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RESOLUTION 72-18

Title: Protect Physician-Led Medical Education
Introduced by: Lee P. Begrow, DO, for the Kent County Delegation
Original Authors: Megan Edison, MD, and Jayne Courts, MD
Referred to: Reference Committee E

House Action: APPROVED

Whereas, high quality education of our next generation of physicians is the most important
legacy we can provide our patients and profession, and

Whereas, education, supervision, and evaluation of training physicians by physicians has been
a defining characteristic of our medical profession for thousands of years, and

Whereas, the rules for education, supervision, and evaluation of training physicians are
determined by the Liaison Committee on Medical Education (LCME) and Accreditation Council for
Graduate Medical Education (ACGME), and

Whereas, the member organizations of the LCME and ACGME include physician organizations,
as well as hospital organizations and hospital systems, and

Whereas, the economics and politics of health care have produced an unprecedented
proliferation of non-physicians providing highly specialized care in hospital systems without
graduating from LCME-approved medical school or ACGME-approved residency or fellowship training,
and

Whereas, the economics and politics of health care have produced an unprecedented
proliferation of hospital system employed physicians who may not be in a position to stand up for
themselves or their trainees, and

Whereas, medical students, residents, and fellows are increasingly finding themselves trained,
supervised, and evaluated by non-physicians, in addition to losing valuable procedural experience to
non-physicians, with little understanding of their rights or how to report such violations, and

Whereas, non-physician members of the health care team can provide valuable education to
medical students, residents, and fellows within their scope of non-physician care as part of a
physician-led health care team, but this should not replace physician-led training, supervision and
evaluation of physician trainees; therefore be it

RESOLVED: That MSMS affirm the rights of medical students, residents, and fellows training in
the State of Michigan to be trained, supervised, and evaluated by licensed physicians; and be it further

RESOLVED: That MSMS provide Michigan medical students, residents, and fellows a clear
online resource outlining their rights, as per Liaison Committee on Medical Education and
Accreditation Council for Graduate Medical Education guidelines, to physician-led education and a
means to report violations without fear of retaliation; and be it further

RESOLVED: That the Michigan Delegation to the American Medical Association (AMA) ask our
AMA, in their role as a member organization of the Liaison Committee on Medical Education and
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Accreditation Council for Graduate Medical Education, to strongly advocate for the rights of medical
students, residents, and fellows to be trained, supervised, and evaluated by licensed physicians; and
be it further

RESOLVED: That the Michigan Delegation to the American Medical Association (AMA) ask our
AMA to provide medical students, residents, and fellows a clear online resource outlining their rights,
as per Liaison Committee on Medical Education and Accreditation Council for Graduate Medical
Education guidelines, to physician-led education and a means to report violations without fear of
retaliation.

WAYS AND MEANS COMMITTEE FISCAL NOTE: NONE
Relevant MSMS Policy: None
Relevant AMA Policy:

Communication and Clinical Teaching Curricula D-295.329

Our AMA will:

1. encourage the Liaison Committee on Medical Education to continue to enforce accreditation standards
requiring that faculty members and resident physicians are prepared for and evaluated on their teaching
effectiveness;

2. encourage the Accreditation Council for Graduate Medical Education to create institutional-level standards
related to assuring the quality of faculty teaching;

3. encourage medical schools and institutions sponsoring graduate medical education programs to offer faculty
development for faculty and resident physicians in time-efficient modalities, such as online programs, and/or to
support faculty and resident participation in off-site programs;

4. encourage medical educators to develop and utilize valid and reliable measures for teaching effectiveness;
and

5. encourage medical schools to recognize participation in faculty development for purposes of faculty retention
and promotion.

Recommendations for Future Directions for Medical Education H-295.995
Our AMA supports the following recommendations relating to the future directions for medical education:

(1) The medical profession and those responsible for medical education should strengthen the general or broad
components of both undergraduate and graduate medical education. All medical students and resident
physicians should have general knowledge of the whole field of medicine regardless of their projected choice of
specialty.

(2) Schools of medicine should accept the principle and should state in their requirements for admission that a
broad cultural education in the arts, humanities, and social sciences, as well as in the biological and physical
sciences, is desirable.

