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Madam Speaker, Reference Committee D has considered each of the resolutions referred to it and wishes to present the following report.  The committee's recommendations on each extracted resolution will be submitted separately, and I respectfully suggest that each extracted item be dealt with before going on to the next. Madam Speaker, please proceed with the extraction process.

The Committee considered testimony on 2021-D-01, the resolved portion of which reads:

Amend policy HP-3100.2.1 as follows:

PAs practice medicine in teams with physicians and other healthcare professionals.

Con testimony included
· Concerns about removal of physicians in relation to OTP and potentially indicating desire for independent practice
· Concerns for alienation of physician preceptors

· Requesting to keep language consistent with current OTP documents
Pro testimony included
· An amendment was offered and supported by other testimony
· Concerns that keeping “physicians” would place limits, including future/current policy and access to care

· Stated do not need to call out a specific type of provider and avoid laundry lists 

· Stated that no specific member of the healthcare team is more important than another
Madam Speaker, I move that Resolution 2021-D-01 be amended as follows:

Amend policy HP-3100.2.1 as follows:

PAs practice PATIENT-CENTERED, TEAM-BASED medicine in teams with physicians and other healthcare professionals.

The Committee considered testimony on 2021-D-02, the resolved portion of which reads:

Amend policy HP-3400.1.1 as follows:

It is the obligation of each PA to ensure that:

· The individual PA’s scope of practice is broadly identified; 
· The scope is appropriate to the individual PA’s level of training and experience; 
· Access to the collaborating physician is defined; 
· A process for collaboration is established DEFINED AT THE PRACTICE   LEVEL. 
AAPA is committed to the concept of team-based collaborative practice between the PA and physician to achieve the highest level of quality, cost effective care for patients and continued professional growth and lifelong learning. IT IS THE OBLIGATION OF EACH PA TO ENSURE THAT THE INDIVIDUAL SCOPE OF PRACTICE IS APPROPRIATE TO THE PA'S LEVEL OF EDUCATION, TRAINING AND EXPERIENCE.
Testimony included
· Suggestions for amendments to clean up the language

· Recommended to sunset after multiple parties conferred due to redundancy in the following policies: HP-3400.1.2, HP-3400.2.2.1, HP-3500.3.3, HP-3500.3.4, HP-3700.1.1.
Madam Speaker, I move that Resolution 2021-D-02 be amended as follows:

Amend policy HP-3400.1.1 as follows:

It is the obligation of each PA to ensure that:

· The individual PA’s scope of practice is broadly identified; 
· The scope is appropriate to the individual PA’s level of training and experience; 
· Access to the collaborating physician is defined; 
· A process for collaboration is established DEFINED AT THE PRACTICE   LEVEL. 
AAPA is committed to the concept of team-based collaborative practice between the PA and physician to achieve the highest level of quality, cost effective care for patients and continued professional growth and lifelong learning. IT IS THE OBLIGATION OF EACH PA TO ENSURE THAT THE INDIVIDUAL SCOPE OF PRACTICE IS APPROPRIATE TO THE PA'S LEVEL OF EDUCATION, TRAINING AND EXPERIENCE.
The Committee considered testimony on 2021-D-03, the resolved portion of which reads:

The HOD encourages the AAPA to form a task force to review practice models and team ratios that impact how physicians, PAs and NPs work together in teams with the goal of creating tools and/or guidelines that inform how teams can be formed efficiently to meet the needs of patients. 

Con testimony included
· Pro to the intent of the resolution, but were opposed to the ratio wording.
Pro testimony included
· The need for clarification on this issue.
· Important to gather information about the appropriate use of PAs.
· Proposed amended language was submitted with agreement from the author.
Madam Speaker, I move that Resolution 2021-D-03 be amended as follows:

The HOD encourages the AAPA to form a task force to review practiceS models and team ratios that impactING how physicians, PAs and NPs work together in teams with the goal of creating BEST PRACTICE RECOMMENDATIONS tools and/or guidelines that inform how teams can be formed efficiently to meet the needs of patients AND OPTIMIZE PRACTICE. 

