
MASSACHUSETTS MEDICAL SOCIETY HOUSE OF DELEGATES (A-22) 

FINAL HOUSE VOTES 
REFERENCE COMMITTEE A: Public Health 

Item # Title Code Action Page 

1 Equitable and Data-Driven 
Pandemic Policy 

Resolution A-22 A-101 Adopted as Amended 1 

2 Eliminating Nonmedical Vaccine 
Exemptions to Improve Public 
Health   

CWH/WPS Report A-22 A-1 Adopted as Amended 2 

3 Physician Responsibility to Care 
for Dying Patients 

EGPS Report A-22 A-2 
[A-21 A-102] 

Adopted 3 

4 Health Care Needs of Sex-, 
Sexual-, and Gender-Diverse 
Communities 

LGBTQM Report A-22 A-3 Adopted as Amended 4 

5 Calling for Advocacy Around the 
Health Harms of Pesticides  

Resolution A-22 A-102 Adopt as Amended 6 

6 Acknowledging Harm of 
Mandated Reporting in 
Substance Exposed Newborns 
and Advocating for Change 

CWH/CMPW Report 
A-22 A-4

Adopted 7 

7 Cannabis Report: Potency, 
Warnings, and Advertising 

CMHSU Report A-22 A-5 Adopted as Amended 8 

8 Advocating for Permanent 
Standard Time 

Resolution A-22 A-103 Adopted 9 

9 Universally Free School Meals Resolution A-22 A-104 Adopted 10 

10 Streamlining Access to Needs-
Based Benefits 

Resolution A-22 A-105 Adopted 11 

11 Condemning the Universal 
Shackling of Every Incarcerated 
Patient in Hospitals  

Resolution A-22 A-106 Referred to BOT for 
Report Back at A-23 

12 

12 Continuing Medical Education 
Policy 

CME Report A-22 A-6 Adopted 13 

13 Mental Health Services 
Principles Policy  

CMHSU/CQMP Report 
A-22 A-7

Adopted as Amended 14 



ADOPTED AS AMENDED 1 
 2 
Item #: 1 3 
Code: Resolution A-22 A-101 4 
Title: Equitable and Data-Driven Pandemic Policy 5 
Sponsors: Lara Jirmanus, MD, MPH 6 

Regina Laroque, MD, MPH 7 
8 

Referred to: Reference Committee A 9 
Maximilian Pany, Chair 10 

11 
1. That the MMS affirms its support for a data-driven pandemic policy approach12 

which centers on equity. (HP) 13 
14 

2.  That the MMS affirms its support and will advocate to local, state and federal15 
 public health authorities for the following: 16 

● indoor mask mandates and school mask mandates, when supported by17 
public health data;18 

● increased state and federal funding for improved ventilation in schools and19 
other public spaces;20 

● distribution of high-quality masks in Massachusetts communities most-21 
impacted by COVID and other respiratory illnesses to prevent community22 
spread;23 

● more equitable access to testing and antiviral treatments. (HP)/(D)24 
25 

Fiscal Note: No Significant Impact 26 
(Estimated Expenses) 27 

28 
Estimated Staff Effort 29 
to Complete Directive(s): Item 2: Ongoing Expense of $1,50030 
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ADOPTED AS AMENDED 1 
 2 
Item #: 2 3 
Code: CWH/WPS Report A-22 A-1 4 
Title: Eliminating Nonmedical Vaccine Exemptions to Improve 5 

Public Health   6 
Sponsors: Committee on Women’s Health 7 

Pei-Li Huang, MD, Chair 8 
  Women Physicians Section 9 
  Mary Beth Miotto, MD, MPH, Chair 10 

Referred to: Reference Committee A 11 
Maximilian Pany, Chair 12 

13 
1. That the MMS adopts as amended the vaccinations policy adopted at A-19 to14 

read as follows: “The MMS opposes, to the degree legally permissible, 15 
nonmedical vaccine exemptions for all settings in which vaccines are required 16 
in Massachusetts.” (HP) 17 

18 
2. That the MMS adopt as amended the vaccinations policy adopted at A-19 to read19 

as follows: “The MMS will advocate for legislation and regulation that ends, to 20 
the degree legally permissible, nonmedical vaccine exemptions for all settings 21 
in which vaccines are required in Massachusetts.” (D) 22 

23 
Fiscal Note: No Significant Impact 24 
(Estimated Expenses) 25 

26 
Estimated Staff Effort 27 
to Complete Directive(s): No Significant Impact28 
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ADOPTED 1 
2 

Item #: 3 3 
Code: EGPS Report A-22 A-2 [A-21 A-102] 4 
Title: Physician Responsibility to Care for Dying Patients 5 
Sponsor: Committee on Ethics, Grievances, and Professional Standards 6 

Rebecca Weintraub Brendel, MD, JD, Chair 7 
8 

Report History: OFFICER Report I-21 A-4 [A-21 A-102] 9 
Resolution A-21 A-102 10 

11 
Referred to: Reference Committee A 12 

Maximilian Pany, Chair 13 
14 

That the Massachusetts Medical Society adopt OFFICER Report I-21 A-4 [A-21 A-102], 15 
reaffirmation of the following policy: 16 

17 
End-of-Life Care 18 
The MMS defines medical aid in dying as the act of providing care — palliative, 19 
hospice, compassionate — to patients at the end of life. The act of a physician writing 20 
a prescription for a lethal dose of medication to be used by an adult with a terminal 21 
illness at such time as the patient sees fit will, if legalized, be recognized as an 22 
additional option in the care of the terminally ill. (HP) 23 

24 
The MMS adopts the position of neutral engagement, serving as a medical and 25 
scientific resource to inform legislative efforts that will support patient and physician 26 
shared decision making regarding medical aid in dying, provided that physicians 27 
shall not be required to provide medical aid in dying that involves prescribing lethal 28 
doses of medication if it violates personally held ethical principles. (HP) 29 

30 
The MMS asserts that medical aid in dying that involves prescribing lethal doses of 31 
medication should be practiced only by a duly licensed physician in conformance 32 
with standards of good medical practice and statutory authority. (HP)  33 

34 
The MMS will support its members regarding clinical, ethical, and legal 35 
considerations of medical aid in dying, through education, advocacy, and/or the 36 
provision of other resources, whether or not members choose to practice it. (HP) 37 

38 
The MMS supports effective palliative care, especially at the end of life. (HP) 39 

40 
MMS House of Delegates, 12/2/17 41 

(Item 5 of Original: Auto-Sunset, Time-Limited Directive Completed, MMS House of 42 
Delegates, 4/28/18) 43 

44 
Fiscal Note: No Significant Impact 45 
(Estimated Expenses) 46 

47 
Estimated Staff Effort 48 
to Complete Directive(s): No Significant Impact 49 
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ADOPTED AS AMENDED 1 
 2 
Item #: 4 3 
Code: LGBTQM Report A-22 A-3 4 
Title: Health Care Needs of Sex-, Sexual-, and Gender-Diverse 5 

Communities 6 
Sponsor: Committee on LGBTQ Matters 7 

Aditya Chandrasekhar, MD, MPH, FACP, Chair 8 
9 

Referred to: Reference Committee A 10 
Maximilian Pany, Chair  11 

12 
That the Massachusetts Medical Society updates their current MMS policy to read 13 
as follows: 14 

15 
Health Care Needs of Sex-, Sexual-, and Gender-Diverse (SSGD) Community 16 

17 
The Massachusetts Medical Society (MMS): 18 
(a) believes that providing inclusive, welcoming, and accepting care to patients of19 
all genders, sexual orientations, identities, and anatomies is necessary to 20 
providing optimal patient care in health, as well as in illness; with the help of the 21 
SSGD community and through a cooperative effort between the physician and 22 
patient, effective progress can be made in treating the medical needs of the 23 
community 24 

25 
(b) believes that the appropriate collection of data on gender, sex, and sexual26 
orientation facilitates the provision of appropriate medical care, thereby 27 
emphasizing the value of taking an adequate gender, anatomy, and sexual history 28 

29 
(c) is committed to taking a leadership role in:30 

(i) educating physicians on the current state of research and evidence-31 
based guidelines in SSGD health, starting with undergraduate medical32 
education, and also on being a part of continuing medical education33 
(ii) educating physicians to recognize the physical and psychological34 
needs of their SSGD patients, on the social determinants of health specific35 
to SSGD patients, dismantling the disparities in health faced by these36 
patients including the intersectional effects of race and other37 
underprivileged identities38 
(iii) encouraging the development of patient-centered education for39 
members of the SSGD community around health optimization that is40 
specific to their needs41 
(iv) encouraging physicians to listen to their SSGD patients' needs as they42 
improve their care models for their population; recognizing that their43 
voices should be at the forefront of any work that is done to improve their44 
health45 
(d) opposes the use of “reparative” or “conversion” therapies (including46 

psychological, medical, or surgical therapies) based upon the assumption47 
that diversities in the SSGD community are pathologies (e.g., mental and/or48 
physical disorders) or based upon the a priori assumption that patients49 
need to conform to social norms50 
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(e) supports, in patients with sex trait variations (also termed intersex traits or 1 
differences of sex development), delaying medical interventions that would alter a 2 
patient’s sexual or reproductive anatomy or potential, when possible, to allow for 3 
the patient to participate in the decision-making regarding any contemplated 4 
nonemergent intervention 5 

6 
(f) recognizes the research on transgender health that supports the evidence-7 
based practices of social, medical, and surgical transition 8 

9 
(g) supports parents in accessing patient-centered gender affirming care for10 
transgender children and opposes any legislation that prevents parents from 11 
affirming their children in making these decisions 12 

13 
(h) supports SSGD youth in having equitable access to activities that are14 
beneficial to health and wellness, such as sports and other cultural activities, and 15 
their ability to participate in such activities in a manner that aligns with their 16 
identity 17 
(HP) 18 

19 
Fiscal Note: No Significant Impact 20 
(Estimated Expenses) 21 

22 
Estimated Staff Effort 23 
to Complete Directive(s): No Significant Impact24 
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ADOPTED AS AMENDED 1 
 2 
Item #: 5 3 
Code: Resolution A-22 A-102 4 
Title: Calling for Advocacy Around the Health Harms of 5 

Pesticides  6 
Sponsors: Julia Koehler, MD 7 

Regina LaRocque, MD 8 
Brita Lundberg, MD 9 
Caren Solomon, MD 10 

11 
Referred to: Reference Committee A 12 

Maximilian Pany, Chair 13 
14 

1. That the MMS recognizes that there are associations between early life15 
exposure to pesticides and health sequelae in children. (HP) 16 

17 
2. That the MMS educate the public about the potential health effects of18 

pesticides. (D) 19 
20 

3. That the MMS advocate for utilization of non-toxic alternatives to pesticides21 
where possible. (D) 22 

23 
4. That the MMS advocate to decrease children’s exposure to pesticides24 

particularly near schools and childcare centers. (D) 25 
26 

Fiscal Note: No Significant Impact 27 
(Estimated Expenses) 28 

29 
Estimated Staff Effort 30 
to Complete Directive(s): Item 2: One-time Expense of $2,00031 
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ADOPTED 1 
2 

Item #: 6 3 
Code: CWH/CMPW Report A-22 A-4 4 
Title: Acknowledging Harm of Mandated Reporting in 5 

Substance-Exposed Newborns and Advocating for Change 6 
Sponsors: Committee on Women’s Health 7 

Pei-Li Huang, MD, Chair 8 
Committee on Maternal and Perinatal Welfare 9 
Sara Shields, MD, Chair 10 

11 
Referred to: Reference Committee A 12 

Maximilian Pany, Chair  13 
14 

1.  That the MMS acknowledge the discriminatory harm that strict mandated15 
reporting for all substance exposed newborns causes for the parent-infant 16 
dyad. (HP) 17 

18 
2.  That the MMS advocate for harm-reduction efforts aimed toward promoting19 

equity in our mandated reporting framework for all substance-exposed 20 
newborns. (D) 21 

22 
Fiscal Note: No Significant Impact 23 
(Estimated Expenses) 24 

25 
Estimated Staff Effort 26 
to Complete Directive(s): Ongoing Expense of $3,00027 
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ADOPTED AS AMENDED 1 
 2 
Item #: 7 3 
Code: CMHSU Report A-22 A-5 4 
Title: Cannabis Report: Potency, Warnings, and Advertising 5 
Sponsor: Committee on Mental Health and Substance Use 6 

Michelle Dalal, MD, Chair 7 
8 

Referred to: Reference Committee A 9 
Maximilian Pany, Chair 10 

11 
1.  That the MMS opposes the public advertising, marketing, and promotion of12 

cannabis in the state of Massachusetts using billboards, print and social 13 
media advertising, sponsorship, branding, and placement/density of retail 14 
locations, and other forms of public advertising. (HP) 15 

16 
2. That the MMS advocate for the use of current state and federal guidelines and17 

regulations for tobacco as the standard for marketing, advertising, and 18 
product limitations for cannabis legislation. (D) 19 

20 
3.  That the MMS urge the Massachusetts Cannabis Control Commission and/or21 

the Massachusetts legislature to require all cannabis products sold in the state 22 
limit the concentration of THC in any preparation to no more than 10% and 23 
limit each dose delivered to a typical user to no more than 5 mg. (D) 24 

25 
4.  That the MMS urge the Massachusetts Cannabis Control Commission and/or26 

the Massachusetts legislature to prohibit the sale of products such as flavored 27 
and/or sweetened THC products appealing to individuals younger than 25 28 
years of age. This includes restrictions on packaging and branding attractive 29 
to these individuals. (D) 30 

31 
5.  That the MMS urge the Massachusetts Cannabis Control Commission and/or32 

the Massachusetts legislature to require prominent labeling of all packaging 33 
and advertising of cannabis products, with current, evidence-based warnings, 34 
with attention to vulnerable populations and those with low health literacy.  35 

(D)36 
37 

6.  That the MMS urges stakeholders to dedicate adequate resources, including38 
but not limited to those generated by cannabis excise taxes and addiction-39 
related settlement funds, to statewide prevention and education efforts that 40 
include the following:  41 
1) Public warnings for adults and youth about risks of cannabis, especially use42 
of cannabis with greater than 10% THC content, including Emergency43 
Department crowding and overburdening, cannabis addiction, psychosis,44 
suicide attempt or self-injurious behavior, mental illness, cannabinoid45 
hyperemesis syndrome, child poisonings, and impaired driving46 
2) Cannabis use prevention and education at schools, especially in47 
underserved communities48 
3) Treatment of cannabis use disorder49 

(D)50 
Fiscal Note: No Significant Impact 51 
(Estimated Expenses) 52 
Estimated Staff Effort  to 53 
Complete Directive(s): Item 6: Ongoing Expense of $3,000 54 
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ADOPTED 1 
2 

Item #: 8 3 
Code: Resolution A-22 A-103 4 
Title: Advocating for Permanent Standard Time 5 
Sponsors: Karin Johnson, MD, FAAN, FAASM 6 

Hampden District Medical Society 7 
Anastasios Angelides, MD, President 8 

9 
Referred to: Reference Committee A 10 

Maximilian Pany, Chair 11 
12 

That the MMS advocate at the state and federal level for legislation and to the AMA 13 
to support permanent Standard Time and against legislation supporting seasonal 14 
clock change or permanent Daylight Saving Time. (D) 15 

16 
Fiscal Note: No Significant Impact 17 
(Estimated Expenses) 18 

19 
Estimated Staff Effort 20 
to Complete Directive(s): Ongoing Expense of $3,000 21 
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ADOPTED 1 
2 

Item #: 9 3 
Code: Resolution A-22 A-104 4 
Title: Universally Free School Meals 5 
Sponsors: Jordan Kondo 6 

Meghana Mishra 7 
Kevin Fettel 8 
Meisui Liu 9 

10 
Referred to: Reference Committee A 11 

Maximilian Pany, Chair 12 
13 

1. That the MMS supports the adoption and funding of universally free school14 
meals. (HP) 15 

16 
2. That the MMS advocate for the adoption and funding of universally free school17 

meals. (D) 18 
19 

Fiscal Note: No Significant Impact 20 
(Estimated Expenses) 21 

22 
Estimated Staff Effort 23 
to Complete Directive(s): Ongoing Expense of $1,500 24 
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ADOPTED 1 
2 

Item #: 10 3 
Code: Resolution A-22 A-105 4 
Title: Streamlining Access to Needs-Based Benefits 5 
Sponsors: Meghana Mishra 6 

Jordan Kondo 7 
8 

Referred to: Reference Committee A 9 
Maximilian Pany, Chair 10 

11 
1. That the MMS supports streamlined enrollment and improved coordination12 

between the various state-administered public health and safety-net programs 13 
in Massachusetts. (HP) 14 

15 
2. That the MMS advocate for streamlined enrollment and improved coordination16 

between the various state-administered public health and safety-net programs 17 
in Massachusetts. (D)  18 

19 
Fiscal Note: No Significant Impact 20 
(Estimated Expenses) 21 

22 
Estimated Staff Effort 23 
to Complete Directive(s): Ongoing Expense of $3,000 24 
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REFERRED TO THE BOT FOR REPORT BACK AT A-23 1 
2 

Item #: 11 3 
Code: Resolution A-22 A-106 4 
Title: Condemning the Universal Shackling of Every Incarcerated 5 

Patient in Hospitals  6 
Sponsors: Judy Wang 7 

Harika Dabbara 8 
Nisha Mathur 9 
Neil Singh Bedi 10 

11 
Referred to: Reference Committee A 12 

Maximilian Pany, Chair 13 
14 

1.   That the MMS condemns the practice of universally shackling every patient15 
who is involved with the justice system while they receive care in hospitals. 16 
(HP) 17 

18 
2.   That the MMS advocate for appropriate process in determining the use of19 

restraints on patients who are incarcerated, accounting for special 20 
circumstances, such that the least restrictive alternative to shackling with 21 
metal cuffs is used while patients are seen in hospitals. (D) 22 

23 
3.   That the MMS advocate nationally for the end of universal shackling, to protect24 

human and patient rights, improve patient health outcomes, and reduce moral 25 
injury among physicians. (D) 26 

27 
Fiscal Note: No Significant Impact 28 
(Estimated Expenses) 29 

30 
Estimated Staff Effort 31 
to Complete Directive(s): Item 3: Ongoing Expense of $1,500 32 
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ADOPTED 1 
2 

Item #: 12 3 
Code: CME Report A-22 A-6 4 
Title: Continuing Medical Education Policy 5 
Sponsor: Committee on Medical Education 6 

Michael Rosenblum, MD, MACP, Chair 7 
8 

Referred to: Reference Committee A 9 
Maximilian Pany, Chair  10 

11 
That the MMS adopt the following in lieu of the Continuing Medical Education 12 
Accreditation policy reaffirmed at A-15: 13 

14 
The MMS will remain committed to ensuring that its accredited continuing 15 
education activities are diverse, accessible, inclusive, and culturally responsive in 16 
all facets of education, including but not limited to their pedagogy, content areas, 17 
adjunct materials, and professional development, for its offerings to all members 18 
of the Massachusetts physician community. (HP) 19 

20 
Fiscal Note: No Significant Impact 21 
(Estimated Expenses) 22 

23 
Estimated Staff Effort 24 
to Complete Directive(s): No Significant Impact 25 
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ADOPTED AS AMENDED 1 
 2 
Item #: 13 3 
Code: CMHSU/CQMP Report A-22 A-7 4 
Title: Mental Health Services Principles Policy 5 
Sponsors: Committee on Mental Health and Substance Use 6 

Michelle Dalal, MD, Chair 7 
Committee on the Quality of Medical Practice 8 
Judith Melin, MA, MD, FACP, Chair 9 

10 
Referred to: Reference Committee A 11 

Maximilian Pany, Chair 12 
13 

That the MMS adopt as amended the Mental Health Services Principles policy 14 
reaffirmed at A-15 to read as follows: 15 

16 
Mental Health Services Principles 17 
The Massachusetts Medical Society (MMS) is opposed to mental health carve-outs 18 
for the provision of behavioral health services because of concerns regarding the 19 
impact of carve-out arrangements on patient access to high quality health care. 20 
These concerns include lack of parity in payment and processes, fragmentation of 21 
the medical and mental health care systems; management techniques which limit 22 
provider networks; adherence to patient confidentiality; and the disruption of 23 
communication, collaboration, and continuity of care for patients with mental 24 
health and substance use disorders. 25 

26 
The MMS advocates that all health plans/insurers offer mental health and 27 
substance use services which adhere to the following principles and that entities 28 
that evaluate such plans for the purposes of accreditation use these principles for 29 
evaluation: 30 

31 
READY ACCESS TO PERSONALIZED MENTAL HEALTH REFERRALS 32 

33 
• Include the provision of appropriate and timely diagnosis, assessment, and34 
treatment of behavioral health disorders. 35 

36 
• Employ locally based management, medical, and other professional personnel37 
familiar with the physicians, other health care professionals, and facilities in the 38 
contracted network. 39 

40 
• Make available and widely disseminate a current and accurate provider network41 
list and access information to enrollees through several mechanisms that include 42 
phone, fax, paper and Web access. 43 

44 
• Allow patients to be linked to local network providers psychiatrists and other45 
mental health professionals accepting new patients with minimum wait time. 46 

47 
MEANINGFUL INTEGRATION WITH THE MEDICAL CARE SYSTEM 48 

49 
• To the maximum extent possible, encourage the natural referral patterns50 
between PCPs and mental health professionals through active outreach to PCPs, 51 
hospitals and medical groups.52 

Reference Committee A 
Page 14 of 17



 

 

• Open networks to qualified mental health professionals. 1 
 2 
• Encourage clinical collaboration between PCPs and mental health professionals 3 
in the planning, authorizing and delivering of intensive psychiatric services, such 4 
as inpatient services, day treatment, and medically necessary psychotherapy.  5 
 6 
• Adopt Collaborative Care Model (CoCM) CPT billing codes and Behavioral Health 7 
Integration (BHI) CPT codes to facilitate adoption of the CoCM and other BHI 8 
services.  9 
 10 
COMPLIANCE WITH THE PRINCIPLES OF PARITY AND RELEVANT STATE AND 11 
FEDERAL PARITY STATUTES 12 
 13 
• Review and authorization processes should be no different than those for 14 
physical illness. 15 
 16 
• Insurance company practices and policies should be transparent to providers  17 
physicians, other health care professionals, and patients and be administered 18 
equally for medical and mental health services, including parity between medical, 19 
mental health, and substance use services. If medical services are administered 20 
locally, so should mental health services. 21 
 22 
• Ensure payment parity for mental health professionals in line with physical 23 
health professionals as outlined by federal and state law. 24 
 25 
STRICT CONFIDENTIALITY AND SENSITIVITY TO STIGMATIZATION 26 
 27 
• Prevent stigmatization for patients who seek mental health and substance use 28 
services.  29 
 30 
• Adhere to state and federal privacy statutes regarding confidentiality including 31 
HIPAA and relevant state privacy statutes.  32 
 33 
• Promote active efforts to ensure patient dignity and elimination of potential 34 
barriers to service, such as voice mail mazes, unnecessary intake questions and 35 
difficulty accessing psychiatrists and other mental health professionals. 36 
 37 
• Use appropriately trained and supervised case managers and screeners, with 38 
relevant and age-group-specific mental health and substance use training, with 39 
specific attention to language and cultural needs of patients to authorize access 40 
to behavioral health services.  41 
 42 
• To protect the privacy and confidentiality of a patient’s records, only the patient 43 
information necessary to confirm the need for mental health and substance use 44 
services should be elicited by insurance carriers.  45 
 46 
STREAMLINED AUTHORIZATION & CONTINUING REVIEW PROCEDURES 47 
 48 
• Use evidence-based criteria for authorization of continuing care in managed care 49 
plans. 50 
 51 
• Primary care and mental health and substance use treatment physicians and 52 
other health care professionals should determine the quantity and length of their 53 
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own visits, not carriers applying arbitrary limits on treatment. Physicians and 1 
other health care professionals should determine the length and type of visit 2 
according to their clinical assessment, which includes automatic authorization of 3 
initial phases of assessment and treatment of behavioral health disorders. 4 
 5 
• Eliminate unnecessary review of routine care which is in compliance with federal 6 
and state parity statutes. Whenever a cap on the number of mental health visits is 7 
imposed, require insurance companies to provide recertification for additional 8 
visits upon request by the treating psychiatrist or other health care professional 9 
without additional personal information from the patient.  10 
 11 
• Allow immediate internal appeal by a physician for denials of service and make 12 
readily available third-party review of denials for seriously ill psychiatric patients. 13 
 14 
• Eliminate burdensome and redundant paperwork. 15 
 16 
AVAILABILITY OF INTENSIVE SERVICES TO THE SERIOUSLY PSYCHIATRICALLY 17 
ILL 18 
 19 
• Ensure availability of case management services for every patient with complex 20 
mental health needs. 21 
 22 
• Provide easy access to medically necessary outpatient, crisis intervention, 23 
inpatient services, residential services, and day treatment when deemed 24 
necessary. 25 
 26 
• Make available inpatient services which are accessible. 27 
 28 
• Provide in person or virtual access to appropriate, locally based day treatment 29 
services.  30 
 31 
ONGOING AND ANNUAL ASSESSMENTS 32 
 33 
• Implement ongoing assessment of the needs of the patient population in 34 
compiling specialty and subspecialty network to ensure that access to behavioral 35 
health treatment will be available to all patients. 36 
• Actively assess ease of access of referrals and reasons patients elect to opt out 37 
of network resources and share assessment results with purchasers of health 38 
care. 39 
 40 
• Encourage contracts for behavioral health care that meet standards of 41 
recognized private sector accrediting bodies and share such information with 42 
patients. 43 
 44 
• Ensure transparency of the flow and accountability for health care dollars, in 45 
order to assess what proportion of the enrollees’ premium is paying for medical 46 
vs. non-medical costs.  47 
 48 
• Encourage sustained, longitudinal research on patient outcomes including 49 
patient reported outcomes of the mental health services.  50 
 51 
• Encourage the Massachusetts Bureau of Managed Care, the Health Care Access 52 
Bureau, and Office of Patient Protection to work with plans so that behavioral 53 
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health care carve-outs generate validated utilization, outcome, and payment 1 
measures that can be used in ongoing assessments of carve-out functioning and 2 
make these measures available to the general public in compliance with federal 3 
and state parity statutes. 4 
 5 
RECOGNITION OF THE VALUE OF MENTAL HEALTH SERVICES 6 
 7 
• Recognize the value of subspecialty services such as psychotherapy, child 8 
psychiatry, complex case consultation, and needs of the seriously mentally ill. 9 
 10 
• Recognize costs of living and of care delivery. 11 
 12 
• Recognize the interrelationship of mental health with other medical illnesses 13 
such as substance use disorders. 14 
 15 
• Offer transparent calculations of patients’ out-of-pocket costs for mental health 16 
services. 17 
 18 
• Offer a readily available, courteous claims resolution process. 19 
 20 
• Facilitate timely provider network participation with the use of nationally or 21 
locally established uniform credentialing agreements. 22 
(HP) 23 
 24 
Fiscal Note: No Significant Impact  25 
(Estimated Expenses) 26 
 27 
Estimated Staff Effort  28 
to Complete Directive(s): No Significant Impact  29 
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MASSACHUSETTS MEDICAL SOCIETY HOUSE OF DELEGATES (A-22) 