(3) Medical schools should make their goals and objectives known to prospective students and premedical
counselors in order that applicants may apply to medical schools whose programs are most in accord with their
career goals.

(4) Medical schools should state explicitly in publications their admission requirements and the methods they
employ in the selection of students.

(5) Medical schools should require their admissions committees to make every effort to determine that the
students admitted possess integrity as well as the ability to acquire the knowledge and skills required of a
physician.

(6) Although the results of standardized admission testing may be an important predictor of the ability of
students to complete courses in the preclinical sciences successfully, medical schools should utilize such tests as
only one of several criteria for the selection of students. Continuing review of admission tests is encouraged
because the subject content of such examinations has an influence on premedical education and counseling.
(7) Medical schools should improve their liaison with college counselors so that potential medical students can
be given early and effective advice. The resources of regional and national organizations can be useful in
developing this communication.



(8) Medical schools are chartered for the unique purpose of educating students to become physicians and
should not assume obligations that would significantly compromise this purpose.

(9) Medical schools should inform the public that, although they have a unique capability to identify the
changing medical needs of society and to propose responses to them, they are only one of the elements of
society that may be involved in responding. Medical schools should continue to identify social problems related
to health and should continue to recommend solutions.

(10) Medical school faculties should continue to exercise prudent judgment in adjusting educational programs
in response to social change and societal needs.

(11) Faculties should continue to evaluate curricula periodically as a means of insuring that graduates will have
the capability to recognize the diverse nature of disease, and the potential to provide preventive and
comprehensive medical care. Medical schools, within the framework of their respective institutional goals and
regardless of the organizational structure of the faculty, should provide a broad general education in both basic
sciences and the art and science of clinical medicine.

(12) The curriculum of a medical school should be designed to provide students with experience in clinical
medicine ranging from primary to tertiary care in a variety of inpatient and outpatient settings, such as
university hospitals, community hospitals, and other health care facilities. Medical schools should establish
standards and apply them to all components of the clinical educational program regardless of where they are
conducted. Regular evaluation of the quality of each experience and its contribution to the total program should
be conducted.

(13) Faculties of medical schools have the responsibility to evaluate the cognitive abilities of their students.
Extramural examinations may be used for this purpose, but never as the sole criterion for promotion or
graduation of a student.

(14) As part of the responsibility for granting the MD degree, faculties of medical schools have the obligation to
evaluate as thoroughly as possible the non-cognitive abilities of their medical students.

(15) Medical schools and residency programs should continue to recognize that the instruction provided by
volunteer and part-time members of the faculty and the use of facilities in which they practice make important
contributions to the education of medical students and resident physicians. Development of means by which
the volunteer and part-time faculty can express their professional viewpoints regarding the educational
environment and curriculum should be encouraged.

(16) Each medical school should establish, or review already established, criteria for the initial appointment,
continuation of appointment, and promotion of all categories of faculty. Regular evaluation of the contribution
of all faculty members should be conducted in accordance with institutional policy and practice.

(17a) Faculties of medical schools should reevaluate the current elements of their fourth or final year with the
intent of increasing the breadth of clinical experience through a more formal structure and improved faculty
counseling. An appropriate number of electives or selected options should be included. (17b) Counseling of
medical students by faculty and others should be directed toward increasing the breadth of clinical experience.
Students should be encouraged to choose experience in disciplines that will not be an integral part of their
projected graduate medical education.

(18) Directors of residency programs should not permit medical students to make commitments to a residency
program prior to the final year of medical school.

(19) The first year of postdoctoral medical education for all graduates should consist of a broad year of general
training. (a) For physicians entering residencies in internal medicine, pediatrics, and general surgery,
postdoctoral medical education should include at least four months of training in a specialty or specialties other
than the one in which the resident has been appointed. (A residency in family practice provides a broad
education in medicine because it includes training in several fields.) (b) For physicians entering residencies in
specialties other than internal medicine, pediatrics, general surgery, and family practice, the first postdoctoral
year of medical education should be devoted to one of the four above-named specialties or to a program
following the general requirements of a transitional year stipulated in the "General Requirements" section of the
"Essentials of Accredited Residencies.” (c) A program for the transitional year should be planned, designed,
administered, conducted, and evaluated as an entity by the sponsoring institution rather than one or more
departments. Responsibility for the executive direction of the program should be assigned to one physician
whose responsibility is the administration of the program. Educational programs for a transitional year should be
subjected to thorough surveillance by the appropriate accrediting body as a means of assuring that the content,
conduct, and internal evaluation of the educational program conform to national standards. The impact of the
transitional year should not be deleterious to the educational programs of the specialty disciplines.

