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	Cmte*
	Item
	Title / Recommendations or Resolves

	.Con
	BOT 05
	IOM "Dying in America" Report
The Board of Trustees recommends that the following be adopted in lieu of Resolution 6-I-15 and the remainder of this report be filed:
That our AMA reaffirm the following policies, which collectively promote high-quality, patient-centered care for all patients at the end of life:
H-70.915, Good Palliative Care
H-85.955, Hospice Care
H-85.956, Educating Physicians About Advance Care Planning
H-85.957, Encouraging Standardized Advance Directive Forms within States
H-140.845, Encouraging the Use of Advance Directives and Health Care Powers of Attorney
H-140.966, Decisions Near the End of Life 
H-140.970, Decisions to Forgo Life-Sustaining Treatment for Incompetent Patients
H-140.989, Informed Consent and Decision-Making in Health Care
H-275.917, Licensure by Specialty
H-275.924, Maintenance of Certification
H-295.875, Palliative Care and End-of-Life Care
H-295.981, Geriatric Medicine
H-480.953, Interoperability of Medical Devices
D-140.968, Standardized Advanced Directives
D-295.969, Geriatric and Palliative Training for Physicians
D-478.994, Health Information Technology
D-478.995, National Health Information Technology
D-478.996 Information Technology Standards and Costs

	.Con
	BOT 06
	Designation of Specialty Societies for Representation in the House of Delegates
The Board of Trustees recommends that the following recommendations be adopted and the remainder of the report be filed:
1. That the current specialty society delegation allocation system (using a formula that incorporates the ballot) be discontinued; and that specialty society delegate allocation in the House of Delegates be determined so that the total number of national specialty society delegates shall be equal to the total number of delegates apportioned to constituent societies under section 2.1.1 (and subsections thereof) of AMA bylaws, and will be distributed based on the latest available membership data for each society, which is generally from the society’s most recent five year review. (Directive to Take Action)
2. That specialty society delegate allocation be determined annually, based on the latest available membership data, using a two-step process:
a) First, the number of delegates per specialty society will be calculated as one delegate per 1,000 AMA members in that society, or fraction thereof.
b) Second, the total number of specialty society delegates will be adjusted up or down to equal the number of delegates allocated to constituent societies.
i) Should the calculated total number of specialty society delegates be fewer than the total number of delegates allocated to constituent societies, additional delegates will be apportioned, one each, to those societies that are numerically closest to qualifying for an additional delegate, until the total number of national specialty society delegates equals the number of constituent society delegates.
ii) Should the calculated total number of specialty society delegates be greater than the number of delegates allocated to constituent societies, then the excess delegates will be removed, one each, from those societies numerically closest to losing a delegate, until the total number of national specialty society delegates equals the number of constituent society delegates. (Directive to Take Action)
3. That the Council on Constitution and Bylaws investigate the need to change any policy or bylaws needed to implement a new system to apportion national medical specialty society delegates. (Directive to Take Action)
4. That this new specialty society delegate apportionment process be implemented at the first Annual Meeting of the House of Delegates following the necessary bylaws revisions. (Directive to Take Action)

	.Con
	BOT 07
	Supporting Autonomy for Patients with Differences of Sex Development (DSD)
The Board of Trustees recommends that the following be adopted in lieu of Resolution 3-A-16 and the remainder of this report be filed:
That our American Medical Association support optimal management of DSD through individualized, multidisciplinary care that: (1) seeks to foster the well-being of the child and the adult he or she will become; (2) respects the rights of the patient to participate in decisions and, except when life-threatening circumstances require emergency intervention, defers medical or surgical intervention until the child is able to participate in decision making; and (3) provides psychosocial support to promote patient and family well-being. (New HOD Policy)

	.Con
	BOT 08
	Medical Reporting for Safety Sensitive Positions
The Board of Trustees recommends that Resolution 14-A-16, “Medical Reporting for Safety-Sensitive Positions,” not be adopted and the remainder of the report be filed.

	.Con
	CCB 01
	Membership and Representation in the Organized Medical Staff Section--Updated Bylaws
The Council on Constitution and Bylaws recommends that the following amendments to the AMA Bylaws be adopted, that Policy G-615.101 be rescinded, and that the remainder of this report be filed. Adoption requires the affirmative vote of two-thirds of the members of the House of Delegates present and voting.
7.4  Organized Medical Staff Section. The Organized Medical Staff Section is a delineated Section.
7.4.1  Membership. Membership in the Section shall be limited open to all active physician members of the AMA who are members of a medical staff of a hospital or a medical staff of a group of practicing physicians organized to provide healthcare. physicians, including residents and fellows, selected by physician members of the medical staffs of hospitals and other delivery systems. Selected physicians who are not AMA members may participate in the Section’s Business Meeting as provisional members without the right to vote. Provisional members may attend a maximum of 2 Business Meetings. Active resident and fellow members of the AMA who are selected by their medical staffs as representatives to the Business Meeting also shall be considered members of the Section.
7.4.32  Representatives to the Business Meeting. The physician members of the Each medical staff of each a hospital and each medical staff of a group of practicing physicians organized to provide healthcare delivery system meeting the requirements established by the Governing Council may select one or more up to two active physician AMA member representatives to the Business Meeting. The president or chief of staff of a medical staff may also attend the Business Meeting as a representative if he or she is an active physician member of the AMA. The representatives must be physician members of the medical staff of a hospital or group of practicing physicians organized to provide healthcare or residents/fellows affiliated with the medical staff of a hospital or group of practicing physicians organized to provide healthcare delivery system. Selected physicians who are not AMA members may participate in the Business Meeting as provisional representatives without the right to vote. Provisional representatives may attend a maximum of 2 Business Meetings. Selected All representatives to the Business Meeting shall be properly certified by the President or Secretary of the medical staff in accordance with procedures established by the Governing Council and approved by the Board of Trustees.
7.4.32.1  When a multi-hospital system and its component medical staffs have unified the medical staffs, those medical staff members who hold specific privileges to practice at each separate entity within the unified system may select up to two representatives to the Business Meeting, so long as they are active physician members of the AMA. The president or chief of staff of a unified medical staff also may attend the Business Meeting as a representative if he or she is an active physician member of the AMA.
Members of the Governing Council who have completed their terms and the chairs of state association hospital medical staff sections or organized medical staff sections may be seated as ex officio representatives to the Business Meeting, provided they are AMA members and are properly certified by the President or Secretary of the state association. Ex officio representatives have the right to speak and debate in the meeting but do not have the right to introduce business, introduce an amendment, make a motion, or vote.
7.4.3.2  All past chairs of the AMA Organized Medical Staff Section may attend the Business Meeting as ex officio members. They shall have the right to speak and debate in the meeting, but do not have the right to introduce business, introduce an amendment, make a motion, or vote.
7.4.23  Cessation of Eligibility. If any officer or Governing Council member ceases to meet the membership requirements of Bylaw 7.4.1 or ceases to be credentialed as a representative consistent with Bylaw 7.4.2 prior to the expiration of the term for which elected, the term of such officer or member shall terminate and the position shall be declared vacant.
7.4.4   Member Rights and Privileges
7.4.4.1  An OMSS member who is certified as a representative in accordance with 7.4.2 has the right to speak and debate, and has the right to introduce business, make motions, vote, and run for office to the OMSS Governing Council.
7.4.4.2  An OMSS member who is not certified as a representative in accordance with 7.4.2 has the right to speak and debate, but does not have the right to introduce business, make motions, vote or run for office to the OMSS Governing Council.
7.4.4.3  A physician who is not an AMA member may attend one Business Meeting as a guest, without the right to speak or debate, introduce business, make motions, vote or run for office to the OMSS Governing Council.
7.4.4.4  At the discretion of the Governing Council, a nonphysician may attend the Business Meetings as a guest.

	.Con
	CCB 02
	Bylaw Amendments pertaining to Late Resolutions and Emergency Business
1.  That the following amendments to the AMA Bylaws be adopted consistent with Policy 
G-600.054(6): 
2.11.3  Introduction of Business.
2.11.3.1  Resolutions. To be considered as regular business, each resolution must be introduced by a delegate or organization represented in the House of Delegates and must have been submitted to the AMA not later than 30 days prior to the commencement of the meeting at which it is to be considered, with the following exceptions.
2.11.3.1.1  Exempted Resolutions. If any member organization’s house of delegates or primary policy making body, as defined by the organization, adjourns during the 5-week period preceding commencement of an AMA House of Delegates meeting, the organization is allowed 7 days after the close of its meeting to submit resolutions to the AMA. All such resolutions must be received by noon of the day before the commencement of the AMA House of Delegates meeting. The presiding officer of the organization shall certify that the resolution was adopted at its just concluded meeting and that the body directed that the resolution be submitted to the AMA House of Delegates.
***
2.11.3.1.3  Late Resolutions. Late resolutions may be presented by a delegate prior to the recess of the opening session of the House of Delegates any time prior to the final day of a meeting, and but will be accepted as business of the House of Delegates only upon two-thirds vote of delegates present and voting.
2.11.3.1.4  Emergency Nature Resolutions. On the final day of a meeting, delegates may present resolutions of an emergency nature which shall be accepted pursuant to Bylaw 2.11.5.2. Resolutions of an emergency nature may be presented by a delegate any time after the opening session of the House of Delegates is recessed. Emergency resolutions will be accepted as business only upon a three-fourths vote of delegates present and voting, and if accepted shall be presented to the House of Delegates without consideration by a reference committee.
2.11.3.1.5  Withdrawal of Resolutions. A resolution may be withdrawn by its sponsor at any time prior to its acceptance as business by the House of Delegates.
2.11.3.1.6  Resolutions not Accepted. Late resolutions and emergency resolutions not accepted as business by the House of Delegates may be submitted for consideration at a future meeting in accordance with the procedure in Bylaw 2.11.3.
2.11.3.2  Reports Business of the Board of Trustees. Reports, recommendations, resolutions or other new business, may be presented by the Board of Trustees at any time during a meeting.
***
2.11.4  Referral to Reference Committee. Reports, recommendations, resolutions or other new business presented prior to the recess of the opening session of the House of Delegates before the close of business on the day preceding the final day of a meeting shall be referred to an appropriate reference committee for hearings and report, subject to acceptance as business of the House of Delegates. Items of business presented after the recess of the opening session are not referred to reference committee, but rather heard by the House of Delegates as a whole, subject to acceptance as business of the House of Delegates. Informational items are not referred to a reference committee.
***
2.11.5.2  Emergency Resolutions. Resolutions of an emergency nature presented by delegates on the final day of a meeting shall be referred by the Speaker to an appropriate reference committee, which shall then report to the House of Delegates as to whether the matter involved is or is not of an emergency nature.
2.11.5.2.1  If the reference committee reports that the matter is of an emergency nature, the resolution shall be presented to the House of Delegates without further consideration by a reference committee. Adoption of the recommendation(s) in the emergency resolution shall require a three-fourths vote of delegates present and voting.
2.11.5.2.2  If the reference committee reports that the matter is not of an emergency nature, the resolution may be submitted for consideration at the next meeting in accordance with the procedure in Bylaw 2.11.3.
***
2.13.1  Reference Committees of the House of Delegates.
***
2.13.1.7  Procedure and Reports. 
2.13.1.7.1  Method. Resolutions, reports, extracted opinions and proposals presented to the House of Delegates prior to the recess of the opening session of the House of Delegates shall be referred to appropriate reference committees, subject to acceptance as business of the House of Delegates. The reports of reference committees shall be presented to the House of Delegates before final action may be taken on such resolutions, reports and proposals, unless otherwise provided in these Bylaws, or unless otherwise unanimously decided by the House of Delegates.
(Modify AMA Bylaws)
2.  That the following amendments to the AMA Bylaws be adopted:
2.11  Procedure.
***
2.11.3  Introduction of Business. 
2.11.3.1  Resolutions. To be considered as regular business, each resolution must be introduced by a delegate or organization represented in the House of Delegates and must have been submitted to the AMA not later than 30 days prior to the commencement of the meeting at which it is to be considered, with the following exceptions.
2.11.3.1.1  Exempted Resolutions. If any member organization’s house of delegates or primary policy making body, as defined by the organization, adjourns during the 5-week period preceding commencement of an AMA House of Delegates meeting, the organization is allowed 7 days after the close of its meeting to submit resolutions to the AMA. All such resolutions must be received by noon of the day before the commencement of the AMA House of Delegates meeting. The presiding officer of the organization shall certify that the resolution was adopted at its just concluded meeting and that the body directed that the resolution be submitted to the AMA House of Delegates.
2.11.3.1.2  AMA Sections. Resolutions presented from the business meetings of the AMA Sections may be presented for consideration by the House of Delegates no later than the recess of the House of Delegates opening session. At any time before the close of business on the day preceding the final day of the meeting.
***
2.11.3.2  Reports of Board of Trustees. Reports, recommendations, resolutions or other new business, may be presented by the Board of Trustees at any time during a meeting.
2.11.3.3  Reports of Councils. Reports, opinions or recommendations from a council of the AMA or a special committee of the House of Delegates may be presented at any time before the close of business on the day preceding the final day of during a meeting.
2.11.3.4  Informational Reports of Sections. Informational reports may be presented by the AMA Sections on an annual basis.
***
2.11.5  New Business on Final Day of Presented After Recess of the Opening Session of the House of Delegates Meeting.
2.11.5.1  Requirements. Reports, recommendations, resolutions or other new business presented by the Board of Trustees after recess of the opening session of the House of Delegates meeting on the final day of a meeting shall be accepted as business before the House and shall not be referred to a reference committee, but adoption of the recommendation(s) in the report or other item(s) of business shall require a three-fourths vote of delegates present and voting. (Modify AMA Bylaws)
3. That Policy G-600.054(6) and (7) be rescinded; and 
4.  That the balance of this report be filed.