FINAL HOUSE VOTES 
REFERENCE COMMITTEE B: Health Care Delivery 

Item # Title Code Action Page 

1 Improving Data Collection from 
Massachusetts Medical Schools and 
Residencies in order to Facilitate 
Progress on Diversity in the Physician 
Workforce 

Resolution A-22 B-201 Adopted as Amended 1 

2 Addressing Barriers to Equitable Care 
for Patients with Disabilities 

Resolution A-22 B-202 Referred to the BOT for 
Report Back at A-23 

2 

3 Improved Medicare for All Resolution A-22 B-203 Referred to the BOT for 
Report Back at I-22 

3 

4 Medical Savings Accounts Policy TFHIP Report A-22 B-1 
[A-21 C-7] 

Adopted 4 

5 Optimizing Quality in Preventive Visits 
in Primary Care through Panel Size 
and Visit Time Adjustments 

CQMP Report A-22 B-2 
[A-21 B-208] 

Adopted as Amended 5 

6 Primary Care for You (PC4You) TFHIP Report A-22 B-3 
[I-21 B-206] 

Adopted 6 

7 Increasing Worker’s Compensation 
Reimbursement Rates for Primary 
Treating Providers in Occupational 
Medicine and Primary Care 

COL/CEOH/CQMP Report 
A-22 B-4
[I-21 B-204]

Adopted as Amended 7 

8 Principles for Measuring and 
Rewarding Physician Performance 
Policy 

CQMP Report A-22 B-5 
[A-21 C-7] 

Adopted 8 

9 Principles for the Use of Prior 
Authorization Programs Policy 

CQMP Report A-22 B-6 
[A-21 C-7] 

Adopted as Amended 15 

10 Maintaining an Open and Equitable 
Hospital Work Environment for 
Specialists 

CQMP/OMSS Report A-22 
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ADOPTED AS AMENDED 1 
 2 
Item #: 1 3 
Code: Resolution A-22 B-201 4 
Title: Improving Data Collection from Massachusetts Medical 5 

Schools and Residencies in order to Facilitate Progress on 6 
Diversity in the Physician Workforce 7 

Sponsors: Ronald Dunlap, MD, FACC  8 
Ceil Mikalac, MD 9 
Mark Sueyoshi, MD 10 

11 
Referred to: Reference Committee B 12 

Lorraine Schratz, MD, Chair 13 
14 

1. That the MMS convene a roundtable of the main players in the healthcare15 
arena, such as the Health Care Workforce Center of Massachusetts, 16 
Massachusetts Health Policy Commission, the Massachusetts Health and 17 
Hospital Association, the Massachusetts Department of Public Health, medical 18 
school deans and diversity officers for the medical schools, hospital residency 19 
program directors, and hospital department chairs to discuss the importance 20 
of racial and ethnic data collection, the impact on physician diversity and 21 
health care disparities, and the progress in physician diversification in 22 
Massachusetts, and to determine best practices and next steps. (D) 23 

24 
2.  That the MMS ask the Association of American Medical Colleges, the25 

Accreditation Council for Graduate Medical Education, and the American 26 
Medical Association to report on their respective data reports on medical 27 
students, residents, active physicians, and institutional faculty so that 1) racial 28 
data is consistently reported separately from ethnic data for all groups; 2) both 29 
racial and ethnic data is provided for enrollees and graduates for all medical 30 
schools; 3) the racial and ethnic demographic information for residencies is 31 
provided by state or by institution so these bodies can accurately assess their 32 
progress; and 4) this data is made readily available online to interested parties. 33 
(D)  34 

35 
Fiscal Note:  One-Time Expense of $3,000 36 
(Estimated Expenses) 37 

38 
Estimated Staff Effort 39 
to Complete Directive(s): One-Time Expense of $6,50040 
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REFERRED TO THE BOT FOR REPORT BACK AT A-23 1 
2 

Item #: 2 3 
Code: Resolution A-22 B-202 4 
Title: Addressing Barriers to Equitable Care for Patients with 5 

Disabilities 6 
Sponsors: Isita Tripathi 7 

Meghana Mishra 8 
9 

Referred to: Reference Committee B 10 
Lorraine Schratz, MD, Chair 11 

12 
1. That the MMS supports and will advocate for the elimination of13 

barriers that prevent people with disabilities from accessing and receiving 14 
appropriate care. (HP/D)  15 

16 
2. That the MMS supports the implementation of more robust accommodations to17 

improve clinical care for patients with disabilities, including using 18 
augmentative and alternative communication, providing plain-language 19 
information, using sign-language interpreters, using accessible height-20 
adjustable tables, and increasing appointment times. (HP) 21 

22 
3. That the MMS advocate for more robust accommodations to23 

improve clinical care for patients with disabilities, including using 24 
augmentative and alternative communication, providing plain-language 25 
information, using sign-language interpreters, using accessible height-26 
adjustable tables, and increasing appointment times. (D) 27 

28 
4. That the MMS supports more accurate data collection across all health29 

agencies on disability status, health disparities, and health outcomes for 30 
patients with disabilities, alongside compliance with ADA standards and 31 
cultural competency among physicians and other health care professionals. 32 
(HP) 33 

34 
5. That the MMS supports appropriately risk adjusted reimbursement rates to35 

reflect the greater time and accommodations required to care for patients with 36 
disabilities. (HP) 37 

38 
6. That the MMS supports education for physicians and other health care39 

professionals on the social model of disability, and accessible, trauma-40 
informed methods to improve the experiences of patients with disabilities in 41 
health care. (HP) 42 

43 
Fiscal Note: No Significant Impact 44 
(Estimated Expenses) 45 

46 
Estimated Staff Effort 47 
to Complete Directive(s): Item 3: Ongoing Expense of $1,50048 
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REFERRED TO THE BOT FOR REPORT BACK AT I-22 1 
2 

Item #: 3 3 
Code: Resolution A-22 B-203 4 
Title: Improved Medicare for All 5 
Sponsors: C. Frazer Shipman, MD6 

Franklin District Medical Society7 
Laurence Klein, MD, President8 

9 
Referred to: Reference Committee B  10 

Lorraine Schratz, MD, Chair 11 
12 

That the MMS supports, and will advocate for, universal access to 13 
comprehensive, affordable, high-quality health care through a single-payer 14 
national health program, as well as for single-payer legislation at the state 15 
level. (HP)/(D) 16 

17 
Fiscal Note: No Significant Impact 18 
(Estimated Expenses) 19 

20 
Estimated Staff Effort 21 
to Complete Directive(s): Ongoing Expense of $3,00022 
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ADOPTED 1 
2 

Item #: 4 3 
Code: TFHIP Report A-22 B-1 [A-21 C-7] 4 
Title: Medical Savings Accounts Policy 5 

(Policy Sunset Process: Reaffirmed One Year at A-21 6 
Pending Review)  7 

Sponsor: Task Force on Health Insurance Policy 8 
Barbara Spivak, MD, Chair  9 

10 
Report History: OFFICER Report A-21 B-7 11 

12 
Referred to: Reference Committee B 13 

Lorraine Schratz, MD, Chair 14 
15 

That the Massachusetts Medical Society adopt the following in lieu of the Medical 16 
Savings Accounts policy reaffirmed at A-14:  17 

18 
The Massachusetts Medical Society supports mechanisms for minimizing patient 19 
out-of-pocket health care costs, including through the use of tax-exempt patient 20 
health care expenditure accounts. (HP) 21 

22 
23 

Fiscal Note: No Significant Impact 24 
(Estimated Expenses) 25 

26 
Estimated Staff Effort 27 
to Complete Directive(s): No Significant Impact28 
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ADOPTED AS AMENDED 1 
 2 
Item #:    5 3 
Code: CQMP Report A-22 B-2 [A-21 B-208] 4 
Title: Optimizing Quality in Preventive Visits in Primary Care 5 

through Panel Size and Visit Time Adjustments 6 
Sponsor: Committee on the Quality of Medical Practice 7 
 Judith Melin, MA, MD, FACP, Chair 8 
 9 
Report History: Resolution A-21 B-208 10 

Original Sponsors:  11 
 Michelle Dalal, MD, FAAP 12 
 Lloyd Fisher, MD, FAAP 13 
 14 
Referred to:  Reference Committee B 15 
 Lorraine Schratz, MD, Chair 16 
 17 
That the Massachusetts Medical Society adopt as amended Resolution A-21 B-208 18 
to read as follows: 19 
 20 
1. That the MMS supports the provision of high-quality care at preventive visits,  21 

including recommended screening, behavioral health integration, preventive 22 
care measures, care coordination, and other individualized care needs, for all 23 
populations. (HP) 24 

 25 
2. That the MMS supports the necessity of individualizing appropriate panel sizes  26 

and visit times for primary care office visits and preventive care visits in all 27 
populations, considering risk adjustments of patient variables, practice and 28 
organizational variables including available resources, the maturity of the 29 
panel, physician and clinic, and proxy indicators of panel size (burnout scores, 30 
documentation time, and chart closure rates). (HP) 31 
 32 

3.  That the MMS recognizes that ideal panel size and visit times should take into 33 
consideration a variety of factors, including existing measures, care 34 
coordination, and other individualized care needs and also consider the impact 35 
of multiple modalities of telehealth including asynchronous care provided 36 
through a secure patient portal and the necessary time spent with the patient to 37 
meet internal and external quality and performance measures and support 38 
equitable care. (HP)  39 

 40 
4. That the MMS disseminate policy related to individualized appropriate panel 41 

sizes and visit times to relevant stakeholders including large medical groups 42 
and hospital-affiliated practices. (D) 43 

 44 
Fiscal Note: No Significant Impact  45 
(Estimated Expenses) 46 
  47 
Estimated Staff Effort  48 
to Complete Directive(s): One-Time Expense of $2,000 49 
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ADOPTED 1 
 2 
Item #:    6 3 
Code: TFHIP Report A-22 B-3 [I-21 B-206] 4 
Title: Primary Care for You (PC4You) 5 
Sponsor: Task Force on Health Insurance Policy 6 
 Barbara Spivak, MD, Chair  7 
 8 
Report History: Resolution I-21 B-206 9 

Original Sponsors: Wayne Altman, MD 10 
Alain Chaoui, MD  11 
Joshua St. Louis, MD 12 
Jennifer Chiang, MD  13 

 Katherine Atkinson, MD 14 
 Michael Kaplan, MD  15 
 Lindsey Bell 16 
 17 
Referred to:  Reference Committee B 18 
 Lorraine Schratz, MD, Chair 19 
 20 
That the Massachusetts Medical Society adopt the following in lieu of Resolution 21 
I-21 B-206, to reads as follows: 22 
 23 
That the MMS supports legislation to foster a system of primary care that delivers 24 
equitable access to all, that incentivizes practice transformation toward a 25 
comprehensive model of care that significantly increases the funding for primary 26 
care to allow for and to encourage such transformation, and that allocates 27 
resources in an intentionally antiracist and just fashion, accounting for the 28 
severity of illness and social determinants of the population. (HP) 29 
 30 
Fiscal Note: No Significant Impact  31 
(Estimated Expenses) 32 
  33 
Estimated Staff Effort  34 
to Complete Directive(s): No Significant Impact35 

Reference Committee B Page 6 of 58



 

 

ADOPTED AS AMENDED 1 
 2 
Item #:    7 3 
Code: COL/CEOH/CQMP Report A-22 B-4 [I-21 B-204] 4 
Title: Increasing Worker’s Compensation Reimbursement Rates 5 

for Primary Treating Providers in Occupational Medicine 6 
and Primary Care 7 

Sponsors: Committee on Legislation 8 
Olivia Liao, MD, Chair 9 
Committee on Environmental and Occupational Health 10 
Brita Lundberg, MD, Chair  11 
Committee on the Quality of Medical Practice 12 
Judith Melin, MA, MD, FACP, Chair 13 

  14 
Report History: Resolution I-21 B-204 15 

Original Sponsors: 16 
Manijeh Berenji, MD, MPH 17 

 Brita Lundberg, MD 18 
 Janet Limke, MD 19 
 20 
Referred to:  Reference Committee B 21 
 Lorraine Schratz, MD, Chair 22 
 23 
That the Massachusetts Medical Society adopt as amended Resolution I-21 B-204, 24 
to reads as follows:  25 
 26 
1. That the MMS advocate for an improved, equitable workers’ compensation 27 

system, which includes sustainable, increased reimbursement for physicians 28 
and all other providers taking care of injured/ill workers, and which includes 29 
necessary reforms and innovations to incentivize high-quality medical care. (D) 30 

 31 
2. That the MMS work with community stakeholders and organizations (such as 32 

the New England College of Occupational and Environmental Medicine, among 33 
others) to promote innovative payment solutions that will protect the workforce 34 
of Massachusetts and ensure that these workers receive timely care. (D) 35 

 36 
Fiscal Note: No Significant Impact  37 
(Estimated Expenses) 38 
  39 
Estimated Staff Effort  40 
to Complete Directive(s): Ongoing Expense of $3,00041 

Reference Committee B Page 7 of 58



 

ADOPTED 1 
 2 
Item #:  8 3 
Code: CQMP Report A-22 B-5 [A-21 C-7] 4 
Title:  Principles for Measuring and Rewarding Physician 5 

Performance Policy 6 
Sponsor:  The Committee on the Quality of Medical Practice 7 
 Judith Melin, MA, MD, FACP, Chair 8 
 9 
Report History: OFFICER Report A-21 C-7 10 
 11 
Referred to: Reference Committee B 12 
 Lorraine Schratz, MD, Chair 13 
 14 
That the Massachusetts Medical Society adopt as amended the Principles for 15 
Measuring and Rewarding Physician Performance adopted at A-14 to read as 16 
follows:  17 
 18 

Principles for Measuring and Rewarding Physician Performance 19 
 20 
Increasingly, physicians are being judged by systematic measurement and 21 
reporting of their performance on selected quality indicators, by patient 22 
experiences with the care received, and by assessment of the appropriateness 23 
and cost-effectiveness of care. Quality improvement programs that have these 24 
goals should:  25 

• Use objective, well-validated, and clinically important measures of quality;  26 
• Ensure accurate and timely assessment of these measures;  27 
• Be available for all practicing physicians to participate in;  28 
• Provide for timely review of reports by involved physicians prior to public 29 

release;  30 
• Ensure that reports released to the public can be easily and accurately 31 

interpreted;  32 
• Make appropriate use of risk-adjustment and statistical methods when 33 

reports aim to compare performance among clinical practices or hospitals 34 
or make clear notation that population differences make direct 35 
comparisons difficult or impossible;  36 

• Use appropriate incentives to reward performance and stimulate 37 
continuous improvement in the quality of care being provided;  38 

• Be meaningful (difference in levels of performance between higher 39 
performance and lower performance is significant) and attainable;  40 

• Promote and facilitate the use of information technology (IT) tools 41 
including electronic health records (EHRs) to electronically capture data. 42 

 43 
A. Goals of Performance Measurement  44 
• Improving performance measurement is an important component of improving 45 

health equity. Consideration of health equity must be at the forefront of 46 
performance measurement. 47 

• The primary goal of performance measurement is to improve the quality of 48 
health care by providing physicians with meaningful information on their 49 
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clinical performances. Hence, success should be measured by evidence of 1 
improvement over time in the structures, processes, and outcomes of care.  2 

• Other important goals are to ensure physician accountability to the needs of 3 
health care consumers and accrediting and regulatory entities.  4 

• Physician leadership is essential in developing and implementing performance 5 
measurement activities to ensure their clinical relevance and to help inform 6 
patients and the community about aspects of health care that are particularly 7 
important to physicians.  8 

• Performance measurement must address local, as well as regional and 9 
national, priorities if local needs are to be satisfied and active physician 10 
participation is to be assured.  11 

 12 
B. General Principles of Physician Performance Measurement 13 

• Performance measures should be clinically relevant to the populations 14 
served by individual physician or group practice being evaluated. Markers 15 
of importance include high prevalence; significant impacts on mortality, 16 
morbidity, or costs; and high degrees of practice variation where variations 17 
have well-documented relationships to health outcomes.  18 

• Performance measurement should always be at the group level or higher, 19 
and only at the individual physician level if there is a meaningful minimum 20 
number of patients or events. Where responsibility for care is shared, the 21 
team, group practice, or hospital service should be the unit of evaluation. 22 
When attribution is uncertain, evaluation should be at the higher level of 23 
aggregation.  24 

• Performance measures should, to the maximum extent possible, be firmly 25 
grounded in scientific evidence. Where the science base is inadequate, 26 
professional consensus may be substituted. In either case, sources of 27 
support for the measure and their validity should be fully documented and 28 
readily accessible.  29 

• The process for selecting the range of performance measures to be 30 
included should take into account the perspectives of all involved parties 31 
including physicians, patients, health plans, provider organizations, 32 
employers, payers, and regulatory agencies.  33 

• Quality measures must be clinically important, prospectively defined, and 34 
designed for objective and accurate measurement for patient populations. 35 
They should be evidence based and directed at medical specialists as well 36 
as primary care physicians. Measures aimed at health care outcomes are 37 
preferred. Measures should be case mix adjusted and account for known 38 
factors related to health equity. Measures aimed at processes of care are 39 
also important if they are closely linked to improved outcomes.  40 

• The costs of quality measurement can be considerable. Costs should be 41 
justified by tangible evidence of resulting improvements in health care 42 
quality and equity and/or savings in the costs of health care. Measures of 43 
cost should include the added clerical burdens on physician practices and 44 
physician organizations.  45 

• Physicians should be actively engaged in all aspects of quality 46 
measurement in developing quality measures, implementing and 47 
monitoring quality measurement, and reporting results to practices and the 48 
public. To these ends, physicians should work in close collaboration with 49 
payers, quality measurement organizations, and regulators.  50 
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C. Development of a Performance Measurement Program  1 
• Development of effective performance measurement programs requires 2 

close collaboration among physicians, their health care organizations, 3 
payers, and regulatory agencies.  4 

• Expected benefits of performance measurement should be weighed against 5 
the burden and costs for the program as a whole, and for each 6 
performance measure. The value of performance measurement will be 7 
increased by the use of standardized measures and methods, avoidance of 8 
duplication of effort, and steps to ensure the accuracy and usefulness of 9 
results.  10 

• Ongoing performance measurement activities should be regularly 11 
assessed for continual validity given current scientific evidence. These 12 
evaluations should focus on the choice of performance measures, data 13 
collection and analysis strategies, the accuracy of the results obtained, and 14 
the appropriateness of interpretation of results.  15 

• Organizations that conduct performance measurement (provider 16 
organizations and vendors) should disclose fully their performance 17 
measurement objectives, policies, and methods, and make these readily 18 
accessible to both the physicians being assessed and the public.  19 

• The burden and costs of performance measurement should be fairly 20 
allocated among those who will potentially benefit including physicians, 21 
patients, health plans, payers, employers, and regulatory agencies.  22 

 23 
1. Characteristics of Performance Measures  24 

• Measures should be based on data available to the clinician in the real-25 
time clinical setting and should have clear actionable data to improve 26 
the quality of care.  27 

• Measures should be standardized and capable of systematic and 28 
objective measurement. Relevant data sources must be available, 29 
accurate, and reasonably complete.  30 

• To the extent possible, measures should rely on data that are routinely 31 
collected during usual patient care.  32 

• The burden of data collection for a measure should be reasonable.  33 
• Measures should be updated at regular intervals to reflect changes in 34 

medical knowledge or the norms of practice.  35 
• Measures of clinical outcomes should be risk-adjusted so that results 36 

appropriately reflect patients’ severity of illness at the time of 37 
presentation or time of clinical action. Methods used for risk-adjustment 38 
should be accurate at all levels of severity of the illness. The data 39 
derived from all modalities of care including in person, audio-only, 40 
visual telephonic care and remote monitoring should be included in the 41 
risk-adjustment analysis.  42 

• Measures and associated analytic methods should be clearly defined 43 
and fully disclosed to necessary parties. Measures based on un-44 
disclosed algorithms or software are not acceptable.  45 

 46 
2. Types of Performance Measures  47 

• Clinical outcome measures should be clearly related to processes of 48 
care that are under the control of the primary care physician or primary 49 
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group practice or appropriate specialist, and can be modified to affect 1 
the outcome.  2 

• Process measures should be clearly linked by scientific evidence to 3 
direct effects on patient outcomes. They usually relate to diagnostic 4 
and treatment decisions but may relate to access to care or compliance 5 
with care regimens.  6 

• Patient perceptions of and satisfaction with the quality of services are 7 
important.  8 

• Patients are often the best witnesses to assess the total experience of 9 
their care.  10 

• Resource use and cost measures should be supported by evidence that 11 
patient care will not be adversely affected and expectations for 12 
benchmarks should be appropriate. When efficiency measures are 13 
used, quality measures should be used in conjunction with such 14 
measures to ensure there is appropriate utilization.  15 

• The primary purpose of performance measurement related to resource 16 
use and costs should be to raise awareness and inform quality 17 
improvement activities. Results should not be used for punitive 18 
purposes except in cases of flagrant overuse or clear waste.  19 

 20 
3. Data Sources  21 

• Each data source should meet explicit standards of accuracy and 22 
completeness if valid comparisons are to be made among physicians or 23 
practices.   24 

• The data source should be appropriate to the performance measure 25 
being examined.  26 

• The data source should be readily available in all practices or health 27 
plans being compared.  28 

 29 
4. Data Collection  30 

• Data collection protocols should be explicit, as objective as possible, 31 
and limited to essential items of data.  32 

• Data collection from medical records or by survey should be performed 33 
by persons skilled in the methodology. Ideally, these individuals should 34 
be selected and reimbursed in a manner that will optimize objectivity 35 
and minimize bias.  36 

 37 
5. Data Analysis  38 

• The level of analysis (individual physician, group practice, or health 39 
plan) should be appropriate to the ability of data to support meaningful 40 
analyses and the intended use of the report. Sample sizes of events or 41 
cases that are too small to support analyses at the level of the 42 
individual physician may be useful for internal quality improvement but 43 
should not be released to the public.  44 

• Analyses should be planned and conducted by individuals who are 45 
skilled in appropriate analytic techniques.  46 

• Analytic techniques should be appropriate to the objectives of the 47 
analysis and the database.  48 

• Reports should emphasize important differences between the entities 49 
being compared or time trends in performance, and include clear 50 
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statements about the statistical significance and clinical importance of 1 
results.  2 

• Reports that are to be released to the public should be based on 3 
adequate sample sizes and accurate data, and meet high standards of 4 
statistical validity. Independent external audits should be performed 5 
prior to release.  6 

• Reports that are for internal discussion/use in quality improvement 7 
activities can be based on smaller sample sizes and may not require 8 
formal statistical analysis.  9 

• Methods of analyses should be described in sufficient detail that results 10 
can be easily understood and, if necessary, reproduced.  11 

•  12 
6. Risk-Adjustment  13 

• Adequate risk-adjustment is essential to achieving valid comparisons 14 
among physicians, practices, or health plans on clinical outcomes and 15 
the appropriateness of decisions to perform surgical or diagnostic 16 
procedures.  17 

• Adjustment for selected patient characteristics such as age, gender, 18 
race and ethnicity, and risk factors for the disease are important for 19 
process measures (e.g., mammographic screening for breast cancer). 20 
Every effort should be made to identify gender, race, and ethnicity data.  21 

• Risk-adjustment models should be carefully tested before they are used 22 
and should have demonstrated good calibration between predicted and 23 
actual outcomes at all levels of severity of illness. Generic risk-24 
adjustment models can be used if they have been demonstrated to be 25 
valid for the particular condition and the particular type of clinical 26 
setting.  27 

• The risk-adjustment methodology should be well-documented and open 28 
to inspection, preferably published in the peer-reviewed medical 29 
literature.  30 

 31 
D. Internal Distribution and Use of Performance Reports within Physician 32 
Organizations 33 

• Physicians and physician groups being assessed should be the first to 34 
receive all reports that measure their performance. They should be given 35 
an opportunity to review and comment on reports prior to external release. 36 
In particular, physician “outliers” on a measure should be contacted to 37 
detect any unusual circumstances that explain the result. Documented 38 
errors should be corrected, and substantive comments or explanations of 39 
variability should be used to determine whether external release is 40 
appropriate and if so, the comments should be included with the report.  41 

• All reports should be clear and unambiguous and accompanied by 42 
materials that facilitate proper interpretation. Reports, when possible, 43 
should be protected under peer review.  44 

• Performance reports used for internal quality improvement should remain 45 
confidential between the physician or physician group being measured and 46 
their immediate supervisors. Such reports should be protected from 47 
disclosure by peer review regulations, whenever possible.48 
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E. Public Reporting of Physician Performance  1 
• Reports for public release must meet high standards for accuracy and 2 

statistical validity. Reports should not be released when there are too few 3 
cases to support a meaningful analysis. They should receive timely review 4 
by involved practices prior to release, and should be corrected for 5 
discovered errors or risks of misinterpretation. Particular attention should 6 
be given to ensure that correct attribution is made to physician practices 7 
involved in physician performance reporting.  8 

• Reports that compare performance of physicians or practices to each other 9 
or to benchmarks must avoid using subjective language. 10 

• Reports should embrace components of diversity, equity, and inclusion. 11 
They must also pay careful attention to differences in sociodemographic 12 
and socioeconomic variables that may affect patient attitudes toward 13 
health care and adherence to recommendations of their physicians.  14 

• Public distribution of practice level performance results should only be 15 
reported if the results meet volume standards and are clinically meaningful 16 
by the necessary parties as defined by the responsibilities of the entity and 17 
the content of the report. Criteria for external distribution, including rules 18 
governing confidentiality of content, should be explicitly stated and agreed 19 
to by all involved parties.  20 

• Organizations that use physician performance reports should publicly 21 
disclose the types of information they need and how this information will 22 
be used to improve the quality of health care.  23 

• Reports intended for public release should meet higher standards of 24 
accuracy, reliability, and statistical validity than those intended for internal 25 
discussion/use only. Reports should not be released when there are too 26 
few cases to support a meaningful analysis. Appropriate risk adjustment of 27 
results is essential. All reports should be clear and unambiguous and 28 
accompanied by materials that facilitate proper interpretation. Reports 29 
should be protected from discovery during legal proceedings. 30 

