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RESOLUTION  
 

Subject:  Bylaws Amendments 
  
Submitted by: KMA Board of Trustees 
 
Referred to: Reference Committee  
 
 
 WHEREAS, the KMA House of Delegates, based on recommendations of the KMA Long 

Range Planning Commission and Board of Trustees, have made a number of proposed changes to the 

KMA bylaws over the past several years that have helped to modernize and streamline the work of the 

Association; and 

 WHEREAS, in an attempt to continue the modernization process, the Long Range Planning 

Commission conducted an exhaustive review of the KMA bylaws earlier this year to further modernize 

the organization and presented their recommendations to the Board of Trustees, which is now 

recommending these changes, many of which involve modernizing the administrative functions of the 

organization to have them fit into modern business practices; and 

 WHEREAS, Chapter II, Section 4; Chapter III, Section 3; and Chapter IV, Section 2 require 

specific actions and credentials for the KMA Annual Meeting that can be modernized and provide 

greater flexibility to the organization and its members, especially in the event of virtual meetings of the 

House in the future; and 

 WHEREAS, Chapter V, Section 7 provides that the Secretary-Treasurer and all officers 

authorized to sign vouchers must post a bond, when modern liability insurance now covers 

organizations, and provides for a number of backups to signing vouchers when the Secretary-Treasurer 

may not be available, despite modern technology that would allow simply having one other backup; and 

 WHEREAS, Chapter VI, Section 1 requires a specific number of members of the KMA 

Executive Committee to be present for a quorum, despite the fact that the number of committee 

members might change, or committee members may drop off for a number of reasons, as well as the 

fact that state law provides the requirement that a majority of those serving on the committee be 

present; and 

 WHEREAS, Chapter VI, Section 3 requires Trustees to perform certain duties including being 

the censor of the District, which could impose personal liability on the Trustee to perform such duties 

when they are already performed by the KBML; and 

 WHEREAS, Chapter VI, Section 8 implies that the Association is to act as an insurance 

company, which requires a specific license and substantial financial reserves that the Association does 

not and cannot possess; and 
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 WHEREAS, Chapter XI, Sections 5, 6, and 8 do not reflect the common situation in which 

many physicians may practice in one county but reside in another county, thus necessitating a change 

that allows for greater membership flexibility for individual physicians; and 

 WHEREAS, Chapter XI, Section 12 imposes on county societies – many of which either do 

not exist or have no administrative personnel – certain administrative functions that are now performed 

by the KBML and the KMA; now, therefore, be it 

 RESOLVED, that Chapter II, Section 4 of the bylaws be amended to read as follows: “Each 

member in attendance at any meeting shall register indicating the component society of which they are a 

member. When their right to membership has been verified by reference to the roster of the society, they 

shall receive a badge the appropriate credentials to participate which shall be evidence of their right to 

all privileges of membership at that meeting. No member or delegate shall take part in any of the 

proceedings of any meeting until they have complied with the provisions of this section.”; and be it 

further 

 RESOLVED, that Chapter III, Section 3 of the bylaws be amended to read as follows: “When 

a special session is called, the Secretary-Treasurer shall mail a provide the appropriate notice of the 

time, place, and purpose of such meeting to the last known address of each delegate at least ten days 

before such session.”; and be it further 

 RESOLVED, that Chapter IV, Section 2 of the bylaws be amended to read as follows: “The 

Immediate Past President shall serve as the Nominating Review Authority to verify the eligibility and 

willingness to serve of each candidate nominated. Should the Immediate Past President be nominated 

for an elected office or is not available to serve as the Nominating Review Authority, the Speaker shall 

appoint another KMA officer who is not nominated for an elected office that year to serve as the 

Nominating Review Authority. The Nominating Review Authority shall accept and post for information all 

eligible and willing candidates proposed for offices elected from the state at large. On the second day of 

the Annual Meeting, the Nominating Review Authority shall post on a bulletin board near the entrance to 

the hall in which the Annual Meeting is being held, the nomination, or nominations, for each office to be 

filled, on the day prior to the start of the House of Delegates and shall formally present said nomination, 

or nominations, to the House at the time of the election. Additional nominations may be made from the 

floor by submitting the nominations without discussion or comment.”; and be it further 

 RESOLVED, that Chapter V, Section 7 of the bylaws be amended to read as follows: “The 

Secretary-Treasurer shall advise the Executive Vice President in all administrative matters of this 

Association and shall act as the corporate secretary insofar as the execution of official documents or 

institution of official actions are required. They shall perform such duties as are placed upon them by the 

Constitution and Bylaws, and as may be prescribed by the Board of Trustees. The Secretary-Treasurer 

shall demand and receive all funds due the Association, including bequests and donations. They shall, if 
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so directed by the House of Delegates, sell or lease any real estate belonging to the Association and 

execute the necessary papers and shall, subject to such direction, have the care and management of 

the fiscal affairs of the Association. All vouchers of the Association shall be signed by the Executive Vice 

President or their designee and shall be countersigned by the Secretary-Treasurer of the Association. If 

the Secretary-Treasurer is unavailable to sign vouchers, the President shall perform that function. When 

one or more of the above-named officials are not readily available, four specifically designated 

representatives of the Executive Committee are authorized to countersign the vouchers, provided that in 

any event all vouchers of the Association shall bear a signature and a countersignature. The four 

members of the Executive Committee authorized to countersign vouchers shall be designated by the 

Board during their reorganizational meeting in September and, whenever possible should be easily 

accessible from the KMA Headquarters Office. All those authorized to countersign vouchers shall be 

required to give bond in an amount to be determined by the Board of Trustees. The Secretary-Treasurer 

shall report the operations of their office annually to the House of Delegates, via the Board of Trustees, 

and shall truly and accurately account for all funds belonging to the Association and coming into their 

hands during the year. Their accounts shall be audited annually by a certified public accountant 

appointed by the Board of Trustees. The Association’s annual audit shall be made available to the 

membership.”; and be it further 

 RESOLVED, that Chapter VI, Section 1 be amended to read as follows: “The Board of 

Trustees shall be the executive body of the House of Delegates and between sessions of the House of 

Delegates shall exercise the powers conferred upon the House of Delegates by the Constitution and 

Bylaws. The Board of Trustees shall consist of the duly elected Trustees and the President, the 

President-Elect, the Vice-President, the immediate Past-President, the Speaker, and Vice-Speaker of 

the House of Delegates, the Secretary-Treasurer, the Delegates and Alternate Delegates to the 

American Medical Association, the President of the KMA Resident and Fellows Section, and the 

President of the KMA Medical Student Section. The Executive Committee of the Board of Trustees shall 

consist of the President, the Vice-President, the President-Elect, the Secretary-Treasurer, the Chairman 

of the Board of Trustees, the Vice Chairman of the Board of Trustees, and two Trustees to be elected 

annually by the Board of Trustees. A majority of the full Board, and a majority of the full Executive 

Committee, to-wit, 5, shall constitute a quorum for the transaction of all business by either body. 

Between sessions of the Board, the Executive Committee shall exercise all the powers belonging to the 

Board except those powers specifically reserved by the Board to itself.”; and be it further 

 RESOLVED, that Chapter VI, Section 3 of the bylaws be amended to read as follows: “Each 

Trustee shall be the representative of their district. organizer, peacemaker and censor for their district. 

They shall hold at least one district meeting each year for the exchange of views on problems relating to 

organized medicine and for postgraduate scientific study. The necessary traveling expenses incurred by 
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a Trustee in the line of their duties herein imposed may be paid by the Secretary-Treasurer upon a 

proper itemized statement but this shall not be constituted to include their expenses in attending the 

Annual Meeting of the Association.”; and be it further 

 RESOLVED, that Chapter VI, Section 8 of the bylaws be deleted and the current Section 9 

be renumbered as Section 8 as follows: 

 “Section 8. The Association, upon the request of any member in good standing who is a 

defendant in a professional liability suit, will provide such member with the consultative service of 

competent legal counsel selected by the Secretary-Treasurer acting under the general direction of the 

Executive Committee. In addition, the Association may, upon application to the Board outlining unusual 

circumstances justifying such action, provide such member with the services of an attorney selected by 

the Board to defend such suit through one court. 

 Section 9 8. The Board shall employ an Executive Vice President whose principal duty shall 

be to carry out and execute the policies established by the House of Delegates and the Board. Their 

compensation shall be fixed by the Board. The Executive Vice President shall act as general 

administrative officer and business manager of the Association and shall perform all administrative 

duties necessary and proper to the general management of the Headquarters Office, except those 

duties which are specifically imposed by the Constitution and Bylaws upon the officers, committees, 

councils and other representatives of the Association. They shall refer to the various elected officials all 

administrative questions which are properly within their jurisdiction.  

 They shall attend the Annual Meeting, the meetings of the House of Delegates, the meetings 

of the Board, as many of the committee and council meetings as possible, and shall keep separately the 

records of their respective proceedings. They shall, at all times, hold themself in readiness to advise and 

aid, so far as is possible and practicable, all officers, committees, and councils of the Association in the 

performance of their duties and in the furtherance of the Association. They shall be allowed traveling 

expenses to the extent approved by the Board.  

 They shall be the custodian of the general papers and records of the Association (including 

those of the Secretary-Treasurer) and shall conduct the official correspondence of the Association. They 

shall notify all members of meetings, officers of their election, and committees and councils of their 

appointment and duties.  

 They shall account for and promptly turn over to the Secretary-Treasurer all funds of the 

Association which come into their hands. It shall be their duty to receive all bills against the Association, 

to investigate their fairness and correctness, to prepare vouchers covering the same, and to forward 

them to the Secretary-Treasurer for appropriate action. They shall keep an account with the component 

societies of the amounts of their assessments, collect the same, and promptly turn over the proceeds to 
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the Secretary-Treasurer. They shall annually submit their financial books and records to a certified 

public accountant, approved by the Board, whose report shall be made available to the membership.  

