender identity and sexual orientation, abstinence, contraception, prevention 182 
of sexually transmitted infections, communication, consent, decision making, 183 

https://www.thetrevorproject.org/research-briefs/sexual-violence-and-suicide-risk-among-lgbtq-young-people/
https://www.thetrevorproject.org/research-briefs/sexual-violence-and-suicide-risk-among-lgbtq-young-people/
https://policysearch.ama-assn.org/policyfinder/detail/Sexuality%20Education,%20Sexual%20Violence%20Prevention,%20Abstinence,%20and%20Distribution%20of%20Condoms%20in%20Schools%20H-170.968?uri=%2FAMADoc%2FHOD.xml-0-993.xml
https://policysearch.ama-assn.org/policyfinder/detail/Sexuality%20Education,%20Sexual%20Violence%20Prevention,%20Abstinence,%20and%20Distribution%20of%20Condoms%20in%20Schools%20H-170.968?uri=%2FAMADoc%2FHOD.xml-0-993.xml
https://policysearch.ama-assn.org/policyfinder/detail/Sexuality%20Education,%20Sexual%20Violence%20Prevention,%20Abstinence,%20and%20Distribution%20of%20Condoms%20in%20Schools%20H-170.968?uri=%2FAMADoc%2FHOD.xml-0-993.xml
https://policysearch.ama-assn.org/policyfinder/detail/Sexuality%20Education,%20Sexual%20Violence%20Prevention,%20Abstinence,%20and%20Distribution%20of%20Condoms%20in%20Schools%20H-170.968?uri=%2FAMADoc%2FHOD.xml-0-993.xml
https://www.kff.org/state-health-policy-data/state-indicator/teen-birth-rate-per-1000/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Teen%20Birth%20Rate%20per%201,000%20Women%20Ages%2015-19%22,%22sort%22:%22desc%22%7D
https://www.kff.org/state-health-policy-data/state-indicator/teen-birth-rate-per-1000/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Teen%20Birth%20Rate%20per%201,000%20Women%20Ages%2015-19%22,%22sort%22:%22desc%22%7D
https://www.kff.org/state-health-policy-data/state-indicator/teen-birth-rate-per-1000/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Teen%20Birth%20Rate%20per%201,000%20Women%20Ages%2015-19%22,%22sort%22:%22desc%22%7D
https://www.kff.org/state-health-policy-data/state-indicator/teen-birth-rate-per-1000/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Teen%20Birth%20Rate%20per%201,000%20Women%20Ages%2015-19%22,%22sort%22:%22desc%22%7D
https://www.kff.org/state-health-policy-data/state-indicator/teen-birth-rate-per-1000/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Teen%20Birth%20Rate%20per%201,000%20Women%20Ages%2015-19%22,%22sort%22:%22desc%22%7D


recognizing and  preventing sexual violence, and reproductive rights and 184 
responsibilities. 185 

3. The OSMA will advocate for the adoption of required, state-wide sexual health 186 
education standards for K-12 schools that are in accordance with this resolution 187 
and the policies of the OSMA. 188 

 189 
Policy 29 - 2000 - Education to Prevent Teenage Pregnancy and Sexually 190 
Transmissible Diseases 191 
 1. The OSMA adopts as policy, AMA policy H-170.968 Sexuality Education, Sexual 192 
 Violence Prevention, Abstinence and Distribution of Condoms in Schools, which 193 
 states that the AMA supports responsible sex education which includes: information 194 
 on reproductive biology, accurate and understandable information on sexual 195 
 abstinence, sexual responsibility, availability and reliability of contraceptives including 196 
 condoms, alternatives in birth control, and other information aimed at prevention of 197 
 pregnancy and sexual transmission of diseases.  198 
 199 
Relevant AMA Materials: 200 
H-170.968 Sexuality Education, Sexual Violence Prevention, Abstinence, and 201 
Distribution of Condoms in Schools  202 
1. Our American Medical Association supports the concept of sexuality education in the 203 

home, when possible, as well as developmentally appropriate sexuality education 204 
programming in the schools at all levels, at local option and direction. 205 

2. Our AMA urges schools at all education levels to implement comprehensive, 206 
developmentally appropriate sexuality education programs that: 207 
a. are based on rigorous, peer reviewed science; 208 
b. incorporate sexual violence prevention; 209 
c. show promise for delaying the onset of sexual activity and a reduction in sexual 210 

behavior that puts adolescents at risk for contracting human immunodeficiency 211 
virus (HIV) and other sexually transmitted diseases and for becoming pregnant; 212 

d. include an integrated strategy for making condoms and other effective barrier 213 
protection methods available to students and for providing both factual 214 
information and skill-building related to reproductive biology, sexual abstinence, 215 
sexual responsibility, contraceptives including condoms, alternatives in birth 216 
control, and other issues aimed at prevention of pregnancy and sexual 217 
transmission of diseases; 218 

e. utilize classroom teachers and other professionals who have shown an aptitude 219 
for working with young people and who have received special training that 220 
includes addressing the needs of LGBTQ+ youth; 221 

f. appropriately and comprehensively address the sexual behavior of all people, 222 
inclusive of sexual and gender minorities; 223 

g. include ample involvement of parents, health professionals, and other concerned 224 
members of the community in the development of the program; 225 

h. are part of an overall health education program; and 226 
i. include culturally competent materials that are language-appropriate for Limited 227 

