




















The following report of the Commission on Health Care Services was referred to the Reference
Committee on Health Care Services.

COMMISSION ON HEALTH CARE SERVICES

The function of this commission is to assist family physicians in all practice settings to provide high quality,
cost effective care and excellent patient service while maintaining a financially viable practice. The
responsibilities of this commission are: (1) To monitor and analyze how the health care environment impacts
on family physicians, their practices and their patients, (2) To recommend policies to the Board of Directors
on the organization, management, financing and delivery of care provided by family physicians, (3) To
identify, analyze and disseminate information on these same topics and (4) To design, develop and
disseminate tools and programming to help members adapt to a complex and continuously changing practice
environment.

8 The Commission on Health Care Services met twice since the last Congress: January 18-20, 2001, in San Diego,
California and June 8-10, 2001, in Kansas City Missouri.

MANAGED HEALTH CARE AND INTEGRATED DELIVERY SYSTEMS ISSUES
Review of the Health Care Financing and Delivery System
2) Item #1 on the commission’s 2001 Work Plan states:

To conduct a comprehensive review of the current private sector health care financing and delivery system
environment in order to identify priority issues faced by family physicians which are amenable to: (a) Academy
intervention with the private insurance industry; (b) new Academy educational strategies; and (c) which require new or
revised Academy policy for advocacy and/or programming purposes.

3) The commission discussed this item at length in January, beginning with a review of environmental trends prepared by
staff. The commission then contributed its own trend observations. Subsequently, the commission prioritized the resulting list.
As a result, the commission believes that “decreasing professional satisfaction” is the most important issue faced by family
physicians, with “increased tension between consumer demand and the health care system’s willingness to pay” second. The
commission has identified what it believes are the primary causes of decreasing professional satisfaction among family
physicians. Examples of causes include regulatory intrusions into practice, widespread perception of declining financial status,
and lack of respect for family physicians. The commission also identified potential actions that the Academy might take to
address this issue. Suggested actions included “best practice” articles in FPM to deal with time constraint issues, coding
education to ensure that physicians are optimizing income, development of tools and processes to measure quality, and
development of a “message” to reinforce the value of primary care. Refinement of this list of causes and potential responses is
the subject of ongoing commission action.

Blue Cross Blue Shield Association

4) Over the last year, the Academy has made a concerted effort to establish working relationships with representatives of
the commercial insurance industry. As part of that effort, in January, the commission invited the Sr. Vice President, Clinical
Affairs and Chief Medical Officer and a member of their staff from the Blue Cross Blue Shield Association (BCBSA) to
participate in the commission’s discussion of health care financing and delivery systems issues. They shared their perspective
and that of BCBSA on the issues before the commission, and the commission, in turn, provided input to them on issues of
particular interest to BCBSA. As part of this discussion, the commission reviewed a list of family physicians’ top concerns
submitted to BCBSA at the request of the Academy’s President. The Academy is participating in several initiatives with
BCBSA. The AAFP Speaker currently represents the Academy on the Board of RxIntelligence that is the joint venture between
the BlueCross BlueShield Association and other health care industry stakeholders. The mission of the organization is to provide
objective information on the risks, efficacy, appropriateness and cost-effectiveness of new and existing pharmaceuticals. A
member of the Board of Directors was invited to participate on behalf of the Academy at the BCBSA National Medical
Management Forum, and the Academy has agreed to participate in a project to develop information on the use of prescription
drugs by Medicare beneficiaries with the intent of establishing a drug profile for a “typical” Medicare” beneficiary, price drug
costs using the most heavily promoted or commonly prescribed branded products, and recalculate prices using generics and
comparable products when possible.

Electronic Access to Pharmacy Formularies
%) The commission considered Resolution No. 311, “Encourage Insurance Plans to Share their Pharmacy Formularies

Electronically to Participating Physicians,” from the 2000 Congress of Delegates (CoD). This resolution asked the Academy to
“support efforts to contact the major insurance plans to encourage their development of electronic formularies for physicians’ use
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in their offices, including use on Personal Digital Assistants.” The commission oversees the Academy’s advocacy and liaisons
with BCBSA, American Association of Health Plans (AAHP), Health Insurance Association of America (HIAA), and the
Coalition for Affordable Quality Healthcare (CAQH). CAQH is a coalition of 26 large health plans insuring more than 100
million persons. A priority activity of CAQH is to create on-line, real time formularies available to all contracting physicians.
The commission is closely monitoring this activity which is directly responsive to Resolution No. 311.

OB Access

(6) Family physicians’ ability to gain recognition of the maternity care that they provide is problematic in some managed
care plans. Some managed care plans will not pay family physicians for maternity care services and restrict coverage of such
services to board-certified obstetricians/gynecologists (OB/GYN) or midwives. In other cases, managed care plans will cover
maternity care provided by family physicians but will allow family physicians who do not provide maternity care to only refer
patients to an OB/GYN, not another family physician who does maternity care. There also continues to be a problem getting
family physicians listed as maternity care providers in managed care provider directories.

@) The commission believes that this is not an isolated problem and may extend to a wider range of services provided by
family physicians. Thus, the commission recommended that the Board consider obtaining a legal opinion on this issue and then
make the opinion available as a resource to help support the constituent chapters and the members who are dealing with this
issue. The Board referred this matter to the Executive Vice President for further study. The Board subsequently decided not to
obtain a legal opinion on this issue. Instead, the Board agreed to simply continue the Academy’s current efforts in this area.

Medical Benefit Versus Medical Necessity

8) The commission reviewed a staff-prepared background paper on issues related to medical benefit versus medical
necessity. Medical benefit concerns the contractual obligation of an insurer to provide coverage while medical necessity refers
to clinical need. The purpose of the paper was to explore areas of conflict such as those that occur when a clinical need is not
covered by a patient’s insurance. Upon review, the commission agreed that the background paper could serve as a starting point
for developing one or more products (e.g., Family Practice Management (FPM) article) that could be used to educate physicians,
their patients, and others on the subject and directed staff to proceed accordingly. The article appeared as the “cover story” for
the F’PM June 2001 issue.

Prolonged Credentialing for Newly Practicing Physicians

©)] The commission considered Substitute Resolution No. 65, “Prolonged Credentialing for Newly Practicing Physicians,”
from the 2000 National Conference of Special Constituencies (NCSC). The resolution asked the Academy to “lobby healthcare
insurers to credential new physicians within three months of receipt of a completed application, starting the application process
in residency upon receipt of a letter from the residency program director regarding the anticipated graduation of the physician
from the program.” It also asked the Academy to “enlist the support of the American Medical Association (AMA) in lobbying
health care insurers to credential physicians within three months of the completed application.”

(10) Upon consideration the commission noted that it previously considered this issue in 1999, at which time the Academy
sent a letter over the Board Chair’s signature requesting that the National Committee for Quality Assurance (NCQA) reconsider
their opposition to “provisional” credentialing and suggested an alternative approach. Also, FPM published an article on
“Getting New Physicians Credentialed Quickly.” Related to AMA support, the commission noted that the AMA won approval
from NCQA to recognize provisional credentials for physicians. The commission also noted that the AMA plans to formally ask
the Health Care Financing Administration (HCFA) to recognize provisional credentialing. Thus, the commission agreed to
accept Substitute Resolution No. 65 for information, since the Academy and the AMA are actively addressing the intent of the
resolution.

Physician Education of the Managed Care Appeals Process

(11) The commission considered Resolution No. 3, “Physician Education of the Managed Care Appeals Process,” from the
2000 NCSC. The resolution asked the Academy to “actively encourage constituent chapters to include in their continuing
education programs and seminars to educate physicians on the processes of managed care appeals” and methods that physicians
can employ to be more effective advocates for their patients. Upon consideration, the commission agreed to fulfill the intent of
this resolution by directing a letter over the commission chair’s signature to constituent chapters. The letter encouraged
constituent chapters to include in their continuing education programs seminars to educate physicians on the processes of
managed care appeals and strategies that physicians can utilize to be more effective advocates for their patients. The letter
included copies of several relevant FPM articles and names of suggested speakers. Additionally, a course on how to effectively
use the appeals process will be offered at the 2001 Assembly.
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Assessment and Monitoring of Family Physician Representation

(12) The commission considered Resolution No. 2, “Assessment and Monitoring of Family Physician Representation,” from
the 2000 NCSC. The resolution asked the Academy to “refer to the appropriate committee the task of obtaining information
from health plans and/or their accrediting bodies . . . to develop a registry of family physicians who will be serving on health
plan external medical review panels to monitor family physician representation.” Upon consideration, the commission received
this resolution for information. The commission believed that this resolution was not feasible since insurers use multiple entities
for external review and information about the reviewers is very guarded.

MEDICARE AND OTHER REIMBURSEMENT ISSUES
Medicare

(13) In January, the commission received for information an update from staff on several Medicare issues, including
resource-based practice expenses, documentation guidelines for Evaluation and Management (E/M) services, and the 2001
Medicare Fee Schedule. The commission also reviewed the Academy’s “Statement on Medicare Reform,” which was last
updated in 1997. Upon review, the commission agreed that it needed to be revised but decided not to revise it until the Board
and the Congress of Delegates completed action on the Academy’s strategy to provide “Health Care Coverage for All.”

Productivity

(14) The commission reviewed a draft discussion paper that would serve as a primer on physician productivity. The
commission provided constructive criticism of the paper and directed that it be revised in an expedited manner and submitted for
approval to the commission or its executive committee. The commission also continued to explore the issue of gender
differences in physician productivity. The commission agreed to summarize its research to date and share the results with the
participants of the Academy’s electronic mail group for women physicians. The commission will incorporate their input into its
ongoing efforts to develop useful information for physicians on the relationship between physician gender and productivity.

Global Capitation

(15) The commission reviewed and approved the outline for a discussion paper on global capitation given the challenges of
managing this level of risk and the number of practice failures (particularly in certain markets where the practice is more
common). However, given the current market trend away from global capitation in general, and the lack of relevance to the
majority of Academy members, the commission agreed not to pursue development of the discussion paper at this time. The
commission will continue to monitor this issue and to respond as appropriate to member requests for assistance.

Reimbursement for Precepting Medical Students

(16) The commission considered the first resolved clause of Substitute Resolution No. 302, “Reimbursement for Precepting
Medical Students,” as adopted by the 2000 CoD. The first resolved clause asked the Academy to continue its “proactive efforts
to address inequitable reimbursements for family physicians.” Upon consideration, the commission agreed that the Academy
was already fulfilling the intent of this resolved clause through its ongoing participation in the Current Procedure Terminology
(CPT) and AMA/Specialty Society Relative Value Scale Update Committee (RUC) processes as well as its advocacy with third
party payers and their representatives (e.g., HCFA, BCBSA, HIAA, and AAHP). The commission will work with the
Academy’s CPT and RUC representatives to develop coding and reimbursement solutions for precepting medical students. The
commission concluded that no further action was necessary.

Reimbursement and Idealized Design in Clinical Office Practice (IDCOP)

17) The commission reviewed reimbursement aspects of IDCOP, the principles and themes of which the Academy has
endorsed. Also, the commission discussed how the Academy might encourage the integration of IDCOP within family
physicians’ practices from a reimbursement perspective. This discussion generated several ideas and two action items. First, the
commission directed the Academy’s CPT Advisor to develop a proposal for a CPT code describing “population care
management.”  Additionally, the commission will pursue discussion with outside entities (e.g., Institute for Healthcare
Improvement, insurance and managed care trade associations, individual health plans, etc.) to explore opportunities to develop
and demonstrate new models (pilots) of compensating physician services that support family physicians’ implementation of
IDCOP.

Flexible Sigmoidoscopy

(18) The commission reviewed the issue of reimbursement trends for flexible sigmoidoscopy in light of inquiries on
multiple fronts suggesting that reimbursement was trending downward. The commission noted that Medicare reimbursement for
the most common flexible sigmoidoscopy codes was actually trending upward. Likewise, data on commercial insurance
reimbursement collected from members of the commission showed that reimbursement for the most common flexible
sigmoidoscopy codes was either increasing or unchanged, rather than decreasing. Further, data from the Academy’s Practice
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Profile surveys showed no discernible trend in the percentage of family physicians who provide flexible sigmoidoscopy in their
offices; the percentage has fluctuated up and down within a narrow range over the last five years. With no data to support the
contention that reimbursement trends for flexible sigmoidoscopy were negatively affecting family physicians, the commission
agreed to take no further action on this issue.

Fairness in Reimbursement

(19) The commission considered Resolution No. 308, “Fairness in Reimbursement,” as adopted by the 2000 CoD. This
resolution asked the Academy to “seek to develop partnerships with other primary care academies and with managed care
organizations to promote reimbursement fairness and coding accuracy.” It also asked the Academy to “oppose the unfair or
inconsistent reimbursement practices of managed care organizations . . . .” The commission noted that regarding “partnerships
with other primary care academies,” the Academy has worked with the American Academy of Pediatrics (AAP) and the
American College of Physicians-American Society of Internal Medicine (ACP-ASIM) to this end in the past and continues to do
so presently. The Academy also participates in a multi-specialty coalition which has met during the last year with HIAA and
AAHP on a variety of issues including inappropriate down coding of E/M services and code bundling, inappropriate fee levels,
etc. The commission also noted that regarding “partnerships with . . . managed care organizations,” the Academy is engaged in
efforts to further develop its relationship with key managed care and third-party payer organizations, including the BCBSA, the
AAHP, and the HIAA. Accordingly, the commission concluded that the Academy is actively addressing the intent of the
resolution via these multiple activities.

CPT

(20) The Board has assigned oversight responsibility to the commission for the Academy’s involvement in the CPT process.
The commission received an update on the activities of the CPT Editorial Panel and Advisory Committee. Subsequently,
commission discussed whether or not to continue the Academy’s liaison with CPT, since this liaison was up for review by the
Board of Directors’ Subcommittee on Program/Project Review. The commission concluded that the pervasiveness of CPT and
its impact on members’ ability to get paid for their services justified the relatively minimal expense associated with the liaison.
Accordingly, the commission recommended to continue it.

(21) The commission also discussed potential coding proposals that the Academy might submit in the coming year. The
commission agreed that the Academy should pursue a proposal to develop one or more CPT codes for “non-comprehensive”
administrative encounters (e.g., camp physicals). The commission also agreed that the Academy should pursue a proposal to
develop a CPT code or modifier that could be used to indicate that a performance measurement service (e.g., vaccine,
mammogram) was refused by the patient. However, the CPT Editorial Panel has already initiated such a proposal, apparently
obviating the need for Academy action in this regard.

RUC

(22) The Board has assigned oversight to the commission for the Academy’s involvement in the RUC process. The
commission received an update on the activities of RUC and its Practice Expense Advisory Committee. Subsequently, the
commission discussed whether or not to continue the Academy’s liaison with RUC, since this liaison was up for review by the
Board of Directors” Subcommittee on Program/Project Review. The commission noted the RUC’s influence on the allocation of
$40 billion in Medicare physician payments, which represents approximately 9 percent of the typical family physician’s income,
as well as the fact that other third party payers and physician employers use the Medicare Fee Schedule relative values
influenced by the RUC. Accordingly, the commission recommended that the Academy continue its liaison with RUC.

Medicare Carrier Advisory Committee Network

(23) The commission reviewed the Academy’s Medicare Carrier Advisory Committee (CAC) Network since this activity
was up for review by the Board of Directors’ Subcommittee on Program/Project Review. Upon review, the commission
recommended that the Academy continue to maintain a list of family physicians who participate in Medicare CACs and to
support them by sending them quarterly bulletins with news and information of relevance. However, the commission also
recommended discontinuing Academy staff attendance at local CAC meetings. Further, the commission recommended that
continuing CAC activity be re-evaluated in one year.
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MEDICAL INFORMATICS ISSUES
Strategies for Information Technology
(24) Item #2 on the commission’s 2001 Work Plan states:

By May 1, 2001, develop strategies to facilitate members’ awareness, acceptance, and use of information technology in
their practices including, but not limited to, electronic prescription writing, medical records, and communication with
patients.

(25) This is also the Academy’s Targeted Objective #5 for 2000-2001.

(26) The commission reviewed the Academy’s current information technology-related activities. They then recommended
a list of future activities that the Academy could pursue to ‘facilitate members’ awareness, acceptance, and use of information
technology in their practices. As a result, the commission has developed a set of strategies related to work plan item #2 to guide
the commission’s ongoing work in this area. (See Appendix A). The commission is also investigating the development of a
series of monographs on “E-Health.” Pending completion of a marketability study, the commission will make a recommendation
to the Board regarding funding and support for this project.

Health Insurance Portability and Accountability Act of 1996 (HIPAA)

(27) The commission received for information an update on developments related to the implementation of HIPAA. This
included an update on the HIPAA privacy regulations and regulations selecting standards and code sets to be used in processing
electronic claims. As part of this update, the commission reviewed activities underway to help family physicians understand and
cope with HIPAA. The commission agreed that there was a need to provide members with implementation and compliance
material before the regulations went into effect in 2002 (transactions) and 2003 (privacy). The commission also recommended,
and the Board approved, a comprehensive action plan to raise member awareness, to provide member education and to develop
HIPAA compliance tools for use by members. Additionally, the Board approved a motion for the AAFP to do a comprehensive
review of HIPAA in terms of which regulations should be improved upon and legislation that needs to be rescinded.

“Advancing Information Technology in Primary Care — 2”

(28) In January, the commission received an update on plans to again host a meeting of primary care physicians and
technology vendors in conjunction with the annual “Toward an Electronic Patient Record” conference, scheduled for May, 2001,
in Boston. The commission agreed to proceed with planning the meeting and agreed that it be restructured, as suggested in the
update. The response from the technology industry was insufficient to financially support the meeting and it was therefore
cancelled. The commission will continue to explore with industry representatives appropriate forums to pursue our common
goals of promoting the development and adoption of technology to improve the delivery of cost-effective, high quality care in
the office setting.

Ad Hoc Committee on Electronic Medical Records
How to Select a Computer System for a Family Physician’s Office

(29) The commission reviewed the Academy’s monograph, How to Select a Computer System for a Family Physician’s
Office, and recommended that the Academy continue the monograph free of charge to Academy members, but to charge non-
members. The commission noted that the monograph has been well-received since its publication, has sold approximately 600
copies, and provides a net income to the Academy. It is also available on the Academy’s Web site and has been frequently
downloaded by visitors to aafp.org.

American Medical Informatics Association (AMIA) /Computer-based Patient Record Institute (CPRI)

(30) The commission received an update on the activities of the AMIA and CPRI. Subsequently, the commission discussed
whether or not to continue the Academy’s liaison with CPRI, since this liaison was up for review by the Board of Directors’
Subcommittee on Program/Project Review. Upon discussion, the commission agreed to recommend that the Academy
discontinue its liaison with CPRI. The commission cited CPRI’s declining membership and attendance at its two annual
meetings as reasons for recommending discontinuing the liaison. The commission liaison to AMIA actively participated in their
primary care workgroup. This included planning of the “One Voice Summit” with a goal of unifying the primary care voice
within the AMIA. The AAFP continue its active involvement in AMIA and the “One Voice Summit” initiative.

(€28) The commission also received an update from staff and the Chair of the Academy’s Ad Hoc Committee on Electronic
Medical Records. That committee held its first meeting in August 2000 and is now awaiting data from an eHealth 2000 survey,
which will provide more concrete data as to where AAFP members stand in implementing information technology in their
practices. The second, and final, Ad Hoc Committee meeting was held on May 8, 2001and its report forwarded to the Board.
The commission will assume responsibility for much of the work initiated and recommended by the Task Force.
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PHARMACEUTICAL ISSUES
Pharmaceutical Cost and Access Issues
(32) Item #3 on the commission’s 2001 Work Plan states:

To develop and implement strategies to assist Academy members to control the rising costs of pharmaceuticals, to
reduce insurance industry-imposed administrative barriers and costs related to prescription drugs and to address the
negative impact of rising pharmaceutical costs on access to necessary drugs.

(33) The commission reviewed the Academy’s efforts to date in this area and discussed what additional actions it and the
Academy might take in this regard. The commission’s consensus was that the current activities of the commission, as listed
below and elsewhere in this report, and the Academy adequately address work plan item #3 and that it would take no further
action pending completion of some of the current activities.

(34) The commission reviewed the current Academy policy on “Drug Sampling”, and decided not to recommend any
changes in the policy at this time.

Direct to Consumer Advertising

(35) The commission discussed the effect of direct to consumer advertising on drug prices and patient behavior in light of a
discussion paper on the topic developed by commission staff. The commission accepted the discussion paper for information.
Subsequently, the commission noted that the Academy’s policy, “Advertising, Direct-to-Consumer, Prescription
Pharmaceuticals, Nonprescription Medications, Health Care Devices, and Health-Related Products and Services,” is scheduled
for review in 2002 by the Academy’s Committee on Communications. The commission directed that the discussion paper be
transmitted to the Committee on Communications for its consideration in reviewing the policy on direct to consumer advertising
in 2002.

Indigent Patient Assistance Programs

(36) The commission received for information Resolution No. 21, “Improving Indigent Patient Assistance Programs for
Prescription Medications,” from the 2000 National Conference of Family Practice Residents (NCFPR). This resolution asked the
Academy to “work with the pharmaceutical industry to streamline the process of acquiring products from indigent patient
assistance programs in a timely manner and to make the dispensation of these products to patients more simple and efficient for
physicians.” The commission agreed that Academy was already addressing the intent of this resolution through its planning of
and participation in the March 5-6, 2001 “Collaborative Leadership Summit: Designing a Framework for the Sustainability of
Patient Assistance.” Six priority “action steps” were identified that will be evaluated by the commission. Based on that
evaluation, the commission will make recommendations to the Board for appropriate follow-up. The commission also noted that
the Academy could address this through its existing relationships with the CAQH and through the AAFP President-elect’s
participation on the Board of Directors of the National Health Council.

Access to Medications for the Elderly

37) The commission considered Resolution No. 39, “Access to Medications for the Elderly,” from the 2000 NCSC. This
resolution asked that the appropriate Academy commission or committee “investigate and identify resources for improving
medication coverage for the needy elderly, including the promotion of direct discounting of prescription costs to Medicare
patients.” The commission identified an extensive list of such resources and directed commission staff to work with FPM staff to
convert the list into a user-friendly patient hand-out for publication in FPM and posting on the Academy’s Web site.

Limiting the Size of Drug Regimens

(38) The commission accepted for information Resolution No. 3, “Limiting the Size of Drug Regimens,” from the 2000
National Conference of Student Members (NCSM). This resolution asked the Academy to “recommend re-evaluating patient
drug regimens at every office visit or at least yearly with the goal to reduce the number of unnecessary medications by checking
for inappropriate use and adverse drug interactions and by promoting lifestyle modifications such as exercise, diet, and
counseling.” The commission believed that this was already a standard of practice for family physicians and that an Academy
recommendation in this regard was unnecessary.
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PHYSICIAN EXECUTIVES AND TRAINING FOR FAMILY PHYSICIANS
Scientific Assembly Programming

39) The commission reviewed and discussed a list of proposed courses for the Practice Enhancement Track and Executive
Seminar Series at the 2001 Assembly. The commission offered several suggestions regarding topics and speakers for
consideration. The commission then approved the course topics listed in the agenda as modified by their additional suggestions.

Constituent Chapter Grant Program

(40) The commission reviewed the Academy’s Constituent Chapter Grant Program, which supports constituent chapters in
developing programming that will assist their members in adapting to changes in their practice environment. This program was
up for review by the Board of Directors’ Subcommittee on Program/Project Review. The commission was supportive of the
program and upon review of quantitative data from program evaluations recommended its continuation.

Robert Graham Physician Executive Award

(41) The commission annually reviews constituent chapter nominations for the Robert Graham Physician Executive Award.
Following a review of nominations by a screening committee comprised from two members each from the commissions on
Health Care Services and Quality and Scope of Practice, the commission recommended, and the Board approved, the 2001 award
recipient. The award will be given during the 2001 Congress of Delegates.

OTHER ISSUES
Physician Office Laboratory Issues

(42) At both of its meetings, the commission received for information a report from staff that provided an update on
laboratory issues. These include issues related to Clinical Laboratory Improvement Amendments (CLIA) and Medicare
reimbursement as well as the Academy’s involvement with Clinical Laboratory Improvement Advisory Committee (CLIAC),
Commission on Office Laboratory Accreditation (COLA), and National Committee for Clinical Laboratory Standards (NCCLS).
The Academy’s liaisons with CLIAC, COLA, and NCCLS were up for review by the Board of Directors’ Program/Project
Review Subcommittee. The commission recommended that the Academy continue its liaisons with CLIAC and NCCLS without
any changes. The commission recommended that the Academy continue its liaison with COLA with a gradual phase out of
COLA seat dues. Additionally, the commission is concerned regarding a HCFA survey of CLIA waived laboratories and agreed
to analyze and respond to the data as it becomes available. The concern is that HCFA may inappropriately utilize and interpret
the data to make a case for further regulations of waived labs.

Practice Profile Data

(43) The commission received for information an analysis of the most current data from the Academy’s Practice Profile
surveys. That report highlighted trends related to the use of “hospitalists;” involvement with managed care, Medicare, and
Medicaid; and changes in physician workload, income, and expenses.

Civil Monetary Penalty Issue

(44) The commission considered a series of correspondence with the president of the Indiana Academy regarding a
provision of the Office of Inspector General’s (OIG’s) Final Rule on civil monetary penalties, as published in the Federal
Register on April 26, 2000. This provision concerns the situation in which a secondary insurance plan’s fee schedule is less than
Medicare’s, such that the secondary insurance denies payment on the Medicare coinsurance owed by the beneficiary.

(45) Upon consideration, the commission agreed to monitor the issue but take no further action at present. In support of its
decision, the commission noted that the Academy commented in opposition to this provision when it appeared in the OIG’s
proposed rule on this subject. The commission also noted that AMA staff had advised Academy staff that this provision was
better than that originally proposed by the OIG and that OIG was unlikely to change its position as outlined in the final rule.
Finally, the commission noted that the Academy had not received any other inquiries on this issue and that it was not clear how
often a secondary plan’s fee schedule would be less than Medicare’s.

Dental Coverage After Hours

(46) The commission considered Resolution No. 303, “Dental Coverage After Hours,” as adopted by the 2000 CoD. The
resolution asked the Academy to work with the American Dental Association (ADA) regarding the provision of after hours
dental care. Upon consideration, the commission noted that that the ADA has a statement on “ Emergency Service,” which
states, in part, “Dentists shall be obliged to make reasonable arrangements for the emergency care of their patients of record.”
To fulfill the intent of Resolution No. 303, the commission recommended that the Academy should send a letter over the
Academy president’s signature to the ADA. A letter was sent that encouraged ADA to establish a policy on after hours dental
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care that would encourage ADA members to make arrangements for after hours dental care consistent with the ADA statement
on “Emergency Service.”

Access to Comprehensive Reproductive Services

(47) The commission considered Resolution No. 5, “Access to Comprehensive Reproductive Services,” from the 2000
NCSM. The resolution asked that in cases of hospital and health system mergers, the Academy “support efforts to ensure access
to pregnancy prevention services within the community without impinging on the rights of individual physicians to perform
procedures that violate their personally held beliefs.” It also asked that the Academy “support the rights of individual family
physicians to continue to provide pregnancy prevention services in the face of health system mergers in their communities.”

(48) Upon consideration, the commission noted that the intent of the resolution seems consistent with current Academy
policy, including, “Privileges,” * Health Care, Access To,” “ Reproductive Decisions,” and “Reproductive Decisions, Training
In.” The commission also noted that the locus of action for such access issues should be at the state level and are properly an
issue for state legislative agendas. Accordingly, the commission agreed to accept the resolution for information and directed
staff to share the resolution and the commission’s discussion regarding it with Academy staff responsible for state legislative
issues.

Education Regarding Restrictive Covenant Clauses

(49) The commission considered Substitute Resolution No. 8, “Education Regarding Restrictive Covenant Clauses,” from
the 2000 NCSC. This resolution asked the Academy to “develop a unique educational tool for members regarding the legal
ramifications of signing contracts with restrictive covenant clauses and make it readily accessible.” It also asked the Academy to
“encourage constituent chapters to develop a list of legal resources available to its members dealing with the issue of restrictive
covenant clauses.”

(50) Upon consideration, the commission agreed that several FPM articles and the Academy’s FPAssist seemed to fulfill
the intent of the resolution. The commission agreed to further fulfill the intent of the substitute resolution through mailings to
constituent chapters and residency directors making them aware of the availability of the F/PM articles and FPAssist and asking
them to share this information with their members and residents.

Encouragement of Computerized Health Information Networks (CHINs)

(51) The commission considered Substitute Resolution No. 20, “Encouragement of Computerized Health Information
Networks,” from the 2000 NCSC. This resolution asked the Academy to “investigate the formation and operation of
Computerized Health Information Networks and develop a position paper on Computerized Health Information Networks.”
Upon consideration, the commission agreed to receive the resolution for information. The commission noted that the formation
and operation of a CHIN was beyond the Academy’s current capabilities and resources. It also noted that although the Academy
does not currently have a position paper on CHINs, information on them is readily available from other sources. The Academy
reviewed a number of the references included in their agenda.

Five-Year Review of the Commission

(52) On a rotating basis, each Academy commission and committee is asked to conduct a review of itself once every five
years. Because it is up for review in 2001, the commission held a focus discussion in which it attempted to address each of the
following areas:

e  Major accomplishments in the last five years

e  Areas for improvement in performance, process, and products
e  Priority areas and timeline for the next three to five years

e  Commission charge

e Other comments

Prioritization of Commission Programs and Projects for Academy Budget Deficit Reduction
(53) As requested by the Academy’s Executive Vice President (EVP), the commission prioritized all of its current programs

and projects and communicated that prioritized list to the EVP for the Board’s consideration as part of the Academy’s budget
deficit reduction process.
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POLICY REVIEW
Position Paper on “Generic Drugs”
Recommendation:

(54) In 2000, the Academy revised its policy statement on “Generic Drugs” to reflect that the Academy accepts that FDA-
approved generics are therapeutically equivalent unless reported in the scientific literature to be otherwise. The Academy’s
Position Paper on Generic Drugs was last updated in 1994, so the commission agreed to revise the paper to reflect the revised
policy statement. Accordingly, in 2001, the commission recommended, and the Board approved, that the Academy’s Position
Paper on Generic Drugs be revised to read as indicated in Appendix B.

Health Care, Fragmentation Of

(55) The commission was asked to review this policy because it was more than five years old. Upon review, the
commission noted that other current Academy policy already addresses this issue from a more positive perspective. For
example, the Academy’s policy on “Reimbursement, Physician Reimbursement > states, in part, “A reimbursement system must
be based on continuing, comprehensive care rather than fragmented care . . . .” Additionally, the Academy’s “Scope,
Philosophical Statement” declares that “The family physician’s role as a cost-effective coordinator of the patient’s health
services is integral to the care provided. If the patient is hospitalized, this role prevents fragmentation (emphasis added) and a
lack of coordination of care.” There appears to be a sufficient body of existing work in Academy policy to address the issue.
The policy originated with the Commission on Public Health and Scientific Affairs in 1994, as part of that commission’s report
on vaccines for children. According to the 1994 AAFP Transactions, this policy was developed within the context of a larger
discussion on immunization, which was primary reason that immunizations were used as an example of program fragmentation.
Commission staff consulted with staff from the current Commission on Public Health and Commission on Clinical Policies and
Research, who agreed that other Academy policy addressed the issue of fragmentation. CHCS staff discussed with a Board
member the reason for reservations that the member had expressed during the last consideration of the policy. That member’s
response was that the policy was unclear, the member was uncertain what problem the policy was attempting to address, and felt
that if the issues were really mental health and immunizations then issue specific policy should be developed. Since the
historical record indicates that the initial impetus behind the policies development is no longer a factor, deletion of the policy
seems appropriate. Thus, the commission recommended, and the Board approved, deletion of the current Academy policy on
“Health Care, Fragmentation Of,” which reads as follows:

(Language to be deleted in indicated by strikeout;
language to be added is noted by impact.)

Physician and Patient Relationships, Professional Responsibility

(56) The commission was asked to review this policy because it was more than five years old. Upon review, the
commission determined that this policy statement remained relevant and continued to accurately describe Academy policy.
Further, the commission agreed that it was consistent with and included language similar to language in other Academy policy
statements, including those on “Reproductive Decisions” and ‘“Reproductive Decisions, Training In.” The commission
recommended only a minor editorial change in the first sentence of the policy to make the reference to “physicians and patients”
singular, since similar references in the rest of the policy are also singular. Accordingly, the commission recommended, and the
Board approved, that the Academy reaffirm, with a minor editorial change in the first sentence, its policy on “Physician and
Patient Relationships, Professional Responsibility,” to read as follows:

Good medical care requires a mutually trusting and satisfactory relationship between physician and patient. No physician
shall be compelled to prescribe any treatment or perform any act which violates his/her good judgment or personally held
moral principles. In these circumstances, the physician may withdraw from the case so long as adequate notice is given to
enable the patient to engage the services of another physician.

Drugs, Prescribing

(57) The commission was asked to review this policy because it was more than five years old. Upon review, the
commission determined that the policy needed to be revised. For instance, the commission recommended expanding the first
paragraph to include insurers. Also, the commission recommended deleting the second paragraph since the issue of physicians’
freedom to choose between branded and generic drugs is adequately addressed by Academy policy, “DRUGS, Generic.” The
commission recommended referencing that policy as part of this revision. The commission also recommended the deletion of the
third paragraph, because the intent of the third paragraph was to address government policy that is no longer operational. The
commission recommended expansion of the fourth paragraph to recognize the enlarged role of non-physician providers in the
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delivery of care and to maintain continuity with existing Academy policy on “Non-Physician Providers, Guidelines on
Supervision.” Finally, the commission recommended other changes that are editorial and for purposes of simplification.

Recommendation:

(58) Accordingly, the commission recommended, and the Board amended and approved, that the Academy’s policy on
“Drugs, Prescribing” be revised to read as follows:

(Language to be deleted in indicated by strikeeut;
language to be added is noted by impact. )

The American Academy of Family Physicians opposes any action that limits patients' access to physician-prescribed
pharmaceuticals, and opposes any restrictions @CHONS by pharmaceutical companies, PUblic or private health
insurers, legislation, the FDA or any other agency, which weuld-limitby-specialty-the-use-of any-pharmaceutical-
product—May have the effect of limiting hy specialty the use of any pharmaceutical product.

(1988)(1995)

The AAFP believes that only licensed doctors of medicine, dectors—of osteopathy, and-dectors—of dentistry, and
podiatrists POUIAY should have the statutory authority to prescribe drugs for human consumption. Under physician

superuvision, physician assistants and advanced practice NUrses and physician—extenders—under-direct-physician
supervision May have the statutory authority to prescribe drugs for human consumption.

SH - |Il order lll nreserve natlenl Gllllflllelltlallw
llle ncallemv llllllllSﬂS any rellulremem lllal a Illa!lllllSIS lle nlacell on a prescription form.
995

Consultation, Definition

(59) The commission briefly reviewed the Academy’s current policy on “Consultation, Definition,” that the Commission on
Quality and Scope of Practice (CQSP) is reviewing because the policy is more than five years old. Upon review, the commission
observed that there were several reasons to revise the current policy. The commission shared its observations with CQSP and
encouraged CQSP to use the CPT definition of a consultation, so that Academy policy would be consistent with CPT, which is a
recognized code set under HIPAA.

Principles of Interaction Between Family Physicians and Health Plans

(60) The commission briefly reviewed the Academy’s primary managed care policy, “Principles of Interaction Between
Family Physicians and Health Plans.” Upon review, the commission recommended no changes during 2001.

Mental Health Position Paper

(61) The commission reviewed and discussed a draft revision to the Academy’s “Position Paper on the Provision of Mental
Health Care Services by Family Physicians” prepared by commission staff. The chair of the Commission on Public Health
(COPH), which is responsible for transmitting a final document to the Board of Directors, also participated in this discussion. In
general, the commission agreed that the draft revision accurately captured the current state of affairs in the provision of mental
health care services by family physicians as well as Academy policy related thereto. Commission members made various
suggestions to improve the draft revision, and the chair of COPH agreed that COPH would take all of the commission’s
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comments into consideration in its own review of the draft revision. Following editorial review and modification by the COPH,
the commission’s executive committee reviewed and approved their final product. The COPH will have the paper reviewed and
edited by the Academy’s publication division prior to submission to the Board for final approval.

Pharmaceutical Care Position Paper

(62) The commission was asked to review this position paper because it was more than five years old. Upon review, the
commission determined that the position paper needed to be revised. The commission discussed at length the proper scope and
objectives of such a position paper, as well as the issues that should properly be addressed in it. The commission will consider a
proposed revision to the position paper in 2002.

(63) The commission continues to monitor a broad range of issues regarding the organization, delivery of, and payment for
health care services as they impact upon family physicians. The commission also continues to participate in a number of liaison
activities related to issues within its purview. Finally, the policies and programming reflected in this report represent the
commission’s best efforts to promote the best interest of family physicians, and the patients they serve, within an increasingly
complex health care services, delivery, and financing environment.

Respectfully submitted,

Joseph A. Lieberman, 111, Chair

Leonard M. Fromer

Walter L. Larimore

A. Clinton MacKinney

Laura C. Knobel

L. Thomas Wolff

Thomas A. Felger

Donnie Batie

David A. Ellington

Thomas C. Evans

Janet L. Hurley, Resident Representative
Ms. Kristine I. McCoy, Student Representative
Burton Dibble, Board Liaison

Mr. John Swanson, Staff Executive

Mr. Kent Moore, Assistant Staff Executive
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APPENDIX A, Commission on Health Care Services

Strategies to Enhance the Adoption of Information Technology in Family Practice

The Commission’s Workplan Item #2 for 2001 is “by May 1, 2001, develop strategies to facilitate members’ awareness,
acceptance, and use of information technology in their practices including, but not limited to, electronic prescription writing,
medical records and communication with patients.” The commission prepared the following report to provide the Board of
Directors with a status report on progress to date and future plans to address the information technology needs of family
physicians. Several of the strategies outlined below were initiated by the Ad Hoc Committee on Electronic Medical Records and
will be implemented, some pending Board approval, by the commission and its staff.

Activities That Have Been Completed

1) Publication of an article, Electronic Medical Records: The FPM Vendor Survey. (Published January 2001.)

2) The Board approved a recommendation from the Ad Hoc Committee on EMRs, that the Academy conduct a survey, e-
Health 2000, which analyzed family physicians’ attitudes towards and utilization of EMRs, e-mail, and the Internet in their
practices. (Completed March 2001.)

3) Update of the FP Net section of the Academy’s Web site. The new site was redesigned to be more “user-friendly ” and
include more information on PDAs. (Posted July 2001.)

Ongoing Activities

4) Management of two listservs on the Academy’s Web site — EMRs and “Wireless” (Established in August 2000 and
February 2001 respectively.)

5) Planning of computer-related offerings at the Annual Scientific Assembly (year-round.) Taking a leadership role
related to PDAs. In comparison to other medical specialty societies, the Academy has taken a proactive role in educating its
members about the benefits of using PDAs. As previously stated, the Academy has established a “Wireless” listserv on its Web
site, which is very busy. The Academy has also increased the number of courses on PDA technology at the Annual Scientific
Assembly. The majority of medically-related courses, feature PDAs, as well as some of the general computer courses to be
offered by CompUSA. There will be a live PDA “chat room” on the exhibit hall floor at the Assembly, and the Academy is also
experimenting with “beaming” stations and PDA “try and buy.” Finally, the Academy’s Membership Division is investigating
the possibility of providing “branded’ PDAs at a discount to the membership.

6) Better utilizing students and residents as teachers of medical informatics. For 2001, more residents have been invited
to teach courses on PDAs at the Assembly. The Academy has also tapped into the expertise of other family practice residents
and family practice residency program directors in developing the PDA information for the FP Net Web site.

7) Demonstrating the “value” of medical informatics in terms other than financial (e.g. improved outcomes, clinical
quality improvement, etc.) The Academy has undertaken an exciting new project, Practice 2010, based on the IHI’s “Idealized
Design of Clinical Office Practice,” which places heavy emphasis on using information technology to improve processes. The
Commission was instrumental in advising the staff group who is developing this program, in particular, the Practice 2010
Learning Laboratory. The Learning Laboratory is an education video that demonstrates key elements of IDCOP. Featured in the
video are family practice and patient education Web sites, EMRs and PDAs.

8) The AAFP is a member of the MedBiquitious Consortium, a group of medical organizations dedicated to creating
technology standards and software for education and collaboration in online medical communities. The project was begun by
John Hopkins Medicine, and in addition to the AAFP, includes medical professional societies such as the AAP, American
College of Gastroenterology, and the American College of Radiology. The Consortium will create XML (Extensible Markup
Language) specifications for areas of common interest to professional medical societies, drawing on technical expertise from
staff at IBM, Sun Microsystems, and Rational Software,. The Consortium will also develop operational software requirements
for a Java software suite that enables associations to conduct a broad range of activities over the Web.

9) Becoming more involved, as an organization, in standards-setting activities, such as the Workgroup on Electronic Data
Interchange (WEDI) and American Society for Testing and Material’s (ASTM) E-31 workgroup on healthcare informatics. The
recommendations of these groups have considerable influence when national coding sets and transactions standards are being
determined. It is absolutely essential that the voice of the practicing physician is heard during these deliberations to ensure that
the needs of primary care providers are not overlooked. Staff will make contact with these organizations for an update of the
latest developments and will inform the Commission when expert physician input is needed.
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Strategies That Can Be Accomplished With Existing Resources

10) Helping members understand the business aspects of information technology. This is going to be accomplished by
work products of the Ad Hoc Committee on EMRs. A list of the possible components of purchasing and implementing an EMR
system will be developed (e.g. hardware, peripherals, connectivity, maintenance, etc.) and will be entered into an Excel
spreadsheet. The physician can then enter costs from different vendors and have a comparison of overall costs. The second
project will be the creation of an “exit strategy,” which will offer the physician some protection in the event their EMR vendor
goes out of business, ceases product support, etc. The exit strategy will address how data will be transferred from one system to
another and data ownership. Physicians will be encouraged to make an “exit strategy” a clause in their purchase contract with
the vendor.

11) Organizing an EMR FAQ section in FP Net. Digest versions have been saved and staff will review and categorize the
posts.
12) Developing monographs on e-health topics. The Academy’s Program/Project Review Subcommittee has approved

continued publication of the Academy’s monograph, How to Select a Computer System for a Family Physician’s Office. The Ad
Hoc Committee on EMRs decided the newest revision of that monograph should focus solely on EMRs, and eliminate any
content related to general computer overview or practice management/billing systems. An item on the Commission’s workplan
is the development of a monograph on Internet use in family practice. Work is presently underway on both monographs.
However, final publication will be delayed until the BOD acts on a recommendation at its September meeting, which proposes
that the Academy publish a series of six monographs on e-health topics, which would include the new Internet monograph and
the updated EMR monograph. (See paragraph 17 in the following section.)

Strategies That Require BOD Approval and/or Additional Resources

13) Developing a document, “EMR Functionality for Family Medicine” (Appendix A.) The Ad Hoc Committee on EMRs
has sent a recommendation for consideration at the August BOD meeting that the Academy approve and distribute a list of
features and functions that family physicians require in EMR systems. The criteria would be distributed to physicians as an
educational piece and to EMR software vendors as suggestions for future product development. (If approved, the project is
ready to go “out the door.”)

14) Moving ahead on “Just-in-Time” proposals. A subcommittee of the Academy’s Online Committee has been actively
evaluating proposals from potential strategic partners to offer instant clinical reference/support to AAFP members. It is
anticipated that a recommendation will be forthcoming shortly.

15) Developing a standardized “face sheet” for transmitting patient information between EMRs from different vendors.
The Ad Hoc Committee on EMRs has sent a recommendation for consideration at the August BOD meeting that the Academy
apply for an AHRQ small conference grant to finance a meeting where the face sheet would be developed by the three primary
care specialties. (If approved, the plan is to have the grant application to AHRQ in time for the April 2002 review cycle.)

16) “Making the Case” for EMRs. The Commission will consider an Ad Hoc Committee on EMRs suggestion that the
Academy develop educational strategies to help physicians determine how they would use an EMR instead of focusing so much
on what products/vendors to go with. The overall strategy would consist of teaching physicians to conduct a workflow analysis
of their practice. One major component of practice workflow is data entry. The committee suggested that the Academy develop
guidelines on “structured data entry.” The Academy would also make available on its Web site a “lending library” of templates.
The templates could be used with EMR systems or to help physicians make the transition from paper-based records to EMRs.

17) Developing a series of monographs on e-health topics in family practice (Internet, EMRs, practice Web sites, PDAs
and practice management systems.) At this time, the Academy’s New Product Development Committee is conducting a market
needs assessment survey. If the results of the survey show potential, the analysis and a recommendation will be sent to the BOD
for consideration at its September meeting.

18) Investigating ways that the Academy can “steer” its members towards “family physician friendly” EMRs with minimal
risk or potential liability to the organization. The Ad Hoc Committee on EMRs sent a recommendation to the BOD for
consideration at its August meeting. The committee recommends that the Academy become a “software broker” for its
members. A group of expert physician-consultants would evaluate EMR products on the basis of functionality, cost and
applicability to small primary-care practices. This information would be made available on the AAFP’s Web site. Physicians
who were interested in learning more about specific products could arrange an “e-detailing” session with the vendors. The
Academy would be making it easier for EMR software vendors to reach this audience by providing economies of scale.

19) Encouraging speakers at the Assembly to include information technology in general medicine courses. This is an issue
that will be referred to the Scientific Program Committee for consideration. The SPC could include the use of information

technology in clinical practice as criteria for reviewing and approving proposals.

20) The Commission will work with the Commission on Education and the Residency Assistance Program to make the use
of PDA in residency training a sign of excellence. The use of PDAs in family practice residency programs is now very
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commonplace so this half of the request may have already been addressed. PDAs as signs of excellence could perhaps be
incorporated in the Academy’s “Core Educational Guidelines on Medical Informatics and Computer Applications.” These issues
would need to be reviewed and referred to the Commission on Education and Committee on Student and Resident Affairs.

Strategies Requiring Further Consideration

21) Empowering physicians to adopt information technology, especially EMRs, through changes in reimbursement. A
challenge is the lack of data about how EMRs contribute to high-quality cost-effective care. Accordingly, there is a lack of
support in making a case with HCFA or other payors to support EMR deployment through payment/reimbursement. Discussions
with consultants to the Ad Hoc Committee on EMRs who represent AHRQ said it might be possible to fund a study to measure
cost-effectiveness and efficacy of EMRs, but it would be difficult, expensive, and would have to extend over a considerable
length of time. If the Commission decides to pursue this idea, it might consider working with the Academy’s Research Network
to design an appropriate study and seek AHRQ funding.

APPENDIX B, Commission on Health Care Services

American Academy of Family Physicians
POSITION PAPER ON GENERIC DRUGS
L. INTRODUCTION

The current position paper on generic drugs (Reprint No. 298) was last updated in 1994. This update was precipitated by the
July 2000 Board approval of the revised policy on Drugs, Generic submitted for consideration by the Commission on Health
Care Services. Two significant changes were made to the policy.

The first was the deletion of the previous policy element that stated, “chemical equivalency does not equate with therapeutic
equivalency.” The second major change was acknowledging the relevance of generic drugs where “clinically appropriate” and
as “...an effective measure to allocate scarce resources.” While generic drugs were accepted as an appropriate clinical and
resource distribution mechanism, opposition to mandatory generic substitution was retained as a policy element. This paper will
attempt to define the reasons for the changes to the policy and elaborate upon the environmental dynamics that fostered these
changes.

I1. DISCUSSION

The original position paper was developed in 1989. One of the final recommendations in the 1989 position paper stated, “The
American Academy of Family Physicians is committed to reviewing continually the issue of safety and efficacy of generic drugs
and to make appropriate changes in policy as new information becomes available” (emphasis added). Recent changes to the
policy Drugs, Generic were made necessary because of new information and the need to maintain the relevance of the existing

policy.

A. Bioequivalence and Therapeutic Equivalence
Specifically, the previous concern of bioequivalence not equaling therapeutic equivalence has been largely resolved.

When the Position Paper on Generic Drugs was last updated in 1994 there was an ongoing concern over the FDA’s use of
bioequivalence as the primary determinant of therapeutic equivalence. The deletion of this policy element reflects the resolution
of this concern.

A Letter to Health Practitioners dated January 28, 1998, from Stuart L. Nightingale, M.D., Associate Commissioner for Health
Affairs for the Food and Drug Administration, stated, “Based on FDA’s determination of therapeutic equivalence between
generic and innovator drug products, the FDA concludes that: |
e  Additional clinical tests or examinations by the health care provider are not needed when a generic drug product is
substituted for the brand-name product.
e  Special precautions are not needed when a formulation and/or a manufacturing change occurs for a drug product
provided that the change is approved according to applicable laws and regulations by the FDA.
e ...in the judgment of the FDA, products evaluated as therapeutically equivalent can be expected to have
equivalent clinical effect whether the product is brand name or generic drug product (emphasis added).
e [t is not necessary for the health care provider to approach any one therapeutic class of drug products differently from
any other class, when there has been a determination of therapeutic equivalence by FDA for the drug products under
consideration.

This position was reaffirmed by the private sector when the May 21, 1999 issue of The Medical Letter stated, “Drugs found by
the FDA to be bioequivalent to the original drug are considered therapeutically equivalent and are given an ‘A’ rating. No

2001 Transactions 177



serious therapeutic differences between brand—name originals and FDA-approved generics have been reported.” > Accordingly,
the Commission on Health Care Services recommended modification of the policy with the caveat that in the absence of peer
reviewed research indicating otherwise, “The AAFP recognizes that FDA approved generic medications may be reasonable
alternatives to brand name medications.”

B. Prescription Medication Costs

Large increases in the cost of prescription medication have made the use of generic drugs as a mechanism for appropriate
resource allocation particularly important. Because of the nature of family practice, augmenting the family physician’s ability to
respond to the needs of patients with limited resources is an important consideration.

The Academy continues to oppose mandatory generic substitution as an unwarranted intrusion into the practice of medicine,
Modification of the policy to reflect the use of generic drugs as a viable resource allocation strategy reflects the potent
environmental dynamic of escalating drug costs. The Academy’s policy, Principles for the Development and Management of
Patient-Centered Formularies, incorporates the use of formularies as a cost management tool by stating, “The AAFP recognizes
the role of appropriately designed restrictive formularies used by providers of pharmacy benefits and third party insurers which
have the goal of optimizing clinical outcomes while minimizing overall health care costs.” This does not alter the Academy’s
position, however, that mandatory substitution circumvents the decision-making ability of the family physician who is best
positioned to determine the optimal pharmaceutical regimen for his or her patient. The patient-physician relationship in the
context of the family is an approach unique to family physicians and should not be superseded by bureaucratic mandates.

