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AAFP’s New President Tells Family
Physicians ‘It Is Our Time'

address here on Sept. 29 when he said, “We are an incredibly diverse group of people,” in terms of
our political affiliations, our demographics and our opinions on the Academy’s policies and actions
during the past year. “Change of the magnitude we are trying to accomplish always meets resistance,” said
Goertz, adding that AAFP members are “bound together because we believe in family
medicine, and we are family physicians.”
He reminded all those attending the AAFP Scientific
Assembly opening ceremony that family physicians are
making a difference in the future of America’s health care.
That statement is not based on “a wish or whim,” said
Goertz. It is based on fundamentally understanding that
family physicians
= hold a core belief in what they do,
= understand that these are unique times
and that the specialty is well-positioned to
shape the future of health care in the United
States, and
= have of a history of transforming them-
selves when needed by the health care sys-
tem around them.

Q AFP President Roland Goertz, M.D., of Waco, Texas, reached out to all AAFP members during his

AAFP Scrutinizes
Proposed Rule,
Recommends
Changes for
2011 Medicare
Physician Fee
Schedule

he Academy recently sent
a detailed list of com-
ments to CMS regarding

the agency’s proposed rule for
the 2011 Medicare physician fee
schedule, which was published in
the July 13 Federal Register.

In a July 28 letter addressed
to CMS Administrator Donald
Berwick, M.D., the Academy
expressed its appreciation for the
agency'’s efforts in addressing
primary care issues “within the
parameters permitted by the cur-
rent statute.”

(Then) Board Chair Ted
Epperly, M.D., of Boise, Idaho,
reaffirmed CMS’ efforts to redis-
tribute work values to the evalu-
ation and management services
that most often fall under the pur-
view of primary care physicians.
He also commended Berwick
for CMS’ attention to misvalued
CPT codes, improvements in the
valuation of immunization admin-
istration codes and proposed
changes in the e-prescribing

See Fee Schedule, page 2

| Medicare Payments page3 Member Report Card page 16
The AAFP has created a toolkit to help physi-  In her final President's Message, Lori Heim,
cians and their patients contact legislators M.D., tells members that they have been

STRONG MEDICINE FOR AMERICA regarding Medicare payments. heard by Academy leaders.
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managed care era.

The Future of Family Medicine project came
together in the current decade as a bold step that ulti-
mately affirmed the American public wants the type of
care family physicians provide, as well as the model of
care that family medicine was beginning to create.

At that point, said Goertz, the challenge facing
the AAFP was how to make family medicine more
patient-centered and how to promote those changes
— and the specialty as a whole — to the outside world.

The Academy rose to the challenge, said
Goertz. “And slowly, oh so slowly, almost like an air-
craft carrier beginning to change course, the land-
scape began to change, and family medicine moved
to the forefront,” said Goertz.

“The new health care reality is partly the realiza-
tion that modern medicine will not always ‘fix us,” he
said. “The new political reality is that improving health
care is being pitted against the need to constrain
governmental costs and to reduce the federal deficit.

These forces give family medicine enormous opportu-
nities to show our value and to change the system.”
Goertz pointed to the patient-centered medi-
cal home, or PCMH, as an intentional, collabora-
tive attempt to improve the primary care physician
practice model. “It was not designed to be used as
a redesign or enhancement of any other delivery of
care,” he said.
The support the PCMH model has received from
legislators, policy experts, business leaders, and
-- most importantly -- patients “should give us confi-
dence and determination to drive forward in spite of
challenges, in spite of all those who don't understand
what we represent, and in spite of those who misguid-
edly believe they can take our place,” said Goertz.
“We need to understand that it is our time.”

For the complete story, visit http://www.aafp.org/
news-now/2010cod-assembly/20100930presspeech.html.
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incentive program.

The AAFP offered suggestions regarding CMS’
future relative value unit, or RVU, validation efforts,
“especially as (they) relate to estimates of physi-
cian time and intensity.” Epperly encouraged CMS
to support independent research methods currently
under way at the University of Cincinnati that inves-
tigate physician work intensity using “more modern
techniques.”

Epperly reiterated the AAFP’s previous recom-
mendation that CMS establish a group of experts
separate from the AMA's Relative Value Scale
Update Committee, or RUC, which is composed pri-
marily of representatives from subspecialty medical
organizations, to help the agency review and revali-
date RVUs.

The recommendation, which also is supported
by the Medicare Payment Advisory Commission, or
MedPAC, would give CMS the benefit of input from
a group of experts less invested in the outcome,
said Epperly. “In medicine we call this ‘Getting a
second opinion,” he added.

The Academy was pleased that CMS expanded
its list of approved Medicare telehealth services to
include services such as individual and group kidney
disease education and diabetes self-management
training. “We want to congratulate the agency for its
willingness to reconsider past decisions and expand
Medicare coverage of telehealth services in ways
that we hope will facilitate beneficiary access to

care,” said Epperly.

A significant portion of the letter was dedicated
to comments regarding provisions of the Patient Pro-
tection and Affordable Care Act of 2010 that affect
Medicare payment to physicians. Included in that
discussion were topics such as

= payment for bone density tests;

= coverage of an annual wellness visit, including
a personalized prevention plan;

= removal of barriers to preventive services;

= provision of primary care incentive payments
of as much as 10 percent;

= reduction of the maximum period for submis-
sion of Medicare claims to not more than 12 months;
and

= continuation of the Physician Quality Report-
ing Initiative, with significant changes in the existing
program.

The Academy noted that CMS attempted to
define the term “annual wellness visit” without
first providing a definition for the term “health risk
assessment,” which, by law, will be incorporated
into the design of the annual visit.

“We would encourage the agency to get about
the business of defining ‘health risk assessment,’
so that its proposal can be evaluated appropriately,”
said Epperly.

For the complete story, visit http://www.aafp.org/news-now/
inside-aafp/20100818feescheduleresponse.html.
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Toolkit Designed to Help Drive Efforts to Fix Broken Payment System

By James Arvantes

s part of an ongoing effort

to replace the current

Medicare physician pay-
ment system with a more equi-
table system that better rewards
the provision of primary care ser-
vices, the AAFP has developed
a toolkit to help family physicians
and their patients generate sup-
port for fixing the system.

“This toolkit is really a means
of being able to educate the pub-
lic and patients about the impact
of the SGR (sustainable growth
rate) on patient access to health
care,” (then) AAFP President Lori
Heim, M.D., of Vass, N.C., told
AAFP News Now. Physicians “are
not going to be able to fix the
SGR alone,” she added.

“Patients and the public have

to be informed and they have to
be engaged, so they can demand
that Congress fix this.”

The toolkit, which is available
for physicians to download and dis-
tribute at http://www.aafp.org/
online/en/home/policy/federal/
issues/cmsacttools.html, con-
tains the following documents:

= a one-page fact sheet that
briefly describes the current
Medicare payment system and
what steps Congress can take to
make the system more equitable.
The document also cites talking
points for use with Congress, the
media and patients, and it con-
tains tips on how to make the
voice of family physicians heard
on Capitol Hill;

= a sample letter that physi-

cians can send to their patients
explaining problems with the cur-
rent payment system and what
patients can do to help fix the
broken system; and

= a sample letter that patients
can send to their respective
representatives in Congress
that describes the effect of the
SGR on physician practices and
patient care and what steps Con-
gress can take to make the pay-
ment system work better for phy-
sicians and their patients.

The SGR formula has called
repeatedly for steep reductions
in the Medicare payment rate
during the past several years,
forcing Congress to continually
intervene to block the reductions.
The ongoing threat of payment

cuts has created a great deal of
anxiety among physicians and
their patients.

Each of the documents that
comprise the toolkit calls for a
permanent fix to the SGR and a
positive payment differential for
primary care physicians to better
reward provision of primary care
services. But each document
conveys that message differently
based on the target audience.

Congress is expected to
address the Medicare physician
payment rate after the Nov. 2 mid-
term elections.

For the complete story, visit http://

www.aafp.org/news-now/inside-
aafp/20100823paymenttoolkit.html.

Health Insurance Exchanges Create Opportunities for Primary Care,
Says (Then) AAFP President

he creation of state-based health insurance exchanges under
the recently enacted health care reform act will give federal
and state governments the opportunity to move from a volume-

based to a value-based
health care system by
putting in place measures
to better reward the pro-
vision of primary care
services. That was one
of the main messages
delivered by (then) AAFP
President Lori Heim,

sents employer purchasers of health care.