	.Con
	CEJA 01
	Collaborative Care
In light of the foregoing analysis, the Council on Ethical and Judicial Affairs recommends that the following be adopted and the remainder of this report be filed:
In health care, teams that collaborate effectively can enhance the quality of care for individual patients. By being prudent stewards and delivering care efficiently, teams also have the potential to expand access to care for populations of patients. Such teams are defined by their dedication to providing patient-centered care, protecting the integrity of the patient-physician relationship, sharing mutual respect and trust, communicating effectively, sharing accountability and responsibility, and upholding common ethical values as team members.
An effective team requires the vision and direction of an effective leader. In medicine, this means having a clinical leader who will ensure that the team as a whole functions effectively and facilitates decision-making. Physicians are uniquely situated to serve as clinical leaders. By virtue of their thorough and diverse training, experience, and knowledge, physicians have a distinctive appreciation of the breadth of health issues and treatments that enables them to synthesize the diverse professional perspectives and recommendations of the team into an appropriate, coherent plan of care for the patient.
As leaders within health care teams, physicians individually should:
(a) Model ethical leadership by: 
(i) understanding the range of their own and other team members' skills and expertise and roles in the patient's care;
(ii) clearly articulating individual responsibilities and accountability;
(iii) encouraging insights from other members and being open to adopting them; and
(iv) mastering broad teamwork skills.
(b) Promote core team values of honesty, discipline, creativity, humility, and curiosity and commitment to continuous improvement.
(c) Help clarify expectations to support systematic, transparent decision making.
(d) Encourage open discussion of ethical and clinical concerns and foster a team culture in which each member’s opinion is heard and considered and team members share accountability for decisions and outcomes.
(e) Communicate appropriately with the patient and family and respect their unique relationship as members of the team.
As leaders within health care institutions, physicians individually and collectively should:
(f) Advocate for the resources and support health care teams need to collaborate effectively in providing high-quality care for the patients they serve, including education about the principles of effective teamwork and training to build teamwork skills.
(g) Encourage their institutions to identify and constructively address barriers to effective collaboration. 
(h) Promote the development and use of institutional policies and procedures, such as an institutional ethics committee or similar resource, to address constructively conflicts within teams that adversely affect patient care.

	.Con
	CEJA 02
	Competence, Self-Assessment and Self Awareness
The Council on Ethical and Judicial Affairs recommends that the following be adopted and the remainder of this report be filed:
The profession of medicine promises that throughout their careers practitioners will have the knowledge, skills, and characteristics to practice safely and that the profession as a whole and its individual members will hold themselves accountable to identify and address lapses. Medical schools, residency and fellowship programs, specialty societies, and other health care institutions regularly assess physicians’ technical knowledge and skills.
However, the ethical responsibility of competence encompasses more than medical knowledge and skill. It requires physicians to understand that as a practical matter in the care of actual patients, competence is fluid and dependent on context. Importantly, the ethical responsibility of competence requires that physicians at all stages of their professional lives be able to recognize when they are and when they are not able to provide appropriate care for the patient in front of them or the patients in their practice as a whole.
To fulfill the ethical responsibility of competence, individual physicians and physicians in training should:
(a) Routinely exercise skills of self-awareness and active self-observation;
(b) Recognize that different points of transition in professional life can make different demands on competence;
(c) Take advantage of tools for self-assessment appropriate to their practice settings and patient populations;
(d) Regularly seek feedback from peers and others; 
(e) Be attentive to environmental and other factors that may compromise their ability to bring their best skills to the care of individual patients, immediately or over the longer term.
Medicine as a profession should continue to refine mechanisms to meaningfully assess physician competence, including:
(f) Developing appropriate ways to assess knowledge and skills across the professional lifecycle;
(g) Providing meaningful opportunity for physicians and physicians in training to hone their ability to be self-reflective and attentive in the moment; 
(h) Supporting efforts to develop more and better techniques to address gaps in knowledge, skills, and self-awareness.

	.Con
	Res 001
	Support for the Decriminalization and Treatment of Suicide Attempts Amongst Military Personnel
RESOLVED, That our American Medical Association support efforts to decriminalize suicide attempts in the military (New HOD Policy); and be it further 
RESOLVED, That our AMA support efforts to provide treatment for survivors of suicide attempt in lieu of punishment in the military. (New HOD Policy)

	.Con
	Res 002
	Living Organ Donation at the Time of Imminent Death
RESOLVED, That our American Medical Association study the implications of the removal of barriers to living organ donation at the time of imminent death. (Directive to Take Action)

	.Con
	Res 003
	Study of the Current Uses and Ethical Implications of Expanded Access Programs
RESOLVED, That our American Medical Association study the implementation of expanded access programs, accelerated approval mechanisms, and payment reform models meant to increase access of experimental therapies (Directive to Take Action); and be it further
RESOLVED, That our AMA study the ethics of expanded access programs, accelerated approval mechanisms, and payment reform models meant to increase access of experimental therapies. (Directive to Take Action)

	.Con
	Res 004
	Addressing Patient Spirituality in Medicine
RESOLVED, That our American Medical Association support inquiry into, as well as discussion and consideration of, individual patient spirituality as an important component of health (New HOD Policy); and be it further
RESOLVED, That our AMA encourage expanded patient access to spiritual care services and resources beyond trained healthcare professionals. (New HOD Policy)

	.Con
	Res 005
	No Compromise on Anti-Female Genital Mutilation Policy
RESOLVED, That our American Medical Association reaffirm its policy against female genital mutilation (FGM) (Reaffirm HOD Policy); and be it further
RESOLVED, That, due to the public debate in 2016 over whether the medical community sanctions a proposed ‘nicking procedure,’ our AMA must further clarify its current position on FGM to explicitly state that our AMA condemns any and all ritual procedures including, but not limited to, ‘nicking’ or ‘genital alteration’ procedures done to the genitals of women and girls (New HOD Policy); and be it further
RESOLVED, That our AMA, on behalf of the medical community, actively advocate against the practice of FGM in all its forms (including the recently proposed ‘nicking’ and ‘alteration’ procedures) and effectively add the voice of America’s physicians to the voices of many anti-FGM human rights activists and their organizations which advocate for the survivors and victims of FGM (Directive to Take Action); and be it further
RESOLVED, That our AMA partner in this public advocacy with reputable anti-FGM activists and survivors including, but not limited to, Jaha Dukureh of the Tahirih Justice Center, Waris Dirie of Desert Flower Foundation, Layla Hussein of the Maya Center and the Dahlia Project, and Nimco Ali of the Daughters of Eve or Safe Hands for Girls to name a few (Directive to Take Action); and be it further
RESOLVED, That our AMA educate its membership and the American public about the harm of FGM prominently through its website and provide resources about the ethics and medical harm of any and all forms of FGM. (Directive to Take Action)

	.Con
	Res 006
	Effective Peer Review
RESOLVED, That our American Medical Association study the current environment for effective peer review, on both a federal and state basis, in order to update its current policy to include strategies for promoting effective peer review by employed physicians as well as consider a national strategy for protecting all physicians from retaliation as a result from participating in effective peer review. (Directive to Take Action)

	.Con
	Res 007
	Fair Process for Employed Physicians
RESOLVED, That our American Medical Association support whistleblower protections for health care providers and parties who raise questions of quality, safety, and efficacy of health care and are adversely treated by any health care organization or entity (New HOD Policy); and be it further
RESOLVED, That our AMA advocate for protection in medical staff bylaws to minimize negative repercussions for physicians who report problems within their workplace. (New HOD Policy)

	B
	BOT 02
	AMA Support for State Medical Societies' Efforts to Implement MICRA-Type Legislation
The Board of Trustees recommends that the following be adopted in lieu of Resolution 214-I-15 and that the remainder of the report be filed.
1. That our American Medical Association (AMA) reaffirm Policy H-435.967, “Report of the Special Task Force and the Advisory Panel on Professional Liability.” (Reaffirm HOD Policy)
2. That our AMA support the efforts of interested state medical associations to defeat efforts to replace a state medical liability system with a no-fault liability or Patient Compensation System. (Directive to Take Action)

	B
	BOT 03
	Model State Legislation Promoting the Use of Electronic Tools to Mitigate Risk with Prescription Opioid Prescribing
The Board of Trustees recommends that the following be adopted in lieu of Resolution 222-I-15, and that the remainder of the report be filed.
1. That our American Medical Association (AMA) support the ability of prescription drug monitoring programs (PDMPs) to have the capability for physicians to know when their patients have received a prescription for controlled substances from multiple prescribers or multiple pharmacies within a short time frame; (New HOD Policy)
2. That our AMA advocate to key stakeholders, including the National Association of State Controlled Substances Authorities, the National Association of Boards of Pharmacy, and the National Governors Association, to ensure that efforts to reduce Multiple Provider Events (MPEs) are done in a manner that supports continuity of care; (Directive to Take Action)
3. That our AMA work with the Centers for Disease Control and Prevention (CDC), Substance Abuse and Mental Health Services Administration (SAMHSA) and other relevant federal agencies, to better understand the factors that lead to MPEs and develop medically and ethically appropriate strategies for reducing them; (Directive to Take Action)
4. That our AMA support the interoperability of state PDMPs with electronic health records (EHRs); (New HOD Policy)
5. That Policies D-478.972, “EHR Interoperability,” D-478.994, “Health Information Technology,” and D-478.996, “Information Technology Standards and Costs,” be reaffirmed; (Reaffirm HOD Policy)
6. That our AMA advocate for the Centers for Medicaid and Medicare Services (CMS) and Office of the National Coordinator for Health Information Technology (ONC) to better incorporate feedback from physicians to focus on outcomes and focusing ONC certification on testing for product safety, security, usability, and interoperability. (New HOD Policy)

	B
	Res 201
	Removing Restrictions on Federal Funding for Firearm Violence Research
RESOLVED, That our American Medical Association provide an informational report on recent and current organizational actions taken on our existing AMA policies (e.g. H-145.997) regarding removing the restrictions on federal funding for firearms violence research, with additional recommendations on any ongoing or proposed upcoming actions. (Directive to Take Action)

	B
	Res 202
	Inclusion of Sexual Orientation and Gender Identity Information in Electronic Health Records
RESOLVED, That our American Medical Association advocate for inclusion of sexual orientation and gender in electronic health records (EHRs). (New HOD Policy)

	B
	Res 203
	Universal Prescriber Access to Prescription Drug Monitoring Programs
RESOLVED, That our American Medical Association support legislation and regulatory action that would authorize all prescribers of controlled substances, including residents, to have access to their state prescription drug monitoring program. (New HOD Policy)