Generic medications as “...an effective measure to allocate scarce resources” recognizes that in the course of the past decade the
annual percent increases in prescription drug expenditures have exceeded those for other health care elements. Concomitantly,
rising drug prices have impaired the ability of some patients to receive appropriate medical care. In the last five years, the
percent changes in prescription expenditures have been 2 to 4 times the percent changes in major health care components.®
Between 1995 and 1998, prescription expenditures grew nearly 50 percent, while expenditures for physician services grew by 14
percent and expenditures for hospital care grew 10 percent. *

It is estimated that between 1992 and 2010 prescription drug spending per elderly person will grow by 403 percent, a rate that is
more than twice the rate of overall growth in per senior health care spending. ° The obligation of the family physician to address
the economic as well as the clinical needs of patients is a very real concern. Indeed, the Academy has at least partially defined
the family physician’s role, “...as a cost-effective coordinator of the patient’s health services...” (FAMILY PRACTICE, Scope,
Philosophical Statement).

Research indicates that median spending for noncovered (drug benefit) Medicare beneficiaries was less than 10 percent of the
median spending for beneficiaries with drug coverage. ® The disparities in drug use between the poor and near-poor without
coverage compared to those with drug coverage suggests that those without coverage are not receiving care they may need
because of limited financial access, a condition which is exacerbated by the increases in drug prices. ’
A major pharmacy benefit firm recently reported that the factors driving the use of more drugs and more expensive drugs are: ®
e The introduction of many new, usually more expensive, products into the market
e New indications for existing drugs
e  Consumer expectations that:
o Drugs can be used as a substitute for lifestyle changes, as a way of enhancing the quality of life and as a
“fix” for cosmetic blemishes
o  Consumers should have access to all drugs and that the costs of these drugs should be subsidized ultimately
by their employers or health plans
e The effective use of direct-to-consumer advertising to stimulate demand

The same report estimated that the Per Member Per Year cost for pharmaceutical services and the Average Wholesale Price cost
will increase by double-digit amounts in each of the next five years. ® These increases represent cost to employers who, because
of a tight labor market, have been reluctant to pass the costs on to employees. Instead, managed care organizations are being
pressured to reduce costs. Not surprisingly, reducing prescription drug costs through increased reliance on generic drugs has
been a major initiative for managed care organizations.

While direct-to-consumer advertising generating demand for newer, more expensive drugs is a major contributing factor to
higher drug prices, another contributory factor is that Americans with insurance are sheltered from the impact of those costs.
More than two-thirds (68 percent) of the total 1992-97 increases in drug spending were borne by private third-party payers.'’
Insured workers with prescription drug coverage rose from 91 percent in 1988 to 99 percent in 1999. ' While the nations per
capita spending on prescription drugs has risen from $26 in 1970 to over $300 in 2000, increases in the amount of out-of-pocket
expenses for the average American have not even equaled the rate of inflation. 2

The traditional drug benefit with a $5 co-pay for generics and the $10 co-pay for brand-name drugs is increasingly being viewed
as no longer a viable benefit option. Restructuring of the drug benefit has most commonly assumed the form of a three-tier
formulary (approved generic drug with low co-pay, approved brand name drug with higher co-pay, and nonapproved brand name
with highest co-pay). A secondary trend has been to add a fourth tier for “lifestyle” drugs such as those for hair loss and sexual
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dysfunction. The percentage of MCOs offering a three-tier co-pay structure rose from 36 percent in 1998 to 67 percent in 1999.
> This trend also reflects the already cited AAFP policy on patient-centered formularies which includes as a guideline,
“Formularies should be designed to offer patients multiple levels of drug choice (from more to less restrictive) with
accompanying patient cost sharing levels to account for variables including patient preferences (e.g., ‘direct marketing-induced’
demand).”

This development has the potential to at least partially offset consumer expectations of global access to drugs by allowing them
to have any drug for which they are willing to pay the cost. The preliminary attempts to place more fiscal responsibility on the
insured patient also enhance the value of generics as not only an acceptable clinical intervention but as a management tool for the
family physician and his or her patients. With demonstrated clinical efficacy the generic can be offered as a less costly
alternative. Those patients who, whether because of advertising or personal preference, wish to use a brand name drug also have
that option with an appropriate increase in cost.

1. Summary

There appears to be no substantive evidence that bioequivalence does not equal therapeutic equivalence. While physicians
should always maintain vigilance, products approved by the FDA should be expected to be clinically equivalent to brand-name
products.

The rapidly rising cost of prescription drugs is contributing significantly to the recent increases in total health care costs. Those
on limited incomes often cannot afford, or have their resources severely depleted, by the cost of medication. Escalating drug
costs are partly explained by the successful marketing efforts of the pharmaceutical industry and by the cost insulation” provided
by insurance plans. The expansion of the three-tier formulary as the preferred pharmacy benefit structure is indicative of the
managed care industry’s attempts to gain control of pharmaceutical costs. This structure addresses at least part of the
prescription drug cost issue by placing greater financial responsibility on the insured for their pharmaceutical preferences.

The revised policy reflects particular aspects of the evolving environment and, as a living document, has also evolved with an
increased emphasis on cost control and sensitivity while maintaining the clinical integrity of the family physician. Policy
changes address the comprehensive nature of the family physician’s practice that is not only to deliver medical care, but to do so
in a manner that best addresses the overall needs of the patient.
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The following report of the Commission on Legislation and Governmental Affairs and
Supplemental Report were referred to the Reference Committee on Public Policy.

COMMISSION ON LEGISLATION AND GOVERNMENTAL AFFAIRS

The functions of this commission shall be: (1) to investigate and recommend such action
to the Board of Directors as may be necessary to assure adequate representation of the
family physician in medical and political groups, (2) to conduct such a campaign of
public enlightenment or education as it may deem advisable, (3) to furnish public
officials with pertinent facts and information that they may better maintain high
standards of health care, and (4) to recommend to the Board of Directors any policies or
actions which the Academy may formulate or perform for the general improvement in
medical care.

(1) The Commission on Legislation and Governmental Affairs (CLGA) has met twice since its last annual report to the
Congress of Delegates. Those meetings were held on January 19-20, 2001, in San Diego, California, and May 19-20, 2001, in
Washington, D.C. In other instances, the commission’s Executive Committee has acted for it when time was of the essence.

ACCESS TO HEALTH CARE

) The commission continued to monitor legislation that would increase the number of Americans with health insurance.
Members took as their guide the Academy’s “A Strategy to Provide Health Care Coverage for All: A Proposal for Discussion and
Comment” and submitted a commission response to the Board.

3) In addition, the commission reviewed a number of resolutions that were relevant to the AAFP Proposal. First, the CLGA
reviewed Substitute Resolution No. 71 (NCSC 2000), which calls for the Academy to make a concerted effort to publicize its support
for universal health care access for all. The commission noted that this was being done on a national level in conjunction with “A
Strategy to Provide Health Care Coverage for All: A Proposal for Discussion and Comment” and recommended reaffirming current
policy. Second, the commission discussed Substitute Resolution No. 72 (NCSC 2000), which asked the Academy to study and
promote a single-payer financing system. The commission noted that the AAFP was currently studying the best way to achieve
universal health care via the discussion around the universal access proposal and felt the recommendation contained in the resolution
could be folded into the discussion process. Third, the commission discussed Resolution 510, (COD 2000) which was referred by the
Congress and asked the Academy to encourage an individual mandate for child health insurance by individual states. Since the
resolution asked only that the Academy evaluate an individual mandate to purchase insurance, and the Academy is already
evaluating all health insurance proposals, the commission felt no further action was needed.

4 Finally, since proposals in Congress on access issues have been limited to tax credit proposals and some increases in
public health spending, the commission reviewed prominent pieces of legislation on this issue. Specifically, the commission
recommended and the Board approved support for S 590, the Relief, Equity, Access and Coverage for Health (REACH) Act
which was introduced by Senator Jim Jeffords (I-VT). In brief, the bill would provide refundable tax credits or vouchers to
uninsured individuals (1) lacking access to employer-based coverage and (2) with access to subsidized insurance.

5) In addition, the commission recommended and the Board approved support for HR 1331/S 683, Fair Care for the
Uninsured Act, which was introduced by House Majority Leader Dick Armey (R-TX) and Representative William Lipinski (D-
IL) and Senators Rick Santorum (R-PA) and Robert Torricelli (D-NJ) in the Senate. The bill would establish a refundable tax
credit for health insurance of up to $1,000 for an individual and $3,000 maximum for a family. President Bush included a
similar proposal in his 2002 budget.

(6) Finally, the commission recommended support for the Caregiver Access to Health Insurance Act of 2001, which, at the
time of the meeting had not been introduced by Senator Richard Durbin (D-IL). Senator Durbin had asked the Academy to
review the bill. The legislation would set up a health insurance program for caregivers, including home health aides, nursing
home aides, personal attendants and child care workers. The Board approved the recommendation.

APPROPRIATIONS

@) On March 22, the AAFP testified before the House Appropriations Subcommittee on Labor/Health and Human
Services/Education. As in past years, we supported funding for the Title VII Health Professions programs, which includes
funding for family medicine, the Agency for Healthcare Research and Quality, and rural programs.

®) Section 747 in Title VII of the Public Health Service Act, the Primary Care and Dentistry Cluster, includes funding for
training programs in family medicine, general internal medicine, general pediatrics, dentistry and physician assistants. Last year,
for FY 2001, the cluster received $91 million, which was a 17percent increase over the previous year’s funding level of $78.3
million and was a big win for the Academy. This year, for FY 2002, the AAFP is requesting $158 million for the Primary Care
Cluster and $96 million for family medicine specifically.
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©)] The President’s budget includes only $140 million for all of the Health Professions programs, a cut of $213 million
from the FY 2001 figure, and zero funding for the Primary Care and Dentistry Cluster. The proposal emphasizes that these
grants were developed in response to a physician shortage, which it alleges no longer exists. Consequently, the budget asserts
that the Administration will concentrate on the nursing shortage and on improving diversity among the health professions.

(10) In addition, the Academy recommended appropriations of $400 million for the Agency for Healthcare Research and
Quality (ARHQ) in FY 2002. The Academy strongly supports the Agency because of its emphasis on primary care and practice-
oriented research. In FY 2001, the Agency for Healthcare Research and Quality (AHRQ), received $269.9 million, a 36 percent
increase above the current funding level of $198.76 million.

(11) Under the President’s budget, the agency would receive $36 million over the FY 2001 level, a 13.5 percent increase
that would bring the agency total to $306 million. The boost in funding would be targeted to enhancements in patient care
quality, specifically, cost effectiveness improvements, reduced medical errors, and reports on health care focusing on quality and
health disparities.

(12) Finally, the Academy also advocated continued support for rural health programs such as the state offices of rural health,
and support for programs that benefit the rural and urban underserved, such as the National Health Service Corps and the Community
and Migrant Health Centers.

CHILDREN’S HEALTH INSURANCE PROGRAM

(13) The commission recommended support, with modifications, for S 1016, the Start Healthy, Stay Healthy Act of 2001,
which was introduced by Senator Jeff Bingaman (D-NM) on June 12. The bill had not been introduced at the time of the CLGA
meeting. The bill would provide states the ability to extend coverage to low-income pregnant women and provide an enhanced
Medicaid matching rate. Since the Academy has routinely supported Children’s Health Insurance Program bills, and has already
endorsed many of the bill’s provisions in previous legislation, the CLGA felt that this legislation was worthy of support. The
Board approved the recommendation.

COMMUNITY HEALTH CENTERS

(14) The commission recommended support for S 523, the Building Better Health Centers Act of 2001, which was
introduced by Senator Kit Bond (R-MO) on March 13, 2001. The bill would assist community health centers to upgrade
facilities and equipment through the creation of new grants and loan guarantees. Members noted that 30 percent of community
health centers are over 30 years old and need upgrading. The CLGA felt that this bill was consistent with Academy policy. The
Board approved the recommendation.

DATA BANK

(15) The commission briefly discussed Resolution No. 58 (NCSC 2000), which asks the Academy to protect the confidentiality
of data bank information. Since this resolution is already current AAFP policy, the commission recommended that the resolution be
accepted for information.

FAMILY AND MEDICAL LEAVE

(16) The commission discussed adopted Resolution No. 504 (COD 2000) which asks the Academy to pursue legislation to
extend protection under the Family and Medical Leave Act (FMLA) to employees who are “family” as defined by the AAFP
policy. Due to the fact that Congress is not expected to act to expand the definition of family under the law, and the fact that the
commission felt the current AAFP policy was vague and is to be reviewed in 2002, the commission recommended no action on
the resolution. However, if legislation on this issue is introduced, it will be reviewed.

17) The commission discussed the adopted first resolved of Resolution No. 515 (COD 2000) which asks that the Academy
work with the appropriate governmental agencies to develop criteria for the appropriate use of FMLA forms. Members were
concerned that the forms are difficult to fill out and are time consuming, and that organizations may be using them for purposes
other than those for which they are intended, such as absenteeism. The commission felt the Academy should send a letter to the
Department of Labor to clarify the specifications and utilization for the form, and ask DOL to ensure employers are using the
form appropriately.

FOOD SAFETY

(18) The commission discussed referred Resolution No. 506 (COD 2000), which asks the Academy to take more action on
food safety at the federal, state chapter and general membership level. Members agreed that the Academy should work more
closely with the FDA and other government and regulatory agencies regarding evaluating toxins, particularly as they relate to
children. Further, the commission felt this was an important issue that the membership should be made aware of, both through
AAFP state chapters and through general educational materials to the membership.
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(19) The commission recommended that the Academy 1) send a letter to the Food and Drug Administration and other
agencies encouraging them to do more on the issue of food safety, particularly as it relates to toxins in the food supply,
especially pesticides in fruits and vegetables as well as hormones and antibiotics in the meat supply; 2) encourage the State
Chapters to notify their members regarding the important issue of toxins in foods; and 3) provide education to its members on the
potential hazards of toxins in food through the appropriate entities within the AAFP.

FOOD AND DRUG ADMINISTRATION APPROVED DRUGS

(20) At the January meeting, the commission discussed adopted Substitute Resolution 517 (COD 2000), which asks the
Academy to promote the introduction of legislation that would exempt family physicians who have prescribed FDA-approved
medications from being named as co-defendants in class action suits against pharmaceutical companies. Members reported
anecdotal evidence of physicians who had been named in class action suits as the reason for the resolution.

(21) While commission members were concerned about the issue, they felt that additional information on the legal
implications was necessary before further action could be taken. As a result, staff was asked to seek additional information on
the issue and disseminate it to the commission.

(22) At the April Board Meeting, the AAFP Board took action on this issue and decided that the Academy would introduce
a resolution at the June AMA House of Delegates calling for the AMA to get involved in pursuing legislation to this problem.
As a result, further action by the CLGA was unnecessary. At the June meeting, the AMA House of Delegates passed the
resolution on the consent calendar with the following language: “Resolved, that our AMA promote the introduction of
legislation which would exempt physicians who have properly prescribed usage of FDA-approved medications from liability in
class action suits against pharmaceutical companies.”

GENETIC DISCRIMINATION

(23) The commission discussed HR 2457, the Genetic Nondiscrimination in Health Insurance and Employment Act, which
Representative Louise Slaughter (D-NY) introduced in the 106™ Congress and would prohibit discrimination in both health
insurance and employment. At the time of the meeting, Representative Slaughter planned to reintroduce HR 2457 in the 107"
Congress and had asked for AAFP support.

(24) The Academy supported Representative Slaughter’s earlier legislation to prohibit genetic discrimination in health
insurance and commission members felt that it was appropriate to recommend support for the expanded measure. The AAFP
sent a letter in support of the bill to Representative Slaughter.

MANAGED CARE REFORM

(25) The Academy continued to stay engaged in the effort to pass comprehensive managed care reform into law and
supported S 283/HR 526, the Bipartisan Patient Protection Act, which Sens. John McCain (R-AZ) and Edward Kennedy (D-
MA) introduced on February 7™ and Representative Greg Ganske (R-IA) and Representative John Dingell (D-MI) introduced on
February 8. The Academy also adopted a new position of support for liability caps for health plans in federal court, without
naming a dollar amount.

(26) S 283/HR 526 would ensure that all Americans are covered by basic managed care reforms, including the right to seek
legal redress against ERISA plans in state courts and receive basic information about plan networks and provider qualifications.
The bill would also ensure that patients have independent appeals available for the denial of medical care. S 283/ HR 526
contain a liability cap of $5 million on damages for patients who sue self-insured HMOs in federal court.

27) On February 7™, President Bush released a statement of principles indicating the types of protections he believed
needed to be included in any patients’ bill of rights; these principles are:

e Patient protections should apply to all Americans but federal laws should defer to state patient protections;

e Patient protections should be comprehensive;

e Patients should have a rapid medical review process for denials of care;

e Review processes should ensure that doctors are allowed to make medical decisions and patients receive care in a
timely manner;

e Federal remedies should be expanded to hold health plans accountable;

e Patient protection legislation should encourage, not discourage, employers to offer health care.

He also supports a cap of $750,000 in punitive damages.
(28) On May 15, Senators Bill Frist (R-TN), James Jeffords (I-VT), and John Breaux (D-LA) introduced S 889, the
Bipartisan Patients’ Bill of Rights. 1t is supported by President Bush and would apply patient protections to all ERISA plans. In

contrast to S 283/HR 526, the bill would limit liability to federal courts and provide unlimited economic damages but a cap of
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$500,000 in non-economic damages. Patients would have to exhaust internal and external appeals processes but could receive
injunctive relief from the courts if going through the external review process would be futile.

(29) At the May meeting, the commission reviewed the liability provisions of both bills due to concerns about unintended
consequences for family physicians. Members discussed whether the Academy should 1) continue to support the S 283/HR 526
in light of its liability provisions, 2) oppose the liability provisions in both managed care bills, and 3) if liability provisions are in
final legislation, would the CLGA recommend that the Academy not support final passage due to their inclusion. A
representative from the American Medical Association addressed the CLGA with the organization’s perspective on physician
liability within the managed care bills.

(30) After a lengthy discussion, the commission recommended that the Academy continue to support S 283/HR 526 but
advocate for a clarification of the so-called “agency” provision whereby physicians may be liable for the actions of managed
care plans. The AAFP was able to draft language, which was accepted by sponsors of S 283/HR 526, that clarified the treating
physician was not an “agent” of the plan. Further, the commission expressed concern about the provisions in S 889 that, for the
first time, would expose physicians to liability in federal court.

(31) Finally, at the January meeting, the commission discussed two resolutions relating to the Academy’s managed care
principles. First, the commission discussed adopted Substitute Resolution 512 (COD 2000), which recommended that the AAFP
support a requirement that managed care entities furnish physicians with a fee schedule showing what is payable for common
office based services provided by physicians under the plan when negotiating with a physician to become a healthcare provider
under a managed care plan. The commission_noted that the Academy has a list of principles that it believes are essential for
Congress to include in comprehensive managed care legislation. The commission recommended that this provision be added to
the list. Members also recommended that state chapters add this provision to their lobbying efforts.

(32) Second, the commission discussed adopted as amended Resolution No. 513 (COD 2000), which would require the
AAFP to support federal legislation requiring a managed care entity to update its participation list every 30 days and make it
available to physicians, and ask that state chapters support state legislation to this end. Commission members noted that while
the Academy does not have policy identical to this resolution, it supported HR 2723, the Bipartisan Consensus Managed Care
Improvement Act, which required managed care plans to make information available to beneficiaries in a timely and appropriate
manner regarding service area, benefits, physicians currently enrolled in the plan panel, and grievance and appeals procedure.
Following the discussion, members decided to support the 30-day requirement recommended in the resolution.

MEDICAID

(33) The commission discussed Resolution No. 4 (NCSC 2000), which asks the Academy to lobby and advocate for
government-mandated coverage of cosmetic reconstruction following breast cancer surgery for Medicaid patients. While the
commission did not wish to recommend federal legislative activity, it felt that the Academy should support state efforts to add
cosmetic reconstruction following breast cancer surgery for Medicaid patients. Members noted that some states already provide this
benefit, and that it would be useful for states to be made aware of the states already doing so. The commission recommended that the
AAFP support state chapter activities around government-mandated coverage of cosmetic reconstruction following breast cancer
surgery for Medicaid patients.

MEDICAL ERRORS

(34) Senator James Jeffords (I-VT), former Chairman of the Senate Health, Education, Labor, and Pensions Committee,
continues to work with Senator Edward Kennedy (D-MA) the new Chairman, to draft the Patient Safety Improvement Act. In the
106th Congress, the two discussed the possibility of joint legislation for several months before talks fell apart and each
introduced a bill separately. The Academy supported Senator Jeffords bill, S 2738, The Patient Safety and Errors Reduction Act,
because it met the five principles set for patient safety reporting systems developed by a broad-based coalition in which the
Academy participated.

(35) On May 24, the Academy submitted a statement for the record to the Senate Health Education, Labor and Pensions
Committee supporting the Patient Safety Improvement Act, as it was reviewed in draft form, and continues to be actively
supporting patient safety legislation.

(36) At the January meeting, the commission discussed Resolution No. 64 (NCSC 2000), which asks that the AAFP
collaborate with the Agency for Healthcare Research and Quality and other entities to establish a non-punitive method for
reporting and discussing medical errors for the purpose of education and improvement of patient care. Commission members
noted that the AAFP has done extensive work on the issue of medical errors and patient safety and that this is already current
policy. As aresult, members recommended that the AAFP reaffirm its current policy on medical errors.

MEDICARE PRESCRIPTION DRUG BENEFIT
37) At the beginning of the 107™ Congress, Congress and the Administration began to wrestle with whether to add a

prescription drug program to Medicare, or, to work on overall Medicare reform. Grossly simplifying the arguments on both
sides, Democrats tend to support the former while Republicans generally advocate the latter.
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(38) From the Administration perspective, the debate on adding a prescription drug program to Medicare began in earnest
on January 29. President Bush submitted his “Immediate Helping Hand” proposal to Capitol Hill, which would provide
prescription drugs to the nation’s poorest seniors. The Bush plan would channel $48 billion in block grants to the states over
four years to enable them to provide drug coverage to beneficiaries. The proposal was drafted explicitly as an intermediate step
prior to the enactment of comprehensive Medicare reform. The plan was immediately criticized by members on both sides of the
aisle and referred to as “dead on arrival.” Nevertheless, the plan carried through on President Bush’s campaign promise to draft
a drug plan for all seniors.

39) Following a review of the Bush plan and AAFP principles, the Academy released a press statement hailing the
President’s proposal as a significant first step, but falling short of what was truly needed. Specifically, the statement emphasized
that turning the benefit over to the states to establish programs separate from Medicare would take too long and would establish
an inconsistent patchwork of programs.

(40) On the Senate side, on February 14, the Senate Budget Committee held a hearing on the cost of establishing a
Medicare prescription drug program. The Academy submitted a statement for the record and issued a press released urging
action on the issue. In addition, on February 15, Sens. John Breaux (D-LA) and Bill Frist (R-TN) introduced two pieces of
legislation based on work done by the 1999 National Bipartisan Commission on Medicare. One bill, dubbed “Breaux-Frist I”
would entirely overhaul Medicare, while the other, “Breaux-Frist II” would add a prescription drug benefit to the program.
Senator Chuck Grassley (R-IA), then-Chairman of the Senate Finance Committee, called “Breaux-Frist II” which would address
only a prescription drug benefit, a starting point for his committee. Regarding Medicare reform more generally, Senator
Grassley stated that his committee would focus on HCFA oversight, greater participation in Medicare+Choice and the financial
condition of Medicare. Newly-installed Finance Chair Max Baucus (D-MT) has pledged to draft a Medicare reform bill by July.

(41) On the House side, the Energy and Commerce Subcommittee on Health have also held hearings on a Medicare
prescription drug program and the Academy has submitted statements for the record to the committee. Both full committee chair
Representative Billy Tauzin (R-LA) and Subcommittee Chair Representative Michael Bilirakis (R-FL) have pledged to craft a
Medicare prescription drug proposal by the end of the 107™ Congress.

(42) The budget conference report completed in the spring included $300 billion over 10 years for Medicare reform, which
incorporated a prescription drug program.

(43) As a result of this concentration in Congress on a Medicare prescription drug plan, in January, the commission had a
focused discussion on pharmaceutical issues. The purpose of the session was to get representatives of organizations to discuss
their views on 1) crafting a Medicare prescription drug benefit and 2) crafting a prescription drug benefit in a universal coverage
system. Representatives from the AARP and Pharmaceutical Research and Manufacturers of America presented their
organizations’ views. The lengthy discussion allowed CLGA members to hear the pharmaceutical industry perspective and the
consumer perspective. As a result of the session, CLGA members decided to add a position to the AAFP position on Medicare
prescription drug legislation, that “the physician is in the best position to determine the appropriate medication for the patient.”

(44) At the May meeting, the commission continued its focus on the Medicare Prescription Drug issue and discussed, S 358,
the Medicare Prescription Drug and Modernization Act of 2001, (Breaux-Frist II, above). In 1999, the CLGA reviewed the draft
proposal, but did not take a formal position. In brief, S 358 would set up a voluntary, universal, prescription drug plan within
the Medicare program. The commission recommended support, with modifications, for the Medicare Prescription Drug
Modernization Act of 2001 as a significant step toward providing a drug benefit for patients on Medicare. Specific concerns
included 1) the amount of the co-payment that would be required, 2) out-of-pocket expenses prior to catastrophic coverage; 3)
the premium cost; and 4) basing benefits on an actuarial value rather than a defined benefit. The Board approved the
recommendation.

NATIONAL HEALTH SERVICE CORPS REAUTHORIZATION

(45) Reauthorization of the National Health Service Corps (NHSC), which will be combined with reauthorization of the
Community Health Centers, is expected to begin in the Senate this session. The Senate Health, Education, Labor and Pensions
Committee is expected to hold hearings beginning in late March on reauthorization of both programs. The Academy continues
to participate in coalition activities to promote reauthorization of the NHSC as a Congressional priority. The NHSC
authorization expired in 2000 and the Community Health Centers authorization expires in 2001.

(46) The commission discussed two resolutions on the NHSC: the first resolved of adopted Resolution 508 (COD 2000),
asks the Academy to continue to advocate for the reauthorization of the National Health Service Corps. Since this is already
AAFP policy, the commission recommended that the Academy continue these advocacy efforts. The commission discussed
adopted as amended Resolution 516 (COD 2000), which asks the Academy to take the actions enumerated in the
recommendation.

47) The commission recommended that the Academy and its staff be commended for their quick action on the issue of the
National Health Service Corps; 2) that the AAFP seek an administrative remedy with the Corps to ensure that physicians
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understand their chances for acceptance into the loan repayment program before deciding where to practice; and 3) that the
AAFP work to secure stable and increased funding for the National Health Service Corps loan repayment program beyond levels
attained in 2000. The Academy wrote a letter to the Director of the Loan/Scholarship Division of the NHSC asking that their
application materials make it clear that not all applicants receive an award.

ORGAN DONATIONS

(48) The commission discussed Resolution 514 (COD 2000), which relates to a final rule published by HCFA on June 22, 1998,
and imposes several requirements a hospital must meet that are designed to increase organ donation. Members agreed that physicians
often feel they are left out of discussions during these organ procurement proceduResolution However, members noted that the
patient and family expect that their personal physician will be included in the process, and that the family physician has an obligation
to the patient and his or her family. The commission felt that physicians should be allowed to participate in the process and that the
regulations not preclude this involvement if it is desired. The commission felt that a veto mechanism would create problems for
physicians and recommended no action.

(49) The commission ultimately recommended that the Academy 1) via petitioning of HCFA, legislative action, and/or
other means as deemed necessary, work to amend HCFA 42 CFR 482.45 to include language requiring the designated organ
donation requestor to contact the attending physician, ideally the family’s primary care physician, prior to organ donation
requests, and if the physician so desires, he/she be present and included in the discussion with the family at a mutually agreeable
time and 2) take no action on the second resolved.

PHYSICAL EDUCATION

(50) The commission discussed Resolution 49 (NCSC 2000), which asks the Academy to re-implement or implement physical
education in the public school system. Members felt that this was an important health issue and that by encouraging states to support
legislation, the Academy could raise awareness around the subject. The commission recommended that the AAFP encourage states
to support legislation regarding reimplementation or implementation of physical education classes if needed in public schools.

SPRING LEGISLATIVE VISIT

(51) The commission discussed the Spring Legislative Visit held each year in Washington, DC. Following this discussion,
the commission recommended, that the meeting be held in April, rather than May; that the Academy provide a scholarship to
bring 4-5 members to Washington to meet with Members of Congress working on specific legislative issues of interest to family
physicians; that the Resident and Student membership use a variety of means to advertise the Student/Resident scholarships to
the Spring Visit (i.e., listservs and announcing it at the National Conference of Students and Residents) and maintain the number
of state chapter representatives at 20 participants. The Board approved the recommendation.

STATE ISSUES AND ACTIVITIES
State Legislative Priorities

(52) Staff reviewed the state legislative priorities for 2001 based on reports from the chapters. Top priorities include
seeking state funding for graduate medical education; increasing Medicaid reimbursement; supporting mandatory coverage for
vaccines and immunizations; seeking funding from the state tobacco settlement for public health initiatives and monitoring and
opposing any advancement of scope of practice by mid-level providers that could endanger patient care.

Small Chapters

(53) The commission had a lengthy discussion about small chapters that indicated they would like additional assistance with
state and federal legislative activities. Fourteen chapters with membership of less than 400 wrote to the AAFP President asking
for AAFP assistance. While the Chapter Affairs Committee will be making a recommendation to the Board, CLGA also came up
with suggestions to assist small chapters in their legislative activities. The commission came up with the following
recommendations to be sent to the Chapter Affairs Committee:

o Ask Academy staff to put an additional focus on the issue of small chapters.

e Encourage small chapters to work with the local state medical society.

e Encourage the Chapter Affairs Committee to form a "buddy system" for larger chapters to assist smaller sized chapters.
Encourage chapters to hold regional meetings.

If possible, provide audiotaped material from the state legislative conference to small chapters.

Encourage a discounted fee for small chapters when the Academy holds a meeting in a small chapter state.

Use up to $1500 from CLGA discretionary funds to send one small chapter leader to the Spring Legislative Site Visit
in Washington, D.C. in May, 2001. The commission decided to offer the funding as a competitive scholarship to
chapters with less than 400 members. Commission members agreed that the CLGA executive committee would serve
as the selection committee.
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State Legislative Conference

(54) The 2000 State Legislative Conference was held November 17-18 in New Orleans with the largest attendance in its
eight-year history. The 126 attendees heard from a variety of political experts and chapter legislative leaders. The meeting
received its highest overall rating of 4.44 out of 5.0. The 2001 State Legislative Conference will be held in Bernalillo, New
Mexico, November 16-17, 2001.

(55) At the May meeting, the commission discussed sending a small chapter representative to the State Legislative
Conference. The commission recommended that the Academy provide a scholarship to bring a member from a small chapter to
the Conference in November, 2001. The Board approved the recommendation.

Council of State Governments

(56) The Academy exhibited at the 2000 Council of State Governments’ Annual Meeting in Dearborn, Michigan. The
Academy is a member of the CSG Associates Program and the Health Care Capacity Task Force. The Council of State
Governments is an association that serves the executive, judicial and legislative branches of state government through leadership
education, research and information services.

57 The Academy was also invited to be a part of a CSG meeting in Washington, DC focusing on prescription drugs. The
AAFP President-elect, spoke on a panel about Direct-to-Consumer a
dvertising. State and federal officials attended the March meeting.

National Conference of State Legislatures

(58) The Academy exhibited at the 2000 NCSL Annual Meeting held in Chicago. The National Conference of State
Legislatures is a bipartisan organization dedicated to serving as a source for research to the lawmakers and staffs of the nation's 50
states, its commonwealths and territories. A joint reception was held during NCSL in conjunction with the Illinois Academy of
Family Physicians.

(59) The Academy has committed to exhibit at the 2001 NCSL meeting in conjunction with 10 other physician
organizations. Those groups include American College of OB-GYNs, American Academy of Pediatrics, American Medical
Association, American Society of Anesthesiologists, American Academy of Ophthalmology, American College of Cardiology,
American Association of Orthopedic Surgeons, American Association of Osteopaths, American Society of Plastic and Refractive
Surgery, and American Association of Neurology.

STUDENTS AND RESIDENTS

(60) At the January meeting, the commission discussed Resolution 4 (Committee on Resident and Student Affairs), which asks
the Academy to support legislative and other efforts to reinstate interest-free federal loan deferment for residents in training.
Members agreed that this issue is a priority and may be an issue around which the Academy can work with AMA and other
organizations. The CLGA resident and student representatives also emphasized that federal loan deferment is an issue for the
residents each year and urged AAFP action. The commission recommended that the AAFP pursue legislative and other efforts to
provide federal and state loan payment deferment for the duration of the residency training regardless of specialty. The Board
approved the recommendation.

SUBSTANCE ABUSE

(61) The commission recommended support for S 484, the Child Protection/Alcohol and Drug Partnership Act, which was
introduced by Senator Olympia Snowe (R-ME) on March 7, 2001. The bill would amend the Social Security Act to create a
grant program to promote joint activities among federal, state and local public child welfare and alcohol drug abuse prevention
and treatment agencies. CLGA was asked to evaluate the legislation because the Commission on Public Health and the
Committee on Communications would like to be more proactive in public health outreach efforts and felt this bill was worthy of
study. Members thought that the bill was consistent with AAFP policy. The Board approved the recommendation.

TOBACCO

(62) The commission discussed Resolution 22 (NCSC 2000), which asks the Academy to support federal and state legislation
that utilizes tobacco settlement dollars toward minority and underserved healthcare programs. While members noted that the state
chapters have advocated for using tobacco settlement funds for public health initiatives, members agreed that there has been less of
an emphasis on care of minority populations. As a result, the commission recommended and the Board approved that the Academy
encourage state chapters to lobby for the following principles: (1) continue to support using state tobacco settlement funds for public
health initiatives, and (2) support using the tobacco settlement dollars for the provision of primary care to underserved areas,
recognizing that minority populations are over-represented in these communities.
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(63) In addition, the commission discussed Resolution No. 19 (NCSC 2000), which asks the AAFP to establish a databank of
resources for family physicians to use in state lobbying efforts for directing the tobacco settlement funds toward healthcare. The
resolution further asks that the databank include updated lists of state accomplishments, model legislation and sample letters. The
commission noted that considerable work is already being done with the states on the tobacco issue. However, the commission
recommended that the Academy focus particularly on assisting the small chapters with this issue. Specifically, the recommendation
that the Academy write a sample letter and place it on the Speakout website, which would be utilized by the state chapters in
lobbying efforts for directing the tobacco settlement funds toward healthcare issues such as tobacco prevention projects, tobacco
cessation programs and medical initiatives including research.

WORK PLAN

(64) The commission discussed the CLGA Work Plan and decided to prioritize the items. Following a vote by the
members, the items were prioritized, as follows:

e Promote health coverage for all residents and improved cultural, financial, and geographic access to health care.

e Advocate for improved access to prescription drugs.

e Advocate for health care reforms and policies that protect patients.

e Protect and advance the essential role of family physicians in providing health care.

e Explore ways of improving access of chapters to sources of information about state legislation.

e Improve mobilization of members in advocacy activities, at both the state and federal levels. For example, explore
making "Speak Out" letters available to members not only on the several top priority issues, but also on all bills
supported by the Academy.

e Educate political leaders and policy makers about all facets of family practice including education and research.

e Support the right and responsibility of each family physician to decide what is medically necessary for each patient.

e Support programs that protect and improve the public's health.

e Support the development and expansion of collaborative alliances to further the Academy's mission.

ACADEMY ADVOCACY EFFORTS

(65) The commission discussed future strategies for utilization of and improvements to the Speakout program. Speakout is
the web-based tool that allows members to write to their Members of Congress, state legislators and governors. Committee
members discussed the possibility of a letter from the Board encouraging chapter leaders to highlight Speakout in their
publications, conduct training at meetings, and include a link on the chapter’s website to Speakout.

(66) The commission discussed the AAFP federal Key Contact Program and how best to involve Academy membership.
Staff reported that due to the new Congress, a questionnaire went out to current key contacts to determine whether they wished
to continue being a federal Key Contact; results are still being compiled. Members discussed a number of options to involve
different cohorts within the Academy.

Respectfully submitted,

Tanya Jones, Chair

Stephen D. Benold

Audrey Rhodes Boyd

Rick Kellerman

Robert A. Crittenden

James D. King

Daniel J. Heinemann

Virgilio Licona

Timothy J. Alford

Dwight D. Smith

Ann M. Spicer, Chapter Staff Representative
Erika Bliss, Resident Representative

Ms. Mary Stock, Student Representative
Mary Frank, Board Liaison

Kevin Burke, Staff Executive

Susan Hildebrandt, Assistant Staff Executive

SUPPLEMENTAL REPORT
COMMISSION ON LEGISLATION AND GOVERNMENTAL AFFAIRS

(1) The Commission on Legislation and Governmental Affairs’ supplemental report provides an update on actions that have
occurred since preparation of the commission’s annual report.
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APPROPRIATIONS

2) In August, the Government Relations staff, along with the staff of the Communications Division, launched a new
campaign to increase funding for the Title VII program, specifically, the Section 747 Primary Care and Dentistry Cluster.

3) A collaborative effort with the Organizations of Academic Family Medicine, the plan set up a special, targeted group
of key contacts who were urged to write or call specific Members of Congress in support of the program. We sent these
members a letter asking for their involvement, a fact sheet, key talking points, and state-specific maps indicating Health
Professions Shortage Areas. The Communications Division provided press materials, including letters to the editor and op/eds.
The hallmark of the campaign was targeted, personal contact with specific AAFP and OAFM members.

@) In addition, the AAFP, along with the Organizations of Academic Family Medicine, sent all members of the House
subcommittee a letter in support of Title VII family medicine programs. We also spearheaded a coalition letter in support of
Title VII to these same members.

%) As of this writing, the House Appropriations subcommittee had postponed its markup of the Labor/Health and Human
Services/Education spending bill numerous times due to a lack of agreement with the Administration on how much should be
spent in this bill.

MANAGED CARE REFORM/PATIENT BILL OF RIGHTS

(6) On August 2, the House of Representatives passed H.R. 2563, The Bipartisan Patients’ Bill of Rights, by a vote of 226-
203. H.R. 2563 is the patient protection legislation introduced by Reps. Greg Ganske (R-IA), John Dingell (D-MI), Charlie
Norwood (R-GA), and Marion Berry (D-AR). It includes the patient protections provisions contained in the Senate-passed S.
1052, Bipartisan Patients’ Bill of Rights, introduced by Senators John McCain (R-AZ), Edward Kennedy (D-MA), and John
Edwards (D-NC) which the Senate approved on June 29.

@) These protections include applying a “prudent layperson” standard for patients seeking emergency medical care;
assuring direct access to obstetrical and gynecological care; allowing pediatricians to be considered primary care physicians;
providing internal appeals and independent external reviews for denied medical care.

(8) During debate on the House floor, three amendments were considered.

Medical Savings Account

Reps. Bill Thomas (R-CA), Bill Lipinski (D-IL), and Ermie Fletcher (R-KY) sponsored the first amendment. It would
allow the development of Association Health Plans (i.e., small business insurance pools). It also would strike limitations in
federal law on the number of Medical Savings Accounts that can be sold, and would allow greater variety of Medical
Saving Account products. The amendment passed by a vote of 235-194.

Liability

This amendment contained language that Rep. Charlie Norwood (R-GA) agreed to during negotiations with President
Bush at the White House on August 1. The House adopted it by a vote of 218-213, despite confusion over some
hastily drafted provisions. During the debate on this amendment, even supporters disputed whether it intended that
suits brought against health plans for negligent medical decision-making would be subject to state or federal law. The
amendment language would change the liability portion of H.R. 2563 by:

. Creating a "rebuttable presumption” when an independent medical review entity concurs with the health plan
that the requested benefits were not medically necessary. This means that when an external review board agrees
with a health plan that a service is not medically necessary, to recover damages, the patient has the difficult
burden of proving by a preponderance of evidence that the board's decision was wrong.

. Establishing a new unprecedented federal tort law that applies only to ERISA health plans and protects them
from court action under state laws. As drafted, the amendment would annul the federal appellate court rulings
that health plan decisions can have medical consequences and hence should be held accountable under state tort
laws.

[T9e1}

. Shifting the requirement that plaintiffs prove that the health plan’s medical decision-making was “a” proximate
cause of the alleged death or injury, to proving it was “the” proximate cause of the alleged harm.

. Allowing unlimited economic damages in both federal and state court; limiting non-economic damages to $1.5
million; and capping all punitive damages at $1.5 million, which will be available only when the designated
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decision maker fails to comply with the independent medical reviewer's decision that the claim for benefits
should be granted.

Medical Malpractice

Reps. Bill Thomas (R-CA), Chris Cox (R-CA), and James Sensenbrenner (R-WI) offered a third amendment. It failed by a
vote of 207-221. This amendment would have reformed the medical malpractice laws for health care providers to place
time limits on lawsuits, cap damages, establish the collateral source rule and provide for several liability. Such language
has passed the House of Representatives before, but the Senate has always strongly opposed it. This amendment also
contained new language that would have protected medical device manufacturers against lawsuits for products that meet
FDA standards, regardless of performance failure.

MEDICARE PRESCRIPTION DRUG COVERAGE

©)] Congress has moved any consideration of Medicare prescription drug plans or overall Medicare reform to the back
burner as a result of the events of September 11. However, on July 12, President Bush unveiled his principles for a Medicare
prescription drug program. A supporter of S. 358, the legislation authored by Senators John Breaux (D-LA) and Bill Frist (R-
TN), “Breaux-Frist 1I,” the President also has released a proposal that would allow seniors to purchase drug cards that would
provide discounts for prescription drugs. However, on September 6, U.S. District Court Judge Paul Friedman temporarily halted
implementation of the discount card program pending a hearing on a lawsuit filed by drugstore chains.

(10) On August 1, Senate Finance Committee Republicans, including Ranking Member Senator Chuck Grassley (R-1A),
and Senators Olympia Snowe (R-ME) and Orrin Hatch (R-UT), along with Senators Breaux and Jim Jeffords (I-VT) released a
plan that closely resembles the Bush proposal and the Breaux-Frist bill. However, Senator Max Baucus (D-MT), Chairman of
the Finance Committee, criticized the plan for relying too much on private insurance companies. Other Democrats on the
Finance Committee quickly followed suit.

(11) Unfortunately, this rift in the Committee of jurisdiction on a Medicare prescription drug program occurred following
weeks of negotiation between Senators Baucus and Grassley. Given the public nature of this dispute, it may be difficult to
reestablish the previous negotiations.

MEDICARE EDUCATION AND REGULATORY FAIRNESS ACT

(12) On September 25, the House Ways and Means Subcommittee on Health held a hearing concerning H.R. 2768, The
Medicare Regulatory Reform Act. Health Subcommittee Chairwoman, Rep. Nancy Johnson (R-CT) and Ranking Member, Rep.
Pete Stark (D-CA), introduced H.R. 2768. The Academy reviewed an earlier draft of this legislation at the request of Reps. Pat
Toomey (R-PA) and Shelley Berkley (D-NV), the sponsors of H.R. 868, a broader Medicare reform bill that the Academy has
endorsed. On June 22, the Academy responded to Reps. Toomey and Berkley, saying in part that, “Our initial review indicates
that in its current form, the Ways and Means Committee draft working paper will not achieve the fairness and consistency of
program management that physicians are seeking. “ The Academy submitted a statement for the record.

Oxycontin

(13) Government Relations staff have met with Drug Enforcement Administration (DEA) officials in charge of drug
investigations to discuss concerns over public statements that only pain management specialists should have the authority to
prescribe OxyContin. The Academy plans to draft a statement for distribution in the DEA’s newsletter to agents describing the
role of family physicians in pain management. The DEA has invited the Academy to participate in an ad hoc meeting of the
DEA Practitioner Working Group in November to discuss confidentiality, direct to consumer advertising and e-signatures.

(14) The Food and Drug Administration’s Anesthetic and Life Support Drugs Advisory Committee was to meet over
September 13 and 14 to hear about issues relating to opioid use, including the diversion and abuse of OxyContin, but FDA
postponed this meeting; a new date has not been set. The Advisory Committee has invited Rich Roberts, M.D. to serve as a
guest member for that two-day meeting. Board Chair Bruce Bagley, M.D. will testify on behalf of the AAFP when FDA finally
convenes this advisory committee.

(15) Further, in August, the Academy wrote to the nation's state attorneys general to express concern about the spread of
the illicit use of OxyContin. The Academy objected to proposals that would attempt to combat the illegal use by limiting the
prescribing rights of family physicians. The letter further pointed out that such limitations would harm many patients under the
care of family physicians by making it difficult for many and impossible for some to get legitimate prescriptions to this
medication.

(16) Finally, the National Association of Attorneys General (NAAG) task force on Prescription Drug Abuse has invited the

Academy to speak at its next meeting to be held in Washington on November 16. Chaired by the Virginia Attorney General
Randolph Beales, the Task Force members include Attorneys General from California, Florida, Illinois, Kansas, Kentucky,
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Maine, Massachusetts, Mississippi, New Jersey, Ohio, Pennsylvania, Rhode Island and the Office of the Corporation Counsel
from the District of Columbia.

RURAL HEALTH

17) The House Energy and Commerce Health subcommittee is considering the “Safety Net Amendments of 2001 which
includes reauthorization of Community Health Centers, the National Health Service Corps, the telemedicine program and other
provisions. The Subcommittee has asked the Academy to support language on licensure in telemedicine that is consistent with
current AAFP policy; Dr. Bagley signed a letter of support.

MEDICARE FEE SCHEDULE

(18) Conversion Factor: Since the Sustainable Growth Rate of the Resource-Based Relative Value Scale (RBRVYS) is tied
(in part) to the Gross Domestic Product (GDP), there is a real possibility, due to the slowing economy, that the Medicare
Physician Fee Schedule (MPFS) conversion factor (CF) could decrease next year.

(19) The staff of the Government Relations division have been working with AMA and multiple medical specialties in
developing data and arguments to present to the Center for Medicare/Medicaid Services (CMS) in an attempt to persuade the
agency to reach a justifiable increase in the CF.

(20) CPT Viability: Criticism of the CPT system and AMA’s ownership has surfaced on Capitol Hill, specifically from
Senate Minority Leader Trent Lott (R-MS). AAFP has joined with multiple medical specialties and numerous state medical
societies in appealing to CMS to retain the “tried and true” CPT system.

(21) Carrier Advisory Committees / Carrier Medical Directors: CMS is giving serious consideration to eliminating Carrier
Advisory Committees (CACs) and not requiring the presence of Carrier Medical Directors (CMDs) in each state. AAFP has
signed a September 20™ joint letter from numerous national and state medical specialty organizations and state medical societies
appealing to CMS to retain CACs and CMDs.

KEY CONTACTS/SPEAK OUT

(22) In the last six months, members of the Academy have used the Speak Out feature of the website to send a total of 1,869
letters to federal and state government officials. Within the most recent 90 days, members have used the posted drafts to send
560 letters to Congressional members on issues ranging from the Patients’ Bill of Rights and funding for Title VII programs to
the Medicare Education and Regulatory Fairness Act.

NATIONAL CONFERENCE OF STATE LEGISLATURES
(23) The Academy, along with ten other physician organizations, presented a united and effective presence at the annual

meeting of NCSL held in San Antonio in August. (NCSL is the largest annual meeting of elected state officials.) With the
added assistance of Board member Jim Martin, M.D., and faculty and residents from Santa Rosa Family Practice Residency, the
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Academy played a predominant role within the 40' x 50' booth. Physicians from Santa Rosa offered free risk assessments to state
legislators and their staff for breast cancer and heart disease, and close to 300 attendees were screened. Along with encouraging the
attendees to continue to see their family physician "back home," the family physicians also asked them to work with Academy state
chapters in developing health care legislation.

(24) The organizations that participated in the Physicians Advocating for Patients booth were pleased with the amount of positive
public relations that was produced and with the information that was disseminated over the three-day meeting. As one of the top ten
largest booths, the "super booth" was allowed to pick a choice spot in the Denver convention hall for the 2002 meeting. Funds have
already been budgeted to repeat this successful activity next year.

STATE LEGISLATIVE CONFERENCE

(25) The Foundation has obtained funding for the State Legislative Conference to be held in Albuquerque, NM, November 16-17.
The state conference task force (a volunteer group from the Commission) has secured speakers to discuss topics ranging from family
physicians’ preparedness during times of national emergency to access to care in an era of state budget tightening.

The following report of the Commission on Membership and Member Services was referred to the
Reference Committee on Organization and Finance.

COMMISSION ON MEMBERSHIP AND MEMBER SERVICES

Functions of the commission shall be: (1) To consider applications for membership and continuation of
membership and to investigate the qualifications of the applicants. (2) To recommend to the Board of Directors
changes in the qualifications for membership. (3) To cooperate with constituent chapters in the recording and
enforcement of postgraduate training requirements for continued membership in the Academy. (4) To encourage
the enrollment and retention of all qualified physicians in the Academy and to encourage medical graduates to
enter the field of family practice. (5) To initiate and coordinate membership services made available through the
Academy. (6) To administer special programs such as the AAFP Degree of Fellow and the Mead Johnson
Awards for Graduate Education.

(1) Since last reporting to the Congress of Delegates, the Commission on Membership and Member Services has held two
meetings: January 19-20, 2001, in San Diego, California and June 8-9, 2001 in Kansas City, Missouri.

(2) The commission deeply regrets the loss of the originally appointed chair, David G. Hall, FAAFP. Due to Dr. Hall’s
untimely death in March 2001, a new chair, C. Timothy Lambert, FAAFP was appointed to serve the duration of the term.

MEMBERSHIP MARKETING AND DEVELOPMENT EFFORTS
Membership Master Plan for Satisfaction and Retention (MMP)

(3) The vision of the Membership Master Plan for Satisfaction and Retention is to create an organization-wide culture which
supports the overriding vision that a member will move seamlessly throughout their Academy membership--from medical school
through retirement, through life/career cycles--always experiencing the value of having a home within the AAFP. This plan was
presented to the 1999 Congress of Delegates for its review.

