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Resolution 243-A-24, “Disaggregation of Demographic Data for Individuals of Federally 1 
Recognized Tribes,” was introduced by the Minority Affairs Section at the 2024 Annual Meeting 2 
of the American Medical Association (AMA) House of Delegates and was referred. The resolution 3 
asked the following: 4 
 5 
“RESOLVED, that our American Medical Association add ‘Enrolled Member of a Federally 6 
Recognized Tribe’ on all AMA demographic forms (Directive to Take Action); and be it further 7 
 8 
“RESOLVED, that our AMA advocate for the use of ‘Enrolled Member of a Federally Recognized 9 
Tribe’ as an additional category in all uses of demographic data including but not limited to 10 
medical records, government data collection and research, and within medical education (Directive 11 
to Take Action); and be it further 12 
 13 
“RESOLVED, that our AMA support the Association of American Medical Colleges (AAMC) 14 
inclusion of ‘Enrolled Member of a Federally Recognized Tribe’ on all AAMC demographic forms 15 
(New HOD Policy); and be it further 16 
 17 
“RESOLVED, that our AMA advocate for the Accreditation Council for Graduate Medical 18 
Education (ACGME) to include ‘Enrolled Member of a Federally Recognized Tribe’ on all 19 
ACGME demographic forms. (Directive to Take Action)” 20 
 21 
Reference Committee B testimony noted AMA’s work with the AAMC and the ACGME through 22 
the Physician Data Initiative (PDI) to establish best practices for data sharing and standards for 23 
sociodemographic data, including race, ethnicity, and more. Testimony also discussed that the 24 
Office of Management and Budget (OMB) recently concluded an extensive national consultation 25 
process concerning updating race and ethnicity standards, to which AMA provided comments. 26 
Testimony highlighted that the OMB ultimately decided to “remove the phrase ‘who maintains 27 
tribal affiliation or community attachment’ in the American Indian/Alaska Native (AI/AN) 28 
definition... to improve estimates of the AI/AN population in Federal statistics.” However, 29 
testimony also indicated the possible value in collecting data about members of federally 30 
recognized tribes because it is a legal designation, not a racial category, and therefore not subject to 31 
the recent U.S. Supreme Court decisions banning the use of race in holistic college admissions 32 
processes. Testimony indicated it would be beneficial to study the implications of this designation 33 
to ensure that AMA policy is more comprehensive and does not exclude AI/AN individuals 34 
because their tribe is not federally recognized. Testimony also noted that more time is needed to 35 
understand the nuances and implications of this resolution and to collaborate with partners through 36 
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the PDI to fully consider the short and long-term implications of these changes. Resolution 243 1 
was referred for study. 2 
 3 
BACKGROUND 4 
 5 
According to the U.S. Department of the Interior, Indian Affairs, “A federally recognized tribe is 6 
an American Indian or Alaska Native tribal entity that is recognized as having a government-to-7 
government relationship with the United States, with the responsibilities, powers, limitations, and 8 
obligations attached to that designation, and is eligible for funding and services from the Bureau of 9 
Indian Affairs. Furthermore, federally recognized tribes are recognized as possessing certain 10 
inherent rights of self-government (i.e., tribal sovereignty) and are entitled to receive certain federal 11 
benefits, services, and protections because of their special relationship with the United States. At 12 
present, there are 574 federally recognized American Indian and Alaska Native tribes and 13 
villages.”1 14 
 15 
Federally recognized tribal enrollment in the United States is a legal and political category in 16 
relation to the U.S. government, rather than a racial or ethnic identity.2 The U.S. does not grant 17 
sovereign status to these tribes but rather chooses whether or not to acknowledge the continued 18 
existence of a tribe’s inherent sovereignty. Many tribes remain unacknowledged by the federal 19 
government, with some of these recognized only by states,3 or not at all. Native Hawaiians, for 20 
instance, are not federally recognized as a sovereign tribe or tribes.4 Recognition itself may be 21 
linked to the process of colonization. For example, Patty Ferguson-Bohnee, JD, associate dean, 22 
clinical professor of law, and faculty director of the Indian Legal Program at Arizona State 23 
University, indicated in a 2021 presentation that, “The inclusion of a federal acknowledgement 24 
requirement poses a direct threat to the right and sovereignty of all tribes and creates a particular 25 
challenge for non-BIA listed tribes by attempting to link tribal sovereignty to federal 26 
acknowledgement… The Federal Acknowledgement Process persists in functioning as a barrier to 27 
historically well documented tribes seeking to achieve federal recognition.”5 These concerns are a 28 
natural consequence of the current social structure: “Because the foundation of colonial 29 
governments requires those entities to ignore the inherent rights of Indigenous Peoples, these 30 
governments—such as the United States government—have a tendency to ignore some Indigenous 31 
Peoples, and recognize others.”6 32 
 33 
Various U.S. government actions over time have also broken treaties with many tribes,7 including 34 
actions to terminate federal recognition of tribal sovereignty.8 As noted by the U.S. National 35 
Archives, “From 1953 until 1970, Congress initiated 60 separate termination proceedings against 36 
American Indian tribes, and over three million acres of tribal lands were relinquished as a result. 37 
Although the Nixon administration repudiated termination in 1970 and shifted federal Indian policy 38 
toward self-determination, the effect of termination was nevertheless devastating for many tribes.”9 39 
 40 
The United Nations Declaration on the Rights of Indigenous Peoples does not directly determine or 41 
define tribal status or Indigenous identity, stating in Article 9, “Indigenous peoples and individuals 42 
have the right to belong to an indigenous community or nation, in accordance with the traditions 43 
and customs of the community or nation concerned,” and in Article 33, “Indigenous peoples have 44 
the right to determine their own identity or membership in accordance with their customs and 45 
