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Resolution 218-A-24, “Designation of Descendants of Enslaved Africans in America,” was 1 
introduced by the Michigan delegation at the 2024 Annual Meeting of the American Medical 2 
Association (AMA) House of Delegates and was referred. The original resolution stated: 3 
 4 
RESOLVED, that our American Medical Association work with appropriate organizations 5 
including, but not limited to, the Association of American Medical Colleges to adopt and define the 6 
term Descendants of Enslaved Africans in America and separate it from the generic terms African 7 
American and Black in glossaries and on medical school applications. (Directive to Take Action) 8 
 9 
Reference Committee B heard mixed testimony on Resolution 218, indicating that it is important to 10 
disaggregate data to make sure everyone is recognized and that the data influencing policies, 11 
programs, and solutions are accurate. However, testimony also highlighted that over the last four 12 
years, our AMA has been working with the Association of American Medical Colleges and the 13 
Accreditation Council for Graduate Medical Education through the Physician Data Initiative (PDI) 14 
to establish best practices for data sharing and standards for sociodemographic data, including race, 15 
ethnicity, and more. Reference Committee B also heard that the Office of Management and Budget 16 
recently concluded an extensive national consultation process concerning updating race and 17 
ethnicity standards, which our AMA provided comments on. The process found that further 18 
research is needed to fully understand the implications of a designation for “Descendants of 19 
Enslaved Africans in America,” because individuals and civil rights groups disagreed on whether 20 
or how to implement this potential revision. Due to the need for more time to understand the 21 
resolution’s nuances and implications and to collaborate with partners through the PDI, Resolution 22 
218 was referred for study by the House of Delegates.  23 
 24 
BACKGROUND 25 
 26 
The AMA recognizes racism as a public health threat.1 Medical education must strive to alleviate 27 
systemic and institutional racism, including but not limited to, anti-Black racism, which has been 28 
perpetuated by the AMA itself.2 For this reason, it is also important for the AMA to act based on 29 
priorities established by affected communities and civil rights organizations, particularly when 30 
questions of individual and group identity are raised. This is a better approach than the AMA 31 
determining itself how subsections of underrepresented groups define and understand themselves. 32 
This report reviews some of the basic history and current conversations surrounding the 33 
disaggregation of “Descendants of Enslaved Africans in America” and related terms, both outside 34 
of and within medical education, with the observation that Black and/or African American 35 
viewpoints on these considerations are not monolithic. 36 
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The Context for Defining “Descendants of Enslaved Africans in America” 1 
 2 
Defining and disaggregating subsections of Black and African American people according to 3 
whether they had enslaved African ancestors or not is a challenge, particularly when narrowly 4 
defined within the continental U.S. The authors of this resolution stated that “Descendants of 5 
Enslaved Africans in America are the only people in U.S. history to be classified as nonhuman and 6 
property” and “the only people for whom it was illegal to attend school or learn how to read or 7 
write in the United States.” There have been discussions of reparations for systemic harms to Black 8 
Americans. According to the University of California, San Francisco’s “Medical Reparations: A 9 
Resolution Paper,”3 there are multiple viewpoints for the appropriate recipients of reparations:  10 
 11 

“Some have argued that reparations in the form of compensation should be exclusively 12 
paid to those whose families were wronged by slavery because slavery was the original 13 
wrong, inflicting the original harm. Thus those who are descendants of slaves have been 14 
living in a position of deficit that needs to be addressed and rectified.”  15 
 16 
“Others have argued that the legacies of slavery in the US have impacted all Black 17 
Americans, thus reparations should be focused on eliminating anti-Black Racism and 18 
providing compensation to all Black Americans (including those whose families were 19 
never slaves). In other words, reparations should not only compensate descendants of 20 
slaves but also funding efforts to root out and eradicate ongoing forms of institutional 21 
racism, namely the lack of people of color at every level of the socio-economic hierarchy.” 22 