 They shall keep a record of all physicians in the State by counties, noting on each their status 

in relation to their county society, and upon request shall transmit a copy of this list to the American 

Medical Association.  

 They shall act as Managing Editor, or otherwise supervise the publication of The Journal of 

the Kentucky Medical Association and such other publications as may be authorized by the House of 

Delegates, under the guidance and direction of the Board.  

 They shall perform such additional duties as may be required by the House of Delegates, the 

Board, or the President, and shall employ such assistants as the Board may direct. They shall serve at 

the pleasure of the Board, and in the event of their death, resignation, or removal, the Board shall have 

the power to fill the vacancy. From time to time, or as directed by the Board, they shall make written 

reports to the Board and House of Delegates concerning their activities and those of the Headquarters 

Office.”; and be it further 

 RESOLVED, that Chapter XI, Sections 5 and 6 be amended, with Sections 8 and 12 being 

deleted and Sections 9, 10 and 11 being renumbered as follows: 

 “Section 5. Each component society shall be the sole judge of the qualifications of its own 

members. All members of component societies shall be members of the Kentucky Medical Association 

and shall be classified in accordance with Chapter I, Section 2 of these Bylaws, provided, however, that 

no physician who is under suspension or who has been expelled shall thereafter, without reinstatement 

by the Board of Trustees be eligible for membership in any component society. Any physician who 

desires to become a member of the Kentucky Medical Association shall first apply to the component 

society in the county in which they practice or reside, for membership therein. Except as hereinafter 

provided in Sections 6 and/or 8 of this chapter, no physician shall be an active member of a component 

society in any county other than the county in which they practice or reside. 

 Section 6. Any physician who may feel aggrieved by the action of the component society of 

the county in which they practice or reside, in refusing them membership, shall have the right to appeal 

to the Board of Trustees, which, upon a majority vote, may permit them to apply for membership in a 

component society in a county which is adjacent to the county in which they practice or reside. 

 Section 8. A physician whose residence is closer to the headquarters of an adjacent 

component society than it is to the headquarters of the component society of the county in which they 

reside, may, with the consent of the component society within whose jurisdiction they reside, hold 

membership in said adjacent component society. 

 Section 9 8. Each component society shall have general direction of the affairs of the 

profession in the county, and its influence shall be constantly exerted for bettering the scientific, moral 
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and material conditions of every physician in the county. Systematic efforts shall be made by each 

member, and by the society as a whole, to increase the membership until it embraces every qualified 

physician in the county.  

 Upon reasonable notice and after a hearing, component societies may discipline their 

members by censure, fine, suspension or expulsion, for any breach of the Principles of Medical Ethics or 

any bylaw, rule or regulation lawfully adopted by such societies or this Association. At every hearing, the 

accused shall be entitled to be represented by counsel and to cross-examine witnesses, and the society 

shall cause a stenographic record to be made of the entire proceedings. The stenographer's notes need 

not be transcribed unless and until requested by the respondent member.  

 The resignation of a member against whom disciplinary charges are pending or who is in 

default of the disciplinary judgment of their county society, a district grievance committee or the Board of 

Trustees shall not be accepted and no member who is suspended or expelled may be reinstated or 

readmitted unless and until they comply with all lawful orders of their component society and the Board 

of Trustees.  

 Section 10 9. Frequent meetings shall be encouraged and the most attractive programs 

arranged that are possible. Members shall be especially encouraged to do postgraduate and original 

research work, and to give the society the first benefit of such labors. Official positions and other 

references shall be unstintingly given to such members.  

 Section 11 10. At the time of the annual election of officers, each component society shall 

elect a delegate or Delegates to represent it in the House of Delegates. The term of a delegate shall 

commence on the first day of the regular session of the House following their election, and shall end on 

the day before the first day of the next regular session, provided, however, that component societies 

may elect Delegates for more than one term at any election. Each component society may elect one 

delegate for each 25 voting members in good standing, plus one delegate for one or more voting 

members in excess of multiples of 25, provided, however that each component society shall be entitled 

to at least one delegate regardless of the number of voting members it may have and that each multi-

county society shall be entitled to the same number of Delegates as its component societies would have 

had. The secretary of the society shall send a list of such Delegates to the Secretary-Treasurer of this 

Association not later than 45 days before the next Annual Meeting. It shall be the obligation of a 

component society which elects Delegates to serve more than one year, to provide the KMA 

Headquarters Office with a certified list of its Delegates each year.  

 Section 12. The secretary of each component society shall keep a roster of its members and 

a list of nonaffiliated licensed physicians of the county, in which shall be shown the full name, address, 

college and date of graduation, date of license to practice in this State, and such other information as 

may be deemed necessary. They shall furnish an official report containing such information upon blanks 
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supplied them for the purpose, to the Secretary-Treasurer of the Association, on the first day of January 

of each year or as soon thereafter as possible, and at the same time the dues accruing from the annual 

assessment are sent in. In keeping such roster the secretary shall note any change in the personnel of 

the profession by death or by removal to or from the county, and in making their annual report they shall 

be certain to account for every physician who has lived in the county during the year.” 
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RESOLUTION  
 

Subject: Acceptance of HB 1 CME from Another State 

Submitted by: Lexington Medical Society 
 
Referred to: Reference Committee  
 
 
 WHEREAS, HB 1 (passed in 2012) requires a minimum of 4.5 hours required for physicians 

who are authorized to prescribe or dispense controlled substances in Kentucky; and 

 WHEREAS, This CME is required every three year (3) CME cycle period; and 

 WHEREAS, a HB 1 CME course must be preapproved by the KBML; now, therefore, be it 

RESOLVED, that KMA engage with the Kentucky Board of Medical Licensure to develop 

procedures to approve and recognize out-of-state accredited AMA PRA Category 1™ credit related to 

mandatory HB 1 CME. 
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2022-3 
 

RESOLUTION  
 

Subject: Solidifying Adverse Childhood Experiences and Trauma-Informed Care Networks 
  
Submitted by: Lisa Anakwenze, MPH, MS and Madison Smith (University of Louisville School of 

Medicine) 
 
Referred to: Reference Committee  
 
 
 WHEREAS, trauma is a physical or psychological response to a stressful event such as 

abuse, witnessing of violence, familial instability and incarceration, displacement, familial substance use, 

over policing of neighborhoods, food insecurity, or racism/discrimination 1-3; and 

 WHEREAS, trauma-Informed Care (TIC) is a clinical approach that asks patients' what 

happened to you' instead of asking 'what is wrong with you,' and recognizes the presence of trauma 

symptoms in an individual's life and health 1-3; and 

 WHEREAS, TIC helps address the complex combination of social, behavioral, and physical 

factors affecting patients’ well-being 4,5; and 

 WHEREAS, Adverse Childhood Experiences (ACEs) are potentially traumatic events that can 

have negative lasting effects on future health outcomes; encompassing physical, sexual, and emotional 

maltreatment and abuse as well as living in an environment that is potentially harmful to an individual’s 

overall development 6; and 

 WHEREAS, in 2017 and 2019, it was estimated that 25.8% of Kentucky youth ages 0 to 17 

experienced two or more ACEs, including witnessing domestic violence, witnessing community violence, 

living with someone with mental illness, and racial/ethnic discrimination7,8; and 

 WHEREAS, in 2019, KY had the highest percent of child victimization in the country with 

20.1%, encompassing forms of neglect, sexual, physical or emotional abuse corresponding to a positive 

ACEs screen9; and 

 WHEREAS, research shows that trauma, especially incurred during childhood (ie ACEs), can 

positively predict adverse long term health outcomes such as but not limited to lethality of chronic health 

conditions (chronic liver and lung disease), poor mental health (higher likelihood of depression), and 

high risk behaviors (sexually transmitted diseases and substance use) 8,10; and  

 WHEREAS, social and structural inequities disproportionately concentrate ACEs and their 

consequences in racially, socially, and economically marginalized communities 10,11; and 

 WHEREAS, many marginalized and minority communities face higher rates of ACEs and 

trauma,  while healthcare institutions that have gaps in ACE and TIC screening and treatment may lead 

to the re-traumatization of patients and a failure to provide appropriate referrals 5,7,8,10, 12-14; and 



2022 – 3.2 
 

KMA House of Delegates 
August 2022 

 WHEREAS, healthcare providers have limited opportunities to receive regular training in 

ACEs and TIC 15; and 

 WHEREAS, there is limited community-based research on TIC in marginalized populations; 

therefore, evidence-based interventions have limited generalizability 16,17; and 

 WHEREAS, comprehensive TIC for children is financed through sources such as Medicare, 

Medicaid, commercial insurance, out of pocket payment, state and federal grants, private philanthropy, 

and military funding18; and 

 WHEREAS, there are a range of billing codes that cover ACE and TIC screenings, group 

sessions, evidence-based treatments, and referrals for children 18; now, therefore, be it 

 RESOLVED, that KMA supports physicians collaborating with, including but not limited to, 

Medicare, Medicaid, private payers, nonprofit and nongovernmental entities that support survivors of 

physical and psychological trauma, trauma-informed care (TIC) researchers and advocates, as well as 

TIC educators, to further enhance desired multi-dimensional implementation of TIC in independent and 

academic healthcare settings; and be it further 

 RESOLVED, that KMA encourages patient access to resources including but not limited to 

Medicare, Medicaid and non-profit institutions that further support the victims and survivors of physical 

and psychological trauma and to further enhance a multi-dimensional care approach; and be it further 