traditions.”10 46 
 47 
Demographic Definitions and the Indian Health Service 48 
 49 
The original resolution’s interest in including additional categorization of Indigenous medical 50 
education learners and physicians was in part driven by the Indian Health Service’s (IHS) role, 51 
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referred to in the resolution, as “a health care system for federally recognized American Indians 1 
and Alaska Natives in the United States,” noting significant physician vacancies as well as the IHS 2 
Physician Scholarship program’s requirement for applicants to be enrolled members of federally 3 
recognized tribes.11 Indeed, while earlier IHS scholarship opportunities (such as for pre-medicine) 4 
are also eligible for both descendants and members of either federal or state recognized tribes in the 5 
2025-2026 scholarship cycle, health professions scholarships, including for physicians-in-training, 6 
are restricted to enrolled members of federally recognized tribes—no descendants of members, nor 7 
members of state recognized tribes.12 8 
 9 
While tribes and groups eligible for IHS health care are restricted to those federally recognized, 10 
individual patient eligibility for IHS is complex. Though it generally defaults to federal 11 
recognition, there are several exceptions where patients who are not enrolled members of a 12 
federally recognized tribe may receive services at the time of this writing, including but not limited 13 
to: non-enrolled membership in an AI/AN federally recognized group evidenced by other 14 
“reasonable” factors, children of otherwise eligible patients, spouses if the appropriate tribal 15 
organization deems them eligible, people who are pregnant under some circumstances, and others. 16 
IHS employees are not required to be AI/AN, although IHS does by law provide preference to 17 
AI/AN applicants,13 and determines this via Bureau of Indian Affairs (BIA) standards.14 18 
 19 
Physician vacancies in IHS have been attributed to issues such as matching local market salaries 20 
and housing scarcity,15 as well as lack of GME funding16 and management concerns.17 AI/AN 21 
people experience significant challenges based on wider systemic oppression in education in 22 
general and therefore are underrepresented in high school and college degrees as well as in the 23 
physician workforce.18 24 
 25 
Tribal Enrollment Data and Data Sovereignty 26 
 27 
There are currently 574 AI/AN tribes federally recognized by the U.S. government. While the BIA 28 
maintains a list of tribal leaders,19 AI/AN nations maintain their own enrollment records and 29 
processes.20 Racial or ethnic self-identity, or status as an Indigenous person per one’s own 30 
community or nation’s customs and traditions, would not and likely should not be defined by broad 31 
medical education groups like the AMA. Enrollment in a federally recognized tribe is a verifiable 32 
legal and political status, and any data collected on this would therefore need to be verified. As 33 
discussed in a presentation by the American Indian Health Commission for Washington State, 34 
available on the U.S. Bureau of Justice Assistance website, tribal data sovereignty is of the utmost 35 
importance: “Tribal Nations’ inherent sovereign authority to administer the collection, ownership, 36 
and application of their own data is rooted in a tribal nation’s right to govern their people.”21 37 
Collecting and reporting on alleged federally recognized tribal enrollment without each tribal 38 
nation’s permission or verification would be a direct violation of tribal sovereignty and 39 
inappropriate.22 Hypothetical collection of this data would require meaningful partnerships with the 40 
appropriate and specific tribal leaders in each of the potential 574 federally recognized tribes to 41 
ascertain if collection and verification of this data within medical education is even a desirable 42 
priority for each nation, and if so, the resources and data privacy and dissemination agreements 43 
needed.  44 
 45 
Office of Management and Budget Revisions 46 
 47 
In March 2024, OMB finalized revisions to Statistical Policy Directive No. 15: Standards for 48 
Maintaining, Collecting, and Presenting Federal Data on Race and Ethnicity (SPD 15).23 49 
Previously, the demographic data standards on AI/AN included the phrase “who maintain tribal 50 
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affiliation or community attachment,” and the removal of this phrase was supported by the National 1 
Congress of American Indians and several other relevant organizations.24  2 
 3 
This was removed in the final recommendations, such that, within a combined question for race 4 
and ethnicity, AI/AN is defined as follows: “American Indian or Alaska Native. Individuals with 5 
origins in any of the original peoples of North, Central, and South America, including, for example, 6 
Navajo Nation, Blackfeet Tribe of the Blackfeet Indian Reservation of Montana, Native Village of 7 
Barrow Inupiat Traditional Government, Nome Eskimo Community, Aztec, and Maya.” The 8 
standards allow for minimum category data collection with no write-ins, but they also allow for a 9 
write-in field for “additional details.” The OMB stated this is “especially critical for the American 10 
Indian or Alaska Native category, which does not have required detailed categories under these 11 
standards.” The revised standards do not collect information on federal recognition.  12 
 13 
Physician Data Initiative Recommended Standards 14 
 15 
In 2024, a partnership between the AMA, ACGME, and AAMC released recommended standards25 16 
for data collection and reporting in race and ethnicity as well as language proficiency, “driven by 17 
the importance of a diverse physician workforce and a more equitable health system.”26 18 
 19 
The “short version” of the race and ethnicity standards asks, “How do you self-identify?” and 20 
offers the following options: 21 
 22 
“Please check as many categories as may apply:  23 
 24 
□ American Indian or Alaska Native  25 
□ Asian  26 
□ Black or African American  27 
□ Hispanic or Latino  28 
□ Middle Eastern or North African  29 
□ Native Hawaiian or Pacific Islander  30 
□ White  31 
□ Some other race or ethnicity: [write-in]” 32 
 33 
The “long version” asks “How do you self-identify? Please check as many categories and 34 
subcategories as may apply:” and within the AI/AN subsection states: 35 
 36 
“□ American Indian or Alaska Native  37 