 23 
Differing Viewpoints on Definitions and Categorization 24 
 25 
When emphasis is on defining and disaggregating descendants of enslaved Africans in America 26 
(and other related terms) into a separate category from Black and African American demographic 27 
questions, stances on this are varied. For example, NAACP’s work on reparations describes them 28 
as for “every descendant of an enslaved African American and [every] Black person [who is] a 29 
descendant of those living in the United States including during American slavery until the Jim 30 
Crow era,” and acknowledges evidence of systemic racism still present today.4 The National 31 
African American Reparations Commission (NAARC) focuses on “people of African descent” and 32 
“the benefit of Black America as a whole.”5 The National Coalition of Blacks for Reparations in 33 
America (N’COBRA) is “a mass-based coalition organized for the sole purpose of obtaining 34 
reparations for African descendants in the United States,” and in terms of definitions, states: 35 
“Within the broadest definition, all Black people of African descent in the United States should 36 
receive reparations in the form of changes in or elimination of laws and practices that allow them to 37 
be treated differently and less well than White people.”6 38 
 39 
While none of these organizations focus on distinct racial identity for descendants of enslaved 40 
Africans, other groups do. A well-known variation on this phrasing is “American Descendants of 41 
Slavery” (ADOS), which, according to those who claim the term, emerged in 2016 for the purpose 42 
of “categorizing Black Americans with generational roots in the United States as American 43 
descendants of slavery (ADOS), distinct from African or Caribbean immigrants.”7 The ADOS 44 
Foundation “[insists] upon a specific group designation” for “descendants of chattel slavery in the 45 
United States of America.” Even those who may under certain conditions be considered to 46 
“qualify” as ADOS may struggle with the wording or believe that it does not reflect the depth of 47 
their own experience.8 On the other hand, some find value and meaning in the term and suggest 48 
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genealogical lineage as a possible alternative to the current nationwide ban on race-based 1 
admissions in higher education.9 2 
 
The discussion of descendants of enslaved Africans existed well before 2016.10 People have many 3 
reasons for using the term ADOS or variations of this acronym to refer to Black and African 4 
American people experiencing the violent, harmful legacy of slavery via direct experiences of their 5 
known ancestors in the U.S. Though not reflective of every individual who identifies with ADOS, 6 
some have raised concerns about the primary organization associated with the ADOS-specific 7 
acronym, the ADOS Advocacy Foundation. For example, a New York Times article raised concerns 8 
about the movement’s anti-migrant rhetoric within some ADOS discussions, public use of and 9 
defense of a Nazi slogan, and alleged affiliations with white supremacist groups, as well as 10 
reported fears by Black scholars of messaging co-optation by white supremacists, even when 11 
individual ADOS supporters are well-intentioned.11 The ADOS Advocacy Foundation’s website 12 
itself states: “Although our justice claim for reparations is sacred to ADOS, we are fiercely 13 
committed to advocating for policies that eliminate the divides faced by black citizens with 14 
immigrant backgrounds. We recognize the lived experience of racism and discrimination among all 15 
black people in America, and we invite all people from all backgrounds to join this cause.”12 16 
 17 
Groups like the Institute of the Black World 21st Century (IBW21) recognize the impacts of 18 
slavery and support reparations but reject the use of ADOS in the context of the 2016 movement, 19 
expressing the opinion that use of the term in this context could “further marginalize and oppress 20 
Black communities.”13 Given the variation of views on the purpose of self-identification of Black 21 
descendants of slavery within the Black community, it is problematic for organizations outside the 22 
community to impose their own definitions of identity. 23 
 24 
Concerns with Medical Education Definition and Enactment of Lineage-Specific Terms 25 
 26 
Systemic oppression and anti-Black racism continue in the U.S. to this day in a variety of forms,14 27 
and many forms of this violence do not inherently depend upon an awareness of a Black person’s 28 
specific ancestry.15 The history of anti-Black racism in the U.S., including within medical 29 
education, is complex and systemic, and there are challenges inherent in institutionally establishing 30 
categories based on descendancy. As one scholar points out, “for good or for ill, the social and 31 
political history of this country has defined the Black race using the rule of hypodescent.”16 This is 32 
also known as the one-drop rule, which asserts that even one drop of blood from a Black ancestor 33 
makes one Black. This establishes wide-ranging, pervasive anti-Black racism in opposition to 34 
supposed white “racial purity.” Hickman warns against viewing “racial injustice in the drawing of 35 
the boundaries around the Black race rather than in racism itself,”17 while also acknowledging a 36 
diversity of experiences within those racialized as Black within the U.S.  37 
 38 
There are problems inherent in the AMA delineating and defining a specific category for Black 39 
identity. The AMA as an organization has only recently begun to address its own history of racism, 40 
and only 4.3 percent of AMA member physicians and medical students18 identify as “non-Hispanic 41 
Black” compared to 13.6 percent “non-Hispanic” Black people in the U.S.19 Implementation issues 42 
would also arise with doing so. Some people who “qualify” for whatever definition is chosen may 43 
choose the label, but the label may not be claimed by all those who “qualify” to claim the terms. 44 
Some prefer terms like Descendants of Enslaved Africans in America. Some may actively oppose 45 
these terms or prefer others, and some may be uncertain. The term does not necessarily capture 46 
clear or objective data if it were to be used. The scope of slavery definitions in the Americas is also 47 
ambiguous—for example, a family history of slavery in the continental U.S., versus the wider 48 
“Americas,” or slavery in places that are now considered U.S. territory, such as Puerto Rico.  49 
 50 
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Finally, in the background of the original resolution, concerns were raised regarding lying about 1 
race on medical education applications. Verification of self-reported demographic information is 2 
problematic regardless of which categorization is used. Self-reported descendancy from enslaved 3 
Africans is not inherently more objective than any other self-reported experience. It would be 4 
inappropriate, resource intensive, and likely intrusive and exclusionary for already 5 
underrepresented populations if medical education institutions attempted to collect and verify 6 
genealogical records. These records may or may not also be known to individuals or accurately 7 
represent someone’s direct lived experience within systemic racism. 8 
 9 
Federal Efforts and the Office of Management and Budget (OMB) Revisions 10 
 11 
In March 2024, the Office of Management and Budget (OMB) finalized revisions to Statistical 12 
Policy Directive No. 15: Standards for Maintaining, Collecting, and Presenting Federal Data on 13 
Race and Ethnicity (SPD 15).20 This process included the following: 14 
 15 