 RESOLVED, that KMA provide education to physicians on the recognition of adverse 

childhood experiences-associated health conditions and the subsequent use of evidence-based trauma-

informed care to create a patient-centered care experience; and be it further 

 RESOLVED, that KMA supports research into the best practice of utilizing adverse childhood 

experiences-screening tools in healthcare settings. 
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2022-4 
 

RESOLUTION  
 

Subject: Mental Health Mobile Response Teams 
  
Submitted by: Alex Thebert, MD - Resident and Fellows Section 
 
Referred to: Reference Committee  
 
 
 WHEREAS, according to the National Alliance on Mental Illness, a mental health crisis is an 

episode during which a “person’s behavior puts themselves at risk of hurting themselves or others 

and/or prevents them from being able to care for themselves or function effectively in the community”1; 

and 

 WHEREAS, a mental health crisis often leads to law enforcement involvement as a first 

contact, 2 million people with mental illnesses get booked into jail yearly and serious mental illness is 

present in 15% of men and 30% of women in jail1; and 

 WHEREAS, law enforcement officers do not have the same mental health training as mental 

health professionals, yet spend 21% of their time and 10% of their budget responding to mental health 

crises and transporting persons to hospitals2; and 

 WHEREAS, lack of training means escalation of crises and potential police shooting during a 

crisis, a police shooting database reports that 22% of victims of fatal police shootings had mental 

illness3; and 

 WHEREAS, in a survey in which 72% of respondents had a favorable view of police in their 

community, 4 in 5 respondents believed that mental health professionals should be the first response for 

mental health crises4; and 

 WHEREAS, federal law has created a 988 calling code for the National Suicide Prevention 

Hotline and mental health crisis counselors5; and 

 WHEREAS, the US Substance Abuse and Mental Health Services Administration (SAMHSA) 

provides guidelines with best practices on response to mental health crises, featuring crisis call centers, 

crisis mobile team response, and crisis receiving and stabilization facilities6; and 

 WHEREAS, SAMHSA guidelines recommend using law enforcement only as backup in 

situations where significant danger present, and it is often not needed as the CAHOOTS program in 

Oregon demonstrated that only 311 of 24,000 calls required police backup6,7; and  

 WHEREAS, there is a wide variety of implementation of 988 hotline and mental health crises 

response among states with many states failing to meet SAMHSA best practice recommendations7-11; 

and 
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 WHEREAS, Kentucky has no legislation on mental health crisis response teams but has 

recently provided $500,000 for promotion of the 988 Mental Health Hotline in rural communities11; now, 

therefore, be it 

 RESOLVED, that KMA support state implementation of regional crisis call centers, mobile 

crisis team services, and crisis receiving and stabilizing services which follow best practice guidelines; 

and be it further 

 RESOLVED, that KMA supports law enforcement accompanying mobile crisis teams only if 

there is a significant risk of danger during the call response. 
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RESOLUTION  
 

Subject: Opioid Overdose Prevention Centers 
  
Submitted by: Alex Thebert, MD - Resident and Fellows Section 
 
Referred to: Reference Committee  
 
 
 WHEREAS, since 2013, opioid and psychostimulant drug overdose rates throughout the 

country have been increasing, recently the US crossed 100,000 drug overdose deaths in 12 months1,2; 

and 

 WHEREAS, these increases are largely driven by the increased use of potent synthetic 

opioids, such as fentanyl and fentanyl analogs2-5; and 

 WHEREAS, the co-use of synthetic opioids with other opioids or psychostimulants could be 

deliberate or inadvertent, unbeknownst to the user2; and 

 WHEREAS, Kentucky has one of the highest death rates from opioid overdoses in the nation 

and since 2019 the rate of overdose deaths in Kentucky has increased over 70% from 1,316 to 2,2504; 

and 

 WHEREAS, in Kentucky, fentanyl was detected in over 70% of all overdose deaths4; and 

 WHEREAS, harm reduction programs are public health approaches to reduce the risks of 

high-risk sexual and drug-use behaviors; and 

 WHEREAS, Syringe Services Programs (SSPs) are harm reduction programs that exchange 

used needles for clean needles in order to prevent the spread of infectious disease and connect drug 

users to rehabilitation programs6,7; and 

 WHEREAS, SSPs do not encourage drug use or increase frequency among current users, 

they do not increase community crime in the area surrounding the program, they reduce the spread of 

HIV and viral hepatitis, they decrease amount of syringes in public areas, and they make program 

participants more likely to enter drug treatment programs6,7; and  

 WHEREAS, SSPs provide clean materials to reduce harm from injecting drugs, however they 

do not help with the rapidly increasing overdose deaths; and 

 WHEREAS, overdose prevention centers (formerly known as safe injection sites or 

supervised injection sites) are harm reduction programs where people who use drugs do so in controlled 

settings under clinical supervision in order to prevent overdose, receive counseling, and receive referrals 

to drug treatment8; and 

 WHEREAS, there are hundreds of overdose prevention centers internationally, with sites in 

Australia, Canada, and throughout Europe; and 
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 WHEREAS, the federal legality of overdose prevention centers is unclear, previously US 

federal prosecutors closed a supervised injection site in Philadelphia, however there is now potential for 

them to be allowed10,11; and 

 WHEREAS, two overdose prevention centers have recently opened in New York without the 

backing of the federal government12; and 

 WHEREAS, much of the available data comes from the Vancouver and Sydney overdose 

prevention centers, in systematic reviews sites were associated with decreased overdose mortality, 

improvement in harm reduction behavior, improvement in access to treatment programs, and no 

increase in crime or public nuisance in the surrounding areas13-15; and 

 WHEREAS,  in a preliminary cost-benefit analysis for a San Francisco site, it was estimated 

that every dollar spent on centers would lead to over two dollars in savings16; and 

 WHEREAS, the concerns about overdose prevention sites may be unfounded like many of 

the concerns surrounding the implementation of needle exchange programs; and 

 WHEREAS, KMA currently supports harm reduction programs, including syringe access and 

exchange; now, therefore, be it 

 RESOLVED, that KMA educate the public and legislators about the utility of overdose 

prevention centers in Kentucky and support the creation of these centers. 
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RESOLUTION  
 

Subject: Fentanyl Testing Strips 
  
Submitted by: Alex Thebert, MD - Resident and Fellows Section 
 
Referred to: Reference Committee  
 
 
 WHEREAS, since 2013, opioid and psychostimulant drug overdose rates throughout the 

country have been increasing, recently the US crossed 100,000 drug overdose deaths in 12 months1,2; 

and 

 WHEREAS, these increases are largely driven by the increased use of potent synthetic 

opioids, such as fentanyl and fentanyl analogs2,3,4,5; and 

 WHEREAS, the co-use of synthetic opioids with other opioids or psychostimulants could be 

deliberate or inadvertent, unbeknownst to the user2; and 

 WHEREAS, Kentucky has one of the highest death rates from opioid overdoses in the nation 

and since 2019 the rate of overdose deaths in Kentucky has increased over 70% from 1,316 to 2,2504; 

and 

 WHEREAS, in Kentucky, fentanyl was detected in over 70% of all overdose deaths4; and 

 WHEREAS, harm reduction programs are public health approaches to reduce the risks of 

high-risk sexual and drug-use behaviors; and 

 WHEREAS, harm reduction programs have limitations in the services and materials they can 

provide due to laws classifying what constitutes “drug paraphernalia”; and 

 WHEREAS, current Kentucky law classifies drug paraphernalia as “all equipment, products 

and materials of any kind which are used, intended for use, or designed for use in planting, propagating, 

cultivating, growing, harvesting, manufacturing, compounding, converting, producing, processing, 

preparing, testing, analyzing, packaging, repackaging, storing, containing, concealing, injecting, 

ingesting, inhaling, or otherwise introducing into the human body a controlled substance”6; and  

 WHEREAS, the law makes exemptions for items exchanged at health departments, such as 

needles, but all other items which are distributed, not exchanged, are still considered drug 

paraphernalia, leaving health departments in a legal gray area6; and 

 WHEREAS, recent studies have shown fentanyl testing strips to decrease risky drug use 

behavior in ways that could reduce overdose deaths7; and 

 WHEREAS, studies show high sensitivity (96-100%) and specificity (90-98%) of fentanyl 

testing strips on street-acquired drug samples8,9; and 
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 WHEREAS, other states, such as Wisconsin, have recently passed laws exempting products 

which test for fentanyl and fentanyl analogs from being classified as “drug paraphernalia”10,11; and 

 WHEREAS, by allowing health departments more latitude in distribution of select items 

previously deemed paraphernalia they can provide more comprehensive harm reduction services; now, 

therefore, be it 

 RESOLVED, that KMA support exempting materials distributed for the appropriate use in 

evidence-based harm reduction programs from being classified as “drug paraphernalia.” 
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2022-7 
 

RESOLUTION  
 

Subject: Implementing Strategies to Expand Use of Harm Reduction Programs 
  
Submitted by: Juliana Cobb, MS, Danielle Graves, Katarina Jones, MPH, and Nicole McGrath, MS 

(University of Louisville School of Medicine) 
 
Referred to: Reference Committee  
 
 
 WHEREAS, there has been an increase in the number of overdose deaths by 14.5% from 

2020 to 2021, of which 90% of overdose deaths involved opioids, and in 2021, “2,250 Kentucky 

residents died from a drug overdose” where, and “fentanyl was identified in 1,639 of those deaths”1; and 

 WHEREAS, Kentucky statute 218A.133 provides exemption from prosecution for drug 

paraphernalia if a user or witness is seeking assistance with a confirmed drug overdose2; and 

 WHEREAS, Kentucky statute 217.186 dictates that the Kentucky Department of Public 

Health “shall develop clinical protocols to address supplies of an opioid antagonist” and its 

administration in schools and that the board of any private, parochial, or public school district may permit 

opioid antagonists to be kept for use in the reversal of an opioid overdose on premises3; and 

