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EXECUTIVE SUMMARY 

 
 

As the cost of medical education continues to rise, it is imperative to understand the factors that 
impact this investment. These factors include the type of institution one attends, the cost of 
attendance, and a student’s education and noneducation debt. Private institutions tend to cost more 
than public institutions, with private nonprofit institutions being more expensive than private for-
profit institutions. Cost of attendance is determined by the published tuition and required fees; 
books and supplies; and the weighted average cost for room, board, and other expenses for four 
years at each institution. Education debt encompasses both premedical and medical education debt. 
Education debt incurred before starting medical school remains remarkably stable, as is the 
percentage of graduates reporting such debt. While private medical school graduates are slightly 
less likely to have debt, their individual debt levels are typically higher than public school 
graduates as private schools tend to be more expensive to attend than public schools. The Council 
on Medical Education recognizes that cost and debt is not necessarily a 1:1 relationship and 
believes these factors should not be conflated. 
 
While costs to attend medical school are rising, another interesting trend is also emerging—a 
decline in the percentage of graduates who have debt. The proportion of those reporting no debt 
seems to be clustered among students from wealthy backgrounds. Earlier research supports that 
household income and education levels are tightly linked in the United States. Specifically, higher 
levels of education are correlated with higher household income and vice versa. 
 
There are also variations in student indebtedness by race and ethnicity. In 2019, Black allopathic 
and osteopathic medical graduates had the highest median education debt. Asian allopathic and 
osteopathic medical graduates had the lowest median education debt. In that same year, 91 percent 
of Black allopathic medical graduates, 84 percent of Hispanic allopathic medical graduates, and 80 
percent of American Indian allopathic medical graduates reported having medical education debt 
compared to 75 percent of white allopathic medical graduates and 61 percent of Asian allopathic 
medical graduates. Among all osteopathic graduates who reported debt in 2019, 92 percent were 
Black, 84 percent were Hispanic, 85 percent were white, and 74 percent were Asian. 
 
While indebtedness impacts most graduates, the majority do not enter loan forgiveness programs. 
While the time to pay off debt varies, compensation after residency is enough to repay all levels of 
educational debt. The cost of medical education and student debt are likely to be barriers to 
diversity in the physician workforce and deterrents for potential applicants with fewer financial 
resources. However, the cost of medical education does not appear to be a factor in limiting the 
overall size of the applicant pool as the majority applicants tend to come from backgrounds with 
higher socioeconomic status. 
 
The Council on Medical Education recommends reaffirming AMA Policy D-305.952, “Medical 
Student Debt and Career Choice”; amending Policy D-295.316, “Management and Leadership for 
Physicians”; amending Policy H-305.925, “Principles of and Actions to Address Medical 
Education Costs and Student Debt”; and adopting new policy encouraging higher utilization of 
financial information available through medical education organizations in addition to federal, 
state, and local financial resources.
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American Medical Association (AMA) Policy D-305.951, “Medical Education Debt Cancellation 1 
in the Face of a Physician Shortage During the COVID-19 Pandemic,” directs our AMA to: 2 
 3 

Study the issue of medical education debt cancellation and consider the opportunities for 4 
integration of this into a broader solution addressing debt for all medical students and 5 
physicians. 6 

 7 
In addition, Resolution 306-A-22, “Creating a More Accurate Accounting of Medical Education 8 
Financial Costs,” introduced by the Illinois Delegation and the American Society of 9 
Anesthesiologists, asked that the AMA “study the costs of medical education, taking into account 10 
medical student tuition and accrued loan interest, to come up with a more accurate description of 11 
medical education financial costs.” This item was referred by the House of Delegates (HOD) to 12 
explore the issue of debt cancellation further and develop recommendations for broader solutions to 13 
medical student and physician indebtedness. This integrated report is in response to both the policy 14 
directive and the referral. 15 
 16 
BACKGROUND 17 
 18 
The price of medical education   19 
 20 
The road to becoming a physician has increasingly become an expensive one, with each step 21 
having associated costs. For some, the road includes private tutoring, test preparation courses, 22 
and/or postbaccalaureate premedical programs. Beyond tuition and student fees, costs toward 23 
becoming a physician also include the Medical College Admission Test® (MCAT®); applications to 24 
medical school; the United States Medical Licensing Examination® (USMLE®) and/or the 25 
Comprehensive Osteopathic Medical Licensing Examination of the United States (COMLEX-26 
USA); and applications for residency, board certification, and state licensure. Some physicians also 27 
assume responsibility for the cost of their education beginning with their undergraduate education; 28 
this has been factored into the discussion of premedical education debt to create a more 29 
comprehensive description of medical education financial costs. It is also important to emphasize 30 
that cost and debt are not necessarily a 1:1 relationship, and the Council believes these factors 31 
should not be conflated. 32 
 33 
Several studies have attempted to determine the cost of education for medical students. A study 34 
conducted in 1997 at the University of Texas-Houston Medical School found that the annual total 35 
cost (instructional, educational, and research) of the educational program was $90,660 per student 36 
in the 1994-95 academic year.1 This same study developed a cost-construction model to assess the 37 
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cost for educating undergraduate medical education (UME) students at the institution. The study 1 
identified the cost of the entire program as well as instructional costs (direct-contact teaching), 2 
educational costs (instructional costs plus supervision), and milieu costs (educational costs plus 3 
research costs) and provides a glimpse into some of the costs tuition covers. Another study that 4 
same year reviewed 20 years of published data and determined that total educational resource costs 5 
fell into a range of $72,000 to $93,000 per student per year in 1996 dollars, or approximately 6 
$136,800 - $176,700 in 2023.2  7 
 8 
The National Center for Education Statistics monitors cost trends for undergraduate institutions. 9 
Total cost of attendance (COA) is determined by the published tuition and required fees; books and 10 
supplies; and the weighted average cost for room, board, and other expenses for four years at each 11 
institution. The average COA can be varied when considering a student’s living arrangement (e.g., 12 
a student may live on campus; off campus with family; or off campus but not with family). To 13 
demonstrate the range in COA for students, the average COA for a full-time student enrolled in a 14 
baccalaureate program at a four-year public institution living off campus with family was $14,900 15 
in academic year (AY) 2020-2021. In that same year, the average COA for a full-time student 16 
enrolled in a baccalaureate program at a four-year private nonprofit living off campus, not with 17 
family, was $54,600.3 Figure 1 further illustrates the range of total costs for baccalaureate 18 
programs by type of institution and student living situation.  19 
 
Figure 1. Average total cost of attending degree-granting institutions for first-time, full-time undergraduate students, by 
level and control of institution and student living arrangement: Academic year 2020–21. Reprinted from the National 
Center for Education Statistics. (2020). Price of attending an undergraduate institution. The Condition of Education. 
Accessed January 2023. https://nces.ed.gov/programs/coe/pdf/2022/cua_508.pdf. 