(4) The plan, developed in conjunction with members and staff, focuses on a “seamless membership philosophy” which includes
five main goals:

o Initiating, developing, and revising member services

o Streamlining membership-related systems and processes

¢ Development of methods to reduce member attrition

¢ Reinforcing the value of Academy membership

¢ Maintaining and reinforcing an organization-wide commitment to customer service

(5) The commission reviewed the current status of each of the 26 objectives in the MMP. This working document contains a

timeline of current and future action steps for each objective. The commission provided suggestions for additional action steps and
continues to work with the AAFP Membership Division to carry out the plan’s objectives.

2001 Transactions 192



Membership Statistics
(6) The Commission was presented with a Membership Division Quarterly Report which contained statistical information about
membership, retention, recruitment and member services. The commission, as it does at each meeting, reviews and evaluates these

statistics and monitors membership trends.

(7) The following statistics are based on the “official” benchmark dates — April 30™ for student and resident members, and
December 31* for all other membership categories. These dates are used when citing “official” AAFP membership totals.

Membership as of benchmark date of December 31, 2000

Active members 52,506
Supporting (fp) members 195
Supporting (non-fp) members 210
International members 1,022
Inactive members 856
Life members 6,359

61,148

Membership as of benchmark date of April 30, 2001

Resident members 10,768
Student members 22,153
32,921

Membership retention rate as of December 31, 2000
Active members 94.6%

Active member retention rates broken down by member characteristics

Male members 94.7%
Female members 94.6%
Under 46 years of age 95.4%
Over 46 years of age 93.6%

Active Membership Recruitment and Retention
Chapter Assistance Marketing Program

(8) The commission reviewed a report on the status of the Chapter Assistance Marketing Program. The Chapter Assistance
Marketing Program was developed by the Membership Division and approved by the commission in an effort to provide support to
chapters in their recruitment and retention efforts as part of the Membership Master Plan. The report highlighted activities that have
taken place such as idea sharing teleconferences with national and chapters; sharing of market share information and marketing
efforts; development of a Chapter Marketing Newsletter; and joint recruitment communication pieces.

Resident to Active Membership Upgrade

(9) The 1999 Congress of Delegates approved a Bylaws change allowing resident members, upon completion of their residency
program, to automatically become Active members. As a requirement of Active membership, these members must notify the
Academy of their license number and permanent address information.

(10) Staff reported that a total of 3,587 resident members were automatically upgraded to Active membership in 2000. As of April
30, 2001, 98.97 percent have submitted their licensure and address information. The response rate from those Active members
automatically upgraded in 1999 was 92.5 percent.

(11) Staff attributes the high response rate to several activities that took place during the past year. They include several mailings to
these members; working with residency program directors and constituent chapters; and personal phone calls made by staff.

Active Member Retention

(12) Since the Commission on Membership and Member Services approved the Membership Master Plan with a theme of “once a
member, always a member,” a goal has been set to increase Active member retention to 97 percent. As of December 31, 2000, the
Active member retention rate was 94.6 percent.

(13) To reach this goal, a Retention Communications Plan was developed to promote the value of Academy membership. Two key
features of the plan included an Academy activities piece and a “new” Active member resource guide. The Academy activity piece
highlighted the Academy’s efforts during the past year and was sent to all Active members. This piece noted the Academy’s focus
on promoting the specialty, defending patients’ rights, fighting for family physicians’ issues, promoting family medicine based
research, and showcasing new on-line member services such as the drug database and continuing medical education. The Active
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member resource guide will be sent to “new” Active members and highlights Academy products and services and how to obtain
them. As part of the retention plans, the commission and the AAFP membership division initiated the 1:1 member contact program.
The focus of these calls is to determine member’s needs and satisfaction with their Academy membership.

New-to-Practice Physician Retention

(14) As part of the Membership Master Plan’s “Seamless Philosophy,” the 1999 Congress of Delegates approved a reduction of
dues for new-to-practice physicians (NTP) to assist them in retaining their membership during their first three years of practice. This
was eftective for 2001 membership dues, the first year of Active dues payable by those who completed residency training in 2000.

(15) Staff reported to the commission that in order to educate these new-to-practice physicians regarding the graduated dues
structure, a “Smooth Move” postcard was sent to them which informed them they would receive $215 off their first year of dues,
$140 off their second, and $90 off their third.

(16) Staff also submitted for review the New-to-Practice Outreach Program for 2000/2001. The plan outlined the activities that took
place during the past year in an effort to improve new-to-practice member retention. Activities included: conducting focus groups
and mailing surveys to determine how and what to communicate to these members; a one-year anniversary card sent to new-to-
practice physicians completing their first year in practice; and a promotional brochure highlighting the activities of the Academy
during 2000.

Resident Membership Recruitment

(17) As of April 30, 2001, resident membership reached 10,768 which represented 98 percent of all ACGME residents. The
Academy strives to reach 100 percent resident membership in ACGME programs. The Commission on Membership and Member
Services presented awards to thirty-one chapters and 381 residency programs each achieving 100 percent resident membership.

(18) Recruitment efforts included sending orientation packets to residency program directors. Packets contained membership
applications, membership brochures, a FAQ sheet for program directors, an AAFP catalog and Assembly brochure and registration
information. Academy membership staff works throughout the year with residency program coordinators to encourage their
residents to join the Academy.

Resident Membership Reinforcement Efforts

(19) In May, a special mailing was sent to third year residents just to remind them that the AAFP is here to support them during this
challenging time in their career. A second communication piece was sent to residents that highlighted specific programs and
products available to resident members. Other activities included a mailing to third year residents highlighting the Academy’s
activities to support members during the past year.

“Target” Residency Programs

(20) Each year ACGME residency programs with the lowest AAFP resident membership are identified as “target” programs.
These “target” programs receive additional mailings along with follow-up phone calls from staff. Commission members personally
called the residency program directors at the “target” programs requesting their assistance in getting 100 percent of their residents
enrolled as Academy members. There were 20 programs identified in 2000/2001 as “target” programs. They began the year with an
average of 71.8 percent resident membership. At the end of the year they had 79.8 percent resident membership, an average increase
of 8.0 percentage points.

Efforts to Enroll Non-Member Residency Program Directors

(21) The commission has been working diligently to contact the 16 residency program directors that were not members of the
AAFP. Eleven residency directors have been contacted, resulting in three re-instating their membership and three indicating they
would rejoin.

Student Membership Recruitment

(22) One hundred and thirty students were recruited as the Student Liaison at their school for the 2000-2001 academic year making
another successful year for the program. As an incentive for these Student Liaisons, prizes are awarded for their membership
recruitment efforts.

(23) Student recruitment efforts also included two new posters promoting AAFP membership benefits; a special mailing promoting
the American Family Physician journal; a postcard mailing to non-member medical students; and exhibiting at the American Medical

Student Association meeting.

(24) On September 17, 2000, the student membership application went on-line allowing students to join the AAFP directly through
the Academy web site. Since being on-line, 578 applications have been received through the web site.
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(25) As of April 30, 2001, student membership reached an all time high of 22,153. This compares to the following April 30th totals
from the past few years:

2000 21,010
1999 21,800
1998 21,307
1997 20,931
1996 21,029
1995 21,216

International Membership Recruitment and Retention

(26) Staff reported to the commission that, as of the benchmark date of December 31, 2000, International membership reached
1,022.

(27) International recruitment and retention plans for 2001/2002 fiscal year include retention activities via e-mail as well as
exhibiting again at the College of Family Physicians of Canada’s annual meeting in Canada, which will be held in October 2001.
There was also a membership exhibit at the 16™ annual World Conference of Family Doctors in Durban, South Aftrica.

Chapter Recruitment and Retention Awards

(28) In 1989, the Commission on Membership and Member Services approved changes to the method by which the AAFP’s annual
membership awards were granted. This change was made for a more equitable distribution of the awards to chapters of varying sizes
and to award chapters for their combined recruitment and retention activities. For the awards, chapters were broken down by size —
small (under 400 active members), medium (401-700 active members) and large (more than 700 active members).

(29) Due to a substantial increase in membership numbers, the commission reviewed the chapter breakdown established in 1989.
After discussion, the commission revised the chapter breakdown for continued fairness. The amended chapter breakdown is as
follows: small (under 400 active members), medium (401 to 1,000 active members) and large (over 1,000 active members).

(30) The commission presented the membership awards at the 2001 Annual Leadership Forum. The list of award winning chapters
who were recognized at the 2001 Annual Leadership Forum is noted in Appendix A. The commission applauds the efforts of the
winning chapters and continues to encourage other chapters to develop means of increasing membership in all categories.

(31) This year, the commission granted the following awards for:

Active - highest percentage increase in active membership.

Resident - highest percentage of residents who are members.

Student - highest percentage increase in student membership and for highest percentage of student members.
Retention - highest active membership retention rates.

1:1 Communication
Direct Dialogue Campaign

(32) Staff reported to the commission that the AAFP President initiated the Direct Dialogue Campaign in an effort to reach
members on a personal basis to see how their life as a family physician is going; to provide encouragement; and to gather information
on their satisfaction with their AAFP membership. He plans to contact a member a day throughout his presidency. The Commission
applauded his efforts.

1:1 Member Contact

(33) Staff reported to the commission that as part of the Membership Division’s retention plans, a 1:1 Member Contact Program has
been developed and is being implemented. As part of the program, randomly selected members are contacted to get a pulse on how
they feel about the Academy’s offerings, services and advocacy efforts as well as their needs and expectations of Academy
membership. Additionally, members who are in jeopardy of being removed from the membership roles are being contacted by phone
in order to assist them in retaining their membership.

(34) In support of the 1:1 Member Contact Program, the commission volunteered to participate in the program and personally
contact members to gain insight on member satisfaction.

Budget Reduction and Prioritization
(35) The commission met with the AAFP Executive Vice President to discuss the Board’s request that commissions and committees
prioritize all products, programs and projects within their jurisdiction. The information, which is part of the budget reduction

exercise, will assist the Academy in objectively assessing relative program value.
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(36) The commission provided the AAFP Executive Vice President with a list of products, programs and projects within its purview
in order of importance following its June 2001 meeting.

Long-Term Members

(37) The commission continues to show appreciation for long-term members; 50-year plaques are sent to all AAFP members
reaching that milestone. Members who reach their 10 through 45 year membership anniversaries (on five-year increments) are sent
letters of appreciation along with a certificate and press release which can be sent to their local newspaper. Additionally, ribbons are
available to long-term members at the annual assembly.

(38) Constituent chapters are encouraged to recognize long-term members. In January, they are sent a list of their members who
will be celebrating membership anniversaries. Chapters are offered pins and ribbons to give to these members who would be
attending their chapter meetings.

(39) During 2000, 7,871 members reached these milestone anniversaries with 148 members celebrating 50 years of membership in
the Academy.

Catalog of Member Services

(40) The tenth edition of the Academy's comprehensive catalog of education, services and products for the family physician will be
published in the fall of 2001 and sent to Active and Resident members of the Academy and distributed at national and chapter
meetings. The current issue of the catalog highlights new products and services, products and services only available through the
Academy Web site and best sellers (anything requested by 1,000 members or more). In addition, a section features products and
services from chapters that are available nationwide, and a list of chapter CME meetings. The catalog also is on the AAFP Web site
and allows customers to order items on line.

FELLOWSHIP
AAFP Degree of Fellow

(41) At the Annual Scientific Assembly in 2000, 240 AAFP Fellows participated in the Fellowship Convocation Ceremony. As of
March 31, 2001, 218 Fellows have already indicated their intention to participate in the 2001 Convocation in Atlanta, Georgia.

(42) Upon the commission’s recommendations from last year, promotional pieces were sent to members promoting the value of the
Degree of Fellow. These marketing efforts have focused on the benefits of members becoming a Fellow by distinguishing
themselves among their colleagues and in their communities by virtue of their service to family medicine. Members are awarded the
Degree of Fellow by earning points that demonstrate: service to family medicine, advancement of healthcare to the American
people, and professional development through medical education and research. These points are earned specifically for academic
training and CME, publishing and research activities, volunteer teaching, public service, and service to the specialty.

(43) The commission discussed and made several recommendations for enhancing the value of Fellowship and improving the
Convocation ceremony experience. They again requested that FAAFP appear on those member’s badges that have earned the
Degree of Fellow.

(44) In an effort to gather more data and determine what type of enhancements to the convocation ceremony and Fellowship
program that members would appreciate, focus groups will be held at the Assembly in Atlanta. A survey will be conducted of new
Fellows regarding their convocation experience. In addition, staff will review the convocation ceremony and all comments received
from surveys, focus groups, commission members, fellows, and officers.

MEMBERSHIP SERVICES
AAFP Placement Services
(45) The Clinical and Faculty Placement Services have been on-line for over one year now at www.aafp.org/placement. Both

services are doing very well and continue to grow through advertisements in journals, exhibiting at conferences, direct mailings to
members, and phone campaigns to encourage organizations to place positions on our web page.

Clinical Placement
(46) Since June 2000, over 1,200 physicians have enrolled as participants in Clinical Placement Services. Response from
participating members and non-members has been overwhelmingly positive. There have been 172 positions/opportunities listed by

physicians and organizations generating $61,650 in revenue since June 2000.

Faculty Placement
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(47) Since Faculty Placement Services started on March 2000, there have been 425 participants who enrolled in the service. In
addition, there have been 30 positions/opportunities listed by physicians and universities generating over $6,700 in revenue.

Affinity Programs
MBNA Credit Card

(48) The MBNA credit card is the official credit card of the AAFP which is made available to both members and staff.
Participation in this program continues to grow. The average quarterly royalty submitted to the AAFP continues to exceed $40,000.

Merchant Processing Program

(49) This program is a service to members, which provides their offices a discounted rate on credit card processing fees.
Participation in this program has remained steady over the last several years. The average yearly royalty submitted to the AAFP
continues to exceed $3,500.

MEMBERSHIP ADMINISTRATION
Administration of Dues Waiver Requests

(50) During the last year, the commission approved 357 requests for a waiver of dues for the 2000 and 2001 dues years. Of those
approved, 308 full waivers were approved for physicians performing charitable/missionary work. Reduced dues were approved for
49 physicians requesting assistance due to circumstances of financial hardship.

Local/Component Chapter Dues

(51) The AAFP Bylaws indicate that constituent chapters may charter local/component chapters. As payment of local chapter dues
is mandatory for continued membership in some of the local chapters, the commission was asked to address the issue of members
being dropped for not paying local dues, even though national and chapter dues may have been paid in full. The commission
determined that headquarters staff should advise chapter staft of such members, allowing chapter staff to make the final decision as to
whether a member should be dropped if all other dues have been paid. Staff will monitor the number of members being dropped for
non-payment of local dues.

Dues Enclosure Policy

(52) The policy for enclosures in member dues mailings was refined to note that all dues enclosures/inserts are subject to the
approval of the director of the Membership Division of the AAFP.

Additionally, the policy was clarified to note that copy content should pertain to dues related issues: (1) explanation of dues increase
or assessment, or (2) solicitations for chapter foundations.

Relocation Process

(53) In an effort to improve the seamless membership process, the commission discussed the relocation process, whereby a
physician moving/relocating from one chapter to another must generally complete a Relocation Application for Continuing
Membership to enable transfer to the new chapter. To ensure that members are not dropped for failure to respond to requests for
completed paperwork, the relocation form was simplified and also will be made available on line at the AAFP website. In addition,
the accompanying cover letter was amended to offer more useful information concerning the process. The feedback from the
commission will continue to be used for further refinement of the process.

CME Requirements and Reporting

(54) Resolution No. 211 from the 2000 Congress of Delegates was referred by the Board of Directors to the commission for
deliberation and consideration. The resolved portions recommend the Bylaws be amended to (a) delete the 150 hours CME entry
requirement for new members (those who have never been an active member before) in order to encourage family physicians to
belong to their specialty organization and to (b) change the 150 hours CME requirements for former members deleted from the roster
of members and who are now re-applying for membership. The commission felt that changing the requirements for new members
goes against the very premise upon which the Academy was founded and could lower the standard and integrity of the Academy.
Additionally, they felt the changes for previous members to require 50 hours of CME in the 12 months preceding application rather
than 150 hours in the three years preceding application could encourage individuals to enter into and out of membership to avoid
accumulating the 150 hours per 3 years for continued membership. Rather than make Bylaws changes, the commission suggested
that mechanisms be identified to help streamline the process. The Board approved the commission’s recommendation that no
changes to the Bylaws be proposed on this issue.

(55) On August 15, 2000, 328 (2.19%) members were dropped who had re-election due dates for the three-year period ending 1999.
As of June 11, 2001, 853 members with a 2000 re-election date had not yet met re-election requirements. This is 5.1 percent of the
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members (16,589) due for re-election. On June 19, 2000, 738 members with a 1999 re-election date had not yet met re-election
requirements. This was 5 percent of the total members (14,944) due for re-election. Efforts to retain members have been very
successful in the past and included faxes, e-mails, a certified letter, staff telephone calls to members and personal assistance from
Continuing Medical Education Records (CMER) staff. Beginning in late 2000, AAFP-sponsored programs also are offered reporting
cards specific to their meeting to distribute to attendees to assist in timely reporting of hours.

(56) Members who are dropped from the membership rolls due to their not meeting CME requirements for membership are sent an
exit interview. Individualized follow-up is then completed for each dropped member based on the responses they provide.

(57) Significant improvements have been made in the AAFP CME On-line section of the web. Several positive comments are
received from members weekly regarding these improvements. As a result the CMER Department receives more than 11,000 e-

mails each month from members reporting their CME; more than 25 percent of these do not need to be re-keyed, but instead
downloaded automatically into the member's record.

MEMBERSHIP RECOGNITION
Honorary Membership

(58) The Board gave approval to the commission’s recommendation that Marian R. Stuart, Ph.D., be elected to Honorary
membership in the Academy. More detailed information can be found in a special Board Report.

MEAD JOHNSON AWARDS FOR GRADUATE MEDICAL EDUCATION
(59) The Mead Johnson Awards for Graduate Medical Education were funded again this year by Bristol-Myers Squibb Company.
Continued funding commitments for this program will be reviewed in the upcoming year. The commission, excluding student and

resident representatives, nominated and selected the following 20 residents for the 2001 awards:

2001 Mead Johnson Award Winners

Michael Adams Sonia Garcia-Laumbach
Adam Bennett Kevin Johnston

Bernard Birnbaum Jennifer Lochner

Susanna Chou Jane Peterson-Kattenbraker
Donna Cohen Jessica Pinzon-Tucker
Teresa Cuadra Andrea Silvers

Louis DiBernardo Yolanda Suarez

Anne Dunlop Luis Vega

Dannie Etienne Paul White

Matthew Gammons Jonathan Zonca

Winners will receive a $2000 grant for their third year of training and will attend the AAFP Annual Scientific Assembly where a
breakfast will be held in their honor.

Respectfully submitted

C. Timothy Lambert, Chair

Marc S. Berger

Pamela Kushner

Timothy Linder

Theresa M. Maresca

Karen B. Mitchell

Christine Stabler

Michelle Whitehurst-Cook

Steven L. Wright

Samuel Nick Shaw, Resident Representative**
Mr. Joel Wallace, Student Representative

Ms. Cathy Dyer, Chapter Executive

Richard Wherry, Board Liaison

Ms. Colleen Lawler, Staff Executive

Ms. Christine Snead, Assistant Staff Executive

**No longer qualified as a member of the AAFP as of March, 2001.

APPENDIX A, Membership and Member Services
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Membership Awards
Active & Student
As of December 31, 2000

2000 Highest Percentage of Increase in Active Category

<400 Active Members 401-1000 Active Members ~ >1000 Active Members
18t place New Hampshire Louisiana Iowa
2nd place Alaska Arizona Uniformed Services

2000 Highest Rate of Membership Retention in Active Category

<400 Active Members 401-1000 Active Members ~ >1000 Active Members
18t place Hawaii Mississippi Iowa
ond place Montana Louisiana Minnesota

2000 Highest Percentage of Increase in Student Category

<400 Active Members 401-1000 Active Members ~ >1000 Active Members
18t place Idaho Kentucky Tennessee
ond place District of Columbia Louisiana Virginia
(tie) Rhode Island

2000 Highest Percentage of Membership in Student Category

18t Place North Dakota (98.7%)
Over 70% Mississippi, New Mexico, South Dakota

RESIDENT MEMBERSHIP AWARDS
Residents as of March 1, 2001

Chapters Attaining 100% Resident Membership

Alaska Idaho Montana South Dakota
Arizona Indiana Nevada Tennessee
Arkansas Towa New Hampshire Vermont
Colorado Kansas North Dakota Washington
Connecticut Kentucky Oklahoma West Virginia
Florida Maine Oregon Wisconsin
Georgia Massachusetts Puerto Rico Wyoming
Hawaii Missouri Rhode Island
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The following report of the Commission on Public Health was referred to the Reference Committee on
Public Health and Science.

COMMISSION ON PUBLIC HEALTH

The Commission on Public Health promotes and facilitates the Academy's leadership role in improving the
health of the American people, with particular attention to health promotion, disease prevention, and
patient/public education. The commission focuses its efforts on the major health problems of the nation and
takes an approach intended to integrate individual, family and community care. The commission represents the
Academy in its interaction with voluntary health, government and medical professional organizations concerned
with public health.

(1) The Commission on Public Health has held two meetings since its report to the 2000 Congress of Delegates: January 20-23,
2001, in San Diego, California and June 21-24, 2001, in Kansas City, Missouri. The Commission on Public Health has a disparate
assignment of issues. In order to manage these issues, the commission developed two matrices providing an overview of existing
materials, programs, services, products, policies and external organizational relationships. This has provided a framework for the
commission to use in prioritizing issues and activities and is reviewed at each meeting. The topics used in this report follow the
matrices from highest to lowest priority.

MATRIX LIST A
VIOLENCE ISSUES

(2) Violence remains the public health issue of highest priority. The primary focus is on prevention of violence and the secondary
focus is on recognition and treatment in the clinical setting. The commission has appointed a violence prevention work group and
asked that it consider what needs to be done, what is already being done then recommend a long term strategy on violence
prevention, recognition and treatment to the full commission. The work group has met at each of the two meetings this year and is
responding to their charge.

(3) A commission member continues as a liaison representative to the AMA National Advisory Council on Family Violence. This
member also serves on the Steering Committee of that council. The council is considering a reorganization to better respond to the
issues of family violence.

(4) A commission recommended, and the Board approved, supporting the National Violent Death Reporting System (NVDRS) by
participating in the HELP (Handgun Epidemic Lowering Plan) Network’s “Just the Facts” Campaign.

Recommendation

(5)  The commission recommended, and the Board approved, revision of the current Academy policy on “Television, Ethics” to
read as follows:

Language that is to be deleted is indicated by strikeeut.
New language is noted with font change

Television, Ethics

The American Academy of Family Physicians supports effortsto-enconrage-heatthierlifestytes—in television programming
that encourages healthier lifestyles, pronioles positive social behavior, portrays social amd political issues, and avoids
modeling the use of tobacco, alcohol and other alised drugs. (1989) (1995)

(6) The commission continues its media literacy (formerly, media violence) efforts. A workshop was presented as part of Family
CME at the 2000 Scientific Assembly. The commission has begun developing a curriculum for media literacy that is similar to the
Tar Wars curriculum. It is anticipated this curriculum will be made available on the AAFP website.

(7) In response to referral from the 1999 Congress of Delegates, Resolution No. 401, “Media Violence,” the commission affirmed
the importance of the media literacy workshops. The workshops, directed at educating physician, parents and children regarding
violence in the media, will be continued and the curriculum made available to others who may also present it in the community.

(8) In response to a referral from the 2000 Congress of Delegates, Resolution No. 410 “Violent Video Games,” the commission
recommended and the Board approved for the second resolved, that a letter be sent to the Entertainment Software Rating Board
(ESRB) to request all manufacturers of movies and video games to increase the ESRB label size on ratings and to request retailers
enforce the voluntary rating system prohibiting minors from accessing all modalities. In response to the first resolved, the
commission will continue to increase focus on violent video games as part of the commission’s media violence curriculum and
workshop.
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SUBSTANCE ABUSE

(9) Tobacco use prevention and cessation along with other areas of substance abuse is the second highest priority of the
commission.

(10) A member on behalf of the commission attended the American College of Chest Physicians, Task Force on the Health of
Women and Girls to be held on October 21, 2000.

(11) The commission recommended, and the Board approved, endorsement of Physician Leadership on National Drug Policy
consensus statement developed by a group sponsored by the Center for Alcohol and Addiction Studies at Brown University. This

document places greater emphasis on the medical and public health approaches supported by evidence-based studies.

(12) The commission recommended, and the Board approved, that the AAFP President represent the AAFP at the National Institute
on Drug Abuse press conference which was on April 10, 2001 in Washington, DC.

(13) A commission member attended the American Society of Addiction Medicine Annual Conference and met with ASAM
representatives including their family physician committee. The commission is considering recommending an official liaison

relationship with ASAM to the Board.

(14) On behalf of the commission, the board liaison to the commission, represented the Academy in a press conference announcing
a public health initiative on prescription drug misuse and abuse.

(15) The commission recommended, and the Board reaffirmed, the current AAFP policy on “Marijuana.”
Recommendation

(16) The commission recommended, and the Board approved, revision of the current Academy policy on “Tobacco & Smoking,
Passive Smoking” to read as follows:

Language that is to be deleted is indicated by strikeeut.
New language is noted with font change

Tobacco & Smoking, Passive Smoking

The American Academy of Family Physicians strongly supports the prohibition of the use of tobacco products on all forms
of public transportation and encourages efforts dedicated to enforcing such a ban. (1990) (1995)

Many of the same cancers and illnesses experienced as a result of smoking are caused and/or exacerbated as a result of
ﬂﬂSSIVE Sﬂlﬂklﬂﬂa@e@s—ufe—te—p#edue&s—ef [EIIFIMIIIIMIIHI tobacco SMIOKE). and-nicotine-combustion—The-Environmenteal

’ : ; bt ANy, hundreds of 0ousands of Americans
dte—amma-lly Sllffﬂllllllﬂ.%‘ﬂs 3Ilﬂ Illﬂlly ﬂlﬂ flﬂlllef—eemee%aﬁaiefhe# dzveases resultmg ﬁom ﬂﬂSSIFﬁ exposure to czgarette
smoke H & o e o

fhmat—dlz%mess—aﬁd—&ass—efappefﬁe— Passzve smokmg may be of pamcular concern in chzldren where hzgher znczdence of

bronchitis, pneumonia and other respiratory diseases and Sudden Infant Death Syndrome are seen.

The American Academy of Family Physicians considers exposure to HASSIVE SIMOKING products-of-tobacco-and ricotine
eombustion a significant health hazard. For this reason, the AAFP:

1. urges members to address the issue of the hazards of passive smoking with their patients especiathpearents—and

2. urges federal, state and local governments to enact laws mandatmg the provzszon of smoke free envzronments in all
enclosed and semi-enclosed public places—irpub
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3. supports-a-ban-on-smoking-on-allairline flichts- UIYES continued prohibition of simoking on all airline flights.

4 urges federal, state and local governments and/or their agencies to require employers to provide smoke-free work

and break time environments for their employees.

2. urges federal, state and local governments to offer incentives to public and private employers who offer smoking

cessation programs for their employees.

& urges all public and private employers to develop smoking cessation programs for their tobacco using employees
and to provide employee incentives for participation in these programs.

A urges all public and private employers to provide smoke-free work and break time environments for their
employees in the absence of laws mandating such a provision.

8. urges public and private funded insurance programs to reimburse for smoking cessation services.
%. strongly urges enforcement of existing non-smoking laws, codes and restrictions. (1991) (1995)
Recommendation:

(17) The commission recommended, and the Board approved, revision of the current Academy policy on “Tobacco & Smoking,
Coverage and Reimbursement for Treatment of Use” to read as follows:

Language that is to be deleted is indicated by strikeeut.
New language is noted with font change

Tobacco & Smoking, Coverage and Reimbursement for Treatment of Use

The American Academy of Family Physicians supports aitll 20VOCAleS for health plan coverage and appropriate
reimbursement for physician services related to the treatment of tobacco use, including behavioral modification treatments

and evidence-based approaches for FDA-approved pharmacotherapy. (2000)

Recommendation:

(18) The commission recommended, and the Board approved, revision of the current Academy policy on “Tobacco & Smoking,

Association with Tobacco Companies” to read as follows:
(Language that is to be deleted is indicated by strikeeut.
New language is noted with impactfont.)

Tobacco & Smoking, Association With Tobacco Companies

The American Academy of Family Physicians as an anti-smoking, anti-tobacco organization, has no direct association
with organizations involved in the manufacture of tobacco products aid UIGes its members to avoid such association

(1990) (1995)

Recommendation:

(19) The commission recommended, and the Board approved, revision of the current Academy policy on “Tobacco & Smoking,

Community Education” to read as follows:

(Language that is to be deleted is indicated by strikeeut.
New language is noted with impactfont.)

Tobacco & Smoking, Community Education

The Academy supports school health tobacco and smoking prevention programs such as TAR WARS that teach-chitdren

and-adolescents—to-identifi-social-influences—to WISCOUIAYE tobacco use, counter tobacco advertising and teach skills to

resist those influences. The Academy recommends anti-tobacco education for all elementary and secondary students

2001 Transactions 202



The Academy urges it members to become involved in their communitylBS and SCHOOIS become—involved in teaching
tobacco and smoking prevention and cessation programs within their community. (1995)

(20) In response to a referral from the 2000 National Conference of Special Constituencies, Resolution No. 79, “Smokeless
Tobacco,” the commission will continue to include issues reflected in this resolution in their tobacco use prevention efforts.

(21) In response to a referral from the 2000 NCFPR, Resolution No. 5, “Smoking Cessation,” the commission recommended, and
the Board approved, revision of the current policy to reflect the second resolved of this resolution. The first resolved of this
resolution is already addressed in existing policy.

(22) In response to a referral from the 2000 NCSM, Resolution No. 6, “Smoking Cessation,” the commission recommended, and the
Board postponed discussion until their next meeting, a request that the AAFP support 28 focus areas developed by Healthy People
2010. One of the Leading Health Indicators in Healthy 2010 is “Tobacco Use.”

Tar Wars

(23) The commission recommended, and the Board approved, the use of the Tar Wars logo as counter advertising on a racecar/stock
car (which is driven in NASCAR sanctioned events) owned by John Baumgartner and on materials related to the racing of this
vehicle. The vehicle and driver will be on the exhibit floor at the 2001 Assembly.

(24) The commission recommended, and the Board approved, submission of a grant proposal to the American Legacy Foundation.
If awarded, the grant will be used to expand the Tar Wars program with a new initiative entitled AAFP Tobacco Prevention and
Cessation (TPC) Project.

(25) The 2001 Tar Wars National Poster Contest was held on July 15-19 in Washington, DC. A national winner was selected.
Honorable mentions and special recognition were given to all state winners. State winners from 38 states attended and 51 state and
international winners submitted posters. In addition, 20 Star Award recipients, 11 of whom were family physicians were recognized
for their contributions to tobacco-free health education.

(26) As part of their continuing collaborative effort, the 2000 Tar Wars National Poster Contest winner was recognized at the 2001
Center for Tobacco Free Kids (CTFK) Youth Advocate of the Year Awards ceremony. The CTFK Youth Advocates also
participated in the 2001 Tar Wars National Poster Contest.

(27) The Tar Wars Web site was updated and given a new, youthful look in September 2001. More importantly, the web site added
important program materials for print and download such as the curriculum, coordinator tool kit, tobacco action resources, poster
contest information and evaluation efforts.

(28) The 2001 Coordinator Training Conference was held in conjunction with the National Poster Contest. Twenty-seven
coordinators attended a day and a half training session. This year’s conference included an emphasis on funding and grant writing
workshops.

(29) Evaluation continues as a priority of the Tar Wars program and evaluation projects (multiple state efforts) are continuing as
well as the Academy’s data collection process. The first published article on evaluation of Tar Wars was published in the October
2000 issue of the Journal of School Nursing.

(30) In response to a referral from the 2000 NCSM, Resolution No. 1, “Family Medicine Interest Groups (FMIG) Network Charge
for Enhanced Communications with Tar Wars,” the commission recognized the opportunity inherent in this and will continue to
facilitate better communication between FMIG and Tar Wars.

Anti-tobacco Advocacy

(31) Working with the RWJ Foundation and the CTFK’s, the AAFP held a hearing on the Framework Convention on Tobacco
Controll.

(32) The Center for Tobacco Free Kids (CTFK), working with their Executive Committee representatives, developed a coalition of
48 organizations to represent the public health community. Now in its third year, this coalition, ENACT (Effective National Action
to Control Tobacco), is dedicated to passing comprehensive, sustainable, effective and well-funded national tobacco control
legislation. The AAFP participates in ENACT, supporting their efforts based on the set of core principles previously approved by the
AAFP Board of Directors. This year the focus has been on assuring that public health efforts are supported by state settlement funds.
It is gradually moving back to federal legislation as several bills have been introduced.

AAFP Stop Smoking Kit
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(33) Smoking cessation continues to be a major focus for the commission in response to the AAFP goal of a smoke-free society.
About 4,300 AAFP Stop Smoking Kits have been sold/distributed since this comprehensive office-based program became available
in 1987. Promotion and sale of the kit to members and other health care professionals have strengthened the leadership of the AAFP
in the field of smoking cessation.

(34) The commission is planning to produce a new version of the Stop Smoking Kit, which will include information from the new
Public Health Service Clinical Practice Guideline on treating tobacco use and dependence. The AAFP Patient Stop Smoking Guide,
updated in 1997 after publication of the original clinical practice guideline, continues to be the most popular item in the kit. The Stop
Smoking Kit project is supported by a grant from SmithKline Beecham Consumer Healthcare.

FITNESS
Nutrition

(35) The commission has consistently maintained a focus on nutrition. During the past year, issues related to obesity and exercise
were considered, and it was agreed the focus should be shifted to physical activity with nutrition, obesity and exercise as components.

(36) The commission staff participates in the AAFP Foundation’s Resource Committee for Nutrition Education consisting of
corporate nutrition representatives, special interest representatives and health professionals.

(37) The commission recommended, and the Board approved, a donation in the amount of one hundred dollars to the Dietetic
Association Foundation to honor Jane V. White, Ph.D., RD, LDN, FADA, President of the American Dietetic Association.

(38) The commission recommended, and the Board approved, partnering with the International Food Information Council (IFIC)
Foundation in ACTIVATE: A Childhood Obesity Prevention Initiative.

(39) In response to a referral from the 2000 NCFPR, Resolution No. 6, “Childhood Nutrition Education,” the commission accepted
this resolution for information as issues relating to this topic are already being addressed.

(40) In response to a referral from the 2000 NCSM, Resolution No. 32, “Childhood Nutrition Education,” for the second resolved,
the commission requested that the Conference on Patient Education Steering Committee seek presentations that target nutrition,

exercise and inform participants regarding this issue. The commission accepted the first resolved for information.

(41) The commission released the updated edition of the “Physician’s Guide to Outpatient Nutrition.” The guide includes very
current information including the recently released information on cholesterol.

Obesity

(42) The commission recommended, and the Board approved, sending a commission member to attend the Centers for Disease
Control meeting on obesity treatment in benefit plans. The commission believes this is an important aspect of obesity reduction in
the United States.

Sports Medicine

(43) After consideration of the relationship between sports medicine and public health, the commission agreed that sports medicine
was an important aspect of population-based care and addressed many of the issues already designated as high priority by the
commission. During the past year, a series of activities have been initiated to use this topic area to increase Academy visibility and
opportunities.

(44) The commission recommended, and the Board approved, a monograph developed by the National Athletic Trainers’
Association entitled Prehospitalization Care of the Spine-Injured Athlete: A Document from the Inter-Association Task Force for

Appropriate Care of the Spine-Injured Athlete.

(45) The commission recommended, and the Board approved, a consensus statement entitled 7he Team Physician and Conditioning
of Athletes for Sports developed in collaboration with organizations involved in sports medicine.

Recommendation:

(46) The commission recommended, and the Board approved, revision of the current Academy policy on “Sports Medicine,
Definition, Athletic Trainers for High School Athletes” to read as follows:

(Language that is to be deleted is indicated by strikeeut.
New language is noted with Impactfont.)

Sports Medicine, Definition, Athletic Trainers for High School Athletes
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The AAFP encourages theat HIgl schools 10 HAVE, WREIEVEr POSSIBIE, heve a National Athletic Trainers Association (NATA)
- certified or additionatly registered/licensed athletic trainer as an integral part of the high school athletic program.
(1989) (1995)

(47) The commission recommended, and the Board approved, the Academy policy on “Sports Medicine, Family Physician as Team
Physician” be deleted:

(49) In response to a lateral referral from the 2000 Congress of Delegates, Resolution No. 408, “Exercise in Children,” the
commission encouraged the adoption of exercise as a priority of the Board as one of the Healthy People 2010 areas. The Board later
requested the commission to work jointly with the Committee on Communications to develop such an initiative for both children and
adults.

MENTAL HEALTH

Recommendation:

(50) The commission recommended, and the Board approved, adoption of a revised position paper on “Mental Health” to read as
presented in Appendix A.

Recommendation:

(51) The commission recommended, and the Board approved, revision of the current Academy policy on “Mental Health, Physician
Responsibility” to read as follows:

(Language that is to be deleted is indicated by strikeeut.
New language is noted with impactfont.)

Mental Health, Physician-Responsibility Family Physician's Role

o hermonions—intesration—of-both—mental—and—physical—a of -c—individuel—petient iamlyﬂllysmallsllava
tradmmally Incuseﬂ an treaﬂny tlm wlmla patient, and recognize the mmd oy alm Spirit connection. Promotion of
mental health, diagnosis and treatment of mental illness in the individuzal and family context are integral components of
Tamily practice.

Family physicians are uniquely positioned to recognize and treat problems in the continuum from mental health to mental
iliness. Through residency training and continuing medical education family physicians are prepared to manage mental
health problems in children, adolescents, amnd adults of all ages. The continuity of care inherent in most family practice
settings makes early recognition of prolilems possible. Treating family members allows hetter recognition of problems
as well as intervention in the family system. Family plhysicians are alile to treat those individuals wiho would not access
Iraditional mental health services hecause of the perceived stigma of mental illness. Consultation with and referral o
other specialties as appropriate is a part of family medicine in regard to mental health/illness as itis in all other areas of
patient care.
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ed 6 eH— ard—co ation el—of—patie ; ; here—appropriate New
lIIIﬂ#ISIﬂIIﬂIIIy 0f Illﬂllfﬂl IIIIIESS as 'Wfﬂlll ﬂlSﬂfﬂEl&' " With ﬂﬂlllﬂll&'ﬂ'ﬂﬂlﬂ Ilﬂllmt'llellllllﬂ/ causes or aarrelam.s better
pharmacologic treatments, amnd recent empliasis on brief therapeutic interventions combine to make treatment of
mental illness in the family plysicians office evern more practical and appropriate.

Family physicians should oHi: o thili ; ; itions— ; il
deci-with-these-isstes. Sllﬂﬂﬂﬂ aﬂﬂmm.m- ﬂllﬂlll,' IIIEIl[ﬂl Ilb‘ﬂlfll ﬂﬂlll:‘y ﬂllﬂ WIIEII ﬂﬂSSIﬂlE Sllﬂﬂﬂﬂ ﬂllﬂ l;'ﬂﬂlﬂlllﬂlﬁ Wlﬂl
other organizations to promote betler mental health amd services for those with mental illness. These efforts should
imclude prevention of morkidity through early intervention and appropriate and timely treatment, and prevention of
mortality through careful use of medications and suicide prevention

(1982) (1996)

(52) The commission has defined its role as maintaining liaisons with other appropriate organizations to exchange information
regarding mental health and family medicine in order to gain a national voice and presence for the AAFP. The commission also has
accepted responsibility to facilitate development of policies to enhance mental health services, to advocate for patients, influence
policy, and to educate others about the role of family physicians in the provision of mental health services.

(53) The AAFP was invited to become a partner in the National Mental Health Association’s “Campaign for America’s Mental
Health.” Because of its focus on primary care outreach in addition to public education, the Academy will partner with NMHA. This
group is already a partner through the Annual Clinical Focus 2000 campaign.

RELATED HEALTH ISSUES

Genetics

(54) The COPH has been identified as the lead commission on genetics issues. At their last meeting, the commission heard a
presentation on current activities of the AAFP addressing genetics in family practice. A focused discussion followed leading to
agreement about first steps and identification of commission members who will participate on the work group on genetics.

Organ Donation

(55) The Academy continues to participate in the National Organ and Tissue Donation Initiative. The commission monitors
activities in this area and informs members as needed. At the present time, the Committee on Special Constituencies is currently
addressing minority organ donation issues.

ENVIRONMENTAL PUBLIC HEALTH ISSUES

Safety

Recommendation:

(56) The commission recommended, and the Board amended and approved, revision of the current Academy policy on “Graduated
Driver’s License” to read as follows:

(Language that is to be deleted is indicated by strikeeut.
New language is noted with impactfont.)
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Graduated Driver's License

The AAFP supports graduated licensing as an approach to help reduce the incidence of motor vehicle accidents for
adolescents. While recognizing the need for variances by state, legislation for graduated licensing should minimally
contain the following elements:

eZero blood alcohol concentration allowed during the provisional licenslllfe state.

oStrict DHVING curfew during provisional licensure.

oA minimum of six months without an accident or traffic offense while on a provisional license before advancement to
an unrestricted license.

e Basic learner's permit conditions, to include required classroom and behind-the-wheel instruction.

e Physical distinction between provisional and unrestricted license. (1995)

Recommendation:

(57) In response to a referral from the 2000 NCSM, Resolution No. 26, “Patient Education on Driver Distraction,” the commission
recommended, and the Board approved, a new Academy policy on “Driver Distraction” to read as follows:

Language that is to be deleted is indicated by strikeeut.
New language is noted with font change

Driver Distraction
The American Academy of Family Plhiysicians supports efforts that would evalirate and reduce motor vehicle fatalities and
injuries due to driver distraction. These distractions include but are ot limited to: use of cellular phones while driving,
children without appropriate required safely restraints, and other driver distractions frequently cited as causes for
accidents.

(58) The commission recommended, and the Board reaffirmed Academy policy on “Residential Pool Safety.”

(59) The commission recommended, and the Board approved, the Academy policy on “Protective Equipment Policy for In-Line
Skating and Skate Boards” be deleted:

(60) In response to a referral from the 2000 NCSM, Resolution No. 9, “Gun Violence as Public Health Emergency and
Investigating Prevention Programs,” the commission considered this resolution for information and will continue to address issues
relating to violence and guns.

Safe Kids

(61) The partnership between SAFE KIDS and AAFP is part of comprehensive nationwide program acting on the recommendations
made by the National Highway Traffic Safety Administration’s Blue Ribbon Panel to reduce the misuse of child passenger safety
restraints. The partnership, funded by General Motors, draws on the established National SAFE KIDS network of more than 200
state and local coalitions in all 50 states, and child care and health providers.

(62) In response to a referral from the 2000 National Conference of Special Constituencies, Resolution No. 24, “Lead and Other
Toxins in Drinking Water,” for the second resolved, the commission will request that the AFP Report consider informing the
membership about existing policies. The commission accepted the first resolved for information as this is already covered in existing
policy.

(63) In response to a referral from the 2000 NCSM, Resolution No. 4, “Education on Lead Screening,” the commission referred the

second resolved to the Committee on Resident and Student Affairs for their consideration in planning the next National Conference.
The first resolved is already covered in existing policies.

2001 Transactions 207



INFECTIOUS DISEASES
Recommendation:

(64) The commission recommended, and the Board approved, revision of the current Academy policy on “Sexually Transmitted
Diseases, Prevention and Control,” to read as follows:

Language that is to be deleted is indicated by strikeeut.
New language is noted with font change

Sexually Transmitted Diseases diid Blood Borne lfections, Prevention and Control

In view of the current epidemic of HIV/ADS-and-other STDS, aitl bloot BOIe infections sweeping the world, the AAFP
recognizes the need for intensified public and professional education which will result in increased awareness, proper
diagnosis, effective prevention, treatment and prompt reporting with appropriate confidentiality to achieve the proper
epidemiological investigation and treatment to stem the tide of these infections.

The AAFP endorses and encourages the following HIV/AIDS-and-other STDS and blood horne infeclions prevention
strategies.

1. The most effective strategies to prevent sexual transmission are abstinence and the maintenance of life-long
mutually monogamous relationship with one uninfected partner. For individuals choosing to be sexually active in
other situations, the following are generally effective forimfections transmitted through bodily fluids:

eEngaging in sexual activities that do not involve or lead to vaginal, anal, or oral intercourse;

e Having intercourse with one uninfected partner;

oUsing latex aitl OUIEr BMECIIVE condoms containing-spermicide in a correct manner from the start to finish of
every episode of intercourse;

2. Prevention of blood-borne infection by:

o Alpiropriate imumunization:

eSafe blood banking, awnd transfusion services aiitl organ donor services. Deferral of donation by persons at risk
Tor or with lilood borne infections;

eAvoidance of accidental inoculation il EXPOSUIES Dy the use of universal precautions

e Avoideance Y USE of contaminated needles;

«Reduction of contaminated needles in circulation by the development of regulated needle exchange
programs;

o Treatment and treatment prograims when considered curative or effective in reducing transmission.

3. The reduction of CONGEMItal and PErinatal t-arsplacental infoction with appropriate UEIECHON aml, treatment of
infected individuals and their partners and the proscription of bireastfeeding wihen appropriate and safe for the
infant

The AAFP believes that in any program for detection and treatment of HIV/ADS-and STDS and blood Borne infections,
the emphasis should be directed towards the family physician and other primary care physicians for initial diagnosis and
treatment. (1971) (1995)

(65) The commission monitors the activities of the STD Prevention Partnership, in order to be advised of concerns, which may
affect the AAFP membership.

(66) The HIV Warmline is a nationwide resource for information about HIV/AIDS housed in the Department of Family Medicine at
the University of California-San Francisco. Member physicians may use the service as needed to obtain information about exposure,
screening, accidental needle sticks, or other health worker exposure and questions about treatment. The commission received an
update on the HIV Warmline and made a decision to continue funding for another year. The HIV Warmline number is 1-800-933-
3413.

MATRIX LIST B

ADOLESCENT AND SCHOOL HEALTH ISSUES

(67) Because so many issues in Matrix A relate to children and adolescents, the commission elected to give a high priority to
adolescent and school health issues.
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(68) The commission recommended, and the Board approved, a letter of support to the American Medical Association to be
included in their application to the Partners in Program Planning for Adolescent Health, part of the Maternal and Child Health
Bureau.

(69) The commission recommended, and the Board approved, a letter of support to the National Association of School Nurses to
accompany their grant application to the Centers for Disease Control (CDC) for funding of a project addressing asthma as a school
health issue.

(70) The commission reviewed the document entitled “Consent and Confidentiality in Adolescent Health Care” published by the
Arizona Medical Association. It was developed by a group that included AAFP member physicians. Because it is an excellent
document, the commission obtained and distributed one copy to each of the AAFP constituent chapters with a letter recommending
its value.

Recommendation:

(71) The commission recommended, and the Board approved, revision of the current Academy policy on “Adolescent Health Care,
Confidentiality” to read as follows:

Language that is to be deleted is indicated by strikeeut.
New language is noted with font change

Adolescent Health Care, Confidentiality

Concerns alout confidentiality may discourage adolescents from seeking necessary medical care and counseling, amnd
may create harriers to open communication between patient and physician. Protection of confidentiality is needed to
appropriately address issues such as depression, suicide, substance abuse, domestic violence, unintended pregnancy
and sexual orientation.

When caring for an adolescent patient:

1 The physician should offer the adolescent an opportunily for examination and counseling separate from
parents/guardians, and their privacy should be respected,

2. The physician should make a reasonable effort to encourage the adolescent fo invelve parents or guardians in
healthcare decisions.

3. The physician should educate parents to encourage their atolescents toward personal responsibility in health care,
and facilitate comumurnication regarding appointments and payments, in a manner supportive of the
adolescent’s rights to confidentiality.

4 Every effort should he made to maintain confidentiality. The limits on what can he guaranteed should be clearly
discussed. Information that would suggest someone is in danger, evidence of abuse or diagnosis of certain
comimunicable diseases must be reported fo the proper authorities. Billing and insurance information often
cannot lie kept confidential from the guarantor of payment

. Since state laws and regulations vary, family physicians should be aware of their community's standards regarding
adolescent confidentiality. In general, especially in areas where the adolescent has the legal right to give consent,
confidentiality must be maintained. Ultimately , the judgment of the physician should prevail in the best medical
interest of the patient.

Recommendation:

2001 Transactions 209



(72) The commission recommended, and the Board approved, revision of the current Academy policy on “Corporal Punishment, In
Schools” to read as follows:

(Language that is to be deleted is indicated by strikeeut.
New language is noted with impactfont.)

Corporal Punishment, In Schools

The American Academy of Family Physicians is opposed to corporal punishment in schools.

The AAFP H who define8 corporal punishment in schools as
the purposeful mﬂlctlon of bodily pain or dlscomfort by an official in the educational system upon a student as a penalty
Jor disapproved behavior. Physical force or eonstraint I8SHAIMwhich is used by a school official to protect someone from
physical injury, to disarm a student, or to protect property from damage is not considered corporal punishment.

Evidence indicates that corporal punishment is not as effective as other means of behavior management and may make
behavior worse. Positive reinforcement has been shown to be more effective and long-lived than aversive reinforcement.
The Academy supports alternative methods of behavior management and modification in the school environment which
enhance the students optimal learning. (1989) (1995)

Recommendation:

(73) The commission recommended, and the Board amended and approved, revision of the current Academy policy on “Health
Clinics School-Based, Guidelines On” to read as follows:

(Language that is to be deleted is indicated by strikeeut.
New language is noted with impactfont.)

Health Clinics School-Based, Guidelines On

The American Academy of Family Physicians strongly believes that all children and adolescents should have access to
high quality health care services. Each child should have a personal femily physician who provides care in a continuous
and comprehensive fashion. Hewevers The American Academy of Family Physicians supports the selective implementation
of school-based health clinic programs ewly in areas where the health care needs of the school age population are not
being met. Climical services in school based clinics should be provided by a professionally prepared school nurse or
Simitarly qualitied health professional and supervised ly family physicians or other physicians trained in the care of
children and adolescents.

