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CONSTITUTION



CONSTITUTION
OFTHE
AMERICANMEDICAL STUDENT ASSOCIATION

ARTICLEI. NAME

The name of this Association shall be the American Medical Student Association.

ARTICLEII. OBJECTIVES

The objectives of the Association shall be as follows:

To be committed to theimprovement of health care and health care delivery to al people; to promote the
activeimprovement of medical education; toinvolveitsmembersinthesocial, moral andethical obligations
of the profession of medicine; to assist in the improvement and understanding of world health problems;
to contribute to the welfare of all members, including premedical students, medical students, interns,
residents and post-M.D./D.O. trainees; to advance the profession of medicine; to work to ensure that
medicinereflectsthediversity of society, withdiversity including but not limitedto differencesinage, culture,
race/ethnicity, sexual orientation, gender, and disability.

ARTICLEIII. MEMBERSHIP

Membership in the Association shall be classified asfollows:

A. Full Membership

1 Activemembership
2. Graduatemembership

B. AffiliateMembership

Supporting affiliatemembership
Professional sustaining membership
Corporate sustaining membership
Premedical sustainingmembership
International sustaining membership

gabswpNpE

Thequalifications, rights, obligations, and methodsof admissiontotheserespectivecategoriesshall beset forthintheBylaws.

Full activemembersof the Association shall havetheright to become active members of the variouscommittees of the Board
of Governors, as set forth in the Bylaws.

ARTICLEIV. EXECUTIVEBRANCH
Section 1—The Officers

The Officersof the Association shall beaPresident, Pres-Elect, Vice President, and a Treasurer. Their qualifications, duties
and methods of election shall be set forth in the Bylaws.

Section 2—The Regional Trustees

Regional Trusteesshall represent theinterestsof their regional constituency and shall beel ected from each of thegeographi cal
regions established by the House of Delegates. Their qualifications, duties and methods of election shall be set forth in the
Bylaws.



Section 3—The Associate Regional Trustees

An Associate Regional Trustee shall be elected from each of the geographical regionsestablished by the House of Del egates.
The Associate Regional Trustees shall be elected in the manner set forth in the Bylaws.

Section 4—The At-Large Trustees

TwoAt-LargeTrusteesshall beselected to serveontheBoard of Trustees. TheAt-Large Trusteesshall beel ected asspecified
by theBylaws. The At-Large Trusteesrepresent the entire membership of the Association aslistedin Articlel of the Bylaws.

Section 5—Action Committees

Action Committees represent thelong-term, ongoing and overall priorities of the Association. They are Medical Education,
Health Policy, Community and Public Health, Advocacy, Global Health and Humanistic Medicine. The Advocacy Action
Committeewill becomposed of committeeson Minority Affairs, WomeninMedicine, L eshian, Gay, Bisexual, and Transgendered
Peoplein Medicine, and Disabilities. Chairpeoplefor Action Committeesand Committee Coordinatorsshall be chosen asset
forth in the Structure, Functions, and Internal Policy.

Section 6—Issue Response Groups

I ssue Response Groups represent the interests and projects of agroup of active members. They shall be created as set forth
inthe Bylawsby the House of Delegates. Their administration and Coordinators shall be chosen as set forth in the Structure,
Functions and Internal Policy.

Section 7—Action Committee Trustee

One representative shall be el ected to the Board of Trustees from the Action Committees and | ssue Response Groups as set
forthin the Bylaws. This Trustee shall serve as amember of the Board of Directors of the AMSA Foundation.

Section 8—Director of Student Programming

One member shall be chosen to coordinate the Action Committees and initiatives of the membership and shall also represent
theAction CommitteestotheBoard of Trustees. Thisofficer shall haveresponsibility for representingthe Advocacy Committee
tothe Board aswell. They shall be chosen asis set forth in the Structure, Functions, and Internal Policy.

Section 9—Executive Board of the Action Committees

TheAction CommitteeChairs, Action Committee Trusteeand Director of Student Programming shall forman ExecutiveBoard
for the purpose of administration of Action Committeesand Task Forces. ThisBoard shall functioninthebudgeting of funds
for the coming year, aswell as strategic planning for future issues.

Section 10—The Board of Trustees

TheBoard of Trusteesof the Association shall becomposed of the officers, the At-Large Trustees, the Regional Trusteesand
the duly chosen Action Committee Trustee. In addition, the Immediate Past President, the Executive Director, the Premed
Trustee, the Graduate Trustee, the International Trustee and other individual s designated as such by the Board of Trustees,
shall serve as ex-officio, nonvoting members. The Board of Trustees shall be responsible for carrying out such duties and
responsibilities as may be designated in this Constitution and Bylaws of the Association.

Section 11—The Executive Committee

TheOfficers, one(1) Regional Trusteeandthe At-Large Trustee, who shall beinthesecond year of hisher two-year term, and
the Action Committee Trustee shall form the Executive Committee, whoseresponsibility shall beto conduct the affairsof the
Association between meetings of the Board of Trustees. The President-Elect will serve asan ex-officio (nonvoting) member
of thiscommittee.

It shall implement thepoliciesestablished by theHouseof Del egatesand shall carry out suchfurther dutiesand responsibilities
as may be designated in this Constitution and Bylaws of the Association.



Section 12—The Executive Director

The Executive Director shall be appointed by ajoint commission of the Board of Trustees and the Board of Directors of the
AMSA Foundation, and shall serve asthe chief administrative officer of the Association. He/she shall direct the operations
of the officesof the Association and shall perform such other dutiesasmay bedesignated inthisConstitution or inthe Bylaws
or by the Board of Trustees of the Association.

Section 13—The Legidative Affairs Director

The Legidlative Affairs Director shall be responsible for representing the public policy concerns of the Association to the
legidativebranchesof thegovernment of theUnited Statesof Americaandfacilitating membershipinvolvementinpublicpolicy
issues. Her/His duties and selection shall be set forth in the Structure, Functions and Internal Policy.

Section 14—The Premed Trustee and Associate Premed Trustees

Representatives of the premedical membership shall be elected to coordinate activities of the premed membership. The
Premedical Trusteeandthe A ssociate Premedical Trusteesshall beel ectedinamanner setforthintheBylaws. The Premedical
Trustee shall serve as an ex-officio member of the Board of Trustees, and an Associate Premedical Trustee shall serveasan
ex-officiomemberinthePremedical Trustee’ sabsence. (1997)

Section 15—The Graduate Trustee

One Graduate Trustee shall be elected to serve on the Board of Trustees. The Trustees shall represent all alumni of the
Association in all mattersrelating to participation in Association programs and membership. The Graduate Trustee shall be
elected in the manner set forth in the Bylaws.

Section 16—The International Trustee

Onelnternational Trusteeshall beel ectedto serveontheBoard of Trusteesasan ex-officiomember. Thelnternational Trustee
shall be elected in the manner set forth in the Bylaws.

ARTICLEV. HOUSE OFDELEGATES

The House of Delegates of the Association shall meet annually to elect the Officers, one At-Large Trustee, one Action
Committee Trustee, establish and amend the policy of the Association, and conduct such other businessasmay be necessary.
Each chapter of the Association, as defined in the Bylaws, shall be entitled to representation in the House of Delegates on
the basis of one (1) delegatefor every two hundred (200) active members or fraction thereof. Each such delegate shall bean
active member of the Association. Inthe absence of any such delegate, an alternate del egate shall be seated in his/her place.

Full graduate members of the Association shall be entitled to representation in the House of Delegates on the basis of one
(1) voteper region per 500 graduate members, or afraction thereof. Each such delegate shall beafull graduate member of the
Association. Intheabsence of the del egate, an alternate delegate may be seated. Physician members may serve asdelegates
or alternate delegates only in the region in which they are employed in an internship, residency or fellowship program.

Premedical Sustaining Members of the Association shall be entitled to ex-officio representation in the House of Delegates,
on the basis of one (1) delegate per region.

ARTICLEVI. AMENDMENTSOFTHECONSTITUTION

Proposed amendments to this Constitution shall be considered at the annual meetings of the House of Delegates. Any five
(5) or moreactivemembersor affiliatemembersof the A ssoci ation may proposeamendmentstothisConstitution, Bylaws, and
Structure, Functionsand Internal Policy by submitting such proposalsinwriting to the Executive Director. These proposals
must be postmarked no later than sixty (60) days prior to the opening session of the House of Delegatesat the annual meeting
at whichthey aretobeconsidered. If thisdatefallsonaSunday or legal holiday inany givenyear, thenthedeadlineisextended
tothenext regular businessday. Written notice of such proposed amendmentsshall be sent to all chaptersby thirty (30) days
prior totheannual meeting at whichthey areto beconsidered. Anaffirmativevoteof at |east two-thirds(2/3) of thedelegates
present and voting shall be necessary for the adoption of any such proposed amendments.
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BYLAWSOFTHE
AMERICANMEDICAL STUDENT ASSOCIATION

ARTICLELI. MEMBERSHIP

Section 1 - Full Membership

A.

Active Membership

ActivemembershipintheAssociation shall beavail ableto medical studentswhohavedemonstrated aseriousinterest
in the profession of medicine and the objectives of the organization, and who have paid the required dues of the
Association. Active membership shall be that period from the time of receipt of dues at the national office of the
American Medical Student Association until one year following the termination of the student’ s undergraduate
medical education or until theinitiation of the student’ spostgraduate medi cal education, whichever shall occur first.
Active membership shall entitlethem to the full privileges of the Association.

The American Medical Student Association definesamedical student asany individual enrolled in or on leave of
absencefromany L CME- or AOA-accredited or provisionally accredited North American allopathic or osteopathic
training program; and medicine as a profession of an individual from allopathic or osteopathic educational
background.

Physician Membership

Physician membershipinthe Association shall beavailableto any medical school alumnus/a, who hasdemonstrated
aseriousinterestinthe profession of medicineand the objectivesof theorganization. Former student membersshall
becomeeligiblefor physician membership upon graduation from medical school.

Full physician membersshall carry full privilegesinthe Association, except for electionto office, voting privileges
intheregiona meetings, The New Physician, and such benefits as shall be deemed legally or fiscally infeasible by
theBoard of Trustees. | mplementation of physician membership shall betheresponsibility of theBoard of Trustees.

The American Medical Student Association defines an alumnus/a as any individual who has graduated from an
allopathic or osteopathic medical school.

Section 2 - Affiliate Membership

A.

Supporting Affiliate Membership

Supporting affiliatemembership shall beavail ableto any personnot eligiblefor full membership, on payment of dues
prescribed by theBoard of Trustees. Supporting affiliateduesshall beuniformfor all persons, except thoseinforeign
countries, for whom a higher rate may be necessary.

Supporting affiliate members shall carry partia privileges in the Association, which shall not include election to
national or regional office, voting privilegesin the House of Delegates and regional meetings, or such benefitsas
shall be deemed legally or fiscally infeasible by the Board of Trustees.

Supporting affiliate membership may besubject to annual renewal of membership uponrecommendation of theBoard
of Trustees.

Corporate Sustaining Membership

Corporate sustai ning membership may be granted upon the approval of the Board of Trusteesof the Associationand
the payment of dues prescribed by the Board of Trusteesto corporations, agencies, professional societies, or other
organi zations which have demonstrated a serious interest in the objectives of the Association. Such membership
shall be nonvoting and non-office holding, but shall include receipt of such of the Association’ s publicationsasthe
Board of Trustees may deem appropriate.



C Premedical AffiliateM embership

Premedical affiliate membership in the Association shall be availableto any student attending or having graduated
from an accredited university in the United States who has demonstrated a serious interest in the profession of
medicine and the objectives of the organization, and who has paid the required premedical affiliate dues of the
Association.

1 Premedical affiliatemembershipshall carry partial privilegesof the Association, and shall notincludeelection
tonational or regional office, except for Premedical Trusteeand Premedical Associate Trustee, asspecified
in Article V111, Section 6 of the Bylaws, and Action Committee Coordinator and Project Coordinator as
specifiedin SectionV, Part B of the Structure, Functionand Internal Policy. No premedical student may serve
asacommittee coordinator inthe Advocacy Action Committee, and no morethan two premedical students
may serve as committee coordinatorsin each of the other Action Committees. (2000)

2 Premedical affiliate members shall not have voting privileges in the House of Delegates and regional
meetings, or such benefits as shall be deemed legally or fiscally infeasible by the Board of Trustees.

3 All premedical membersof AM SA will bemembersof the Premed Caucus.

4 The Premedical Trustee will represent the views of the premedical caucusto the Board of Trustees.

During Board of Trustee meetings the Board will hold comments and/or suggestions made from the
Premed Trustee as equal to those of avoting member of the Board of Trustees. (2001)

D. International Membership

International membership in the Association shall be available to all American and foreign studentsin training at
forelgnmedical institutionswho havedemonstrated aseriousinterest inthe profession of medicineandtheobjectives
of the organization, and who have paid the required yearly dues of the Association.

1 International members shall carry full privileges of the Association, except for election to office, voting
privilegesin the House of Delegates and regional meetings, and such benefits as shall be deemed legally
or fiscally infeasible by the Board of Trustees.

2 International membership may be annually renewed subject to recommendation by the Board of Trustees.
(1991)

Section 3 - Resignation

Any member may resign uponwritten notificationtotheBoard of Trusteesandtothelocal chapter, if thereisone. Resignation
shall entail forfeiture of all dues paid to the Association.

ARTICLEII. CHAPTERS

Section 1

Any group of at least five (5) medical studentsin any one medical school in the United States or Canada may petition for a
chapter withinthe Association. Thepetitionersshall signthepetitionand datetheir signatures, and shall supply any additional
information requested by theBoard of Trustees. Thereshall not bemorethan one(1) such chapter at any medical school campus.

Branch campuses providing less than two years of medical education and/or which do not have aDean of Medical Studies
shall be considered part of the accredited degree granting institution rather than an independent chapter. Such branch
campuses may receiveall chapter mailingsand shall retain all program affiliations; however, the number of delegatesto the
House of Delegatesfor adegree granting institution shall be determined by the total number of student membersat the main
campus, plus those at all branch campuses which do not have separate chapter status.

Similarly, any group of at least five premedical students studying at an accredited university in the United Stateswho have
demonstrated a seriousinterest in the profession of medicine and the objectives of the organization, may petition for affiliate
chapter status within the Association. There shall be not more than one (1) such chapter at any undergraduate campus or
program. (1991)
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a All such petitionsmust be approved by the Association’ sBoard of Trustees, and ratified by amajority vote
inthe House of Delegates. (1991)

b. Each affiliate Premedical Chapter shall beentitledto (1) voteinthePremedical Caucus, asspecifiedinArticle
VI, Section 6 of the Association’ sBylaws. (1991)

C. Chapter Officersrepresenting Premedical affiliate chaptersmay attendtheyearly Chapter OfficersConfer-
ence. However, premedical chaptersmay plan, inassociationwiththePremedical Trustee, meetingsfor the
purpose of education and leadership development.

d. All constitutions and changesto them must be turned in to the National Office. Any potential premedical
chapters must submit a constitution to be considered for a charter. (1995)

e All newly elected officersmust be updated to the national officewithin two monthsafter el ections. (1995)

f. Toremainachartered premedical chapter of AM SA, achapter must maintain at | east fivenational members

in good standing. (1995)

0. Premedical chapters of AMSA shall strive to create a system of support through the presentation of
information and resources to its members while also seeking to expose them directly to the medical
community, provide forums of interaction with their peers, medical students and physicians.

h. Chapters shall not impede any interested party from becoming a member for any reason. Chapters may,
however, maintain records of membership participation and allot funding for travel, projects, etc. to those
most active members as the leadership of the chapters deems appropriate.

i. Thenational officereservestheright toreview and demand correction of any grossviolation of either AMSA
policy or basicdemocratic philosophy. Inworst casescenariosthenational officereservestherighttorevoke
the charter of any chapter that either refuses to rectify any heinous situation after being notified by the
national office or onethat has done such damage through the misuse of authority and/or of AMSA’sname
that thenational officedeemsit prudent to discontinue associ ation with the chapter. Chaptersthat had their
charters revoked may not apply for anew charter for one year after such revocation has occurred.

Similarly, any group of at | east fivemedical studentsstudying at aforeign medical school may petitionfor affiliatechapter status
withintheAssociation. Thereshall benot morethan one(1) such chapter at any campus. That chapter may receiveinformation
about AMSA’ s activities and programs through chapter mailings, if expenses are met by that group. Such services will be
provided at cost, to be determined by the executive committee on an annual basis. (1991)

All petitions, including medical school, premedical andinternational charters, and all supporting materialsmust be postmarked
no later than sixty (60) days prior to the opening session of the House of Delegates at the annual meeting at which they are
to be considered. If thisdatefallsonaSunday or alegal holiday in any given year, then the deadlineis extended to the next
regular business day. The Board of Trustees shall reserve the right to extend this deadline only under extenuating and
extraordinary circumstanceswitha2/3vote. Furthermore, theschool petitioningfor charter must haveaminimumof Sregistered
active, medical, premedical or international members no later than sixty (60) days prior to the opening session of the House
of Delegatesin order for the petition to be considered.

Section 2

A charter shall be granted to the petitioning chapter upon approval of the Board of Trustees, and subject to simple majority
ratification at the House of Delegates at its next Annual Mesting.

Section 3

The chapters shall be vested with the power to suspend or expel their members, so long as such suspension or expulsionis
not inconsistent with the Constitution and Bylaws of the Association.

11



ARTICLEIII. DISCRIMINATION

Neither the Association, nor its chapters, may refuse membership on the basis of race, religion, color, gender (1993), sexual
orientation, national origin, creed or disabilities (1993), but chaptersshall otherwisedeterminethequalificationsof their own
members where not inconsistent with the Constitution and Bylaws of the Association.

Organizationsthat discriminatein recruitment and for employment on the basis of gender, race, religion, sexual orientation,
national origin, or creed or disabilities(1993) be prohibited fromrecruitment or offeringemploymentin AM SA’ sexhibit hall,
The New Physician, or in other books or itemswhich are, in part or whole, published or endorsed by AMSA (1993).

In the event that there is a suspected or known violation of the antidiscrimination policy or the principles regarding
advertisementin AM SA’ sexhibit hall,in The New Physician, or in other booksor itemswhich are, in part or whole, published
or endorsed by AM SA (1993), themember(s) areto register their complaint to the Board of Trusteeswho will thenfollow the
appropriate and established organization protocols to address such complaints.

ARTICLEIV. SUSPENSION ORREVOCATIONOFA CHAPTER

Section 1

Thecharter of any chapter may be suspended or revoked by the House of Delegatesupon avoteto that effect by at |east three-
fourths (3/4) of those voting.

Section 2

Any individual may file written charges against any chapter which the accuser feelsto have acted in conflict with the letter
or intent of the Constitution and Bylawsof the A ssociation, or tohavefailedto comply withall requirementsof the Constitution
and Bylaws of the Association, or with any lawful requirement of the House of Delegates.

Such chargesshall be signed, dated, and filed with the Executive Director of the Association, who shall submit acopy of said
chargesto the accused chapter and request of the chapter awritten reply. He/she shall so present said charges and thereply
to the Board of Trustees at its next meeting.

Section 3

If theBoard of Trusteesfailstodismisssaid charges, it shall fix atimeand placefor thehearing of thecharges, whichtimeshall
be not lessthan fifteen (15) days, nor morethan ninety (90) days, after the serving of such charges. If, following the hearing,
the Board of Trusteesfailsto dismissthe charges, it shall advisethe accused chapter of itsrecommendations, and shall make
known itsdecisionin awritten resolution signed by the President of the Association at least thirty (30) days prior to the next
Annual Meeting of the Association.

Section 4

Atthenext Annual Meeting of the Association, the resol ution shall be presented to and acted upon by the House of Del egates.
Beforethe voting shall commence, the chapter shall be allowed forty-five (45) minutesto answer charges. Upon suspension
or revocation of the charter, as provided in Section 1 of this Article, the del egation of that chapter shall leavethefloor of the
House of Delegates.

Section 5

A chapter whose charter isthus revoked may petition for anew charter in the manner outlined in Article I of these Bylaws.

ARTICLEV. WITHDRAWAL OFA CHAPTER
Section 1

If achapter wishesto withdraw from the Association, it shall present a petition to the Board of Trustees. This petition shall
carry thesignature of at |east two-thirds (2/3) of the active membersof the chapter asfound on the national membershiprolls.
The signatures on the petition shall be dated.
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Section 2

When the Board of Trustees has established the authenticity of the petition for withdrawal, the chapter shall be considered
to havewithdrawnfromthe Association. ThePresident of the Association shall immediately notify the chapter that itspetition
for withdrawal has been accepted and its charter revoked.

Section 3

Thewithdrawal of achapter shall immediately causethelossof membership privilegesof all membersof that chapter signing
the petition for withdrawal.

Section 4

A chapter whichhaswithdrawn fromthe A ssociation may petitionfor anew charterinthemanner outlinedin Articlel | of these
Bylaws.

ARTICLEVI. FINANCES

Section 1

Duesfor international memberswith mailing addresses outside of the United States shall be US$40.00 per year.

Duesfor non-physicianprovidersintheU.S. shall be$25.00 per year, thecost of adomesti ¢ subscriptionto TheNew Physician.

Duesfor Premedica membersshall be$20.00 per year withtheoption of aonetimepayment of $65.00for afour year premedical
membership.

Physician membership shall be free of dues.

Dues for medical students enrolled in standard MD/DO programs in the United States or Canada, as well as international
students with US addresses shall be:

a) US$60.00whenjoining AM SA asafirst or secondyear medical student, goodfor uptofiveandfour yearsof medical
school, respectively;

b.) US$40.00 when joining AMSA as a third or fourth year medical student, good for up to three and two years,
respectively.

Duesfor studentsenrolledinjoint programslastinglonger thanfiveyearsshall beaone-timefeeof US$10.00for each additional
year (US$70.00for six years, US$90.00for eight years, etc.). Thestudent may, if she/hechooses, pay US$60.00 upon entering
the program and the remainder upon entering the fifth year of the program.

Sole authority to raise the amount of dues shall be vested in the House of Delegates.

Section 2

Nofundsmay beraisedfor activitiesand publicationsof the A ssociation from sourcesdisapproved by theHouse of Delegates
or the Board of Trustees.

AMSA Board of Trusteesand national level of Action Committees shall not accept unrestricted fundsfrom any commercial
or for-profit source. When AM SA acceptsrestricted fundsfrom any commercial or for-profit source, lettersof understanding
must be drafted and signed by AMSA and the funding source to specify:

a recognition of commercial support should belimitedto publication of corporatenameonly andinformation
about the project not be used in commercial advertising by the sponsoring source;

b. funding sources shall not control the content, planning administration or other aspects of each project
beyond the appropriate administrative review, to include asummary report that AM SA will provideto the
SpONsoring Ssource;

C. no project should directly generate sales of products of the sponsoring company and that, if appropriate,
there should beinformation provided to the participants and public that thereisno commercial obligation
implied;
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d. any relevant AMSA policy concerning such an activity.

AMSA will publish, onayearly basis, alist of itscurrent sources of fundsfrom commercial and for-profit sources, whichwill
be available from the national AM SA office upon request.

Section 3

Fundsmay only be expended by order of the Board of Trustees on checks signed by the Executive Director, or hisappointee,
to defray expenses of the Association, its publications, and to further the purposes of the Association.

Section 4

AMSA retains the right to copyright any materials or products produced or published under the auspices of AMSA. Such
products may be published and marketed only by AM SA, unless otherwise agreed to by the Board of Trustees. Theauthor(s)
may continueto useand reproducetheproduct for personal use, andwill retain proprietary rightsother than copyright, provided
that:

a the copies are not used to imply AMSA endorsement;
b. the sources, AMSA, and the copyright date are listed;
C. the copies are not offered for sale.

AMSA may require recipients of project funds to sign a copyright rel ease form approved by the Board of Trustees.

ARTICLEVII. OFFICERS,REGIONAL TRUSTEES,ASSOCIATEREGIONAL
TRUSTEES, ACTIONCOMMITTEETRUSTEE,PREMED TRUSTEE,
AND GRADUATETRUSTEE

Section 1

All Officersand Trusteesof the Association shall be active membersof the Association at thetime of their el ection and during
theirterm of office. Inaddition, each Regional Trusteeand Associate Regional Trusteeshall bean activemember of achapter
located in the established geographical region from which he/sheiselected. The At-Large Trustee shall represent all of the
regionsand shall not beel ected onaregional basis. TheAction Committee Trusteemust bean activemember of the Association
and shall represent all of the regions and therefore be elected by the House of Delegates.

Section 2

Theterm of officefor all Officers, Regional Trustees, Associate Regional Trustees, Premed Trustee and Action Committee
Trustee, shall befor one (1) year, or until their successorsareduly el ected and qualified, subject totherestrictionthat no Officer,
Regional Trustee, Associate Regional Trustee or Graduate Trustee serve more than two (2) consecutive termsin the same
position. TheRegional Trustees, National Officers, Graduate Trustee, Premed Trustee, and Action Committee Trustee shall
servefor atotal of fourteen months, thefinal two months as Outgoing Board Members. The President-Elect will have atwo-
week in-person transition period during the early weeks of May following his/her election. The President-Elect will assume
responsibilitiesasPresident approximately 30 daysprior tothe Junemeeting of theBoard of Trusteesfollowinghis/her el ection.
TheAt-Large Trusteesand the Graduate Trustees shall serve alternating two-year termssuch that one At-Large Trustee shall
beelected ayear. (2001)

Section 3
The duties of the Officers and Trustees shall be as follows:

THE PRESI DENT—ThePres dent shall bethe Senior El ected Offi cer of the A ssoci ation, anex-officiomember of all committees
(except theNominationsCommittee), and theofficial representativeand spokespersonfor the Association. ThePresident shall
beresponsiblefor presiding over all meetings of the Board of Trustees and the Executive Committee. The President shall be
responsible for training the Pres-Elect in the duties and responsibilities as the senior el ected officer of the Association.

THEPRESIDENT-EL ECT—ThePres-Elect shall beintrainingfor thedutiesand responsibilitiesof thesenior el ected officers
of the Association, anonvoting member of theBoard of Trusteesand ex-officio (nonvoting) member of theExecutive Committee.
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THEVICEPRESIDENT—TheVicePresident shall carry out thosedutiesand responsibilitiesassi gned to him/her by theBoard
of Trustees or the House of Delegates and shall be responsible for the conduct of the meetings of the Board of Trustees and
the Executive Committee in the absence of the President.

Further, he/she will be responsiblefor the preparation of areport following each meeting or substantive action of the Board
of Trusteesor Executive Committeeto the Membership at-large. Thisreport will outlinethe most recent Board of Trustees
plans, actions, and deliberations and will be published in an official Association publication.

THE TREASURER—TheTreasurer shall havefinal responsibility for writing the budget of the Association, and, under the
direction of the Board of Trustees, shall oversee the expenditures of the Association.

THEREGIONAL ANDAT-LARGE TRUSTEES—TheRegiona and At-Large Trusteesshall carry out thepolicy of theHouse
of Delegates as members of the Board of Trustees. The At-Large Trustee in the second year of higher two-year term shall
serve as Chairperson of the House of Delegates and shall be responsible for the conduct of all sessions of the House of
Delegates. The Vice Chairperson shall assumethe duties of the Chairpersoninthe event of hisher absence or unwillingness
to perform his’her duty. (2001)

THEASSOCIATEREGIONAL TRUST EES—Each AssociateRegional Trusteewill organizeat |east oneregional project that
will increaseawarenessor activisminoneof theestablished Strategic Prioritiesof the Association. Theproject shouldinclude
all chaptersin that region and should be agreed upon by the Associate Regional Trustee and the Regional Trustee. Project
plans are to be presented to the Board of Trustees at the Pre-Chapter Officers' Conference Board Meeting. The Associate
Regional Trusteeisexpectedto attend and hel p organi ze activitiesat the Chapter Officer’ sConferencein July and the Annual
Meeting in March.

In addition, the Associate Regional Trusteewill also disseminate information from the Action Committees and I nterest
Groupsto the local chapters. The Associate Regional Trustee may perform any regional duty mutually agreed upon with
the Regional Trustee.

ACTIONCOMMITTEE TRUST EE—TheAction Committee Trusteeshall act asaliai son betweentheBoard of Trusteesand
the Action Committees. The Action Committee Trustee shall also represent theinterests of the Action Committeesaswell as
those of the general membership involved in the Action Committees and other initiatives. (2001)

The Action Committee Trustee shall:

1 Planand coordinate all meetings of the Executive Board of the Action Committees, through conference callsor in
person. (2001)

2 Communicateregularly with the Action Committee Chairs, Director of Student Programming, the President, Junior
Trustee-at-L arge, and Associate Regional Trustees. (2001)

3 Assist al Committeesin staying within their budgets as well as preparing budgets for the Treasurer to consider
inthefollowingyear. (2001)

4. Facilitate and encourage communications of the Action Committees with the membership through innovative
uses of media such aslistserves, the AMSA Web site, AMSA Focus, etc. (2001)

5. Coordinate Action Committee chair participation in the Chapter Officers Conference and theregional Fall
Workshops. (2001)

6. Offer input for meeting agendasto the Director of Student Programming and the President, who respectively are
responsible for constructing the agendas for the meetings of the Board of Trustees and the Action Committees.

7. Co-facilitate meetings of the Action Committees whenever possible and appropriate, while the Director of
Student Programming will lead the two national office meetings, since the Action Committee Trustee must spend
much timewith the Board of Trustees. (2001)

8 Facilitate meetings of the Action Committee leadership throughout the year, including the el ections of new
Chairsand Committee Coordinators at the Annual Meeting. (2001)

9. Communicate as hecessary with other national leaders, but especially with the Pre-Med Trustee and Graduate
Trusteein order to stimulate Action Committee work with these two groups of members. (2001)

10. Communicate as necessary with the L egislative Affairs Director in order to stimulate an activist/health policy
component withineach Action Committee. (2001)

11. Review the PPP yearly and facilitate the writing of resolutionsto correct and update AM SA policies. (2001)
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THE EXECUTIVE DIRECT OR—TheExecutiveDirector shall beappointed by ajoint commission of theBoard of Trustees
and the Board of Directors of the AMSA Foundation and shall serve asthe chief administrative officer of the Association.
Aschief administrative officer, the executive director shall have supervision of itsadministrative, membership and business
personnel. Theexecutivedirector shall preparean annual budget for review by the Board of Trustees. The executivedirector
shall undergo an annual performancereview. Such areview will be conducted by representative of the Board of Trustees of
the Association. The executive director shall attend the annual convention and the meetings of the Board of Trusteesand the
executive committee and shall ensure that minutes of these meetings shall be prepared and distributed to the members of the
Board of Trustees.

THEPREMED TRUSTEE AND ASSOCIATE TRUST EES—ThePremed Trusteeand Associate Premed Trusteesshall be
responsible for coordinating, with the National President, the activities of the Association’s affiliate undergraduate
membership. The Premedical Trusteeswill organize, with approval of the Board of Trustees, the Premedical Caucus.

THE GRADUATE TRUSTEE—The Graduate Trustee shall beresponsiblefor coordinating, with the National Office, the
activities of the Association's graduate membership, and shall act asaliai son between the Board of Trusteesand the Alumni
Network. The Graduate Trusteewill organize, with approval of the Board of Trustees, the Graduate Caucus. Together thetwo
Graduate Trustees shall be responsible for ensuring continuity of communication and programming involving resident and
physician members of AMSA and the medical community at large. The Graduate Trusteein hisor her second year in office
shall be responsible for effectively transitioning long-term projectsto the Graduate Trusteein hisor her first year. (2001)

Section 4

The American Medical Student Association will devote aday to training its elected officers in the skills they will need to
successfully execute their offices. The exact content of the leadership training will be left to the discretion of the Executive
Director, the National President and the At-Large Trustees. (1999)

Section 5

TheBoard of Trusteesshall beempowered to dismissfrom his/her position any Officer, Trustee, Associate Regional Trustee,
Action Committee Trustee, Premed Associate Trustee, Graduate Trustee, the Executive Director of the A ssociation, who has
failed to perform the duties of his/her position, providing that the person in question shall have the opportunity to answer the
charges against him/her in writing or in person before ameeting of the Board of Trustees. A voteof at least two-thirds (2/3)
of the voting members of the Board of Trustees shall be necessary for such dismissal.

The Executive Committee of the Board of Trusteesshall beempowered to dismissfrom his/her position any Officer, Trustee,
Action Committee Trustee, Associate Trustee or Premed Trustee who has failed to perform the duties of hisher position
providing that the person in question shall have the opportunity to answer the charges against him/her in writing or in person
before a meeting of the Executive Committee. A two-thirdsvote shall be necessary for the dismissal.

WithregardtotheRegiona Trustees, thelocal AM SA chaptersintheregioninvolved shall beempoweredtodismissaRegional
Trusteewho hasfailed to perform his/her position, providing that the person in question be given the opportunity to answer
the charges against him/her inwriting or in person before ameeting of regional AM SA Chapter Presidents. A voteof at |east
two-thirds (2/3) of the AMSA Chapter Presidents shall be necessary for dismissal.

Withregard to the Action Committee Trustee, the Action Committee Chairsand Project Coordinatorsshall be empowered to
dismissthe Trustee if he/she hasfailed to perform his’her duty, providing the person in question be given one warning and
then, upon further complaint, the opportunity to answer the charges against him/her in writing or in person before ameeting
of the Action Committee Chairsand Project Coordinators. A voteof at least two-thirds (2/3) of the Action Committee Chairs
and Project Coordinators shall be necessary for dismissal.

The Executive Board of the Action Committees shall be empowered, upon recommendation of either the Action Committee
Trusteeor Director of Student Programming, todismissfromtheir positionany Action Committee Chair, Project Coordinator,
or Committee Chair who hasfailed to perform the dutiesof their position. The Officer in question must begiven onewarning
and then, upon further complaint, the opportunity to answer the charges against theminwriting or in person beforeameeting
of the Executive Board. A vote of at least two-thirds (2/3) of the Executive Board shall be necessary for dismissal. Vacant
positions shall befilled through appointment by the Executive Board, with approval from the Board of Trustees.

The Chair of any Action Committee shall be empowered to dismissfrom his/her position any officer of aAction Committee,
including individuals serving as Associate Coordinators, or other officer, who has failed to perform the duties of his’her
position. If the officer in question wishesto appeal the decision, he/she may bring an appeal to the Executive Board. A vote
of two-thirds (2/3) against dismissal shall be necessary to reversethedismissal. Thedecision of the Executive Board shall be
final. A vacant positioninaAction Committee shall befilled by the Action Committee Chair.
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Section 6

In the event of theinability of any Officer of Trusteeto fulfill the duties of his/her position for any reason, the vacancy thus
created shall befilledinthefollowing manner: inthe case of thevacancy inthe position of President, the Vice President shall
servein that position for the remainder of the term; and in the case of avacancy in the position of Vice President, Treasurer,
or At-LargeTrustees, theBoard of Trusteesshall designateanindividual to serveinthat positionfor theremainder of theterm;
and in the case of avacancy in any of the positions of Regional Trustee, the Associate Regional Trustee shall servein the
Trustee' s absence, in the case of avacancy in both the positions of Regional Trustee and Associate Regiona Trustee, the
Board of Trustees, with the approval of amajority of the Chapter Presidentsin said Region, shall designate individualswho
meet the qualifications for holding said positions to serve in those positions for the remainder of the terms.

Inthe case of avacancy of aAction Committee Trustee, the Action Committee Chairsshall arrangeto elect apersonto serve
inthat position for the remainder of theterm. Inthe event of avacancy of a Action Committee Chair, the remaining Action
Committee Chairs and Action Committee Trustee shall designate an individual to servein that position for the remainder of
theterm. Intheevent of avacancy of aPremed Trustee, Premed Associate Trustee, Graduate Trustee, or Associate Regional
Trustee, the Board of Trustees shall designate an individual to servein that position for the remainder of the term.

Section 7

One(1) TrusteefromRegionsl, IV, V, VI, VIl and1X, andtwo (2) Co-Trusteesfrom Regionsl|, 11, VIl and X shall beinvited
to each of the Board of Trusteesmeetings. Each Regional Trustee or Co-Trusteewill befinanced by the national budget, and
each Regional Trustee or Co-Trustee will have asingle vote on the Board of Trustees.

TheBoard of Trusteesmay invitethe A ssociate Regional Trusteesto attend oneBoard of Trusteesmeeting, withtheir expenses
for the meeting financed by the national budget. Otherwise, if the Associate desiresto be present in addition to the Regional
Trustee, all expenses incurred by the Associate Regional Trustee, including transportation, per diem, room expense and
incidentals, will be paid by the Associate Regional Trustee. At the meeting, only the Regional Trustee will havetheright to
vote.

ARTICLEVIII. ELECTIONSOF THEOFFICERSAND TRUSTEES

Section 1

The House of Delegates shall elect the President-Elect, Vice President, Treasurer, one Trustee-at-Large, and one Action
Committee Trustee of the Association at its annual meeting. Prior to said meeting, the At-Large Trustees shall appoint a
NominationsCommittee.

Atthetimedesignatedintheorder of businessfor the Annual M eeting of theHouse of Del egates, said committee shall present
to the House of Delegates the names of all nominees then known for each of the offices and At-Large Trustee positionsto
befilled. Following the report of the Nominations Committee, additional nominations for each of the officesand At-Large
Trustee positionsto be filled may be made from the floor of the House of Delegates.

Challengesto offered credentials shall be received by the Nominations Committee and reviewed before 5:00 PM on the day
preceding el ectionswith the candidate, prior to which she may revise an offered curriculum vitae or statement of candidacy.
If such revised credential s are subsequently found to befal se, the candidate will be found to be disqualified, and the runner-
up shall be elected in his/her place. Vacanciesin such positionswill befilled by the Board of Trustees.

Challengestotheel ectionresultsshall bereportedtothe NominationsCommitteebeforethepost-convention Board of Trustees
meeting. TheNominationsCommitteewill theninvestigatethechallengebeforethe post-convention Board of Trusteesmeeting
andwill reporttheir preliminary findingstotherising Senior Trustee-at-L argebeforethat meeting. TheSenior Trustee-at-Large
will then beresponsiblefor reporting al information on challengesto the Board of Trustees at the post-convention Board of
Trustees meeting. (1994) All national officers shall take office immediately upon their election, with the exception of the
Presi dent-El ect, whowill takeofficeapproximately 30 daysprior tothe JuneBoard of Trusteesmestingfollowing his/her election.

Section 2

Each nominee shall have the opportunity to addressthe House of Delegates or withdraw his candidacy prior to the elections.
Voting shall be made by secret ballot, with each delegate entitled to cast one vote for each office to befilled.
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Section 3

Thecandidatesfor each officereceivingamajority of thevotescast for that officeshall beel ected. Intheeventthat nocandidate
for an officereceivesamajority of thevotescast for that office onthefirst ballot, the candidates receiving thetwo (2) highest
number of votesinthefirst ballot shall beincluded inthe second balloting. Additional balloting for said office shall continue
until one (1) candidate shall receive amajority of votes cast on areballot and he/she shall be el ected to said office.

Section 4

Each established geographical region shall be responsible for determining the election of the Regional Trustee(s) from said
region. Each chapter in said region shall be entitled to onevotein the el ection of said Regional Trustee(s), except in Regions
[, 11, VIl and X, where each chapter shall have onevotefor each Co-Trustee. Inall regionsfromwhichthereare candidates
running for national office, it isencouraged that regional elections shall be held after the national election results have been
determined. Following the election of the three (3) Officers and one (1) At-Large Trustee of the Association, the House of
Delegatesshall confirm the choices of the establi shed geographical regionsof individual sto serve asRegional Trustees. The
House of Delegates shall then install the newly elected Officers and Regiona Trustees as the Board of Trustees of the
Association.

Duringregional meetingsat fall workshops, membersof theregionwill providefeedback totheregional and associatetrustees
regarding their performance and responsivenessto the membership. Viathefeedback given at theworkshop, thetrustee and
associate trustee can direct future action to meet the needs of the region.

Section 5

The Action Committee Trustee shall be elected by the House of Delegatesat the annual meeting. Action Committee Chairs
shall be el ected by the members of that Action Committee at the Annual Meeting. Voting shall be by secret ballot, with each
person casting one ballot until amajority is received for one candidate.

Section 6

ThePremedical Trusteeandthe Associate Premedical Trusteesshall beelected by the Association’ spremedical constituency
at ameeting of the Premedi cal Caucusat thenational convention, onaoneAssociate Premedical Trusteeper regionbasis. Each
affiliate chapter attending shall be entitled to one (1) vote, and at least five (5) affiliate premedical chapters must be present
at thetime of the election or the positions shall be declared vacant. (1997) (2000)

a In the event that the Premedical Caucus does not elect the Premedical Trustee and Associate Premedical
Trustee(s), the positionswill befilled by the Board of Trusteesas specified by ArticleVII, Section 5 of the
Association’ sBylaws. (1991)

Both the Premedical Trustee and Associate Premedical Trustee shall be members of the Premedical Caucus. (1991)

Section 7

The Graduate Trustee shall be elected by the Association’s graduate constituency at the Annual Meeting by the Graduate
Caucus. The Graduate Trustee shall be elected by asimple mgjority of those present at the Graduate Caucus meeting. Inthe
event that the Graduate Caucus fails to elect the Graduate Trustee, the position shall be filled by the Board of Trustees as
specifiedin Article VI, Section 5 of the Association’ s Bylaws.

Section 8

In speaking of or writing in referenceto the candidatesfor national office, Board of Trustee Membersand Action Committee
Chairs may speak personally about acandidateif, and only if, solicited and if, and only if, they clearly state that they do not
speak on behalf of the AMSA Board of Trustees and/or the Action Committees. (1994)

Section 9
Code of Election Conduct (2001)
No distribution of campaign materials. The Nominations Committee chair, with the assistance of the Trustees-at-L arge, will

determine how the candidates will identify themselves as such.

No form of mass communication will be utilized by any candidate in effortsto “ campaign” with the general membership.
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CVsand personal statements shall be submitted to the AMSA national office and must be postmarked 60 days prior to the
conveningof theHOD. Candidatesenteringtheraceafter that timemay submitaCV, whichwill bedisseminated by the Trustees-
at-L argetothe HOD.

Nomineesshall publicly addressthe membership only at times determined by the HOD Nominations Committee.
Receptions and/or hospitality should not be used for promotion of a candidate.

No member of AM SA shall recklessly or negligently disseminateinformation on behalf of acandidate about another AM SA
member or candidate. If thisoccurs, thecandidatei sobligated to notify thenominationscommitteeimmediately. Any allegation
of misconduct regarding acandidate shall be submitted inwriting to the nominations committeefor review by 5 PM the night
priortotheelection. If itissubmitted after 5SPM, thenthe Nominations Committeeshal | havethe power to postponetheel ection
for that officeto review the allegations. Any postponement of the election beyond the closure of the HOD requires approval
of theHOD. If theallegation of misconduct isfoundto bevalid or will discredit the organization, the nominationscommittee
shall determine the best course of action.

Therising STAL andthe STAL (if not running for anational office) shall advisethe nominationscommittee asnecessary and
conduct the HOD as appropriate.

In al other circumstances, the nominations committee shall determine the appropriate course of action.

ARTICLEIX. BOARD OF TRUSTEES

Section 1

TheBoardwill meet aminimum of four timesper annum. Thefirst, forinformationandtraining shortly after theAnnual Meeting;
the second, shortly thereafter to plan Board and Task Force activitiesand projectsfor the coming year, aminimum of oncein
the mid-year to check on progress; and once at year’ send to review the Executive Committee actions. Emergency meetings
of the Board of Trustees may be called by amajority of the members of the Board.

Section 2

TheBoard of Trusteesshall have charge of the property and financial affairsof the Association and shall perform such duties
asareprescribed by law for trustees of corporations and as may be prescribed by this Constitution and Bylaws. 1t will bethe
responsibility of the Board of Trustees to see that the House of Delegates determined policy is carried out and correctly
interpreted, and that the organization is responsive to local chapters.

The Board of Trustees shall bear the responsibility of assuring the House of Delegates and the Membership-at-Large that it
isfunctioning responsibly: that it is carrying out and interpreting the Association’s policy in light of the sentiment of the
M embership-at-L arge and the House of Delegates. Thisfunction will be accomplished by the preparation and printing of a
“newsbrief” following each meeting or substantive action of the Board of Trustees or Executive Committeeto appear in an
official Association publication outlining the Board of Trustees' plans, actions, and deliberations.

The Board of Trustees shall, on an annual basis, review the processing of student memberships by the National Office, and
make the changes necessary to insure that memberships are processed within one month after receipt in the National office.

ARTICLEX. HOUSEOFDELEGATES

Section 1

Each chapter that hasreceived acharter, asdescribed in Article 1 of these Bylaws, shall be entitled to one (1) delegatein the
House of Delegates of the Association for every two hundred (200) active members, or fraction thereof, of said chapter.

Thenumber of del egatesto the House of Del egatesfor the degree granting institution shall be determined by thetotal number
of student members at the main campus, plusthose at all of the branch campuses which do not have separate chapter status.

Each Premed affiliateregion, asdescribed by Articlell, Section 1 of theBylaws, shall beentitled to one ex-officio member per
chapter, in the House of Delegates of the Association.
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Each Foreign Affiliate Chapter, asdescribed by Articlell, Section 1 of the Bylaws, shall be entitled to one ex-officio member
in the House of Delegates of the Association as well as three aternate del egates.

Section 2

Ex-officiomembersof theHouseof Delegatesshall includethemembersof theBoard of Trustees, theViceChairsof theHouse
of Delegates, the past presi dentsof the Association, regional affiliatepremed del egatesand thechair peopl e of thecommittees
of the Association.

Ex-officio members shall have the right to address the House of Del egates upon recognition by the Chair but shall not have
the right to vote, unless they are a voting delegates from their chapters.

Section 3

Only delegates and ex-officio members of the House of Delegates and members of the presenting reference committee shall
have the right to address the House of Delegates, unlessthe House of Delegates grants an unauthorized member or guest the

right to the floor by asimplemajority vote. (2001)
Section 4

Official Observer: National Organizationsmay apply to the Board of Trustees of the American Medical Student Association
for official observer statusin the House of Delegates. Applicants must demonstrate compliance with guidelinesfor official
observers adopted by the House of Delegates, and the Board of Trustees shall grant official observer status based on these
criteria

Organizations with official observer status are invited to send one representative to observe the actions of the House of
Delegatesat theannual meeting. Official observershavetheright to speak and debateonthefloor of theHouseuponinvitation
fromtheChair. Their debatetimeislimited andisleft uptothediscretion of the Chair of the House. Official observersdo not
have the right to introduce new business, introduce and amendment, make a motion or vote.

The guidelinesfor Official Observer status are asfollows:

*  Thestudent organization and AM SA should already have an informal relationship established and have worked for the
mutual benefit of both.

»  The student organization should be national in scope and have similar goals and concerns about health issues.

»  The student organization is expected to add a unique perspective and bring expertise to deliberations in the House.

* In order to maintain official observer status, a representative of the student organization cannot miss 2 consecutive
meetings of the House.

»  Thestudent organization must submit their application for observer statusat least 2 weeksbeforethe AM SA November
Board Meeting so that all applications can be reviewed at the November Board meeting and if approved, the student
organi zation can participateasan official observer at the subsequent House of Del egatesat thefoll owing annual meeting.
(2001)

Section 5
Unless otherwise specified in the Constitution or these Bylaws, all questions shall be decided by amajority of thevotes cast.

Section 6

The order of business of the House of Delegates shall be determined and published by the Board of Trustees and shall be
distributed to the del egates at the commencement of the Annual Meeting of the House of Delegates. The order of business
shall be changed only by avote to that effect by at least two-thirds (2/3) of those voting.

Section 7

Therighttovoteshall bevestedintheduly el ected delegatesfrom each chapter. | norder for quorumto beestablished, amajority
of the registered del egates must be present at the House of Delegates. Registered delegateswill be defined as del egates that
areregiseredat any timebeforethestart of businessonthefirst day of the Houseof Delegates. Duringtheabsenceof adelegate
fromthefloor of theHouseof Delegates, his/her voteshall bevestedinthe corresponding duly elected altenate del egatefrom
said chapter. No other votes of a proxy nature shall be allowed.
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Section 8

TheHouse of Delegates shall meet during the Annual M eeting of the A ssociation and at such other timesand placesasit may
determine. Thedateof the Annual Meeting shall be announced at | east one hundred twenty (120) days prior to such meeting.
Special meetings of the House of Delegates may be called by avoteto that effect of at least two-thirds (2/3) of the chapters
inthe Association. Each chapter shall begiven noticeby registered mail of the special meeting and the businessof themeeting
within fifteen (15) daysof thecall. Thespecial meeting shall be held not lessthan fifteen (15) days, nor morethan sixty (60)
days, after notice has been sent to the chapter.

Section 9

TheAt-Large Trusteewhoisinthe second year of his/her term shall serve as Chairperson of the House of Del egatesand shall
preside at all sessions of the House of Delegates. The At-Large Trusteewhoisinthefirst year of his/her term shall serveas
aViceChair. Atleast sixty (60) daysprior tothe Annual Meeting, the At-Large Trustee serving as Chairperson shall appoint
asecond Vice Chair, with theapproval of the Board of Trustees, to assistinthe smooth functioning of the House of Del egates.
Thesecond ViceChair shall bean activemember of the Association at thetime of his/her appointment, and said appointment
shall bebased onknowledgeof parliamentary procedureand experiencein conducting meetingssimilar tothose of theHouse.