 
 
The variation in COA continues through medical school. According to the Association of 20 
American Medical Colleges (AAMC), the median four-year COA in 2019 at a public allopathic 21 
medical school was $250,222 and $330,180 at a private allopathic medical school.4 For osteopathic 22 
medical colleges, in AY 2021-2022, the average four-year COA at a public osteopathic medical 23 
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college was $281,946 and $337,144 at a private osteopathic medical college.5 As of 2022, of the 1 
total 155 allopathic medical schools, 93 are public and 62 are private.6 Of the 38 accredited 2 
colleges of osteopathic medicine, 31 of the schools are private and seven of the schools are public.7 3 
 4 
Data on cost of attendance and education debt 5 
 6 
The AAMC utilizes several tools to assess trends related to COA and education debt, including the 7 
Tuition and Student Fees Questionnaire (TSF), the AAMC Medical School Graduation 8 
Questionnaire (GQ) and the Liaison Committee on Medical Education (LCME) Part 1B Student 9 
Financial Aid Questionnaire. The TSF is administered to all allopathic medical schools to assess 10 
tuition, fees, and health insurance costs for both resident and nonresident students reported by 11 
accredited medical education programs. The GQ is administered annually to all graduating medical 12 
students to evaluate the medical school programs and medical student experiences, including 13 
financial aid and indebtedness. The LCME Part 1B Student Financial Aid Questionnaire is 14 
administered annually to allopathic medical schools and incorporated into the AAMC’s Medical 15 
School Profile System to provide schools with benchmarking reports. The American Association of 16 
Colleges of Osteopathic Medicine (AACOM) also assesses trends related to COA and education 17 
debt through its Annual Osteopathic Medical School Questionnaire and Graduating Seniors 18 
Survey. The Osteopathic Medical School Questionnaire is administered to osteopathic medical 19 
colleges. 20 
 21 
When discussing medical student debt and the resolution of that debt, the terms loan forgiveness 22 
and debt cancelation are often used interchangeably. According to the U.S. Federal Student Aid 23 
website, the terms “mean nearly the same thing,” with the difference being mainly in the 24 
circumstances surrounding the termination of requirements to repay the loan. 25 
 26 
The type of school a student attends is a factor in determining their potential debt level. Further, 27 
costs of attending medical school may vary by year at the same school due to fluctuation in tuition 28 
and fees and tends to be more expensive in the third and fourth year.8 While private medical school 29 
graduates are slightly less likely to have debt, their individual debt levels are typically higher than 30 
those of public school graduates as private schools tend to cost more to attend than public schools. 31 
Additionally, public schools generally enroll more students. Figure 2 highlights the median COA 32 
among private and public schools compared to the education debt of allopathic medical school 33 
graduates who attended private and public schools.  34 
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Figure 2. Inflation-adjusted median education debt levels and four-year cost of attendance (COA), 2009-2019 (in constant 
2019 dollars). Reprinted from Youngclaus J, Fresne JA. Physician Education Debt and the Cost to Attend Medical 
School: 2020 Update. Washington, DC: AAMC; 2020. Accessed January 2023. 

 
 
While costs to attend medical school are rising, another emerging trend indicates a decline in the 1 
percentage of graduates who have debt. In 2013, the AAMC found that 14 percent of graduates had 2 
no debt. This percentage nearly doubled to 27 percent in 2019.9 While the proportion of those 3 
reporting no debt seems to be clustered among students from wealthy backgrounds, several other 4 
variables have been identified to explain this decline, including the impact of new allopathic 5 
medical schools, changes to federal loan programs, increased use of scholarships, and changes in 6 
self-reported parental income. Additionally, a 2021 report by the Council on Medical Education, 7 
“Medical Student Debt and Career Choice,” revealed that the data in aggregate may conceal the 8 
actual debt load faced by individual students and that a significant subset of students have outside 9 
funding sources to offset debt. 10 
 11 
Annual levels of premedical school debt, which is education debt incurred before starting medical 12 
school, are remarkably stable, as is the percentage of graduates reporting such debt. According to 13 
the AAMC GQ, roughly one-third of allopathic medical graduates reported having premedical 14 
school debt, and the median premedical school debt amount was exactly $25,000 in each of the 15 
past four years. Osteopathic medical graduates reported higher levels of pre-medical education 16 
debt: $51,116 in 2021, $51,230 in 2020, and $52,348 in 2019.10 Figure 3 illustrates the percentage 17 
of U.S. allopathic medical school graduates with education, medical school, and premedical school 18 
debt from 2010 to 2019.  19 
 

https://councilreports.ama-assn.org/councilreports/downloadreport?uri=/councilreports/CME_Report_04_NOV_21_Medical_Student_Debt_and_Career_Choice.pdf
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Figure 3. Percentage of U.S. medical school graduates with education, medical school, and premedical debt, 2010-2019. 
Reprinted from Youngclaus J, Fresne JA. Physician Education Debt and the Cost to Attend Medical School: 2020 
Update. Washington, DC: AAMC; 2020. Accessed January 2023. 

 
 
The education debt of graduates varies by family income level. In 2019, the AAMC Matriculating 1 
Student Questionnaire (MSQ) found that as the level of family income increases, the percentage of 2 
funds projected to come from personal/family sources rises and the percentage from loans and 3 
scholarships declines. This finding is consistent with data from the AACOM Graduating Seniors 4 
Survey. For the past 30 years, data regarding debt and family income have been consistent, with 5 
more than half of medical school graduates belonging to families in the top quintile of U.S. family 6 
income. Earlier research supports that household income and education levels are tightly linked in 7 
the United States. Specifically, higher levels of education are correlated with higher household 8 
income and vice versa.11,12 This is consistent with the 2019 AAMC GQ data, which found that the 9 
higher the family income level, the less likely graduates are to have premedical debt. Figure 4 10 
illustrates the relationship between family income and premedical debt. 11 
 



 CME Rep. 2-A-23 -- page 6 of 24 

  

Figure 4 . Percentage of 2019 medical school graduates with premedical debt and median premedical debt amount by 
quintile of family income. Reprinted from Youngclaus J, Fresne JA. Physician Education Debt and the Cost to Attend 
Medical School: 2020 Update. Washington, DC: AAMC; 2020. Accessed January 2023. 

 
 