English Proficiency (LEP) pupils; 228 



3. Our AMA  will continue to monitor future research findings related to emerging 229 
initiatives that include abstinence-only, school-based sexuality education, and 230 
consent communication to prevent dating violence while promoting healthy 231 
relationships, and school-based condom availability programs that address sexually 232 
transmitted diseases and pregnancy prevention for young people and report back to 233 
the House of Delegates as appropriate. 234 

4. Our AMA will work with the United States Surgeon General to design programs that 235 
address communities of color and youth in high risk situations within the context of a 236 
comprehensive school health education program. 237 

5. Our AMA opposes the sole use of abstinence-only education, as defined by the 238 
1996 Temporary Assistance to Needy Families Act (P.L. 104-193), within school 239 
systems. 240 

6. Our AMA endorses comprehensive family life education in lieu of abstinence-only 241 
education, unless research shows abstinence-only education to be superior in 242 
preventing negative health outcomes. 243 

7. Our AMA supports federal funding of comprehensive sex education programs that 244 
stress the importance of preventing unwanted teenage pregnancy and sexually 245 
transmitted infections via comprehensive education, including contraceptive choices, 246 
abstinence, and safer sex, and opposes federal funding of community-based 247 
programs that do not show evidence-based benefits. 248 

8. Our AMA extends its support of comprehensive family-life education to community-249 
based programs promoting abstinence as the best method to prevent teenage 250 
pregnancy and sexually-transmitted diseases while also discussing the roles of 251 
condoms and birth control, as endorsed for school systems in this policy. 252 

9. Our AMA supports the development of sexual education curriculum that integrates 253 
dating violence prevention through lessons on healthy relationships, sexual health, 254 
and conversations about consent. 255 

10. Our AMA encourages physicians and all interested parties to develop best-practice, 256 
evidence-based, guidelines for sexual education curricula that are developmentally 257 
appropriate as well as medically, factually, and technically accurate. 258 
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 12 
WHEREAS, Sexually transmitted infections (STIs) continue to affect thousands of 13 

Ohioans each year, with over 49,000 cases of chlamydia, 17,000 cases of gonorrhea, 14 
and 4,300 cases of syphilis reported to the Ohio Department of Health in 20241; and 15 

 16 
WHEREAS, Adolescents, young adults, and people of racial/ethnic and 17 

gender/sex minorities experience disproportionately higher rates of STIs and are more 18 
likely to experience delays in diagnosis, placing them at increased risk for serious health 19 
consequences2; and 20 

 21 
WHEREAS, STIs can have long-term health consequences if undiagnosed or 22 

untreated, including infertility, chronic pelvic pain, greater risk of cancer, and increased 23 
susceptibility to human immunodeficiency virus (HIV)3; and 24 

 25 
WHEREAS, Early screening and diagnosis of STIs are essential for preventing to 26 

disease spread and complications4; and 27 
 28 
WHEREAS, Most STIs are asymptomatic, making screening important for 29 

diagnosing these infections3; and 30 
 31 
WHEREAS, Despite overall declines in the rates of chlamydia and gonorrhea since 32 

2020, thousands of new cases continue to be diagnosed each year, suggesting ongoing 33 
transmission and potential underdiagnosis1; and 34 

 35 
WHEREAS, Early detection of STIs relies on accessible, affordable, and timely 36 

testing/screening, yet many Ohioans face barriers such as lack of awareness of services, 37 
transportation difficulties, stigma, and long clinic wait-times5; and 38 

 39 
WHEREAS, Direct-to-consumer (DTC) testing, such as home-based and 40 

community-based testing, has emerged as an effective, evidence-based tool for 41 
increasing testing rates due to increased confidentiality and convenience6; and 42 

 43 
WHEREAS, In March 2025, the U.S. Food and Drug Administration (FDA) granted 44 

marketing authorization for the first at-home test for chlamydia, gonorrhea, and 45 
trichomoniasis, which can be purchased without a prescription7; and 46 



 47 
WHEREAS, Increasing the availability and insurance coverage of home-based STI 48 

testing kits can reduce disparities in access for adolescents, young adults, rural 49 
communities, and other underserved populations8; and 50 

 51 
WHEREAS, Offering patients the option to self-collect samples for STI testing has 52 

been shown to increase testing uptake rates, and self-collected samples are equal or 53 
superior to clinician-collected samples in terms of sensitivity and specificity9,10; and 54 

 55 
WHEREAS, A national survey showed that adolescents and young adults would 56 

utilize STI self-collection kits but some respondents expressed concerns about accuracy 57 
of the tests11,12; and 58 

 59 
WHEREAS, As an example of a safety net clinic system, Planned Parenthood of 60 

Greater Ohio performed nearly 150,000 STI tests in 2023-2024, but has closed three 61 
clinic sites and significantly reduced staffing in 2025 due to budgetary cuts13; and 62 

 63 
WHEREAS, Increased home-based STI testing (self-collected or DTC kits) can 64 

reduce clinic staff workload14; and 65 
 66 
WHEREAS, Both patient- and provider-focused education and outreach strategies 67 

have been shown to effectively increase uptake of home-based screening for colorectal 68 
cancer15 suggesting that similar strategies would be effective for STI prevention; and 69 

 70 
WHEREAS, Public-focused campaigns on STI testing and screening have been 71 

shown to increase knowledge about STIs and uptake of screening, but have short-lived 72 
effects due to rapidly changing media landscapes16; and therefore be it 73 

 74 
RESOLVED, that our OSMA amend Policy 16 – 2011 by addition:  75 

 76 
Policy 16 – 2011 – Sexually Transmitted Infections (STI) Education and Prevention 77 
Initiative 78 

1. The OSMA requests that the AMA and other appropriate organizations promote 79 
a campaign or campaigns to educate the public about the adverse effects of 80 
high risk sexual behavior.  81 