The Committee next considered testimony on 2021-D-04, the resolved portion of which reads:

Amend policy HX-4600.3.1 as follows:

AAPA believes that PAS health plans, payers and provider networks should BE listED PAs in their provider directories OF ALL PUBLIC AND COMMERCIAL PAYERS, HEALTH PLANS AND PROVIDER NETWORKS.  PAs should be specifically included on the list of providers to allow patients the option of seeking SELECTING care from a PA. PAS SHOULD BE ELIGIBLE TO SELF-SELECT THE SPECIALTY IN WHICH THEY PRACTICE FOR DESIGNATION IN PROVIDER DIRECTORIES. 

 Testimony included
· There was limited testimony.
· Question of potential negatives with insurance companies that were addressed and resolved.
Madam Speaker, the committee recommends adoption of Resolution 2021-D-04
The Committee next considered testimony on 2021-D-05, the resolved portion of which reads:

Amend policy HP-3100.2.3 as follows:

AAPA opposes any regulations, guidelines or payment policies that differentiate between PAs on the basis of length of educational program or academic credentials granted if those PAs otherwise meet all criteria for fellow membership in the Academy.

Testimony included
· Support for intent and proposed amended language was submitted with agreement from the author.
Madam Speaker, I move that Resolution 2021-D-05 be amended as follows:

Amend policy HP-3100.2.3 as follows:

AAPA opposes any regulations, guidelines or payment policies that differentiate between PAs on the basis of length of educational program or academic credentials granted if those PAs otherwise meet all criteria for fellow membership in the Academy, AS LONG AS THE PA MEETS ALL CRITERIA FOR STATE/FEDERAL LICENSING AND IS ELIGIBLE FOR CREDENTIALING TO PRACTICE.   
The Committee considered testimony on 2021-D-06, the resolved portion of which reads:

AAPA supports the right of PAs nationwide to provide business innovation, leadership and prosperity without regulation or restriction related to the ownership, partnership, or investment in business organizations.

Testimony included
· Preponderance of pro testimony for the amended language.
· Discussion of listing specific types of businesses, but also wanted to avoid limiting the PA profession.
· Proposed amended language was submitted with agreement from the author.
Madam Speaker, I move that Resolution 2021-D-06 be amended as follows:

AAPA supports the right of PAs nationwide to provide business innovation, leadership and prosperity without regulation or restriction related to the BE SOLE OWNERS, FORM ownership, partnershipS, or OTHERWISE HAVE AN OWNERSHIP INTEREST investment  IN ANY CORPORATION AUTHORIZED BY STATE LAW TO PROVIDE PROFESSIONAL OR HEALTHCARE SERVICES. in business organizations.
FURTHER, AAPA ENCOURAGES STATE CONSTITUENT ORGANIZATIONS AND THE ACADEMY TO ADVOCATE FOR THE REMOVAL OF ARBITRARY STATUTES, REGULATIONS, AND POLICIES THAT CREATE BARRIERS TO FULL PARTICIPATION AS OFFICERS AND/OR DIRECTORS AND DIRECT REIMBURSEMENT TO PAS AND PRACTICES REGARDLESS OF THE OWNERSHIP OF THE BUSINESS.
The Committee considered testimony on 2021-D-08, the resolved portion of which reads:

Expire policy HP-3300.2.6.

AAPA encourages its membership to seek positions with the National Health Service Corps to help meet the health needs of medically underserved areas.

Testimony included the original author re-affirming the proposed resolution to expire the policy. There was no additional pro or con testimony provided.

Madam Speaker, the committee moves to expire HP-3300.2.6.
The Committee considered testimony on 2021-D-10, the resolved portion of which reads:

Amend by substitution the policy paper entitled The PA in Disaster Response: Core Guidelines.

The PA in Disaster Response: Core Guidelines 


Executive Summary of Policy Contained in this Paper

Summaries will lack rationale and background information and may lose nuance of policy. 

You are highly encouraged to read the entire paper.

· AAPA believes PAs are established and valued participants in the healthcare system of this country and are fully qualified to deliver medical services during disaster relief efforts.

· AAPA supports educational activities that prepare the profession for participation in disaster medical planning, training and response.

· AAPA will work with all appropriate disaster response agencies to update their policies, in order to improve the appropriate utilization of PAs to their fullest capabilities in disaster situations, including expedited credentialing during disasters.

· AAPA believes PAs should participate directly with state, local and national public health, law enforcement and emergency management authorities in developing and implementing disaster preparedness and response protocols in their communities, hospitals, and practices in preparation for all disasters that affect our communities, nation and the world. 

· AAPA supports the concept of photo IDs to identify qualified medical personnel during a disaster response.

