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 1 

 TITLE: YOGA THERAPY TO SUPPORT THE HEALTH AND WELL-BEING OF PATIENTS 2 

 3 

INTRODUCED BY: Michael Liu, MD, MBA, FACP  4 

 5 

 AUTHOR: Michael Liu, MD, MBA, FACP  6 

 7 

 ENDORSED BY: District 3 (Orange County Medical Association)  8 
 9 

 10 

WHEREAS, yoga therapy is performed by certified yoga therapists who have completed 800 hours 11 

of specialized training and certified through the IAYT (International Association of Yoga 12 

Therapists).   Standards are not as robust of other licensing adjunct health professions; and 13 

  14 

WHEREAS, yoga therapy emerged as a formalized way to bring the benefits of yoga to support 15 

patients. Over 400 clinical trials have been done showing yoga can improve health including 16 

mental health disorders, cardiovascular health, insomnia, hypertension, migraines, chronic pain, 17 

back pain and arthritis; and 18 

WHEREAS, patients are more willing to adhere to a yoga practice which encourages healthy 19 

lifestyle changes and can be considered an alternative to prescription opioids for patients with 20 

chronic pain; therefore be it 21 

 22 

 23 

 24 

RESOLVED:   CMA develop guidelines for physicians to recommend yoga therapy to select 25 

group of patients, while informing patients the limitation of yoga therapy 26 

certification standards; be it further  27 

 28 

RESOLVED:   CMA work with IAYT and other yoga certification programs and evaluate their 29 

standards and assess and report strengths, weakness and opportunities to 30 

improve their standards; be it further 31 

 32 

RESOLVED:  The CMA support efforts for research into yoga therapy as an optional and 33 

alternative pathway for depression, pain management, substance abuse, 34 

rehabilitation and lifestyle modification for chronic disease management. 35 

 36 

 37 

RESOLVED:  This matter be referred for national action.  38 

 39 

 40 
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 1 

CURRENT CMA POLICY: 2 

CMA does not have policy specific to yoga therapy. However, CMA policy urges U.S. Congress to 3 

give FDA authority and funding to regulate alternative medications and that this matter be 4 

referred for national action (HOD 512-10). Furthermore, CMA policy supports efforts that allow 5 

pharmacy employees and pharmacists to inform patients less costly therapeutically equivalent 6 

alternatives to a prescribed drug (BOT 204-18). 7 

FISCAL IMPACT: 8 

Within budget to adopt as policy and request action by the AMA; however, if CMA were to 9 

undertake the advocacy that would be required, costs could be as high as $150,000 and is 10 

dependent on many factors over which CMA has no control, such as the extent of external 11 

opposition or support for the proposal, communications, and commitment of resources by 12 

opponents and proponents. 13 

 14 
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 1 

	 TITLE: PRESERVATION OF ACCESS TO PREVENTIVE SERVICES FOR THE EARLY 2 

DETECTION OF PROSTATE CANCER IN CALIFORNIA MEN 3 

	4 

INTRODUCED BY: John S. Lam, MD, MBA, FACS  5 

		6 

	 AUTHOR: John S. Lam, MD, MBA, FACS  7 

 8 

	 ENDORSED BY:	  California Urological Association 9 
 10 

	11 

WHEREAS, prostate cancer is the second-leading cause of cancer deaths in American men behind 12 

lung cancer; and 13 

WHEREAS, one in nine men will be diagnosed with prostate cancer in their lifetime and over 14 

15,000 Californian men will be diagnosed with prostate cancer annually; and 15 

WHEREAS,	certain risk factors, including family history of prostate cancer and ancestry, 16 

significantly raise an individual’s risk of prostate cancer, making availability of early detection even 17 

more important; and	18 

	19 

WHEREAS,	African American men are nearly two times more likely to be diagnosed with and die 20 

from prostate cancer over white men. One in six African American men will be diagnosed with 21 

prostate cancer in their lifetime.; and 22 

	23 

WHEREAS,	evidence-based preventive services can save lives and improve health by identifying 24 

illnesses earlier, managing them more effectively, treating them before they develop into more 25 

complicated, debilitating conditions leading to a reduction in mortality, and that some services are 26 

also cost-effective; and 27 

	28 

WHEREAS,	screening for breast cancer with mammography, cervical cancer with pap testing, 29 

colorectal cancer with colonoscopy, and lung cancer with tomography are covered preventive 30 

services for patients without an annual deductible or co-pay; and 31 

 32 

WHEREAS,	the California prostate cancer screening guidelines recommends men ages 55-69 or 33 

with a family history, make an informed decision regarding screening with their healthcare 34 

provider that involves weighing the risks and benefits, which has been adopted by the California 35 