2.  OSMA SUPPORTS MEASURES THAT INCREASE EDUCATION OF AND 82 
ACCESS TO CARE FOR SEXUALLY TRANSMITTED INFECTIONS (STIS), 83 
INCLUDING BUT NOT LIMITED TO PHYSICIAN UTILIZATION OF HOME-84 
BASED STI TESTING KITS AND INSURANCE COVERAGE OF SUCH 85 
PROGRAMS. 86 

 87 
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   $ 500 (Staff) 89 
 90 
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 150 
Relevant OSMA Policy: 151 
Policy 53 - 1991 - Prevention of Sexually Transmitted Human Papilloma Virus (HPV) 152 
Infections  153 
 1. The OSMA supports human papilloma virus infection awareness and prevention. 154 
 155 
Policy 29 - 2000 - Education to Prevent Teenage Pregnancy and Sexually 156 
Transmissible Diseases  157 
 1. The OSMA adopts as policy, AMA policy H-170.968 Sexuality Education, Sexual 158 
 Violence Prevention, Abstinence and Distribution of Condoms in Schools, which 159 
 states that the AMA supports responsible sex education which includes: information 160 
 on reproductive biology, accurate and understandable information on sexual 161 
 abstinence, sexual responsibility, availability and reliability of contraceptives including 162 
 condoms, alternatives in birth control, and other information aimed at prevention of 163 
 pregnancy and sexual transmission of diseases.  164 
 165 
Policy 16 - 2011 - Sexually Transmitted Infections (STI) Education and Prevention 166 
Initiative 167 
 1. The OSMA requests that the AMA and other appropriate organizations promote a 168 
 campaign or campaigns to educate the public about the adverse effects of high risk 169 
 sexual behavior.  170 
 171 
Policy 38 – 2021 - Advocating for the Adoption of Statewide Sexual Education 172 
Standards 173 
 1. The OSMA supports age-appropriate, evidence based, comprehensive health 174 
 education in schools beginning in early childhood.  175 
 2. The OSMA defines comprehensive sexual education as including, but not limited 176 
 to, the following subjects: normal reproductive development, human sexuality 177 
 (including intimate relationships), healthy sexual and nonsexual relationships, gender 178 
 identity and sexual orientation, abstinence, contraception, prevention of sexually 179 
 transmitted infections, communication, consent, decision making, recognizing and 180 
 preventing sexual violence, and reproductive rights and responsibilities.  181 



 3. The OSMA will advocate for the adoption of required, state-wide sexual health 182 
 education standards for K-12 schools that are in accordance with this resolution and 183 
 the policies of the OSMA.  184 
 185 
Policy 26 – 1995 – HIV Testing of Pregnant Women  186 
  1. The OSMA recommends routine HIV counseling and testing of pregnant women as 187 
  a part of pre-natal care.  188 
 189 
Policy 41 – 1996 – More Routine HIV Testing  190 
 1. The OSMA recommends more routine HIV testing especially young sexually active 191 
 people. 192 
 193 
Relevant AMA Materials: 194 
H-440.983 Update on Sexually Transmitted Infections  195 
1. Our AMA urges medical students, primary care residents, and physicians in all 196 

specialties to familiarize themselves with sexually transmitted infections (STI), so 197 
that they will be better able to diagnose and treat them. 198 

2. Our AMA encourages physicians to always include a sexual history as part of their 199 
routine history and physical exam. 200 

3. Our AMA encourages STI instruction, both didactic and clinical, in all medical school 201 
and primary residency programs. 202 

4. Our AMA encourages the establishment of STI fellowships by primary care 203 
specialties in order to develop a pool of clinical and research expertise in the area. 204 

5. Our AMA encourages state and local medical societies to promote STI public service 205 
TV and radio announcements in their communities. 206 

6. Our AMA supports continued communication of updated STI information regularly 207 
through AMA publications. 208 

7. Our AMA supports federal and state efforts to expand access to comprehensive 209 
sexually transmitted infection (STI) screening, treatment, and prevention services for 210 
persons with unstable or no housing. 211 
 212 

H-440.996 Sexually Transmitted Infection Control 213 
Our AMA 214 
(1) supports continued action to assert appropriate leadership in a concerted program to 215 

control sexually transmitted infection; 216 
(2) urges physicians to take all appropriate measures to reverse the rise in sexually 217 

transmitted infection and bring it under control; 218 
(3) encourages constituent and component societies to support and initiate efforts to gain 219 

public support for increased appropriations for public health departments to fund 220 
research in development of practical methods for prevention and detection of sexually 221 
transmitted infection, with particular emphasis on control of gonorrhea; and 222 

(4) in those states where state consent laws have not been modified, encourages the 223 
constituent associations to support enactment of statutes that permit physicians and 224 
their co-workers to treat and search for sexually transmitted infection in minors legally 225 
without the necessity of obtaining parental consent. 226 
 227 



H-440.979 Control of Sexually Transmitted Infections  228 
The AMA urges increased efforts at all levels of organized medicine to bring sexually 229 
transmitted infections under control, through professional and public education, and 230 
support of the efforts of state Departments of Health, the Centers for Disease Control and 231 
 Prevention, the National Institutes of Health, and other appropriate organizations. 232 
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 12 
WHEREAS, untreated Human Immunodeficiency Virus (HIV) is associated with 13 

risks of preterm birth, which is the leading cause of neonatal and child mortality globally, 14 
with an estimated 14.8 million preterm births occurring each year, low birth weight, and 15 
small gestational age for infants, highlighting the importance of early detection of HIV1; 16 
and 17 