“Summary of Public Input. The [Federal Register Notice] asked, “How can Federal surveys 16 
or forms collect data related to descent from enslaved peoples originally from the African 17 
continent? For example, when collecting and coding responses, what term best describes 18 
this population group (e.g., is the preferred term ‘American Descendants of Slavery,’ 19 
‘American Freedmen,’ or something else)? How should this group be defined? Should it be 20 
collected as a detailed group within the ‘Black or African American’ minimum category, or 21 
through a separate question or other approach?” 22 
 23 
“The majority of the public input on this subject expressed support for adding a category or 24 
question to identify descendants of persons enslaved in the United States. There was 25 
support for terms including: Foundational Black American, American Descendant of 26 
Slavery, American Freedman or Freedman, Black American, African-American, and Negro 27 
or American Negro; however, there was disagreement about which term is preferred. 28 
Commenters described the importance of collecting these data and the value for data users 29 
and policymakers, pointed to existing research that shows differences in outcome 30 
measures, like income and wealth, and stated that descendants of persons who were 31 
enslaved in the United States are ethnically distinct from African immigrants.” 32 
 33 
“Other commenters, including civil rights groups, opposed the collection of these data. 34 
Commenters expressed concern about the difficulty of verifying that identification is 35 
accurate, the usefulness or necessity of the data, the exclusion of other groups of 36 
historically enslaved people, and the creation of confusion that could make the Black or 37 
African American community harder to count. Related, there was also concern about 38 
potential harm to the full and accurate count of the Black or African American population, 39 
particularly Black or African American immigrants. The comments noted the lack of in-40 
depth research and engagement with the diverse Black or African American community on 41 
terminology, definition, and data collection and coding protocol, as well as implications on 42 
the counts of other Black or African American diasporic populations.” 43 
 44 
“Working Group's Final Recommendation. The Working Group did not recommend 45 
disaggregation of the Black or African American category by descent from persons who 46 
were enslaved in the United States. They identified the disaggregation of Black or African 47 
American population groups as a priority area for future research and noted that additional 48 
stakeholder engagement is also needed.” 49 
 50 
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“OMB Decision. OMB concurs with this recommendation and the Working Group's 1 
determination that further research is needed.” 2 

 
  



 CME Rep. 7-A-25 -- page 6 of 13 
 

 