 31 
F. Frequency of Performance Reports  32 

• The frequency of reports depends on the intended purpose. If the goal is to 33 
achieve behavior change and quality improvement, frequent reinforcement 34 
by quarterly reports may be required. Annual reports are usually sufficient 35 
for comparisons among health plans or to satisfy accrediting agencies.  36 

• The burden of data collection and other costs of performance 37 
measurement will be limiting factors both for the selection of performance 38 
measures and the frequency of reports.39 
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G. Assessing the Quality of Patient-Physician Relationships  1 
• Quality-measurement programs should be directed at supporting and 2 

improving the value of care to the patient. To these ends, they must reflect 3 
the vital importance of sound medical judgments as well as adherence to 4 
defined guidelines.  5 

• Programs should protect and improve access to high-quality health care 6 
for all patients. The quality measurement program should be sensitive to all 7 
aspects of diversity, equity, and inclusion, and to all complex medical 8 
conditions. 9 

• Patient experience surveys should be a part of the quality measurement 10 
program and should include information to assess health care disparities. 11 

• Programs should aim to achieve equity in quality assessment for patients 12 
and their physicians, regardless of the setting in which care is delivered or 13 
the location of the population served (for example, inner city or rural 14 
areas).  15 

• Programs should be “risk-adjusted.” 16 
 17 
Paying for Performance (P4P)  18 

• Criteria, methodology, and background data for P4P on measures of quality 19 
and cost should be transparent to all involved. Practices involved with 20 
these incentives should have a period of pay for reporting before they are 21 
incentivized in a pay for performance model.  22 

• Pay for performance metrics should enhance the delivery of care by 23 
identifying gaps in care and inequities in care. 24 

• Funding of the infrastructure to improve care should not come from a 25 
redistribution of physician reimbursement. P4P funding should not come 26 
from a redistribution of current physician and other health care provider 27 
reimbursement.  28 

• P4P incentives should be aligned and standardized across payers and 29 
physician practices, while taking into consideration the patient population. 30 
Specific measures should be applied only to those patients to whom the 31 
peer-reviewed medical evidence is applicable, including demographic 32 
characteristics, clinical characteristics, clinical significance, and life 33 
expectancy. 34 

(HP) 35 
MMS House of Delegates, 12/6/14 36 

 37 
Fiscal Note: No Significant Impact  38 
(Estimated Expenses) 39 
  40 
Estimated Staff Effort  41 
to Complete Directive(s): No Significant Impact  42 
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ADOPTED AS AMENDED 1 
 2 
Item #:  9 3 
Code: CQMP Report A-22 B-6 [A-21 C-7] 4 
Title:     Principles for the Use of Prior Authorization Programs Policy 5 
Sponsor:  The Committee on the Quality of Medical Practice 6 
 Sharon Marable, MD, MPH, FACP, Vice Chair   7 
 8 
Report History: OFFICER Report A-21 C-7 9 
Referred to: Reference Committee B 10 
 Lorraine Schratz, MD, Chair 11 
 12 
That the Massachusetts Medical Society adopt the following adapted from the 13 
AMA Prior Authorization and Utilization Management Reform Principles  14 
(02/07/22). 15 

 16 
Preamble: Patients and physicians often find that prior authorization interferes 17 
with their ability to access care. In an ideal visit, physicians and patients will come 18 
to a shared decision on a treatment plan. However, the patients oft times go home 19 
and find their treatment is not available to them. Prior authorization can create 20 
distrust for the patient and adds significant burden to the physician and their 21 
practice. Prior authorization can delay care and can be a patient safety risk. For 22 
these and other reasons, the following 19 principles have been adapted from the 23 
AMA and are listed here.  24 
 25 
Principle #1: Any utilization management program applied to a service, device or 26 
drug should be based on criteria to the maximum extent feasible, scientifically 27 
derived and evidenced based, and developed with input of participating 28 
physicians based on accurate and up-to-date clinical criteria and not solely cost 29 
alone. The referenced clinical information should be readily available to the 30 
prescribing/ordering physician and the public. 31 
 32 
Principle #2: Utilization review criteria shall be up to date, applied consistently by a 33 
carrier, made easily accessible to all on website, through link, or individually to 34 
physician or subscriber when licensed propriety. No new requirement or 35 
restriction shall be implemented without clear notice to the website.  36 
 37 
Principle #3: Utilization management programs should allow for flexibility, 38 
including the timely overriding of step therapy requirements and appeal of prior 39 
authorization denials. 40 
 41 
Utilization review entities should offer an appeals system for their utilization 42 
management programs that allows a prescribing/ordering physician direct access, 43 
such as a toll-free number, answered in a timely way to a physician licensed in the 44 
appropriate specialty related to such health services for discussion of medical 45 
necessity issues.46 
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Principle #4: Utilization review entities should offer a minimum of a 60-day grace 1 
period for any step therapy or prior authorization protocols for patients who are 2 
already stabilized on a particular treatment upon enrollment in the plan. During 3 
this period, any medical treatment or drug regimen should not be interrupted 4 
while the utilization management requirements (e.g., prior authorization, step 5 
therapy overrides, formulary exceptions, etc.) are addressed. 6 
 7 
Principle #5: A drug or medical service that is removed from a plan’s formulary or 8 
is subject to new coverage restrictions after the beneficiary enrollment period has 9 
ended should be covered without restrictions for the duration of the benefit year. 10 
 11 
Principle #6: A prior authorization approval should be valid for the duration of the 12 
prescribed/ordered course of treatment. The prior authorization should extend for 13 
the length of the course of treatment or at least one year.  14 
 15 
Principle #7: No utilization review entity should require patients to repeat step 16 
therapy protocols or retry therapies failed under other benefit plans before 17 
qualifying for coverage of a current effective therapy. 18 
 19 
Principle #8: Utilization review entities should publicly disclose, in a searchable 20 
electronic format, patient-specific utilization management requirements, including 21 
prior authorization, step therapy, and formulary restrictions with patient cost-22 
sharing information, applied to individual drugs and medical services. Such 23 
information should be accurate and current and include an effective date in order 24 
to be relied upon by physicians and patients, including prospective patients 25 
engaged in the enrollment process. Additionally, utilization review entities should 26 
clearly communicate to prescribing/ordering physicians what supporting 27 
documentation is needed to complete every prior authorization and step therapy 28 
override request. 29 
 30 
Principle #9: Utilization review entities should provide, and vendors should 31 
display, accurate, patient specific, and up-to-date formularies that include prior 32 
authorization and step therapy requirements in electronic health record (EHR) 33 
systems for purposes that include e-prescribing. 34 
 35 
Principle #10: Utilization review entities should make statistics regarding prior 36 
authorization approval and denial rates available to physician organizations and 37 
health systems.  38 
 39 
Principle #11: Utilization review entities should provide detailed explanations to 40 
patients and physicians of prior authorization or step therapy override denials, 41 
including an indication of any missing information. All utilization review denials 42 
should include the clinical rationale for the adverse determination, provide the 43 
plan’s covered alternative treatment, and detail the patient and physician’s appeal 44 
rights.  45 
 46 
Principle #12: A utilization review entity requiring physicians to adhere to prior 47 
authorization protocols should accept and respond to prior authorization and 48 
step-therapy override requests through secure electronic transmissions using the 49 
standard electronic transactions for pharmacy and medical services benefits. 50 
However, electronic pre-authorization should not be the sole method for pre-51 
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authorization submission. Alternate methods such as fax, telephone, and paper 1 
should be allowed.  2 
 3 
Principle #13: A utilization review entity should not revoke, limit, condition, or 4 
restrict coverage for authorized care.  5 
 6 
Principle #14: If a utilization review entity requires prior authorization for non-7 
urgent care, the entity should make a determination and notify the physician 8 
within two business days of obtaining all necessary information. For urgent care, 9 
the determination should be made within 24 hours of obtaining all necessary 10 
information. 11 
 12 
Principle #15: Should a physician determine the need for an expedited appeal, a 13 
decision on such an appeal should be communicated by the utilization review 14 
entity to the physician and patient within 24 hours. Physicians and patients 15 
should be notified of decisions on all other appeals within 10 calendar days. All 16 
appeal decisions should be made by a provider (a) licensed in the appropriate 17 
specialty related to such health services and (b) not involved in the initial adverse 18 
determination. 19 
 20 
Principle #16: Prior authorization should never be required for emergency care, 21 
regardless of where the care is provided.  22 
 23 
Principle #17: Utilization review entities should standardize criteria across the 24 
industry to promote uniformity and reduce administrative burdens. 25 
 26 
Principle #18: Under certain circumstances health plans should be able to offer 27 
physicians/practices prior authorization “gold-card” status to those with a history 28 
of meeting appropriate use criteria, clinical decision support systems, or clinical 29 
pathways. 30 
 31 
Principle #19: A physician that contracts with a health plan to participate in a 32 
financial risk-sharing payment plan should be offered the option to be exempt 33 
from prior authorization and step-therapy requirements for services covered 34 
under the plan’s benefits. 35 
 36 
Principle #20: A physician that contracts with a health plan shall have access to 37 
the identity of the agent/agency that developed the prior authorization criteria, and 38 
contact information as to how and where to suggest feedback on said criteria to a 39 
responsible individual. 40 
(HP) 41 
 42 
Fiscal Note: No Significant Impact  43 
(Estimated Expenses) 44 
  45 
Estimated Staff Effort  46 
to Complete Directive(s): No Significant Impact 47 
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ADOPTED AS AMENDED 1 
 2 
Item #:    10 3 
Code: CQMP/OMSS Report A-22 B-7 [I-21 B-205] 4 
Title: Maintaining an Open and Equitable Hospital Work 5 

Environment for Specialists 6 
Sponsors: Committee on the Quality of Medical Practice  7 
 Judith Melin, MA, MD, FACP, Chair 8 
 Organized Medical Staff Section 9 

Matthew Gold, MD, Chair 10 
 11 
Report History: Resolution I-21 B-205 12 

Original Sponsor: Matthew Gold, MD 13 
  14 
Referred to:  Reference Committee B 15 
 Lorraine Schratz, Chair 16 
 17 
That the Massachusetts Medical Society adopt as amended Resolution I-21 B-205 18 
to reads as follows: 19 
 20 
1. That the MMS takes the position that there should be equal promotion of, and 21 

access to inpatient consults for, credentialed and privileged 22 
community/independent specialty physicians as for hospital-employed 23 
specialty physicians. (HP) 24 
 25 

2. That the MMS advocate that hospitals engage community/independent 26 
specialty physicians on the medical staff for observation, inpatient and 27 
emergency department coverage, and that the parties negotiate mutually 28 
satisfactory payment terms and service agreements for such service. (D) 29 

 30 
Fiscal Note: No Significant Impact  31 
(Estimated Expenses) 32 
  33 
Estimated Staff Effort  34 
to Complete Directive(s): Ongoing Expense of $3,000 35 

Reference Committee B Page 18 of 58



 

 

REFERRED TO THE BOT FOR REPORT BACK AT I-22 1 
 2 
Item #:  11 3 
Code: OMSS Report A-22 B-11 4 
Title: Physician Medical License Use in Clinical Supervision 5 
Sponsor: Organized Medical Staff Section 6 
 Matthew Gold, MD, Chair 7 
  8 
Referred to: Reference Committee B 9 
 Lorraine Schratz, MD, Chair  10 
 11 
1.  That the MMS work with relevant entities to ensure physicians receive written 12 

notification when their license is being used to document “supervision” of 13 
non-physician practitioners. (D) 14 

 15 
2.  That the MMS oppose mandatory physician supervision of non-physician 16 

practitioners as a condition for physician employment. (D) 17 
 18 
3.  That the MMS advocate for the right of physicians to deny participation in 19 

“supervision” of any non-physician practitioner with whom they have 20 
concerns for patient safety and/or clinical care. (D) 21 

 22 
4.  That the MMS advocate that physicians be able to report unsafe care provided 23 

by non-physician practitioners to the appropriate regulatory board with 24 
whistleblower protections for the physician and their employment. (D) 25 
 26 

Fiscal Note: No Significant Impact  27 
(Estimated Expenses) 28 
  29 
Estimated Staff Effort  30 
to Complete Directive(s): Ongoing Expense of $3,000  31 
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ADOPTED AS AMENDED 1 
 2 
Item #:  12a 3 
Code:  OFFICER Report A-22 B-9 4 
Title:  Policy Sunset Process 5 
Sponsors:  MMS Presidential Officers: 6 

 Carole Allen, MD, MBA, FAAP  7 
 Theodore Calianos, II, MD, FACS 8 
 Barbara Spivak, MD 9 

   Reviewers: Various MMS Committees/Sections 10 
 11 
Referred to:  Reference Committee B 12 
   Lorraine Schratz, MD, Chair 13 
 14 
REPORT SECTION A 15 
 16 
Recommendation:  17 
A. That the Massachusetts Medical Society reaffirm for seven (7) 18 
years the following policies: 19 
 20 
BLOOD DONATION 21 
1a. Blood Donation 22 
The Massachusetts Medical Society recognizes the importance of soliciting and 23 
supporting volunteer blood donations, and the especially critical need for 24 
volunteer donations during times of predicted shortages. 25 

MMS House of Delegates, 5/11/01 26 
Reaffirmed MMS House of Delegates, 5/9/08 27 

Amended and Reaffirmed MMS House of Delegates, 5/2/15 28 
CIVIL AND HUMAN RIGHTS 29 
2a. Military/Medical Policies Affecting Transgender Individuals  30 
The Massachusetts Medical Society affirms that there is no medically valid reason 31 
for the U.S. military to exclude transgender individuals from service or to treat 32 
them according to medical standards that differ from those that apply to non-33 
transgender personnel. (HP) 34 

MMS House of Delegates, 5/2/15 35 
(Item 2 of Original Sunset; Time-Limited Directive Completed MMS House of 36 

Delegates, 12/3/15) 37 
  38 

ENVIRONMENTAL HEALTH 39 
4a. Air Quality 40 
The Massachusetts Medical Society (MMS) acknowledges that medical waste 41 
incineration results in pollution with the risk of hazardous effects on human 42 
health. (HP) 43 
 44 
The MMS will request that medical facilities eliminate nonessential incineration of 45 
medical waste and phase out PVC plastic and mercury product usage to decrease 46 
environmental pollution from health care waste. (D) 47 

MMS House of Delegates, 11/17/01 48 
Reaffirmed MMS House of Delegates, 5/9/08 49 

(Item 3 of Original: Sunset) 50 
Reaffirmed MMS House of Delegates, 5/2/1551 
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5a. The Massachusetts Medical Society (MMS) advocates for workplaces that are 1 
free of environmental tobacco smoke for all workers. (HP) 2 
The MMS encourages the enforcement of current laws, rules, and regulations 3 
related to air quality in the workplace. (HP) 4 
The MMS appeals to the Commonwealth of Massachusetts to so enforce laws 5 
related to air quality in the workplace. (HP) 6 

MMS House of Delegates, 5/11/01 7 
Reaffirmed MMS House of Delegates, 5/9/08 8 
Reaffirmed MMS House of Delegates, 5/2/15 9 

ETHICS 10 
6a. Notification of Physician Departure 11 
The Massachusetts Medical Society adopts the following principles relating to 12 
Patient Notification Upon Departure of a Physician from a Practice: 13 

The patient panel of a physician who leaves a practice, including an 14 
employed physician, shall be notified in writing in a timely manner of the 15 
physician’s departure. When used in this policy, the phrase “patient panel” 16 
is intended to denote those patients with whom the physician has a direct 17 
and ongoing relationship. 18 
 19 
If the departing physician will be available to continue to provide care to 20 
said patient, the notification letter must include the departing physician’s 21 
forwarding address and telephone number. 22 
Absent an agreement to the contrary, the custodian of the medical record 23 
is responsible for patient notification. 24 
 25 
The Massachusetts Medical Society considers it unethical to withhold said 26 
patient notification. 27 

(HP) 28 
MMS House of Delegates, 11/17/01 29 

Reaffirmed MMS House of Delegates, 5/9/08 30 
Reaffirmed MMS House of Delegates, 5/2/15 31 

 32 
7a. Patenting of Medical and Surgical Procedures 33 
The Massachusetts Medical Society (MMS) condemns the patenting of surgical 34 
methods or procedures. The MMS strongly supports federal laws to prohibit the 35 
patenting of surgical methods or procedures.  36 

MMS House of Delegates, 11/19/94 37 
Reaffirmed MMS House of Delegates, 5/11/01 38 

Amended and Reaffirmed MMS House of Delegates, 5/9/08 39 
Reaffirmed MMS House of Delegates, 5/2/15 40 

8a. Referrals 41 
It shall be unethical for physicians to accept compensation from clinics, 42 
laboratories, hospitals, or other health care facilities for the referral of patients, 43 
because such compensation constitutes fee splitting. (HP) 44 

MMS House of Delegates, 11/19/94 45 
Reaffirmed MMS House of Delegates, 5/11/01 46 
Reaffirmed MMS House of Delegates, 5/9/08 47 
Reaffirmed MMS House of Delegates, 5/2/15 48 

  49 
9a. Physician Services 50 
The Massachusetts Medical Society will do everything possible to empower 51 
physicians with the ability to independently make proper medical decisions for 52 
their patients and the public in general. (D) 53 
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MMS House of Delegates, 5/20/94 1 
MMS House of Delegates, 5/20/94 2 

Reaffirmed MMS House of Delegates, 5/11/01 3 
Reaffirmed MMS House of Delegates, 5/9/08 4 

Amended and Reaffirmed MMS House of Delegates, 5/2/15 5 
 6 
HEALTH CARE DELIVERY 7 
10a. Retail-Based Clinics 8 
The MMS will explore ways individual primary care clinicians can respond to 9 
retail-based clinics in their communities. (D) 10 

MMS House of Delegates, 5/9/08 11 
(Item 1 of Original: Sunset) 12 

Reaffirmed MMS House of Delegates, 5/2/15 13 
  14 

11a. Scientifically Unproven Risks 15 
The Massachusetts Medical Society strongly opposes any legislation or regulation 16 
requiring providers to warn patients about scientifically unproven risks as a 17 
condition for performing a procedure or providing medical care. (HP) 18 

MMS House of Delegates, 5/11/01 19 
Reaffirmed MMS House of Delegates, 5/9/08 20 
Reaffirmed MMS House of Delegates, 5/2/15 21 

  22 
HOSPITALS 23 
12a. *Hospital/Organized Medical Staff/Employed Physicians 24 
[Divide between Sunset, Reaffirm Seven Years, and Amend] 25 
… 26 
At least one non-hospital-based physician should be represented on the medical 27 
executive committee, and stipulated in the medical staff bylaws. (HP) 28 
 29 

MMS House of Delegates, 12/5/15 30 
MASSACHUSETTS MEDICAL SOCIETY ADMINISTRATION AND ORGANIZATION 31 
13a. Budget 32 
Programs or initiatives will be assigned a priority, and approved by the Board of 33 
Trustees. (HP) 34 

 (*Amended and Reaffirmed MMS House of Delegates 5/9/08; Original Policy 35 
Sunset) 36 

 37 
The Board of Trustees will be delegated to assign a supplemental budgetary 38 
appropriation, action plan, and timeline for programs and initiatives. (HP) 39 
 40 
Management will continue its work to achieve budgetary and operational savings 41 
and report to appropriate committees and the Board for guidance and approval. 42 
(HP) 43 
 44 
The HOD may modify the priority list of the BOT and adjust the priority list with a 45 
super majority of a 2/3 vote of the House. (HP) 46 
 47 
The BOT shall include in its report the total budget to be allotted to new programs 48 
approved by the HOD, and the HOD may modify this budget by a 2/3 majority vote. 49 
(HP) 50 

MMS House of Delegates, 11/17/01 51 
Reaffirmed MMS House of Delegates, 5/9/08 52 

Item 1: Amended and Reaffirmed MMS House of Delegates, 5/9/08 53 
Reaffirmed MMS House of Delegates, 5/2/1554 
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14a. Code of Ethics  1 
The MMS reinforces that its Code of Ethics is a standard of Society membership. 2 
(D) 3 

MMS House of Delegates, 11/15/08 4 
(*for additional information, please see Informational Report:  A-09 – 29, from the 5 

Task Force on Code of Ethics as a Standard)  6 
Reaffirmed MMS House of Delegates, 5/2/15 7 

15a. Volunteer Vouchers 8 
Volunteer vouchers for MMS-sponsored educational programs will be allowed to 9 
roll over for two fiscal years. (D) 10 

MMS House of Delegates, 5/9/08 11 
Reaffirmed MMS House of Delegates, 5/2/15 12 

MEDICAID 13 
16a. MassHealth Program 14 
The MMS will advocate for legislation in Massachusetts to require the state’s 15 
Medicaid program, MassHealth, to institute pay parity, requiring Medicaid rates to 16 
remain at least as high as Medicare rates for the same services. (D) 17 

MMS House of Delegates, 12/5/15 18 
PHYSICIANS 19 
17a.Practice Viability 20 
The Massachusetts Medical Society will work with the Commonwealth of 21 
Massachusetts to create incentives to encourage more physicians to continue 22 
practicing in Massachusetts. (D) 23 
 24 
The MMS will work with all health care stakeholders to encourage active 25 
development of re-entry options for physicians who have taken time out from 26 
practice. (D) 27 

MMS House of Delegates, 11/15/08 28 
Reaffirmed MMS House of Delegates, 5/2/15 29 

 30 
PRESCRIPTION AND NON-PRESCRIPTION DRUGS 31 
18a. Direct-to-Consumer Advertising 32 
The MMS will advocate for Massachusetts and federal legislation to ban direct-to-33 
consumer drug ads in Massachusetts and in the United States. (D) 34 

MMS House of Delegates, 5/2/15 35 
 36 
19a. Generic Drugs 37 
Our MMS will advocate for the FDA to waive or reduce entry fees and expedite 38 
approval processes for new manufacturers to enter the market for a critical 39 
generic medication when the FDA determines that there have been inappropriate 40 
significant price increases for that medication. (D) 41 
 42 
The MMS will advocate for the FDA to allow the importation of a generic 43 
medication from selected manufacturers if production of that medication is a 44 
monopoly here in the United States. (D) 45 

MMS House of Delegates, 5/2/15 46 
 47 
20a. Prescription Prices  48 
The MMS will advocate for the Federal Trade Commission to limit anti-competitive 49 
behavior by pharmaceutical companies attempting to reduce competition from 50 
generic manufacturers through the manipulation of patent protections and abuse 51 
of regulatory exclusivity incentives. (D) 52 
 53 

Reference Committee B Page 23 of 58



 
The MMS will advocate for prescription drug price transparency from 1 
pharmaceutical companies, pharmacy benefit managers, and health insurance 2 
companies. (D) 3 
 4 
The MMS will advocate for monitoring of relationships between pharmacy benefits 5 
managers and the pharmaceutical industry, and discourage arrangements that 6 
cause an increased cost, or decreased availability, of prescription drugs. (D) 7 
 8 
The MMS will advocate at the Massachusetts State House and Office of the 9 
Attorney General to bring attention to rises in drug prices and initiate patient 10 
protection actions regarding excessive drug pricing. (D) 11 

MMS House of Delegates, 12/5/15 12 
 13 
21a. The MMS will work toward eliminating Medicare prohibition on drug price 14 
negotiation. (D) 15 

MMS House of Delegates, 12/6/14 16 
Reaffirmed MMS House of Delegates, 12/5/15 17 

 18 
PUBLIC HEALTH  19 
22a. Mouth Guards 20 
The Massachusetts Medical Society (MMS) supports the use of mouth guards in 21 
all contact and collision sports, particularly in children and adolescents. (HP) 22 
 23 
The MMS will develop educational materials encouraging the use of mouth guards 24 
in contact and collision sports for distribution to the public, including school, 25 
intramural, community, recreational, and club team coaches, via existing MMS 26 
communication channels. (D) 27 
 28 
The MMS will encourage the Massachusetts Department of Public Health to 29 
include information on the benefits of mouth guard use in contact and collision 30 
sports on its Injury Prevention and Control Program web page. (D) 31 

MMS House of Delegates, 5/2/15 32 
QUALITY OF CARE 33 
23a. Quality Measurement/Quality Improvement 34 
The MMS will keep the membership informed of identified issues with relevant 35 
implemented quality measures and advocate strongly, by whatever means 36 
appropriate to the situation, against implementation of inappropriate or 37 
inadequate quality measures. (D) 38 

MMS House of Delegates, 12/7/13 39 
(Item 1 of 2 Sunset: Time-Limited Directive Completed, MMS House of Delegates, 40 

12/6/14) 41 
 42 
REGULATION AND LICENSURE 43 
24a. BORIM and Volunteer Licenses 44 
The Massachusetts Medical Society upholds the Massachusetts Board of 45 
Registration in Medicine as the only licensing authority in Massachusetts for 46 
physicians. The Massachusetts Medical Society condemns programs which 47 
deselect, prohibit or obstruct licensed physicians, in good standing in 48 
Massachusetts, from providing patient care. (HP) 49 

MMS House of Delegates, 11/19/94 50 
Reaffirmed MMS House of Delegates, 5/11/01 51 
Reaffirmed MMS House of Delegates, 5/9/08 52 
Reaffirmed MMS House of Delegates, 5/2/1553 
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RESIDENTS 1 
25a.The Massachusetts Medical Society (MMS) acknowledges that resident 2 
physician work hour excesses can negatively impact patient safety, the quality of 3 
patient care and resident physician health, safety, and well-being. (HP) 4 
 5 
The MMS encourage all residency program directors in Massachusetts to continue 6 
to adopt resident physician work hour standards that meet evidence-based 7 
ACGME guidelines. (HP) 8 

MMS House of Delegates, 11/17/01 9 
Reaffirmed MMS House of Delegates, 5/9/08 10 

(Item 2 of Original: Sunset) 11 
Amended and Reaffirmed MMS House of Delegates, 5/2/15 12 

SURGERY 13 
26a. Outpatient Surgery 14 
The MMS shall continue to monitor and evaluate existing and developing 15 
legislation in other states regarding office-based surgery, as well as evidence-16 
based standards of care regarding office-based surgery, in order to bring that 17 
knowledge forward to the legislators, where appropriate. (D) 18 

MMS House of Delegates, 5/11/01 19 
Reaffirmed MMS House of Delegates 5/9/08 20 
Reaffirmed MMS House of Delegates, 5/2/15 21 

(Item 1 of Original: Sunset) 22 
 23 
TOBACCO 24 
27a. E-Cigarettes, Nicotine Liquids, and Personal Electronic Vaporizers  25 
The MMS opposes the marketing, sales, and use of e-cigarettes and other nicotine 26 
delivery products among youths, particularly for persons under the age of twenty-27 
one. (HP) 28 

 29 
The MMS will continue to work with Massachusetts state lawmakers and officials 30 
to develop strategies to prevent marketing, sales, and use of e-cigarettes and 31 
other nicotine delivery products among youths, particularly for persons under the 32 
age of twenty-one. (D) 33 