Written policy for school health services should he formulated by a health council consisting of school- and conminmity-
based physicians, nurses, faculty, parents, and comimunity leaders. This policy should include a carefully prepared and
taught well-integrated health education curriculum emphasizing positive health practices.
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Liaison Relationships

(74) A commission member attended the March 2000 executive committee meeting of the National Association of School Nurses
(NASN), an organization of 10,000 school nurses with which the Academy established a liaison in 1998. The NASN president
attended the February meeting of the commission.

(75) A commission member and staff participated in the third meeting of the Central Steering Committee for a four-year national
project to develop guidelines on school health. The project, “Health, Mental Health, and Safety in Schools,” is led by the American
Academy of Pediatrics and the National Association of School Nurses under a grant from the Maternal and Child Health Bureau.

(76) A commission member participated in meetings of the American College of Obstetricians and Gynecologists (ACOG)
Committee on Adolescent Health in 2000. This meeting provides extensive information about activities of the many participating
organizations. A commission member also participates as the AAFP representative to the AMA National Coalition on Adolescent
Health. Commission staff participated in the annual Conference of the American School Health Association.
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DIVERSITY
(77) The commission recommended, and the Board reaffirmed, the current AAFP policy on “Essential Community Provider.”
Recommendation

(78) The commission recommended, and the Board approved, revision of the current Academy policy on “Homeless People” to
read as follows:

(Language that is to be deleted is indicated by strikeeut.
New language is noted with Impactfont.)

HomelessNBSS Peopte

Beeanse Bomelessness ACCIS MG is—a-preventable-—condition—hazardous—to individual and family, and is hazardous 1o,
one’s mental, mutritional and overall heaith; The AAFP aetively supports legislation as—well-as-ocal and regional
programs that develop Socidl amd health-related resources for the homelew populanon in Amerlca %n—addmeﬁ— e
AAFP al$0 urges its members to educate and deliver ik
health care and-other-serviees to this at-risk population. (1988) (1 994)

(79) In response to a referral from the 2000 NCFPR, Resolution No. 9, “Literacy and Health Education,” the commission requested
the Publications Division review their criteria. Their report indicted the goal for patient education materials is a 6™ to 7™ grade
reading level using the Flesch-Kincaid formula. Given the expressed concerns, they have initiated an editorial process where review
of materials by lay readers is used to increase acceptability to lower literacy groups.

GERIATRICS
Nutrition Screening Initiative (NSI)

(80) The NSI was organized 11 years ago as a partnership between the AAFP, American Dietetic Association and the National
Council on Aging to address the problem of malnutrition in the elderly. This partnership has resulted in the development of both
assessment and educational tools used by many different health professionals. Their most recent initiative, to incorporate elder
nutrition care into managed care settings and increase provider CME in this important area, has resulted in a series of “Patient Care
Alerts” for family and caregivers in long term care, nursing home, and home settings.

PATIENT EDUCATION
Conference on Patient Education

(81) Registration for the 2000 conference, held November 16-19 in Albuquerque, New Mexico, totaled approximately 500 family
physicians, residents and other health professionals. In addition, there were an estimated 70 exhibit representatives and 100 guests.
This national CME meeting, the only one of its kind, is focused on educating patients for better health outcomes. There were 130
sessions presented in a variety of formats. Support for the conference also was at an all-time high, with 28 chapters/chapter
foundations participating in the family practice resident scholarship and grant program.

(82) This annual conference is co-sponsored by the Academy and the Society of Teachers of Family Medicine (STFM).
Cooperating organizations include more than 40 major medical and national voluntary associations, government agencies,
departments of family practice and family practice residencies. Two representatives of the COPH serve on the conference steering
committee, along with an AAFP senior staff member.

(83) The 23" Annual Conference on Patient Education will be held November 15-18, 2001 in Seattle, Washington. The 2001
conference theme is “Exploring New Frontiers.” Plenary speakers will focus on “A Futurist Looks At Healthcare: System Changes
and Patient Expectations,” “Is The Health Frontier Changing The Patient Education Landscape?” and an ethicist looks at patient
education and genetics, where we are now and where we are going.

(84) In response to a referral from the 2000 NCSM, Resolution No. 21, “Student Patient Education Support,” the commission
requested the Patient Education Conference Steering Committee to seek financial support for medical students to attend their meeting
to reflect this resolution.

Patient Education Handbook

(85) “Patient Education in Your Practice: A Handbook for the Office Setting” was developed under the commission’s oversight.

The handbook is designed to serve as a reference for family physicians, office staff and others seeking practical approaches,
strategies, resources and tools to implement or improve patient education in clinical practice. CME enduring materials credit is

2001 Transactions 212



available for readers of the new handbook. Development of this handbook was supported in part by an educational grant from the
National Cattlemen’s Beef Association.

Publications Division Activities in Patient Education

(86) The AAFP patient education brochure series, AAFP Family Health Facts, continues to be a popular resource for family
physicians and their patients, with sales of approximately $185,000 expected in FY 2001-2002.

(87) Patient information handouts continue to be published in American Family Physician. There are now more than 400 AFP
patient education handouts on the AAFP’s web site.

(88) The 60 Family Health Facts, and 371 AFP patient education handouts and additional patient handouts from Scientific
Activities and Communications Divisions have been updated and reformatted on a single CD-ROM, in both English and Spanish.
This updated product was introduced at the 2000 Scientific Assembly in Dallas, Texas, and as of May 22, 2001, 889 units have been
shipped.

(89) Eleven patient education handouts were developed as core components of the AAFP’s third Annual Clinical Focus on asthma,
allergy and respiratory infections and were mailed to all Academy members in May 2001 (May is asthma and allergy awareness
month and clean air month).

(90) The AAFP has recently redesigned familydoctor.org — our health info site for the public. The goal of the site is to make it
quick and easy for lay people to search AAFP’s patient education handouts for a specific topic. This site has the Family Health
Facts, AFP patient handouts, self-care flowcharts and the glossary from the AAFP Family Health and Medical Guide. The Spanish -
language versions of the handouts are being added to the site (65 posted as of May 22, 2001). The site won two gold awards (general
excellence and editorial excellence) in the 2001 SNAP Excel competition.

PREVENTION

(91) The commission recommended, and the Board approved, endorsement of the first nine bullets of the “Cancer Survivors’ Bill of
Rights” considered by the National Dialogue on Cancer. This document was written in 1988 by Natalie Spingarn Davis to document
her own survivor experience and the rights of survivors.

(92) The commission recommended, and the Board approved, endorsement of Recommendation No. 4 of the Institute of Medicine

(IOM) report on Ensuring Quality Cancer Care addressing the elements of quality cancer care and ensure that every American with
cancer has full access to such care.

Put Prevention Into Practice (PPIP)

(93) The PPIP materials, second edition, consistent with the 1996 edition of the Guide to Clinical Preventive Services continue to be
available to members and others through AAFP order fulfillment. Consideration of new CPS initiatives is ongoing.

National Coordinating Committee on Clinical Preventive Services (NCCCPS)

(94) The commission has provided a representative to the National Coordinating Committee on Clinical Preventive Services
(NCCCPS), which is convened by the U.S. Public Health Service. No meetings were held in the past year and the COPH has
officially discontinued that liaison.

PUBLIC HEALTH ISSUES

(95) In response to a lateral referral from the Committee on Rural Health, “Border Health Issues,” the commission reviewed the
request and placed “Border Health” into their matrix so it be considered as part of the regular commission review process.

(96) In response to a referral from the 2000 NCSM, Resolution No. 3, “Limiting the Size of Drug Regimens,” the commission
considered this resolution for information and took no further action.

AAFP Public Health Award
(97) This award was established by the Congress of Delegates to honor individuals who have contributed in an extraordinary

manner to the health of the American public. The commission recommended, and the Board approved, the tenth recipient of the
award, Louis A. Kazal, Jr.
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REGULATIONS

(98) Inresponse to a referral from the 2000 National Conference of Special Constituencies, Resolution No. 59, “Preventing a Health
Crisis with Undocumented Immigrants,” the commission believes this is an excellent issue for the Task Force on Inner City/Urban
Health and will forward the resolution to them.

(99) In response to a referral from the 2000 NCFPR, Resolution No. 16, “Health Care for Health Care Professionals,” the
commission considered this resolution for information as it is part of a the physical activity initiative of the commission.

WOMEN'S HEALTH ISSUES
Breastfeeding

(100) The commission has several initiatives in this area. In 1999, the Board approved distribution of a breastfeeding promotion kit
for physicians, staff and patients. The Bureau of Maternal and Child Health (MCHB) and the United States Department of
Agriculture have provided funding for development of a position paper on breastfeeding, promotion of breastfeeding and the kit to
members and residents. The kit was developed with commission participation and became available in the fall of 1998. The
commission has revised the existing policy on Breastfeeding and Infant Nutrition and has completed work on a breastfeeding position
paper. The commission recommended, and the Board approved, a request that the AAFP participate as a cooperating organization in
the 2001 LaLeche League Physicians’ Seminar on Breastfeeding. The commission also provides a staff representative to the
National Healthy Mothers, Healthy Babies Coalition (HMHBC). The commission also provides a staft representative to the National
Healthy Mothers, Healthy Babies Coalition (HMHB), the Breastfeeding Promotion Consortium sponsored by the Maternal and Child
Health Bureau and US Department of Agriculture and the US Breastfeeding Committee.

(101) The commission recommended, and the Board approved, a letter of support to the Kaiser Family Foundation for inclusion in a
mailing to family physicians requesting their participation in a telephone survey entitled National Survey of Womens Health Care

Providers. A similar letter had been provided for previous surveys.

(102) The commission recommended, and the Board approved, application for membership to the United States Breastfeeding
Committee. The mission of this group is to protect, promote and support breastfeeding in the United States.

Recommendation:
(103) In response to a referral from the 2000 Congress of Delegates, Resolution No. 409, “Strengthening Policy on Breastfeeding,”
and other prior resolutions pertaining to breastfeeding, the commission recommended, and the Board approved, revision of the

current Academy policy on “Infant Health, Breastfeeding and Infant Nutrition” to read as follows:

Language that is to be deleted is indicated by strikeeut.
New language is noted with font change

InfantHealth; Breastfeeding andInfant-Nutrition

Breastfeeding should be the norm for hoth mothers and their children. The AAFP recommends that all habies, with rare
exceptions, be breastied and/or receive expressed human milk exclusively for about the first six moinths of life.
Breastfeeding should contimre with the addition of complementary foods throughout the second half of the first year.
Breastfeeding beyond the first year offers considerable benefits to hoth mother and child, and should continue as long as
nmutually desired. Family physicians should have the Knowledge to promote, protect, and support breastieeding.
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Recommendation:

(104) In response to a referral from the 2000 Congress of Delegates, Resolution No. 409, “Strengthening Policy on Breastfeeding,”
and other prior resolutions pertaining to breastfeeding, the commission recommended, and the Board approved, a new position
paper on “Breastfeeding” to read as presented in Appendix B.

(105) In response to a lateral referral from the 2000 NCSM, Resolution No. 14, “Mammography for Underserved Populations,” the
commission requested the Conference on Patient Education Steering Committee to seek opportunities to address this issue.

ACKNOWLEDGMENT

(106) The commission commends the excellent work undertaken by the Academy's publications in informing members and their
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APPENDIX A, Commission on Public Health

AAFP Position Paper:
The Provision of Mental Health Care Services by Family Physicians

Background

Mental health services are an essential element of the health care services continuum. Promotion of mental health and the diagnosis
and treatment of mental illness in the individual and family context are also integral components of family practice.'”

Through residency training and continuing medical education, family physicians are prepared to manage mental health problems in
children, adolescents, and adults. The continuity of care inherent in family practice makes early recognition of problems possible.
Because family physicians treat the whole family, they are often better able to recognize problems and provide interventions in the
family system. Family physicians are able to treat individuals who would not access traditional mental health services because of the
social stigma associated with mental illness.

Mental health issues are frequently unrecognized and even when diagnosed are often not treated adequately.>® Recognition and
treatment of mental illness are significant issues for primary care physicians, who provide the majority of mental health care.'*!!
Among diagnosed patients, 42 percent with clinical depression and 47 percent with generalized anxiety disorder (GAD) were first
diagnosed by a primary care physician.'? Estimates are that 11 percent to 36 percent of primary care patients have a psychiatric
disorder, and research indicates that only one-half of those patients are diagnosed.®>!*""7

With increasing frequency, managed care organizations “carve out” mental health services from primary care and put them in the
hands of separate mental health management organizations. These self-contained behavioral health companies usually contract only
with psychiatrists and nonphysician mental health care providers. Managed care companies that use “carve-outs” exclude coverage
for mental health treatment provided by the patients’ personal physicians, often family physicians. The resulting fragmentation of
services disrupts continuity of care and compromises the family physician’s role as a cost-effective coordinator of the patient’s health
services. Because of comorbidities and the effect of mental health problems in generating or exacerbating physical symptoms,
fragmentation of mental health treatment is particularly detrimental to patients’ overall health.
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Although primary care physicians are major providers of psychiatric care, they are discriminated against by reimbursement
mechanisms that create a disincentive to thorough and comprehensive mental health screening. The issue of appropriate
reimbursement is critical when 32 percent of undiagnosed, asymptomatic adults indicate that they will first turn to their primary care
physician for help with a mental health issue.'> Only 4 percent would approach a psychiatric professional.'” Denying or discounting
reimbursement to family physicians and other primary care physicians is, in fact, denying access to care for a significant percentage
of patients.

Among many Americans there is still a pervasive reluctance to seek care for mental health problems, just as there is still a public
refusal to acknowledge the clinical basis of these problems and an archaic inclination to ascribe mental health problems to a “moral
deficiency.” The recent Surgeon General’s report has even documented an increased tendency to associate mental health problems
with the potential for violence, even though there is no evidence to support this association.'®

Prevalence and Cost of Mental Health Disorders

Psychiatric problems are a major health issue. Globally, major depression ranks fourth in terms of disability-adjusted life years and
may soon be the second leading cause of disability worldwide.'™'"!” According to the Surgeon General, mental disorders collectively
account for more than 15 percent of the overall burden of disease from all causes and slightly more than the burden associated with
all forms of cancer.'® It is estimated that major depression in the United States is associated with 20,000 suicides and $47 billion in
health care costs annually.' Depression produces as much suffering and disability as does heart disease or diabetes.

There are numerous estimates concerning the incidence and prevalence of mental health disorders. The Surgeon General estimates
that approximately 15 percent of the U.S. adult population use mental health services in any given year. It is estimated that 6 percent
to 10 percent of patients in primary practice have major depression.”” In other studies the frequency of mental disorders in general
practice varies from 11 percent to 36 percent.”® The National Institute for Mental Health (NIMH) estimates that 12 percent of women
and 7 percent of men are affected by a depressive illness each year.® The prevalence of major depressive disorder (MDD) in the
primary care setting has been estimated at between 4.8 percent and 8.6 percent.’ Lifetime risk of major depression in women is 20
percent to 25 percent and 7 percent to 12 percent in men.’

Information about mental health care delivered in physicians’ offices is available through the National Ambulatory Medical Care
Survey (NAMCS), conducted by the Centers for Disease Control and Prevention (CDC). During 1998 an estimated 829.3 million
visits were made to physician offices, of which 24,496,000 were for psychiatric diagnoses.?’ Psychiatric visits represented 3 percent
of the total physician office visits.”! Based on an assumed need of 10 percent, there should have been almost 83 million psychiatric
visits. The Surgeon General estimates that less than one-third of adults with a diagnosable mental disorder receives treatment in one
year. The National Mental Health Association (NMHA) states that only 49 percent of patients with clinical depression and 52
percent of patients with GAD are receiving treatment. '

When considering the costs associated with mental illness, it is important to keep in mind that mental health problems have a
significant impact on physical health. Research indicates that among elderly patients with high mean depressive scores, the risk of
coronary heart disease increased 40 percent while the risk of death increased 60 percent compared with elderly patients with the
lowest mean depressive scores.”” The risk of disability in persons with major depression is 4 1/2 times the risk in asymptomatic
persons.* The risk is 11/2 times greater in persons with minor symptoms of depression, although because of its greater prevalence
minor depression resulted in 50 percent more days of disability. In a comparison of patients with depressive disorders and patients
with eight chronic medical disorders, only patients with chronic heart disease experienced more disability. Patients with mental
disorders have higher utilization rates for general medical services and higher related medical costs compared with patients without
mental disorders.®

Family Physician’s Role in Diagnosis and Treatment

In many respects family practice represents the unification of the psychiatric and physical models of illness. Data published by the
American Psychiatric Association on primary care training demonstrates that family practice programs provide the most extensive
psychiatric training."* This includes clinical rotations of one or more months in addition to mental health encounters generated by the
continuity clinics. The Academy’s recommended curriculum for human behavior and mental health was developed in cooperation
with the American Psychological Association. An element of that curriculum is “...that the family practice resident should have
sensitivity to, and knowledge of, the emotional aspects of organic illness. Family physicians must be able to recognize
interrelationships among biologic, psychologic and social factors in all patients.”

Multiple symptoms and problems are managed by family physicians.®> A visit to a psychiatric professional typically lasts at least 30
minutes and is focused on one clearly defined issue.” In contrast, primary care visits last an average of 13 minutes and include an
average of six patient problems.*>'"'** Detecting and managing mental health problems compete with other priorities such as
treating an acute physical illness, monitoring chronic illness, and providing preventive health services.>?

Another important distinction between psychiatric practices and family practices is that while patients who present for psychiatric
treatment usually have severe symptoms that leave little doubt about the diagnosis, patients in the family physician’s office typically
present with subthreshold or subsyndromal conditions. Unlike the psychiatric professional who sees patients who accept the
diagnosis and the need for treatment, the family physician has to identify mental health problems that are frequently obscured by
patient reluctance to acknowledge the problem or by physical symptoms that mask the underlying problem.
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The general reluctance of patients to seek care for mental health problems complicates the diagnosis of mental illness. Survey results
show that 40 percent of patients with major depression do not want or perceive the need for treatment.'”!! Patients consistently
underreport emotional issues to their physicians. One study demonstrated that only 20 percent to 30 percent of patients with
emotional/psychologic issues reported these to their primary care physicians.* Many patients somatize their psychologic issues. One
in three patients who go to the emergency department with acute chest pain is suffering from either panic disorder or depression.'®
Eighty percent of patients with depression present initially with physical symptoms such as pain or fatigue or worsening symptoms of
a chronic medical illness.** Although this type of presentation creates a challenge for family physicians, these patients are not likely
to seek care through the mental health system.

The major cause of mortality from mental illness is suicide, which may occur before a patient seeks care for a mental health related
symptom. More teenagers and young adults die from suicide than from cancer, heart disease, AIDS, birth defects, stroke, influenza,
and chronic lung disease combined.”® Screening for suicide risk and access to lethal means, even in apparently asymptomatic
patients, is a critically important part of the family physician’s role in reducing mortality and morbidity from mental illness.”

There is no evidence, however, that an improved level of diagnosis without a concomitant improvement in therapy is beneficial.’
One study estimates that less than 10 percent of patients diagnosed with major depression receive demonstrably beneficial therapy.
Enhanced diagnostic accuracy must be connected to structured programs that provide effective treatment.** Research indicates that
improving the treatment of mental health issues in primary care requires properly organized treatment programs, regular patient
follow-up, monitoring of treatment adherence, and the use of mental health specialists for the more severely ill.*

In one survey, 87.5 percent of family physicians indicated that it was their responsibility to treat depression, compared with 73
percent of general internists and 41 percent of obstetricians/gynecologists surveyed. Among family physicians, 35 percent were very
confident and 48 percent were mostly confident about their overall ability to manage depression.*’ However, although primary care
physicians prescribe 41 percent of antidepressants, the requisite follow-up visits are not always scheduled.*?’ Studies demonstrate
that patients treated with antidepressant medication have a visit frequency far below that recommended in the guidelines issued by
the Agency for Health Care Policy and Research (now the Agency for Healthcare Research and Quality).*

Evidence indicates that optimal treatment of depression includes interpersonal psychotherapy.* Family physicians routinely provide
encouragement and supportive therapy to their patients, and some provide more formal psychotherapy. However, not every
physician needs to be proficient in the provision of psychotherapy. Referral to psychiatric nurses, counselors, psychologists, or
psychiatrists either attached to the practice or in other organizations is also appropriate. Whatever the mechanism, however, every
physician has an obligation to ensure that patients are made aware of psychotherapy as an option and assisted in accessing it.

Family physicians recognize the importance of understanding the patient’s values when providing mental health care. Convincing
evidence in the medical literature supports the beneficial role of spirituality in the health of patients. A spiritual assessment
performed during a medical or mental health encounter is a practical way to begin incorporating spirituality into primary care
practice. *® Unlike most other aspects of the medical history, simply taking a spiritual history is often sufficient and further
intervention is not required.” An increasing number of family physicians are prepared to offer supportive counseling or referral for
spiritual issues.>

Reimbursement

Reimbursement for office visits with a mental health diagnosis code is deeply discounted for Medicare patients. Many managed care
plans do not reimburse family physicians for the provision of psychiatric care, even though family physicians are frequently in the
position to diagnose and provide the care. While lack of reimbursement is not the only reason for the documented failures in mental
illness detection, the absence of reimbursement has an impact on the lack of screening in primary care practices. This policy is also
contradictory to the public’s stated preference for care. A survey conducted for the NMHA indicated that 72 percent of diagnosed
patients and 61 percent of symptomatic but undiagnosed people want greater involvement by their primary care physician in their
treatment.'> This not only reflects the level of rapport between patients and family physicians, but it is also indicative of the level of
apprehension caused by the potential stigma attached to mental illness and to accessing the formal mental health system.

Because of patient desires to avoid the stigma of mental illness or because of reimbursement issues, some family physicians have
reported or coded the symptoms of mental illness rather than documenting the actual diagnosis.*' Failure to diagnose properly,
whether a function of uncertainty or sensitivity to patient concerns or insurance coverage, has been estimated to range from 45
percent to 90 percent.*'> It does appear, however, that mental health problems are addressed more frequently than it appears from
either billing or medical records.

Prevailing reimbursement structures are not only an impediment to the family physician’s ability to maintain continuity of care, but
they can result in greater overall health care costs. Recognition and management of mental health problems reduce the inappropriate
use of medical and surgical care, thus reducing health care costs.®

This is an issue of particular significance for employers who require optimal employee productivity. According to the Kaiser Family
Foundation Employer Health Benefits 2000 Survey, over the past several years there has been an appreciable decline in the level of

mental health coverage provided by employers.”> Sharp decreases have occurred in the percentage of workers with unlimited
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outpatient mental health visits, and most plans also limit the number of inpatient mental health days.*> These payment limitations
have an effect on the patient’s ability to access mental health care. The American Academy of Family Physicians supports parity of
health insurance coverage for patients, regardless of medical or mental health diagnosis. Health care plans should cover mental
health care under the same terms and conditions as that provided for other medical care.*®

The issue of comorbidity is ignored by many reimbursement mechanisms. Comorbidities involving mental illness imply the
management of multiple problems, one of which may be causing, exacerbating, or may be independent of physical symptoms. In this
situation, the family physician’s position is compromised since carve-outs will necessitate an artificial separation of the issues and
will result in fragmented care. The current system of carve-outs produces financial disincentives for integrated care since treatment
of the two components is divided. Depending on how the risk is assigned, reimbursement mechanisms such as capitation may
discourage referral, encourage retention, and create an excessive reliance on medication for treatment.

Conclusion

While psychiatric professionals are an essential element of the total health care continuum, the majority of patients with mental health
issues will continue to access the health care system through primary care physicians. The desire of patients to receive treatment
from their primary care physicians, or at least to have their primary care physicians more involved in their care has been repeatedly
documented. Improving mental health treatment requires enhancing the ability of the primary care physician to treat and be
appropriately reimbursed for that care. Reimbursement mechanisms should recognize the importance of the primary care physician
in the treatment of mental illness as well as the significant issues of comorbidity that require nonpsychiatric care.
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APPENDIX B, Commission on Public Health

American Academy of Family Physicians
Position Statement on Breastfeeding
July 2001
INTRODUCTION

The American Academy of Family Physicians (AAFP) has long supported breastfeeding. All family physicians, whether or not
they provide maternity care, have a unique role in the promotion of breastfeeding. Family physicians understand the advantages
of family-centered care and are well positioned to provide breastfeeding support in that context. Because they provide
comprehensive care to the whole family, family physicians have an opportunity to provide breastfeeding education and support
throughout the life cycle to all members of the family.

Family physicians may provide prenatal care and labor support, deliver the infant, help in the prompt initiation and continuation
of breastfeeding, and continue caring for the baby and family. Breastfeeding education and support can be woven throughout
these visits. Family physicians have the unique opportunity to emphasize breastfeeding education beginning with preconception
visits and continuing throughout prenatal care, delivery, postpartum care, and during ongoing care of the family. Encouragement
from a physician and other family members, especially the baby’s father and maternal grandmother, are important factors in the
initiation of breastfeeding.®7"""** In caring for a mother’s immediate and extended family, a family physician should encourage
her social support system to support breastfeeding.™®

History

Throughout most of history, breastfeeding was the norm, with only a small number of infants not breastfed for a variety of
reasons. In the distant past, wealthy women had access to wet nurses, but with the industrial revolution this practice declined as
wet nurses found higher-paying jobs. By the late 19™ century, infant mortality from unsafe artificial feeding became an
acknowledged public health problem. Public health nurses addressed this by promoting breastfeeding and home pasteurization of
cows’ milk. After the turn of the century, commercial formula companies found a market for artificial baby milks as safer
alternatives to cows’ milk. During this same period, infant feeding recommendations became the purview of the newly organized
medical profession. Partially due to the support of physicians and a vision of “scientific” infant care, the widespread use of
formula as a breastmilk substitute for healthy mothers and babies emerged in the first half of the 20™ century.>*’

Throughout the middle part of the 20" century, most physicians did not advocate breastfeeding, and most women did not choose
to breastfeed. Therefore, an entire generation of women—and physicians—grew up not viewing breastfeeding as the normal way
to feed babies. Despite the resurgence of breastfeeding in the late 20™ century in the United States, breastfeeding and formula
feeding continued to be seen as virtually equivalent, representing merely a lifestyle choice parents may make without significant
health sequelae.

Current attitudes concerning infant nutrition have been molded by the manufacturers of human milk substitutes who have
aggressively created markets for their products. They have advertised to physicians and directly to the public in ways that are
inconsistent with the International Code of Marketing for Human Milk Substitutes (see Appendix 3).''> While much of the
literature about breastfeeding distributed by formula companies is factual, omissions and images can mislead mothers, reinforce
misconceptions about breastfeeding, and suggest that breastfeeding mothers also need to use formula. Physicians have been used
to convey this advertising and encourage brand loyalty through “free” literature and formula samples.”® Use of commercial
literature and samples has been demonstrated to decrease breastfeeding rates and increase premature weaning.''

Currently, the World Health Organization (WHO) recommends that a child breastfeed for at least two years.''® The American
Academy of Pediatrics, like the AAFP, recommends that all babies, with rare exceptions, be exclusively breastfed for about six
months.” The United States Public Health Service’s “Healthy People 2010” set national goals of 75% of babies breastfeeding at
birth, 50% at six months, and 25% at one year.104

The United States has not yet met its breastfeeding goals. Data from1995, the most current year for which published data is
available, showed that 60% of U.S. mothers initiate breastfeeding, and 22% are still doing some breastfeeding at six months.
While some subpopulations come close to Healthy People 2010 initiation goals, many do not, and few mothers breastfeed
exclusively.”* Unfortunately, breastfeeding rates quoted for the United States reflect data that does not distinguish between
exclusive breastfeeding, breastfeeding with supplementation, and minimal breastfeeding. We have little national data on
exclusive breastfeeding or breastfeeding beyond six months of age.*®

Despite growing evidence of the health risks of not breastfeeding, physicians, including family physicians, do not receive
adequate training about supporting breastfeeding.*'*> Although physicians make health recommendations about many aspects of
infant care, many physicians still worry that advocating breastfeeding will cause parental guilt. In fact, parents may feel less guilt
if they have had an opportunity to learn all the pertinent information and make a fully informed decision.'
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Family physicians can make a difference in increasing breastfeeding initiation rates, and especially breastfeeding continuation
rates, by advocating breastfeeding, supporting breastfeeding patients and providing appropriate, evidence-based care for
breastfeeding couplets.

Health Effects

Family physicians also need to be familiar with the evidence supporting the recommendation to breastfeed. Evidence about
breastfeeding’s health effects is growing exponentially, and it is beyond the scope of this paper to specifically review all of the
literature. Several excellent review articles outline the evidence supporting the role of breastfeeding in optimal health outcomes
for mothers and children.>**”* Because breastfeeding is the physiologic norm, we will refer to the risks of not breastfeeding for
infants, children, and mothers.

Evidence shows that breastfeeding has profound effects on the developing immune system. Babies not fed human milk have
higher rates of otitis media, allergies, respiratory tract infection, necrotizing enterocolitis, urinary tract infection, and
gastroenteritis in infancy. Babies who are not breastfed have a higher risk of hospitalization in the first year of life due to serious
bacterial illness. They have higher rates of type 1 and type 2 diabetes, allergic disease and asthma, lymphomas, and
inflammatory bowel disease later in life. They develop lower antibody titers in response to immunization.®"*'% Studies of
intelligenc:e( (gnd development have also shown lower IQ and lower developmental scores among children who were not
breastfed. ™

The strongest evidence indicates that these positive effects of breastfeeding are most significant with six months of exclusive
breastfeeding. Most of the studies, however, show that the effects are dose-related, with improved outcomes being associated
with more longer breastfeeding . Similarly, the risks increase as the period of exclusive breastfeeding decreases, with the highest
risk in babies who received fed no human milk.>*’

Maternal health outcomes are also affected by breastfeeding. Mothers who do not breastfeed risk higher rates of anemia and
closer child spacing. Women who have a significant lifetime history of breastfeeding have lower rates of ovarian, endometrial,
and breast cancer compared with the general population. Lactation affects calcium metabolism, with increased bone density after
weaning, and may decrease a woman’s risk of postmenopausal osteoporosis.>

The evidence overwhelmingly supports the recommendation for breastfeeding for almost all mothers and babies. Increasingly,
evidence-based practices that enhance the likelihood of successful breastfeeding have been described. Appendix 1 summarizes some
of the appropriate practices. Appendix 2 lists references that may be helpful for family physicians as they support breastfeeding. The
remaining portions of this paper discuss special breastfeeding issues and unique concerns of certain populations.

SPECIAL BREASTFEEDING ISSUES

Medication and Substances

Almost all prescription and over-the-counter medications taken by the mother are safe during breastfeeding. Several resources are
available to help estimate the degree of drug exposure an infant will receive through breastmilk.”*’*? Physicians must weigh the risks
of replacing breastfeeding with artificial feeding against the risk of medication exposure through breastmilk. Even a temporary
interruption in breastfeeding carries the risk of premature weaning, with the subsequent risks of long-term artificial feeding.
Generally it is recommended that breastfeeding should be interrupted if the mother ingests drugs of abuse, anticancer drugs, and
radioactive compounds.®*'®" Among antidepressants, cardiovascular medications, immunosuppressants, and many other classes of
medications, certain medications are preferred over others for lactating women. In a particular class of medications it is best to choose
a medicine that has the least passage into breastmilk, has fewer active metabolites, and/or is used locally rather than
systemically.**"*

Some medications and substances, such as bromocriptine, nicotine,'® moderate or large amounts of alcohol,?? and estrogen-
containing oral contraceptives, are known to decrease milk supply. Infants should not be exposed to cigarette smoke. Children of
mothers who smoke cigarettes have elevated cotinine levels in their urine compared with children of nonsmoking women. Nursing
women who smoke pass a significant amount of cotinine through the breastmilk to the baby, such that the baby’s cotinine levels are
higher than those of babies exposed to passive cigarette smoke only.""”" Women who breastfeed are advised not to smoke, but if they
cannot quit, it is probably still more valuable to breastfeed, although they should be advised to not smoke in the infant's environment,
to smoke as little as possible, and to smoke immediately after nursing (rather than before) in order to minimize the nicotine levels in
their milk. Alcohol passes easily into breastmilk. While it is safest for nursing mothers to consume no alcohol, there is no
documented risk from small amounts of alcohol. Mothers may be assured that having an occasional alcoholic drink need not preclude
breastfeeding.”

Occupational Exposure and Pollutants

Women without specific occupational or other known poisonous exposures to pollutants may nevertheless be found to have a variety
of polluting chemicals in their bodies.”> Some of these chemicals may be transferred to fetuses in utero, and possibly to infants
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postnatally through breastmilk. However, the risk of cancers and less-than-optimal neurologic development remains higher in
formula-fed babies compared with breastfed babies in similar environments.*® Women with average environmental exposure do not
need to worry about having their breastmilk screened for pollutants. For women with known poisonous exposures, testing of
breastmilk may be necessary. Because noncommercial fish and wildlife ingestion can be a very significant environmental source of
pollutants, health professionals should remind pregnant and nursing women to follow the fish and wildlife consumption guidelines
provided by their state, U.S. territory, or Native American tribe (www.epa.gov/ost/fish).”’

Infectious Diseases

For most maternal infections breastfeeding helps to protect the infant against the disease or decreases the severity of the illness,
because of anti-infective components of breastmilk. Only a few maternal infections preclude breastfeeding:

. In the United States women with human immunodeficiency virus (HIV) should be advised not to breastfeed because of
the potential risk of transmission to the child. In countries with high infant mortality rates due to infectious illnesses or
malnutrition, the benefits of breastfeeding may outweigh the risk of HIV transmission.**”®

. Women with active, untreated tuberculosis should be physically separated from their infants after birth and throughout
the first two weeks of treatment. After this time, a woman may safely breastfeed even while continuing usual multidrug
therapy regimens. Expressed breastmilk may be provided to the baby. The baby should also be treated for tuberculosis.®'

. During active herpes simplex outbreaks, it is safe for a woman to nurse unless she has lesions on her breasts. It is
recommended that she not nurse from the affected breast until lesions resolve.®!
. Babies born to mothers who develop chickenpox within five days antepartum or within two days postpartum are at risk

for more serious chickenpox infections. It is recommended that baby and mother be separated until the mother is no
longer infectious, but expressed breastmilk may be supplied, as long as the milk does not come into contact with active
lesions.*!

Maternal Illness

Women with chronic noninfectious illnesses may be empowered by their ability to breastfeed. For most illnesses, medication issues
need not prevent breastfeeding, as reasonable medication choices can almost always be made. Exceptions include treatment of breast
or other cancers, which necessitates use of antimetabolites.”> Women with severe trauma or acute life-threatening illness may be too
ill to nurse or express milk. Should maternal illness require separation, women should be assisted to maintain lactation.

Breast Surgery

Some women who have had breast augmentation may not be able to produce sufficient amounts of breastmilk. Some of these women
may have had insufficient breast tissue before surgery.”* Breast reduction surgery also increases the risk that a woman will not be
able to produce sufficient breastmilk.'**’ Breast biopsy with circumareolar incision can interfere with milk supply and transfer in that
breast."” These women should be encouraged to breastfeed, but mother and baby need to be followed closely to ensure that the infant
has an adequate milk intake. Women who develop a suspicious breast mass during lactation should not wean for the purpose of mass
evaluation. Mammograms and breast mass biopsy can be done without interfering with lactation.'® Family physicians should assist
their patients with decisions about breast surgery. They should communicate with the surgeon to advocate for their patient's future
breastfeeding needs and breastfeeding conservation surgeries whenever medically feasible.

Infant Illness

Infants with chronic diseases benefit from breastfeeding and/or breastmilk. However, infants with galactosemia are unable to
breastfeed and must be on a lactose-free diet. Infants with phenylketonuria should breastfeed, but they must receive supplementation
with a low-phenylalanine formula.®? Breastfed infants with phenylketonuria have better developmental outcomes compared with
those exclusively fed low-phenylalanine formulas.”

Nursing Beyond Infancy

Breastfeeding should ideally continue beyond infancy, but this is currently not the cultural norm and requires ongoing support and
encouragement.® Breastfeeding during a subsequent pregnancy is not unusual. If the pregnancy is normal and the mother is healthy,
breastfeeding during pregnancy is the woman’s personal decision. If the child is younger than two years of age, the child is at
increased risk of illness if weaned. Breastfeeding the nursing child after delivery of the next child (tandem nursing) may help to
provide a smooth transition psychologically for the older child.®!

Employment and Breastfeeding

In the past 30 years, significant demographic shifts have affected child care and, more specifically, lactation. Coincident with a
reduction in family size has been a progressively earlier return of mothers to the workforce, as well as an increased percentage of
families headed by women and families in which both parents are employed. These demographic changes have made breastfeeding
more difficult to implement. In fact, the most significant obstacle to breastfeeding duration is the mother’s need to return to work.*%
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The day-care industry has concurrently grown, fueled by the early return of new parents to the workplace. Regardless of the quality
of the day-care facility, studies have documented an increased rate of transmission of infectious diseases in these settings.54

Employers can benefit when they promote a positive attitude towards lactation.'® Many new mothers bring skills and experience to
the workplace, and an encouraging atmosphere will promote retention of these valued employees. Women who feel their employers
are positive towards their desire to continue breastfeeding are often less torn between their child and loyalty to an employer; such
positive attitudes generally result in greater employee productivity. Additionally, breastfeeding mothers lose less time from the
workplace because breastfed babies tend to stay healthier than their formula-fed counterparts.” Employers may choose to capitalize
on their pro-lactation policies. Such policies may generate customer approval and favorable publicity in the community.

The logistics involved in promoting ongoing lactation vary from employer to employer. Large employers with on-site day-care may
simply choose to allow breaks to be taken in the day-care center where the mother may breastfeed. All employers should be
encouraged to have a written policy about the promotion and protection of breastfeeding in the workplace. Ideally, employers should
provide a dedicated space for women to nurse or express breastmilk (see Table 1). Some employers may choose to offer their
employees the option of working part-time or telecommuting the first four to six months when lactation is most time-intensive. A
positive approach by employers goes a long way towards assuaging concerns on the part of other employees. In time, federal and
state tax benefits could be offered to companies that implement affirmative lactation policies for their employees.

Family physicians may encourage employers to provide the option of either a postpartum leave of at least four months’ duration; or
part-time employment, telecommuting, or any other available option that could permit the breastfeeding mother to spend more time
with her baby. Medical students, family practice residents, and practicing family physicians should be afforded the opportunity to
establish and maintain lactation.

Table 1.

A Breastfeeding-Friendly Workplace
Workplaces should provide the following:

1. A private room, or section thereof, for either expressing milk or nursing a baby
2. A comfortable chair

3. Electrical outlet and small table for breast pump

4. Access to a sink to wash hands and equipment

5. Small, secure refrigerator for milk storage

6. Protected breaks every 3 hours for pumping (may be in place of other breaks)
7. Nonharassment policy for breastfeeding mothers

Military Issues

Military mothers share many issues in common with other employed mothers, but they also face some unique challenges. Although
the Pentagon has established lactation rooms and other support, there are no consistent Department of Defense Policies about
breastfeeding, which can vary significantly among individual commands.

All three services provide 6 weeks of maternity convalescent leave; the active-duty service member can request additional leave,
which is granted at the discretion of the supervisor. However, active-duty members also face prolonged assignments and
deployments. For some Navy mothers, in particular, deployment can mean 6 months away from home on a ship beginning as early as
6 weeks’ postpartum. Some field-duty sites have limited potable water supplies, electricity, and/or restroom facilities. Military
mothers also face conflicting and negative attitudes about being a warrior and a mother from supervisors, co-workers, and families.
The Department of Defense and the individual services are assessing current policies and considering necessary modifications to help
support the active-duty breastfeeding mother.

Family physicians working with military populations should be especially aware of the unique challenges these families face. Family
physicians should work to develop appropriate policies supporting breastfeeding by active duty service members and by mothers who
are military dependents.

Breastfeeding the Preterm Infant

The period following the birth of a premature infant can be overwhelming for families. The advice and support of a trusted family
physician can be invaluable to parents confronted with unforeseen decisions and numerous uncertainties. Some relatively mature
preterm infants may be able to breastfeed right away. Family physicians can provide immediate guidance on maintaining lactation
when mother-infant separation is required.

Mothers of preterm infants should be presented with information about the effects of breastmilk and breastfeeding on the premature

infant. Women who are hesitant to make a long-term commitment to breastfeeding can be encouraged to nurse or express colostrum
for the first week or to nurse or express breastmilk for her infant until it can be discharged from the hospital. The mother of a preterm
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infant faces almost all of the barriers encountered by other mothers plus those of potentially prolonged breast-pumping, limited infant
contact, medical equipment and monitoring devices attached to her infant, and emotional stress. When family physicians work as part
of a team of neonatologists, nurses, social workers, dietitians, and lactation consultants, they can be effective in supporting the
successful initiation and continuation of breastfeeding after the birth of the preterm infant.

Preterm breastmilk differs from term breastmilk and provides both short- and long-term health advantages for preterm infants.
Preterm infants who receive breastmilk have greatly reduced rates of sepsis and necrotizing enterocolitis compared with infants who
receive milk substitutes.”*®” Studies of preterm infants have also demonstrated reduced rates of atopic disease in infants with a family
history of atopy.®® A recent meta-analysis concluded that breastfeeding is associated with long-term cognitive advantages and that
preterm infants derive more benefit than full-term infants.® Breastmilk has also been associated with enhanced retinal development
and visual acuity in preterm infants."> However, breastmilk may need to be supplemented with a fortifier for smaller or more fragile
preterm infants.”*

Studies have shown that preterm infants show greater cardiac and respiratory stability when breastfeeding rather than bottle-
feeding.'®*® Therefore, initiating breastfeeding in preterm infants does not require demonstrated ability to bottle-feed. In addition to
promoting physiologic stability in premature infants, skin-to-skin contact or “kangaroo care”*'"* increases maternal milk supply and
may trigger the enteromammary immune system by which a mother produces antibodies in response to antigens in the infant's
environment.

There are several excellent resources on breastfeeding management for physicians caring for breastfeeding preterm infants and their
families, including chapters in texts by Lawrence & Lawrence , and Riordan & Auerbach.®"

Teens and Breastfeeding

While teenage mothers share issues with their adult peers, they also face many unique pressures. The family physician is well
positioned to assist the pregnant and breastfeeding teen and her family. All adolescent mothers should be encouraged to breastfeed.?

Many adults in our society may have a negative attitude toward the pregnant teen. It is essential for her family physician to be aware
of these negative attitudes, including his or her own feelings about pregnant teens. The family physician can help the pregnant teen
deal with these issues and empower her to breastfeed.® Enlisting the teen's support system is important; including the baby's father,
peers, and friends may make the difference. Peer counseling by other breastfeeding teens can be very powerful. Teens are usually
interested in learning about the practical issues of breastfeeding and learn quickly. However, they may often have an incorrect
understanding, and dispelling myths is key.

Pregnant and breastfeeding teens often have significant concerns regarding body image. These concerns can be addressed by
providing positive images of discreet breastfeeding and educating them about changes that will occur during pregnancy and
breastfeeding. Often teens are disinclined to bring up such concerns, but if asked they are willing to discuss body image concerns, as
well as issues such as sexuality and contraception. Because teens worry about their changing bodies, it is important to proactively
share information about proper nutrition, diet, exercise, and weight loss with the teenage mother and those in her support system.*!

Milk production in teens has been evaluated because of concerns about a possible decreased milk supply in adolescent mothers.*
Teens may make less milk as a result of having less breast tissue.”® Teenage mothers often feed their infants less frequently and
supplement with solids earlier.** However, most teenage mothers with proper support have ample milk supplies.

Continued support of the adolescent mother will help her maintain breastfeeding. Anticipatory guidance about her baby's growth and
development, as well as ongoing parenting education, will help the teen mother and her family maintain breastfeeding as part of her
lifestyle.

Adoptive Breastfeeding

Family physicians often care for adoptive parents. The physician should offer the adoptive mother the opportunity to breastfeed her
child. A knowledgeable physician or lactation consultant may help the mother to develop a milk supply either before or after an
adoption.”’

While the adoptive mother often does not develop a full breastmilk supply, with induced lactation techniques it is often possible to
provide a significant amount of breastmilk. Suckling at the breast has developmental advantages for babies. In many cases, the

opportunity to emotionally bond during nursing is the primary benefit of breastfeeding for adoptive mothers and babies.'”’

Breastfeeding Multiples

Mothers of twins and higher order multiples should be encouraged to breastfeed. These mothers will need additional support for
breastfeeding. Most mothers can fully breastfeed twins,”? however mothers of higher order multiples are more likely to need to
supplement their breastmilk. Support groups can be especially helpful for mothers of multiples.®*°
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Breastfeeding in Diverse Populations

Breastfeeding is important for all infants, but children exposed to overcrowding or to poverty are especially vulnerable to the risks of
not being optimally breastfed. Yet racial, ethnic, and socioeconomic disparities in breastfeeding rates persist despite overall
increases.**!"® Incidence and duration data, however, do not truly measure breastfeeding rates among various ethnic and cultural
groups. Statistics gathered under the simplistic groupings of “African-American,” “Hispanic,” etc., inadequately represent the many
cultures and ethnicities included in each category.

Reasons for the relatively low rates in several ethnic and socioeconomic subgroups are both cultural and economic.'® Women of
lower socioeconomic status may have less education and are often employed in positions where work hours, transportation, and other
constraints interfere with the maintenance of a regular schedule of breastfeeding and/or pumping. Provision of formula through WIC
may make bottle-feeding an attractive alternative, despite concordant attempts to encourage breastfeeding. Family responsibilities,
the cost of nursing paraphernalia, lack of a private space to nurse, and issues of partner acceptance pose additional obstacles to
lactation.'®*"® In addition, these mothers often lack personal role models as well as access to breastfeeding information and to
lactation 2sspecialists. Certain populations are potentially more vulnerable to the effects of aggressive infant formula marketing
practices.

Ethnic subgroups within our society also face significant obstacles to lactation even when economics is not a factor. First-generation
immigrants from countries where breastfeeding is the norm are more likely to breastfeed than are second- and later-generation
women. This may be due to convenience, belief in modern food technology, and attempts to acculturate into a society where bottle-
feeding is perceived to be the norm.”® Thus, breastfeeding role models are lost with successive generations. Additionally, accurate
breastfeeding information is less available in languages of smaller ethnic minorities. Few lactation consultants or other health care
personnel are equipped to help women who speak languages other than English or Spanish. Some ethnic and cultural groups are
under-represented in the lactation consultant field. Many cultures also have unique beliefs about lactation, including rituals regarding
milk production, concerns about colostrum, sexual taboos, and beliefs about Wet-nursing.90 These beliefs need to be taken into
account when counseling about the lactation process.

Family physicians can promote lactation among their patients of various ethnicities and socioeconomic levels in a number of ways.
These include the following:

e Learning about the family structure of their patients. In some cultures, enlisting the cooperation of a pivotal family
member may greatly assist in the promotion of breastfeeding,''* whereas in others, the participation of a particular
family member may be inappropriate.

e Understanding the partner’s perspectives and beliefs that may affect breastfeeding success and educating where
appropriate.

e  Ensuring that parents from diverse cultures understand the importance of breastfeeding to their children’s growth and
development.

e Respecting cultural traditions and taboos associated with lactation, adapting cultural beliefs to facilitate optimal
breastfeeding, while sensitively educating about traditions that may be detrimental to breastfeeding.

e  Encouraging exclusive lactation in the hospital in a culturally sensitive manner.

e Providing all information and instruction, wherever possible, in the mother’s native language and assessing for literacy
level when appropriate.

e Understanding the specific financial, work, and time obstacles to breastfeeding, and working with families to overcome
them.

e Being aware of the role of the physician’s own personal cultural attitudes when interacting with patients.

e Being aware of the interaction between the larger American culture and the patient’s culture.

EDUCATION OF MEDICAL STUDENTS, RESIDENTS, AND FAMILY PHYSICIANS
Medical Students

In the preclinical years, courses in anatomy, physiology, and biochemistry, among others, should include aspects pertinent to
lactation. These include anatomy of a lactating breast and how this relates to baby's latch-on, physiology of milk production and the
milk ejection reflex, biochemistry of human milk and the vast differences in artificial substitutes. Some topics could be covered as
"clinical correlation" lectures. Aspects of lactation relevant to particular disciplines could be integrated into the existing curriculum.
For example, the basics of the passage of medications into human milk could be incorporated into the pharmacology course. In the
introductory clinical course, students should be taught the importance of a patient's own infant feeding history as a possible risk factor
for disease, how to take a breastfeeding history when appropriate, and how to examine lactating breasts (Table 2).

In the clinical years, patient care experience in family medicine, obstetrics, and pediatrics should include instruction in normal
breastfeeding, including risks to mother and baby if alternate choices are made ("informed consent" for formula use).” Topics to be
included are preparation to breastfeed during pregnancy, anticipatory guidance for the mother during the first week of lactation,
normal growth of breastfed infants, and anticipatory guidance for other issues that arise regarding breastfeeding of older infants and
toddlers. Management of other special considerations in breastfeeding couplets, such as breastmilk and breastfeeding jaundice,
infectious disease and lactation, contraindications to breastfeeding, medications in the breastfeeding mother, nutritional support,
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lactation and fertility, and the allergic family should be addressed. Other issues that should be incorporated in the curriculum include
assisting mothers with breastfeeding an ill or special-needs infant, reestablishing lactation, inducing lactation for an adoptive family,
advocacy for employed mothers, and psychosocial support for the breastfeeding family (Table 3).

Venues for instruction include lectures, clinics, wards, special lactation clinics, and mentoring by instructors with expertise in
breastfeeding medicine. Modes of instruction should include case presentations, problem-based learning modules, direct patient care,
patient education opportunities, didactics, and computerized learning modules. Family medicine interest groups could present
workshops about breastfeeding to complement the medical school curriculum.

In view of the lack of adequate medical education regarding breastfeeding and human lactation®' until recently, it is crucial to provide
appropriate faculty development opportunities in order to provide medical students with faculty knowledgeable in evidenced-based
breastfeeding management.