 WHEREAS, fentanyl test strips are considered “drug paraphernalia” under Kentucky statute 

218.A500, and therefore, it is declared unlawful to use or possess fentanyl test strips4; and 

 WHEREAS, KRS 218.A500 allows items exchanged at local substance use outreach 

programs “not be deemed drug paraphernalia while located at the program” but does not protect 

individuals possessing fentanyl test strips in other circumstances4; and 

 WHEREAS, research on harm reduction programs distributing fentanyl test strips 

demonstrated a statistically significant change in consumer behavior, while needle exchange programs 

reduce transmission of HCV and HIV up to 50%5,6; now, therefore, be it 

 RESOLVED, that KMA support policies that expand access to evidence-based harm 

reduction programs. 
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RELEVANT AMA AND AMA-MSS POLICY          
 
Prevention of Drug-Related Overdose D-95.987 

1. Our AMA: (a) recognizes the great burden that substance use disorders (SUDs) and drug-related overdoses and 
death places on patients and society alike and reaffirms its support for the compassionate treatment of patients with 
a SUD and people who use drugs; 
(b) urges that community-based programs offering naloxone and other opioid overdose and drug safety and 
prevention services continue to be implemented in order to further develop best practices in this area; (c) encourages 
the education of health care workers and people who use drugs about the use of naloxone and other harm reduction 
measures in preventing opioid and other drug-related overdose fatalities; and (d) will continue to monitor the 
progress of such initiatives and respond as appropriate. 
 

2. Our AMA will: (a) advocate for the appropriate education of at-risk patients and their caregivers in the signs and 
symptoms of a drug-related overdose; and (b) encourage the continued study and implementation of 
appropriate treatments and risk mitigation methods for patients at risk for a drug-related overdose. 

 
3. Our AMA will support the development and implementation of appropriate education programs for persons receiving 

treatment for a SUD or in recovery from a SUD and their friends/families that address harm reduction measures. 
 

4. Our AMA will advocate for and encourage state and county medical societies to advocate for harm reduction policies 
that provide civil and criminal immunity for the use of “drug paraphernalia” designed for harm reduction from drug 
use, including but not limited to drug contamination testing and injection drug preparation, use, and disposal 
supplies. 
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2022-8 
 

RESOLUTION  
 

Subject: Limitations of Kentucky Health Insurance Marketplace 
  
Submitted by: Greater Louisville Medical Society 
 
Referred to: Reference Committee  
 
 
 WHEREAS, in Kentucky, it is not possible to purchase individual insurance outside of the 

KYNECT marketplace; and 

 WHEREAS, the KYNECT marketplace only offers HMO plans with no out-of-network 

benefits; and 

 WHEREAS, the HMO networks are not defined, but are generally understood to be at best 

within a limited geographic area in proximity to the subscriber’s home; and 

 WHEREAS, Kentuckians may have life or health circumstances which may necessitate the 

need for medical services beyond this limited geographic and provider network; now, therefore, be it 

RESOLVED, that KMA support and collaborate with relevant parties to make PPO plans 

available through the KYNECT marketplace; and be it further 

RESOLVED, that KMA support requiring geographic scope and a list of in-network 

providers be available on the health insurance exchange. 
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RESOLUTION  

Subject: Aligning Health Insurance Policy Terms with Benefits 

Submitted by: Greater Louisville Medical Society 

Referred to: Reference Committee  

WHEREAS, the Kentucky Department of Insurance does not require commercial insurance 

companies to align benefit programs with premium contract cycles; and 

WHEREAS, this can result in an insured having to meet their deductible and out-of-pocket 

maximums twice in one calendar year; now, therefore, be it 

RESOLVED, that KMA support a requirement that commercial carriers in Kentucky offer 

plans that synchronize the benefit terms and the premium contract durations. 
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2022-10 
 

RESOLUTION  
 

Subject: Achieving Equitable, Affordable, Efficient Healthcare 
  
Submitted by: Greater Louisville Medical Society 
 
Referred to: Reference Committee  
 
 
 WHEREAS, 221-512% of patients forgo medical care secondary to cost; and 

 WHEREAS, absence of care adversely affects healthcare outcomes; and 

 WHEREAS, the privatization of the U.S. CDS results in deleterious consequences with 

regards to cost and access to care. A recent study showed that out-of-pocket delivery costs were higher 

for privately insured patients than those with Medicaid or even the uninsured, and costs including 

insurance premiums exceeded 10% of income for 21% of all birth parents3. In a study of gynecologic 

oncology patients, by a wide margin the largest cohort in each category of financial hardship (severe, 

moderate, no/mild) were those with private insurance (46, 41 and 54%, respectively)4; and 

 WHEREAS, these problems do not exist in countries which provide universal coverage to 

their inhabitants; and 

 WHEREAS, a progressive tax-based system of health insurance financing is more equitable 

than the current system, would be easier to navigate for patients, and less cumbersome for providers, 

would ensure that everyone has healthcare coverage, and would improve outcomes; now, therefore, be 

it 

RESOLVED, that KMA support a tax-based system of healthcare financing in the U.S., 

which would be available to all Americans; and be it further 

RESOLVED, that this must not preclude the availability of private payment or private 

insurance purchase for non-covered services, or for those who can afford and wish to purchase them. 
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2022-11 
 

RESOLUTION  
 

Subject: National Tort Reform 
  
Submitted by: Lexington Medical Society 
 
Referred to: Reference Committee  
 
 
 WHEREAS, the shortage of physicians in the United States can be related to the expenses of 

medical education and medical practice; and 

 WHEREAS, Kentucky and most other states have physicians with major expenses related to 

medical liability; and 

 WHEREAS, Kentucky continues to lose physicians to states which have malpractice damage 

caps; and 

 WHEREAS, 30 states have some form of malpractice damage caps, such as caps on pain 

and suffering, noneconomic damages, and absolute caps; and 

 WHEREAS, some states, such as Indiana, have a provider liability cap of $250,000; and 

 WHEREAS, major changes in tort reform in Kentucky will require a change in the state 

constitution and a referendum by the people; and 

 WHEREAS, a national approach to limiting medical liability expenses would be fairer and 

more consistent to physicians in all states; and 

 WHEREAS, the state and national political climate would likely support a more consistent 

approach to medical liability expenses; now, therefore, be it 

RESOLVED, that KMA continue to collaborate with relevant stakeholders to advocate for a 

national cap on provider liability and solicit congressional support for such improvement in the 

medical practice environment. 
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RESOLUTION  
 

Subject: Protecting Kentucky’s Youth with Gender Dysphoria, Their Parent’s Autonomy, and 
the Doctor-Patient Relationship in Providing Evidence-Based Care 

  
Submitted by: Northern Kentucky Medical Society 
 
Referred to: Reference Committee  
 
 
 WHEREAS, youth are experiencing high rates of mental health conditions such as 

depression, suicidal ideation, and anxiety; and 

 WHEREAS, youth with gender dysphoria exhibit even higher rates of mental health 

conditions such as depression, suicidal ideation, and anxiety than peers; and 

 WHEREAS, there are evidence-based approaches to medically treat gender dysphoria and 

associated mental health conditions that are supported by major medical associations; and 

 WHEREAS, parent or guardian consent is required for medical treatment of gender dysphoria 

in children under 18 years of age; and 

 WHEREAS, surgeries to treat gender dysphoria are not recommended for individuals under 

18 years of age; and 

 WHEREAS, parents’ authority in making medical decisions in consultation with their minor 

children’s healthcare providers should be protected; and 

 WHEREAS, several states have enacted bills banning the provision of medical or behavioral 

health treatment to youth with gender dysphoria and such bills have been introduced in the Kentucky 

legislature; now, therefore, be it 

 RESOLVED, that KMA advocate against any prohibition of physicians or other healthcare 

providers socially affirming gender identity or discussing evidence-based therapies for the management 

of gender dysphoria with their patients and their parents; and be it further 

 RESOLVED, that KMA support evidence-based standards of care for the treatment of gender 

dysphoria including behavioral health or medical non-surgical treatment provided to youth by 

appropriately trained and experienced healthcare providers. 
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RESOLUTION  
 

Subject: Menstrual Poverty 
  
Submitted by: Alex Thebert, MD and Jessica Adkins-Murphy, MD - Resident and Fellows Section 
 
Referred to: Reference Committee  
 
 
 WHEREAS, menstrual poverty refers to the inability to purchase hygiene products (tampons, 

pads, reusable menstrual cups) regularly and lack of access to private areas with water and soap and 

places to dispose of menstrual products1; and 

 WHEREAS, the poverty rate in Kentucky is 16% overall and 21% for children under 18, which 

is 48th and 47th worst in the nation respectively2,3,4; and 

 WHEREAS, a study of low-income women in a large urban center showed that menstrual 

poverty may be more common than previously thought, with 64% of respondents being unable to afford 

menstrual products at one point in the past year5; and 

 WHEREAS, girls in school also struggle with period poverty, one study of teenage girls 

showed that 23% had difficulty obtaining menstrual products and 51% have worn menstrual products 

longer than recommended6; and 

 WHEREAS, low-income benefits such as SNAP and WIC do not cover menstrual hygiene 

products7; and 

 WHEREAS, the lifetime cost for menstrual products are estimated to be $1800 and state 

taxes can add as much as 10% to the cost of menstrual products8; and 

 WHEREAS, Kentucky has a 6% sales tax applied to menstrual products9; and 

 WHEREAS, insecurity in menstruation hygiene can lead to anxiety, school absences, and 

decisions between menstrual hygiene and food1,5 ; and  

 WHEREAS, when unable to afford menstrual product, women had to use alternatives such 

as rags, toilet paper, and children’s diapers5,6; and 

 WHEREAS, use of standard menstrual products for longer durations than recommended and 

these alternatives could produce negative side effects such as UTI, vulvar contact dermatitis, yeast 

infections, bacterial vaginosis, and even toxic shock syndrome; and 

 WHEREAS, Kentucky currently provides free menstrual products at state prisons10; now, 

therefore, be it 

 RESOLVED, that KMA support legislation exempting menstrual products from the state sales 

tax; and be it further 
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 RESOLVED, that KMA support providing menstrual hygiene products free of charge in public 

facilities such as state prisons and public schools. 
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2022-14 
 