MMS House of Delegates, 12/7/13 34 
Amended (and Reaffirmed) by Implication MMS House of Delegates, 12/6/15 35 

 36 
28a. Liquid Nicotine Packaging  37 
That the MMS advocate for state, local, and federal legislation and regulation to 38 
require child-resistant packaging and appropriate warning of the toxicity of this 39 
product for liquid nicotine refill products. (D) 40 

MMS House of Delegates, 5/2/15 41 
 42 
VIOLENCE 43 
29a. Youth Violence 44 
The Massachusetts Medical Society (MMS) affirms its commitment to addressing 45 
and preventing all forms of violence affecting children and youth as part of its 46 
ongoing campaign against violence. 47 
 48 
The MMS advocates for local, state, and federal legislative and regulatory policy 49 
which supports efforts to reduce the burden of physical and psychological injury 50 
caused by violence against children and youth. 51 
The MMS supports the development and delivery of educational programs and 52 
resources for health professionals pertaining to children and youth violence. 53 
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The MMS supports the development and distribution of patient education and 1 
public awareness materials pertaining to children and youth violence, including, 2 
but not limited to all forms of entertainment and social media. 3 
The MMS strongly encourages and facilitates the participation of physicians, 4 
physicians-in-training, medical students, and other health care professionals in 5 
educational initiatives pertaining to children and youth violence. 6 

MMS House of Delegates, 5/11/01 7 
Reaffirmed MMS House of Delegates, 5/9/08 8 

Amended and Reaffirmed MMS House of Delegates, 5/2/15 9 
 10 

HOSPITALS 11 
30a. Hospital Admissions 12 
The MMS will maintain that the determination of the medical necessity for hospital 13 
admission should be made only by a doctor of medicine or a doctor of osteopathy 14 
licensed in the same jurisdiction as the treating physician. (HP)  15 
 16 
The MMS supports principles for preadmission reviews of hospital admissions, 17 
including that such reviews should be performed by physicians or under close 18 
supervision of physicians; adverse decisions concerning hospital admissions 19 
should be finalized only by physician reviewers; and preadmission review 20 
programs should provide for immediate hospitalization of any patient whose 21 
treating physician determines the admission is an emergency. (HP)  22 
 23 

MMS House of Delegates, 5/2/15 24 
(Items 1 and 3 of Original Auto-Sunset; Time-Limited Directives Completed MMS 25 

House of Delegates, 5/7/16) 26 

Reference Committee B Page 26 of 58



 

 

ADOPTED AS AMENDED 1 
 2 
 3 
Item #:  12b 4 
Code:  OFFICER Report A-22 B-9 5 
Title:  Policy Sunset Process 6 
Sponsors:  MMS Presidential Officers: 7 

  Carole Allen, MD, MBA, FAAP  8 
  Theodore Calianos, II, MD, FACS 9 
  Barbara Spivak, MD 10 

   Reviewers: Various MMS Committees/Sections 11 
 12 
Referred to:  Reference Committee B 13 
   Lorraine Schratz, MD, Chair 14 
 15 
REPORT SECTION B 16 
 17 
Recommendation: 18 
B. That the following policies eligible for sunsetting be amended 19 
and reaffirmed for seven (7) years (added text shown as “text” 20 
and deleted text shown as “text”): 21 
 22 
CHILDREN AND YOUTH 23 
1b. Child-Resistant Packaging  24 
The MMS will advocate to the American Medical Association and state and federal 25 
authorities for laws that would protect children from poisoning by detergent 26 
packet products by requiring that these products meet child-resistant packaging 27 
requirements and that these products are manufactured to be less attractive to 28 
children in color and in design and to include culturally appropriate warning 29 
labels in multiple languages. (D) 30 

MMS House of Delegates, 12/5/15 31 
(Advocacy to AMA Completed, Reported 12/3/16) 32 

 33 
CIVIL AND HUMAN RIGHTS 34 
2b. Nondiscrimination  35 
The Massachusetts Medical Society encourages the U.S. government to offer 36 
asylum to individuals that need to leave their home country for fear of 37 
discrimination based on sexual orientation gender or gender identity, and 38 
supports access for these individuals to U.S.-based agencies that can provide 39 
assistance with health needs, social adaptation, language training, and enhancing 40 
work-related skills. (D) 41 

MMS House of Delegates, 5/2/15 42 
3b. The MMS will continue to communicate with its members urging them to serve 43 
the common interest of physicians and patients alike, regardless of their gender 44 
identity and expression, sexual orientation, race, ethnicity, disability, language, 45 
creed, or religious belief(s). (D) 46 

MMS House of Delegates, 11/17/01 47 
Amended and Reaffirmed MMS House of Delegates, 5/9/08 48 
Amended and Reaffirmed MMS House of Delegates, 5/2/1549 
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4b. The Massachusetts Medical Society encourages the U.S. government to offer 1 
asylum to individuals that need to leave their home country for fear of 2 
discrimination based on sexual orientation gender, or gender identity, and 3 
supports access for these individuals to U.S.-based agencies that can provide 4 
assistance with health needs, social adaptation, language training, and enhancing 5 
work-related skills. (D) 6 

MMS House of Delegates, 5/2/15 7 
 8 

5b. The MMS will continue to communicate with its members urging them to serve 9 
the common interest of physicians and patients alike, regardless of their gender 10 
identity and expression, sexual orientation, race, ethnicity, disability, language, 11 
creed, or religious belief(s). (D) 12 

MMS House of Delegates, 11/17/01 13 
Amended and Reaffirmed MMS House of Delegates, 5/9/08 14 
Amended and Reaffirmed MMS House of Delegates, 5/2/15 15 

 16 
ENVIRONMENTAL AND OCCUPATIONAL HEALTH 17 
7b. Fossil Fuels 18 
That in order to promote public health and safety for current and future 19 
generations, the MMS will promote encourage education of its membership and 20 
the public about the health impacts of fossil fuel usage and engage in advocacy to 21 
reduce the use of fossil fuels and increase healthier and safer energy sources. (D) 22 

MMS House of Delegates, 11/15/08 23 
Reaffirmed MMS House of Delegates, 5/2/15 24 

ETHICS 25 
8b. Patient Testimonials 26 
The Massachusetts Medical Society adopts the following policy, adapted from the 27 
American Medical Association Council on Ethical and Judicial Affairs Opinion E-28 
5.02 9.6.1, “Advertising and Publicity,” updated June 1996, which reads as 29 
follows: 30 
 31 
There are no restrictions on advertising by physicians except those that can be 32 
specifically justified to protect the public from deceptive practices. A physician 33 
may publicize him or herself as a physician through any commercial publicity or 34 
other form of public communication (including any newspaper, magazine, 35 
telephone directory, radio, television, direct mail, or other advertising) provided 36 
that the communication shall not be misleading because of the omission of 37 
necessary material information, shall not contain any false or misleading 38 
statement, or shall not otherwise operate to deceive. 39 
 40 
Because the public can sometimes be deceived by the use of medical terms or 41 
illustrations that are difficult to understand, physicians should design the 42 
communication so that the information contained therein is readily 43 
comprehensible to the public. Aggressive, high-pressure advertising and publicity 44 
should be avoided if they create unjustified medical expectations or are 45 
accompanied by deceptive claims. The key issue, however, is whether advertising 46 
or publicity, regardless of format or content, is true and not materially misleading. 47 
 48 
The communication may include (1) the educational background of the physician, 49 
(2) the basis on which fees are determined (including charges for specific 50 
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services), (3) available credit or other methods of payment, and (4) any other non-1 
deceptive information. 2 
 3 
Nothing in this opinion is intended to discourage or to limit advertising and 4 
representations which are not false or deceptive within the meaning of Section 5 5 
of the Federal Trade Commission Act. At the same time, however, physicians are 6 
advised that certain types of communications have a significant potential for 7 
deception and should therefore receive special attention. For example, 8 
testimonials of patients as to the physician’s skill or the quality of the physician’s 9 
professional services tend to be deceptive when they do not reflect the results 10 
that patients with conditions comparable to the testimoniant’s condition generally 11 
receive. 12 
 13 
Any patient testimonial (whether by an individual or a group of patients) should be 14 
representative of what patients will generally achieve under similar 15 
circumstances. Therefore, unless the physician possesses and relies upon 16 
adequate substantiation for this representation, the communication should clearly 17 
and conspicuously disclose (1) what the generally expected results would be in 18 
the depicted circumstances or (2) the limited applicability of the testimoniant’s 19 
experience to what patients may generally expect to achieve. Any patient 20 
testimonial should be by actual patients or should clearly and conspicuously 21 
disclose that the persons are not actual patients. 22 
 23 
Any financial, business, or other relationship between the testimoniant and the 24 
physician should be fully disclosed. 25 
 26 
Objective claims regarding experience, competence, and the quality of physicians 27 
and the services they provide may be made only if they are factually supportable.  28 
 29 
Similarly, generalized statements of satisfaction with a physician’s services may 30 
be made if they are representative of the experiences of that physician’s patients.   31 
 32 
The MMS discourages the solicitation of a testimonial from any current or former 33 
patient. Physicians should exercise particular care if soliciting any current or 34 
former patient to provide a testimonial so as to avoid any undue influence on or 35 
exploitation of that patient. 36 
 37 
Because physicians have an ethical obligation to share medical advances, it is 38 
unlikely that a physician will have a truly exclusive or unique skill or remedy. 39 
Claims that imply such a skill or remedy therefore can be deceptive. Statements 40 
that a physician has an exclusive or unique skill or remedy in a particular 41 
geographic area, if true, however, are permissible. Similarly, a statement that a 42 
physician has cured or successfully treated a large number of cases involving a 43 
particular serious ailment is deceptive if it implies a certainty of result and creates 44 
unjustified and misleading expectations in prospective patients. 45 
 46 
Consistent with federal regulatory standards which apply to commercial 47 
advertising, a physician who is considering the placement of an advertisement or 48 
publicity release, whether in print, radio, television, the Internet, or in any other 49 
medium, should determine in advance that the communication or message is 50 
explicitly and implicitly truthful and not misleading. These standards require the 51 
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advertiser to have a reasonable basis for claims before they are used in 1 
advertising. The reasonable basis must be established by those facts known to 2 
the advertiser, and those which a reasonable, prudent advertiser should have 3 
discovered. Inclusion of the physician’s name in advertising may help to assure 4 
that these guidelines are being met.   5 
(HP) 6 

MMS House of Delegates, 5/18/07 7 
Amended and Reaffirmed MMS House of Delegates, 5/9/08 8 

Reaffirmed MMS House of Delegates, 5/2/15 9 
  10 

HEALTH CARE DELIVERY  11 
9b. Physician-Controlled Offices, Ambulatory Surgery Centers, Free-Standing 12 
Imaging Centers, Determination of Need 13 
The MMS will advocate to prevent hospital-based networks from using 14 
their market and contracting power to drive patients away from, disadvantage, 15 
or otherwise impede, physician-owned in-office and free-standing ancillary 16 
services, and the potential resultant flow unfair inducement of referrals to 17 
hospital-owned outpatient ancillary services. (D) 18 

MMS House of Delegates, 12/5/15 19 
 20 
HEALTH INSURANCE/MANAGED CARE PLANS 21 
10b. Radiology Co-Payments 22 
The MMS officers and staff will continue to monitor the impact of health plans’ use 23 
of co-payments for radiology studies that could limit patient access, and when 24 
appropriate, advocate for modified co-payments when they are in the best interest 25 
of patients. (HP) 26 

MMS House of Delegates, 5/9/08 27 
Amended and Reaffirmed MMS House of Delegates, 5/2/15 28 

 29 
11b. Managed Care Resources & Education 30 
The MMS adopts the following principles: 31 
1. All consumer information from insurers should be made available through a 32 

wide array of media, including but not limited to print (e.g., brochures and 33 
advertisements) and internet-based materials.  34 

2. Consumer information should be presented in a clear and concise manner at a 35 
sixth-grade reading level, and should include additional levels of information 36 
(e.g., increasingly complex information, such as at a twelfth-grade or college 37 
reading level) at the consumer’s preference and based on the diverse 38 
composition of our communities.   39 

3. Examples and anecdotal information should be provided in consumer 40 
information materials, as appropriate, to make the information as relevant for 41 
the consumer as possible and based on the diverse composition of our 42 
communities.   43 

4. Consumers should be active participants in the development of the resources 44 
(e.g., pre- and post-test) to provide insurers with feedback on the level and 45 
quality of the information.   46 

5. Consumer information should be made available in a wide variety of languages 47 
and based on the diverse composition of our communities.   48 

(HP) 49 
MMS House of Delegates, 5/9/08 50 

Reaffirmed MMS House of Delegates, 5/2/1551 
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13b. *Hospital/Organized Medical Staff/Employed Physicians 1 
[Divide between Sunset, Reaffirm Seven Years, and Amend] 2 
1.All medical staff bylaws should include a provision that there be multiple secure 3 
communication methods (such as online voting, and other secure methods) for 4 
insuring that all the medical staff members are made fully aware of the timing and 5 
importance of elections and agenda items that require a vote. (HP)  6 
… 7 
Medical Staff by-laws should ensure that all physicians, employed and private, 8 
hospital-based and non-hospital based be treated equally. 9 
 10 
The composition of the medical executive committee should reflect the equitable 11 
percentages of the various voting categories. (HP) 12 

MMS House of Delegates, 12/5/15 13 
 14 
MASSACHUSETTS MEDICAL SOCIETY ADMINISTRATION AND MANAGEMENT 15 
14b. Historical Preservation 16 
The MMS will focus its review and actions concerning historical documents on 17 
preserving and protecting the documents, electronic files, and artifacts of the 18 
MMS and its district medical societies. (D) 19 
 20 

MMS House of Delegates, 5/9/08 21 
(Items 2 and 3 of Original: Sunset) 22 

Reaffirmed MMS House of Delegates, 5/2/15 23 
15b. Membership 24 
The MMS approves the waiver of membership dues for all medical school 25 
graduates that are eligible to apply for a graduate medical education program in 26 
the U.S. and who reside in Massachusetts and who have not been accepted into 27 
an accredited graduate medical education program. The approval for the waiver 28 
will be based on the request from the physician that shall be submitted annually, 29 
and is eligible for a period of up to five years after medical school graduation. The 30 
member status will change when a physician enters an accredited graduate 31 
medical education program. (HP) 32 

MMS House of Delegates, 5/2/15 33 
  34 

 35 
16b. The MMS will continue to seek to broaden expand the diversity of its 36 
membership and member participation in its activities. (D) 37 

MMS House of Delegates, 11/15/08 38 
Reaffirmed MMS House of Delegates, 5/2/15 39 

  40 
MEDICAL RECORDS/ELECTRONIC HEALTH RECORDS 41 
17b. Clinical Data Repositories  42 
A: The MMS adopts the following as Principles for Clinical Data Repositories 43 

(CDRs): 44 
 45 

1. Clinical Data Repositories (CDRs) are beneficial for patients and 46 
physicians to improve the quality, safety, efficiency, and value of 47 
medical care for at-risk all patients. The development and use of CDRs 48 
— following the appropriate privacy and security regulations — should 49 
be embraced and encouraged.   50 
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2. The Society should seek to bring the benefits of CDRs to physicians 1 
across the state, including primary care physicians and specialists in 2 
solo practice, small groups, and large groups. 3 

3. Substantial resources will be required to sustain and increase the 4 
usefulness of CDRs over time.  Public/private partnerships should be 5 
encouraged and duplication of effort avoided. 6 

4. Massachusetts benefits from the continued collaboration of public and 7 
private organizations — such as the MMS, Massachusetts Hospital 8 
Association, Massachusetts Health Quality Partners, Massachusetts e-9 
Health Collaborative, Massachusetts Health Data Consortium, 10 
Massachusetts Technology Collaborative, commercial payers, and 11 
MassHealth — to build the information infrastructure for our health care 12 
system. CDRs form a part of that continuum of development. 13 
Massachusetts’ all-payer claims database overseen by the Center for 14 
Health Information and Analysis, has valuable information to inform 15 
policy development and help improve outcomes. 16 

5. The Society should encourage all public and private organizations 17 
payers to share data to enable CDR deployment and to enable the 18 
comparison of outcomes and processes among physician groups and 19 
patient populations.  20 

6. Adoption of common data standards and definition of important clinical 21 
outcomes at the state and national level are ongoing processes 22 
necessary to achieve maximum value of CDRs for all constituencies.  23 

(D) 24 
 25 

MMS House of Delegates, 5/9/08 26 
Reaffirmed MMS House of Delegates, 5/2/15 27 

*(Item B5 of Original: Sunset) 28 
(Complete Item B of Original: Sunset) 29 

Amended and Reaffirmed MMS House of Delegates, 5/2/15 30 
 31 
NURSES AND NURSING 32 
18b. Nursing Profession 33 
The Massachusetts Medical Society (MMS) acknowledges the essential role of 34 
nurses in the overall care of patients. (HP) 35 
 36 
The MMS recognizes that there is a shortage of professional bedside nursing 37 
services. (HP) 38 
 39 
The MMS supports the efforts of the nursing profession in Massachusetts to 40 
attract well-qualified diverse candidates for nursing education programs. (HP) 41 
 42 
The MMS urges hospitals and other health care settings to provide clinical 43 
education opportunities for nursing students. (HP) 44 
 45 
The MMS urges physicians to cooperate and participate in in-service training 46 
programs for nurses. (HP) 47 
 48 
The MMS urges hospitals, when assigning nurses, to prominently consider 49 
diversity, training and expertise as well as appropriate nurse to patient ratios. (HP) 50 

MMS House of Delegates, 5/11/01 51 
Reaffirmed MMS House of Delegates, 5/9/08 52 
Reaffirmed MMS House of Delegates, 5/2/15 53 
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PHYSICIANS 1 
19b. Practice Viability 2 
The Massachusetts Medical Society (MMS) will continue to explore ways to help 3 
recruit and retain primary care and specialty physicians into the Commonwealth 4 
of Massachusetts. (D) 5 

MMS House of Delegates, 11/15/08 6 
Amended and Reaffirmed MMS House of Delegates, 5/2/15 7 

(Item 2 of Original: Sunset)  8 
 9 
20b. The Massachusetts Medical Society shall continue its advocacy and outreach 10 
campaign to educate the public, purchasers, public officials and opinion leaders 11 
on the challenges facing physician practices; to express the need to cover rising 12 
costs in order to maintain practice viability; to secure proper allocation of 13 
premium to ensure patient care; and to create awareness about the difficulty 14 
recruiting and retaining physicians in Massachusetts. (D) 15 

MMS House of Delegates, 5/11/01 16 
Reaffirmed MMS House of Delegates, 5/9/08 17 

Amended and Reaffirmed MMS House of Delegates, 5/2/15 18 
 19 
PRESCRIPTION AND NON-PRESCRIPTION DRUGS 20 
21b. Off-Label Uses 21 
The MMS confirms its strong support for the autonomous clinical decision-making 22 
authority of a physician and that a physician may lawfully use an FDA-approved 23 
drug product or medical device for an off-label indication when such use is based 24 
upon sound scientific evidence or sound expert medical opinion. When the 25 
prescription of a drug or use of a device represents safe and effective therapy, 26 
third party payers, including Medicare, should be required to cover appropriate 27 
“off-label” uses of drugs on their formulary. (HP) 28 
 29 
The MMS strongly supports the important need for physicians to have access to 30 
accurate and unbiased information about off-label uses of drugs and devices, 31 
while ensuring that manufacturer-sponsored promotions remain under FDA 32 
regulation. (HP) 33 

MMS House of Delegates, 5/2/15 34 
 35 
22b. The MMS strongly supports the dissemination of generally available 36 
information from manufacturers about off-label uses by physicians. Such 37 
information should be independently derived, peer reviewed, based on 38 
scientifically evidence sound, and truthful and not misleading. The information 39 
should be provided in its entirety, not be edited or altered by the manufacturer, 40 
and be clearly distinguished and not appended to manufacturer-sponsored 41 
materials. Such information may comprise journal articles, books, book chapters, 42 
or clinical practice guidelines. Books or book chapters should not focus on any 43 
particular drug. Dissemination of information by manufacturers to physicians 44 
about off-label uses should be accompanied by the approved product labeling and 45 
disclosures regarding the lack of FDA approval for such uses, and disclosure of 46 
the source of any financial support or author financial conflicts. (HP) 47 
 48 
The MMS strongly supports the continued authorization, implementation, and 49 
coordination of biological license applications and new drug applications to 50 
include pediatric safety and effectiveness data. (HP)   51 

MMS House of Delegates, 12/5/1552 
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PROFILING, TIERING, AND PHYSICIAN PERFORMANCE 1 
23b. Principles/Policy for Measuring and Rewarding Physician Performance 2 
The Massachusetts Medical Society will advocate to payers that pay-for-3 
performance statistics shall apply only to those patients to whom the peer-4 
reviewed medical evidence is applicable, including such criteria as: demographic 5 
characteristics, clinical characteristics, clinical significance, and life expectancy. 6 
(D)  7 
 8 

MMS House of Delegates, 12/7/13 9 
(Item 2 of Original: Auto- Sunset; Time-Limited Directive Completed MMS House 10 

of Delegates, 12/6/14) 11 
PUBLIC HEALTH 12 
24b. Emergency Preparedness/Bleeding Control 13 
The Massachusetts Medical Society (MMS) recognizes the reality that an 14 
infectious disease outbreak, terrorist attack, or other catastrophic event can occur 15 
at any moment with the potential to cause severe morbidity and mortality. The 16 
MMS is dedicated to enhancing and continually improving the planning, 17 
mitigation, response and recovery activities needed to protect the health of the 18 
Commonwealth. (HP) 19 
 20 
The MMS Committee on Preparedness will work in collaboration with local, state, 21 
and federal public health agencies, hospitals, and others responsible for 22 
emergency preparedness and disaster management, on the development, 23 
coordination, and facilitation of educational initiatives, communications systems, 24 
and integrated response plans for the medical community to minimize the 25 
consequences of natural or man-made disasters and other public health 26 
emergencies. The Committee on Preparedness will incorporate into its work 27 
advocacy for adequate resources, for populations with special medical needs 28 
during disasters or those that have been historically marginalized or made 29 
vulnerable, and for community engagement in all phases of preparedness 30 
planning. (D) 31 
 32 
The Committee on Preparedness will endeavor to assist physicians and other 33 
health care professionals in their preparedness efforts with planning and 34 
response tools and other resources, and will encourage them to volunteer with 35 
MA Responds, the Massachusetts centralized volunteer management system, in 36 
order to enhance the state’s capacity to respond to health emergencies. (D) 37 

MMS House of Delegates, 11/17/01 38 
Amended and Reaffirmed MMS House of Delegates, 5/9/08 39 
Amended and Reaffirmed MMS House of Delegates, 5/2/15 40 

25b. Gambling 41 
The Massachusetts Medical Society (MMS) encourages physicians to advise their 42 
patients of the addictive potential of gambling. The MMS encourages 43 
Massachusetts Government, which operates gambling programs in the 44 
Commonwealth of Massachusetts, to provide a fixed percentage of the revenue 45 
from gambling for education, prevention, and treatment of gambling addiction.   46 
 47 
The MMS encourages the Massachusetts Government and any private enterprise, 48 
which operates gambling programs in the Commonwealth of Massachusetts, to 49 
affix to all lottery tickets, displays at all lottery ticket counters, and at all gambling 50 
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establishments, a culturally appropriate warning sign in multiple languages that 1 
states, “You may become addicted to gambling! Gambling a problem? For help 2 
call the gambling hotline: 1-800-426-1234.” 3 

MMS House of Delegates, 5/20/94 4 
Reaffirmed MMS House of Delegates, 5/11/01 5 

Amended and Reaffirmed MMS House of Delegates, 5/9/08 6 
Reaffirmed MMS House of Delegates, 5/2/15 7 

 8 
REPRODUCTIVE HEALTH 9 
26b. Contraception 10 
The Massachusetts Medical Society (MMS) supports policy adapted from the 11 
House of Delegates of the American Medical Association: (AMA) Policy H-75.985, 12 
Access to Emergency Contraception, which states:  It is the Policy of our AMA: (1) 13 
that physicians and other health care professionals should be encouraged to play 14 
a more active role in providing education about emergency contraception, 15 
including access and informed consent issues, by discussing it as part of routine 16 
family planning and contraceptive counseling; and (2) to enhance efforts to 17 
expand access to emergency contraception without cost-sharing, including 18 
making emergency contraception pills more readily broadly available including, 19 
but not limited through, hospitals, clinics, emergency rooms, acute care centers, 20 
pharmacies (over-the-counter and available without cost-sharing through a 21 
statewide standing order), and physicians and other clinicians’ offices. (CMS Rep. 22 
1, I-00). (HP) 23 
The MMS supports providing emergency contraceptive medication to patients on 24 
an over-the-counter basis. (HP) 25 

MMS House of Delegates, 11/17/01 26 
Reaffirmed MMS House of Delegates, 5/9/08 27 
Reaffirmed MMS House of Delegates, 5/2/15 28 

 29 
27b.The MMS requests all payers of health services including Medicaid, Medicare, 30 
and all health insurers and health plans to include coverage of contraceptives, 31 
including emergency contraceptives, without cost-sharing in their pharmacy 32 
benefits programs. (D) 33 
 34 
The MMS through legislation and administrative regulation shall require supports 35 
requiring insurers to allow reimburse contraceptive medication refills consistent 36 
with Massachusetts law, including coverage for a single-dispensing of a 37 
prescription for contraceptive drugs, devices, or products for a 12-month period 38 
to promote continuous access for patients in a timely fashion to maximize 39 
compliance. (DHP) 40 

MMS House of Delegates, 5/11/01 41 
Reaffirmed MMS House of Delegates, 5/9/08 42 

(Item 2 of Original: Sunset) 43 
Amended and Reaffirmed MMS House of Delegates, 5/2/1544 

Reference Committee B Page 35 of 58



 

SURGERY 1 
28b. Outpatient Surgery 2 
The MMS will continue to work with the Board of Registration in Medicine (BRM) 3 
to learn about their concerns, issues, and plans regarding office-based surgery. 4 
(D) 5 
 6 
The MMS will continue to communicate with all relevant national and local 7 
specialty societies and to locate current statistics regarding office-based surgery 8 
trends in Massachusetts. (D) 9 
Practice guidelines are not intended to be unique or exclusive indicators of 10 
appropriate care. Any physician should be able to demonstrate that the care 11 
rendered is safe and appropriate, even if it may vary from the guidelines in some 12 
respects. (HP) 13 

MMS House of Delegates, 11/17/01 14 
Reaffirmed MMS House of Delegates, 5/9/08 15 

(Additional Items Sunset, 5/9/08) 16 
Reaffirmed MMS House of Delegates, 5/2/15 17 