Family Medicine Residency

Family medicine residency curriculum should reinforce the concept that breastfeeding is the physiologic norm for mothers and
children. Risks to the child of not being breastfed should be addressed, including nutritional differences between human milk and
substitutes,®" and short-term and life-long health,” developmental,>#¢*%!!! and social risks.' Risks to mother of not breastfeeding,
including health,'*2!24357819 financial, and social ones,"**'®* should be covered. Risks to the family of not breastfeeding should
also be addressed, such as financial aspects, stress of having an ill child, and long-term loss from a child with suboptimal
development. The special role of the father and/or the mother's partner, relatives, and friends in supporting breastfeeding should be
addressed. Additionally, risks to society as a whole should be taught, including increasing health care costs™*'®* and ecological
considerations.**%’

All aspects of normal breastfeeding (Table 3) and management of common problems (Table 4) should be covered and integrated
longitudinally in the three-year residency curriculum. Individual topics may be addressed as appropriate in the following areas:

. Family practice centers (prenatal, postpartum, and well-child visits);

. Mother-baby unit of the hospital (including delivery and postpartum);

. Hospital wards (maintaining lactation in ill mothers);

. Didactics, case conferences, and journal club (all topics as appropriate).

Specific elective experiences in breastfeeding medicine should be made available for residents who want more intensive education.
Residency practices should model support of their breastfeeding patients. Specific support should also be provided for medical
students and residents (and other staff members) who are themselves breastfeeding.

Continuing Medical Education for Practicing Family Physicians

With breastfeeding rates rising steadily, it is incumbent upon practicing family physicians to seek continuing medical education
(CME) opportunities regarding evidence-based practice for breastfeeding support and management of problems that may occur.
Many conferences and seminars on breastfeeding for health professionals offer CME hours for physicians as well. The AAFP is a
cooperating organization for the La Leche League International Annual Seminar for Physicians on Breastfeeding, and includes
workshops on breastfeeding at many of its national conferences (Appendix 2).

Table 2.

Suggested Topics for Preclinical Years

Physiology of the breast during lactation
Composition of breastmilk

Latch and suckling dynamics

Teaching the mother-infant couple to breastfeed
Mechanisms of jaundice in the breastfeeding baby
Psychosocial aspects of breastfeeding
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Table 3.

Suggested Topics for Clinical Years: Normal Breastfeeding

Effects of labor and delivery interventions on initiation of breastfeeding
Facilitating and assisting mother with the first feeding in the delivery room
Neonatal breastfeeding assessment

Supporting mothers returning to school/employment

*  Pumps and pumping

* Advocacy

Table 4.

Suggested Topics for Residency Curriculum

Normal Breastfeeding topics (as in Table 2) plus the following:
Management of common lactation problems

Maternal Inadequate weight gain

Sore nipples Tongue-tie

Plugged ducts Frenotomy

Mastitis Special situations

Candidal infections of breast Prematurity

Inadequate milk supply Congenital anomalies that may affect breastfeeding
Infant Down syndrome

Latch and suck problems Congenital heart defects

Supplementary feeds Cleft lip/palate

Jaundice

FAMILY PHYSICIANS AND BREASTFEEDING ADVOCACY

Family physicians have had a long history of advocating for patients in various aspects of their health care. To reach the AAFP's
breastfeeding goals, we will need to be advocates with and for our breastfeeding patients. Until breastfeeding is seen as the norm,
family physicians will need to be involved in shaping policies that affect breastfeeding. Family physicians can become advocates for
breastfeeding in several areas, including in physician offices, hospitals, birthing centers, and workplaces, and with insurance
companies. Family physicians can help shape public health policies and encourage research. While an individual family physician is
not likely to be involved in all areas of advocacy for breastfeeding, family physicians working together as a group can become
effective advocates with our breastfeeding patients.

Studies have shown that the physician's recommendation to breastfeed increases breastfeeding initiation and duration rates.'>*>%
Eliminating formula company literature, advertising, and distribution of samples encourages breastfeeding as normal infant
feeding.''> We need to be sure that our office policies support our breastfeeding patients and employees. There are some simple steps
that all physicians can take in order to advocate breastfeeding in our offices (see Appendix 1).!7°66%477

When advocating for breastfeeding issues related to insurance coverage and workplace changes, the economic benefits of
breastfeeding are essential issues. Several studies have shown substantial increase in cost to families, communities, health care
systems, and employers when babies are not breastfed.””**'® Physicians must be aware of this data in order to be effective
advocates in promoting change in policies regarding breastfeeding.

Family physicians have assumed many administrative roles in hospitals, managed care plans, insurance companies, and large
physician organizations. In these roles, family physicians are in a position to promote breastfeeding and ensure appropriate
reimbursement for lactation services provided by physicians or lactation consultants. Family physicians should advocate for
improved access to lactation services by encouraging increased availability of lactation consultants.

Family physicians should support and advocate for public health policies that would increase breastfeeding rates. They should
actively promote legislation that would encourage the ease, safety, and security of breastfeeding. Family physicians should advocate
for and become involved with breastfeeding-related research aimed at increasing the evidence base and increasing breastfeeding
rates.

Family physicians are active and influential in their communities. By projecting a positive attitude toward breastfeeding in the office
and the community, they can strongly affect patients” decision to breastfeed. Family physicians provide a wealth of patient education
in their offices. As a part of their health education and promotion activities in schools, family physicians should incorporate
breastfeeding into their education for both boys and girls. Making breastfeeding education available to all family and community
members will make breastfeeding the community norm.
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Appendix 1: Recommendations for Breastfeeding Promotion and Management
AAFP Policy Statement on Breastfeeding

Breastfeeding should be the norm for both mothers and their children. The AAFP recommends that all babies, with rare
exceptions, be breastfed and/or receive expressed human milk exclusively for about the first six months of life. Breastfeeding
should continue with the addition of complementary foods throughout the second half of the first year. Breastfeeding beyond the
first year offers considerable benefits to both mother and child, and should continue as long as mutually desired. Family
physicians should have the knowledge to promote, protect, and support breastfeeding.

General Recommendations For All Family Physicians

1. Breastfeeding promotion and education need to occur throughout the life cycle.
a. Provide accurate and appropriate breastfeeding information at all preventive health visits throughout the
lifespan.

b.  Provide accurate information about infant feeding during preconception and all prenatal visits.

2. Family physicians, whether or not they provide maternity care, should establish a breastfeeding-friendly office.'™’

a. Avoid the direct or implied endorsement of artificial baby milks (formula) by eliminating the distribution of
samples and formula-company sponsored materials."'?

b. Display culturally appropriate breastfeeding pictures and posters.
c. Ensure that all office staff are knowledgeable about and supportive of breastfeeding.
d. Have current breastfeeding resources available in the office.

3. Family physicians should actively promote breastfeeding in the community.
a. Promote practices consistent with the “Ten Steps to a Baby-Friendly Hospital” (see Appendix 3).*
b. Provide educational programs in the community about the importance and practical aspects of breastfeeding.
c. Advocate for mother-friendly policies in the workplace.
d. Support legislation and public policy that protects breastfeeding.

Specific Clinical Recommendations™*

1. Preconceptual and Prenatal Education

a. Address the infant feeding decision before conception or as early in pregnancy as possible; women make their

decision about breastfeeding very early. Continue to bring up the issue of infant feeding throughout the
prenatal period.'7*

b. Determine the mother’s intent and any concerns or misconceptions she may have. Provide appropriate
education and anticipatory guidance to encourage her to consider breastfeeding and determine what support
she will need to make and carry out this decision."

c. Elicit any factors in the family medical history that may make breastfeeding especially important (e.g., atopic
diseases, diabetes, obesity, cancers), and advise the woman of these factors >67-1924:26

d. Elicit any risk factors for potential breastfeeding problems and any potential medical contraindications to
lactation. Provide appropriate support and eduation.'*!”

e. Encourage the participation of the mother’s support persons and educate them as appropriate.®

f. Recognize the feelings of relatives who did not breastfeed, or weaned prematurely. Encourage them to learn
what is currently known about breastfeeding for the optimal health of the mother and baby.

g. Encourage the woman and her support persons, in a culturally sensitive manner, to attend breastfeeding
classes and/or support group meetings prenatally.'®

h. Provide the woman with accurate, noncommercial breastfeeding literature and recommendations for accurate
lay breastfeeding resources (e.g., books, Web sites, etc.).

i Educate women about the potential breastfeeding problems associated with the use of intrapartum analgesia

and anesthesia. Encourage the use of a labor support person (doula).””

2. Intrapartum support
a. Provide appropriate labor support intended to minimize unnecessary analgesics or anesthesia.””’
b. If mother and baby are stable, facilitate immediate postpartum breastfeeding. Minimize separation of mother

and infant and wait until after the first breastfeeding to perform routine newborn procedures such as weighing,
ophthalmic prophylaxis, vitamin K injection, etc.”’

c. Provide warming for the stable newborn via skin-to-skin contact with the mother, covering both mother and
baby if necessary.

3. Early postpartum education and support**

a. Advocate for 24-hour rooming in for mother and baby.

b. Encourage the mother’s support people to provide optimal opportunities for breastfeeding.

c. Ensure that breastfeeding is being adequately assessed on a regular basis by qualified professionals.”

d. Educate mothers about the importance of frequent, unrestricted breastfeeding with proper positioning and
latch.
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e. Help mothers recognize the baby’s early feeding cues (e.g., rooting, lip smacking, sucking on fingers or hands,
rapid eye movements) and explain that crying is a late sign of hunger. Help mothers also recognize signs that
the baby is satisfied at the end of a feeding (e.g., relaxed body posture, unclenching of fists).

f. If mother and baby need to be separated, assist them to maintain breastfeeding and/or ensure that mother
receives assistance with expressing milk.
g. Provide mothers with clear verbal and written discharge breastfeeding instructions that include information on

hunger and feeding indicators, stool and urine patterns, jaundice, proper latch and positioning, and techniques
for expressing breastmilk.

h. Educate mothers about the risks of unnecessary supplementation and pacifier use.>!*!¢1822

L. Avoid the use of discharge packs containing formula samples and formula company advertising or literature.*

J- Ensure that the mother and baby have appropriate follow-up within 48 hours of discharge and provide mother
with phone numbers for lactation support.

k. Identify breastfeeding problems in the hospital and assist the mother with these before discharge. Develop an
appropriate follow-up plan for any identified problems or concerns.

1. Provide the family with information about breastfeeding support groups in the community.

4. Ongoing support and management' "’
a. Evaluate the mother and baby soon after hospital discharge to assess adequacy of milk intake and address any

problems that have developed.
Use breastfeeding-friendly approaches to treatments for problems.
c. Continue to encourage breastfeeding throughout the first year of life and beyond, both at well-child visits and
at other visits.
Be knowledgeable about prevention and management of common breastfeeding challenges.

e. Develop a working relationship with professionals with expertise in lactation issues, such as International
Board Certified Lactation Consultants. Consult when breastfeeding concerns exceed your level of expertise.
f. Encourage mothers who are returning to work to continue to breastfeed.

Encourage mothers who do not feel they can continue to exclusively breastfeed to continue partial
breastfeeding as long as possible.
h. Support mothers who choose not to breastfeed or who wean prematurely.
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Appendix 2: Resources For Family Physicians and Other Health Professionals

The following is a limited list of references and resources to assist family physicians in their efforts to support recommendations
of the AAFP Position Paper on Breastfeeding.

General Directories of Support Services

The Breastfeeding Resource Guide

A comprehensive list of organizations, groups, distributors,
and other companies that provide breastfeeding services,
support, products, and resources.

Best Start Social Marketing

Provided in the AAFP’s Physician’s Breastfeeding Support

Kit

American Academy of Family Physicians

www.aafp.org
1-800-274-2237

The National Women’s Health Information Center
Provides a list of breastfeeding publications and
organizations.

A Project of The HHS Office on Women’s Health

U.S. Department of Health and Human Services
www.4woman.gov

Departments of Public Health

Many states have excellent comprehensive programs that
support breastfeeding and breastfeeding education.

State Universities

Many state universities or extension services offer
information,  training materials and  educational
opportunities for physicians and other health professionals..

Textbooks
Breastfeeding : A Guide for the Medical Profession 5th edition (December 1998)
Ruth A. Lawrence, Mosby-Year Book

Robert M. Lawrence
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Breastfeeding and Human Lactation
Jan Riordan, Kathleen Auerbach

2nd Edition (1999)

Jones and Bartlett Publishers

Medications and Mothers' Milk
Thomas W. Hale, Ph.D.

9th edition (2000)

Pharmasoft Medical Publishing

Resources for Lactation Education and Training for Physicians

Annual Seminar for Physicians on Breastfeeding
Presented by La Leche League International
Cosponsored by AAP and ACOG, in cooperation with AAFP
Contact: La Leche League International

1400 N. Meacham Road

Schaumburg, IL 60173-4840

www.lalecheleague.org

Annual International Meeting

Physician’s Basic Course “What Every Physician Needs to
Know About Breastfeeding”

Academy of Breastfeeding Medicine

P. O. Box 81323

San Diego, CA 92138

www.bfmed.org

Patient Information

Physician’s Breastfeeding Resource Kit
American Academy of Family Physicians
11400 Tomahawk Creek Parkway
Leawood, KS 66211-2672

The Womanly Art of Breastfeeding
Gwen Gotsch and Judy Torgus

6th revised edition (September 1997)
La Leche League International

1400 N. Meacham Road

P.O. Box 4079

Schaumburg, IL 60168-4079
www.lalechleleague.org
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Breastfeeding the Newborn: Clinical Strategies for
Nurses

Marie Biancuzzo

Ist edition (January 15, 1999)

Mosby, Inc.

Drugs in Pregnancy & Lactation: A Reference Guide to
Fetal & Neonatal Risk

Roger K. Freeman, Sumner J. Yaffe, Gerald G. Briggs

Sth edition (May 15, 1998)

Lippincott, Williams & Wilkins

The Breastfeeding Answer Book

Nancy Mohrbacher, IBCLC, Julie Stock, IBCLC
Revised edition (1997)

La Leche League International

Lactation Management Curriculum — A Faculty Guide
for Schools of Medicine, Nursing, and Nutrition
Wellstart International

Attn: Educational Materials Coordinator

4062 First Avenue

San Diego, CA 92103-2045

619-295-5195

Breastfeeding Basics

www.breastfeedingbasics.org

A free online basic breastfeeding course; may be used as
curriculum for a student or resident rotation.

Additional courses with AAFP Prescribed credit may be
through  the  Academy’s CME  database

(www.aafp.org).

A Woman's Guide to Breastfeeding
American Academy of Pediatrics (1998)
Division of Publications

P.O. Box 747

Elk Grove Village, IL 60009-0747
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Breastfeeding Support Organizations

American Academy of Family Physicians

A national organization representing over 93,100 members
who provide comprehensive, coordinated, and continuing
care to all members of the family and serve as the patient’s
advocate in the changing health care system. Breastfeeding
support materials and CME training are available through
AAFP.

11400 Tomahawk Creek Parkway

Leawood, KS 66211-2672

800-274-2237

www.aafp.org

The Academy of Breastfeeding Medicine

A worldwide organization of physicians dedicated to the
promotion, protection, and support of breastfeeding and
human lactation.

ABM Executive Office

P.O. Box 81323 San Diego, CA 92138

Toll free: 1 877-836-9947

www.bfmed.org

Baby-Friendly USA

Implements the U.S. UNICEF Baby-Friendly Hospital
Initiative, including the award process.

8 Jan Sebastian Way #13

Sandwich, MA 02563

508-888-8044

www.aboutus.com/al00/bfusa

Best Start Social Marketing

Provides information and products to support the
promotion of breastfeeding.

3500 E. Fletcher Avenue, Suite 519

Tampa, FL 33613

800-277-4975

www.beststart@mindspring.com

Appendix 3: National and International Breastfeeding Initiatives

The Baby Friendly Hospital Initiative

International Board of Lactation Consultant Examiners
Offers voluntary certification examination for specialists in
lactation management. Publishes the Code of Ethics for
lactation consultants.

PO Box 2348

Falls Church, VA 22042-0348

703-560-7330

www.ibclc.org

International Lactation Consultants Association

The professional organization for lactation consultants. The
International Lactation Consultant Association (ILCA)
promotes the professional development, advancement, and
recognition of lactation consultants worldwide for the
benefit of breastfeeding women, infants, and children.
Publishes the Journal of Human Lactation.

4101 Lake Boone Trail, Suite 201

Raleigh, NC 27607

919-787-5181

www.ilca.org

La Leche League International

Their mission is to help mothers worldwide to breastfeed
through  mother-to-mother  support, encouragement,
information, and education, and to promote a better
understanding of breastfeeding as an important element in
the healthy development of the baby and the mother.

1400 N. Meacham Rd.

Schaumburg, IL 60173-4048

(847) 519-7730

www.lalecheleague.org

Wellstart

A private, non-profit organization that promotes maternal
and child health, specializing in the area of breastfeeding.
Through programs and publications, Wellstart provides
educational opportunities for perinatal health care
professionals, focusing on the scientific basis and
management of human lactation. Wellstart staff serve as
consultants on local, national, and international levels and
provide training for a variety of health organizations.

4062 First Ave

San Diego, CA 92103

619-295-5192

www.wellstart.org

The Baby-Friendly Hospital Initiative is a worldwide project of UNICEF and the World Health Organization (WHO). The goal
of the initiative is to recognize hospitals and birth centers that take special steps to provide an optimal environment for
breastfeeding. Approximately 14,000 hospitals worldwide have received this prestigious award. In the United States, hospitals
and birth centers may take a first step toward receiving Baby-Friendly designation through the Certificate of Intent program. For

an application packet, call 508-888-8044.

There are 10 steps to successful breastfeeding underlying the Baby-Friendly Hospital Initiative:
1. Develop a written breastfeeding policy and routinely communicate it to all health care staff.
2. Train all health care staff in skills necessary to implement the policy.
3. Inform all pregnant women about the benefits and management of breastfeeding.
4. Help mothers initiate breastfeeding within half an hour of birth.
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Show mothers how to breastfeed, and how to maintain lactation even if they should be separated from their infants.

Give newborn infants no food or drink other than breastmilk, unless medically indicated.

Practice rooming-in: Allow mothers and infants to remain together 24 hours a day.

Encourage breastfeeding on demand.

Give no artificial teats or pacifiers (also called dummies or soothers) to breastfeeding infants.

0. Foster the establishment of breastfeeding support groups and refer mothers to them on discharge from the hospital or
clinic.

=00 o w

The WHO/UNICEF Code of Marketing of Breastmilk Substitutes

In 1981, the World Health Assembly adopted The International Code of Marketing of Breastmilk Substitutes, as a tool to protect
breastfeeding. Formula marketing targets women. New mothers are given free samples of formula, babies are given bottles in
hospitals, coupons or food samples arrive in the mail, or booklets and videotapes are distributed on breastfeeding and weaning. The
Code prohibits marketing of these products in these ways. It covers formula, other milk products, cereals, teas and juices, as well as
bottles and teats.

The Code has 10 important provisions:

NO advertising of any of these products to the public.

NO free samples to mothers.

NO promotion of products in health care facilities, including the distribution of free or low-cost supplies.

NO company sales representatives to advise mothers.

NO gifts or personal samples to health workers.

NO words or pictures idealizing artificial feeding, or pictures of infants on labels of infant milk containers.

Information to health workers should be scientific and factual.

ALL information on artificial infant feeding, including that on labels, should explain the benefits of breastfeeding and the

costs and hazards associated with artificial feeding.

Unsuitable products, such as sweetened condensed milk, should not be promoted for babies.

10. Manufacturers and distributors should comply with the Code's provisions even if countries have not adopted laws or
other measures.

0NN R W=
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Innocenti Declaration on the Protection, Promotion, and Support of Breastfeeding

The Innocenti Declaration was produced and adopted by participants at the WHO/UNICEF policymakers' meeting on "Breastfeeding
in the 1990s: A Global Initiative," co-sponsored by the United States Agency for International Development (AID) and the Swedish
International Development Authority (SIDA).

We therefore declare that:

= As a global goal for optimal maternal and child health and nutrition, all women should be enabled to practice exclusive
breastfeeding and all infants should be fed exclusively on breastmilk from birth to four to six months of age. Thereafter,
children should continue to be breastfed, while receiving appropriate and adequate complementary foods, for up to two
years of age or beyond. This child-feeding ideal is to be achieved by creating an appropriate environment of awareness
and support so that women can breastfeed in this manner.

= Attainment of this goal requires, in many countries, the reinforcement of a "breastfeeding culture" and its vigorous
defense against incursions of a "bottle-feeding culture." This requires commitment and advocacy for social mobilization,
utilizing to the full the prestige and authority of acknowledged leaders of society in all walks of life.

=  Efforts should be made to increase women's confidence in their ability to breastfeed. Such empowerment involves the
removal of constraints and influences that manipulate perceptions and behavior towards breastfeeding, often by subtle
and indirect means. This requires sensitivity, continued vigilance, and a responsive and comprehensive communications
strategy involving all media and addressed to all levels of society. Furthermore, obstacles to breastfeeding within the
health system, the workplace, and the community must be eliminated.

= Measures should be taken to ensure that women are adequately nourished for their optimal health and that of their
families. Furthermore, ensuring that all women also have access to family planning information and services allows
them to sustain breastfeeding and avoid shortened birth intervals that may compromise their health and nutritional status,
and that of their children.

= All governments should develop national breastfeeding policies and set appropriate national targets for the 1990s. They
should establish a national system for monitoring the attainment of their targets, and they should develop indicators such
as the prevalence of exclusively breastfed infants at discharge from maternity services, and the prevalence of exclusively
breastfed infants at four months of age.

=  National authorities are further urged to integrate their breastfeeding policies into their overall health and development
policies. In so doing they should reinforce all actions that protect, promote, and support breastfeeding within
complementary programs such as prenatal and perinatal care, nutrition, family planning services, and prevention and
treatment of common maternal and childhood diseases. All health care staff should be trained in the skills necessary to
implement these breastfeeding policies.
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Operational targets
All governments by the year 1995 should have:
= Appointed a national breastfeeding coordinator of appropriate authority, and established a multisectoral national
breastfeeding committee composed of representatives from relevant government departments, nongovernmental
organizations, and health professional associations.
= Ensured that every facility providing maternity services fully practices all ten of the Ten Steps to Successful
Breastfeeding set out in the joint WHO/UNICEF statement "Protecting, promoting and supporting breastfeeding: the
special role of maternity services."
= Taken action to give effect to the principles and aim of all Articles of the International Code of Marketing of Breast-Milk
Substitutes and subsequent relevant World Health Assembly resolutions in their entirety.
= Enacted imaginative legislation protecting the breastfeeding rights of working women and established means for its
enforcement.

We also call upon international organizations to:
= Draw up action strategies for protecting, promoting, and supporting breastfeeding, including global monitoring and
evaluation of their strategies.
=  Support national situation analyses and surveys and the development of national goals and targets for action.
=  Encourage and support national authorities in planning, implementing, monitoring, and evaluating their breastfeeding
policies.

HHS Blueprint for Action on Breastfeeding
The Blueprint for Action introduces an action plan for breastfeeding based on education, training, awareness, support, and research.
The plan includes key recommendations that were refined by the members and reviewers of the Subcommittee on Breastfeeding
during their deliberations of science-based findings. Recognizing that breastfeeding rates are influenced by various factors, these
recommendations suggest an approach in which all interested stakeholders come together to forge partnerships to promote
breastfeeding.

David Satcher, M.D., Ph.D.

Assistant Secretary for Health

Surgeon General

U.S. Department of Health and Human Services

Healthy People 2010, Breastfeeding Goals, U.S. Department of Health and Human Services:
= To increase to 75% the proportion of mothers who breastfeed their babies in the early postpartum period.
= To increase to 50% the proportion of mothers who breastfeed their babies through five to six months of age.
= To increase to 25% the proportion of mothers who breastfeed their babies through the end of the first year.

The following report of the Commission on Quality and Scope of Practice was referred to the Reference
Committee on Health Care Services.

COMMISSION ON QUALITY AND SCOPE OF PRACTICE

The functions of this commission shall be: (1) To study and develop recommendations and programs to assist family physicians
in pursuing their full scope of practice in hospitals, health systems, and other practice settings; (2) To provide members and
health care organizations with information and assistance regarding credentialing and privileging, quality improvement,
professional liability, and departmental and other organizational issues, (3) To develop, monitor and analyze new and existing
quality improvement and patient safety programs and policies; and (4) To provide the family physician perspective to
professional, private and governmental organizations involved in healthcare quality programs and policy.

(1) The Commission on Quality and Scope of Practice has met twice since its last report to the Congress of Delegates. Those
meetings were held January 21-22, 2001, in San Diego, California, and June 23-24, 2001, in Kansas City, Missouri.

SCOPE OF PRACTICE ISSUES
Credentialing and Privileging

(2) The commission re-examined the process for AAFP involvement in resolving members’ privilege problems in response to a
referral from the Board of Directors. The Board had held a focus discussion on the process for assisting members following the
unsuccessful Runte antitrust case involving cesarean section privileges. The AAFP receives 400-500 contacts per year from
members seeking information or assistance regarding privileges. In almost all cases, the members’ requests are satisfied with the
information received from commission staff. On rare occasions, members go through the process of seeking financial assistance
from the Academy for lawsuits. In order to receive this assistance, the member and constituent chapter must follow the AAFP
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Protocol for Handling Hospital Privilege Problems. The commission reviewed this protocol in light of the outcome in the Runte case
and determined that it is still a relevant and sound document.

(3) The commission continued development of procedural skills position papers to provide up-front assistance to members seeking
privileges or reimbursement for procedures. The commission recommended, and the Board of Directors approved, adoption of a
position paper on EKG interpretation. This is the seventh in a series of position papers on procedures in family practice. The
position papers are made available to members via the Web site, order fulfillment, and through commission staff, who assist members
and others with privileges for procedures.

(4) The commission reviewed Substitute Resolution No. 310 from the 2000 CoD regarding limitation on privileges based on a
physician having a financial relationship with, or privileges at, another hospital. The commission reviewed other related AAFP
policies to see if they addressed this situation and determined that a more specific policy statement was needed.

Recommendation:

(5) The commission recommended, and the Board of Directors approved, a new policy statement on “Privileges at Competing
Hospitals” to read as follows:

The AAFP opposes the limitation of medical staff participation and privileges by a hospital or health system based on a
physician (or a partner, family member, associate or employee of the physician) having privileges at, a position of
leadership or influence at, or a financial velationship with a second or competing hospital or health system.

(6) The commission received for information 2000 NCSC Resolution No. 9 on developing a universal credentialing form. Since
the AAFP participates in the Coalition for Affordable Quality Healthcare (CAQH), which has as one of its objectives development of
auniversal credentialing application, the commission decided additional action was not warranted. The coalition has 22 of America’s
largest health plans as participants. The commission will monitor the progress of this activity.

Outpatient Accreditation

(7) The commission considered and received for information 2000 CoD Resolution No. 304 recommending that the Academy
work with agencies, such as the National Committee for Quality Assurance (NCQA), to produce evidence-based guidelines for office
inspections. The commission deliberated about whether the AAFP should develop accreditation standards, partner to develop
accreditation standards, or continue to provide input into standards development. The commission concluded that the AAFP should
continue to provide input into the development of accreditation standards by organizations such as the Joint Commission on
Accreditation of Healthcare Organizations (JCAHO), the Accreditation Association for Ambulatory Health Care (AAAHC), and
NCQA and closely monitor their development of physician office accreditation standards.

(8) The commission received for information Substitute Resolution No. 305 from the 2000 CoD recommending that the AAFP
petition the JCAHO and other accreditation organizations to develop medical staff standards with categories for physicians providing
care in the outpatient setting only. The commission noted that the JCAHO hospital accreditation standards do not prohibit a hospital
from developing medical staff categories for outpatient physicians, and commission staff already makes this information available to
members who call regarding this issue. The commission believes this is a local issue that is outside the scope of an accrediting
organization.

OB Consultation/Backup

(9) The commission corresponded with the JCAHO requesting that it develop an accreditation standard to ensure timely
availability of consultation. This was suggested to address the continuing problem of obstetricians’ refusal to provide obstetric
consultations for family physicians. The JCAHO responded that a refusal to consult would violate specific standards already in place
and that physicians should report specific problems to the JCAHO for follow up. In addition, the commission strengthened AAFP
policy on consultation/backup.

Recommendation:

(10) The commission recommended, and the Board of Directors approved with modification, revision of the policy statement on
“Consultation/Backup” to read as follows:
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(Language that is to be deleted is indicated by strikeeut:
New language is noted with Impactfont)

Consultation/Backup

The use of consultation serves as a nmeans of maintaining a high standard of professional care. The American Academy of
Family Physicians helieves that all memibers of a medical staff should have access to consultation when necessary: and
that such consultation, when requested in a timely and appropriate mainner, shall not e arbitrarily refused. In those

instances in which consultation or backup is required for-physicians by the medical staff-bytews—ofthe of a hospital, it is
the ethical responsibility of the medical staff of that hospital to provide timely consultation or backup. (1986) (1998)

Management of Maternity (MOM) Care

(11) The MOM Care program was launched in March 1997 as a risk management/quality assurance program consisting of a
prenatal program guide, a resource list of patient education materials, a reference bibliography, and a package of 25 prenatal
documentation forms for patient charts. Since complete program sales were slow, a decision was made in late 1999 to offer the
MOM Care program guide free of charge on the Web as a member service and sell the documentation forms independently of the
guide. This marketing strategy has been very effective, resulting in a 60 percent increase in sales of the documentation forms this
year. The commission recently completed program updates, including new information on postpartum depression.

PRACTICE MANAGEMENT ISSUES

(12) In response to increasing member requests for assistance in starting a practice, the commission developed a comprehensive
resource manual titled On Your Own: Starting a Medical Practice From the Ground Up. Sales have been brisk since the book was
published in March 2001. It is available through the AAFP catalog and order department.

(13) The commission is developing a set of documentation forms to be used in the family physician office. These forms are being
developed to replace the forms in the AAFP monograph Vital Signs: Medical Records Documentation, which was discontinued this
year due to outdated material. The forms in the monograph had been created by and purchased from outside vendors.

(14) The commission considered Resolution No. 62 from the 2000 NCSC on the development and dissemination of practice
management resources. The commission received this resolution for information because the AAFP is continually developing new
practice management resources and placing them free of charge on the AAFP’s Web site under the heading “Practice Management.”
In addition, the AAFP is revising the document “From Residency to Reality: Practice Management Teaching Tools” and exploring
placement of it on the Web.

QUALITY IMPROVEMENT ISSUES

(15) Continuously monitoring the healthcare quality improvement (QI) field, the commission developed a three-year plan (2001-
2004) that addresses recommendations to improve the US healthcare system from an array of national QI leaders, including the
Institutes of Medicine (IOM). The IOM released its second in a series of “Quality of Healthcare in America” reports titled “Crossing
the Quality Chasm.” Endorsed by the AAFP, the report recommends strategies to achieve a 21" century healthcare system that is
“safe, effective, patient-centered, timely, efficient, and equitable.”

(16) The commission continued to follow the patient safety issue, highlighted in the 1999 IOM report, “To Err is Human.” The
AAFP responded to two Agency for Healthcare Research and Quality (AHRQ) requests for proposals: a cooperative agreement for
“Health Systems Reporting, Analysis and Safety Improvement Research Demonstrations,” and a grant for “Centers of Excellence For
Patient Safety Research and Practice.” Commission staff was involved in writing/editing the proposals, both of which include an
advisory role for the commission related to process and system design to reduce medical errors and improve patient safety. The
AAFP will be notified about the award of both the cooperative agreement and the grant in September 2001.

(17) The commission recommended, and the Board of Directors approved, a line-extension of the AAFP Home Study Self
Assessment (HSSA) program. It is an AAFP accredited CME quality improvement program consisting of a series of QI self-
assessment modules, written for family physicians, that (a) measure a physician’s performance against evidence-based guidelines, (b)
provide the physician with his own data compared to aggregate data of those participating in the program, (c) provide the physician
with useful tips and interventions to improve care, (d) re-measure performance to determine if an improvement in care or process of
care occurred after participating in the program, (e) provide expert/peer assistance via an e-mail discussion group to make
improvements. The first quality improvement module, developed with the American Academy of Neurology, is on Migraine
Headache.

(18) The Task Force on Quality Enhancement met in April 2001, with representation from the Commission on Quality and Scope of
Practice and other pertinent commissions. The task force recommended, and the Board of Directors approved, that it sunset and that
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continued implementation of the pilot program be transferred primarily to this commission. This will become a major priority for the
commission in 2002.

(19) The commission continued partnering with the Institute for Healthcare Improvement (IHI) to deploy findings from its Idealized
Design in Clinical Office Practice (IDCOP) project aimed at comprehensive redesign of the office system as a whole. The
commission developed an on-line Practice 2010 Guide that includes such “how-to” chapters as Group Medical Visits, Electronic
Communication with Patients, QI Measurement Strategies, and Open Access for Appointment Scheduling. Finally, the commission
has provided oversight for the production of a new 2001 Annual Scientific Assembly program element, called Practice 2010, which
includes a learning laboratory with “ideal” practice demonstrations, CME courses, and a main stage lecture.

(20) The commission provided oversight for a major remodeling of the online Medical Quality Clearinghouse, renamed the Online
Quality Initiative. The remodeling will increase the usability and level of interaction with the site by improving the site layout,
navigation, and existing content to ensure a less “text-heavy” format more suitable for the Web. When completed, the remodeled site
will include general information about the AAFP Quality Initiative, an interactive visitor poll, quality resources, links to other sites,
and the latest information in health care quality. The Quality Resources section will include clinical improvement modules and the
Practice 2010 Guide redesign modules.

SUNSET REVIEW OF POLICY STATEMENTS

(21) The commission reviewed several policy statements according to the five-year sunset review process. The commission
recommended, and the Board of Directors approved, reaffirmation of the following policy statements: Emergency Care Privileges;
Privilege Support Protocol; Privileging Policy Statements; Special/Critical Care Units; Definition of Consultation; Definition of
Referral; Definition of Transfer; Definition of Guidelines; Primary Care Services for Limited Specialists; Definition of Outreach
Surgery. The Board also approved reaffirmation of the policy statement on Obstetrics, Maternal/Child Care, with an editorial
change. The commission recommended, and the Board of Directors approved, removal of the word “normal” preceding the word
“pregnancy.” In addition, the commission recommended, and the Board of Directors approved, deletion of the policy on Enterprise
Liability.

Recommendation:

(22) The commission recommended, and the Board of Directors approved, revision of the policy statement on “Documentation of
Training and Experience” to read as follows:

(Language that is to be deleted is indicated by strikeeut:
New language is noted with Impact font)

Documentation of Training and Experience

The American Academy of Family Physicians believes that documentation of training and experience is of utmost
importance, not only for residents preparing for their first application for hospital privileges, but also for practicing
physicians. who-wi hje i1 it ; jeitin ¢

The AAFP recommends that family physicians document all significant training and experience so that it is recorded and
can be reported in an organized fashion. Such documentation should include at a minimum all procedural skills,
intensive/critical care experiences, treatment of major illnesses, and other significant training and experiences. (1989)
(1995)

EXTERNAL LIAISON ACTIVITIES

(23) The commission continued a reciprocal staff liaison relationship with the Commission on Clinical Policies and Research. In
addition, the commission continued to liaison with the Director of the Center for Quality Measurement and Improvement at the
Agency for Healthcare Research and Quality (AHRQ).

(24) The commission continued liaison with the Joint Commission on Accreditation of Healthcare Organizations through
representation on three JCAHO Professional and Technical Advisory Committees (PTACs). One commission member serves on the
Hospital Accreditation Program PTAC; another serves on the Ambulatory Health Care PTAC, and a third on the Network
Accreditation Program PTAC. The commission also benefits from liaison with a family physician member of the JCAHO Board of
Commissioners who attends commission meetings. The commission recommended, and the Board of Directors approved,
discontinuing participation on the Ambulatory PTAC and the Network PTAC when terms expire at the end of the 2001 calendar year.
In prioritizing its activities, the commission decided to focus its resources on the Hospital PTAC because of the importance of the
medical staff standards to our members. The NCQA has the market on network accreditation, and ambulatory accreditation is a
relatively small part of the Joint Commission’s operations.
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(25) The commission also continued liaison with the Committee on Professional Liability of the American College of Obstetricians
and Gynecologists (ACOG). A commission member attends meetings of that group. The commission believes continued
representation of the family practice perspective on the committee is extremely important to building collegial relations with this
specialty.

(26) A commission member continues to fill the Academy’s seat on the Board of Directors of the Specialty Society Medical
Liability Project (SSMLP). The SSMLP was formed as a coalition of over 30 specialty societies in 1986 for the purpose of
coordinating the professional liability activities of organized medicine. The SSMLP incorporated in 1997, and the AAFP was given a
seat on the Board of Directors, because it had been a member of the organization’s steering committee. In late 2000, the SSMLP
elected to dissolve because of changing priorities in member organizations and a fairly stable professional liability environment. The
SSMLP is currently winding-up its affairs and should be dissolved in 2001.

(27) A commission member serves on the Board of Directors of the Accreditation Association for Ambulatory Health Care
(AAAHC). This relationship allows the Academy to monitor and influence an accreditation organization that is a competitor of the
JCAHO in the ambulatory setting. In addition, family physicians have been recruited to participate in many AAAHC programs and
projects. These include participation on a performance measurement task force and the AAAHC’s Institute for Quality Improvement
board of directors. The AAAHC conducted several studies over the course of the last year. Of particular importance to family
physicians are studies in the areas of asthma management in college students, diagnostic colonoscopy, diabetes management, medical
event reporting, atrial fibrillation and stroke prevention.

Respectfully submitted,

Paul E. Van Gorp, Chair

Lila Stein Kroser

Edward A. Hirsch

John Sattenspiel

Thomas L. Speros

Scott Endsley

Richard Reinking

Blane Schilling

Bertha H. Safford

Kelly Alberda, Resident Representative
Ms. Corrine M. McClaughry, Student Representative

Jerry P. Rogers, Board Liaison
Ms. Jane Krieger, Staff Executive

The following report of the Commission on Resident and Student Issues and Supplemental Report were
referred to the Reference Committee on Education.

COMMISSION ON RESIDENT AND STUDENT ISSUES

The Commission on Resident and Student Issues was established to analyze data and trends related to medical
student interest in family practice, effectiveness of current family practice resident and student initiatives, and
areas of need and make recommendations based on these data regarding current and future initiatives. The
commission will also work with appropriate entities to advocate for family practice, to promote membership in
the AAFP and to encourage qualified medical graduates to enter the specialty of family practice.

(1) The Commission on Resident and Student Issues (CRSI) was established by action of the Board of Directors in January 2001.
This action also resulted in the discontinuation of the Task Force on Student Interest and the Committee on Resident and Student
Affairs. The work of the commission encompasses that done previously by these two groups as well as assuming a more global
perspective with regards to resident and student issues in family practice. The CRSI has conducted one meeting since its inception.
This meeting was held on June 9, 2001 in Kansas City, MO.

(2) The new commission is composed of four active members (one serving as chair), AAFP Board Liaison, National Conference
Resident Chair, National Conference Student Chair, two Resident Delegates, two Student Delegates, National FMIG Coordinator,
Chapter Executive, Resident Board Member (ex officio) and Student Board Member (ex officio). In addition, liaisons from the
Association of Departments of Family Medicine (ADFM), Association of Family Practice Residency Directors (AFPRD) and Society
of Teachers of Family Medicine (STFM) are invited to attend. Two former members of the Task Force on Student Interest were also
invited to attend the June 9 meeting of CRSI to provide background and historical perspective. ~ This initial meeting served to
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orient the commission members to the essential programs, projects and liaison relationships under the direction of this new group as
well as to begin the process of prioritization of these items in terms of their value to the Academy strategic direction.

COMMITTEE ON RESIDENT AND STUDENT AFFAIRS

(3) The charge of the Committee on Resident and Student Affairs was to study and address the special problems, needs and
concerns of students and residents in relationship to family medicine and to work with the appropriate entities to encourage medical
graduates to enter the field of family practice and to join the membership of the American Academy of Family Physicians.

(4) The Committee on Resident and Student Affairs (CRSA) has held three meetings since its report to the 2000 Congress of
Delegates. Those meetings were held on September 17, 2000; January 21-22, 2001; and June 8, 2001.

(5) The CRSA Screening Committee met November 8, 2000, to review and select nominees for resident and student
representatives on AAFP commissions and committees. These names were then forwarded to the AAFP Board of Directors for final
appointment.

Student and Resident Representation to the Board of Directors

(6) The resident and student on the AAFP Board of Directors are full members of the Board with voting privileges. Representation
at this level is highly valued by residents and students, and underscores the Academy's position as a strong supporter of resident and
student issues. The committee continued to review election and selection methods to ensure a high quality of resident and student
representation at the Board level.

(7) In addition to the AAFP Board of Directors, resident and student members serve on seven AAFP commissions and six
committees. There also is a resident representative on the Residency Review Committee for Family Practice and a resident observer
on the Association of Family Practice Residency Directors’ Board of Directors. A resident and student representative also serve on
the Society of Teachers of Family Medicine's Board of Directors.

(8) The CRSA worked with the AAFP Foundation to develop the criteria and selection process for appointing a resident member
to the AAFP Foundation Board of Directors.

Student Initiative

(9) The CRSA continued its efforts to enhance student interest in family practice in cooperation with the Commission on
Education, the Commission on Membership and Member Services and the AAFP Task Force on Student Interest.

(10) The committee has emphasized the importance of strengthening family medicine interest groups (FMIGs) in medical schools in
a variety of ways, including provisions for a special session for FMIG leaders and other workshops at the National Conference of
Family Practice Residents and Medical Students. The committee also has supported a project of the Commission on Membership
and Member Services to stimulate student membership through both a peer-to-peer recruitment campaign and an award program for
students who recruit the most new members. The committee has monitored the efforts of the Task Force on Student Interest and has
worked in cooperation with the task force to develop projects related to student interest in the specialty. The committee was actively
involved in selecting the FMIG regional coordinators. These coordinators work to strengthen the FMIGs on the local, state and
national levels. The national FMIG coordinator and the 10 FMIG regional coordinators met in January 2001 in San Diego, California
for orientation and leadership development sessions.

Strolling Through the Match

(11) The committee continued to monitor the distribution of the publication, Strolling Through the Match. This resource represents
a compilation of printed materials on how to choose a residency program and is based on materials originally developed by the
Family Practice Student Association and the Department of Family Medicine at the University of Tennessee in Memphis. Through a
grant from Aventis Pharma, copies are available at no charge to groups, such as FMIGs, constituent chapters, medical school deans'
offices, and individuals who sponsor workshops on residency selection. Since 1998, the directory has included information on ERAS
- Electronic Residency Application Service. Family practice went on-line with ERAS during the 1997-98 Match process.

(12) Copies of Strolling Through the Match also are made available in the Academy’s exhibits at the annual meetings of the

American Medical Student Association and the Student National Medical Association and are displayed at several Academy-
sponsored meetings during the year. The text can also be accessed on the Academy’s Web site.
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Family Practice Residency Unfilled Positions Listing

(13) In cooperation with the Commission on Education, the Task Force on Student Interest and the Division of Medical Education,
the CRSA continued to assist with the Academy's information service for family practice unfilled residency positions. Individuals
wishing to receive a current listing of the unfilled positions can access this information by calling the AAFP at (800) 288-2668 to
listen to a voice-recorded message of current openings. This list is updated bimonthly.

Annual Meeting of Residents and Students

(14) In November 1998, the Board of Directors approved a recommendation to change the name of the NCFPR/NCSM national
meeting to the National Conference of Family Practice Residents and Medical Students. The intent of this name change was to
highlight the unique nature of this conference as the only national event developed by and for medical students and family practice
residents and to provide better name recognition.

(15) The 28th annual gathering of family practice residents and student members was held July 25-29, 2001, in Kansas City under
the theme “The Many Faces of Family Medicine.” The special list of guest speakers included brothers John and Matthew Clarke,
family physicians who have gained international attention with their innovative approach for reaching adolescents with important
health information, and Dennis Saver, AAFP’s 2001 Family Physician of the Year. The opening party was held in Kansas City’s
historic Union Station and Science City. Formal closing was incorporated into the final resident and student business sessions on
Saturday right before the annual picnic and square dance and the conference concluded on Sunday with the Wellness Run.

(16) Over 60 topics were covered in special forums, lectures, procedural skills courses, musculoskeletal clinics and general
workshops. New in 2001 was a series of workshops on how and why to use the Internet in family practice, tips on getting the most
out of a PDA, the pros and cons of physician-patient e-mail and the latest thinking on where technology is headed. Two new
procedural skills courses were added for residents on “Introduction to Slit Lamp Biomicroscopy” and “Gadgets and Gizmos for
Diabetes Education and Management.”

(17) The Exhibit Hall schedule was two and a half days and included dedicated hours during which no educational programs were
conducted. Exhibits of particular interest to family practice resident and student members totaled more than 400. Over 300
residency programs were represented. Other exhibitors included representatives from hospitals, pharmaceutical companies, medical
publishers, recruiting companies and other corporate sponsors.

(18) Though not official chapters of the AAFP, the National Congress of Family Practice Residents (NCFPR) and the National
Congress of Student Members (NCSM) are supported and encouraged by the AAFP. Multiple issues discussed by the resident and
student congresses during the meeting were set forth as recommendations in the form of resolutions to the CRSI. As deemed
appropriate, these resolutions were directed to the Congress of Delegates or, with the approval of the Board of Directors, referred to
other AAFP commissions and committees. In January 2001, the CRSA recommended and the Board of Directors approved
amendment of the NCFPR/NCSM Governing Principles, Article VI, Privilege of the Floor and Voting at Business Sessions to
redefine quorum for purposes of voting on any item of business as “a majority of the delegates registered for the NCFPR/NCSM.”

(19) To encourage greater attendance at the NCFPR/NCSM business sessions and related activities, the agendas for each business
session were published in the program book and displayed prominently outside the meeting rooms. In an effort to stimulate more
discussion leading to the development and refinement of resolutions, topical listservs were created specifically for resident and
student members planning to attend the National Conference.

(20) Several travel grants and scholarships were offered to resident and students to assist them with the expenses involved in
attending the National Conference. Recipients of the First-Time Student Attendees Awards and the Minority Scholarships for Family
Practice Residents and Medical Students were required to submit written essays, which were reviewed by CRSA subcommittees.
The $600 travel grants were presented to the winners along with a booklet containing copies of all the winning essays. The FMIG
Leadership Award was presented to several students who had been actively involved in their FMIG. The Student Community
Outreach Award honored two medical students who had been actively involved in a community service project, including clinical
work and patient education that is not part of an offered or required rotation in their school’s curriculum. Posters listings the names
of winners were also placed in the registration area and AAFP Resource Center. The Target School Program funded one student
from each of the identified target schools (U.S. LCME-accredited medical schools without a department of family medicine) to travel
to the National Conference. In March 2000, the CRSA recommended and the AAFP Board of Directors approved the establishment
of an annual award to recognize family practice residents for their outstanding contributions to community service. The first
recipient was honored at the 2001 conference.

(21) Several community outreach projects were orchestrated during the National Conference, including a blood drive, volunteer
assistance at a local food kitchen, collection of pop tabs to benefit Ronald McDonald House and the collection of toys and supplies
for the Sarata Galbena Internat School for Disadvantaged Children in conjunction with the Heart to Heart airlift mission.

(22) The CRSI believes that all of these activities are essential in order to provide an effective forum for exchange of ideas between
residents, students and practicing physicians. These avenues for input demonstrate the AAFP's commitment to its members in

training.
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Minority Involvement in AAFP Resident and Student Activities

(23) As a result of reports of declining minority applicants to medical schools as well as apparent declining participation in AAFP
resident and student activities by minority residents and students, the committee expressed interest in learning more about how to
effectively meet the needs of this constituency. In particular, interest was expressed in increasing participation by minority students
in the National Conference.

Resident and Student Leadership Development Activities

(24) The CRSA continued to develop resident and student leadership by planning leadership development sessions at commission
and committee cluster meetings and offering a wide variety of leadership-building opportunities at the National Conference.

Resident Needs and Interests

(25) The CRSA continued to focus on six major themes that emerged from a January 2000 focused discussion: (1) communication
with residents about Academy resources and dissemination of information and materials to residents are major concerns; (2) greater
attention should be directed to addressing the needs of residents during key transitions and to tailoring Academy resources to
residents’ stage of training; (3) because of the demands placed on interns, it is important not to overload them with Academy
responsibilities and information; (4) more emphasis should be placed on resident involvement in state and regional meetings; (5) it is
important to foster resident/faculty liaisons at the state and local levels; and (6) provision should be made to address the needs of
residents as people (e.g., juggling professional and personal demands, coping with burnout, etc.).

(26) In January 2001, a subcommittee was charged with identifying existing mechanisms for communicating with residents and
considering goals and directions for a resident regional network. This action was in response to a 2000 NCFPR resolution calling for
development of regional resident coordinators.

(27) The Medical Education Fellow reported on the results of a resident online survey, the purpose of which was to survey as many
AAFP resident members as possible in order to obtain feedback on the future direction of the resident section of the AAFP web site.
Out of 5,844 AAFP resident members, 531 completed the survey. The highest level of interest (in decreasing order) was shown in (a)
a PDA downloads section; (b) a “future” section with licensing, privileging, career planning and financial management information;
and (c) a “computing” section with information on PDAs, email, EMRs and other medical informatics information. It is also worth
noting that, adjusting for minority status, the rank order of interest in a “minority” section went from last place for all respondents to
fourth place for African —American respondents.

Resident and Student Participation in Constituent Chapters

(28) A member of CRSA and the student member of the Board of Directors participated in a panel discussion during the 2001
Annual Leadership Forum (ALF) on best practices for providing meaningful opportunities for students, residents and new physicians
to become more actively involved in chapter activities. Among the materials distributed during the session was “Student and
Resident Involvement at the Chapter Level,” a document developed by CRSA in 1999.

Liaison Activities

(29) Liaisons with the American Medical Association - Residents and Fellows Section (AMA-RFS) and Medical Student Section
(AMA-MSS) are deemed absolute necessities by the CRSI. The Academy sponsors a reception at both the AMA annual and interim
meetings for residents and students at which information about the Academy is distributed and the specialty of family practice is
advocated.

(30) Liaison with the American Medical Student Association (AMSA) also is a high priority. The Commission on Membership and
Member Services and the CRSI co-sponsor an exhibit at the annual AMSA meeting. The CRSI also sponsors a student
representative to attend the AMSA business meeting and workshops. The committee encourages the Academy's continued support of
these activities, as they serve to stimulate student interest in family practice by reaching students not already committed to a
specialty.

(31) The committee sponsors an exhibit at the Student National Medical Association (SNMA), and believes this relationship is
important toward the recruitment of minority physicians into family practice. The committee also maintains a liaison with the
American Medical Women's Association (AMWA). Reports also are received by the committee from the resident representative to
Association of Family Practice Residency Directors who attend the AAMC's Organization of Resident Representatives (ORR).