Section 10

All resolutionsfrom membersor chapters must be postmarked or delivered in person to the national office of the Association
no later than sixty (60) days prior to the opening session of the House of Delegates at the Annual Meeting at which they are
tobeconsidered. If thisdatefallsonaSunday or legal holiday inagivenyear, thenthe deadlineisextended to the next regular
business day. The Association shall distribute copies of these resolutions to members of the House of Delegates and local
chapter contacts by thirty (30) days prior to the Annual Meeting at which they areto be considered. After the deadline for
delivery of resolutionsto the national office, resolutions may only be submitted to the House of Del egatesfor consideration
with approval of the Board of Trustees. (2001)

ARTICLEXI. FALL WORKSHOPS

Inthefall of each year, the Board of Trusteesshall organizeand hold Fall Workshopsat several |ocations acrossthe country.
These workshops shall involve members for the purpose of orienting them to the national and regional organization and
developing mechanismsfor local implementation of national policy actionsset by the previousHouse of Delegates. Regions
areencouragedto hold Fall Workshopsat fully accessiblel ocations, asdefined by the Americanswith DisabilitiesAct of 1990.
(1997)

Regionsl, I1,and 111 shall hold ajoint conferenceto be hosted on arotating schedul e beginning with Region | in 1998, Region
I1in1999, and Region 111 in 2000, and thereafter continuing to rotate through Regionsl, |1, and 11 inthat order. The AMSA
fundsfor thethreeregionswill be pooled and rotated to the hosting region. If one of theregionschoosesto hold an additional
convention out-of-turn, they shall not automatically receive fundsfrom the pool. (1998)

ARTICLEXII. ACTIONCOMMITTEES

Thereshall besix Action Committees of the Association: Medical Education, Health Policy; Community and Public Health;
Advacacy; Global Health Action; and Humanistic Medicine.(EffectiveMarch 1, 2002) (2001) Theagendaof such committees
shall be set by the members of each Committee with the aid and advice of the Committee Chairs and the Board of Trustees.
Their purpose shall be to implement the policy of the House of Delegates and the Association in each area. They shall carry
out projects, distribute information, and aid in policy development for each area. They shall operate under the leadership of
ActionCommitteeChairs, whoshall report tothe Board of Trusteesat each meetingandtotheHouseof Del egatesat the Annual
Mesting. (1997)(1999) (2001)

ARTICLEXIII. | SSUE RESPONSE GROUPS

There shall be such I ssue Response Groups as may be created time to time by the House of Del egates to address particular
areasor issuesof concern. Themandate, |eadership, structure, and budget for each | ssue Response Group shall bedetermined
by the House of Delegates. |ssue Response Groupswill be administered by the Director of Student Programming, who has
responsibility for overseeing the budgets and operations of Issue Response Groups. Coordinators of individual 1ssue
Response Groups will be selected at the Annual Meeting at which they are created. The Executive Board has the power to
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create an Issue Response Group outside the House of Delegates, though that 1 ssue Response Group must be ratified at the
following House of Delegates or ceaseto exist. (1997)

ARTICLEXIV. EXECUTIVEBOARDOFTHEACTIONCOMMITTEES

Thereshall bean Executive Board composed of the Chairs of the Action Committees, the Action Committee Trustee, and the
Director of Student Programmingwhich shall overseetheperformanceof all Action Committees, | ssue Response Groupsand
Interest Groups; budget appropriate funds for the completion of projects, and plan as necessary for the future of the Action
Committees, Issue Response Groups and Interest Groups.

ARTICLEXV. PREMED CAUCUS

There shall be aPremedical Caucuswhich isthe sum of the undergraduate membership of the Association. The Premedical
Caucuswill conveneduring each annual meeting under thedirection of thePremedical TrusteeandtheAssociation’ sPresident.
The Caucusshall elect aPremedical Trustee and the Associate Premedical Trusteesasprescribedin Article V111, Section 6 of
the Association’ sBylaws. (1991)

ARTICLEXVI. OFFICIAL RECORDS

The minutes of the proceedings of the Board of Trustees and the House of Delegates, the membership rolls and the Books
of Accountsshall beopentoinspection at the national office of the A ssociation upon thewritten request of any active member
withinthirty (30) daysof thereceipt of therequest and shall be produced at any timewhen requested by asimplemajority vote
of the delegates at any meeting of the House of Delegates. Such inspection may be made by an agent or attorney, and shall
include theright to make extractsthereof. Demand of inspection, other than at the meeting of the House of Delegates, shall
be in writing addressed to the President of the Association and shall be at the member’ s expense.

ARTICLEXVII. PARLIAMENTARY AUTHORITY

The rules contained within the current edition of Robert’ s Rules of Order shall govern this Association in al casesto which
they are applicable, and to which they are most consistent with the Constitution, these Bylaws or the special Rule of Order
of this Association.

ARTICLEXVIII.  INSIGNIA

There shall be aseal and such other insignia as are adopted by the Board of Trustees, and these shall be recognized as the
official seals of the Association.

ARTICLEXIX. PUBLICATION

Section 1

The New Physician shall bethe official journal of the Association. The editorial policy of thejournal shall be determined by
the Board of Trustees and administered by the editor, who shall be an employee, but not necessarily a member, of the
Association. The editor shall be appointed by the Executive Director of the Association, with the advice and consent of the
Board of Trustees, and the term shall be indeterminate.

Section 2

The Executive Director of the Association, or his’her designee, shall be the Managing Publisher of the journal.
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Section 3

WhileTheNew Physicianisaprofessionally produced publication, it seeksto servetheinformation needsof medical students.
Formalized student input is required to provide a complementary and necessary perspective for the professional staff.

Thejournal shall have a Student Editor(s) who shall be an active member of the Association and shall be appointed by the
Board of Trustees for arenewable term of one year. The Student Editor(s)’s duties shall include, but not be limited to, the
following:

a Coordination of the Journal Advisory Board (JAB) initseffortsto critique The New Physician (TNP) and
relaying the JAB’ scommentary to the Executive Editor.

b. Acting as aliaison between the JAB, Executive Editor and Board of Trustees

C. Reporting out to the Communications and Liai sons Committee of the Board at the summer and fall Board

meetings for the purpose of information.

d. Periodic and regular review of manuscripts at the discretion of the Executive Editor.

e Providing input into the long range goals, content and direction of TNP in conjunction with the JAB.

f. Seeking out students with interesting experiences and perspectives for interview at the discretion of the
ExecutiveEditor.

0. Seeking out students with journalistic skills and an interest in writing for publication assignments at the

discretion of the Executive Editor.
h. Solicitationandformul ation of manuscript topi csin conjunctionwiththe JAB for useby the Executive Editor.

i. Submission of ayear end report for inclusion into the Delegates Handbook for the review of the House of
Delegates.

Section 4

TheNew Physicianshall havean Advisory Board. Thecomposition of theBoard shall includethe Student Editor(s), immediate
past Student Editor(s), alternate Student Editor, two medical students, two residents and two discretionary members, either
medical studentsor residents. The chairperson of the Advisory Board shall bethe Student Editor or if more than one student
editor, chosenfromthestudent editors. Board membersshall servetwoyear termsandwill be selected onastaggered schedule
by the Board of Trustees.

The Advisory Board' sdutieswill be asfollows:

a Critiquing of each issue of The New Physician

b. Soliciting and formulating of manuscript ideas to be recommended to the Executive Editor.

C. Seeking out students with journalistic skills who are interested in writing for The New Physician at the
discretion of the Executive Editor.

d. Seeking out students with interesting experiences and perspectives for interview at the discretion of the
ExecutiveEditor.

e Periodically reviewing select manuscripts at the discretion of the Executive Editor.

f. Providing input to the Executive Editor as to the long range goals, content, and direction of The New
Physician.

0. Ensuring that advertisementsin The New Physi cian arein keeping with the principleson advertising found

in the Preamble, Purposes and Principles of the organization.
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Section 5

AMSA Focusshall betheofficial newsletter of the Association. It shall provideinformation about member opportunitiesand
activities.

Section 6

Thenewsletter shall haveat | east one Student Editor, who shall bean activemember of the Association and shall be appointed
by the Board of Trusteesfor arenewableterm of oneyear. It shall bethe function of the Student Editor of AMSA Focusto:

a establish a network of contacts throughout AMSA with whom he/she maintains regular contact in order
to collect timely information about the affairs of the organization; and,
b. write and/or revise articles, in conjunction with the Managing Editor, to appear in AMSA Focus.
ARTICLEXX. AMENDMENTSTOTHEBYLAWS

Proposed amendments to these Bylaws shall be considered at the Annual Meeting of the House of Delegates. Any active
member of the Association may propose amendmentsto these Bylawsby submitting such proposal sin writing to the national
office. Any such proposalsmust be postmarked or deliveredin personnolater than sixty (60) daysprior totheopening session
of the House of Delegates at the Annual Meeting at which they areto be considered. If this date falls on a Sunday or legal
holiday in a given year, then the deadline is extended to the next regular business day. Written notice of such proposed
amendments shall be sent to all chapters of the Association thirty (30) days prior to the Annual Meeting at which they areto
be considered. An affirmative vote of at least a majority of the delegates shall be necessary for the adoption of any such
proposed amendments. In addition, any delegate may propose amendments to these Bylaws on the floor of the House of
Delegateswithout prior notice, except that insuch cases, an affirmativevoteof at | east two-thirds(2/3) of thedel egates present
and voting shall be necessary for the adoption of any such proposed amendments.

ARTICLEXXI. REPORTS
Section 1

Intheinterest of increasing the benefitsto the Membership-at-Large from general interest Association programs, aswell as
increasing theinformation availabl eto the M embership-at-L arge asto thefunctioning of the Board of Trustees, thefollowing
reports will be published in an official publication of the Association which circulates to the Membership-at-Large at the
indicatedtimes:

1 Association ActivitiesReport. TheBoard of Trusteeswill ensurepublication of areport of theAssociation’s
general interest activities, including all tripsto foreign countries. Every effort shall be madeto have these
reports published within three (3) months following the events.

2 Financial Report. The Executive Committee shall prepare an annual financial report, which shall include
income and expenditures for the current and previous fiscal year. The report shal be in an easily
understandable form with special itemization of National Officer, Regional Trustee, Fall Workshop, and
Action Committee budgets. This financial statement shall be reviewed by the Board of Trustees and
published between thirty and sixty days prior to the Annual Meeting.

3 Board of Trustees' Actions Report. The Vice President of the Association will be responsible for the
preparation of areport following each meeting or substantive action of theBoard of Trusteesor Executive
Committee. Thisreportwill outlinethemost recent Board of Trustees' plans, actions, and deliberationsand
will be published in an official Association publication.

Additionally, following each meeting or substantiveaction of theBoard of Trusteesor Executive Committee, theVicePresident
will prepare asynopsis of all issues voted upon and the numerical results of each vote. This synopsiswill be distributed to
all local chapter presidentsviatheregular mailingstolocal chapter presidents; each Regional Trusteeisurgedtocommunicate
to his’her region how he/she voted on particular issues that come before the Board of Trustees; and the Board of Trustees
shall have the power to waive the above-stated requirements for issues of a sensitive naturewhenitisin the Association’s
best interests to keep the information at the level of the Board of Trustees.
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Section 2

All of AMSA's national leadership including, but not limited to, National Officers, Regional Trustees, Associate Regional
Trustees, Premed Trustee, Associate Premed Trustees, Graduate Trustee, A ction Committee Trustee, Action CommitteeChairs,
BOT CommitteeChairs, Director of Student Programmingand L egidlative AffairsDirector shall composean Annual Activities
Report that summarizeshis/her activitiesand detail shis’her financial expenditures. Thisreportistobesubmitted nolater than
60dayspostmark beforethe Annual Meeting. Funding of travel tothe Annual M eeting shall becontingent ontimely submission
of thisAnnual Report tothe National Office. Failureto submit thereport by 60 days postmarked beforethe Annual Meeting
will be groundsfor withholding funding.

ARTICLEXXII. CLOSUREOFMEDICAL SCHOOLSAND OTHEREMERGENT
SITUATIONS

Section 1—Establishment of an Emergency Committee

In the event of amedical school closure, acommittee consisting of arepresentative from the affected school, the Regional
Trusteefromtheregion of theaffected medical school, the Advocacy Action Committee Chair and oneother coordinator from
asubcommitteeunder Advocacy, theNational President, the Director of Student Programming, theL egislative AffairsDirector
and the Action Committee Trusteewill be created. (2000)

Section 2—Responsibilities of the Emergency Committee

The purpose of thiscommittee shall beto give support and guidance to the students of an affected medical school asdeemed
appropriate by the members of the committee. This committee shall, by consensus, compose areport to the membership of
AMSA that will be published with the reports of other AMSA subcommitteesin the appropriate annual House of Delegates
program. (2000)
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STRUCTURE,FUNCTIONSANDINTERNAL POLICY
OFTHE
AMERICANMEDICAL STUDENT ASSOCIATION

Section |. Structure of the Board of Trustees

The Board of Trustees consists of one or two Regional Trusteesfor each designated region, (asoutlined in the Constitution,
Section 2), the President, the Vice President, the Treasurer, two At-Large Trustees, the Action Committee Trustee, and the
Immediate Past President. The President-elect, Immediate Past President, Premed Trustee, International Trustee and the
Graduate Trustee shall benonvoting membersof theBoard of Trustees. TheBoard of Trusteesmeetsaminimum of four times
per year (Bylaws—Article I X, Section 1) to review organizational activities and to act on pertinent issues of concern to the
Association. The first meeting of the Board of Trustees is immediately following the Annual Meeting and serves as an
orientation for new membersof the Board.

A.

Selection of National Officers. TheHouseof Delegatesel ectsthe President-Elect, VicePresident, Treasurer and one
At-LargeTrusteeat theAnnual Meeting. ThePresident-Elect will haveatwo-week in-persontransition period during
the early weeks of May following his/her election. The President-Elect will assume responsibilities as President
approximately 30daysprior tothe Junemeeting of theBoard of Trusteesfollowing higher election. (Bylaws—Article
VIII, Section 1). Applications for national office are distributed to chapter officers and chapter liaisons with the
“Official Call” priortothe Annual Meeting. All activemembersof the Associationareeligiblefor national office, as
designated in the Constitution and Bylaws of the American Medical Student Association.

1 Each nominee shall havethe opportunity to appear before each regionindividually at the Annual Meeting.
The candidates for each individual office will appear in arandom order established by the Nominations
Committee.

2 Voting proceduresfor the el ection of national officersare contained inthe Rules Committeereport, which

isannually received and approved by the House of Delegates.

President. The President serves as the identified Spokesperson for all activities and policy positions of the
Association. Thefunctions of the President exceed any specific description and encompassinput into all affairs of
the Association. However, general functions of the President include:

1 representing the Association as an ex-officio member of all committees, except for the hominations
committee, task forces and other such groups established by the Board of Trustees or as mandated by the
Constitution and Bylaws;

2 serving asthe primary liaison between the Board of Trustees, Coordinators, regions and chapters and the
staff of the Association;

3 representation before all other associations, institutions and organizations, regions and chapters relative
to the policy, programs and activities of the Association.

ThePresident shall takeaone-year |eave-of -absencefrom his/her medical trainingto serveinafull-timecapacity with
the Association. Remunerationintheform of asalary ispaid to the President, commensurate with the sum received
by afirst-year postgraduate resident in the Washington, D.C. area.

President-Elect. ThePresident-Elect servesasan officer intrainingtolearnthedutiesand responsibilitiesof thesenior
elected officersof the Association. He/shewill serveasanonvoting member of theBoard of Trusteesand anex-officio
(nonvoting) member of the Executive Committee.

VicePresident. TheVicePresident servesinacapacity defined by theBoard of Trustees, andintheevent of resignation
of the President, assumesthat office (Bylaws—Article VI, Section 3). Thefunction and role of the Vice President
encompasses the following areas:
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Plan and overseethe annual Chapters Officers Conference and to havean activerolein planning additional
leadership training activities throughout the year; (2000)

Plan membership recruitment activitiesin conjunction with the President; (2000)

Providedirect |leadership to astrategic priority of the association as determined by the Board of Trustees;
(2000)

Act as aresource for the fall workshop coordinators in collaboration with the respective regional and
associate trustees; (2000)

Provide a report following each meeting or substantive action of the Board of Trustees or Executive
Committeetothemembership-at-large. (2000)

Treasurer. TheTreasurer functionsin overseeing all fiscal affairsof the Association and in other capacities defined
by the Board of Trustees. Generally, the following areas are of concern to the Treasurer:

1

3

serving asthe primary liaison between the Board of Trustees, regions and the chapters and the Controller
of the Association with regard to financial affairs;

assisting in the preparation of the annual budget of the Association for presentation and approval to the
Board of Trustees; and,

preparation of afinancial report for consideration by the House of Delegates at the Annual Meeting.

Trustees-at-L arge. Each of thetwo Trustees-at-L arge serveson the Board of Trusteesfor aperiod of two years, one
elected each year at the Annual Meeting. The roles and responsibilities of the Trustees-at-L arge shall include the
following: (2001)

1

9

TheTrustees-at-Large shall represent all AM SA members, affiliate members, and chapterstothe Board of
Trustees.

The Trustees-at-Large shall assist the President in communicating with Regional Trustees on areas of
concern to medical students and on activities of the Association.

The Trustees-at-Large shall coordinatefall workshop programming concerning AMSA' s Strategic I nitia-
tives.

The Trustees-at-Large shall be responsible for preserving the PPP by proposing through resolutions,
deletions of out-of-date language, and by ensuring consistency among different sections of the PPP.
Corrections of grammar can be done with approval of the board, aslong as the changesto the PPP that do
not change the intent of the PPP.

TheSenior Trustee-at-Large(STAL ) shall serveastheChairpersonandtheJunior Trustee-at-Large(JTAL)
shall serve asthe Vice-Chairperson of the House of Delegates.

The STAL shall, with the assistance of the JTAL and the approval of the President, select the Reference
Committees, Nominations Committee and Credential s Committee of the House of Del egates.

The STAL shall serve on any committee of the Board of Trustees dealing with membership issues.

The JTAL shall represent the A ction Committees during the June and November meetings of theBoardin
the absence of a Action Committee Trustee.

The JTAL shall represent the Interest Groups on the Board of Trustees.

Regional Trustee. The Regional Trustee serves asthe official representative of aregion to the Board of Trustees.
The functions of the Regional Trustee encompass the following general areas:
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1 communication with local chapter officerson areas of concernto medical studentsand on activities of the

Association;
2 coordination of regional meetings and fall workshops;
3 coordination of the annual membership drive on the regional level with the chapter officers;
4 formulation, development and administration of the programs for the region determined by the members

within theregion;

5. representation of regional concerns to the deliberations of the Board of Trustees;

6. coordination of Delegatesfrom theregionin policy deliberations of the House of Delegates at the Annual
Meeting; and,

7. serviceasaresourcetoregional membersforinformationabout, or contact with, all level sof theorgani zation.

8 for two monthsafter theel ection of thenew Regional Trustee, National Officers, Graduate Trustee, Premed

Trustee, and Action Committee Trustee, the outgoing Board memberswill assist and orient the new trustee
to their responsihilities.

Associate Regional Trustee. Inaddition tothe Regional Trustee, each region electsan Associate Regional Trustee.
Theresponsihilities of that individual are determined jointly by the Regional Trustee and the Associate Trustee. In
the event of resignation by the Regional Trustee, the Associate Regiona Trustee automatically assumes the
responsibilitiesof the Trustee (Bylaws—Article VI, Section 5).

Premed Trustee. The Premedical Trustee and Associate Premedical Trustees have the following functions:

1 development and maintenance of the premed chapters at the local level;
2 representation of concerns of the premedical student membership to the Board of Trustees;
3 service as aresource to premedical student members of the Association for information about or contact

with levels of the organization;

4, facilitation of meetings of premedical members of the organization at the annual meeting;

Selection of the Regional Trustees and Associates. The procedurefor election of theregional representativeis|eft
to the discretion of the members of theregion attending the Annual Meeting. Each chapter in aregionwill cast one
votein the election of aRegional Trustee (Bylaws—Article V11, Section 4). Newly elected Regional Trusteesare
expected to attend the first Board of Trustees meeting immediately following the Annual Meeting.

Selection of the Action Committee Trustee. Applicationsfor thepositionof Action Committee Trusteewill besolicited
inthespring of theyear. Candidatesfor thepositionof Action Committee Trusteemust beactivemembersof AMSA.
Theapplicationswill bedistributed as part of the Official Call. Theelectionswill beheld at the Annual Meeting as
specifiedintheBylaws. (1999)

Selectionand Eval uation of the Director of Student Programming. Applicationsfor theposition of Director of Student
Programming will besolicitedinthefall and winter of theyear. Candidatesfor the Director of Student Programming
must be active membersof AMSA. Applicationswill bedistributed as part of the Official Call. The positionwill be
filled by acommittee composed of the Executive Director, the National President, the outgoing Director of Student
Programming, the outgoing Action Committee Trustee, and the outgoing Action Committee Chairs. (1997)(1999)

TheDirector of Student Programming'sperformancewill beeval uated by the ExecutiveDirector and Board of Trustees
at the November Board meeting.

Reports of the Board of Trustees. In addition to the reportsto be written and published in an official publication of
the Association (Bylaws-Article XX1), each member of the Board of Trustees shall compose an Annual Activities
Report that summarizes his/her activities, and detailshisher financial expenditures.

In the case of the National Officers, thisreport shall be included in the Del egates Handbook.
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In the case of the Regional Trustees, thisreport, one per Trustee, will beincluded in the Delegates Handbook and
published asafinal edition of the Regional newsdl etter to bereceived by the Regional contactsat | east thirty (30) days
prior to the Annual meeting. A copy of thereport shall be placed in anotebook, one per Region, containing copies
of past reportsof Regional Trusteesfromthat Region. Thenotebook will beretained by the Regional Trusteeduring
the year and passed on to his/her successor at the Annual meeting. In Regions with more than one Trustee, one
report may be submitted, provided thisreport accurately reflectstheactivitiesand expendituresof all Trusteesinthe
Region. Inadditionto asummary of activitiesand expenditures, the report of the Regional Trustee should contain
an assessment of the general state of the Region and should reflect the Trustees dealings with each of the chapters
inthe Region.

Inthe case of the Associate Regional Trustee, their year-end report will be submitted in January and included inthe
Delegates Handbook. In addition, the Associate Regional Trustees will submit an interim report to the Board of
Trustees before the November Board meeting.

In the case of the Action Committee Trustee to the Board of Trustees, thisreport shall beincluded in the Delegates
Handbook and be distributed to national leadership at least thirty (30) days prior to the Annual meeting.

One copy of each report shall beretained at the National Officefor reference.

Legidative Affairs Director. The Legislative Affairs Director will educate the membership on health policy and
legidative issues, represent the Association to federal and local legislative bodies, advocate for the Association's
positions in other policy arenas, and train the membership in the legidlative process. General functions of the
Legidative Affairs Director include, but are not limited to:

1 serve as the primary Association contact for all health policy and legislative issues;

2 educate and train the membership in health policy issues and the legidlative process through lobby days
to coincidewiththe Annual Meeting inthe Washington, DC area, through periodiclegidative conferences
at the Association, and through regular informational bulletins distributed to the officers, trustees, and
members of the Association; and,

3 maintain, through theL egidlative AffairsOffice, ahealth policy internship programavail ableto Association
members for the purpose of directly training medical studentsin the federal legidative process.

ThelL egidativeAffairsDirector shall takeaone-year | eaveof absencefrom his/her medical trainingtoserveinafull-
time capacity with the Association. Remuneration intheform of asalary ispaidtothe Legidative Affairs Director,
commensurate with the sum received by afirst-year postgraduate resident in the Washington, DC area.

Inaddition, the Legislative Affairs Director (LAD) isresponsiblefor:

1 developing, with theinput and cooperation of the National President, the Executive Director, and the out-
going LegidativeAffairsDirector, aL egislative Agendato present tothe Board of Trusteesat the JuneBoard
meeting; and,

2 reporting to the Board of Trustees at each Board meeting by presenting adetailed report on the state of the
Legidative Agenda.

TheL egidative AffairsDirector's performancewill beeval uated by the Executive Director and Board of Trusteesat
the November Board meeting.

The American Medical Student Association will develop a Political Leadership Institute (PL1), administered and
executed by the LAD. ThePLI will consist of fifteen medical studentswho apply through acompetitive application
process. They will betrainedinpolitical leadership, theexact content of whichwill bedetermined by theLAD. Funding
for the PL1 will consist of funding for materials, communicationsand afew speakers. Travel will befunded by each
participants school and housing will be provided in the AMSA townhouse.

Graduate Trustee. The Graduate Trustee has the following functions:
1 coordinating the activities of the Association's graduate membership;

2 acting as liaison between the Board of Trustees and the Alumni Network of the Association;
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3 facilitation of meetingsof graduatemembersand organi zation of thegraduate caucusat theannual meeting;
and, (1997)
4, attending the Board of Trustees meetings and the Annual Convention.
P. International Trustee. The International Trustee has the following functions:
1 development and maintenance of the international chapters at the local level;
2 representation of concerns of the international student membership to the Board of Trustees,
3 serve asaresource to international affiliate members of the Association for information about, or contact
with, levels of the organization; and,
4 facilitation of meetings of international members of the organization at the annual meeting.
Section 11. Committees of the Board of Trustees
A. ExecutiveCommittee. TheExecutive Committeeconsistsof thePresident, VicePresident, Senior Trustee-At-Large,

Treasurer, one Regional Trustee and the Action Committee Trustee. The President-Elect serves as an ex-officio
(nonvoting) member. Thefunctions of the Executive Committeeincludethefollowing aress:

1
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coordination of the activities of the Association and presentation of recommendations to the Board of
Trustees on such activities,

assistance in implementing all policies established by the Board of Trustees and/or House of Delegates;

service as members of any other committees and/or task forces which the Board of Trustees deems
appropriate;

supervision of al fiscal affairs of the Association;

approval and justification of all income solicited for the Association;

supervision of all expenditures;

preparation of recommendations for the Board of Trustees and/or Executive Committee on budgetary
priorities;

compilation of reimbursement guidelines for expensesincurred in activitiesrelated to the Association;
resolution of disputes which may arise in reimbursements of staff and students; and,

preparation of an annual financial report which shall include income and expenditures for the current and
previousfiscal years. Thereport shall beinaneasily understandableformwithspecial itemization of National
Officer, Regional Trustees, Fall Workshop, and Action Committee budgets. Thisfinancial statement shall
be reviewed by the Board of Trustees and published in one of the official publications of the Association,
which circulatesto the Membership-at-L arge, between thirty and sixty days prior to the Annual Meeting.
This statement shall also be included in the Delegates Handbook at the Annual Mesting.

B. Other Committees. TheBoard of Trusteesmay establish committeestoreview aparticular areaof concern, based upon
priorities, goals and objectives, or because of specific problemsin need of in depth consideration. The Board of
Trustees appoints Coordinators for a specific area of concern to work with the Board in formulating policy and

programs.
Section I11. Action Committees and Issue Response Groups of the Association
A. Action Committees

1 Action Committee Formation: Action Committeesrepresent thelong-term, broad, ongoing organizational

prioritiesof the Association, asdefinedinthe Constitutionand Bylaws. Action Committeesmay becreated
throughaconstitutional amendment submittedtotheHouse of Del egatesby five(5) or moreactivemembers
of the Association. Creation of anew Action Committee must be accompanied by a Statement of Goals,
Meansand Purpose, aswell asajustificationtotheHouseof Delegatesof theinstitutional needfor andfiscal
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impact of anew Action Committee. Theconstitutional amendment must receiveanaffirmativevoteof atleast
two-thirds(2/3) of thedel egates present and voting. Membershipisopentoall membersof the Association.

Action Committee Maintenance: It is the responsibility of the Board of Trustees to maintain quality
assuranceof ActionCommittees. Assuch, theBoard of Trusteesshall review theperformanceof each Action
Committee at each meeting, and shall make recommendations and actions needed to maintain the viability
of each Action Committee.

ActionCommitteeReview: The Steering Committeeshall review theprogressof each Action Committeeat
each meeting. Atsuchmeetings, the Chairsof each Action Committeeshall submit areport ontheactivities
of their committeefor review, containinginformation on theprogressof projectsaswell asactivitiesfor the
Annual Meeting and other events of interest.

a After thecompletion of their review, the Steering Committee shall submit areport tothe Board of
Trustees detailing the progress and problems encountered with each Action Committee. (1997)

b. At the Fall meeting of the Action Committees, the Steering Committee shall formulate proposed
budgetsfor thefollowing year, in order to assist the Treasurer in providing for the funding of the
ActionCommittees. (1997)

C. If aActionCommitteeisfoundtobedeficientinitsperformance, theChairwill benotified andwarned
of thisdeficiency. If at the next meeting of the Steering Committee this deficiency has not been
remedi ed, thenthe Steering Committee must consider other actions, such aslimiting their funding
inthefuture based on their performance. (1997)

Advocacy Action Committee: The Advocacy Action Committee shall function under the same rulesand
regulationsmaintai ned for theother Action Committees, butitscompositionshall beregul ated by theHouse
of Delegates. The Advocacy Committeeshall becomposed of four (4) Committeeson, WomeninMedicine,
Minoritiesin Medicine, Leshian/Gay/Bisexual/Transsexual Peoplein Medicine, and Disabilities. Each of
theseCommitteesshall havetwo (2) Coordinatorswhichfunctioninall other aspectsasProject Coordinators
withinother Action Committees. TheseCommitteesshall assumethetasksassignedtoaAction Committee,
including project devel opment, newsl etter distribution, and Convention programming. The Coordinators
of each Committee shall be el ected from the members of that Committee at the Annual Meeting, with one
Coordinator elected each year to serve atwo year term of office. Both coordinatorswill attend thetwo (2)
general meetings of the Action Committeesin conjunction with meetings of the Board of Trustees. Each
Advocacy Committee shall beallotted an appropriateamount of programming timeat the Annual Meeting
in order to hold a student caucus. (1998)

Advocacy Action Committee Formation: Advocacy committees represent long-term, broad, ongoing,
important groupsof studentswhich areunderrepresented, disempowered or otherwisein need of advocacy
and avoice. Advocacy Committees may be created through a constitutional amendment submitted to the
House of Delegates by five (5) or more active members of the Association. Creation of anew Advocacy
Committee must be accompanied by a Statement of Purpose, Goals and Means, aswell asjustification to
the House of Delegates of theinstitutional need for and fiscal impact of anew Advocacy Committee. The
constitutional amendment must receive an affirmative vote of at least two thirds of the delegates present
and voting. Membership isopen to all members of the Association. (1998)

B. Issue Response Groups

1

Issue Response Group Formation: |ssue Response Groups represent the short-term priorities of active
members of the Association. | ssue Response Groups are created through majority passage of aResolution
of Internal AffairssubmittedtotheHouseof Delegatesaccompanied by a“ Statement of Purpose, Goal sand
Means.” Membership is open to all members of the Association. An Issue Response Group may also be
created during the year with unanimous agreement of the Executive Board of the Action Committees, with
such funding asis necessary coming from a discretionary pool maintained by the Board. The resolution
which creates the Issue Response Group must specify the positions needed for operation of the Issue
Response Group, atimelinefor any activitiesor projectsto cometo completion and adetailed budget with
resources thought to be necessary for the efficient operation of the Issue Response Group.
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| ssueResponse Group Maintenance: | ssueResponse Groupswill beauthorizedfor aone-year period, during
whichtimethey areexpectedtoaccomplishtheir stated goal sthrough thosemeansoutlinedintheir enabling
statement of Purpose, Goals and Means. |ssue Response Group maintenance is the responsibility of the
ExecutiveBoard, andtheir reportsshall beprocessed and monitored asstated abovefor Action Committees.
Additionally, theDirector of Student Programming shall act astheChair of all | ssue Response Groupscreated
for the current year, and shall be responsible for selecting those I ssue Response Group Coordinators who
shall attend meetings, as well as assisting the Executive Board in the budgeting for the Issue Response
Groups.

3 | ssue Response Group Reauthorization: Toinstill withinthel ssueResponse Groupstheenergy, enthusiasm,
and commitment of themembership-at-large, and to avoid possibl e stagnati on effectsof institutionalization,
those seeking reauthorization after one year must submit anew statement of Purpose, Goalsand Meansto
the House of Delegates.

a Legidation to reauthorize an Issue Response Group should address the manner in which the
group’ sresponsibilities have been met. It must outline what aspects of the | ssue Response Group
mandate another year, and are sufficiently important to require extension beyond theinitial year.
The resolution must also address whether the initiatives of the | ssue Response Group cannot be
better represented withintheframework of aAction Committee. L astly, the ExecutiveBoard must
concur intheir report that the | ssue Response Group should bereauthorized. All of thesecriteria
must be met in order to justify to the House of Delegates an extension of one year.

C Statement of Purpose, Goals and Means (PGM)

1 Definition of PGMs: A Statement of “ Purpose, Goalsand Means’ will definethe lssue Response Group’s
mission. Itwill includeat aminimum, butisnot limited to:

a A clearly stated“ Purpose”, using newly legislated or currently existing Princi plesto definespecific
health-related, medical, social, educational, etc. issue(s) that the |ssue Response Group plansto
address. In essence, the Purpose will define the I ssue Response Group’ s mandate.

b. A “Goa"” stating anticipated objectives. Goal, asused here, refersto projected accomplishments.

C. An explanation of the “Means’ and methods by which the above-mentioned goal is expected to
berealized.

d. Documentation demonstrating that i ssueswhich the l ssue Response Group addressesare met best
under the aegis of an Issue Response Group, and showing that other means, including existing
I ssue Response Groups, Action Committees, AMSA Foundation projects, and other structures
have been reasonably examined and determined to be unsuitable.

e A scheduleof deliverables, listing timelinesand activitiesto becompl eted by suchtime, tomeasure
the progress of the Issue Response Group.

2 Uses of PGMs: A statement of “Purpose, Goals and Means’ shall be required for:

a Creation of new |ssue Response Groups.
b. Reauthorization of Interest Response Groups.

Functions of Action Committees

1

Required Functions. Action Committeesshall function to provide opportunitiesfor becominginvolvedin
the Association in areas of general concern to AMSA. They shall be obligated to fulfill the minimal
responsibilitieslisted bel ow:

a provision to the membership of newsletters each year, noting the projects and activities of the
Action Committee, aswell asarticlesfor AMSA Focus;

b. provision of educational programming at the National Convention;

C. promotionandreview of AM SA’ sPoliciesasspecifiedinthe PPP, specifically asthey relatetothe

Action Committee’ sarea(s) of interest;
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d. promotion of AMSA Foundation projects relating to the Action Committee’ s area(s) of interest
through newsletters, programming and/or The New Physician;

e submission of year-end reports by Action Committee Chairs for inclusion in the Delegates
Handbook;
f. attendanceof the Chairsat two (2) general meetingsof the Action Committees, inconjunctionwith

meetings of the Board of Trustees, aswell astwo (2) meetings of the Executive Board;

0. attendanceof Project Coordinatorsat two (2) general meetingsof the Action Committeesand | ssue
Response Groups, in conjunction with meetings of the Board of Trustees;

h. provisionof aforumfor networking at organizational meetingsat Annual Conventionsand Spring/
Fall workshops;

i. development of and funding for Projects that reflect the mandate of the Action Committee.

Optional Functions: Inaddition, Action Committeesmay haveother functions. Ineval uatingthem, optional
consideration may be given, but isnot limited to:

a provision of aforumfor opendiscussionof AM SA’ sPrinciplesrelatedtothe Action Committee’ s
interest, with afocus on revising obsol ete ones and contributing to the devel opment of new ones
for consideration in the House of Delegates;

b. provisionof avehiclefor social support and opportunitiestoidentify other medical studentshaving
common interests;

C. provision of opportunities to edit or contribute written articles to the newsdletter of The New
Physician;

d. familiarizing memberswith other organizationsrel ated to the Action Committee’ sinterest;

Advaocacy Board: A specia functionof theAdvocacy Action Committeeshall beto coordinatean Advocacy
Board. This Board, made up of representatives from each Committee of the Advocacy Committee, the
Advocacy Committee Chair, the Director of Student Programming, the National President, and one
representative from the Board of Trustees, shall function in the evaluation of and extension of resources
available for student advocacy within the Association. They shall aso investigate legitimate complaints
by students to Association, and provide whatever means possible for redress.

Newslettersand Publications: Each Action Committee shall havethe opportunity to publish newslettersas
they seefit throughout the year. The number and timing of such newsletters shall be determined by the
budgetary resourcesavailable. Inaddition, spacewill beset asidein TheNewPhysicianfor articlesof interest
to the general membership. Where applicable, confidentiality shall be maintained for the mailing lists of
Committeenewsletters.

E Functions of |ssue Response Groups

1

Required Functions:. The functions of each Issue Response Group shall be specifically stated in their
statement of Purposes, Goals, and Means. Ceratin basicfunctionsshall berequired of each | ssue Response
Group:

a supervision by the Director of Student Programming, who shall serve as the Chair of all Issue
Response Groups;

b. submission of ayear-end report to the House of Delegatesdetailing theprogressmadeinfulfilling
the PGM statement;

C. submission of resol utionsappropriateto thework completed by the I ssue Response Group during
the year;

d. attendance at those meetings the Director of Student Programming deems necessary for the

completion of the goals of the I ssue Response Group.
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2

Optional Functions: These functions shall be designated by the resolution creating the Issue Response
Group, in conjunction with the support of the Director of Student Programming.

Action Committee/l ssue Response Group Liaison Position

1

Description of Action Committee/l ssue Response Group Liaison Position

a The Action Committee/l ssue Response Group Liaison must be acurrent member of AMSA and,
preferably, an active member of a Action Committee/l ssue Response Group of AMSA.

b. TheA ction Committee/l ssueResponse Group L iai sonswill beappointed by eachlocal medical and
premedical chapter. TheAction Committee TrusteeandtheDirector of Student Programmingwill
be responsible for recruiting these individuals from chapters which do not appoint liaisons.

C. TheDirector of Student Programmingwill coordinatethe A ction Committee/l ssueResponse Group
Liaison mailings, including collating the information, soliciting reports, and making mailings as
necessary from the National office.

d. A meeting of al Action Committee/lssue Response Group Liaisons will be held at the Annual
M eeting of the Association and will be attended by the Executive Board. The Action Committee
TrusteeandtheDirector of Student Programmingwill direct thismeeting andfacilitateinteraction
between the Issue Response Group and Action Committee leaders and the chapter Action
Committee/l ssue Response Group Liaisons.

Action Committee/l ssue Response Group Liaison Timeline

The Director of Student Programming shall construct atimeline for communication with and selection of
Action Committee/l ssue Response Group Liaisons, and shall submit thistimelinetothe Steering Committee
at their initial meeting for approval.

Section 1V. Action Committee Chairs

A.

Selection of Chairs. One(1) Chair for each Action Committee shall be selected at the Annual Meeting as specified
inthe Bylaws.

Responsibilitiesof theChair. TheChair of each A ction Committeeshall functionasanadministrator andinformation

sourcefor each Action Committee. Their responsibilitiesinclude, but are not limited to the following:

1

2

10.

Attendance at two (2) general meetings of the Action Committees and Issue Response Groups, in
conjunctionwith meetingsof theBoard of Trustees, aswell astwo (2) meetingsof the Steering Committee;

Providing for the budgeting and resource allocation for al Projects within each Action Committee, and
assuring that such guidelines are adhered to;

Solicitation and editing of materials for newsl etters and The New Physician;

ReportingtotheBoard of Trusteesboth orally andinwriting at each general meetingthestatusof all Action
CommitteeProjects;

Submission of a final report to the House of Delegates, detailing the accomplishments of the Action
Committee throughout the year;

Communication with Project Coordinatorsin atimely fashion;

Coordinating all activities of the Action Committee for the Annual Meeting, including speakers and
programmingtime;

Bringing forward all views of membersto the Board of Trusteesthrough the Action Committee Trustee.
Attendance at Strategic Planning meetings of the Board of Trustees. (1998)

Sitting on committees of the Board of Trustees, asdeemed appropriate by the Executive Committee of the
Board of Trustees. (1998)
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Section V. Administration, Projects and Interest Groups of the Action Committees

A.

Action Committee Administration. Each Action Committee (other than Advocacy) shall beadministered by aboard

consisting of the Action Committee Chair and up to five Committee Coordinators. Thisboard will oversee projects
and activities pertaining to the Action Committee, as mandated by a consensus of the board.

Selection of Committee Coordinators and Projects.

1

The Global Health Action Action Committee will be composed of three focus groupswhich will continue
towork intheseareas—international health, occupational and environmental health, and health and human
rights. These focus groupswill consist of: (2000)

a Two committee coordinatorsfor the International Health Focus Group. (2000)
b. Two committeecoordinatorsfor theOccupational and Environmental Health FocusGroup. (2000)
C. One committee coordinator for the Health and Human Rights Focus Group. (2000)

TheAction Committeechair will not need to haveaparticular focus. Intheevent that acoordinator cannot
befound for aparticular focus group, the chair will be responsible for appointing a coordinator and, until
then, continuing any projects that focus group oversees and making sure that there will be avote for the
unfilled positionthefollowing el ection year. (2000)

Committee Coordinators (other than Advocacy): Applications for the Committee Coordinator shall be
solicited as part of the Official Call, with the selection process occurring at the Annual Meeting during
Standing Commiteeorganizational time. Themembersof theAction Committeeshall choosethe Committee
Coordinatorsby majority vote. Nogreater thanfive Committee Coordinatorsshall be chosenby each Action
Committee.

Projectsand Project Coordinators: Applicationsfor projectsshall be advertised and solicited aspart of the
Official Call. Each project must haveanindividual whowill serveasthe Project Coordinator for thecoming
year. The board of each Action Committee will then review the projects and present them at the Annual
M eeting duringindividual ActionCommitteeorganizational time. A majority voteon each project shall then
accept or reject the project as one of the Committee's projects for the coming year.

Responsibilities of Committee Coordinators and Project Coordinators.

1

Committee Coordinators: Committee Coordinatorsresponsibilitiesshall include, but shall not belimitedto,
thefollowing:

a communicatevianews etters, telephone, e-mail, listserveandletterswiththemembersactiveinthe
ActionCommittee.

b. communicatewith other Coordinators, Action Committee Chairsand National Officersregarding
AMSA projects, policy and related matters.

C. Overseeand assist projectsof the Action Committee, asdirected by the Action Committee Chair.

d. promote Action Committee policies, themes, programs and projectsto the AM SA membership.

e attend two (2) general meetings of the Action Committee leadership in conjunction with the
meetings of the Board of Trustees.

f. coordinate Action Committee activities at the fall workshops and the Annual Meeting.

0. publish Action Committee resources and information viathe Internet and in AM SA newdl etters/
publications.

h. inconjunctionwiththeAction Committee Chair, submit asection of anannual report tothe House

of Delegates for consideration on a"For Information Only" basis.

Project Coordinators. Project Coordinator responsibilities shall include, but shall not be limited to, the
following:

a develop aplan and budget for their project within thirty (30) daysof the Annual Meeting that will
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be approved and modified by the administrative board of the Action Committee as deemed

appropriate.

b. promotetheir project to the AMSA general membership.

C. submit articlesregarding their project at least twice for publication on the Web site or in AMSA
publications.

d. communicatewiththeboard of the Action Committeeregularly andin atimely fashion regarding

the progress of the project.

e submit an annual report to the House of Delegatesfor consideration on a"For Information Only"
basi s concerning the progress and accomplishments of their project.

D. Interest Groups. Sincetherearemany situationsin AM SA whereasmall group of studentsrequiringlimited resources
cometo the Association, asking for help, theHouse of Del egatesmay createat itsdiscretion I nterest Groupsthrough
resolutions.

1 Each Interest Group shall be authorized by the House for a period of no more than two years. During the
interim period between meetings of the House of Delegates, Interest Groups may be formed by a2/3 vote
of the Executive Board of the Action Committees. Any Interest Group formed in this manner must submit
aresolution for authorization to the House of Delegates at the next Annual Meeting. Approval of this
resolution is hecessary to continue as an Interest Group. (1998)

2 Interest Groups shall be provided these resources:

a Access to the Internet (Web pages, list servers) as necessary for communication;
b. Access to space in the newsdletters of the Action Committeg;
C. Dissemination of information through other AM SA publications.

3 Lists of interest groups shall be advertised through AMSA publications to the membership.

4 All Interest Groups must have a designated coordinator. Specifically:

a Interest Group Coordinatorswill beelected by their respectivegroupsof interested studentsat the
Annual Meeting. If an Interest Group does not select acoordinator in this manner, the Director
of Student Programming (DSP) will appoint one. |f the DSPcannot findamember willingtoserve
asthe Interest Group Coordinator, the Interest Group will be considered defunct. (1998)

b. Thedutiesof thelnterest Group Coordinator include, but are not limited to, periodically updating
the AM SA web page, making any necessary announcementswithin the newslettersof the Action
Committees, and reportingtothe DSP. (1998)

C. Interest Group Coordinatorsshall report directly to the DSP through written monthly reportsand
awritten year end summary. (1998)

Section VI. Executive Board of the Action Committees

A. Purpose: TheA ction CommitteeChairs, Action Committee Trusteesand Director of Student Programming shall form
an Executive Board for the purpose of administration of Action Committees and Issue Response Groups. This
Executive Board shall functioninthe budgeting of fundsfor the coming year, aswell asstrategic planning for future
issues. The Executive Board shall also beresponsiblefor oversight of the budgeting and resource allocation for the
Action Committees and |ssue Response Groups. Lastly, the Executive Board shall function in the planning and
facilitation of general meetings of the Action Committees and | ssue Response Groups.

B. Structure, Meetings, and Responsibilities

1

TheExecutiveBoard of the A ction Committeesshall becomposed of the A ction CommitteeChairs, theAction
Committee Trustee, and the Director of Student Programming. The President of the Association shall be
an ex officio member of the Executive Board, empowered to break ties when necessary in voting.
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TheExecutiveBoard shall meetinconjunctionwithall general meetingsof the Action Committeesand I ssue
ResponseGroups, andinadditionshall meet two (2) timesyearly in conjunctionwiththeExecutive Committee
of the Board of Trustees, in order to monitor the function and effectiveness of the Action Committeesand
Issue Response Groups.

The Executive Board shall be responsible for these areas:

a Projects
1 Allocation of funding and other resources to projects within each Action Committee.
2 Monitoring of function of Action Committee projects.

3 Coordination of a report of all project status for the Action Committees and Issue
Response Groups and the Board of Trustees at every meeting.

4 Assistance with the development of inter-Action Committee projects.

b. Programming

1 Coordinateoverall Action Committee programming for the National Meeting.

2 Contact and coordinate programming by the Action Committees and |ssue Response
Groups at regional workshops.
Allocate funds for programming and activities at the Annual Meeting.

4 Advertise and oversee elections of new Chairs and Project Coordinators at the Annual
Meeting.

C. Communiceations

1 Establish and maintain a Action Committee/l ssue Response Group network for usein
quick dissemination of information.

2 Contact with each Project Coordinator and Committee Chair beforemeetingstoidentify
urgent needs or complaints.

3 Overall coordination of submissions to The New Physician.

4, Oversight of the publication of individual Action Committee newsletters.

5. Facilitating creation of new I nterest Groupsand | ssue Response Groupswhen necessary.

Responsibilitiesof the Director of Student Programming. Thedutiesof the Director of Student Programming (DSP)

shall include, but are not limited to, the following:

1

To act as chair of all 1ssue Response Groups and oversee their administration, budgets, and operations.
(2001)

Tooverseethelnterest Groupsandto help coordinate accessto theinternet, newsl etters, or other resources
deemed necessary for the dissemination of information. (2001)

ToactalongwiththeJunior Trusteeat L argetorepresent thel nterest GroupstotheBoard of Trustees. (2001)

To coordinate programming at the National Convention with the Action Committees, | nterest Groups, and
on other topics as deemed necessary. (2001)

To act asthenational resourcefor the Action Committees, Interest Groups, and for projectsand initiatives
on the local level including soliciting and obtaining resources for projects, coordinating fundraising,
advertising, and other programming areasin order to hel p these groups achieve their programming goals.
(2001)

Tocoordinatethetraining of, and communi cation withlocal chapter membersto hel p organizeindependent
projectsonthelocal level. (2001)
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7. Towork withtheRegional Trusteesand Action Committeel eadershipto createadatabaseof activeprojects
that occur at each local chapter. (2001)

8 To aid in the distribution of information through newsletters, listserves, and The New Physician about
Action Committee and Interest Group projects as well as other opportunities and deadlines of which the
membership should beaware. (2001)

9. Torepresent theinterestsof theAction Committeesand I nterest Groupstothemembershipasawhol e. (2001)

10. To report to the Board of Trustees both orally and in writing on the status of 1ssue Response Groups and
initiatives (Strategic Priorities) that are being coordinated by the DSP. (2001)

11 Towork with AMSA Regional Workshop Coordinatorsto facilitate their training in planning, organizing,
and executing their Regional Conference and to act as a resource through this process. (2001)

12 Toplanandfacilitate, alongwiththeAction Committee Trustee, the Juneand November Action Committee
Planning M eetings. (2001)

13 To coordinate the application for, and administration of the AMSA liaisons with input from the relevant
ActionCommitteelL eadership. (2001)

D. Evaluation of the Director of Student Programming (DSP): The DSP position shall beeval uated after thecompletion

of thesecond DSP'sterm by agroup consi sting of thefollowing: thecurrent ExecutiveBoard, Past Action Committee
Trusteesand thePast Director of Student Programming. TheDSP positionwill beeval uated for further enhancement
aswell asto analyze the benefit of the additional student position in office.

Section VII.

Liaisons of the Association

The Association maintainsformal liaisonswith several organizationsto promote effective cooperation and to provide them
with the medical student perspective.