Urological Association (CUA) reflect input from patients, primary care providers and specialists, 36 

health plan administrators, and others; and 37 

 38 

WHEREAS,	the guidelines are consistent with those issued by the American Cancer Society, 39 

American Urological Association, American College of Physicians, American Society of Clinical 40 
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Oncology, National Comprehensive Cancer Network, and American Academy of Family Physicians, 1 

all which advocate for shared decision-making that enables an informed choice; and	2 

	3 

WHEREAS,	the United States Preventive Services Task Force (USPSTF) updated and finalized their 4 

recommendation on “Screening for Prostate Cancer” in May of 2018, stating that men ages 55-69 5 

and men with a family history should discuss screening with their health provider; and 6 

 7 

WHEREAS,	these groups and other experts recommend the use of shared decision making 8 

regarding prostate cancer screening through the use of prostate-specific antigen (PSA) testing; 9 

and	10 

 11 

WHEREAS,	for those men who desire screening, PSA testing may begin at age 55 and continue 12 

every other year through age 69, for average-risk men, and for men at higher-than-average risk, it 13 

should be individualized and may begin younger than age 55; and 	14 

	15 

WHEREAS,	higher risk may include men of African American race; and those with a family history 16 

of metastatic or lethal adenocarcinomas (e.g., prostate, male and female breast cancer, ovarian, 17 

pancreatic) spanning multiple generations, affecting multiple first-degree relatives, and that 18 

developed at younger ages; and  19 

	20 

WHEREAS,	the cost of screening for early detection may deter men from detecting prostate 21 

cancer at an early stage; therefore be it  22 

 23 

	24 

RESOLVED:		  The California Medical Association support screening of asymptomatic men ages 25 

55-69 for prostate cancer and/or those men considered to high risk through a 26 

shared-decision making process to allow for an informed decision; and be it 27 

further 28 

 29 

RESOLVED:	   That screening for asymptomatic men for prostate cancer be provided with no 30 

cost sharing, which means any cost or out of pocket expense to beneficiaries, 31 

including but not limited to, co-pays, co-insurance, and deductibles.  32 

 33 

CURRENT CMA POLICY  34 

 35 

CMA policy supports appropriate guidelines and screening practices for colorectal cancer, and that 36 

health insurers and plans pay for such screening tests (HOD 109-04).  However, CMA policy also 37 

states that the frequency of cancer screening is a matter of clinical judgment and guidelines 38 

should not be used as a standard of care (HOD 702-89). 39 

 40 

FISCAL IMPACT	 	41 

No cost to adopt as policy.  If legislation is required, the potential cost is speculative and 42 

dependent on many factors over which CMA has no control, such as the extent of external 43 

opposition or support for the proposal, communications and commitment of resources by 44 
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opponents and proponents.  The cost of CMA sponsoring or opposing a bill could be $110,000 or 1 

more; in individual legislative actions, costs can be much higher.  Endorsement or support of bills 2 

sponsored by others requires less effort and less cost. 3 
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 1 

	 TITLE: MEDICAL CANNABIS USE IN SCHOOLS 2 

	3 

INTRODUCED BY: Medical Student Section 4 

		5 

	 AUTHOR: Medical Student Section 6 

 7 

	 ENDORSED BY:   8 
 9 

	10 

WHEREAS,  the Drug Enforcement Administration classifies marijuana (cannabis) as a Schedule I 11 

controlled substance, indicating that it has no federally-recognized medical use; and 12 

WHEREAS,  in California, medical cannabis was legalized by the Compassionate Use Act (CUA) of 13 

1996. To date, 32 additional states and the District of Columbia have approved public medical 14 

marijuana programs; and 15 

WHEREAS,  under the CUA, California minors with serious medical conditions can obtain and use 16 

medical cannabis at the recommendation of a physician, and with the consent of a parent or legal 17 

guardian; and  18 

WHEREAS,  Federal laws grant students the right to take medications in schools. In California, a 19 

student advised by his or her physician to take prescription medications during the school day, 20 

“may be assisted by the school nurse or other designated school personnel”; and  21 

WHEREAS,  however, under federal law, Schedule I drugs, including cannabis, are prohibited on or 22 

near school grounds. Therefore, students in California cannot receive or use medical cannabis in 23 

school; and 24 

WHEREAS,  minors prescribed medical cannabis for serious medical conditions, such as epilepsy, 25 

may need to take the medication at regular intervals, including during school hours. Some 26 

California parents have reported pulling their children out of school to administer medical 27 

cannabis, which can be disruptive to the student’s education; and  28 

WHEREAS,  the California School Boards Association – along with several individual school districts 29 