	B
	Res 204
	Seamless Conversion of Medicare Advantage Programs
RESOLVED, That our American Medical Association collaborate with senior groups, including AARP, to raise awareness among physicians and seniors regarding the implications of the practice of “seamless conversion” (Directive to Take Action); and be it further
RESOLVED, That our AMA immediately begin to advocate with Congress and the Centers for Medicare and Medicaid Services to implement an immediate moratorium on the practice of seamless conversion. (Directive to Take Action)

	B
	Res 205
	AMA Study of the Affordable Care Act
RESOLVED, That our American Medical Association study, and using our extensive HOD policy, identify what needs to be changed/fixed with the ACA (Directive to Take Action); and be it further
RESOLVED, That our AMA compile a policy compendium of AMA HOD Policy or links to that policy, to provide to legislators, think tanks, and the public with reliable accurate ideas and knowledge (Directive to Take Action); and be it further 
RESOLVED, That a comprehensive report on how to change and improve the ACA be presented back to the House of Delegates at the 2017 Annual Meeting. (Directive to Take Action)

	B
	Res 206
	Advocacy and Studies on Affordable Care Act Section 1332 
(State Innovation Waivers)
RESOLVED, That our American Medical Association advocate that the “deficit-neutrality” component of the current HHS rule for Section 1332 waiver qualification be considered only on long-term, aggregate cost savings of states’ innovations as opposed to having costs during any particular year, including in initial “investment” years of a program, reduce the ultimate likelihood of waiver approval (New HOD Policy); and be it further
RESOLVED, That our AMA study reforms that can be introduced under Section 1332 of the Affordable Care Act in isolation and/or in combination with other federal waivers to improve healthcare benefits, access and affordability for the benefit of patients, healthcare providers and states, and encourages state societies to do the same. (Directive to Take Action)

	B
	Res 207
	Limitation on Reports by Insurance Carriers to the National Practitioner Data Bank Unrelated to Patient Care
RESOLVED, That our American Medical Association formally request that the Health Resources and Services Administration (HSRA) clarify that reports of medical malpractice settlements by physicians are contingent upon treatment, the provision of or failure to provide healthcare services, of the plaintiff (Directive to Take Action); and be it further
RESOLVED, That our AMA formally request that HSRA audit the National Practitioner Data Bank (NPDB) for reports on physicians who were not involved in the treatment of a plaintiff, but were reported as a result of a healthcare entity’s settlement of a claim that included the name of the physician in his/her administrative role at the entity (Directive to Take Action); and be it further 
RESOLVED, That HSRA should be compelled to remove the name of any physician from the NPDB who was reported by a medical malpractice carrier as the result of the settlement of a claim by a healthcare entity where the physician was not involved in the treatment of the plaintiff. (Directive to Take Action)

	B
	Res 208
	MIPS and MACRA Exemptions
RESOLVED, That our American Medical Association support an exemption from the merit-based incentive payment system (MIPS) and Medicare Access and Chip Reauthorization Act of 2015 (MACRA) for small practices since these rules will hasten the demise of small private practice in the U.S. (New HOD Policy)

	B
	Res 209
	Affordable Care Act Revisit
RESOLVED, That our American Medical Association House of Delegates no longer support the Affordable Care Act (ACA) in its current form and to work for replacement or substantial revision of the act to include these changes:
-  Allowing health insurance to be sold across state lines
-  Allowing all businesses to self-insure and to purchase insurance through business health plans or association health plans
-  Improving the individual mandate with a refundable tax credit that would be used to purchase health insurance
-  Improving health-related savings accounts so as to help ACA insureds afford their higher deductibles and co-pays
-  Reversing cuts to traditional Medicare and Medicare Advantage programs
-  Encouraging states to develop alternatives to Medicaid by using federal funds granted under provisions of the ACA
-  Eliminating all exemptions, loopholes, discounts, subsidies and other schemes to be fair to those who cannot access such breaks in their insurance costs (New HOD Policy); and be it further
RESOLVED, That our AMA maintain the following provisions to the ACA if it is replaced:
-  Full coverage of preventive services
-  Family insurance coverage of children living in a household until age 26 
-  Elimination of lifetime benefit caps
-  Guaranteed insurability (New HOD Policy)

	B
	Res 210
	Automatic Enrollment into Medicare Advantage
RESOLVED, That our American Medical Association work to make seamless conversion enrollment into a Medicare Advantage Plan an opt-in rather than an opt-out process. (Directive to Take Action)

	B
	Res 211
	Electronic Health Records
RESOLVED, That our American Medical Association support federal legislation that will replace current meaningful use with common sense meaningful use developed by the medical profession that is user friendly and practical. (New HOD Policy)

	B
	Res 212
	Promoting Inclusive Gender, Sex, and Sexual Orientation Options on Medical Documentation
RESOLVED, That our American Medical Association support the inclusion of a patient’s biological sex, gender identity, sexual orientation, preferred gender pronoun(s), and (if applicable) surrogate identifications in medical documentation and related forms in a culturally-sensitive and voluntary manner (New HOD Policy); and be it further 
RESOLVED, That our AMA advocate for collection of patient data that is inclusive of sexual orientation/gender identity for the purposes of research into patient health. (New HOD Policy)

	B
	Res 213
	SOAP Notes and Chief Complaint
RESOLVED, That our American Medical Association amend AMA Policy D-320.991, Creating a Fair and Balanced Medicare and Medicaid RAC Program, by addition to read as follows:
1. Our AMA will continue to monitor Medicare and Medicaid Recovery Audit Contractor (RAC) practices and recovery statistics and continue to encourage the Centers for Medicare and Medicaid Services (CMS) to adopt new regulations which will impose penalties against RACs for abusive practices.
2. Our AMA will continue to encourage CMS to adopt new regulations which require physician review of all medical necessity cases in post-payment audits, as medical necessity is quintessentially a physician determination and judgment.
3. Our AMA will encourage CMS to discontinue the denial of payments or imposition of negative action during a RAC audit due to the absence of specific words in the chief complaint when the note provides adequate documentation of the reason for the visit and services rendered.
3. 4. Our AMA will assist states by providing recommendations regarding state implementation of Medicaid RAC rules and regulations in order to lessen confusion among physicians and to ensure that states properly balance the interest in overpayment and underpayment audit corrections for Recovery Contractors.
4. 5. Our AMA will petition CMS to amend CMS' rules governing the use of extrapolation in the RAC audit process, so that the amended CMS rules conform to Section 1893 of the Social Security Act Subsection (f) (3) - Limitation on Use of Extrapolation; and insists that the amended rules state that when an RAC initially contacts a physician, the RAC is not permitted to use extrapolation to determine overpayment amounts to be recovered from that physician by recoupment, offset, or otherwise, unless (as per Section 1893 of the Social Security Act) the Secretary of Health and Human Services has already determined, before the RAC audit, either that (a) previous, routine pre- or post-payment audits of the physician's claims by the Medicare Administrative Contractor have found a sustained or high level of previous payment errors, or that (b) documented educational intervention has failed to correct those payment errors.
5. 6. Our AMA, in coordination with other stakeholders such as the American Hospital Association, will seek to influence Congress to eliminate the current RAC system and ask CMS to consolidate its audit systems into a more balanced, transparent, and fair system, which does not increase administrative burdens on physicians.
 6. 7. Our AMA will: (A) seek to influence CMS and Congress to require that a physician, and not a lower level provider, review and approve any RAC claim against physicians or physician-decision making, (B) seek to influence CMS and Congress to allow physicians to be paid any denied claim if appropriate services are rendered, and (C) seek the enactment of fines, penalties and the recovery of costs incurred in defending against RACs whenever an appeal against them is won in order to discourage inappropriate and illegitimate audit work by RACs.
7. 8. Our AMA will advocate for penalties and interest to be imposed on the auditor and payable to the physician when a RAC audit or appeal for a claim has been found in favor of the physician. (Modify Current HOD Policy)

	B
	Res 214
	Firearm-Related Injury and Death: Adopt a Call to Action
RESOLVED, That our American Medical Association endorse the specific recommendations made by an interdisciplinary, inter-professional group of leaders from the American Academy of Family Physicians, American Academy of Pediatrics, American College of Emergency Physicians, American Congress of Obstetricians and Gynecologists, American College of Physicians, American College of Surgeons, American Psychiatric Association, American Public Health Association, and the American Bar Association in the publication “Firearm-Related Injury and Death in the United States: A Call to Action From 8 Health Professional Organizations and the American Bar Association,” which is aimed at reducing the health and public health consequences of firearms and lobby for their adoption. (Directive to Take Action)

	B
	Res 215
	Parental Leave
RESOLVED, That our American Medical Association study the health implications among patients if the United States were to modify one or more of the following aspects of the Family and Medical Leave Act (FMLA):
- a reduction in the number of employees from 50 employees;
- an increase in the number of covered weeks from 12 weeks; and
- creating a new benefit of paid parental leave (Directive to Take Action); and be it further
RESOLVED, That our AMA study the effects of FMLA expansion on physicians in varied practice environments. (Directive to Take Action)

	B
	Res 216
	Ending Medicare Advantage "Auto-Enrollment"
RESOLVED, The our American Medical Association work with the Centers for Medicare and Medicaid Services and/or Congress to end the procedure of “auto-enrollment” of individuals into Medicare Advantage Plans. (Directive to Take Action)

	B
	Res 217
	The Rights of Patients, Providers and Facilities to Contract for Non-Covered Services
RESOLVED, That our American Medical Association reaffirm Policy D-380.997 and any other applicable policies (Reaffirm HOD Policy); and be it further 
RESOLVED, That our AMA engage in efforts to convince the CMS to rescind the CMS guidance that bundled all blepharoptosis procedures with all functional and aesthetic aspects of blepharoplasty and to abstain from bundling other situations in which functional and aesthetic considerations should be able to be considered separately (Directive to Take Action); and be it further 
RESOLVED, That our AMA actively oppose further regulations that would interfere with the rights of patients, providers, and facilities to privately contract for non-covered services. (New HOD Policy)

	B
	Res 218
	Support for Prescription Drug Monitoring Programs
RESOLVED, That our American Medical Association continue to encourage Congress to assure that the National All Schedules Prescription Electronic Reporting Act (NASPER) and/or similar programs be fully funded to allow state prescription drug monitoring programs (PDMPs) to remain viable and active (New HOD Policy); and be it further
RESOLVED, That our AMA work to assure that interstate operability of PDMPs in a manner that allows data to be easily accessed by physicians and does not place an onerous burden on their practices. (Directive to Take Action)

	B
	Res 219
	Protect Individualized Compounding in Physicians' Offices as Practice of Medicine
RESOLVED, That our American Medical Association strongly request that the US Food and Drug Administration (FDA) withdraw its draft guidance “Insanitary Conditions at Compounding Facilities” and that no further action be taken by the agency until revisions to the USP Chapter <797> on Sterile Compounding, have been finalized (Directive to Take Action); and be it further
RESOLVED, That our AMA work with the US Congress to adopt legislation that would preserve physician office-based compounding as the practice of medicine and codify in law that physicians compounding medications in their offices for immediate or subsequent use in the management of their patients are not compounding facilities under the jurisdiction of the FDA. (Directive to Take Action)

	C
	CME 01
	Access to Confidential Health Services for Medical Students and Physicians
1. That our American Medical Association (AMA) ask the Liaison Committee on Medical Education, Commission on Osteopathic College Accreditation, American Osteopathic Association, and Accreditation Council for Graduate Medical Education to encourage medical schools and residency/fellowship programs, respectively, to: 
1) Provide or facilitate the immediate availability of urgent and emergent access to low-cost, confidential health care and mental health counseling services that: a) include appropriate follow-up; b) are outside the trainees’ grading and evaluation pathways; and c) are available (based on patient preference and need for assurance of confidentiality) in reasonable proximity to the education/training site, at an external site, or through telemedicine or other virtual, online means;
2) Ensure that residency/fellowship programs are abiding by all duty hour restrictions, as these regulations exist in part to ensure the mental and physical health of trainees;
3) Encourage and promote routine health screening among medical students and resident/fellow physicians, and consider designating some segment of already-allocated personal time off (if necessary, during scheduled work hours) specifically for routine health screening and preventive services, including physical, mental, and dental care; and
4) Remind trainees and practicing physicians to avail themselves of any needed resources, both within and external to their institution, to provide for their mental and physical health and well-being, as a component of their professional obligation to ensure their own fitness for duty and the need to prioritize patient safety and quality of care by ensuring appropriate self-care, not working when sick, and following generally accepted guidelines for a healthy lifestyle. (New HOD Policy).
2. That our AMA urge state medical boards to accept “safe haven” non-reporting for physicians seeking licensure or relicensure who are undergoing treatment for mental health issues, to help ensure confidentiality of such treatment for the individual physician while providing assurance of patient safety. (New HOD Policy).
3. That Policy H-345.973, “Mental Health Services for Medical Students and Resident and Fellow Physicians,” be amended by addition and deletion, as follows.
Medical and Mental Health Services for Medical Students and Resident and Fellow Physicians
Our AMA promotes the availability of timely, confidential, accessible, and affordable medical and mental health services for medical students and resident and fellow physicians, to include needed diagnostic, preventive, and therapeutic services. Information on where and how to access these services should be readily available at all education/training sites, and these services should be provided at sites in reasonable proximity to the sites where the education/training takes place. (Modify Current HOD Policy).
4. That Policy H-295.872, “Expansion of Student Health Services,” be rescinded, as it is (in part) already reflected in current LCME standards and (in part) now incorporated into Policy H-345.973, Mental Health Services for Medical Students and Resident and Fellow Physicians. (Rescind HOD Policy).
5. That Policy D-405.992, “Physician Health and Wellness,” and D-405.996, “Physician Well-Being and Renewal,” be rescinded, as these directives have been accomplished, are superseded by other policy, or are no longer relevant. (Rescind HOD Policy).
6. That Policy D-405.983, “Medical Students and Residents as Patients,” be rescinded, as having been fulfilled by this report. (Rescind HOD Policy).