The Patient Protection and Affordable Care Act requires health
insurance exchanges to operate in each state by 2014. The
exchanges, which are expected to cover as many as 24 million people
by 2019, will function as insurance markets and allow individuals and
small businesses to purchase insurance from qualified health plans

within the exchanges.

Heim said the exchanges represent an “opportunity to make an
investment in primary care” and to “pay more and pay differently for
primary care services.” This would mean moving away from fee-for-
service to a system that rewards care coordination and value, she

added.

M.D., of Vass, N.C., and
other speakers who par-
ticipated in an HHS panel
on Aug. 30.

“Here is an opportu-
nity to support primary
care, to change how we
fund things and to move to that patient-centered medical home ... to
move toward value-based purchasing and the things that patients care
about,” said Heim. She was joined on the panel, which focused on
the role of insurance exchanges in promoting quality and affordability,
by representatives from the AFL-CIO, the National Business Group on
Health, and the Leapfrog Group, a national organization that repre-

Phloto courtesy of HHS
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(Then) AAFP President Lori Heim, M.D., touts
the importance of health insurance exchanges
in helping health care move toward a value-
based system.

“We are stuck with fee-for-service for a while,” said Heim. “But
hopefully these exchanges can help lead us in readjusting (the) pro-
portion of payments so that we get the outcomes we want.”

Helen Darling, president of the National Business Group on
Health, also said during the panel discussion that the exchanges could
serve as a “force for transformation in the health care system,” one
that could lead to a primary care-based system.

“If we take overuse, waste and inappropriate nonevidence-based
medicine out of the health care system, we will have a lot more money
to pay for all of the things we have already committed to pay for,” said
Darling. “We shouldn’t waste this moment.”

For the complete story, visit http://www.aafp.org/
news-now/government-medicine/2010090linsuranceexchanges.html.
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‘Red Flags Rule’
Applicability to
Physicians Challenged

AAFP Joins Motion Filed by
Council of Medical Specialty Societies

By Sheri Porter

he Council of Medical Specialty Societ-

ies, or CMSS, recently filed a motion to

intervene on behalf of all physicians in
an existing case filed by the AMA, the Ameri-
can Osteopathic Association and the Medical
Society of the District of Columbia. The case
involves the applicability to physicians of an
antifraud identity theft federal regulation known
as the “Red Flags Rule.”

The rule, which was originally drafted in
2008 in connection with the implementation
of the Fair and Accurate Credit Transactions
Act of 2003, requires financial institutions and
creditors — including physician practices — to
address the risk of identity theft by implement-
ing identity theft prevention programs.

The AAFP is one of 26 medical organiza-
tions seeking to be specifically added as plain-
tiffs pursuant to the CMSS motion to intervene
in the existing case, which seeks to prevent the
Federal Trade Commission, the government
agency charged with upholding the rule, from
applying it to physicians.

According to an Aug. 17 notice posted
on the CMSS website, the Red Flags Rule
“imposes significant burdens on physicians,
particularly solo practitioners and those practic-
ing in small groups.”

Norman Kahn, M.D., EVP and CEO of CMSS,
said in the press release that his organization took
the lead on this issue “to protect all physician
members of the CMSS societies from the unin-
tended consequences of the Red Flags Rule.”

“Adhering to the policies of the Red Flags
Rule would substantially drain the financial
resources of physicians, particularly those
whose support systems are limited,” said Kahn.

The Academy’s General Counsel Tom Robi-
nett, J.D., said in an interview that the AAFP would
like to see a ruling on CMSS’ motion to intervene
and the AMA lawsuit by the end of the year.

For the complete story, visit http://www.aafp.org/news-now/
practice-management/20100826redflagslawsuit.html.

Latest news: www.aafp.org/news-now

Incentive Program Offers 10 Percent Bonus

Provision in Health Care Reform Law
Gives Primary Care Financial Boost

[though the recently enacted health care reform legislation contains a number of

provisions designed to make primary care the foundation of health care reform in the

United States, one of those provisions is generating a lot of family physician interest
because it calls for incentive payments for physicians who provide primary care services.

Section 5501 (a) of the Patient Protection and Affordable Care Act creates an incen-
tive payment program for primary care providers that calls for incentive payments equal to
10 percent of a “primary care practitioner's” allowed charges under Medicare Part B for
primary care services provided on or after Jan. 1, 2011, and before Jan. 1, 2016.

Many AAFP leaders see this provision as evidence of the government’s realization that
primary care is the engine that will drive successful health care reform.

The legislation is a “strong step” in the right direction, said (then) AAFP Board Chair Ted
Epperly, M.D., of Boise, Idaho. “It's important that medical students see that the payment
inequities between primary care physicians and subspecialists are being addressed if we
expect students to choose family medicine as their specialty,” he added.

Although Epperly noted that the AAFP would like
the bonus to be higher, the “legislation creates a start-
ing point that signals the intent of Congress and the
administration to start rebuilding the health care system
around family medicine.”

Kevin Burke, director of the AAFP’s Division of Gov-
ernment Relations, said that the incentive payment likely
would not require family physicians to jump through any
bureaucratic hoops. “The payment is automatic,” he said.
“CMS will determine a physician’s specialty and then look
at a full year's data to see if 60 percent of the allowable
charges were for primary care services.”

Burke added that family physicians who qualify
should receive their first checks from CMS sometime after March 31, 2011. That check
from CMS will represent 10 percent of the physician's allowable charges for primary care
services that were submitted to Medicare in January, February and March.

“This process will be repeated the next quarter and each quarter throughout the year,”
explained Burke.

Epperly noted, however, that the Academy is concerned about the qualifying thresh-
old for the bonus. Setting the threshold as high as 60 percent could have unintentional
consequences. “It may well exclude many family physicians who are providing primary
care services, especially in rural areas,” said Epperly.

The 60 percent threshold also is causing concern for other entities. The National
Rural Health Association, or NRHA, actively advocated for the primary care incentive pay-
ment, but according to Danny Fernandez, the NRHA's manager of government affairs, the
eligibility limitations are a setback.

“We're greatly concerned about the ability of rural physicians to qualify for this provi-
sion,” said Fernandez. Obviously, rural health care professionals provide a greater array of
services than do their urban counterparts. Rural physicians step in and fill gaps in cover-
age in emergency departments and nursing homes and by providing necessary medical
procedures to their patients, he said.

Unfortunately, by providing those much-needed services, rural health care profession-
als could dilute the qualifying equation and end up without an incentive check to show for
their efforts.

For the complete story, visit http://www.aafp.org/news-now/practice-management/20100903primcarebonus.html.
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FDA, CDC Warn of Misuse of Fingerstick, Point-of-Care Blood Testing Devices
Hepatitis B Outbreaks Linked to Shared, Improperly Cleaned Items

borne infection transmission associated with misuse of finger-
stick devices and point-of-care blood testing devices, including
blood glucose meters and
cholesterol testing devices.
At the same time, the
CDC has updated its safety
information for clinicians
related to this topic.
The FDA said in its Aug.
26 safety alert that both
agencies have noted a
steady increase in reports
of bloodborne infection
transmission during the past 10-15 years resulting from the shared use
of fingerstick and point-of-care blood testing devices.
Although the infections have occurred in a variety of health care
settings, the agencies point to a significant increase in hepatitis B virus
infection outbreaks linked to misuse of the devices in long-term care

The FDA has issued a safety alert about the potential for blood-

Cindy Borgmeyer/AAFP News Now

ing and disinfection instructions for fingerstick and point-of-care
devices may have contributed to these outbreaks.

The FDA and the CDC made the following recommendations for
health care professionals and patients:

= Fingerstick devices should never be used for more than one person.

= Single-use self-disabling fingerstick devices -- sometimes called
safety lancets — should be used for assisted monitoring of blood glucose.

= Whenever possible, point-of-care blood testing devices should
be used on only one patient and not shared. If dedicating such a point-
of-care device to a single patient is not possible, the device should be
properly cleaned and disinfected after every use as described in the
device’s labeling.

= Health care workers should change gloves between patients,
even when patient-dedicated point-of-care blood testing devices and
single-use self-disabling fingerstick devices are used.