 18 
TECHNOLOGY  19 
29b. Technology in Health Care  20 
The MMS adopts the following statement on the interoperability of medical 21 
devices: 22 
 23 

The MMS believes that intercommunication and interoperability of 24 
electronic medical devices (e.g., noninvasive blood pressure cuffs, EKGs, 25 
pulse oximeters) could lead to important advances in patient safety and 26 
patient care, and that the standards and protocols to allow such seamless 27 
intercommunication should be developed fully with these advances in 28 
mind. The MMS also recognizes that, as in all technological advances, 29 
interoperability poses safety and medico-legal challenges, as well. The 30 
development of standards and production of interoperable equipment 31 
protocols should recognize strike the proper balance to achieve maximum 32 
patient safety, efficiency, and outcome benefit. (HP) 33 

MMS House of Delegates, 11/15/08 34 
Reaffirmed MMS House of Delegates, 5/2/15 35 
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ADOPTED AS AMENDED 1 
 2 
 3 
Item #:  12c 4 
Code:  OFFICER Report A-22 B-9 5 
Title:  Policy Sunset Process 6 
Sponsors:  MMS Presidential Officers: 7 

  Carole Allen, MD, MBA, FAAP  8 
  Theodore Calianos, II, MD, FACS 9 
  Barbara Spivak, MD 10 

   Reviewers: Various MMS Committees/Sections 11 
 12 
Referred to:  Reference Committee B 13 
   Lorraine Schratz, MD, Chair 14 
 15 
REPORT SECTION C 16 
 17 
Recommendation: 18 
C. That the Massachusetts Medical Society reaffirm for one (1) 19 
year the following policies:  20 
 21 
ALCOHOL 22 
1c. *Educational Campaign 23 
[Divided between Sunset and Reaffirm One Year (for Further Review)] 24 
 25 
… 26 
The MMS will initiate a campaign within the framework of the Society’s existing 27 
publications and communications, highlighting to the public the dangers of 28 
underage drinking and driving. (D) 29 

MMS House of Delegates, 5/11/01 30 
Reaffirmed MMS House of Delegates, 5/9/08 31 

Amended and Reaffirmed MMS House of Delegates, 5/2/15 32 
(Item 2 of Original: Sunset) 33 

CHILDREN AND YOUTH  34 
2c. School Start Times 35 
The MMS affirms that a later start time to the school day (no earlier than 8:30 a.m.) 36 
for both middle school and high school adolescents is a beneficial change to the 37 
overall health and wellbeing of the students. (HP) 38 
 39 
The MMS will advocate for state legislative efforts encouraging for later start times 40 
for middle school and high school adolescents. (D) 41 

MMS House of Delegates, 12/5/15 42 
(Item 2 of Original: Auto-Sunset; Time-Limited Directive Completed MMS House of 43 

Delegates, 12/3/16)44 
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PHYSICIANS 1 
3c. Definition of “Disruptive Physician Behavior” 2 
The MMS will continue to promote measures to protect physicians from being 3 
inaccurately, or unfairly labeled as a disruptive physician. (D) 4 

MMS House of Delegates, 5/9/08 5 
Amended and Reaffirmed MMS House of Delegates, 5/2/15 6 

(Item 1 of Original: Sunset)  7 
 8 
PUBLIC HEALTH 9 
4c. Influenza Vaccination/Other Vaccinations  10 
That, in the context of a highly transmissible disease that poses significant 11 
medical risk for vulnerable patients or colleagues, or threatens the availability of 12 
the health care workforce, particularly a disease that has potential to become 13 
epidemic or pandemic, and for which there is an available, safe, and effective 14 
vaccine, physicians and health care workers who have direct patient care 15 
responsibilities or potential direct exposure have an ethical obligation to accept 16 
immunization unless there is a recognized medical reason to not be immunized. In 17 
such scenarios when a physician or health care provider has not been immunized 18 
due to medical reasons, appropriate protective measures should be taken. (HP) 19 

MMS House of Delegates, 12/5/15 20 
QUALITY OF CARE 21 
5c. Patient Safety 22 
The Massachusetts Medical Society (MMS) accepts the Institute of Medicine’s 23 
(IOM) thirteen recommendations in their report, “Crossing the Quality Chasm,” 24 
with an amendment to recommendation three: 25 
Recommendation 1: All health care organizations, professional groups, and 26 
private and public purchasers should adopt as their explicit purpose to 27 
continually reduce the burden of illness, injury, and disability, and to improve the 28 
health and functioning of the people of the United States. 29 
Recommendation 2: All health care organizations, professional groups, and 30 
private and public purchasers should pursue six major aims; specifically, health 31 
care should be safe, effective, patient-centered, timely, efficient, and equitable. 32 
Recommendation 3: Congress should continue to authorize and appropriate funds 33 
for, and the Department of Health and Human Services should move forward 34 
expeditiously with the establishment of, monitoring and tracking processes for 35 
use in evaluating the progress of the health system in pursuit of the above-cited 36 
aims of safety, effectiveness, patient-centeredness, timeliness, efficiency, and 37 
equity. Efforts should be made to eliminate any duplication of reporting or 38 
monitoring processes of care. The Secretary of the Department of Health and 39 
Human Services should report annually to Congress and the President on the 40 
quality of care provided to the American people. 41 
Recommendation 4: Private and public purchasers, health care organizations, 42 
clinicians, and patients should work together to redesign health care processes in 43 
accordance with the following rules: 44 

· Care based on continuous healing relationships. Patients should receive 45 
care whenever they need it and, in many forms, not just face-to-face visits. 46 
This rule implies that the health care system should be responsive at all 47 
times (24 hours a day, every day) and that access to care should be provided 48 
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over the Internet, by telephone, and by other means in addition to face-to-1 
face visits. 2 

· Customization based on patient needs and values. The system of care 3 
should be designed to meet the most common types of needs but have the 4 
capability to respond to individual patient choices and preferences. 5 

· The patient as the source of control. Patients should be given the necessary 6 
information and the opportunity to exercise the degree of control they 7 
choose over health care decisions that affect them. The health system 8 
should be able to accommodate differences in patient preferences and 9 
encourage shared decision making.  10 

· Shared knowledge and the free flow of information. Patients should have 11 
unfettered access to their own medical information and to clinical 12 
knowledge. Clinicians and patients should communicate effectively and 13 
share information. 14 

· Evidence-based decision making. Patients should receive care based on the 15 
best available scientific knowledge. Care should not vary illogically from 16 
clinician to clinician or from place to place.  17 

· Safety as a system property. Patients should be safe from injury caused by 18 
the care system. Reducing risk and ensuring safety require greater attention 19 
to systems that help prevent and mitigate errors. 20 

· The need for transparency. The health care system should make information 21 
available to patients and their families that allows them to make informed 22 
decisions when selecting a health plan, hospital, or clinical practice, or 23 
choosing among alternative treatments. This should include information 24 
describing the system’s performance on safety, evidence-based practice, 25 
and patient satisfaction.  26 

· Anticipation of needs. The health system should anticipate patient needs, 27 
rather than simply react to events. 28 

· Continuous decrease in waste. The health system should not waste 29 
resources or patient time. 30 

· Cooperation among clinicians. Clinicians and institutions should actively 31 
collaborate and communicate to ensure an appropriate exchange of 32 
information and coordination of care. 33 

Recommendation 5: The Agency for Healthcare Research and Quality should 34 
identify not fewer than 15 priority conditions, taking into account frequency of 35 
occurrence, health burden, and resource use. In collaboration with the National 36 
Quality Forum, the Agency should convene stakeholders, including purchasers, 37 
consumers, health care organizations, professional groups, and others, to 38 
develop strategies, goals, and action plans for achieving substantial 39 
improvements in quality in the next 5 years for each of the priority conditions. 40 
Recommendation 6: Congress should establish a Health Care Quality Innovation 41 
Fund to support projects targeted at (1) achieving the six aims of safety, 42 
effectiveness, patient-centeredness, timeliness, efficiency, and equity; and/or (2) 43 
producing substantial improvements in quality for the priority conditions. The 44 
Fund’s resources should be invested in projects that will produce a public-domain 45 
portfolio of programs, tools, and technologies of widespread applicability. 46 
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Recommendation 7: The Agency for Healthcare Research and Quality and private 1 
foundations should convene a series of workshops involving representatives from 2 
health care and other industries and the research community to identify, adapt, 3 
and implement state-of-the-art approaches to addressing the following 4 
challenges: 5 

· Redesign of care processes based on best practices 6 
· Use of information technologies to improve access to clinical information 7 

and support clinical decision making  8 
· Knowledge and skills management 9 
· Development of effective teams  10 
· Coordination of care across patient conditions, services, and settings over 11 

time 12 
· Incorporation of performance and outcome measurements for improvement 13 

and accountability  14 
Recommendation 8: The Secretary of the Department of Health and Human 15 
Services should be given the responsibility and necessary resources to establish 16 
and maintain a comprehensive program aimed at making scientific evidence more 17 
useful and accessible to clinicians and patients. In developing this program, the 18 
Secretary should work with federal agencies and in collaboration with 19 
professional and health care associations, the academic and research 20 
communities, and the National Quality Forum and other organizations involved in 21 
quality measurement and accountability. 22 
Recommendation 9: Congress, the executive branch, leaders of health care 23 
organizations, public and private purchasers, and health informatics associations 24 
and vendors should make a renewed national commitment to building an 25 
information infrastructure to support health care delivery, consumer health, 26 
quality measurement and improvement, public accountability, clinical and health 27 
services research, and clinical education. This commitment should lead to the 28 
elimination of most handwritten clinical data by the end of the decade. 29 
Recommendation 10: Private and public purchasers should examine their current 30 
payment methods to remove barriers that currently impede quality improvement, 31 
and to build in stronger incentives for quality enhancement. 32 
Recommendation 11: The Health Care Financing Administration [CMS] and the 33 
Agency for Healthcare Research and Quality, with input from private payers, 34 
health care organizations, and clinicians, should develop a research agenda to 35 
identify, pilot-test, and evaluate various options for better aligning current 36 
payment methods with quality improvement goals. 37 
Recommendation 12: A multidisciplinary summit of leaders within the health 38 
professions should be held to discuss and develop strategies for (1) restructuring 39 
clinical education to be consistent with the principles of the 21st-century health 40 
system throughout the continuum of undergraduate, graduate, and continuing 41 
education for medical, nursing, and other professional training programs; and (2) 42 
assessing the implications of these changes for provider credentialing programs, 43 
funding, and sponsorship of education programs for health professionals. 44 
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Recommendation 13: The Agency for Healthcare Research and Quality should 1 
fund research to evaluate how the current regulatory and legal systems (1) 2 
facilitate or inhibit the changes needed for the 21st-century health care delivery 3 
system, and (2) can be modified to support health care professionals and 4 
organizations that seek to accomplish the six aims set forth in Chapter 2: 5 

· Safe — avoiding injuries to patients from the care that is intended to help 6 
them. 7 

· Effective — providing services based on scientific knowledge to all who 8 
could benefit and refraining from providing services to those not likely to 9 
benefit (avoiding underuse and overuse, respectively).  10 

· Patient-centered — providing care that is respectful of and responsive to 11 
individual patient preferences, needs, and values and ensuring that patient 12 
values guide all clinical decisions.  13 

· Timely — reducing waits and sometimes harmful delays for both those who 14 
receive and those who give care. 15 

· Efficient — avoiding waste, including waste of equipment, supplies, ideas, 16 
and energy.  17 

· Equitable — providing care that does not vary in quality because of personal 18 
characteristics such as gender, ethnicity, geographic location, and 19 
socioeconomic status. 20 

The MMS adds the following additional recommendations to the IOM 21 
recommendations: 22 
1) Changes introduced into the health care system must honor patient 23 

confidentiality and privacy. 24 
2) Physicians by the nature of their training and their responsibilities have a 25 

unique perspective on the health care system and their input is vital to any 26 
change. In addition, while physicians respect and value other health care 27 
professionals who work in the health care system, a broad array of physicians 28 
should be consulted when structural changes in the health care system are 29 
suggested. 30 

(HP) 31 
MMS House of Delegates, 5/11/01 32 

Reaffirmed MMS House of Delegates, 5/9/08 33 
Reaffirmed MMS House of Delegates, 5/2/15 34 

TECHNOLOGY  35 
6c. Social Media 36 
That the MMS adopt as amended its social media policy, adopted at A-11, to read 37 
as follows: 38 
 39 

MMS Social Media Guidelines for Physicians 40 
 41 
Carefully planned and professionally executed participation in social media by 42 
physicians is professionally appropriate, and can be an effective method to 43 
connect with colleagues, advance professional expertise, educate patients, and 44 
enhance the public profile and reputation of our profession.   45 
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Physicians should be cognizant of standards of patient privacy and confidentiality 1 
that must be maintained in all environments, including online, and must not post 2 
any content that could be used to directly or indirectly reveal a patient’s identity.  3 
 4 
Physicians must recognize that personal and professional online content can 5 
have a significant impact on public trust in the medical profession, both positively 6 
and negatively. The content that physicians post online may also influence their 7 
reputations among patients and colleagues, and may have consequences for their 8 
medical careers, particularly for physicians in training and medical students.  9 
 10 
When using the Internet for social networking, physicians should use privacy 11 
settings to safeguard personal information and content to the extent possible, but 12 
should realize that privacy settings are not absolute and that once on the Internet, 13 
it is highly likely that content will remain there indefinitely, and may reach a wider 14 
audience than intended. Thus, physicians should routinely monitor their own 15 
Internet presence to ensure that the personal and professional information on 16 
their own sites and, to the extent possible, content posted about them by others, 17 
is accurate and appropriate. 18 
 19 
If they interact with patients on the Internet, physicians must maintain appropriate 20 
boundaries of the patient-physician relationship in accordance with professional 21 
ethical guidelines, just as they would in any other context. 22 
 23 
To maintain appropriate professional boundaries, it is recommended that 24 
physicians separate personal and professional content online, where technically 25 
feasible. Physicians should accept patient online invitations to connect only on a 26 
physician's professional or a practice’s social media account, and should not 27 
accept invitations from patients to connect on their personal accounts. 28 
 29 
Physicians' existing professional responsibility to hold their colleagues to 30 
account for maintaining the profession's code of ethics (e.g., AMA position on the 31 
necessity of reporting a colleague’s unethical conduct) extends to behavior in 32 
online communities. Thus, when physicians see content posted by colleagues 33 
that appears unprofessional, they have a responsibility to bring that content to the 34 
attention of the individual, so that he or she can remove it and/or take other 35 
appropriate actions. If the behavior significantly violates professional norms and 36 
the individual does not take appropriate action to resolve the situation, the 37 
physician should report the matter to appropriate authorities. 38 
 39 
Physicians must disclose all relationships they have with regard to the maker or 40 
provider of products and services they review or discuss in online communities. 41 
This includes discussions and reviews of products and services provided to the 42 
physician for free. 43 
(HP) 44 
 45 
That the Massachusetts Medical Society will broadly disseminate the guidelines 46 
on the professional use of social media to its membership. (D) 47 

MMS House of Delegates, 5/21/11 48 
Amended and Reaffirmed MMS House of Delegates, 12/5/1549 
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EMERGENCY MEDICAL SERVICES 1 
7c. Emergency Room Overcrowding  2 
The Massachusetts Medical Society (MMS) formally acknowledges that the 3 
boarding of patients in emergency departments is unsafe, and is contrary to the 4 
delivery of quality care. (HP)  5 

MMS House of Delegates, 5/11/01 6 
Reaffirmed MMS House of Delegates, 5/9/08 7 

Amended and Reaffirmed MMS House of Delegates, 5/2/15 8 
 9 

EMERGENCY MEDICAL SERVICES 10 
8c. *Emergency Room Overcrowding 11 
… 12 
The MMS formally recognizes that the solution to the boarding of patients in 13 
emergency departments must focus on the timely outflow of patients from the 14 
emergency department, not on restrictive barriers to access. (HP) 15 
… 16 

MMS House of Delegates, 5/11/01 17 
Reaffirmed MMS House of Delegates, 5/9/08 18 

Amended and Reaffirmed MMS House of Delegates, 5/2/15 19 
 20 

 21 
EMERGENCY MEDICAL SERVICES 22 
9c. *Emergency Room Overcrowding 23 
… 24 
The MMS shall use its best efforts to work to eliminate emergency department 25 
boarding of patients. (HP) 26 
 27 

MMS House of Delegates, 5/11/01 28 
Reaffirmed MMS House of Delegates, 5/9/08 29 

Amended and Reaffirmed MMS House of Delegates, 5/2/15 30 
 31 
 32 

HOSPITALS 33 
10c. Credentialing 34 
The Massachusetts Medical Society (MMS) shall work with all concerned parties to 35 
advocate for uniform minimum standards, based on available evidence for 36 
credentialing physicians. (D) 37 
 38 
The MMS encourages uniformity for the process, timing,  and standards for 39 
credentialing with health care institutions and managed care organizations. (HP) 40 

MMS House of Delegates, 5/11/01 41 
Amended and Reaffirmed MMS House of Delegates, 5/9/08 42 

(Item 3 of Original: Sunset) 43 
Reaffirmed MMS House of Delegates, 5/2/15 44 

 45 
Fiscal Note: No Significant Impact  46 
(Estimated Expenses) 47 
 48 
Estimated Staff Effort to   49 
Complete Directive(s): No Significant Impact  50 
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REFERRED TO THE BOT FOR REPORT BACK AT A-23 1 
 2 
Item #: 13 3 
Code: Resolution A-22 B-204 4 
Title: Protecting Continuity of Care, Patient Autonomy, and 5 

Physician Well-Being in Cases of Physician Departures 6 
Sponsors: Hans Jeppesen, MD 7 
 Christopher Garofalo, MD 8 
 9 
Referred to: Reference Committee B 10 
 Lorraine Schratz, MD, Chair 11 
 12 
That the Massachusetts Medical Society advocate for legislation, rules, or 13 
regulations encompassing the following principles to ensure patients 14 
retain autonomy with respect to their choice of physician when physicians depart 15 
one practice for another: 16 
 17 
• Physicians who have given formal notice of their intent to leave an employer 18 

have the right to provide their contact information to patients and inform them 19 
of their right to continue in the physician’s care at the new place of 20 
employment. 21 

• Within 30 days of receipt of a physician’s notice of intent to leave an employer 22 
for another place of practice, the employer of a physician must send the 23 
physician’s patients a “Physician Departure Notice,” which: 24 

a. must be sent by mail to the patient’s home address and should also be 25 
sent by email when an email address is available; 26 

b. should be a joint letter authored by the employer and the departing 27 
physician;  28 

c. must state that the patient has the right to remain under the care of the 29 
physician who is moving to a new place of practice or to transfer care to 30 
another physician. It is recognized that a patient’s health insurance plan 31 
may contain network restrictions that can limit one’s choice of 32 
physician; and 33 

d. must provide the departing physician’s new practice address and 34 
contact information and request that patients communicate their 35 
decision regarding their choice of physician.    36 

(D) 37 
 38 
Fiscal Note: No Significant Impact 39 
(Estimated Expenses) 40 
  41 
Estimated Staff Effort  42 
to Complete Directive(s): Ongoing Expense of $3,000 43 
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(ADOPTED HOD FIRST SESSION, SPEAKERS’ CONSENT CALENDAR) 1 
 2 
Item #:  14 3 
Code: (Various Committees) Report A-22 B-10 [A-21 C-7; A-21 C-12/I-20 4 

B-10/A-19 C-4] 5 
Title:  Comprehensive Follow-Up Report on: Policies Reaffirmed One 6 

Year at A-21 Pending Review & Additional Policies: Reaffirmed One 7 
Year at A-19–A-21 Pending Review)  8 

Sponsors:  District Leadership Council 9 
 Spiro Spanakis, DO, Chair  10 
 Committee on Ethics, Grievances, and Professional Standards 11 
 Rebecca Weintraub Brendel, MD, JD, Chair 12 
 Committee on Information Technology 13 

Jennifer Joe, MD, Chair  14 
 Committee on Legislation 15 

Olivia Liao, MD, Chair  16 
 Medical Student Section 17 
 Leah Yuan, Chair  18 
 Committee on Membership  19 
 Samir Patel, MD, Chair  20 
 Minority Affairs Section 21 
 Nidhi Lal, MD, Chair  22 

MMS Presidential Officers: Carole Allen, MD, MBA, FAAP 23 
                                                   Theodore Calianos II, MD, FACS, Barbara Spivak, MD  24 
 Organized Medical Staff Section 25 

Matthew Gold, MD, Chair  26 
 Committee on Professional Liability 27 

Stephen Metz, MD, Chair  28 
 Committee on Public Health 29 

James Broadhurst, MD, MHA, Chair  30 
 Committee on Publications 31 

James Feldman, MD, Chair  32 
Committee on the Quality of Medicine Practice 33 
Judith Melin, MA, MD, FACP, Chair 34 
Resident and Fellow Section 35 

 Caitlin M. Farrell, MD, Chair  36 
 Task Force on Health Insurance Policy 37 
 Barbara Spivak, MD 38 
 Committee on Women’s Health 39 
 Pei-Li Huang, MD, Chair  40 
 41 
Report History: OFFICER REPORT A-21 C-7, Late BOT Report A-21 C-12  42 
 COAM/COP Report A-21 C-11, OFFICER Report I-20 B-6  43 
 COAM Report I-20 B-10, OFFICER Report A-19 C-4 44 
 45 
 
Recommendations: 46 
1. That the MMS sunset the following policies: 47 
 48 
HEALTH CARE DELIVERY 49 
Accountable Care Organizations 50 
1. The Massachusetts Medical Society will advocate for legislation or regulation that 51 
would prohibit or render unenforceable any ACO or integrated network, network-to-52 
physician contract terms that require physician participation in all risk contracts as 53 
held by that network, and prohibit or render unenforceable contract terms that 54 
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specifically require physicians to contract exclusively with one particular network. 1 
(D) 2 

MMS House of Delegates, 12/6/14 3 
 4 
2. The Massachusetts Medical Society will work with appropriate stakeholders to 5 
advocate for legislation or regulations that will enable specialist physicians to 6 
participate as “primary” members of more than one Accountable Care Organization 7 
(ACO) without having to create a new legal entity with a separate tax ID number. (D) 8 

MMS House of Delegates, 12/6/14 9 
 10 
3. Telemedicine 11 
The Massachusetts Medical Society (MMS) considers that the primary goals in the 12 
application and development of telemedicine are the promotion of the patients’ best 13 
interests, quality of care, and the preservation of an optimal patient-physician 14 
relationship. (HP) 15 
 16 
The MMS shall work with the Massachusetts Board of Registration in Medicine 17 
(BRM) in its efforts to specify the appropriate practice of telemedicine. (D) 18 
 19 
The MMS urges that legislation be developed to affect the safe practice of 20 
telemedicine within and outside Massachusetts. (HP) 21 
 22 
Legislation to affect the safe practice of telemedicine shall include mechanisms to 23 
promote the appropriate practice of medicine across state lines. (HP) 24 
 25 
Legislation to affect the safe practice of telemedicine shall provide for simplification 26 
of the certification process to practice medicine across state lines. (HP) 27 
 28 
The MMS requests that the BRM and the Massachusetts Board of Registration in 29 
Pharmacy review current practices of prescribing medications across state lines. (D) 30 
 31 
The MMS requests that the BRM establish and strengthen liaison with contiguous 32 
and nearby states for the purpose of furthering the appropriate use of telemedicine. 33 
(D) 34 

MMS House of Delegates, 11/6/00 35 
Reaffirmed MMS House of Delegates, 5/18/07 36 
Reaffirmed MMS House of Delegates, 5/17/14 37 

 38 
HEALTH INSURANCE/MANAGED CARE PLANS 39 
4. Health Insurance 40 
Change in Tax Treatment 41 
1. MMS policy will express a preference for replacement of the present exclusion 42 

from employees’ taxable income of employer-provided health expense 43 
coverage with a tax credit for individuals and families. 44 

2. The MMS will express a preference for relating the individual tax credit for all 45 
health expense coverage expenditures by individuals and/or their employers to 46 
the individual’s income, rather than being a uniform percentage of such 47 
expenditures. 48 

3. The MMS supports the individual’s right to select his/her health insurance plan 49 
and to receive the same tax treatment for individually purchased coverage, for 50 
contributions toward employer-provided coverage, and for total employer-51 
purchased coverage.52 
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Voluntary Choice Cooperatives 1 
4. The MMS supports the American Medical Association (AMA) as it seeks 2 

legislation to encourage the formation of small employer and other voluntary 3 
choice cooperatives by exempting insurance plans offered by such 4 
cooperatives from selected state regulations regarding mandated benefits, 5 
premium taxes, and small group rating laws, while safeguarding state and 6 
federal patient protection laws.  For purposes of such legislation, small 7 
employers should be defined in terms of the number of lives insured, not the 8 
total number employed. 9 
 10 

5. The MMS, through appropriate channels, encourages unions, trade 11 
associations, health insurance purchasing cooperatives, farm bureaus, 12 
fraternal organizations, chambers of commerce, churches, and religious 13 
groups, ethnic coalitions, and similar groups to serve as voluntary choice 14 
cooperatives for both children and the general uninsured population, with 15 
emphasis on formation of such pools by organizations which are national or 16 
regional in scope. 17 

 18 
Defined Contribution 19 
6. The MMS endorses the concept that employers provide a defined contribution 20 

for the purchase of health expense coverage within the private sector for all 21 
full-time employees. 22 
 23 

Supporting Transitory Populations 24 
7. The MMS supports the AMA as it seeks legislation requiring a “maintenance of 25 

effort” period, such as one or two years, during which time employers would be 26 
required to add to the employee’s salary the cash value of any health expense 27 
coverage they directly provide if they discontinue that coverage, or if the 28 
employee opts out of the employer-provided plan. 29 
 30 

Risk Adjustment 31 
8. The MMS encourages employers, unions, and other employee groups to 32 

consider the merits of risk-adjusting the amount of the employer direct 33 
contributions toward individually purchased health expense coverage where 34 
useful risk-adjustment measures, such as age, sex, and family status, would be 35 
used to provide higher-risk employees with a larger contribution and lower-risk 36 
employees with a lesser one. 37 

 38 
9. The MMS encourages continued experimentation with, and monitor the success 39 

of, approaches to minimizing or compensating for adverse selection among the 40 
individually purchased and owned health expense plans available, including 41 
risk adjustment across plans, reinsurance pools, and limiting enrollment and 42 
disenrollment opportunities through such mechanisms as multi-year policy 43 
contracts. 44 