	C
	Res 301
	Expanding the Treatment of Opioid Dependence Using Medication-Assisted Treatment by Physicians in Residency Training Programs
RESOLVED, That our American Medical Association encourage the expansion of residency and fellowship training opportunities to provide clinical experience in the medication-assisted treatment of opioid use disorders, under the supervision of an appropriately trained physician (New HOD Policy); and be it further
RESOLVED, That our AMA support additional funding to overcome the financial barriers that exist for trainees seeking clinical experience in the medication-assisted treatment of opioid use disorders. (New HOD Policy)

	C
	Res 302
	Protecting the Rights of Breastfeeding Residents and Fellows
RESOLVED, That our American Medical Association work with appropriate bodies, such as the Accreditation Council for Graduate Medical Education (ACGME), to mandate language in housestaff manuals or similar policy references of all training programs on the protected time and locations for milk expression and storage of breast milk (Directive to Take Action); and be it further
RESOLVED, That our AMA work with appropriate bodies, such as the ACGME and the Association of American Medical Colleges, to include language related to the learning and work environments for breast feeding mothers in regular program reviews. (Directive to Take Action)

	C
	Res 303
	Primary Care and Mental Health Training in Residency
RESOLVED, That our American Medical Association advocate for the incorporation of integrated mental health and primary care services into existing psychiatry and primary care training programs’ clinical settings (New HOD Policy); and be it further
RESOLVED, That our AMA encourage primary care and psychiatry residency training programs to create and expand opportunities for residents to obtain clinical experience working in an integrated mental health and primary care model, such as the collaborative care model (New HOD Policy); and be it further
RESOLVED, That our AMA advocate for appropriate reimbursement to support the practice of integrated physical and mental health care in clinical care settings. (New HOD Policy)

	C
	Res 304
	Improving Access to Care and Health Outcomes
RESOLVED, That our American Medical Association support training opportunities for students and residents to learn cultural competency from community health workers. (New HOD Policy)

	C
	Res 305
	Privacy, Personal Use and Funding of Mobile Devices
RESOLVED, That our American Medical Association encourage further research in integrating mobile devices in clinical care, particularly to address challenges of reducing work burden while maintain clinical autonomy for residents and fellows (New HOD Policy); and be it further
RESOLVED, That our AMA collaborate with the Accreditation Council for Graduate Medical Education to develop germane policies, especially with consideration of potential financial burden and personal privacy of trainees, to ensure a more uniform regulation of mobile devices in medical education and clinical training (Directive to Take Action); and be it further 
RESOLVED, That our AMA encourage medical schools and residency programs to educate all trainees on proper hygiene and professional guidelines in using personal devices in clinical environment. (New HOD Policy)

	C
	Res 306
	Formal Leadership Training During Medical Education
RESOLVED, That our American Medical Association advocate for and support the creation of programs and curricula that emphasize experiential and active learning models which are inclusive of leadership knowledge, skills and the qualities utilized in the clinical setting through direct observation and which foster a shared learning environment with the entire interdisciplinary care team (Directive to Take Action); and be it further
RESOLVED, That our AMA advocate for and support the creation of programs and curricula to develop the leadership competencies and foundational skills for medical practitioners necessary to effectively understand and navigate current and future policy changes from the Center for Medicare and Medicaid Services, while continuing to maintain said practitioners fiduciary responsibility and high-quality patient care (Directive to Take Action); and be it further
RESOLVED, That our AMA advocate with the Liaison Committee for Medical Education, Association of American Medical Colleges and other governing bodies responsible for the education of future physicians to implement programs early in medical training to promote the development of leadership capabilities, so that all doctors obtain a minimum standard of leadership and management skills. (Directive to Take Action)

	C
	Res 307
	Inappropriate Uses of Maintenance of Certification
RESOLVED, That our American Medical Association, through legislative, regulatory, and collaborative efforts, advocate that Maintenance of Certification not be a requirement for: (1) medical staff membership, privileging, or credentialing; (2) insurance panel participation; or (3) state medical licensure. (Directive to Take Action)

	C
	Res 308
	Promoting and Reaffirming Domestic Medical School Clerkship Education
RESOLVED, That our American Medical Association pursue legislative and/or regulatory avenues that promote the regulation of the financial compensation which medical schools can provide for clerkship positions in order to facilitate fair competition amongst medical schools and prevent unnecessary increases in domestically-trained medical student debt (Directive to Take Action); and be it further 
RESOLVED, That our AMA support the expansion of partnerships of foreign medical schools with hospitals in regions which lack local medical schools in order to maximize the cumulative clerkship experience for all students (New HOD Policy); and be it further 
RESOLVED, That our AMA reaffirm policies D-295.320, D-295.931, and D-295.937.

	C
	Res 309
	Development of Alternative Competency Assessment Models
RESOLVED, That our American Medical Association amend AMA Policy H-275.936, Mechanisms to Measure Physician Competency, by addition to read as follows:
Our AMA (1) works with the American College of Graduate Medical Education, American Board of Medical Specialties, and other relevant organizations to develop alternative and more accurate methods to determine ongoing clinical competency; (2) reviews and proposes improvements for assuring continued physician competence, including but not limited to performance indicators, board certification and recertification, professional experience, continuing medical education, and teaching experience; and (2)(3) opposes the development and/or use of "Medical Competency Examination" and establishment of oversight boards for current state medical boards as proposed in the fall 1998 Report on Professional Licensure of the Pew Health Professions Commission, as an additional measure of physician competency. (Modify Current HOD Policy)

	C
	Res 310
	Maintenance of Certification and Insurance Plan Participation
RESOLVED, That our American Medical Association increase its efforts to work with the insurance industry to ensure that maintenance of certification does not become a requirement for insurance panel participation. (Directive to Take Action)

	C
	Res 311
	Prevent Maintenance of Certification Licensure and Hospital Privileging Requirements
RESOLVED, That our American Medical Association, consistent with Policy H-275.924, vigorously advocate by legislation, regulation, or other appropriate activity to prevent the use of maintenance of certification as a licensing requirement in any state; (Directive to Take Action) and be it further
RESOLVED, That our AMA amend Policy H-275.924, “Maintenance of Certification,” Bullet No. 15, by addition to read as follows:
15. The MOC program should not be a mandated requirement for licensure, credentialing, hospital privileging, reimbursement, network participation or employment. (Modify Current HOD Policy)

	C
	Res 312
	Eliminating the Tax Liability for Payment of Student Loans
RESOLVED, That our American Medical Association work with the Internal Revenue Service to eliminate the tax liability when private employers provide the funds to repay student loans for physicians who agree to work in an underserved area. (Directive to Take Action)

	F
	CLRPD 01
	Minority Affairs Section and Integrated Physician Practice Section, Five-Year Reviews
The Council on Long Range Planning and Development recommends that our American Medical Association renew delineated section status for the Minority Affairs Section and the Integrated Physician Practice Section through 2021 with the next review no later than the 2021 Interim Meeting and that the remainder of this report be filed. (Directive to Take Action)

	F
	Res 601**
	Sexual Orientation and Gender Identity Demographic Collection by AMA and Other Medical Organizations
RESOLVED, That our American Medical Association develop a plan with input from the LGBT Advisory Committee to expand the demographics we collect about our members to include both sexual orientation and gender identity information, which will be given voluntarily by members and handled in a confidential manner. (Directive to Take Action)

	F
	Res 602
	Equality
RESOLVED, That all future meetings and conferences organized and/or sponsored by our American Medical Association, not yet contracted, only be held in towns, cities, counties, and states that do not have discriminatory policies based on race, color, religion, ethnic origin, national origin, language, creed, sex, sexual orientation, gender, gender identity and gender expression, disability, or age. (New HOD Policy)

	F
	Res 603
	Support a Study on the Minimum Competencies and Scope of Medical Scribe Utilization
RESOLVED, That our American Medical Association partner with The Joint Commission and other stakeholders to study the minimum skills and competencies required of a medical scribe regarding documentation performance and clinical boundaries of medical scribe utilization. (Directive to Take Action)

	F
	Res 604
	Oppose Physician Gun Gag Rule Policy by Taking our AMA Business Elsewhere
RESOLVED, That our American Medical Association adopt policy that bars our AMA from holding House of Delegates meetings in states that enact physician gun gag rule laws (New HOD Policy); and be it further 
RESOLVED, That our AMA contact governors and convention bureaus of states that have enacted physician gun gag rules and inform them that our AMA will no longer hold House of Delegates meetings in their state, until the restrictive physician gun gag rule is repealed or struck down by the courts. (Directive to Take Action)

	F
	Res 605**
	Study of Models of Childcare Provided at Healthcare Institutions
RESOLVED, That our American Medical Association study which healthcare institutions currently provide accessible, affordable childcare services, the size of the institutions (in terms of number of physicians) providing these services, the impact of these services on residents and faculty (especially in terms of decreasing stress and increasing retention), and the various funding models used for these (Directive to Take Action); and be it further
RESOLVED, That our AMA report back to the House of Delegates with this information at the Annual Meeting in 2017. (Directive to Take Action)

	J
	CMS 01
	Infertility Benefits for Veterans
1. That our American Medical Association (AMA) support lifting the congressional ban on the Department of Veterans Affairs (VA) from covering in vitro fertilization (IVF) costs for veterans who have become infertile due to service-related injuries. (New HOD Policy)
2. That our AMA encourage interested stakeholders to collaborate in lifting the congressional ban on the VA from covering IVF costs for veterans who have become infertile due to service-related injuries. (New HOD Policy)
3. That our AMA encourage the Department of Defense (DOD) to offer service members fertility counseling and information on relevant health care benefits provided through TRICARE and the VA at pre-deployment and during the medical discharge process. (New HOD Policy)
4. That our AMA support efforts by the DOD and VA to offer service members comprehensive health care services to preserve their ability to conceive a child and provide treatment within the standard of care to address infertility due to service-related injuries. (New HOD Policy)

	J
	CMS 02
	Health Care while Incarcerated
1. That our American Medical Association (AMA) reaffirm Policy D-430.997, which supports the accreditation standards developed by the National Commission on Correctional Heath Care (NCCHC) to improve the quality of physical and behavioral health care services to incarcerated individuals and encourages all correctional systems to support NCCHC accreditation. (Reaffirm HOD Policy)
2. That our AMA advocate for adequate payment to health care providers, including primary care and mental health professionals, to encourage improved access to comprehensive physical and behavioral health care services to juveniles and adults throughout the incarceration process from intake to re-entry into the community. (New HOD Policy)
3. That our AMA support partnerships and information sharing between correctional systems, community health systems and state insurance programs to provide access to a continuum of health care services for individuals in the correctional system. (New HOD Policy)
4. That our AMA encourage state Medicaid agencies to accept and process Medicaid applications from individuals who are incarcerated. (New HOD Policy)
5. That our AMA encourage state Medicaid agencies to work with their local departments of corrections, prisons, and jails to assist incarcerated individuals who may not have been enrolled in Medicaid at the time of their incarceration to apply and receive an eligibility determination for Medicaid. (New HOD Policy)
6. That our AMA encourage states to suspend rather than terminate an individual’s Medicaid eligibility upon intake into the criminal justice system and throughout the incarceration process, and to reinstate coverage when the individual transitions back into the community. (New HOD Policy)
7. That our AMA rescind Policy D-430.994, which requested the study accomplished by this report. (Rescind HOD Policy)