□ Tribal affiliation: [write-in]” 38 
 39 
DISCUSSION 40 
 41 
No current standards support broad official medical education collection of federal tribal 42 
enrollment recognition status, and significant concerns arise related to accurately collecting this 43 
data. It is especially concerning regarding tribal data sovereignty, and the potential consequences to 44 
state recognized tribal members and other Indigenous learners who are not federally or state 45 
recognized. 46 
 47 
There may also be privacy concerns within certain forms of disaggregation in medical education. 48 
For instance, according to the AAMC, in 2023, there were only 90 total AI/AN self-reported 49 
applicants to U.S. MD-granting medical schools, and 57 Native Hawaiian or Other Pacific Islander 50 
(though some Indigenous applicants may have been aggregated under other ethnic categories, such 51 
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as multiracial.)27 Based on some AI/AN organizational recommendations, it may be valuable to 1 
disaggregate data on those who indicate multiple ethnicities, without disaggregating based on 2 
federal recognition of enrollment in specific tribes. For instance, the National Congress of 3 
American Indians “has recommended applying the approach used by the U.S. Census Bureau to 4 
report data on AI/AN alone… and AI/AN in combination with other races and ethnicities.”28 5 
 6 
Given significant underrepresentation of AI/AN medical education learners and physicians, it is 7 
valuable to work directly with tribes on admissions pathways, scholarships, and other programs.29 8 
AMA policy acknowledges “long-standing federal precedent that membership or lineal descent 9 
from an enrolled member in a federally recognized tribe is distinct from racial identification as 10 
American Indian or Alaska Native and should be considered in medical school admissions even 11 
when restrictions on race-conscious admissions policies are in effect.”30 Rather than broadly 12 
attempting to collect and verify federal enrollment data from any applicant, the focused work of 13 
engaging directly with tribes to create programs to reduce inequities may be beneficial. Although 14 
federally recognized tribes tend to have more legal protections in the U.S., where legal and 15 
feasible, this work should ideally also include tribes and communities that are not federally 16 
recognized. This is in alignment with AMA’s stance that “Our AMA will continue to support the 17 
concept of American Indian self-determination as imperative to the success of American Indian 18 
programs.”31 AMA policy also supports AI/AN access to health care both within and outside of 19 
IHS.32 20 
 21 
Any collection or reporting on enrollment status, whether federally recognized or not, must be in 22 
direct collaboration with tribes as sovereign nations with inherent rights to self-determine priorities 23 
and data strategies. This should be undertaken on a case-by-case basis in response to each tribe’s 24 
communicated needs, as collection of delineated enrollment data within medical education may or 25 
may not be relevant to each nation’s priorities. 26 
 27 
RELEVANT AMA POLICY 28 
 29 
The AMA has policy related to Indigenous peoples and medical education. Some examples are as 30 
follows:  31 
 32 