– have, in recent years, supported policies that would have allowed a parent or guardian to come 30 

onto school grounds to administer medical cannabis to a minor in nonsmoking and non-vaping 31 

forms; and 32 

WHEREAS,  The Medical Board of California, under Governor Jerry Brown, issued 33 

recommendations for physicians prescribing medical cannabis to minors, recognizing that there 34 

are occasions in which a physician would prescribe marijuana to minors; and 35 
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WHEREAS,  our CMA supports a variety of efforts to keep school-age children healthy, including 1 

those pertinent to medication administration on school grounds (Appendix A); and 2 

WHEREAS,  our CMA supports rescheduling medical cannabis (Appendix A); therefore be it 3 

 4 

	5 

RESOLVED:		  That CMA supports students’ right to timely access to medications, including 6 

medical cannabis, if prescribed by their healthcare provider for use during school 7 

hours. 8 

 9 

 10 

CURRENT CMA POLICY  11 

CMA has extensive policy regarding the medical use of cannabis. CMA supports scientifically 12 
rigorous research, including all FDA-approved Phase II and Phase III clinical trials concerning the 13 
therapeutic role of cannabinoid-based pharmaceuticals; makes a call to re-examine the need for 14 
continued research on smoking herbal cannabis in light of recent research on its benefits and 15 
harm and the long-term prospect of smoked herbal cannabis as a medicine (HOD 712a-06). 16 

Further, CMA supports rescheduling medical cannabis in order to encourage research leading to 17 
responsible regulation, decriminalizing medical use of cannabis, building an appropriate public 18 
health regulatory framework for cannabis use and facilitating the dissemination of information 19 
about the risks and benefits of cannabis use (HOD 102a-12). 20 

Most recently, CMA supports a tightly restricted regulatory system that will reduce the negative 21 
impacts associated with cannabis legalization, particularly among the youth and adolescent 22 
population. (BOT 102-17.) 23 

FISCAL IMPACT  24 

No cost to adopt as policy.  If legislation is required, the potential cost is speculative and 25 
dependent on many factors over which CMA has no control, such as the extent of external 26 
opposition or support for the proposal, communications and commitment of resources by 27 
opponents and proponents.  The cost of CMA sponsoring or opposing a bill could be $110,000 or 28 
more; in individual legislative actions, costs can be much higher.  Endorsement or support of bills 29 
sponsored by others requires less effort and less cost. 30 
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 1 

 TITLE: PREVENT FURTHER REDUCTION IN PEDIATRIC BEDS IN CALIFORNIA 2 

 3 

INTRODUCED BY: Damodara Rajasekhar, MD 4 

 5 

 AUTHOR: Damodara Rajasekhar, MD 6 

 7 

 ENDORSED BY:  8 
 9 

 10 

WHEREAS, there has been a recent decrease in the number of inpatient pediatric beds at 11 

community hospitals across California, because of shutting down of pediatric wards; and 12 

  13 

WHEREAS, reimbursement for hospitals by Medi-Cal for inpatient services is significantly less than 14 

what the commercial insurers pay.  Also, each hospital gets paid differently, per bed per day, by 15 

Medi-Cal; and 16 

 17 

WHEREAS, payor mix in pediatric wards is tilted more towards Medi-Cal with overall poor 18 

reimbursement, and community hospitals find it difficult to keep their pediatric wards open 19 

because of resulting financial limitations and constraints; and 20 

 21 

WHEREAS, providing pediatric inpatient services at a local community hospital, whenever 22 

possible, will help families access to care more directly and closer to their homes as well as help 23 

each child to be treated by their local pediatrician with less emotional upheaval.  This also 24 

preserves and reinforces the doctor-patient relationship; and 25 

 26 

WHEREAS, more appropriate payment for inpatient pediatric services by Medi-Cal will prevent 27 

further reduction in the number of pediatric beds, and will financially make it viable to keep 28 

pediatric services open in community hospitals in California for the benefit of families; therefore be 29 

it 30 

 31 

 32 

RESOLVED:   That our CMA advocate for enhanced reimbursement for inpatient pediatric 33 

services by Medi-Cal: (1) to make it financially possible and facilitate access to care 34 

at community hospitals, for pediatric services closer to home for families, and (2) 35 

to prevent any further reduction in pediatric beds in California. 36 

 37 

 38 

CURRENT CMA POLICY: 39 

CMA has extensive policy supporting improving Medi-Cal rates and ensuring the financial security 40 

of Medi-Cal providers (see BOT 205-17; HOD 216-15; 208-14; HOD 209-12; HOD 219-12; HOD 205-a-11; 41 