There are also variations in student indebtedness by race and ethnicity. In 2019, 91 percent of 1 
Black allopathic medical graduates, 84 percent of Hispanic allopathic medical graduates, and 80 2 
percent of American Indian allopathic medical graduates reported having medical education debt 3 
compared to 75 percent of white allopathic medical graduates and 61 percent of Asian allopathic 4 
medical graduates. Among allopathic medical school graduates who reported multiple 5 
combinations of race and ethnicity or “other,” 71 percent reported having educational debt.1 In that 6 
same year and among all osteopathic graduates who reported debt, 92 percent were Black, 84 7 
percent were Hispanic, 85 percent were white, and 74 percent were Asian. Those who indicated 8 
they were American Indian and Alaska Native, Native Hawaiian and Pacific Islander or multiple 9 
races were categorized as “all others” and in this group 74 percent reported debt.5 Due to the 10 
limited number of AI/NA osteopathic medical graduates, their median education debt is unknown. 11 
 12 
In 2019, Black allopathic and osteopathic medical graduates had the highest median education 13 
debt, of $230,000 and $304,908, respectively. Asian allopathic and osteopathic medical graduates 14 
had the lowest median education debt, at $180,000 and $229,921, respectively. Hispanic allopathic 15 
and osteopathic medical graduates had median education debt of $190,000 and $299,946, 16 
respectively. White allopathic and osteopathic medical graduates had a median education debt of 17 
$200,000 and $270,000, respectively. AI/AN allopathic medical graduates had the second highest 18 
median education debt, at $212,375.1,5  19 
 20 
The Council on Medical Education recently reported that claims that education debt influences 21 
specialty choice are unfounded and “a comprehensive review of the academic literature yielded 22 
numerous research reports indicating little to no connection between specialty choice and economic 23 
factors such as debt and income potential.13 Phillips et al. found that “students from lower-income 24 
families are more likely to eventually practice primary care. Additionally, public school graduates 25 
were 30 percent more likely to choose primary care and twice as likely to select family medicine” 26 
as a subspecialty.14 Additionally, Kahn and Nelling found that “pursuing a medical degree is 27 
financially beneficial” and “the numbers of physicians graduating each year has begun to increase 28 
due to gradual expansion of class sizes and the establishment of new medical schools.”15 For 29 
instance, 16 allopathic medical schools, and 12 osteopathic medical schools have opened in the 30 
past 10 years. This finding is further supported by the AAMC and AACOM, as both have 31 
witnessed an increase in the number of applicants and overall enrollments over the last decade for 32 
allopathic and osteopathic medical school programs.16,17  33 
 34 
Data from the AAMC demonstrate that the number of applicants to allopathic medical schools has 35 
increased from 48,014 in AY 2013-14 to 62,443 in AY2021-22 for an increase of 30 percent. For 36 
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the same period, matriculants increased from 20,055 to 22,666 for an increase of 13 percent. The 1 
same data demonstrate a matriculant to applicant ratio of 0.41 in 2013-14 decreasing to 0.36 in 2 
2021-22 despite an increase in the number of schools and total number of admissions. Collectively, 3 
these data suggest that increasing cost of medical education and rising student debt are not limiting 4 
interest or enrollment in medical education.  5 
 6 
Data on Noneducation Debt 7 
 8 
The AAMC GQ also analyzes noneducation debt in five categories: credit card, car, residency 9 
relocation loan, mortgage, and other. The AAMC GQ data from 2019 highlight that noneducation 10 
debt is not common and the median amounts (excluding mortgages) are significantly lower than the 11 
median education debt amounts. Figure 5 provides an overview of the noneducation debt data for 12 
allopathic medical school graduates in 2019.  13 
 
Figure 5. Noneducation debt data for medical school graduates, 2019. Reprinted from Youngclaus J, Fresne JA. 
Physician Education Debt and the Cost to Attend Medical School: 2020 Update. Washington, DC: AAMC; 2020. 
Accessed January 2023. 

 
 
The following combinations were the most reported in the subset of graduates with noneducation 14 
debt: 45 percent reported having credit card debt only, 18 percent reported having car debt only, 17 15 
percent reported having both credit card and car debt, and 7 percent reported having both credit 16 
card and residency relocation debt. All other possible combinations occurred less than 3 percent of 17 
the time. These findings were consistent with the 2018 data. Additionally, nonmortgage, 18 
noneducation debt was more common among graduates who identified as married or having 19 
dependents. Figure 6 divides allopathic medical graduates into four groups based on their marital 20 
status and whether they have dependents and shows their debt characteristics.  21 
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Figure 6. Percentage of selected debt characteristics of 2019 graduates by marital and dependents status. Reprinted from 
Youngclaus J, Fresne JA. Physician Education Debt and the Cost to Attend Medical School: 2020 Update. Washington, 
DC: AAMC; 2020. Accessed January 2023. 

 
 
Another pattern has emerged while surveying medical education debt. That is, the average level of 1 
medical school debt per graduate increases as the types of debt held increases. Only 30 percent of 2 
medical school graduates have no medical school debt at all. For those who do have debt, 36 3 
percent have medical school debt only, 19 percent have medical school debt and premedical school 4 
debt, and 9 percent have medical school debt, premedical school debt, and noneducation debt. Only 5 
6 percent of graduates have both medical school debt and noneducation debt. Figure 7 shows the 6 
average amount of debt among each of these groups. 7 
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Figure 7. Average medical school debt by type of debt held by 2019 indebted graduates. Noneducation debt excludes 
mortgage data and includes credit card, car, residency relocation, and other debt. Not shown are the 30 percent of 
graduates with no medical school debt. Reprinted from Youngclaus J, Fresne JA. Physician Education Debt and the Cost 
to Attend Medical School: 2020 Update. Washington, DC: AAMC; 2020. Accessed January 2023. 

 
 
AACOM monitors non-educational debt in aggregate, categorized by graduates of public and 1 
private schools. Table 1 outlines the reported non-educational debt of graduating seniors for the 2 
most recent three years for which data are available.  3 
 

Table 1: Median non-educational debt – graduating seniors 
Reported non-

educational debt 
Debt# % in debt 

 All 
schools 

Public Private All 
schools 

Public Private 

2020-2021 $30,486 $28,011 $30,881 33% 33% 33% 
2019-2020 $25,205 $23,518 $25,537 37% 36% 37% 
2018-2019 $24,731 $24,834 $24,712 38% 36% 38% 

*All debt data are self-reported by respondents of the survey. 
#Mean taken from responses greater than zero. 
Source: American Association of Colleges of Osteopathic Medicine. 2020-2021 Academic Year, AACOM Graduating 
Senior Survey, Summary Report. Published October 2021. Accessed March 20, 2023. 
 
Understanding the impact of accrued interest on debt 4 
 5 
Paying off education debt takes a considerable amount of time. A 2019 survey of physicians who 6 
had graduated from medical school in 2015 or earlier found that 35 percent had paid off their 7 
student loans. Of the respondents that still reported debt, 80 percent had more than $100,000 in 8 
debt and 32 percent had more than $250,000.18 Assessing the impact of accrued interest on 9 
education debt is complicated, beginning with interest rates. Congress sets the interest rates for 10 
federal student loans, while private lenders establish their own rates. Borrowers also have the 11 
option of fixed or variable rates for their loans. Fixed loan rates remain the same for the duration of 12 



 CME Rep. 2-A-23 -- page 10 of 24 

  

the repayment term. Variable interest rates are based on debt market conditions and can fluctuate 1 
over time. Like fixed rate loans, payments on variable rate loans are initially applied to the interest 2 
and then the principle. Variable interest rates tend to initially be lower than fixed interest rates, but 3 
they can increase significantly depending on market conditions, which makes them a riskier option 4 
for borrowers.19 At the time of this report, federal student loans offer fixed interest rates of 6.54 5 
percent or 7.54 percent, while private lenders offer fixed or variable interest rates ranging between 6 
3.5 to 15 percent.20 If a borrower is on an extended payment plan or has deferred their payments, 7 
the interest continues to accrue. Negative amortization occurs when the monthly interest accruing 8 
is higher than the monthly loan payment one makes. Negative amortization can occur during 9 
residency; however, with rare exceptions, compensation after residency is enough to repay all 10 
levels of educational debt. 11 
 12 
Mechanisms to pay for medical education  13 
 14 
As discussed in an earlier Council report on medical student debt and career choice, the relative 15 
lack of financial education among medical students is a concern. A study of first- and fourth-year 16 
medical students by Jayakumar et al. found low levels of financial literacy and lack of preparedness 17 
for managing personal finances, including strategies for effective saving and investing and practice 18 
management.21 Equally concerning, the study’s authors describe the lack of improvement in 19 
financial literacy between entering and graduating medical students, regardless of whether their 20 
medical school offered such education. 21 
 22 
The AAMC Financial Information, Resources, Services, and Tools (FIRST) program provides free 23 
resources, including publications, videos, webinars, infographics, and charts to help students and 24 
residents make informed financial decisions related to their education. In addition, colleges and 25 
universities have offices of financial aid to support and assist students with their financial concerns. 26 
Sallie Mae provides guidance on how to create a plan to pay for aspiring physicians. They offer a 27 
three-step approach to help inform students how to control costs associated with medical school. 28 
The model below outlines these three steps and includes a fourth step to include loan forgiveness 29 
programs, which have been historically underutilized. 30 
 