RESOLUTION  
 

Subject: Repeal the Kentucky Provider Tax on Cosmetic Procedures 
  
Submitted by: Greater Louisville Medical Society 
 
Referred to: Reference Committee  
 
 
 WHEREAS, the 2022 Kentucky Legislature passed a budget bill imposing a 6% provider tax 

on all cosmetic procedures, with subsequent override of the Governors’ veto, to become law as of July 

1, 2022; and 

 WHEREAS, a similar tax in New Jersey (2004-2014) brought disappointing revenue1, and 

caused a net state revenue loss (3 times revenue lost over taxes collected), due to driving patients and 

practices to adjacent states2, which led to repeal; and 

 WHEREAS, KMA policy opposes physician provider taxes of any kind; now, therefore, be it 

RESOLVED, that KMA support legislation repealing the tax on cosmetic procedures, in 

order to prevent patient exodus to adjacent states for these services. 
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2022-15 
 

RESOLUTION  
 

Subject: Encourage the Use of Peer-Reviewed Research and Evidence-Based Practices as 
the Foundation of Health Care Policy 

  
Submitted by: Juliana Cobb, MS, Danielle Graves, Katelyn Rice, and Shruti Wadhwa (University of 

Louisville School of Medicine) 
 
Referred to: Reference Committee  
 
 
 WHEREAS, prior KMA resolutions called for a reduction in “the burden of government 

and third-party regulation on medical practice and health insurance” to minimize intrusion into the 

physician-patient relationship, decrease costs and delays in the treatment of patients, and that “only 

physicians may determine medical necessity”1; and 

 WHEREAS, where legislation regarding medical practice is not based on peer-reviewed 

evidence, it hinders the ability of physicians to “uphold professional autonomy and clinical independence 

and advocate for the freedom to exercise professional judgment in the care and treatment of patients 

without undue influence by individuals, governments or third parties” as outlined by the AMA Medical 

Code of Ethics2; and 

 WHEREAS, legislation has been passed in many states including Florida, Colorado, 

Pennsylvania, and New York that hinder physician ability to provide high quality care to patients3; and 

 WHEREAS, the American Academy of Family Physicians, the American Academy of 

Pediatrics, the American College of Obstetricians and Gynecologists, the American College of 

Physicians, and the American College of Surgeons have agreed that legislative interference in medicine 

weakens the patient-physician relationship and undermines patient autonomy4; now, therefore, be it 

 RESOLVED, that KMA affirms that the doctor-patient relationship is the bedrock on which 

safe and ethical medical care is provided, with decision-making between a physician and a patient 

private and specific to the patient’s conditions; and be it further 

 RESOLVED, that KMA encourages the passage and implementation of laws, regulations, 

health codes, medical practice standards and institutional/corporate rules that are evidence-based with 

significant efficacy and value, as demonstrated by best available evidence, including peer-reviewed 

scientific literature; and be it further 

 RESOLVED, that KMA oppose criminal sanctions against physicians and other medical 

providers who deliver, and patients who receive, care that is evidence-based, and has significant 

efficacy and value, as demonstrated by the best available evidence, including peer-reviewed scientific 

literature; and be it further 
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 RESOLVED, that KMA policy initially passed more than 10 years from the date of each KMA 

House of Delegates meeting will be automatically sunset each year, unless action is taken by the 

House of Delegates to reestablish the sunsetting policies. 
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RELEVANT AMA AND AMA-MSS POLICY          
 

Regulatory Standards Should be Evidence-Based H-220.930 

Our AMA will work through its representatives on the Joint Commission and with other deeming authorities and the Centers for 
Medicare & Medicaid Services to: (1) ensure that clinical standards imposed on health care institutions and providers be 
evidence-based with significant efficacy and value, as demonstrated by best available evidence; and (2) require that 
appropriate citations(s) from the peer reviewed scientific literature be appended to the documentation for every clinical 
standard imposed on health care institutions and providers. 
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2022-16 
 

RESOLUTION  
 

Subject: Identifying Factors of Physician Stress and Utilization of Telehealth to Reduce Strain 
  
Submitted by: Avery Henderson, Connor Colby, Emma Buechlein, Emily Hollingsworth, Fawad 

Alam-Siddiqui, Joshua Nowicki, Leah Thomas, Omar Jafry, Tara Von Mach, and 
Joseph Bott (University of Pikeville - Kentucky College of Osteopathic Medicine)  

 
Referred to: Reference Committee  
 
 
 WHEREAS, a stressed-out physician is “angry, irritable, impatient, has increased 

absenteeism, decreased productivity and decreased quality of care”⁵; and 

 WHEREAS, increased physician stress will result in an increase in costs, lower quality of 

care, errors in diagnosis, and ultimately worse outcomes⁵; and 

 WHEREAS, factors such as working long hours to complete non-clinical tasks, absence of 

respect amongst colleagues, inadequate compensation, and decreased clinical autonomy can all lead to 

increased physician stress10; and 

 WHEREAS, with the lack of physicians practicing within sub-specialties (such as psychiatry, 

pediatrics, neurology, etc.) in rural Kentucky, there is a broader scope, and therefore, more strain put on 

rural physicians¹¹; and 

 WHEREAS, by 2025, Kentucky will have a shortage of 960 primary care physicians 

practicing, the third most significant decrease in the United States¹¹; and 

 WHEREAS, 61% of the physician shortage is located in rural areas of Kentucky¹¹; and 

 WHEREAS, in rural Kentucky, there are multiple barriers to accessing healthcare, including 

education, distance, accessibility, and socioeconomic factors1; and 

 WHEREAS, the rise of COVID-19 and the issue of a mandatory stay-at-home order in March 

2020 led to the increased use of telehealth for cardiology consultations in Kentucky7; and  

 WHEREAS, in a survey conducted of Kentucky patients who had a visit scheduled during the 

COVID-19 telehealth-only time frame, reduced travel time, lower visit wait time, and cost savings were 

seen as significant advantages for the use of telehealth visits7; and 

 WHEREAS, in the same survey of Kentucky patients, both in-person and telehealth visits 

were viewed favorably, but in-person visits were rated higher across all domains of patient satisfaction7; 

and 

 WHEREAS, poor internet connectivity was rated as at least somewhat of a factor by 33.0% 

(35/106) of respondents7; and 
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 WHEREAS, the COVID-19 pandemic and suspension of elective neurosurgeries lead to 

increased use of telehealth visits for the University of Kentucky, Brain Restoration Center2; and 

 WHEREAS, in a survey conducted to determine if telehealth visits could be sustained as an 

alternative to in-person visits, it was determined that telehealth visits were challenging due to the need 

for in-person physical examinations for neurosurgery2; and 

 WHEREAS, in the same survey, it was determined that video telehealth visits worked well for 

non-urgent issues, such as minor visual examinations2; and 

 WHEREAS, in a study conducted by the Department of Psychological & Brain Sciences at 

the University of Louisville on the use of telehealth visits for those with eating disorders, it was 

determined that a multi-disciplinary telehealth eating disorder intensive outpatient program (IOP) is 

feasible and has comparable outcomes to in-person IOP treatment⁵; and 

 WHEREAS, in the same survey, a recommendation was made to expand telehealth IOPs to 

reach underserved populations, especially in rural areas where treatment is often difficult to access⁵; and 

 WHEREAS, in a study conducted in rural Germany, the use of video consultations in nursing 

homes was determined to reduce the burden and additional workload for health care workers and 

increase the efficiency of care provision for nursing home residents⁶; and 

 WHEREAS, telehealth consultations can be utilized to address the shortage of medical 

specialists in rural areas⁶; and 

 WHEREAS, increasing the availability of telehealth throughout Kentucky would allow more 

physicians the ability to seek mental health treatment, reduce the workload on physicians, and decrease 

physician stress levels; now, therefore, be it 

 RESOLVED, that KMA conduct a survey to investigate what factors cause stress in the 

physician population; and be it further 

 RESOLVED, that KMA advocate to Congress for the loosening of federal telehealth 

regulations; and be it further 

 RESOLVED, that KMA continue to advocate for expanding telehealth infrastructure at both 

state and federal levels; and be it further 

 RESOLVED, that KMA work with the Kentucky Foundation for Medical Care and other 

appropriate health-related organizations to help Kentucky residents living in rural areas learn about 

telehealth and its benefits. 
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2022-17 
 

RESOLUTION  
 

Subject: Hemorrhage Control Training for Schools & Colleges 
  
Submitted by: Greater Louisville Medical Society 
 
Referred to: Reference Committee  
 
 
 WHEREAS, the escalating U.S. gun violence epidemic1 (currently over 100 deaths/day and 

now the leading cause of death in children2) includes mass shootings in schools and colleges, which has 

more than doubled over the past 9 ½ years, compared to the previous 10 years; and 

 WHEREAS, Kentucky ranks in the 8 most lethal states for gun deaths of children2; and 