	J
	CMS 03
	Providers and the Annual Wellness Visit
1. That our American Medical Association (AMA) reaffirm Policy H-425.997 encouraging continuity of care and supporting the principles that preventive care should be coordinated by the patient’s physician. (Reaffirm HOD Policy)
2. That our AMA reaffirm Policy H-160.921 on protocols for store-based health clinics to ensure continuity of care. (Reaffirm HOD Policy)
3. That our AMA support that the Medicare Annual Wellness Visit (AWV) is a benefit most appropriately provided by a physician or a member of a physician-led health care team that establishes or continues to provide ongoing continuity of care. (New HOD Policy)
4. That our AMA support that, at a minimum, any clinician performing the AWV must enumerate all relevant findings from the visit and make provisions for all appropriate follow-up care. (New HOD Policy)
5. That our AMA support that the Centers for Medicare & Medicaid Services (CMS) provide a means for physicians to determine whether or not Medicare has already paid for an AWV for a patient in the past 12 months. (New HOD Policy)
6. That our AMA encourage CMS to educate Medicare enrollees, that, in choosing their primary care physician, they are encouraged to make their AWVs with their primary care physician in order to facilitate continuity and coordination of their care. (New HOD Policy)

	J
	CMS 04
	Concurrent Hospice and Curative Care
1. That our American Medical Association (AMA) reaffirm Policy H-85.966, which maintains that hospice care should provide the patient and family with appropriate physical and emotional support, but not preclude the use of appropriate palliative therapies to continue to treat underlying disease. (Reaffirm HOD Policy)
2. That our AMA support continued study and pilot testing by the Centers for Medicare & Medicaid Services (CMS) of a variety of models for providing and paying for concurrent hospice, palliative and curative care. (New HOD Policy)
3. That our AMA encourage CMS to identify ways to optimize patient access to palliative care, which relieves suffering and improves quality of life for people with serious illnesses, regardless of whether they can be cured, and to provide appropriate coverage and payment for these services. (New HOD Policy)
4. That our AMA encourage physicians to be familiar with local hospice and palliative care resources and their benefit structures, and to refer seriously ill patients accordingly. (New HOD Policy)

	J
	CMS 05
	Incorporating Value into Pharmaceutical Pricing
1. That our American Medical Association (AMA) reaffirm Policies H-155.960 and H-185.939, which support the use of value-based insurance design, determining patient cost-sharing requirements based on the clinical value of a treatment. (Reaffirm HOD Policy)
2. That our AMA reaffirm Policy H-450.933, which establishes guidelines to help maximize opportunities for clinical data registries to enhance the quality of care provided to patients. (Reaffirm HOD Policy)
3. That our AMA reaffirm Policies H-460.909 and D-390.961 in support of adequate investments in comparative effectiveness research. (Reaffirm HOD Policy)
4. That our AMA support value-based pricing programs, initiatives and mechanisms for pharmaceuticals that are guided by the following principles:
a) Value-based prices of pharmaceuticals should be determined by objective, independent entities;
b) Value-based prices of pharmaceuticals should be evidence-based and be the result of valid and reliable inputs and data that incorporate rigorous scientific methods, including clinical trials, clinical data registries, comparative effectiveness research, and robust outcome measures that capture short- and long-term clinical outcomes;
c) Processes to determine value-based prices of pharmaceuticals must be transparent, easily accessible to physicians and patients, and provide practicing physicians and researchers a central and significant role;
d) Processes to determine value-based prices of pharmaceuticals should limit administrative burdens on physicians and patients;
e) Processes to determine value-based prices of pharmaceuticals should incorporate affordability criteria to help assure patient affordability as well as limit system-wide budgetary impact; and
f) Value-based pricing of pharmaceuticals should allow for patient variation and physician discretion. (New HOD Policy)
5. That our AMA support the inclusion of the cost of alternatives and cost-effectiveness analysis in comparative effectiveness research. (New HOD Policy)
6. That our AMA support direct purchasing of pharmaceuticals used to treat or cure diseases that pose unique public health threats, including hepatitis C, in which lower drug prices are assured in exchange for a guaranteed market size. (New HOD Policy)

	J
	CMS 06
	Integration of Mobile Health Applications and Devices into Practice
1. That our American Medical Association (AMA) reaffirm Policy H-480.946, which outlines principles to guide the appropriate coverage of and payment for telemedicine services. (Reaffirm HOD Policy)
2. That our AMA reaffirm Policy H-100.980, which supports a strong and adequately funded US Food and Drug Administration to ensure that safe and effective medical products are made available to the American public as efficiently as possible. (Reaffirm HOD Policy)
3. That our AMA support the establishment of coverage, payment and financial incentive mechanisms to support the use of mobile health applications (mHealth apps) and associated devices, trackers and sensors by patients, physicians and other providers that:
a) support the establishment or continuation of a valid patient-physician relationship;
b) have a clinical evidence base to support their use in order to ensure mHealth app safety and effectiveness;
c) follow evidence-based practice guidelines, to the degree they are available, to ensure patient safety, quality of care and positive health outcomes;
d) support care delivery that is patient-centered, promotes care coordination and facilitates team-based communication;
e) support data portability and interoperability in order to promote care coordination through medical home and accountable care models;
f) abide by state licensure laws and state medical practice laws and requirements in the state in which the patient receives services facilitated by the app;
g) require that physicians and other health practitioners delivering services through the app be licensed in the state where the patient receives services, or be providing these services as otherwise authorized by that state’s medical board; and
h) ensure that the delivery of any services via the app be consistent with state scope of practice laws. (New HOD Policy)
4. That our AMA support that mHealth apps and associated devices, trackers and sensors must abide by applicable laws addressing the privacy and security of patients’ medical information. (New HOD Policy)
5. That our AMA encourage the mobile app industry and other relevant stakeholders to conduct industry-wide outreach and provide necessary educational materials to patients to promote increased awareness of the varying levels of privacy and security of their information and data afforded by mHealth apps, and how their information and data can potentially be collected and used. (New HOD Policy)
6. That our AMA encourage the mHealth app community to work with the AMA, national medical specialty societies, and other interested physician groups to develop app transparency principles, including the provision of a standard privacy notice to patients if apps collect, store and/or transmit protected health information. (New HOD Policy)
7. That our AMA encourage physicians to consult with qualified legal counsel if unsure of whether an mHealth app meets Health Insurance Portability and Accountability Act standards and also inquire about any applicable state privacy and security laws. (New HOD Policy)
8. That our AMA encourage physicians to alert patients to the potential privacy and security risks of any mHealth apps that he or she prescribes or recommends, and document the patient’s understanding of such risks. (New HOD Policy)
9. That our AMA assess the potential liability risks to physicians for using, recommending, or prescribing mHealth apps, including risk under federal and state medical liability, privacy, and security laws. (Directive to Take Action)
10. That our AMA support further development of research and evidence regarding the impact that mHealth apps have on quality, costs, patient safety and patient privacy. (New HOD Policy)
11. That our AMA encourage national medical specialty societies to develop guidelines for the integration of mHealth apps and associated devices into care delivery. (New HOD Policy)

	J
	CMS 07
	Hospital Discharge Communications
1. That our American Medical Association (AMA) reaffirm Policy D-478.995, which directs the AMA to continue its extensive advocacy to expedite interoperability of electronic health record (EHR) systems, standardize key EHR elements, and engage the vendor community to promote improvements in EHR usability. (Reaffirm HOD Policy)
2. That our AMA reaffirm Policy H-160.942, which outlines evidence-based discharge criteria and principles regarding discharge planning, teamwork, communication, responsibility/ accountability among attending physicians and continuing care providers, as well as the transfer of pertinent patient information and the discharge summary. (Reaffirm HOD Policy)
3. That our AMA reaffirm Policy D-160.945, which directs the AMA to advocate for timely and consistent communication between physicians in inpatient and outpatient care settings to decrease gaps in care coordination and improve quality and patient safety, and to explore new mechanisms to facilitate and incentivize this communication. (Reaffirm HOD Policy)
4. That our AMA encourage the initiation of the discharge planning process, whenever possible, at the time patients are admitted for inpatient or observation services and, for surgical patients, prior to hospitalization. (New HOD Policy)
5. That our AMA encourage the development of discharge summaries that are presented to physicians in a meaningful format that prominently highlight salient patient information, such as the discharging physician’s narrative and recommendations for ongoing care. (New HOD Policy)
6. That our AMA encourage hospital engagement of patients and their families/caregivers in the discharge process, using the following guidelines:
a. Information from patients and families/caregivers is solicited during discharge planning, so that discharge plans are tailored to each patient’s needs, goals of care and treatment preferences.
b. Patient language proficiency, literacy levels, cognitive abilities and communication impairments (e.g., hearing loss) are assessed during discharge planning. Particular attention is paid to the abilities and limitations of patients and their families/caregivers.
c Specific discharge instructions are provided to patients and families or others responsible for providing continuing care both verbally and in writing. Instructions are provided to patients in layman’s terms, and whenever possible, using the patient’s preferred language. 
d. Key discharge instructions are highlighted for patients to maximize compliance with the most critical orders.
e. Understanding of discharge instructions and post-discharge care, including warning signs and symptoms to look for and when to seek follow-up care, is confirmed with patients and their families/caregiver(s) prior to discharge from the hospital. (New HOD Policy)
7. That our AMA support implementation of medication reconciliation as part of the hospital discharge process. The following strategies are suggested to optimize medication reconciliation and help ensure that patients take medications correctly after they are discharged:
a. All discharge medications, including prescribed and over-the-counter medications, should be reconciled with medications taken pre-hospitalization.
b. An accurate list of medications, including those to be discontinued as well as medications to be taken after hospital discharge, and the dosage and duration of each drug, should be communicated to patients.
c. Medication instructions should be communicated to patients and their families/caregivers verbally and in writing.
d. For patients with complex medication schedules, the involvement of physician-led multidisciplinary teams in medication reconciliation including, where feasible, pharmacists should be encouraged. (New HOD Policy)
8. That our AMA encourage patient follow-up in the early time period after discharge as part of the hospital discharge process, particularly for medically complex patients who are at high-risk of re-hospitalization. (New HOD Policy)
9. That our AMA encourage hospitals to review early readmissions and modify their discharge processes accordingly. (New HOD Policy)

	J
	Res 801
	Increasing Access to Medical Devices for Insulin-Dependent Diabetics
RESOLVED, That our American Medical Association work with relevant stakeholders to encourage the development of plans for inclusion in the Medicare Advantage Value Based Insurance Design Model that reduce copayments/coinsurance for diabetes prevention, medication, supplies, and equipment including pumps and continuous glucose monitors, while adhering to the principles established in AMA Policy, Value-Based Insurance Design, H‑185.939.  (Directive to Take Action)

	J
	Res 802
	Eliminate "Fail First" Policy in Addiction Treatment
RESOLVED, That our American Medical Association advocate for the elimination of the “fail first” policy implemented by insurance companies for addiction treatment. (New HOD Policy)

	J
	Res 803
	Reducing Perioperative Opioid Consumption
RESOLVED, That our American Medical Association encourage hospitals to adopt practices for the management of perioperative pain that include services dedicated to acute pain management and the use of multimodal analgesia strategies aimed at minimizing opioid administration without compromising adequate pain control during the perioperative period. (New HOD Policy)

	J
	Res 804
	Parity in Reproductive Health Insurance Coverage for Same-Sex Couples
RESOLVED, That our American Medical Association support parity in insurance coverage for fertility treatments for same-sex couples, when insurance provides coverage for fertility treatments (New HOD Policy); and be it further
RESOLVED, That our AMA support local and state efforts to promote parity in reproductive health insurance coverage for same-sex couples when insurance provides coverage for fertility treatments. (New HOD Policy)