Figure 8. Creating a plan to pay for medical school 

 
 
Source: Sallie Mae, Paying for Medical School, https://www.salliemae.com/student-loans/graduate-school-
information/ways-to-pay-for-graduate-school/paying-for-medical-school/. Accessed March 20, 2023. 

Loan forgiveness opportunities and limitations 31 
 32 
There are a variety of loan forgiveness programs at the federal, state and local level. The most 33 
popular program among medical school graduates is the Public Service Loan Forgiveness (PSLF) 34 
program. A 2017 Council report, “Expansion of Public Service Loan Forgiveness,” provides 35 
additional background on the PSLF program, which promises cancellation of remaining federal 36 

https://councilreports.ama-assn.org/councilreports/downloadreport?uri=/councilreports/CME_Report_04_NOV_21_Medical_Student_Debt_and_Career_Choice.pdf
https://students-residents.aamc.org/financial-aid-resources/financial-aid-resources
https://www.salliemae.com/student-loans/graduate-school-information/ways-to-pay-for-graduate-school/paying-for-medical-school/
https://www.salliemae.com/student-loans/graduate-school-information/ways-to-pay-for-graduate-school/paying-for-medical-school/
https://www.salliemae.com/student-loans/graduate-school-information/ways-to-pay-for-graduate-school/paying-for-medical-school/
https://www.ama-assn.org/system/files/2021-06/a17-cme-07.pdf
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student loan balances after 10 years’ worth of payments made while employed by an eligible 1 
nonprofit or government agency. Payment amounts during the 10-year period are income-based. 2 
Physicians can use their time in residency toward the 10-year requirement if they make regular 3 
payments during those years and their employer is a nonprofit teaching hospital. Following 4 
residency, physicians can continue in a nonprofit for the remaining payment years. 5 
 6 
While indebtedness impacts most graduates, the majority do not enter loan forgiveness programs. 7 
Only 34 percent of indebted allopathic medical graduates report plans to pursue PSLF. Among 8 
indebted osteopathic medical graduates, this percentage is higher, with 50 percent reporting they 9 
will participate in a loan forgiveness program and, of those, 70 percent reporting they plan to 10 
pursue PSLF.2,5 Figure 9 breaks down the various details of indebted allopathic medical graduates’ 11 
plans to enter loan forgiveness programs. 12 
 
Figure 9. Various Details of Indebted Graduates by Plans to Enter a Loan Forgiveness Program, 2019 Only.  Reprinted 
from Youngclaus J, Fresne JA. Physician Education Debt and the Cost to Attend Medical School: 2020 Update. 
Washington, DC: AAMC; 2020. Accessed January 2023. 

 
Note: Total percentages might not equal 100 percent due to rounding. The “Other Federal” category is for the National 
Health Service Corps (NHSC), the Indian Health Service Corps, the armed services (Navy, Army, Air Force), and other 
uniformed services. Public Service Loan Forgiveness (PSLF) is a Department of Education program. 
 
The business of medical education  13 
 14 
The true cost of undergraduate medical education is difficult to determine for several reasons. 15 
Medical education programs are typically imbedded in increasingly complex medical schools. 16 
Medical schools often have multiple mission areas and educational programs that share common 17 
resources and infrastructure. Faculty within the schools often have roles and responsibilities 18 
beyond the educational program, with some having minimal contribution to the education of 19 
medical students. The funding models for schools and faculty vary widely, often with funds 20 
flowing in opposing directions between medical schools and clinical affiliates. Teaching students, 21 
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engagement in faculty governance of the educational program, faculty development as teachers, 1 
and other roles result in decreased clinical and research productivity, which in turn results in 2 
opportunity cost for the medical school, clinical affiliates, and other providers. The models for 3 
funding these opportunity costs vary across and within institutions, rendering an accurate cost 4 
analysis difficult at best. 5 
 6 
The effects of the increasing cost of medical education and increasing student debt on health care 7 
costs in general are even more difficult to determine but may be negligible in the totality of the 8 
nation’s health care costs. As noted above, there are opportunity costs for clinical faculty who teach 9 
medical students by way of decreased productivity. Approximately 18 percent of physicians in the 10 
U.S. have faculty appointments,22 but the number of these physicians who make a significant 11 
contribution to medical student teaching is unknown, as is the percentage of their time spent 12 
teaching medical students and the funding source for these activities. Further, physician incomes 13 
make up only 10 percent of total health care spending.23 Taking all these factors into consideration, 14 
educating medical students probably has minimal impact on current health care costs. There are 15 
also direct costs incurred to support medical students in clinical settings, but these are also very 16 
small in the context of a health system. Downstream, medical school graduates in clinical practice 17 
have little control over clinical income by way of reimbursements, as these are largely set by third 18 
party payers. In summary, while the actual effect of the cost of medical student education on the 19 
health care system is not known, the contribution is probably relatively small in comparison to 20 
other drivers of health care costs. 21 
 22 
While the cost of medical education and student debt are likely to be barriers to diversity in the 23 
physician workforce and deterrents for potential applicants with fewer financial resources, the cost 24 
of medical education does not appear to be a factor in limiting the overall size of the applicant pool.  25 
 26 
Return on educational investment for physicians 27 
 28 
Another consideration is the reality and perception of educational debt for physicians versus 29 
physician income, compared to nonphysicians. According to the U.S. Bureau of Labor Statistics 30 
May 2021 report on Occupational Employment and Wage Statistics, the annual mean income for 31 
physicians in general was $252,480, with a range across specialties of $198,420 for pediatricians to 32 
$353,970 for cardiologists. By comparison, the average income for four-year college degree 33 
graduates was $59,600, versus $44,100 for an associate degree and $36,600 for high school 34 
graduates.24 For physicians, using the general annual mean income and a 30-year full-time practice 35 
life, the projected lifetime income amount would be $7.574 million in 2021 dollars. By 36 
comparison, the average tuition (not COA) for an MBA degree in 2022 was $62,460, and the 37 
annual average salary for holders of MBA degrees was approximately $115,000,25,26 for a projected 38 
30-year lifetime income of $3.450 million in 2022 dollars. Further, debt repayment as a percentage 39 
of income is highly likely to decrease over time, as overall income increases with inflation and 40 
cost-of-living increases in income, while the amount of fixed loan repayments remains constant. 41 
Taken in the context of anticipated income and the effects of inflation on the value and payments of 42 
long-term loans, medical education costs and student loans are still a good long-term investment.  43 
 44 
Of course, these calculations do not take into consideration the length of the training program and 45 
the positive and negative effects of medical education on lifestyle and family. Nor do they factor 46 
the disproportionate effect that the cost of medical education, and debt, may have on the 47 
development of a diverse workforce. But the data clearly show that the investment in medical 48 
education, even with educational debt, is a good one. Given the many benefits, both tangible (e.g., 49 
financial) and intangible (societal standing afforded physicians in the U.S.), the medical 50 
community and society in general must consider if the cost of medical education and educational 51 
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debt of medical students is misaligned with the ability to repay the debt and with the levels of 1 
income that typically follow. 2 
 3 
SUMMARY AND RECOMMENDATIONS 4 
 5 
Like medical school tuition, medical education debt is rising. A closer look at the data 6 
demonstrates that rising education debt represents a greater burden for specific demographics of 7 
medical school graduates, including those whose are in the lower quintiles of U.S. family income 8 
and marginalized racial groups. Efforts to diversify the physician workforce may benefit by 9 
focusing support for these groups most negatively impacted, as their experiences may contribute to 10 
improve both quality of care and access to care. That said, there is little solid evidence for a strong 11 
link between debt and career choice. Although the average amount of education debt for medical 12 
school graduates is in the six figures, the most indebted medical school graduates do not enter loan 13 
forgiveness programs and can repay any amount borrowed regardless of specialty practice or where 14 
they live, in part due to the flexible nature of federal repayment plans that link payments to income 15 
and expectations for income after completion of training.27 16 
 17 
The AMA has extensive policy in support of debt relief programs, including federal programs such 18 
as the National Health Service Corps and Indian Health Service, along with comparable programs 19 
from states and the private sector, in that “the costs of medical education should never be a barrier 20 
to the pursuit of a career in medicine nor to the decision to practice in a given specialty” (H-21 
305.925, “Principles of and Actions to Address Medical Education Costs and Student Debt”). 22 
Additionally, the AMA has numerous policies that address medical schools and the cost of medical 23 
education, including tuition and loans. Policy H-305.925(16) states that the AMA will continue to 24 
study medical education financing, so as to identify long-term strategies to mitigate the debt burden 25 
for medical students. The issue of medical education financial costs was recently studied in Council 26 
on Medical Education Report 4-N-21, “Medical Student Debt and Career Choice,” which was 27 
adopted at the November 2021 Meeting. While the AMA also advocates for the “development of 28 
personal financial literacy capabilities” (D-295.316, “Management and Leadership for 29 
Physicians”), there continues to be a need to increase medical students’ financial literacy as they 30 
plan for their future. In support of this need, the AMA continues to help individual medical 31 
students and physicians gain this financial education by offering medical school debt management 32 
solutions through Laurel Road as well as other loans and financial services. 33 
 34 
The Council on Medical Education therefore recommends that the following recommendations be 35 
adopted in lieu of Resolution 306-A-22 and the remainder of this report be filed:  36 
 37 
1. That Policy D-305.952, “Medical Student Debt and Career Choice,” be reaffirmed. (Reaffirm 38 