HOD 207a-10).  This resolution adds specificity as to the issues with inpatient pediatric beds.  42 
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FISCAL IMPACT 1 

No cost to adopt as policy. If legislation is required, the potential cost is speculative and dependent 2 

on many factors over which CMA has no control, such as the extent of external opposition or support 3 

for the proposal, communications and commitment of resources by opponents and proponents.  4 

The cost of CMA sponsoring or opposing a bill could be $110,000 or more; in individual legislative 5 

actions, costs can be much higher.  Endorsement or support of bills sponsored by others requires 6 

less effort and less cost. 7 

 8 
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 1 

	 TITLE: COMBO 10 AND PHYSICIAN REIMBURSEMENT 2 

	3 

INTRODUCED	BY:  Damodara Rajasekhar, MD, FAAP 4 

		5 

	 AUTHOR: Damodara Rajasekhar, MD, FAAP 6 

 7 

	 ENDORSED	BY:	   8 
 9 

	10 

WHEREAS, in California majority of Medi-Cal patients are assigned to managed care industry.  11 

Patients are assigned to different physicians through their IPA contracts; and 12 

WHEREAS, payments to primary care physicians come in two forms.  One in the form of capitation, 13 

and the other in the form of pay for performance; and 14 

WHEREAS,	the Healthcare Effectiveness Data and Information Set (HEDIS) is a widely used set of 15 

performance measures in the managed care industry, developed and maintained by the National 16 

Committee for Quality Assurance (NCQA); and	17 

	18 

WHEREAS,	pay for performance criteria is based on HEDIS measures.  Some of these HEDIS 19 

measures are difficult to meet and will adversely affect the physician reimbursement; and 20 

	21 

WHEREAS,	one of the HEDIS measures is Combination 10.  This includes administering different 22 

childhood vaccines before the age of 2 years; and	23 

	24 

WHEREAS,	administering 2 doses of Influenza vaccine before the age of 2 years is part of 25 

Combination 10.  This is a difficult measure to meet because Influenza vaccine is a seasonal vaccine 26 

that is available only during part of the year, and for no good reason, many parents refuse 27 

influenza vaccine to their children; and 28 

 29 

WHEREAS,	under Combination 10 measure, even after administering and getting high scores on 30 

nine different vaccines, and not meeting the requirement for Influenza vaccine administration as 31 

the 10th item, physician reimbursement through pay for performance gets reduced by thousands 32 

of dollars each quarter.  This is like an all or none phenomenon; therefore be it 	33 

	34 

 35 

	36 

RESOLVED:		  That our California Medical Association communicate with the NCQA (National 37 

Committee for Quality Assurance) regarding how “Combination 10” HEDIS (Health 38 

Effectiveness Data and Information Set) measure will adversely affect physician 39 

practices, and advocate for removal of Influenza vaccine administration form 40 

pediatric “Combination 10” requirement, and change it to “Combination 9”.  Also 41 
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recommend that a separate performance measure can be created for the 1 

Influenza vaccine administration. 2 

 3 

CURRENT CMA POLICY  4 

 5 

The resolution addresses a specific quality measure – the influenza vaccine as part of the HEDIS 6 

combination 10 measure.  7 

 8 

CMA has policy on vaccines for children and compensation for vaccines: 9 

 10 

Vaccines for All Children 11 

HOD 213-00 12 

 13 

Resolved #1: 14 

 15 

That CMA pursue all appropriate avenues to ensure that physicians are adequately reimbursed for 16 

the cost of purchasing and administering all ACIP/AAP-recommended vaccines for all children. 17 

 18 

Compensation for Vaccines 19 

HOD 412a-05 20 

 21 

Resolved #1: 22 

 23 

That physicians be fully reimbursed for the actual cost of purchase, storage, handling and 24 

administration of all vaccines pursuant to vaccination schedules recommended by any of the 25 

following: the U.S. Preventative Task Force, the American Academy of Pediatrics and the Advisory 26 