	J
	Res 805
	Health Insurance Companies Should Collect Deductible From Patients After Full Payments To Physicians
RESOLVED, That our American Medical Association seek federal and state legislation that requires health insurers to reimburse physicians the full negotiated payment rate for services to enrollees in high deductible plans and that the health insurers collect any patient financial responsibility, including deductibles and co-insurance, directly from the patient. (Directive to Take Action)

	J
	Res 806
	Pharmaceutical Industry Drug Pricing is a Public Health Emergency
RESOLVED, That our American Medical Association request that the Secretary of Health and Human Services declare pharmaceutical drug pricing a public health emergency under section 319 of the Public Health Service Act and that the Secretary take appropriate actions in response to the emergency, including investigations into the cause, treatment, or prevention of egregious pharmaceutical drug pricing. (Directive to Take Action)

	J
	Res 807
	Pharmacy Use of Medication Discontinuation Messaging Function
RESOLVED, That our American Medical Association strongly encourage all software providers and those pharmaceutical dispensing organizations that create their own software to include the functionality to accept discontinuation message transmittals in their electronic prescribing software products (New HOD Policy); and be it further
RESOLVED, That our AMA strongly encourage all dispensing pharmacies accepting medication prescriptions electronically to activate the discontinuation message transmittal functionality in their electronic prescribing support software. (New HOD Policy)

	J
	Res 808
	A Study on the Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) Survey and Healthcare Disparities
RESOLVED, That our American Medical Association study the potential healthcare disparities caused by Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) in Medicare reimbursement. (Directive to Take Action)

	J
	Res 809
	Addressing the Exploitation of Restricted Distribution Systems by Pharmaceutical Manufacturers
RESOLVED, That our American Medical Association advocate with interested parties for legislative or regulatory measures that require prescription drug manufacturers to seek Federal Drug Administration and Federal Trade Commission approval before establishing a restricted distribution system (New HOD Policy); and be it further
RESOLVED, That our AMA support the mandatory provision of samples of approved out-of-patent drugs upon request to generic manufacturers seeking to perform bioequivalence assays (New HOD Policy); and be it further
RESOLVED, That our AMA advocate with interested parties for legislative or regulatory measures that expedite the FDA approval process for generic drugs, including but not limited to application review deadlines and generic priority review voucher programs. (New HOD Policy)

	J
	Res 810
	Medical Necessity of Breast Reconstruction and Reduction Surgeries
RESOLVED, That our American Medical Association support efforts to adapt medical necessity and insurance coverage decisions for assessment of preoperative symptomatology for macromastia without requirements for weight of volume resected during breast reduction surgery. (New HOD Policy)

	J
	Res 811
	Opposition to CMS Mandating Treatment Expectations and Practicing Medicine
RESOLVED, That our American Medical Association oppose CMS creating mandatory standards of care that may potentially harm patients, disrupt the patient-physician relationship, and fail to recognize the importance of appropriate physician assessment, evidence-based medicine and goal-directed care of individual patients (New HOD Policy); and be it further
RESOLVED, That our AMA communicate to hospitals that some CMS mandatory standards of care do not recognize appropriate physician treatment and may cause unnecessary harm to patients (Directive to Take Action); and be it further
RESOLVED, That our AMA communicate to members, state and specialty societies, and the public the dangers of CMS’ quality indicators potentially harming the patient-physician relationship. (Directive to Take Action)

	J
	Res 812
	Enact Rules and Payment Mechanisms to Encourage Appropriate Hospice and Palliative Care Usage
RESOLVED, That our American Medical Association (AMA) amend existing AMA Policy H‑85.955, Hospice Care, by addition to read as follows:
Our AMA: (1) approves of the physician-directed hospice concept to enable the terminally ill to die in a more homelike environment than the usual hospital; and urges that this position be widely publicized in order to encourage extension and third party coverage of this provision for terminal care; (2) encourages physicians to be knowledgeable of patient eligibility criteria for hospice benefits and, realizing that prognostication is inexact, to make referrals based on their best clinical judgment; (3) supports modification of hospice regulations so that it will be reasonable for organizations to qualify as hospice programs under Medicare; (4) believes that each patient admitted to a hospice program should have his or her designated attending physician who, in order to provide continuity and quality patient care, is allowed and encouraged to continue to guide the care of the patient in the hospice program; (5) supports changes in Medicaid regulation and reimbursement of palliative care and hospice services to broaden eligibility criteria concerning the length of expected survival for pediatric patients and others, to allow provision of concurrent life-prolonging and palliative care, and to provide respite care for family care givers; and (6) advocates that the Centers for Medicare and Medicaid Services enact rules and payment mechanisms to encourage appropriate hospice and palliative care utilization for eligible patients; and (7) seeks amendment of the Medicare law to eliminate the six-month prognosis under the Medicare Hospice benefit and support identification of alternative criteria, meanwhile supporting extension of the prognosis requirement from 6 to 12 months as an interim measure. (Modify Current HOD Policy)

	J
	Res 813
	Physician Payment for Information Technology Costs
RESOLVED, That our American Medical Association assist in gathering and providing data that physicians can use to convince public and private payers that payment must cover the increasing information technology costs of physicians. (Directive to Take Action)

	J
	Res 814
	Addressing Discriminatory Health Plan Exclusions or Problematic Benefit Substitutions for Essential Health Benefits Under the Affordable Care Act
RESOLVED, That our American Medical Association work with state medical societies and their state regulators to facilitate the following:
1.  Prohibit health plans from imposing arbitrary limits that are unreasonable or potentially discriminatory for coverage of the Essential Health Benefits. 
2.  Require any insurer, whose plans contain exclusions that are not in the state Essential Health Benefits benchmark plan, demonstrate that its benefits are substantially similar and actuarially equivalent to the benchmark, in compliance with federal regulations.
3.  Define the state habilitative Essential Health Benefits definition that goes beyond the federal minimum definition.3
4.  Review current plans for discriminatory exclusions and require insurers to revise these plans if discriminatory exclusions present; 
5.  Review consumer complaints for incidents of discriminatory benefit and formulary design, cost-sharing, problematic Essential Health Benefits substitutions or exclusions.
6.  Prohibit insurer benefit substitutions in the Essential Health Benefits (Directive to Take Action); and be it further 
RESOLVED, That our AMA work with federal regulators to: 
1.  Improve the Essential Health Benefits benchmark plan selection process to ensure arbitrary limits and exclusions do not impede access to healthcare and coverage.
2.  Develop policy to prohibit Essential Health Benefits substitutions that do not exist in a state’s benchmark plan or selective use of exclusions or arbitrary limits to prevent high-cost claims or that encourage high-cost enrollees to drop coverage. 
3.  Review current plans for discriminatory exclusions and submit any specific incidents of discrimination through an administrative complaint to Office for Civil Rights. (Directive to Take Action)

	J
	Res 815
	Preservation of Physician-Patient Relationships and Promotion of Continuity of Patient Care
RESOLVED, That our American Medical Association support policies that encourage the freedom of patients to choose the health care delivery system that best suits their needs and provides them with a choice of physicians (New HOD Policy); and be it further
RESOLVED, That our AMA support the freedom of choice of physicians to refer their patients to the physician practice or hospital that they think is most able to provide the best medical care (New HOD Policy); and be it further
RESOLVED, That our AMA support policies that encourage patients to return to their established primary care provider after emergency department visits, hospitalization or specialty consultation. (New HOD Policy)

	J
	Res 816
	Support for Seamless Physician Continuity of Patient Care
RESOLVED, That our American Medical Association clearly support the concept of seamless continuity of care between hospital inpatient and outpatient care (New HOD Policy); and be it further 
RESOLVED, That our AMA study whether there are instances of health insurers or HMO's precluding physicians via contracts from providing care to their patients in the in-patient setting for which the physician has clinical privileges. (Directive to Take Action)

	K
	BOT 09
	Product-Specific Direct-to-Consumer Advertising of Prescription Drugs
The Board of Trustees recommends that the following statements be adopted in lieu of second resolve, Resolution 927-I-15 and Resolution 514-A-16, and the remainder of the report be filed.
1. That Policy H-105.988, “Direct-to-Consumer (DTC) Advertising (DTCA) of Prescription Drugs and Implantable Devices,” be amended by addition and deletion to read as follows:
It is the policy of our AMA: 
1. to support a ban on direct-to-consumer advertising for prescription drugs and implantable medical devices. 
2. That until such a ban is in place, 1. That our AMA considers acceptable only those our AMA opposes product-claimspecific DTCA advertisements that does not satisfy the following guidelines:
(a) The advertisement should be indication-specific and enhance consumer education about both the drug or implantable medical device, and the disease, disorder, or condition for which the drug or device is used.
(b) In addition to creating awareness about a drug or implantable medical device for the treatment or prevention of a disease, disorder, or condition, the advertisement should convey a clear, accurate and responsible health education message by providing objective information about the benefits and risks of the drug or implantable medical device for a given indication. Information about benefits should reflect the true efficacy of the drug or implantable medical device as determined by clinical trials that resulted in the drug’s or device’s approval for marketing.
(c) The advertisement should clearly indicate that the product is a prescription drug or implantable medical device to distinguish such advertising from other advertising for non-prescription products.
(d) The advertisement should not encourage self-diagnosis and self-treatment, but should refer patients to their physicians for more information. A statement, such as “Your physician may recommend other appropriate treatments,” is recommended.
(e) The advertisement should exhibit fair balance between benefit and risk information when discussing the use of the drug or implantable medical device product for the disease, disorder, or condition. The amount of time or space devoted to benefit and risk information, as well as its cognitive accessibility, should be comparable.
(f) The advertisement should present information about warnings, precautions, and potential adverse reactions associated with the drug or implantable medical device product in a manner (e.g., at a reading grade level) such that it will be understood by a majority of consumers, without distraction of content, and will help facilitate communication between physician and patient.
(g) The advertisement should not make comparative claims for the product versus other prescription drug or implantable medical device products; however, the advertisement should include information about the availability of alternative non-drug or non-operative management options such as diet and lifestyle changes, where appropriate, for the disease, disorder, or condition.
(h) In general, product-claimspecific DTCA advertisements should not use an actor to portray a health care professional who promotes the drug or implantable medical device product, because this portrayal may be misleading and deceptive. If actors portray health care professionals in DTCA advertisements, a disclaimer should be prominently displayed.
(i) The use of actual health care professionals, either practicing or retired, in DTCA to endorse a specific drug or implantable medical device product is discouraged but if utilized, the advertisement must include a clearly visible disclaimer that the health care professional is compensated for the endorsement.
(j) The advertisement should be targeted for placement in print, broadcast, or other electronic media so as to avoid audiences that are not age appropriate for the messages involved.
(k) In addition to the above, the advertisement must comply with all other applicable Food and Drug Administration (FDA) regulations, policies and guidelines.
2. That our AMA opposes product-specific DTC advertisements, regardless of medium, that do not follow the above AMA guidelines.
3. That the FDA review and pre-approve all DTCA advertisements for prescription drugs or implantable medical device products before pharmaceutical and medical device manufacturers (sponsors) run the ads, both to ensure compliance with federal regulations and consistency with FDA-approved labeling for the drug or implantable medical device product.
4. That the Congress provide sufficient funding to the FDA, either through direct appropriations or through prescription drug or implantable medical device user fees, to ensure effective regulation of DTCA.
5. That DTCA advertisements for newly approved prescription drug or implantable medical device products not be run until sufficient post-marketing experience has been obtained to determine product risks in the general population and until physicians have been appropriately educated about the drug or implantable medical device. The time interval for this moratorium on DTCA for newly approved drugs or implantable medical devices should be determined by the FDA, in negotiations with the drug or medical device product’s sponsor, at the time of drug or implantable medical device approval. The length of the moratorium may vary from drug to drug and device to device depending on various factors, such as: the innovative nature of the drug or implantable medical device; the severity of the disease that the drug or implantable medical device is intended to treat; the availability of alternative therapies; and the intensity and timeliness of the education about the drug or implantable medical device for physicians who are most likely to prescribe it.
6. That our AMA opposes any manufacturer (drug or device sponsor) incentive programs for physician prescribing and pharmacist dispensing that are run concurrently with DTCA advertisements.
7. That our AMA encourages the FDA, other appropriate federal agencies, and the pharmaceutical and medical device industries to conduct or fund research on the effect of DTCA, focusing on its impact on the patient-physician relationship as well as overall health outcomes and cost benefit analyses; research results should be available to the public.
8. That our AMA supports the concept that when companies engage in DTCA, they assume an increased responsibility for the informational content and an increased duty to warn consumers, and they may lose an element of protection normally accorded under the learned intermediary doctrine.
9. That our AMA encourages physicians to be familiar with the above AMA guidelines for product-claimspecific DTCA and with the Council on Ethical and Judicial Affairs (CEJA) Ethical Opinion E-5.0159.6.7 and to adhere to the ethical guidance provided in that Opinion.
10. That the Congress should request the Agency for Healthcare Research and Quality (AHRQ) or other appropriate entity to perform periodic evidence-based reviews of DTCA in the United States to determine the impact of DTCA on health outcomes and the public health. If DTCA is found to have a negative impact on health outcomes and is detrimental to the public health, the Congress should consider enacting legislation to increase DTCA regulation or, if necessary, to prohibit DTCA in some or all media. In such legislation, every effort should be made to not violate protections on commercial speech, as provided by the First Amendment to the U.S. Constitution.
11.  That our AMA supports eliminating the costs for DTCA of prescription drugs as a deductible business expense for tax purposes.
12. That our AMA continues to monitor DTCA, including new research findings, and work with the FDA and the pharmaceutical and medical device industries to make policy changes regarding DTCA, as necessary.
13. That our AMA supports “help-seeking” or “disease awareness” advertisements (i.e., advertisements that discuss a disease, disorder, or condition and advise consumers to see their physicians, but do not mention a drug or implantable medical device or other medical product and are not regulated by the FDA). (Modify Current HOD Policy)
2. That Policy H-105.986, “Ban Direct-to-Consumer Advertisements of Prescription Drugs and Implantable Devices,” be rescinded as it is now incorporated into amended Policy H-105.988. (Rescind HOD Policy)