(32) The CRSI maintains a liaison with the Consortium of Medical Student Organizations (CMSO). The consortium consists of
representatives of the major medical student groups in the country. This allows the committee an opportunity to monitor, network
and assist participating organizations in the consortium. The CRSI also maintains a liaison with the Council of Medical Specialty
Societies Resident and New Practicing Physician Section (CMSS-RPS).
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(33) The CRSA considered a request from the Student Academy of the American Academy of Physician Assistants (SAAAPA) to
establish a more formalized relationship between organizations (e.g., official observer status at NCSM meetings). While the
committee recognizes the value of maintaining a working relationship with the SAAAPA, it was felt that the current formal
relationships between the AAFP and the AAPA are sufficient to meet the needs of the student members of the AAFP. Moreover, the
committee emphasized that the purpose of its liaison relationships is to increase/reinforce/support medical students and to advocate
for family practice as the specialty of choice.

(34) The 2000-2001 Committee on Resident and Student Affairs included: Timothy Heilmann, Chair; Michael Fleming, Board
Liaison; Beulette Y. Hooks; Martin Quan; Robert Raspa; Vito Grasso, Chapter Executive; English Gonzalez, National Conference
Resident Chair; Elizabeth Jo Johnson Resident Delegate; Michael Sevilla, Resident Delegate; Chris Lupold, National Conference
Student Chair; Saria Carter, Student Delegate; Russell Kohl, Student Delegate; Deborah McPherson, Staff Executive; and Lyndia
Flanagan, Assistant Staff Executive.

TASK FORCE ON STUDENT INTEREST

(35) The purpose of the following information is to summarize, for the Congress of Delegates, progress to date on a comprehensive
initiative to enhance interest in family practice as a career choice and the actions of the Task Force on Student Interest.

(36) After eleven years of promoting family practice, monitoring student interest and actively creating interventions to foster and
maintain student interest, the Task Force on Student Interest (TFSI) set out to establish a permanent infrastructure to ensure that the
AAFP can implement future student interest initiatives. To this end, the task force recommended and the AAFP Board of Directors
agreed to establish a commission to attend to resident and student issues and to suspend TFSI activities as a formal task force. As
prescribed by the recommendation, the Task Force on Student Interest held its final meeting January 18-20, 2001, in San Diego,
California.

Background Information

(37) Since 1977, the Academy has recognized the need for specific efforts to develop medical student interest in the specialty of
family practice. Noting that exposure to family medicine in medical schools is uneven and unreliable, the Academy assumed
responsibility for encouraging medical student choices for careers in family practice. The Academy instituted a number of projects in
1977 to encourage student interest in family medicine including projects to increase the availability of family practice residency
information, to support the growth of the National Congress of Student Members, to develop liaisons with medical student
organizations, to support a growing network of Family Medicine Interest Groups in medical schools and to begin tracking important
statistics relevant to the issue, such as the percentage of students from each medical school who enter family practice residency
positions.

(38) Between 1980 and 1987, approximately 12 to 13 percent of U.S. medical students entered first-year residency positions in
family practice. During these same years, approximately 95 to 98 percent of first-year family practice residency positions were
filled, the majority of these (80 to 82 percent) through the National Resident Matching Program.

(39) In March 1988, the nation witnessed a noticeable downturn in the number of medical students selecting family practice as a
specialty. Data from the National Resident Matching Program indicated that only 73 percent of available first-year family practice
residency positions were filled, and more importantly, U.S. senior medical students selected only 62 percent of these available
positions. Indeed, in 1988, only 10.7 percent of U.S. medical school graduates entered first-year family practice residency positions.
In subsequent years the trend continued downward.

(40) In April 1988, the Board of Directors, greatly concerned about the issue of medical student interest in family medicine, created
the Task Force on Student Interest (formerly Ad Hoc Committee on Student Interest) to develop a major AAFP initiative directed
toward enhancing medical student interest in careers in family practice. The Board of Directors decided that this initiative be given
high priority and committed a one million dollar credit line over a five-year period for the following purposes:

(a) To identify the major issues affecting student interest in the specialty.
(b) To review and prioritize strategies to enhance student interest, thereby creating the structure for the AAFP's student
interest initiative.

(41) In December 1991, the Board of Directors approved the reconstitution of the task force. In 1993, the Board of Directors
extended the life of the Task Force on Student Interest for two additional years. The July 8-9, 1995 meeting in San Francisco was the
last budgeted meeting of the Student Interest Task Force. During this meeting, the Student Interest Task Force recommended to the
Board of Directors that the body of active members and liaisons that has constituted the task force from 1988 through July 1995 be
convened on a semi-annual basis as a working group on student interest. The Board approved reconstitution of the task force and
approved meeting on an annual basis. At its meeting in July 1996, the task force recommended that the Task Force on Student
Interest, as reconstituted in 1995, meet on a semi-annual basis. In 2000, the Task Force on Student Interest, convinced that
monitoring and affecting student interest in the specialty is an important and long-term endeavor for the AAFP, recommended that a
new, enduring body be formed to address resident and student issues and that it suspend its activities as a formal task force. The
recommendation was approved by the AAFP Board of Directors. As prescribed by the recommendation, the Task Force on Student
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Interest held its final meeting January 17 -18, 2001, in San Diego, California. A new Commission on Resident and Student Issues
was created in January 2001 and met for the first time in June 2001. The following individuals are recognized as official members of
the Task Force on Student Interest at its final meeting: Patrick B. Harr, Chair; Nikitas J. Zervanos, Elizabeth Ann Garrett., Michael
Hart, Mary Helen Morrow, Jennifer Aloff, Resident Member of the AAFP BOD; Andrew Mills, Student Member of the AAFP BOD;
and Ms. Jaime Hartung, AAFP Family Medicine Interest Group National Coordinator. Liaisons were: John Fogarty, AAFP
Commission on Education (COE); Thomas Rosenthal, Association of Departments of Family Medicine (ADFM); Dona Harris,
Society of Teachers of Family Medicine (STFM); Robert Avant, American Board of Family Practice (ABFP); John R. Bucholtz,
Association of Family Practice Residency Directors (AFPRD); Ms. Shelley Yerman, Association of American Medical Colleges
(AAMC); Frank Simon, American Medical Association (AMA); Barbara Brookmeyer, Bureau of Health Professions of the Health
Resources & Services Administration (BHP).

Student Interest Initiatives
(42) The work of the task force and the focus of the student interest initiative are organized around the following target foci:

e  Environmental assessment
Medical students

Medical schools

Residency programs

Premedical advisors/students
Practicing family physicians
Government

Other groups in organized medicine
General public

Environmental Assessment

(43) In 2001 the task force initiated an important data gathering initiative that will lay the groundwork for the work of the new
Commission on Resident and Student Issues and future student interest initiatives. The task force, with funding provided by the
AAFP Board of Directors and the AAFP Foundation, commissioned a team of researchers from the University of Arizona to
investigate the factors that influence medical student selection of family practice as a specialty. Results of the multi-institutional
study are scheduled to be reported to the AAFP in the fall of 2001.

Projects Directed to Undergraduate Health Professions Advisors and Premedical Students
(44) Outreach to premedical student advisors.

(a) Through its patron membership in the National Association of Advisors for the Health Professions (NAAHP), the task
force has sought to utilize this network of advisors and counselors as an early influence on premedical students thinking
about specialty choice after medical school

(45) Efforts directed at premedical students

(a) The task force reiterated its support of the elementary school and the junior/senior high products that address key
messages about a career as a family physician. The task force believes it is important to understand the impact resources
and career messages like those found in this packet, will have on students. To this end the Task Force has developed
important relationships with Area Health Education Centers (AHECS), the Student National Medical Association and
other agencies to engender support for science education and interest in family practice.

Projects Directed to Medical Schools

(46) The task force established awards to publicize and promote the Academy's goal that 25 percent or more of the graduates of
U.S. medical schools enter family practice residencies. The "AAFP Family Practice Percentage Awards" were again presented
during the STFM Annual Spring Conference. Awards were presented in the following categories (three year averages are indicated
in parenthesis):

The "gold achievement award" included those medical schools whose three-year average (1998-2000) for its graduating
class included 30 percent or more graduates who choose to enter family practice residencies. Two schools met the criteria
for this award for the 2001 presentations. The task force was pleased to present the gold award in the form of a plaque to
the following schools: Wright State University School of Medicine (32.5%) and Michigan State University College of
Human Medicine (32.2%),

The "silver achievement award" included those medical schools whose three-year average (1998-2000) for its graduating

class included more than 25 percent but less than 30 percent of its graduates who chose to enter family practice residencies.
The following six (6) schools were presented the silver award in the form of a plaque: University of Arkansas College of
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Medicine (29.6%), University of Minnesota School of Medicine (27.5%), University of South Dakota School of Medicine
(27.3%), East Carolina University School of Medicine 926.3%), Morehouse School of Medicine (25.5). The "bronze
achievement award" included those medical schools whose three-year average (1998-2000) for its graduating class
included more than 20 percent but less than 25 percent of its graduates who chose to enter family practice residencies.

The following 19 schools were presented the bronze award in the form of a plaque: Mercer University School of Medicine
(25.2%), University of Washington School of Medicine (24.5%), University of lowa College of Medicine (24.4%), Oregon
Health Sciences University School of Medicine (24.2%), University of Hawaii at Manoa John A. Burns School of
Medicine (23.8%), University of Kansas School of Medicine (23.8%), Marshall University School of Medicine (23.6%),
University of New Mexico School of Medicine (23.2%), Meharry Medical College School of Medicine (22.5%),
University of South Carolina School of Medicine (22.4%), Texas A&M University Health Science Center College of
Medicine (22.4%),Texas Tech University Health Sciences Center School of Medicine (22.3%), University of Missouri-
Columbia School of Medicine (21.3%), university of Nebraska College of Medicine (21.3%), Uniformed Services
University of the Health Sciences, F.Edward Hebert School of Medicine (21.2%), East Tennessee State University James
H. Quillen College of Medicine (20.8%), University of Missouri — Kansas City School of Medicine (20.8%), University of
Oklahoma College of Medicine (20.7%), University of North Dakota School of Medicine and Health Sciences (20.6%)

(47) Efforts directed at medical schools without departments or divisions of family medicine.

(a) The task force continues to designate 10 LCME accredited medical schools as "target" schools. These are schools that
do not have a department or a division of family medicine. They are:

e  Columbia University College of Physicians and Surgeons
e  Cornell University — Weill Medical College

e  Johns Hopkins University School of Medicine

e  Harvard Medical School

New York University School of Medicine

Mount Sinai School of Medicine of New York University
e University of Chicago — Pritzker School of Medicine

e  Vanderbilt University School of Medicine

e Washington University (Mo) School of Medicine

e  Yale University School of Medicine

These target schools have received specific attention in the task force's efforts, although it should be emphasized that the
Academy also is concerned about those schools that are not formally recognized as "targets" but nonetheless have less
than optimal family medicine administrative structures.

(b) A special fund provided for the attendance of at least one student from each of these 10 medical schools at the 2001
National Conference of Family Practice Residents and Medical Students. At least one student from each of the medical
schools removed from the list during thee last four years also was offered funding through this program.

(¢) Production of the 2001 Family Practice Clerkship/Preceptorship Directory was completed. This directory was
developed through surveys sent to family medicine departments in LCME-accredited medical schools, family practice
residency programs and AAFP constituent chapters. The directory will continue to be updated on an annual basis and be
available to students in hard copy and via the AAFP student Web site. The purpose of the directory is to provide
information about family medicine curricula in medical schools across the country. The clerkship directory also serves
as a guide to medical students on the availability of family medicine clerkships in U.S. medical schools and family
practice residency programs.

(48) Efforts to Improve Undergraduate Curriculum.

Information reported to the Task Force on Student Interest and noted in the literature suggests a strong correlation exists between
students choosing family practice as a specialty and whether or not his/her school has a department of family medicine. An
additional indicator is whether or not the medical school requires a clinical rotation/clerkship in family medicine. The Task Force on
Student Interest reviewed criteria to develop a list of schools without a required rotation/clerkships in family medicine. The criteria
developed to date include:

. The course must be at least four weeks in duration
. The course must be offered by the department of family medicine
. The course subject must be family medicine.

At the present time the task force has decided not to develop a target list of schools without a required family medicine
rotation/clerkship. The task force chose to further investigate how the AAFP could provide support to developing departments and
those that consistently have a low number of students choosing family practice.
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(49) Efforts to contact medical students directly.

The task force has completed its thirteenth series of mailings to all U.S. LCME-accredited medical school students. Over the course
of four years, every medical student will receive an informational mailing from the AAFP for each year of medical school. The
contents of each mailing were designed to appeal to the informational needs of each class as follows: first year--general information;
second year--clerkship information; third year--residency information; fourth year--reinforcement and pertinent socioeconomic
information. Students are also directed to select web pages on the AAFP web site to find out more information about family practice.

In August 2000, the Task Force on Student Interest launched a new AAFP web site that incorporates a mission and philosophy that
parallels the mission of Family Medicine Interest Groups across the nation. The new web site for medical students serves as a
credible resource for information relevant to students pursuing a career in medicine, especially in the areas of career exploration, peer
support and lifestyle. WWW.FMIGNET.AAFP.ORG serves as a cognitive filter, helping students to concentrate on what is relevant at
each point in their medical education.

(50) Efforts to strengthen Family Medicine Interest Groups (FMIG)

(a) Recognizing the importance of peer-to peer support for medical students’ interest in the specialty of family practice, the
Academy continues to support the activities of Family Medicine Interest Groups. The task force has developed
expanded support materials using input from several successful FMIGs. Among these materials was the updated edition
of the FMIG manual for student leaders.

(b) Through the efforts of the task force, a newsletter (The Exchange) for Family Medicine Interest Groups (FMIG) was
created in 1988. The newsletter serves to keep FMIG student leaders, faculty advisors and predoctoral directors
informed of resources from the AAFP as well as to provide insight to FMIG events and best practices.

(¢) In 1994, the task force referred an idea to the Committee on Resident and Student Affairs (CRSA) for further
development of a nationally elected medical student coordinator for Family Medicine Interest Groups. The task force
agreed that this peer-to-peer consultation might be an excellent way to further develop what the task force considers to
be our greatest asset in family medicine - Family Medicine Interest Groups. The CRSA further developed the idea into a
recommendation to the Board of Directors. This recommendation was approved at the Board's 1995 April meeting. The
first National FMIG Coordinator was elected at the 1995 NCSM. Five FMIG Regional Coordinators were appointed in
January 1996. This was a year of structure for this program. Names and addresses of FMIG leaders have been collected
as well as activities of each FMIG. The communication among FMIGs nation-wide is improving dramatically. At its
meeting in July 1996, the task force recommended that the number of regional coordinators be increased to ten and that
the National and Regional Coordinators be convened for a leadership and training session once a year. In each of the
last five years the 10 FMIG Regional Coordinators and the National FMIG Coordinator convened early in the year for a
leadership training session. The Family Medicine Interest Group Leadership Award, a special award to recognize the
efforts of individual students who have made outstanding contributions to family medicine interest activities in their
school, was made available again in 2001.

2001 marks the fourth year that the AAFP FMIG Network has recognized selected Family Medicine Interest Groups
with the Program of Excellence Award. This award recognized those outstanding FMIGs who have demonstrated
exceptional performance in promoting the specialty of family practice on their medical school campus.

(d) In efforts to continue and expand Aventis Pharma (formerly Hoechst Marion Roussel, Inc.) support of family practice,
the AAFP/Chapter/Aventis/Family Medicine Interest Group Support Program was developed in 1995. A fund from
Aventis administered by the AAFP through its constituent chapters provided up to $1,000 for FMIGs at each U.S.
LCME-accredited medical school. The fiscal year *99-00 has been a success with distribution of approximately
$125,000 to FMIGs across the nation.

(e) For the third consecutive year, the 10 regional and one national FMIG coordinators will attend the AAFP Congress of
Delegates in an effort to expand their professional development and leadership skills. The coordinators will learn about
the process of developing AAFP policy and visit with family practice leaders.

() In 2000, the task force on student interest hosted the FMIG Faculty and Student Leader Summit. This first ever forum
was designed to identify challenges, share resources and best practices, and permit students and faculty to address the
overarching strategies of Family Medicine Interest Groups across the country. In October 2001, the second of three
scheduled faculty and student leader summit events will take place in Mystic, CT. This meeting, drawing on the faculty
and student leaders from FMIGs in the northeast and many target schools, will address issues important to maintaining
an FMIG.

(51) Student Community Outreach Award

The Student Community Outreach Award was instituted by the Public Relations & Marketing Committee (PR/M) at the request
of the Board on a recommendation from CRSA in 1986. The purpose of the award is to provide recognition for student members
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of the AAFP who perform outstanding community-related service. The PR/M Committee transferred the responsibility for this
project to the Task Force on Student Interest. A subcommittee of the task force along with a liaison from the CRSA, were
selected to choose the winners for this award. The award winner is presented a plaque along with a travel grant to attend the
National Conference of Family Practice Residents and Medical Students, and is given the opportunity to present their winning
project as a workshop.

(52) The task force continues to monitor the distribution of the product "Strolling Through the Match: The What, When, Why,
Where and How of Residency Selection." Medical students, medical schools, and family medicine interest groups requested
approximately 8,000 copies. Medical students can also find the full text PDF version of the guide on the AAFP student Web site.
Aventis Pharma provided grant funding for this project.

(53) The Student Interest Constituent Chapter Matching Grants Project was approved by the Board and is administered by the
AAFP. The purpose of the matching grants is to increase the number of "grass-roots" programs that emphasize student interest in the
specialty of family practice.

(54) The task force remains concerned about the important role residency programs and residency program directors play in the
reinforcement of attitudes towards the specialty of family practice. In many cases, medical students' exposure to family practice is
through participation in a residency-based family practice center. The task force has encouraged continued discussion of the issue of
student interest at meetings of residency program directors, including the Residency Assistance Program Workshop and the
Workshop for Directors of Family Practice Residency Programs. In addition, the task force hopes that its work leading to a formal
study of the factors influencing medical student interest in family practice will help to clarify how exposure to residency-based
family practice centers affects specialty choice.

Projects Directed to Practicing Family Physicians
(55) Outreach Through Constituent Chapters

The task force has requested the assistance of constituent chapters to identify practicing family physicians that would be willing to
serve as mentors for medical students and sponsors of student membership dues. The task force is aware that many chapters are
already involved in student interest activities and continues to collect ideas from individual chapters for distribution to other chapters.
The Clerkship/Preceptorship Directory now also includes preceptorships provided by the various chapters. Constituent chapters
play a key role in the task force's efforts directed at target schools.

Projects Directed to Elements of the Government

(56) The task force remains concerned about the availability of state and federal funds for family medicine education, both
undergraduate and graduate. It continues to support the Academy's efforts to advocate the health professions training grants through
the federal government. It also supports the efforts of the Council on Graduate Medical Education which has identified the need for
greater numbers of family physicians. The task force continues to monitor legislative activities around the country regarding required
family practice clerkships, state legislative initiatives and several issues relating to health care reform which impact on the education
of medical students.

Projects Directed to Other Groups in Organized Medicine
(57) Efforts Directed at Accreditation Authority for Medical Schools.

The task force has worked to strengthen its ties with the parents of the Liaison Committee on Medical Education (LCME); the
Association of American Medical Colleges (AAMC) and the American Medical Association (AMA). The task force recognizes the
importance of fundamental curricular changes which will give students opportunities to select family practice as a specialty. The task
force continues to support as a high priority the establishment of mandatory third-year clerkships in family medicine in all medical
schools. The task force is encouraged by the adoption of wording by the LCME which gives family medicine parity with other
academic departments in medical schools.
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(58) Efforts of the Academic Family Medicine Organizations (AFMO)

The task force is represented on the Student Interest and Undergraduate Medical Education Subcommittee of the coalition of
Academic Family Medicine Organizations.

Projects Directed to the General Public

(59) The task force views the Academy's campaign to increase awareness of and appreciation for the skills of family physicians as
crucial to student interest, because such awareness leads to greater public support for family practice training and greater premedical
student interest in family practice careers. The task force has already used materials developed by the AAFP public relations as part
of its outreach to premedical student advisors.

Summary

(60) The Student Interest Initiative has progressed over the past 11 years into a complex and comprehensive program directed at
several different groups and covering numerous projects. The fill rate for the 2001 NRMP match marked the fourth consecutive year
of decline in the past nine years in family practice, both total and with U.S. seniors. The task force knows there also are other factors
of supply and demand, such as managed care influences, outside of the curriculum and academic structures that may have influenced
the outcome of the Match. A formal study now underway will provide measurable insight into the factors that influence medical
student interest in family practice..

(61) Much has been accomplished over the past eleven years. Target schools are developing and/or implementing plans to start
departments of family medicine, and the number of required clerkships in medical schools in family medicine is increasing.
Although the task force has been successful in implementing and directing the projects aforementioned, efforts need to continue so
that what has been gained will not be lost or diminished. Health care reform is a major issue in the United States and the academic
principles of family medicine still need to be emphasized in teaching institutions.

Areas of Concern - ""Red Flags' to Monitor

(62) Medical students are being given information that indicates there are more primary care physicians than the market will
support.

(63) After six consecutive years of increases in positions filled in family practice residency programs, 2001 represents the fourth
consecutive year of fewer positions filled in family practice through the NRMP. Two hundred forty fewer positions (9.2%) were
filled in 2001 compared with 2000 (2,363/76.3% vs. 2,603/81.2%). Three hundred seventeen fewer positions (17.3%) were filled
with U.S. seniors in 2001 compared with 2000 (1,516/49.0% vs. 1,833/57.2%).

(64) Based on student and faculty comments, there is a need to define the role of the family physician within the health provider
system and to clearly state the differences between a family physician and other providers such as nurse practitioners and physician
assistants.

(65) The task force notes a need to be cautious in all efforts of promoting career choice in the specialty of family practice as this
may be seen by today’s generation of medical students as pushy and may increase the feelings of backlash towards primary care on
the medical school campus. It is, however, very important to educate medical students and the public about the specialty of family
practice and the family physician.

(66) The average medical school debt for all schools is now $94,901. 13.2% of all graduates have debts of $150,000 or more. The
task force surmises that medical school indebtedness will increasingly impact decisions about specialty choice and practice options.

(67) The 2000-2001 Task Force on Student Interest included: Patrick B. Harr, Chair; Michael Hart; Elizabeth Ann Garrett; Nikitas
J. Zervanos; Mary Helen Morrow; Marguerite R. Duane, Student Board Member; Jennifer Aloff, Resident Board Member; Jaime
Hartung, FMIG National Coordinator; Robert Avant, ABFP Liaison; John R. Bucholtz, AFPRD Liaison; Frank Simon, AMA
Liaison; Barbara Brookmeyer, BHP Liaison; John Fogarty, COE Liaison; Dona L. Harris, STFM Liaison; and Ruth Lesnewski,
Urban Family Health Liaison; Deborah McPherson, Staff Executive; and Gerald “Jay” Fetter, Assistant Staff Executive.

COMMISSION ON RESIDENT AND STUDENT ISSUES
(68) The Commission on Resident and Student Issues will hold its next meeting on January 18-19, 2002. The National Conference
Planning Committee, a subcommittee composed of the CRSI Chair, one active member of CRSI, National Conference Resident

Chair, National Conference Student Chair and CRSI Chapter Executive, is scheduled to meet on September 30, 2001 and January 17,
2002 to begin finalizing plans for the 2002 National Conference.
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Respectfully submitted

Timothy Heilmann, Chair

Beulette Y. Hooks

Martin Quan

Robert Raspa

Mr. Vito Grasso, Chapter Executive

English Gonzalez, National Conference Resident Chair
Elizabeth Jo Johnson, Resident Delegate

Michael Sevilla, Resident Delegate

Mr. Chris Lupold, National Conference Student Chair
Ms. Saria Carter, Student Delegate

Mr. Russell Kohl, Student Delegate

Ms. Jaime Hartung, National FMIG Coordinator
Elizabeth Ann Garrett, Task Force Representative
Michael Hart, Task Force Representative
Michael Fleming, Board Liaison

Jennifer Aloff, ex officio

Mr. Andrew Mills, ex officio

Dona Harris, STFM Liaison

Thomas C. Rosenthal, ADFM Liaison

Deborah McPherson, Staff Executive

Ms. Lyndia Flanagan, Assistant Staff Executive

COMMISSION ON RESIDENT AND STUDENT ISSUES
SUPPLEMENTAL ANNUAL REPORT

RESIDENT WORK HOURS

(1) Since the June 2001 meeting of the Commission on Resident and Student Issues (CRSI), issues surrounding resident work
hours have gained prominence, capturing the attention of organized medicine, government and the media. As a result, the CRSI
presents this informational supplemental report to its 2001 Annual Report.

(2) The issues of balancing excessive resident duty hours with adequate educational opportunity and concerns of patient safety are
not new. Historically, the American Academy of Family Physicians (AAFP) has supported the Accreditation Council of Graduate
Medical Education (ACGME) Residency Review Committee-Family Practice (RRC-FP) guidelines with recommend that:

Resident assignments must be made in such a way as to prevent excessive patient loads, excessive new admission workups,
inappropriate intensity of service or case mix, and excessive length and frequency of call contributing to excessive fatigue
and sleep deprivation. The program must also ensure the following:
(a) Atleast 1 day out of 7, averaged monthly, away from the residency program
(b) On-call duty no more frequently than every third night, averaged monthly
(¢) Adequate backup if sudden and unexpected patient care needs create resident fatigue sufficient to jeopardize
patient care during of following on-call periods.

Programs must have formal mechanisms specifically designed for promotion of physician well-being and prevention of
impairment. There also should be a structured and facilitated group designed for resident support that meets on a regular
schedule.

(3)  According to an ACGME study conducted in 1999, of those family practice residency programs reviewed, 13 percent were in
violation of these guidelines. The study was repeated in 2000 and reflected a 5 percent decrease in violations reported to 8 percent of
programs reviewed. By contrast, internal medicine programs had citation rates of 30 percent in 1999 and 10 percent in 2000.
Pediatrics programs had 21 percent and 16 percent of programs in violation of their guidelines in these same years. Despite the
overall improvement among primary care specialties, in 1999 36 percent of general surgery programs were cited for work hours
violations followed by 35 percent of programs in 2000.

(4) At the American Medical Association (AMA) Interim 2000 meeting, a resolution introduced by the Resident and Fellow
Section regarding resident working conditions was debated at considerable length and resulted in the adoption of recommendations
that the AMA support the ACGME-RRC standards and investigate alternative to enforce compliance with these standards.
Furthermore, a recommendation was adopted to convene an informational meeting in conjunction with the Council on Medical
Education and the American Academy of Sleep Medicine to report the evidence available about the effects of chronic fatigue and
acute sleep deprivation on medical education and physician performance during 2001.

2001 AAFP Transactions 251



(5) In April 2001, the American Medical Student Association (AMSA), the Committee of Interns and Residents (CIR) and Public
Citizen filed a petition with the Occupational Safety and Health Administration (OSHA) based on the premise that excessive resident
work hours should be considered a workplace hazard. The petition reported correlations between pregnancy complications, declines
in mental health of residents and increased rates of motor vehicle accidents with excessive duty hours. OSHA was asked to consider
enforcing for all residency programs:

e A limit of 80 hours work per week

e A limit of 24 consecutive worked hours per shift

e A limit of on call to every third night

e A minimum of 24 consecutive hours off each week

e A minimum of ten hours off duty between shifts

e A limit of 12-hour shifts in facilities receiving more than 15,000 unscheduled patient visits per year for emergency

medicine residents.

A response to this petition is anticipated by October 31, 2001.

(6) During the July 2001 AAFP National Conference of Family Practice Residents and Medical Students, several resolutions were
introduced regarding the residency work hours issues. Language was adopted asking the AAFP to participate fully in work hour
discussions with the AMA, AAMC and others, to encourage the RRC-FP to refine work hour requirements, to work with the
ACGME to enforce work hour requirements, to reaffirm the current position of supporting the ACGME RRC-FP requirements and to
encourage their enforcement by program directors, and to join the AGCME, AMA-RFS and AAMC-ORR in not supporting federal
government intervention in resident work hours issues at this time. Furthermore, a recommendation was adopted to conduct a survey
of current practices and concerns with regard to resident work hours. The CRSI has recommended referral of these resolutions to the
AAFP Commission on Education for discussion with the ultimate goal of action by family practice residency programs.

(7) On August 18, 2001, the AAFP participated in an AMA-RFS and CIR/SEIU jointly sponsored a Resident Work Hours
Exploratory Meeting which brought together 42 resident and medical student leaders representing 14 organizations (specialty
societies and interest groups) to explore opportunities for collaboration to address the problem of resident working conditions.
Recognizing the challenges associated with this issue and the underlying philosophical differences and histories of conflict among
many of the participants, the group agreed to plan another meeting in conjunction with the October 2001 AMA/AASM Sleep
Conference. In the interim, participants agreed to facilitate consensus on this issue within their organizations and to develop future
actions plans as well as to create a process for sharing information between organizations.

(8) The CRSI will continue to maintain an active involvement in this process and looks forward to remaining an active
collaborative partner in the ultimate resolution of these issues.

The following report of the Committee on Bylaws was referred to the Reference Committee on Bylaws.

COMMITTEE ON BYLAWS

1t is the duty of the Committee on Bylaws to make a continuing study of the Bylaws and make recommendations for
changes, deletions, modifications, and interpretations in order to maintain the integrity and consistency of the Bylaws,
after having given due consideration to all submitted proposals.

NOTICE OF PROPOSED AMENDMENTS

Notice has previously been given of the 53rd Annual Scientific Assembly of the American Academy of Family Physicians to be held
in the City of Atlanta, Georgia, October 3-7, 2001, at the Georgia World Congress Center. The Congress of Delegates will convene
at the Hyatt Regency Atlanta Hotel on October 1.

Pursuant to Chapter XVII of the Bylaws, the following amendments to the Bylaws are submitted to the Congress of Delegates by the
standing Committee on Bylaws. The Committee on Bylaws has considered all proposed amendments and thoroughly reviewed the
Bylaws on a section-by-section basis. The recommendations and comments of the standing committee regarding the respective
proposed amendments are indicated.
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PROPOSED AMENDMENT NO. 1
To Amend Chapter XI of the Bylaws
Proposed by the Congress of Delegates

TO PROVIDE DELEGATE AND ALTERNATE DELEGATE SEATS FOR INTERNATIONAL MEDICAL GRADUATES IN
THE AAFP CONGRESS OF DELEGATES  (Proposed Amendment No. 1 would amend the Bylaws to provide that the
international medical graduates constituency shall have delegate representation in the AAFP Congress of Delegates.)

RESOLVED, That Section 2 of Chapter XI of the Bylaws shall be and hereby is amended on Line 12 by (i) inserting a comma after
“minority physicians”, (ii) deleting the word “and” immediately following “minority physicians” and (iii) inserting the words “and
international medical graduates” after the words “new physicians”, and be it further

RESOLVED, That Section 2 of Chapter XI of the Bylaws shall be and hereby is amended by adding the following new sentence to
the paragraph that ends on Line 19:

“Representation of international medical graduates through specifically slotted delegates and alternate delegates shall be
discontinued at the conclusion of the 2010 annual meeting of the Congress of Delegates.”

and be if further

RESOLVED, That Section 2 of Chapter XI of the Bylaws shall be and hereby is amended on Lines 11, 20 and 25 by deleting the
word “three” where it appears on each such line and substituting in place thereof the word “four”.

Comment: Proposed Amendment No. 1 arose out of the second Resolved clause of Substitute Resolution No. 202, adopted by the
2000 Congress of Delegates. The Committee on Bylaws agrees that slotted delegate seats for international medical graduates are
warranted.

In developing proposed Bylaws language, the committee considered whether the slotted seats provision should sunset after a
specified length of time. The committee has determined that ten years would be an appropriate length of time, as this time period
would allow a sufficient period over which to measure the effectiveness of representation of this constituency within the Congress of
Delegates. Accordingly, Proposed Amendment No. 1 provides for discontinuance of slotted delegate seats for international medical
graduates at the conclusion of the 2010 Congress of Delegates
Recommendation of the Committee: FOR
PROPOSED AMENDMENT NO. 2A
To Amend Chapters XII, XIII and X1V of the Bylaws

Proposed by the Congress of Delegates
TO PROVIDE FOR NEW PHYSICIAN REPRESENTATION ON THE BOARD OF DIRECTORS (Proposed Amendment No.
2A would amend the Bylaws by creating a slotted seat on the Board for a new physician. Nomination and election would be in the

same manner as resident and student Board members.)

RESOLVED, That Section 1 of Chapter XII of the Bylaws shall be and hereby is amended by inserting the words “one new
physician member,” immediately before the word “and” on Line 4, and by adding the following new sentence at the end of Section 1:

“For purposes of eligibility for election as the new physician member of the Board, a new physician shall be defined as an
active member who was first eligible for active membership fewer than seven years before being elected to the Board.”

and be it further

RESOLVED, That Section 2 of Chapter XIII of the Bylaws shall be and hereby is amended by inserting the following new sentences
immediately following the period on Line 10:

“In addition, annually, at the National Conference of Special Constituencies, the new physician constituency shall elect one
candidate for the new physician director on the Board of Directors. The methods of electing the resident, student and new

physician candidates shall be in accordance with guidelines approved by the Board of Directors.”

and be it further
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RESOLVED, That Section 2 of Chapter XIII of the Bylaws shall be and hereby is amended (i) on Line 10 by deleting the word
“two” and inserting “three” in its place, (ii) on Line 12 by deleting the words “and/or”, (iii) on Line 12 by inserting a comma
immediately preceding the word “student’ and (iv) on Line 12 by inserting the words “and/or new physician” between the words
“student” and “candidate(s)”, and be it further

RESOLVED, That Section 2 of Chapter XIII of the Bylaws shall be and hereby is amended on Line 15 by (i) deleting the word “or”,
(ii) by inserting a comma immediately before the word “student”, and (iii) by inserting the words “or new physician” between the
words “student” and “director”, and be it further

RESOLVED, That Section 6 of Chapter XIV of the Bylaws shall be and hereby is amended on Line 1 by (i) inserting a comma after
the word “resident”, (ii) deleting the word “and”, and (iii) inserting the words “and new physician” between the words “student” and
“members”, and be it further

RESOLVED, That Section 6 of Chapter XIV of the Bylaws shall be and hereby is amended on Line 11 by (i) inserting a comma after
the word “resident”, (ii) deleting the word “and” the first time it appears on Line 11 and (iii) inserting the words “and new physician”
between the words “student” and “members”, and be it further

RESOLVED, That Section 6 of Chapter XIV of the Bylaws shall be and hereby is amended by inserting the following sentence
immediately following the period on Line 12:

“In addition, an individual who has served as the resident, student or new physician member of the Board of Directors shall
not be eligible to serve as a Board member representing either of such other two specified classes of members.”

and be it further

RESOLVED, That Section 6 of Chapter XIV of the Bylaws shall be and hereby is amended by inserting the following new paragraph
at the end of Section 6:

“If a vacancy for the resident, student or new physician member of the Board of Directors is filled pursuant to a majority
vote of the Board, service for the unexpired term shall not affect an individual’s eligibility to seek subsequent election as
the resident, student or new physician member of the Board.”

Comment: The 2000 Congress of Delegates adopted Resolution No. 201, which calls on the AAFP to “create a seat on the Board
of Directors for a new physician, to promote the development of leaders in the AAFP.” The Committee on Bylaws strongly supports
this resolution and encourages the 2001 Congress of Delegates to amend the Bylaws so as to authorize Board representation from this
important segment of the AAFP’s membership.

Resolution No. 201 does not address several issues that must be considered in developing Bylaws language. The first issue is the
method of election. Proposed Amendment No. 2A would provide for nomination and election in the same manner as resident and
student Board members. Proposed Amendment No. 2B would provide for nomination and election in the same manner as at-large
Board members.

The Committee on Bylaws believes that both alternatives are justifiable and should be presented to the Congress of Delegates for
consideration. For example, new physicians are active members, and a purpose of creating the new physician Board seat is to
develop leadership skills through the regular AAFP political process. Proposed Amendment No. 2B reflects this philosophy.
However, on balance the Bylaws Committee believes that the election process described in Proposed Amendment No. 2A would be
preferable. The consensus of the committee is that the selection process should be consistent with the process followed for resident
and student Board members. A new physician constituency exists and meets annually at the National Conference of Special
Constituencies. This constituency offers leadership development opportunities, and representatives to this constituency are in an
excellent position to evaluate the leadership skills of its participants and to select a candidate that will best represent their interests.

Two additional concerns were expressed about the election process described in Proposed Amendment No. 2B. First, significant
costs are frequently incurred by candidates for at-large director positions. New physicians may not have the necessary resources to
finance this type of election campaign. Second, this process might force a chapter to choose between nominating a candidate for the
new physician seat or a candidate for an at-large seat. The Bylaws Committee believes it is preferable not to place chapters in this
difficult situation.

Another issue considered by the Bylaws Committee was the recommended length of the term for a new physician director. A
suggestion was made to consider a two year term, as perhaps this would provide a degree of continuity at the Board level, as well as
providing more time for the new physician director to develop a strong comfort level. The Bylaws Committee is recommending,
however, that the term be one year. As is the case with the resident and student Board positions, a purpose of the new physician seat
is to foster leadership development. A one year term would provide an opportunity for greater member participation and is not
viewed by the committee as being too short. The committee also believes a term longer than one year might limit the pool of
available candidates because individuals in their early practice years may be particularly impacted by the time commitment required
of Board members.
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The Committee on Bylaws also considered whether to limit an individual from serving as the new physician director if he or she
previously served as the resident or student Board member. Consistent with previous statements regarding the desire to maximize
leadership development opportunities through the designated Board seats, the committee believes that such a restriction is reasonable.

Finally, the Committee on Bylaws considered Substitute Resolution No. 47, adopted by the new physician constituency at the 2001
National Conference of Special Constituencies. The committee is comfortable with the candidate criteria and method of election set
forth in such resolution, and encourages implementation of this method. However, the committee does not believe that the method of
candidate election should be included in the Bylaws. Rather, the committee believes it should be covered in the NCSC Rules of
Order adopted by the Board of Directors. Therefore, Proposed Amendment No. 2A includes language that provides for the methods
of electing the resident, student and new physician candidates to be in accordance with guidelines approved by the Board of
Directors. (Resident and student candidates are included in this language, as this established practice is not clearly authorized in the
current Bylaws.)

As the Board considers incorporation of the provisions of Substitute Resolution No. 47 in the NCSC Rules of Order, the Bylaws
Committee urges the Board to consider two modifications to the candidate election criteria. First, the committee recommends that a
candidate must have attended at least one NCSC before the NCSC at which the candidate is elected. Second, the committee
recommends that the letter of support from a candidate’s chapter must both nominate and endorse the candidate.

Recommendation of the Committee: FOR

PROPOSED AMENDMENT NO. 2B

To Amend Chapters XII, XIII and XIV of the Bylaws
Proposed by the Congress of Delegates

TO PROVIDE FOR NEW PHYSICIAN REPRESENTATION ON THE BOARD OF DIRECTORS (Proposed Amendment No. 2B
would amend the Bylaws by creating a slotted seat on the Board for a new physician. Nomination and election would be in the same
manner as at-large Board members.)

RESOLVED, That Section 1 of Chapter XII of the Bylaws shall be and hereby is amended by inserting the words “one new
physician member,” immediately before the word “and” on Line 4, and by adding the following new sentence at the end of Section 1:

“For purposes of eligibility for election as the new physician member of the Board, a new physician shall be defined as an
active member who was first eligible for active membership fewer than seven years before being elected to the Board.”

and be it further

RESOLVED, That Section 2 of Chapter XIII of the Bylaws shall be and hereby is amended on Line 19 by inserting the words “for at-
large directors” immediately following the word “ballot” and before the comma, and be it further

RESOLVED, That Section 6 of Chapter XIV of the Bylaws shall be and hereby is amended on Line 1 by (i) inserting a comma after
the word “resident”, (ii) deleting the word “and”, and (iii) inserting the words “and new physician” between the words “student” and
“members”, and be it further

RESOLVED, That Section 6 of Chapter XIV of the Bylaws shall be and hereby is amended on Line 11 by (i) inserting a comma after
the word “resident”, (ii) deleting the word “and” the first time it appears on Line 11 and (iii) inserting the words “and new physician”
between the words “student” and “members”, and be it further

RESOLVED, That Section 6 of Chapter XIV of the Bylaws shall be and hereby is amended by inserting the following sentence
immediately following the period on Line 12:

“In addition, an individual who has served as the resident, student or new physician member of the Board of Directors shall
not be eligible to serve as a Board member representing either of such other two specified classes of members.”

and be it further

RESOLVED, That Section 6 of Chapter XIV of the Bylaws shall be and hereby is amended by inserting the following new paragraph
at the end of Section 6:

“If a vacancy for the resident, student or new physician member of the Board of Directors is filled pursuant to a majority

vote of the Board, service for the unexpired term shall not affect an individual’s eligibility to seek subsequent election as
the resident, student or new physician member of the Board.”
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Comment: As indicted in the immediately preceding comment, Proposed Amendment No. 2B is very similar to Proposed
Amendment No. 2A, with the only difference being that Proposed Amendment 2B would provide for the new physician member of
the Board to be nominated and elected in the same manner as at-large Board members. The rationale behind the committee’s
decision to recommend adoption of Proposed Amendment No. 2A was previously explained, and therefore is not repeated here.

Recommendation of the Committee: AGAINST
PROPOSED AMENDMENT NO. 3
To Amend Chapter 111 of the Bylaws

Proposed by the Board of Directors

TO DELETE RESTRICTIONS ON STUDENT MEMBERS RELATING TO LEADERSHIP POSITIONS AT THE CHAPTER
LEVEL (Proposed Amendment No. 3 would allow constituent chapters to determine whether student members may serve as officers
or commission or committee chairs at the chapter level.)

RESOLVED, That Section 11 of Chapter III of the Bylaws shall be and hereby is amended by (i) inserting the word “national”
between the words “a” and “commission” on Line 13, and (ii) deleting the words “state or”” between the words “a” and “national” on
Line 14.

Comment: Proposed Amendment No. 3 arose out of recommendations adopted by the Chapter Affairs Committee and the Board of
Directors. It was brought to the Bylaws Committee’s attention that some chapters have previously elected or appointed students as
officers, commission/committee chairs and chair of student assemblies. While it is appropriate to restrict students at the national
level from holding office, it was observed that each chapter has its own philosophy regarding eligibility for chapter leadership
positions. Therefore, the Bylaws Committee believes decisions regarding student service at the chapter level are best made by
individual chapters.

Recommendation of the Committee: FOR

PROPOSED AMENDMENT NO. 4

To Amend Section 2, Chapter XIII of the Bylaws
Proposed by the Committee on Bylaws

TO CLARIFY THE REQUIREMENT THAT ONLY ACTIVE MEMBERS ARE ELIGIBLE TO SERVE AS OFFICERS AND
DIRECTORS  (Bylaws language for all membership categories other than active specifically excludes the right to hold national
office. These provisions have been interpreted consistently to mean that only active members may serve as officers and directors.
However, it is conceivable that an individual might seek to interpret current wording so as not to prohibit members other than active
members from serving as directors.)

RESOLVED, That Section 2 of Chapter XIII of the Bylaws shall be and hereby is amended by adding the following new paragraph
at the end of such Section 2:

“Officers and directors (other than the resident and student directors) must be active members in good standing at the time
of election and at all times during their terms of office.”

Comment: Historically, the AAFP has required that officers and directors (other than resident and student directors) must be active
members. However, it was recently called to the Bylaws Committee’s attention that the Bylaws do not explicitly include this
requirement. Proposed Amendment No. 4 would simply clarify the Bylaws by adding language to require that officers and directors
(other than resident and student directors) be active members in good standing both at the time of election and at all times during their
terms of office.

Recommendation of the Committee: FOR

Note: I hereby certify that the above proposed amendments were received by the executive vice president of the American Academy
of Family Physicians in accordance with the requirements set forth in Chapter XVII of the Bylaws.
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Signed: Douglas E. Henley
Executive Vice President

Respectfully submitted

Cora L.E. Christian, Chair
Justin Bartos

Todd Sagin

Jeffrey Hankoff

Donald B. Twiggs

Denis Chagnon

Colette R. Willins

Michael Fleming, Speaker
Todd C. Dicus, Staff Executive

The following report of the Committee on Chapter Affairs was referred to the Reference Committee on
Organization and Finance.

COMMITTEE ON CHAPTER AFFAIRS

The function of the Chapter Affairs Committee is to initiate, coordinate, maintain, promote and
evaluate joint programs and communications (a) between the American Academy of Family
Physicians and its constituent chapters and (b) among the constituent chapters. In order to foster
collegiality, professionalism and cooperation, the committee’s responsibilities shall include (1)
chapter affairs; (2) leadership development and training of members and chapter executives, and (3)
Annual Leadership Forum. The committee is composed of both members and chapter executives of
the American Academy of Family Physicians.

(1)  The Chapter Affairs Committee, comprised of seven Academy members, one resident member, one student member and three
chapter executives, has held two meetings: January 21-22, 2001, in San Diego, California; and June 22-23, 2001, in Kansas City,
Missouri.

AAFP COMMISSION/COMMITTEE APPOINTMENTS
Chapter Nomination Allotments

(2) The committee considered a referral from the Screening Committee to review the issue of which chapter a commission or
committee appointment is counted against when a member has moved from one chapter to another. The committee recommended
and the Board of Directors approved a recommendation that the appointment of a member to an AAFP commission or committee by
counted against the chapter which originally nominated the member, and that chapters be made aware of the change in policy. It was
consensus of the committee that the original nominating chapter is in the best position to determine future plans of a nominee and,
thus, determine the impact of such plans on their decision to make the nomination.

Terms for Chapter Staff

(3) At the request of the Screening Committee, the committee reviewed the length and number of terms for chapter staff on
selected commissions and committees. The committee recommended and the Board of Directors approved a recommendation that
chapter staff be appointed for a maximum of two two-year terms to an AAFP commission and one three-year term to an AAFP
committee. The committee believes that continuity of service is important for all commissions and committees and will be assured
by allowing all chapter staff to service at least two years.

AAFP/CHAPTER RELATIONS INITIATIVE
(4) The AAFP/Chapter Relations Initiative continues to be a major focus of the committee. In addition to oversight of activities in
the four major areas of teamwork, leadership development, peer-based assistance and revenue sharing, the committee endorsed the

concept of marketing the program individually to chapter leaders, both staff and volunteer. The following provides information about
current projects, as well as plans for the future.

Teamwork
(5) Technology to Enhance Communication. Technology continues to facilitate the communication essential to teamwork among

volunteer and staff leaders within a chapter, among chapters and between chapters and AAFP. Of the 55 constituent chapters, 48
have a Web page and 51 participate in the chapter executives (CHEX) listserv.
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(6) Substitute Resolution No. 213 adopted by the 2000 Congress of Delegates was referred to and considered by the committee.
The resolution calls for constituent chapters to work with AAFP to identify needs in regard to web capabilities. Dialogue among staff
of the Research and Information Services Division and constituent chapter staff led to the development of four technology
enhancements for chapters in 2001: web content management software to allow a chapter to manage its Web site, up to 10 electronic
mailing lists per chapter, Windows-based software to assist a chapter in managing their member records, and participation in the
AAFP This Week weekly e-mail newsletter to members.

(7) AAFP Booth for Chapter Meetings. The AAFP continues to provide a self-contained booth for chapters that want a visual
AAFP presence at their meeting. Each booth is accompanied by information about ways to contact the AAFP, copies of the AAFP
catalog and other pertinent information. Over the past year, the booth has traveled to four meetings.

(8) Staff Visits to Chapters. Visits by AAFP staff to chapters strengthen the relationship between chapters and AAFP staff and
enhance mutual assistance and understanding. The Chapter Affairs Department manager has made one visit this year. Funding is
available for up to 10 visits per year by AAFP staff, with costs shared equally by AAFP and the chapter.

(9) Team Building for Chapter/AAFP Staff. For the fourth year, a team building session was held prior to the Annual Leadership
Forum for chapter staff and AAFP staff who work closely with chapter staff. The objective is to increase understanding, foster
effective working relationships and enhance staft teamwork. The session was attended by 60 chapter and 30 AAFP staff.

(10) Orientations for Chapter Staff. Orientations at AAFP headquarters are available to chapter executives and staff. The purpose
is to provide an introduction to AAFP staff, provide an overview of AAFP operations and procedures and to answer questions. An
orientation was held June 6-7, 2001, for one new chapter executive director, one new chapter staff person, one chapter staff person
who will become an executive director within a few months and one chapter executive director who wished to repeat the orientation
after one year. Such orientations are encouraged for new chapter executives and can be customized to meet the needs of any chapter
staff.

(11) Promoting Chapter Meetings. The AAFP makes available to chapters opportunities to promote their meetings and products.
The constituent chapters can promote their meetings in the Catalog; the 2001 Catalog also features 30 product opportunities. The
2001 Annual Leadership Forum (ALF) exhibit hall included an area for chapters to provide information and brochures about
upcoming meetings.

Leadership Development

(12) Leadership Road Shows. Leadership road shows are designed for presentation at chapter and regional meetings to develop
new leaders and strengthen current leaders of constituent chapters. They are available as one-half and one full day sessions presented
by a variety of speakers on a variety of topics selected from an AAFP menu or by the chapter. Thus, each presentation is customized
for the specific audience. During this year, programs have been held at 12 chapter and one regional meeting. Activities have
included strategic planning, board development, media training and presentations for leaders.

(13) Identifying New Leaders. To assist chapters in identifying new leaders, AAFP shares annually with chapters the names of all
registrants for the National Conference of Special Constituencies (NCSC) and the National Conference of Family Practice Residents
and Medical Students, highlighting those who participated as conference leaders. AAFP also provides to chapters a list of those who
check the box on the Annual Scientific Assembly registration form to indicate they are interested in volunteering for their chapter (27
in 2000).

(14) Chapter Leadership Guidebook. The committee has developed an outline for a Chapter Leadership Guidebook and has been
working with a consultant to create materials of value to current and new leaders, such as job descriptions, performance agreements,
resource sites and directories. Templates will also be provided for chapters to use to create their own personalized materials. The
guidebook can be customized by chapters to meet their individual needs and will be easy to revise. It will be available to chapter
leaders in 2001.