 WHEREAS, exsanguinating hemorrhage before transport to a medical facility precipitates a 

majority of these (and all trauma) deaths (CDC data); and 

 WHEREAS, the American College of Surgeons (ACS) has created an effective, 1-2 hour 

hemorrhage control course for laypersons (Stop the Bleed course) to prevent exsanguination deaths3; 

and 

 WHEREAS, the UofL Surgery Trauma Center has deployed this course to local schools, with 

exceptionally positive receptions; and 

 WHEREAS, an ACS supported, bipartisan US Senate and House Bill (Prevent BLEEDing Act 

of 2022) has been introduced to fund such courses; now, therefore, be it 

RESOLVED, that KMA address gun violence epidemic harm by supporting 2023 Kentucky 

legislation to establish and require American College of Surgeons Stop the Bleed training annually for 

all Kentucky school and college teachers and employees (every other year for educators who have 

completed 3 consecutive annual courses), and for students (voluntary for elementary school students); 

and be it further 

RESOLVED, that funding for such hemorrhage control courses and supplies come from the 

Kentucky General Fund, with partial or full replacement by federal funds, if the Prevent BLEEDing Act 

of 2022 or other funding is enacted. 
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2022-18 
 

RESOLUTION  
 

Subject: Research Into a Multifaceted Approach to Gun Control 
  
Submitted by: Greater Louisville Medical Society 
 
Referred to: Reference Committee  
 
 
 WHEREAS, there are more gun suicides than gun homicides in the United States; and 

 WHEREAS, gun laws focus on the user with very few laws focusing on the design, 

manufacture, distribution, advertising, sale of firearms, and ammunition; and 

 WHEREAS, changing the design of new guns to “smart guns” that can only be fired by an 

authorized user, currently being sold in Western European nations; and 

 WHEREAS, banning assault weapons or guns with large-capacity ammunition feeding 

devices as these account for majority of mass shootings; and 

 WHEREAS, if guns with large-capacity ammunition feeding devices are bought, to require 

their owners to purchase insurance in case that weapon is ultimately used to kill another human being, 

protecting tax payers’ dollars; and 

 WHEREAS, studying from which gun companies the majority of guns used in crimes are 

bought; and 

 WHEREAS, there has been significant increase in marketing in gun magazines and online, 

playing on people’s fears of crime as well as attracting young men enamored with military fantasies, that 

has significantly increased gun sales; and 

 WHEREAS, individuals are allowed to purchase any number of guns, even hundreds; and 

 WHEREAS, mental illness may not often be reported to the FBI background check system; 

now, therefore, be it 

RESOLVED, that resolutions 18-21 be combined for review by a task force to be appointed 

by the Board.  The task force will review the medical literature and report evidence-based 

recommendations for public policy actions to reduce injury and death due to firearms.  The 

recommendations of the task force will be reported to the House of Delegates no later than the 2023 

annual meeting. 
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2022-19 
 

RESOLUTION  
 

Subject: Gun Violence Prevention – Banning Large Capacity Weapons and Ammunitions 
Magazines 

  
Submitted by: Greater Louisville Medical Society 
 
Referred to: Reference Committee  
 
 
 WHEREAS, assault weapons and high-capacity magazines are commonplace in mass 

shootings making shootings more lethal; and 

 WHEREAS, 155% more people are shot where assault weapons and high capacity 

magazines are used; and 

 WHEREAS, Kentucky is 15th highest state for deaths from firearms; and 

 WHEREAS, Kentucky is 3rd out of 51 U.S. jurisdictions that are found to be the source of 

weapons for interstate gun trafficking; and 

 WHEREAS, in Kentucky, civilians are allowed to possess assault weapons, 0.50 caliber rifles 

and large capacity ammunition and magazines; and 

WHEREAS, in Kentucky, private possession of semi-automatic assault weapons and 

handguns (pistols and revolvers) is permitted without a license; now, therefore, be it 

RESOLVED, that KMA supports legislation that Kentucky ban large capacity weapons and 

large capacity ammunitions magazines; and be it further 

RESOLVED, that KMA supports legislation that requires a license for possession of semi-

automatic assault-type weapons (for example, AK-47 and AR-15 rifles). 
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2022-20 
 

RESOLUTION  
 

Subject: Gun Violence Prevention – Universal Background Checks for Firearms Purchases 
  
Submitted by: Greater Louisville Medical Society 
 
Referred to: Reference Committee  
 
 
 WHEREAS, the rate of gun deaths has escalated year after year, 46 percent from 2011 to 

2022; and 

 WHEREAS, firearms-related deaths comprise 67.5% of all homicides in the Land of the Free; 

and 

 WHEREAS, in Kentucky, 80% of all homicides and 63% of all suicide deaths involve 

firearms; and 

 WHEREAS, in Kentucky, guns are the second-leading cause of death for children ages 1–17; 

and 

 WHEREAS, Kentucky’s state law is amongst states with more lenient gun violence 

prevention policy; and 

WHEREAS, gun-related suicide attempts and homicides (including mass-shootings) are 

more common in states with relaxed gun laws; and 

WHEREAS, Kentucky ranks 15th in the nation with gun related mortality; and 

WHEREAS, gun deaths and injuries cost Kentucky $5 billion per year, with $181 million paid 

by taxpayers; and 

WHEREAS, the recent pandemic of gun violence is a nationwide public health crisis calling 

for physician leadership to prevent death and injury, and protect vulnerable children unable to vote 

against use of firearms; and 

WHEREAS, universal background checks are related to lower rates of firearm injury 

morbidity and mortality with the majority of Americans supporting universal background checks; now, 

therefore, be it 

RESOLVED, that KMA support legislation that requires universal (not just from age 18-21) 

and comprehensive background checks for firearms ammunition purchases. 
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2022-21 
 

RESOLUTION  
 

Subject: Modification of the Kentucky Concealed Carry Law without a Permit 
  
Submitted by: Greater Louisville Medical Society 
 
Referred to: Reference Committee  
 
 
 WHEREAS, former Governor Matt Bevin signed into law June 2019 Senate Bill 150 repealing 

Kentucky's concealed carry law requiring a firearms course and a permit, set forth in KRS § 237.1101, 

and the Louisville Metro Police and the Kentucky State Fraternal Order of Police both opposed this new 

legislation2; and 

 WHEREAS, now anyone over the age of 21 may carry any concealed deadly weapon without 

a permit2 and the previously required firearms course is now optional; and 

 WHEREAS, this decreases safety to both citizens and the police force; and 

 WHEREAS, visitors to the Kentucky Capitol building are banned from entering with umbrellas 

or sticks that are used for protest signs because they can be “used as weapons,” but guns and rifles are 

permitted2; now, therefore, be it 

RESOLVED, that KMA support legislation requiring the previously required 8 hours firearms 

safety course and require a permit to carry a concealed deadly weapon; and be it further 

RESOLVED, that KMA not permit any deadly weapon into the Kentucky Capitol building 

and other sensitive areas, such as churches, schools, health care facilities (including physician offices 

and clinics) or courthouses by non-approved law personal civilians. 
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2022-22 
 

RESOLUTION  
 

Subject: Protecting Appropriate Care for Patients 
  
Submitted by: Lexington Medical Society 
 
Referred to: Reference Committee  
 
 
 WHEREAS, the great medical educator Sir William Osler declared that “Caring for patients 

means …CARING… for patients”; and 

 WHEREAS, Kentucky physicians and other health care providers strongly endorse this 

adage by CARING for their patients; and 

 WHEREAS, the Kentucky state legislature has violated this adage by severely limiting 

reproductive care for women in Kentucky; and 

 WHEREAS, the potential is there for the Kentucky state legislature to deprive Kentucky 

women of other appropriate reproductive health care related to contraception and assisted reproductive 

techniques such as in vitro fertilization; and 

 WHEREAS, Kentucky was included in the 2021 case of State of Louisiana, et. al. vs. Xavier 

Bacerra, et.al. which attempted to block a CMS mandate for COVId-19 vaccination of all health care 

workers of programs funded by CMS, thereby attempting to protect the caregivers and patients of those 

facilities; now, therefore, be it 

RESOLVED, that KMA oppose any actions to restrict reproductive rights for women; and be 

it further 

RESOLVED, that KMA oppose actions by the Kentucky state legislature which imped 

appropriate healthcare for patients, and provision of such by health care providers; and be it further 

RESOLVED, that KMA be the reference source for the Kentucky legislature on issues that 

affect healthcare for patients. 
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2022-23 
 

RESOLUTION  
 

Subject: Improving Maternal Health 
  
Submitted by: Greater Louisville Medical Society 
 
Referred to: Reference Committee  
 
 
 WHEREAS, maternal death is a public health crisis in the United States with a 134% 

increase in maternal death from 1987-2018 and an increase of 7.2 to 17.3 maternal deaths/100,000 live 

births1. Conversely, maternal death has globally decreased 38% from 2000 to 20172; and 

 WHEREAS, the United States has the highest maternal death rate in the world of any 

developed country, making it the most unsafe place in the developed world for a woman to give birth3; 

and 

 WHEREAS, in Kentucky, 79% of maternal deaths were found to be preventable. Heart 

disease and stroke are the leading 2 non-accidental causes, at a combined rate of 34%4. Mental health 

illness is one of the top 7 underlying causes of pregnancy-related deaths at a rate of 7%5. Over 50% of 

accidental maternal death was related to substance use6; and 

 WHEREAS, black women are more than twice as likely to die from a pregnancy-related 

cause as white women; and 

 WHEREAS, pregnancy is inherently dangerous as maternal death from abortion is 

0.7/100,0007, while maternal death related to pregnancy is 18/100,0008 or 25-fold higher; and 