	K
	CSAPH 01
	Urine Drug Testing
1. That Policy H-95.985, “Drug Screening and Mandatory Drug Testing,” be amended by addition and deletion as follows:
Drug Screening and Mandatory Drug Testing
The AMA believes that physicians should be familiar with the strengths and limitations of drug screening testing techniques and programs:
1. Due to the limited specificity of the inexpensive and widely available non-instrumented devices such as point-of-care drug testing devices screening techniques, forensically acceptable clinical drug testing programs must should include the ability to access highly specific, analytically acceptable technically more complicated and more expensive confirmation techniques, which unequivocally definitively establishes the identities and quantities of drugs, in order to further analyze results from presumptive testing methodologies.  Physicians should consider the value of data from non-confirmed preliminary test results, and should not make major clinical decisions without using confirmatory methods to provide assurance about the accuracy of the clinical data.
2. Results from such drug testing programs can yield accurate evidence of prior exposure to drugs. Drug testing does not provide any information about pattern of use of drugs, dose of drugs taken, abuse of or physical dependence on drugs, the presence or absence of a substance use disorder, or about mental or physical impairments that may result from drug use. 
3. Before implementing a drug testing program, physicians should: (a) understand the objectives and questions they want to answer with testing; (b) understand the advantages and limitations of the testing technology; (c) be aware of and educated about the drugs chosen for inclusion in the drug test; and (d) ensure that the cost of testing aligns with the expected benefits for their patients. , and Physicians also should be satisfied that the selection of drugs (analytes) and subjects to be tested as well as and the screening and confirming confirmatory techniques that are used meet the stated objectives.
4. Since physicians often are called upon to interpret results, they should be familiar with the disposition characteristics pharmacokinetic properties of the drugs to be tested before interpreting any results. and the use to which the results will be put. If interpretation of any given result is outside of the expertise of the physician, assistance from appropriate experts should be pursued. (Modify Current HOD Policy)
2. That our AMA, in conjunction with the AMA Opioid Task Force, develop practical guidance and educational materials to assist physicians with implementing urine drug testing as part of a risk mitigation strategy when opioid analgesics are prescribed for chronic use. (Directive to Take Action)

	K
	CSAPH 03
	Genome Editing and its Potential Clinical Use
1. That our American Medical Association (AMA) encourage continued research into the therapeutic use of genome editing. (New HOD Policy)
2. That our AMA urge continued development of consensus international principles, grounded in science and ethics, to determine permissible therapeutic applications of germline genome editing. (New HOD Policy)

	K
	CSAPH 4
	Hormone Therapies: Off-Label Uses and Unapproved Formulations
The Council on Science and Public Health recommends the following recommendations be adopted in lieu of Resolution 512-A-15 and the remainder of the report be filed:
1. That Policy D-120.969 be amended by addition and deletion to read as follows:
D-120.969 FDA Oversight of Bioidentical Compounded Hormone (BH) Therapy Preparations
Our AMA will: (1) recognizes the term “bioidentical hormone” as a marketing term not grounded in science; use of the term “compounded hormone therapy” is preferred; (12) will urge that renewed attention be devoted to the of the Food and Drug Administration (FDA) to conduct surveys for purity and potency dosage accuracy of all compounded hormone therapy "bioidentical hormone" formulations; (23) will urge continued attention to the FDA to require mandatory reporting by drug manufacturers, including compounding pharmacies, of adverse events related to the use of compounded hormone therapies "bioidentical hormones"; (3) urge the FDA to create a registry of adverse events related to the use of compounded "bioidentical hormone" preparations; (4) recommends that physicians and other prescribers fully inform patients of the potential side effects and risks of the use of compounded hormone replacement therapy; and (5) will request that when drug ingredients with black box warnings are used in compounded products, patients should be informed about the FDA require the inclusion of uniform patient information, such as warnings and precautions associated with the use of such drug ingredients, in packaging of compounded "bioidentical hormone" products; and (5) urge the FDA to prohibit the use of the term "bioidentical hormones" unless the preparation has been approved by the FDA. (Res. 706, I-06) (Modify HOD Policy)
2. Our AMA supports that patients be informed that compounded products are not FDA-approved  (New HOD Policy)
3. That our AMA urge the United States Pharmacopeia to re-examine the validity of the current estriol monograph. (Directive to Take Action)

	K
	Res 901
	Disclosure of Screening Test Risk and Benefits, Performed Without a Doctor's Order
RESOLVED, That our American Medical Association advocate that if a screening test is being marketed as having a medical benefit and is offered and performed by a wellness program vendor without a specific order by the individual’s physician or other licensed provider, they must provide the patient with the test specific evidence based guidance that supports the utility of the test (Directive to Take Action); and be it further 
RESOLVED, That our AMA advocate that if the procedure is not supported by specific evidence based guidance as a screening test for that patient and the patient still would like the screening test, the Wellness Program Vendor must offer the patient the opportunity to discuss the risks, benefits, and alternatives with a physician licensed to practice medicine in the state in which the test is being performed (New HOD Policy); and be it further
RESOLVED, That our AMA engage with federal regulators on whether vendors of health and wellness programs are in compliance with regulations applicable to marketing to patients in view of the impact of such programs on patients (Directive to Take Action); and be it further
RESOLVED, That, where possible, our AMA continue to work with state medical societies, interested medical specialty societies and state agencies to provide public education regarding  appropriate use of vendor wellness programs. (Directive to Take Action)

	K
	Res 902
	Removing Restrictions on Federal Public Health Crisis Research
RESOLVED, That our American Medical Association recognize the importance of timely research and open discourse in combatting public health crises (New HOD Policy); and be it further 
RESOLVED, That our AMA oppose efforts to restrict funding or suppress the findings of biomedical and public health research for the purpose of influencing political discourse. (Directive to Take Action)

	K
	Res 903
	Prevention of Newborn Falls in Hospitals
RESOLVED, That our American Medical Association support implementation of newborn fall prevention plans and post-fall procedures through clinically proven, high-quality, and cost-effective approaches. (New HOD Policy)

	K
	Res 904
	Improving Mental Health at Colleges and Universities for Undergraduates
RESOLVED, That our American Medical Association support accessibility and de-stigmatization as strategies in mental health measures implemented by colleges and universities, in order to improve the provision of care and increase its use by those in need (New HOD Policy); and be it further
RESOLVED, That our AMA support colleges and universities in publicizing the importance of mental health resources, with an emphasis on the availability and efficacy of such resources (New HOD Policy); and be it further 
RESOLVED, That our AMA support collaborations of university mental health specialists and local health centers in order to provide a larger pool of resources, such that any student be able to access care in a timely and affordable manner. (New HOD Policy)

	K
	Res 905
	Chronic Traumatic Encephalopathy (CTE) Awareness
RESOLVED, That our American Medical Association amend part one of H-470.954 by addition and deletion to read as follows:
Reduction of Sports-Related Injury and Concussion H-470.954: 
1. Our AMA will: (a) work with appropriate agencies and organizations to promote awareness of programs to reduce concussion and other sports-related injuries across the lifespan; and (b) promote awareness that even mild cases of traumatic brain injury may have serious and prolonged consequences.; and (c) promote education for physicians and the public on the detection, treatment and prognosis of chronic traumatic encephalopathy (CTE). (Modify Current HOD Policy); and be it further
RESOLVED, That our AMA work with interested agencies and organizations to advocate for further research into the causes of and treatments for chronic traumatic encephalopathy (CTE). (Directive to Take Action)

	K
	Res 906
	Universal Color Scheme for Respirator Inhalers
RESOLVED, That our American Medical Association work with leading respiratory inhaler manufacturing companies and health agencies such as the Federal Drug Administration and the American Pharmacists Association to develop consensus of a universal color scheme for short-acting beta-2 agonist respiratory inhalers that are used as “rescue inhalers” in the United States (Directive to Take Action); and be it further 
RESOLVED, That our AMA work with leading respiratory inhaler manufacturing companies to ensure the universal color scheme for respiratory inhalers would allow for the least disruption possible to current inhaler colors, taking into account distribution of each brand and impact on current users if color were to change (Directive to Take Action); and be it further
RESOLVED, That our AMA work with leading respiratory inhaler manufacturing companies to ensure that universal color scheme for respiratory inhalers be designed for adherence and sustainability, including governance for future companies entering the respiratory inhaler market, and reserving colors for possible new drug classes in the future. (Directive to Take Action)

	K
	Res 907
	Clinical Implications and Policy Considerations of Cannabis Use
RESOLVED, That our American Medical Association amend policy H-95.998 by addition and deletion to read as follows:
AMA Policy Statement on Cannabis H-95.998:
Our AMA believes that (1) cannabis is a dangerous drug and as such is a public health concern; (2) sale of cannabis should not be legalized; (3) public health based strategies, rather than incarceration, should be utilized in the handling of individuals possessing cannabis for personal use; and (4) (3) additional research should be encouraged. (Modify Current HOD Policy); and be it further
RESOLVED, That our AMA to amend policy D-95.976 by deletion to read as follows:
Cannabis - Expanded AMA Advocacy D-95.976
1. Our AMA will educate the media and legislators as to the health effects of cannabis use as elucidated in CSAPH Report 2, I-13, A Contemporary View of National Drug Control Policy, and CSAPH Report 3, I-09, Use of Cannabis for Medicinal Purposes, and as additional scientific evidence becomes available.
2. Our AMA urges legislatures to delay initiating full legalization of any cannabis product until further research is completed on the public health, medical, economic and social consequences of use of cannabis and, instead, support the expansion of such research.
3. Our AMA will also increase its efforts to educate the press, legislators and the public regarding its policy position that stresses a "public health", as contrasted with a "criminal," approach to cannabis.
4. Our AMA shall encourage model legislation that would require placing the following warning on all cannabis products not approved by the U.S. Food and Drug Administration: "Marijuana has a high potential for abuse. It has no scientifically proven, currently accepted medical use for preventing or treating any disease process in the United States." (Modify Current HOD Policy)

	K
	Res 908
	Faith and Mental Health
RESOLVED, That our American Medical Association advocate and support mental health and faith community partnerships that will provide a platform for faith leaders to get educated about psychiatric and substance abuse disorders and mental health providers understand the role of faith in recovery (Directive to Take Action); and be it further
RESOLVED, That our AMA study and support a partnership to foster respectful, collaborative relationships between psychiatrists, other mental health providers and the faith-based community to improve quality care for individuals and families with mental health and substance abuse problems. (Directive to Take Action)