A. Purposes of the Relationship

1 to promote broad consideration of issuesin medical education, health care and health care delivery;
2 to promote the consideration of policy of the Association as set forth in the Preamble, Purposes and
Principles of the American Medical Student Association; and
3 to facilitate the devel opment of inter-organization programs and activities of mutual benefit.
B. Fundamental Liaison Positions

The Associati on recogni zes theimportance of maintaining aworking relationship with the following organizations
and resolves to maintain a current liaison position with each of these organizations:

AAFP—American Academy of Family Physicians
AAMC—Association of American Medical Colleges
AAP—American Academy of Pediatrics
ACOG—American College of Obstetriciansand Gynecol ogists
ACP—American Collegeof Physicians
ACS—American Collegeof Surgeons
AMA—American Medical Association
AMWA—American Medical Women's Association
AOA—American Osteopathic Association
APHA—AmMmerican Public Health Association
GLMA—Gay and L eshian Medical Association
LCME—Liaison CommitteeonMedical Education
NBME—National Board of Medical Examiners
NMA—National Medical Association
SNMA—Student National Medical Association
SOMA—Student Osteopathic Medical Association
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Creation of Liaison Positions

1

Theabove-mentioned liai son positionswill exist asthecoreof AM SA'sliaisons, and, assuch, will continue
toexistfromyear toyear. (1998)

Any member of the Association may submit a proposal to develop a liaison position with another
organization. These proposals should be submitted by April 30. The proposal must include a statement
of goalsfor the year's contact with the outside organization as well as a statement of the reason for the
establishment of the liaison. The member must also complete an application for liaison as below. The
proposal will bereviewed by the Communi cationsand Liai sons Committeeand approved or rejected by the
Board of TrusteesinconjunctionwiththeDirector of Student Programming (DSP) at the Juneboard meeting.
(1998)

Any outside organization may solicit AMSA for possible establishment of a liaison position with their
organization. Such proposal will bereviewed by the Communicationsand Liai sonsCommitteeand approved
or rejected by theBoard of Trusteesin conjunctionwiththeDSP. Until suchtimeasthepositionisapproved
andfilled, communi cationwith theoutsi deorgani zationwill bemaintai ned throughtheofficeof theDSPand
theNational President. (1998)

The House of Delegateswill make recommendationsto the Board of Trusteesat its discretion concerning
the creation and maintenance of certain liaison positions. (1998)

Selection of Liaisons

Any member of the Association is encouraged to apply for aliaison position. (1998)

Theliaison positions mentioned in Part B require adetailed working knowledge of the Association and its
policies. They will therefore be appointed by the Board of Trusteesin conjunctionwiththe DSPat the June
board meeting. (1998)

All other liaison positions, both those requested by members and those requested by other organizations,
will befilled by anapplication process. Candidateswill besolicited during and after theNational Convention.
Each candidate must submit aliai son application, obtainablefrom the national office, which will includea
statement of goalsfor theyear. Applicationsshouldbepostmarked or receivedinthenational officenolater
than April 30for theone-year termbeginninginJune. Applicationswill bereviewed by the Communications
and L iai sons Committee and approved or rejected by the Board of Trusteesin conjunction withthe DSP at
the June board meeting. (1998)

Intheeventthat thereareno applicantsfor aliai son positionwhichtheAssociationand theBoard of Trustees
have determined isavital contact for the Association, candidates will be solicited for that position by the
DSP, the Communi cations and Liaisons Committee, and the Board of Trustees. If no candidate isfound,
communicationwith that organization will be maintained by the DSPand/or the National President for that
year. (1998)

Intheevent that thereareno applicantsfor aliai son positionwhichthe Associationfeel sisnot avital contact
for the Association, that position will beterminated. (1998)

Intheinterest of fairnessandinclusion, itispermissiblefor amember to serveinmorethanoneliaison position
at atimeonly if there are moreliaison positionsavailabl e than interested members, or with the approval of
the Board of Trustees. (1998)

Liaisonswill benotified of their new positionsandwill receiveacongratul atory | etter and aliai son handbook
as soon as possible after the June board meeting. (1998)

Term of Liaison Positions

All liaison positionswill befor aone-year term from June of one year to June of thefollowing year. (1998)

Administration of Liaisons

1

The Communicationsand Liaisons (C& L) Committee of the Board of Trusteeswill beresponsiblefor the
administration of all liaisonswith outside organizations. (1998)
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C&L,theDSP, and the National President will bear theresponsibility for communicating with theliaisons
throughout theyear, with the co-chairsof thecommitteeserving ascoordinators. Thecommitteewill notify
the new liai sons as soon as possi bl e after the June board meeting with a congratul atory letter and aliaison
handbook, detailing theresponsibilitiesof aliaisonasbelow. Thecommitteewill alsodivideupthevarious
liaisons and notify each of them asto who their contact personisfor theyear. (1998)

C& L will update the liaison handbook as required by changesin the Constitution and Bylaws, Structure,
Function, and Internal Policy, and Preamble, Purposes, and Principles of the Association. (1998)

C&L will review every liai son position each year with respect toitsfunctionwith theother organization, the
necessity of the relationship with the other organization, and its adherence to the purposes of liaisons as
stated in part A. (1998)

The House of Delegateswill make recommendations at its discretion to the Board of Trustees concerning
the administration of theliaison positions. (1998)

Responsibilities of Liaison Positions

1

Liaisonswill serveaone-year termfromtheir appoi ntment at the Juneboard meetinguntil thefoll owing board
meeting. (1998)

Inorder to adequately represent the Association, liaisonswill needto beconversant withthe PPP, especially
those portions which pertain particularly to the organization with which they aretheliaison. (1998)

Liaisonsareresponsiblefor providing boththenational officeandtheir contact onthe Communicationsand
Liaisons Committee with current contact information, including address, tel ephone, and e-mail addresses
where applicable. They will beresponsiblefor notifying these parties of any changesin thisinformation.
(1998)

Liaisonswill beresponsiblefor providing at | east two reportsto the Association during the course of their
term.

a Thefirst will beto the House of Delegates, to be delivered to the national office or postmarked no
later than January 10 of theyear, and will detail the activities of the other organization and of the
liaison until that point in the year, including a summary of what theliai son has learned about the
host organization and areport on the annual meeting of the other organization if it has occurred
between June of the previous year and the time the report is due. (1998)

b. The second report will be an end-of-term report to the Board of Trustees to be delivered to the
national office or postmarked no later than April 30 of theyear. Thisreport should detail, among
other things, the activities of the other organization and the activities of theliai son throughout the
courseof theyear, aswell asareport ontheannual meeting of theother organizationif it hasoccurred
between the January report and the year-end report. The year-end report should also include
recommendationsfor continuation or di scontinuation of theliai sonrel ationship. Other topi csmay
beincluded at the discretion of theliaison. (1998)

Liaisonswhofail tofulfill their responsibilitiesmay beremoved at thediscretion of the Communicationsand
Liaisons Committee and the Board of Trustees. (1998)

Termination of Liaison Positions

1

Terminationof liaison positionswill beat thereguest of either organi zationwithwhichtheliai sonisinvolved.
(1998)

When aliaison position not mentioned in part B and not determined to be of any valueto the Association
isnot filled by the application process, that position may be terminated by C&L.

The House of Delegates may recommend termination of liaison positions to the Board of Trustees at its
discretion. (1998)
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l. Funding of Liaisons

Funding of liai sonswill beencouraged fromtheother organi zationstowhichtheliai sonsareappointed. Thisfunding
will be contingent on the submission of the two reports as detailed above in part G. Failure to discharge the
responsibilities of aliaison, including submission of reports, will be grounds for withholding of funding. (1998)

J AM SA Representativestotheboardsof theNational Board of M edical Examiners(NBM E) andtheNational Resident

Matching Program (NRMP). (2000)

1

Section VIII.

The purpose of the above listed board representatives will be similar to that of our fundamental liaison
positions. (2000)

Theboard positionstothe NBM E and NRM Prequireadetail ed working knowledge of the Associationand
its policies. Given theimportance of these positions, it will befilled by the National President during his/
her terminoffice. (2000)

In the event that the National President isunabletofill the above board positions, the replacement will be
selected and approved by the Executive Committee of the Board of Trustees. (2000)

The AM SA board representativeto NBM E and NRM P must adhereto all policiesrelating to fundamental
liaison positions. (2000)

Termination of the AMSA Representative to the NBME and NRMP will be at the request of either
organizationwithwhichtheliaisonisinvolved. Specifically, theAM SA Executive Committeemaintainsthe
authority to review the performance of the AM SA Representative and take any necessary action to ensure
that the Association is being appropriately represented. (2000)

Funding of the AMSA Representative will be encouraged from the organizations to which they are
appointed. (2000)

Structure of the Regions

Thegeographic breakdown of theregionsisdetermined by theHouse of Del egates(Constitution—ArticlelV, Section2). The
region servesasthefocal point for articulating the concerns of medical studentsfrom agiven geographic areaof the country.
Theten (10) regions of the Association are geographically distributed as follows:

Regionl

Regionl|

Boston University

BrownUniversity

University of Connecticut

Dartmouth University

Harvard University

University of Massachusetts

McGill University - Montreal, Quebec, Canada
New England COM

Tufts University

University of Vermont

YaeUniversity

Memorial University of Newfoundland

Albany Medical College

Albert Einstein College of Medicine
ColumbiaUniversity

Corndl University

Mount Sinai School of Medicine
UMDNJ- Newark

New Y ork Medica School
New Y ork University

University of Puerto Rico
University of Rochester

Robert Wood Johnson Medical School - Piscataway

a4



Robert Wood Johnson Medical School - Camden
StateUniversity of New Y ork—Buffalo
StateUniversity of New Y ork—Brooklyn

State University of New Y ork—Stony Brook
State University of New Y ork—Syracuse
SophieDavisCUNY Medical School

Ponce

Universidad Central Del Caribe

NewY ork COM

New Jersey SOM

Regionlll George Washington University
Georgetown University
Howard University
JeffersonMedical College
Johns Hopkins University
University of Maryland
University of Pennsylvania
M CP Hahnemann School of Medicine
University of Pittsburgh
Pennsylvania State University
TempleUniversity
Uniformed ServicesUniversity
PhiladelphiaCOM
EasternVirginiaMedical School
University of Virginia
Medical Collegeof Virginia
Marshall University
West VirginiaUniversity
WestVirginiaCOM

RegionlV Case Western Reserve University
University of Cincinnati
Northeastern Ohio University
Medical Collegeof Ohio
Ohio State University
Wright State University
OhioUniversity COM
University of Michigan
Michigan State University
Wayne State University
Michigan State COM

RegionV WakeForest University School of Medicine (formerly Bowman Gray Univ.)
DukeUniversity
East CarolinaUniversity
Emory University
University of Florida
Medical Collegeof Georgia
Mercer University
University of Miami
Morehouse School of Medicine
University of North Carolina
Medical University of South Carolina—Charleston
University of South Carolina—Columbia
University of South Florida—Tampa
Florida State University (Branch of University of FL)
NOV A SoutheasternMiami SOM (1994)
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RegionVI Chicago Medica School
University of Chicago
University of Illinois—Champaign
University of lllinois—Chicago
University of Illinois—Peoria
University of Illinois—Rockford
IndianaUniversity—Indianapolis
IndianaUniversity—Bloomington
Loyola Stritch School of Medicine
Northwestern University
Rush Medical College
SouthernlllinoisUniversity—Carbondale
SouthernlllinoisUniversity—Springfield
University of Wisconsin
Medical College of Wisconsin
ChicagoCOM

RegionVII University of Alabama
University of Arkansas
L ouisiana State University—New Orleans
L ouisiana State University—Shreveport
Meharry Medical College
University of Mississippi
University of South Alabama
University of Tennessee
Tulane University
Vanderbilt University
East Tennessee State University
University of Kentucky
University of Louisville
Pikeville College—Schaool of Osteopathic Medicine

RegionVIII Creighton University
University of lowa
University of Kansas - Kansas City
University of Kansas - Wichita
Mayo Medical School
University of Minnesota—Duluth
University of Minnesota—Minneapolis
University of Missouri—Columbia
University of Missouri—Kansas City
University of Nebraska
University of North Dakota
University of South Dakota
Saint LouisUniversity
Washington University—St. Louis
Des Moines University College of Osteopathic Medicine
KirksvilleCOM
Kansas City COM

RegionIX Baylor Collegeof Medicine
University of Oklahoma
University of Oklahoma—Tulsa
University of Texas—Galveston
University of Texas—Houston
University of Texas—San Antonio
University of Texas—Southwestern
TexasA& M University Collegeof Medicine
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Texas Tech University
OklahomaCOM
TexasCOM

Region X University of Arizona
University of California—Davis
University of California—Irvine
University of California—L osAngeles
University of California—San Diego
University of California—San Francisco
University of Colorado
University of Hawaii
LomaLindaUniversity
University of Nevada
University of New Mexico
University of Oregon
University of Southern California
Stanford University
University of Washington—Seattle
WAMI—Bozeman (Branch of Washington—Seattle)
WAM I—Fairbanks (Branch of Washington—Seattl€e)
WAMI—Pullman (Branch of Washington—Seattl€)
WAMI—M oscow (Branch of Washington—Seattle)
University of Utah
Western University of Health Sciences
University of California—Berkeley
Touro University College of Osteopathic Medicine

Premedical Chapters

Regionl University of New England (1995)
HarvardUniversity (1996)
RadcliffeCollege (1996)

Boston University (1998)

University of Connecticut (1998)

University of Massachusetts (1999)
Massachusetts Institute of Technology (2000)
BrandeisUniversity (2000)

University of New Hampshire(2001)

Trinity College @ Connecticut (2001)
TuftsUniversity (2001)

Northeastern University (2001)

Regionl| Princeton University
StateUniversity of New Y ork—Binghamton
BrooklynCollege (1993)
Collegeof Natural Sciences, Univ. of Puerto Rico (1994)
ColumbiaUniversity (New Y ork, NY) (1994)
New Y ork Institute of Technology (1995)
RutgersUniversity (1995)
University of Puerto Rico (1996)
Cayey University College (1996)
Hunter College—CUNY (1996)
New Y ork University (1997)
I nteramerican University of Puerto Rico (1998)
FordhamUniversity (1999)
Rider University (1999)
St. Joseph's College (2000)
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University of Puerto Rico—Bayamon University College (2000)
Cornell University (2001)

SyracuseUniversity (2001)

State University of New Y ork @ Stony Brook (2001)
Rutgers@Newark (2001)

Regionlll University of Pittsburgh
George Washington University (Washington, D.C.) (1994)
University of Pennsylvania(Philadel phia, PA) (1994)
Haverford College (1995)
DickinsonCollege (1997)
JohnsHopkinsUniversity (1999)
M CPHahnemann SOM (2000)
University of Virginia (2000)
CollegeMisericordia (2000)
Eastern College (2000)
IndianaUniversity of Pennsylvania(2001)
TempleUniversity (2001)

RegionlV University of Michigan
Case Western Reserve University (1993)
Miami University (Ohio) (1993)
Ohio StateUniversity (1995)
Ohio University, College of Osteopathic Medicine (1996)
Cleveland StateUniversity (1997)
ColumbusStateUniversity (2001)
Wilmington College(2001)
Wayne State University (2001)
CalvinCollege(2001)

RegionV GeorgiaInstitute of Technology
University of Florida—Gainesville
University of Central Florida(Orlando) (1993)
Albany State College (Albany, GA) (1994)
Pembroke StateUniversity (1994)

Stetson University (1994)

Barry University (1994)

Savannah State College (1995)
Floridalnternational University (1995)
Nova Southeastern University (1995)
University of South Florida (1995)
AugustaCollege (1995)

Johnson C. Smith University (1997)
VaenciaCommunity College (1998)
Oxford Collegeof Emory University (1999)
University of Georgia (1999)

University of Miami (2000)

State University of West Georgia (2000)
Emory University (2000)

University of North Florida (2000)
FloridaStateUniversity (2000)

Berry College(2001)

RegionVI Northwestern University
University of Wisconsin—Milwaukee
I1linoisBenedictineCollege (1995)
Michigan State University (1995)
Marquette University (1997)

48



RegionVII

RegionVIII

RegionIX

Region X

Rose-Hulman Institute of Technology (1997)
Tri-StateUniversity (1997)

Anderson University (1999)

University of Wisconsin—LaCrosse (1999)
LoyolaUniversity of Chicago (1999)

Butler University (1999)

IndianaUniversity—Purdue University, Indianapolis (2000)
Western Michigan University (2000)
SouthernlllinoisUniversity—Carbondal e (2000)
McKendreeCollege (2000)

North Central College (2000)
NortheasternlllinoisUniversity (2001)

University of l1linois @ Urbana/Champaign (2001)
IndianaUniversity/Purdue University @ Fort Wayne (2001)

Vanderbilt University (Nashville, TN)
University of Kentucky (1997)

Mississippi State University (1999)
University of L ouisiana—L afayette (2000)
AuburnUniversity (2000)
CentreCollege(2001)

Tennessee State University (2001)

University of Missouri—Kansas City (1995)
University of Missouri—Columbia (1997)
Creighton University (1996)

Black HillsStateUniversity (1996)

Kansas State University (1998)

University of lowa (1998)

University of Minnesota (1998)

Truman StateUniversity (1999)
CarletonCollege (2000)

University of Nebraska@ Lincoln (2001)

TexasA & M University (1996)

University of Texas—Austin (1997)
University of Oklahoma—Norman (1997)
McMurry University (1999)
AbileneChristian University (1999)
TexasTech University (1999)
Hardin-SimmonsUniversity (1999)
OklahomaStateUniversity (2000)

Lamar University (2000)

TexasA&M University @Kingsville(2001)

University of California—Berkeley

University of California—Davis

University of California—Fresno

University of California—LosAngeles (1995)
University of California—SanDiego (1997)
University of Colorado at Denver (1995)
CdliforniaState University—Fullerton
CadliforniaStateUniversity—Sacramento (1995)
CdliforniaStateUniversity—Bakersfield (1998)
Sacramento City College (1996)

University of Puget Sound (1997)
OregonHealth SciencesUniversity (1997)
CadliforniaPolytechnic StateUniversity (1997)
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Mesa State College (1997)

San Diego StateUniversity (1998)

University of Southern California (1998)
Western Oregon University (1999)

Evergreen StateCollege (2000)
CdliforniaStateUniversity—L osAngeles (2000)
CaliforniaState University—Northridge (2000)
BrighamY oung University (2000)

Oregon State University (2000)
BoiseStateUniversity (2001)
CdliforniaStateUniversity @ San Bernadina (2001)
ArizonaStateUniversity (2001)

University of California@ Riverside (2001)

ForeignAffiliate

San Juan Bautista School of Medicine—Puerto Rico

Ross University School of Medicine—Dominica, West Indies (1993)
St. Georges sUniversity School of Medicine—Grenada, West Indies (1993)
American University of the Caribbean (1995)

Universidad Autonomade Guadal gjara, School of Medicine, CCON.A.S.A. (1997)
SabaUniversity School of Medicine (1998)

Universidad Central del Este (1998)

Flinders University of South Australia (1998)

University of the West Indies (1998)

Sackler School of Medicine (1999)

BenGurionUniversity (1999)

Spartan Health Science University (2000)

University Collegeof Dublin (2000)

Kigezi International SOM (2000)

Universidad |beroAmericana(UNIBE) (2000)

St. Matthew'sUniversity (2000)

Central AmericaHealth SciencesUniversity (2000)

University of Health Sciences Medical School—Antigua (2000)
Universidad de Monterrey (2000)

University of AnkaraFaculty of Medicine (2000)

Istanbul University CerrahpasaMedical Faculty (2000)

Hacettepe University Faculty of Medicine (2000)
American|nternational School of Medicine (2001)

Medical University of the Americas (2001)

Trinity College@Dublin, Ireland (2001)

Royal Collegeof Surgeons (2001)

International University of the Health Sciences (2001)

Section 1X. Structure of Local Chapters

Thelocal chapter servesasthe official representative body of constituent membersto the national organization. All medical
studentsenrolledinan accredited all opathi c or osteopathic United Statesmedical school areeligiblefor “ active” membership
(Bylaws—Articlel, Section 1). Thestructureof thelocal chapter isdetermined by thelocal members; however, chaptersare
encouraged to formulate an organizational structure according to guidelines set forth by the House of Delegates.

A. Chapter Officers. Although the chapter structure varies according to local need, the House of Delegates requires
that each chapter of the Association select a Chapter President, aChapter L egislative Representative, and aChapter
Action Committee Representative. Thecreation of other officesand positionsisat thediscretion of thelocal chapter.

B. Responsibilities of Chapter Officers. All dutiesand responsibilitiesfor each of the chapter officersare determined
by membersof thelocal chapter. However, the Houseof Del egates, in order to maintaincommunicationandfacilitate

50



G

activitiesof the Association, requirescertain minimal functionsto beaccomplished by thelocal officers. Thefunctions
of the chapter officersare asfollows:

1 provideongoing feedback tothe Regional Trusteeand national officersontheconcernsof chapter members
relative to policy, programs and activities of the Association;

serveasthefocal point for communicatinglocal chapter activitiestothenational officeand Regional Trustee;
coordinate programs and activities at the chapter level;

coordinate the annual membership drive; and

o~ w0 DN

facilitate activity within the chapter and communicate through periodic chapter meetings to discuss and
review issues of concern to medical students.

6. be active membersof the Association in good standing at thetime of or within 30 days of their electionand
duringtheirtermof office. (1998)

Responsibilities of Chapter Liaison. The primary functions of the Chapter Liaison are asfollows:

To serve as the primary contact for the national office in the receipt and distribution of pertinent information and
materials relating to the organization and issues of concern to medical students.

Responsibilities of the Chapter L egislative Representative. The Chapter Legidlative Representative serves asthe
primary contact for the Coordinatorsof National and StateL egislativeAffairs. Thefunctionsof theChapter L egidative

Representativeinclude, but are not limited to:

1 distribution of informationrelativeto all aspectsof | egislation received fromthenational officetomembers
of the Association and other medical students;

2 serveasthefocal point for communicatingall pertinent | egisl ativeproposal sintroduced at thelocal and state
level to the national office; and,

3 facilitate activity by members of the Association at the chapter level relativeto | egislation proposed at the
national, state and local level.

Responsibilities of the Chapter Action Committee Representative

The Chapter Action Committee Representative serves as the primary distributor of information concerning the
activitiesand projects of the Action Committees, | ssue Response Groupsand I nterest Groups. Thefunctionsof the
Chapter Action Committee Representativeinclude:

1 subscribing to the Chapter Action Committee Representativelistserv to receiveall updatesconcerning the
activities of the Action Committees, | ssue Response Groups and Interest Groups;

2 serving as the focal point for information gathering and distribution to the local chapter of information
concerning thenational and local activitiesof the Action Committees, | ssue Response Groupsand I nterest
Groups,

3 regularly perusing the information available on the AM SA web site and distributing and promoting that

information at thelocal level; and,

4, Chapter Action Committee Representativeswill be strongly encouraged to attend the Annual M eeting and
becomefamiliar withtheactivities, projectsand policiesof theAction Committees, | ssue Response Groups
and Interest Groups.

Chapter Officer Selection. TheHouseof Delegatesencouragestheel ection of all chapter officersinan openmeeting
of local members. Thenational officeshouldbenotified by theoutgoing chapter liaisonimmediatel y upontheelection
of new chapter officersin order to expedite the flow of information to the official chapter representative.

Chapter L egidlative Representative Sel ection. TheChapter Legidlative Representativeshall bethecoordinator of the
Legidative AffairsCommittee (LAC) at each chapter asoutlined in Section V11, Article D. At chapterswheresuch
amember isnot available, the Chapter Officer shall becomean honorary member of LAC and serveasthe LACNET
Contact her/himself.
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Section X. Annual Meeting

Thepurpose of the Annual Meetingisto provideaforumfor the consideration of issues pertinent to heal th care, medical care,
medical education and health caredelivery. Numerouseducational programs, often participatory in nature, areoffered. This
isamajor opportunity for the members of the Association to meet other medical and health science studentsfrom throughout
the United States. From time to time, other student health professional groups and health-oriented groups schedule their
conventions and/or annual meetingsto coincidewith AMSA’s Annua Meeting, which servesto enrich the discussionsthat
take place. All AMSA members are encouraged to attend and participate in the Annual Meeting. In addition, the House of
Delegates meets during the Annual Meeting to formulate the policy of the Association and elect the national officers.

A. Annual Meeting Siteand Date Selection. After reviewingpossiblesitesfor the Annual Meeting, theBoard of Trustees
selects a date and location three years in advance. The need for such advance selection is due to the number of
participants and the actual physical needs for holding such alarge meeting. Every attempt is made to offer the
membership geographic parity in site selection. Any member may submit suggestionsto the Board of Trusteesas
to possible sites for the Annual Meeting.

TheAnnual Meetingisusually heldin March and, whenever possible, isscheduled so asto avoid religiousholidays.
The Annual Meetingwill be held at fully accessible locations, as defined by the Americanswith Disabilities Act of
1990. (1997)

B. TheOfficial Call. All chapter officersand chapter liaisonsreceivethe“ Official Call” one hundred and twenty days
(120) days prior to the schedul ed date of the Annual Meeting (Bylaws—Article X, Section 8). The purpose of the
“Official Call” istoprovideinformationonfunctional aspectsof themeeting. Contentsinclude: general convention
information; theprocessfor policy formulation; examplesof resol utionformats; informationfor potential candidates
for national and regional office; thefunctionsof the Del egate(s) and reference committees; theprocessfor Delegate/
Alternate Delegate certification and representation in the House of Delegates; and a calendar of events, including
deadline dates for submission of amendments and resolutions.

In the event any chapter failsto receive the“ Official Call” according to the above guidelines, that chapter shall be
granted aminimum of thirty (30) daysto meet any deadline set forth withinthe“ Official Call.”

C Financial Assistanceto Members Attending the Annual Meeting. The Association attemptsto assist with available
resources the Delegate(s), Alternate Del egates and/or individual membersin defraying coststo attend the Annual
Meeting. The Association does make every effort to obtain reasonabl e housing rates and provide some meals. In
addition, the Association will provide the option of food that does not contain meat at those meals provided.
Information on possible sources of revenueisprovided to thelocal chapters, through the“ Official Call.” Toavoid
undue burdens on local chapters, the Association does incur the costs for Trustees and National Officers.

Section XI. Structure and Functions of the House of Delegates

TheHouseof Del egatesservesastheofficial policy-formulating body of the Association. TheHousee ectsthenational officers
and considers and takes action on any proposed amendments to the Constitution and Bylaws; the Preamble, Purposes and
Principles; and the Structure, Functions and Internal Policy of the American Medical Student Association. The House of
Delegates meets once per year during the Annual Meeting, unlessa* special” meetingiscalled (Bylaws—Article X, Section
8).

A. Composition of the House of Delegates. Each chapter of the Association is authorized to send one (1) Delegate to
the House of Delegates for every two hundred (200) active members of the chapter or fraction thereof (Bylaws—
ArticleX, Section 1). Thenumber of active membersat any given chapter isdetermined seventy-five (75) daysprior
to the Annual Meeting by the national office so that chapters have adequate time to select the Delegate(s) and to
solicit financia support for those members. Students who join the Association after the deadline date and prior to
the Annual Meeting are considered in the following year’ s membership tabulation for each chapter. Full graduate
membersare entitled to delegatesin the House of Delegates on the basis of one (1) vote per region per 500 graduate
members, (SeeConstitution, ArticleV).

All AM SA membersstudyingat foreign medical school swhoareinattendanceat the Annual Meeting areencouraged
to form acaucusto select anonvoting member of the House of Delegates. Such a nonvoting member would have
aright asspecifiedinBylaws—ArticleX, Section2. Graduatedel egateswill bechosenat thebeginning of the Annual
Convention by general caucusof all graduatememberspresent at the Convention. Votingwill takeplaceonaregional
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basi s, withthedel egatebeing sel ected by amgj ority vote. Graduatemembersmay serveasdelegatesonly intheregion
inwhichthey areemployedinaresidency or fellowship program. If nomembersare present fromagivenregion, no
delegate will be seated in the House of Delegates from that region.

Each region of the Association isauthorized to send one premedical ex-officio delegate to the House of Delegates.

Delegate Selection. TheDelegate(s) serveasthelocal chapter’ sformal representative(s) to the House of Del egates.
Although the national organization cannot dictate the process of selection for Delegates at the local chapter level,
all chaptersareencouragedto maintainanopenandfair policy of Del egatesel ection. Asgeneral guidelines, theHouse
of Delegatesencourageslocal chaptersto call ameeting of themembership aminimum of thirty (30) daysprior tothe
Annual Meetingtoselect their Delegate(s). Any activemember may serve asaDelegatefor alocal chapter. Graduate
delegatesmay namethree(3) alternatesfor eachvoting del egate. Alternateswill besel ected by the sasmemethod used
for selection of delegates. Alternatesmust be participating in aresidency or fellowship programintheregion from
which they are selected.

In addition to the Delegate(s), each chapter may name three (3) Alternate Delegates for each designated del egate.
One(1) DelegatesHandbook will bedistributed to each Del egate, whil e extracopiesand updated resol utionswill be
availablefromthe Credential sCommittee upon entering thefloor of theHouse. During the proceedingsof theHouse
of Delegates, only one individual may be seated per authorized position. The national office is notified of the
Delegate(s) and Alternate Delegates selected by local chapters through the “Delegate Certification Forms’
distributedwiththe" Official Call.” All theDelegatesfor achapter must be certified by theChapter President. Graduate
Delegatesand Alternate Del egateswill compl ete Del egate registration formsand becredential ed at thefirst opening
session of the House of Delegates.

Each Foreign Affiliate Chapter, asdescribed by Articlell, Section 1 of the Bylaws, shall be entitledto oneex-officio
member in the House of Delegates of the Association as well asthree (3) alternate delegates. One (1) Delegates
Handbook will beissued for each designated nonvoting member. Thecaucusof AM SA membersstudying at foreign
medical schools will certify their selection of nonvoting members and alternates to the Credentials Committee
Chairperson.

Delegate Responsibilities. The primary responsibility of each Delegate/Alternate Delegateisto present the views
of his’her chapter beforethe House of Delegates. Each Del egateis sent information approximately twenty-five (25)
days prior to the Annual Meeting about the organization and all proposed resolutions and amendments to be
considered by the House of Delegates. Before the Annual Meeting, it isthe responsibility of the Delegate(s) and
Alternate Delegatesto become familiar with the policy of the Association. It isthe responsibility of the Delegates
and Chapter Officerstocall ameeting of thechapter at thistimetoreview al pertinentitems. All proposed amendments
and resolutions must be reviewed with members of the Chapter in order to adequately represent their viewpoints.

Section XII. Policy of the Association

The policy of the House of Delegates is contained in three separate documents, entitled The Constitution and Bylaws, The
Preamble, Purposes and Principles, and the Structure, Functions and Internal Policy of the American Medical Student
Association. These documents may be amended by resolutions submitted to the House of Delegates at the Annual Meeting.

A.

The Constitution and Bylaws. The governing documents of the Association are The Congtitution and Bylaws.
Amendmentstothe Constitution (ArticleV1) and Bylaws(Article X V1) are submitted to the House of Delegatesfor
consideration and action at the Annual Meeting.

The Preamble, Purposesand Principles. Adoptedin 1976 by the House of Del egates, this document contains major
“external” policy positionsof the Associationand should bereferred towhenever membersor staff represent AM SA
inanofficial capacity. Amendmentsare submitted tothe House of Delegates (Bylaws—Article X, Section 10) and
arereferred to as Resolutions of Principle.

TheStructure, Functionsand Internal Policy. Thisdocument containsguidelinesand readily avail ableexplanations
of how the Association operates. Like The Preamble, Purposesand Principles, thedocument istheofficial policy of
the House of Delegateson mattersrelated to the“internal” affairsof the Association. The guidelines set forth under
the direction of the House of Delegates are implemented by the Board of Trustees. Amendments are submitted to
the House of Delegates and are referred to as Resolutions of Internal Affairs.
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Section XIII. Policy Formulation of the Association

The" Officia Call” detail sthe processby whichmembersmay makeamendmentstotheCongtitution (ArticleVI), Bylaws(Article
XVII)andthetwopolicy documents. Deadlinesaremaintainedtoall ow adequatetimefor local chapterstoreview all resolutions,
amendments and reports submitted to the House of Delegates for consideration. The Board of Trustees accepts only those
resol utionsof anemergency natureafter thedeadlinedate, since chaptersand membersmust be given adequatetimetoreview
the issues under consideration by the House of Delegates.

A.

Referral of Resolutions. All amendments and resolutions will be referred by the Chairperson of the House to an
appropriate Reference Committee. The Reference Committeesthen hold “open” sessionsto hear testimony on all
proposed amendments and resolutions.

Parti ci pation by Membersinthe Reference CommitteeHearings. Theimportanceof member parti cipationintestimony
before Reference Committees cannot be over stressed. The Reference Committee sessions are used for in depth
discussion of theissuesreflected in amendments, resolutions and reports submitted to the House of Delegates. A
policy of opennessismaintainedin hearingsof theReference Committees, and any individual may present viewpoints
for consideration at the designated “ open” sessions. During “closed” sessions, any individual may be present to
hear the deliberations of the Reference Committee. However, individuals not on the Reference Committee may not
participateor makecommentsuntil subsequent “ open” sessions. Furthermore, thedeliberationsfollowingthe* open”
sessions will be “closed.”

Regional Responsibilitiesin Policy Deliberations. Attheregularly scheduled regional meetingimmediately prior to
the Opening Session of the House of Delegates, each region reviews all submitted amendments, resolutions and
reports. Regionsusually assigntheir membersto attend specific Reference Committeesin order to optimally provide
input into the deliberations on the issues under consideration. The regions also receive the final reports of the
Reference Committees before they are officially presented to the House of Delegates. Theregionsusually review
the reports and discuss the actions Delegates may take in the actual meetings of the House of Delegates.

Delegate(s) ResponsibilitiesintheHouse of Delegates. Itistheresponsibility of theofficial Del egate(s) totakefinal
action on the Reference Committeereports. Although any Delegate may speak out in support of or oppositionto any

part of any Reference Committeereport, itisprimarily withinthe chapter meetingsprior to the Annual Meeting and
within theregional meetingsand Reference Committee hearingsat the Annual Meeting that in depth discussion and
debate of theissuestakesplace. No smoking is allowed on the floor of the House of Delegates.

ReportstotheHouseof Delegates. TheHouseof Delegatesannually receives, fromthePresident, Treasurer, Board
of Trustees, Coordinatorsand/or Committeesandthe ExecutiveDirector, reportsof pertinencetotheir responsibilities.
Reportsaresubmitted “ For Information Only” totheHouseof Delegates. TheHouseof Delegatesdoesnot consider
“recommendations’ as listed in the reports. Recommendations must be submitted to the House of Delegates as
separate Constitutional and/or Bylaws amendments, Resolutions of Principle or Resolutions of Internal Affairs.

Implementation of Association Policy. In order to allow the policies of AMSA to be implemented in a manner
appropriate to its resources, the House of Delegates entrusts the Board of Trustees with the responsibility for
implementation of al policies established by the House of Delegates. These policies in addition will guide the
legidative action of the Association, asimplemented below.

1 The L egislativeagendaof the Association will consist of thefollowing permanent, persistent issueswhich
are most pertinent to medical students: (1997)

a Student Loan Issues: AMSA will address the cost of medical education and the availability of
adequatestudent |oansfor medi cal students. Other aspectsof thisissueinclude, butarenot limited
to, tax credits for student loan interest, improved methods of loan repayment, and innovative
student and school-based financing strategies. (1997)

b. Undergraduate Medical Education: AMSA will address the undergraduate medical education
process, structure, and curriculum. Thiseffort will include, but are not limited to, adjusting the
medical education processto providethemost relevant and beneficial curriculum and atmosphere
for physicians-in-training, revising medical board examination methods when necessary, and
encouraging apublic health and community-based curricula. (1997)
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C. Graduate Medical Education: AMSA will address the graduate medical education process,
structure, and curriculum. This effort will include, but are not limited to, adjusting the medical
education process to provide the most relevant and beneficial curriculum and atmosphere for
physicians-in-training, revising medical board examination methodswhen necessary, and encour-
aging apublic health and community-based curricula. (1997)

d. Residency Work Hours: AMSA will address the particul ar issue of residency work hours. This
effort will include, but arenot limitedto, actingtoimplement, whereappropriate, suchregulations
astheNew Y ork StateBell CommissionLaws. (1997)

e National Health System: AMSA will addresstheinequitiesand shortfalls of the U.S. health care
system. Thiseffortwill include, but arenot limitedto, advocating for asingle-payer national health
plan, working for improved Medicare regul ations, and advocating for greater access for insured
individuals. (1997)

Any additions, amendments, or aterationsto thislegidative agendashall require atwo-thirds affirmative
votein the House of Delegates. (1997)

However, giventhevolatility of political agendas, AMSA'sdaily legislative effortswill be determined by
the LAD based on the prevailing political issues. (1997)

Individuals who seek to change established association policy are encouraged to write resolutions to the contrary.

Section X1V. Advertising Policy Formulation

Thefollowing guidelines are to be used by the Association in formulating advertising policy:

1
2

There should be no statements, verbal or pictorial, that are misleading.

Patients and providers should be portrayed in arespectful and humane manner and not in a stereotyped or
demeaning fashion with respect to age, sex, sexual orientation, race or disability.

Statements of properties, performance, content values, beneficial results, etc. of products should be such
that they can be verified by adequate data in the literature.

Support documentation verifying claims must be submitted to publisher upon request before an advertise-
ment will be accepted for publication.

Nutritional advertisements should not conflict with the U.S. Dietary Guidelines.

Advertisements for special purpose foods must include alist of ingredients and the quantitative nutrition
analysis of the product or offer to supply thisinformation on request. If the advertiser electsto state the
nutritionvalueintermsof RDA’s, aswell asthe quantitative nutrition analysis, current federal regulations
governing nutrition labeling should be followed or thisinformation offered on request.

Theimplementation of the above guidelineswill be the responsibility of the BOT.

Section XV. Review of Association Principles

A.

Theresponsibility for review and revision of Association principlesisageneral onefalling to all the members of
AMSA. However, it shall beaspecific duty of the Action Committeesto periodically review those Principleswhich
might apply to them, and assure they reflect the current views of the membership.

The Chairs of the Action Committees shall present in their first report to the Board of Trustees a short summary of
sections of the Principles which apply to them and which will be reviewed during the year.

Intheiryear endreport, Chairsof the Action Committeesshall li st these Princi plesand noteany actiontaken—whether
it be a project, interest group, or resolution—that concerned those Principlesin question.

Itshall betheresponsibility of the Trustees-At-L argetoperiodically reformat the Principl esof the Associationinorder
to make the organi zation of them more rel evant to the membership.
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Section XVI. Format of Resolutions

All resolutions submitted to the national office for consideration by the House of Delegates are classified as either: (1)
Resolutionsof Principle; (2) Resolutionsof Internal Affairs; (3) Constitutional Amendments; or (4) BylawsAmendments. The
House of Delegates requires that the following guidelines be adhered to for all resolutions submitted for consideration:

1 If amember desiresto submit aproposal with aspectspertainingtoboth* principles’ and “internal affairs,”
two separate resolutions must be  submitted;

2 All proposed resolutions must be accompanied by at least a summary of information supporting the
feasibility of, need for and interest in all activities delineated within the body of the resolution;

3 Amendments to the three documents must adhere to the “ Format of Resolutions’ section outlined in the
“Officia Call”;

4, All proposed resolutions must be neutral in vocabulary with regard to gender, unless a particular gender

is specifically intended; and,

5. The source of al statistics in resolution proposals must be footnoted and a single copy of that source be
availableto the Reference Committee on request.

A. Resolutions of Principle. Any resolution pertaining to aparticular issue or problem related to the external interests
of the Association will be classified asa“Resolution of Principle.” All such resolutions accepted at the sessions of
the House of Delegates are compiled in The Preamble, Purposes and Principles of the American Medical Student
Association.

B. Resolutions of Internal Affairs. Any resolution pertaining to goals, priorities, suggested activities, programs or
projectsand mandates requiring resourcesof the Association will beclassified asa“ Resolution of Internal Affairs.”
All Resolutions of Internal Affairs passed at the sessions of the House of Delegateswill be referred to the Board of
Trustees for consideration and action. The Board of Trustees is responsible for reporting back to the House of
Delegates, at the next Annual Meeting, on action taken regarding each Resolution of Internal Affairs. The report
will be presented to the Delegates by the Chairperson of the House as the Board of Trustees' representative.

C Resolved Sections of Resolutions. The House of Delegates requires that all resolved sections of resolutions be
“freestanding” and without reference to the preceding introductory statement and/or compendium of information.
The House of Delegates al so requiresthat the specific section of the document to be amended be clearly articulated
within the body of the resolved section of the resolution and portions to be superseded be clearly identified for
deletion.

D. Preservation of Introduction Clauses and Indexing of Resolutions. Since the introduction to resolutions often
contains valuabl e information about the author’ sintent, the introduction clauses shall be preserved by the AMSA
national office in a system that makes them easily retrievable. The PPP shall be indexed by subject. In addition,
beginning in 1985, the year of adoption and amendment should be appended to each statement or principle so that
onecanrefer to ThePreambl e, Purposes, and Principlesand seein whichyear any principlewasadopted or amended.
Theabovementioned subject index, aswell astheyear of principleadoption shall beincluded within The Preambl e,
Purpose, and Principles.

E Compilationand Distribution of AM SA Palicy. Thethreedocumentsof theAssociationwill becompiled onanannual
basis and distributed to Chapter Officers and other interested individuals.

Section XVII. Reference Committees of the House of Delegates

All resolutions submitted before the appropriate deadlines will be referred to the Reference Committees and reported to the
Houseof Del egatesduringthe Annual Meetinginwhichthey areintroduced. All proponentsand opponentsof theresolutions
will be given areasonabl e opportunity to appear before the Reference Committee to bring testimony on their position. The
Reference Committeeswill report to the House of Del egatestheresol utionseither as submitted, amended, or rejected, giving
pertinent explanationfor their recommendations. TheHouseof Delegateswill thenadopt, defeat, or amend thecommitteereport.
The resolutions adopted then become the policy of the Association (Bylaws—Article X, Section 10).
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Reference Committee Structure. Each Reference Committee consists of fiveto seven members, preferably with no

more than two members from each region, including a designated Chairperson chosen by the President and the
Chairperson of the House of Del egates, from applications solicited from the general membership. Inorder toavoid
any conflict of interest, no person may be amember of any Reference Committee to which he/she has submitted a
resolution. Reference Committee members are selected on the basis of their objectivity, past experience and
geographic representation.

Reference Committee Responsibilities. Each Reference Committee holds® open” sessionsto hear testimony onthe
amendmentsand resolutionsreferredtoit. 1naddition, Reference Committeeswill be assigned reports submitted to
theHouseof Delegatesona* For Information Only” basis, for review and comment. TheReference Committeeswill
postan“agenda’ sothat memberscan plantheir attendanceat thevarioushearings. TheChairperson of theReference
Committee generally callsfor testimony from regional representatives prior to hearing other testimony, in order to
receiveinput from the greatest number of members. No smokingisallowed during Reference Committee sessions.

Any individual isinvitedto contribute, whether he/she speaksfor aregion, achapter or simply for themselves. Each
Reference Committee must recommend specific action to the House of Delegates on each referred amendment or
resolution. The Committees may not changetheintent of any resol ution; however, they may modify thewording of
resol utionsin concert with opinionsexpressedintestimony. The Committeemay consolidateresol utionswithsimilar
intent. If the Committee membersdisagreewiththeintent of theresol ution based onthetestimony presented tothem,
they may recommend rejection to the House of Delegates. The Reference Committee reports should reflect the
testimony presented, plusa consideration of theresolutioninlight of existing policy and other resolutionssubmitted
for consideration by the House of Delegates.

Section XVIII. Committees of the House of Delegates

In order to enable to the House of Delegates to function smoothly and efficiently, the President and the Chairperson of the
House appoint a number of Committeesto serve for the duration of the Annual Meeting.

A.

Credentials Committee. The Credentials Committee consistsof three active membersof the Association, including
adesignated Chairperson, and functionsto maintain the official roll of those entitled to votein the official business
sessions of the House of Delegates. The Committee also certifiesthat aquorumispresent for the official business
sessions of the House. One of the members of the Credentials Committee al so serves as the Sergeant-at-Arms for
the House of Delegates during the business sessions.

NominationsCommittee. TheNominationsCommitteeconsistsof threeactivemembersof theAssociation, including
adesignated Chairperson, who are not candidates for any national office. The functions of the Committeeareto
ensurethat all candidatesfor national office are active members, to present all identified candidatesto the House of
Delegates during the Open Session and to oversee the electoral process.

Rules Committee. The Rules Committee consists of the President, the Chairperson of the House of Delegates and
theViceChairsof theHouseof Delegates. Thefunction of theCommitteeistoclarify theworking rules of theHouse
of Delegatesfor theofficial businesssessions. The RulesCommitteereportisdistributed prior tothe Annual Meeting
and consists of the following information:

method of Delegate(s) registration;

seating of the Delegate(s) in the House of Delegates;
designation of ex-officio members of the House of Delegates;
use of proxy votes during business sessions;

voting procedures for the election of National Officers;

length of speeches and debate;

N o g DN P

the procedure by which motions and resolutions are introduced for consideration by the House of
Delegates; and,

8 special rulesfor the functioning of the House of Delegates.
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Section X1 X. Candidacy for National and Regional Office in the Association

During the Annual Meeting, the House of Del egates el ectsthe President -Elect, Vice President, Treasurer and one At-Large
Trustee. Theindividual regions elect aRegional Trustee and an Associate Regional Trustee. Applicationsfor National and
Regional officearedistributed to Chapter Officersand Chapter Liaisonswith the“ Official Call.”

A. Applicationfor National Office. Activemembersof the Association may declaretheir candidacy for national office
until the Opening Session of the House of Delegates at the Annual Meeting. However, the House requests that all
eligible members seeking national office maketheir intentions known at the earliest possible datein order to allow
the Delegates adequate time to review the qualifications of the candidate.

B. Applicationfor Regional Office. Candidatesfor Regional Trusteeand AssociateRegional Trusteemust declaretheir
candidacy by the time designated in the election procedures adopted by their region. Regions must specify their
election procedures at thefirst regional meeting at the Annual Meeting.

Section XX. Special Rules of Order

Prior to voting on any resolution or amendment before the House of Delegates, at least one (1) “con” spokesperson and one
(2) “pro” spokespersonshall beallowedto givetestimony beforeanimmediatevotemotion may bemade. |f such spokespersons
are not waiting to give testimony, amotion for an immediate vote may be entertained.

Section XXI. Smoking at AMSA Meetings

No smoking is allowed during meetings of AM SA House of Delegates and Reference Committees, and smoking is strongly
discouraged during regional meetings, chapter meetings, fall workshops and other meetings and programs.

Section XXII. Regarding Public Advocation of the Association’s Principles

We, the members of AMSA, expect that resolutions passed in the House of Delegates and integrated into the Preamble,
Procedures, and Principles(PPP), will bemorethan just awritten document. Wefully expect that personsrepresenting AM SA
will actively pursue the goals and policies stated in the PPP. Persons representing AMSA have both the right and the
responsibility, and are encouraged, to publicly express the convictions of the Association, so long as their actions do not
endanger the Association’ slegal standing, while at the sametime keeping the A ssociation informed of their actionsand their
intent communicated to the Board of Trustees.
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PREAMBLE
of the
AMERICANMEDICAL STUDENT ASSOCIATION

TheAmericanMedical Student Associationisdedicatedtotheimprovement of medical education, healthcare, and healthcare
delivery so that health care may become more persona and holistic in aworld of increasing technology and efficiency. We
definehealthasapositive, dynamic state of physical, mental, and environmental well-being, and therefore, believethat health
care should be oriented toward the achievement of health and not solely atreatment of disease. Health maintenance, then,
becomesabasicresponsibility of al individuals, and health professi onal shecomethe coll eaguesof patientsinthemanagement
and maintenance of health.

We believe that access to quality health careisaright, not aprivilege. Thisimpliesequal accessto equally high standards
of health careregardless of economic status, political beliefs, cultural background, geographic position, race, creed, national
origin, age, sex, sexual orientation, physical handicap, mental handicaporingtitutionalizationfor criminal, medical or psychiatric
reasons. Sinceresourcesare limited, they should be allocated so that they equitably promote the public health; thus, health
care issues must be addressed in the public forum.
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PURPOSES
of the
AMERICANMEDICAL STUDENT ASSOCIATION

The Purposes of the American Medical Student Association are:

To promote improvements in health sciences education so that:

A.

B.

medical education is sensitive and responsive to actual health care needs;
students are treated and trained as individuals interested in health care, not as technicians;
amultiplicity of personal backgrounds and approaches to health care are encouraged;

advances in the biological, natural, and social sciences and their clinical applications are recognized as
fundamental to medical progress and crucial to the delivery of quality medical care;

the educational environment fosters growth of the student as an integrated mental, physical and spiritual
being;

the education environment is non-biased towards medical students and other health care professionals
based ontheir economic status, political beliefs, race, creed, ethnicity, gender sexual orientation, disability
or health status;

creative learning opportunities are provided through experimental, self-directed, and interdisciplinary
programs;

medical education is more accessible to traditionally under-represented segments of our society;
the rights, dignity, and responsibility of the patient are emphasized;

the medical education process helpsfoster individual commitment to public service;

the importance of the role of political processesin formulating health care policy is understood;

there is a deeper understanding of the relationship between pathology and the personal experience of
disease;

theethi cal and phil osophical dilemmasinherent in scientific medical technology arefully andfreely explored;

medical education fostersacompassi onate understanding of substance abuse problemsand mental illness,
with agoal toward reducing their stigmain the profession and for the public at large;

studentsareencouragedto exploreglobal healthissuesand gaininternational and cross-cultural health care
experience;

students are treated as respected members of the medical school community, with distinct rights and
positions of responsibility in that community;

students are exposed to varying models of health care delivery and to the trends influencing health care.
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Improve health services so that:

A.

quality health careservicesarereadily avail ableand accessibletoall regardl essof economic status, political
beliefs, race, creed, national origin, age, sex, sexual orientation, physical handicap, mental handicap or
institutionalization for criminal, medical or psychiatric reasons;

health services provided are responsible to cultural- geographical needs;

health care planning involves participation by recipients and providers;

resources are allocated such that they promote human rather than technological priorities;

the delivery of health careis reviewed to ensure cost and quality effectiveness;

the patient becomes an informed, active participant in health management;

preventive and longitudinal care are accorded high priority;

health care becomes more personal and holistic in aworld of increasing technology and efficiency.
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PRINCIPLESREGARDING MEDICAL EDUCATION—
CURRICULUM DESIGN & CONTENT

The American Medica Student Association:

1 In Regardsto Active and Technical Education
a DISCOURAGEStheexcessiveuseof passivelearning (i.e., lectures) in medical schoolsand URGESthat

activeeducational techniques(e.g., problem-solving, small group discussions, computer aidedinstruction)
bemorewidely utilized. (1988)

BELIEVES that hands-on training opportunities in undergraduate medical education are necessary to
achieve alevel of proficiency in medical procedures, and thusthe earlier that thisisbegun, the greater the
level of proficiency that isattained. (1988)

RECOGNIZESthat supervisionappropriatetotheindividua medical student’ slevel of proficiency isintegral
tomaximizingthelearning processand at thesameti meminimizing thepossibility of morbidity and mortality.
(1988)

ENCOURAGES credentialing to document proficiency in technical skills during undergraduate medical
training. Any medical student who hasrepeatedly demonstrated proficiency inaparticular procedureshould
be allowed to perform that procedure without in-person supervision. (1988)

2 Inregard to Preventive and Community Medicinein the curriculum:

a

URGES that every medical school have required preclinical and clinical curricula in Preventive and
Community Medicine, that content to include, at the minimum, Epidemiology, Biostatistics, Clinical
Preventive M edicine, Community Medicine, and Emergency Medicine; that thiscurricula:

Inregardsto Preventive and Community Medicine, Epidemiology and Biostatistics:
1 emphasizes prevention and health maintenance with holistic medicine asits core;

2 providesinstructionin health care economicsand, in particular, increases students' awareness of
the cost of the care they provide;

3 addresses the issues and relevancy of occupational disease by incorporating instruction in such
areas as occupation, history-taking, common occupational illnesses, and fundamentals of indus-
trial toxicology, including field projects that introduce students to these issues;

4 provides, inthe core curriculum, astructured practical nutrition course, including diet counseling
centered around the patient/student educational aspect of nutrition in health and disease;

5. recogni zestherel evancy of applying preventiveand community medicineprinciplestothemedical
problems of Third World countries;

6. offersquality experiencesintheareasof medical ethics, cultural and linguisticsbarriersto health
care, medical jurisprudence, health care economics, and health care planning, organization and
management;

Inregardsto Emergency Medicine:

1 provides, inthecorecurriculum, trainingin Basicand Advanced Cardiac L ife Support, management
of life threatening emergencies, basic first aid, awareness of Poison Control or other available
references regarding toxic and psychosocial emergencies,
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2 SUPPORT Samedica school curriculumthat providesinstructioninemergency medical techniques
and basic first aid during thefirst year, so that the medical student may be prepared to provide a
service needed in the event of a medical emergency occurring inside or outside the hospital
facilities.