 H-350.981, “AMA Support of American Indian Health Career Opportunities,” 33 
continues to support the concept of American Indian self-determination as 34 
imperative to the success of American Indian programs and recognize that 35 
enduring acceptable solutions to American Indian health problems can only result 36 
from program and project beneficiaries having initial and continued contributions 37 
in planning and program operations. This includes training a workforce from and 38 
for these tribal nations. 39 

 H-350.976, “Improving Health Care of American Indians and Alaska Natives,” 40 
recommends that the federal government provide sufficient funds to support 41 
needed health services for American Indians and Alaska Natives. 42 

 H-270.950, “Indian Health Service Licensing Exemptions,” works with interested 43 
parties to evaluate existing regulatory and licensure opportunities and barriers to 44 
physician participation in health care services for Native Americans, Alaska 45 
Natives, and Native Hawaiians. 46 

 H-350.939, “Health Care Access for American Indians and Alaska Natives,” 47 
supports the federal government continuing to enhance and develop alternative 48 
pathways for American Indian and Alaska Native patients to access the full 49 
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spectrum of health care, including within and outside of the established Indian 1 
Health Service (IHS) system. 2 

 H-350.950, “Tribal Public Health Authority,” supports the use of data-sharing 3 
agreements between local and state public health departments and American Indian 4 
and Alaska Native Tribes and Villages and Tribal Epidemiology Centers. 5 

 H-350.977, “Indian Health Service,” supports efforts in Congress to enable the 6 
Indian Health Service to meet its obligation to bring American Indian health up to 7 
the general population level. 8 

 H-460.884, “Indigenous Data Sovereignty,” recognizes that American Indian and 9 
Alaska Native (AI/AN) Tribes and Villages are sovereign governments that should 10 
be consulted before the conduct of research specific to their members, lands, and 11 
properties. 12 

 13 
SUMMARY 14 
 15 
Attending to the health care workforce needs of AI/AN and Indigenous populations is very 16 
important, as is respect for tribal data sovereignty. It would not be appropriate nor feasible for the 17 
AMA to collect and verify federal tribal enrollment data as part of medical education demographic 18 
information. It would also not be appropriate for the AMA to advocate for other medical education 19 
organizations to do so unless in direct collaboration with each of the relevant sovereign nations and 20 
led by the communicated priorities and needs of these tribal governments.  21 
 22 
RECOMMENDATIONS 23 
 24 
The Council on Medical Education recommends that the following be adopted in lieu of Resolution 25 
243-A-24, and that the remainder of this report be filed. 26 
 27 

1. That AMA Policy H-460.884, “Indigenous Data Sovereignty,” be amended by addition: 28 
 29 
4. Our AMA affirms that any collection or storage of tribal affiliation or Indigenous 30 
identity data must respect tribal data sovereignty and be guided by consultation with tribal 31 
leadership organizations and Indigenous-led institutions. (Modify HOD Policy) 32 
 33 

2. That our AMA reaffirm Policy H-350.981, “AMA Support of American Indian Health 34 
Career Opportunities.” (Reaffirm HOD Policy) 35 
 36 