	K
	Res 909
	Promoting Retrospective and Cohort Studies on Pregnant Women and Their Children
RESOLVED, That our American Medical Association recommend to the US Department of Health and Human Services that the Federal Policy for the Protection of Human Subjects, or “Common Rule”, be updated to define pregnant women as “scientifically complex” rather than a “vulnerable population” for research purpose (Directive to Take Action); and be it further 
RESOLVED, That our AMA urge the federal government to prioritize clinical research and generation and dissemination of data, emphasizing retrospective and cohort studies, on common medications’ effects on underlying medical conditions across the entire continuum from pregnancy through lactation and development to better inform prescribing (New HOD Policy); and be it further 
RESOLVED, That our AMA support federal legislation to 1) establish an interagency taskforce within the Department of Health and Human Services to improve federal interagency and key stakeholder communication, coordination and collaboration to advance research on medications in pregnancy and breastfeeding, and 2) to require the United States Food and Drug Administration to provide regular reports to Congress tracking the inclusion of pregnant and breastfeeding women in clinical trials. (New HOD Policy)

	K
	Res 910
	Disparities in Public Education as a Crisis in Public Health and Civil Rights
RESOLVED That our American Medical Association consider continued educational disparities based on ethnicity, race and economic status a detriment to the health of the nation (New HOD Policy); and be it further
RESOLVED That our AMA issue a call to action to all educational private and public stakeholders to come together to organize and examine, and using any and all available scientific evidence, to propose strategies, regulation and/or legislation to further the access of all children to a quality public education as one of the great unmet health and civil rights challenges of the 21st century. (Directive to Take Action)

	K
	Res 911
	Importance of Oral Health in Medical Practice
RESOLVED, That our American Medical Association recognize the importance of managing oral health as a part of overall patient care (New HOD Policy); and be it further
RESOLVED, That our AMA support efforts to educate physicians on oral condition screening and management, as well as the consequences of poor oral hygiene on mental and physical health (New HOD Policy); and be it further
RESOLVED, That our AMA encourage closer collaboration of physicians with dental providers to provide comprehensive medical care (New HOD Policy); and be it further
RESOLVED, That the AMA support efforts to increase access to oral health services. (New HOD Policy)

	K
	Res 912
	Neuropathic Pain Recognized as a Disease
RESOLVED, That our American Medical Association recognize neuropathic pain as a disease state with multiple pathophysiological aspects requiring a range of interventions to advance neuropathic pain treatment and prevention. (New HOD Policy)

	K
	Res 913
	Improving Genetic Testing and Counseling Services in Hospitals and Healthcare Systems
RESOLVED, That our American Medical Association support efforts to assess the usage of genetic testing and need for counseling services, physician preparedness in counseling patients or referring them to board-certified genetics specialists (New HOD Policy); and be it further
RESOLVED, That our AMA encourage efforts to create and disseminate guidelines for best practice standards concerning counseling for genetic test results (New HOD Policy); and be it further
RESOLVED, That our AMA support further research into and open discourse concerning issues in medical genetics, including the genetic specialist workforce shortage, physician preparedness in the provision of genetic testing and counseling services, and impact of genetic test results and counseling on patient satisfaction. (New HOD Policy)

	K
	Res 914
	Needle / Syringe Disposal
RESOLVED, That our American Medical Association support the requirement that medical facility needle/syringe disposal devices be as theft-proof and tamper-proof as possible; this requirement could be established by rule or by statute (New HOD Policy); and be it further 
RESOLVED, That our AMA support the requirement that stored used needles/syringes be properly secured so as to discourage theft (New HOD Policy); and be it further
RESOLVED, That our AMA support the requirement that theft and tamper-proof containers be placed in public restrooms for the purpose of needle/syringe disposal; an ideal device would crush the syringe as part of the disposal process; (New HOD Policy) and be it further
RESOLVED, That our AMA encourage those communities with a significant IV drug abuse population to establish a needle exchange program, since this helps eliminate the demand for used needles/syringes. (New HOD Policy)

	K
	Res 915
	Women and Alzheimer's Disease
RESOLVED, That our American Medical Association participate in efforts to raise awareness of the noted sex and gender differences in incidence and etiology of Alzheimer’s disease and related dementias (Directive to Take Action); and be it further
RESOLVED, That our AMA make readily available to physicians the relevant guidelines for clinical decision making in the diagnosis and treatment of Alzheimer's disease and other dementias (Directive to Take Action); and be it further
RESOLVED, That our AMA encourage physicians to consider performing regular cognitive testing as a part of wellness visit protocols for older adults, especially patients with increased risk of developing Alzheimer's disease and other forms of dementia, including, but not limited to, female sex, genetics, and cardiovascular co-morbidities (New HOD Policy); and be it further
RESOLVED, That our AMA encourage increased enrollment in clinical trials with all appropriate patients with Alzheimer’s and related dementias, and their families, to better identify sex-differences in incidence and progression and to advance a treatment and cure of Alzheimer's and related dementia. (New HOD Policy)

	K
	Res 916
	Women and Pre-Exposure Prophylaxis (PrEP)
RESOLVED, Our American Medical Association partner with the appropriate organizations to increase community awareness about Pre-exposure prophylaxis (PrEP) by developing a women-focused PrEP education and social marketing campaign aimed at reaching PrEP eligible women in the U.S., particularly women of color (Directive to Take Action); and be it further
RESOLVED, Our AMA make readily available the current guidelines on Pre-exposure prophylaxis (PrEP) to increase knowledge and skills among family planning and other sexual and reproductive health care providers, particularly in areas with high HIV incidence (Directive to Take Action); and be it further
RESOLVED, That our AMA encourage residency programs (e.g., Obstetrics and Gynecology,  Family Medicine) to train future physicians to offer and administer HIV prevention services, including Pre-exposure prophylaxis (PrEP), and improve providers’ ability to respond holistically to women living with and vulnerable to HIV (New HOD Policy); and be it further
RESOLVED, That our AMA encourage relevant organizations to develop training for physicians on HIV prevention services, including Pre-exposure prophylaxis (PrEP) (New HOD Policy); and be it further
RESOLVED, That our AMA encourage family planning, sexual health, and primary care providers to facilitate the integration of Pre-exposure prophylaxis (PrEP) services within clinics that serve HIV-vulnerable women and communities highly impacted by HIV. (Reaffirm HOD Policy)

	K
	Res 917
	Youth Incarceration in Adult Prisons
RESOLVED, That our American Medical Association oppose incarceration of children (individuals less than 18 years of age) in adult prisons for non-violent crimes (New HOD Policy); and be it further
RESOLVED, That our AMA work with appropriate organizations to address age cutoffs for children (individuals less than 18 years of age) in adult prisons (Directive to Take Action); and be it further
RESOLVED, That our AMA advocate for elimination of the incarceration of children (individuals less than 18 years of age) in adult prisons for non-violent crimes (Directive to Take Action); and be it further
RESOLVED, That our AMA advocate for the passage of legislation that addresses reform for children (individuals less than 18 years of age) in adult prisons with respect to developing appropriate guidelines for parole, expungement and sealing of records, and solitary confinement (Directive to Take Action); and be it further
RESOLVED, That our AMA support early intervention and rehabilitation for children (individuals 18 years of age or younger) that have been incarcerated in adult prisons. (New HOD Policy)

	K
	Res 918
	Ensuring Cancer Patient Access to Pain Medication
RESOLVED, That our American Medical Association policy, D-120.947, A More Uniform Approach to Assessing and Treating Patients with Controlled Substances for Pain Relief, be amended by addition as follows: 
3. Our AMA will work diligently with the Centers for Disease Control and Prevention and other regulatory agencies to provide increased leeway in the interpretation of the new guidelines for appropriate prescription of opioid medications in long-term care facilities and in the care of patients with cancer and cancer survivors, in much the same way as is being done for hospice and palliative care. (Modify Current HOD Policy) 
RESOLVED, That our AMA advocate and support advocacy at the state and federal levels against arbitrary prescription limits that restrict access to medically necessary treatment by limiting the dose, amount or days of the first or subsequent prescription for patients with pain related to a cancer or terminal diagnosis. (New HOD Policy)

	K
	Res 919
	Coal-Tar-Based Sealcoat Threat to Human Health and the Environment
RESOLVED, That our American Medical Association advocate for national legislation to ban the use of pavement sealcoats that contain polycyclic aromatic hydrocarbons (PAH); or at least, use sealcoat products that contain low or no PAH, specifically products where the concentration of PAH is less than 1/1000th the concentration in coal-tar sealcoats. (Directive to Take Action)

	K
	Res 920
	Haptenation and Hypersensitivity Disorders Communication
RESOLVED, That our American Medical Association re-engage its communication efforts to make physicians aware of the process of haptenation and sensitization and their multiple ramifications, as well as to help physicians teach patients methods to avoid exposure to haptens, and to help physicians include chemical sensitivity in the differential diagnosis, take a history focused on exposures to toxins and symptoms related to known toxins and testing. (Directive to Take Action)

	K
	Res 921
	Raise the Minimum Age of Legal Access to Tobacco to 21 Years
[bookmark: _GoBack]RESOLVED: That our American Medical Association reaffirm its support for raising the minimum age of legal access to tobacco products to 21 years. (Reaffirm HOD Policy)

	K
	Res 922
	Responsible Parenting and Access to Family Planning
RESOLVED, That our American Medical Association reaffirm its commitment to work with all of the national medical societies and other interested organizations involved in women’s health care to ensure the education of women on the proper use of Food and Drug Administration-approved methods of family planning and assure that reproductive counseling is accessible and appropriately funded. (Reaffirm HOD Policy)

	K
	Res 923
	Reverse Onus in the Manufacture and Use of Chemicals
RESOLVED, That our American Medical Association reaffirm its commitment to encourage the Environmental Protection Agency to do the following:
-  Adopt and advocate policies that prevent avoidable harm to the environment and human health by placing the burden of proof, where there is scientific evidence of harm, for the safety of chemicals on those manufacturing, handling, importing, or proposing to introduce into commerce such chemicals prior to their use;
-  Adopt and advocate policies based on the precautionary principle where there is scientific evidence of harm, which holds that when an activity raises threats of harm to human health or the environment, precautionary measures should be taken;
-  Ensure the burden of proof should be on the user or producer of a hazardous chemical or product to convince government authorities that the product does not deserve to be restricted and that it is the least damaging alternative available; and,
-  Adopt policies discouraging use of substances that are persistent and liable to bio-accumulate and advocate adoption of federal laws and policies that ban the use of such substances. (Reaffirm HOD Policy)

	K
	Res 924
	AMA Advocacy for Environmental Sustainability and Climate
RESOLVED, That our American Medical Association develop a strategy to advocate for governments and other organizations to promote environmental sustainability and other efforts to halt global climate change (Directive to Take Action); and be it further
RESOLVED, That our AMA incorporate principles of environmental sustainability within its institutional mission and business operations (Directive to Take Action); and be it further
RESOLVED, That our AMA offer programs to physicians to assist them to adopt environmental sustainability in their practices and to help physicians to share these concepts with their patients and with their communities. (Directive to Take Action)

	K
	Res 925
	Graphic Warning Label on all Cigarette Packages
RESOLVED, That our American Medical Association evaluate all opportunities for effective advocacy by organized medicine to require graphic warning labels depicting the dangers of smoking on all cigarette packages (Directive to Take Action); and be it further
RESOLVED, That our AMA endorse efforts of the Campaign for Tobacco Free Kids and the Food and Drug Administration to require tobacco companies to include graphic warning labels depicting the dangers of smoking on all cigarette packages. (Directive to Take Action)





Reference Committee of the House of Delegates 
Con = Reference Committee on Amendments to Constitution and Bylaws
B = Reference Committee B
C = Reference Committee C
F = Reference Committee F
J = Reference Committee J
K = Reference Committee K

AMA Councils
CCB = Constitution and Bylaws
CEJA = Ethical and Judicial Affairs
CLRPD = Long Range Planning and Development
CME = Medical Education
CMS = Medical Service
CSAPH = Science and Public Health

** Resolution recommended against consideration at I-16.
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