3 SUPPORT Sdevel opment of Emergency Medi cinecurriculum (per American Collegeof Emergency
Physicians guidelines) to be available at all medical schoolson at least an elective basis.

Inregardsto Violence:

1 provides, inthe core curriculum, information regarding violence asapublic healthissue. (1992)
2 stresses:
a the physician’s unique position of and, thus, responsibility for recognition and initial

intervention in cases of child and spouse abusg;

b. education in the prevalence, incidence and interrelatedness of these problems, in
presenting signs and symptoms, and in counseling skills for use in conjunction with
available social services.

URGESthat at | east five percent (or 250 hours) of thecurriculum beallotted specifical ly toteach Preventive
and Community Medicine;

URGESthat all medical schoolshaveadepartment of Preventiveand Community Medicine, oritsequivalent,
withasufficient number of qualified faculty and adequatefinancial support toeffectively teachthematerial;

SUPPORT Seffortstoincreasetheteaching of clinical medicineinambulatory settings, and encouragesthe
linkage of such efforts with programs to provide care to the underserved populations and the medically
indigent. (1986)

SUPPORTS theintroduction of cost awareness into undergraduate and graduate medical education only
if it isintegrated with formal instruction on the physician’s ethical responsihilities to the patient and the
community. (1986)

SUPPORT Samedical school curriculumthat:

In regards to educational experience:

1 develops and supports the interdisciplinary approach through interdisciplinary courses and
experiences, so that members of the various heal th disciplines can devel op habits of cooperation
and mutual respect and understanding with regard to roles, training, education, and expertise;

2 provides, aspart of thecurriculum, informati onand stati sticson rel ati ve special ty and geographi cal
needs for physicians;

3 allows, but doesnat require, individual sto pursueareasof special interest including nontraditional
educational experiences that demonstrate definite educational value;

4, incorporatesformal and effectiveinterpersonal skillstrainingasanintegral part of thepreclinical
and clinical instruction of medical students and residents;

In regardsto medical school curriculum and aging:

1 SUPPORT Seffortsby American Medical Schools(Allopathicand Osteopathic) to makesubstan-
tial improvements in preparing future physicians to serve the needs of this country’s older
population by: (1989)

a Offer ageneral, interdisciplinary introduction to Geriatrics and Gerontology during the
preclinical yearsof medical school, including thecultural and sociobehavioral aspectsof
normal aging, (1986)

70



2

b. subsequently highlight pertinent information regarding the older (both normal and ill)
person with specific lecturesin existing courses, (1986)

C. include active teaching components devoted to the acute and chronically ill elderly
patient during theclinical clerkships, aswell aspost geriatric training, (1986)

d. offerelective(s)inclinical Geriatrics, (1986)
e include Geriatricsasapart of CME coursesin practicing physicians. (1986)

incorporates information about aging and health care for the elderly;

incorporatestraininginthespecial heath careneedsof theterminally ill, including concernsfor psychosocial
issues and symptom control;

In regardsto medical school curriculum and the disabled and rehabilitation;

1

incorporates training of health care professionalsin the specia needs of the disabled, including
skillsrequired to care for the disabled patient;

RECOGNIZES that the physical medicine and rehabilitation is a specialty with a shortage of
physicians; andtherefore, URGES: (1986)

a all medical school stoteach studentsmedical and psychosocial problemsof thedisabl ed.
(1986)
b. all medical schools to consider establishing a department of physical medicine and

renabilitation. (1986)

C. federal funding for thetraining of physiatristsand for researchin physical medicineand
rehabilitation. (1986)

includesrelevant information ontheassoci ation between cancer, genetic damageand radiation—including
exposure from x-rays, the uranium mining and waste disposal, nuclear fallout, and general background
radiation;

In regards to human sexuality and reproduction:

1

teachesin third or fourth year rotationsin OB/GY N the abortion procedure to medical students,
withexemptiononthebasi sof personal principles,inthesamemanner asother surgical procedures
withinthat field. (1994)

incorporates the use of female and male Professional Teaching Associates during the initial
instruction of medical studentsinpelvic, breast, rectogenital , testicular, and prostate examinations,

(1995)
incorporates, in the core curriculum, acomprehensive human sexuality course that:
a provides facts about human sexuality, sexual problems and options for treatment;

b. equipsthe student with adequate diagnostic and therapeutic skills, including the ability
to assess the degree of severity of a patient’s sexual problems;

C. enablesthe student to take a sensitive and appropriate sexual history, and talk comfort-
ably about specific sexual behavior;

d. clarifiesthe student’ s own values regarding sexual behavior, enabling the student to be
comfortable with value differencesin patients.
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g.

4, URGESthe LCMEto accredit only those medical schoolswhich offer thefollowing:

a Didactic training, which excludes observation or participation, in reproductive health
including, but notlimitedtoabortion,in Ob/Gynclerkshipsandinpreclinical years; (1995)
b. Experienceinthesurgical procedureof abortion, including observation of the procedure
itself and the pre-abortion and post-abortion counseling, with exemptions for students
based on personal principle; (1995)
C. The af orementioned training can be received either on or off campus. (1995)
5. URGEStheUSMLEtoincludeitemsregarding abortioninthe Ob/Gyn“ shelf” examinations, and

intheUSMLE Stepll and Step |11 examination. (1995)

In regardsto mental health:

1 incorporatesin the core curriculum training which:

a

emphasizestheinfluence of patients lifestyle and behavior onwidely prevalent chronic
conditions such as obesity, hypertension, atherosclerotic heart disease, non-insulin
dependent diabetesmellitus, and violent traumaand theimportance of thisinterrelation-
ship in providing comprehensive, quality medical careto al patients; (1997)

emphasizesthecentrality of patients'lifestyleand behavior inthetreatment and recovery
from widely prevalent chronic conditions such as those named above;

emphasizesinstruction in how to discuss with patients the role of behavior in recovery
frommedical illnessincluding improving diet, reducing stress, maintaining medication
compliance, and avoiding high risk behaviors such as unprotected sex and gang
membership; (1997)

instructs students during the Physical Diagnosis course in the proper techniques of
obtaining apsychiatrichistory, includingapsychosocial review of systemsand perform-
ing acomplete mental statusexamination. (1987)

2 informsstudentsof themarkedly increased incidence of depression among medical studentsat the
end of the second year and the beginning of thethird year and the generally high risk for medical
students, house officers, and practicing physicians of mental illness and its consequences, e.g.,
alcoholism, drug abuse, divorce, and suicide, and provides elective small-group experiencesto
offer interested studentspeer group support andinstructionin stressreductiontechniques. (1997)

3 recognizesthat thethird year psychiatry clerkship has been shown to havethe greatest impact on
career choice but that the second year course playsacritical role in educating medical students
about the behavioral aspects of medicine as described above. (1997)

4 Regarding curriculumdesign:

a

SUPPORT Sthedevel opment of federal and stategrantsand contractswith medical school sto meet thecosts
of curriculum development projectsto improve the teaching of medical students on subjects of emerging
national concern, such as preventive medicine, nutrition, occupational health, and the heal th needs of the

aged;

SUPPORT Samedical school curriculumthat providesappropriatefaculty trainingintheareasof curriculum
design and communi cation techniques, the adequacy of which to be reviewed through student evaluations
and the accreditation process;

SUPPORTS development of clinical rotations that devote a fair portion of time to teaching patient
communicationand health promotion skills. (1992)
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d. While recognizing the value of optional three-year programs to certain students, OPPOSES rigid and
inflexiblethree-year curriculawhich merely compressthetraditional curriculumintothirty-six consecutive
months, thus depriving students of free choice el ectives, needed vacation periods, and the opportunity for
experiences away from the medical school setting;

e ENCOURAGES the formation of student/faculty groups to address the evaluation and formulation of
curriculum, to clearly define curricula objectives, and to improveindices of student performance;

BEL I EV ESthat cost-of -living ti pendsfor clerkshipsand other experiencesaway fromastudent’ shomemedical center
are not inconsistent with sound educational principles and should be provided for students engaging in such
experiences,

Regarding medi cal educationandthepharmaceutical industry and pharmacy, SUPPORT Samedical school curriculum
that:

a provides formal instruction about the pharmaceutical and medical products industry, including critical
evaluation of the issues of drug development incentives, research quality and independence, regulation,
and communication;

b. provides full disclosure about commercial sources of sponsorship of any medical education program,
whether Grand Rounds or CME;

C. establishes pharmacy and therapeutics committeesin all teaching hospitals to encourage the following:
1 active team practice (joint bedside rounds, pharmacy chart reviews, etc.) involving clinical

pharmacists and physicians in drug use decision-making;

2 establishment of oversight and evaluation mechanisms for prescribing practices of students,
housestaff, and physicians; these mechanismsto include guidelinesfor interaction with industry
representatives in teaching institutions;

3 establishment of hospital formularies which specify drugs, their indications, mode and cost of
administration, and complications;

SUPPORT Samedical school curriculumthat:
a allows advance placement in the basic sciences;

b. allowsadvancement at the student’ sown rate, based on learning and achievement rather than ontime spent
inaparticular areg;

RegardingtheNational Board Examinations:

a URGEStheNationa Board of Medical Examiners(NBME) toreport student performanceassimply Pass/Fail
to both students and state licensing boards, and provide medical schoolswith only a Pass/Fail statistical
evaluation of the performance of their student population asawhole, with no documentation of individual
student scores;

b. URGES each medical schools' faculty to developitsowninternal evaluation process, other than exclusive
use of National Board examinations, utilizing avariety of testing devicesto assess both the cognitive and
non-cognitive aspects of student performance and curriculum quality;

C. OPPOSES the use of National Board Examinationsfor medical school accreditation, residency selection,
student promotion, and as the exclusive mode of curriculum evaluation;

d. In response to the February, 1999, NBME field test, a 350-item full-length computer-based examination
administeredtoexamregistrantsprior totheliveexam, AM SA BEL | EV ESthat NBM E must takethefol lowing
actions: (1999)
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1 guarantee future student representation in decisionsregarding present and future USM L E exams
and future proposed licensing exams. (1999)

2 offer afreefull-length, computer-based practicetest toall 1999 USML E exam registrantsprior to
thelivetest. (1999)

If NBME and AM SA concludethat thefull-length, computer-based practicetestsfor all registrantsarecost
prohibitiveand/or createexcessivestrainontheUSM L E system, AMSA STRONGL Y URGESNBMEtotake
thefollowing actions. (1999)

1 withhold all scorereportsfrom thefield test participants; (1999)

2 track student scoresto evaluate for statistical differences between the students who participated
inthe field test with those who did not; (1999)

3 publicly disclose the results of the above tracking; and, (1999)

4, collaborate with AMSA prior to 1999 testing to develop a plan in the event that statistical

differencesarenotedin examination results. (1999)

OPPOSESthe addition of aStandardized Patient Test (SPT) to the United StatesMedical Licensing Exam
(USMLE). Intheevent that the SPT becomesan USMLE requirement AMSA: (2000)

1 strongly SUPPORT S pass/fail grading of the SPT; (2000)

2 strongly SUPPORT S making the SPT availablefreeor at anominal cost to all medical studentsat
USmedical schools; (2000)

3 strongly SUPPORT Smaking SPT testing locationsavailableinevery UScity withamedical schoal;
(2000)

4 strongly SUPPORTS the creation of national standards for clinical skills examinations to be

implemented at all USmedical schools; (2000)

5. strongly SUPPORTS the requirement for constructive feedback to students regarding their
performance. (2000)

Regarding research in health professions education:

a

SUPPORT Sthecreationandfederal funding of aNational Center for Health ProfessionsEducation Research;
(1992)

BEL IEV ESthat physicians-in-training and other health professions-in-training should play an activerole
in the planning and execution of all initiativesfor research in health professions education; (1992)

SUPPORT Sanational research agendafor health professionseducation that includesresearch on specialty
choiceand primary care, theimpact of student indebtedness on education and careers, the recruitment and
retention of under represented minority students and those of low-income backgrounds, and theimpact of
community-responsivetraining on eventual career choices. (1992)

SUPPORT Srequiring every medical school toincluderotational exposureto community serviceand practiceinan
underserved community intheir curriculum. (1994)

Inregardsto primary care:

a

ENCOURAGESevery medical school toincludein their mission statement acommitment to primary care.
(1999)

SUPPORTS improving and strengthening primary education through having an appropriate number of
primary carephysician faculty in every medical school. (1994)
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16.

17.

offersand encouragesavariety of quality primary careexperiences, including educational programsand pre-
ceptorshipsinregional medical centersor other primary care settingsoutside of largeteachinginstitutions,
preferably in shortage areas;

provides primary care educational experiencesin the classroom and community setting taught by commu-
nity-based physi ciansto supplement the existing curricul a, which are often limited to the academi c setting.
(1991)

SUPPORT Sthedevel opment of interdisciplinary educati on programsin theundergraduate, graduate, and continuing
education training of health care professionalswhere appropriate. (1995)

SUPPORTSand PROMOTEStheinclusion of medicolegal topicssuch as medical mal practiceand tort processesin
medical school and continuing education curricula. (1996)

SUPPORTS theintegration of public health into undergraduate and graduate medical education by:

a

Encouraging stateandfederal funding of publichealth educationand practice, particularly inan eraof market
driven health care; (1996)

Reframing public health asabasic sciencein the personal and clinical health sciencesby incorporating the
knowledge, skillsand competenciesrel ated totheanal ysisof health careasasystemintomedical education;
(1996)

Creating programsat thefederal, state and managed care organizational levelsto continueand enlargethe
support base for a broad range of psycho-socia-behavioral research and training;

Devel opingresearch, service, andtrai ning partnershipsto apply popul ation-based health management skills
to the problems now faced by highly managed and integrated systems of care;

Creating, in conjunction with federal, state and local government, managed care organi zations, and other
non-academic institutions, new public health programs that bring together the traditional public health
disciplineswiththeclinical professions. (1996)

In regards to managed care:

a

SUPPORTS and ENCOURAGES medical schools and residency programs to form arrangements with
managed care organizations such that schools may offer numerous clinical clerkships and other opportu-
nitiesin managed care settings, not limited to clinical rotationsin managed careclinics, staff-model health
mai ntenance organi zations, etc.; (1997)

SUPPORT Sand ENCOURA GESmanaged careorgani zati onsto parti ci pateactivel y inmedical educationby
forming arrangements with medical schools and academic health centers such that medical students and
residentsmay participatein numerousclinical clerkshipsand other opportunitiesin managed care settings,
not limitedtoclinical rotationsinmanaged careclinics, staff-model health mai ntenanceorgani zations, etc.;
(1997)

SUPPORT Srequiring managed care organizationsto contribute financially to academic health centersfor
theeducationandtraining of physiciansinmedical school andinresidency programs. Medical schoolsmust
retain autonomy over their curriculum and training programs. (1997)

Inregardsto complementary medicine:

a SUPPORT Stheestablishment of electivecoursesinmedical school curriculawhich educatephysicians-in-
training about complementary and alternative medical modalities so that physicians can more effectively
guide the healing process. (1998)

In regards to grading:

a SUPPORTSthe use of pass/fail grading inthe pre-clinical yearsof medical school. (2001)
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PRINCIPLESREGARDING ADMISSION TOMEDICAL SCHOOL

The American Medical Student Association:

1

10.

SUPPORTS the broadening of qualifications for admission to include differencesin socia class, race, and social
experience;

SUPPORTS agreater use of non-cognitive selection criteria such as those which assess an applicant’ s motivation,
social awareness, and ability to communicate with others and supports the expansion of admission committeesto
include students and other persons qualified to assess such criteria;

SUPPORT Stherevising of theMedical CollegeAdmission Test (MCAT) toexcludeculturally-biased questionsand
to include, where possible, sections which measure non-cognitive criteria;

OPPOSES the reguirement of forced practice within the state as a prerequisite for admission;

SUPPORTS special incentives and admission consideration for medical school applicantsfor rural areasin need of
physicians;

OPPOSES admission to medical school by any means other than the regular admissions process accepted by the
governing body of themedical school without obj ecting to admissionscommitteecriteriaof residency or affirmative
action programs.

STRONGLY URGEStheL CMEtoamendthe” Standardsfor A ccreditation of M edical Education Program L eading
tothe MD degree, Part 2, Medical Students, Admissions’ to read “In addition, there must be no discrimination on
the basisof sex, age, race, creed, national origin or sexual orientation.” (1989)

STRONGLY URGES the American Osteopathic Association (AOA) to amend the “ Accreditation Standards and
Procedures for Colleges of Osteopathic Medicine (COM), Part 2.4.A.2.(f)" to read “ The selection of students for
admissiontoaCOM shall not beinfluenced by race, color, sex, religion, creed, national origin, age, handicap or sexual
orientation.” (1989)

SUPPORT Stheconcept that informati onregarding applicants’ ability and/or meanstofinancetheir medical education
should not be requested prior to their acceptance, nor should such information be considered as a criteria for
acceptance.

ENCOURAGESinstitutionsof higher education, including graduateand professional schools, toexplorealternative
admission processes which would foster adiverse student population. (1998)
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PRINCIPLESREGARDINGMINORITY REPRESENTATION
INMEDICAL SCHOOLS

The American Medical Student Association:

1

SUPPORT Stheincreased representation of racial minority studentsinmedical schools, not only asaresult of concern
for social equity, but also because such representation leads to positive and necessary changesin the attitudes of
students, faculty, and administrators, and hence to positive improvementsin the health of society and in the health
care delivery systems;

URGESthat, inorder to achieveequal minority representation, U.S. medical school srecognizethegoal of graduating
a nationwide average of underrepresented ethnic minorities (Black, Latin and Native American) reflecting, at a
minimum, the most recent census (i.e., 17% according to the 1980 census);

SUPPORTS anindividual school graduating class' minority percentage at least equal to the proportional numbers
of that minority in the population of the region in which the medical school islocated;

SUPPORTS the devel opment, funding, and continued emphasis toward strengthening of programsto identify and
prepare minority students from the high school level onward and to enroll, retain and graduate increased numbers
of minority students;

URGES that special attention be paid to the financial needs of minority medical students;

URGES increased efforts by medical schoolsto hire minority group faculty and administration.

SUPPORT Sthe American Association of Medical Colleges' initiative” 3000by 2000” and sharesthecommitment to
increase underrepresented minority student enrollment and retention in United States medical schools. (1994)
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PRINCIPLESREGARDINGACCREDITATION

The American Medical Student Association:

1

BEL IEV EStheaccreditation reportsissued by theL iai son Committeeon Medical Education (LCME) andtheLiaison
Committee on Graduate Medical Education (LCGME) should be open to public scrutiny;

URGES the Liaison Committee on Medical Education (LCME) to require medical schools, as a prerequisite for
accreditation, to provide comprehensive professional liability coveragefor each medical student whileparticipating
inintramural and extramural clinical programsaccredited by or affiliated with themedical schoal;

URGESthat studentsbeallowedfull participationinall aspectsof theaccreditation processof theLiaison Committee
on Medical Education:

a full participation by students in the self-study portion of the accreditation process at each school;
b. theinclusion of students as members of site visit teams;
C. full voting privileges for the student participants on the Liaison Committee on Medical Education.

URGEStheL iaison Committeeon Medical Educationtorequiremedical schools, asaprerequisitefor accreditation,
to havein place programs promoting medical student well-being. (1992)
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PRINCIPLESREGARDINGTUITION

The American Medical Student Association:

1

SUPPORTS the concept that medical schools should guarantee a maximum level of tuition to students prior to
enrollment and providetheir studentswith ajustification (including specific data) for all proposed tuitionincreases,

SUPPORTS the concept that medical schools have amoral obligation to assist all enrolled studentsin meeting the
increased financial burdensif tuition isincreased;

STRONGLY URGESmedical schoolstodisclosetheir financial reportssuchthat bothmedical studentsand applicants
areinformedof:

a how funds are obtained through tuition and other revenue sources are used; (1999)

b. the medical school’ s affiliation with hospitals and other for-profit and non-profit organizationsthat share
financial obligations; (1999)

C. how to obtaintheir medical institution’ sannual report contai ning i nformati on on the operating budgetsand
expenses of theinstitution. (1999)

STRONGLY URGESmedical school sto promptly inform current and matricul ating studentsof any financial events
involving the school, affiliated hospitals, affiliation with hospital sand other for-profit and non-profit organizations
inwhichfinancial obligationsare shared that can substantially affect both amatricul ating student’ sdecision to enter
the medical school and the finances of current medical students; (1999)

URGES effortsby medical schoolsto prevent anincreasein tuition caused by reduced research reportsand financial
risks initiated by affiliation with hospitals and other for-profit and non-profit organizations in which financia
obligationsare shared. (1999)

STRONGLY SUPPORT Stherightsof all studentsto seek medical educationregardlessof financial situation. (1999)
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PRINCIPLESREGARDING THEFINANCING OF MEDICAL EDUCATION

The American Medica Student Association:

1

In regardsto L oan repayment:

a

SUPPORT Sthe concept of an educational opportunity bank for medical studentswhere educational loans,
interest and administrative costs can be repaid, once in practice, on an income contingent basis;

SUPPORT Sthe deferment of payment on the principal and accrued interest of educational loansincurred
for premedical and medical education until the completion of medical training, including internship and
residency;

SUPPORT Stheconcept of availability of student|oan consolidation, refinancing and graduated repayment,
as practiced by the Student L oan Marketing Association (Sallie Mag);

CONDEMN Sstudent |oan reci pientswho aregreater than ninety daysdelinquent or default ontheir student
loan obligations;

URGESthat strict financial penaltiesbeimposed against medical school graduateswho default or aregreater
than ninety days delinquent on repayment of their student loans;

URGES that medical schools cooperate with the federal government to improve collection practices on
student loans;

ENDORSEStherel ease of information about the repayment records of student | oan recipientswho default
or are delinquent to private credit agencies and lending institutions;

BELIEVESthat federal law should discourage physiciansfrom discharging their |oan obligationsthrough
bankruptcy proceedings;

In regards to loan source, amount, and devel opment:

SUPPORT S the concept that a multiplicity of sourcesfor financing medical education be available;

URGES that ceilings on federally-issued loans must be sufficient to meet the actual needs of studentsand
their dependents, as determined by the financia aid officer at each medical school;

URGES the continued support and development of low interest loan programs, such as the Health
Professionsand Federal Insured Student L oan programs, which offer themedical student afair and practical
solution to thefunding of medical education, and further URGES that high interest |oan programs, such as
theHealth Education AssistanceL oan, established by PL 94-484, berevamped sothat they, too, canprovide
reasonable sources of money;

SUPPORTS, inprinciple, the AM A-Education and Research Foundation Student Loan Programand URGES
the AMA andtheprivatebankinginstitutionsparticipatinginthe AMA-ERF Student L oan Program to seek
ways to reduce the present loan interest rates and to increase the size of the program;

SUPPORTS federal direct lending programs for students enrolled in medical schools, and for medical
students pursuing other advanced degrees. (1997)

SUPPORTS the introduction of formal instruction on cost awareness into undergraduate and graduate medical
education only if itisintegrated with formal instruction on the physician’ sethical responsibilitiesto the patient and
thecommunity.

In regardsto the Armed Services:

a

CONDEMNS any use of astudent’ smilitary draft registration status asacriterion in theeligibility for, or
awarding of, financial aid.
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10.

b. SUPPORT Sthecontinuation of the Department of Defense’ sArmed ForcesHeal th Professions Scholarship
Program;

In regards to taxation:

a CONDEMNS the tax on human potential represented by the nondeductibility of interest on student loans
and URGES Congressto reinstate the tax deduction for such interest. (1987)

b. SUPPORT Slegid ationwhichwoul d makethecost of tuition, books, and essential educational materialstax
deductible for students engaged in graduate and professional education;

URGES that child care expenses be included in the assessment of financial aid needsfor all medical students;

SUPPORT Sthefunding, by state governments, of asubstantial portion of the costsof private medical schoolswithin
theirjurisdiction;

SUPPORTSaspecial, permanent lineitem within the overall Department of Health, Education and Welfare budget
for both Georgetown and George Washington University Schools of Medicine, in addition to the lineitem already
included for the Howard University School of Medicine, due to the unique stateless status of these schools;

ESTABLISHESthegoal of increasing involvement and financial support from physiciansto help create affordable
financing of medical education, especially for thefinancially disadvantaged; (1985)

BELIEVESTHAT inthe event of the acquisition or management of medical school teaching hospitalsand affiliate
teaching hospitals by for-profit health care corporations, the corporation should:

a Demonstrate sufficient concern for the care of the medically indigent and other medically underserved
populations.
b. Demonstrate interest in maintaining graduate and undergraduate teaching programs in health sciences

through adequate monetary commitment.
C. Uphold an emphasis on patient advocacy and medicine’ s humanitarian ideals. (1986)

SUPPORTS the interest exemption on subsidized loans during the time period a student is attending either
undergraduate or graduate medical school. (1995)

In regards to the use of endowments:

a CONDEMNS the use of research and medical endowment fundsor itsinterest to finance activitiesoutside
the endowment's original purposes when those purposes have not been achieved; (1999)

b. STRONGLY SUPPORTS states attorney generals to vigorously pursue institutions and any of their
individualsthat engage in such activities; (1999)

C. SUPPORTSlegidationthat:
1 restricts the use of interest income from endowments to fund activities outside the medical

institution; (1999)

2 banstheuseof interestincomefrom research and scholarship endowmentsfor any activity outside
of itsoriginal intent; (1999)

3 makesinstitutionsandindividual sinvolvedinsuchactivitiesfinancially liablefor misappropriated
funds. (1999)
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PRINCIPLESREGARDING SERVICEINUNDERSERVED AREAS

AND SERVICE OBLIGATIONS

The American Medica Student Association:

1

SUPPORT S the concept that each physician should volunteer for aminimum of two yearsin an areaof geographic
or specialty need, such service preferably to take place following completion of graduate training;

In regards to financing service obligations and initiatives;

a SUPPORTS |l egidlation providing tax exemptions, financial support, or other incentivesfor health profes-
sionals going into shortage areas;

b. Regarding service obligationsin underserved areas:

1

SUPPORT SthePublic Health Service, Indian Health Service, and National Health Service Corps
programs and URGES increased funding for such programs to make positions available to any
qualified applicant; (1994)

STRONGLY URGES the development of loan programs with loan forgiveness featurestied to
servicein areas of geographic and specialty need; and URGES that such forgivenessbeavailable
toall individual sdesiring such mechanismsand for loansfrom any source used to financemedical
and premedical education; and further URGESthat thelevel of suchloansbe commensurate with
thereal costs of medical education;

ENCOURAGES private sector efforts, such as a physician-poor community contracting with a
student to provide later servicein return for financial support while in medical school;

URGES all scholarship programswith service obligationsto have hardship provisions, sincethe
needs, motivations, and family commitments of a student may change between the time the
obligation isincurred and repayment in service is expected;

URGES the adoption of legislation to exempt from taxation income due to service-dependent
forgiveness of educational loans and scholarships;

SUPPORT S the concept of federal and stateincentive grantsdirected at meeting national health
workforce objectives;

URGES those admini stering programswhich place physiciansin areas of need, such asthe National Health Service
Corps, to include provisionsfor:

a adequate ancillary personnel, equipment, and, facilities

b. optimal utilization of allied health professionals;

C. continuing medical education;

d. shared responsibilities for patient care among health care providers;

e consideration of the desires of both physician and spouse with regard to location and spouse employment.

SUPPORT StheNational Health Service Corpsinitseffortsto deal withtheproblem of placing medical resourcesand
personnel in needy urban areas in addition to needy rural areas;

OPPOSES compul sory postgraduate servicein agovernment designated area, but believesthat, should such service

beimposed:
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a all students should be at risk for service;

b. students should receive tuition and cost-of-living expenses in exchange for service;

C. the service program should meet the standards suggested for voluntary service programsin point 3;

d. an equal choice between military and civilian service, with equal pay privileges, should be offered;

e mal e and femal e physicians should receive equal consideration and equal obligations commensurate with

their professional capabilities.
Inregardsto primary care

a RECOGNIZES the value of community-oriented primary care as atool for recruitment and retention of
physiciansin underserved areas. (1987)

b. URGESmedical school s, graduatemedi cal programs, community health centers, andthefedera government
toincorporate the concept of community-oriented primary careinto their programs. (1987)

C. SUPPORTS the development of a comprehensive career track in community-oriented primary care by
expanding ontheHealth Promotion/Disease Prevention and National Health Service Corpsmodels. (1987)

URGES effortsto be madetoincreaseincomes of providersserving in underserved communitiesto alevel thatison
par with providers not practicing in shortage areas. (1994)
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PRINCIPLESREGARDINGHEALTHCAREDELIVERY ANDDELIVERY SYSTEMS

The American Medical Student Association:

1

SUPPORTS a coordinated, cohesive health care delivery system that maximally meets diverse health needs and
efficiently achievessuch needs, andwithinsuchasystem, SUPPORT Samultiplicity of approachestodeliveringhealth
care and ENDORSES structuring services to meet local needs, including special needs arising due to geographic,
cultural, economic, socia and/or historical differences between areas;

In regards to managed care:

a

d.

OPPOSESthe concept that fee-for-service practice, in the context of medical care asamarket commodity,
isthe only system to provide the highest quality and availability of medical care;

SUPPORTS the concept of prepaid group practice as a model able to increase the quality of health care
delivery to al people;

SUPPORT Sthe establishment of acommunity-based, community-controlled health care system, publicly
financed through general revenues and progressive taxes, employing afull range of health workers and
providing complete health services;

OPPOSESthe current profit-based fractionalized health care delivery system. (1989)

Inregardsto primary care, community and public health care:

a

URGESthat an emphasi sbe placed onthedevel opment of primary care, ambulatory care, and mental health
facilitiesto increase access to and availability of needed health care services, with such facilities serving
as patient health education centers with extensive programsin health education for the public asteaching
bases for health professiona students;

SUPPORTS the concept of Area Health Education Centers (AHECS), i.e., regional medical centers
established by academic medical centers which work in conjunction with both community groups and
regional health planners;

BELIEVESthat states must increase effortsto evaluate and, if indicated, divert offenders with long-term
medical problemsto alternate forms of confinement, such as halfway houses, work rel eases, educational
releases or group homes, to more effectively deal with their medical problems;

ENCOURAGESdevelopment of adequate screening, maintenance and emergency health carefacilitiesin
jails, prisons, and rehabilitation centers, and that medical schoolsshould beinstrumental indevel opingthese
programs;

SUPPORT Sthemaintenance and improvement of public sector health carewith theaim of eliminating any
disparity in the quality of care between the public and private sectors, and further, SUPPORTS the use of
the public health care sector, when possible, by publicly elected officialsasanincentivetoward upkeep of
the public health system;

BELIEVESthat hospitalsand other health careinstitutions, physiciansand other health careworkershave
an historical and continuing obligationto meet theneedsof thecommunitiesinwhichthey arelocated. This
obligation stemsfrom:

1 their membershipinthecommunity,
2 the benefits and support they derive from belonging in the community, and
3 the humanitarian origins of the health care profession. (1986)
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SUPPORTSapatient initially accessing asub-specialist physician of his’her choice only through primary
carephysicianreferral; (1994)

callsfor theintegration of health serviceswith social welfare and community resources, including housing
and employment opportunities for the persistently mentally ill, under the umbrella of community mental
health services; (1997)

URGES that state mental health agencies enforce minimum standards of care based on peer reviewed
psychiatric criteriain order to insurethat private HM O's do not provide substandard careto Medicareand
Medicaid populations. Theseminimum standardsof careshoul d beguided by the principlesof accessibility
to care, continuity of care, and prevention aswell asrehabilitation; (1997)

SUPPORTSlegidlationtorequireparity for mental health benefits such that co-payments, deductibles, and
degree of coveragefor mental illness be comparableto physical illness; (1997)

SUPPORTS legidation to require coverage for preventive mental health care services such as counseling
for at risk pregnant mothers and in school counseling for at risk teenagers. (1997)

In regards to quality assurance:

a

SUPPORT Sthe conceptsof peer review and quality assurance as embodied in Section 249F of Public Law
92-603 (Professional StandardsReview Act) aseffectiveand beneficial meansof improvingthequality and
decreasing the costs of medical carewith thefollowing recommendationsfor improvement of the existing
statutes:

1 more flexibility and local innovation be allowed so as not to restrict aternative, unique and
innovative systemsthat could equally well accomplish the review objectives,

2 measures be incorporated to ensure that the administration of the program and its guidelines not
be dominated through control of federal monies;

3 continuing education be given greater emphasis than punitive controls;

4, efforts be undertaken to ensure that implementation does not compromise quality medical carein
favor of cost control or administrative efficiency;

5. physicians-in-training beincluded at all levels of planning and implementation;

6. sufficient evaluation of the hospital-based PSRO system and its impact on cost, personnel,
consumers, and quality of health care delivery be undertaken before any extension of the PSRO
concept to private office practice;

URGEStheDepartment of Heal thand Human Servicesto periodically undertakespecial investigationsinto
increasesin surgical procedures such as, but not limited to, hysterectomy, Cesarean section, mastectomy,
and forced sterilization;

In regards to patient rights:

a

b.

SUPPORTS health care asabasic human right for all people regardless of ability to pay. (1986)

URGESa ll health careinstitutionsto seek improved waysto limit accessto patient records, especially with
regard to computerized record systemswhere retrieval controls are often inadequate;

OPPOSESany locdl, state, or national |egislationthat would deny health care, education, or social services
based on real or perceived immigration status. (1996)

OPPOSES
1 the denial of health or life insurance based on a history of domestic violence; (1996)
2 the denial of coveragefor injury or illnessincurred through domestic violence. (1996)
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10.

URGES that reimbursement policies of private health insurance carriers and federal health care programs, such as
Medicare and Medicaid, be revised to include provisionsfor:

a prepayment on a capitation basis;

b. equivalent reimbursement for services rendered, regardless of geographic locale of the practitioner;

C. equivalent reimbursement for performance of identical servicesby all physicians;

d. direct reimbursement of properly trained and supervised health care professionals, such as physician

assistants and nurse practitioners, or the clinics for which they work;

OPPOSEStheaccrual of profitsby health carerelated industriesand providersat the expense of medically indicated
quality patient care;

In regards to access:

a SUPPORTS an individual’ s unrestricted access to the provider, clinic or hospital of his’her choicein an
emergency situation; (1994)

b. OPPOSEStherequirement of health professional stoidentify and report any patient believedtobeanillegal
immigrant and further opposestherequirement of health professional sto ask any patient theirimmigration
statusin order to deny care. (1995)

C. STRONGLY URGESthat health carelegidlation for al persons, regardless of immigration status, include
provisionsfor: (1996)
1 emergency care and treatment;
2 pregnancy related services, including but not limited to family planning, prenatal care, labor and
delivery;
3 preventive services, including:
a immunizations,
b. infectious disease screening and treatment, especially for tuberculosis,
C. sexually transmitted diseases, including voluntary & anonymous HIV testing,
d. breast exams,
e pap smears.

In regardsto funding for medically underserved and indigent:

a URGES that in the establishment of priorities for health care funding, resources be allocated to maintain
servicesfor the economically deprived;

b. SUPPORTS federal |legislation, such as Medicare disproportionate share adjustment, which will provide
financing to allow increased opportunities for hospitals to provide care to those unable to pay. (1986)

C. SUPPORTS efforts by state legislatures to consider and implement bills designed to increase health care
access for the medically indigent, through:
1 development of a state all-payer system,
2 taxation of hospitals to develop uncompensated care pools,
3 requirement of specific levelsof indigent carefor Certificate of Need approval. (1986)

Inregardsto Certificate of Need (CON) legislation:

a SUPPORT Stheconcept of Certificateof Need (CON) legidlationasmandatedintheNational Health Planning
and ResourcesDevelopment Act of 1974 (PL-93-641); and, ENCOURAGESthecontinued futuresupport by
the Department of HHS of statewideimplementation of thelaw, including:
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14.

16.

1 development by the Secretary of HHSof auniform National Health Policy Statement, incorporating
themedical careprioritiesoutlinedin PL-93-641;

2 insurancethat Health Systems Agenciesaredeclared the primary implementorsof the policiesset
forthinthe National Health Policy Statement.

b. SUPPORTStheinclusion of physicians' officesin CON legidlation with thefollowing provisions:

1 that Certificate of Need review be mandatory for capital expenditures of $150,000 and over by
physiciansfor their privatefacilitieswhichinvolvesonly theacquisition of aunit of major medical
equipment used in patient diagnosis and/or treatment;

2 that Certificate of Need review of private physician officesfor such capital expendituretakesinto
serious consideration the geographic proximity of the physician’s offices to any other clinical
facility, for it isimportant to note that the location of physician offices (e.g., rural/isolated areas
vs. numerousclustering of urbanfacilities), inadditiontotheclinical capacitiesof already existing
medical facilities in the area, are two critical determinants of the potential for expensive and
inefficient duplication of medical services;

In regards to health care costs:

a SUPPORT Seffortsto eliminateunnecessary health careexpenditures, and SUPPORT Svoluntary effortsto
limit increasesin health care costs.

b. URGES that theimpact on theindividual, community, and the nation of non-medical factors, such aslife-
style and the environment (physical, social, occupational, and economic), should be reflected in the
allocation of fiscal and other resources available for health;

ENDORSES effortsto provide older Americanswith special health maintenance programs such as, but not limited
to, home health services, visiting nurses, therapists, nutritional servicesand other alternativesto institutional care;

SUPPORTS public and private funding of preventive, aswell asremedial, health care servicesfor all age groups,

In regardsto portability:

a URGES the guaranteed continuation of health insurance coverage regardless of changein health status or
change in family relationship to the initial health insurance liaison or place of employment, such that all
individuasinitially covered may retain desired coverage and be notified of the necessity of making new
payment arrangements at least thirty days before coverage may be discontinued;

CONDEMNS health carefraud, specifically themis-promotion of remedies, and callsfor:

a increased enforcement against fraud at al levels of government;

b. increased criminal penaltiesfor promoters of such medical quackery;

C. the establishment of a national, public clearinghouse on inappropriate remedies for illness and disease.
(1985)

In regardsto transferring a patient:

a SUPPORTS “antidumping” legislation, which requires that patients not be transferred unless stabilized,
including adeguate eval uation and treatment to reasonably assure that transfer will not result in death, or
loss or seriousimpairment of bodily parts or organs. (1986)

b. URGESthat, in casesof inappropriatetransfer of apatient in alife-threatening emergency or activelabor,
where screening and stabilizing treatment are not carried out, civil monetary penalties beimposed against
both the hospital and the responsible physician. (1986)

C. SUPPORTS theinvolvement of athird party to act as a patient advocate in this process. (1986)
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17.

CONDEMNS as inappropriate any and all patient transfers that do not meet the following guidelines as
developed by the American College of Emergency Physicians.

1 The patient should betransferred to afacility appropriateto the medical needsof thepatient. The
facility should have adequate space and personnel available to care for the patient.

2 A physician or other responsible person at the receiving hospital must agreeto accept the patient
transfer prior to the transfer taking place. An acceptable “ other responsible person” should be
medical personnel who aredesi gnated by thehospital and giventheauthority to accept thetransfer
of thepatient. Thepatient transfer should not berefused by thereceiving hospital whenthetransfer
isindicated and the receiving hospital has the capability and/or responsibility to provide careto
the patient.

3 Communication between responsible persons at the transferring and receiving hospitals for
purposes of exchanging clinical information should occur prior to transfer. Ideally, thiscommu-
nication should be physician-to-physician.

4 Onceapatient isaccepted for transfer, an appropriate medical summary and other records should
be sent with the patient.
5. A patient should be transferred via a vehicle that has appropriately trained personnel and life-

support equipment. (1986)

RECOGNIZESthat asignificant influx of sick and injured people may occur after military confrontations, natural
disasters, or unforeseen emergencies, and REAL I ZESthat hospitals, includingtheV eteransAdministration, areoften
unableto adequately serve such an influx of patients, and therefore URGES:

a

volunteerism by Physicians-in-Training as health care providers for use in such special and exceptional
situations; (1991)

the hospitals, in need of support, to allow medical student to serve in roles consistent with their level of
training; (1991)

the Deans of medical schoolsto support their studentsin thisinitiative, and to allow for awider | atitude of
attendance and participation in school-rel ated activities (lectures, night-call, etc.). (1991)

SUPPORT Sthe establishment of anational health care budget, as part of acoordinated approach to effectively and
equitably constrain health care costs, thereby setting enforceabl eexpendituretargetsfor health careservices. (1993)

In regards to employer based insurance:

a

RECOGNIZES the need to support current legislation which would address the health care needs of the
workinguninsured. (1989)

SUPPORT Slegislationtorequireemployersto provideheal th benefits. Suchlegidationshould addressthe
affordability of health insurance for small businesses; minimum benefits should include mental health,
prenatal, obstetrical and well-child care coverage. Such benefits should be extended to all non-dependent
employeesand their familieswhereintheempl oyeeworksfull time, and dependent empl oyeeswho arenot
covered by other health insurance. (1989)

SUPPORTS provisions which require that any individual or group health plan not impose treatment
limitationsor financial requirementsonthecoverageof mental health servicesinexcessof thoselimitations
or requirementsimposed on coverage for other health services. (1997)

In regards to neonatal patients:

a

STRONGLY URGESthefederal government torequirehealthinsurersto providehospital carefor neonates
and their mothersfor a48-hour period postpartum after anormal vaginal delivery and for a96-hour period
postpartum after ac-section. (1996)
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In regards to physician gag-rules:

a

OPPOSESany law, contract provision, or incentivewhich prohibitsphysiciansfromdisclosing all available
medical optionsfor apatient. (1997)

OPPOSESany law, contract provision, or incentivewhich prohibitsphysiciansfromdisclosingall financial
incentives which affect the physician's practice. (1997)

SUPPORTS and ENCOURAGES federal, state, and local legislation which prohibits health plans from
prohibiting physiciansfromdisclosing all availablemedical optionsfor apatient and/or prohibitsphysicians
fromdisclosing all financial incentiveswhich affect the physician'spractice. (1997)

In regards to health care system guidelines and incentives:

a

STRONGLY URGESthat private and public health care system guidelines serve theinterest of the patient
and the ethical practicesof medicine; (1997)

OPPOSES privateand public systemsthat empl oy guidelines, apply pressures, or institute salary incentive
programswhich promote negligent health care practices; (1997)

SUPPORT S the due moral and legal accountability of any party who devises or enforces such guidelines,
applies pressures, or institutes salary incentive programs which are directly proven to cause negligent
patient care. (1997)

In regardsto Medical Savings Accounts (MSAS) in the nonelderly private insurance market:

a

RECOGNIZESthat themedical savingsaccount canbeacounterproductivehealth carefinancinginstrument
dueto adverse sel ection, incometax unfairness, and theintroduction of preventive caredisincentives, and
therefore;

OPPOSES M SA policy which does not include measures to address these hazards. Examples of these
measures may include:

1 with respect to adverse sel ection, placing restrictionson deductiblesand maximum out-of -pocket
payment on M SA-associated insurance policies.

2 with respect to tax fairness,
a capping total annual deposits to MSAs
b. l[imiting MSA fund investmentsto low risk ventures.
3 with respect to preventive care disincentives, requiring M SA/catastrophic insurance policiesto

provide first-dollar coverage for preventive care services.

STRONGLY URGESthat all insurersfully cover rehabilitation for the purpose of optimizing adaptationto and
improvement of cognitivedeficits. (1999)
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PRINCIPLESREGARDING NATIONAL HEALTHINSURANCE

The American Medica Student Association:

1

SUPPORT Stheestablishment of anational healthinsuranceor health careplanwhichwill providequality, affordable
health carefor all regardless of aperson’ s socioeconomic status, geographic location, race/ethnicity, employment
status, age, sexual orientation, gender, or occupation. Furthermore, a person residing in the United States should
not be discriminated against based upon the legality or documentation of their citizenship/residency status; this
specifically excludes persons who enter the United States for the sole purpose of obtaining medical care. Such a
program shouldinclude: (1994)

a In regardsto financing:

1

2

SUPPORTSsinglepayer health insurance with one method of billing; (1992)

multisource, progressive financing, including incomeand payroll taxes; (1994)

the elimination of tax deduction for the purchase of additional, supplemental health insurance;
provisions to protect consumers from the financial repercussions of catastrophic illness;

SUPPORTS the use of revenue from the sale of tobacco products, alcohal, firearms and firearm
ammunition tofinanceanational health plan. (1994)

b. In regards to benefits and services:

1

coverage for acomprehensive range of services, including but not limited to: (1994)

a primary careservices; (1994)

b. preventive services, including but not limited toimmunizations; (1994)

C. reproductive services, including but not limited to prenatal and postnatal care, birth
control, abortion counseling and services, pap smears and gynecological exams and
sterilization; (1994)

d. acute care services and hospitalization; (1994)

e chroniccareservices, including but not limitedtohomehealth care, rehabilitativeservice,
nursing homecare; (1994)

f. preventive, acute and chronic dental care; (1994)

0. mental health services and substance abuse treatment; (1994)

h prescriptions and medically necessary supplies and devices; (1994)

i. ophthalmiccare; (1994)

] supportive servicesfor the disabled. (1994)

an emphasis on ambulatory and preventive care services as opposed to the often emphasized
concept of hospital inpatient care;

C. In regardsto portability and preexisting conditions:

2

guaranteed annual renewal of coverage regardless of change in health status;

OPPOSES denying or limiting coveragefor any individual based upon medical history or current
medical status, and further OPPOSESincreasi ng paymentsor premiumsbased upon medical history
or current medical status. (1994)

SUPPORT Sanational health programthat ensuresportability of coverage, including but not limited
totravel, changesin residence, and changesin employment. (1994)
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d. In regards to the consumer:

1 a delivery system which is responsive to the individual consumer needs with regards to
accessibility, availability and cultural suitability;

2 compulsory participation by individuals with respect to financing National Health Insurance;
however, optional participation with respect to use of services provided under National Health
Insurance;
3 an opportunity for each individual to accessthe primary care provider of hissher choice; (1994)
e phased implementation so that needed changesin the organi zation and utilization of health personnel and
facilities can occur smoothly without disruption of services and spiraling inflation due to increases in
demand;

f. In regards to quality assurance:

1 mechanismsto guarantee quality, cost consciousness and cost efficiency through adequate peer
review and the participation of consumers and financers;

0. sufficient flexibility and innovation so asto allow for the investigation of alternative forms of health care
delivery;

h. In regards to workforce issues:
1 provisions for maintaining and training an adequate supply of health professions;

i. optional means of provider reimbursement allowing physicians to choose fee-for-service, capitation or
salary;

j- expansionof clinical research protocol s, suchasthework at the Agency for Health Care Policy and Research,
todetermineappropriateutilization and usageof new and existing technol ogy to counter increasesin medical
costs associated with the use of technology. (1992)

In regards to establishment, administration and regulation of anational health insurance plan AMSA:

a consumer participation in the planning and implementation;

b. MAINTAINSthat any planfor national healthinsuranceimplementing theabove principl es, beestablished,
administered and regul ated asaresult of cooperativeeffortsby therepresentativesof themedical profession,

the federal government, and the consumer.

SUPPORTS the Physicians for National Health Program (PNHP) proposal as a framework for public debate on
fundamental health policy reform. (1989)
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PRINCIPLESREGARDINGFAMILY PRACTICEANDPRIMARY CARE

The American Medical Student Association:

1

DEFINESprimary caretoincludemedical caredelivery whichincorporatesand emphasi zesthefour principlesof first
contact, ongoing responsibility, comprehensiveness of scope, and overall coordination of the patient’s health
problems, bethey biological, behavioral, or social;

In regards to undergraduate medical education:

a URGES the creation and maintenance of family practice departmentsat each medical school equivalentin
status and financial support to other major clinical departments of that school;

b. ENCOURAGESmedical school sto support theformation, by studentsandfaculty, of family practiceinterest
groupsto maintain and stimulate interest in family practice;

C. URGEStheL iaison Committeeon M edical Education (LCME) and accredited school sof medicinetorequire
all USmedical schoolsto establish amandatory family practiceclerkship, of at least four weeks' duration,
by the end of thethird year of undergraduate medical education. (1993)

In regardsto graduate medical training/residency programs:

a SUPPORTSthe goal of having 50 percent of the nation’ smedical school graduates choosing primary care
fieldsand 50 percent of all residenciesin primary care no later than the year 2005. (1994)

b. SUPPORT Sthecontinuedimprovement of thequality of primary careresidency programs, particularly family
practice programs,

C. BELIEV ESthat federal money for thedevel opment of primary careresidency programsshould givepriority
toprogramsinfamily practiceand al sofundthoseprogramsininterna medicine, pediatrics, and ob/gynthat
arespecifically oriented toward primary caretraining;

Inregardsto Ob/Gynand Primary Care:

a RECOGNIZEStheimportant rolethat obstetrician-gynecol ogists play inthe primary care of women, and,
therefore, ENCOURAGES the development of primary care training within existing ob/gyn residency
programs that emphasizes curriculain comprehensive care, continuity of care, appropriate referral, and
psychosocial and behavioral components of sexual and reproductive medicine to prepare obstetrician-
gynecologists to meet fully the needs of the patients they serve;

SUPPORT Sthedevelopment of Primary Care Networksin order to increase quality and accessof health carefor the
medically indigent while effectively containing costs.

ENCOURAGESthat any effortstoincreasethenumber of primary carephysiciansincluderemoval of disincentives
and creation of adequateincentivesto chooseprimary careintheundergraduate and graduate medical environments
and the practiceenvironment. (1994)

In regardsto Financing:
a SUPPORT SthePrimary CareL oan Program, but URGES Congressand the Heal th Resourcesand Services
Administration to ensure that Health professions students from low-income backgrounds have adequate

accessto low-interest loans that do not restrict their career choices. (1993)

b. SUPPORTS creating loan-repayment programs and lowering the interest level for repayment of federal
student loans for those physicians practicing in primary care. (1994)
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10.