The FDA said it previously had approved some fingerstick devices
for use in multiple patients. However, the agency said it now plans to
change the labeling for those products to indicate they are intended for
use on only one patient. |

and assisted living settings.

According to the FDA alert, unclear labeling and ineffective clean-

For the complete story, visit http://www.aafp.org/news-now/
health-of-the-public/20100907fingerstickalert.html.

FDA Places Restrictions on Rosiglitazone Because of Safety Concerns
Extra Steps Required for Docs Who Continue to Prescribe Diabetes Drug

By David Mitchell

ew restrictions on the
diabetes medication rosi-
glitazone will require addi-

tional steps for physicians who
continue to prescribe the drug,
which is marketed as Avandia.

Acting in response to data
that suggest an elevated risk of
cardiovascular events in patients
using rosiglitazone, the FDA
announced Sept. 23 that it will
restrict the use of the drug to
patients with type 2 diabetes who
cannot control their diabetes on
other medications.

“The drug will be available to
patients not already taking it only if
they are unable to achieve glyce-
mic control on other medications
and (who), in consultation with
their health care provider, decide
not to use pioglitazone for medical
reasons,” said FDA Commissioner
Margaret Hamburg, M.D., in a

Sept. 23 news conference.

Pioglitazone, which is mar-
keted as Actos, is the only other
medication in the class of drugs
known as thiazolidinediones.

Physicians will be required to
attest to and document a patient’s
eligibility for rosiglitazone. Patients,
meanwhile, will be required to
review safety information describ-
ing the cardiovascular concerns
associated with rosiglitazone.

Patients already using rosi-
glitazone may continue using
the medication if they appear to
be benefiting from it and they
acknowledge that they under-
stand the risks, said FDA Princi-
pal Deputy Commissioner Joshua
Sharfstein, M.D.

According to Sharfstein,
patients already taking rosiglitazone
should continue taking their medi-
cation and consult their physician.

However, he added, physicians
may want to consider switching
patients to a different medication
because of the cardiovascular risks
associated with rosiglitazone.

The FDA is requiring manufac-
turer GlaxoSmithKline, or GSK, to
develop the restricted access pro-
gram under a risk evaluation and
mitigation strategy, or REMS. Phy-
sicians will have to enroll patients
into the REMS so they can con-
tinue receiving rosiglitazone,
according to Sharfstein.

But, he added, it will take sev-
eral months to develop the REMS.

During a July 13-14 joint meet-
ing of the FDA's Endocrinologic
and Metabolic Drugs Advisory
Committee and the agency’s Drug
Safety and Risk Management Advi-
sory Committee, a plurality of the
committees’ members voted to rec-
ommend that the agency remove

rosiglitazone from the market.
Janet Woodock, M.D.,
director of the FDA's Center for
Drug Evaluation and Research,
said the agency stopped short
of removing the product from
the market because there still
is some uncertainty about the
drug’s link to cardiovascular risk.
However, she said the FDA is
acting prudently in restricting
access to the drug because the
link has not been refuted.
Hamburg said the FDA expects
the REMS to significantly limit
use of rosiglitazone in the United
States. The restrictions also will
apply to the combination drugs
marketed as Avandamet, which
contains rosiglitazone and metfor-
min, and Avandaryl, which contains
rosiglitazone and glimepiride. =

For the complete story, visit http://www.
aafp.org/news-now/health-of-the-public
/20100924avandiarestrictions.html.
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AAFP, Other Groups Stress Need for Pregnant, Postpartum

Women to Be Immunized Against Flu
Expectant Mothers at High Risk for Influenza Complzmtzom

ith flu season looming, >
the AAFP and other \
health care organiza-
tions once again are urging their
members to immunize their preg-
nant and postpartum patients
against influenza. \
In a letter released Sept. 15,
officers from the AAFP, the AMA,
the American Academy of Pedi-
atrics, the American College of
Obstetricians and Gynecologists,

N, T
s \Y

The CDC's
Advisory Commit-
tee on Immuniza-
tion Practices and
the AAFP have
recommended
since 2004 that all
women who are
pregnant — and
. those who may

. become pregnant
— during influenza

receive the influenza vaccine for a
number of reasons.

The letter also highlights the
following safety information:

= flu vaccines have been given
to millions of pregnant women
during the past decade and have
not been shown to cause harm to
women or their infants;

= flu vaccine can be given to
pregnant women during any tri-
mester; and

the American Pharmacists Associ-
ation, the Association of Women's
Health, Obstetric and Neonatal
Nurses, and the American Col-
lege of Nurse-Midwives joined the
CDC and the March of Dimes in
emphasizing the need for these
women — who are at increased
risk for complications from influ-
enza — to be immunized.

“Please encourage your preg-

nant and postpartum patients to
get vaccinated against influenza,”
says the letter. “If you do not offer
influenza vaccination, please find
out who offers the vaccine in your
community and send your preg-
nant and postpartum patients
there. You play a crucial role in
helping to prevent influenza in
your patients and their infants,
which can save their lives.”

season should be vaccinated.
However, vaccination rates for
this high-risk group remain low.
According to the CDC, less than
one-fourth of pregnant women in
the United States were vaccinated
against seasonal influenza during
the 2007-08 flu season. In their
letter to health care professionals,
the AAFP and the other organiza-
tions said pregnant women should

= although pregnant women
should receive the inactivated vac-
cine as an injection and not the
live attenuated vaccine in spray
form, postpartum women can
receive either form of the vaccine,
even if they are breastfeeding.

For the complete story, visit http://www.
aafp.org/news-now/health-of-the-public/2
0100915vaccinatepregnantwomen.html.

In Brief

AAFP NRN Recruiting Family Medicine Practices for Asthma
Research

The AAFP National Research Network, or AAFP NRN, and the
Olmsted Medical Center, Rochester, Minn., are recruiting 20 fam-
ily medicine practices in nonmetropolitan areas to evaluate asthma
management tools designed specifically for primary care. The study,
which is supported by a $2.49 million grant from the Agency for
Healthcare Research and Quality, will include about 1,500 patients.
Researchers are looking for nonmetropolitan practices that are not
family medicine residency programs and that employ two to 12 pri-
mary care physicians. Each practice must enroll at least 70 patients
with asthma — ranging in age from 5-45 years — during a 15-month
period. Physicians should be prepared to commit 30 months to

the project. http://www.aafp.org/news-now/clinical-care-
research/20100820nrnasthmastudy.html

Lamotrigine Linked to Cases of Aseptic Meningitis

The FDA is informing physicians and consumers that the antiepi-
leptic drug lamotrigine, which is marketed by GlaxoSmithKline as
Lamictal, can cause aseptic meningitis. The agency said in an Aug.

12 safety announcement that it is revising the warnings and precau-
tions section of the drug'’s label, as well as the drug’s patient medi-
cation guide. The FDA has identified 40 cases of aseptic meningi-
tis in patients taking lamotrigine from December 1994 to November
2009. More than 46 million prescriptions for the medication were
dispensed during that time. http://www.aafp.org/news-now/clini-
cal-care-research/20100823lamotrigine.html

HHS Expands Medicare Coverage of Tobacco Cessation Counseling
Beginning next year, Medicare will pay for tobacco cessation counsel-
ing for all tobacco users covered by the federal benefit program. Under
the recently enacted Patient Protection and Affordable Care Act, cer-
tain preventive care services, such as tobacco cessation counseling,
will be covered by Medicare at no cost to beneficiaries. The new bene-
fits, which also include annual physical exams and certain screenings,
take effect Jan. 1. Medicare previously had covered tobacco counsel-
ing only for patients diagnosed with a tobacco-related disease or symp-
toms of such a disease. http://www.aafp.org/news-now/health-of-
the-public/20100901medicaretobaccouse.html
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Surgeon General Issues Clarion Call for Nation’s Family Physicians
Americas Doctor’ Addresses Health Care Disparity Rates, Obesity Trends

By James Arvantes « Denver

amily physician and U.S. Surgeon General Regina Benjamin,

M.D., M.B.A., found a sympathetic audience among her col-

leagues during her keynote address at the opening ceremony of
the 2010 AAFP Scientific Assembly here on Sept. 29. Benjamin drew
laughter and applause as she discussed changes in the U.S. health
care system, health care disparities and childhood obesity.