Committee on Immunization Practices; and be it further 27 

 28 

Resolved #2: 29 

 30 

That if there is a delay in adjustment, payment should be retroactive to the date of any price 31 

increase. 32 

 33 

CMA also has pay-for-performance principles and guidelines (BoT 7-29-05:4) as well as general 34 

policy regarding quality incentive programs: 35 

 36 

Quality Incentive Programs 37 

 38 

BOT 2-22-02:4 39 

 40 

Resolved #1: 41 

 42 

That CMA support the use of the best of a wide variety of validated metrics for quality incentive 43 

programs rather than relying solely on HEDIS-type measures. 44 

 45 
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Resolved #2: 1 

 2 

That CMA affirm that quality incentive programs will be effective only to the degree that 3 

physicians are adequately reimbursed and additional funds are reserved for incentive payments 4 

for superior quality care. 5 

 6 

Prohibition of Payment Arrangements 7 

 8 

BOT 1-21-00:21 9 

 10 

Resolved #1: 11 

 12 

That the CMA publish a compendium of different physician payment mechanisms and related 13 

payment incentive plans being employed by payers to provide cost-effective care and improve the 14 

health status of patients. 15 

 16 

Resolved #2: 17 

 18 

That the CMA explore, publicize, and work to improve the different quality measures and health 19 

status indicators (such as preventive care standards, disease management programs, episodes of 20 

care systems, HEDIS and others) which may assist physicians in improving the health status of 21 

their patients. 22 

 23 

FISCAL NOTE  24 

 25 

No cost to adopt as policy.  If legislation is required, the potential cost is speculative and 26 

dependent on many factors over which CMA has no control, such as the extent of external 27 

opposition or support for the proposal, communications and commitment of resources by 28 

opponents and proponents.  The cost of CMA sponsoring or opposing a bill could be $110,000 or 29 

more; in individual legislative actions, costs can be much higher. Endorsement or support of bills 30 

sponsored by others requires less effort and less cost. 31 

 32 

 33 

 34 

 35 

 36 

 37 

 38 

 39 

 40 

 41 

 42 

 43 

This resolution was incorrectly numbered 210-19, it has been revised to be 204-19 44 
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 1 

 TITLE: ABOLITION OF THE DEATH PENALTY IN CALIFORNIA 2 

 3 

INTRODUCED BY: R. Lawrence Sullivan, Jr., MD 4 

  5 

 AUTHOR: R. Lawrence Sullivan, Jr., MD 6 

 7 

 ENDORSED BY:   8 
 9 

 10 

WHEREAS, there are 725 men and 22 women on Death Row in California, awaiting execution; and 11 

WHEREAS, since 1973, more than 100 prisoners nationwide have been released from Death Row 12 

because of wrongful convictions; and 13 

WHEREAS, 20 states in the United States have permanently abolished the death penalty, as well 14 

as Canada, Mexico, and European Union, a total of 139 countries worldwide; and 15 

 16 

WHEREAS, the majority of religious denominations in the United States oppose the use of capital 17 

punishment; and 18 

 19 

WHEREAS, the American Medical Association, as defined in its Code of Medical Ethics, and other 20 

professional organizations have been opposed to physician involvement in capital punishment on 21 

the principle that physicians are members of a profession dedicated to preserving life; and 22 

 23 

WHEREAS, the American Nurses Association has publicly opposed both capital punishment as 24 

well as the participation of its members in executions; and 25 

 26 

WHEREAS, it is beneath the dignity of our civilized society to expect public employees such as 27 

correctional officers to kill another human being thus perpetuating the cycle of violence; and 28 

 29 

WHEREAS, it has been reported that many correctional officers and others charged with 30 

executing condemned prisoners have experienced significant health problems of a physical 31 

and/or emotional nature including post-traumatic stress disorder and suicide; and 32 

 33 

WHEREAS, following the passage of Proposition 66 in 2016 which was intended to eliminate many 34 

legal procedural safeguards for condemned prisoners and with the subsequent affirmation of 35 

Proposition 66 by the California Supreme Court, it is anticipated that executions will become more 36 

frequent in California, thus exposing many state correctional officers to psychological harm; and 37 

 38 

WHEREAS, the California Medical Association has demonstrated its concern for public health 39 

issues in the past and has been commended for taking courageous stances on controversial 40 

public issues; therefore be it 41 
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 1 

 2 

RESOLVED:   That the California Medical Association publicly expresses its opposition to the 3 

death penalty in California. 4 

 5 

CURRENT CMA POLICY  6 

 7 

CMA has advocated against physician involvement in executions, including opposing proposed 8 

regulations by CDCR on lethal injections in 2016. CMA policy supports communicate CMA’s 9 

position of physician participation in executions (BOT 1-15-93:7). AMA Code of Medical Ethics 10 

Opinion 9.7.3 prohibits physician participation In executions in any capacity. 11 