 18 
WHEREAS, research studies have shown that infants who were exposed to HIV 19 

in utero or via breastfeeding, specifically in the context of suboptimal nutrition, may lead 20 
to poor neurodevelopmental outcomes, affecting language development before the age 21 
of three2; and 22 

 23 
WHEREAS, perinatal HIV testing is the critical first step in identifying HIV during 24 

pregnancy, and the initiation of prompt antiretroviral therapy in pregnant individuals 25 
reduces the risk of HIV transmission to less than 1%, according to the U.S. Perinatal HIV 26 
Guidelines from the National Institutes of Health3; and 27 

 28 
WHEREAS, universal perinatal HIV testing is cost-effective, reducing broader 29 

lifelong HIV healthcare expenses for mothers and infants3; and  30 
 31 
WHEREAS, meta-analyses have shown that pregnant people living with HIV on 32 

Antiretroviral Therapy (ART) have lower rates of adverse perinatal outcomes, overall poor 33 
pregnancy outcomes, and neonatal health4; and 34 

 35 
WHEREAS, ART during pregnancy supports immune function, reducing viral load 36 

and thereby minimizing maternal morbidity and the risk of HIV-related complications after 37 
pregnancy5; and 38 

 39 
WHEREAS, the American College of Obstetrics and Gynecology6, American 40 

Academy of Pediatrics7 and the American Academy of Family Physicians8 have set 41 
guidelines for perinatal HIV testing; and 42 

 43 
WHEREAS, as of November 2016, many states have established perinatal HIV 44 

testing laws—17 states have laws for third trimester testing, 23 states have laws for labor 45 



and delivery, 12 states have laws for testing newborns, and 5 states have non-specific 46 
perinatal HIV testing laws; Ohio has no laws9; and 47 

 48 
WHEREAS, North Carolina regulations say that healthcare providers must offer 49 

HIV counseling and testing to every pregnant client; in the 2 years after this mandate was 50 
put in place, perinatal HIV testing increased from 87% to 96% and perinatal HIV treatment 51 
went from 21% to 95%10; and 52 

 53 
WHEREAS, in California, a passed bill mandated that all providers must offer and 54 

document offer of a perinatal HIV test; in the resulting years, there was a statistically 55 
significant increase in offers of perinatal HIV testing and a statistically significant increase 56 
in offers of perinatal HIV treatment11; and 57 

 58 
WHEREAS, in Illinois, a statewide program of perinatal HIV testing caused an 59 

increase in rapid testing and a nearly 100% rate of mothers and infants leaving the 60 
hospital with a known HIV status12; and therefore be it 61 

 62 
RESOLVED, The OSMA reaffirm Policy 26-1995. 63 
 64 

Fiscal Note:  $ X (Sponsor) 65 
   $ 500 (Staff) 66 
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 114 
Relevant OSMA Policy: 115 
Policy 26 – 1995 – HIV Testing of Pregnant Women  116 
 1. The OSMA recommends routine HIV counseling and testing of pregnant women as 117 
 a part of pre-natal care. 118 
 119 
Relevant AMA Materials: 120 
Maternal HIV Screening and Treatment to Reduce the Risk of Perinatal HIV 121 
Transmission H-20.918 122 
In view of the significance of the finding that treatment of HIV-infected pregnant people 123 
with appropriate antiretroviral therapy can reduce the risk of transmission of HIV to their 124 
infants, our AMA recommends the following statements: 125 
 126 
 (1) Given the prevalence and distribution of HIV infection among individuals in the United 127 

States, the potential for effective early treatment of HIV infection, and the significant 128 
reduction in perinatal HIV transmission with treatment of pregnant people with 129 
appropriate antiretroviral therapy, routine education about HIV infection and testing 130 
should be part of a comprehensive health care program for all individuals. The ideal 131 
would be for all people to know their HIV status before considering pregnancy. 132 

(2) Universal HIV testing of all pregnant people, with patient notification of the right of 133 
refusal, should be a routine component of perinatal care. Basic counseling on HIV 134 
prevention and treatment should also be provided to the patient, consistent with the 135 
principles of informed consent. 136 

https://doi.org/10.1177/0033354918792540
https://ajph.aphapublications.org/doi/abs/10.2105/AJPH.2005.072371
https://ajph.aphapublications.org/doi/abs/10.2105/AJPH.2005.072371


(3) The final decision about accepting HIV testing is the responsibility of the patient. The 137 
decision to consent to or refuse an HIV test should be voluntary. When the choice is 138 
to reject testing, the patient's refusal should be recorded. Test results should be 139 
confidential within the limits of existing law and the need to provide appropriate 140 
medical care for patients and their infant. 141 

(4) To assure that the intended results are being achieved, the proportion of pregnant 142 
people who have accepted or rejected HIV testing and follow-up care should be 143 
monitored and reviewed periodically at the appropriate practice, program or 144 
institutional level. Programs in which the proportion of patients accepting HIV testing 145 
is low should evaluate their methods to determine how they can achieve greater 146 
success. 147 

(5) Pregnant people who are not seen by a health care professional for prenatal care until 148 
late in pregnancy or after the onset of labor should be offered HIV testing at the earliest 149 
practical time, but not later than during the immediate postpartum period. 150 