 45 
Community Rating Bands 46 

10.  The MMS supports the AMA as it encourages state medical associations to 47 
seek the introduction or support of legislation requiring the use of community 48 
rating bands in the individual health expense coverage plans made available 49 
under provisions of the Health Insurance Portability and Accountability Act of 50 
1996 (PL 104-191) in all states presently without rating restrictions on such 51 
individual coverage plans.52 
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Preference for Tax Incentives vs. Compulsory Approach 1 
11. The MMS supports strong tax incentives, such as making tax credits contingent 2 

on purchase of a specified minimum level of coverage, as opposed to 3 
compulsory approaches, to encourage individuals to obtain coverage providing 4 
a specified minimum level of protection against out-of-pocket expense for 5 
health services and incorporating provisions of the AMA Patient Protection Act, 6 
whether through a traditional insurance or managed care plan or a medical 7 
savings account. 8 
 9 

Education 10 
12.  The MMS strongly encourages, through all appropriate channels, the 11 

development of educational programs to assist consumers in making 12 
informed choices concerning sources of individual health expense 13 
coverage. 14 

(HP) 15 
MMS House of Delegates, 5/19/00 16 

Reaffirmed MMS House of Delegates, 5/18/07 17 
Reaffirmed MMS House of Delegates, 5/17/14 18 

(Portion re: Individual Choice and Support for a Pluralistic System Sunset MMS 19 
House of Delegates, 12/5/21) 20 

PROFESSIONAL LIABILITY 21 
5. Joint and Several Liability 22 
The Massachusetts Medical Society reaffirms its legislative strategy to continue to 23 
advocate for the abolition of joint and several liability. (HP) 24 

MMS House of Delegates, 5/18/07 25 
Reaffirmed MMS House of Delegates, 5/17/14 26 

 27 
PROFILING, TIERING, AND PHYSICIAN PERFORMANCE 28 
6. Tiering  29 
The MMS strongly supports efforts to improve the quality and cost-effectiveness of 30 
health care and is committed to working closely with other parties to these ends.  In 31 
the Society’s view, the essential elements of effective programs for monitoring the 32 
quality and costs of health care include the following: 33 

     Quality measures that are clinically meaningful and directed at outcomes as 34 
well as processes of care 35 

     Use of accurate and timely data  36 
     Focus on results that are directly attributable to the physician’s performance  37 
     Analyses of data that are appropriate to the questions being addressed and 38 

are effectively risk-adjusted  39 
     Effective steps to correct data inaccuracies or misinterpretations before data 40 

are released to outside parties: i.e., insurers, employers, or the public  41 
     Public reports that are easily and accurately interpreted 42 
     Incentives aimed at rewarding better physicians or hospitals based on 43 

important differences in clinical outcomes or the cost-effectiveness of care 44 
 45 
General Principles: Derived from these critical elements, the Society believes that all 46 
programs aimed at quality monitoring or public reporting should:   47 
 48 
1.  Aim to Strengthen Patient-Physician Relationships: Programs that report on the 49 
quality and efficiency of health care should be directed at supporting and improving 50 
patient-physician relationships and facilitating access to care regardless of the 51 
health condition, demographics, ethnicity, economic circumstances, or treatment 52 
adherence patterns.53 
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2.  Involve Physicians in the Design and Implementation of All Programs: Practicing 1 
physicians, hospitals, and their professional organizations should be intimately 2 
involved in the design and implementation of such programs.  Criteria used to judge 3 
physician performance should be jointly developed and approved by physicians and 4 
other involved parties.  Moreover, physicians should be involved in monitoring 5 
ongoing programs, evaluating their effects, and modifying them in response to 6 
evidence of their effectiveness. 7 
 8 
3.  Use Clinically Important and Sound Performance Measures: All quality, cost-9 
effectiveness, and efficiency measures should be evidence-based to the maximum 10 
extent feasible, valid, reliable, broadly accepted, and clinically meaningful.  To 11 
facilitate alignment of measurement goals, selected measures should be consistent 12 
with the principles and measures supported by major national or regional 13 
organizations, including the AMA’s Physician Performance Consortium, Ambulatory 14 
Care Quality Alliance (AQA) Beneficiary Quality Improvement (BQI), National Quality 15 
Forum, the Joint Commission, Massachusetts Health Quality Partners, and the 16 
Centers for Medicare and Medicaid Services.  Moreover, every effort should be made 17 
to select measures that will avoid unintended harmful consequences. 18 
4.  Insure Sample Sizes Adequate to Support Meaningful Data Analysis: Variations 19 
among practices and small sample sizes often preclude meaningful assessment and 20 
public reporting of physician performance at the level of individual physician 21 
practices.  In these cases, analyses should be directed at group practices, integrated 22 
health care systems, or independent physician associations with sample sizes 23 
sufficient to adequately “power” analyses.  24 
 25 
5.  Rely on Meaningful Data and Analytic Techniques:   26 

     Input data should be accurate and timely.   27 
     Analyses should adjust for differences in clinical case-mix, socioeconomic 28 

factors, and outliers that may distort overall results.  29 
     Data attributed to an individual physician should be directly attributable to 30 

patients, diagnoses, and care provided by that physician.  If the data apply to 31 
care received by patients treated by a practice or network, results should be 32 
attributed to that practice or network and not to individual physicians. 33 

     Evaluation of efficiency measures should be adjusted for variations in the 34 
cost of delivering care that are outside the provider’s control (e.g., variations 35 
in payer mix, area wage-index, and state-mandated requirements). 36 

     Timely feedback should be provided to physician practices to permit errors to 37 
be corrected prior to public release to facilitate improvement in the quality 38 
and efficiency of care.  39 

 40 
6.  Share and Review Data with Physicians or Practices Prior to Public Release:  41 
Results should be shared with the physicians or hospitals being monitored before 42 
public reporting or decisions about levels of performance.  The inherent tension 43 
between the need for timely data and data accuracy needs to be addressed.  At the 44 
same time, reasonable efforts need to be made to limit undue burdens on physician 45 
practices to provide or evaluate data. 46 
 47 
7.  Ensure Transparency of All Quality and Cost-Effectiveness Measures and 48 
Methods: Complete descriptions of all measures, criteria, algorithms, 49 
methodologies, and data sources should be made available in writing to all parties. 50 
Preferably, these should also be Web-available.  51 
 52 
8.  Identify and Consider Practice Characteristics That May Require Special Attention 53 
in Quality and Cost-Effectiveness Monitoring: Physician practices that are new, 54 
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small, located in rural locations, or serve socioeconomically deprived populations or 1 
racial minorities may need to be assessed by different criteria than other practices. 2 
 3 
9.  Use Uniform Reporting Formats: Standardized and easily understood reporting 4 
formats are critical to achieving adequate understanding and appropriate use of 5 
reports by all involved parties: physicians, health care organizations, insurers, and 6 
the public. 7 
 8 
10.  Minimize Unintended Harmful Consequences of Quality and Cost-Effectiveness 9 
Monitoring and Public Reporting:  Programs aimed at improving access, quality, 10 
and/or the cost-effectiveness of health care need to have in place explicit efforts to 11 
identify and correct any unintended adverse consequences.    12 
 13 
11.  Be Pre-Tested Before Implementation:  It is critical that all quality and cost-14 
effectiveness monitoring and public-reporting initiatives receive thorough and 15 
independent pre-testing prior to implementation.  Such pre-testing should be applied 16 
to individual measures, program strategies, and efforts to rank or reward individual 17 
practices or physicians.  (HP) 18 

MMS House of Delegates, 11/3/07 19 
Reaffirmed MMS House of Delegates 5/17/14 20 

 21 
 22 
2. That the Massachusetts Medical Society reaffirm the following 23 
policies for seven years: 24 
 25 
HEALTH CARE DELIVERY 26 
1. Accountable Care Organizations 27 
The MMS adopts the following criteria as policy for physicians who are considering 28 
participation in accountable care organizations (ACOs) or integrated delivery 29 
systems: 30 
 31 
1. Flexibility: Membership criteria should be well defined and clearly communicated, 32 

but should offer a level of flexibility and leeway for continued improvement and 33 
change. In addition, an ACO’s criteria for participation should be flexible enough 34 
to allow consideration of physicians who may not meet the full spectrum of an 35 
ACO’s defined membership requirements. 36 

 37 
2.  Eligibility: Physicians should be licensed in the state in which the ACO operates. 38 

Physicians should be eligible to participate in an ACO if they are clinically 39 
qualified to practice medicine or deliver the relevant required services for the 40 
ACO; and able to meet the terms of the ACO contract. Physicians that meet 41 
eligibility guidelines should be considered as members, however acceptance by 42 
an ACO is not mandatory. 43 

 44 
3.  Quality-of-Care Standards: Physicians should be informed of the performance 45 

measurement expectations of an integrated delivery system (IDS) or ACO, in 46 
order to best determine if they can meet or exceed expected quality and 47 
performance benchmarks that are outlined by the ACO or integrated delivery 48 
network (IDN). More specifically, participants should have enough information to 49 
determine their capacity to meet or exceed quality-of-care performance measures 50 
within several categories, such as: a) Patient/caregiver experience; b) Care 51 
coordination/patient safety; c) Preventative health; and d) At-risk population 52 
specific measures.53 
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4.  Financial Standards: Physicians should be informed of the performance 1 
measurement expectations (if applicable) of an IDS or ACO, in order to best 2 
determine if they can meet the financial expectations required to participate in 3 
the ACO. Expectations regarding revenue sharing should be available in order for 4 
ACO participants to understand the potential to receive shared savings. 5 
Physicians should have the opportunity to evaluate whether or not they are able 6 
to consistently meet these financial expectations over time. Potential participants 7 
should be provided with financial reports at the point of contracting so that the 8 
baseline financials are understood. Routine reporting on financial performance in 9 
relation to expectations should be provided. Physicians should have the 10 
opportunity to review, ask questions, and understand that they have the ability to 11 
appeal incorrect financial data. 12 

 13 
5.  Clinical-Practice Standards: Physicians should be informed of the performance 14 

measurement expectations of an ACO, in order to best determine if they can meet 15 
or exceed clinical-practice standards, such as a) Promoting evidence-based 16 
medicine; b) Promoting patient engagement; c) Reporting internally on quality 17 
and cost metrics; and d) Coordinating care. Prospective ACO participants should 18 
ensure that they are capable of meeting patient-centeredness measures. 19 
Additionally, physicians should be certain that they have the ability to develop 20 
individualized care plans, based on a patient’s unique needs, preferences, 21 
values, and priorities. As physicians are the medical professionals best qualified 22 
by training, education, and experience to provide diagnosis and treatment of 23 
patients, they should lead all clinical teams and approve all clinical protocols to 24 
be used by other members of the clinical team. 25 

 26 
6.  Data Use and Interoperability: Physicians should be informed of the need to 27 

have, or the need to be willing to, implement, a system that will send and receive 28 
electronic transactions through an electronic medical record (EMR) system. 29 
ACOs and IDNs should support participating physicians by providing them with 30 
data collection tools and timely reports to help physicians be able to use the data 31 
in a meaningful way in order to provide quality patient care in the practice 32 
setting. 33 

 34 
 Transparent, accessible health data (including cost and quality information) 35 

should be accessible to the participating physician so that those data may be 36 
used to make informed, data-driven decisions. While participating physicians 37 
should not be forced to switch EMRs as a condition of participation, the EMR 38 
system used should be capable of performing the required functions to comply 39 
with state and federal regulations that support Health Information Exchange 40 
initiatives and other such initiatives that require information to be exchanged 41 
among health care entities. 42 

 43 
7.  Governance: In accordance with AMA principles on ACOs, physicians who 44 

participate in an ACO or an IDN should make medical decisions that are not 45 
based on commercial interests, but rather on professional medical judgment that 46 
puts patients’ interests first. This should be a clear mandate from all parties 47 
involved. Physician participation in ACO governance is key to the success of the 48 
ACO, and as such, physicians should be aware of board membership roles and 49 
responsibilities. Ensuring the option for such participation is an important 50 
decision point. Given the responsibility, detailed governance-based roles should 51 
be clearly outlined and communicated to ACO participants up front. 52 

 53 
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8.  Leadership Participation: Physician leadership is the hallmark of the ACO model; 1 

therefore physicians should be prepared to undertake the different 2 
responsibilities and expectations of leadership roles. ACO leaders should 3 
participate in establishing practice methods, strategic initiatives, and quality 4 
initiatives that are efficient and effective. Physician decisions directly impact the 5 
quality of care delivered as well as utilization and costs.  6 

 7 
9.  Management and Administrative Structure: The ACO or integrated delivery model 8 

structure should be clearly outlined for the physician at the point of contracting. 9 
Any changes that the physician may have to make should be clear so the 10 
physician can determine whether or not the changes are possible. Physicians 11 
should be able to communicate and work with staff to ensure that they are 12 
aligned with the goals and strategy of the ACO. ACO or IDN management and 13 
administrative structures should be made clear to the physician participant to 14 
allow them to adapt to the ACO’s model.  15 

 16 
10. Patient-Panel Contribution: Physicians should be able to accept and be 17 

accountable for a population of patients. Specific requirements may exist that 18 
require physicians to maintain in-network referrals. Physicians must be free to 19 
refer out of the network if it is in the patient’s best interest. Physicians and the 20 
ACO should have mechanisms in place to address the reality that patient 21 
compliance and some variables may be outside the physicians’ control.  22 
Physicians should be willing to assist in the development of protocols regarding 23 
patient care coordination. 24 
 25 

11. Legal Compliance: ACOs and integrated delivery networks should provide a 26 
description of legal requirements to physicians at the point of contracting so the 27 
physician understands what federal, state, local, and ACO legal requirements 28 
they have to comply with. Key areas of consideration include: a) Antitrust; b) 29 
Anti-Kickback Statute; c) Stark Law; d) False Claims Act; e) Civil Monetary 30 
Penalty statute. Moreover, physicians must understand ahead of time and be 31 
compliant with the terms of the ACO’s or integrated delivery system’s rules and 32 
regulations (for contractual compliance please see Item number 12).  33 

 34 
12. Contractual Compliance: Physicians should understand and comply with the 35 

terms of their contract. Physicians interested in joining an ACO should be 36 
provided with an upfront copy of the contract in order to understand the 37 
contractual terms of the ACO agreement prior to joining the ACO. Contractual 38 
compliance should be clearly outlined and a timeframe for physician review (and 39 
legal consultation) should be allowed. Physicians should be allowed enough time 40 
to ascertain whether or not they will be able to submit to the specific contractual 41 
requirements outlined in the agreement. Contracts should include clear non-42 
compliance/termination clauses as outlined in Item number 13, and clear 43 
mechanisms for grievance processes. 44 

 45 
13. Terms of Non-Compliance/Termination: Physicians should be able to terminate 46 

their relationship with an ACO or IDS at will within contractually designated time 47 
frames for notification. In addition, there is no guarantee that acceptance of a 48 
physician into an ACO will mean permanent placement. Physicians should be 49 
aware of contractually defined non-compliance and termination clauses in 50 
advance of joining the ACO. Clauses should clearly define: 51 

 52 
a. The terms required for physicians to maintain their participation in an ACO  53 
b. The expected cost and quality benchmarks that a physician must maintain in 54 

order to remain compliant  55 
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c. The process a physician would follow if deciding to terminate the relationship 1 
with an ACO 2 

d. The process that would occur if an ACO were to seek termination of the 3 
relationship with a physician 4 

e. The opportunity for review and appeal in the event that a physician felt he or 5 
she was being wrongfully terminated from an ACO agreement 6 

 7 
14.  Termination of contract between physician and ACO should not in and of 8 

itself be a reportable event to the Board of Registration in Medicine. 9 
(HP) 10 

MMS House of Delegates, 12/7/13 11 
Item 10: Amended and Reaffirmed, MMS House of Delegates, 5/17/14 12 

 13 
MMS ADMINISTRATION AND MANAGEMENT 14 
2. District Medical Societies 15 
The Massachusetts Medical Society (MMS) will offer each of the following services to 16 
the District Medical Societies at cost through a charge-back system to the districts: 17 

• Accounting services — including annual financial statement 18 
• Tax preparation service 19 
• Bookkeeping 20 
• Non-profit tax disclosure regulation compliance (such as public inspection of 21 

tax returns) 22 
 23 
3. No district is obligated to take advantage of services offered through the MMS, but 24 
each district is encouraged to utilize the expertise available through the Society if it 25 
would help the district operate more effectively. (D) 26 

MMS House of Delegates, 11/6/99 27 
Reaffirmed MMS House of 28 

Delegates, 5/12/06 29 
Reaffirmed MMS House of Delegates, 5/11/13 30 

 31 
Membership 32 
4. The Massachusetts Medical Society exempts dues for residents who enroll as part 33 
of an Accreditation Council for Graduate Medical Education (ACGME) or American 34 
Osteopathic Association (AOA) accredited residency training programs. (D) 35 

MMS House of Delegates, 5/18/07 36 
Reaffirmed MMS House of Delegates, 5/17/14 37 

 38 
Publishing Division 39 
5. The Delegates express their continued confidence in the integrity and judgment of 40 
the Committee on Publications, the Board of Trustees, and the Society’s Officers, 41 
and recommend that the Society continue appropriate policy with respect to new 42 
publishing and medical information ventures commensurate with the Society’s 43 
resources and committee structure. (HP) 44 
 45 

MMS House of Delegates, 5/12/06 46 
Reaffirmed MMS House of Delegates, 5/11/1347 
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3. That the Massachusetts Medical adopt as amended the 1 
following policies and reaffirm for seven years: 2 
 3 
ETHICS 4 
1. Health Facility Ownership by Physicians 5 
Physicians' Self-Referral 6 
The Massachusetts Medical Society (MMS) adopts the American Medical Association 7 
Council on Ethical and Judicial Affairs Opinion 9.6.9, “Physicians’ Self-Referral,” 8 
which reads as follows: 9 
Business arrangements among physicians in the health care marketplace have the 10 
potential to benefit patients by enhancing quality of care and access to health care 11 
services. However, these arrangements can also be ethically challenging when they 12 
create opportunities for self-referral in which patients' medical interests can be in 13 
tension with physicians' financial interests. Such arrangements can undermine a 14 
robust commitment to professionalism in medicine as well as trust in the profession.  15 
In general, physicians should not refer patients to a health care facility that is 16 
outside their office practice and at which they do not directly provide care or 17 
services when they have a financial interest in that facility. Physicians who enter into 18 
legally permissible contractual relationships—including acquisition of ownership or 19 
investment interests in health facilities, products, or equipment; or contracts for 20 
service in group practices—are expected to uphold their responsibilities to patients 21 
first. When physicians enter into arrangements that provide opportunities for self-22 
referral they must: 23 
 24 
(1) Ensure that referrals are based on objective, medically relevant criteria. 25 
(2) Ensure that the arrangement: 26 
(a) is structured to enhance access to appropriate, high quality health care services 27 
or products; and 28 
(b) within the constraints of applicable law: 29 
(i) does not require physician-owners/investors to make referrals to the entity or 30 
otherwise generate revenues as a condition of participation; 31 
(ii) does not prohibit physician-owners/investors from participating in or referring 32 
patients to competing facilities or services; and 33 
(iii) adheres to fair business practices vis-à-vis the medical professional 34 
community—for example, by ensuring that the arrangement does not prohibit 35 
investment by nonreferring physicians. 36 
 37 
(3) Take steps to mitigate conflicts of interest, including: 38 
(a) ensuring that financial benefit is not dependent on the physician-owner/investor's 39 
volume of referrals for services or sales of products; 40 
(b) establishing mechanisms for utilization review to monitor referral practices; and 41 
(c) identifying or if possible making alternate arrangements for care of the patient 42 
when conflicts cannot be appropriately managed/mitigated. 43 
 44 
(4) Disclose their financial interest in the facility, product, or equipment to patients; 45 
inform them of available alternatives for referral; and assure them that their ongoing 46 
care is not conditioned on accepting the recommended referral.  (II, III, VIII) 47 
 48 
Issued June 2009 based on the report "Physicians' Self-Referral," adopted November 49 
2008. 50 
(HP) 51 

MMS House of Delegates, 5/12/06 52 
Amended and Reaffirmed MMS House of Delegates, 5/17/1453 
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HEALTH INSURANCE/MANAGED CARE PLANS 1 
2. Insurance Reform  2 
The MMS will advocate that local health plans reimburse cognitive services at a level 3 
commensurate with the expertise and time required for these services. (D) 4 
 5 
The MMS maintains opposition to the federal budget neutrality of the Medicare 6 
Physician Fee Schedule, which constrains physician payments to reduce overall 7 
national health care expenditures. (HP) 8 
 9 
The MMS will periodically explore and evaluate the progress of alternative payment 10 
models and methodologies, as well as opportunities for physician participation in 11 
these model programs, with an annual report to the membership.  (D) 12 

MMS House of Delegates, 5/18/07 13 
Reaffirmed MMS House of Delegates, 5/17/14 14 

(Items 1, 2, 5, and 6 of Original: Sunset) 15 
 16 
HOSPITALS 17 
3. Credentialing 18 
The MMS supports the concept that credentialing of physicians by hospitals, 19 
managed care organizations, and other health care facilities include professionalism, 20 
and the evaluation of the individual’s training and experience based on nationally 21 
accepted clinical criteria. (HP) 22 
 23 
The MMS will continue to work with state regulatory agencies to assure that any 24 
state imposed credentialing standards which limit the ability of licensed 25 
Massachusetts physicians to practice at any licensed facility are developed with 26 
evidenced based standards developed by physicians. (D) 27 
 28 
In any case when new regulations establishing minimum clinical standards are 29 
proposed by state agencies, the MMS may establish a representative working group, 30 
coordinated by an established MMS Committee, to help formulate the MMS 31 
response. (D) 32 

MMS House of Delegates, 5/19/00 33 
Reaffirmed MMS House of Delegates, 5/18/07 34 
Reaffirmed MMS House of Delegates, 5/17/14 35 

 36 
MEDICAL EDUCATION 37 
4. Educational Debt  38 
The MMS will pursue the following in regard to educational debt reduction:  39 

• Support government funded student loan forgiveness programs for 40 
physicians and medical students 41 
• Advocate for other lenders’ constructive revision of loan repayment 42 

terms, such as income-contingent loan programs   43 
• Support any legislative effort to prolong the deferment period for 44 

educational loans through residency and fellowship   45 
• Support legislative efforts to alter the eligibility requirements for allowing 46 

interest from educational loans to be an income tax deduction from a flat-47 
income level to a ratio of debt to income 48 

(D) 49 
MMS House of Delegates, 11/3/07 50 

Reaffirmed MMS House of Delegates, 5/17/14 51 
(Items 2-3 of Original: Sunset)52 
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MMS ADMINISTRATION AND MANAGEMENT 1 
5. House of Delegates 2 
The MMS will request that the districts work toward selecting delegates that better 3 
reflect the composition of practicing physicians in the Commonwealth (as 4 
registered with the Board of Registration in Medicine) by considering such factors 5 
as gender, specialty, age, race/ethnicity, gender identity, sexual orientation and 6 
other demographics. (D)  7 

MMS House of Delegates, 11/3/07 8 
(Item 2 and 3 of Original: Sunset) 9 

Reaffirmed MMS House of Delegates, 5/17/14 10 
 11 
6. NEJM Group  12 
The Delegates affirm that their Committee on Publications and the leadership of 13 
the Society continue to use due diligence in avoiding inappropriate commercial 14 
arrangements that might damage the professional reputation of the Society, The 15 
New England Journal of Medicine, or the Society’s other publications. (HP) 16 

MMS House of Delegates, 5/7/99 17 
Reaffirmed MMS House of Delegates, 5/12/06 18 
Reaffirmed MMS House of Delegates, 5/11/13 19 

 20 
7. The Editor-in-Chief of The New England Journal of Medicine (NEJM) and the 21 
Editor-in-Chief, NEJM Group, in stewardship of NEJM Group products and 22 
publications, shall continue to enjoy complete editorial independence. (HP) 23 
 24 
Any print or electronic product or publication entitled The New England Journal of 25 
Medicine, having “NEJM” in its title, or identified as coming from the editors of 26 
The New England Journal of Medicine shall fall under the responsibility of the 27 
Editor-in Chief, NEJM Group. (HP) 28 

MMS House of Delegates, 11/6/99 29 
Reaffirmed MMS House of Delegates, 5/12/06 30 
Reaffirmed MMS House of Delegates, 5/11/13 31 

 32 
8. The following vision statement shall guide the Massachusetts Medical Society 33 
(MMS) publishing activities: 34 
The MMS will continue to be a leader in publishing authoritative information 35 
on health care and health sciences.  Through its Committee on Publications 36 
and Publishing Division, the Society will “…do all things as may be necessary 37 
and appropriate to advance medical knowledge…” as first defined in its Act of 38 
Incorporation (Chapter 15, of the Acts of 1781, as amended). The Society will 39 
maintain the recognized level of excellence and credibility of its publications 40 
in the scientific, medical, and public domains throughout the world. 41 
The principal objectives of its publishing activities are to advance biomedical 42 
science and to educate physicians, other healthcare professionals, and the 43 
public. The NEJM and MMS further affirm the importance of addressing health 44 
equity and the elimination of racism in medicine. New developments will be 45 
encouraged in response to changes in educational and scientific needs and 46 
the availability of new publishing technologies. This will be accomplished in a 47 
manner that advances biomedical science and upholds the integrity and 48 
financial ability of the Massachusetts Medical Society to carry out its mission. 49 
The Society will conduct its publishing activities in a supportive, 50 
collaborative, and fully inclusive environment. 51 
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MMS will protect the editorial freedom and independence of all its NEJM 1 
Group products and publications. The Society will continue to pursue its 2 
mission with an abiding commitment to maintaining the excellence and 3 
preeminence of The New England Journal of Medicine and NEJM Group 4 
products and publications. 5 
(HP) 6 
The MMS House of Delegates shall review and affirm the publishing vision 7 
statement annually as prepared by the Committee on Publications. (D) 8 

Acts of Incorporation and Bylaws Updated as of May 1998 9 
Reaffirmed MMS House of Delegates, 5/12/06 10 
Reaffirmed MMS House of Delegates, 5/11/13 11 

 12 
 13 

PUBLIC HEALTH  14 
9. Helmets 15 
The Massachusetts Medical Society will support public safety educational 16 
programs that encourage all people regardless of age to wear helmets and highly-17 
visible clothing while bicycling. (D) 18 

MMS House of Delegates, 12/6/14 19 
 20 
 21 
4. That the Massachusetts Medical Society reaffirm the following 22 
policies for one year: 23 
 24 
HEALTH CARE DELIVERY 25 
1. Retail-Based Clinics 26 
The Massachusetts Medical Society believes that retail-based clinics are not in the 27 
best long-term interest of patients or physicians in the Commonwealth, and will 28 
strongly work on a regulatory basis to assure that no waivers are granted and to 29 
hold the Massachusetts Department of Public Health accountable to its 30 
procedures.  (HP/D) 31 

MMS House of Delegates, 11/3/07 32 
Reaffirmed MMS House of Delegates, 5/17/14 33 