Physician Data Initiative Recommended Standards 1 
 2 
In 2024, a partnership between the AMA, the Accreditation Council for Graduate Medical 3 
Education (ACGME), and the Association of American Medical Colleges (AAMC) released 4 
recommended standards21 for data collection and reporting in race and ethnicity as well as language 5 
proficiency.22 6 
 7 
The “short version” of the race and ethnicity standards asks “How do you self-identify?” and offers 8 
the following options: 9 
 10 
“Please check as many categories as may apply:  11 
 12 
□ American Indian or Alaska Native  13 
□ Asian  14 
□ Black or African American  15 
□ Hispanic or Latino  16 
□ Middle Eastern or North African  17 
□ Native Hawaiian or Pacific Islander  18 
□ White  19 
□ Some other race or ethnicity: [write-in]” 20 
 21 
The “long version” asks “How do you self-identify? Please check as many categories and 22 
subcategories as may apply:” and within the Black or African American category, offers the 23 
following options: 24 
 25 
□ African  26 
□ African American  27 
□ Afro-Caribbean  28 
□ Ethiopian  29 
□ Haitian  30 
□ Jamaican  31 
□ Nigerian  32 
□ Somali  33 
□ Some other Black or African American: [write-in]” 34 
 35 
DISCUSSION 36 
 37 
People targeted for anti-Black racism have diverse experiences and histories that may be 38 
ambiguous to define, including potential histories of dehumanization, state violence, and 39 
enslavement within and outside of the continental United States. Narratives of “choice” in 40 
immigration are also not always clear cut for many individuals and their past family experiences. 41 
When speaking of “chosen” immigration in contrast to those with family history of being enslaved 42 
in the continental US, not all those called “immigrants” have an experience based in free will, 43 
either: they may also have family contexts of chattel slavery (i.e., enslavement outside continental 44 
U.S. before ancestors arrived to the U.S.), traumatic refugee circumstances, imprisonment, forced 45 
unpaid labor, and/or human trafficking.  46 
 47 
While specifically defining and verifying family history of enslavement in the U.S. for the 48 
purposes of one aspect of reparations may be valuable to consider, this would be inappropriate for 49 
the AMA, AAMC, or medical schools to determine and define this, and this work should be led 50 
and determined by the affected communities and civil rights groups. Some individuals and groups 51 



 CME Rep. 7-A-25 -- page 7 of 13 
 

 

may choose to identify with these family experiences as part of a racial or ethnic identity 1 
distinguished from or in addition to an overall identity of being Black or African American. 2 
Individuals’ feelings on this concept vary. 3 
 4 
There may also be value in disaggregating and exploring health inequities for subsets of 5 
racial/ethnic groups based on the known traumatic experiences of one’s ancestors, such as chattel 6 
slavery. However, populations of medical education learners or applicants are not the appropriate 7 
group to study to determine this information in a comprehensive way. There are also limitations on 8 
self-reporting and verification of any genealogical information in medical education demographics 9 
and varying opinions within the affected communities about the benefits or harms of this 10 
delineation.  11 
 12 
It also remains important to avoid single narratives of divisions between Black, African, and/or 13 
African American lineages of “immigrants” or “non-immigrants,” as experiences of ancestral 14 
and/or current slavery and/or oppression are highly complex issues. Current Physician Data 15 
Initiative recommendations include space for people to self-identify as they prefer, without 16 
imposing specific definitions. 17 
 18 
RELEVANT AMA POLICY 19 
 20 
The AMA has several policies related to racial justice and diversity within medical education. A 21 
selection of these are listed in Appendix A.  22 
 23 
SUMMARY 24 
 25 
The AMA and medical education have a responsibility to oppose systemic and institutional racism, 26 
including but not limited to anti-Black racism and the legacy of chattel slavery, which have 27 
resulted in inequities in health outcomes. Black and/or African American viewpoints on 28 
designations like “Descendants of Enslaved Africans in America” are highly complex and non-29 
monolithic. Support should be given to ongoing collective work, led by civil rights groups and by 30 
communities most affected by anti-Black racism, to determine the appropriate means of identifying 31 
and addressing the harmful ramifications of slavery and racism on these communities. AMA is not 32 
an appropriate institution to define and designate how underrepresented individuals should identify 33 
themselves, and the current Physician Data Initiative recommendations include write-in space for 34 
people to self-identify as they prefer, without imposing specific definitions. 35 
 36 
RECOMMENDATIONS 37 
 38 
The Council on Medical Education therefore recommends that the following be adopted in lieu of 39 
Resolution 218-A-24, and the remainder of the report be filed: 40 
 41 