Before becoming surgeon general, Benjamin spent more than 20
years as the founder and CEO of Bayou La Batre Rural Health Clinic
on Alabama’s Gulf Coast where she took care of more than 2,000 of
Alabama’s working poor. Like other family physicians, Benjamin quickly
learned that her patients had problems that her prescription pad alone
could not solve -- problems such as inadequate housing, scarce
employment opportunities and the unavailability of clean water.

Her patient base made Benjamin acutely aware of the disparities
in health care that exist in the United States, so she said she is par-
ticularly pleased that the Patient Protection and Affordable Care Act
requires insurance companies to cover preventive services and to not

require a copay or a deductible for these services.

Benjamin referred to the first report she issued as surgeon gen-
eral last January. “The Surgeon General's Vision for a Healthy and Fit
Nation” highlights the growing number of overweight and obese Ameri-
cans and outlines the causes and health consequences of obesity.

“There are perhaps no more serious challenges to the nation’s
health and well-being than those posed by obesity and overweight,”
said Benjamin. “Since 1980, obesity rates have doubled in adults and
tripled in children. And the problem is even worse among black, His-
panic and Native American children.”

“My Vision for a Healthy and Fit Nation is an attempt to change the
national conversation from a negative one about obesity and illness to
a positive conversation about being fit and healthy,” said Benjamin, as
she noted that she has been trying to set a good example this summer
by doing surgeon general walks around the nation. &

For the complete story, visit http://www.aafp.org/
news-now/2010cod-assembly/20100930keynotebenjamin.html.
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Delegates Put
Brakes on Proposal
on E-mail Addresses

By David Mitchell = Denver

plan to potentially allow limited

vendor access to members’ e-mail

addresses encountered resistance
during the 2010 Congress of Delegates when
the New York chapter introduced a resolution
asking the Academy to postpone its plan until
the proposal could be evaluated by a task force
of chapter executives and leaders.

The AAFP Board of Directors recently
approved a policy that would allow a vendor
access to members’ e-mail addresses. The
vendor, who would distribute information
about medical products and services for other
companies, could then contact members.

The idea was not well received by
delegates.

“If you start selling e-mail addresses,
you're going to have an all-out riot,” testified
alternate delegate Robert Reneker, M.D., of
Wyoming, Mich. “The only thing | could think
that would be worse would be selling our tele-
phone numbers to telemarketers.”

Alternate delegate Russell Breish, M.D.,
of Fort Washington, Pa., testified that he
changes his e-mail address every few years
“to get rid of this kind of nonsense.”

Board member Reid Blackwelder, of
Kingsport, Tenn., testified during the Refer-
ence Committee on Organization and Finance
hearing on Sept. 27 that the idea of providing
e-mail addresses to a vetted third-party vendor
was merely being investigated and had not yet
been put in place.

Members also could opt out of the release
of their information, said Blackwelder.

Ultimately, delegates adopted a substitute
resolution that called for the AAFP to delay
implementing the policy until a change is
made that gives members the ability to opt in
to receiving the e-mails rather than having to
opt out.

For the complete story, visit http://www.aafp.org/news-
now/2010cod-assembly/20100929codallianceprogram.html.
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COD Calls for Due Diligence, Better

Communication About Corporate Partnerships
But Delegates Stop Short of Terminating TCCC Agreement
By David Mitchell = Denver

ollowing deliberations here on Sept. 28, the AAFP Congress of Delegates decided

that the Academy needs to exercise due diligence when forming new partnerships

for its Consumer Alliance Program, or CAP, but delegates rejected resolutions that
called for the AAFP to either terminate or not renew its contract with its first CAP partner,
The Coca-Cola Co., or TCCC.

During testimony on Sept. 27 before the Reference
Committee on Organization and Finance, Marianne
LaBarbera, M.D., an alternate delegate from Staten
Island, N.Y., said her delegation supported the Acad-
emy’s attempts to increase its nondues revenue. How-
ever, the New York AFP introduced a resolution that
called for due diligence, as well as continuous reevalu-
ation, of the CAP to ensure that it does not conflict with
the AAFP’s mission and values or damage the Acade-
my's image with patients or the public.

“What we're really asking is to reemphasize the need
for transparent due diligence and also increased com-
munication prior to decisions being made,” said LaBar-
bera. Several resolutions before the delegates refer-
enced the alliance with TCCC, which was the first CAP
agreement announced by the Academy. The topic led
to impassioned testimony during the Reference Committee on Organization and Finance
hearing. Members were concerned about the negative health aspects of some of TCCC's
products and the effect of the partnership on the Academy’s image.

“This organization's reputation and integrity is its most valuable asset,” delegate Carla
Kakutani, M.D., of Winters, Calif., testified. “I don’t want to sell that for anything.”

The majority of testimony before the reference committee, however, opposed resolu-
tions that called for an end to the TCCC agreement.

Tricia Elliott, M.D., of Houston, a member of the Special Constituencies delegation,
noted that a similar resolution about the TCCC agreement was not adopted during the
National Conference of Special Constituencies earlier this year.

Student delegate Kevin Bernstein, of Quakertown, Pa., noted that the 2010 National
Congress of Student Members also failed to adopt a resolution calling for an end to the
TCCC agreement, and he added that the National Congress of Family Medicine Resi-
dents did not even introduce such a resolution.

It was the COD who told the Board of Directors to seek other nondues revenue
sources in the first place, noted alternate delegate Erica Swegler, M.D., of Keller, Texas.

In its report, the Reference Committee on Organization and Finance recommended
against adopting the resolutions that called for an end to the agreement with TCCC, and
delegates voted their agreement with that recommendation.

“We heard in the Town Hall meeting and the reference committee that there is tremen-
dous pressure for the Academy to find alternate (revenue) resources,” said Jack Chou,
M.D., of Baldwin Park, Calif., president of the California AFP, after the COD session. “But
in California, our members didn't think (the agreement with TCCC) was the right thing to
do. That said, we belong in the AAFP. The Congress of Delegates is a forum for national
debate, and we just came up short. The Congress heard the minority voices. The demo-
cratic process worked.”

Sheri Porter/AAFP News Now

Michigan alternate delegate Robert
Reneker, M.D., of the town of
Wyoming, addresses the Reference
Committee on Organization and
Finance on Sept. 27 during debate
about the AAFP’s Consumer
Alliance Program.

For the complete story, visit http://www.aafp.org/news-now/2010cod-assembly/20100929codallianceprogram.html.
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Delegates Adopt Resolutions to Strengthen Role of Family Physicians

By James Arvantes = Denver

assage of the health care

reform law spurred action

on a number of resolu-
tions at the 2010 AAFP Congress
of Delegates as members sought
to protect and strengthen the role
of family physicians by adopting
measures that would put fam-
ily physicians in a position to
drive systematic changes in the
nation’s health care system.

Language regarding account-
able care organizations, or ACOs,
in the health care reform law led
the Indiana chapter to call on the
AAFP to study the effect ACOs
would have on family physician
practices, and Nevada members
asked the Academy to ensure fam-
ily physicians will have leadership
positions in these organizations.
In testimony before the Ref-

erence Committee on Practice

Enhancement, members noted
that they were concerned ACOs
would not be able to deliver high-
quality care at an affordable price
without family physician participa-
tion and leadership.

According to Charles Holt,
M.D., of Indianapolis, many pay-
ers and health care providers
do not understand the concept
of ACOs and how they are sup-
posed to work.

In response, reference com-
mittee members reviewed the
final report prepared by the AAFP
Accountable Care Organization Task
Force and determined it answered
many of the questions raised dur-
ing testimony. Accordingly, they
suggested a substitute resolution
-- which delegates adopted -- that
asked the AAFP to educate mem-
bers in various practice settings

about ACOs and encourage family
physician leadership in ACO devel-
opment and governance.

Delegates also voted to direct
the AAFP to develop a statement
that supports the rights of physi-
cians to collectively negotiate with
health insurance plans.

In testimony before the Refer-
ence Committee on Advocacy,
members said such a policy state-
ment is needed to attempt to level
the playing field in negotiations with
health insurance plans. Federal
antitrust laws prohibit most busi-
nesses, including physicians, from
engaging in collective bargaining.