HOD Policy) 39 
 40 

2. That Policy H-305.925, “Principles of and Actions to Address Medical Education Costs and 41 
Student Debt,” be amended by addition of a new point (23), to read “(23) continue to monitor 42 
opportunities to reduce additional expense burden upon medical students including reduced-43 
cost or free programs for residency applications, virtual or hybrid interviews, and other cost-44 
reduction initiatives aimed at reducing non-educational debt.” (Amend HOD Policy) 45 
 46 

3. That our AMA encourage medical students, residents, fellows and physicians in practice to 47 
take advantage of available loan forgiveness programs and grants and scholarships that have 48 
been historically underutilized, as well as financial information and resources available through 49 
the Association of American Medical Colleges and American Association of Colleges of 50 
Osteopathic Medicine, as required by the Liaison Committee on Medical Education and 51 

https://www.ama-assn.org/residents-students/resident-student-finance/refinancing-medical-student-loans
https://www.ama-assn.org/member-benefits/personal-member-benefits-discounts/loans-financial-services
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Commission on Osteopathic College Accreditation, and resources available at the federal, state 1 
and local levels. (New HOD Policy) 2 

 3 
4. That Policy D-305.984 (5), "Reduction in Student Loan Interest Rates,” be rescinded, as having 4 

been fulfilled by this report: 5 
 

5. That our AMA support federal efforts to forgive debt incurred during medical school and other   
higher education by physicians and medical students, including educational and cost of 
attendance debt. (New HOD Policy) 

 
 
Fiscal note: minimal 
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APPENDIX: RELEVANT AMA POLICIES 
 