3. That our AMA affirm that tribal affiliation represents a distinct political and cultural status, 37 
not a racial category, and that, when shared by validating bodies, such information may 38 
carry relevance for understanding representation in medical education, access to federal 39 
health programs if part of a federally recognized tribe, and eligibility for specific workforce 40 
pathways. 41 
 42 

4. That our AMA support the ability of individuals to voluntarily self-identify their tribal 43 
affiliation on demographic forms used across the medical education continuum, and 44 
continue to work with the Association of American Medical Colleges (AAMC), the 45 
Accreditation Council for Graduate Medical Education (ACGME), and other relevant 46 
partners to explore the feasibility of accepting, storing, and responsibly stewarding such 47 
self-reported information within AMA systems, including Physician Professional Data, 48 
consistent with legal guidance and tribal data sovereignty principles, and identify 49 
opportunities to transparently share progress, barriers, and timelines related to these efforts, 50 
where appropriate. 51 
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 1 
5. That our AMA engage with tribal leadership organizations, such as the Association of 2 

American Indian Physicians (AAIP), Indian Health Service (IHS), National Congress of 3 
American Indians (NCAI), and National Indian Health Board (NIHB), alongside American 4 
Indian and Alaska Native physicians and data sovereignty experts, to help inform AMA’s 5 
internal policies, data use practices, and governance models related to tribal affiliation and 6 
American Indian and Alaska Native identity data. 7 

 8 
 9 
Fiscal note: $1,000  10 
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APPENDIX A: RELEVANT AMA POLICY 1 
 2 
AMA Support of American Indian Health Career Opportunities H-350.981 3 
Our American Medical Association policy on American Indian health career opportunities is as 4 
follows: 5 
1. Our American Medical Association, and other national, state, specialty, and county medical 6 

societies recommend special programs for the recruitment and training of American Indians in 7 
health careers at all levels and urge that these be expanded. 8 

2. Our AMA supports the inclusion of American Indians in established medical training programs 9 
in numbers adequate to meet their needs. Such training programs for American Indians should 10 
be operated for a sufficient period of time to ensure a continuous supply of physicians and 11 
other health professionals, prioritize consideration of applicants who self-identify as American 12 
Indian or Alaska Native and can provide some form of affiliation with an American Indian or 13 
Alaska Native tribe in the United States, and support the successful advancement of these 14 
trainees. 15 

3. Our AMA will utilize its resources to create a better awareness among physicians and other 16 
health providers of the special problems and needs of American Indians and particular 17 
emphasis will be placed on the need for stronger clinical exposure and a greater number of 18 
health professionals to work among the American Indian population. 19 

4. Our AMA will continue to support the concept of American Indian self-determination as 20 
imperative to the success of American Indian programs and recognize that enduring acceptable 21 
solutions to American Indian health problems can only result from program and project 22 
beneficiaries having initial and continued contributions in planning and program operations to 23 
include training a workforce from and for these tribal nations. 24 

5. Our AMA acknowledges long-standing federal precedent that membership or lineal descent 25 
from an enrolled member in a federally recognized tribe is distinct from racial identification as 26 
American Indian or Alaska Native and should be considered in medical school admissions 27 
even when restrictions on race-conscious admissions policies are in effect. 28 

6. Our AMA acknowledges the significance of the Morrill Act of 1862, the resulting land-grant 29 
university system, and the federal trust responsibility related to tribal nations. 30 

 31 
Improving Health Care of American Indians and Alaska Natives H-350.976 32 
1. Our American Medical Association recommends that all individuals, special interest groups, 33 

and levels of government recognize the American Indian and Alaska Native people as full 34 
citizens of the US, entitled to the same equal rights and privileges as other US citizens. 35 

2. Our AMA recommends that the federal government provide sufficient funds to support needed 36 
health services for American Indians and Alaska Natives. 37 

3. Our AMA recommends that state and local governments give special attention to the health and 38 
health-related needs of nonreservation American Indians and Alaska Natives in an effort to 39 
improve their quality of life. 40 

4. Our AMA recommends that American Indian and Alaska Native religious and cultural beliefs 41 
be recognized and respected by those responsible for planning and providing services in Indian 42 
health programs. 43 

5. Our AMA recognizes practitioners of Indigenous medicine as an integral and culturally 44 
necessary individual in delivering health care to American Indians and Alaska Natives. 45 