(6) When HIV infection is documented in a pregnant person, proper post-test counseling 151 
should be provided. The patient should be given an appropriate medical evaluation of 152 
the stage of infection and full information about the recommended management plan 153 
for their own health. Information should be provided about the potential for reducing 154 
the risk of perinatal transmission of HIV infection to the infant through the use of 155 
antiretroviral therapy, and about the potential but unknown long-term risks to the 156 
patient and the infant from the treatment course. The final decision to accept or reject 157 
antiretroviral treatment recommended for the patient and their infant is the right and 158 
responsibility of the patient. When the serostatus is either unknown or known to be 159 
positive, appropriate counseling should also be given regarding the risks associated 160 
with breastfeeding for both her own disease progression and disease transmission to 161 
the infant. 162 

(7) Appropriate medical treatment for HIV-infected pregnant people should be determined 163 
on an individual basis using the latest published Centers for Disease Control and 164 
Prevention recommendations. The most appropriate care should be available 165 
regardless of the stage of HIV infection or the time during gestation at which the patient 166 
presents for prenatal or intrapartum care. 167 

(8) To facilitate optimal medical care for pregnant people and their infants, HIV test results 168 
(both positive and negative) and associated management information should be 169 
available to the physicians taking care of both individuals. Ideally, this information will 170 
be included in the confidential medical records. Physicians providing care for a 171 
pregnant person or their infant should obtain the appropriate consent and should notify 172 
the other involved physicians of the HIV status of and management information about 173 
the pregnant patient and their infant, consistent with applicable state law. 174 

(9) Continued research into new interventions is essential to further reduce the perinatal 175 
transmission of HIV, particularly the use of rapid HIV testing for patients presenting in 176 
labor and those presenting in the prenatal setting who may not return for test results. 177 
The long-term effects of antiretroviral therapy during pregnancy and the intrapartum 178 
period for both pregnant patients and their infants also must be evaluated. For both 179 
infected and uninfected infants exposed to perinatal antiretroviral treatment, long-term 180 
follow-up studies are needed to assess potential complications such as organ system 181 



toxicity, neurodevelopmental problems, pubertal development problems, reproductive 182 
capacity, and development of neoplasms. 183 

(10) Health care professionals should be educated about the benefits of universal HIV 184 
testing, with patient notification of the right of refusal, as a routine component of 185 
prenatal care, and barriers that may prevent implementation of universal HIV testing 186 
as a routine component of prenatal care should be addressed and removed. Federal 187 
funding for efforts to prevent perinatal HIV transmission, including both prenatal 188 
testing and appropriate care of HIV-infected pregnant people, should be maintained. 189 
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 12 
WHEREAS, homelessness remains an ongoing public health crisis in Ohio, with 13 

the number of people experiencing homelessness rising to 11,759 in 2024—a 3% 14 
increase from the previous year1; and 15 

 16 
WHEREAS, more than 25,500 Ohio students were identified as experiencing 17 

homelessness during the 2023–2024 school year, reflecting increasing housing instability 18 
among children and families across the state1; and 19 

  20 
WHEREAS, homelessness is a complex public health and social issue driven by 21 

intersecting factors such as poverty, mental illness, substance use disorders, domestic 22 
violence, and structural inequities2; and  23 

 24 
WHEREAS, housing instability and homelessness are intrinsically tied with 25 

historical discriminatory practices such as redlining, which limited opportunities for people 26 
of color to live in neighborhoods with high-quality public services, increased exposure to 27 
environmental hazards and community violence, and contributed to persistently lower 28 
homeownership rates and disproportionate representation of people of color among the 29 
homeless population3; and, 30 

 31 
WHEREAS, these practices have had long-term impacts resulting in people of 32 

color being heavily concentrated in high-poverty neighborhoods, many of which were 33 
disproportionately affected during the COVID-19 pandemic, contributing to higher 34 
mortality rates 3 and increased prevalence of chronic health conditions including 35 
persistent fatigue, cognitive impairment, and gastrointestinal complications4,5; and,  36 

 37 
WHEREAS, people experiencing homelessness have substantially higher rates 38 

of chronic medical conditions, infectious diseases, and behavioral health disorders than 39 
the general population, and face average lifespans approximately 15 years shorter, 40 
especially among those with co-occurring mental illness or substance use disorders6; and  41 

 42 
WHEREAS, pregnant people experiencing homelessness are less likely to have 43 

access to consistent prenatal and neonatal care, increasing the risk of low-birth-weight 44 
infants and infant mortality7; and  45 

 46 



WHEREAS, children experiencing housing instability are more likely to have 47 
significant behavioral and developmental challenges including disorders of nutrition and 48 
growth8,9; and 49 

 50 
WHEREAS, individuals facing housing instability and limited financial resources 51 

may prioritize food and shelter over healthcare needs, resulting in deceased access to 52 
preventive and primary care and increased reliance on emergency departments and 53 
inpatient services10; and 54 

 55 
WHEREAS, criminalization and forced institutionalization of homelessness 56 

disrupt continuity of care, increase justice system involvement, and exacerbate existing 57 
behavioral health conditions11; and 58 

 59 
WHEREAS, punitive responses to homelessness disproportionately affect people 60 

of color, LGBTQ+ youth, and individuals with serious mental illness, further entrenching 61 
health inequities and social marginalization11; and 62 

 63 
WHEREAS, sharing of protected health information between healthcare systems 64 

and law enforcement agencies for non-clinical purposes undermines trust in medical 65 
institutions and deters people experiencing homelessness from seeking needed care12,13; 66 
and  67 

 68 
WHEREAS, the U.S. Community Preventive Services Task Force finds that, 69 

compared to Treatment First Initiatives, Housing First programs, without preconditions 70 
such as sobriety or treatment participation, are associated with greater housing stability, 71 
reduced homelessness, improved quality of life, and decreased emergency department 72 
use and hospitalizations, including among individuals living with HIV14; and 73 