Promulgation of this policy
would “strengthen and perhaps
even ensure the survival of pri-
mary care,” said Aris Sophocles,
M.D., J.D., of Denver, in testi-
mony before the reference com-

Delegates Call for Study of Nurse Practitioners

By David Mitchell = Denver

he Congress of Delegates

has requested that the

AAFP fund a study compar-
ing the practices of primary care
physicians and nurse practitioners.
Specifically, delegates adopted a
resolution Sept. 28 calling on the
Academy to fund a Robert Graham
Center study to evaluate the quality
of existing studies that compare the
two groups of health care providers,
including in terms of health care
outcomes and cost effectiveness.

Delegate Nancy Swikert, M.D.,

of Florence, Ky., testified in the
Reference Committee on Edu-
cation that several studies have

Hlew
Minnesota alternate delegate Lynne
Lillie, M.D., of Lake EImo, tells the
Reference Committee on Education
during testimony on Sept. 27 that
the AAFP should research costs for
primary care physicians’ practices
compared to nurse practitioners and
doctors of nursing practice.

compared cost effectiveness of nurse practitioners and primary care
physicians. However, many of the previous studies have focused on dif-
ferences in pay between the two types of providers and have ignored
other factors, such as ancillary services, referrals and total expenditures.
Delegate Jack Chou, M.D., president of the California AFP, cau-
tioned that such a study could produce results that members might not
like, but alternate delegate William Thrift, M.D., of Prescott Ariz., said

Sheri Porter/AAFP News Now

such study was necessary.

mittee. If such a policy were to
be enacted at the federal level,
he noted, “It would enable us to
negotiate issues relating to plan
design as they pertain to patient
coverage, benefits and deduct-
ibles so we can effectively advo-
cate for our patients with private
insurance plans.”

Although members were over-
whelmingly in favor of the clause
of the resolution calling for the
development of a policy statement
on collective bargaining, they were
less enthusiastic about the sec-
ond resolved clause, which called
on the AAFP to find a legislator
who would draft the statement into
federal legislation. In the end, del-
egates voted to send the measure
to the Board.

For the complete story, visit http://

www.aafp.org/news-now/2010cod-
assembly/20100930cod-advoc.html.

“No matter what we find out, we need to know,” he said. “We need

to have our own data.”

Thrift said nurse practitioners need only 600 hours of clinical prac-
tice to practice independently in his state, compared to 12,000 hours

for primary care physicians.

“Yet in Arizona,” he said, “they can do the same work.”
There are several states that allow nurse practitioners to practice

independently, including Alaska.

“We're in competition nose-to-nose with independent nurse practi-
tioners,” said delegate John Cullen, M.D., of Valdez, Alaska. “In states
like mine, nurse practitioners can hang their own shingles with very lit-
tle clinical experience, and the public doesn't understand that.”

Delegates also reaffirmed two other resolutions related to nurse
practitioners that reflect the AAFP’s ongoing public relations efforts to
educate the public on the differences in training requirements between

physicians and nurse practitioners.

In other actions, the COD adopted an amended resolution that calls
on the AAFP to evaluate and report on activities being taken to address the
inadequate supply of family medicine preceptors nationally. In addition, the
resolution calls on the AAFP to develop a partnership with the American
Board of Family Medicine to explore incentives for precepting activities.

For the complete story, visit http://www.aafp.org/news-
now/2010cod-assembly/20100930codnurseprac.html.
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2011 Family Physician of the Year Finds Unique Niche Among

Rural Underserved

By Barbara Bein

resh out of the U.S. Army a decade ago, S. Hughes Melton,
F M.D., knew exactly what he wanted to do and where he wanted

to do it: He wanted to be a family physician with a practice
among the rural underserved.

“Having grown up in the suburbs,
| knew I didn't want to live there. |
wanted to serve the underserved, but
| didn't want to live in a city, so | chose
Southwest Virginia,” he told AAFP
News Now in a recent interview.

Melton settled in Russell County,
Va., a coal mining and agricultural
community located in a wedge of
Appalachia between West Virginia,
Kentucky, Tennessee and North Caro-
lina. There, the former Washington,
D.C., suburbanite launched a practice
that today provides the full spectrum
of family medicine care to the area’s
rural underserved and specializes in
helping patients with substance abuse
problems.

In recognition of his work, Melton
was honored Sept. 29 as the AAFP’s 2011 Family Physician of the
Year during the opening ceremony of the Academy’s annual Scientific
Assembly in Denver.

well as in a group setting.

Modest Beginnings: Two FPs and a Trailer

Melton’s journey began modestly. In July 2000, he partnered with
another family physician, Brian Easton, M.D., and the two opened a
clinic, later to be known as C-Health — for “Complete Health” —in a
rented trailer in Lebanon, Va.

“We had both been given the same vision for a cutting-edge fam-
ily medicine clinic that would make life better for the citizens of Russell
County,” which was a federally designated health professional short-
age area, Melton said. “We believed then that the advantages of start-
ing out as a team outweighed the disadvantages of starting out with
two physicians and no income. We were right.”

Today, C-Health has grown to serve more than 18,000 area resi-
dents. The clinic, which moved from the trailer into an 8,500-square-
foot, state-of-the-art health care facility in 2006, offers a full range of
family medicine services — from pediatrics to geriatrics and everything
in between — as well
as nursing home care
and inpatient care at
the Russell County
Medical Center.

2011 FPOY Finalists

Lisa Dodson, M.D., of Portland, Ore.
Michael Madden, M.D., of Alexandria, La.
Adrian Ramos, M.D., of Modesto, Calif.
Charles Rhodes, M.D., of Concord, N.C.

Melton counsels a young female patient. Depending on what
they’re being treated for, patients may be seen individually, as

Dedication to Service, Innovation and Community

From the beginning, Melton showed a commitment to service.
C-Health helps its low-income patients obtain free medications through
pharmaceutical company-sponsored patient assistance programs. In
addition, the clinic puts 2 percent of its
monthly collections into a “practice tithe
fund” which helps pay for patients’ med-
ications, shelter, heating and other bills.

At the same time, C-Health incorpo-
rates many features of the patient-cen-
tered medical home, or PCMH, using
physician-led interdisciplinary teams
and collaborating with pharmacists
and mental health counselors. Open-
access scheduling allows patients to
book “same-day” appointments, and
C-Health's electronic health records
system — in place since the clinic first
opened — soon will include a patient
portal.

“The next 10 years will see the devel-
opment of many new and better ways
to deliver primary care. It is my goal for
C-Health to be a leader during this time of innovation,” Melton said,
adding that the practice plans to apply for PCMH recognition from the
National Committee for Quality Assurance after revised PCMH stan-
dards are published in January 2011.

Another innovative approach to delivering care that C-Health has
adopted — shared medical appointments, also known as group vis-
its — has proved especially helpful in caring for a particular subset of
patients, according to Melton. When he first arrived in Russell County
10 years ago, the region was in the midst of a substance abuse epi-
demic. Prescription narcotics, such as oxycontin, were local abusers’
drugs of choice. To address this epidemic, Melton became an expert
in chronic pain and substance abuse treatment.

Many of his patients began using the drugs as painkillers and
later became addicted, Melton explained. Others, including pregnant
women, were drawn into substance abuse by acquaintances or even
so-called friends.

Today, Melton and his team of nurses and substance abuse coun-
selors treat more than 80 patients through shared medical appoint-
ments and drug-replacement therapy with buprenorphine, which is
marketed as Suboxone.

Melton also takes an active role in bringing along future FPs and
other health care professionals: Each year, he and other C-Health
staff precept 40 medical, nursing and pharmacy students who rotate
through the clinic. B
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For the complete story, visit http://www.aafp.org/
news-now/2010cod-assembly/20100929fpoy-2011.html.
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HHS Temporarily Halts
OMB Review of Breach
Notification Rule

top the review! That's basically what

HHS recently told the Office of Man-

agement and Budget, or OMB, regard-
ing HHS' breach notification final rule. The rule
was sent to the OMB on May 14 for a regulatory
review, as required by executive order.

As it stands currently, the rule would require
physicians to post information about health
information security breaches if 10 or more
patients were affected. A breach affecting 500
or more patients would require that a practice
notify all of its patients, a local media outlet and
the HHS secretary.

A notice posted on the HHS website says
the department needs more time to consider
the rule, given the agency’s “experience to
date” in administering the regulations.

“This is a complex issue, and the adminis-
tration is committed to ensuring that individu-
als’ health information is secured to the extent
possible to avoid unauthorized uses and dis-
closures,” says the notice. HHS also notes that
it wants to ensure that when breaches of per-
sonal health information do occur, affected indi-
viduals are “appropriately notified.”