6. Our AMA monitors Medicaid Section 1115 waivers that recognize the value of traditional 46 
American Indian and Alaska Native healing services as a mechanism for improving patient-47 
centered care and health equity among American Indian and Alaska Native populations when 48 
coordinated with physician-led care. 49 

7. Our AMA supports consultation with Tribes to facilitate the development of best practices, 50 
including but not limited to culturally sensitive data collection, safety monitoring, the 51 
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development of payment methodologies, healer credentialing, and tracking of traditional 1 
healing services utilization at Indian Health Service, Tribal, and Urban Indian Health 2 
Programs. 3 

8. Our AMA recommends strong emphasis be given to mental health programs for American 4 
Indians and Alaska Natives in an effort to reduce the high incidence of alcoholism, homicide, 5 
suicide, and accidents. 6 

9. Our AMA recommends a team approach drawing from traditional health providers 7 
supplemented by psychiatric social workers, health aides, visiting nurses, and health educators 8 
be utilized in solving these problems. 9 

10. Our AMA will continue its liaison with the Indian Health Service and the National Indian 10 
Health Board and establish a liaison with the Association of American Indian Physicians. 11 

11. Our AMA recommends that state and county medical associations establish liaisons with 12 
intertribal health councils in those states where American Indians and Alaska Natives reside. 13 

12. Our AMA supports and encourages further development and use of innovative delivery 14 
systems and staffing configurations to meet American Indian and Alaska Native health needs 15 
but opposes overemphasis on research for the sake of research, particularly if needed federal 16 
funds are diverted from direct services for American Indians and Alaska Natives. 17 

13. Our AMA strongly supports those bills before Congressional committees that aim to improve 18 
the health of and health-related services provided to American Indians and Alaska Natives and 19 
further recommends that members of appropriate AMA councils and committees provide 20 
testimony in favor of effective legislation and proposed regulations. 21 

 22 
Indian Health Service Licensing Exemptions H-270.950 23 
Our American Medical Association will work with interested parties to evaluate existing regulatory 24 
and licensure opportunities and barriers to physician participation in health care services for Native 25 
Americans, Alaska Natives, and Native Hawaiians. 26 
 27 
Health Care Access for American Indians and Alaska Natives H-350.939 28 
1. Our American Medical Association supports the federal government continuing to enhance and 29 

develop alternative pathways for American Indian and Alaska Native patients to access the full 30 
spectrum of health care, including within and outside of the established Indian Health Service 31 
(IHS) system. 32 

2. Our AMA supports collaborative research efforts to better understand the limitations of IHS 33 
health care, including barriers to access, disparities in treatment outcomes, and areas for 34 
improvement. 35 

3. Our AMA encourages studies between the IHS and the CDC to better evaluate regional health 36 
outcomes, and potential treatment deficiencies among American Indian and Alaska Native 37 
populations, including with respect to cancer care. 38 

4. Our AMA supports federal and other efforts to increase funding for and provide technical 39 
assistance to develop and expand accessible specialty care services at IHS, Tribal, and Urban 40 
Indian Health Programs and associated facilities, including by contracting with other physician 41 
practices. 42 

 43 
Tribal Public Health Authority H-350.950 44 
1. Our American Medical Association will support the Department of Health and Human Services 45 

issuing guidance, through the Centers for Disease Control and Prevention and the Indian 46 
Health Service, on Public Health and Tribal-affiliated data-sharing with American Indian and 47 
Alaska Native Tribes and Villages and Tribal Epidemiology Centers. 48 

2. Our AMA will support the use of data-sharing agreements between local and state public 49 
health departments and American Indian and Alaska Native Tribes and Villages and Tribal 50 
Epidemiology Centers. 51 
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 1 
Indian Health Service H-350.977 2 
The policy of the American Medical Association is to support efforts in Congress to enable the 3 
Indian Health Service to meet its obligation to bring American Indian health up to the general 4 
population level. Our AMA specifically recommends:  5 
1. Indian Population:  6 

a. In current education programs, and in the expansion of educational activities suggested 7 
below, special consideration be given to involving the American Indian and Alaska 8 
native population in training for the various health professions, in the expectation that 9 
such professionals, if provided with adequate professional resources, facilities, and 10 
income, will be more likely to serve the tribal areas permanently;  11 

b. Exploration with American Indian leaders of the possibility of increased numbers of 12 
nonfederal American Indian health centers, under tribal sponsorship, to expand the 13 
American Indian role in its own health care;  14 

c. Increased involvement of private practitioners and facilities in American Indian care, 15 
through such mechanisms as agreements with tribal leaders or Indian Health Service 16 
contracts, as well as normal private practice relationships; and  17 

d. Improvement in transportation to make access to existing private care easier for the 18 
American Indian population. 19 