 74 
WHEREAS, Medicaid is a critical source of coverage for people experiencing 75 

homelessness, and gaps in coverage are associated with increased emergency 76 
department use, hospitalizations, and unmet mental health and substance use treatment 77 
needs15-17; and 78 

 79 
WHEREAS, Ohio and other states are pursuing or implementing Section 1115 80 

waivers that impose work or community engagement requirements and other 81 
administrative conditions for Medicaid eligibility among expansion adults18-20; and 82 

 83 
WHEREAS, implementing mobile clinics save patients from the financial burden 84 

of emergency department visits; estimates that each mobile clinic results in an average 85 
of 600 fewer emergency room visits per year, saving one-fifth the cost of care21; and 86 

 87 
WHEREAS, according to a self-report by 291 mobile health clinics in 2021, 56% 88 

of clinics specifically target uninsured patients, 55% target to serve low-income patients, 89 
and 38% of mobile clinics target homeless patients, and 36% target rural patients21; and 90 

 91 



WHEREAS, mobile health clinics can be especially valuable during public health 92 
emergencies, pandemics, or when communities are displaced or underserved – offering 93 
accessible rapid vaccinations and urgent care22; and 94 

 95 
WHEREAS, street medicine programs that bring interdisciplinary care directly to 96 

encampments and unsheltered locations have demonstrated success in engaging people 97 
who are otherwise disconnected from health and social services23-25; and  98 

 99 
WHEREAS, medical respite (recuperative care) programs provide short-term, 100 

medically supervised, residential care for people experiencing homelessness who are 101 
too ill for streets or shelters but not ill enough to remain in the hospital, and have been 102 
shown to reduce readmissions and improve health outcomes26,27; and  103 

 104 
WHEREAS, implementation of street medicine and medical respite care at scale 105 

requires sustainable payment mechanisms (e.g., Medicaid, managed care, hospital 106 
community benefit investments) and integration into local homelessness response 107 
systems28,29; and 108 

 109 
WHEREAS, coverage loss among people experiencing homelessness is likely to 110 

worsen health outcomes and increase uncompensated care and emergency utilization, 111 
undermining the goals of both Medicaid and public health17,30; therefore be it 112 

 113 
RESOLVED, the OSMA supports the development of mobile preventative care 114 

clinics - including but not limited to immunizations, disease screening, chronic disease 115 
monitoring, and health education; and be it further 116 

 117 
RESOLVED, the OSMA supports partnerships between health systems and 118 

community health centers to establish and expand medical respite programs, street 119 
medicine teams, and mobile preventative care clinics. 120 

 121 
Fiscal Note:  $ X (Sponsor) 122 
   $ 500 (Staff) 123 
 124 
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Relevant OSMA Policy: 215 
Policy 32 - 2021 - Implementing Free and Routine Infectious Disease Testing at 216 
Homeless Shelters Across Ohio 217 
The OSMA supports efforts for access to prevention, testing and treatment of infectious 218 
diseases to patients residing in homeless shelters. 219 

 220 
Policy 29 - 2022 - Supporting Housing Initiatives to Improve Health of Homeless 221 
Individuals  222 
 1. The OSMA supports the development of state and local policies that protect the 223 

health of low income and homeless individuals by promoting and funding housing 224 
initiatives. 225 

 226 

https://publichealth.tulane.edu/blog/mobile-health-clinics/


Policy 17 - 2025 - Ohio State Medical Association Medicaid Position on Medicaid 227 
Cost-Sharing and Eligibility 228 
 1. The Ohio State Medical Association opposes the instatement of premiums and out-229 

of-pocket cost sharing for Medicaid and the Children’s Health Insurance Program. 230 
 2. The Ohio State Medical Association oppose federal and state cuts to 231 

Medicaid/CHIP funding, including via block grants, Federal Medical Assistance 232 
Percentage (FMAP) reductions, changes to provider taxes, limits on covered services 233 
and medications, and addition of prior authorizations as a means of maintaining 234 
reimbursement rates and avoiding higher uncompensated care costs. 235 

 3. The Ohio State Medical Association oppose work requirements as a criterion for 236 
Medicaid eligibility. 237 

 4. The Ohio State Medical Association advocate for maintained Medicaid payment 238 
rates for hospitals, physicians, nursing homes, and other health care providers without 239 
reduction in “optional benefits” including prescription drug coverage and clinic 240 
services. 241 

 5. The Ohio State Medical Association oppose reductions in Medicaid/CHIP eligibility. 242 
 243 
Relevant AMA Materials: 244 
Housing Insecure Individuals with Mental Illness H-160.978 245 

1. Our American Medical Association believes that public policy initiatives directed 246 
to the homeless, including the homeless mentally ill population, should include 247 
the following components: 248 
a. Access to care (e.g., integrated, comprehensive services that permit flexible, 249 

individualized treatment; more humane commitment laws that ensure active 250 
inpatient treatment; and revisions in government funding laws to ensure 251 
eligibility for homeless persons). 252 

b. Clinical concerns (e.g., promoting diagnostic and treatment programs that 253 
address common health problems of the homeless population and promoting 254 
care that is sensitive to the overriding needs of this population for food, 255 
clothing, and residential facilities). 256 

c. Program development (e.g., advocating emergency shelters for the homeless; 257 
supporting a full range of supervised residential placements; developing 258 
specific programs for multiproblem patients, women, children, and 259 
adolescents; supporting the development of a clearinghouse; and promoting 260 
coalition development). 261 
d. educational needs; 262 
e. housing needs; and 263 
f. research needs. 264 
g. Our AMA encourages medical schools and residency training programs to 265 

develop model curricula and to incorporate in teaching programs content 266 
on health problems of the homeless population, including experiential 267 
community-based learning experiences. 268 

h. Our AMA urges specialty societies to design interdisciplinary continuing 269 
medical education training programs that include the special treatment 270 
needs of the homeless population. 271 