Peer-based Assistance

(15) Chapter Assistance Program (CHAP). The CHAP program’s foundation is the Chapter Operations Guidelines, which address
10 areas of association activity: purpose and goals; governing body, officers and directors; organizational structure and documents;
programs, services and activities; chapter staff; financial planning and reporting; membership development and retention;
communications; government affairs; and office technology and information management. This self-directed instrument may be used
by chapters to prioritize chapter issues, as the basis for a board focus discussion, as a tool for educating chapter leaders about chapter
management, and as the prelude to a request for an on-site visit by a CHAP team of two specially trained chapter executives. As
chapter executives possess the greatest expertise about the management of AAFP chapters, they are the major sources of assistance to
one another. The CHAP visit is a voluntary, confidential, by chapter-request-only means to provide helpful tools to improve the
chapter’s future and identify opportunities for growth. Chapters are required to submit background information in advance of the
visit and will receive a confidential report within one month of the team visit.

(16) Peer Networking. To encourage sharing of chapter staff expertise and strengthen chapter-to-chapter relationships, the AAFP
supports visits of staff from one chapter to another chapter. Visits can be arranged for such purposes as assistance in orienting a new
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chapter executive, to observe another chapter’s annual and/or board meeting, or any other purpose of value to the chapter. Two visits
were funded during this past fiscal year.

(17) Chapter Presidents (PREZ) Listserv. This listserv was established to encourage networking and sharing of ideas among
chapter presidents. The listserv has since been expanded to include chapter presidents-elect and immediate past presidents.
Currently 57 persons from 40 chapters participate. In 2001 the committee will expand the listserv to include chapter delegates and
alternate delegates, as well as other chapter officers who wish to participate.

Revenue Sharing

(18) Revenue sharing was initiated in 1998 as a means of working cooperatively with chapters to promote AAFP CME and product
offerings and sharing with chapters revenue generated by sales to their members. Revenue is shared on regional CME courses, the
AAFP Annual Scientific Assembly, and Home Study Self-Assessment (HSSA). In 2000 $54,645 was shared with the 55 constituent
chapters. A total of $127,148 was shared during the first three years of the program

SMALL CHAPTERS

(19) At the request of the Board of Directors, the committee devoted much effort this year to the issues of small chapters (those with
fewer than 400 Active members). The committee identified two major areas for potential relief. The first, reduction of paperwork,
may include such possibilities as AAFP assumption of responsibility for Forms 102 (application for approval of CME activity) and
membership data forms. The second, management assistance, may be in the form of outsourcing services, employing a multi-
management firm, partnering with other chapters, partnering with the medical society, etc.

(20) Leaders of a number of small chapters requested time to meet as a group. The committee planned and facilitated sessions in
conjunction with the Annual Leadership Forum (ALF) for leaders of small chapters. In preparation for the discussions, members of
the committee contacted leaders of small chapters to gain insight into chapter concerns and to provide information about helpful
programs, such as elements of the AAFP/Chapter Relations Initiative. During a breakfast on Friday morning, April 27, 2001, and an
informal session Saturday afternoon, April 28, 2001, small chapter leaders articulated issues, identified areas for assistance and
shared potential solutions. Several small chapter leaders also participated in an optional chapter team building session on Friday
evening, April 27, 2001.

(21) To facilitate attendance at ALF by small chapter leaders, the committee recommended and the Board of Directors approved
reimbursement of expenses for transportation and lodging, up to a maximum of $1,000 per small chapter. As a result of the success
of this effort, the committee recommended and the board approved similar funding for small chapters for attendance at 2002 ALF. In
addition, a reception for small chapters will be held October 1, 2001, in Atlanta, Georgia.

ANNUAL LEADERSHIP FORUM

(22) The Annual Leadership Forum (ALF) was held April 27-28, 2001, in Kansas City, Missouri. The goal of ALF is to equip
participants with knowledge and skills necessary to meet the challenges of leadership, both as individuals and members of AAFP.
Held in conjunction with the 2001 National Conference of Special Constituencies (NCSC), registrants from both groups attended the
ALF plenary sessions, breakfast discussions, luncheons and “Just Desserts.” The NCSC schedule allowed participants to attend up to
four ALF breakouts; the ALF schedule allowed participants to attend the NCSC business sessions and hear the issues of our special
constituencies. ALF was attended by 243 representatives of 52

chapters. Evaluation results from ALF and NCSC registrants were positive and indicated the conference is a popular opportunity for
networking among established and emerging leaders.

(23) The ALF program was approved for 9.50 Prescribed hours of credit. It included plenary sessions on the future of family
medicine and generating creativity. The menu of breakout sessions allowed registrants to select six topics which best met their
educational needs from among such topics as mentoring, problem solving and decision making, preparing for the future, guidelines
on commercial support of CME and gifts to physicians, leading without intimidating, ask your AAFP officers, creating new leaders,
legislative advocacy, Keystone III dialogue, AAFP public awareness campaign, rural best practices, the role of AAFP and chapters in
the AMA, presentation skills, active listening skills, electronic medical records, and developing win-win collaborations for quality
improvement. “Tracks” were offered on technology, including using existing and future technologies in the family physician’s
office, new AAFP services for chapters, personal data assistants and finding what you need on the Web, the AAFP Foundation,
including raising corporate money for chapters and foundations, planned giving for foundations and member financial goals, how to
develop a board that really raises money, and discussion with the AAFP Foundation Executive Vice President, and for the chapter
executives, funding chapter programs.

(24) The committee considered Resolution No. 35 referred by the Board of Directors from the Joint Constituencies of the 2000
National Conference on Special Constituencies. The resolution requested simultaneous registration for ALF and NCSC.
Registration for either meeting allows the attendee to attend elements of both meetings. The committee is taking steps for the 2002
ALF to assure this is clearly understood by registrants. There are now many common elements of the two conferences, including the
on-site registration process, refreshment breaks, signage, breakfasts and luncheons and plenary sessions.
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CONSTITUENT CHAPTER EXECUTIVES
Chapter Executives Sessions

(25) Chapter executives meet when possible for face-to-face networking. An informal discussion was held November 17, 2000,
prior to the State Legislative Conference; and April 26, 2001, prior to the Annual Leadership Conference (ALF). Additional sessions
are planned for chapter staff attending the National Conference of Family Practice Residents and Medical Students July 27, 2001, in
Kansas City, Missouri, and October 1, 2001, in Atlanta, Georgia.

Award of Merit

(26) The committee, on nomination by the Connecticut Academy of Family Physicians, recommended and the Board of Directors
approved the Award of Merit for Mr. Arthur Schuman, who will retire in November after 43 years of service. The award was
presented at the 2001 ALF.

(27) The committee, on nomination of the Missouri Academy of Family Physicians, recommended and the Board of Directors
approved the Award of Merit for Ms. Jean Larson, who will retire in November after 17 years of service. The award will be
presented at a time and place selected by the Missouri Academy of Family Physicians.

(28) The committee, on nomination of the Alaska Academy of Family Physicians, recommended and the Board of Directors
approved the Award of Merit for Ms. Marilyn Dodd, for her exemplary service, including increased membership, enhanced
involvement of members, improved function in the chapter and creating effective systems for communicating with members.

(29) The committee, on nomination of the New Mexico Academy of Family Physicians, recommended and the Board of Directors
approved the Award of Merit for Ms. Ann Kane, who will retire this year after 16 years of service. The award will be presented at a
time and place selected by the New Mexico Academy of Family Physicians.

(30) The committee, on nomination of the Hawaii Academy of Family Physicians, recommended and the Board of Directors
approved the Award of Merit for Ms. Marlies Farrell, who will retire this year after 15 years of service. The award will be presented
at a time and place selected by the Hawaii Academy of Family Physicians.

CONSTITUENT CHAPTER OFFICERS

(31) A luncheon for chapter presidents and presidents-elect is held annually during the Congress of Delegates. This luncheon
provides an opportunity for idea sharing among this group of chapter leaders. The next luncheon will be held October 1, 2001, in
Atlanta, Georgia.

(32) Constituent chapter officers will join chapter executives for a networking reception on October 2, 2001, in Atlanta, Georgia.
This event provides an opportunity for chapter leaders to meet one another and informally network.

(33) At the 2001 ALF, chapter presidents and presidents-elect networked and discussed common issues during a breakfast idea
sharing session. The committee continues to explore opportunities for chapter leaders to share successes and discuss issues.

Respectfully submitted

Kenneth R. Bertka, Chair

Robert C. M. Bourne

John Cullen

Mitchell Finnie

Dana Darien Glenn

Thomas F. Koinis

Douglas Parks

Mr. John S. Jordan, Chapter Executive

Mr. Vincent D. Keenan, Chapter Executive
Mr. Larry Pheifer, Chapter Executive
Jennifer Johnson, Resident Representative
Ms. Michele Ann Bucciero, Student Representative
Richard A. Wherry, Board Liaison

Ms. Dona Flory, Staff Executive

The following report of the Committee on Communications was referred to the Reference Committee
on Public Policy.

COMMITTEE ON COMMUNICATIONS
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The Committee on Communications (CoC) recommends communications activities that support AAFP
objectives by:

Educating the American public about family practice and health issues;
Promoting family practice objectives in all policy arenas;

o Assisting members in promoting their health care services to their communities;
e Promoting AAFP as the membership organization of value for family physicians.

(1) The Committee on Communications has met twice since its last annual report to the Congress of Delegates. Those meetings
were held on January 21-22, 2001, in San Diego, California and June 8-9, 2001, in Kansas City, Missouri.

COMMITTEE WORKPLAN

(2) The committee reviewed the work plan, which was developed during the November 2000 commission/committee staff
orientation. The six elements of the work plan are:

e Realize the full potential of the Public Awareness Campaign by implementation and careful tracking of a grassroots
(constituent chapter-based) component that supports the national effort. (Relates to Strategic Direction 2, 3, 7, 9.)

Support the efforts of the sunset Task Force on Universal Coverage to engage Academy members and the general
public in a national dialogue on the Academy’s proposal. (Relates to Strategic Directions 1, 3, 7.)

. The news media is hungry for quality health information. During the next year, the Committee will partner with the
Commission on Public Health to research, discuss, develop, seek approval of and communicate new media-worthy
(media-sensitive) public health policies. (Relates to Strategic Directions 2, 7, 9.)

. At the request of the Board of Directors (July ‘00), evaluate all Academy Awards and make recommendations
regarding criteria, selection process and presentation venue. (Relates to Strategic Directions 7, 9.)

. Evaluate and continue to refine the Family Health Month program — to ensure that it is a cost-effective program that
meets members’ needs, while also supporting the overall message of the national public awareness campaign. (Relates
to Strategic Directions 2, 7, 9.)

. AFP is a tremendous resource for practicing family physicians, residents and medical students. The committee will
work with the group publisher, publisher, Student Interest Task Force and others as appropriate to evaluate if there are
ways to broaden distribution of AFP (or portions of AFP) to more medical students, as a means of increasing interest
in the specialty. (Relates to Strategic Directions 4, 5.)

CONGRESS OF DELEGATES REFERRALS
Sharing Marketing Survey Information with Constituent Chapters and Members

(3) The committee reviewed Resolution No. 207, which requested that the AAFP share marketing survey information with
constituent chapters and members. The committee determined that the AAFP is already doing this, through news coverage in
Academy publications, distribution of survey information to constituent chapters, and mailing of survey data to members upon
request.

Direct Consumer Marketing

(4) The committee reviewed Resolution No. 212, which requested that the Academy inform pharmaceutical industries of instances
where family physicians are not included along with other physicians in direct-to-consumer advertising, when the conditions
referenced are those generally treated by family physicians. The committee discussed this resolution and determined that the
Academy has a proactive process in place whereby a letter is sent to pharmaceutical companies when a direct-to-consumer
advertisement is noted as not including family physicians.
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NCSC REFERRALS
Increase Public Awareness and Education about Family Physicians, Referral No. 1

(5)  This resolution called for the Academy to actively encourage local chapters to develop a career day program entitled ‘“Family
Medicine Day,” and for the Academy to encourage local chapters to develop an organized mentoring program in local school
systems and other community children’s programs. The committee determined that the appropriate role for the Academy would be
to compile a “career day” packet from already-developed materials and then promote the availability of the materials to constituent
chapters.

National Recognition of Family Medicine’s Role, Referral No. 36

(6) This resolution called for the Academy to ensure that federally funded national public service announcements (PSAs) and
advertising appropriately highlight the role of family physicians in providing healthcare services historically linked to other
specialties. The committee determined that pursuing federally-funded PSA’s offered the most potential for results, and direct staff to
do so, with a report due back at the next committee meeting.

NATIONAL PUBLIC AWARENESS CAMPAIGN

(7)  Successful culmination of the committee’s work over the past two years was the introduction of the AAFP national public
awareness campaign in February 2001, with advertisements appearing in USA Today and The Washington Post, and sponsor
messages being heard on National Public Radio. The committee sponsored a workshop at the Annual Leadership Forum, where the
constituent chapter matching grant component of the campaign was introduced. Additionally, the committee recommended, and the
Board approved, a modification to the original campaign so that the constituent chapter matching grants program could be expanded
to provide for the option of matching grants outside the newspaper/print medium, pending individual approval of each request by the
committee’s executive committee.

HEALTH CARE COVERAGE FOR ALL

(8) The committee assisted in the Academy’s efforts to develop a proposal for providing health care coverage for all by supporting
a January 11, 2001 Washington, DC press conference regarding the Academy’s draft proposal, and by suggesting additional ways to
secure member feedback on the proposal. These suggestions were implemented, and feedback from all parties totaled 1,165.

COMMUNICATING INFORMATION ON KEY PUBLIC HEALTH ISSUES — JOINT EFFORT WITH COMMISSION
ON PUBLIC HEALTH

(9) The committee held a focused discussion with the Commission on Public Health in January 2001 to discuss various public
health issues and opportunities/strategies to better position the AAFP as key resources/ sources of information with the news media.
Following this discussion, the chairs and staff executives of the two groups formed a sub-committee made up of members from each
committee/commission; this subcommittee looked at the policy statements of various public health issues, identified public health
media opportunities by month that appeared to be newsworthy, and discussed messaging for each of those topics. A comprehensive
plan was implemented in June 2001.

PRIORITIZATION OF COMMITTEE ACTIVITIES

(10) In preparation for the Board’s upcoming budget reduction process, the committee conducted a detailed review of all programs
and projects under their purview — and prioritized them in order of importance to members, to the Academy, to the specialty, and
based on return on investment.

AWARDS
Review of Academy Awards Program

(11) The committee provides oversight for all Academy awards. During the year, several recommendations were forwarded to the
Board of Directors regarding modifications and/or enhancements to the Academy Awards program.

Eligibility for Awards when Running for National Office

(12) At its September 15 — 16, 2000 meeting, the Board of Directors discussed the issue of awards presented by the AAFP, and
whether or not to offer an award to individuals running for AAFP office. The issue was referred to the committee to determine
whether additional policy in this area was necessary. The committee discussed this in detail and felt that, since the final authority for
most Academy awards is the Board of Directors and, since many Academy awards are used by members in campaign materials when
running for a national office, these individuals should not be eligible for awards during their campaign year/year(s) of service. The
committee recommended, and the Board approved, a change in the awards program to include language stating, “individuals serving
on the Board of Directors or as officers are not eligible to receive an AAFP award during the year(s) they are in office, and official
candidates for AAFP Board of Directors or officer positions are not eligible to receive an AAFP award during the year they are
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running for office.” It was noted that once the headquarters office receives an official letter from a constituent chapter placing an
individual's name in nomination, then that individual becomes ineligible to receive an AAFP award.

“Orphan” Awards

(13) Opver the past two years, several opportunities have been identified where the AAFP could submit nominations of family
physicians for awards presented by outside entities. The committee felt that in order to have family physicians represented in these
various “outside” awards programs, a specific process should be established to insure that future award opportunities would be
identified and nominations coordinated. The committee recommended, and the Board approved, a process whereby the committee’s
executive committee would select nominees for appropriate “orphan awards,” develop nomination materials, and forward those
materials to the Board chair for approval.

Humanitarian Award

(14) The committee was asked to review the Humanitarian Award and determine the appropriate committee to oversee the basic
functions of the award, since the award was not the responsibility of any committee or commission. The committee recommended,
and the Board approved, that the Committee on Communications provide oversight of this award, with award criteria and a
nomination process to be determined by the committee’s awards subcommittee.

National Mentor Award

(15) The committee was asked to review a proposal from the Committee on Resident and Student Affairs to establish a new award,
the “National Mentor Award.” The committee discussed the proposed criteria and process for this new award, and determined that
other Academy awards already in place are available to meet the spirit of what the Committee on Resident and Student Affairs was
trying to accomplish.

Special Constituency Award

(16) The committee was asked to review a proposal from the Committee on Special Constituencies to establish a new award, the
“Special Constituency Award.” The committee discussed the proposed criteria and process for this new award, and determined that
other Academy awards already in place are available to meet the spirit of what the Committee on Special Constituencies was trying
to accomplish.

Chapter Communications Awards
(17) The committee approved the awards subcommittee recommendation to present Chapter Communications Awards in each
category in 2001. Awards were presented at the Annual Leadership Forum in April 2001 to the following constituent chapters:

Public Relations — Pennsylvania AFP, PA Academy Brand Identity Plan; Publications — Ohio AFP, The Ohio Family Physician
Magazine; Public Affairs — Pennsylvania AFP, 2000 Legislative Breakfast Series; Electronic Publications — Puerto Rico AFP, Video.

Family Physician of the Year

(18) The 2002 Family Physician of the Year is Cathy L. Baldwin-Johnson, M.D., of Wasilla, Alaska.

(19) The committee utilized both the new nomination criteria and nomination form, adopted by the committee during their 2000
summer meeting, and provided positive feedback on the process. An additional enhancement that will be incorporated for the 2002
program will be having the nomination materials posted online for constituent chapter access.

President’s Awards

(20) The President’s Award is bestowed for outstanding service at the special recommendation of the Academy’s president and with
the approval by the Board of Directors. These awards will be announced and presented at the Delegates’ Dinner.

COMMUNICATION PROGRAMS/ACTIVITIES

AAFP Creed

(21) The committee reviewed the AAFP Creed and discussed why the Academy requires that members purchase copies of the creed
when they want to use it in their offices. It was the feeling of the committee that the creed remains both timely and useful, and that
its use should be encouraged. Therefore, the committee recommended, and the Board approved, that the AAFP Creed be made
available to members at no charge — either by downloading from the members only side of the AAFP Web site, or via AAFP

Express, the Academy’s fax-on-demand system that also requires a member ID number when using.

Family Health Month
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(22) In 1982, the Board of Directors designated October as Family Health Month — a month dedicated to enhancing the public’s
understanding of the benefits derived from continuing care by family physicians. The committee took steps during 1999 to
significantly enhance this annual celebration — including promotional materials for both individual physicians and constituent
chapters, and video news releases and sample editorials available for distribution on both the national and local level. The committee
reviewed results from both the 1999 and 2000 celebrations, and determined that the program needed additional modification. Instead
of having four or five different health topics for the month, the committee recommended focusing on one key public health issue, and
promoting the specialty of family practice. The committee also recommended that the budget for this project be significantly reduced
— with materials provided to members via aafp.org instead of in printed format.

AFP Distribution to Medical Students

(23) The committee discussed distributing issues of 4FP to medical students once or twice a year as a way of introducing them to
the specialty. After a thorough review of the cost implications, the committee felt that additional input on possible student interest
was required, and continued this discussion until the next committee meeting.

National Breast Cancer Awareness Month (NBCAM)

(24) National Breast Cancer Awareness Month has been observed each October since its founding in 1985. The AAFP is a
founding member of the NBCAM Board of Sponsors, and each month, the Academy distributes a promotional kit to constituent
chapters to aid in their communications with members and media representatives. The committee reviewed the Academy’s
participation in this project and determined that such participation should continue.

National Men’s Health Week (NMHW)

(25) The committee reviewed the National Men’s Health Week program, a project developed by Rodale Press and celebrated each
year the week preceding Father’s Day. In 1999, Rodale Press stretched the limit of AAFP’s comfort level by permitting significant,
single-sponsor media attention for the NMHW for-profit partner. When this concern was addressed, Rodale Press was unable to
provide assurance that they would return to a multi-sponsored activity. As a result, AAFP participation in the event was withdrawn
for 2000, consistent with Academy sponsorship practices. The committee determined that Academy participation in this activity
should be discontinued.

Spring Legislative Visit — Press Event

(26) Again in 2001, a major press event on Capitol Hill was held as part of the Spring Legislative Visit. Representative Michael
Bilirakis, R - Florida, hosted the May 21 event — a reporters’ roundtable which focused on the need for increasing Title VII funding.

Public Relations Grants

(27) The committee awarded $3,000 public relations grants to each of the following five constituent chapters — Colorado, Idaho,
[llinois, New Hampshire and Pennsylvania. The grants are designed to assist chapters in implementing public relations projects that
enhance the image of family practice in their states. The Colorado, Idaho, Illinois and Pennsylvania chapters displayed the results of
their projects at the 2001 Annual Leadership Forum.

Respectively submitted

Rebecca Jaffe, Chair

Gregory Bergman

Robert Carr

Christine Petty

Nancy Swikert

Timothy Tobolic

Lloyd Van Winkle

Jennifer Lochner, Resident Representative
Ms. Leanna Mosher, Student Representative
Ms. Sue Makey, Advisor

Burton Dibble, Board Liaison

Ms. Sarah Thomas, Staff Executive

Ms. Cynthia Stapp, Assistant Staff Executive

The following report of the Committee on Rural Health was referred to the Reference Committee on
Health Care Services.

COMMITTEE ON RURAL HEALTH
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The functions of the Committee on Rural Health shall be: (1) To study issues, identify problems and develop
solutions to rural health issues with special attention to the challenges of rural physicians; (2) To ensure the
availability of physician and non-physician health care providers, acute and long-term care services,
reimbursement for health care services and education for rural family practice; and (3) To communicate with
and provide advocacy for rural family physicians.

(1) The Committee on Rural Health (CORH) has met twice since its last annual report to the Congress of Delegates. Those
meetings were held on January 19-20, 2001 in San Diego, California and June 21-22, 2001, in Kansas City, Missouri.

RECRUITMENT AND RETENTION OF RURAL FAMILY PHYSICIANS

(2) The committee completed a discussion guide to be used in conjunction with the video, The Path Less Traveled. The
discussion guide will be used to determine student/resident reaction to the video. The video and one copy of the discussion guide
were mailed to all family practice residency program directors, family medicine interest group coordinators, video participants,
current committee members and past committee members who had participated in the planning of the project. The video is also
available to members through the AAFP order department.

(3) The committee completed the first draft of a position paper on rural recruitment and retention. The paper is expected to be
completed in January 2002, and will be available to members via the AAFP order department and the rural health Web site.

STRATEGIES TO GAIN INPUT AND DISSEMINATE INFORMATION ABOUT RURAL HEALTH

(4) The committee recommended, and the Board of Directors approved, a position paper on Family Medicine Graduate
Medical Education Training for Rural Practice. The paper is one in a series of special considerations papers for specific
curricular needs. It was developed jointly by the Committee on Rural Health and the Commission on Education.

(5) The committee gave a presentation at the 2001 Annual Leadership Forum (ALF) on “Rural Best Practices — Models of
Success.” The presentation addressed the issues of financing and organizing a rural practice, recruitment and retention of
physicians and non-physician providers, and tracking CME and rural training outcomes. The committee also submitted
proposals for presentations at the 2001 Annual Scientific Assembly (ASA) and the 2001 National Conference. The ASA
proposal was accepted, and will address office-based emergencies and their treatments in a rural family practice. The National
Conference proposal was rejected.

(6) The committee submitted a proposal for a presentation at the 2002 ALF titled “Rural Perspectives, 2002 Model.” If
accepted, the presentation will include an update on electronic support for rural medical practices and residencies, billing issues
related to students and residents who see patients in the office and the new HCFA initiative on rural reimbursement.

KEY TRENDS AND ISSUES IN RURAL HEALTH

(7) The committee considered a Federation of State Medical Boards policy that requires residents to complete a three-year
graduate medical education program before being issued a full and unrestricted license. This policy is of particular interest to
rural practice, where moonlighting residents are an integral part of the work force. The committee agreed to review and monitor
the issue. The Commission on Education is also studying this issue, and the committee will coordinate its efforts with theirs.

(8) The committee provided input to the Medicare Payment Advisory Committee (MedPAC) on the issues of financial status
of rural Medicare providers and barriers to access to care in rural areas. The MedPAC report for June 2001 will deal solely with
rural health issues.

(9) The committee continued to monitor the issue of telemedicine, including the cost of equipment and reimbursement for
telemedicine services.

(10) The committee reviewed the AAFP “Guidelines on the Supervision of Certified Nurse Midwives, Nurse Practitioners and
Physician Assistants” in response to an increase in member calls related to supervision of mid-level providers from a distance.

The committee recommended updates to the 1996 policy, which were referred to the Commission on Health Care Services.

(11) The committee examined the differences in designing and implementing quality improvement projects between (sub) urban
and rural practices. The committee submitted its findings to the Research Network, requesting additional review.

FIVE-YEAR REVIEW OF COMMITTEE ACTIVITIES

(12) The committee conducted an analysis of its activities over the last five years for submission to the Board Subcommittee on
Strategic Planning and Monitoring. As part of this process the committee made significant modifications to its charge. These
are reflected in the charge printed above.

NCSC AND NCSM REFERRALS
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(13) The committee considered Resolution No. 81 from the women physicians’ constituency requesting that the AAFP
investigate and educate communities in effective ways to recruit and retain physicians in rural communities, and to make
networking opportunities available for members considering rural practice. The committee determined that these issues have
already been addressed through the rural recruitment video and discussion guide, the rural health Web site and the rural health
bulletin board and listserv.

(14) The committee considered NCSM Resolution No. 33 requesting that the AAFP investigate the feasibility of an AAFP-
sponsored family physician-staffed hotline to be utilized by rural clinic patients. The committee determined that such a hotline
would not be feasible on a national level, due to liability and licensure issues.

(15) The committee considered Resolution No. 45 from the new physicians’ constituency requesting that the AAFP explore
ways to educate members who employ locum tenens on how to transfer patient care. The committee prepared a first draft of a
paper on choosing and using a locum tenens, to be completed in 2002.

LIAISON ACTIVITIES

(16) The Academy participated in the National Rural Health Association’s (NRHA) Annual Conference, which was held on
May 23-25, in Dallas, TX. The Academy exhibited at the conference, and sponsored seven breakout sessions.

(17) The committee reviewed its liaison to the NRHA and recommended continuation of the liaison to the Program and Project
Review Subcommittee.

(18) The committee began a liaison with the Joint Commission on Accreditation of Health Care Organizations through
representation on their Task Force on Small and Rural Hospitals. A committee member attends meetings of that group.

Respectfully submitted

Laine Dvorak, Chair

Melissa Behringer

Dennis LaRavia

Oliver D. Smith

Jeffrey Zavala

James Calvert

Sheri Talley

Jerry Rogers, Board Liaison

Annette Wahl, Resident Representative
Ms. Stephanie Morgan, Student Representative
Ms. Julie Henry, Staff Executive

The following report of the Committee on Scientific Program was referred to the Reference Committee
on Education.

COMMITTEE ON SCIENTIFIC PROGRAM

This committee is empowered to plan and implement the entire official educational program for the
annual Scientific Assembly, to invite all speakers and scientific exhibitors, and to assist staff in
supervising the technical exhibitors.

(1) The Committee on Scientific Program has held four meetings since the last Congress: September 18, 2000, in Dallas,

Texas; December 1-3, 2000, in Kansas City, Missouri; January 21-22, 2001, in San Diego, California and June 9-10, 2001, in
Kansas City, Missouri.
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2000 SCIENTIFIC ASSEMBLY

(2) Physician registration at the 2000 Assembly in Dallas was 4,547, a slight increase from the 1999 registration of 4,483 in
Orlando. It should be noted that the 1999 attendance was down significantly because of Hurricane Floyd. Feedback from members
indicates that the low attendance in 2000 was due in part to the location.

(3)  All continuing medical education planned and offered by the Committee on Scientific Program was in full compliance with the
AAFP Position Paper on Proprietary Practices, the ACCME Standards for Commercial Support of CME and AMA Ethical Opinion
on Gifts to Physicians from Industry.

Assembly Evaluation

(4) To determine how well the Assembly meets the needs of Academy members, 3,478 surveys were mailed to preregistrants to
the 2000 Assembly. One thousand four hundred twenty-one (1,421) or 41 percent of the surveys were returned.

(5) Total Assembly registration for 2000 was 14,886. Non-physician registrants were guests, technical exhibitors, scientific
exhibitors, press, registered nurses and physician assistants, member students, non-member students, other health professionals,
chapter executives and physician recruitment center exhibitors.

(6) On a scale of 1=poor to 5=excellent, registrants who had attended previous Assemblies rated the 2000 meeting in Dallas a 4.3
up from 3.8 for the 1999 Assembly in Orlando. (As noted before, the 1999 rating was undoubtedly affected by Hurricane Floyd,
which caused course cancellations and delayed the opening of the 1999 Assembly.) The low and high mean ratings of Assemblies
between 1989 and 1999 were 3.1 (Washington D.C. in 1991) and 4.5 (New Orleans in 1996). Respondents overwhelmingly cited
CME as the influential reason to attend (78%). The second highest factor was convenient dates (35.6%) and the third highest factor
was attractive location (33.6%).

(7)  Respondents rated Dallas a 3.7; the low and high mean ratings of Assembly sites between 1989 and 1999 was 3.1 and 4.7.
Forty-nine percent of survey respondents have tentative plans to attend the 2001 Assembly in Atlanta.

(8) Member attendees in 2000 again used the convenient form to record continuing medical education (CME) hours and evaluate
Assembly educational sessions. A personalized version was sent to each physician who preregistered. The combined form enables
members to keep a detailed record of Assembly CME programs they attended; moreover, participants' evaluations were compiled to
help the Committee on Scientific Program plan future Assemblies by identifying high-quality speakers and needed topics. No other
type of reporting form was necessary to record CME credit.

Program Elements
(9) Programs described below were planned for the 2000 Assembly.

(10) The committee offered 175 clinical seminars on 43 different topics. Evening seminars (5:30 - 7:30 p.m.) were held two nights
(Wednesday and Thursday).

(11) Unlike years past, only a small number of clinical seminar instructors were physicians in various medical specialties from the
Dallas area, including faculty member recruits from local residency programs and medical schools. The majority of the slots were
filled by AAFP members and other physicians from around the country or by confirmed Assembly speakers who had a desire to
teach additional sessions.

(12) Nineteen Three-hour Courses were offered in 2000, four less than in 1999 because of declining registration. In an effort to
boost attendance in this program, the courses were offered at no extra fee in 2000. As a result, attendance increased dramatically.
The average percentage of seats filled per day was 96.6 percent. The courses provided registrants an opportunity to learn the latest
about a wide variety of subjects including AD/HD, evidence-based preventive medicine for adults, intrapartum obstetrical
management, neurology, and skin disorders in adults and children.

(13) The lecture series consisted of 23 presentations scheduled from Wednesday afternoon, September 20, through noon on Sunday,
September 24. Gov. John A. Kitzhaber, M.D. gave the keynote and special Board of Directors Guest Lecture to formally open the
2000 AAFP Scientific Assembly.

(14) Two evening lectures were planned for Dallas. “Inside the Tobacco Industry” was addressed at the Wednesday evening lecture
and “Musical Medical Education for Adolescents” was presented at the Thursday evening lecture. Both lectures were very well
received.

(15) "Ask the Lecturer" is an informal 30-minute question/answer session that allows one-on-one communication between members

and most main-stage lecturers. In 2000, these sessions were held in a booth on the exhibit floor. Many lecturers had standing-room
only audiences.
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(16) The demand for clinical procedures workshops at the Scientific Assembly is still increasing. Twenty-five different topics were
offered at the 2000 Assembly, up from 24 in 1999.

(17) Other program elements included CD-ROM Library, Case Studies with Clinical Experts, Clinical Recommendations Update,
Communication Skills Workshops, Computer Classes (General & Medically Related), Computer Lectures, Ask the Computer Expert,
Computer Zoo, Consultations in Career Development, Dialogue, Doctors' Lounge®--Seminars in Family Medicine, Family Practice
Research Presentations, Family CME, Interactive Geriatrics, Medical Informatics, Mini-courses, Musculoskeletal Clinics, Patient
Partners in Arthritis™, Physician Career Tips, Practice Enhancement and Management Courses, Procedures Lecture Center,
Scientific Exhibits, Test-taking Techniques, Video CME, Workshop for New Authors and You Can Do Research in Family Practice.
Some of these programs are described further.

(18) A new “free” program introduced in 2000 was “Ask the Computer Expert.” Members appreciated having an opportunity to
talk one-on-one with the computer lecture presenters and have their questions answered.

(19) Again, computer classes were very popular; topics in the general classes follow:
1. Introduction to the Internet

Intuit Quicken 99 Introduction

Intuit Quicken 99 Intermediate

Microsoft Excel 2000 - Introduction

Microsoft Office 2000 — New Features

Microsoft PowerPoint 2000 - Introduction

Microsoft PowerPoint 2000 — Level 2

Microsoft Windows 98 - Introduction

9. Microsoft Word 2000 — Introduction

10. Microsoft Word 2000 — Intermediate

11. Microsoft Outlook 2000 - Introduction

12. PC 101: Understanding the PC

13. Peachtree Accounting Version 7.0

PN RN

(20) Medically related class topics follow
1. Introduction to Clinical Software
2. Introduction to Using Your Windows CE Handheld Personal Computer (HPC)
3. Personal Data Assistants (PDAs): What You Need to Know
4. Pocket Evidence-Based Medicine: Exploring Information Mastery Using Your Windows CE handheld
Personal Computer (HPC)
Search the Largest Medical Library
Searching the Internet for Medical Information
7. Voice-Recognition Software: The Better Mouse Trap

SN

(21) The Communication Skills Workshops program was offered to help physicians develop skills and negotiating techniques to
improve patient interactions and produce outcomes that are mutually satisfying to physicians and their patients. Standardized
patients were used in facilitated encounters to practice skills taught. Three sessions were held in 2000; a basic course titled
“Reaching Common Ground with Patients for Improved Quality of Care” and two advanced sessions titled “Interviewing Families”
and “High-Intensity Interactions.”

(22) The International Family Medicine Posters element provided an opportunity for physicians outside of the United States to
showcase their research and other projects. Also, the posters provided a forum for those members who may be interested in the

development and promotion of family medicine worldwide.

(23) Two Family CME courses were scheduled. Tar Wars®, a session to help young people gain savvy about tobacco and Media
Violence for Physicians, Other Adults and Youths. Both programs are for parents and children.

(24) Two program elements debuted at the 1999 Assembly and were repeated in 2000. They are Medical Informatics Presentation
and Mini-courses; descriptions follow.

Medical Informatics Presentations
(25) Ten papers based on actual application in the area of medical informatics were presented. Awards were presented to recipients

in five topic areas as follows: Medically-Related Internet Applications, Electronic Medical Records, Informatics for Processes,
Outcomes, Reporting and Management, Patient Education and Communications and Best Practices in Applied Informatics.
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Mini-courses

(26) Fourteen Mini-courses were offered in 2000. The courses offered were designed to address topics of interest to a limited
audience. Topics presented at the 2000 Assembly included natural therapies, breast-feeding, HIV management, and heart disease in
children.

Gifts to Physicians from Industry: Your Leadership Role in Assuring Adherence to National Guidelines

(27) The AAFP offered this session as part of a series of educational offerings to address the issue of physicians receiving gifts from
industry. The two-hour session was led by AAFP staff. The session was offered at no extra-fee and for no CME credit.

Orientation for First-timers

(28) The 1995 Assembly was the first year the committee hosted an orientation for first-time attendees, with the purpose to help
members understand the program and to make the most of their CME time. Included was a review of the guest and youth programs,
and an overview of social and other non-CME events by the convention manager. Those who have attended this orientation since
1995 have said it was very helpful. As a result, the orientation will continue to be offered at future Assemblies.

Assembly CD-ROM

(29) Due to the extensive cost, no funding and lack of significant response from members, it was determined that the AAFP will not
produce a CD-ROM for the 2000 Assembly.

Annual Clinical Focus Kickoff

(30) The AAFP Annual Clinical Focus (ACF) is an innovative project to bring members state-of-the-art clinical information in a
specific subject area and to reinforce to the public that family physicians are qualified to diagnose and treat these conditions.
The first ACF topic, which debuted at the 1997 Assembly, was “Prevention and Management of Cardiovascular Disease,”
developed in cooperation with the American Heart Association. In 1998, “Management and Prevention of the Complications of
Diabetes” was the ACF focus and was developed in cooperation with the American Diabetes Association. In 1999 “Mental
Health 2000” was the ACF focus and was developed in cooperation with the National Institute of Mental Health, American
Psychiatric Association, National Alliance for the Mentally Ill and National Mental Health Association. The 2001 ACF topic is
Asthma, Allergy and Respiratory Infections. The cooperating partners are the National Heart, Lung and Blood Institute,
American Lung Association, National Institute of Allergy and Infectious Diseases, and American Thoracic Society.

(31) The yearlong campaign begins at the Assembly and includes two Lectures and two Three-hour courses. The two Lectures
offered at the Dallas Assembly were “Asthma Treatments: Keys to Success” and “Antibiotics and Respiratory Infections: Use,
Overuse and Abuse.” The two Three-hour Courses offered were “Respiratory Potpourri: Solutions to Common Problems in
Ambulatory Care” and “Rhinitis, Allergy Testing and Immunotherapy in Family Practice.” Other core elements include an AFP
monograph, a Video CME program, articles in other publications, patient education information and a public relations campaign.
The core elements are supported through generous grants from a variety of pharmaceutical companies. The 2002 ACF will kick
off at the 2001 Assembly in Atlanta and the topic is cancer.

2001 SCIENTIFIC ASSEMBLY

(32) AIll 2001 Assembly continuing medical education programs were planned and developed by the Committee on Scientific
Program in compliance with the AAFP's Position Paper on Proprietary Practices, the ACCME's Standards for Commercial Support of
CME and AMA Ethical opinion on Gifts to Physicians from Industry.

Annual Lecture Series

(33) Seventeen 60-minute Lectures and four 30-minute Clinical Updates are planned and will be given by nationally recognized
speakers. Topics follow:
1. ACLS: A Family Physician’s View of the New Guidelines
Child Sexual Abuse
Diagnosis and Management of Parkinson’s Disease
Practice 2010 Today: A Revolution in Office-based Care
Breast Cancer and HRT (ACF Lecture)
Common Eye Problems
Rheumatology A-Z
Special Evening Presentation — Clinical Practice Tips and Trips in Family Medicine
. Skin Cancer (ACF Lecture)
0. Just in Time Evidence at the Point of Care
1. Total Body Scans
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12. Critical Issues in Family Practice Lectureship — Quality Care: No Mistakes, Consistent Best Practice and Great

Service
13. Immunizations Update
14. Colorectal Cancer: Current and Future Trends in Management for Family Physicians
15. Obesity

16. Hypothyroidism
17. Diabetes Update

(34) The Keynote Address will be delivered by Uwe E. Reinhardt, Ph.D. who is a professor of political economy at James Madison
University and a professor of economics and public affairs at Princeton University. He will address the state of the current health
care system and what can be done to improve it.

(35) The four Clinical Update topics follow.
1. New Directions in Hypertension: Implications of the HOPE Trial

2. Dementia and Delirium

3. Stroke

4.  Contraceptive Update
Ask the Lecturer

(36) The Ask the Lecturer program is located in an area built outside of the ballroom and is where members can meet with the
lecturers in a smaller and more informal environment. From Wednesday, October 3 through Saturday, October 6, most lecturers will
be available in this area 15 minutes after the conclusion of their lecture. On Sunday, the Clinical Update lecturers will give a 30-
minute talk followed by a 15-minute question and answer period.

2001 ALSO® — Examine the New Evidence-based Curriculum

(37) Offered for the first time, this stand-alone course is specifically designed for active ALSO® instructors who will review the
content changes to the new ALSO® curriculum. The course is offered at no extra-fee and for CME credit.

Case Studies with Clinical Experts

(38) Case Studies with Clinical Experts are very popular sessions because of the case-based design of the element. Topics for
2001 are:

Sports Urgencies and Emergencies

Mammography Case Studies

At Your Fingertips: The Five I’s of Geriatrics

Dementia Update: Points You Can’t Forget When Evaluating Forgetfulness
Advanced Imaging Studies: Blessing or Curse?

Heart Failure

Case Studies in ADHD and Other Behavior Disorders

The Menopausal Transition

9. Tick-borne Disease 2001

10. Asthma: What’s New?

11. Medications During Pregnancy and Lactation

12. Case Presentations on Osteoporosis in Men and Women

S S

(39) Actual cases will be used to help attendees in the recognition, diagnosis and treatment of various clinical conditions. AAFP
Prescribed credit is offered and additional registration and fee are required.

Clinical Procedures Workshops

(40) Twenty-three different topics, some in both basic and advanced formats, are offered this year, many of which were offered at
the 2000 Assembly. The majority of the speakers are member family physicians. Topics for 2001 are as follows.
Casting and Splinting of Soft-tissue Injuries and Fractures

Colonoscopy/Polypectomy

Colposcopy

Colposcopy Skills Testing Station

Diagnostic Procedures in Breast Diseases

Direct Nasolaryngoscopy

Exercise Testing

Flexible Sigmoidoscopy/Colonoscopy: Entry Level and Intermediate

Flexible Sigmoidoscopy/Colonoscopy Skills Testing

GYN Skills Update

Joint Injection

Loop Electrosurgery/Cryosurgery
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13. Manipulative Treatment of Mechanical Low Back Pain

14. Manipulative Treatment of Mechanical Neck and Upper Back Pain
15. Manipulative Treatment of Shoulder, Elbow and Wrist Myofascial Pain
16. Office Treatment of Hemorrhoids

17. No-scalpel Vasectomy

18. Slit Lamp, Introduction to

19. Soft-tissue Surgery (Advanced)

20. Soft-tissue Surgery (Basic)

21. Thoracentesis and Placement of Chest Tubes/Central Line Placement
22. Treating Skin Lesions with Cryosurgery and Electrosurgery

23. Vasectomy: Advanced Techniques

(41) All clinical procedures workshops require registration and additional fees.
Clinical Recommendations Update

(42) Speakers for the Clinical Recommendations Update series critically review the latest information on clinical recommendations
released by governmental agencies, professional societies and other organizations. The program will begin with a one-hour session
on evidence-based medicine/POEMS followed by four separate topic presentations.

(43) Experts will discuss new clinical recommendations from the U.S. Preventive Services Task Force; provide clinical updates in
cardiovascular disease; demonstrate how to use evidence-based counseling tools for breast and prostate cancer screening, and review
new and updated immunizations for children and guidelines for ADHD. AAFP staff from the Commission on Clinical Policies and
Research serve as consultants to the Committee on Scientific Program. No registration fee is required for attendance.

Clinical Seminars

(44) A total of 175 seminars on 46 different topics will be offered in Clinical Seminars. These classes are presented in a
lecture/interactive format and are designed to provide family physicians with information they can use in their office and hospital
practices. The two-hour seminars will be offered from 8:30 am to 8:15 pm on Wednesday and Thursday, from 8:30 am to 6:00 pm
on Friday and Saturday, and from 8:30 to 10:30 am on Sunday. Registration and fees are required for participation.

(45) Some of the most requested topics from previous years which are offered in 2001 are diagnosis of rashes, abnormal Pap,
headache diagnosis and management, dysfunctional uterine bleeding, foot care, hypothyroidism and office emergencies.

(46) Seminar speakers are local family physicians; family physicians who travel to the Assembly to speak from year to year, and
other specialists recruited by the local advisor to the Committee on Scientific Program. The seminars are taught by experienced
physicians with extensive knowledge about the day-to-day aspects of medical practice. They have been asked to spend the first 45
minutes outlining the important fundamental points. Additional learning will take place during the "give-and-take" discussion at the
end.

Computer Programs

(47) The interest in computers continues to grow rapidly; as a result, the Committee on Scientific Program has planned designated
areas on and near the exhibit floor devoted to computer technology. Computer program elements are described below.

(48) CD-ROM Library debuted in 1997 and is located on the exhibit floor next to the Computer Zoo. It features a variety of
clinical and educational CD-ROMs. Computers will be available for participants to review the CD-ROMs at their own pace.
AAFP Elective credit will be available.

(49) Computer Classes were first offered in 1996 and will continue for 2001 with a variety of new topics such as the latest in
handheld personal computers. Two types of classes are offered, general and medically related, and are outlined below.

(50) General computer classes are organized and taught by Comp USA staff. AAFP Elective credit is offered and a fee is charged.
Topics for 2001 follow.

Internet and Online Services Overview

Introduction to PDAs

PDA Tips and Tricks

PowerPoint 2000 Level 1

PowerPoint 2000 Level 2

Start Right: Introduction to Personal Computers with Windows 98 and Office 2000

Windows 98 — Introduction
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(51) Medically related classes are taught by family physicians and other computer experts. AAFP Prescribed credit is offered for
most classes and a fee is required. Topics for 2001 follow.
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Health Resources on the Internet

Introduction to Clinical Software

Introduction to PubMed

Medical Software for the Palm OS Handheld Computer

PDA Power User Topics: Customizing Your Handheld With Your Own Files
Pocket PCs for Physicians and Other Dummies!

Putting Your PDA to Work for Your Practice

Voice Recognition: The Better Mouse Trap (No CME credit is offered)
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(52) Computer Lectures are faculty demonstrations on various software as well as panel discussions and lectures on cutting-
edge technology topics. Due to growing popularity, the lectures will be held simultaneously again in two separate and larger
classrooms. Speakers will use state-of-the-art technology to demonstrate programs and software. Two full days of lectures will
be dedicated to help attendees learn more about electronic medical records. AAFP Prescribed credit is offered for most lectures;
no fee is required.

(53) Ask the Computer Expert debuted in 2000 and was highly successful. Attendees will once again have the opportunity to
follow the speaker from the computer lectures into a separate location to explore the topic more in-depth. AAFP Prescribed credit is
offered and no fee is required.

(54) Computer Zoo -- This interactive learning center gives attendees the opportunity for a close-up, hands-on experience with
computers as well as a wide array of computer software. Physicians and staff computer experts assist in demonstrations of
software and are available to answer questions. Participants will improve their knowledge and skills via self-guided tutorials and
interaction with knowledgeable peers. Designated computers are available so attendees may retrieve their own personal e-mails.
No CME credit is offered for participation.

(55) Debuting in 2001 is the PDA Chat Room. Attendees will have the opportunity to bring their PDAs to this area located near
the Computer Zoo on the exhibit floor to share their PDA tips with fellow users. Round table discussions will be scheduled on a
variety of topics including sharing software, sending e-mail, using your calendar and more.

(56) Technology Exchange debuted in 2000 as Technology Day. In 2001 the program will be held on the exhibit floor near the
Computer Zoo and computer exhibitors. Computer exhibitors will have the opportunity to reserve a one-hour time slot in the
designated space to showcase their products and services to attendees. This offering will be extended to exhibitors as another avenue
of reaching attendees in a more personal one-on-one environment.

Consultations in Career Development

(57) The Consultations in Career Development series was developed by the AAFP Commission on Education to address the need
for more family physicians not only in practice, but also in teaching, precepting and leadership roles. Once again, the sessions will be
offered at no extra fee to encourage higher participation. The committee approved the following seven courses for the 2001
Assembly to help members with decisions or transition issues. All seven have been offered in previous years.
1. Consider Moving from Full-time Practice to Part-time Management
Leadership as a Learned Skill
Basic Teaching Skills for Community Preceptors
Teaching in Your Office: Third-year Family Practice Students
Making the Move from Full-time Practice to Full-time Faculty
Preparing for Retirement (No CME credit offered and open to spouses of paid registrants)
Spinning Plates: Maintaining a Personal and Professional Balance (open to spouses of paid registrants)

NNk LD

(58) No registration or fee is required for this program element.
Dialogue

(59) This year marks the 31% anniversary of Dialogue, a highly regarded program element. Each one-hour session is free and no
advance registration is needed. The 2001 topics planned by the Committee on Scientific Program follow.

Screening for and Prevention of Breast and Other Cancers: Controversies
The Febrile Young Child

Office Management of Depression
Managing Your Allergy Patients
Antibiotic Use in Children
Erectile Dysfunction

What’s New in Diabetes
Arthralgias

Headaches and How to Manage
Pelvic Inflammatory Disease
Thyroid Lab Values

TSN R LD =
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12.  The Preoperative Evaluation
13.  Cardiac Arrhythmias

14.  GERD

15.  Patients with Chronic Pain

Doctors' Lounge ® -- Seminars in Family Medicine

(60) The original concept and setting of Doctors’ Lounge® was a mock lounge at a local hospital where a family physician asks
another family physician or other specialist how he or she would approach a patient with a particular disease or condition. Individual
patient cases will be presented, followed by a discussion of specific disease management or lifestyle issues in the context of the
family. No registration or fees are required for participation. The nine topics for 2001 follow.
1. Allergy Treatment and First-Line Treatment
Arthritis and Pain Management
Evidence-based Treatment of Pharyngitis
Hair Loss in Both Sexes
Overactive Bladder and Incontinence
Parkinson’s Disease
Quality of Care in Diverse Populations
Smoking Cessation
Testosterone Treatments and Supplements

OO R LD

Family CME

(61) In its scope to address a wide range of member needs, the committee approved two programs under the heading of Family
CME. Brief descriptions follow.

(62) Media Literacy and Violence -- Because of the success of the Tar Wars® Program for Youths and Adults in previous years, a
session was developed by the AAFP Commission on Public Health to make children more aware of violence in the media and to help
their parents address the problems of monitoring appropriateness of television programs and electronic games. Examples of good
and bad influences will be presented, after which adults and children separate into two groups. The children will create posters about
better choices and adults will discuss strategies for counseling about media violence and ways of influencing their own communities
to work to reduce the acceptance of violence in the media. Preregistration and a fee are required for members only. AAFP
Prescribed credit is offered for the course.

(63) Tar Wars® for Children and Adults -- This program assists young people in becoming more knowledgeable about the
harmful effects of tobacco. This lively interactive session offered to children and their parents teaches why people use tobacco
and how tobacco harms the body. The youngsters will examine tobacco ads to see how they influence people and then will
create their own posters designed to counter that advertising and help others make wise choices about healthy living. Parents and
other adults are invited to sit in on the session and then meet separately to develop strategies for putting Tar Wars® into action in
their communities. This session was developed by Tar Wars® and the AAFP Commission on Public Health. Preregistration and
a fee are required for the member only. AAFP Prescribed credit is offered for the course.