1. Our AMA acknowledges that anti-Black racism, including but not limited to direct 42 
experiences and/or family histories of slavery, results in significant and ongoing harm to 43 
Black people and communities. (New HOD Policy) 44 

2. Our AMA will raise awareness of the Physician Data Initiative’s work to disaggregate 45 
racial/ethnic identification categories on demographic forms and offer opportunities for 46 
individuals to self-identify. (New HOD Policy) 47 

 48 
Fiscal note: $2,000  49 
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APPENDIX A: RELEVANT AMA POLICY 1 
 2 
Racism as a Public Health Threat H-65.952 3 
1. Our American Medical Association acknowledges that, although the primary drivers of racial 4 

health inequity are systemic and structural racism, racism and unconscious bias within medical 5 
research and health care delivery have caused and continue to cause harm to marginalized 6 
communities and society as a whole.  7 

2. Our AMA recognizes racism, in its systemic, cultural, interpersonal, and other forms, as a 8 
serious threat to public health, to the advancement of health equity, and a barrier to appropriate 9 
medical care.  10 

3. Our AMA encourages the development, implementation, and evaluation of undergraduate, 11 
graduate, and continuing medical education programs and curricula that engender greater 12 
understanding of: 13 

a. The causes, influences, and effects of systemic, cultural, institutional, and interpersonal 14 
racism. 15 

b. How to prevent and ameliorate the health effects of racism.  16 
4. Our AMA: 17 

a. supports the development of policy to combat racism and its effects. 18 
b. encourages governmental agencies and nongovernmental organizations to increase 19 

funding for research into the epidemiology of risks and damages related to racism and 20 
how to prevent or repair them.  21 

5. Our AMA will work to prevent and combat the influences of racism and bias in innovative 22 
health technologies. 23 

 24 
Immigration Status is a Public Health Issue D-350.975 25 
1. Our American Medical Association declares that immigration status is a public health issue 26 

that requires a comprehensive public health response and solution. 27 
2. Our AMA recognizes interpersonal, institutional, structural, and systemic factors that 28 

negatively affect immigrants’ health. 29 
3. Our AMA will promote the development and implementation of educational resources for 30 

healthcare professionals to better understand health and healthcare challenges specific for the 31 
immigrant population. 32 

4. Our AMA will support the development and implementation of public health policies and 33 
programs that aim to improve access to healthcare and minimize systemic health barriers for 34 
immigrant communities. 35 

 36 
Elimination of Race as a Proxy for Ancestry, Genetics, and Biology in Medical Education, 37 
Research and Clinical Practice H-65.953 38 
1. Our AMA recognizes that race is a social construct and is distinct from ethnicity, genetic 39 

ancestry, or biology.  40 
2. Our AMA supports ending the practice of using race as a proxy for biology or genetics in 41 

medical education, research, and clinical practice. 42 
3. Our AMA encourages undergraduate medical education, graduate medical education, and 43 

continuing medical education programs to recognize the harmful effects of presenting race as 44 
biology in medical education and that they work to mitigate these effects through curriculum 45 
change that: (a) demonstrates how the category “race” can influence health outcomes; (b) that 46 
supports race as a social construct and not a biological determinant and (c) presents race within 47 
a socio-ecological model of individual, community and society to explain how racism and 48 
systemic oppression result in racial health disparities. 49 
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4. Our AMA recommends that clinicians and researchers focus on genetics and biology, the 1 
experience of racism, and social determinants of health, and not race, when describing risk 2 
factors for disease. 3 

 4 
Continued Support for Diversity in Medical Education D-295.963 5 
1. Our American Medical Association will publicly state and reaffirm its support for diversity in 6 

medical education and acknowledge the incorporation of DEI efforts as a vital aspect of 7 
medical training. 8 