 12 

FISCAL IMPACT  13 

No cost to adopt as policy. If legislation is required, the potential cost is speculative and dependent 14 

on many factors over which CMA has no control, such as the extent of external opposition or 15 

support for the proposal, communications and commitment of resources by opponents and 16 

proponents.  The cost of CMA sponsoring or opposing a bill could be $110,000 or more; in individual 17 

legislative actions, costs can be much higher.  Endorsement or support of bills sponsored by others 18 

requires less effort and less cost. 19 

 20 

 21 

 22 

 23 

 24 

 25 

 26 

 27 

 28 

 29 

 30 

 31 

 32 

 33 

 34 

 35 

 36 

 37 

 38 

 39 

 40 

 41 

 42 

This resolution was incorrectly numbered 507-19, it has been revised to be 501-19 43 

 44 
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 1 

	 TITLE: Separate Therapeutic And Forensic Psychiatric Services For Detained Minor 2 

Immigrants 3 

	4 

INTRODUCED BY: Medical Student Section 5 

		6 

	 AUTHOR: Medical Student Section 7 

 8 

	 ENDORSED BY:   9 
 10 

	11 

WHEREAS,  13,000 minors are held in immigration detention centers in the United States as of 12 

November 2018; and 13 

WHEREAS,  the children in each detention center require medical and psychiatric treatment, 14 

and the Office of Inspector General has found that the Tornillo Detention Center does not employ 15 

a sufficient number of staff clinicians to provide adequate mental health care to Unaccompanied 16 

Alien Children (UAC); and 17 

WHEREAS,  the top complaint received from individuals in immigration detention centers is 18 

medical neglect/abuse, and the OIG found that as of 27 Nov. 2018, the Tornillo Detention Center 19 

was not conducting required Child Abuse/Neglect Background Checks for employees; and 20 

WHEREAS,  vulnerable populations such as children are at particular risk of suffering lifelong 21 

psychological harm from even short-term detention,  including posttraumatic stress, depression, 22 

anxiety disorders, aggression, and suicidal ideation; and 23 

WHEREAS,  existing CMA policy urges special consideration of the physical, mental, and 24 

psychological health in determination of the legal status of unaccompanied minor children 25 

without proper documentation (HOD 118-14); and 26 

WHEREAS,  an assessment of referrals from a remote Australian immigration detention center 27 

found that 70% of children had symptoms of an anxiety disorder, 80% made significant attempts 28 

at self-harm, and all (100%) children fulfilled criteria for both PTSD and major depression with 29 

suicidal ideation, suggesting that we should engage in harm reduction and offer psychiatric 30 

support to these populations undergoing situations of continuous traumatic stress; and 31 

WHEREAS,  many psychiatrists providing counseling to detained children are also required to 32 

perform a forensic evaluation regarding the mental fitness and well-being of the child, a poor 33 

report of which may result in further levels of detention; and 34 

WHEREAS,  mental health care programs in immigration detention centers often have 35 

substandard clinical transparency and communication, with international precedent of making it 36 
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a criminal offence for detention center employees to disclose entrusted information that may 1 

include details of the clinical environment or care practices within detention; and 2 

WHEREAS,  the work performance of a psychiatrist employed by the federal government to 3 

perform a forensic evaluation of a detained child may be affected by dual loyalty and undermine 4 

the capacity of the clinician to provide appropriate and therapeutic mental health care, 5 

constituting a conflict of interest; and 6 

WHEREAS,  medical and psychological records (used in court by health care providers employed 7 

by the federal government to provide therapeutic treatment for UACs), where such HIPAA 8 

violations have been used to determine actions taken related to the level of detention and 9 

documentation status of detained minor immigrants; therefore be it 10 

 11 

	12 

RESOLVED: 	  That our CMA advocate that detaining centers in charge of detained minor 13 

immigrants employ separate child psychiatrists for (1) therapeutic services 14 

administered to detained minor immigrants and (2) psychiatric forensic 15 

evaluations of detained minor immigrants; and be it further 16 

 17 

RESOLVED:	 	 That our CMA further support all protections of HIPAA for detained minor 18 

immigrants, regardless of their documentation status. 19 

 20 

 21 

 22 

CURRENT CMA POLICY  23 

CMA policy opposes separation of migrant children from their families and maintaining the 24 
requirements of the Flores Settlement (Emergency Resolution Oct. 2018). CMA policy supports the 25 
improvement of health and human rights conditions and investment in California’s ICE detention 26 
facilities health workforce the CMA advocate that any California city and/or county facility 27 
contracted with ICE to detain immigrants for any period of time be subject to correctional facility 28 
standards such as the Institute for Medical Quality Standards for Corrections and Detention and 29 
consideration of the National Commission on Correctional Healthcare Standards (BOT 602-17). 30 
CMA policy supports special consideration of the physical, mental, and psychological health in 31 
determination of the legal status of unaccompanied minor children without proper 32 
documentation and addressing the unmet needs of unaccompanied undocumented children in 33 
California (HOD 118-14) . 34 