HHS says it intends to publish a final
rule in the Federal Register sometime in the
coming months.

The breach notification rule has drawn fire
from physician organizations, in part because
physician practices would be required to
enhance their patient information privacy
policies and procedures at their own expense;
no federal resources were allocated to help
alleviate the financial burden those activities
would pose.

Security breach fines starting at $100 and
reaching as much as $1.5 million also raised
eyebrows.

The breach notification rule is included in
the Health Information Technology for Eco-
nomic and Clinical Health Act; it falls under the
broader umbrella of the American Recovery and
Reinvestment Act of 2009.

For the complete story, visit http://www.aafp.org/news-now/
government-medicine/20100818breachnotifyrule.html.

Latest news: www.aafp.org/news-now

Commission Is Likely to Set Nation’s
Health Workforce Policies, Say Experts

By James Arvantes

ne of the provisions of the recently enacted health care reform legislation is the

creation of a national commission that will be dedicated to making recommen-

dations regarding health care workforce issues. According to some analysts,
this commission could emerge as the dominant force in driving and shaping the nation’s
health care workforce policies.

Establishment of the 15-member National
Health Care Workforce Commission, which
will be a multistakeholder advisory commit-
tee, is promulgated in the Patient Protection
and Affordable Care Act. The commission will
make recommendations to Congress, the U.S.
Department of Labor and HHS on a broad g
range of workforce-related topics, including ESbiie e ﬁ)
national workforce priorities and goals, current £ g
and projected workforce supply, and needs o
and assessments of current education and
training activities.

Unlike similar advisory committees, the
National Health Care Workforce Commission will evaluate and make recommendations for
the nation’s entire health care workforce, giving it a broad perspective and scope.

“Our nation has never really had a national planning body for health workforce,” said
Daniel Derksen, M.D., of Albuguerque, N.M., professor of family and community medi-
cine at the University of New Mexico and a senior fellow for the University of New Mexi-
co's Robert Wood Johnson Foundation Center for Health Policy.

“The National Health (Care) Workforce Commission would bring together not only
issues about how we subsidize health professions training at the federal level, but also
how we would deploy that workforce — how we get them to the areas of need and how
we make sure we are producing the types of health professionals most needed,” he said.

According to (then) AAFP Board Chair Ted Epperly, M.D., of Boise, Idaho, the current
response to the nation’s health care needs is “reactive and totally market-driven.” Estab-
lishing the workforce commission will give officials and other stakeholders an opportunity
to better align resource use with creating an adequate workforce, he said.

“The commission will help the country as a whole start to think about the workforce that
we need for the future instead of the workforce we have for the present,” said Epperly.

The commission itself will function as a “high-level body,” giving it direct access to high-
ranking members of the Obama administration and thus putting the commission in a posi-
tion to shape national workforce policies, according to Kavita Patel, M.D., director of the
health policy program at the New America Foundation in Washington and a former director
of policy for the White House Office of Public Engagement and Intergovernmental Affairs.

“This commission will be able to comprehensively look at the entire landscape of
workforce issues across disciplines, communicate priorities to the HHS secretary in a
timely manner and articulate to the public what the issues are,” said Patel, who worked on
the workforce commission provision in the health care reform legislation.

The commission will analyze and make recommendations to eliminate barriers to
entering health professions where demand is not being met, such as primary care. In
the process, said Derksen, the commission will address compensation by public payers,
including Medicare and Medicaid.
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Health Care Reform:
C-onnecting_ the Dots

For the complete story, visit http://www.aafp.org/news-now/
government-medicine/20100818workforcecommission.html.
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he AAFP and five other
family medicine organiza-
tions have presented their

views and recommendations on
the latest proposals on residents’
duty hours to the Accreditation
Council for Graduate Medical
Education, or ACGME. In a letter
to the ACGME, the groups voiced
particular concerns about propos-
als regarding the supervision of
first-year residents and the 16-hour
limit on interns’ duty periods.

The groups recommend that
the ACGME conduct pilot studies
that examine different duty hour
requirements and their effect on
medical errors and patient safety
guidelines. They also want the
ACGME to publicly acknowledge
the increases in program costs
if the duty hour restrictions and
other proposals are implemented.

The groups' letter comes in
response to an ACGME request
for comment on a draft of its new
proposed duty hour standards.
The council's proposals followed
a December 2008 Institute of
Medicine report, “Resident Duty

Hours: Enhancing Sleep, Super-
vision and Safety."

In addition to the AAFP, the
Association of Departments of
Family Medicine, the Association
of Family Medicine Administration,
the Association of Family Medicine
Residency Directors, the North
American Primary Care Research
Group and the Society of Teach-
ers of Family Medicine signed
the Aug. 4 letter to ACGME CEO
Thomas Nasca, M.D.

In general, the new propos-
als provide more supervision of
first-year residents, reduce first-
year residents’ duty periods to

Latest news: www.aafp.org/news-now

AAFP, Other Family Medicine Groups Weigh In on Resident
Duty Hour Proposals

no more than 16 hours a day and
set stricter requirements for duty
hour exceptions. They maintain
work hours at a maximum of 80
hours per week, averaged over a
four-week period, but call for sig-
nificant changes in training, espe-
cially for first-year residents.

In their letter, the six organiza-
tions outline their “multiple con-
cerns” about the impact of the
proposals on family medicine.
Among them are concerns that
the new limitations

= will decrease the overall edu-
cational time and clinical experi-
ences for family medicine residents;

< will impair many programs’
ability to meet the required conti-
nuity patient care visit thresholds in
the ambulatory setting, thus com-
promising a key educational com-
ponent of family physician training;

= are likely to promote a “shift
work” approach to practice that
is not consistent with efforts to
move toward more patient-cen-
tered care; and

= could result in the need to
extend family medicine training to

48 months, thus increasing costs
and potentially hurting current
efforts to recruit medical students
to choose careers in primary care.

The organizations make a
number of recommendations in
the letter, including calling for the
ACGME to

= develop and implement pilot
studies in which different duty
hour requirements are measured
against medical errors and patient
safety guidelines;

= publicly acknowledge that
the new duty hour restrictions
will require an increase in training
program faculty, with associated
increases in program costs;

= better define the parameters
under which duty hour violations
trigger an accreditation review of
the residency program; and

= develop educational materi-
als for use by all graduate medical
education programs to demon-
strate a commitment to address-
ing the hazards of excess fatigue
and sleep deprivation. =

For the complete story, visit http://www.
aafp.org/news-now/resident-student-
focus/20100818acgmeletter.html.

Groups Call for Mandatory Flu Vaccinations for Health Care Workers
Immunization Is Professional, Ethical Obligation, Say SHEA, AAP

By David Mitchell

nfluenza vaccination should be mandatory for health care workers,

according to separate documents recently issued by the Society for

Healthcare Epidemiology of America, or SHEA, and the American
Academy of Pediatrics, or AAP. Both organizations contend that health
care workers have a professional and ethical obligation to act in the
best interest of their patients’ health.

SHEA said in its position paper, which appears in the October issue
of Infection Control & Hospital Epidemiology, that it endorses a policy in
which annual influenza vaccination is a condition of both initial and contin-
ued employment and/or professional privileges. The paper, which updates
and serves as a companion piece to a 2005 SHEA position paper on
flu vaccination of health care workers and vaccine allocation, has been
endorsed by the Infectious Diseases Society of America, or IDSA.

According to a recent article in AAP News, the AAP’s new policy
statement reflects the organization's longstanding recommendation that

heath care workers, including those in ambulatory care settings, be
immunized annually against the flu virus. In taking this stance a step fur-
ther and calling for implementation of mandatory vaccination programs,
the AAP now joins other membership organizations that also have recom-
mended this course, including the IDSA; the American College of Physi-
cians, or ACP; the Association for Professionals in Infection Control and
Epidemiology; and the National Foundation for Patient Safety.

Although the CDC's Advisory Committee on Immunization Practices,
the American College of Obstetricians and Gynecologists and the AAFP
have recommended for years that all health care workers receive annual
influenza immunizations, less than half of health care workers are immu-
nized against the flu each year, according to the CDC. &

For the complete story, visit http://www.aafp.org/news-now/
clinical-care-research/20100915fluvaccine-hcws.html.
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article in the Annals of Internal Medicine written by top White

The AAFP has sent a letter to the White House regarding an

House officials that gives the impression that health care reform
will accelerate the establishment of larger group practices at the

expense of solo and small physician

group practices.