 WHEREAS, an abortion ban is estimated to lead to a 7% increase in maternal death in year 

one and 21% in subsequent years of the ban8; and 

 WHEREAS, non-Hispanic Black women are projected to have the greatest increase in 

maternal death with a 12% increase in year one of the ban and 33% in subsequent years. Hispanic 

women have the next greatest increase with 6% and 18%, respectively. This data does not include how 

the rate of unsafe abortions will increase maternal death9; and  

 WHEREAS, physicians have an obligation to protect and save lives (mentally and physically) 

and respect all people’s privacy. Preventing the right to abortion defies this oath by increasing maternal 

mortality and dehumanizing women; now, therefore, be it 

RESOLVED, that KMA recognize that maternal death and mental health illness are public 

health issues; and be it further 

RESOLVED, that KMA advocate for improved reproductive healthcare and resources for 

women in Kentucky including preconception, prenatal and post-partum care. 
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2022-24 
 

RESOLUTION  
 

Subject: The Fallout of Banning Abortion in Kentucky 
  
Submitted by: Greater Louisville Medical Society 
 
Referred to: Reference Committee  
 
 
 WHEREAS, the American Medical Association (AMA), the American Academy of Pediatrics 

(AAP) and the American College of Obstetricians and Gynecologists (ACOG) all have policy statements 

supporting the evidence-based right to abortion. According to ACOG, “abortion is an essential 

component of comprehensive medical care, and people need unimpeded access to the full spectrum of 

reproductive health care options” that is based on evidence-based medicine1; and 

 WHEREAS, the Kentucky Medical Association’s current policy is not supportive of the right to 

an abortion and places many restrictions on who, where and when an abortion may be performed2; and 

 WHEREAS, regardless of personal belief, a “clinician must be able to provide unbiased, 

factual information to patients regarding their reproductive health care options”1 without interference 

from the government in this sacred doctor-patient relationship; and 

 WHEREAS, half of U.S. counties do not have a single OB-GYN3. The U.S. Health Resources 

& Services Administration revealed that more than half of Kentucky’s 120 counties had no dedicated 

OB-GYN in 2020 and 2021; and 

 WHEREAS, the physician shortage in Kentucky will continue to worsen. Until now, 55.5% of 

physician residents practiced medicine in the state where they trained2. Kentucky now not only faces the 

challenge of training residents in how to provide and manage induced abortions, spontaneous abortions, 

miscarriages, and the wide array of pregnancy losses from other reasons4, it also faces the challenge of 

retaining these doctors with the knowledge that they cannot practice the full scope of their field without 

the threat of penalties or incarceration; and 

 WHEREAS, Kentucky’s abortion ban will ultimately lead to an overall increase of 21% in 

maternal mortality5. According to CDC reports between 2018 and 2020, Kentucky’s rate of maternal 

mortality was already double the nationwide rate at 30 deaths per 100,000 live births; and 

 WHEREAS, with the threat to reproductive medicine, there will be an overall decrease in 

reproductive services, specifically to in vitro fertilization6 and genetic testing; and 

 WHEREAS, pregnancies with significant congenital anomalies that must now come to term 

will lead to significant financial strain and require many resources; and 
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 WHEREAS, there will be an increased financial burden to the Department of Medicaid 

Services with increased recipients, increased foster children, decreased work force, increased mental 

health disease, increased violence, and increased taxes; now, therefore, be it 

RESOLVED, that KMA immediately sunset its current policy on abortion; and be it further 

RESOLVED, that KMA adopt as its policy to stand united in opposition to the banning of 

abortion in Kentucky; and be it further 

RESOLVED, that KMA change its current policy on abortion, basing it on current evidence-

based medicine, recognizing the FDA-approved medications used for spontaneous and voluntary 

abortions and the impact these policies have on in vitro fertilization; and be it further 

RESOLVED, that KMA advocate for maintaining the privacy and confidentiality between a 

patient and their physician and that the intrusion of non-medical organizations on the privacy of 

reproductive health decisions between a patient and her physician be opposed by the KMA in its policy 

statements. 
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2022-25 
 

RESOLUTION  
 

Subject: Protecting Access to Abortion and Reproductive Healthcare 
  
Submitted by: Greater Louisville Medical Society 
 
Referred to: Reference Committee  
 
 
 WHEREAS, the current Kentucky Medical Association (KMA) policy regarding the termination 

of pregnancy was written in 1973 and is no longer consistent with current evidence-based medicine; and 

 WHEREAS, Kentucky providers who do not wish to participate directly or indirectly in an 

abortion procedure are not required to do so; and 

 WHEREAS, KMA policy endorses the position that the physician should be in the focal 

position of directing medical care to produce an outcome in the best interest of the patient, appropriate 

to the patient’s situation, in the most timely and cost-effective manner possible, adhering to established 

principles of ethics, and for fair and reasonable compensation; and 

 WHEREAS, abortion is one of the most common medical procedures globally, as 29% of all 

pregnancies worldwide end in induced abortion and 24% of women in the United States aged 15 to 44 

will have an abortion by age 451,2; and 

 WHEREAS, the United Nations’ (UN) Humans Rights Committee (HRC) and American Public 

Health Association (APHA) have expressed that abortion is necessary to ensuring the right to life for 

women and girls due to its role in prevention of maternal morbidity and mortality3,4; and 

 WHEREAS, the World Health Organization (WHO) and the Center for Reproductive Rights 

recognize that restrictive abortion laws do not decrease abortion; rather, they lead to a higher number of 

unsafe or illegal abortions, endangering women’s health and leading to significant maternal morbidity 

and mortality6; and 

WHEREAS, medication abortion with mifepristone, one of just two U.S. Food and Drug 

Administration (FDA) approved drugs to manage abortion and early miscarriage, comprises 

54% of all abortions in the United States as of 2020, and has a 20-year record of safety and 

efficacy7,9; and 

 WHEREAS, when patients face barriers to abortion health care such as long travel distances 

to clinics and high costs, 10-28% attempt to self-manage their abortions, with 38-52% using herbs, 

supplements or vitamins, 18-20% using misoprostol and/or mifepristone, 19-29% using other 

medications, and 18-19% inflicting abdominal or other physical trauma10,12; and 

WHEREAS, criminalizing abortion care and counseling is an interference of patient-provider 

shared decision-making as denounced by the American College of Obstetricians and 
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Gynecologists (ACOG)13; and 

 WHEREAS, significant racial and ethnic disparities exist surrounding abortion access, and 

these disparities are exacerbated by restrictive state abortion laws14-16; and 

 WHEREAS, KMA policy recognizes the burdens of government and third-party regulation on 

medical practice, its intrusion into the physician-patient relationship and vigorously opposes 

uncompensated regulatory requirements; and 

 WHEREAS, current American Medical Association (AMA) policy supports reproductive rights 

and the ability for physicians to practice and be appropriately reimbursed in this field without state 

interference; now, therefore, be it 

RESOLVED, that KMA immediately deletes the policies found under both sections of the 

heading “Pregnancy, Termination of”; and be it further 

RESOLVED, that KMA recognizes that the term “abortion” is medical terminology for the 

premature exit of the products of conception which includes a range of situations including 

miscarriages as well as procedures following fetal demise or ectopic pregnancy; and be it further 

RESOLVED, that KMA opposes limitations on access to evidence-based health services 

including fertility treatments, contraception and abortion; and be it further 

RESOLVED, that KMA opposes the imposition of criminal and civil penalties or other 

retaliatory efforts against patients, patient advocates, physicians, other health care workers, and health 

systems for receiving, assisting in, referring patients to, or providing reproductive health services; and 

be it further 

RESOLVED, that KMA respects an individual doctor’s choice whether to perform or 

participate in an abortion; and be it further 

RESOLVED, that KMA support providers safely providing medication for abortion, like 

mifepristone, without in-person physical examination and instead through patient interviews via 

telehealth, laboratory testing and ultrasonography; and be it further 

RESOLVED, that KMA opposes restrictive abortion laws and policies, such as Medicaid 

funding restrictions, mandatory parental involvement, mandatory counseling, mandatory waiting period, 

and two-visit mandate; and be it further 

RESOLVED, that KMA opposes the criminalization of self-managed abortions; and be it 

further 

RESOLVED, that KMA opposes an abortion reporting process; and be it further 
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RESOLVED, that KMA will advocate for legal protections for patients who cross state lines to 

receive reproductive health services, including contraception and abortion, or who receive medications 

for contraception and abortion from across state lines, and legal protections for those that provide, 

support, or refer patients to these services; and be it further 

 RESOLVED, that KMA supports shared decision-making between patients and their 

physicians regarding reproductive healthcare; and be it further 

 RESOLVED, that KMA opposes any effort to undermine the basic medical principle that 

clinical assessments, such as the viability and safety of a pregnant person, are determinations to be 

made only between a patient and their physicians; and be it further 

 RESOLVED, that KMA supports litigation that may be necessary to block the 

implementation of newly enacted state and/or federal laws that restrict the privacy of physician-patient-

family relationships and/or that violate the First Amendment rights of physicians in their practice of the 

art and science of medicine; and be it further 

 RESOLVED, that KMA will educate lawmakers and industry experts on the following 

principles endorsed by the American College of Physicians which should be considered when creating 

new health care policy that may impact the patient-physician relationship or what occurs during the 

patient-physician encounter: 

A. Is the content and information or care consistent with the best available medical 

evidence on clinical effectiveness and appropriateness and professional standards of 

care? 

B. Is the proposed law or regulation necessary to achieve public health objectives that 

directly affect the health of the individual patient, as well as population health, as 

supported by scientific evidence, and if so, are there no other reasonable ways to 

achieve the same objectives? 

C. Could the presumed basis for a governmental role be better addressed through 

advisory clinical guidelines developed by professional societies? 

D. Does the content and information or care allow for flexibility based on individual 

patient circumstances and on the most appropriate time, setting and means of 

delivering such information or care? 