2. Our AMA will request that the Liaison Committee on Medical Education regularly share 9 
statistics related to compliance with accreditation standards IS-16 and MS-8 with medical 10 
schools and with other stakeholder groups. 11 

3. Our AMA will work with appropriate stakeholders to commission and enact the 12 
recommendations of a forward-looking, cross-continuum, external study of 21st century 13 
medical education focused on reimagining the future of health equity and racial justice in 14 
medical education, improving the diversity of the health workforce, and ameliorating 15 
inequitable outcomes among minoritized and marginalized patient populations. 16 

4. Our AMA will advocate for funding to support the creation and sustainability of Historically 17 
Black College and University (HBCU), Hispanic-Serving Institution (HSI), and Tribal College 18 
and University (TCU) affiliated medical schools and residency programs, with the goal of 19 
achieving a physician workforce that is proportional to the racial, ethnic, and gender 20 
composition of the United States population. 21 

5. Our AMA will directly oppose any local, state, or federal actions that aim to limit diversity, 22 
equity, and inclusion initiatives, curriculum requirements, or funding in medical education. 23 

6. Our AMA will advocate for resources to establish and maintain DEI offices at medical schools 24 
that are staff-managed and student- and physician-guided as well as committed to longitudinal 25 
community engagement. 26 

7. Our AMA will investigate the impacts of state legislation regarding DEI-related efforts on the 27 
education and careers of students, trainees, and faculty. 28 

8. Our AMA will recognize the disproportionate efforts by and additional responsibilities placed 29 
on minoritized individuals to engage in diversity, equity, and inclusion efforts. 30 

9. Our AMA will collaborate with the Association of American Medical Colleges, the Liaison 31 
Committee on Medical Education, and relevant stakeholders to encourage academic 32 
institutions to utilize Diversity, Equity, and Inclusion activities and community engagement as 33 
criteria for faculty and staff promotion and tenure. 34 

 35 
Strategies for Enhancing Diversity in the Physician Workforce D-200.985 36 
1. Our American Medical Association, independently and in collaboration with other groups such 37 

as the Association of American Medical Colleges (AAMC), will actively work and advocate 38 
for funding at the federal and state levels and in the private sector to support the following: 39 

a. Pipeline programs to prepare and motivate members of underrepresented groups to 40 
enter medical school. 41 

b. Diversity or minority affairs offices at medical schools. 42 
c. Financial aid programs for students from groups that are underrepresented in medicine. 43 
d. Financial support programs to recruit and develop faculty members from 44 

underrepresented groups. 45 
2. Our AMA will work to obtain full restoration and protection of federal Title VII funding, and 46 

similar state funding programs, for the Centers of Excellence Program, Health Careers 47 
Opportunity Program, Area Health Education Centers, and other programs that support 48 
physician training, recruitment, and retention in geographically-underserved areas. 49 
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3. Our AMA will take a leadership role in efforts to enhance diversity in the physician workforce, 1 
including engaging in broad-based efforts that involve partners within and beyond the medical 2 
profession and medical education community. 3 

4. Our AMA will encourage the Liaison Committee on Medical Education to assure that medical 4 
schools demonstrate compliance with its requirements for a diverse student body and faculty. 5 

5. Our AMA will develop an internal education program for its members on the issues and 6 
possibilities involved in creating a diverse physician population. 7 

6. Our AMA will provide on-line educational materials for its membership that address diversity 8 
issues in patient care including, but not limited to, culture, religion, race and ethnicity. 9 

7. Our AMA will create and support programs that introduce elementary through high school 10 
students, especially those from groups that are underrepresented in medicine (URM), to 11 
healthcare careers. 12 

8. Our AMA will create and support pipeline programs and encourage support services for URM 13 
college students that will support them as they move through college, medical school and 14 
residency programs. 15 

9. Our AMA will recommend that medical school admissions committees and 16 
residency/fellowship programs use holistic assessments of applicants that take into account the 17 
diversity of preparation and the variety of talents that applicants bring to their education with 18 
the goal of improving health care for all communities. 19 

10. Our AMA will advocate for the tracking and reporting to interested stakeholders of 20 
demographic information pertaining to URM status collected from Electronic Residency 21 
Application Service (ERAS) applications through the National Resident Matching Program 22 
(NRMP). 23 