“As many as 25 percent of family
physicians serve their patients in either
a solo or two-physician practice,” says
(then) AAFP President Lori Heim, M.D.,
of Vass, N.C., in response to a recently
published article in the Annals of Inter-
nal Medicine that was written by Nancy-
Ann DeParle, M.D.; Ezekiel Emanuel,

M.D.; and Robert Kocher, M.D.

“We will continue to need small
and medium-sized practices, and
we should give these physicians the
assistance they need to participate
fully in our nation’s renewed

emphasis on primary care.”
p P ry
— Lori Heim, M.D., AAFP President

Heim sent the letter after a personal discussion with DeParle, who
is the director of the White House Office of Health Reform.

The article covers the opportunities and challenges posed by the
recent health care reform legislation, including in the delivery of health
care services. For example, the article notes that “the economic forces
put in motion by the (health care reform) act are likely to lead to vertical
organization of providers and accelerate physician employment by hos-
pitals and aggregation into larger physician groups.”

Latest news: www.aafp.org/news-now

AAFP Questions Claims That Health Care Reform
Will Reduce Role of Solo, Small Practices

In the letter from the AAFP, Heim questions the article’s implica-
tions. “It is the article’s abstract that caused the greatest concern to
those of us who believe that high-quality health care can be — and is
being — delivered to patients, often in rural and underserved areas, by

family physicians practicing alone or with

a few other physician and health profes-
sional colleagues,” says Heim.

“We need not eliminate the variety of
practices that make health care delivery
most effective in different settings,” she
says. “We will continue to need small and
medium-sized practices, and we should
give these physicians the assistance they
need to participate fully in our nation’s

renewed emphasis on primary care.”
After her conversation with DeParle, Heim told AAFP News Now
that she is convinced the White House is “very supportive of small
practices.” She believes that the true intent of the article was to
emphasize that all practices — large and small — have to move toward
improving quality and care coordination.

For the complete story, visit http://www.aafp.org/
news-now/government-medicine/20100915whitehouseletter.html.

Research Institute Will Help Identify, Fund Research Initiatives

By James Arvantes

vidence-based research is
E a large focus of the recently
enacted health care reform
legislation. As part of this focus,
the Patient Protection and Afford-
able Care Act calls for creation
of a Patient-Centered Outcomes
Research Institute, or PCORI, to
help patients, payers, physicians
and other stakeholders make medi-
cal decisions by providing them
with evidence-based research.
During the next few years, this
19-member institute could estab-
lish itself as the nation’s lead-
ing source for evidence-based
research. This could put the
PCORI in a position to influence
coverage, and possibly even
treatment, decisions, according
to analysts interviewed by AAFP
News Now.
“This is going to be a staged
process and not something that

produces immediate effects,” said
Gail Wilensky, Ph.D., an econo-
mist and former administrator of
the Health Care Financing Admin-
istration — now known as CMS.
“I would like to see the institute
better disseminate what is known
about alternative ways to treat var-
ious medical conditions, as well
as make significant investments in
looking at different ways to treat
medical conditions that are not
funded adequately.”

The institute will carry out a
variety of functions, including

= identifying national priori-
ties for research by taking into
account factors of disease inci-
dence, prevalence and burden in
the United States;

= establishing a 15-mem-
ber methodology committee to
develop and periodically update
scientifically based methodologi-

cal standards for research con-
ducted through the institute;

= funding and conducting
research with federal agencies,
academic centers and institutions,
and other entities;

= disseminating findings to all
stakeholders in an understand-
able manner; and

= ensuring transparency by
requiring public input.

The PCORI will be governed
by a board of directors, includ-
ing the director of the Agency for
Healthcare Research and Qual-
ity, the director of the NIH, and 17
additional members representing
a broad section of public and pri-
vate interests.

The institute will be prohibited
by law from mandating coverage
or payment requirements for pub-
lic and private plans. However,
the institute's recommendations

are expected to carry a great deal
of weight, influencing insurance
coverage decisions and ultimately
filtering down to the patient-physi-
cian relationship.

“The institute is meant to be
a kind of coordinating function
for how the federal government,
as well as the private sector, pri-
oritizes (comparative effective-
ness research),” said Kavita Patel,
M.D., director of the health policy
program for the New America
Foundation in Washington. “What
we have right now is a lot of dis-
parate entities — including the
federal government — doing (com-
parative effectiveness research)
in a lot of different places. This
is designed to try and have a
focused agenda.” &

For the complete story, visit http://
www.aafp.org/news-now/government-
medicine/20100915pcori.html.
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Patient-Centered Medical Home Research

AAFP Named Subcontractor on Westat Contract From AHRQ

By Sheri Porter

he AAFP’s expertise in
the areas of the patient-
centered medical home,

or PCMH, and electronic health
records, or EHRs, has led to
a partnership with a nationally
known for-profit research firm
to develop a PCMH information
model and perform other related
responsibilities.

Maryland-based Westat
was selected by the Agency for
Healthcare Research and Quality,
or AHRQ, as the prime contrac-
tor on one of the agency's health
information technology, or health
IT, technical assistance proj-
ects. Westat, in turn, designated
the AAFP as its subcontractor to
complete three specific tasks:

= create a PCMH information
model;

= write technical specifica-
tions for EHRs and personal
health records, or PHRs; and

= disseminate the information
for use by a wider audience.

Steven Waldren, M.D., direc-
tor of the AAFP’s Center for

Take the Member Census

Health IT, is the principle inves-
tigator on the project. He said a
thorough literature review would
precede development of the infor-
mation model, which will map out
the various interactions a patient
has within the medical home.

“Patients receiving care in a
medical home need to know how
to schedule an online appoint-
ment and how to navigate a refer-
ral,” Waldren explained. “Patients
also need to know that their
health information will be avail-
able to hospital staff in the case
of a hospitalization. Patients need
assurance that information about
their inpatient care will flow back
to their primary care physicians.

“This model will address all of
those areas.”

The Academy also will be
responsible for ensuring the
information model will work in a
busy primary care practice. To
accomplish this task, the Cen-
ter for Health IT will assemble a
workgroup made up of physicians
and medical office staff members

Latest news: www.aafp.org/news-now

to review the information model,
confirm what will work and toss
out what is unrealistic.

The model then will be vali-
dated and further refined by five
patient focus groups whose mem-
bers will be chosen by the Acad-
emy and Mosaica Partners, a
health information exchange con-
sulting and advisory firm based in
Seminole, Fla. According to Bob
Brown, Mosaica’s vice president
of professional services, his firm
also is serving as a subcontractor
on the AHRQ project.

“Mosaica will assist the AAFP
in developing the information
model,” said Brown. “The firm will
use its expertise and the patient
focus groups to ensure that the
‘voice of the patient’ is accurately
captured and incorporated into the
information model,” he added.

The technical specifications
that the AAFP creates for EHRs
and PHRs will be used by health
IT vendors as they design and
produce their products.

During the final phase of the

project, the Academy will help
AHRQ disseminate the PCMH
narrative report to patients and
physicians and the health IT
specifications to vendors.

“The stature of the AAFP and
its success in disseminating vast
amounts of information helped
make us a key player in this pro-
cess,” said Waldren.

He added that the Academy’s
involvement in the research — and
its importance to family medicine
— should not be underestimated.
“AHRQ is firming up the parame-
ters of the patient-centered medi-
cal home, and we want to be sure
that the final definition is compre-
hensive from a family medicine
perspective.”

The one-year project began
Aug. 2 and terminates on Aug 1,
2011. The maximum value of the
Academy’s portion of the contract
is $155,733. @

For the complete story, visit http://

www.aafp.org/news-now/inside-
aafp/20100908ahrgcontract.html.

New Tool Will Improve Services Academy Offers to AAFP Members

ber preferences in an attempt to more closely track the needs

Tell us about you.

The AAFP has created a new tool to gather information on mem-

of members in terms of products, services and actions of the
Academy.

The Member Census tool is designed to gather information about
individual members so the AAFP can

= advocate more effectively for members, their patients, and their
practices;

= offer relevant and timely products and services; and

= educate legislators and other decision makers on issues affect-
ing family medicine.