2. Federal Facilities: Based on the distribution of the eligible population, transportation facilities 20 
and roads, and the availability of alternative nonfederal resources, the AMA recommends that 21 
those Indian Health Service facilities currently necessary for American Indian care be 22 
identified and that an immediate construction and modernization program be initiated to bring 23 
these facilities up to current standards of practice and accreditation. 24 

3. Personnel:  25 
a. Compensation scales for Indian Health Service physicians be increased to a level 26 

competitive with other Federal agencies and nongovernmental service;  27 
b. Consideration should be given to increased compensation for specialty and primary 28 

care service in remote areas;  29 
c. In conjunction with improvement of Service facilities, efforts should be made to 30 

establish closer ties with teaching centers and other federal health agencies, thus 31 
increasing both the available staffing and the level of professional expertise available 32 
for consultation;  33 

d. Allied health professional staffing of Service facilities should be maintained at a level 34 
appropriate to the special needs of the population served without detracting from 35 
physician compensation;  36 

e. Continuing education opportunities should be provided for those health professionals 37 
serving these communities, and especially those in remote areas, and, increased peer 38 
contact, both to maintain the quality of care and to avert professional isolation and 39 
burnout; and  40 

f. Consideration should be given to a federal statement of policy supporting continuation 41 
of the Public Health Service to reduce the great uncertainty now felt by many career 42 
officers of the corps. 43 

4. Medical Societies: In those states where Indian Health Service facilities are located, and in 44 
counties containing or adjacent to Service facilities, that the appropriate medical societies 45 
should explore the possibility of increased formal liaison with local Indian Health Service 46 
physicians. Increased support from organized medicine for improvement of health care 47 
provided under their direction, including professional consultation and involvement in society 48 
activities should be pursued. 49 

5. Our AMA also supports the removal of any requirement for competitive bidding in the Indian 50 
Health Service that compromises proper care for the American Indian population. 51 
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6. Our AMA will advocate that the Indian Health Service (IHS) establish an Office of Academic 1 
Affiliations responsible for coordinating partnerships with LCME- and COCA-accredited 2 
medical schools and ACGME-accredited residency programs. 3 

7. Our AMA will encourage the development of funding streams to promote rotations and 4 
learning opportunities at Indian Health Service, Tribal, and Urban Indian Health Programs. 5 

8. Our AMA will call for an immediate change in the Public Service Loan Forgiveness Program 6 
to allow physicians to receive immediate, but incremental, loan forgiveness when they practice 7 
in an Indian Health Service, Tribal, or Urban Indian Health Program. 8 

9. Our AMA supports reform of the Indian Health Service (IHS) Loan Repayment Program 9 
eligibility for repayment with either a part-time or full-time employment commitment to IHS 10 
and Tribal Health Programs. 11 

 12 
Indigenous Data Sovereignty H-460.884 13 
1. Our American Medical Association recognizes that American Indian and Alaska Native 14 

(AI/AN) Tribes and Villages are sovereign governments that should be consulted before the 15 
conduct of research specific to their members, lands, and properties. 16 

2. Our AMA supports that AI/AN Tribes and Villages’ Institutional Review Boards (IRBs) and 17 
research departments retain the right to oversee and regulate the collection, ownership, and 18 
management of research data with the consent of their members, and that individual members 19 
of AI/AN Tribes and Villages retain their autonomy and privacy regarding research data shared 20 
with researchers, AI/AN Tribes and Villages, and governments, consistent with existing 21 
protections under 45 CFR 46. 22 

3. Our AMA encourages: 23 
a. the use and regular review of data-sharing agreements for all studies between academic 24 

medical centers and AI/AN Tribes and Villages be mutually agreed upon and aligned 25 
with AI/AN Tribes’ and Villages’ preferences. 26 

b. the National Institutes of Health and other stakeholders to provide flexible funding to 27 
AI/AN Tribes and Villages for research efforts, including the creation and maintenance 28 
of IRBs. 29 

  30 
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