Principles and Actions to Address Medical Education Costs and Student Debt H-305.925 
The costs of medical education should never be a barrier to the pursuit of a career in medicine nor 
to the decision to practice in a given specialty. To help address this issue, our American Medical 
Association (AMA) will: 
1. Collaborate with members of the Federation and the medical education community, and with 
other interested organizations, to address the cost of medical education and medical student debt 
through public- and private-sector advocacy. 
2. Vigorously advocate for and support expansion of and adequate funding for federal scholarship 
and loan repayment programs--such as those from the National Health Service Corps, Indian 
Health Service, Armed Forces, and Department of Veterans Affairs, and for comparable programs 
from states and the private sector--to promote practice in underserved areas, the military, and 
academic medicine or clinical research. 
3. Encourage the expansion of National Institutes of Health programs that provide loan repayment 
in exchange for a commitment to conduct targeted research. 
4. Advocate for increased funding for the National Health Service Corps Loan Repayment Program 
to assure adequate funding of primary care within the National Health Service Corps, as well as to 
permit: (a) inclusion of all medical specialties in need, and (b) service in clinical settings that care 
for the underserved but are not necessarily located in health professions shortage areas. 
5. Encourage the National Health Service Corps to have repayment policies that are consistent with 
other federal loan forgiveness programs, thereby decreasing the amount of loans in default and 
increasing the number of physicians practicing in underserved areas. 
6. Work to reinstate the economic hardship deferment qualification criterion known as the “20/220 
pathway,” and support alternate mechanisms that better address the financial needs of trainees with 
educational debt. 
7. Advocate for federal legislation to support the creation of student loan savings accounts that 
allow for pre-tax dollars to be used to pay for student loans. 
8. Work with other concerned organizations to advocate for legislation and regulation that would 
result in favorable terms and conditions for borrowing and for loan repayment, and would permit 
100% tax deductibility of interest on student loans and elimination of taxes on aid from service-
based programs. 
9. Encourage the creation of private-sector financial aid programs with favorable interest rates or 
service obligations (such as community- or institution-based loan repayment programs or state 
medical society loan programs). 
10. Support stable funding for medical education programs to limit excessive tuition increases, and 
collect and disseminate information on medical school programs that cap medical education debt, 
including the types of debt management education that are provided. 
11. Work with state medical societies to advocate for the creation of either tuition caps or, if caps 
are not feasible, pre-defined tuition increases, so that medical students will be aware of their tuition 
and fee costs for the total period of their enrollment. 
12. Encourage medical schools to (a) Study the costs and benefits associated with non-traditional 
instructional formats (such as online and distance learning, and combined baccalaureate/MD or DO 
programs) to determine if cost savings to medical schools and to medical students could be realized 
without jeopardizing the quality of medical education; (b) Engage in fundraising activities to 
increase the availability of scholarship support, with the support of the Federation, medical schools, 
and state and specialty medical societies, and develop or enhance financial aid opportunities for 
medical students, such as self-managed, low-interest loan programs; (c) Cooperate with 
postsecondary institutions to establish collaborative debt counseling for entering first-year medical 
students; (d) Allow for flexible scheduling for medical students who encounter financial difficulties 
that can be remedied only by employment, and consider creating opportunities for paid 
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employment for medical students; (e) Counsel individual medical student borrowers on the status 
of their indebtedness and payment schedules prior to their graduation; (f) Inform students of all 
government loan opportunities and disclose the reasons that preferred lenders were chosen; (g) 
Ensure that all medical student fees are earmarked for specific and well-defined purposes, and 
avoid charging any overly broad and ill-defined fees, such as but not limited to professional fees; 
(h) Use their collective purchasing power to obtain discounts for their students on necessary 
medical equipment, textbooks, and other educational supplies; (i) Work to ensure stable funding, to 
eliminate the need for increases in tuition and fees to compensate for unanticipated decreases in 
other sources of revenue; mid-year and retroactive tuition increases should be opposed. 
13. Support and encourage state medical societies to support further expansion of state loan 
repayment programs, particularly those that encompass physicians in non-primary care specialties. 
14. Take an active advocacy role during reauthorization of the Higher Education Act and similar 
legislation, to achieve the following goals: (a) Eliminating the single holder rule; (b) Making the 
availability of loan deferment more flexible, including broadening the definition of economic 
hardship and expanding the period for loan deferment to include the entire length of residency and 
fellowship training; (c) Retaining the option of loan forbearance for residents ineligible for loan 
deferment; (d) Including, explicitly, dependent care expenses in the definition of the “cost of 
attendance”; (e) Including room and board expenses in the definition of tax-exempt scholarship 
income; (f) Continuing the federal Direct Loan Consolidation program, including the ability to 
“lock in” a fixed interest rate, and giving consideration to grace periods in renewals of federal loan 
programs; (g) Adding the ability to refinance Federal Consolidation Loans; (h) Eliminating the cap 
on the student loan interest deduction; (i) Increasing the income limits for taking the interest 
deduction; (j) Making permanent the education tax incentives that our AMA successfully lobbied 
for as part of Economic Growth and Tax Relief Reconciliation Act of 2001; (k) Ensuring that loan 
repayment programs do not place greater burdens upon married couples than for similarly situated 
couples who are cohabitating; (l) Increasing efforts to collect overdue debts from the present 
medical student loan programs in a manner that would not interfere with the provision of future 
loan funds to medical students. 
15. Continue to work with state and county medical societies to advocate for adequate levels of 
medical school funding and to oppose legislative or regulatory provisions that would result in 
significant or unplanned tuition increases. 
16. Continue to study medical education financing, so as to identify long-term strategies to mitigate 
the debt burden of medical students, and monitor the short-and long-term impact of the economic 
environment on the availability of institutional and external sources of financial aid for medical 
students, as well as on choice of specialty and practice location. 
17. Collect and disseminate information on successful strategies used by medical schools to cap or 
reduce tuition. 
18. Continue to monitor the availability of and encourage medical schools and residency/fellowship 
programs to (a) provide financial aid opportunities and financial planning/debt management 
counseling to medical students and resident/fellow physicians; (b) work with key stakeholders to 
develop and disseminate standardized information on these topics for use by medical students, 
resident/fellow physicians, and young physicians; and (c) share innovative approaches with the 
medical education community. 
19. Seek federal legislation or rule changes that would stop Medicare and Medicaid decertification 
of physicians due to unpaid student loan debt. The AMA believes that it is improper for physicians 
not to repay their educational loans, but assistance should be available to those physicians who are 
experiencing hardship in meeting their obligations. 
20. Related to the Public Service Loan Forgiveness (PSLF) Program, our AMA supports increased 
medical student and physician participation in the program, and will: (a) Advocate that all 
resident/fellow physicians have access to PSLF during their training years; (b) Advocate against a 
monetary cap on PSLF and other federal loan forgiveness programs; (c) Work with the United 
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States Department of Education to ensure that any cap on loan forgiveness under PSLF be at least 
equal to the principal amount borrowed; (d) Ask the United States Department of Education to 
include all terms of PSLF in the contractual obligations of the Master Promissory Note; (e) 
Encourage the Accreditation Council for Graduate Medical Education (ACGME) to require 
residency/fellowship programs to include within the terms, conditions, and benefits of program 
appointment information on the employer’s PSLF program qualifying status; (f) Advocate that the 
profit status of a physician’s training institution not be a factor for PSLF eligibility; (g) Encourage 
medical school financial advisors to counsel wise borrowing by medical students, in the event that 
the PSLF program is eliminated or severely curtailed; (h) Encourage medical school financial 
advisors to increase medical student engagement in service-based loan repayment options, and 
other federal and military programs, as an attractive alternative to the PSLF in terms of financial 
prospects as well as providing the opportunity to provide care in medically underserved areas; (i) 
Strongly advocate that the terms of the PSLF that existed at the time of the agreement remain 
unchanged for any program participant in the event of any future restrictive changes; (j) Monitor 
the denial rates for physician applicants to the PSLF; (k) Undertake expanded federal advocacy, in 
the event denial rates for physician applicants are unexpectedly high, to encourage release of 
information on the basis for the high denial rates, increased transparency and streamlining of 
program requirements, consistent and accurate communication between loan servicers and 
borrowers, and clear expectations regarding oversight and accountability of the loan servicers 
responsible for the program; (l) Work with the United States Department of Education to ensure 
that applicants to the PSLF and its supplemental extensions, such as Temporary Expanded Public 
Service Loan Forgiveness (TEPSLF), are provided with the necessary information to successfully 
complete the program(s) in a timely manner; and (m) Work with the United States Department of 
Education to ensure that individuals who would otherwise qualify for PSLF and its supplemental 
extensions, such as TEPSLF, are not disqualified from the program(s). 
21. Advocate for continued funding of programs including Income-Driven Repayment plans for the 
benefit of reducing medical student load burden. 
22. Strongly advocate for the passage of legislation to allow medical students, residents and fellows 
who have education loans to qualify for interest-free deferment on their student loans while serving 
in a medical internship, residency, or fellowship program, as well as permitting the conversion of 
currently unsubsidized Stafford and Graduate Plus loans to interest free status for the duration of 
undergraduate and graduate medical education. 
 