CMA holds that the ethical imperatives of nondiscrimination of care based upon national origin or 35 
citizenship applies to physician and health care workers in any clinical setting, including those in 36 
ancillary service capacities (HOD 209-96).  Everyone, regardless of immigration status, should have 37 
access to affordable, quality health care (HOD 208-13). Undocumented immigrants should not be 38 
denied access to emergency care, and physicians should be compensated for providing such care 39 
(HOD 211-94). The federal government should address the issue of care for undocumented 40 
immigrants and provide funds to fully compensate California for providing health care services, 41 
including prenatal care, to undocumented immigrants (BOT 9-24-94:5a; 218-09; BOT 11-10-95; HOD 42 
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903-93). CMA has historically supported efforts to improve the health care services provided to 1 
refugees and other undocumented individuals (HOD 212-94; HOD 118-14). 2 

 3 

FISCAL IMPACT 	  4 

No cost to adopt as policy. If legislation is required, the potential cost is speculative and dependent 5 
on many factors over which CMA has no control, such as the extent of external opposition or 6 
support for the proposal, communications and commitment of resources by opponents and 7 
proponents.  The cost of CMA sponsoring or opposing a bill could be $110,000 or more; in individual 8 
legislative actions, costs can be much higher.  Endorsement or support of bills sponsored by others 9 
requires less effort and less cost. 10 

 11 

 12 

 13 

 14 

 15 

 16 

 17 

 18 

 19 

 20 

 21 

 22 

 23 

 24 

 25 

 26 

 27 

 28 

 29 

 30 

 31 

This resolution was incorrectly numbered 508-19, it has been revised to be 502-19 32 

 33 
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 1 

 TITLE: Mental Health Disclosures On Physician Licensing Applications 2 

 3 

INTRODUCED BY: Elizabeth (Beth) Griffiths, MD, MPH 4 

  5 

 AUTHOR: Beth Griffiths, MD, MPH; Laura Halpin, MD, PhD; Sarah Mae Smith; Larissa 6 

Thomas, MD, MPH 7 

 8 

 ENDORSED BY:   9 
 10 

 11 

WHEREAS,  medical students and physicians are more likely than their peers to suffer from 12 

burnout, depression, and suicide; and 13 

WHEREAS, physician burnout rates continue to rise; and 14 

WHEREAS, a recent study of physicians experiencing suicidal ideation found that 60% were 15 

reluctant to seek treatment because of concerns it might affect their medical license; and 16 

WHEREAS, studies show that in states whose licensure applications ask broader questions about 17 

history of mental illness physicians are less likely to seek treatment; and 18 

WHEREAS, broad questions regarding mental illness for physician licensure raise legal concerns 19 

about violations of the Americans with Disabilities Act, perpetuate the stigma surrounding mental 20 

health conditions, and have not been shown to identify current impairment; and 21 

WHEREAS, the American Psychiatric Association, the American Medical Association (AMA), and 22 

the Federation of State Medical Boards all support asking about current impairment rather than a 23 

history of diagnosis or treatment for a mental health condition; and 24 

WHEREAS,  the AMA has recently encouraged state medical societies such as CMA “to join with 25 

the AMA in efforts to change statues and regulations to provide needed confidentiality for 26 

information collected by licensing boards;” therefore be it 27 

 28 

 29 

 30 

RESOLVED:   That the CMA encourage specialty boards, hospitals, and other organizations 31 

involved in credentialing, as well as the Medical Board of California (MBC), to take 32 

all necessary steps to assure the confidentiality of information contained on 33 

application forms for credentials; and be it further 34 

 35 

RESOLVED:   That the CMA advocate for specialty boards, hospitals, the MBC, and other 36 

organizations involved in licensure and credentialing to include in application 37 
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forms only requests for information that can reasonably be related to medical 1 

practice, and require disclosure of physical or mental health conditions only when 2 

a physician is suffering from any condition that currently impairs his/her 3 

judgment or that would otherwise adversely affect his/her ability to practice 4 

medicine in a competent, ethical, and professional manner; and be it further 5 

 6 

 7 

RESOLVED:  That the CMA will encourage the mbc to use the language recommended by the 8 

federation of state medical board that reads, “are you currently suffering from any 9 

condition for which you are not being appropriately treated that impairs your 10 

judgment or that would otherwise adversely affect your ability to practice 11 

medicine in a competent, ethical and professional manner? (yes/no).” 12 

 13 

 14 

CURRENT CMA POLICY  15 

CMA supports that good physician health is a responsibility of the profession in order to assure 16 

good care of patients and good health of physicians, their families, and society (HOD 710-04) CMA 17 

supports encouraging all physicians and physicians-in-training to properly manage their physical 18 

and mental health, have their own personal physician, and serve as exemplars of healthy behaviors 19 