11. Our AMA will continue the research, advocacy, collaborative partnerships and other work that 24 
was initiated by the Commission to End Health Care Disparities. 25 

12. Our AMA unequivocally opposes legislation that would dissolve affirmative action or punish 26 
institutions for properly employing race-conscious admissions as a measure of affirmative 27 
action in order to promote a diverse student population. 28 

13. Our AMA will work with the AAMC and other stakeholders to create a question for the 29 
AAMC electronic medical school application to identify previous pipeline program (also 30 
known as pathway program) participation and create a plan to analyze the data in order to 31 
determine the effectiveness of pipeline programs. 32 

 33 
Diversity in the Physician Workforce and Access to Care D-200.982 34 
1. Our American Medical Association will continue to advocate for programs that promote 35 

diversity in the US medical workforce, such as pipeline programs to medical schools. 36 
2. Our AMA will continue to advocate for adequate funding for federal and state programs that 37 

promote interest in practice in underserved areas, such as those under Title VII of the Public 38 
Health Service Act, scholarship and loan repayment programs under the National Health 39 
Services Corps and state programs, state Area Health Education Centers, and Conrad 30, and 40 
also encourage the development of a centralized database of scholarship and loan repayment 41 
programs. 42 

3. Our AMA will continue to study the factors that support and those that act against the choice to 43 
practice in an underserved area, and report the findings and solutions at the 2008 Interim 44 
Meeting. 45 

 46 
Underrepresented Student Access to US Medical Schools H-350.960 47 
1. Our American Medical Association recommends that medical schools should consider in their 48 

planning: elements of diversity including but not limited to gender, racial, cultural and 49 
economic, reflective of the diversity of their patient population. 50 
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2. Our AMA supports the development of new and the enhancement of existing programs that 1 
will identify and prepare underrepresented students from the high-school level onward and to 2 
enroll, retain and graduate increased numbers of underrepresented students.  3 

3. Our AMA recognizes some people have been historically underrepresented, excluded from, 4 
and marginalized in medical education and medicine because of their race, ethnicity, disability 5 
status, sexual orientation, gender identity, socioeconomic origin, and rurality, due to racism 6 
and other systems of exclusion and discrimination. 7 

4. Our AMA is committed to promoting truth and reconciliation in medical education as it relates 8 
to improving equity. 9 

5. Our AMA recognizes the harm caused by the Flexner Report to historically Black medical 10 
schools, the diversity of the physician workforce, and the outcomes of minoritized and 11 
marginalized patient populations. 12 

6. Our AMA will urge medical schools to develop or expand the reach of existing pathway 13 
programs for underrepresented middle school, high school and college aged students to 14 
motivate them to pursue and prepare them for a career in medicine. 15 

7. Our AMA will encourage collegiate programs to establish criteria by which completion of such 16 
programs will secure an interview for admission to the sponsoring medical school. 17 

8. Our AMA will recommend that medical school pathway programs for underrepresented 18 
students be free-of-charge or provide financial support with need-based scholarships and 19 
grants. 20 

9. Our AMA will encourage all physicians to actively participate in programs and mentorship 21 
opportunities that help expose underrepresented students to potential careers in medicine. 22 

10. Our AMA will consider quality of K-12 education a social determinant of health and thus 23 
advocate for implementation of Policy H-350.979, 24 

a. encouraging state and local governments to make quality elementary and secondary 25 
education available to all.  26 



 CME Rep. 7-A-25 -- page 12 of 13 
 

 

REFERENCES 1 
 

1 Racism as a Public Health Threat H-65.952 
 
2 The history of African Americans and organized medicine. American Medical Association. 
Published 2018. https://www.ama-assn.org/about/ama-history/history-african-americans-and-
organized-medicine 
 
3 Medical Reparations: A Resolution Paper. The REPAIR Project. https://repair.ucsf.edu/medical-
reparations-resolution-paper 
 
4 NAACP. Reparations | NAACP. naacp.org. Published January 1, 2019. 
https://naacp.org/resources/reparations 
 
5 What is NAARC’s 10-Point Reparations Plan? National African American Reparations 
Commission (NAARC). https://reparationscomm.org/reparations-plan/ 
 