Cost and Financing of Medical Education and Availability of First-Year Residency Positions H-
305.988 
Our AMA: 
1. believes that medical schools should further develop an information system based on common 
definitions to display the costs associated with undergraduate medical education; 
2. in studying the financing of medical schools, supports identification of those elements that have 
implications for the supply of physicians in the future; 
3. believes that the primary goal of medical school is to educate students to become physicians and 
that despite the economies necessary to survive in an era of decreased funding, teaching functions 
must be maintained even if other commitments need to be reduced; 
4. believes that a decrease in student enrollment in medical schools may not result in proportionate 
reduction of expenditures by the school if quality of education is to be maintained; 
5. supports continued improvement of the AMA information system on expenditures of medical 
students to determine which items are included, and what the ranges of costs are; 
6. supports continued study of the relationship between medical student indebtedness and career 
choice; 
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7. believes medical schools should avoid counterbalancing reductions in revenues from other 
sources through tuition and student fee increases that compromise their ability to attract students 
from diverse backgrounds; 
8. supports expansion of the number of affiliations with appropriate hospitals by institutions with 
accredited residency programs; 
9. encourages for profit-hospitals to participate in medical education and training; 
10. supports AMA monitoring of trends that may lead to a reduction in compensation and benefits 
provided to resident physicians; 
11. encourages all sponsoring institutions to make financial information available to help residents 
manage their educational indebtedness; and 
12. will advocate that resident and fellow trainees should not be financially responsible for their 
training. 
 
Reduction in Student Loan Interest Rates D-305.984 
1. Our AMA will actively lobby for legislation aimed at establishing an affordable student loan 
structure with a variable interest rate capped at no more than 5.0%. 
2. Our AMA will work in collaboration with other health profession organizations to advocate for a 
reduction of the fixed interest rate of the Stafford student loan program and the Graduate PLUS 
loan program. 
3. Our AMA will consider the total cost of loans including loan origination fees and benefits of 
federal loans such as tax deductibility or loan forgiveness when advocating for a reduction in 
student loan interest rates. 
4. Our AMA will advocate for policies which lead to equal or less expensive loans (in terms of loan 
benefits, origination fees, and interest rates) for Grad-PLUS loans as this would change the status 
quo of high-borrowers paying higher interest rates and fees in addition to having a higher overall 
loan burden. 
5. Our AMA will work with appropriate organizations, such as the Accreditation Council for 
Graduate Medical Education and the Association of American Medical Colleges, to collect data 
and report on student indebtedness that includes total loan costs at completion of graduate medical 
education training. 
 
Principles of and Actions to Address Primary Care Workforce H-200.949 
1. Our patients require a sufficient, well-trained supply of primary care physicians--family 
physicians, general internists, general pediatricians, and obstetricians/gynecologists--to meet the 
nation’s current and projected demand for health care services. 
2. To help accomplish this critical goal, our American Medical Association (AMA) will work with 
a variety of key stakeholders, to include federal and state legislators and regulatory bodies; national 
and state specialty societies and medical associations, including those representing primary care 
fields; and accreditation, certification, licensing, and regulatory bodies from across the continuum 
of medical education (undergraduate, graduate, and continuing medical education). 
3. Through its work with these stakeholders, our AMA will encourage development and 
dissemination of innovative models to recruit medical students interested in primary care, train 
primary care physicians, and enhance both the perception and the reality of primary care practice, 
to encompass the following components: a) Changes to medical school admissions and recruitment 
of medical students to primary care specialties, including counseling of medical students as they 
develop their career plans; b) Curriculum changes throughout the medical education continuum; c) 
Expanded financial aid and debt relief options; d) Financial and logistical support for primary care 
practice, including adequate reimbursement, and enhancements to the practice environment to 
ensure professional satisfaction and practice sustainability; and e) Support for research and 
advocacy related to primary care. 



 CME Rep. 2-A-23 -- page 19 of 24 

  

4. Admissions and recruitment: The medical school admissions process should reflect the specific 
institution’s mission. Those schools with missions that include primary care should consider those 
predictor variables among applicants that are associated with choice of these specialties. 
5. Medical schools, through continued and expanded recruitment and outreach activities into 
secondary schools, colleges, and universities, should develop and increase the pool of applicants 
likely to practice primary care by seeking out those students whose profiles indicate a likelihood of 
practicing in primary care and underserved areas, while establishing strict guidelines to preclude 
discrimination. 
6. Career counseling and exposure to primary care: Medical schools should provide to students 
career counseling related to the choice of a primary care specialty, and ensure that primary care 
physicians are well-represented as teachers, mentors, and role models to future physicians. 
7. Financial assistance programs should be created to provide students with primary care 
experiences in ambulatory settings, especially in underserved areas. These could include funded 
preceptorships or summer work/study opportunities. 
8. Curriculum: Voluntary efforts to develop and expand both undergraduate and graduate medical 
education programs to educate primary care physicians in increasing numbers should be continued. 
The establishment of appropriate administrative units for all primary care specialties should be 
encouraged. 
9. Medical schools with an explicit commitment to primary care should structure the curriculum to 
support this objective. At the same time, all medical schools should be encouraged to continue to 
change their curriculum to put more emphasis on primary care. 
10. All four years of the curriculum in every medical school should provide primary care 
experiences for all students, to feature increasing levels of student responsibility and use of 
ambulatory and community-based settings. 
11. Federal funding, without coercive terms, should be available to institutions needing financial 
support to expand resources for both undergraduate and graduate medical education programs 
designed to increase the number of primary care physicians. Our AMA will advocate for public 
(federal and state) and private payers to a) develop enhanced funding and related incentives from 
all sources to provide education for medical students and resident/fellow physicians, respectively, 
in progressive, community-based models of integrated care focused on quality and outcomes (such 
as the patient-centered medical home and the chronic care model) to enhance primary care as a 
career choice; b) fund and foster innovative pilot programs that change the current approaches to 
primary care in undergraduate and graduate medical education, especially in urban and rural 
underserved areas; and c) evaluate these efforts for their effectiveness in increasing the number of 
students choosing primary care careers and helping facilitate the elimination of geographic, racial, 
and other health care disparities. 
12. Medical schools and teaching hospitals in underserved areas should promote medical student 
and resident/fellow physician rotations through local family health clinics for the underserved, with 
financial assistance to the clinics to compensate their teaching efforts. 
13. The curriculum in primary care residency programs and training sites should be consistent with 
the objective of training generalist physicians. Our AMA will encourage the Accreditation Council 
for Graduate Medical Education to (a) support primary care residency programs, including 
community hospital-based programs, and (b) develop an accreditation environment and novel 
pathways that promote innovations in graduate medical education, using progressive, community-
based models of integrated care focused on quality and outcomes (such as the patient-centered 
medical home and the chronic care model). 
14. The visibility of primary care faculty members should be enhanced within the medical school, 
and positive attitudes toward primary care among all faculty members should be encouraged. 
15. Support for practicing primary care physicians: Administrative support mechanisms should be 
developed to assist primary care physicians in the logistics of their practices, along with enhanced 