 272 



Eradicating Homelessness H-160.903 273 
1. Our American Medical Association supports improving the health outcomes and 274 

decreasing the health care costs of treating the chronically homeless through 275 
clinically proven, high quality, and cost effective approaches which recognize the 276 
positive impact of stable and affordable housing coupled with social services. 277 

2. Our AMA recognizes that stable, affordable housing as a first priority, without 278 
mandated therapy or services compliance, is effective in improving housing 279 
stability and quality of life among individuals who are chronically-homeless. 280 

3. Our AMA recognizes adaptive strategies based on regional variations, 281 
community characteristics and state and local resources are necessary to 282 
address this societal problem on a long-term basis. 283 

4. Our AMA supports the use of physician-led, team-based street medicine 284 
programs, which travel to individuals who are unhoused or unsheltered and 285 
provide healthcare and social services, as well as funds, including Medicaid and 286 
other public insurance reimbursement, for their maintenance. 287 

5. Our AMA recognizes the need for an effective, evidence-based national plan to 288 
eradicate homelessness. 289 

6. Our AMA encourages the National Health Care for the Homeless Council to 290 
study the funding, implementation, and standardized evaluation of Medical 291 
Respite Care for homeless persons. 292 

7. Our AMA will partner with relevant stakeholders to educate physicians about the 293 
unique healthcare and social needs of homeless patients and the importance of 294 
holistic, cost-effective, evidence-based discharge planning, and physicians’ role 295 
therein, in addressing these needs. 296 

8. Our AMA encourages the development of holistic, cost-effective, evidence-based 297 
discharge plans for homeless patients who present to the emergency department 298 
but are not admitted to the hospital. 299 

9. Our AMA encourages the collaborative efforts of communities, physicians, 300 
hospitals, health systems, insurers, social service organizations, government, 301 
and other stakeholders to develop comprehensive homelessness policies and 302 
plans that address the healthcare and social needs of homeless patients. 303 

10. Our AMA: 304 
a. supports laws protecting the civil and human rights of individuals experiencing 305 

homelessness, and 306 
b. opposes laws and policies that criminalize individuals experiencing 307 

homelessness for carrying out life-sustaining activities conducted in public 308 
spaces that would otherwise be considered non-criminal activity (i.e., eating, 309 
sitting, or sleeping) when there is no alternative private space available. 310 

11. Our AMA recognizes that stable, affordable housing is essential to the health of 311 
individuals, families, and communities, and supports policies that preserve and 312 
expand affordable housing across all neighborhoods. 313 

12. Our AMA: 314 
a. supports training to understand the needs of housing insecure individuals for 315 

those who encounter this vulnerable population through their professional 316 
duties; 317 



b. supports the establishment of multidisciplinary mobile homeless outreach teams 318 
trained in issues specific to housing insecure individuals; and 319 

c. will make available existing educational resources from federal agencies and 320 
other stakeholders related to the needs of housing-insecure individuals. 321 

13. Our AMA encourages medical schools to implement physician-led, team-based 322 
Street Medicine programs with student involvement. 323 
 324 

Increased Access to Identification Cards for the Homeless Population H 160.894 325 
Our AMA: (1) recognizes that among the homeless population, lack of identification 326 
serves as a barrier to accessing medical care and fundamental services that support 327 
health; and (2) supports legislative and policy changes that streamline, simplify, and 328 
reduce or eliminate the cost of obtaining identification cards for the homeless population. 329 

 330 
Improving Care to Lower the Rate of Recidivism H-430.978 331 
1. Our American Medical Association will advocate and encourage federal, state, and 332 

local legislators and officials to increase access to community mental health 333 
facilities, community drug rehabilitation facilities, appropriate clinical care, and 334 
social support services (e.g., housing, transportation, employment, etc.) to meet the 335 
needs of indigent, homeless, and released previously incarcerated persons. 336 

2. Our AMA will advocate and encourage federal, state, and local legislators and 337 
officials to advocate prompt reinstatement in governmental medical programs and 338 
insurance for those being released from incarceration facilities. 339 
 340 

Maintaining Mental Health Services by States H-345.975 341 
1. Our American Medical Association supports maintaining essential mental health 342 

services at the state level, to include maintaining state inpatient and outpatient 343 
mental hospitals, community mental health centers, addiction treatment centers, 344 
and other state-supported psychiatric services. 345 

2. Our AMA supports state responsibility to develop programs that rapidly identify and 346 
refer individuals with significant mental illness for treatment, to avoid repeated 347 
psychiatric hospitalizations and repeated interactions with the law, primarily as a 348 
result of untreated mental conditions. 349 

3. Our AMA supports increased funding for state Mobile Crisis Teams to locate and 350 
treat homeless individuals with mental illness. 351 

4. Our AMA supports enforcement of the Mental Health Parity Act at the federal and 352 
state level. 353 

5. Our AMA will take these resolves into consideration when developing policy on 354 
essential benefit services. 355 
 356 