Regarding Family Practice Residency Training programs:

a

URGEStheCouncil on Res dent EducationinFamily M edicineto mandatetrai ninginabortionand pregnancy
optionscounselingin itsdesign for resident education. Residents could forego training based on personal
principle. (1995)

ENCOURAGESResidency Directorsto coordinateabortiontraining at theteachinginstitution, aclinic, or
officeinthecommunity. (1995)

URGESthe American Board of Family Practicetoinclude questions on abortion proceduresinwritten and
oral exams. (1995)

A SK StheResidency Review Committeefor Family Practiceto only recommend accreditationto programs
that offer abortion training and management on and/or off site. (1995)

URGES the Accreditation Council on Graduate Medical Education to address pregnancy termination and
related optionsinits Special Requirementsfor Residency Training. (1995)

ENCOURAGESthe American Academy of Family Physiciansto provide CME training and creditsfor the
management of abortion. (1995)

SUPPORTS a strengthened system of primary care research to be defined as research in the biological, social and
behavioral sciencesasrelevant tothedelivery of medical careinthe primary caresetting. Specificareasmay include
health outcomes, effects of medical interventions and organization and management of health care services. Such
studieswouldideally focusonillnessesascommonly experienced or onthe prevention of common causesof morbidity
and mortality; (1996)

ENCOURA GEStheDepartment of Heal thand Human Services(DHHS) and thePublicHeal th Service(PHS) toincrease
supportfor researchinprimary care; that thefederal government and privatefoundati onsexpand primary careresearch
fellowships; and that Congress appropriate funds to provide support for institutions to develop a culture and
infrastructure that is conduciveto primary careresearch. (1996)
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PRINCIPLESREGARDING GRADUATEMEDICAL EDUCATION
ANDSPECIALTY DISTRIBUTION

The American Medical Student Association:

1

10.

URGES the development of auniversal qualifying exam for all medical school graduates for admissioninto U.S.
graduate medical programs; this examination should:

a contain mechanisms to directly measure the ability of physiciansto care for patients; and

b. provide acriterion-reference rather than anorm-reference standard in eval uation of examinees.

URGEStheinclusion of thefollowinginformationinthe AMA Directory of Approved Residenciesandinthe AOCA
OpportunitiesDirectory:

a remuneration (stipend, cash living out allowance, cash for attending educational conferences);
b. night call schedule;
C. minimum number of positions availablefor each year of any sequential residency program.

ENCOURA GEStheuseand expansion of flexibly-schedul ed or part-timeinternshipsand residenciesin all fieldsof
medicine and further ENCOURAGES such programsto be fully described and included in the AMA Directory of
Approved Residenciesand inthe AOA Opportunities Directory and in the computer match program of the National
Resident M atching Program (NRMP);

RECOGNIZEStheNRM Pasavaluableservicebut SUPPORT Simprovementstothe NRM Por alternativemodel sthat
would provide more choice and increased negotiating abilities for applicants; (2000)

URGESall participantsinthe NRMPto adhereto the spirit, aswell astheletter, of the NRMP, and SUPPORTSthe
attempts of groups, such as the Organization of Student Representatives, to monitor and report NRMP violations;

URGESthe NRMPtoinvestigateaternativesthat will expeditethe selection processand will allow adjustmentsfor
working spouses and those students who graduate earlier than the traditional May or June dates;

SUPPORTS the analysis of student-optimal versus hospital-optimal Match algorithms, and URGES the NRMP to
implement the al gorithm which best suits student preferences; (1996)

Until theincorporation of astudent-optimal algorithm, SUPPORTS the rewording of NRMP "Match" literature to
clarify the hospital-optimal nature of the current algorithm; (1996)

SUPPORT Stheinput of medical studentsinall decisionsregardingtheMatch by including aseat for medical students,
withfull voting privileges, onthe NRMP Board; (1996)

SUPPORTS the concept of increased postgraduate programs in primary care on a national scale, though not to a
uniformextent, recognizing uniquegoals, priorities, and resourcesof individual ingtitutions, and, further, SUPPORTS
the regulation of the number of residency programsto affect a more significant redistribution of specialties, again
recognizing the unique specialty institutions;

SUPPORTS more active involvement by State Licensing Boards in determining physician needs by specialty and
geography within each state, such information to be distributed to physicians desiring licensure in that state;

URGESthat medical studentsbeallowedtotakePart 3 of theNational Boardsand further URGESeach Specialty Board
to reevaluate current programs leading to certification with the goal of reducing the time required by the formal
education program (i.e., allowing credit for el ectivestakenin thespecialty during medical school and/or internship);

OPPOSES delayed licensure of house staff;
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16.

17.

24,

URGESthat the L iai son Committeeon Graduate M edical Education (LCGME) require, for certification of graduate
medical education programs, either amaximumon-call schedul eof every third night or amaximum of 80 on-duty hours
per week;

SUPPORTS efforts of house staff officers throughout the country to secure improved working conditions and
improved standards of patient care;

SUPPORT Smoonlighting asabeneficial andlegitimatepracticebut doesnot regardit asan adequatesol utiontoeither
inadequate house staff salaries or the mal-distribution of health care;

SUPPORT Stherecognition of interns, residentsandclinical fellowsas" employees’ withinthecontext of theNational
Labor Relations Act; and, that house staff organizations be recognized for collective bargaining;

SUPPORTS the concept of recertification of physicians by specialty boards requiring additional study in the
respective areaand periodic recertification exams;

URGES dl institutions providing graduate medical education to establish standard maternity and paternity leave
policiesfor house officers, which allow variation with the personal and medical needs of theindividual but assure
the individual a reasonable minimum time away from ward and clinic responsibilitiesif desired; and URGES the
inclusion of these policiesin al recruitment materials and contracts;

Regarding Emergency Medicine:

a URGES creation and maintenance of emergency medicine departmentsat each medical school equivalent
instatusand with adequatefinancial support asto ensurequality similar to other major clinical departments
of that school;

b. SUPPORTS the continued improvement and development of quality Emergency Medicine residency
programs.

SUPPORTS continued funding of house staff salaries in teaching hospitals through patient care revenues, and
BELIEVESthat Medicare should pay its proportionate share of these services; (1985)

SUPPORT Seffortsonthepart of thefederal government toinfluencethespecialty distribution of physiciansthrough
allocation of fundsto residency programs based on the projects need of certain medical specialties; (1985)

OPPOSEScutsinthefunding of graduatemedical educationuntil studiespresently underway areabletoidentify what
accounts for the higher costs associated with being ateaching facility, and what effects these cuts would have on
patient care and medical education. (1985)

STRONGLY URGESthe Accreditation Council for Graduate M edical Education (ACGME) to amend the General
Essentialsof Accredited Residencies, Eligibility and Selection of Residentstoread, “ Theremust beno discrimination
onthe basis of sex, age, race, creed, national origin or sexual orientation.” (1989)

STRONGLY URGESthe AOA toincorporateinitsintern Training Program Policiesand ProceduresanditsRes dency
Training Requirementsanondiscrimination policy toread“ Theremust benodi scriminationonthebasisof race, color,
sex, religion, creed, national origin, age, handicap or sexual orientation.” (1989)

BELIEVESthat all educational and professional opportunities should be equal for both allopathic and osteopathic
students and professionals, including but not limited to, preceptorships. To thisend, asingle national match should
be developed which would incorporate all ACGME and AOA approved graduate training programs. Such amatch
would eliminate the problem of osteopathic medical students reneging on AOA commitments to seek ACGME
training; but wouldalsoall ow osteopathic medical studentstoapply toBOTH AOA and ACGME approved programs,
which the current AOA proposal (approved by the NRMP) would not. (1992) (2000)

ENDORSES the Third Report of the Council on Graduate Medical Education (Improving Access to Health Care
through Physicianwork Force Reform: Directionsfor the21st Century) and itsrecommendations, believing that on
anationwidelevel, theneedsof society (asdefined by AM SA’ spolicies) should beafactor indeterminingtheoverall
distribution of physicians by specialty and by practice location. (1993)
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SUPPORTS the creation of residency programsin under-served communities. (1994)
SUPPORT Srequiring primary careresidenciesto offer rotationsin under-served communities. (1994)
SUPPORTSincreased federal funding for primary careresidencies. (1994)

BELIEV ESthat abortion careshould bearequired component of OB/GY N residency training, withexemptiononthe
basis of personal principles, and BELIEVES that OB/GY N and family medicine residents should have adequate
opportunity to obtain experience in abortion care with a sufficient number of casesto obtain proficiency. (1994)

SUPPORT Sthecreation of apublicall-payer pool for funding graduatemedical education. Thispublicall-payer fund
should betied to all public and private insurance premiums and should be designed to achieve policy goalsserving
the public'shealth. (1997)

ENCOURAGESIocd legidaturestoconsider reducing theenrollment of their medi cal school sand discourageopening
new medical schoolsin light of the projected physician surplus. (1997)

Any action to reduce the projected oversupply of physiciansin the United States should begin with the allocation
of United Statesresidency positionsto U.S. citizensand | egal, permanent residentsgraduating from LCME or AOA
accredited medical schools. (1997)

ENCOURA GESthefederal government, viaMedi care GM E funding, toreducethenumber of graduatemedical training
positionsto the number of U.S. medical school graduates plusten percent. (1997)

SUPPORTS changing immigration law to tighten the visa processfor foreign medical graduates ensuring that they
return to their native countriesfor service upon completion of training. (1997)

SUPPORT Srel ocating thetraining of physi ciansat theundergraduateand graduatel evel sinto accredited community,
ambulatory and managed care based settingsfor aminimum of 25 percent of clinical experience. (1997)

ENCOURAGESthesurgical, medical, and pediatri c subspecialty groupsand the A ccreditation Council for Graduate
Medical Education to create and accredit, for each subspecialty, single-track residencies which will begin directly
upon compl etion of medical school. (1997)

RECOGNIZESthevalue of the AOA osteopathi c rotating internship and ENCOURA GES osteopathi ¢ graduatesto

enter such internships, but OPPOSES the requirement of completion of such an internship asaprerequisiteto state
licensurefor D.O.s. (1998)
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PRINCIPLESREGARDING FOREIGNMEDICAL GRADUATES

The American Medical Student Association:

1

In regardsto foreign medical schools:

a OPPOSES the certification of foreign medical schools by any state that results in the circumvention of
established national guidelines for the return of United States citizens and the entry of non-U.S. citizens
studying in foreign medical schoals;

b. URGES the federal government to initiate a comprehensive evaluation and accreditation process for all
foreign medical schools which enroll significant numbers of American students, and especialy the
proprietary medical schools in the Caribbean. Such an evaluation should assess both basic science
education and clinical training, using standards comparabl e to those utilized within the United States, and
the information gained and conclusions reached should be made available to state licensing boards and
residency programs. (1986)

In regardsto foreign medical graduates and residencies:

a URGEStheUnited Statestofulfill itsown medica workforceneedsthroughtheeducationof itsowncitizens
and legal, permanent residents for the practice of medicine;

b. URGESthat all FM Gs, including U.S. FM Gs, passan examination equival entto Partsl and |1 of theNational
Board examinationsbeforeentry intoaU.S. postgraduate program. Tobeeligibletotakethisexamination,
only non-U.S. FMGs must passan English proficiency examination;

SUPPORT Scontinued graduate medi cal educationfundingthrough M edicarefor thosegraduatesof foreign medical
schools who have passed both parts of the Foreign Medical Graduate Examination in the Medical Sciences
(FMGEMYS); (1986)

URGESthat any phaseout of graduate medical educati onfundingthrough M edicarefor graduatesof foreignmedical
schoolsbeimplemented gradually, and ENCOURA GESthefederal government, intheevent of aphaseout, tomaintain
federal fundingfor alimited number of residency dotsavailableto qualified foreignmedical graduatesat thediscretion
of theresidency program. Foreign Medical Graduate enrollees should be under strict visa requirements such that
they shall returntotheir country of origin following training; (1986)

URGESthat postgraduatetraining be atruly educational experiencefor both foreign-trained physiciansand United
States graduates;

OPPOSEStheClinical Skill Assessment examinationfor U.S, citizenswho attend medi cal school soutsideof theUnited
States because of the financial and logistical difficultiesimposed on these students. (1999)

RECOGNIZES the difference between International Medical Graduates who are citizens or legal, permanent
residents of the United States (US-IMGS) and International Medical Graduates who are not citizens of the United
States(hon-US-IMGS). (2000)

SUPPORTStheUS-IMGSintheevent of areductioninthenumber of residency positionsif theapplicantsareequally
qualified. (2000)
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PRINCIPLESREGARDING PROFESSIONALISM AND PROFESSIONAL LIABILITY

The American Medical Student Association:

1

RegardingMedical Mal practiceReform:

a BELIEVES the reduction of preventable medical injury and the fair and timely compensation of injured
persons to be the most important goals of amedical malpractice system; (1992)

b. BELIEVESthat if the current tort system remains, efforts must be made to implement aternative dispute
resol ution systemsand accel erated compensation eventsto deci dequestionsof medical mal practice; (1994)

C. SUPPORT Sacomprehensive, multifaceted approachto medical liability tort law reform; (1997)

d. BELIEVESthat any acceptable alternativeto the current tort law system should providefor the following
tencriteria: (1996)

1 Accessibility for theinjured;

2 Compensation which isfair and equitable to the injured;

3 A screening mechanism for the validity of filed cases;

4, Ability to contain medical costs;

5. Quiality control/improvement;

6. Deterrence of negligent acts;

7. Speed of claim resolution;

8 Predictability of outcome;

9. Limit to excessive punitive damages;

10. Guidelines/Case Precedents for establishing punitive damage award amounts.
e SUPPORTS the continued examination of clinical practice guidelines within the context of medical

mal practice. AM SA particularly supportstheuseof guidelineswhich aretargeted to highly specificmedical
situations, suchasCPR or ACLS; (1996)

Regarding Injury Prevention:

a SUPPORTS research and other effortsto develop improved systemsto detect medical injury and collect
informationabout medical injury; (1992)

b. SUPPORT Seffortsto reducetheincidence of preventablemedical injury, including quality assurance and
risk management activities. (1992)

URGESthat there beno professional discriminationagainst equally qualified physi ciansbased upon degree (MD or
DO) inconsiderationfor staff privilegesand SUPPORT Sastrong referral network between DOsand MDs.; (1989)

OPPOSES sexual contact between physicians and patients under any circumstances,
BELIEVESthat out of professional concernfor one’ s patients, aphysician or medical student should not smokein
aprofessiona setting and CONDEMNS the practice of working under the influence of a cohol or other substances

that impair their ability to adequately assess and treat patients. (1997)

BELIEVESitistheobligation of al physiciansto attempt to educate their patients asto their conditions, the goals
or various forms of treatment, and the patient’ s role in his’her own treatment.

SUPPORT Sacomprehensive, federal, no-fault system of childhood vaccineinjury compensation, suchasisprovided
by the National Childhood V accine Injury Compensation Act of 1986. (1987)
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10.

SUPPORT Sanexcisetax onvaccines, proportional totheir incidenceof adverseoutcomes, asamechanismfor funding
childhood vaccineinjury compensation. (1987)

ENCOURAGES the development of a strict, formal and frequent peer-review system for physicians. A non-
discriminatory system of due-process should be created to address instances in which physicians have practiced
negligent care. (1994)

OPPOSES the ranking of hospitals which is not based upon fully disclosed criteria which are both objective and
comprehensive. (1996)
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PRINCIPLESREGARDINGOTHERHEALTH CAREPROFESSIONALS
AND PERSONNEL

The American Medica Student Association:

1

2

URGESthat statecertified nurses, nurse mi dwivesand midwivesbegiven moreresponsibility inthecareof patients;

URGEStheincreasedtraining of paraprofessional swithineach medical field and specialty, such personstobecertified
by a national examination and licensed by the states to aid physicians under close legally-sanctioned supervision
in the more efficient rendering of diagnostic and therapeutic techniques;

SUPPORT Sincreased funding of training of nurse practitioners, physician’ sassistants, nurse midwives, midwives
and similar professionals, and ENCOURA GESthat their coll ective experti se be employed to maximum efficiency;
(1997)

SUPPORTS non-physician health and hospital workers in their efforts to organize for the purpose of collective
bargaining;

OPPOSESthe AMA proposed creation of the profession destined to be named Registered Care Technol ogistsinthe
health caresetting, and URGESthestrengthening of cooperativeeffortsbetween M edicineand Nursingto collaborate
on ajoint solution to hospitals' nursing shortages; (1989)

SUPPORT Sthe creation of national standards for and regulation of nurse practitioner, nurse midwife and midwife

education, licensureand continuing education and upon doing so further supportstheindependent practicefor nurse
practitioners, nurse midwivesand state certified midwives. (1997)
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PRINCIPLESREGARDING PHARMACEUTICALSANDMEDICAL DEVICES

The American Medical Student Association:

1

Regarding Government Policy:

a

URGESincreased funding for the Food and Drug Administrationto enableit to ensurethat pharmaceutical,
diagnostic, and other medical products are of the highest quality;

SUPPORTS legidlation which providesfor the classification, testing and pre-market clearance of medical
devices and which encourages the development and use of new devices,

SUPPORT Stheincorporation of theNational Drug Codeintovariousdrug compendia, and SUPPORT Sthe
mandatory utilization of theNational Drug Codeand itsimprintationonall drug containersand solid dosage
forms;

URGES adequate funding of afederal agency to be charged with:

1 coordinating evaluative testing of bio-equivalence and requiring it where indicated;
2 reviewing testing results for protocol/performance/conclusion;

3 publishing lists of products it judges to be bio-equivalent or not bio-equivalent;

4, receiving and evaluating challenges to previous bio-equivaency decisions.

URGES the Food and Drug Administration (FDA) and pharmaceutical manufacturers to make widely
availableto physicians and pharmacists definitive reports on bio-availability and therapeutic equivalence
and bulletins indicating current trends where studies are not yet conclusive;

SUPPORT Sthelawsrequiring FDA to certify drugsassaf eand effectivebeforethedrugscan enter interstate
commerce;

OPPOSES judicial and state legislative efforts to alow the use of uncertified drugs on an intrastate basis
intreatment of amedical condition;

Regarding physician/industry interaction:

SUPPORT S the concept that the physician’ srolein pharmaceutical product selection remain primary;

ENDORSES the“Medical Letter of Drugsand Therapeutics,” “ Factsand Comparisons,” “ The American
Medical Association Drug Evaluations,” “The American Hospital and Formulary,” and other objective
sources of therapeutic information on pharmaceuticals, and ENCOURAGES all institutions to provide
independent sources such as these, rather than relying solely upon industry sponsored sources such as
the Physician’s Desk Reference;

OPPOSEStheuseof promotional gimmicksandinappropriategiftsserving no educational orinformational
purpose to influence medical students or physicians; (1992)

OPPOSES the process by which the AMA’ s guidelines on giftsto physiciansfrom industry were adopted
by members of the medical community and itsrelated industries; (1992)

OPPOSES the policy of giving training institutions sole control over the allocation of industrial fundsfor
the purpose of physicians -in-training participation in extracurricular educational activities; (1992)

ENCOURAGESthepharmaceutical industry, incooperationwith AM SA and other organi zationsrepresent-
ing physicians-in-training, to begin acontinuing dial ogue on therole of industry in medical educationand
in supporting legitimate medical education activities; (1992)

101



a.

BELIEVES that practicing physicians should maintain an independent financial posture vis-a-vis the
pharmaceutical industry to avoid the potential of conflict of interestsin prescribing for and treating their
patients;

Regarding costs of pharmaceuticals:

a

SUPPORTS, in principle, theMaximum Allowable Cost (MAC) program asacost-saving program, only if
all thefollowing provisionsare met:

1 that the physician be able to get abrand name drug simply by certifying that it is his’her opinion
that a specific product is needed;

2 that the pharmacist be reimbursed for a prescribed brand name drug if he/she cannot reach the
physician for permission to substitute;

3 that stringent quality controls beinstituted regarding all substituted productsto ensure they are,
indeed, as safe and efficacious as the standard product.

SUPPORT Sl egidationto requirephysi ciansto prescribe pharmaceuti cal productsby genericnameandthen
to notein parenthesesthe name of aspecific brand nameor company whenever the physicianwill not allow
substitution, and which requires pharmaci ststo passal ong to the consumer any wholesal e pricedifferences
between generic and brand name drugs when the generic drug is dispensed;

ENCOURA GESphysiciansto consider and makestudentsawareof cost-eff ectivenesswhenrecommending
or prescribing commonly used drugs,

Regarding pharmaceutical advertisement:

a

b.

URGESthat theadvertising of all pharmaceutical and OTC productsbe maximally educational for boththe
public and physicians and meet the following criteria:

1 medi cationsshoul d be portrayed asmedicineswith aspecific purposeand not ascure-all panacess,

2 the advertising should not define a need that does not exist in amedical sense nor create a new
need;

3 the advertising should be factual and without pictorial or verbal representations which appeal to

emotions rather than intellectual reasoning;

4, patients and providers should be portrayed in a respectful and humane manner and not in a
stereotyped or demeaning fashion with respect to age, sex, sexual orientation, raceand disability;

5. the promotional content should be clearly identifiable as such and be as separate from the
educational content as possible;

6. asuggested retail price should be included in all detail advertisements;

7. the statement, “If you are presently taking amedicine, consult your pharmacist or doctor before
using our product,” should be included in all OTC drug advertisements.

SUPPORTSrequired labeling of all cosmeticingredients;

Regarding pharmaceuticals and international health:

a

CONDEMNSthe pharmaceutical companieswhich produceand export dangerousand controlled drugsto
foreign countriesin quantities much greater than isused inthose countries, thus greatly contributing tothe
quantity of illicit smuggling and sale of these drugsin the United States.
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b. SUPPORT Stheuseof theWHO M odel List of Essential Drugsasareferencebasewhich countriesmay use
in developing national essential drug policies. Essential drugs are those satisfying the health care needs
of amagjority of the population: selection of essential drugsis based on the most common diseases and
conditionswithinacountry aswell asthe capability and training of themgjority of health careworkerswho
will be using the drugs and vaccinations. (1986)

C. SUPPORTStheAction Program on Essential Drugsand V accinesasameansto assurethat essential drugs
and vaccines of good quality are available and affordablein aprimary care setting. (1986)

d. URGES the pharmaceutical industry to adopt policies of research, development, manufacture and pricing
that would support developing countriesin their drive to make essential drugs and vaccines available to
their peoples, and would not exploit developing countries by promoting use of drugs and vaccines not
included onthe WHO List of Essential Drugs. (1986)

Regarding Direct to Consumer (DTC) pharmaceutical advertising,

a ACKNOWLEDGESthevalueof well-informed patientswith regardsto pharmaceuti cal agents, (2001)

b. SUPPORT S unbiased evidence-based patient education efforts, (2001)

C. CONDEMNSthepracticeof using misleadinginformationin DTC advertising (2001)

d. SUPPORTS measures that will remove the biasin patient education effortsand DTC advertising by the
pharmaceutical industry. (2001)

e RECOGNIZESthat the marketing of prescription pharmaceutical sincreasestheir cost to patients, (2001)

f. ENCOURAGES the pharmaceutical industry to consider the additional costs patientswill pay asaresult

of DTC advertisingwhen planning marketing campaigns. (2001)
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PRINCIPLESREGARDINGETHICSINHUMAN EXPERIMENTATION

The American Medical Student Association:

1

SUPPORT Sthe concept that extra precautionsmust be undertaken to ensure that human parti cipantsin experiments
givefully voluntary and informed consent and be educated asto the foreseeabl e consequences of such experiments;

SUPPORT Sthe concept that the wel fare of the person must be considered as more val uabl ethan experiment resullts;

ENDORSES the continuing efforts of the Department of Health and Human Services to review and recommend
comprehensive research policieswhere human experimentation isinvolved;

AFFIRMS, in principle, non-therapeuti c experimentation on humanvol unteers; however, URGEStheprohibition of
non-therapeutic experimentationinvol ving prisonersand/or patientsinvol untarily committed tomental hospitals; all
therapeutic experimentation must receive prior review and full approval from a board, complying with federal
guidelineson human experimentation, charged with ngtheadequacy of scientific controlsand thesatisfaction
of recognized ethical standards for research;

OPPOSES the use of Third World populations as experimental subjectsto test devices, drugs, or procedures, such
ascontraceptives, without adherenceto thegui delinesof Human Experimentation, includinginformed consentinthe
patient’ s native language, as established by the U.S. Department of Health and Human Services.

REGARDS notification of affected individualsto be aright of theindividual and aresponsibility of the scientific
investigator whenever significant scientific study, asreviewed by the National Institute of Occupational Safety and
Health, findsindividualsto be at increased risk of disease. Notification must include adequate explanation of the
meaning of these results to the patient in language that the patient understands within the limits of available
knowledge, along with referral to an appropriate health care professional who can providethisexplanation. (1985)

OBJECTS to the treatment of human research subjects in such away as to be substandard to currently accepted
treatment. No oneshould bedenied such treatment based ontheeconomic conditionsof theregion of study or inability
to obtain such treatment whether or not the study was conducted. (1998)

ENCOURAGES the struggle of all health professionalsto uphold in principle the highest standards of health care

through combining beneficial advancesintheart and scienceof medicinesensitivetothespecific cultureof thepeople
whomthey areserving. (1998)
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PRINCIPLESREGARDING THEUSEOFILLEGAL DRUGS,ALCOHOL

ANDTOBACCO

The American Medica Student Association:

1 In regard to education:

a

Regarding drug and alcohol abuse:

1 SUPPORTS efforts to educate the public — especially school-aged persons — regarding drug
abuse and addiction and alternatives to drug abuse;

2 ENCOURAGES continued effortsin heal th education which would inform children, adol escents
and adults of the dangersinvolved inalcohol abuse, including its effects on decision-making and
judgment. (1995)

3 SUPPORT Seducational programsfor medical students, physi ciansand other health professionals
concerning drug abuse and addiction.

4, Furthermore, since alcoholism constitutes a major health problem, AMSA ENCOURAGES all
medical schoolsto include programsinthe multifactorial disease/disorder of alcoholismintheir
curriculumwith emphasison early recognition and treatment of medical and behavioral manifes-
tations, as well as the pathogenesis and epidemiology. All such programs should provide both
factual knowledge and compassionate attitude with which to help persons in need of such
treatment;

5. STRONGLY SUPPORT Seffortstoeducatethepublicregarding Fetal Alcohol Syndrome, itscauses
and effects, and that such efforts should include but not be limited to educational advertisements
paid for by manufacturers of a coholic beverages and appropriate warning labelson all alcoholic
beverages. (1988)

b. Regarding tobacco use:
1 STRONGLY ENCOURAGESall medica schoolstoincludetobacco cessationintrainingfor medical
students, residents, and practicing physicians. (1998)
2 SUPPORTS physicians and physicians-in-training in becoming knowledgeable about current
tobacco cessation techniques, in identifying tobacco users in their clinical encounters and in
assisting these usersto quit. (1998)
2 Regarding research:

a URGESthat additional funding beprovidedfor research regarding themedical and psychological natureof
addicting drugs and the epidemiology and appropriate treatment of addicted persons, including the
psychological needs of female and male substance abusers and the fetal alcohol syndrome;

b. ENCOURA GESresearchregarding thefeasibility of the prevention of theWernicke-K orsakoff Syndrome
by the addition of Thiamineto alcohol; (1985)

C. SUPPORT S appropriateclinical researchin regardsto the efficacy of therapeutic cannabisusein smoked,
pill or other forms. (1999)

3 Regarding health and treatment:
a BEL IEV ESthat drug abuseand addictionarenot primarily criminal problems, but aresocioeconomichealth

problemswith legal implications, and as such, should be dealt with by health professionalsand, therefore,
OPPOSES any legid ation and/or actions by the Justice Department which fail to deal with drug abuse and
addiction as health problems;
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URGES that comprehensive, community based drug treatment centers be widely available, including
treatment programs to meet the special heeds of women;

RECOGNIZESthat thehealth needsof a coholicsmerit thesamedegreeof attentionand concernastheneeds
of any other segment of society; (1985)

ENDORSES the addition of thiamine to alcoholic beverages as a preventive measure against Wernicke-
Korsakoff Syndrome, but RECOGNIZESthat thisisneither atreatment nor acurefor alcoholism. (1986)

Regarding Advertisement and Manufacture;

a

URGES pharmaceutical companies, physicians, and other health providersto exert greater discretion with
regard to the manufacture, advertising, supply and distribution of often abused prescription drugs such as
amphetamines and barbiturates;

SUPPORT Sl egidationtobanall advertisingfor alcoholic beveragesonradioandtel evision, or requirethese
advertisersto provide equal and comparable time for health messages about al cohol; (1985)

URGESalcohol companiesto changetheir advertising campai gnsto useonly model swho appear older than
thedrinking age, to eliminateadverti sementspromoting underage, irresponsible, or excessivedrinking, and
toinclude high contrast warning messagesin all print adsand verbal warningson television and radio ads.
(1922

URGESalcohol compani estoincludethedrinking ageonall packaging and adverti sementsinbold contrast
print. (1992)

URGESstricter lawsandlaw enforcement inan effort to reducedeath andinjury fromautomobileaccidents,
including thefollowing provisions; labeling of a cohol productsasnot to be consumedimmediately before
or during driving;

Regarding government policy:

a

SUPPORTS a shift of emphasis of federal drug policy from expensive and ineffective international
interdiction policiesto innovative, community-based approaches. (1993)

SUPPORTS community-based approaches to drug-control, including community policing and other
sustained coalitions between communities, policy makers, law enforcement, and other constituencies
concernedwiththepublicwelfare. (1993)

OPPOSEStheover representation of first timedrug offenders, especially thosefrom communitiesof color,
among prison populations and SUPPORTS the exploration of innovative alternatives to traditional
incarceration, including rehabilitation and house arrest. (1993)

SUPPORT Sall appropriate measuresto control a coholism. (1985)

SUPPORTS all effortsdirected toward the detection and prosecution of intoxicated drivers.
SUPPORT Sl egislation which would establish aminimum legal drinking age on anational basis.
Asit relatesto the legalization of therapeutic/medicinal cannabis:

1 SUPPORT Sthelegidlation of cannabisasaSchedulell drug for emperically validated medicinal
useinthemost effectiveform for theindividual; (1999)

2 SUPPORTS the legalization of cannabis for medicinal use in the most effective form for the
individual. (1999)

In regards to preventive issues:

a

STRONGLY SUPPORT Sincreased publiceducation programsregarding theheal th hazardsof cigarettesand
other tobacco products,
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SUPPORT Sthose efforts aimed at preventing cigarette smoking in children, adolescents, and other high-
risk groups, aswell asfuture research into discovering behavioral motivation behind smoking; (1995)

SUPPORT Sacigarettesafety act that woul d authori zethe Consumer Product Saf ety Commissiontoestablish
performance standards to ensure that cigarettes and little cigars have a minimum capacity for igniting
smoldering upholstered furniture and mattressfires;

SUPPORT StheSurgeon General’ sgoal of aSmokeFreeSoci ety by theyear 2000, andfurthermore, PLEDGES
its support toward devel oping an effective program to realize thisgoal; (1985)

In regardsto marketing and advertising:

a

STRONGL Y URGEStheuseof federal, stateandlocal fundsfor televisionand radi o anti-smoking messages
asamajor component of the anti-smoking effort, and URGES that an increased federal tax on all tobacco
products be specifically used to supplement such funds.

SUPPORT Smandatory disclosureof thelevel sof tar, nicotine, and carbon monoxideproduced by each brand
of cigarettewhen smoked, suchinformationto beincluded both on packagesandinall cigaretteadvertising;

SUPPORTS a comprehensive policy both here and abroad discouraging the promotion, sales and use of
tobacco products; (1986)

SUPPORTS Truthin Advertising where advertisersmust explainto the public that nicotineintake depends
on how they smoke and that nicotine can become an addictive drug; (1986)

OPPOSESany formof mediaadvertising of tobacco productsand SUPPORT Sfederal | egidlation prohibiting
such advertising. (1987)

STRONGLY SUPPORTS legislation banning the advertisement of all tobacco products in government
regulated mediaor requiring these mediato give equal and comparabletimefor health messagesrelated to
tobacco use, and STRONGL Y URGES the reduction of such advertisingin non-regulated media. (1985)

SUPPORT Sregulationsrequiring full disclosure of the constituentsand additivesof each brand of tobacco
product. (1990)

SUPPORTS legidation outlawing the distribution of tobacco products as free samples or with coupons.
(1990)

OPPOSESthesal eof out-of-packagecigarettesand BEL | EV ESthispracticeshouldbemadeillegal . (1992)

OPPOSESthesal eof tobacco productsin vending machinesand BEL | EV ESthismarketing method should
beeliminated. (1992)

SUPPORTS afederal regulation requiring licensure for the sale of tobacco, increasing the legal age for
tobacco purchasein all statesto 18 yearsold and local enforcement of thisage limit by requiring proof of
identification. AMSA further SUPPORT Sfinesfor vendorswho do not comply and revocation of tobacco
licensesupon multipleviolations. (1992)

SUPPORT Sthat the revenue from these fines fund anti-smoking education programs. (1992)

In regards to women and pregnancy:

a

SUPPORTS the increased funding and support of research of harmful effects of maternal smoking on the
fetus; (1986)

URGES women who intend to become pregnant to stop smoking and urges physicianswho care for such
women to assist them in smoking cessation; (1986)
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10.

In regards to worldwide tobacco use:

a

SUPPORT Sl egidationprohibitingtheU.S. Trade Representative, the Departmentsof Stateand Commerce,
or any other U.S. agency from actively encouraging, persuading, or compelling any foreign government to
import, market, promote, advertise, or distribute tobacco products. (1990)

SUPPORT Sl egisl ation requiring any manufacturer who sell stobacco productsintheU.S. to placethesame
health warningsthat are required in the U.S. in adverti sements and on packages sold abroad, in the native
language. (1990)

SUPPORT Srestrictingtheuseof U.S. fundsby internati onal tradeand monetary agenciessuch astheWorld
Bank and the IMF from being used to provide financial or technical support for tobacco agriculture and
manufacture. (1990)

ENCOURAGESincreased U.S. funding and participationininternational smoking control efforts. (1990)

ENCOURAGEStheU.S.toorganizeaninternational collaborativeproject togather health dataonthehealth,
economic, and environmental consequences of worldwide tobacco use. (1990)

SUPPORT Sincreasinginsurance premiumsfor known, active smokersto shift the economic responsibility and cost
back to those demanding more health services secondary to their tobacco-related illnesses;

STRONGLY SUPPORT Stheuseof federal tax on cigarettesto fundincreased research onthe prevention/treatment
of cancer and cardiovascular disease and increased disease prevention programs; and URGES the discontinuation
for tobacco production and the Tobacco Support Program, with said funds being used to finance atransition to the
production of more healthful crops;

STRONGLY OPPOSES the continuation of federal price supports of tobacco crops,

SUPPORTS effortsto ban or restrict smokinginal public places, and that:

a

“publicplaces’ shall includepublictransportationvehiclesandterminal s, elevators, enclosed public places
of recreation and entertainment, public waiting roomsof health facilities, public rest rooms, public schools
and institutes of higher education, department stores, restaurants, public meetings, public places of
business, and government-owned buildings; (1995)

smoking shall be banned in public places and until that time, provisions should be made for smoking and
no-smoking areaswith separate ventilation; (1995)

“no smoking” areas be large enough to comfortably accommodate all who wish to utilize them;

legidationin thisareasatisfy thefollowing four elementsidentified by the American Lung Association as
important in assuring the effectiveness of anti-smoking legidlation:

1 definition of terms, particularly those wordswhich have more than one connotation (e.g., “public
places’);
2 requirement that plainly visiblesignsbepostedinall areaswheresmokingisrestricted or prohibited

to alert everyone to the regulations in effect;

3 clear delegation of authority: identification of the officials and/or agencies responsible for the
publicity, posting, and enforcement;

4, designation of penalties for violationsto provide incentives for adhering to the regulation;
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14.

16.

17.

URGEStheFTCand FDA torecognizethat |ow-yiel d cigarettescannot be supported asbeing “ better” for one' shedlth;
(1986)

SUPPORTS research and public education on the del eteri ous effects of smokelesstobacco; (1986)

SUPPORT Sthedevel opment of multicomponent public programming and support groupsto hel ptobacco usersstop
the destructive use of these products; (1986)

BELIEVESthat out of mutual professional courtesy and respect, physiciansand medical students should not smoke
at professional meetings;

STRONGLY SUPPORTS regulation of all tobacco containing products under the statutes of the Food, Drug, and
CosmeticsAct and the Consumer Product Safety Act, asareall other substancestaken into the human body. (1989)

SUPPORT Sthe establishment of aCenter for Tobacco Productsat the CDC to coordinate educational and research
activities, launch a national counter advertising campaign, and provide grants to reduce tobacco usage among
pregnant women, children, and blue-collar workers, but SUGGEST Sestablishing the FDA asaregulatory authority
on tobacco containing products. (1990)

OPPOSES exposing children to any form of tobacco whether inside or outside the home and SUPPORT S banning
smoking in areas outside the home where children are, including , but not limited to schools, day care centers, and
play areas; (1995)

STRONGLY OPPOSES any government subsidiesfor the growth, production, distribution or sales of tobacco and

RECOGNIZESthepotentia economicimpact of thisresol ution, and URGESfederal actiontofacilitatedevel opmental
conversion of tobacco-dominated regional economiesto alternative production. (1995)
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PRINCIPLESREGARDING SEXAND REPRODUCTIVERIGHTS

The American Medica Student Association:

1

In regard to sex education:

a

BEL | EV ESthat educating childrenand adultsabout sexuality from birth to adul thood shoul d comefrommany
sources including but not limited to, schools, health professional's, and home. (1995)

BELIEVES that such acomprehensive program should be based on, though not limited to, the following
principles:

1 enhancing the self concept, such that young people feel good about themselves and are not
available for exploitation and do not exploit others;

2 understanding that parenthood requires responsibilities and interpersonal skills that strengthen
family life, such as communication, compromise and a good sense of humor;

3 understanding love as the basic component of a person’s sexuality;

4 preparation for making responsible decisionsin critical areas of sexuality, based on a universal

value of not hurting or exploiting others;
5. helping young people understand the need for equal opportunities for males and females;

6. contributing to knowledge and understanding of the sexual dimension of our lives, focusing on
feelings, communication and values,

7. helping young people devel op tolerance and appreciation for nontraditional life-styles;
8 involve peer counseling for all ages; (1995)
9. education should be age appropriate, nondirective, and start at ayoung age; (1995)

10. emphasizesituational andlifeskills; (1995)
11 incorporate afull and appropriate education on family planning for youths and adults. (1995)
SUPPORTS the establishment and the administration of such acomprehensive program;

SUPPORT Sthe establishment of programsfor parentsregarding adult sexuality, adol escent sexuality and
their role as sex educators, with funding not compromising existing sex education programs;

URGESthat physiciansand medical studentsplay amoreintegral roleinteaching children about sexuality.
(1992

In regard to contraception:

a

BEL IEV ESthat excessivepopul ationgrowth can beaseriousthreat totheheal thand welfareof the American
People, and BELIEV ESbirth control to beaform of preventivemedicine;

SUPPORT S responsibly safe and cost-effective birth control, asfollows:
1 primary formsof birth control methodswhich prevent conception shoul d be encouraged through:

a education, which should include the potential and limits of varying contraceptive
methods in preventing pregnancy as well as protecting from sexually transmitted
diseases, and (1997)

b. increasing availability of those methods; (1997)
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2 as a secondary means, abortion, with totally informed consent, be fully accessible to al.

BELIEVES that the display and sale of contraceptive devices and the distribution of contraceptive
information to all persons should be legal;

SUPPORT Sthe proposal that cost beno barrier intheavailability of birth control information, devicesand
medications;

URGESthestrongoppositionof legidlativeinitiativeswhichimpair aphysician’ scapacity torespect theright
of awoman to self-determination in matters of reproduction;

TAKESTHEPOSITION and STATESpublicly that aconvenient, effective, and safeform of contraception
for either males or females has not yet been produced and should become the goa of government and
industry co-sponsored development programs;

In regard to abortion:

a

BELIEVES that all women, regardless of age, socia status, or marital status should be able to obtain a
voluntary abortion. Federal, stateandlocal fundsshould beprovided towomen unableto afford an abortion,
asitisprovided for other medical servicesto indigent people;

BEL IEV ESthat voluntary induced abortionsshould beavail ablefromall publichospitalsonthesamebasis
as any other medical or surgical procedure;

OPPOSES abortion performed on the basis of thefetus' sex;

URGESarepeal of al legidationwhichrestrictstheavail ability of federal, stateor local fundstowomenwho
cannot afford abortions; (1988)

OPPOSES any policy by the Department of Health and Human Services that causes delay and increased
medical riskinthedelivery of abortion services, including but not limited to prohibiting abortion counseling
and referral in health care settingswhich receive federa funds. (1992)

OPPOSESandlabbiesagainst all |egisl ationthat would requireexplicit visual and/or verbal representation
of the products of abortion that tend to produce emotional traumarather than provide useful information
to the candidate of abortion;

BELIEV ESthat the question of when aconceptus acquires personhood isacomplex, religious, moral, and
personal question that cannot be answered by medical science, and OPPOSES all | egislation attempting to
define personhood of a conceptus;

Regarding clinicviolence, AMSA:
1 SUPPORTS awoman'’ sright to an abortion performed in asafe and secure environment;

2 CONDEMNS the violence directed against abortion clinics and family planning centers as a
violation of theright of accessto health care; (1985)

3 SUPPORTS the Freedom of Accessto Clinic Entranceslaw, and urgesits enforcement to the
fullest extent wherever possible; (1995)

4 CONDEMNS any inflammatory rhetoric which encourages violence surrounding the abortion
debate; (1995)

5. STRONGLY URGES al health professional organizations/associations to publicly condemn
violence directed against abortion providers, clinic workers, and patients; (1995)

6. STRONGLY URGESall health professional organizations/associationsto demandtheinvestiga-
tionand prosecution of perpetratorsof clinicviolenceby all appropriatelaw enforcement agencies,
including federal, state, and local governments. (1995)
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J-

BELIEVESthat voluntary, induced abortion by sound medical and surgical procedure should belegal and
that abortion should be a matter to be decided between patient and physician, without the interference of
any third party;

OPPOSESthe prohibition of intact dilation and extraction abortion. (1999)

Inregard to medical abortifacients:

a

b.

SUPPORT Sthe continued research and clinical use of al pharmaceutical abortifacients. (1998)

RECOGNIZESthat pharmaceutical abortifacients, although effective, do not replacethe need for surgical
abortion. (1998)

Inregardtofertility and sterility:

f.

BELIEVESthat every person hastheright to control his/her own fertility;

SUPPORTS, inprinciple, legislation designed to encourage smaller families, without regard torace, creed,
national origin, or socioeconomic status; (1995)

SUPPORT Ssterilizationasan acceptabl eform of birth control whentotally informed consent hasbeengiven
by the individual involved;

SUPPORT Stheavailability of sterilization of adultswithout requirementsconcerning parity and marital state;

BELIEVESthat it is preferable, but not required, that amarital partner give informed consent for his/her
spouse’s sterilization;

OPPOSES sterilization by other than free, uncoerced choice or asagenocidal or discriminatory device;

In regard to venereal disease:

a

SUPPORT Sthereporting to proper authoritiesof each case of venereal diseaseinaccordancewiththelaws
of each state, and URGESthe medical community to recognizeitscontribution to theincidence of venereal
disease as a consequence of laxity in such required reportings.

In regard to the rights of pregnant women:

a

STRONGLY URGES pregnant women to avoid practices which may be hazardousto themselvesor their
fetuses; (1987)

ENCOURAGESwomento consult withahealth careprofessional, but SUPPORT Sthelegal right of women
to make the ultimate decisionsregarding their pregnancies and births; (1987)

OPPOSESany new legidationor interpretation of existinglawswhichwould criminalizeany otherwiselegal
actions by pregnant women, whether or not such actions are deemed to be medically injuriousto afetus;
(1987)

OPPOSES court ordered medical interventions, irrespective of theindicationsfor such procedures, where
thewoman islegally competent of informed consent; (1987)

URGES the active support of legislation designed to expand options available to childbearing women,
including federal financial support for those unable to provide for a child, federal support of child-care
programsfor working and student mothers, and federal financial support for prenatal and postnatal health
care; (1988)

BELIEVES every pregnant woman in the United States hasthe right to and must be guaranteed accessto
comprehensive maternity and infant care regardless of location or ability to pay. Where:

1 Comprehensive maternity and infant services should be defined asthefull range of maternity and
well child services, including but not limited to early and continuing prenatal care, medical,
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psychosocial, educational and nutritional services, and postpartum careincluding family planning
services, inpatient neonatal services and well-child services up to the age of 5 years.

2 The pregnant woman has choice of providersfrom among all typesof licensed medical and health
providers, including physiciansand statelicensed midwivesand certified nurse midwives, health
departments and community health centers.

3 Pregnant women should have the choice of licensed facilitiesin which to deliver, including Joint
Commission on Accreditation of Hospitals (JCAH), certified hospitals and accredited birthing
centers.

4 In providing for such services, it must be recognized that early prenatal careisfor the benefit of

the child and that early careis of the essence. Therefore, incentives and education on the issue
of theimportance of prenatal health care to encourage the mother’ s early participation should be
considered.

5. Pregnant women should have the choice to deliver at home and be attended by their choice of
consenting physicians, state licensed midwives and certified nurse midwives.

The care mentioned in 1 and 2 above should be provided through a uniform nationwide system, financed
through a combination of public and private funds.
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PRINCIPLESREGARDING STUDENT HEALTH SERVICES

The American Medical Student Association:

1

SUPPORT Stheprovision of complete preventivemedical care by thestudent health servicesat al schoolsof higher
education to enrolled students, such care to include, but not limited to:

a

b.

periodic Pap Tests at intervals recommended by the American Cancer Society;

instruction in the standard techniques of breast and testicular self-examinations; (1995)

complete contraceptive information and provision of contraceptive devices and medications;
pregnancy testing and counseling services, including referral for abortion, if desired, by the patient;

HIV and sexually transmitted di seaseinformation, testing, treatment, and pre- and post-test counseling; anti-
HIV antibody testing should be performed in a manner consistent with the Principles Regarding HIV,
including its voluntary nature, the maintenance of confidentiality, and the provision of informed consent.
In addition, information as to where to obtain anonymous testing, if desired, should be available;

psychiatric counseling and/or other mental health services, which may include provisions for outside
services, that is discreet and confidential to protect the student, that is easily accessible to the student to
insuretimely, acuteintervention if necessary, and that isfamiliar with difficulties experienced by medical
students such as depression, anxiety, substance abuse, and eating disorders; (1997)

provision, with informed consent and priority allocation based on relative risk of infection, medically
appropriate testing for prior immune status of vaccinesfor al preventableinfectious diseases, including,
but not limited to Hepatitis B, to studentswho participate directly inthedelivery of health care asapart of
their educational program. Inthe absence of third party reimbursement or free provision of vaccines by
governmental agencies or private companies, the institution should assist the individual by providing a
payment schedule that will allow the prompt administration of the vaccine;

should offer voluntary and confidential screeningtothemedical student populationfor mental illnessesthat
commonly occur inthat population; (1997)

should provide accessi bl e education about mental illnessamong medical studentsand provideinformation
on time management and stress reduction. (1997)

URGES tthat all care be available without parental consent and without the disclosure of care being communicated
to parents, guardians or school officials;

URGESthat all records be maintainedin astrictly confidential manner, subject to release or other access only upon
written consent of the patient involved.

URGESall medical schoolsto offer an affordable group health insurance policy toitsstudentsthat includestail and
disability components and without caps. (1991)
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PRINCIPLESREGARDING FOOD AND NUTRITION

The American Medical Student Association:

1 RECOGNIZESfreedomfrom hunger asabasic humanright;
2 ENDORSESthe Surgeon General’ sreport, Healthy Peopl 2000 and the Departmentsof Agricultureand Healthand

Human Services” Dietary Guidelinesfor America,” and SUPPORT Sthefollowing nutritional guidelinesasgeneral
recommendations for the public in pursuit of health promotion and disease prevention:

a reduce consumption of fat overall, saturated fat, hydrogenated oils and cholesterol; (1995)
b. reducetheintake of sodium salts, of sugar, other caloric sweeteners, caffeine and processed foods; (1995)
C. to avoid being overweight, consume only as many calories as expended; if overweight, decrease caloric
intake and increase energy expenditure; (1995)
d. increase the consumption of unrefined complex carbohydrates and sugars occurring naturally in foods;
(1995)
e increase the consumption of unsweetened fruits and vegetables to at least five servings a day; (1995)
f. increase the consumption of fiber and antioxidants;
0. decreasetheconsumption of meat and meat products, including beef, pork, poultry andfish, tonomorethan
2-3 servings per week, and increase the consumption of vegetable proteins. (1995)
3 SUPPORT Sfederal food safety lawswhi ch prohibit theaddition of any carcinogenic col oring, flavoring or texturizing
agent to processed food products;
4, SUPPORT Sthe promul gation of federal regulationsthat requirethe exact quantitative labeling of calories, protein,
fats, sodium and fiber content in all processed foods, food supplements, and over-the-counter drugs; (1995)
5. In regard to infant nutrition:
a STRONGLY SUPPORTS patient education about breast feeding; DISCOURAGES substituting infant

formulafor human breast milk unlessindicated by medical or personal reasonsnot influenced by promotional
methods; (1995)

SUPPORT Stheestablishment of mandatory nutrient standardsand pre-market testing requirementsfor all
infantformulas;

SUPPORT Sfederal | egidationto ensureachi evement of such standardsby all infant formulasproduced and
marketed in the United States;

SUPPORT Sthelnternational Codeof Marketing of Breast milk Substitutesadopted by the34thWorldHeal th
Assembly of the World Health Organization;

OPPOSES the vote cast by the United States against the International Code of Marketing of Breast milk
Substitutes at the 34th World Health Assembly of the World Health Organization;

URGES al companies manufacturing, distributing, and promoting breast milk substitutes to comply
voluntarily with all articles of the International Code of Marketing of Breast milk Substitutes;
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10.

g. URGESprofessional medical associations, especially the American M edical AssociationandtheAmerican
Academy of Pediatrics, to support thel nternational Codeof Marketing of Breast milk Substitutes, tooppose
the U.S. vote against the Code, and to urge industry to voluntarily comply with all articles of the Code.

h. SUPPORTS a renewed boycott of products manufactured or marketed by Nestle and American Home
Productswhichwill beterminated whenthecompanies marketing practicesconformto WHO palicy. (1990)

i. URGEStheU.S. government to support UNICEFand WHO intheir call for health professionalsworldwide
to implement the measures required to protect, promote and support breast feeding, and to refrain from
promoting individual brandsof infant formula. (1990)

URGES that Congress and the Administration recognize the growing threat of hunger in America and establish
fulfillment of basic nutritional needsfor al personsasapriority in their health policy goals. (1987)

URGESthat thefederal, state, and local governmentsenabl eindividual sreceiving welfare, familiesandindividuals
below the poverty line, thoseat risk of needing welfare, and theworking poor to receive adequate nutrition through:

a Providing sufficient funding for assistance programs and increasing the monthly benefits to an adequate
level. (1995)
b. Development of innovative methods such as electronic card systems instead of vouchers or money, to

prevent fraud, reduce cost and simplify the process of application and distribution of benefits. (1995)

C. Expanding school meal stoincludebreakfast andlunchat al schools, consideringinnovativeprogramssuch
asprivatization. Improvingthenutritional valuetomeet U.S. Dietary Guidelinesand reducing thepercentage
of saturated fat and the total fat content to less than 30% of total calories, for al school meals. (1995)

d. M odeling theFood Stamp Program after theW!I C programto providenutritional counseling for participants.
(1995)
e Encouraging independence and transition from the system though improvement in employment opportu-

nities and providing benefits on adliding scale to the working poor. (1995)

URGES that congress establish a comprehensive national nutrition monitoring system that will provide data on
nutritional status of the United States population at large, and of high-risk groupsin particular. (1987)

OPPOSEStheirradiation of food asapreservative processuntil suchtimeasit hasbeen scientifically demonstrated
that such processing; (1988)

a does not diminish the nutritive properties of the food more than other preservation processes, (1988)
b. does not lead to harmful effects in the persons who consume such food, and (1988)
C. does not impose a health or safety threat to workers in processing plants, nor does such processing or

production, transportation and storage of the needed radioactive elements and by-products of such
processing pose significant risk of polluting the environment. (1988)

SUPPORT Stheapplication of uniform standardsfor “organically” grownfood, requiring that to belabeled organic:
(1991)

a Products be produced without pesticides, except for alimited number of specified natural or biological
substances that are proven to be safe.

b. Products be produced without synthetic fertilizers.