E. Is the proposed law or regulation required to achieve a public policy goal - such as 

protecting public health or encouraging access to needed medical care - without 

preventing physicians from addressing the healthcare needs of individual patients 

during specific clinical encounters based on the patient's own circumstances, and with 

minimal interference to patient-physician relationships? 
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F. Does the content and information to be provided facilitate shared decision-making 

between patients and their physicians, based on the best medical evidence, the 

physician's knowledge and clinical judgment, and patient values (beliefs and 

preferences), or would it undermine shared decision-making by specifying content 

that is forced upon patients and physicians without regard to the best medical 

evidence, the physician's clinical judgment and the patient's wishes? 

G. Is there a process for appeal to accommodate individual patients' circumstances? 
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5) Quality of Patient Care: AMA defines quality of care as “the degree to which care services influence the probability of 
optimal patient outcomes.” Physicians are uniquely qualified and positioned to provide quality measurement.  

 
6) Reduction of Regulations: The burden of government and third-party regulation on medical practice and health insurance 

should be reduced. Its intrusion and “hassle factor” into the physician-patient relationship and doctor-patient time is costly and 
delays treatment of patients. The Association vigorously opposes uncompensated regulatory requirements for physicians and 
supports economic impact statement requirements for all legislation and regulation affecting the delivery of medical care and 
increased cost. (COSLA HOD 1999; Reaffirmed 2009, 2019)  

 
 
PATIENT/PHYSICIAN RELATIONSHIP  
1) KMA endorses the position that the physician should be in the focal position of directing medical care to produce an outcome 

in the best interest of the patient, appropriate to the patient’s situation, in the most timely and cost-effective manner possible, 
adhering to established principles of ethics, and for fair and reasonable compensation. (Res 98-108, 1998 HOD, p 559; 
Reaffirmed 2008, 2018)  

 
 
PREGNANCY, TERMINATION OF  
1) After the stage of viability, termination of pregnancy must be limited to those situations in which the life of the mother is 

jeopardized or a proven fetal anomaly exists;  
 

Abortion on demand be discouraged at any time;  
 
Any live infant must be accorded the same rights and the same care that would be given to an infant delivered by more 
traditional means;  
 
The practice of using fetuses as experimental material is condemned;  
 
No hospital, clinic, institution, or any other facility in this state should be required to admit any patient for the purpose of 
performing an abortion, nor required to allow the performance of an abortion;  
 
No person should be required to perform or participate directly or indirectly in an abortion procedure. No hospital, governing 
board, or any other person, firm, association, or group should terminate the employment or alter the position of, prevent or 
impair the practice or occupation of, or impose any other sanction or otherwise discriminate against any person who refuses 
to participate in an abortion procedure; and  
 
We recommend that the Bureau of Vital Statistics, Department of Health, establish an abortion reporting form, which shall be 
used for the reporting of every abortion performed or prescribed in this state. Such forms shall include the following items in 
addition to such other information as may be necessary to complete the form:  

 
1. The age of the pregnant woman;  

2. The marital status of the pregnant woman;  

3. The location of the facility where the abortion was performed or prescribed;  

4. The type of procedure performed or prescribed;  

5. Complication, if any;  

6. The pregnant woman’s obstetrical history regarding previous pregnancies, abortion, and live births;  

7. The stated reason or reasons for which the abortion was requested;  

8. The state and county of the pregnant woman’s legal residence. (Ref Comm Sub Res, 1973 HOD, p 882; Reaffirmed 
2000, 2010, 2021)  

 
 
2) KMA Recommendations on Guidelines for Facilities: Criteria laid down by the Board of Certificate of Need and 

Licensure, or any other agency determining where abortions may be performed on an out-patient basis, must meet the 
following standards:  

1. A permanent record must be kept for each patient.  

2. It should include a preoperative history and physical examination which is particularly directed to the identification of 
preexisting or concurrent illnesses or drug sensitivities that may have a bearing on operative procedures or anesthesia.  
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3. A hematocrit and/or hemoglobin and Rh typing should be done on all patients and any other further laboratory work that 
would be indicated by the patient’s medical history.  

4. In the case of an unmarried pregnant minor seeking an abortion, the same rules should be applied in requiring the 
consent to the abortion of the person legally responsible for the minor as are followed in obtaining such consent for any 
medical operation.  

5. Analgesia and anesthesia should accompany the procedure in accordance with generally established good medical 
practice.  

6. There should be means to resuscitate and treat the unconscious patient and the patient with cardiovascular collapse.  

7. It shall be the responsibility of the licensed physician performing an abortion to provide pre- and post-operative care in 
a traditional and continuing manner. This physician should operate under a transfer agreement ensuring that any 
patient in whom complications develop will be accepted by a licensed hospital on an around-the-clock basis for 
emergency care.  

8. Abortions should be done by standard and approved methods and recorded in the patient’s record. Histologic 
examination of the tissues is necessary.  

9. The presence of pregnancy should be confirmed by an appropriate and recognized test for gonadotropin by either 
immuno-assay methods. The pregnancy must also be confirmed by examination by a licensed physician.  

10. Pre- and post-abortion counseling should be a part of the services offered. Counseling should include alternatives to 
abortion, possible psychological evaluation, and contraceptive and sterilization information.  

11. Each facility must offer (but not require) tests for cervical carcinoma and venereal disease to each patient.  

12. All Rh-negative patients should be given Rh immune globulin following the surgical procedure in order to prevent Rh 
sensitization.  

13. No hospital, physician, or employee should be compelled to participate in abortion.  

14. For the sake of clarity, the following definitions were agreed upon by the committee: a. Abortion – Termination of 
pregnancy prior to the 20th week, or before viability  

b. Viability is the ability of the fetus to sustain life outside the uterus with usual measures after the 20th week of 
pregnancy.  

c. First trimester begins with the first day of the last menstrual period and ends 12 weeks later.  

d. Second trimester begins at the 13th week after the onset of the last menstrual period and goes through the 24th 
week.  

e. Third trimester is from the 25th week until delivery. (Report of the Ad Hoc Comm on Abortion Guidelines, 
Addendum to the Report of the Chairman, Board of Trustees, 1973 HOD, p 879; Reaffirmed 2000, 2010, 2021). 
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2022-26 
 

RESOLUTION  
 

Subject: Memorial to William B. Monnig, MD 
  
Submitted by: KMA Board of Trustees 
 
Referred to: Reference Committee  
 
 
 WHEREAS, William B. Monnig, M.D. was committed to the Kentucky Medical Association for 

the last 46 years believing that it represents the essential element - the lynch pin, the keystone to quality 

patient care – the practicing physicians of the Commonwealth of Kentucky; and 

 WHEREAS, Dr. Monnig served the Kentucky Medical Association as a Board of Trustee 

member for the last 36 years, starting in 1984 as 8th District Trustee. He went on to serve the Board as 

Chair of the Board of Trustees from 1987-1990, President 1992-1993, and the AMA House of Delegates 

Alternate Delegate since 1995; and 

 WHEREAS, William B. Monnig, M.D., whom we all know as “Bill” is remembered as one of the 

nicest persons whose enthusiasm was contagious to all with a big heart and that quick smile; and 

 WHEREAS, Dr. Monnig lived up to his personal goal that he articulated in 1992 when he said 

“It would be nice to be remembered as a person who not only tolerated controversy but invited physicians 

to express their differing viewpoints. That through my efforts we were able to come together to accomplish 

an objective – even when everyone came to the table with a different viewpoint – by working together 

realizing that our goal was to deliver good health care – a leader who was also a facilitator”; and 

 WHEREAS, Bill certainly was a facilitative leader who will be missed by the Kentucky Medical 

Association; and 

 WHEREAS, Bill’s life is woven in the lives of Kathy Robinson; his long-time girlfriend, his sons 

Aaron and Tom, his siblings Carol, Mike, and Dan, and his grandchildren Lucy, William, Liesl, and Sydney; 

now, therefore, be it 

RESOLVED, that the KMA House of Delegates recognize the outstanding contributions made 

by William B. Monnig, M.D. to patient care and all physicians of the Commonwealth of Kentucky; and be 

it further 

RESOLVED, that the KMA House of Delegates, individually and collectively, hereby extend 

their most profound sympathy upon the passing of William B. Monnig, M.D March 27, 2022 and extend 

heartfelt condolences to his family and his esteemed colleagues; and be it further 

RESOLVED, that a copy of this resolution be recorded in the proceedings of this House and 



2022 – 26.2 
 

KMA House of Delegates 
August 2022 

be forwarded to Dr. Monnig’s family. 
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2022-27 
 

RESOLUTION  
 

Subject: Memorial to SaraBeth Hartlage, MD 
  
Submitted by: KMA Board of Trustees 
 
Referred to: Reference Committee  
 
 
 WHEREAS, Dr. SarahBeth Hartlage was a dedicated public servant, committed to improving 

the health of Kentuckians and the practice of medicine; and 

 WHEREAS, Dr. Hartlage served as Vice Speaker of the Kentucky Medical Association House 

of Delegates; and 

 WHEREAS, Dr. Hartlage led the COVID-19 vaccination efforts for the Louisville Department 

for Public Health and coordinated the mass vaccination of hundreds of thousands of Kentuckians, 

leading thousands of volunteers and bringing the life-saving vaccines to every corner of the community; 

and 

 WHEREAS, Dr. Hartlage dedicated herself to public health and was an outspoken leader 

throughout the COVID-19 pandemic who will be missed by the Kentucky Medical Association and the 

medical community; now, therefore, be it 

RESOLVED, that KMA honor the outstanding contributions made by Dr. Hartlage to the 

patients of the Commonwealth and the practice of medicine; and be it further 

RESOLVED, that the KMA House of Delegates, individually and collectively, hereby extend 

their most profound sympathy upon the passing of SarahBeth Hartlage, M.D., March 16, 2022, and 

extend heartfelt condolences to her family and colleagues; and be it further 

RESOLVED, that a copy of this resolution be recorded in the proceedings of this House and 

be forwarded to Dr. Hartlage’s family. 