 CME Rep. 2-A-23 -- page 20 of 24 

  

efforts to reduce administrative activities unrelated to patient care, to help ensure professional 
satisfaction and practice sustainability. 
16. There should be increased financial incentives for physicians practicing primary care, 
especially those in rural and urban underserved areas, to include scholarship or loan repayment 
programs, relief of professional liability burdens, and Medicaid case management programs, 
among others. Our AMA will advocate to state and federal legislative and regulatory bodies, 
among others, for development of public and/or private incentive programs, and expansion and 
increased funding for existing programs, to further encourage practice in underserved areas and 
decrease the debt load of primary care physicians. The imposition of specific outcome targets 
should be resisted, especially in the absence of additional support to the schools. 
17. Our AMA will continue to advocate, in collaboration with relevant specialty societies, for the 
recommendations from the AMA/Specialty Society RVS Update Committee (RUC) related to 
reimbursement for E&M services and coverage of services related to care coordination, including 
patient education, counseling, team meetings and other functions; and work to ensure that private 
payers fully recognize the value of E&M services, incorporating the RUC-recommended increases 
adopted for the most current Medicare RBRVS. 
18. Our AMA will advocate for public (federal and state) and private payers to develop physician 
reimbursement systems to promote primary care and specialty practices in progressive, 
community-based models of integrated care focused on quality and outcomes such as the patient-
centered medical home and the chronic care model consistent with current AMA Policies H-
160.918 and H-160.919. 
19. There should be educational support systems for primary care physicians, especially those 
practicing in underserved areas. 
20. Our AMA will urge urban hospitals, medical centers, state medical associations, and specialty 
societies to consider the expanded use of mobile health care capabilities. 
21. Our AMA will encourage the Centers for Medicare & Medicaid Services to explore the use of 
telemedicine to improve access to and support for urban primary care practices in underserved 
settings. 
22. Accredited continuing medical education providers should promote and establish continuing 
medical education courses in performing, prescribing, interpreting and reinforcing primary care 
services. 
23. Practicing physicians in other specialties--particularly those practicing in underserved urban or 
rural areas--should be provided the opportunity to gain specific primary care competencies through 
short-term preceptorships or postgraduate fellowships offered by departments of family medicine, 
internal medicine, pediatrics, etc., at medical schools or teaching hospitals. In addition, part-time 
training should be encouraged, to allow physicians in these programs to practice concurrently, and 
further research into these concepts should be encouraged. 
24. Our AMA supports continued funding of Public Health Service Act, Title VII, Section 747, and 
encourages advocacy in this regard by AMA members and the public. 
25. Research: Analysis of state and federal financial assistance programs should be undertaken, to 
determine if these programs are having the desired workforce effects, particularly for students from 
disadvantaged groups and those that are underrepresented in medicine, and to gauge the impact of 
these programs on elimination of geographic, racial, and other health care disparities. Additional 
research should identify the factors that deter students and physicians from choosing and remaining 
in primary care disciplines. Further, our AMA should continue to monitor trends in the choice of a 
primary care specialty and the availability of primary care graduate medical education positions. 
The results of these and related research endeavors should support and further refine AMA policy 
to enhance primary care as a career choice. 
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Diversity in the Physician Workforce and Access to Care D-200.982 
Our AMA will: (1) continue to advocate for programs that promote diversity in the US medical 
workforce, such as pipeline programs to medical schools; (2) continue to advocate for adequate 
funding for federal and state programs that promote interest in practice in underserved areas, such 
as those under Title VII of the Public Health Service Act, scholarship and loan repayment 
programs under the National Health Services Corps and state programs, state Area Health 
Education Centers, and Conrad 30, and also encourage the development of a centralized database 
of scholarship and loan repayment programs; and (3) continue to study the factors that support and 
those that act against the choice to practice in an underserved area, and report the findings and 
solutions at the 2008 Interim Meeting. 
 
Strategies for Enhancing Diversity in the Physician Workforce D-200.985 
1. Our AMA, independently and in collaboration with other groups such as the Association of 
American Medical Colleges (AAMC), will actively work and advocate for funding at the federal 
and state levels and in the private sector to support the following: (a) Pipeline programs to prepare 
and motivate members of underrepresented groups to enter medical school; (b) Diversity or 
minority affairs offices at medical schools; (c) Financial aid programs for students from groups that 
are underrepresented in medicine; and (d) Financial support programs to recruit and develop 
faculty members from underrepresented groups. 
2. Our AMA will work to obtain full restoration and protection of federal Title VII funding, and 
similar state funding programs, for the Centers of Excellence Program, Health Careers Opportunity 
Program, Area Health Education Centers, and other programs that support physician training, 
recruitment, and retention in geographically-underserved areas. 
3. Our AMA will take a leadership role in efforts to enhance diversity in the physician workforce, 
including engaging in broad-based efforts that involve partners within and beyond the medical 
profession and medical education community. 
4. Our AMA will encourage the Liaison Committee on Medical Education to assure that medical 
schools demonstrate compliance with its requirements for a diverse student body and faculty. 
5. Our AMA will develop an internal education program for its members on the issues and 
possibilities involved in creating a diverse physician population. 
6. Our AMA will provide on-line educational materials for its membership that address diversity 
issues in patient care including, but not limited to, culture, religion, race and ethnicity. 
7. Our AMA will create and support programs that introduce elementary through high school 
students, especially those from groups that are underrepresented in medicine (URM), to healthcare 
careers. 
8. Our AMA will create and support pipeline programs and encourage support services for URM 
college students that will support them as they move through college, medical school and residency 
programs. 
9. Our AMA will recommend that medical school admissions committees and residency/fellowship 
programs use holistic assessments of applicants that take into account the diversity of preparation 
and the variety of talents that applicants bring to their education with the goal of improving health 
care for all communities. 
10. Our AMA will advocate for the tracking and reporting to interested stakeholders of 
demographic information pertaining to URM status collected from Electronic Residency 
Application Service (ERAS) applications through the National Resident Matching Program 
(NRMP). 
11. Our AMA will continue the research, advocacy, collaborative partnerships and other work that 
was initiated by the Commission to End Health Care Disparities. 
12. Our AMA opposes legislation that would undermine institutions' ability to properly employ 
affirmative action to promote a diverse student population. 
13. Our AMA will work with the AAMC and other stakeholders to create a question for the AAMC 
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electronic medical school application to identify previous pipeline program (also known as 
pathway program) participation and create a plan to analyze the data in order to determine the 
effectiveness of pipeline programs. 
 
Management and Leadership for Physicians, D-295.316 
1. Our AMA will study advantages and disadvantages of various educational options on 
management and leadership for physicians with a report back to the House of Delegates; and 
develop an online report and guide aimed at physicians interested in management and leadership 
that would include the advantages and disadvantages of various educational options. 
2. Our AMA will work with key stakeholders to advocate for collaborative programs among 
medical schools, residency programs, and related schools of business and management to better 
prepare physicians for administrative, financial and leadership responsibilities in medical 
management.  
3. Our AMA: (a) will advocate for and support the creation of leadership programs and curricula 
that emphasize experiential and active learning models to include knowledge, skills and 
management techniques integral to achieving personal and professional financial literacy and 
leading interprofessional team care, in the spirit of the AMA's Accelerating Change in Medical 
Education initiative; and (b) will advocate with the Liaison Committee for Medical Education, 
Association of American Medical Colleges and other governing bodies responsible for the 
education of future physicians to implement programs early in medical training to promote the 
development of leadership and personal and professional financial literacy capabilities. 
4. Our AMA will: (a) study the extent of the impact of AMA Policy D-295.316, “Management and 
Leadership for Physicians,” on elective curriculum; and (b) expand efforts to promote the tenets of 
health systems science to prepare trainees for leadership roles and address prevalent challenges in 
the practice of medicine and public health.  
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