C. Crops be grown on soil free of pesticide application for three years, and free from synthetic fertilizer

application for two years.
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14.

d. Farms use “integrated” soil management and “integrated” pest management practices, which include
methods of crops rotating, use of natural predators, and organic fertilizersin farming practices.

e Food processors use no artificial food additives or ingredients, synthetic materials or irradiation in their
products.

SUPPORT Sthelabeling of all genetically modifiedfoods, inwhich genesfrom onespeciesaretransferred to another
inan effort to increase the expression of ‘desirable’ traits. (2001)

OPPOSESthe marketing of foods poor in nutritional valuein all schools. (2001)

ENCOURAGESIocal communitiesto urgetheprevention and termination of such marketing efforts. (2001)
SUPPORT Smeasuresthat would protect studentsfrom expl oitation by prohibiting abusinessfrom bringingintothe
school any program that would require students to view advertising of foods poor in nutritional value or to study

specific instructional programs as a condition of the school receiving a donation of money or donation or loan of
equipment. (2001)
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PRINCIPLESREGARDING THEFOOD INDUSTRY

The American Medica Student Association:

1 In dealing with companies from the food industry
a AMSA REQUIRESthat all money be used with the understanding that thisisnot direct product promotion
or endorsement. (1990)
b. Thereisno right of approval or censorship given to the donor. (1990)
C. All nutritional information should not conflict withtheU.S. Dietary Guidelines. (1990)
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PRINCIPLESREGARDING WORK AND THEWORK ENVIRONMENT

The American Medical Student Association:

1

SUPPORT Sthepremisethat any level of radiation exposuremay haveserioushealth effectsandthat all x-ray practices
be continually reviewed by medically or technically qualified officialsin that patient and empl oyee exposure occur
only when medically necessary;

SUPPORT Seffortsto provide adequate compensation, if need be, by arbitration, for workersand their familieswho
havesufferedinjury or death from occupationally rel ated heal th hazards such asasbestos, and CONDEMNSthe use
of Chapter 11 of the Federal Bankruptcy Code as ameans of escaping legitimate responsibility for providing such
compensation;

ENDORSES the efforts of those groups seeking to compel OSHA to establish field sanitation standardsfor migrant
and temporary field workers, either through court challenges or legislation.

In regard to drug screening and drug impairment:

a

OPPOSES random drug screening on principle, but wishes to recognize that it exists, and suggests
appropriatelimitstoitsuse; (1987)

BELIEVESthat drug testing isascreening measure only and that positive results must be confirmed by a
second, more accurate testing method before being used asthe basisfor any action taken by theemployer.
Additionally, the employee has rights to due process and to appeal positive test results; (1987)

BELIEVESthat apositivetest result merely indicates possible use of aparticular drug and not necessarily
impairment, and that any test result should be interpreted by a health care professional who has accessto
athorough, confidential drug history of the person whose sampleis being analyzed; (1987)

URGES that urine drug screening and confirmation of positive results be performed by certified medical
techniciansin licensed |aboratories using nationally accepted levels of quality assurance, security. Also,
itisof paramount importancethat confidentiality be maintained. Testing shall be done by anindependent
lab paid by theemployer. Notification of first result will beprovided only to theemployee. Bothemployee
and employer will be notified of second test results; (1987)

URGES that employers, both in the public and private sector, refrain from instituting policies calling for
mandatory random urine drug screening, and that employers reserve such tests for employees for whom
thereisstrong causeto suspect abuseof drugswhichimpair theemployee' sperformanceof expected duties;
(1987)

URGESall employers, bothinthe public and private sector, toallow, if not encourage, employeeswho are
foundtobeimpaired asaresult of substance abuseto participateintreatment programs, with medical leave,
inlieu of termination of empl oyment, and that upon successful compl etion of suchtreatment programs, that
the employee have the opportunity to return to his/her former position; (1987)

OPPOSES categorically the use of pre-employment drug screening as an unwarranted search and seizure
andinvasion of privacy; (1987)

URGESall employers, bothinthepublicand privatesector, to publicizetoall employeesthepolicy on drug
useand impai rment, drug screening, conseguences of refusing to betested, and consequences of apositive
confirmedtest; (1987)

URGESpre-notificationof all potentially affected employeesthat suchaprogramistobeinstituted. (1987)
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SUPPORTS theright of workers to be informed of the specific, adverse health effects they may be at-risk for asa
conseguence of their occupation and/or work environment, and furthermore; (1989)

SUPPORT Sthedevel opment andimpl ementati on of programsto notify workersof their occupational diseaserisk and
to provide medical surveillance for the occupational diseases such workers are potentially at-risk for developing;
(1989)

URGEStheDepartment of Energy toreleaseand makepublichealth recordsof workersat nuclear weaponsproduction
facilities so that these workers are informed about past exposures to radiation and toxic substances and may then
take appropriate medical actions depending on the level and extent of exposure to said substances; (1990)

URGES the government to mandate that businesses provide unpaid |eave to employeesfor the birth or adoption of

achildor theseriousillnessof theworker or animmediatefamily member (including nontraditional family members),
if such leave does not create undue economic hardship for the business. (1992)
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PRINCIPLESREGARDINGHEALTHANDQUALITY OFLIFE

The American Medical Student Association:

1 Regarding Safety:

a

URGESstricter lawsandlaw enforcement inan effort to reducedeath andinjury from automobileaccidents,
including the following provisions

1 car saf ety inspection be required in al states;
2 annual examination of ability to drive berequired of all drivers 70 years of age or older;
3 inorder toobtainalicense, permissionbegranted to submit toachemical test of sobriety whenever

intoxication whiledriving is suspected;

4, drivingamotor vehiclewithabloodal cohal leve greater than .05% (50 mg. al cohol/100ml. of blood)
beillegal;
5. laws which would provide for mandatory punishment and license suspension of any individual,

at least upon the second conviction for driving while intoxicated;
6. upholding of the posted speed limit;

7. mandatory infant carerestraints, mandatory air bagsasapassiverestraint, and mandatory wearing
of adult seat beltsor other protectivedevices, aswell asmandatory wearing of motorcyclehel mets.
(1988)

In regard to automobile safety:

1 URGESall parents, community |eaders, health professional s, and governmental and privatesector
agenciesto do everything possibleto ensurethat every childintheUnited Statesisprotected from
injury by safeinfant car restraints and child car seats when being transported in amator vehicle;

2 URGESall governmental and privateagencieswhich providetransportationfor childrentoaccept
responsibility for their safety and to adopt policies ensuring proper restraint for those childrento
reduceinjury;

URGES legidlation, community programs and education from health-care professional's regarding gun
safety, bicycle helmets, smoke detectors and other saf ety aspects and SUPPORT S addressing these areas
by medical training; (1995)

2 In regards to day care:

a

URGES hedlth professionals to actively provide educational and consultation services to families using
community day care centers, URGES requiring all programsto meet federal standardsincluding ratios of
caretakersto children, and URGES requiring that all standardsare applied equally; (1995)

SUPPORT Sincreased fundingtoday carecenters, ENCOURA GESexpanding thesuccessful programssuch
asHead Start Program and ENCOURA GESfurther devel opment of innovative programsto establish child
carefacilitiesto address the community needs; (1995)

SUPPORT Stheconcept of federal, state, local and privateinvestment intheseprogramsand ENCOURAGES
improved consistency between funding programs and the provision of a seamless system on the state and
local level; (1995)
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d. ENCOURAGESimproved child careoptionsfor all welfarerecipients, at risk working poor, and children of
high school age and younger parents, by the following:

1 Provide services or fundsfor child care at the community’ smarket rate. (1995)

2 URGES the establishment of these centers within the schools, if applicable, that the parent or
parentsattend. (1995)

3 Provideservicesfor thedurationof participationin JOBSprogramandtrainindividualsintheJOBS
programto bechild care providers. (1995)

4, Provide servicesto the working poor based on asliding scale. (1995)
e ENCOURAGESprogramsthat addresstheneedsof 0- 3year oldsinadditiontothoseof older children. (1995)

SUPPORTS legidation requiring the U.S. Bureau of Census to adjust for undercount in the 1990 census and all
decennial censusesthereafter. (1990)

BELIEVESthat health is determined by many factors other than medical care, including genetic predisposition to
pathology, life-style, and the environment (physical, social, occupations, and economic);

SUPPORT Sprogramssuch asHeal thy People2010, aprogram of theU.S. Department of Heal thand Human Services,
in systematic effortsto determine measurabl e goal sand objectivesfor improving the public health by the promotion
of health and the prevention of disease.

ENCOURAGES communities, professional organizations, and states to utilize Healthy People 2010 to develop
programsto improve the public health.
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PRINCIPLESREGARDING PHYSICIANSAND THEARMED FORCES

The American Medical Student Association:

10.

OPPOSES national registration or conscription for military purposes;

ENDORSES the concept that all medical personnel of the uniformed military services are, and should remain,
noncombatants as defined by the Geneva Convention;

BELIEVESthat in the event of physician conscription, it should be without regard to sex; and the period of draft
eligibility should beinthe premedical yearsandimmediately after compl etion of the Post Graduate Y ear 1 for asum
total of years not to exceed that of the general non-physician population;

BELIEVESthatif,andonlyif, obligatory conscriptionbecomesagovernmenta policy, that conscriptionbeuniversally
applied without regard to sex, race, income, or sexual orientation and allows for the individual’s participation in
choosing a program that responds to the nation’s need;

SUPPORTS the Department of Defense’s Armed Forces Health Professions Scholarship Program as a means of
providing volunteer armed forces physicians;

URGEStherepeal of all Department of Defensedirectivesand regulationsrequiring thedischarge or prosecution of
members of the armed forcesfor reasons of sexual orientation; (1985)

URGES the United States government to respond to Russian and Ukrainian initiativesin regard to No First Use of
Nuclear weapons and to continue serious negotiations with these countries, working towards a ban, on all nuclear
weapons and all nuclear weapons today, and further ENCOURAGES the United States government to enter into
serious negotiations with other nations who have newly acquired nuclear weapons technology, specifically the
Middle East, to work towards aban on all nuclear weapons and all nuclear weaponstesting. (1994)

OPPOSES admi ssionsdi scrimination by the Uniformed University of the Health Sciencesand hiring discrimination
by all military residency programson the basis of sexual orientation. (1985)

URGESthe Director of Advertising for The New Physician to search for other sources of advertising income other
than the Armed Forces of the United States, until such timethat the Armed Forces arein compliance with the stated
principles of American Medical Student Association with regard to discrimination.

SUPPORTSthe efforts of LGBPM to increase awareness of discrimination in the military through fall workshops,
convention planning, and The New Physician.
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PRINCIPLESREGARDING STUDENT RIGHTSAND RESPONSIBILITIES

The American Medical Student Association:

1

ENDORSESthefollowing Codeof Medical Ethicsfor medical studentsand ENCOURAGES studentsto abideby it.

(1999)

a

A medical student shall be dedicated to learning the art and the science of medicine, and shall pursuethis
course of study with compassion and respect for human dignity;

A medical student shall approach the study of medicine with the utmost academic integrity, deal honestly
with patientsand membersof thehealth careteam, and shal | seek to promotethesevirtuesinone'scoll eagues,

A medical student shall respect the directives of one's superiors and recognize a responsibility to seek
changes in those requests that seem contrary to the wishes or best interests of the patient;

A medical student shall respect therights of patients, of fellow students, and of membersof the health care
team, and shall safeguard patient confidences within the constraints of the law;

A medical student shall not accept patient care responsibility, perform any action, nor allow oneself to be
identifiedinamanner that i sbeyond one'slevel of training or competence; oneshall ask for supervisionwhen
appropriate, assistance when necessary, and never allow patients or patients' familiesto believe that one
is anything but amedical student;

A medical student shall recognizetheimportance of participation in activities contributing to animproved
community;

A medical student shall acknowledge the importance of social, economic and psychological factors
impacting upon health;

A medical student shall servepatientstothebest of one'sability regardlessof diagnosis, race, sex, ethnicity,
national origin, sexual orientation, physical or mental disability, socioeconomicstatus, religion, or political
beliefs;

A medical student shall not allow competitiveness with colleagues to affect patient care in an adverse
manner;

A medical student shall guard one's own health and well-being; likewise, one should strive to promote
wellness in one's colleagues, including assisting impaired colleagues to seek professional help, and
accepting such help if oneisimpaired.

ADOPTSthefollowing Medica Student Bill of Rightsand Responsihilities: (1999)

A CONCISESTATEMENT OFMEDICAL STUDENTSRIGHTSAND RESPONSIBILITIES:

A working draft proposed by AMSA Working Group on the Medical Student Bill of Rights (MSBR).

MEDICAL STUDENTSHAVETHERIGHT TO:

1

ahigh quality training program in an institution committed to their mentoring and education, which will
prepare them to become competent, compassionate, and ethical physicians.

shape the content of their education.

meaningful and significant representation at their individual institutionsand on state/national organizations
on matters concerning all aspects of their training.

learninasafeand humaneenvironment whereeducationistheprimary goal, without compromising patient
care.
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5. beinformed of their institution’ s policiesand procedures pertai ning to promotion, graduation, and student
well-being.

6. takeal eave-of-absencefor personal reasons(e.g., whichincludesgender-neutral childandfamily leave, etc.)
without fear of recrimination, dismissal, or retribution.

7. accessconfidential, timely, and appropriate heal th careand/or support systemsintheevent of personal and/
or healthrelated difficulties.

8 confidential, timely andfair systemsfor eval uation/feedback regarding academic and clinical performance
and to addressindividual/systemic grievances without fear of recrimination, dismissal, or retribution.

9. due process at their home institution with fair representation in hearings, mediations, and appeals.

10. completetheir educationandtrainingif ingood standing and to continuetheir medical educationintheevent

that their home ingtitution ceases to operate.

11 nottobepenalizedfor their moral ethical or religiousobjectionto participationintheprocedure. Suchrefusal
to participate shall not be based on the patient’s race, age, religion, sex, disability, gender, ethnicity,
socioeconomic status and sexual orientation.

12 be provided an adequate testing environment with appropriate accommodations. (2000)

MEDICAL STUDENTSHAVETHERESPONSIBILITY TO:

1 commit themselves to the conscientious, respectful and thoughtful service of their patients.

2 vigorously and independently pursue excellencein their lifelong education.

3 educate their patients and colleagues.

4 conduct themselvesin a professional and ethical manner.

5 notify the appropriate body in atimely manner of any problemswhich adversely affect their training, and
participate in the process of program improvement and devel opment.

6. pursue mental and physical support for any conditionswhich might compromisetheir educational goalsor
patient care.

THISMEDICAL STUDENTBILL OFRIGHTSAPPLIESTOALL STUDENTSREGARDLESSOFRACE, AGE,
RELIGION, SEX,DISABILITY,GENDERIDENTITY,ETHNICITY,SOCIOECONOMICSTATUS,AND SEXUAL
ORIENTATION.

ENDORSES the Joint Statement of the Academic Freedom of Students of the American Association of University
Professors and the National Student Association as a description of the rights, privileges, and responsibilities of
students in generdl;

URGES each medical school to adopt guidelinesand provide counseling in the event of an accidental blood product
exposurewith HIV transmission, including needle stick, laceration and eye splash. These guidelines should ensure
confidentiality. Themedical schoolsshould beresponsiblefor themedical cost resulting from theexposure. (1991)

Regarding student representation and voice:

a BELIEVES that a representative number of students, selected by their peers, should be included on all
decision making bodies within amedical school, such students to be active participants with full voting
privileges;

b. SUPPORT Stheconcept that thegranting of tenurefor medical school teaching faculty bedependent, inpart,

upon favorable student evaluations of teaching performance;
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C.

d.

SUPPORTS the recognition by all governments of students basic rights, privileges and responsibilities,
especialy theright to actively participatein their own governing. (1990)

DEPLORES the use of violenceto repress nonviolent student democratic movements. (1990)

Regarding wellness and wellness policy:

a

RECOGNIZESthat patient careand medical education suffer when studentsand housestaff lack proper rest,
and, therefore, BELIEV ESthat:

1 students should be allowed to negotiate issues in patient care, as well as working hours and
conditions, with their respective medical schools and hospitals;

2 call should primarily beal earning experienceand that studentsshould not takecall moreoftenthan
every third night;

3 the total amount of hours worked should not be required to exceed 72 hours per week;

4 students should have at least one scheduled day per week free of clinical responsibilities;

5. students should not be expected to work late evenings in the hospitals except when on call.

6. student working hours should not be greater than those worked by the housestaff in their

supervision. (1990)

ENCOURAGES medical schools and medical centersto provide facilities for physical conditioning and
recreationfor itsstudentsand housestaff who havelessopportunity thanthegeneral popul ationto useoften
timesexpensive, inconvenient, andinadequatefacilitiesel sswherebecause of severelimitationsontimeand
the pressures of the profession;

BELIEVES that the performance of repetitive scut work, past the point where such work is alearning
experience, isan infringement upon the medical student’ s educational time and should not be required of
the student;

URGESall medical schoolsto establish standard maternity and paternity leave policiesfor studentswhich
allow variationwiththe personal and medical needsof theindividual, but assuretheindividual areasonable
minimumtimeaway fromschool, if desired; and URGESthat thesepoliciesbepublishedinuniversity catalogs
and admission brochures;

SUPPORTS the devel opment of high quality, confidential counseling servicesfor students desiring such
services and ENCOURAGES efforts to educate both students and faculty as to the benefits of such
counseling so asto dispel the myth that recourseto counseling isan indication of weaknessin the student;

SUPPORTS the confidentiality of medical student health and counseling records and AFFIRM S that the
student, as patient, deserves, as does anyone, the privilege of confidentiality between doctor and patient;

SUPPORTS the establishment of a confidential faculty and student advisor program for every medical
student with established guidelines for selection, purpose and evaluation of the advisors;

URGESthat medical school sand hospital stakeresponsibility for theready avail ability of quality child care
facilitiesfor all medical students and housestaff;

Regarding student evaluations and records:

a

URGESthat all medical school personal dataand record-keeping systemshave saf eguard requirementsthat:

1 prohibit any such system whose very existence is secret;

2 prohibit the release of student records without the student’ s written consent;

3 allow anindividual toknow what personal informationisstored and how suchinformationisused;
4 allow an individual to correct or amend personal data and records;
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5. ensure the reliability of data stored and prevent the misuse of such data.

BELIEVES that nationally administered standardized educational testing should be subject to public
scrutiny and should serve as alearning experience for examinees;

ENDORSEStheprinciplesof Truth-in-Testing by whichtest subjectsareprovided equal accesstotheir test
responses, scores, test questions, correct answersand the protection of appeal, including testswhich report
resultsaspassor fail. Insuch cases, the aboveinformation will be provided upon written request fromthe
test taken, with the stipulation that the use of these scores are prohibited by any person or institution for
purposes other than the test subject’s own edification/verification;

8 Regarding Medical School Palicy:

a

URGES schoolsto publicizeclearly, in readily accessible catal ogues, student handbooks, etc., all policies
and proceduresconcerning both academi ¢ performanceand nonacademi c di sciplinary decisionsincluding,
but not limited to, the following:

1 rulesfor conduct of students, faculty and staff, including criteriajustifying nonacademicdismissal;

2 a clear definition of its procedures for evaluation, advancement and graduation of students,
specifying criteriathat justify academic dismissal;

3 a clear delineation of what the school interprets to be the distinctions between academic and
nonacademiccriteria;

4, all procedures of due process and appeal;

URGES that no later than thefirst class meeting in each course:
1 academic requirements should be specified and publicized, in writing, for that course;

2 regulations, such as compulsory attendance, tardiness, etc., should be precisely stated for that
COurse;

3 standards of eval uation should be precisely stated inwriting, including proceduresfor submitting
work, penalty for exceeding deadlines, weight of various course components, and the exact
procedure for grading;

BELIEV ESthat asafundamental aspect of dueprocess, any andall policies, communi cationsand decisions
regarding a student must be put in writing or they cannot be considered binding. The school must have
evidence of delivery. All meetings concerning an accused student shall have minutes taken, and such
minutes shall be made available to the student upon request. Thisincludes all meetings on academic or
nonacademic matters that pertain to the student’s proposed punishment, suspension or dismissal;

9. Regarding disciplinary proceedings and hearings:

a

BELIEVESthat proceedings can beinitiated against a student only when the charge concernsaviolation
of written standard of conduct. The expulsion or suspension of a student for academic reasonsiswithout
justification wherethe school hasnot, early inthe course of instruction, clarified in writing those standards
of academic performance and behavior that it considers essential to theintegrity of itseducational mission
(i.e., passing). Students close to academic termination should be so advised, well in advance, drawing
attention to the specific deficiencies;

BELIEVESthat severancefrom school, including any “leave of absence” wherethe student isnot allowed
to return to school when ready to do so, is effectively a suspension. Where the separation is effectively
permanent, regardless of what it may betermed, it isan expulsion. Theforced imposition of any extended
leave of absence from medical school resultsin irreparable lifetime harm to the student, and deservesthe
same degree of due process that isrequired in serious civil or criminal proceedings. The student hasthe
absolute right to attend classes until a hearing is held to decide otherwise;

BEL IEVESthat violation of alaw need notimply professionally unethical behavior, proof of guilt should not
excuse aschool fromitsobligation to provide afair, impartial hearing for the accused;
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BEL IEV ESthat whenafaculty member (or therelevant committee) believesthat astudent hasdemonstrated
adeficit or violated arule, an informal hearing may be held in the presence of animpartial third party;

1

Thethird party should be agreed upon by the student and the faculty member, and may not bethe
Dean of the medical school;

The purpose of the informal hearing shall be to inform the student of his/her alleged deficit or
violation, to allow the student to present his/her version, and to work out, with thehelp and advice
of thethird party, amutually satisfactory remedy;

Any remedial plan devised may be put into writing and placed in the student’ sfile;

Intheevent that the outcome of thishearing isunsatisfactory to the student or thefaculty member,
aformal hearing may be requested;

If thedeficiency or violation isof sufficient gravity toimpair the student’ s academic progress or
torequirethestudent’ sdismissal fromthe school of medicine, aformal hearing will be convened;

URGESthat medical schoolsfollow theseguidelinesindevel oping proceduresfor formal hearingcommittees
regarding both academic and nonacademic alleged violations:

1

it isan essential aspect of due processthat a student be notified, through timely and progressive
notification, that the caseisbeing considered. Theformal notice should satisfy, at aminimum, the
followingcriteria

a list theexact charges, citingthespecific, published regul ations, codesor bylawsthat have
allegedly been violated;

b. outline the action that will be taken if the charges are supported;

C. identify all adversewitnesses, if applicable, and outlinethefactstowhicheachwill testify;
this information must be made available upon request of the student;

d. inform the student of theright to aformal, impartial and objective hearing;

e informthe student of theright to appeal the outcome of any hearing, ultimately toacourt
of law;

f. inform the student of the right to be represented by an advisor of choice, or by legal

counsel, at every stage of the proceedings, and prior to responding to any charges;
inform the student of the right to not self-incriminate;

indi catethetimeand placeof thehearing and how toget there, if thel ocationisnot known
to the student;

i. inform the student of theright to request areasonabl e postponement of the hearing date
for due cause;

j- include a copy of the schoal’s:

1 due process procedures;
2 code of conduct or academic regulations;
3 hearing procedures;
4, formal hearing appeal process;
5. policy with regard to student records;
k. describe the composition of the judicial body responsible for hearing the case;

Theburden of proof restswith the party bringing the charges. All mattersupon which adecision
may be based should beintroduced into evidenceat the hearing. Any recommendationsresulting
fromthehearing should bebased solely uponthelegal rulesand evidenceintroduced at thehearing.
The party bringing the charges should present all evidence in its entirety before the accused is
called to testify;
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3 Consideration of evidence will be alowed when the accused student has:

a been previously advised of their content;

b. been previously advised as to who made them;

C. thefull opportunity torefute unfavorabl einferencesdrawn asaresult of such statements;
4 The student has the full right to:

a testify and present a defense;

b. produce oral or written affidavits and evidence on his/her behalf;

C. present witnesses,

d raise questions at a hearing concerning the inherent fairness of arule or regulation he/

sheis accused of violating;

5. Thehearing must be held beforetheentirebody that will decidetheissue. Any andall individuals
sitting in judgment of an accused student must be free from conflict of interest or personal
involvement. Itisthestudent’ sright to have apanel that isacceptableto him/her aswell astothe
school;

6. The hearing should be private unless the student requests otherwise. News media should not be
permitted at the hearing unless their presence is agreed upon by the student and the schoal;

7. Thehearing should be schedul ed such that the student has sufficient timeto consult with advisors
and prepare a defense;

8 The student has aright to awritten statement of any decision and the grounds upon which it is
based. The student should be advised again, at that time, of the right to appeal and the appeal
process;

BELIEVES that should there be strong evidence that the continued presence of an accused student poses
athreat to the safety of himself/herself or of others, an informal hearing may be held to evaluate the merits
of atemporary, interim suspension until aformal hearing can be granted. Such atemporary suspension
cannot be based upon an assumption of guilt. It must be based solely upon the specific concerns of safety.
The student should be natified, in writing, of thetime and place of theinformal hearing and thereasonsfor
theinterim suspension. If itisimpossibleto hold aninformal hearing beforetheinterim suspension, it must
be held as soon as possible (in amatter of days) thereafter. The accused must befully advised of all of hig/
her rightsasper noticeinaregular formal hearing. Followinganinterim suspension, aformal hearing, with
notice, must be held as soon as the accused is able to prepare a defense;

g. BELIEVESitisafundamental obligation of every medical student to appear and cooperatein any hearing
or proceedingwhereoneof theinvolved partiescal |shim/her asawitness. Failuretodo soshould begrounds
for nonacademic discipline. 1t should follow that the truthful testimony provided by any witnesswill not
be used against that witness in current or subsequent proceedings;

10. Regarding use of student records:

a URGES that any finding, other than guilty, that resultsfrom any school hearing, will causeall recordsand
mention of the charges and the hearing to be expunged from therecords of that student. No mention of the
event will be made to any other party without the student’ s specific, express, written permission.

b. BELIEVESpsychological and medical recordsareprivilegedinformation;

1 Medical and psychological information can only beused asevidencein adue process proceeding
when such information concerns the safety of the accused or of others. Only under these
circumstances does the school have a right to examine the accused student’s medical and
psychological records;

2 Unlessthereisaclear threat to life or safety, no student should ever be forced to submit to any
medical or psychological examination asan element in adisciplinary proceeding;

3 The student must be free from psychological intimidation or coercion.
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11 Regarding discrimination and harassment:

a

C.

BELIEVESall studentshavetheright tolearnin an environment free from harassment and discrimination
based on ethnicity, sex, sexual orientation, religion, disability, or gender;

URGES medical schoolsto support thisright by methodsincluding, but not limited to, the following:

1 forming committeesto investigate harassment, discrimination and diversity policiesthat already
exist; (1997)

2 making available uninvolved persons to discuss harassment and discrimination issues with
students; (1997)

3 establishing procedures by which students may make formal or informal complaints regarding

harassment or discrimination; (1997)

SUPPORT Sthisright withall availablemeans, including referral tolegal services. (1997)

12 Regarding needle stick protocol:

a

Needlestick protocols should be written out in their entirety and provided to students during their initial
orientation to the protocol preferably during freshmen orientation; (1997)

1 Students should receive reminders/reoriented to the protocol yearly.

2 Students should be provided with a card for their pocket with instructions on initial injury
management (washing wound) and the phone number for the case manager.

3 The same protocol should beinstituted at all facilities students are working during their clinical
training (except away rotations in which a separate clause should provide coverage.

Medical schoolsshould establishacasemanager specifically for blood and body fluid exposureswhowould
havethefollowing duties: (1997)

1 They should be available 24 hours/day.

2 They would fill out all necessary paperwork in reporting the incident.

3 They would access the exposure risk.

4 They would questionandinitiatetesting of sourcepatient (whenappropriate) utilizing confidential

number systems.

5. They would providethe student with aninitial examination of theinjury and further examination
or tests necessary for prophylactic treatment.

6. They wouldinitiate appropriateantiviral prophylactictherapy asrecommended by the CDC. Itis
also necessary that they discuss the risks and benefits of therapy.

7. They wouldensurelong-termfollow-up care. Long-term careincludesany necessary testing (HIV
antibody testing to cover the window period of detection and any test necessary for antiviral
prophylactic treatment), counseling, continuation and any necessary changesin antiviral therapy.

Documentation of the incident should be thorough, concise, and ensure confidentiality;

1 Confidentiality can be ensured through establishing separate filesfor student exposure incidents
and/or utilizing confidential number systems.

2 Complete documentation of the exposureincident (type of injury, amount of blood or body fluid
involved, depth of injury, HIV status of source patient, source patient risks, source patient
antiretroviral medications, etc.) can provide necessary information for determining exposurerisk
aswell asprovidenecessary information for determining accurately theexposurerisk for medical
students.

Financial responsibility for all follow-up care, including but not limited to prophylactic antiviral therapy,
should be provided by the medical school, university hospital, or a special fund established between the
school and medical student tuition. The student'sindividual insurance should not be utilized for any post-
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exposurecare. Thisistoensurethat studentsare not discriminated by their insurance company andreceive
all follow-up care that may not be provided by their insurance carrier; (1997)

Short-termand long-term follow-up care shouldinclude: (1997)

1 baselineandfollow-upHIV testingfor thestudent (theinitial test should beoffered at afacility that
can provide anonymoustesting). (1997)

2 prophylactic antiviral therapy and associated laboratory tests. (1997)

3 Counseling. (1997)

In regardsto amedical school closure:

a

SUPPORTS theright of medical studentsto complete the medical education they have initiated;

SUPPORTSthe AAMC policy that, inthe event of amedical school closure, studentswill betransferredto
other medical schools; (1999)

RECOMMENDS that medical students be transferred to schools such that:

1 students currently involved in pre-clinical courses be transferred to institutions with similar
curricular format; and,

2 students should betransferred to school sthat are asgeographically close aspossibleto the closed
medical school or city so asto minimizethe stress of moving families.

URGES schools not to penalize relocated students by having them retake courses they have compl eted;
(1999)

URGESmedical schoolstotreat students, rel ocated secondary to medical school closure, financially asthey
would their own in-state students as allowed by state law; (1999)

SUPPORTS students currently on clinical rotationsto continuetheir clinical education, if possible, inthe
same hospital but change medical school affiliation with onethat is geographically closest to the affected
institution. (1999)
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PRINCIPLESREGARDINGPATIENTS RIGHTS

The American Medical Student Association:

1

RECOMMENDS that physicians strive to incorporate the following patients' rights within the scope of the
professional relationship:

a

b.

The patient should be informed of his/her rights;
The patient has the right to considerate and respectful care;

Thepatient hastheright toobtai nfrom his/her physi cian compl eteinformation concerning his/her diagnosis,
treatment and prognosis in terms the patient can be reasonably expected to understand. He/she also has
the right of accessto his’her medical record and the right to copy his’her medical record. Whenitisnot
medically advisableto give suchinformationto the patient, thisinformation should bemadeavailabletoan
appropriate person on hisher behalf;

The patient hastheright to receive from his/her physician information necessary to giveinformed consent
prior tothestart of any procedure and/or treatment. Except in emergencies, such information for informed
consent should include, but not necessarily be limited to, the specific procedure and/or treatment, the
medically significant risks involved, and the probable duration of incapacitation. Where medically
significant alternatives for care or treatment exist, or when the patient requests information concerning
medical alternatives, the patient has the right to such information;

The patient has theright to know, by name, the physician responsible for coordinating his/her care, to be
informed asto the status of his/her providers (medical student, house officer, attending, etc.) and to know
his/her participation in the education of medical students;

1 AMSA believesthat all medical studentsin contact with any patient must beidentified through
theuseof anametag, including their name, thewords" medi cal student” andtheir school affiliation.

2 AMSA encourages medical students to resist being introduced as "doctor” to the patients and
suggests that all medical schools and teaching facilities actively discourage residents, attending
physiciansand other medical educatorsfromintroducing medical studentsasdoctorsto patients.

3 AMSA strongly encourages medical students to make clear their status to patients.
4, Students must commit themselvesto ethical behavior in regard to patient carewith honesty at the
forefront.

The patient who does not speak English hasthe right to an interpreter and all reasonabl e efforts should be
made to obtain accessto an interpreter for the patient;

Thepatient hastheright to refusetreatment to the extent permitted by law and to beinformed of the medi cal
consequences of such action;

The patient has the right to every consideration of his/her privacy concerning his’her own medical care.

1 Casediscussion, consultation, examination, treatment, records and communication are confiden-
tial and should be handled discreetly.

2 Those not directly involved in his’her care must have the permission of the patient to be present;

3 I nsurance compani esand employershavetheright to accessonly thatinformationfromthepatient
medical record, whichisdirectly related to the claim or job description, respectively. (2001)
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i. Thepatient hastheright to expect that withinitscapacity ahospital must makereasonabl eeffortstorespond
to the request of a patient for service. The hospital must provide evaluation, service, and/or referral as
indicated by the urgency of the case. When medically permissible, apatient may betransferred to another
facility only after he/she hasreceived completeinformation and explanation concerning the needsfor and
alternatives to such atransfer;

j- Thepatient hastheright tobeadvisedif thehospital proposestoengageinor performhuman experimentation
affectinghis/her careor treatment. Thepatient hastheright torefuseto participateinsuchresearch projects;

k. The patient has the right to expect reasonabl e continuity of care. He/she hastheright to know in advance
what appointment timesand physiciansare available, and where. The patient hastheright to beinformed
of, and provided with, amechanism for his/her continuing health care requirementsfollowing discharge;

I Thepatient hastheright to examineand receivean expl anation of his/her bill regardlessof sourceof payment.
The patient has the right to privacy regarding the source of payment for treatment and care. Thisright
includes equal access of careto all, without regard to the source of payment;

m The patient hastheright to know what hospital rules and regulations apply to his’her conduct asa patient;

n. The patient has the right, within twenty-four (24) hours, of accessto a patient’ s rights advocate who may
act on behalf of the patient to assure and protect the rights set out in this document;

0. AMSA encourages medical studentsto resist being introduced as “doctor” to patients. AMSA believes
that thispracti ceisan unethical misrepresentationtothepatient that deniesinformed consentinthepatient’s
decision to participatein medical education; (1995)

p. AMSA suggests that all medical schools and teaching hospitals actively discourage residents, attending
physicians, and other medical educators from introducing medical students as doctorsto patients; (1995)

a. AMSA demands that teaching hospitals provide equal careto al patients, whether or not they choose to
participatein medical education; (1995)

r. AMSA strongly encourages studentsto make clear their student statusto patients. Students must commit
themselves to ethical behavior in regard to patient care and honesty is at the forefront; (1995)

OPPOSES the treatment of a patient by any health professional whose language deficiencieswould interfere with
effective communication, diagnosis and/or treatment of that patient.
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PRINCIPLESREGARDING DEATH ANDDYING

The American Medica Student Association:

1

10.

BELIEVESthat patientshavetheright to refusetreatment when they have been fully informed of the consequences,
even if such refusal results in the patient’s death;

BEL IEVESthat patientswho arecomatose, andinwhomthereisnoreasonableexpectation of recovery, havetheright,
through prior written documentssuch asliving wills, torefusetreatment and to beallowed to dieand not bekept alive
by artificial means;

SUPPORTSastatutory definition of death, and BELIEV ESthat such adefinition should consist of adual system of
criteria, includingthecessation of circulatory and respiratory function or braindeath criteria, asoutlinedintheUnited
States Collaborative Study of Cerebral Death and the so-called Harvard Group Study, which should only beapplied
when all reversible causes and conditions such as hypothermia and drug intoxication have been excluded;

BEL IEVESthat thequality of lifeisanimportant parameter intheheal th caremanagement of the patient withterminal
or severe chronic illness and, further, SUPPORT S the use of medicationsthat are necessary to relieve aterminally
ill patient’ s suffering despite their having an inseparable dual effect of hastening the patient’ s death. (1993)

BEL IEV ESthat therol e of the physician primarily responsiblefor thecareof theterminally ill should extend beyond
the patient to those close to the patient when his/her needs for counseling and support arise;

BEL IEV ESthat counseling and support servicesshoul d beoffered toimmediatefamily membersor significant others
by staff and physicians in cases of sudden or emergency room deaths.

STRONGLY URGESall medical schoolsand residency programsto offer electivesto educate medical studentsand
residentsin issues of death and dying. (1996)

BELIEVESthat all patientshavetheright toknow all optionsavail abletothem beforethey makeend of lifedecisions.
Theseoptionsinclude, but arenot limitedto, hospicecare, withdrawal of treatment, continuation of treatment, comfort
measures, and self-deliverance. Thepatient should bemadeawareof theimplicationsof each of theseoptions. (1996)

BELIEVESthat counseling and support services should be made available to physicians and medical studentswho
aredealingwithissuesof death and dying, whether theissuesarerel ated to patient careor their personal lives. (1996)

SUPPORTS an interdisciplinary approach to the study and care of patients with active, progressive, far advanced
diseasefor whom the prognosisislimited and thefocus of careisthequality of life. AMSA further RECOGNIZES
themultidimensional natureof suffering, withanultimategoal of respondingtothissufferingwith carethat addresses
all of thesedimensionsand communi catesin alanguagethat conveys mutuality, respect, and independence. (1997)
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PRINCIPLESREGARDINGBIOETHICS

The American Medica Student Association:

Linregard to the allocation of health resources:

a

ENCOURAGESeffortson the part of health care practitionerstoidentify the benefitsthat patientsreceive
fromvarioustreatments, from new technol ogiesand facilities, and to decide when costsare not justified by
benefits;

SUPPORTS careful, reasoned and full public debate before decisions are made regarding the all ocation of
health care resources,

BELIEV ESrationing must occur inafair and equitablemanner, regardlessof apatient’ sability topay. Data
obtained in outcomes research should be considered along with other factors in a national discourse
regarding allocation of limited health care resources. (1994)

2.1n regard to organ transplantation:

a SUPPORT Sthenationthat policiestoinsurean adequate supply of cadaveric donor organs, including bone
marrow, should be thoroughly investigated;

b. URGESthat effortsbedirected by themedical, governmental, and lay communiti estoward devel opment of
proceduresthat will educate the publictoward the need for donor supply and toinitiate and facilitate means
for allowing himself/herself or his’her loved ones to become organ donors;

C. URGES that acceptance of an organ, including bone marrow, for transplant from alive donor be based on
the high motivation of the donor and the improved success of the recipient;

d. OPPOSESthemorally reprehensible” freemarket” saleconcept by unrelated donorswhoseprimary incentive
iseconomic. (1985)

e URGES the continued research into artificial and/or animal transplant models for safe use in transplant
candidates; (1997)

f. SUPPORT Stheuseof animal organsfor transplantsaccording to themedical and governmental guidelines
until asuitable cadaveric, living and/or artificial supply can be procured; (1997)

0. STRONGLY SUPPORT Sthe consideration for thewelfare of theanimal sused for organ donation. (1997)

3 SUPPORT Sthe establishment of astanding hospital ethics committee authorized to recommend treatment or other

procedural decisionsduring situationswhicharecomplicated by dilemmasof medical ethics. Suchacommitteewould
be available upon request by either the patient or the physician.

4, In regard to capital punishment:

a

BELIEVESin the sanctity of life and therefore OPPOSES the use and concept of capital punishment and
physicianinvolvement in executions, specificaly:

1 Administration of lethal injection; (1996)
2 Witnessing execution; (1996)
3 Pronouncing death after execution. (1996)

CONDEMNSiInall itsaspectstheconcept of execution by intravenousinjection. Thisincludessupport for:

1 the repeal of laws authorizing execution by lethal injection where these laws exist, working to
prevent the passage of such laws where they are being considered, and educating the public in
general asto dangers and ethical objections to these laws under all circumstances;
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2 a boycott on the prescription to penal institutions or to individuals associated with such
institutions, of substances one suspects will be used in lethal injections;

3 aboycott on preparing or supervising the preparation of substancesthat one suspectswill beused
inlethal injections;

4, aboycott oninitiating, supervising the initiation of, or aiding the maintenance of an intravenous
injection site one suspects will be used for lethal injection;

5. a boycott on witnessing executions by lethal injections;

6. aboycott on participating in or supervising the actual execution by injection procedure;

7. physician refusal to pronounce death in cases one suspects occurred due to execution by lethal
injection.

Inregard to fetal tissue research and transplantation: (1990)

a

RECOGNIZESthetherapeutic potential of fetal tissuetransplantation for diseasessuch asParkinson’ sand
Typel DiabetesMéllitus; (1990)

BELIEVES that the use of fetal tissuein research is an acceptable public policy becauseit isintended to
achievesignificant medical goals; (1990)

BELIEVESthat usingfetal tissuefor research purposesdoesnot signify approval of or encourageabortion;
(1990)

OPPOSES the transpl antation of tissue from spontaneously aborted fetuses into human subjects because
such tissue is associated with genetic abnormalities, infectious agents and other abnormalities; (1990)

OPPOSES abortion performed solely for the specific purpose of donating fetal tissue for research and
transplantation; (1990)

OPPOSEStheroleof palitics of abortionininfluencing the course of research that is done by government
scientists and funded with federal money; (1990)

URGES the Secretary of the Department of Health and Human Servicesto lift the moratorium on Federal
funding of human fetal tissue transplantation research utilizing tissue from induced abortions; (1990)

URGES that the National Institutes of Health develop policies designed to insulate awoman’ s consent to
abort from her consent to donate tissue; prevent monetary or other gains for the donation; require that
procurement agenciesnot profit from such transactions; reaffirmthat the primary concerninobtainingfetal
tissue should continue to be the health of the pregnant women; and emphasize that the properties of fetal
tissue, such asthe optimum gestational agefor usein research, should not beafactor in deciding thetiming
or the procedure of an abortion; (1990)

URGESthat medical personnel who parti ci pateinanabortion should not receiveany direct benefit fromthe
subsequent use of fetal tissue from that abortion; (1990)

URGESthat compliancewith theabove mentioned policiesberequired for receipt of federal funds. (1990)
Inregardtofemalegenital mutilation: (1995)

OPPOSESthe practi ce of femal e genital mutilationinthe United States, and; (1995)
ENCOURAGESphysicians, midwives, nursepractitioners, andfolk healerstobeawareof thecultural context

in which female genital mutilation is practiced, and to inform people contemplating the procedure for
themselves or their daughters about the health risks and emotional trauma. (1995)
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PRINCIPLESREGARDINGPHY SICIANASSISTED SUICIDE

The American Medical Student Association:

1

Should the practice of physician-assisted suicide become legalized, SUPPORTS this practice only as alast resort
optionin patient careif thefollowing criteriaaremet. Thecriteriainclude, but may not belimited to: (1998)

a

There must be a request from the patient which is voluntary and free of coercion of any type, including
financial. If the patient isan inpatient or anursing homeresident, the voluntary nature of the request must
be verified by a patient advocate, i.e., ombudsperson. (1998)

Theexplicit nature of the patient's request must be documented, and persist throughout aspecified waiting
period. (1998)

The patient must be determined competent, based on current standards of competency. (1998)
The patient must beterminally ill, asdefined by current standards. (1998)

The patient must have unbearable physical, mental and/or emotional suffering, as defined by the patient,
whereby the patient feelsthat hig’her quality of lifeissuch that lifeis no longer worth living. (1998)

Physician-aid-in-dying must be considered only as a last resort, after the following issues have been
thoroughly explored and exhausted or rejected by the patient:

1 All appropriate standard and experimental allopathic and osteopathic therapies.
2 All relevant culturally sensitive alternative therapies.

3 All palliative care options, such as hospice.

4, Comprehensive pain management.

5. Comprehensive psychiatric, psychosocial, and spiritual support.

Assistance in death must be carried out only by a physician, through the prescription of alethal dose of
medication, as determined jointly by the patient and physician.

No health careprovider whoismorally or otherwise opposed to the participation in physician-aid-in-dying
will be obliged to assist.

Thephysiciantowhomtherequestismade should befamiliar not only with thepatient’ smedical condition,
but al so the patient’ sexperienceof his/her illnessand present stateof mind. Thepatient and physician must
enjoy alasting, mutually trusting and open relationship, including but not restricted to ongoing discussion
about issues of death and dying.

A thorough psychiatric consultation must beincludedin eval uating thepatient’ srequest. Thismustinclude,
but not be restricted to, ruling out treatable affective conditions, such as clinical depression.

Hospital ethics committees and ethicists may be consulted to address specific ethical concerns and areas
of conflict resolution.

An independent physician must be consulted to review the entire case to determine that the above criteria
have been met and that the request is a reasonable option.

All casesof physician-aid-in-dying must be documented on an aid-in-dying report form. Thisform should
include, but not be restricted to, information pertai ning to the nature of the request, patient demographics,
thepatient’ smedical and psychosocial history, and surrounding circumstances, and documentation of how
the criteria have been met.
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n. A system of safeguard review must be established at both institutional and state levels. Dataon practices
and patient characteristicsmust bemadeavailabl etothepublic, whilemaintainingindividual patient privacy.
(1993)

RECOGNIZES that the practice of physician-aid-in-dying and its safeguards must be continually evaluated by
doctors, patients, families, and thepublic, and that criteriamay beadjusted accordingto evol ving opinionamongthese
groups. (1993)

SUPPORT S enhancing public awareness of the above safeguards. (1993)

RECOGNIZESaconcernfor vulnerable popul ationswith regard to potential abusesand, therefore, emphasizesthe
importance of the above safeguards. (1993)

RECOGNIZESthat throughout the processoutlined above, al invol ved partiesmust safeguard agai nst thepossibility
that the wish to diereflectsthe patient’ sdesire to not burden others, emotionally, financially, or otherwise. (1993)

RECOGNIZESthat equal accessto health careisonerelevantissueintheaid-in-dying debate. Theseguidelinesare
an effort to guard against potential abuse based on inequities with regard to health care access. Therefore, it is
important for AM SA to simultaneously advanceitseffortsin addressing bothissues of health careasaright, aswell
asaid-in-dying. (1993)
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PRINCIPLESREGARDING REPRESENTATION OF WOMENINMEDICINE

The American Medical Student Association:

1

SUPPORTSand ENCOURAGEStheincreased appli cationand admission of qualifiedwomentoal | medical schools,
and DISCOURAGESdisqualification of applicantssolely according to sex, sexual orientation and/or marital status;

URGESfederal supporttoencouragemorewomentoenter thefield of medicineandfor recruitment of womenasmedical
school faculty and administrators;

SUPPORT Sfinancial incentivesfor schoolsto progresstoward achi eving apercentage of women physician faculty
and physician administrators at each rank equal to the percentage of women in the general population;

URGEStheAAMCtomakeavailabledatafromitsfaculty register whichwill show thestatusof each school withregard
to the number of women in tenured teaching positions.
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PRINCIPLESREGARDINGPHYSICIANCOMPETENCE

The American Medical Student Association:

1

SUPPORT Sanational systemof physicianlicensureandrelicensurewiththegoa of improving physician competence
inall areasof medicine;

URGES substantial research on new practice evaluation techniques such as peer review;

BEL IEV ESthereviewing of physician competenceshoul d beal earning experiencewith feedback onareasof strength
and weaknesses. Correction of deficiencies should have an emphasis on education and rehabilitation rather than
punishment;

SUPPORTS continuing medical education as avoluntary mechanism of staying current in medical knowledge.
ENDORSES establishment of the physician clearinghouse for the purpose of uncovering individuals practicing
medicine without proper licensure. The law requires that hospitals routinely check staff physicians with the

clearinghouse. (1987)

OPPOSES the disclosure of information regarding malpractice suits to the public, as the information has little
correlationwith physician competence. (1987)

ENCOURAGES hospitals, health care professional's, and patients to use the clearing house responsibly and in the
best interest of the community. (1987)

BELIEVES that strong penalties for those convicted of practicing medicine without a license will discourage
individual spracticing medicinewith proper licensure from practicing and potentially harming people. (1987)
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PRINCIPLESREGARDING PREVENTIVEMEDICINE

The American Medical Student Association:

1

DEFINESpreventivemedicineto betheapplication of biomedical, epidemiol ogi cal and socioeconomic sciencetothe
promotion of mental and physical health and social well-being and the prevention or early detection of diseasein
individuals or populations;

In regards to research:

a URGESthegovernment, universities, and businessesto focusmedical research onwaysto prevent disease,
especially the leading causes of mortality and morbidity;

b. SUPPORTS continued federal funding of the National Center for Injury Prevention and Control; (1996)

In regards to the community:

a URGES physicians and other health professional s to educate, screen, refer, treat, and provide follow-up
programsfor the public with regard to preventive medicine;

b. URGESthe physicianto work with the patient to hel p him/her becomeinformed, activeand responsibleto
participate in health maintenance and the prevention of disease;

C. URGESthedevel opment of community programsintheeducationand screening of individualstoaidinthe
prevention of disease;

d. ENCOURAGES planners, advocates and practitioners of health promotion and preventive medicine to
design programs effective for and relevant to the entire population, and in doing so, consider economic,
racial, gender, sexual orientation, ethnic, and/or religious determinants of health care seeking behavior as
they relate to the adoption of positive health behaviors. (1985)

e SUPPORT Scoverageof routi nechildhood vaccinationsasoneaspect of preventivecareinall typesof health
insurance policies and prepaid health plans. (1987)

f. Inregardto circumcision:
1 URGES the education of communities and medical professionals regarding the aspects of

circumcisionandinfant care; (1987)

2 URGES that these procedures be undertaken only after informed consent from parents or legal
guardiansisobtained; (1987)

3 URGEStheincorporation of appropriateanesthetictechniquesinall newborncircumcisions. (1999)

In regards to education:

a URGEStheAmericanmedical professiontomakepreventivemedicine, includingclinical preventivemedicine
and epidemiology, an integral part of the core education of students, residents, practicing physicians and
other health professionals; (1995)

URGES the American health profession to exchange informati on on preventive medicine with any available health
agencies, including the World Health Organization;

SUPPORTS the Public Health Service goal of immunizing 90 percent of children under age 2 against preventable
diseasesincluding measles, mumps, polio, rubella, and diphtheriaby theyear 2000. Asthispreventiondoesnot require
large fiscal reserves, we urge that federal, state other programs aimed at increasing vaccination rates be made top
priority and be sufficiently funded until such goals are reached. (1995)
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7. SUPPORT Scoverageof routinechildhood vaccinations; pregnancy prevention; smoking cessation; stress, nutrition,
STD and exercise counsdling; pap smears and mammograms as aspects of preventive care in all types of health
insurance policies and prepaid health plans. (1995)
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PRINCIPLESREGARDINGWARANDMILITARY ACTION

The American Medical Student Association:

1

Inregard to Central and South America:

a

e.