6 What is N’COBRA? National Coalition of Blacks for Reparations in America. 
https://ncobra.org/aboutus/ 
 
7 Okegbe T. Expanding Opportunities for American Descendants of Slavery to Build a More 
Inclusive and Diverse Global Health Workforce. The American Journal of Tropical Medicine and 
Hygiene. 2021;104(5):1628-1630. doi:https://doi.org/10.4269/ajtmh.20-1655 
 
8 Richards F. Another View of American Descendants of Slavery Representation in the American 
Global Health Community. The American Journal of Tropical Medicine and Hygiene. 
2021;105(3):854. doi:https://doi.org/10.4269/ajtmh.21-0720a 
 
9 Murray JE. Reinvent affirmative action as redress for slavery (opinion). Inside Higher Ed | Higher 
Education News, Events and Jobs. Published 2023. 
https://www.insidehighered.com/opinion/views/2024/01/08/reinvent-affirmative-action-redress-
slavery-opinion 
 
10 Tillman E. Legislations and Research: The Contemporary Reparations Movement for the 
Descendants of Enslaved Africans in America. Ssrn.com. Published March 23, 2013. Accessed 
March 7, 2025. https://papers.ssrn.com/sol3/papers.cfm?abstract_id=2238492 
 
11 Stockman F. “We’re Self-Interested”: The Growing Identity Debate in Black America. The New 
York Times. https://www.nytimes.com/2019/11/08/us/slavery-black-immigrants-ados.html. 
Published November 8, 2019. 
 
12 About Us: The ADOS Advocacy Foundation. The ADOS Advocacy Foundation. Advocating for 
reparations and a Black agenda. Published June 19, 2021. 
https://www.adosfoundation.org/mission-statement/ 
 
13 IBW21. Understanding ADOS: The Movement to Hijack Black Identity and Weaken Black 
Unity. Institute of the Black World 21st Century. Published January 10, 2020. 
https://ibw21.org/commentary/understanding-ados-movement-hijack-black-identity-weaken-black-
unity/ 
 
 



 CME Rep. 7-A-25 -- page 13 of 13 
 

 

 
14 Scott-Jones G, Kamara MR. The Traumatic Impact of Structural Racism on African Americans. 
Delaware Journal of Public Health. 2020;6(5):80-82. 
doi:https://doi.org/10.32481/djph.2020.11.019 
 
15 Carney-Knisely G, Griffin M, Crawford A, Spates K, Singh P. Police killings of unarmed Black 
persons and suicides among Black youth in the US: A national time-series analysis. Annals of 
Epidemiology. Published online May 1, 2024. doi:https://doi.org/10.1016/j.annepidem.2024.04.012 
 
16 Hickman CB. The Devil and the One Drop Rule: Racial Categories, African Americans, and the 
U.S. Census. Michigan Law Review. 1997;95(5). 
https://repository.law.umich.edu/mlr/vol95/iss5/2/. Page 1207. 
 
17 Hickman CB. The Devil and the One Drop Rule: Racial Categories, African Americans, and the 
U.S. Census. Michigan Law Review. 1997;95(5). 
https://repository.law.umich.edu/mlr/vol95/iss5/2/. Page 1210. 
 
18 Demographic Characteristics of the House of Delegates and AMA Leadership. Report of the 
Council on Long Range Planning and Development 01-A-23. Accessed March 7, 2025. 
https://www.ama-assn.org/system/files/a23-clrpd01.pdf 
 
19 Office of Minority Health. Black/African American Health | Office of Minority Health. 
minorityhealth.hhs.gov. Published 2021. https://minorityhealth.hhs.gov/blackafrican-american-
health 
 
20 Revisions to OMB's Statistical Policy Directive No. 15: Standards for Maintaining, Collecting, 
and Presenting Federal Data on Race and Ethnicity. Federal Register. Published March 29, 2024. 
https://www.federalregister.gov/documents/2024/03/29/2024-06469/revisions-to-ombs-statistical-
policy-directive-no-15-standards-for-maintaining-collecting-and 
 
21 Physician Data Initiative. Acgme.org. Published 2021. 
https://www.acgme.org/physiciandatainitiative 
 
22 Physician Data Initiative standards. American Medical Association. Published February 7, 2025. 
https://www.ama-assn.org/about/physician-professional-data/physician-data-initiative-standards 