Housing Insecure Individuals with Mental Illness H-160.978 357 
1. Our American Medical Association believes that public policy initiatives directed to 358 

the homeless, including the homeless mentally ill population, should include the 359 
following components: 360 
a. Access to care (e.g., integrated, comprehensive services that permit flexible, 361 

individualized treatment; more humane commitment laws that ensure active 362 



inpatient treatment; and revisions in government funding laws to ensure 363 
eligibility for homeless persons). 364 

b. Clinical concerns (e.g., promoting diagnostic and treatment programs that 365 
address common health problems of the homeless population and promoting 366 
care that is sensitive to the overriding needs of this population for food, clothing, 367 
and residential facilities). 368 

c. Program development (e.g., advocating emergency shelters for the homeless; 369 
supporting a full range of supervised residential placements; developing specific 370 
programs for multiproblem patients, women, children, and adolescents; 371 
supporting the development of a clearinghouse; and promoting coalition 372 
development). 373 

d. educational needs; 374 
e. housing needs; and 375 
f. research needs. 376 
g. Our AMA encourages medical schools and residency training programs to 377 

develop model curricula and to incorporate in teaching programs content on 378 
health problems of the homeless population, including experiential community-379 
based learning experiences. 380 

h. Our AMA urges specialty societies to design interdisciplinary continuing medical 381 
education training programs that include the special treatment needs of the 382 
homeless populations 383 
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 12 
WHEREAS, untreated dental caries is a common chronic disease among youth in 13 

the United States, affecting 11% of children aged 2-5, 18% of children aged 6-8, and 21% 14 
of adults1, with around 90% of adults over age 20 having been affected by dental caries 15 
at some point in their lifetime2; and 16 

 17 
WHEREAS, a 2023-2024 survey revealed that 19% of Ohio school children had 18 

untreated tooth decay, a 4% increase from the national average3; and 19 
 20 
WHEREAS, dental caries and oral disease broadly have a demonstrable negative 21 

impact at the societal level, including loss of productivity, difficulty in gaining employment, 22 
poor academic performance, increased healthcare costs, increased burden on 23 
emergency departments, and overall lower quality of life4; and  24 

 25 
WHEREAS, there is a significant disparity in the incidence and treatment of dental 26 

caries in Ohio along sociodemographic lines, disproportionately affecting children in 27 
Appalachian and rural non-Appalachian areas, as well as Hispanic children5; and 28 

 29 
WHEREAS, more than 25 counties in Ohio have no safety net dental clinic, leaving 30 

those on Medicaid, low income families, and those without dental insurance with limited 31 
access to care6; and 32 

 33 
WHEREAS, optimal fluoride levels in public drinking water reduce dental caries by 34 

strengthening enamel and preventing decay4,7, particularly benefiting children and low-35 
income communities with limited access to dental care8,9; and  36 

 37 
WHEREAS, water fluoridation is endorsed by major medical and dental 38 

organizations, including the American Dental Association10, American Academy of 39 
Pediatrics11, World Health Organization12, and American Medical Association13 as a safe, 40 
cost-effective means of improving oral health; and 41 

 42 
WHEREAS, the most recent guidelines published by the U.S. Public Health 43 

Service in 2015 recommend an optimal fluoride concentration of 0.7 mg/L in public water 44 
systems to prevent both dental caries and fluorosis14; and  45 

 46 



WHEREAS, under Ohio Revised Code Section 6109.20, public water systems 47 
serving 5,000 or more people must fluoridate water if natural fluoride levels fall below 0.8 48 
mg/L to maintain fluoride content between 0.8 and 1.3 mg/L15; and 49 

 50 
WHEREAS, House Bill 182 was introduced in 2025 in the Ohio General Assembly 51 

to prohibit public water systems from adding fluoride to drinking water16; and 52 
 53 
WHEREAS, cessation of community water fluoridation has been shown to 54 

increase disparities in dental caries, particularly affecting children of lower socioeconomic 55 
status17; and  56 

 57 
WHEREAS, a cost-effectiveness analysis projected that removing public water 58 

fluoridation would result in a 9.8 billion dollar increase in healthcare costs over a 5-year 59 
period18; and therefore be it 60 

 61 
RESOLVED, that our OSMA support efforts by state and county health authorities 62 

to achieve and maintain fluoridation of public water supplies statewide 63 
 64 

Fiscal Note:  $ X (Sponsor) 65 
   $ 500 (Staff) 66 
 67 
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 130 
Relevant OSMA Policy: 131 
Policy 24 - 2010 - Updating of the Safe Drinking Water Act 132 

1. The OSMA shall petition the appropriate state agencies to identify those local 133 
water utilities at risk and to take appropriate steps to assure safe drinking water. 134 

 135 
Relevant AMA Materials: 136 
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H-440.972 – Water Fluoridation 137 
1. Our American Medical Association urges state health departments to consider 138 

the value of requiring statewide fluoridation (preferably a comprehensive program 139 
of fluoridation of all public water supplies, where these are fluoride deficient), and 140 
to initiate such action as deemed appropriate. 141 

2. Our AMA supports the 2011 proposed fluoridation standards as promulgated by 142 
the US Department of Health and Human Services and the Environmental 143 
Protection Agency. 144 
  145 

D-440.999 – Chemical Analysis Report of Public and Commercial Water 146 
1. Our American Medical Association requests the appropriate federal agency to 147 

require analysis and appropriate labeling of the chemical content, including 148 
fluoride, of commercially bottled water, as well as of the water supplies of cities 149 
or towns. 150 

2. Our AMA urges the FDA to require that annual water quality reports from bottled 151 
water manufacturers be publicly accessible in a readily available format. 152 

3. Our AMA urges the FDA to evaluate bottled water for changes in quality after 153 
typical storage conditions. 154 
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