OPPOSESall war-related ai d, whether military, advisory or personnel, to El Salvador, Guatemala, Honduras,
and the Nicaraguan contras; (1990)

BELIEVES the United States can play a reconstructive role in post-war El Salvador, and SUPPORTS
congressional initiativesthat shift committed U.S. military ai d to economic devel opment projectsin health,
education, and agriculture, through non-Governmental Organizations; (1992)

URGESthe United Statesgovernment to pressurethe government of El Salvador tofollow the agreements
made at the U.N. mediated peace accordsin January 1992; (1992)

URGESthe United Statesto redirect foreign policy initiativesin Central and South American, Africa, and
Asiatoaddresscontemporary geopolitical realities, inlight of developmentswithintheformer Soviet Union
and the eastern European nations; (1992)

CALLSontheU.S. torespect self-determination for the people of Central America; (1990)

Regarding embargoes:

a

b.

OPPOSES an embargo of food, medicine, or medical suppliesand equipment to any nation. (1992)

OPPOSESany effortstoforceor pressure countriesinto complyingwith an embargo of food, medicines, or
medical suppliesand equipment. (1992)

Regarding economic sanctions:

a

CONDEMNS those economic sanctionsthat deny human rights and/or severely impact the health of non-
combatant civilian populations; and (2001)

CALL Sforthede-linking of food, medications, diagnosti c/therapeuti c equipment and medical educational
materialsfromall economic sanctions; and (2001)

CALLSfor the exclusion of public health equipment and supplies from economic sanctions, specifically
materialsinvolved in water purification and sewagetreatment; and (2001)

SUPPORTS and encourages medical relief efforts to nations under economic sanctions by American
physicians and medical students. (2001)

Regarding alternativesto war:

a

URGES reexamination of national prioritiesand restoration of fundsto organizations that support public
health;

SUPPORT Stherechanneling of fundsfrom nuclear spending reduction achieved through armstreatiesto
domestic health and human welfare programs as opposed to military expenditures of anon-nuclear nature.

URGES superpower military restraint during escalating foreign conflicts, recognized to be scenarios for
nuclear threat and possible first use.

SUPPORT S amore humane approach than war to the resolution of international crises. (1991)

ENDORSEStheuseof palitical and economicdiplomacy and, until all such optionsarethoroughly exhausted,
opposes the use of military forcein attempting to solveinternational disputes. (1991)
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Regarding nuclear war:

a

i

SUPPORT Seffortsto providethemedical community and general publicwithaccuratescientific dataabout
the health dangers of the nuclear arms race and the medical effects of nuclear war;

BEL IEVESthat nuclear war isthegreatest global threat to publichealth, that no meaningful medical response
could bemountedintheaftermath of suchawar, andthat workingfor the prevention of nuclear war isabasic
medical responsibility;

OPPOSESany planor systeminwhichany civilianmedical facility or civilianmedical personnel participate
in planning in any way for anuclear war;

RECOMMENDS someactiveinstruction onthemedical consequencesof nuclear war inthe curriculum of
all medical schools;

BELIEVES that there should be added to our long tradition of ethical statements: “Asaphysician of the
20th Century, | recognize that nuclear weapons have presented my profession with a challenge of
unprecedented proportions, and that anuclear war would be thefinal epidemic for humankind. 1 will work
peacefully and constructively for the prevention of nuclear war.”

SUPPORTS the inclusion of the preceding statement (€) in medical school graduating ceremonies;

SUPPORT Stheratification of treatiesthat reduce thethreat of nuclear war, specifically the INF Treaty in
itspresent, unamended form, and strongly urgesall medical studentsand health care personnel to actively
lobby their senators to such ends. (1988)

BELIEVES that principles concerning nuclear war must address the issue of conventional weapons as a
possible hindrance to the stated goal of prevention of nuclear war and thus supports bilateral efforts to
achieve parity through reduction in conventional weaponsin Europe; (1988)

OPPOSES the sale of nuclear weapons or nuclear weapons technology to other nations. (1995)

URGESthat all nuclear weaponsberemoved from hair-trigger alert status. (2001)

Regarding armament and thearmsrace:

a

CONDEMNS the devel opment of nuclear weaponsthat subserve afirst strike capability such asthe M X,
the Trident |1, the Pershing Il1and cruise missiles;

URGESanimmediatehalt totheresearch, devel opment and depl oyment of all new nuclear weaponsandall
weapons in space;

URGES the multilateral cessation of all nuclear weapons testing, and URGES disassembly of all nuclear
warheadsto befollowed by aComprehensive Test Ban Treaty as an exampleto al non-nuclear countries,
and RECOMMENDS the supervision of animpartia third party such asthe United Nations. (1992)

URGES the United States government to respond to Soviet initiativesin regard to No First Use of nuclear
weapons and a ban on space weapons and to enter serious negotiations with the government of the Soviet
Unionimmediately;

CONDEMNSany devel opment, production, saleor useof biol ogical or chemica warefareagents,and URGES
the nations of our world to draft and sign atreaty that would prohibit the development, production, sale or
use of such agents.

URGES, inthestrongest terms, activeand committed eff ortsto continuethenuclear armsreduction process
initiated by thel NF Treaty, both betweenthe United Statesand the Soviet Union, andamongall other nations
with nuclear capability.

RECOGNIZES that strong cultural, historical and ideological differences underlie the arms race and
superpower conflict, and that proper address of the arms race must include dial ogue on issues of palitical
and cultural understanding.
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h. SUPPORT Seffortsof citizen diplomacy to bridgethe gaps of mistrust and misunderstanding that feed into
thearmsrace, particularly programswithin the health care professions such asmedical student exchanges.

i. OPPOSES the install ation and the further allocation of resources into research in developing a National
Missile Defense.

URGENTLY CALLSFOR arenewed |ong-range United Nations-sponsored diplomatic effort to solve the difficult
problemsof the Gulf region; (1991)

SUPPORT S acompl ete ban on the production, use, trade and export of antipersonnel landmines. (1996)
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PRINCIPLESREGARDINGHUMANRIGHTS

The American Medical Student Association:

1

BELIEVESinthefollowinggenera principlesregarding humanrights:

a

€.

that the best interests of all people are served when individuals, groups and nations respect and protect
human rights and fundamental freedoms, including the freedom of thought, conscience, religion or belief,
for all, without distinction asto race, sex, gender, sexual orientation, language, religion, or health status,
including but not limited to HIV status;

that any act of tortureor other cruel, inhumane or degrading treatment or punishment isan offenseto human
dignity and shall be condemned as a violation of human rights and fundamental freedoms;

that equality of rights shall not be denied or abridged on account of sex;

any other statements regarding human rights located in other sections of the Preamble, Purposes and
Principles;

that freedom from confinement should not be denied or abridged based on account of HIV status.

RECOGNIZESthat the above general principlesareincorporatedin:

a

b.

the 1975 Helsinki Agreement;

the 1975 DeclarationontheProtection of All Personsfrom Tortureand Other Cruel, Inhumane, or Degrading
Treatment or Punishment;

the Equal Rights Amendment;

the United Nations Universal Declaration of Human Rightswhich, in part, statesthat "the best interests of
all people are served when individuals, groups and nations respect and protect human rights and
fundamental freedoms...without distinction astorace, sex, sexual orientation, language, or religion (and) that
any act of torture or other cruel, inhumane or degrading treatment or punishment is an offense to human
dignity and shall be condemned as aviolation of human rights and fundamental freedoms." (1996)

DENOUNCESa ll nationsin which dissent is crushed and the rule of asingle party isforced upon the people of that

nation;

OPPOSES any violation of the above principles regarding human rights, and specificaly:

a

DENOUNCEStheactivitiesof fascist groups, includingtheKluKlux Klan, theUnited Racist Front, al| Nazi
groups, and other raci st organi zati ons, because of their discrimination onthebasisof raceand religion, and
BELIEV ESthat participationin such organizationsisincompatiblewith ethical medical practice;

BELIEV ESthat publicfundsshould beavailabletofoster freedom of expressionunder theFirst Amendment
even when the views expressed are not in the majority; (1992)

OPPOSES any government restrictions on protected First Amendment speech based on content and
specifically OPPOSES such content restrictions on artistic, scientific, medical, or other projects that use
public grants; (1992)

RECOGNIZESthat violent shakingisaform of torturethat can result in deathand CONDEMNStheuse of
shaking and all other forms of torture under any circumstances. (1996)
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10.

CONDEMNS military support of governmentsengagingintorture, terrorism, and other willful violations of human
rightsand medical neutrality, and CONDEMNS the participationintortureby aM.D., D.O., health careworker, or
medical student .

DENOUNCES governmentsengaging in theforced resettlement of refugeesor ethnic and racial minorities. (1990)

CONDEMNS the human rights abuses by the government and military of El Salvador that has left many doctors,
nurses, labor unionactivists, churchleaders, teachers, students, and peasantstortured, dismembered, or dead; (1992)

URGEStheUnited Statesgovernment to demand of thegovernment of El Salvador fast, effective, andimpartial trials
of major human rights cases; (1992)

Inregardsto genetic discrimination: (1996)

a OPPOSESdiscriminationinany formsolely onthebasisof any biol ogically or genetically determinedtrait;
(1996)
b. SUPPORT Sthe devel opment by scientists, physicians, and bioethicists of guidelinesgoverning the use of

genetic technology and accessto individual genetic profiles; (1996)

C. SUPPORTS nondirective genetic counseling and BELIEVES that individuals must be allowed to make
educated healthcare decisions without undue persuasion by outside parties; (1996)

d. OPPOSES eugenics, the practice of artificially increasing the frequency of "desirable" individuals while
decreasing the frequency of "undesirable" individualsin apopulation, and ENCOURAGEStheinclusion
inmedical school curriculathe history of the eugenics movementsof the United Statesand Nazi Germany,
and the potential for abuse of developing genetic technologies; (1996)

In regard to third-party payers:
a SUPPORTStheright of acoupleto have children despite known genetic risks and OPPOSES the practice

of insurersrefusing to pay for thecareof children bornwith congenital malformationsor adisease of which
the parentsareidentified carriers. (1996)
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PRINCIPLESREGARDINGVIOLATIONSOFMEDICAL NEUTRALITY

The American Medical Student Association:

1

BELIEVESthat,inany violent conflict or war, medical personnel havethemoral and professional right to providehealth
careto all who need it;

OPPOSES any attempt by individual's, private groups, or governmentsto compel medical personnel to disregardthe
above principlesregarding medical neutrality and specifically:

a

OPPOSES U.S. government aid in any form to parties, notably governments, in violation of the above
principles;

URGES national andinternational health organi zationsto condemn viol ations of medical neutrality onthe
part of such parties that commit them;

PETITIONSthosegovernmentshbearinginfluenceonviolationsof medical neutrality toinsuretherightand
safety of health personnel to treat any person in need without fear of reprisal; maintain medical, aswell as
higher education, under democrati cleadership and without amilitary or paramilitary presence; prevent any
import restrictions on medicinals and medical suppliesdesignated for relief agencies,

URGESinternational relief organizationsto send medical suppliesto refugeecampsand healthfacilitiesto
be distributed through appropriate non-governmental relief organizations;

DEPL OREStheincarceration of political dissidentsin psychiatric hospital sfor the purposeof tortureinthe
guise of medical treatments;

ENCOURAGES psychiatrists of all nations to discontinue the misuse of psychiatric hospitals through
inappropriate treatments and procedures for political purposes,

URGESall psychiatriststoresist effortsby any government toforcethemto disregard their responsibilities
as health care professionals;

EXPRESSES its SUPPORT for health professionals who have fled from countries where the ruling
government is engaged in perpetrating acts that disregard the above principles of medical neutrality.

In the case of armed civil conflict in countries with extensive violation of medical neutrality, ENCOURAGES
negotiation between partiesto minimizelossof humanlife; (1990)

URGEStheUnited Statesgovernment toinsi st that the Central Americangovernmentsreceivingitsaidrespect medical
neutrality and abide by the Geneva Conventions to which they are asignatory; (1990)
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PRINCIPLESREGARDINGCHILDANDADOLESCENTHEALTH CARE

The American Medical Student Association:

1

BELIEVESthat adolescent health caredelivery isbest carried out in aprimary care setting that isalso committed to
the adolescent’ s health maintenance needs;

BELIEVEStheguidelinesfor health care policy and programs, based on the unique aspects of adol escence, should
encourage self-directed action and choice supported by the counsel of parents and/or other responsible adults;

BEL IEV ESthat adol escent heal th servicesand deci sionsregarding such servicesshould berendered by professionals
trained in developmental counseling and adolescent health;

BEL IEV ESthat adol escentsshould havetheright to confidential health services, includingtheright to seek and obtain
psychiatric care and treatment for substance abuse without obtaining consent from alegal guardian; (1995)

BELIEV ESthat adol escentsrecei ving confidential careshould beencouragedtoinvolvetheir family or anequivalent
support system;

BELIEV ESthat when confidentiality regarding the medical problemisnot anissuebetween adolescent and parents:

a adol escents who are clearly mature or emancipated should have the option of representing themselvesin
the hedlth care system;

b. adol escents who are not fully mature or have just begun the emancipation process should be encouraged
to actively participatein their health care decisions.

BELIEVESevery child hastheright to and must be guaranteed accessto at | east an adequatelevel of preventiveand
curative care, not to be dictated by the socioeconomic status of his/her family or the region of the country in which
the child happenstoreside. Thecarementionedin 1 and 2 above should be provided through auniform nationwide
system. (1988)(1990)

In regard to sexuality and reproductive rights:
a BEL |EV ESthat adolescentsare, indeed, sexua beingswhosesexuality comprisesamajor aspect of their lives;

b. BELIEVES that sexuality of adolescents contributes to major health concerns, such as pregnancy and
abortion, contraception, sexually transmitted diseases, and mental health;

C. BELIEVESthat aminor should not be required to have consent of alegal guardian to authorize accessto
contraceptive information or methods, prenatal care, abortion, diagnosis and treatment of sexually
transmitted diseases, and counseling for problems dealing with sexual orientation, and SUPPORTS the
enactment of lawsthat give minorslegal accessto the above mentioned services without the consent of a

legal guardian;

d. BEL IEV ESthat theadol escent hasaright to confidentiality onthepart of thehealth careprovider concerning
sexual and sexually-related medical problems;

e BELIEVESthat an adolescent hasthe right to express his’her sexual orientation and have this preference
respected;

f. OPPOSESthethreat of prosecutionfor contributingtothedelinquency of aminor against adultscounseling

minors on sexual matters, especially in the cases of counseling on homosexuality;
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BELIEVES that the long-term effects of adolescent pregnancy, such as the extremely high dropout rate,
severely decreased wage earning capacity, high dependency upon public assistance, and the devastating
chronic effects upon the children of adolescent parents, can be substantially reduced by preventive social
programs, and OPPOSES reductionsin federal funding of such programs;

BEL IEV ESthat thecreation of barrierstoaccessto sexually-related health careservicesandinformationwill
not decreasethelevel of sexua activity among adol escents, and OPPOSES social programsthat are based
upon the principles of “abstinence and self-discipling” as the only solution to the consequences of
adolescent sexual activity which could create an access barrier;

BELIEV ESthat the pregnant adol escent hasthe right to continue her education and not beforced either to
change schools or discontinue her education due to her pregnancy;

RECOGNIZES that pregnant adolescents should receive adequate prenatal care regardless of age, and
URGEStheestablishment, inclinics, of programsthat provide comprehensive prenatal caregeared toward
the specia needs of the pregnant adolescent and her partner;

SUPPORTS efforts that will lead to contraceptive methods specifically designed for the needs of adoles-
cents.

BELIEVESthat sex education and pregnancy prevention counseling must be provided to boysand girls.
(1995)

ASSERTS that in order for any adolescent pregnancy prevention program to be successful, adol escents
must be educated about and have convenient and confidential access to culturally appropriate and age-
appropriate contraceptive methods and family planning services. (1995)

SUPPORTS parenting classesfor all pregnant and parenting teenagers. (1995)

BELIEV ESthat bearing achild during adolescence may placeteenagersat ahighrisk of later poverty and
low educational achievement, andimposesuponthemasignificant risk for needing public assistance. (1995)

URGES the provision of support services to all pregnant and parenting teenagers to enable them to
participate in appropriate educational/vocational activity or to find and maintain employment. These
support servicesinclude, but are not limited to: (1995)

child care;

health care;

transportation;

family planning and parenting classes,

supplemental food programs and nutrition counseling;
alcohol and drug abuse prevention services.

oOdwWPNPE

URGES that the use of long-term contraception be combined with education on the transmission and
prevention of sexually transmitted diseases. (1995)

OPPOSES policies of federal, state, and local agenciesthat prohibit the discussion and demonstration of
proper contraceptive usage to adolescents through a health or sexual education curriculum. (1997)

Regarding Education:

a

SUPPORT Stherights of adol escentswith children to have accessto educational opportunitiesequivalent
to those available to adolescents without children; (1995)

URGES educationa institutions, including those of higher learning, to make effortsto enroll and support
adolescentswith children. (1995)
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10.

Supportstherights of children and adolescentsto have accessto health and educational servicesregardless of their
country of origin or citizenship status, and opposes any laws that would curtail such access. (1995)

Inregardstoviolence: (1996)
a BELIEVESthat violenceisaserious and often overwhel ming threat in an adolescent'slife;

b. SUPPORT Stheavailability of primary, secondary, and tertiary violence prevention servicesfor
children and adolescents, including access to mental health services when necessary; (1996)

C. ENCOURAGES physicians and health care professional s to discuss violence with parents, and
children and adolescents. (1996)
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PRINCIPLESREGARDINGAGING

The American Medical Student Association:

1

URGESthat medical schoolsbemandated to establish teaching programsin geriatric medicineasanintegral part of
theformal curriculum;

SUPPORT Stheestablishment of competency standardsin geriatric medicinefor theli censing and certification of all
physicians;

ENCOURAGESthe providing of fundsto schools of medicine and other organizationsfor training and researchin
thefield of aging;

ENCOURAGES those specialtiesthat treat large numbers of elderly patients to recognize the special needs of the
elderly and to include training about these needs in medical school and residency programs. (1985)
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PRINCIPLESREGARDINGPHYSICIAN-SCIENTISTS

The American Medical Student Association:
1 DEFINES aphysician-scientist to beany M.D. or D.O. whoisinvolved in either basic or clinical research;

2 RECOGNIZESthat physician-scientistsareanintegral part of our health caresystem, asthey provideamuch needed
link between medical research and medical practice;

3 ENCOURA GESthe United Statesgovernment to promote programsthat will maintai n an adegquate number of well-
trained physician-scientistsfor theAmericanhealth caresystem (e.g., post-doctoral researchfell owships, theMedical
Scientist Training Program, and sufficient fundsfor medical research).

4, OPPOSESany effortsto affect student specialty choicethat woul d decreasethe production of well-trained physi cian-
scientists. (1994)
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PRINCIPLESREGARDINGINTERNATIONAL HEALTH

The American Medical Student Association:

1

10.

SUPPORT StheWorld Health Organi zation’ s(WHO) programof “Healthfor All by the'Y ear 2000” established at the
International Conferenceon Primary Health Careheldin Alma-Alta, USSRin1978. Inthiswerecognizethecentral
roleof primary health carein attainingthisgoal of alevel of healthfor all peopleof theworld that will permitthemto
lead asocially and economically productivelife. Thereisadeeper understanding of international healthand medical
problemsworldwide;

SUPPORT Sthe Program of Action devel oped at thelnternational Conference on Population and Development held
inCairoin1994. Inthiswerecognizethat population issuesaretied to sustainable devel opment and sustaining the
environment and must be addressed in conjunction with efforts to reduce poverty and improve public health. We
further recognizethat successful popul ation stabilization requiresempowerment of women to exercisereproductive
choice by promoting their economic, social, legal and educational equality. We encourage public and private
investment in universal accessto reproductive health care and family planning services; (1995)

RECOGNIZESthat although the health and medical principlesof other countries may bedifferent fromthose of the
United States, many of the principles of AMSA, as stated in the Preamble, Purposes and Principles, are applicable
to other countries;

CONDEMNS the actions of those multinational corporationsthat have erected double standards, thoseinthe U.S.
and those abroad; that are engaged in manufacturing practicesinimpoverished nations so asto escape occupational
and environmental safety regulations in other countries; that seek out cheap labor markets where workers are
prohibited from organi zing, thusimposing harms on peoplewithin the U.S. who losejobs and health care coverage,
and people in poor countries who are offered unsafe, substandard work; (1999)

In theinterest of maintaining AM SA’ s effectiveness as a national organization and spokesperson for its members,
URGES that resolutions concerning AMSA’ s Principles and Purposes on international health shall have as their
primary goal health care and medical issues; (1985)

URGESU.S. physiciansand medical studentstowork for social justiceand CONDEMN any medi cal organi zationor
system which perpetuates or supports oppressive ideologies of any kind, here or abroad.

RECOGNIZESthe promotion of world health asanimportant and justifiable humanitarian concern. (1986)

RECOGNIZESthat research, education of local health careprovidersand appli cation of appropriatel evel sof medical
technol ogy areimportant factorsinimproving health of acommunity; RECOGNIZESthat the United Statesand other
developed countries have both human and technical resourcesto aid the development of such research, education
and technology in developing countries and SUPPORTS the free exchange of medical resources (including
information, technology and materials) between all countriesregardless of political considerations. (1997)

STRONGLY SUPPORT Sthenation of ComprehensivePrimary Health Care, and URGEStheU.S. government and the
international aidindustry (WHO/UNICEF, World Bank and IMF, Bilateral Aid Agencies, and NGOs) to support the
efforts of developing nations to strengthen their internal health care systems and educational institutions by
opposing structural adjustment programs which defund health and educational infrastructures; and URGES these
institutions to push for loan forgiveness and other measures to alleviate the oppressive economic debt which
contributes to unacceptably high morbidity and mortality ratesin heavily indebted nations. (1986)(1999)

BELIEVESthatinternational health programsshoul d becreated withthegoal of includinginput from membersof the
developing country that will beaffected by theprogram, aswell asincluding participation by educational, voluntary
and private organizations. (1997)

ENCOURAGES medical schoolsof the United Statesto commit resourcesto the devel opment and incorporation of
curricularelated to problems of international health, especially in thefields of community medicine, primary care
medicine, tropical medicine, parasitol ogy, epidemiology, and healthinformation systems, publichealth, environmen-
tal health, health care organization and management of health policy. (1986)
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14.

16.

17.

RECOGNIZESthat field experienceplaysacritical roleintheeducation andtraining of health professional sentering
thefield of international health, and ENCOURA GES organi zations and associationswith interestsin international
healthwork to commit resourcesto the devel opment and i mplementation of international health field experiencefor
physicians-in-training. (1986)

SUPPORTS increased involvement of health care providers, including physicians-in-training, in the field of
international health. (1986)

OBJECTSTOactionby theU.S. Congresswhich hascurtail ed assessed paymentsto theWorld Heal th Organization
and URGESthat the United Statesmaintainitsfinancial support of theWHO at thefull assessed |evel asdetermined
by theWHO Constitution, becomecurrent onitsfinancial obligationsby payinginfull all fundinginarrears, andfurther
URGEStheU.S. Congressto makeadditional voluntary contributionsto enabletheWHOto carry onthework planned
by its Executive Board and the World Health Assembly. (1988)(1990)

RECOGNIZESthespecial health careneedsof refugees, (thosethat havebeen dislocated fromtheir traditional living
environment and dispossessed due to war, famine, and economic and/or political instability), such as tropical
infectious diseases and post traumatic stress disorder, and strongly urgesthat federal and state government allocate
adequate funds to meet health and relocation needs. (1990)

SUPPORTS international experiences which recognize the long-term needs of the communitiesin which they are
serving; thisincludes but is not limited to:

a Long-terminvolvement, preferably permanent, but at aminimumannual delivery of aid through servicesand
supplies. (1998)

b. Projectswhichinvolvemembersof thelocal community inhealth careand, whereapplicable, work toincrease
thosecommunity members medical knowledge. (1998)

C. Projects with the ultimate goal of independent operation by the local community with minimal or no
international support. (1998)

d. Projectsthat work to further public healthinitiativeswithin the community which will improvethe overall
health of the community even when a short-stay, annually visiting medical team is not present. (1998)

ENCOURAGESmedical projectsin devel oping countriestoincludeintheir goal scontinuing medical educationfor
community members or members of the host country through educational exchange or through delivery of health
educationdirectly, includinginstruction and giving rel evant booksand supplieswhichwoul d enhancethi seducation.
(1998)

SUPPORT Stheideathat studentscanlearnininternational sites, provided thereisappropriatementorship by trained
nurses and physicians, (preferably health care providerswho are also local community members), and that thereis
accountability for the students actions and impact on the local community. (1998)

SUPPORT S any international experiencethat iscreated as an exchange between peers— aUS student exchanging
places with a foreign student of similar educational level who can come to the US to learn clinical medicine.
RECOGNIZESthat, whenever possi bl e, exchangesarethebest way to promotetheprinciplesof international health.
(1998)

OBJECT Stogroupsor individual practitionersand studentsthat forceapoor community orimpoverishedindividuals
to accept beliefg/"traditions” that are not their own in order to receivelife saving assi stance, economic devel opment
or education. (1998)

SUPPORT Sthe Cuban Humanitarian Trade Act asintroduced in the House (June 18, 1997) and Senate (November
6,1997). (1998)

URGES the President and Congressto work together to lift the embargo on the sale of food and medicine to Cuba.
(1998)

SUPPORT Sthe purchase of "Union Made" apparel. (2001)
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PRINCIPLESREGARDINGVIVISECTIONINMEDICAL EDUCATION

The American Medical Student Association:

1

AFFIRM Sthat the use of animalsin medicineisjustified if such usewill save or benefit human lives (1986), while
recogni zing thefact that advancementsin scientific knowledge havebeen madeusing non-animal laboratory methods.
(1993

DISTINGUISHES between vivisection in medical research, which isthe pursuit of knowledge; and vivisectionin
medical education, which isthe demonstration of already well-known facts and techniques. (1986)

URGEStheuseof non household pets(e.g., ratsand mice) for such classesandlabswhenitispossibleto deriveequal
educational valuefromthem. (1986)

URGES obtaining household type animals (e.g., cats and dogs) from local pounds when the use of these types of
animalsisnecessary, and provided asystemisdevisedtosel ect animal sleast likely tobeclaimed for ownership. (1986)

Regarding mandatory participationinanimal laboratories:

a URGES that all medical school classes and laboratoriesinvolving the use of live animals be optional for
students, who for moral or pedagogical reasons, feel such useiseither unjustified or unnecessary. (1993)

b. SUPPORTS the practice of giving medical students complete information beforehand on the source,
procurement procedure, transportation, kenneling, and state of health of animals who would be used for
educational purposes, so that medical students can make their own informed ethical decisions. (1986)

C. CONDEM NSthepracticeof faculty intimidation of medical studentstoforcethemtoattend classesandlabs
usingliveanimals. (1986)
d. URGES the University of Colorado School of Medicine, the Uniformed Services University of Health

Sciences, F. Edward Herbert School of Medicine, and the University of Nevada School of Medicine to
immediately rescind therequirement for medi cal studentsto participateinlaboratoriesusingliveanimalsas
arequisite for advancement within the school. (1993)

Regarding alternativesto animal |aboratories:

a URGES that alternative educational materials, such as films, videotapes, and computer simulations be
provided for students who do not choose to attend these classes and labs. (1986)

b. URGES adirectory of such alternative educational materialsbe produced. (1986)

C. ENCOURAGES the utilization of non-animal teaching materials and methods in Continuing Medical

Education. (1993)

Regarding animal rightsinlaboratories:

a CONDEMNS laxity inthe administration and maintenance of anesthesiaand analgesiafor animalsduring
and after procedures. (1986)
b. SUPPORT Shumaneand comfortabletransportation, kenneling, feedingand medical carebeforeprocedures;

and the same, including analgesia, after nonlethal procedures. (1986)

OPPOSES any | egidlation that would necessitate theincreased use of breeded animal sfor research and opposesany
legislation that would limit the use of animalsfrom sheltersfor research. (1995)

URGESSTRONGLY that medical research onthegreat apes, including bonobo, chimpanzee, gorillaand orangutuan,
belimited as much as possible to non-lethal, humane and, as much as possible, noninvasive research activities, and
that arrangements be made for care and accomodationsfor great apesthat fosterstheir physical and psychological
health before, during and after any research activity. (1999)
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PRINCIPLESREGARDINGPHYSICIANIMPAIRMENT

The American Medical Student Association:

RECOGNIZESthat physicianimpai rment isaseriousproblemrequiring early intervention and prevention; (1986)

SUPPORT Seffortsby medical schoolsand residency training programsto devel op confidential counseling services
outside of thetraining program; (1986)

URGEStheestablishment of confidential “ Aidtolmpaired Medical Students’ programsinmedical schoolsaccording
to AAMC chemical impairment guidelines, and believesthat students have acritical rolein their development and
subsequent functioning; (1986)(1990)

CONDEMNSe ementsof themedi cal educationsystemwhich contributetoandfoster impai rment, and URGESmedical
schoolsand trai ning programsto decrease in-hospital time demandson physi cians-in-training, decreasethe amount
of time spentin activities of littleto no educational value, and increase scheduling flexibility; (1986)

SUPPORTS efforts undertaken by medical students, residents, medical schools and residency training programs
which underscore the importance of physician well-being and devel op wellness programs aimed at prevention of
impairment and health promotion; (1986)

CONDEMNSdiscrimination by medical school sand residency programsof studentsor residentswhoarerecovering
fromimpairment, and URGES effective advocacy for their reassimilationinto thetraining process. (1986)
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PRINCIPLESREGARDINGMENTAL HEALTH

The American Medical Student Association:

1

URGESthat mental heal th careservicesnot bewithheld fromindividual sinneed of such servicesregardlessof ability
topay. (1987)

OPPOSESdiscriminatory practicesby insurance companieswhich either set higher deductibles, providefor alower
level of reimbursement, or both, for mental health care compared to physical health care. (1987)

RECOGNIZES that behavior is an essential aspect of mental health and is of fundamental importance to the
pathogenesis, severity, and recovery from the vast majority of physical illnesses. (1997)

RECOGNIZES psychiatry's increased focus on diagnosis and scientifically based treatments and its increased
effectivenessin treating patients with behavioral as well as pharmacological modalities. In light of this, AMSA
encourages continuing research into the causes of and treatment of mental illness.

SUPPORTSand ENCOURAGESeffortsto educatethe public about thepreval enceand treatability of mental illness
in order to eliminate the stigmathat prevents the diagnosis and successful treatment of the mentally ill.

OPPOSEShedlth carepolicieswhichdetermineapsychiatric patient’ sdi schargedatebased solely upon his’her source
of funding and without regard to attainment of any defined treatment goal swhich would indicate agood prognosis
for recovery following discharge. (1987)

SUPPORT Sthe continuing importance of interpersonal skillstraining that iscentral to total patient care and should
remain anintegral part of the psychiatric training. And therefore, strongly SUPPORT S the continuing inclusion of
psychodynamic techniquesin medical education. (1997)

SUPPORTSmental health policiesthat arescientifically substantive, socially val uable, and placetheindividua above
thedisease. (1997)

RECOGNIZESthe fundamental importance of the community setting for the devel opment and treatment of mental

illness and therefore ENCOURA GES the improvement of housing, education, and community health asameansto
improvethemental well being of the community. (1997)
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PRINCIPLESREGARDING MEDICAREAND SOCIAL SECURITY

The American Medical Student Association:

1

SUPPORT Sthedevelopment of acatastrophic health safety net programwhichwill beincorporatedinto the present
Medicaresystem. (1987)

In regards to accepting Medicare assignment:

a STRONGLY SUPPORT Severy physicianwho practicesunder the principlethat quality health carefor all
people, including Medi care recipients, isthe ultimate concern. (1988)

b. OPPOSES theimposition of amandatory link between medical licensure and the acceptance of Medicare
assignment by physicians. (1988)

C. URGES ocal, state and federal government officials and concerned private organizationsto find positive
incentive programs to encourage voluntary acceptance of medicare assignment. (1988)

3 SUPPORT Sthedevel opment of asystemwhichwill limit out of pocket expensesof thechronicallyill. (1987)
In regards to undergraduate medical education:

a SUGGEST Sthat the M edicare Program consi der making alump sum payment for the principleandinterest
on educational loanstaken out by medical students. Inreturn, the medical studentswould enter residency
programsfor specialtiesjudgedtobein short supply, and heavily involvedin careof theelderly. Thestudents
would also agree to accept payments by Medicare (perhaps at a discount) when they eventually enter
practice.

In regardsto balance billing:

a SUPPORTSlegidationthat allowsphysiciansto“ optin” or “ opt out” of Medicareonayearly basis. Those
who “opt in” are allowed to balance bill on all services up to a certain percentage of the approved charge.
Thosewho “ opt out” could charge asthey like, but Medicare would pay nothing for their services. (1989)

b. SUPPORT Slegidationthat capsbal ancebillingat 15%of theal lowed charge(1989), and STRONGL Y URGES
all physiciansto eliminate the process of balance billing entirely for patientswho are financially in need.
(1992)

URGES the elimination of return on equity paymentsthrough Medicare to proprietary hospital's, and, furthermore,
(1986)

SUPPORT Sthemaintenance of adequate capital contributionsthrough M edicareto not-for-profit hospitals. (1986)

STRONGLY URGESthefederal government to maintain M edicareasanati onal entitlement programand OPPOSES
any legidation that would serveto: (1996)

a Transfer control over the allocation of Medicare funds to the state governments;
b. Decrease access to any and all health care services covered by Medicare for those insured by
Medicare.

STRONGLY URGESMedicareto cover servicesthat arerequired by long term carerecipients. Theseinclude, but
arenot limitedto:

More extensive coverage of different Home Health Agencies (HHA'S);
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10.

b. Adult day care servicesfor the chronically ill for those patients with three of more deficitsin
Activitiesof Daily Living(ADL's);

C. Physical/Occupational Therapy.

STRONGLY URGESthefederal government to not discontinueany of thefollowing M edicareservicestoMedicare
recipients:

a Hospital inpatient services, subject to a deductible and coinsurance after day 60;

b. Home health services;

C. Skilled Nursing Facility care, limited to 100 days and subject to acoinsurance after day 20;
d. Hospicecare.

STRONGLY URGESthefederal governmenttonot raisethemonthly premiumof Part B by morethan 10% (notincluding
cost of living adjustment) each year.

SUPPORTS n principlethefederal Medicare program, but only in the absence of acomprehensive national health
programwith universal coverageavailablefor all Americans. (1997)

Inregardsto Social Security, AMSA:

a BELIEVESthat theSocial Security Programisan essential social program, asit benefitsalarge segment of
the population of the United States;

b. OPPOSES reductionsin Socia Security benefitsthat would adversely affect the health and well-being of
the elderly and others dependent upon the system;

C. URGES the United States government to consider alternative revenue sources as a means of insuring the
solvency of the Social Security system.
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PRINCIPLESREGARDINGMEDICAID

The American Medical Student Association:

1

SUPPORTSin principletheaim and implementati on of theMedicaid program, butin all instanceswill work toward
acomprehensive national medical care programwith universal coverageavailablefor all Americans; (1990)

Inregardsto eligibility;

a

b.

SUPPORTS | egidation that abandons categorical testsfor eligibility for Medicaid; (1990)

SUPPORT Sl egid ationthat grantsM edi cai d benefitson thebasi sof financia need alone, mandating afederal
ceiling of eligibility at 185% of thefederal poverty standard; (1990)

SUPPORTS legidation that expands coverage to impoverished individuals with physical disabilities,
terminal illnesses, chemical dependency and mental illnesses; (1990)

ENCOURAGEShealth carereformto ensureuniversal coveragebut until that timeprovideMedicaidtoall
AFDC recipientsand providetransitional M edi caid coveragebased onadliding scal easthewel farerecipient
becomesgainfully employed. (1995)

STRONGLY ENCOURAGESthe federal government to disallow state governmentsfrom restricting the
digibility criteriafor M edicaidwhichwould excludeany and | recipientsto Aidto Familieswith Dependent
Children (AFDC) andlow-incomepregnant mothers. (1996)

In regards to women and children;

a

SUPPORT Sl egidlation that insures pregnant women eligiblefor Medicai d to be automatically covered for
prenatal carefor at least 45 daysfrom the earliest point of contact and maternal and child carefor up totwo
monthsafter delivery; (1990)

With regard to Medicaid funding;

STRONGLY URGESthefederal government to maintaintheM edicaid program, (1996)

OPPOSES any legidationthat would serveto: (1996)

1 Transfer control over the allocation of federal Medicaid funds to the state governments;

2 Decrease benefits currently received by US citizens insured under Medicaid;

3 Allow states the option of refusing to match federal funds for Medicaid recipients;

4, Allow statestousedifferent eligibility criteriafor AFDCfromMedicaid criteriainorder toeliminate

or maintain benefit status. (1996)
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PRINCIPLESREGARDING HUMANIMMUNODEFICIENCY VIRUS(HIV)

ANDHIV RELATED ILLNESSES

The American Medica Student Association:

1

In regard to Patient Rightsto Health Care:

a

BELIEV ESthat patientswithknown or suspected HIV infection or rel atedilIness(es) maintaintheir right to
obtain health care at all levels of the health care system, including, but not limited to: emergency medical
services, outpatient and emergency room treatment, inpatient treatment, homenursing care, nursing-home
care, and hospice care; (1988)

BEL IEVESthat patientswithknown or suspected HIV infection or rel atedill ness(es) havearight tothesame
quality of care aswould be provided to apatient not suffering from aknown or suspected HIV infection or
related illness, at al levels of the health care system; (1988)

BELIEVESthat patientswith known or suspected HIV infection or related il ness(es) deserveto betreated
withthesamedegreeof compassionaswoul d beafforded to patientsnot suffering fromaknown or suspected
HIV infection or related illness, at all levels of the health care system; (1988)

OPPOSES any policy/policieswhich woul d jeopardize apatient with known or suspected HIV infection or
related illness(es)’ s ability to access the health care system or to receive quality, compassionate care as
outlined above. (1988)

Inregardto Discrimination:

a

OPPOSES discrimination based upon known or suspected HIV infection or related iliness(es) inthe areas
of providing: (including, but not limited to) hospital admissions, diagnostic and/or therapeutic procedures
(including nonel ective surgery), and emergency medical services; (1988)

OPPOSES discrimination based upon known or suspected HIV infection or related illness(es) inthe areas
of : (including, but not limited to) housi ng, employment (including heal th careempl oyeesseropositiveto anti-
HIV antibodies), insurance eligibility and coverage, education, and travel. (1988)

In regard to Physician Responsihilities:

a

BELIEVESthat physicianshavethefollowing responsibilitiesregarding HIV and HIV related il nesses:

1 to provide quality medical care to patients with known or suspected HIV infection or related
illness(es), including but not limited to: diagnosis, treatment, cure, and education; (1988)

2 to refer patientswith known or suspected HIV infection or related illness(es) to another medical
professional in the event that the primary physician is unable to provide quality medical careto
apatient due to lack of expertise or resources on the part of the physician;

3 toprovidesociety withfactual educationregardingHIV infectionandrelatedillness, including but
not limited to: how HIV isand is not transmitted, the signs and symptoms of HIV infection and
relatedillnesses, the use of screeningtestsfor HIV infection (i.e., anti-HIV antibody test), and the
methods of preventing HIV transmission; (1988)

4 to allay unduefearsand change misconceptionsin society about HIV infection and related illness
through education and appropriate medical and psychological referrals, if necessary; (1988)

5. to provide factual education to medical students, residents, attending physicians, and all other
health care professionals and students regarding HIV infection and related illnesses, treatments,
and prevention strategies; (1988)

6. to ensurethat responsiblemeasures, asoutlined inthe CDC guidelines, aretakenintheworkplace
to prevent the transmission of HIV; (1988)
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b.

BELIEVESittobeunethical for physicianstorefusetotreat or refer patientswith known or suspected HIV
infection or related illness(es) based solely upon personal attitudes regarding such patients, their illness
(actual or perceived), or their life-styles. (1988)

Inregard to anti-HIV antibody testing:

a

SUPPORTS the use of the anti-HIV antibody test to screen donated blood products and donors of sperm,
organs, and tissues as a precondition for acceptance or usein transfusions, insemination, and transplants;
(1988)

SUPPORTS the rights of blood, sperm, and organ banks to refuse donations from individual s who refuse
to consent to an anti-HIV antibody test; (1988)

BEL IEV ESthat individua swho aredonating blood products, sperm, organsor tissuesfor useintransfusion,
insemination, or transplant should beadvised that they will betested for the presenceof anti-HIV antibodies,
be required to giveinformed consent for such testing; (1988)

OPPOSES mandatory anti-HIV antibody testing for any purpose other than as described above, and
specifically OPPOSES mandatory testing of health careworkers asabreach of confidentiality; (1988)

SUPPORT Stherightsof individual sto chooseto havetheanti-HIV antibody test performedinavoluntary,
anonymous, and confidential manner freeor at minimal cost; (1988)

BELIEVES that such testing should only be performed when the patient has provided informed consent;
(1988)

OPPOSESany useof ananti-HIV antibody test asapreconditionfor receiving health careservices; (1988)

BELIEV ESthat personsundergoing anti-HIV antibody testing should receive pretest education regarding
the nature of the test, the possible interpretations of the results, and ways to reduce the risk of HIV
transmission through behavioral changes; (1988)

BELIEVES that persons undergoing anti-HIV antibody testing should receive post-test counseling and
educationregardingtheir anti-HIV antibody status, itsimplicationsfor personal physical and mental health,
ways to reduce the risk of transmission through behavioral changes, available help for voluntary follow-
up of any sexual and/or 1.V. drug use partners who may have been exposed to HIV; (1988)

SUPPORTS programs to assist anti-HIV antibody seropositive individuals to perform voluntary contact
tracing and notification of individualswho may beat risk of HIV exposure; (1988)

SUPPORT Sthereportability of seropositiveanti-HIV antibody test resultswith non-identifyinginformation
such as age, sex, race, city and state of residence, risk factor(s) for infection, and current signs/symptoms
of HIV relatedillness. (1988)

OPPOSES mandatory reportability of namesof personsregistering apositive anti-HIV antibody status, or
the maintenance of any registry of anti-HIV antibody seropositiveindividuals, (1988)

SUPPORTS the inclusion of HIV test results under separate cover in medical records to safeguard the
confidentiality of the patient; (1988)

RECOGNIZEStheuncertainmeaning of apositiveanti-HIV antibody status, and the stigmaattached to anti-
HIV antibody seropositivity, that mandatory testingisnot aviablepublic health strategy for preventing HIV
transmission; (1988)

SUPPORTStheavailability of free, confidential, and voluntary anti-HIV antibody testing and counseling
inthe event of aparenteral exposureto HIV inthework place by ahealth care worker; (1988)

OPPOSES mandatory HIV screening of applicantsfor permanent residency inthe United States; (1990)

OPPOSEStherequirement of HIV serologic status documentation of foreign visitors; (1990)
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SUPPORTS the rights of adolescents to choose to have the anti-HIV antibody test performed without
consent of alegal guardian. (1995)

In regard to education:

a

SUPPORT S the recommendations of the Surgeon General contained in the Surgeon General’ s Report on
Acquired mmuneDeficiency Syndrome; (1988)

SUPPORT Sdistribution of the Surgeon General’ sReport on Acquired |mmuneDeficiency Syndrometoeach
homein the United States; (1988)

BELIEVESthat educationregardingHIV, HIV relatedillnesses, and risk €limination/reduction practicesare
currently the most promising public health optionsto control the spread of HIV; (1988)

SUPPORTS efforts to achieve widespread public education regarding all aspects of HIV, HIV related
illnesses, and risk elimination/reduction practices; (1988)

BEL I EVESthat additional resourcesshould becommitted at thefederal, state, andlocal |evel sof government
to provideeducational resourcesabout HIV, HIV relatedilinesses, and risk €limination/reduction practices
toall individuals, with parti cular emphasi son reaching minoritiesandindividual sat greatest risk of infection
withHIV; (1988)

SUPPORT Stheeducationabout HIV and HIV relatedillnessesbeginning withthegrammar school curricula.
Such education should addresstopics appropriate to the ages of the studentsinvolved, befactua in nature,
and be presented in a professional and non-judgmental manner, including discussion on sexuality, drug
abuse and condoms; (1988)

URGESthemedical community tobecomeactively involvedinpubliceducation effortsaddressing HIV and
HIV relatedillnesses; (1988)

OPPOSES guidelineswhich restrict the content of educational materials, making them ineffectivefor the
intended audience; (1992)

URGESQguidelinestodevel op educational materialswhicharesensitive, culturally appropriateand effective
as determined by members of the population targeted by the materials. (1992)

In regard to support services:

a

BELIEVES that adequate support services to assist with medical needs, food, shelter, and personal care
should not bedeniedtoindividualswithHIV relatedillnesses, regardlessof ability topay, aposition AMSA
takesregarding al debilitatingillnesses; (1988)

URGES the devel opment of asystem of coordinated volunteer and government agenciesat thelocal level
to assessthe support needs and financial resources of individualswith HIV related ilInesses, to create and
develop such services, and to coordinate the disbursement of all support services deemed appropriate;
(1988)

BELIEVESthat individual s should not be denied admission to nursing homes or hospice carefacilitieson
thebasi sof either aknownor presumed HIV infectionor relatedill ness, and OPPOSESany policy whichwould
have such an effect; (1988)

URGES the devel opment of alternativeliving situationsfor individualswith HIV related illnesseswho do
not have adequate housing. (1988)

InregardtoHIV research:

a

RECOGNI ZESthetremendousadvanceswhich havebeen madeinthesearchfor thecause, treatment, cure,
and prevention of HIV related illnesses; (1988)

URGES continued researchto definetheepidemiol ogy of HIV infectioninthepopulation, theimpact of HIV
infection, and methodsto stop the spread of HIV; (1988)
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URGES continued research to devel op amore specific serologic test to detect and quantify the presence
of HIV, with thorough evaluation of sensitivity, specificity, and predictive value of developing and HIV
relatedillness; (1988)

URGES that when amore specific test to detect an quantify the presence of HIV isdeveloped, it be made
availablefreeor at minimal cost toindividualsat highrisk of infectionwithHIV;

URGES increased research effortsto devel op effective treatmentsfor HIV related illnesses;
URGESincreased research effortsto develop acurefor HIV infection; (1988)
URGES increased research effortsto devel op strategiesto prevent HIV transmission; (1988)

URGESincreased research effortsto definethe mechanism(s) by which HIV infection producesAlDSand
other HIV relatedillnesses; (1988)

BELIEVESthat themedical recordsrelated to anindividua’ sparticipationinresearch studiesof HIV and
HIV related illnesses should be considered strictly confidential, and that accessto identifying information
within such files should be limited to those individual s requiring such information for legitimate research
purposes; (1988)

URGES strict enforcement of confidentiality guarantees provided to individuals participating in research
studiesof HIV and HIV related il Inesses; (1988)

SUPPORT Sfurther researchinto thevariousstrainsof HIV, and SUPPORT Sthe devel opment of separate
diagnostic testsfor each strain discovered and that the principle added be numbered appropriately; (1988)

In regard to infection control palicies:

a

URGES mandatory adherenceto HepatitisB infection control guidelines(i.e. universal precautions) by all
health care facilities and personnel for every patient, regardless of known or suspected infection with
HepatitisB and/or HIV; (1988)

URGES policiesfor controlling the spread of infectiousdiseasesin every health carefacility in the United
States; (1988)

URGESinfection control educationfor all health carerelated studentsaspart of their standard curriculum;
(1988)

SUPPORTS and ENCOURA GES employee and patient education programsin every health care facility
regardingHIV , HIV relatedillness, risk of HIV transmission, and techniquesto minimizesuchrisks; (1988)

URGES mandatory education concerninginfectioncontrol guidelinesfor all health careworkersat thetime
of employment inahealth carefacility, and on ayearly basis (minimally) thereafter; (1988)

URGES providing total health carefacility employeestimely updatesregarding changesin recommended
CDCand/or local infection control policiesat all health carefacilities; (1988)

SUPPORT Simplementationinevery health carefacility of disciplinary proceduresfor any individual found
to beroutinely and/or intentionally disregarding standard infection control policies; (1988)

SUPPORT S adoption of the Occupational Safety and Health Administration Guidelinesfor the Control of
Blood-Bornelnfectionswithinall clinical settings; (1992)

SUPPORT Stheuseof needleexchangeprogramsasonemethod to prevent thespread of HIV and other blood
borne pathogens; (1999)

SUPPORTSexisting effortsby privateand public agenciesto use needle exchange programsto combat the
spread of HIV and other blood borne pathogensand URGES communiti eswithinjection drug usersto adopt
such programs in conjunction with substance abuse treatment and prevention and addiction treatment
programs. (1999)
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10.