Family Practice Research Presentations

(64) Family Practice Research Presentations will be presented on two half-days. Twenty-four original papers will be presented in
several areas of importance to family medicine, including research in the office; innovative ways of delivering health care; unique
case presentations and literature reviews; patient education, and behavioral sciences.

(65) Abstracts and full papers are judged on site by a subcommittee comprised of three active members of the Committee on
Scientific Program, the resident member of the Committee on Scientific Program, a liaison from Family Medicine (STFM) and a
liaison from NPCRG. This year, 74 applications were submitted which is one less than in 2000.

(66) Awards may be given at the discretion of the subcommittee for the top papers in the following categories and classifications:

Category I: Original research, with relevance to family practice. The abstracts are to include hypothesis, theory, methodology
and conclusions supported by data, and be conducted by any of the following classifications.

family physicians and fellows primarily in academic medicine

. family physicians primarily in clinical practice

family practice residents

. medical students

international attendees

others

Category II: Case studies and literature reviews, open to all applicants.

o a0 o
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(67) A maximum of seven awards of $1,000 each may be given, with six in Category I and one only in Category II. Runner-up
awards of $250 are also available. Award winners will be recognized at the Assembly in between the main-stage lectures on
Saturday, October 6.

Family Practice Resident and Medical Student Posters

(68) Family practice resident and medical student posters will be on display in Atlanta. Sixteen applications were received. Up to
15 grants of $1,000 each are available for as many as 15 resident and/or medical student exhibitors. In addition, awards of $1,000 for
first place, $500 for second place, $300 for third place and $200 for fourth place may be given to the resident or student exhibitors at
the discretion of the Subcommittee on Scientific Exhibits.

In Search of the Roots of Medicine

(69) Oftered for the first time, this stand-alone course is intended to provide a brief account on the history of western medicine as it
was practiced during antiquity times, and how the Greeks influenced the practice and art of the medical profession. The course will
provide an introduction to the theme of the Society of Teachers of Family Medicine trip to Greece in the Fall of 2002. No fee or
registration is required for the course and no CME credit is offered.

Interactive Geriatrics

(70) Developed by the American Geriatrics Society (AGS), this program debuted in 2000 with the purpose of training practicing
family physicians in office-based geriatrics.

(71) Through a grant initiative of the Hartford Foundation, practicing family physicians have been trained as peer group leaders
united by a “tool kit” of resource materials and office protocols developed by expert faculty from AGS. These experienced peer
group leaders will work in small groups of 10 participants to teach physicians how to care for common problems of aging, using their
own edition of the appropriate “tool kit.” The two topics for 2001 are “Evaluating Memory Loss” and ‘“Managing Urinary
Incontinence.” Preregistration and fee is required, and AAFP Prescribed credit is offered.

International Family Medicine Offerings

(72) Physicians working outside of the United States have the opportunity to showcase their work in two ways. One is the poster
presentation area, a forum for exhibiting research of interest and educational value to physicians who want to learn more about the
development and promotion of family medicine worldwide. The International Subcommittee of the Commission on Education
manages this element with applicant review by one member from its own subcommittee and two members of the Committee on
Scientific Program. No CME credit is offered for viewing the posters. Another opportunity is the presentation of papers of studies
conducted outside of the United States. These papers will be presented as part of the Family Practice Research Presentations program
element on Friday and Saturday, October 5 and 6. This program offers hour-for-hour Prescribed credit. No additional registration is
required for either of these features.

Medical Informatics Presentations

(73) Medical Informatics Presentations debuted in 1999 and was highly successful. Papers based on actual implementation will be
offered again this year in 20-minute presentations in four topic areas which are: medically related internet applications; patient
education and communications, best practices in electronic medical records, and practice efficiencies using PDAs. The Academy will
recognize the achievements of those individuals who have helped break ground for the specialty in the area of medical informatics by
presenting an award to the best paper in each category. No registration or fee is required and attendees will receive hour-for-hour
Prescribed credit.

Mini-courses

(74) Sixteen 90- minute sessions are offered which address health topics of varying interest in today’s society. Registration and an
additional fee are required. Topics for 2001 are as follow.
1. Cancer Surveillance
Office Vision Screening in Preschool Children: How and When
Ergogenic Aids: Powders and Pills to Improve Performance
New Treatment Options for Arthritis
Medicine in the Workplace — A Rapidly Changing Toolbox
Skin Disease
After Diagnosis of Cancer: Skills for Supporting Long-Term Survival or Dignified End-of-Life
Increasing Immunization Rates
9. An Introductory Approach to the Gay, Lesbian, Bisexual or Trans gender (GLBT) Patient
10.  Drug Use from Crack to Ecstasy
11.  Obesity: Battling an Epidemic
12. The Art of Vacuum Extraction
13.  Basic ECG

PN RN
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14.  Primary Care Management of Four Common GYN Endocrine Disorders
15.  Bioethics: An Introduction Using Cross-cultural Case Examples

16.  Natural Therapies in Women’s Health

17.  Avoiding Common Pitfalls in the Management of the Hospitalized Adult

Musculoskeletal Clinics

(75) A family physician and physical therapist will team teach each session and will give a complete overview of basic anatomy,
epidemiology, diagnosis, prevention and treatment strategies for common areas such as the elbow, wrist and hand; ankle and foot;
knee, shoulder, and back. Informal discussion will be encouraged, and live models, charts, slides and other visual aids including
video enhancement of the actual demonstrations will be used.

(76) The rehabilitation faculty will describe techniques and procedures for rehabilitation and treatment, along with demonstrations
of prosthetic devices. Physical therapy strategies and training aids also will be emphasized. Clinics are offered on the exhibit floor
Thursday through Saturday and in a meeting room on Sunday. No preregistration or additional fee is required.

Patient Partners: Living Lessons in Arthritis™
(77) As aresult of funding being discontinued from Searle, this program will not be offered in 2001.
Physician Career Tips

(78) In Physician Career Tips, the speaker helps participants learn the skills and information to successfully find a practice that best
suits their needs and ambitions. Topics to be covered include: Practice Opportunities: Types, Compensation, Benefits and What’s
Expected of You; Questions You Will Want to Ask About a Practice Opportunity and Questions They Will Be Asking You; How to
Interview and Get the Position You Want, and Physician Compensation. This program will be offered on the exhibit floor at no extra
fee and for no CME credit.

Practice Enhancement and Management Courses

(79) This program was developed by the Commission on Health Care Services and was designed to change with the times.
Included in this year’s programming are courses designed to optimize independent practice operations and to enhance a practice’s
“value” in the health care market through innovative quality improvement programming. The 2001 program features 28 courses
organized into three thematic groups: Core Classes, Family Physician Executive Seminar Series, and Practice 2010, a new initiative.
The Core Classes are designed to enhance professional skills and practice management expertise. The Family Physician Executive
Seminar Series is designed to meet the needs of the growing number of family physicians involved in organizational management
and leadership, and the Practice 2010 courses are designed to revolutionize the traditional office practice and introduce new concepts
in practice redesign from the Institute for Healthcare Improvement’s (IHC) Idealized Design of Clinical Office Practice (IDCOP).
All of the managed care programs require advanced registration and a fee.

Practice 2010 Learning Lab

(80) The Practice 2010 Learning Lab is one of the components of the Practice 2010 program being launched this year. The learning
laboratory will consist of a video presentation depicting idealized practices in the family physician’s office. The presentation will
include a live narration by an expert in idealized design in clinical office practice followed by a Q&A session. The learning
laboratory will be held in the Exhibit Hall, Thursday — Saturday. There is no extra fee to attend the program and no CME credit is
offered. The Practice 2010 program was developed by the Commission on Quality Scope and Practice and the Institute for
Healthcare Improvement. Other components of the Practice 2010 program include a main-stage lecture and eight CME courses
being offered within the Practice Enhancement and Management program.

Procedures Lecture Center

(81) The Procedures Lecture Center was originated to help meet the demand for procedural skills training information; no hands-on
training is available. = Topics will include procedural sedation, no-scalpel vasectomy, nail procedures, hemorrhoids,
nasolaryngoscopy, and casting and splinting techniques. Faculty will give introductory presentations on these procedures to include
indications and which patients are candidates for the procedure. For the physician already performing the procedure, faculty will
present interesting cases for discussion among participants. This program offers hour-for-hour Prescribed credit. The lectures are
free with no advanced registration required.

Reaching Common Ground in Difficult Situations

(82) This program, identified as the Communication Skills Workshop, provides physicians with the opportunity to develop and
sharpen their patient communication skills and negotiation techniques. Registrants will gain hands-on practice with common
frustrating situations through the use of standardized patient scenarios. An introductory course titled “Reaching Common Ground

with Your Patients” will be offered for the first time at no extra fee. Topics include: “Breaking Bad News,” “Dealing Effectively
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with Patient Demands,” “Dealing with Patients with Multiple Concerns,” “High Intensity Interactions,” and “Interviewing Families”.
Each session will be offered two times on Thursday. AAFP Prescribed credit will be oftered for all of the courses.

Retirement Planning Seminar

(83) This stand-alone course is being offered for the first time this year. Attendees will have the opportunity to learn more about
various retirement plans and how much money they need to retire. This session will be offered at no extra fee and for no CME credit.
(Note: This course is not associated with “Preparing for Retirement” in the Consultations in Career Development series)

Scientific Exhibits

(84) The Subcommittee on Scientific Exhibits reviewed 44 applications for possible presentation. They evaluated the balance and
objectivity of content in all exhibits with particular attention to any funded in part or in full by proprietary organizations. Disclosure
of financial support is required and must be appropriately displayed in funded scientific exhibits. No exhibits were accepted for the
2000 Assembly when the committee determined that the purpose, findings and conclusions were promotional in nature.

(85) Up to 40 exhibits will be on display at the 2001 Assembly in Atlanta. Exhibits having proprietary funding will be grouped in
one location within the space assigned to scientific exhibitors.

(86) The Subcommittee on Scientific Exhibits of the Committee on Scientific Program will judge the exhibits on Friday morning,
October 5. The Academy recognizes the increasingly important contributions made by family practice residents and medical
students to the scientific exhibits. Fifteen $1,000 travel grants are provided to help defray travel expenses to the Assembly. In
addition to the travel grants, cash prizes and ribbons for first, second, third and fourth place may be awarded to acknowledge the
winning submissions.

Test-taking Techniques

(87) This program was designed to help improve standardized test scores for family physicians beginning to prepare for the family
practice certification or re certification exam. Clinical case examples to illustrate the approach to standardized tests and common
testing examples and mistakes are illustrated. Upon completion, participants should be able to decrease the sense of anxiety; be able
to develop an individual plan to study for the exam; gain an increased awareness of test-taking techniques, and understand the
examination process for re certification in family practice.

(88) This program element is located within the Procedures Lecture Center on the exhibit floor and will be offered Friday and
Saturday. There is no fee or registration required, and no CME credit is offered.

Three-hour Courses

(89) With the high demand for admittance into these courses in Dallas, the Three-hour Courses will continue as a free element,
although no ticket will be required in Atlanta. Twenty-three courses have been planned for the 2001 Assembly; topics follow:

1. Rhinitis, Allergy Testing and Immunotherapy in Family Practice Setting
2. Ambulatory Management of Type 2 Diabetes Mellitus: New Methods Against an Old Menace
3. Word of Mouth: Oral Medicine for the Family Physician

4. Appropriate Coding for Compliance and Reimbursement

5. Skills for Reaching Common Ground with Your Patients

6. Preventive Medicine for Cancer in Adults: What? Why? (ACF course)
7. 12-Lead ECGs: A Concise Review

8. Intrapartum Obstetrical Management: Mixing Technology and Tradition
9. Mood Disorders

10.  Neurology for the Family Physician I

11.  Sexual Dysfunction in Adults

12. The 15-minute Hour: Incorporating Counseling & Psychotherapy in the Management of Patients
13.  Herbal Therapies: Keeping Up with Our Patients

14.  Neurology for the Family Physician II

15.  Controversies in Cancer Screening (ACF course)

16.  Skin Disorders in Adults

17.  Herbal Medicine - Hope or Hype?

18.  Office Management of Chest Pain

19.  Respiratory Potpourri

20.  Attention-Deficit/ Hyperactivity Disorder in Children and Adults

21.  Pediatric Potpourri 2001

22.  QGeriatrics 2001: Practical Update

23.  Skin Disorders in Infants and Children
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(90) The course, Preventive Medicine for Cancer in Adults: What? Why? (ACF course), will be offered on Wednesday evening
from 5:00 — 8:00 pm.

Video CME

(91) Video CME, which is offered at no additional charge to registrants, was introduced to provide information on subjects
particularly suited to the videotape medium. These videotape programs are accredited as enduring materials and are offered to
provide an opportunity for self-study at the Assembly. Recognized medical authorities focus on aspects of primary care relevant
to physicians and other health professionals. Participants will watch a video program and complete a post-test to receive hour-
for-hour AAFP Prescribed credit. Topics will be announced at a later time.

(92) Video CME will be held Wednesday through Saturday. There will be no Sunday sessions.
Workshop for New Authors: Writing for Medical Journals

(93) Presented by the editors of AFP and Family Medicine, this program is designed for physicians and others who wish to pursue
writing but have questions about getting started or about an article they have already begun. The first part of the workshop deals with
both research and clinical review articles, and will focus on what to consider before writing an article. In the second part of the
workshop, participants will divide into two groups and conduct a review of their own writing, in collaboration with the editors.
Registration and an additional fee are required for participation.

You Can Do Research in Family Practice!

(94) This program was developed in 1998 to build on the successful research workshop offered at prior meetings. The program
begins with a brief introduction of practice-based research networks followed by workshops on descriptive studies, survey methods,
outcome measures, literature reviews, data analysis and presentation. This session will be offered at no extra-fee again this year to
highlight the Academy’s Research Initiative. It is developed and taught by members of the Commission on Clinical Policies and
Research.

Change in Local Advisor Term

(95) At the January 2001 meeting the committee made and passed a motion to change the term of the Local Advisor. Beginning
with the 2001 Assembly, the Local Advisor will begin his/her term at the June committee meeting, approximately 16 months prior to
the Assembly in his/her city. The Local Advisor will spend his/her first year assisting and learning from the current Local Advisor.
During the Local Advisor’s second year, he/she will be directly responsible for recruiting speakers for the Clinical Seminars as well
as making local speaker suggestions for other program areas. The Local Advisor’s term will end at the conclusion of the December
CSP meeting, following the Assembly in his/her city.

Speaker Restrictions for Scientific Assembly

(96) At the January 2001 meeting the committee discussed the current policy that no CSP members, with the exception of the ex
officio (1983 Board action), and as a general rule, no Board members or officers be scheduled to make presentations at the Assembly
(1991 Board action). This policy was reviewed by the Scientific Program Committee because it was questioned whether senior staff
should be included in this policy as well. This was reviewed by the Board at the March 2001 meeting where it was determined that
there would be no restrictions on staff making presentations at the Assembly. (See Appendix A for these Board actions.)

Summary
(97) A complete list of offerings for 2001 follows, identifying each program by fee and CME credit.

No Extra-fee/CME Courses

Annual Lecture Series

Ask the Lecturer

Ask the Computer Expert

2001 ALSO® - Examine the New Evidence-based Curriculum
CD-ROM Library

Clinical Recommendations Update

Computer Lectures

Consultations in Career Development

Dialogue

Doctors' Lounge® -- Seminars in Family Medicine
Family Practice Research Presentations

Medical Informatics Presentations
Musculoskeletal Clinics

Procedures Lecture Center
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Three-hour Courses
Video CME
You Can Do Research in Family Practice!

Extra-fee/CME Courses

Case Studies with Clinical Experts

Clinical Procedures Workshops

Clinical Seminars

Computer Classes — General (Elective Credit) and Medically Related
Family CME

Interactive Geriatrics

Mini-courses

Practice Enhancement and Management Courses
Reaching Common Ground in Difficult Situations
Workshop for New Authors

No Extra-fee/Non CME Courses
Computer Zoo

In Search of the Roots of Medicine
International Family Medicine Poster Presentations
PDA Chat Room

Physician Career Tips

Practice 2010 Learning Lab
Retirement Planning Seminar
Scientific Exhibits

Technology Exchange

Test-taking Techniques

Respectfully submitted,

Alma B. Littles, Chair

Anthony J. Costa

Robert R. Casey

Donya A. Powers

Barbara Kostick

Thomas A. Kintanar

Stephen P. King

Renee Miskimmin

David Wm. Price

Eddie Richardson, Jr., Resident Representative

Janine R. Zinz, Student Representative™*

Ross R. Black II, Board Liaison

Harry S. Strothers, III, 2001 Local Advisor

Perry E. Gross, 2000 Local Advisor

Ms. Susan Straka, Staff Executive

Ms. Rebecca Creek, Assistant Staff Executive
* Became a resident May 2001
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APPENDIX A, Committee on Scientific Program

SPEAKER RESTRICTIONS FOR SCIENTIFIC ASSEMBLY

1983 Board Action
At the April 19-22, 1983 Board of Directors meeting, the Board made and passed a motion prohibiting members of the Committee on
Scientific Program, with the exception of ex officio committee members, from being a speaker at the annual Scientific Assembly.

1991 Board Action
At the August 8-11, 1991 Board of Directors meeting, the Board made and passed a motion prohibiting Board members and officers
from being a speaker at the annual Scientific Assembly.

2001 Board Action

At the March 14-18, 2001 Board of Directors meeting, the Board determined that AAFP staff may participate in official program
elements of the annual Scientific Assembly. The Board made and passed a motion reaffirming the current policy, which restricts
members of the Committee on Scientific Program, Board members and officers from being a speaker at the Assembly, and agreed
that any instances outside of that policy would be determined by the Board Chair.

The following report of the Committee on Special Constituencies was referred to the Reference
Committee on Organization and Finance.

COMMITTEE ON SPECIAL CONSTITUENCIES

The purposes of this committee are: To ensure cultural competence in regard to serving and educating patients
and members; to promote enfranchisement of patients and physicians in special populations, to foster leadership
and mentoring opportunities among special populations; to promote inclusivity within the AAFP by increasing
representation of special population views and interests; to serve as a resource on politically sensitive issues in
relation to special populations; to monitor and address issues of current and emerging special populations; and
to assist physicians in career transition issues.

(1) The Committee on Special Constituencies (CSC) met twice since the last Congress of Delegates. Those meetings were held on
January 21-23, 2001, in San Diego, California and June 22-24, 2001, in Kansas City, Missouri.

(2) The CSC continues to monitor the diverse issues of special constituency physicians and special patient populations. The
committee provided input on efforts to promote cultural competency within the Academy and its membership consistent with 2000-
01 AAFP Targeted Objective Number 3 that calls for the Academy to have a plan in place by August 1, 2001, addressing this
objective. The committee also continued to increase its emphasis on addressing patient population issues through its work on
implementing physician and patient education programs on organ donation and by addressing two of the Healthy People 2010 focus
areas, health communication, and educational and community-based programs.

SPECIAL CONSTITUENCY ISSUES

(3) The CSC continues to actively support the activities of the National Conference of Special Constituencies (NCSC) and
provided programming input for the 2001 conference. In addition, at its January 2001 meeting, the committee submitted the names of
three individuals to the AAFP Board Chair for consideration as 2002 NCSC conference convener. The committee was pleased with
the overall attendance of special constituency members at the 2001 conference, which increased 28 percent from the 2000 conference
following a 38 percent increase from 1999, though it hopes to see even greater participation by all chapters in the future. The
committee recommended, and the Board approved, that the Academy send letters to all chapters this fall to encourage more
participation at NCSC. The committee was particularly pleased with the participation of international medical graduates (IMG) and
gay, lesbian, bisexual and transgender (GLBT) constituents at the initial reference committee hearing and business session meetings
for both groups at NCSC. Finally, the IMG constituency elected two delegates and two alternate delegates to the CoD, pending
approval of a Bylaws change at the 2001 CoD to seat the delegation for the first time.

(4) The CSC assumed oversight responsibility for the NCSC following the 2001 conference. A plan to implement the oversight
responsibility was developed and approved by the Board. The elected constituency delegates, alternate delegates, the AMA-YPS
delegate and alternate, the Board-approved constituency facilitators and the immediate-past NCSC convener now comprise the
NCSC Advisory Group to the CSC Conference Planning Committee. The CSC chair, three CSC members and the incoming NCSC
convener comprise the Conference Planning Committee. The charges for each group and a planning process also were included in the
Board-approved plan. The Conference Planning Committee met for the first time in conjunction with the June CSC meeting and
made great progress in planning the 2002 conference.
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(5) The committee received information that the Committee on Communications, at its January 2001 meeting, had negatively
reviewed the Board referral of a June 2000 CSC recommendation to create a Special Constituency Service Award. The Committee
on Communications agreed to a CSC request to reconsider the recommendation at its June 2001 meeting and invite CSC input to
inform its discussion. The CSC clarified its intent that any AAFP member would be eligible for the award based upon their
contributions to promote cultural diversity and proficiency, as well as special constituency leadership and representation within the
Academy. At the June cluster, the CSC was informed that the Committee on Communications had reaftirmed its decision not to offer
this proposed award.

New Physician Issues

(6) The committee continues to make annual revisions to the “Welcome to the Jungle” (WTTJ) booklet. In late 2000, the CSC
worked in collaboration with the Commission on Membership and Member Services (CMMS) to revise and enhance the publication
containing practical information and resource material for residents moving into the practice world. Evaluations submitted by
recipients of the revised WTTJ were very favorable. Though the WTTJ booklet is next scheduled for distribution in December 2001
to third-year family practice residents, family practice residency program directors and other interested individuals, CSC is
investigating whether the schedule for publishing and distributing the booklet can be moved up to September each year to address
numerous suggestions made in the evaluations received this year.

(7)  The CSC continues its efforts with members transitioning from residency to new physicians. The CSC stressed the significance
of new physician issues to residents by sustaining its active presence at the National Conference of Family Practice Residents and
Medical Students (NCFPR/MS).

(8) The committee reviewed and revised two publications first used at the 2000 NCSC, “AAFP CoD Guide for First Time
Attendees” and “New Physician Guide for Involvement in the AAFP.” The committee also approved discretionary funds to produce
sufficient copies so that the documents could be distributed at the NCSC, the National Conference and at the Assembly New
Physicians Luncheon.

(9) The New Physicians Subcommittee reviewed and provided comments on a new Academy publication “On Your Own,” written
to provide information and resources for physicians establishing new practices.

(10) The New Physicians Subcommittee expressed its pleasure with the 2000 CoD decision to ask the Bylaws Committee to prepare
an amendment for the 2001 Congress of Delegates regarding a new physician member on the Academy’s Board of Directors.

(11) The CSC would like to see more chapters extend greater opportunities for involvement by new physicians and recommended
that the Board send letters to all chapters to encourage them to support involvement of new physicians in chapter activities and
leadership, and to consider designating a new physician seat on the chapter board of directors if this has not already been done. The
Board considered this recommendation at its August meeting and referred it to the Executive Vice President for further referral to the
CSC to design guidelines to enhance recruitment of special constituencies in chapter leadership.

Minority Constituency Issues

(12) The Minority Subcommittee conducted a constituent chapter survey to identify successful activities initiated at the chapter
level to improve participation of underrepresented minorities. The CSC reviewed the survey results in June, noting that outreach
efforts directed to minority members have been limited. A number of chapters reported that such efforts are hampered by lack of
information about who their minority members are.

(13) The subcommittee also considered 2000 NCSC Substitute Resolution No. 75, “Early Promotion of Minority Student Interest to
Family Medicine.” The subcommittee emphasized the importance of family physicians speaking directly to junior and senior high
students; the importance of family physicians speaking directly with medical school deans about the importance of recruiting
minority students and offering their assistance in addressing that goal; and, the importance of working through churches in minority
communities to reach the target audience. Finally, minority recruitment strategies should integrate the elimination of “health
disparities” with increasing the number of minority physicians.

(14) The subcommittee also addressed strategies to increase the number of underrepresented minorities entering family medicine
and the basic sciences and identified the need for involvement with students of all ages at three levels: at the grassroots level, with
physicians interacting with students in their offices, at schools, at church, in the community, etc.; with groups of members or chapters
developing relationships with specific schools, offering Tar Wars programs, judging at science fairs, etc.; and interfacing with
organizations with common concerns, such as the Association of American Medical Colleges, the National Medical Association, the
National Hispanic Medical Association, etc. The CSC will seek opportunities to work collaboratively in the coming year with the
Commission on Resident and Student Interest on initiatives to address these issues.

(15) The committee proceeds with its efforts to develop a formal organizational relationship with the National Medical Association
(NMA) Family Practice Section. The CSC chair and staff attended the 2000 NMA Annual Meeting. Staff and the Minority
Subcommittee chair met in a strategic planning session with the Academy’s president-elect, who served as 2000 Chair of NMA’s
Family Practice Section. This offered a unique opportunity to discuss mutual objectives of the AAFP and NMA relative to minority
programming (i.e., for African American family physicians and patient populations). The committee will continue its outreach with
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this organization’s family practice section and to seek joint opportunities. The committee chair believes that the NMA is more
receptive than in past years to involvement in its meeting.

(16) The committee continued its efforts to address Hispanic health issues. The CSC chair represented the Academy on the National
Alliance for Hispanic Health (NAHH) Advisory Committee. This advisory committee provides technical assistance to organizations
in incorporating cultural competence in their CME programs, with the purpose of increasing the quality of health care services to
Hispanics. With guidance from the advisory committee, the NAHH published a primer on cultural competency and a companion
workbook that the committee reviewed at its June meeting.

(17) The committee continues its endeavors to address health care issues and concerns of Native Americans. The committee
discussed a potential liaison with the American Association of Indian Physicians (AAIP) in light of the Board’s decision at its July
2000 meeting to not approve a CSC recommendation to establish a permanent liaison. The Board objected to the Academy paying for
an AAIP member to attend CSC meetings. Various ideas were shared regarding how to improve communications with AAIP,
including becoming a sponsor and financial supporter of their annual meeting, having a booth or sponsoring a social function at their
annual meeting, targeting student recruitment, etc. It also was suggested to advocate for a Native American to be appointed to the
CSC. At its June meeting, the CSC evaluated a number of potential liaison relationships for the coming year, and with limited
funding available, determined not to pursue the relationship with AAIP at this time.

(18) The committee considered 2000 NCSC Resolution No. 73 from the Minority Physicians’ Constituency, “Educating Physicians
in Minority Health Issues,” at the June cluster meeting. The CSC decided to pursue publication of a series of vignettes in Family
Practice Management or another Academy publication to address special population health issues and other topics related to cultural
proficiency. Such vignettes would be accompanied by patient education tear-outs and appropriate references.

(19) The CSC considered 2001 NCSC Substitute Resolution No. 63 from the Minority Physicians’ Constituency, “On AAFP
Sending Representatives to Exhibit at the National Leadership Summit on Eliminating Health Disparities in Underserved
Populations.” The Office of Minority Health, U.S. Department of Health and Human Services, is inviting 1,000 community leaders to
participate this fall in the National Leadership Summit on Eliminating Racial and Ethnic Disparities in Health (the Summit) to
identify priority issues, formulate recommendations, and share best practices to improve the health in traditionally underserved
communities. While invitations to participate are only extended to community-based organizations, AAFP may participate at the
Summit as an exhibitor. The committee believes it is important for the Academy to be represented at this event. The committee
recommended, and the Board Chair did not approve, that the AAFP exhibit and participate in the Summit.

International Medical Graduate Constituency Issues

(20) The committee considered 2000 NCSC Resolution No. 52, “Standardization of Licensure for IMGs.” The committee
recommended, and the Board approved, the concept of centralized data collection and verification for state medical licensure
purposes including utilizing the ECFMG to collect and verify data required for state licensure of international medical graduates.
Most importantly, the committee wants state licensing boards to accept verification from the ECFMG that an original copy of the
applicant’s medical education credentials is on file and to not require the applicant to produce another original copy. To that end, the
Academy has sent to each state medical licensing board and to the Federation of State Medical Boards a letter encouraging them to
meet the recommendation’s intent.

It is recognized that the requested changes may require legislative or regulatory changes in state licensing practices.

(21) The committee recommended, and the Board did not approve, that the National Conference of Special Constituencies annually
elect, and the Academy financially support, a delegate and an alternate delegate to the AMA-IMG Section. The Board did not believe
that it was appropriate to elect delegates to the AMA-IMG Section before IMG delegates had been seated in the AAFP Congress of
Delegates. Additionally, there are currently no other specialty society-elected delegates to the AMA-IMG Section.

(22) The Academy’s Board of Directors nominated the CSC IMG Subcommittee Chair, Luis Perez-Toro, for a position on the
AMA-IMG Governing Council and he has subsequently been elected.

(23) The committee considered the first resolve of Resolution No. 202, “Delegate and Alternate Delegate Seats for IMGs” (2000
CoD) directing the Academy to establish an IMG Constituency to participate annually at the National Conference of Special
Constituencies with a reference committee, business session and representation on the Conference Management Committee. The
Board had approved in 1999 official chapter representative status to the NCSC for the IMG constituency. This approval included
travel grants for each constituent chapter to send an IMG representative to the 2001 conference and approval to conduct an informal
caucus, not a reference committee hearing and a business session. At its July 2000 meeting, the Board approved an Executive Vice
President (EVP) recommendation that the IMG constituency hold a reference committee hearing and a business session. The Board
also approved an EVP recommendation that the co-conveners for Board-approved constituencies to the NCSC that do not have
delegate status in the Congress of Delegates, e.g., the IMG constituency, have their travel and a per diem paid by the Academy to
participate in the NCSC.

(24) The committee recommended a slate of candidates to be co-conveners for the first IMG reference committee and business
session at the 2001 NCSC. The names were submitted to the Conference Convener for his consideration. Twenty IMG official

chapter representatives attended the 2001 NCSC and actively participated in the political process.
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(25) The committee recommended a series of promotional and informational activities to increase participation of family physicians
in various Academy activities for IMGs.

(26) The committee, through its staff, will request that the AAFP Board Screening Committee seek to identify IMGs from among
those nominated by chapters for service on commissions and committees and, when possible, consider appointing an IMG to the
CSC. The committee believes it is important that representatives of all the underrepresented constituencies comprise the CSC to the
extent possible given other representational requirements.

(27) The committee considered 2000 NCSC Substitute Resolution No. 76, “Equal Requirements for Licensure.” States have
different licensure requirements for U.S. graduates and IMGs, most notably the number of years of post-graduate education required
for permanent licensure. The CSC recommended that the AAFP adopt a position supporting equal licensure requirements for
graduates of foreign medical schools and United States medical schools; and if the position is approved, that the AAFP encourage
constituent chapters to lobby at the state level for licensure laws that support the position of equal licensure requirements for
graduates of foreign medical schools and U.S. medical schools. The Board referred this recommendation to the Executive Vice
President for further referral to the Commission on Education and the CSC.

(28) The committee considered Adopted 2000 NCSC Substitute Resolution No. 53, “Equal Standards for Residency Consideration
in the Use of the USMLE.” This resolution also addresses a dual standard for family practice residency applicants based on whether
the applicant is a U.S. or foreign medical graduate. In examining these issues, the CSC noted that there is no central oversight body
for residency program application criteria and that the criteria from one program to another may vary for a multitude of reasons. The
CSC agreed that pursuing equal USMLE standards for residency programs, regardless of an applicant’s medical school, needs further
investigation. The CSC directed its staff to follow-up with staff to the Association of Family Practice Residency Directors to see what
data is available and identify potential strategies for addressing these issues so that the committee may continue its efforts to meet the
intent of this resolution.

Gay, Lesbian, Bisexual and Transgender (GLBT) Constituency Issues

(29) The committee recommended, and the Board referred to the Executive Vice President (EVP) for appropriate action, that the
AAFP provide health insurance benefits to its employees’ domestic partners. The EVP met with the committee at its June meeting to
discuss plans for implementation. Effective July 1, 2001, the Academy began offering domestic partner benefits to its employees in
its health and dental insurance programs and other benefit programs and policies as well.

(30) The committee considered 2000 NCSC Resolution No. 34, “GLBT Education” from the Joint Constituency. Several recent
developments address the resolution’s intent: the publication of a Home Study Self Assessment Monograph on Special Population
Issues which includes information on GLBT patient issues; a feature article in the March FP Report that addresses GLBT patient
issues; and a decision by the Scientific Program Committee to present a 90 minute CME course on GLBT sensitivity for family
physicians at the 2001 ASA program.

(31) The Board approved official chapter representative status to the NCSC for the GLBT constituency. This approval included
travel grants for each constituent chapter to send a GLBT representative to the 2001 conference. The Board also approved an
Executive Vice President recommendation that the co-conveners for Board-approved constituencies to the NCSC that do not have
delegate status in the Congress of Delegates, e.g., the GLBT constituency, have their travel and a per diem paid by the Academy to
participate in the NCSC. Sixteen GLBT representatives attended the 2001 NCSC and actively participated in the political process.

(32) The subcommittee chair reported on her attendance at the 2000 Gay and Lesbian Medical Association (GLMA) meeting. The
Board had previously not approved a committee recommendation that the Academy financially support member attendance at this
conference. The committee will continue to communicate with GLMA and seek opportunities for joint activities that address our
mutual goals.

Women’s Constituency Issues

(33) The committee sponsored one of its members to attend the 2001 “Primary Care in Women’s Health” conference presented by
the Academy. She distributed information about the Academy’s activities in support of women and women’s health issues. She also
distributed a survey to obtain information that would be useful to the committee in planning future activities.

(34) A decision was made to place “Libby’s Day at the Office,” an educational publication designed to educate family physicians’
children on their mother’s role as a physician and parent, on the AAFP website. The product has also been extensively used by family
physicians as a coloring book in their waiting rooms. The Academy has not been successful in obtaining financial support to more
aggressively promote and distribute the booklet in hard copy.

(35) The Women’s Subcommittee also will develop a fact sheet for distribution to Academy members at national conferences, CME

events and at other organizations’ meetings. The Fact Sheet will outline the leadership opportunities, professional conferences and
resources offered by the Academy to assist women family physicians in their careers and practices.
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(36) The CSC was notified at its June meeting of a decision by the Commission on Continuing Medical Education (COCME) not to
refer a proposal for a wellness retreat/conference for CME development. A CSC-developed proposal for a wellness conference was
referred to COCME by the Board in August 2000. The COCME tabled action on the proposal in January 2001 pending results from
the 2000 CME survey. In declining the proposed conference, the COCME advised the CSC that the topics related to the physical
fitness and individual wellness of physicians do not fit AAFP CME guidelines for credit eligibility.

CULTURAL PROFICIENCY ISSUES

(37) The committee has provided general oversight during the past year to a major Academy initiative, “Quality Care for Diverse
Populations” (QCDP). The project’s goal is to improve the quality of care provided by family physicians and other primary care
givers to individuals and families of diverse populations. The Academy is partnering with the Bureau of Primary Health Care, Health
Resources and Services Administration, Department of Health and Human Services to produce a series of educational vignettes and
supporting collateral material. The product will be available on videotape accompanied by written collateral material and on a CD-
ROM with the collateral material incorporated. The product will include pre-and post-tests and hopefully will qualify for continuing
medical education credits. An expert advisory committee was appointed to work with the committee, staff and contracted production
team to produce the material. The AAFP target audience includes medical students, residents and practicing family physicians.
Through the bureau’s involvement, the product also will be widely distributed to federally supported health centers and other primary
care service providers to the medically underserved. The product will be available for distribution in the summer of 2001.

(38) The committee considered a Board referred recommendation from the Academy’s Public Advisory Board that the Academy
consider developing a cultural primer for family physicians. The primer would contain one- to two-page summaries on cultural
beliefs and clinical differences appearing in a selected number of minority populations. The committee sought input from the
previously referenced Quality Care in Diverse Populations (QCDP) Advisory Committee on the most appropriate mechanism for
accomplishing the recommendation’s intent. QCDP committee suggested a line extension of the QCDP project (i.e., phase II). The
CSC considered both the Public Advisory Board and QCDP Advisory Committee recommendations at its June meeting. The
committee determined that focusing first on completion of the initial QCDP vignettes and pursuing the publication in Family Practice
Management of a series of vignettes with patient education tear-outs best address the intent of the Public Advisory Board
recommendation. The committee will discuss at its January 2002 meeting whether to recommend the development of additional
QCDP video/CD ROM vignettes.

(39) The committee recommended, and the Board approved, a list of issues to ensure cultural proficiency and to address specitic
health issues as they relate to special populations of patients and physicians. The “AAFP Cultural Proficiency Guidelines” are
intended to assist those developing Academy material and programming for family physicians and patients to be sensitive to special
population issues. The guidelines development was a follow up activity to a 2000 Board-approved policy that Academy instructional
activities including CME, patient educational materials and guidelines for speakers at Academy events should include didactic
components that directly address the unique aspects of diverse populations. The guidelines were developed to guide implementation
of this policy.

(40) The CSC considered issues surrounding the provision of interpretive services to patients with limited English proficiency. A
representative of the Office for Civil Rights (OCR), U.S. Department of Health and Human Services, attended portions of the June
meeting to address questions concerning the policy guidance issued by OCR in August 2000 on “Title VI Prohibition Against
National Origin Discrimination as It Affects Persons with Limited English Proficiency.” The CSC indicated an interest in remaining
informed about and possibly taking part in activities OCR is considering to address these issues.

ANNUAL SCIENTIFIC ASSEMBLY/CONGRESS OF DELEGATES ACTIVITIES

(41) The committee continues to provide networking opportunities for the Academy’s special constituency members. This year the
committee will once again sponsor and coordinate numerous social functions and business activities at the Annual Assembly in
Atlanta.

(42) On Wednesday, October 3, 2001, the committee will host a Joint Reception for Special Constituencies including the women,
minority, GLBT, new physicians and IMG constituencies. The committee decided to host a joint reception for several reasons
including: that the individual receptions competed with each other for attendees; Academy officers and CoD delegates struggle to
attend and spend quality time in five separate receptions in addition to other competing activities; due to scheduling conflicts the
Special Constituencies Dinner could not be scheduled at the 2001 Assembly; and a sense that it is important for members of all
special constituencies to have an opportunity to network. The reception is designed to offer the opportunity for networking of the
group as a whole, for the special constituency leaders to address the group as a whole and separate areas will be established, and time
devoted, to provide the opportunity for individual constituencies to gather and network semi-privately. The reception will be
financially supported by an industry grant. The committee will evaluate the effectiveness of a joint reception in lieu of separate
receptions and the combined dinner and determine an appropriate strategy for the 2002 Assembly.

(43) The new physicians will hold a separate event, the New Physicians Luncheon, on Thursday at the Convention Center. This will

be a networking and discussion forum to provide physicians new to practice the opportunity to meet and share information, best
practices, opportunities and resources. This event will be supported by an industry grant.
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(44) The committee will again sponsor special constituency caucuses early on the morning of the first two days of the Congress of
Delegates meeting. This will afford each special constituency the opportunity to meet and discuss resolutions and elections in order to
make well-informed decisions during the Congress. Leaders of each constituency will also meet with all candidates prior to these
caucuses and will bring information to share with others attending these early morning meetings.

OTHER ACTIVITIES
AAFP Telementoring/Protégé Program

(45) The Board of Directors approved a committee recommendation to establish a special constituencies mentoring program using
Internet technology. The goals are to improve overall participation in AAFP activities and to prepare future leaders, at both the
chapter and national levels, from among the Academy’s special constituencies. The committee gathered the names of more than 160
Academy members who expressed an interest in becoming a mentor for Academy members seeking to become more active in
Academy affairs and those interested in seeking leadership positions. The committee discussed implementation plans at its June
meeting and determined to limit participation to active members in the initial phase of the program. The program will be in operation
by winter 2001.

Healthy People 2010

(46) The committee established as one of its 2001 Work plan items to outline a plan that addresses the two overarching goals of the
DHHS “Healthy People 2010 Initiative™: to eliminate health disparities across cultural and racial lines and to increase the quality and
years of healthy life. The committee chose two of the initiative’s 28 focus areas to concentrate its efforts, “Educational and
Community-based Programs” and “Health Communications.” The CSC conducted an environmental assessment at its June meeting
to evaluate how to best leverage the Academy’s strengths to help achieve the goals of the 2010 initiative. The committee determined
that continued Academy efforts to enhance the cultural proficiency of its members and the development and dissemination of patient
education materials are effective strategies to support achievement of the 2010 objectives. The committee believes that the best
opportunities for making a contribution will be to identify strategic partners and coalitions through which strategies developed by the
Academy can be effectively implemented. The committee’s activities described above, and additional work related to Health People
2010 will directly address the intent of 2000 NCSC Resolution No. 74 from the Minority Physicians’ Constituency, “Eliminating
Racial and Ethnic Disparities in Health.”

Organ Donation Educational Materials

(47) The CSC addressed the implementation of the AAFP policy on organ donation as one of the items in its 2001 Work Plan. The
CSC chair attended a Primary Care Professional Advisory Council meeting sponsored by the United Network for Organ Sharing
(UNOS) to provide input concerning the development of an educational initiative surrounding organ donation issues. After the CSC
receives a report from UNOS outlining its plans for this initiative, the committee will determine whether to continue its liaison
relationship with UNOS and participation in this project.

CONCLUSION

(48) The committee continues its efforts to monitor the divergent issues that impact special constituency family physicians and
special patient populations.

(49) The committee is further encouraging the inclusion of new and emerging special constituency issue areas into the infrastructure
of the CSC and the Academy. The policies and programming reflected in this report represent the committee’s best efforts to promote
the unique interests of special constituency family physicians and the patients they serve.

Respectfully submitted

Evelyn Lewis, Chair

Conrad Flick

Susan Rife

Henry Francis

Judith Chamberlain

Luis Perez-Toro

Elisabeth Righter

Rhonda Medows

Patrick Moore

Linda Stogner

Ms. Janice Klos, Chapter Executive
Ada Stewart, Resident Representative
Laura Pompel, Student Representative
Karla Birkholz, Board Liaison

Ms. Jane Johns, Staff Executive

Mr. John Swanson, Assistant Staff Executive

284 2001 AAFP Transactions



Vice Speaker Lopez introduced Edward L. Langston, Chair of the American Medical Association
Delegation, who addressed the delegates as follows:

AMERICAN MEDICAL ASSOCIATION DELEGATION

Thank you very much for giving me this opportunity to share with the Congress and friends a brief report from your AMA
delegation and its activities.

At the most recent meeting, Dr. Yank Coble was elected president of the AMA and he has been a supporting member of the
Academy since helping start the family practice department at the University of Florida in Gainesville. We have also been
supportive of him in the past. Dr. Coble will be here this evening and will address you tomorrow morning. I would urge you to greet
him warmly and I would suggest or share with you that his presentation on Sunday morning, after accepting that charge, was one of
the highlights of the recent meetings as he does embody, express and live those values that we have as family physicians.

Herman Abromowitz, a member, was also reelected to the Board of Trustees. Ron Bangasser, a family physician from
California, was elected to the Council on Medical Services. Dr. Luis Perez-Toro from Puerto Rico was elected to the Governing
Council of the International Medical Graduate Section. 1 was successful in re-election to the Council on Medical Education. In
attendance today are Dr. Herman Abromowitz from Ohio who is on the Board of Trustees and Dr. Ed Hill from Mississippi, who is
now the vice chairman of the Board of Trustees of the AMA.

The delegation took a resolution to the AMA that you passed here at the Congress regarding exemption of physicians from
liability in class action suits against pharmaceutical companies. Through our networking with the American Academy of Pediatrics
and with some slight alterations that encompassed some of their concerns, that resolution was adopted by the AMA.

Through our efforts and in coalition with some other primary care physicians, we were able to pass resolutions that the AMA
make payment for preventative services a legislative priority in the upcoming year and lobby or pursue other legislative efforts to
include preventative examinations as a covered service for Medicare patients.

We also were able to pass a resolution that the AMA urge the CPT Editorial Panel to investigate the need to develop additional
codes to cover emergency medical services for care provided on the same day. Those are issues that impact us as family physicians.

We also adopted policy that would request the CPT Editorial Board work with HCFA to modify the E&M codes and avoid
unnecessary documentation and implement no clinical examples unless there is substantial agreement by all parties concerned.

We also adopted policy that, with our support and urging, the JCAHO not implement its directive to organizations to "not grant
temporary privileges but work instead with health care organizations to develop guidelines that would not adversely affect patient
care." We have many of our members who are moving or coming into practice that this impacts directly and substantially.

We also were able to have the House of Delegates adopt policy that the AMA oppose and work to eliminate carve-outs for
mental health plans. We also worked to have the House of Delegates adopt policy to oppose the HHS Office of the Inspector
General’s focus on criminalization rather than education on Medicare fraud and abuse.

The Academy continues to be an important cog in the project unity within the AMA as the discussion, debate and discourse
unfolds over how the AMA will look in the future. Our positions have been one of supporting the concept of an organization of
organizations and dealing with individual memberships is still under discussion. Our chair has written the chair of the Board of
Trustees of the AMA outlining our positions on these issues. We have also corresponded officially to the chairman of the Council of
Long Range Planning, who is looking at the issue of proportionality within the AMA.

As you know, over the last five years our proportional representation has increased from one delegate and one alternate to
currently nineteen delegates and an appropriate number of alternates to accomplish our charge as the AMA delegation works as your
ground force troops at the AMA to implement the policies directed by you and the strategic decisions made by the Board of Ttrustees
as we interface with our colleagues in organized medicine. I think that has been successful. We continue to work to implement the
issues that you choose to bring to us to take to the AMA and as we work with the executive committee.

On a personal note, I want to thank the delegation for their support. I have asked that my term as chair end at the end of this
year. There are responsibilities at the AMA that tug and pull and I think that to address those issues would better serve if I would
step back. I just want to tell you and my colleagues on the delegation that it has been a pleasure and something that I have enjoyed
doing and look forward to having that opportunity as I continue to serve on that delegation.

So thank you very much from the delegation for the opportunity to serve you at the AMA to change the culture and the attitude
and the direction. I believe that we are now positioned to do that. We continue to ask for your support and we continue to ask for
your direction. Thank you very much, ladies and gentlemen.
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Speaker Fleming assumed the chair and announced the next item on the agenda, unfinished business.
There being none, he called for the next order of business, introduction of resolutions.

The referral of the 72 resolutions as numbered and printed in the Delegates Handbook and the seven
resolutions introduced from the floor and accepted by the Congress are listed below:

A listing of all 79 resolutions is as follows:

Resolution No. 201 introduced by the Joint Physicians constituency regarding Nondiscrimination of
Same Sex Couples in Adoption and Immigration was referred to the Reference Committee on Organization
and Finance.

Resolution No. 202 introduced by the Maine and Vermont chapters regarding Patient or Physician
Education Value in Activities or Items at Scientific Assembly Exhibit Hall was referred to the Reference
Committee on Organization and Finance.

Resolution No. 203 introduced by the Maine chapter regarding Funding from Pharmaceutical Industry
for Future Congress of Delegates was referred to the Reference Committee on Organization and Finance.

Resolution No. 204 introduced by the Women Physicians constituency regarding Comprehensive
Treatment for Rape Victims was referred to the Reference Committee on Organization and Finance.

Resolution No. 205 introduced by the District of Columbia chapter regarding Investigating National
Mechanisms for Student Support was referred to the Reference Committee on Organization and Finance.

Resolution No. 206 introduced by the Georgia chapter regarding Nursing Shortage was referred to the
Reference Committee on Organization and Finance.

Resolution No. 207 introduced by the Washington chapter regarding AAFP Evaluation of Relationship
with the American Medical Association was referred to the Reference Committee on Organization and

Finance.

Resolution No. 208 introduced by the New Jersey chapter regarding Creation of Group Practice
Database was referred to the Reference Committee on Organization and Finance.

Resolution No. 209 introduced by the Virginia chapter regarding Registered Nurses: Pronouncement of
Death was referred to the Reference Committee on Organization and Finance.

Resolution No. 210 introduced by the Texas chapter regarding Mead Johnson Award for Graduate
Education was referred to the Reference Committee on Organization and Finance.

Resolution No. 211 introduced by the North Carolina chapter regarding Inappropriate Long-Term Care
Feeding Tubes was referred to the Reference Committee on Organization and Finance.

Resolution No. 212 introduced by the Wisconsin chapter regarding Scientific Assembly Dedicated to
the Victims of September 11 was referred to the Reference Committee on Organization and Finance.

Resolution No. 301 introduced by the California chapter regarding Stability and Continuity of Care was
referred to the Reference Committee on Health Care Services.

Resolution No. 302 introduced by the Kansas chapter regarding AAFP to Make HIPAA a Priority Issue
was referred to the Reference Committee on Health Care Services.
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Resolution No. 303 introduced by the Missouri chapter regarding Modifying and Delaying HIPAA
Implementation was referred to the Reference Committee on Health Care Services.

Resolution No. 304 introduced by the Nevada chapter regarding Credential and Application Fees for
Managed Care Organizations (MCOs) was referred to the Reference Committee on Health Care Services.

Resolution No. 305 introduced by the Texas chapter regarding MedPAC Report was referred to the
Reference Committee on Health Care Services.

Resolution No. 306 introduced by the Wisconsin chapter regarding Use of the Term “Provider” was
referred to the Reference Committee on Health Care Services.

Resolution No. 307 introduced by the Wisconsin chapter regarding Restrictive Covenants was referred
to the Reference Committee on Health Care Services.

Resolution No. 308 introduced by the Arkansas chapter regarding JCAHO’s Pain Standards for 2001
was referred to the Reference Committee on Health Care Services.

Resolution No. 309 introduced by the California chapter regarding Resolving Privileging Disputes was
referred to the Reference Committee on Health Care Services.

Resolution No. 310 introduced by the Michigan chapter regarding Reimbursement for Mental Health
Care Visits from Managed Care Organizations was referred to the Reference Committee on Health Care

Services.

Resolution No. 311 introduced by the Michigan chapter regarding DEA Number Use was referred to
the Reference Committee on Health Care Services.

Resolution No. 312 introduced by the Ohio chapter regarding Use of the Term “Provider” was referred
to the Reference Committee on Health Care Services.

Resolution No. 313 introduced by the Virginia chapter regarding Reimbursement for Mental Health
Diagnoses was referred to the Reference Committee on Health Care Services.

Resolution No. 314 introduced by the Virginia chapter regarding Shared Care was referred to the
Reference Committee on Health Care Services.

Resolution No. 315 introduced by the Washington chapter regarding Chronic Illness Care was referred
to the Reference Committee on Health Care Services.

Resolution No. 316 introd