(HOD 610a-12) 20 

 21 

CMA recognizes the importance of preventing and treating psychiatric and substance abuse 22 

impairment in medical students, interns, residents, and fellows. CMA supports and will work 23 

toward the development and maintenance of impairment prevention and confidential treatment 24 

programs for medical students and house staff in all medical schools and medical training 25 

facilities in California. (HOD 602-84) 26 

 27 

FISCAL NOTE  28 

No cost to adopt as policy. 29 
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 1 

 TITLE: MARTIN LUTHER KING, JR. COMMUNITY HOSPITAL & 1206 (L) MEDICAL 2 

FOUNDATIONS 3 

 4 

INTRODUCED BY: Los Angeles County Medical Association 5 

 6 

 AUTHOR: Los Angeles County Medical Association 7 

 8 

 ENDORSED BY: Los Angeles County Medical Association 9 
 10 

 11 

WHEREAS, The Martin Luther King, Jr. Community Hospital opened in 2015 and serves residents of 12 

South Los Angeles community including Compton, Inglewood, Watts, Willowbrook, and Lynwood; 13 

and 14 

 15 

WHEREAS, the hospital is located in a Health Professional Shortage Area (HPSA) and in a 16 

medically underserved area; and 17 

 18 

WHEREAS, the payer mix of its patients is: Medi-Cal (68%), Medicare (19%), uninsured (10%), and 19 

commercial/other (3%); and 20 

 21 

WHEREAS, the community has a deficit of 1,200 physicians, including 500 primary care physicians 22 

and 700 specialists, resulting in thirty-two percent (32%) of and adults within the community 23 

report difficulty in accessing medical care; and 24 

 25 

WHEREAS, the hospital facilitated the formation of the Martin Luther King, Jr. Community Medical 26 

Group, designed to serve as a vehicle to recruit primary care and specialist physicians to practice in 27 

the community; and 28 

 29 

WHEREAS, the Medical Group has struggled to recruit physicians to the community due to all of 30 

the factors stated above; and 31 

WHEREAS, there are surrounding medical facilities, physicians, and groups that are well 32 

established within the community and provide much needed services to the community, and 33 

WHEREAS, current law already allows for the exemption from licensure of a medical foundation in 34 

section 1206 (L) of the California Health & Safety Code, only if that foundation meets the 35 

requirements of the statute; and 36 

WHEREAS, 1206(L) medical foundations have increased access to care in underserved 37 

communities and created the opportunity for health systems to form strategic partnerships with 38 

local physicians, address declining reimbursement rates, and make infrastructure investments to 39 

improve quality of care for patients; and 40 
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WHEREAS, the provisions for an exemption from licensure in 1206(L) have not been updated since 1 

the statute was enacted by the California Legislature in 1980; be it therefore 2 

 3 

RESOLVED:   That the California Medical Association support expanding upon the provisions of 4 

1206 (L) to ensure that local physicians are not displaced by the creation of a 5 

foundation within their community, that the service area of the foundation is 6 

limited in scope and non-transferable to other areas, that a medical group 7 

negotiate contracts with a health system as one unit and not on an individualized 8 

basis, and that the hospital invest in and maintain a medical workforce 9 

development program; and be it further  10 

 11 

RESOLVED:  That the California Medical Association support allowing Martin Luther King, Jr. 12 

Community Hospital to create a medical foundation. 13 

 14 

 15 

CURRENT CMA POLICY: 16 

 17 

Opposing the corporate practice of medicine by lay entities or individuals (HOD 514-15, 207a-11, 18 

515a-09, 603-02, 805-99, 512a-97, 315-86) 19 

Supporting the creation, viability, and operation of Martin Luther King, Jr. Community Hospital 20 

(621-09, 614A-04, 7-19-02:16) 21 

 Supporting CMA to continue exploring strategies to recruit physicians in underserved health and 22 

workforce areas (515A-09, 1-26-07:5) 23 

FISCAL IMPACT: 24 

No cost to adopt as policy. 25 

The potential cost of legislative activity is speculative and dependent on many factors over which 26 
CMA has no control, such as the extent of external opposition or support for the proposal, 27 
communications, and commitment of resources by opponents and proponents.  The cost of CMA 28 
sponsoring or opposing a bill could be $110,000 or more; in individual legislative actions, costs can 29 
be much higher.  Endorsement or support of bills sponsored by others requires less effort and less 30 
cost. 31 

 32 
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