MMS House of Delegates, 11/3/07 34 
Reaffirmed MMS House of Delegates, 5/17/14 35 

 36 
MEDICAL RECORDS/ELECTRONIC HEALTH RECORDS 37 
2. Electronic Health Records 38 
The MMS will establish or enhance current member-directory services to include a 39 
member’s Direct certificate, including functionality that enables each member to 40 
choose where to receive Direct secure messages. These destinations may include 41 
EHRs, health information exchanges, and other services that the MMS may 42 
develop. (D) 43 
 44 
The MMS will manage the issuance and support of certificates that conform to 45 
Federal Bridge CA standards independent of any particular employer or EHR 46 
vendor. (D) 47 

MMS House of Delegates, 5/17/1448 
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MMS ADMINISTRATION AND MANAGEMENT 1 
3. Boston Medical Library2 
The MMS will explore mechanisms to advocate for members to obtain expanded 3 
electronic access to more core medical journals. (D) 4 

MMS House of Delegates, 5/19/12 5 
6 

4. Committees (Special Committee Renewals Criteria)7 
All requests for approval of committee continuance should include a brief written 8 
evaluation and recommendation by the Board of Trustees based on: 9 

• How well the committee met its stated objectives10 
• Frequency of meetings and attendance11 
• Evidence of an effective work product12 
• Additional evidence (such as educational benefit, publications,13 

increased membership, etc.)14 
• Reasonable cost to the Massachusetts Medical Society (MMS) for15 

work performed16 
• Uniqueness of the committee (i.e., function not duplicated elsewhere17 

in the Massachusetts Medical Society)18 
(D)19 

MMS House of Delegates, 11/6/99 20 
Reaffirmed MMS House of Delegates, 5/12/06 21 
Reaffirmed MMS House of Delegates, 5/11/13 22 

23 
Fiscal Note: No Significant Impact 24 
(Estimated Expenses) 25 

26 
Estimated Staff Effort 27 
to Complete Directive(s): No Significant Impact 28 
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MASSACHUSETTS MEDICAL SOCIETY HOUSE OF DELEGATES (A-22) 

FINAL HOUSE VOTES 
REFERENCE COMMITTEE C: MMS Administration 

Item # Title Code Action Page 

1 Bylaws Changes 
(Committees on Nominations 
and Legislation) 

OFFICERS Report A-22 C-1 
[I-19 C-1a] 

Adopted as 
Amended 

1 

2 Bylaws Changes COB Report A-22 C-2 Adopted as 
Amended 

3 

3 Membership Dues for 
Calendar Year 2023 

COF Report A-22 C-3 Adopted as 
Amended 

10 

4 Special Committee Renewals BOT Report A-22 C-4 Adopted 11 

5 Special Committee Renewals 
[Directive re: Alignment for 
Future] 

OFFICERS Report A-22 C-5 
[I-19 C-4a] 

Adopted 12 

6 Committee on Maternal and 
Perinatal Welfare to Become 
a Standing Committee 

BOT Report A-22 C-6 
[I-20 C-4] 

Adopted (The 
Recommendation 
to Not Adopt)  

13 

7 MMS Governance Reform GRWG Report A-22 C-7 Adopted as 
Amended 

15 

8 Governance Reform Resolution A-22 C-301 Referred to the 
BOT for Report 
Back  

15 

9 District Medical Society 
Mergers 

GRWG Report A-22 C-8 
[I-20 C-303] 

Adopted 16 

10 Procedures Regarding 
Respectful Behavior 

EGPS Report A-22 C-9 
[A-21 C-5] 

Referred to the 
Cmte on Ethics, 
Grievances & 
Professional 
Standards for 
Report Back  
@ I-22 

17 

11 Change in Delegate 
Reimbursement for HOD 
Overnight 

GRWG Report A-22 C-10 Not Adopted 19 

(Adopted on Speakers’ Consent Calendar, HOD First Session) 
12 Section Operating Guidelines 

Revision 
OMSS Report A-22 C-11 20 

13 Delegates-at-Large BOT Report A-22 C-12 26 



 

ADOPTED AS AMENDED 1 
 2 
Item #:    1 3 
Code: OFFICERS Report A-22 C-1 [I-19 C-1a] 4 
Title: Bylaws Changes (Committees on Nominations and 5 

Legislation) 6 
Sponsor: MMS Presidential Officers: 7 

Carole Allen, MD, MBA, FAAP 8 
Theodore Calianos, II, MD, FACS 9 
Barbara Spivak, MD  10 

 11 
Report History: COB Report I-19 C-1a 12 

Resolution A-19 C-301 13 
 14 
Referred to:  Reference Committee C 15 
 Ron Newman, MD, Chair 16 
 17 
That the Massachusetts Medical Society adopt as amended COB Report I-19 C-1a 18 
[A-19-C-301], to reads as follows: 19 
 20 
ITEM A:  21 
 22 

CHAPTER 4 • District Societies 23 
 24 

• • • 25 
 26 
4.21 Committee on Nominations Membership  27 
 28 
Only delegates who have served as such for at least two years and have been 29 
members of the Society for at least five years are eligible to become members or 30 
alternate members of the Committee on Nominations of the Massachusetts 31 
Medical Society. Members of the Committee on Nominations shall serve one-year 32 
terms and shall not serve for more than eight total years as a member, after which 33 
they shall not be eligible for re-election. Alternate members of the Committee on 34 
Nominations shall serve one-year terms and shall not serve for more than eight 35 
total years as an alternate member, after which they shall not be eligible for re-36 
election. Total years served includes all time served, regardless of when it was 37 
served, except that total years served shall not include time served filling a 38 
vacancy on the Committee on Nominations. 39 
 40 
The eight-year term limit for members and alternate members of the Committee on 41 
Nominations shall become effective as of the close of the 2015 annual meeting of 42 
the Society. 43 
 44 
4.22 Committee on Legislation Membership 45 
 46 
Members of the Committee on Legislation of the Massachusetts Medical Society 47 
shall serve one-year terms with a maximum of nine consecutive years. Alternate 48 
members of the Committee on Legislation of the Massachusetts Medical Society 49 
shall serve one-year terms with a maximum of nine consecutive years.  50 
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• • • 1 
 2 

CHAPTER 12 • Committees 3 
 4 

12.01 Term and Qualifications of Committee Members 5 
 6 

• • • 7 
 8 
Committee members elected by districts shall serve for one year terms with a 9 
maximum of nine consecutive years, unless otherwise specifically provided in 10 
these bylaws set forth in 4.21 and 4.22. 11 
 12 

• • • 13 
 14 

12.0411 Committee on Legislation 15 
 16 
The Committee on Legislation shall be composed of a chair and a vice chair, both 17 
appointed from among the committee members by the President-elect, and one 18 
member and alternate, from each district society as provided in 4.14 and 4.22. 19 
When an immediate decision is needed concerning legislative action, the decision 20 
shall be made by the President (or in the absence of the President, by the 21 
President-elect; or in the absence of the President and President-elect by the Vice 22 
President) in consultation with the committee chair (or in the absence of the 23 
committee chair with the vice chair) of the Committee on Legislation. The chair of 24 
the Committee on Legislation shall report this decision to all members of the 25 
committee. 26 
(D) 27 
 28 
Fiscal Note: No Significant Impact  29 
(Estimated Expenses) 30 
  31 
Estimated Staff Effort  32 
to Complete Directive(s): No Significant Impact33 
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ADOPTED AS AMENDED 1 
 2 
Item #: 2 3 
Code: COB Report A-22 C-2 4 
Title: Bylaws Changes 5 
Sponsor: Committee on Bylaws 6 
 Victoria Noble, MD, Chair 7 
 8 
Referred to: Reference Committee C 9 

Ron Newman, MD, Chair 10 
 11 
The Committee on Bylaws recommends that the House of Delegates approve the 12 
following amendments to the Bylaws (except as otherwise noted, added text is 13 
shown as “text” and deleted text is shown as “text”): 14 
 15 
ITEM A: COH Report I-21 C-2: Permanent Preservation of the MMS Oration as a 16 
Record of Historical Significance 17 
 18 

CHAPTER 14 • Meetings 19 
 20 

• • • 21 
 22 
14.03 Annual Oration 23 
There shall be an annual oration delivered by a member of the Society. The Orator 24 
shall be selected by the president, president-elect and vice president, subject to 25 
confirmation by the Board of Trustees. The Society will seek agreement and 26 
consent of the Orator to record and transcribe the Annual Oration. If the Orator 27 
provides such consent, the Society shall create and preserve electronic 28 
recordings and written transcriptions of all Annual Orations as a permanent 29 
record of research and historical value. 30 
 31 
 32 
ITEM B: The HOD amended this report such that no Bylaws amendments are 33 
recommended for Item B. 34 
 35 
 36 
ITEM C: That the Committee on Bylaws propose Bylaws amendments, for 37 
presentation to the HOD at A-22, to replace gendered pronoun with gender-neutral 38 
language. 39 
 40 

CHAPTER 3 • Membership 41 
 42 

• • • 43 
 44 
3.31 Admission  45 
An applicant is admitted to the Society for a ninety-day provisional period, 46 
following approval of an his or her application by the Committee on Membership 47 
and subject to approval by the Board of Trustees if required in 3.1011 of the 48 
bylaws and upon receipt by the Society of the appropriate dues payment for the 49 
applicant. Provisional Regular members shall have all the rights and privileges of 50 
Regular members and shall become Regular members at the end of ninety days 51 
unless the district society shall object. 52 
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 1 
3.402 Automatic Termination  2 
The membership of any member shall be automatically terminated upon his or her 3 
conviction of a felony in a court of law, revocation of his or her medical license for 4 
violation of the disciplinary rules of the Massachusetts Board of Registration in 5 
Medicine, or the surrender of his or her medical license while under investigation 6 
by the Massachusetts Board of Registration in Medicine. 7 
 8 

• • • 9 
 10 

CHAPTER 4 • District Societies 11 
 12 

• • • 13 
4.112 Transfer of Membership 14 
 15 

• • • 16 
 17 

However, a member who changes his or her legal residence or site of principal 18 
professional activity within the Commonwealth of Massachusetts shall, without 19 
further action, have the option of remaining in his or her the present district, with 20 
full rights and privileges, or transferring to the applicable new district. Affected 21 
members shall promptly notify the Society and the district society to which they 22 
wish to belong of their exercise of this option. 23 
 24 

CHAPTER 7 • The House of Delegates 25 
 26 

• • • 27 
 28 
7.02 Composition  29 
The House of Delegates is composed of delegates elected by the district societies 30 
as provided in 4.15 and in addition: 31 

• • • 32 
(12) The President of the Boston Medical Library, if also provided that he or she 33 
must be a member of the Society. 34 
 35 

• • • 36 
 37 

CHAPTER 8 • Board of Trustees 38 
 39 
8.01 Composition  40 
The Board of Trustees shall consist of a trustee from each district society chosen 41 
as provided in 4.17; the President, the President-elect, the Vice President, the 42 
immediate past President, the Secretary-Treasurer, the Assistant Secretary-43 
Treasurer, one member of the Resident and Fellow Section as provided in 6.033, 44 
one member of the Medical Student Section as provided in 6.023, the president of 45 
the Massachusetts Medical Society Alliance, the chair of the Committee on 46 
Finance, the Speaker without the right to vote, and the Vice Speaker without the 47 
right to vote. Each district shall elect an alternate trustee, in accordance with 4.17; 48 
the Medical Student Section shall elect an alternate trustee, in accordance with 49 
6.023; and the Resident and Fellow Section shall elect an alternate trustee, in 50 
accordance with 6.033. Each such alternate trustee shall be eligible to serve in the 51 
event of the absence of the alternate trustee's his/her respective trustee.52 
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 1 

• • • 2 
 3 
8.03 Specified Duties 4 

 5 
• • • 6 

 7 
(15) The Board of Trustees shall annually review the activities of the Boston 8 
Medical Library and shall invite the President of the Boston Medical Library (or his 9 
or her designee) to present an annual summary. 10 
 11 

• • • 12 
CHAPTER 10 • Elections 13 

 14 
• • • 15 

 16 
10.03 Election of AMA Delegates 17 
(1) Each AMA delegate and alternate will be elected for a two-year term as 18 
provided by AMA procedures.  19 
(2) The terms of AMA delegates and alternates will be limited as follows: 20 

(a) No delegate or alternate may serve more than eight consecutive terms, 21 
except that a delegate’s term may be extended beyond sixteen years if the 22 
limit is reached while he/she is serving on an AMA Council, in which case 23 
the delegate's or alternate's his/her last delegation term may be extended 24 
no more than two years beyond the end of the delegate's or alternate's 25 
his/her Council position’s term. 26 

 27 
• • • 28 

 29 
CHAPTER 12 • Committees 30 

 31 
12.01 Term and Qualifications of Committee Members 32 
 33 

• • • 34 
 35 

Except for the Committee on Nominations, the first meeting of each committee 36 
which elects its own chair shall be called by the President or his/her designee 37 
within two months of the beginning of each presidential year. 38 
 39 
One member of the Medical Student Section and one member of the Resident and 40 
Fellow Section shall be added to all committees except the Judicial Committee 41 
annually for a one-year term. The member of the Medical Student Section and the 42 
member of the Resident and Fellow Section shall not be included in the 43 
determination of the number of members to which a committee is entitled. The 44 
appointment of a member of the Resident and Fellow Section to the Committee on 45 
Ethics, Grievances, and Professional Standards shall be subject to submission by 46 
that member of a letter to the Executive Vice President of the Society from the 47 
head of his or her the Resident's or Fellow's Resident Training or Fellowship 48 
Program approving his or her the Resident's or Fellow's participation on that 49 
committee; the appointment of a member of the Medical Student Section to the 50 
Committee on Ethics, Grievances, and Professional Standards shall be subject to 51 
submission by that member of a letter to the Executive Vice President of the 52 
Society from the Dean of his or her the Medical Student's medical school 53 
approving the Student's his or her participation on that committee. 54 
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• • • 1 
 2 
12.02 Committee Member Selection  3 

• • • 4 
 5 
The President-elect shall annually select all other standing committee members 6 
and chairs to fill vacancies occurring at the beginning of his/her the next 7 
presidential year, with approval of the House of Delegates. A chair must have at 8 
least one-year experience on the committee, except in the case of a new 9 
committee. 10 
 11 

• • • 12 
 13 

CHAPTER 13 • Grievance Review and Impeachment 14 
 15 

• • • 16 
 17 

13.011 Investigation 18 
(a) Members The Committee on Ethics, Grievances, and Professional Standards 19 
shall, either on its own initiative or on written and signed complaint, investigate, 20 
consider, and make a determination with regard to any apparent or alleged 21 
offense of any member under 13.01. Recognizing the inherent limits to the 22 
Committee’s authority, in some cases, the Committee will not have access to 23 
certain information or facts. In such cases, the determination may be that — 24 
based on the information before it — the Committee is unable to determine 25 
whether or not unethical conduct occurred. Such investigation must include 26 
affording the accused member an opportunity for a conference with the 27 
committee. If the committee does not feel that a conference is necessary in a 28 
particular case, because the grievance is not substantiated, it shall so advise the 29 
member, but shall also advise the member of the his or her right, nevertheless, to 30 
request a conference with the committee in writing within a reasonable period of 31 
time to be determined by the committee. Notification of the time and place of a 32 
conference shall be sent by certified mail at least 30 days prior to the conference. 33 
One 30-day extension may be granted upon request of the member. Should the 34 
accused member fail to appear for a conference, the committee may consider the 35 
matter on the basis of the information before it. The committee may waive the 36 
conference in the event that the accused member without good cause fails to 37 
appear. 38 
 39 

• • • 40 
 41 

CHAPTER 16 • Indemnification 42 
 43 

The Society shall, to the extent legally permissible, indemnify each person who 44 
may serve or who has served at any time as a delegate of the House of Delegates, 45 
or as a President, President-elect, Vice President, Secretary-Treasurer, Assistant 46 
Secretary-Treasurer, Speaker, Vice Speaker of the Society, or as an officer of a 47 
district society as provided for in 4.14, or as a trustee of the Society, or as a 48 
member of a committee of the Society, or as a member of a district society 49 
committee, or as an authorized employee (as hereinafter defined) of the Society or 50 
of any district society, or as an authorized agent (as hereinafter defined) of the 51 
Society, or any member or employee of the Society who may serve or has served 52 
at any time at the Society’s request as a director, officer, or employee of an 53 
affiliate or subsidiary organization of the Society (hereinafter “affiliate 54 
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representative”) against all expenses and liabilities, including counsel fees, 1 
reasonably incurred by or imposed upon such person or affiliate representative 2 
(however, in the case of an affiliate representative, any indemnification provided 3 
herein shall be only to the extent that such individual is not indemnified by the 4 
affiliate or subsidiary) in connection with any proceeding in which such person or 5 
affiliate representative may become involved by reason of serving or having 6 
served in such capacity (other than a proceeding voluntarily initiated by such 7 
person or affiliate representative unless such person is successful on the merits 8 
and the proceeding was authorized by a majority of the full Board of Trustees), 9 
provided that, at all times relevant to such proceeding, such person or affiliate 10 
representative was acting within the scope of that person's or affiliate 11 
representative's his or her duties on behalf of the Society or his or her district 12 
society, affiliate or subsidiary, as the case may be; provided, further, that no 13 
indemnification shall be provided for any such person or affiliate representative 14 
with respect to any matter as to which such person or affiliate representative shall 15 
have been finally adjudicated in any proceeding not to have acted in good faith in 16 
the reasonable belief that the his or her action was in the best interests of the 17 
Society or his or her district society, affiliate or subsidiary as the case may be; 18 
and provided, still further, that, in the case of officers, committee members and 19 
authorized employees of a district society, no indemnification shall be provided 20 
for any such person or affiliate representative with respect to any matter as to 21 
which such person or affiliate representative, if anticipating his or her involvement 22 
in an activity which may be at risk of exposure to the assertion of claims of 23 
liability, including without limitation court or administrative proceedings, media 24 
activities and peer review or disciplinary proceedings, does not reasonably in 25 
advance of any such involvement (1) notify the Executive Vice President of the 26 
Society of same and (2) review inform himself or herself of any policy or position 27 
of the Society bearing on the issue or issues to which such activity may relate.  28 
 29 

• • • 30 
 31 
Such indemnification may, to the extent authorized by the Board of Trustees, 32 
include payment by the Society of expenses incurred in defending a civil or 33 
criminal action or proceeding in advance of the final disposition thereof, upon 34 
receipt of a written undertaking by the person indemnified to employ counsel 35 
satisfactory to the Board of Trustees and to repay such payment if he or she shall 36 
not be entitled to indemnification under this Chapter, which undertaking may be 37 
accepted without regard to the financial ability of such person to make repayment. 38 
 39 

• • • 40 
No amendment or repeal of the provisions of this Chapter which adversely affects 41 
the right of an indemnified person under this Chapter shall apply to any 42 
indemnified person with respect to his or her acts or omissions which occurred at 43 
any time prior to such amendment or repeal without the indemnified person's his 44 
or her written consent. 45 
(D) 46 
 47 

• • • 48 
 49 
Fiscal Note: No Significant Impact  50 
(Estimated Expenses) 51 
 52 
Estimated Staff Effort  53 
to Complete Directive(s): No Significant Impact54 
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ADOPTED AS AMENDED 1 
 2 
Item #:   3 3 
Code:  COF Report A-22 C-3 4 
Title:  Membership Dues for Calendar Year 2023 5 
Sponsor:  Committee on Finance 6 

Hugh Taylor, MD, Chair 7 
 8 
Referred to:  Reference Committee C 9 
  Ron Newman, MD, Chair 10 
 11 
That the House of Delegates approve the proposed membership dues for calendar 12 
year 2023. 13 
 14 

Physicians: Current: Proposed:  Proposed: 15 
 2022 2023 2024 16 
Introductory: $200 $200 $200 17 
Family (two phys. in same household): $275 $400 $450 18 
Regular (second year and beyond): $350 $400 $450 19 
Community Health Center based: $0 $150 $200 20 
Military: Current member price of NEJM* 21 
* Dues are exempt if on active military duty 22 
Out-of-state: $175 $175  $175 23 
Life Membership Calculated based on age  24 
Senior / Emeritus $0 $0 $0 25 
 26 
Residents: 27 
One-year resident membership: $60 $60 $60 28 
Three-year resident membership: $150 $150 $150 29 
   Renewable for the length of training 30 
Out-of-state resident membership: $60  $60 $60 31 
Residency / Fellowship Programs:  Free Free Free 32 
  With 100% participation 33 

 34 
Medical Students: Free Free Free 35 
 36 
Multi-year Membership: 37 
Pre-paid enrollment for 2 years:    5% discount   38 
Pre-paid enrollment for 3 years:  10% discount 39 
Pre-paid enrollment for 5 years:   20% discount 40 
Pre-paid enrollment for 10 years:   30% discount 41 
 42 
Group Enrollment: 43 
Groups with 75% to 79% participation:   5% discount 44 
Groups with 80% to 89% participation:  10% discount 45 
Groups with 90% to 99% participation:  20% discount 46 
Groups with 100% participation   30% discount 47 
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Additional rates may apply for large group enrollments following Board of 1 
Trustee approved guidelines. 2 

 3 
Fiscal Note: No Significant Impact  4 
(Estimated Expenses) 5 
 6 
Estimated Staff Effort  7 
to Complete Directive(s): No Significant Impact8 
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ADOPTED 1 
 2 
Item #:  4 3 
Code: BOT Report A-22 C-4 4 
Title: Special Committee Renewals 5 
Sponsor: Board of Trustees  6 
    Carole Allen, MD, MBA, FAAP, Chair 7 
  8 
Referred to: Reference Committee C 9 
 Ron Newman, MD, Chair  10 
 11 
1.  That the MMS renew the following special committees for three years 12 

(beginning FY23): Committees on Accreditation Review, Continuing Education 13 
Review, Diversity in Medicine, Environmental and Occupational Health, 14 
Geriatric Medicine, Global Health, History, Information Technology, LGBTQ 15 
Matters, Maternal and Perinatal Welfare, Mental Health and Substance Use, 16 
Nutrition and Physical Activity, Oral Health, Preparedness, Senior Physicians, 17 
Senior Volunteer Physicians, Student Health and Sports Medicine, 18 
Sustainability of Private Practice, Violence Intervention and Prevention, and 19 
Women’s Health. (D) 20 

 21 
2.  That the MMS sunset the following special committee at the conclusion of 22 

FY22: Committee on Men’s Health. (D)  23 
 24 
Fiscal Note: $30,000 annually ($1,500 per committee for 25 
(Out-of-Pocket Expenses) 3 years beginning FY23) 26 
 27 
Estimated Staff Effort 28 
to Complete Directive(s): $120,000 annually (for 3 years beginning FY23)29 
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ADOPTED   1 
 2 
Item #:    5 3 
Code: OFFICERS Report A-22 C-5 [I-19 C-4a] 4 
Title: Special Committee Renewals [Directive re: Alignment for 5 

Future] 6 
Sponsor: MMS Presidential Officers: 7 

Carole Allen, MD, MBA, FAAP 8 
Theodore Calianos, II, MD, FACS 9 
Barbara Spivak, MD 10 

 11 
Report History: BOT Report I-19 C-4a 12 
 13 
Referred to:  Reference Committee C 14 
 Ron Newman, MD, Chair 15 
 16 
That the Massachusetts Medical Society adopt BOT Report I-19 C-4a, which reads 17 
as follows: 18 
 19 
That beginning in FY23, the work of all current special committees and any 20 
proposed future special committees be aligned within any future governance 21 
model including the existing standing committees, task forces, sections or 22 
member interest networks. (D) 23 
 24 
Fiscal Note: No Significant Impact  25 
(Estimated Expenses) 26 
  27 
Estimated Staff Effort  28 
to Complete Directive(s): No Significant Impact29 
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ADOPT (The Recommendation to Not Adopt) 1 
 2 
Item #:    6 3 
Code: BOT Report A-22 C-6 [I-20 C-4] 4 
Title: Committee on Maternal and Perinatal Welfare to Become a 5 

Standing Committee 6 
Sponsor: Board of Trustees 7 
 Carole Allen, MD, MBA, FAAP, Chair  8 
 9 
Report History: CMPW Report I-20 C-4  10 
 11 
Referred to:  Reference Committee C 12 
 Ron Newman, MD, Chair 13 
 14 
Recommendation: 15 
 16 
Doctor speaker, your reference committee recommends that the recommendation 17 
contained in BOT Report A-22 C-6 [I-20 C-4] be adopted and the remainder of the 18 
report be filed. 19 
 20 
That the Massachusetts Medical Society not adopt CMPW Report I-20 C-4, which 21 
reads as follows: 22 
 23 
That the MMS request that the MMS Bylaws be amended to implement the 24 
following: that the special Committee on Maternal and Perinatal Welfare become a 25 
standing committee to further the Medical Society’s mission to advance the 26 
medical profession to improve patient care and outcomes, as well as to deepen 27 
the Medical Society’s work and commitment to reducing disparities in maternal 28 
and perinatal health. (D) 29 
 30 
Fiscal Note: No Significant Impact  31 
(Estimated Expenses) 32 
  33 
Estimated Staff Effort  34 
to Complete Directive(s): No Significant Impact35 
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ADOPTED AS AMENDED 1 
 2 
Item #:  7 3 
Code: GRWG Report A-22 C-7 4 
Title: MMS Governance Reform  5 
Sponsor: Governance Reform Working Group: 6 

 Carole Allen, MD, MBA, FAAP, Co-chair 7 
 Eli Freiman, MD, FAAP, Co-chair 8 
 Emily Cleveland Manchanda, MD  9 
 Amy Lisser, MD 10 
 Mark Mullan, MD 11 
 Donna Norris, MD 12 
 Maximilian Pany 13 
 Sahdev Passey, MD 14 
 Barbara Spivak, MD  15 
 Carl Streed, MD 16 

  Lynda Young, MD 17 
  18 
Referred to: Reference Committee C 19 
 Ron Newman, MD, Chair 20 
 21 
1. That the MMS request that MMS Bylaws be amended to implement the following: 22 
 23 
The officers of the Medical Society shall be president, president-elect, immediate past 24 
president, secretary/treasurer, speaker, and vice speaker, elected by the House of 25 
Delegates. 26 
 27 
This shall be accomplished through the following changes: 28 

a. That the MMS eliminate the position of vice president and categorize the 29 
immediate past president position as an officer of the Society. 30 