(20) The ACGME, individual specialty boards, and respective residency review committees should improve
communication with directors of residency programs because of their shared responsibility for programs in
graduate medical education.



(21) Specialty boards should be aware of and concerned with the impact that the requirements for certification
and the content of the examination have upon the content and structure of graduate medical education.
Requirements for certification should not be so specific that they inhibit program directors from exercising
judgment and flexibility in the design and operation of their programs.

(22) An essential goal of a specialty board should be to determine that the standards that it has set for
certification continue to assure that successful candidates possess the knowledge, skills, and the commitment to
upgrade continually the quality of medical care.

(23) Specialty boards should endeavor to develop a consensus concerning the significance of certification by
specialty and publicize it so that the purposes and limitations of certification can be clearly understood by the
profession and the public.

(24) The importance of certification by specialty boards requires that communication be improved between the
specialty boards and the medical profession as a whole, particularly between the boards and their sponsoring,
nominating, or constituent organizations and also between the boards and their diplomates.

(25) Specialty boards should consider having members of the public participate in appropriate board activities.
(26) Specialty boards should consider having physicians and other professionals from related disciplines
participate in board activities.

(27) The AMA recommends to state licensing authorities that they require individual applicants, to be eligible to
be licensed to practice medicine, to possess the degree of Doctor of Medicine or its equivalent from a school or
program that meets the standards of the LCME or accredited by the American Osteopathic Association, or to
demonstrate as individuals, comparable academic and personal achievements. All applicants for full and
unrestricted licensure should provide evidence of the satisfactory completion of at least one year of an
accredited program of graduate medical education in the US. Satisfactory completion should be based upon an
assessment of the applicant's knowledge, problem-solving ability, and clinical skills in the general field of
medicine. The AMA recommends to legislatures and governmental regulatory authorities that they not impose
requirements for licensure that are so specific that they restrict the responsibility of medical educators to
determine the content of undergraduate and graduate medical education.

(28) The medical profession should continue to encourage participation in continuing medical education related
to the physician's professional needs and activities. Efforts to evaluate the effectiveness of such education
should be continued.

(29) The medical profession and the public should recognize the difficulties related to an objective and valid
assessment of clinical performance. Research efforts to improve existing methods of evaluation and to develop
new methods having an acceptable degree of reliability and validity should be supported.

(30) Methods currently being used to evaluate the readiness of graduates of foreign medical schools to enter
accredited programs in graduate medical education in this country should be critically reviewed and modified as
necessary. No graduate of any medical school should be admitted to or continued in a residency program if his
or her participation can reasonably be expected to affect adversely the quality of patient care or to jeopardize
the quality of the educational experiences of other residents or of students in educational programs within the
hospital.

(31) The Educational Commission for Foreign Medical Graduates should be encouraged to study the feasibility of
including in its procedures for certification of graduates of foreign medical schools a period of observation
adequate for the evaluation of clinical skills and the application of knowledge to clinical problems.

(32) The AMA, in cooperation with others, supports continued efforts to review and define standards for medical
education at all levels. The AMA supports continued participation in the evaluation and accreditation of medical
education at all levels.

(33) The AMA, when appropriate, supports the use of selected consultants from the public and from the
professions for consideration of special issues related to medical education.

(34) The AMA encourages entities that profile physicians to provide them with feedback on their performance
and with access to education to assist them in meeting norms of practice; and supports the creation of
experiences across the continuum of medical education designed to teach about the process of physician
profiling and about the principles of utilization review/quality assurance.

(35) Our AMA encourages the accrediting bodies for MD- and DO-granting medical schools to review, on an
ongoing basis, their accreditation standards to assure that they protect the quality and integrity of medical
education in the context of the emergence of new models of medical school organization and governance.