Inregardto federa policy:

a

h.

ENCOURAGES the devel opment and adoption of acomprehensive national policy setting prioritiesand
goalsfor confronting and controlling the current HIV epidemic; (1988)

URGES passage of legidation by Congressmakingit illegal to discriminate against any individual onthe
basisof apresumed or known HIV infection or related illness, extending to suchindividual sfull protection
of their civil rights; (1988)

URGES the allocation of increased funding for all aspects of HIV related programs, including research,
education, social services, and health care delivery; (1988)

URGES that the Presidential Commission on AlDS be expanded to include more health careworkerswith
directclinical expertiseon AIDS, and representativesfromthefoll owing groups. womeninfectedwithHIV,
gay/bisexual men, people of color, recovering injection drug users, adol escents and the sexual partners of
personsinfected withHIV; (1995)

URGES that current FDA guidelines for testing new drugs/treatments should be reviewed, and that
procedures should be devel oped and implemented to shorten the time required to test, approve, and make
availableany drugs/treatment which areshownto beeffectiveagainst HIV and HIV relatedilinesses. Such
new procedures should not sacrifice reasonable evaluations of safety and efficacy; (1988)

URGESthat the CDC and FDA establish research protocol guidelineswhich maintain scientific autonomy
from social-political biasand which are humane and expedite the availability of new treatments; (1991)

URGES the United States Federal Government to remove HIV and AIDS from the list of diseases which
excluded foreignersfrom traveling to the United States; (1993)

URGESthat the Federal Government lift the ban on federal funding of needle exchange programs. (1999)

Inregard to HIV infected health care providers:

a

SUPPORT Stheright of physiciansand heal th careworkerswithknown or suspectedHIV infectionorillness
to continue working in their chosen profession and that each seropositive physician or health care worker
should be under competent medical carewith aprovider whoisaware of the changing management of HIV
infections. It is suggested that medical care should not be obtained from a provider located in the same
workplace; (1988)

ENCOURAGESphysiciansand health careworkerswith adebilitating iliness(including HIV infection or
illness) tovoluntarily refrain, either temporarily or indefinitely, from providing patient careat any timewhen
their physical and/or mental capacitiesbecomeimpaired. Physiciansand other healthcareworkerswithAIDS
and opportunistic infections must conform to the same infection control guidelines applicable to those
infectionsthat would apply to any practitioner; (1988)

SUPPORT Sthecreation at each health carefacility of amechanismto eval uatetheability of physiciansand
health careprovidersto provide competent medical care. Such mechanismsshall maintaintheindividual’s
confidentiality and right to due process guaranteed to any potentially disabled employee. Eachinstitution
should develop personnel policies concerning HIV testing and diseases, taking into account the above
recommendations, and circulate these to all employees and staff; (1988)

SUPPORT Sthe reassignment to non-patient care dutiesany physician or health care provider with known
HIV infectionorillnesswhen: (1988)

1 such reassignment is requested by the individual, or
2 theindividual’s continued direct involvement in providing patient care would present an identi-

fiableandreal risk tothehealth of either the patient or theindividual. Such determinationsshould
be made in accordance with paragraph ¢ above. (1988)
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e BELIEVES that a student with a known infectious disease and/or illness not otherwise covered by legal
statutetoincludeHIV/AIDS, should beallowedtocompl etehisor her medical education, including residency
program, provided: (1993)

1 hisor her health allows hisor her active participationin the classroom or clinic, and (1993)

2 any student whofeelsheor sheisbeing discriminated against based on their HIV statusmust have
the opportunity to have the final decision regarding their medical education be determined by a
committeeat that student’ smedi cal school created specifically tomakesuchadetermination. This
committeewill include at |east one ethicist and at | east one licensed infecti ous disease specialist,
preferably onewith clinical experiencetreating patientswith HIV disease. The student maintains
the option of appointing advocate(s) to the committee. In order to maintain confidentiality the
student al so hasthe option of appointing arepresentativeto speak tothecommitteeontheir behalf,
thusmaintaining anonymity. (1993)

3 URGES any such medical school committee, set up specifically to determine whether an HIV-
positive medical student may continue his’her medical education, to alow such students to
continue their education unless, and only unless, that individual has active tuberculosis or other
contagiousopportunisticinfection, anopenwound, or physical or mental impairmentwhichwould
adversely affect that student’ s ability to interact with and care for patients. (1993)

f. OPPOSEStheactionsof federal, state, or local regul atory bodiesrequiring disclosureof physicianHIV status
to patients, RECOGNIZING that such actions violate physician’s personal rightsto privacy without any
medical justification. (1988)

URGEStheUnited Statesto giveincreased financial and personnel support and other contributionstosmall andlarge,

private and publicinternational organization effortsaimed at controlling the spread of AIDSinlessdeveloped areas
which havelimited resources. (1988)
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PRINCIPLESREGARDING RESIDENCY WORK HOURS

The American Medica Student Association:

1

BELIEVES that the need to reduce housestaff working schedules are clear and reasonable and deserves attention
from residency program directors, speciaty residency review committees, state governments, and the federal
governments.

SUPPORT Sandwill work toward theimplementation of regulations, including those at thefederal level, whichwill
regulate resident work hourswith theintent of providing abetter standard of carefor all patients and more humane
working conditions for residents. These regulations should include or take into account, but not be limited to, the
following:

a Thenumber of hoursaresi dent may work per week should belimitedto 72, averaged over afour week period.

b. Thereshould beadaily limit of 12 consecutive hoursin the emergency room and other similarly intensive
settings or 16 consecutive hours per a 24 hour period in other areas of the hospital.

C. Call should be limited to no more than one night in three.
d. Resident physicians shall not work more than 12 days straight without two 24 hour periods of f-time.
1 Residents may work beyond the abovedaily limitsif they aretreating an acutely ill patient whose

care may be compromised by the resident physician’s departure. These exceptions are for
emergency and extreme situations. No program shall allow residentsto partake or participatein
these exceptions on a regular or recurrent basis. This will reduce chronic fatigue, but allow
residency programsflexibility to meet their own scheduling needswhileproviding good learning
experiencefor their residents.

BEL IEVESinorder toaccommodateneeded residency reform, privateand governmental healthfinancing bodiesmust
recognizethe need of hospitalsto hireincreased ancillary personnel to perform many taskswhich do not requirethe
physician’s expertise but are currently performed by residents.

BELIEVESresident’ ssalaries or benefits should not be reduced. 1n addition, therewill not be any prolongation of
the residency training period due to limitations on working hours.

BELIEVES residency program compliance should be monitored by establishing review committees which should
include resident physicians.

BELIEVES public hospitals and indigent patients must not hear the brunt of thisreform.
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PRINCIPLESREGARDING NONPROFIT ORGANIZATIONS

The American Medical Student Association:
1 BELIEVESthat society significantly benefitsfrom the tax-exempt status of nonprofit organizations;

2 OPPOSES changesto the Unrelated Business Income Tax statute that would undermine the favorabl e tax status of
nonprofit organizations;

3 DIRECTS the Legidlative Affairs Director to include Unrelated Business Income Tax as a high priority issue on
AMSA'’s annual legidlative agenda, and to actively lobby on its behalf.

4, OPPOSES any attempt to tax theinvestment and other unrel ated businessincome of 501(c)(6) associations. (1999)
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PRINCIPLESREGARDINGPHYSICIANPAYMENT REFORM

The American Medica Student Association:

1

RECOGNIZESthat health caredelivery andtheprovision of physician servicesdo not adhereto economiclawsbased
on supply and demand, but instead to amore monopoly oriented economic model. (1990)

Inregardsto choice of medical field;

a

STRONGLY ENCOURAGESphysiciansand physicians-in-trai ningtolook beyond economic concernsto
broader moral and ethical obligationswhen making patient management decisions, and also when making
specialty career choices. (1990)

RECOGNIZESthat inequity existswithinour current physi cian compensation system betweentheprovision
of primary careand procedures, and further RECOGNI ZESthat thisinequity isrepresented by lower mean
and median salariesfor primary care physiciansrel ativeto themore procedure oriented specialties. (1990)

Inregardstothe Resource Based Relative Value Scale (RBRVS);

a

SUPPORT StheResourceBased Rel ativeV alue Scaleasavalidinstrument, useful for comparingwork levels
across medical and surgical specialties, and further ENCOURA GES theimplementation of thisscale,ina
budget neutral fashion, by third payers, including federa and state governments, the private insurance
industry, health maintenance organizations, and employers. (1990)

SUPPORT Sthe 1989 Physi cian Payment Review Commission (PPRC) version of theoriginal RBRV S, but
suggeststhat any other changesor deviationsfromtheoriginal scal e bethoroughly researched and verified
as scientifically sound, so as not to introduce inequities. (1990)

SUPPORT Sthesecond phaseof theRBRV Sresearch (scheduledfor completionin1990), and ENCOURAGES
broadening the scaleto include physiciansin all specialties. (1990)

ENCOURAGEStheincorporationof theRBRV S, or aversionof it,into National Health Programor National
Health Insurance Proposals. (1990)

OPPOSES any changesof Graduate M edical Education Stipendsor programsbased on, or asaresult of, the
implementation of theRBRV S. (1990)

The American Medical Student Association (AMSA) recognizes the existence of the Resource-Based
Relative Value Scale and further recognizes the need for equity in Medicare reimbursement between
procedures and cognitive services that prompted the development of the RBRVS.

SUPPORT Sthe use of aResource Based Relative Value Scal e asabasisfor aM edicare Fee Schedul e, and
URGESthat all specialtiesbeincluded under that Fee Schedule. (1989)

In regards to volume controls;

a

RECOGNIZESthenecessity of volumecontrol sasaregul atory measureto control inflationwithinMedicare
Part B, but DI SAGREESwiththepresumptionthat thegrowth of MedicarePart B inthelate 1980’ swassolely
dueto over-utilization by physicians; (1990)

EMPHASIZESthat volume controls, like price control sand freezes, prospective payment systems, and, in
fact, the entirety of both the Medicare and Medicaid programs, are inadequate corrective measures for a
health caresystemthat hasfailedinthefreemarket economy of theU.S.,and STRONGL Y SUPPORTSthe
concept that physician payment reform must be devel oped in concert with comprehensive reforms of our
health care system. (1990)
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PRINCIPLESREGARDING PREMEDICAL EDUCATION

The American Medical Student Association:
1 RECOGNIZESthe special needsof undergraduate premedical students. (1990)

2 SUPPORT Sthepursuit of interestsoutsi dethebasi ¢ sciencesfor premedical studentsbothwithinthecurriculumand
inextracurricular activities. (1990)

3 ENCOURAGESclinica exposureinpremedical curricula. (1990)

4, SUPPORTS the exposure of premedical studentsto course work in sociology, philosophy and/or ethics. (1990)
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PRINCIPLESREGARDING RESEARCH

The American Medical Student Association:

1

SUPPORT Stheincreased effortsof theNational Institutes of Heal th and the medi cal research community to address
the health issues of women. (1994)

ENCOURAGEStheNational Institutes of Heal th and the medical research community to increase effortsto address
the health issues of minorities. (1994)

ENCOURAGEStheNational Institutes of Health and the medical research community to increase effortsto address
the health issues of leshian, gay and bisexual persons. (1994)

SUPPORTS efforts in the medical research community to increase the amount of prospective, population-based
outcomesresearch. (1994)

OPPOSESthe systematic exclusion of women from parti ci pati on as subj ectsin medical research onthebasisof their
reproductive potential; (1997)

ENCOURAGEStheinclusion of women asresearch subjectsin all medical research that could potentially benefit
women; (1997)

BELIEV ESthat research about thetransmission, progression, and presentation of HIV infectionand HIV diseasein
women should include, but not be limited to, possible transmission to her offspring. (1997)

ENCOURA GESeducation of theconsequenceof diethyl stilbestrol exposuresothat medical studentsand healthcare
professional sreceive satisfactory knowledge of the signsand symptonsof DES exposurein both themother and her
children. Furthermore, AM SA SUPPORT Scontinuedfederally funded research on Diethyl stilbestrol (DES) exposure
and the future health of those affected. (1998)
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PRINCIPLESREGARDING CAREOF THEHOMELESSAND INDIGENT

The American Medical Student Association:

1

AFFIRM Sitscommitment that every citizen of the United States have accessto health carewhen needed, regardless
of housing status or ability to pay. (1994)

SUPPORTS the concept of physicians and physicians-in-training volunteering person-hours for the care of the
homelessandindigent. (1994)

ENCOURAGESindividual physiciansand physicians-in-training, hospital sand medical schoolstoinitiateprograms
to serve the homeless and indigent. (1994)

ENCOURAGESmedical schoolstoincorporateprinciplesof careand specific problemsof carefor thehomelessand
indigentintotheir curricula. (1994)

URGES all medical schoolsto provide opportunitiesto their studentsto provide care to the homeless and indigent.
(1994)

URGESall medical studentstoavail themsel vesof opportunitiesto participateinthecareof thehomel essandindigent
during their education. (1994)

ENCOURA GESmedical school sand academichealth centerstoundertakeresearchintothenatureand extent of health
care needed by the homeless and indigent in their communities. (1994)

URGESall jurisdictionstoprovidephysiciansand physicians-in-trainingwithinsurancefor liability for pro-bonocare
for the homelessand indigent. (1994)

SUPPORT Sl egidlation providing tax exemptionsand financial support for other incentivesfor health professionals
providing pro-bono care. (1994)
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PRINCIPLESREGARDING THEENVIRONMENT

The American Medica Student Association:

1

SUPPORT Santipollution programs, publicity, andlegid ationwithitsenforcement toreduceindustrial and environ-
mental health hazards and to correct pollution problems;

In regard to nuclear power:

a BEL IEVESthat theUnited Statesshouldrefrainfromissuing permitsfor thesiting, construction or operation
of al nuclear power plantsuntil such atimeasthe present problemsthese plants poseto the nation’ shealth
and safety are resolved;

b. URGES the United States Government to immediately institute programs to replace functioning nuclear
power plants with safer, renewable forms of energy production;

C. BELIEVES that the United States should suspend exportation of nuclear power plants to other countries
pending resolution of the associated world security questions and the safety of nuclear power;

SUPPORT S educational, case-finding and follow-up programsregarding | ead poisoning;

SUPPORTS efforts directed at the following objectives for asbestos control:

a revisions of EPA and other federal regulations so as to extend asbestos building monitoring standards
beyond elementary and secondary schools and to institute corrective actions where needed;

b. studies of asbestos form products and their potential health impact;

C. alternatives to the use of asbestos wherever it poses a human health hazard.

SUPPORT Stheprotection of asafeand healthy environment through thedevel opment of efficient, effectiveand safe
alternative masstransit systems; and SUPPORT S the limited use of gasoline or diesel driven internal combustion
enginesinthefuture. (1985)

SUPPORTS legidlation to require facilitieswhich produce, store or transport hazardous substancesto file with the
appropriate Federal, State and local authorities an inventory of all such substances produced or stored on the
premises. Documentation of the known risksto human health which are posed by such substances and adescription
of theappropriatemedical treatment inthe event of exposureshould beprovided. Thisinformation should bereadily
accessible to those requesting it. (1986)

STRONGLY SUPPORT Stheprotectionof publicheathand theenvironment fromthecontamination of medica waste
and urgesthe following:

a Establishment of federal regulationsto prevent medical waste from fouling public aress.

b. Promotion and the stricter enforcement of a safe national standard for treatment and disposal of medical
waste, including asystem of uniform labeling.

C. Integration into the medical education curriculum of presentations regarding the issues of medical waste
and its control.

d. Promotion and stricter enforcement of responsi ble medi cal waste management including, but not limitedto
thefollowing: (1999)

1 Reduced incineration of PV C plasticsand mercury containing items; (1999)
2 Increased procurement of non-PV C and non-mercury containing products; (1999)
3 Increased recycling of applicable medical products; (1999)
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4, Increased procurement and implementation of reusable medical products; and, (1999)

5. Ongoing alternative waste management technology research. (1999)

URGES the Department of Energy to provideimmediate accessto scientists, physiciansand public health officials
to al historical data on releases of radioactive and toxic substances into the environment so the impact of these
exposures can be better assessed and analyzed by impartial health professionals. (1990)

In regard to disposable diapers:

a

RECOGNIZES that improper disposal of disposable diapers and similar products used with incontinent
adultsisoccurring and posesapotential healthrisk from human excretainthewaste stream by contamination
of ground water; (1990)

SUPPORT Sgreater publiceducation about theenvironmental risksof diapers, about all theavail ablechoices
for diapering, and about proper disposal of diapers and human excreta; (1990)

SUPPORT S| egidlation that requires manufacturers of disposable diapersto provide better instructionson
the packaging for proper disposal of excreta; (1990)

ENCOURA GESingtitutionsto usereusabl ediapers, and manufacturersto devel op arecyclableproduct that
generates less solid waste; (1990)

URGESmanufacturersof disposablediaperstoact responsibly inmarketing their productsoverseas; (1990)

SUPPORT Sfurther research on types of diapers so that standards can be devel oped, and researched onthe
health implications of disposing disposable diapers and their fecal contents into the solid waste stream.
(1990)

In regard to the responsible use of environmental resources:

a

SUPPORT Sthedoctrineof reduce: theamount of toxicity of productsthat werely on, reuse: containersand
productsasmuch aspossible, recycle: everything possible, and reduce: excessive packagingand products
whose production, use and disposal is harmful to the environment.

SUPPORT S the current change of printing The New Physician on coated, recycled stock paper.

SUPPORT Sanincremental progressiontowardtheuseof environmentally responsi blematerial s(paper and
ink) in all AMSA publications. Further, it URGES the use of recycled and recyclable products, while
maintaining the traditional high quality of these publications.

ENCOURAGES reduction of repetitive mailing by AM SA and AM SA-affiliated corporationsto decrease
paper use.

ENCOURAGESrecycling onapersonal and professional level.

SUPPORTS federal incentivesfor paper companies producing recycled paper products.

Urgesthat hospitalswork to reduce the amount of disposable material used and to recycle when possible.
Condemns the use of non-biodegradable and non-recyclable products at medical functions.

Urges the Association to use only biodegradable and recyclable products at future conventions and in
theNational Office. (1989)

OPPOSES speci es and ecosystem extinction, particularly whereit would adversely affect human health; (1985)

SUPPORTS the development of a U.S. energy policy less dependent upon foreign oil imports and emphasizing
development of alternative energy sources and energy conservation efforts. (1991)
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PRINCIPLESREGARDING SEXUALITY

The American Medical Student Association:

1

Inregard to sexual orientation:

a

OPPOSES all public and privatediscrimination against personswith ahomosexual orientation, including:
medical school admissions, promotion and graduation; postgraduate placement; hospital staff appoint-
ments; licensure; availability of health services; and access to social welfare;

URGES enactment of civil rightslawsat thelocal, stateand federal level s, whichwould provide, to persons
with ahomosexual orientation, the same protections now provided to others on the basis of race, religion,
national origin, or sex;

ENCOURAGES the study of the problems encountered by the homosexually-oriented person when both
receiving and providing health care;

BEL IEVEStheburden and proof of judgment, reliability, ethicality, capability, or entitlement to aposition
for individualswith ahomosexual orientation should not be greater than, or different from, that placed on
other persons.

OPPOSES psychiatric diagnosis or treatment policies which discriminate against patients based on their
sexual orientation or inhibit their accessto quality care; (1985)

RECOGNIZESthat mental disordersrelated to sexual orientation occur in all types of sexual orientation;
(1989)

ESTABLISHES asapriority theinclusion of sexual orientation into medical school’ s nondiscrimination
policy; (1989)

URGES the American Psychoanal ytic A ssoci ation to encourage applicantsto its affiliated psychoanalytic
institutes without regard to sexual orientation; (1990)

ESTABLISHESasapriority to urgethe American Medical Association toinclude sexual orientation into
their non-discrimination clause. (1992)

Inregard to equal civil rightsfor gay/lesbian/bisexual people:

a

BELIEVESthat all personshave equal right to bear and rear children without regard to sexual orientation;
(1985)

BEL IEV ESthat |eshianswho haveconceived havearight tonon-judgmental prenatal careand havetheright
to involve their parenting partner in all aspects of prenatal care and delivery;

BELIEVES that contracts between sperm donor and recipient regarding relinquishment of child custody
rights should be viewed as legally binding should such disputes later ensue; (1985)

OPPOSES discrimination based on the sexual orientation of either parent in legal child custody disputes;
(1989)

OPPOSES discrimination based on the sexual orientation in the determination of fitness of prospective
adoptiveparents. However, inview of thespecial needsof adol escents, URGESthat agenciesseek placement
on the basis of mutual respect and support regarding sexual orientation; (1985)

OPPOSES di scrimination agai nst | esbiansby physicianswho perform artificial insemination, and URGES
physiciansto fully cooperate with leshians and leshian couples. (1985)

BELIEVES that committed same-sex couples be granted the opportunity to form a legally recognized
commitment that extendstothiscoupleall legal benefitsformerly reservedfor marriagesbetweenamanand
awoman. (2001)
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BEL IEV ESthat thislegally recognized commitment allow for theequal adoption of childrenasacouplewith
parenting rights extended to both members of the couple. (2001)

DEMANDS all Accredited Post Graduate Residency Programsto extend equal benefitsto the partners of
gay/lesbian residents that are given to the partners of those heterosexual residentsin the same program.
(2001)

REQUIRES the Executive Director of AMSA to continue to extend equal benefitsto all spouses of gay/
| eshian/bisexual employeesworkingfor AMSA. (2001)
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PRINCIPLESREGARDING VIOLENCEANDHATECRIMES

The American Medical Student Association:

1

URGES the enactment of effective national handgun control legislation which callsfor thefollowing:

a

aban on the sale, manufacture, importation, ownership, and possession of handgunsin the United States,
except for the police, military and secured gun clubs; (1988)

arequirement that handgun owners be responsible and accountable for possession, care, use, and ultimate
disposition of their guns; (1988)

an imposition and enforcement of severe penalties, mandatory sentencing and civil liability for crimes
involving handguns; (1988)

astrict federal ban on all plastic handguns. (1988)

national and all statelegislation banning theconceal ed carry of any handgun, loaded or unloaded, by private
citizensinany public place. (2001)

SUPPORT Schild abuse prevention programsthat woul d requireaphysi cian, without fear of criminal or civil liability,
to report suspected cases of battered-child syndrometo appropriate agenciesand tofile such reportssothat recurrent
offenses can be detected;

SUPPORTS additional major research on the causes, prevention, and cures of violence. (1993)

URGES the education of all Americans about the known facts about violence and encourages further studies on
violence asapublic health emergency. (1993)

Inregard to hate crimes:

a

CONDEMNShatecrimeswhich aredefined asharassment, viol ence, and crimemotivated by prejudiceand
hate based on actual or perceived sexual orientation, race, ethnicity, religion, gender or sex and physical or
mental ability whether by groupsor individuals.; (1988)

SUPPORTS nationwide legiglation calling for the documentation and increased public awareness of hate
crimesand biasrelated violence; (1988)

URGES health professionals, community leaders, governmental and private agencies to recognize, help
reduce and alleviate the effects of hate crimes upon victimsto better preservetheir human dignity and self
worth; (1988)

SUPPORT S violence prevention by education, research and funding of community service on anational,
stateand local level; (1988)

URGES vigorous enforcement and prosecution efforts against individuals and groups perpetrating such
crimes. (1988)

In regard to sexual abuse:

a

SUPPORTS the repeal of laws classifying as criminal conduct consensual sexual activity of any formin
private, exceptingthoselawswhich protect children, thementally incompetent, and other personsfromrape
and other forced sexual activity;

CONDEMNSall advertisingwhich portrayswomen or menasnatural andwillingvictimsof sexual violence;

URGES dstate legislatures to institute or expand existing programs for dealing with the physical and
psychological trauma of a sexual assault;

URGESstatelegidaturesto adequately compensatethevictimfor thecost of medical, surgical, and hospital
expenses, counseling, emergency funds for housing, and pregnancy;

URGES physicianstoinquiresensitively about sexual, physical, or child abuseinan openatmospherewith
all patients;
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f. ENCOURAGES health professionals to address the psychological, legal, and safety needs of adult and
pediatric patientswho are victims of sexual and/or physical abuse. (1997)

SUPPORTS domestic abuse prevention programs that would require a physician, without fear of criminal or civil
lighility, to:

a Note in the medical record suspected cases of child abuse, spouse/partner abuse, infirmed or elder abuse;
b. Report child, infirmed and elder abuse to the appropriate agencies as directed by law;
C. Comply withmandatory reporting of demographicinformationinregardto casesof domesticviolence. (1996)

OPPOSES mandatory reporting by health professionals of spouse or partner abuse that requires identifying
individualsto outside agencies. (1996)

ENCOURAGES health professional sto discuss with patientsthe legal and support services availableto victims of
domestic violence, and to discuss safety planning. (1996)

ENCOURAGESIegislation and public health measuresintended to prevent viol ence, which may include but are not
limitedto:

a School-based conflict resol ution, peer-mediation, and mentoring programs; (1996)

b. Economic incentivesfor inner city businesses; (1996)

C. Maintenance of affirmativeaction; (1996)

d. Increased resources for inner city schools and adult education centers, including bilingual education.
(1996)

e School-based programsfor violence prevention; (1996)

f. School- and community-based parenting education and support programs; (1996)

0. Hospital-based tertiary prevention programs, including violence prevention team intervention

for trauma patients who have been victims of violence; (1996)

h. Population-based early childhood interventions modeled after successful programs such as
Headstart. (1996)

SUPPORTS measureswhich will reducethe effects of domestic violence on children by: (1996)

a Supporting programs aimed at reducing domestic violence, such as school-based Domestic
ViolencePrevention Programs; (1996)

b. Supporting federal and state programs that aid a person desiring to leave an abusive relation
ship, including housing assistance, battered women's shelters, Aide to Families with Dependent
Children (AFDC), Women, Infants and Children (WIC), and other social support services,

C. Supporting the availability of mental health services for children who have withessed abuse;
d. Supporting increased education of health professionals concerning domestic violence and its

effectson children; (1996)
e Supporting stronger penalties for the perpetrators of abuse; (1996)
f. Supporting non-punitive aide services for households experiencing violence.

ENCOURAGES culturally and linguistically appropriate support services and legal advocacy for al victims of
domestic violence, including undocumented immigrants. (1996)

ENCOURAGES support services and legal advocacy that is easily accessibleto victims of domestic violence with
disabilities. (1996)

ENCOURAGESsupport servicesand | egal advocacy appropriatetotheneedsof battered | esbiansand gay men. (1996)
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PRINCIPLESREGARDING DISABILITIESAND DISABLED PERSONS

The American Medical Student Association:

1

ENCOURAGES all health care professionals and facilities to provide for equal access to quality health care and
supportive services for disabled individuals;

OPPOSESall publicand privatediscrimination against personswith adisability including medical school admissions;
promotionand graduation; post graduate placement; hospital staff appointment; licensure; avail ability of healthcare;
andaccesstosocia welfare. Theterm"disability" isused asdefined by the" American With DisabilitiesAct of 1990."
(1997)

URGESenactment of morecivil rightslawsat thelocal, stateand federal level s, whichwoul d provideto personswith
disability the same protections now provided to others on the basis of race, religion, national origin, or sex. (1997)

ENCOURAGES the study of the problems encountered by the person with a disability when both receiving and
providing health care. (1997)

BELIEVES theburden of proof of judgement, reliability, capability, or entitlement to aposition for individua swith
adisability should not be greater than or different from that placed on other persons.

URGES all medical schools and healthcare providers to continually assess their physical, environmental, and
attitudinal surroundings/approach in order to provide and maintain a barrier-free, as well as discrimination-free,
environment for their students, faculty, staff, patients and visitors;

a ENCOURAGES that the' barrier' be defined by the patient/visitor and/or health care provider as opposed
to solely by the health care provider; (1997)

b. URGES the healthcare provider to acknowledge the need for auxiliary aids and services, including asign
languageinterpreter, in communicating with many Deaf patients. Therefore, theprovider isencouragedto
seek out and pay for aqualified and appropriately certified sign languageinterpreter in such instancesthat
the patient or the physician feelsit would improve communication. (1997)

ENCOURAGEShealthcareproviders, at minimum, to acknowledgetheDeaf community'scultural (i.e., non-disability,
non-pathological) perspective on deafness. (1997)

ENCOURAGEShedlthcareprovidersto eliminatethewordsdeaf-mute, deaf & dumb, and hearing-impairedfromtheir
vocabularies, and instead use the patient's preferred terminology. (1997)

a ENCOURAGES healthcare providersto continually check with themselves and their patients, and make
necessary modifications, to ensure that patients receive equal treatment and accessible and effective
communication, regardless of their degree of deafness. (1997)

Regarding treatment of disabled infants:

a SUPPORTS the Principles of Treatment of Disabled Infants developed by the American Academy of
Pediatrics; (1985)

b. OPPOSESfedera and stateregulationsand/or | egisl ationwhichwoul dimposeagovernmental or uninvolved
third party rolein the decision-making process asit relates to the care of the severely ill infant when the
infant’ sbest interest isnot clearly defined (as outlined in the President’ s Commission Report on Deciding
toForego Life Sustaining Treatment); (1985)

C. ENCOURA GEStheestablishment of hospital multi-disciplinary ethicscommitteestoreview thedecision-
making process, to assistin conflictsbetween physiciansand parentsand to assi st the parentsasthey decide
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about the care of their infant when the infant’s best interest is not clearly defined (as outlined in the
President’ s Commission Report on Deciding to Forego Life Sustaining Treatment); (1985)

ENCOURAGES hospitals to establish explicit policies on decision-making procedures, based on the
recommendationsof thePresident’ sCommi ssion Report on Decidingto Forego Life Sustaining Treatment,
to facilitate decisions regarding the care and best interest of infants requiring life-sustaining treatments.

(1985)

181



PRINCIPLESREGARDING POVERTY ANDPUBLICASSISTANCE

The American Medical Student Association:

1

In regards to poverty and public assistance:

a

RECOGNIZESthat poverty isanimportant health risk factor, both when defined in absoluteterms, aswell
asin terms of the discrepancy between high and low ends of income distribution within a popul ation, and
may be approached asapublic health problem; (1999)

SUPPORT Sthereformation of thewelfare system to adequately address the effects and causes of poverty
and RECOGNIZESthat poverty extendsbeyond the current definition of welfare; (1995)

EMPHASIZES that prevention must be considered a cornerstone of any welfare reform effort;

ENCOURAGES federal, state, and local governments, and private institutions, to assist communities,
families, and individualsto reduce and prevent poverty; (1995)

URGES the creation of a single federal agency, in lieu of the current fragmented system, to set general
requirements and to distribute funding for all public assistance programs; (1995)

RECOGNIZESthat each individual community has different needs and SUPPORTS the devel opment of
customized programs by communitieswhile complying with broad federal requirements. (1995)

BELIEVES that unemployment correlates with an increased incidence of mental, physical and social illness, and
therefore, URGEStheUnited StatesCongressto promoteful | empl oyment at dignified wagesfor every ableandwilling
American asahigh national economic priority; (1995)

SUPPORT StheEarly Periodic Screening, Diagnosi sand Treatment Program (EPSDT) which providesfor preventive
health services and early detection and treatment of diseasesin children of low income families; (1995)

RECOGNIZES the connection between housing and health status, and therefore strongly URGESfederal and state
programsto providesafe, affordabl e, sanitary, and appropriately maintained housingto all welfarerecipients, at-risk
poor and homel ess persons by the following, but not limited to: (1995)

a

b.

€.

f.

Addressing the needs of the community for low income housing. (1995)
Encouraging innovative programs, such asrent to own, to assist with thetransitiontoindependence. (1995)

Renovation of existing housing and the creation of more scattered site, low-rise, mixed-income housing.

(19%)

Improving management of housing programs and enforcement of safety, living and building standardsfor
existing housing. (1995)

Encouraging innovative programsfor decreasing crimein subsidized housing areas. (1995)

Increasing subsidies so that individuals can afford housing. (1995)

In regards to parenting:

a

ENCOURAGEStheunification andimprovement of collection of court ordered child support. (1995)

Inregardsto thefamily:

a

OPPOSES provisions, commonly known as “Child Exclusion” or “Family Cap,” which seek to reduce
birthrates among welfare recipients by denying benefitsto children conceived by women whilereceiving
public assistance. (1995)

OPPOSES theillegitimacy bonus, astate bonusfor reductionsin out-of-wedl ock births or abortion.
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10.

OPPOSEStheuseof welfareassi stanceto encouragemarriageor limit child-bearing decisions, asisexplicitly
stated in the PRWORA.
SUPPORT Stheideathat marital statusand reproductivechoi cearepersonal mattersthat shouldnot belinked

to or encouraged by welfare assistance. (2001)

In regards to data collection and program devel opment:

a

AMSA SUPPORTS the creation of a national clearinghouse to act as a resource for successful and
unsuccessful federal, state, and local public and private assi stance programs, and to act asasourcefor data
collection regarding such programs. (1995)

AMSA encourages the further devel opment of research on public assistance programs including, but not
limited to, issues on why individuals are unable to maintain work, effects of various types of housing
programs, and the underlying reasons why teens become parents. (1995)

In regards to case managers:

a

AMSA encourages the streamlining of paperwork and documentation performed by case managers,
supports ensuring that case loads are manageable for case workers, and supports incentives to case
managers for the progression of their clients to self-sufficiency. Furthermore, AMSA encourages the
increased direct interaction between the case worker and recipient. (1995)

Inregardstoimmigrants:

a

b.

C.

RECOGNIZESthat thelegal immigrant popul ationisnot thesourceof thefailuresof theU.S. Welfare System.
(1995)

URGESthe U.S. government to restore welfare assistance and Medicaid to legal immigrants.

Strongly OPPOSESany attempt at welfarereformthat disproportionatel y penalizeslegal immigrants. (2001)

AM SA strongly opposesany attempt at wel farereformthat penalizeslegal immigrantsinanefforttofinancethereform.

(1995)

In regardsto income:

a

AM SA supportsraisingtheminimumwagefor workingindividual ssothat if workingfull timefor afull year
theirincomewould beat least 100% of thefederal poverty level, asdefined for athree-personfamily, single
head of household. (1995)

AMSA recognizes that current wage and income levels for employment can deter an individual from
maintaining a job, and encourages a graded expansion of the Earned Income Credit benefit to act as an
incentivefor individualsto transition to theworkforce. (1995)

Inregardstowork, job availability, and job training:

a

AMSA supportsjob training and education for all individual sand families at high risk for requiring some
form of public assistance. (1995)

AMSA supportsthe expansion of the JOBS program and further believesthe program should continue or
expand the provision of support services such aschild care, transportation, food, housing, and health care.
These services should be continued on a graded scale, decreasing as an individual gains stability while
transitioning to theworkforce. (1995)

AMSA believesthat states should be required to provide life skillstraining, for those transitioning to the
workforce, such as; budgeting, time and stress management, and how to prepare for future job retraining
possibilities. (1995)

AM SA encouragestheexpansion of job training programsto meet community needsby creatingincentives
fortheprivatesector toempl oy individual stransitioning fromwel fare, expanding andinvestinginajob corps
to support thefailing infrastructure, and providing for jobswith upward mobility. (1995)
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14.

16.

e

AMSA opposes mandatory work outside the home as a condition of receiving TANF assistance. (2001)

In regards to teen parents:

a

AMSA believes that secondary school attendance and participation should count as credit in the JOBS
programfor teenagers. (1995)

AMSA discouragesthe use of penaltiesfor students, receiving welfare and aid, who do not attend school,
but encourages the use of positive benefits for secondary school attendance. (1995)

In regardsto minor residency requirements:

a

AMSA DOESNOT SUPPORT aminor residency requirement for receipt of public assistancefor pregnant
teenagers and teenage mothers, but encourages the creation of incentives for pregnant teenagers and
teenage mothersto stay at home with their parents unless remaining at home jeopardizestheir physical or
emotional health; (1995)

AMSA BELIEVES that services should be provided by either federal, state, or local communitiesto find
alternateliving arrangementsfor pregnant teenagersand teenage mothersif remaining at homejeopardizes
their physical or emotional health. (1995)

Inregardstotimelimits:

a

OPPOSESstricttimelimits. (1995)

RECOGNIZESthat socioeconomically deprived personshave aneed for transportation for activitiesof daily living
and when seeking employment and ENCOURAGESimproving their accessto public transportation by: (1995)

a

Creation of innovativetransportati on systems or expansi on of existing onesby communitiesto adequately
providetransportation for itsmembers. (1995)

Providing vouchers or other non-cash benefits for transportation and direct benefits such as offering free
transportation. (1995)
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PRINCIPLESREGARDINGLEGISLATIVECONCERNSANDPOLITICALACTION

The American Medica Student Association:

1 Can support national political nomineesfor non-elected positionsthat are of direct relevance and importanceto the
Association. The process for doing so will include:

a athorough review of thenomineesqualificationsfor the position by the L egislative AffairsDirector andthe
National President.

b. upon compl etion of thereview, the Board of Trusteeswill meet to discussthe nomineesqualificationsand
views and how they reflect the principles and policies of AMSA, and subsequent to which the Board of
Trustees will make the ultimate decision regarding support of the nomineein question.

2 BEL IEV ESthedetermination of proper techniqueisout of therealm of expertiseof legislators. Whereascertain acts
by health professionalsmay be determined unlawful, AM SA opposesany legidl ationthat outlawscertaintechniques
for legal medical procedures. Itislawful to regulate medical procedure, but not the techniques used to perform the
procedure. (1995)

3 In regards to transportation reimbursement programs:

a will lobby federal and state governmentsfor an efficient programto compensate heal th centersserving low-
incomepopulationfor thecostsof transportation provided by theaf orementioned health centers; and (1999)

b. ENCOURAGESand SUPPORT Sindividual chapterstolobby local officialsfor similar programs. (1999)
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PRINCIPLESREGARDINGAFFIRMATIVEACTION

The American Medica Student Association:

1 SUPPORT Sthe principle of federal and state affirmative action programsfor the purpose of increasing diversity in
education, government and business settings. (1996)
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PRINCIPLESREGARDING THENEW PHYSICIANMAGAZINE

TheAmericanMedical Student A ssociation adoptsthefoll owing set of management principlesfor TheNew Physician: (1999)

1

2

10.

14.

16.

The magazine shall act asthe primary and official publication of the American Medical Student Association.

Themagazineshall be provided to each member who electsto receivethejournal, to eachindividual subscriber, and
to related complementary readership as determined by the Managing Publisher.

The magazine shall be supported by appropriate allocation of dues, as set by the Board of Trustees (BOT) and the
Managing Publisher, each individual reader subscription, display and classified advertising and giftsand contribu-
tions as solicited by the BOT.

Themagazineshall containcommercial advertising (display and classified) depicting goodsand servicesof personal
and professional use to physicians-in-training, i.e. the readership.

All advertising shall be represented in atasteful manner, inoffensive to any human group, and represent a quality
and truthful product or service.

AMSA, through the Managing Publisher, shall retain the right to reject any advertising deemed to be untruthful or
misleading, offensive, or presented in bad taste.

Themagazineshall carry AM SA program promotional advertising, based on avail ability of space, asdetermined by
the Managing Publisher to promote AM SA's membership services, educational products or educational programs.

The magazine shall be viewed and managed by the organization as an "objective journalistic instrument,” having
protected integrity and sole purpose to provide the readership with unbiased and truthful research and reporting.

The magazine's editorial mission shall be to pursue and present news and issues of interest and importance to the
readership and the organization in an unbiased manner through objective research and reporting.

The magazine shall serve asaprimary educational tool for the readership and will provide educational aids of high
quality and utility to physicians-in-training of aclinical or non-clinical nature.

Themagazineshall not carry any political messagesor advertising reflecting the opinionsof any internal or external
group, with the exception of information contained in "AMSA Focus."

Themagazineshall routinely carry timely andimportant newsconcerning the American Medical Student Association
and its affiliates. Such organizational news shall be presented in a separate and special section of the magazine
("AMSA Focus") easily identifiable by the readership.

The magazine shall not be used by the organization, and any subgroup of the organization or any group external to
the organi zation for the purpose of pursuing or presenting, in any format, issues of special interest.

Themagazineshall havean Editorial Advisory Board (EAB) appointed by the Board of Trusteesinaccordancewith
the Bylawsof the American M edi cal Student A ssociation. TheEAB shall beresponsiblefor assistingtheorganization
with the planning and devel opment of the magazine's editorial mission.

Themagazineshall haveaStudent Editor appointedinaccordancewiththe Bylawsof the American Medical Student
Association. The Student Editor will be accountableto the BOT for conducting liai sons between the Board and the
magazine and assisting the Managing Publisher and magazine Editor with the planning, devel opment, pursuit and
execution of themagazine'seditorial mission.

Themagazine shall haveaManaging Publisher, who shall bein common with the office of the Executive Director of
the Association and shall be appointed by the Board of Trustees of AMSA. The Managing Publisher shall be
responsiblefor all aspectsof the magazine's planning, devel opment and management and shall beaccountabletothe
BOT for such duties. TheManaging Publisher shall establishan editorial and management staff for the magazineand
delegate such duties as appropriate.
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17.

The magazine shall have afull time Editor, hired by the Managing Publisher. The Editor of the magazine shall be
responsible to the Managing Publisher for planning, pursuing and executing the editorial mission of the magazine
and any other duties delegated by the Managing Publisher.

The Student Editor, Association President, Managing Publisher and Editor of the magazine shall comprise an
executiveteam for the purpose of planning and devel oping the magazine. Thisteam shall havethe responsibility to
refereei ssuesarising concerningthepursuit, preservation of integrity and any infringement upontheeditorial mission
of the magazine and management principles of the magazine as approved by the House of Delegates.

TheManaging Publisher and executiveteam shall havetheresponsibility of evaluating the progress of themagazine
eachyear intermsof effectivenessand stability and devel opanannual report for theBOT to besubmittedtotheHouse
of Delegates. This report shall make recommendations regarding pending issues, strategies, needs and changesin
the magazine or its managing principles.
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PRINCIPLESREGARDING COMPLEMENTARY ANDALTERNATIVEMEDICINE

The American Medical Student Association:

1

RECOGNIZESthe potential inherent to forms of health care and prevention currently available outside of accepted
biomedical practice.

a

The term “alternative medicine” shall be understood so as to correspond with definitions used by the
National Institutes of Health Center for Complementary and Alternative Medicines. “Complementary
medicing” shall be understood to mean the use of alternative medicine secondary, or as an adjunct, to
biomedicinewith the approval of alicensed physician. “Integrative medicing” may be used toindicatethe
combined useof alternativemedicineand biomedi cinewhen either oneor theother isconsideredtheprimary
mode of therapy.

ENCOURAGES research and investigation regarding alternative and complementary medicines within
ethical, legal, professional guidelines.

ENCOURAGESmedical studentsand residentsto seek and take advantage of educational opportunitiesin
alternativeand complementary medicine. Whenunavail able, medical studentsandresidentsareencouraged
to propose the addition of such opportunitiesto the curricula or practices of their respective institutions.

ENCOURAGES medical administrators and faculty to meet the demands of their students and the patient
popul ation by devel oping and implementing appropriatetrainingin aternative medicines. Training should
include general information about the variety of treatment alternatives available to the general public,
especially those that have been proven to be effective.

Conscientious and effective health care shall include the use of alternative medicine when such remedies
or modalitieshavebeen clearly demonstrated to positively affect patient outcomes. Incaseswhereefficacy
isundetermined but strongly suspected, alternative medicines may be used with the same precautionsand
indicationsfor other experimental therapies.

Physicians and physicians-in-training have an obligation to respect the patient’ s prerogative to self-treat

with over-the-counter alternatives, visit apractitioner of alternative medicine, and otherwise choose non-
biomedical means of health care and maintenance.
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PRINCIPLESREGARDING OSTEOPATHICMEDICINE

The American Medica Student Association:

1 DOESNOT SUPPORT effortsby groupsor individual saimed at combining the doctor of medicine(M D) and doctor
of osteopathic medicine (DO) degrees, aswefeel that each of these approachesisimportant in the advancement of
medical carefor patientsnow andinthefuture. However, wedo stressthat each of these degrees should be viewed
equally by themedical community. (1999)
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PRINCIPLESREGARDINGDIETARY SUPPLEMENTS

The American Medical Student Association:

1

ENCOURAGESthe Food and Drug Administration to devel op provisionsfor enforcement of thefollowing current
labeling requirementsfor dietary supplements. Those labeling requirementsinclude:

a Thename and quantity of each dietary ingredient or for proprietary blends, thetotal quantity of all dietary
ingredientsin the blend; (2000)

b. Identifying the product as a"dietary supplement"; (2000)

C. | dentifying the part of the plant from which the product isderived. (2000)

SUPPORT Sauthorizing the Food and Drug Administrationto apply thesamesafety standardstodietary supplements
asit currently doesfor food and food additives; specifically, to require dietary supplementsto undergo pre-market
approval. Such pre-market approval must require manufacturersto conduct safety studiesand submit theresultsto
the FDA for review before theingredient can be used in marketed products. (2000)

SUPPORT Sallowing exemption of currently marketed di etary supplementstothispre-market approval processif and
only if these supplements are generally recognized as safe. (2000)

SUPPORT Spulling from the market those dietary supplementswhich have caused significant or unreasonableharm
or death until they pass the above pre-market approval process. (2000)

SUPPORT Sadequatefunding for the Federal Trade Commissiontomaintainadequatesurveillanceontheadvertising
of dietary supplements. (2000)

SUPPORTSresearch into the efficacy of dietary supplements by the National Institutes of Health. (2000)
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PRINCIPLESREGARDING THE FDA’SPROHIBITIONONMENWHOHAVE SEXWITH
MEN FROM DONATING BLOOD PRODUCTS

1 AMSA callsupontheFDA’ sBlood ProductsAdvisory Committeetoimmediately revisetheblood donation screening
guidelinesin order to reflect equival ent standards of eval uating homosexual and heterosexual sex riskswith regards
to safety of blood donations; and allow HIV negative persons with low risk behaviors—regardless of sexual
orientation—the opportunity to fully exercisethe civic responsibility of donating blood. (2001)

2 URGES groups within AMSA to educate the membership about the discrepancies between current public health
standards and the current screening practi ce that prohibits men who have sex with men from donating blood. (2001)

RECOGNIZES that the current policy against blood donation by men who have sex with men is an instance of
institutionalized discrimination that is contrary to current public health standards. (2001)
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PRINCIPLESREGARDINGPHY SICIANUNIONIZATION

The American Medical Student Association:

1

SUPPORT Sthe 1999 decision by the National Labor Relations Board that recognizesinterns, residentsand clinical
fellowsas‘employees’ under the National Labor Relations Act; (2001)

RECOGNIZEStheuniqueroleof INTERNS, RESIDENTSAND CLINICAL FELL OWSashothcaregiversandstudents.
FURTHERMORE,AMSABELIEVES

a Housestaff unions have an important roleto play in advancing patient care by acting as a patient advocate
and al so advocatingfor goodworking conditionsfor residents. Theseconditionsinclude, but arenotlimited
to, reasonable work hours, comprehensive benefit packages, and the right to take medical, maternity or
paternity leave. (2001)

b. Housestaff unions should not interfere with academic decisions unless these decisions interfere with the
learning environment or good working conditions; (2001)

SUPPORT Sthecreation of those physician unionsthat advocatefor QUALITY patient careFORALL PEOPLE, and
SUPPORTStheahility of ALL physiciansto unionizeinthiscontext. (2001)

OPPOSESunionsthat areprimarily concerned withimproving theeconomic condition of physiciansand SUPPORTS
the inclusion of patient and consumer representatives in these unions; (2001)

SUPPORTS theright of both housestaff and physician unionsto strike as alast resort, if and only if it isbased on
improving patient care and does not jeopardize patient care. (2001)

SUPPORT Stheright of physiciansto collectively bargai nwith managed careorgani zationsinthecontext of improving
patient care, and (2001)

OPPOSESccollectivebargainingfor the purposeof increasing physi cianincomeat theexpenseof patient care. (2001)
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PRINCIPLESREGARDING CAMPAIGNFINANCEANDELECTIONS

The American Medical Student Association:

1 SUPPORT Stheconcept of meaningful campai gnfinancereform. (2001)

2 SUPPORTSfull or partial-public funding of electionsand strict campaign limitsthat makeit feasiblefor all
Americansto have an equal voice. (2001)

3 CONDEMNS proposal sthat will rai selimitsto campaign contribrutions. (2001)

4, SUPPORT S aban on soft money contributions. (2001)

5. SUPPORTS public funding on non-partisan eventsto help increase voter turnout. (2001)
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PRINCIPLESREGARDINGACTIVISM
The American Medical Student Association:
1 SUPPORT Stheuseof non-violent direct action asastrategy for activismwithinthestrugglefor social change. (2001)

"Direct Action" isaterm that describes arange of actions taken to directly confront or highlight an issue. (2001)
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PRINCIPLESREGARDINGAMSAPOLICY MAKING

The American Medical Student Association:

1 SUPPORT S the consideration of the impact of decisions made today on future generations. (2001)
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AppendixlI.
TheProposed Model Oath for New Physicians

Graduates: Inthelight of all | hold sacred, inthepresence of my family, friends, and teachers, | pledgetofulfill my obligations
as amember of the healing profession.

My responsibility isto promote the health of the community and persons| serve. The health of you, my patient, will be my
firstcommitment.

My privilegesdepend uponyour trust: | will notviolatethat trust. | will respectal thatisconfidedinme. | will notintentionally
doharm.

Witnesses. We are your patients and your partners. Honor our dignity.

Graduates: | will honor your dignity. | will beyour zealous advocate, guided by your will, sensitiveto your feelings, needs,
and thoughts.

| respect and cherish thelives of all persons. | will not discriminate against any person in my medical decisions.

| recognizethelimitsof my competence. | will strivetoimprovetheskillsandtoincreasetheknowledgel possess. | will seek
the guidance of my colleagues whenever indicated.

| am responsible for upholding my profession’ sintegrity. | will striveto counsel those physicians deficient in character or
competence and | will not tolerate fraud or deception.

| will serveashboth ateacher and arolemodel for my patients, my successors, andthepublic. 1 will strivetotransformthesocial
and environmental factors which adversely affect our health.

With this oath, | willingly assume these responsihilities of a physician.

Witnesses. We accept and respect your commitment. May you long experiencethejoy of healing those who seek your help.
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