 31 
b. That the MMS eliminate the position of assistant secretary/treasurer. 32 

 33 
(D) 34 

 35 
2. That the MMS request that MMS Bylaws be amended to implement the following: 36 
 37 
The Board of Trustees shall consist of a trustee from each of four to six regions 38 
elected for a single five-year term, five statewide trustees elected for a single five-year 39 
term, the president, the president-elect, the immediate past president, the 40 
secretary/treasurer, the speaker, one member of the Resident and Fellow Section with 41 
a one-year term renewable up to five years, one member of the Medical Student 42 
Section with a one-year term renewable up to five years, and an outside nonphysician 43 
member appointed by the CON for a pilot three-year term. 44 
 45 
This shall be accomplished through the following changes: 46 

a. That the MMS eliminate the alternate trustee position. 47 
 48 

b. That the MMS eliminate the vice speaker position on the Board of Trustees. 49 
 50 

c. That the MMS designate the speaker position on the Board of Trustees to 51 
be a voting member.52 
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d. That the MMS eliminate the Alliance president position on the Board of 1 
Trustees. 2 

 3 
e. That the MMS eliminate district-elected board of trustee positions. 4 

 5 
f. That the MMS establish four to six regions. 6 

 7 
g. Each region will include a number of districts; the actual regional map will 8 

be determined by our District Leadership Council. 9 
 10 

h. That the MMS create four to six regional trustee positions on the Board of 11 
Trustees. Each regional trustee shall serve five years without the 12 
opportunity for consecutive reelection. 13 
o Each region with an open regional position will nominate a minimum of 14 

two trustee candidates to the CON to fill that open position; the CON 15 
will submit a slate to the HOD, and one trustee shall be elected by the 16 
HOD to fill each open regional seat, to serve a five-year term. 17 

 18 
i. That the MMS create five statewide trustee positions on the Board of 19 

Trustees. Each statewide trustee shall serve five years without opportunity 20 
for consecutive reelection. 21 
o The Committee on Nominations will submit a slate to the HOD for a vote 22 

for open statewide trustee positions for election to a five-year term 23 
each. 24 

 25 
j. That the MMS create an outside nonphysician board seat for an initial 26 

three-year term with a formal process for evaluation before the end of the 27 
term. 28 
o The Committee on Nominations will determine the search and selection 29 

process for recommendation to the HOD of the outside nonphysician 30 
member. 31 
 32 

k. That the MMS establish the Board quorum to be a majority of the members 33 
of the Board of Trustees. (D) 34 
 35 

l. That the trustee from the Resident and Fellow Section and the trustee from 36 
the Medical Student Section shall either be a primary or secondary 37 
individual elected by each section. Only one individual from each section 38 
shall attend and vote at any meeting of the Board of Trustees. 39 

 40 
Fiscal Note: No Significant Impact  41 
(Estimated Expenses) 42 
  43 
Estimated Staff Effort  44 
to Complete Directive(s): No Significant Impact45 
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REFERRED TO THE BOT FOR REPORT BACK 1 
 2 
Item #: 8 3 
Code: Resolution A-22 C-301 4 
Title: Governance Reform 5 
Sponsor: Nicolas Argy, MD, JD 6 
 7 
Referred to: Reference Committee C 8 
 Ron Newman, MD, Chair  9 
 10 
1. That a new Governance Reform Working Group be reconvened with greater 11 

than 50 percent of the group being current district presidents or incoming 12 
district presidents. 13 

 14 
2. That the MMS request that the MMS Bylaws be amended to implement the 15 

following: that the alternate position on the BOT be eliminated. 16 
 17 
3. That the following ideas for governance reform be reconsidered:  18 
 19 

A.  On a rotating basis, allow districts to nominate a candidate to run for BOT 20 
to preserve fair district representation 21 

 22 
B.  A fair and reasonable election process be developed which allows the HOD 23 

to vote on BOT positions and officers, similar to the AMA process  24 
C.  President and President elect terms be increased in length 25 
 26 
D.  That just BOT members attend meetings with invited guests (staff and 27 

previous presidents) by invitation only and by vote of the BOT with routine 28 
executive sessions 29 

 30 
E.  The role of the chair of the BOT be elected by the BOT  31 

(D) 32 
 33 
Fiscal Note: One-Time Expense of $2,500 34 
(Estimated Expenses) 35 
  36 
Estimated Staff Effort  37 
to Complete Directive(s): One-Time Expense of $18,00038 
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ADOPTED 1 
 2 
Item #:    9     3 
Code: GRWG Report A-22 C-8 [I-20 C-303] 4 
Title: District Medical Society Mergers 5 
Sponsor: Governance Reform Working Group  6 
 Carole Allen, MD, MBA, FAAP, Co-Chair 7 
 Eli Freiman, MD, FAAP, Co-Chair  8 
 9 
Report History: Resolution I-20 C-303; Original Sponsor Middlesex West 10 

District Medical Society 11 
 12 
Referred to:  Reference Committee C 13 
 Ron Newman, MD, Chair 14 
 15 
 16 
That the Massachusetts Medical Society adopt Resolution I-20 C-303, which reads 17 
as follows: 18 
 19 
That the MMS request that the Bylaws be amended by addition to state that 20 
district mergers, changes in boundaries of existing districts, or discontinuation of 21 
district societies shall be approved by a two-thirds vote of the members of the 22 
affected district(s) in attendance at the annual meeting of the district(s). (D) 23 
 24 
Fiscal Note: No Significant Impact  25 
(Estimated Expenses) 26 
  27 
Estimated Staff Effort  28 
to Complete Directive(s): No Significant Impact29 
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REFERRED TO THE CMTE ON ETHICS, GRIEVANCES & PROFESSIONAL 1 
STANDARDS FOR REPORT BACK @ I-22 2 
 3 
Item #:    10 4 
Code: EGPS Report A-22 C-9 [A-21 C-5] 5 
Title: Procedures Regarding Respectful Behavior  6 
Sponsor: Committee on Ethics, Grievances, and Professional 7 

Standards  8 
Rebecca Weintraub Brendel, MD, JD, Chair 9 

 10 
Report History: OFFICER Report I-21 C-3b 11 

Resolution A-21 C-5 12 
 13 
Referred to:  Reference Committee C 14 
 Ron Newman, MD, Chair 15 
 16 
That the Massachusetts Medical Society adopt as amended OFFICER Report I-21 17 
C-3b to reads as follows: 18 
 19 

Procedures Regarding Alleged Violation of the Respectful Behavior Policy  20 
 21 
The host, moderator, or presiding officer of the meeting, event, or activity shall, on 22 
their own initiative, have the authority to address demeaning language or 23 
behavior, including by (a) directing that any written words be removed or redacted 24 
from any online or physical publication in which they appear, (b) silencing the 25 
speaker while they are speaking, or (c) excluding the speaker from some or all of 26 
the remainder of the event, meeting, or activity. If the meeting, event, or activity is 27 
conducted pursuant to parliamentary procedure then, as with all rulings of the 28 
presiding officer, any action taken pursuant to this paragraph will be subject to 29 
appeal by another participant. 30 
 31 
Any attendee at an MMS meeting, event, or activity (including participants in MMS 32 
online reference committee testimony) who believes another attendee/participant 33 
has violated the Respectful Behavior Policy may promptly notify (i) the MMS 34 
Office of General Counsel and/or (ii) the host(s), moderator(s), or presiding 35 
officer(s) of the meeting. Additionally, the MMS will establish an online 36 
mechanism by which a delegate or other attendee at an event, meeting, or other 37 
activity may file a complaint, which may be anonymous if desired. Anonymous 38 
reporting makes the investigation of the complaint more difficult, so all are 39 
strongly encouraged to come forward and participate. All reporting mechanisms 40 
will be publicized widely to ensure awareness of their existence. 41 
 42 
Upon receipt of a complaint, a committee will be convened, consisting of (1) the 43 
General Counsel of the MMS, or if unavailable or ineligible, a designee from the 44 
Office of the General Counsel, (2) the President Elect, or if unavailable or 45 
ineligible, the Immediate Past president, (3) the Chair of the Committee on Ethics, 46 
Grievances, and Professional Standards, or if unavailable or ineligible, the Vice 47 
Chair, (4) the Chair of the Minority Affairs Section, or if unavailable or ineligible,  48 
the Vice Chair, and (5) the Resident and Fellow Section Trustee, or if unavailable 49 
or ineligible,  the Alternate Trustee.  Neither the complainant nor the subject of the 50 
complaint may be a member of the committee.   51 
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Under the leadership of the General Counsel, or designee, the committee will 1 
conduct an investigation without undue delay, and will determine: 2 

o Whether the alleged event occurred 3 
o Whether the language or conduct was demeaning, based on 4 

whether a reasonable person in the same or similar circumstances 5 
would find it demeaning, as described above 6 

o Whether the conduct rises to being unprofessional or conduct 7 
unbecoming a physician; and 8 

o What the consequences should be for the conduct, which could 9 
include one or more of the following: 10 
 A moderated discussion between the parties to resolve any 11 

issues or misunderstandings 12 
 A note sent, in writing, to the subject of the complaint 13 

describing the complaint and admonishing the subject not to 14 
repeat the behavior 15 

 A requirement that the subject of the complaint apologize 16 
orally or in writing to the other attendees of the meeting, 17 
event, or activity 18 

 A requirement that the subject of the complaint engage in, 19 
and document, some meaningful self-education regarding 20 
the behavior 21 

 Suspension of the subject of the complaint from participating 22 
in the remainder of the then-current meeting 23 

 Suspension of the subject of the complaint from participating 24 
in the next meeting if the meeting was one in a series (e.g., 25 
committee meetings, HOD meetings, BOT meetings, or the 26 
like) 27 

 Expulsion from the HOD or other entity responsible for the 28 
event, meeting, or activity at which the behavior occurred 29 

 Removal from any committees of which the subject of the 30 
complaint is a member 31 

 Referral to the BOT to consider removal from office in 32 
accordance with the MMS Bylaws (if the subject of the 33 
complaint is an officer) 34 
 35 

The committee’s findings and actions will be reported to the individual who was 36 
the subject of the complaint. A follow-up written report will be provided to the 37 
HOD summarizing the behavior complained of, the findings, and the actions taken, 38 
if the complaint is substantiated and the consequence results in: 39 

o Expulsion from the House of Delegates or other entity responsible for the 40 
event, meeting or activity at which the behavior occurred; 41 

o Removal from any committee of which the subject of the complaint is a 42 
member; or 43 

o Referral to the Board of Trustees to consider removal from office in 44 
accordance with the MMS Bylaws (if the subject of the complaint is an 45 
officer)  46 

(D) 47 
Fiscal Note: No Significant Impact  48 
(Estimated Expenses) 49 
 50 
Estimated Staff Effort  51 
to Complete Directive(s): No Significant Impact52 
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NOT ADOPTED 1 
 2 
Item #: 11 3 
Code: GRWG Report A-22 C-10 4 
Title: Change in Delegate Reimbursement for HOD Overnight 5 
Sponsor: Governance Reform Working Group 6 
 Carole Allen, MD, MBA, FAAP, Co-chair 7 
 Eli Freiman, MD, FAAP, Co-chair 8 
 9 
Referred to: Reference Committee C 10 
 Ron Newman, MD, Chair 11 
 12 
1. That the MMS, beginning in fiscal year 2023 (which starts June 1, 2022), 13 

reimburses delegates up to 50 percent of the overnight accommodation 14 
stipend provided for attendance at House of Delegate meetings. Exceptions 15 
are for students and residents, who will continue to be reimbursed at 100 16 
percent, and for delegate self-identified needs-based reimbursement up to 100 17 
percent by written request to the president no less than 30 days prior to the 18 
meeting. (HP)    19 
 20 

2. That the MMS, beginning in fiscal year 2023, adjusts the current travel and 21 
reimbursement guidelines as follows:   22 

  23 
Reimbursement for MMS delegates is provided for up to 50 percent of one 24 
night before the House of Delegates meeting at the negotiated MMS group rate 25 
(specific to each meeting). (HP)    26 

 27 
Fiscal Note: No Significant Impact  28 
(Estimated Expenses) 29 
  30 
Estimated Staff Effort  31 
to Complete Directive(s): No Significant Impact32 
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(ADOPTED HOD FIRST SESSION, SPEAKERS’ CONSENT CALENDAR) 1 
 2 
Item #:  12 3 
Code: OMSS Report A-22 C-11 4 
Title: Section Operating Guidelines Revision 5 
Sponsor: Organized Medical Staff Section 6 
 Matthew D. Gold, MD, Chair 7 
 8 
  9 
That the MMS adopt in lieu of the MMS Organized Medical Staff Section (OMSS) 10 
Organization Guidelines the following:  11 
 12 

MISSION 13 
 14 

To optimize patient and population care within health care systems by advocating 15 
for the preservation of medical autonomy and practice sustainability for all 16 
physicians, employed or independent.  17 

 18 
VISION 19 

 20 
We represent the interests of physicians who practice within, are affiliated or 21 
interact with, health care systems. We affirm and advocate for physician-led 22 
institutional structures that acknowledge the primacy of the doctor-patient 23 
relationship and the preeminence of the treating physician in shared medical 24 
decision-making. These processes will work to ensure equity and access to care. 25 

 26 
PURPOSE 27 

 28 
The purpose of the MMS-OMSS is to provide a forum to address the needs and 29 
concerns of physician members who are affiliated with a health care delivery 30 
system, such as organized medical staffs, medical staff of a licensed 31 
Massachusetts acute care hospital, other health care delivery facility, an emerging 32 
delivery system, or a medical group of three or more physicians, to be addressed 33 
hereafter in these organizational guidelines as organized medical staffs.  34 

 35 
CHAPTER I  MEMBERSHIP 36 

 37 
1.10 Eligibility: Participation in the Section’s activities shall be open to all 38 
physicians who are members of the Massachusetts Medical Society in good 39 
standing. Diversity and equity are desired components to be encouraged, as well 40 
as representation by physicians across current practice settings and 41 
environments. 42 
 43 
1.20 Attendance: To be an active MMS-OMSS member, thereby eligible to vote, 44 
attendance at a minimum of half of the MMS Organized Medical Staff Section 45 
meetings a year is required.46 
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CHAPTER II  GOVERNANCE 1 
 2 

2.10 Executive Committee: There shall be an Executive Committee of the 3 
Organized Medical Staff Section to direct the programs and activities of the 4 
Section as well as to act upon urgent matters in between meetings of the Section.  5 
2.101 Composition: There shall be a total of at least nine (9) members of the 6 
Executive Committee: Four (4) members consisting of a Chair, Vice-Chair, 7 
Secretary, and Delegate of the OMSS to the MMS House of Delegates; and at least 8 
five (5) voting members-at-large. Each of these positions shall be elected at the 9 
Section’s Annual Meeting as provided in the Bylaws of the MMS and the 10 
Organizational Guidelines of the MMS-OMSS. Each officer shall be required to 11 
be certified as a representative to the AMA-OMSS. 12 

The initial size of the Executive Committee shall be at least nine members with 13 
the five members receiving the greatest number of votes having a two-year 14 
term and the remaining members a one-year term. Thereafter, all terms shall be 15 
for two years. 16 
 17 
2.102 Member Attendance at Executive Committee Meetings: Executive 18 
Committee meetings may be attended by other MMS OMSS members and other 19 
invited participants on a non-voting basis. Only members of the Executive 20 
Committee may attend Executive Committee executive session. 21 
 22 
2.103 Diversity and Equity: Diversity and equity are desired components to be 23 
encouraged, as well as representation by physicians across current practice 24 
settings and environments. 25 
 26 
2.104 Term: Executive Committee members shall serve a term of two years 27 
beginning at the conclusion of the Annual Meeting at which they were elected 28 
or until their successors are elected.  29 

 30 
2.20 Officers: The officers of the Section shall have the following duties and 31 
responsibilities: 32 

 33 
2.201 Chair: The Chair shall direct the activities of the MMS-OMSS. The Chair 34 
shall preside at the business meetings of the MMS-OMSS and all meetings of 35 
the Executive Committee. 36 
 37 
2.202 Vice Chair: The Vice Chair shall assist the Chair and preside in the 38 
absence of the Chair or at the Chair’s request. 39 
 40 
2.203 Secretary: The Secretary shall maintain such records as may be 41 
necessary or advisable for the conduct of the activities of the Section. The 42 
secretary shall supervise the certification of the voting representatives of the 43 
MMS-OMSS. 44 
 45 
2.204 Delegate: The Delegate shall represent the members of the MMS-OMSS 46 
in the MMS House of Delegates (HOD). 47 
 48 

2.204A Delegate Duties: Delegate duties include a report back to the 49 
MMS-OMSS on proposed actions and submitted/passed resolutions of 50 
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interest to the Section, promotion of the MMS-OMSS activities at the 1 
HOD, and coordinating strategy of MMS-OMSS interests at the HOD. 2 

 3 
2.205 Officer Elections: Once the Executive Committee elections are 4 
completed, the new Executive Committee will convene in Executive Session 5 
for leadership elections.  6 

 7 
2.206 Officer Term: The Chair, Vice Chair, and Secretary shall serve a term of 8 
two years beginning at the conclusion of the Annual Meeting at which they 9 
were elected or until their successors are elected. The Delegate shall serve a 10 
term of one year beginning at the conclusion of the Annual Meeting at which 11 
they were elected. 12 

 13 
2.30 Term Limits: The following term limits apply to members as specified: 14 
 15 

2.301 Executive Committee Members: Executive Committee members may 16 
serve a maximum of three consecutive terms. Time spent filling a vacancy or 17 
serving for less than two years shall not count toward this term limit.  18 
 19 
2.302 Officers of the MMS-OMSS: Officers of the MMS-OMSS may serve a 20 
maximum of two consecutive terms in the same position, with the exception 21 
that the Delegate may serve a total of four consecutive terms. If an officer 22 
reaches their term limit prior to the end of their term as an officer, they shall be 23 
allowed to continue through the end of their term. Time spent as an officer 24 
filling a vacancy or serving for less than two years shall not count toward their 25 
term limit. 26 
 27 
2.303 Reelection: A member may be eligible to run for reelection following a 28 
two-year hiatus. 29 
 30 

2.40 Vacancies: Any vacancy in the office of the Chair shall be filled by the Vice-31 
Chair for the remainder of the vacated term. Any vacancy occurring in the offices 32 
of Vice-Chair, Secretary, or Delegate shall be filled for the remainder of the term(s) 33 
by a majority vote of the remaining members of the Executive Committee at their 34 
next meeting. The Chair may appoint replacements for any vacancies of members-35 
at-large until the next Annual Meeting. 36 

 37 
2.50 Removal: An Executive Committee member may be removed from office for 38 
cause by a two-thirds vote of those present and voting — excluding the member 39 
in question. A member may be removed only after a minimum of ten days’ notice 40 
and opportunity to be heard before the Executive Committee.  41 
 42 
2.60 Meetings: Regular meetings, Executive Committee Meetings, and Annual 43 
Meetings shall take place as specified:  44 
 45 

2.601 Regular Meetings: Regular meetings of the MMS-OMSS may be held at 46 
such times and places as determined by the Executive Committee.  47 

 48 
2.602 Executive Committee Meetings: Executive Committee Meetings may also 49 
be called by the Chair or by any two other Executive Committee members. 50 
Notice may be waived by a vote of two-thirds of the Executive Committee. 51 
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2.603 Annual Meeting: There shall be an Annual Meeting of the Section, to be 1 
held within 30 days of each annual meeting of the MMS House of Delegates. It 2 
is expected that there will be at least three other Executive Committee 3 
meetings over the following MMS Presidential year and one additional regular 4 
meeting of the MMS-OMSS near the time of the Interim Meeting of the MMS 5 
House of Delegates. 6 

 7 
2.70 Attendance: Executive Committee members are required to attend a minimum 8 
of 50% of Executive Committee meetings and programs during an MMS 9 
Presidential year. If an Executive Committee member fails to meet the minimum 10 
percentage of meetings during the MMS Presidential year, their term will be 11 
ended. Mitigating circumstances may constitute an exception. 12 
 13 
 14 

CHAPTER III  ELECTIONS 15 
 16 

3.10 Elections: Executive Committee elections will be held annually. 17 
 18 

3.20 Nominations: Any member of the MMS-OMSS may be nominated for the 19 
Executive Committee. Only members of the MMS-OMSS may nominate 20 
candidates. 21 

 22 
3.30 Notification to the Membership of Nominee’s Names: MMS-OMSS members 23 
will be notified of nominations received at least 30 days prior to the Annual 24 
Meeting. Nominations may be made after the 30-day deadline but will not be 25 
circulated in advance of the business meeting. Nominations may also be made 26 
from the floor. 27 
 28 
3.40 Election Process: The following process will be followed for elections: 29 
 30 

3.401 Voting: Voting is restricted to those attending the meeting at which the 31 
election is held. Attendance may be in person or virtual, if virtual access is 32 
being provided. 33 
 34 
3.402 First Ballot : All nominees shall be listed alphabetically on a single ballot. 35 
Each elector shall cast as many votes as the number of members to be 36 
elected, and each vote must be cast for a different nominee.  37 
 38 
No ballot shall be counted if it contains fewer or more votes than the number 39 
of members to be elected, or if the ballot contains more than one vote for any 40 
nominee. A nominee shall be elected if they have received a vote on a majority 41 
of the valid ballots cast and is one of the nominees receiving the largest 42 
number of votes within the number of members to be elected.  43 
 44 
3.403 Runoff Ballot: A runoff election shall be held to fill any vacancy not filled 45 
because of a tie vote, or a tie(s) for the last available vacancy(ies). 46 
 47 
3.404 Subsequent Ballots: If all vacancies for the Executive Committee are not 48 
filled on the first ballot and 3 or more members are still to be elected, the 49 
number of nominees on subsequent ballots shall be reduced to no more than 50 
twice the number of remaining vacancies less one. The nominees on 51 
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subsequent ballots shall be determined by retaining those who received the 1 
greater number of votes on the preceding ballot and eliminating the 2 
nominee(s) who received the fewest votes on the preceding ballot, except 3 
where there is a tie. When 2 or fewer members are still to be elected, the 4 
number of nominees on subsequent ballots shall be no more than twice the 5 
number of remaining vacancies, with the nominees determined as indicated in 6 
the preceding sentence. In any subsequent ballot the electors shall cast as 7 
many votes as there are Executive Committee members yet to be elected, and 8 
must cast each vote for different nominees. This procedure shall be repeated 9 
until all vacancies have been filled.  10 
 11 

CHAPTER IV  STRUCTURE 12 
 13 
4.10 Parliamentary Authority: All meetings of the Section and the Executive 14 
Committee shall be governed by the parliamentary rules and usage contained in 15 
the current edition of American Institute of Parliamentarians Standard Code of 16 
Parliamentary Procedure when not in conflict with these organizational guidelines.  17 
 18 
4.20 Bylaws: These organizational guidelines shall be construed to be consistent 19 
with the MMS Bylaws and the Section shall enact no procedures in conflict with 20 
the bylaws of the Society. 21 
 22 
4.30 Activities: Guidance on MMS-OMSS projects, programs, and activities that 23 
increase physician engagement with the MMS shall be provided by the Executive 24 
Committee and carried out with available resources. An ongoing communication 25 
plan with members of the MMS-OMSS and interested individuals may include 26 
electronic, print and other means. Virtual communications will be encouraged for 27 
this purpose.  28 
 29 
4.40 Vote Required: Unless otherwise provided in these organizational guidelines, 30 
any action or recommendation of the Executive Committee shall be adopted by 31 
the affirmative vote of a majority of the Executive Committee members present 32 
and voting at any duly constituted meeting or teleconference at which a quorum is 33 
present.  34 
 35 
4.50 Notice: Notice shall be deemed to have been given if published on the 36 
Massachusetts Medical Society website. Unless otherwise specified, a minimum 37 
of thirty days shall be given. 38 
 39 
4.60 Electronic Voting or Virtual Voting by the Membership: The MMS-OMSS will 40 
utilize an electronic or virtual voting system as needed.  41 
 42 

4.601 Initiation of Electronic Voting: Initiation of an e-mail vote can be 43 
prompted by the Chair or Vice-Chair. The request for a vote along with an 44 
appropriate deadline will be emailed to all MMS-OMSS members.  45 
 46 
4.602 Submission of Electronic Votes: Votes will be submitted via e-mail to the 47 
Staff Liaison Coordinator or Secretary within the specified deadline.48 
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CHAPTER V  AMENDMENTS 1 
 2 
5.10 Method of Amending: These organizational guidelines may be amended at 3 
any Business meeting of the MMS-OMSS by a majority vote of the members 4 
present and voting, provided that proposed amendments shall have been 5 
distributed to all MMS-OMSS members at least thirty (30) days prior to the MMS-6 
OMSS business meeting at which they will be considered. 7 
(D) 8 
 9 
Fiscal Note: No Significant Impact  10 
(Estimated Expenses) 11 
  12 
Estimated Staff Effort  13 
to Complete Directive(s): No Significant Impact 14 
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(ADOPTED HOD FIRST SESSION, SPEAKERS’ CONSENT CALENDAR) 1 
 2 
Item #: 13 3 
Code: BOT Report A-22 C-12 4 
Title: Delegates-at-Large 5 
Sponsor: Board of Trustees 6 
 Carole Allen, MD, MBA, FAAP, Chair 7 
 8 
 9 
1. That the following individuals be recommended to the House of Delegates at 10 

Annual 2022 as delegates-at-large: 11 
 12 

Karen H. Antman, MD, Provost, Medical Campus and Dean, Boston University 13 
School of Medicine 14 
 15 
Sandro Galea, MD, MPH, DrPH, Dean, Boston University School of Public 16 
Health 17 
 18 
George Q. Daley, MD, PhD, Dean, Harvard Medical School 19 
 20 
Michelle A. Williams, PhD, Dean of the Faculty, Harvard T.H. Chan School of 21 
Public Health 22 
 23 
Helen Boucher, MD, Dean ad interim, Tufts University School of Medicine 24 
 25 
Terence R. Flotte, MD, Dean, T.H. Chan School of Medicine, and Provost and 26 
Executive Deputy Chancellor, University of Massachusetts Chan Medical 27 
School 28 
 29 
Anna Maria Siega-Riz, PhD, Dean of the School of Public Health and Health 30 
Sciences, University of Massachusetts, Amherst 31 
 32 

2. That the following individuals receive a complimentary membership to the 33 
MMS for 2022: 34 
 35 
Karen H. Antman, MD, Provost, Medical Campus and Dean, Boston University 36 
School of Medicine 37 
 38 
Sandro Galea, MD, MPH, DrPH, Dean, Boston University School of Public 39 
Health 40 
 41 
George Q. Daley, MD, PhD, Dean, Harvard Medical School 42 
 43 
Helen Boucher, MD, Dean ad interim, Tufts University School of Medicine 44 
 45 
Terence R. Flotte, MD, Dean, T.H. Chan School of Medicine and Provost and 46 
Executive Deputy Chancellor, University of Massachusetts Chan Medical 47 
School. 48 

 49 
Fiscal Note: No Significant Impact 50 
(Out-of-Pocket Expenses) 51 
 52 
Estimated Staff Effort  53 
to Complete Directives: No Significant Impact 54 
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