“The primary purpose of the Member Census is to get a profile of
our members,” said Kathy Reid, AAFP’s marketing research manager.
“We want to offer more relevant products and services to our members
and have data that will help better educate legislators about the issues
affecting members in our advocacy efforts.”

The Academy is encouraging all members to fill out the 12-question

Take the MEMBER CENSUS.

census. Members are asked to share information on their employment situ-
ation, their professional role, patient care locations, clinical services and
procedures they offer, and their status in terms of electronic health records.

“Members’ environments have changed over time, so we need to
understand these changes and develop products and services that ful-
fill the needs of our members,” said Reid. She added that members
will see indirect benefits from the census, including more targeted
e-mails, better advocacy efforts, and product development for specific
member segments, such as solo practitioners, practice owners, prac-
tice groups and rural family physicians. &

For the complete story, visit http://www.aafp.org/news-now/
inside-aafp/20100825membercensus.html.
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The AAFP and dozens of
other organizations have
urged the U.S. Department
of the Treasury to not provide a
special tax deduction for trial attor-
neys who enter into gross con-
tingency fee contracts with their
clients, contending that such a
deduction could entice some trial
lawyers to file spurious lawsuits
against physicians and further
boost the cost of health care.
“Numerous news articles have
recently reported that the Trea-
sury Department may reverse its
longstanding tax policy maintain-
ing that court and other litigation
expenses advanced by trial attor-
neys are not deductible as busi-

ness expenses,” says a Sept. 1
letter from the AAFP, the AMA and
90 other organizations to Treasury

Secretary Timothy Geithner. “Such

a change is estimated to cost tax-
payers over $1.5 hillion and could
act as a financial incentive for trial
attorneys to file less meritorious
lawsuits against physicians and
other health care providers.”

In the letter, the AAFP and the
other organizations point out that

“even though a substantial majority

of claims are dropped or decided
in favor of physicians, the cost of
defending against meritless claims
averages over $22,000.”

“This leads to increased costs
for physicians and patients —

Latest news: www.aafp.org/news-now

AAFP, Other Groups Protest Proposed Tax Law Change
That Could Drive Up Health Care Costs

money that could otherwise be
spent expanding coverage to the
uninsured.”

According to the letter, Presi-
dent Obama, as well as House
and Senate members from both
parties, have publicly recognized
that the medical liability system is
in need of reform to reduce merit-
less lawsuits. Moreover, the Con-
gressional Budget Office has esti-
mated that effective medical liability
reforms would decrease costs
associated with physicians practic-
ing so-called defensive medicine
and save the government $54 bil-
lion in a 10-year period.

Therefore, the letter notes,
“we find it perplexing that the

Treasury Department would con-
sider a change in policy that
could add to the cost of health
care, especially at a time when
the nation is engaged in imple-
menting comprehensive health
system reform and expanding
coverage to the uninsured.”

“We would object in the
strongest possible terms to any
change in federal tax policy that
could increase meritless claims
and add unnecessary costs to
our health care system.”

The letter points out that the
Treasury Department is basing its
consideration on a 1995 Ninth Cir-
cuit Court of Appeals case, Boc-
cardo v. Commissioner of Internal
Revenue, in which the court over-
turned a ruling of the U.S. Tax Court
and longstanding tax policy by find-
ing that attorneys are not extending
loans to clients under gross fee con-
tracts and may, therefore, treat litiga-
tion costs as deductible expenses in
the year in which they occur.

“This ruling, however, has not
been validated by other circuit
courts,” the letter says. “Also, the
Internal Revenue Service issued
guidance in 1997 maintaining the
position that litigation expenses
advanced by trial lawyers are not
deductible regardless of whether a
trial attorney uses a gross fee or a
net contract with clients.”

In addition, says the letter, legis-
lation introduced in the House and
Senate to provide trial attorneys with
a statutory tax deduction for litiga-
tion costs in contingency fee cases
has failed to attract enough support
to hold hearings on the issue.

“Considering these dynamics,
we believe that any change in tax
policy would be unjustified without
a full and public examination of the
ramifications,” says the letter.

For the complete story, visit http://
www.aafp.org/news-now/government-
medicine/20100908taxlawletter.html.
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AS WE

From the President
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SEE IT

Annual ‘Report Card’ From AAFP Members Provides Guidance for the Future

By Lori Heim, M.D.

e hear you. Thank you. Your voice
makes a difference. This is the mes-
sage | want to convey to each and

every one of you who has shared an opinion
with us in recent months — and especially if you
participated in the 2010 Member Satisfaction
Survey, the capstone of our annual member
research program.

Each year we reach out for your opinions as
AAFP members through many surveys and focus groups. We also pay
attention to comments that you communicate in other ways, such as
via the AAFP e-mail discussion groups and bulletin boards. But we con-
sider the Member Satisfaction Survey to be our annual “report card”
because it gives us the big picture — what you, our members, think
about the Academy and what you'd like for us to do going forward. We
carefully review the survey results, including the verbatim comments,
and incorporate them into our strategic planning activities each year.

This year’s survey was in the field at the height of the frenzy over
health care reform, and the survey results reflect the frustration and
uncertainty you were feeling then. Key survey findings are summarized
on the AAFP website, but I'd like to mention a few of them and how
they'll help us going forward.

Lori Heim, MD

You’re Loyal, but Many of You Are Mad

We were pleased to learn that, once again, the vast majority of you
said that AAFP membership was important, that you benefitted from it
and that you would recommend it to other family physicians.

However, we also learned that fewer of you were satisfied with the
Academy, and fewer thought AAFP leaders were taking the Academy
in the right direction, when compared with last year. No leader likes to
hear that news, but it's important to know it.

The news also was mixed regarding the AAFP’s advocacy priorities.
Although more than half of you agreed with those priorities, a third of
you indicated ambivalence, and 15 percent actively disagreed with our
overall positions. Having only a small majority agree with our priorities
is far from a mandate. We know we have work to do to win back some
of your hearts and minds.

Much of members’ discontent about advocacy can be traced to
the Academy'’s efforts on health care reform. The Congress of Del-
egates, the Academy’s policy-making body, has consistently called for
the AAFP to support health care reform, so marching orders for the
Board of Directors were clear when health reform finally moved forward
this year. Some of you wanted us to insist that payment reform and
tort reform be included — and truly, we would have preferred the same

thing. But our assessment was that it was not politically possible given
the environment in the U.S. Congress, and that not supporting the
reform bill because those elements were missing would have harmed
family medicine in the long run.

Payment Reform is Job No. 1

The survey also made it crystal clear that you want payment reform
to be the Academy'’s top priority in the coming months. You told us that
you see value in your Academy membership when you feel the direct
impact of our work, such as more money in your pocket.

We've already been working hard on payment reform with some
success, but you probably haven't seen much difference in your
pocket — yet. This will change during the next four years, when you
should see the 7 percent to 8 percent payment increase called for in
CMS' 2010 rules. That increase, plus any money you receive from the
stimulus act or for health information technology, came about because
of our advocacy. But we all want and need more.

We'll return to Capitol Hill this fall to continue our push for replacement
of Medicare’s sustainable growth rate formula. We'll also keep hammering
at the underlying problem with the current payment system — that it doesn't
recognize the value of cognitive services or pay nearly enough for them.

CME’s Importance Reaffirmed

Survey results also reiterated the importance you place on continuing
your education. In fact, CME moved ahead of advocacy this year when
survey respondents were asked to allocate $100 among the Academy's
four strategic objectives. Last year, advocacy got the most bucks.

| think this switch occurred because some of you disagreed with
the AAFP’s advocacy positions — but most of you look to the Academy
for great CME. Rest assured that we'll continue to provide the most
innovative, evidence-based CME available, including the CME at our
flagship event, the AAFP Scientific Assembly.

Here are a few other things we'll do as a result of the survey.

= We'll ramp up our tort reform efforts because you said this
should be the Academy’s second-highest priority.

= We'll strive to make our communications with you more effective.

= You gave the AAFP website strong marks for importance and sat-
isfaction. We'll search for ways to highlight the most critical information
to make the site even easier to use.

= You also gave FamilyDoctor.org good marks for importance
and satisfaction. We'll keep refining the site to make it the best online
health information source for your patients.

For the complete story, visit http://www.aafp.org/
news-now/opinion/20100925pmmembersat.html.
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