· AAPA recognizes the National Disaster Medical System (NDMS) as an exemplary model for PA participation in disaster response.

· AAPA supports the imposition of criminal and civil sanctions on those providers who intentionally and recklessly disregard public health guidelines during federal, state or local emergencies and public health crises.

· AAPA encourages PA education programs to introduce the specialty of disaster medicine as part of their curriculum.

Introduction

Natural and man-made disasters, such as tornadoes or terrorist attacks, typically result in an urgent need for medical care in the affected areas. PAs may well be called upon to provide immediate healthcare services during times of urgent need.

In recent years, large-scale disasters like 9/11 and Hurricane Katrina have raised concerns about our ability to respond in an effective and coordinated manner to the medical (and other) needs created by these disasters. These catastrophic disasters can result in a high number of casualties, create chaos in the affected community and larger society, and drastically affect local and regional healthcare systems. 

The definition of disaster adopted by the World Health Organization and the United Nations is “the result of a vast ecological breakdown in the relationships between man and his environment, a serious and sudden disruption on such a scale that the stricken community needs extraordinary efforts to cope with it, often with outside help or international aid.” (1) The most common medical definition of a disaster is an event that results in casualties that overwhelm the healthcare system in which the event occurs. A health disaster encompasses the compromising of both public health and medical care to individual victims. It is possible to evaluate the changes that a disaster has caused by measuring these against the baselines established for the affected society or community before the disaster event. 

From a medical or public health standpoint, a disaster begins when it first is recognized as a disaster, and is overcome when the health status of the community is restored to its pre-event state. Responses to disasters aim to:

1. Reverse adverse health effects caused by the event

2. Modify the hazard responsible for the event (reducing the risk of the occurrence of another event)

3. Decrease the vulnerability of the society to future events

4. Improve disaster preparedness to respond to future events.

Because disasters can strike without warning and in areas often unprepared for such events, it is essential for all PAs to have a solid foundation in the practical aspects of disaster preparedness and response.  

All disasters follow a cyclical pattern known as the disaster cycle, which describes four reactionary stages:

1. Preparedness 

2. Response

3. Recovery

4. Mitigation and prevention. 

The emergency management community is faced with constant changes, such as demographic shifts, technology advances, environmental changes and economic uncertainty. In addition, all facets of the emergency management community can face increasing complexity and decreasing predictability in their operating environments. Complexity may take the form of additional incidents, new and unfamiliar threats, more information to analyze, new players and participants, sophisticated (but potentially incompatible) technologies, and high public expectations. These combinations can create very difficult and challenging environments for all healthcare providers, especially those with little background or experience in disaster medicine. 

One of the major areas of uncertainty surrounds the evolving needs of at-risk and special need populations. As U.S. demographics change, we will have to plan to serve increasing numbers of elderly patients and individuals with limited English proficiency, as well as physically isolated populations. There is the possibility of pandemic victims; and in the event of either single or large multi-casualty events, large numbers of injured or ill patients attended to by a fractured infrastructure made up of healthcare responders with little training and/or resources.

Disaster medicine evolved out of the combination of emergency medicine and disaster management. The PA profession is well qualified to function in the field of disaster medicine. PAs come from diverse backgrounds and are very capable of working in communities affected by natural and man-made disasters. Our profession was “born” from those serving our country and returning from combat situations, and we are as a profession well known as being resourceful and capable of meeting and exceeding professional expectations. 

AAPA recommends that all PAs become more familiar with the tenets and challenges of disaster medicine and working in austere environments and encourages PA education programs to introduce this specialty area as part of their curriculum.
This paper provides basic guidelines for those PAs who are able and willing to assist in a disaster relief effort. 

Preparation Through Education

In addition to understanding the principles of critical event management, effective disaster response requires training and preparation for austere practice conditions and unanticipated assignments. Unless absolutely necessary, disaster medicine should not be practiced by PAs who do not possess the knowledge and skills needed to function effectively in the specialized environment of the disaster scene. PAs should therefore prepare in advance of disasters or mass casualty events. Preparation should be done through an established relief organization and should address healthcare and non-healthcare aspects of disaster response. Disaster response competencies for healthcare workers have been developed by several organizations, including the Association for Prevention Teaching and Research and the National Disaster Life Support Foundation (see Resources).
The following are core competencies that all PAs should have regarding disaster medicine:

1. Basic knowledge of the National Incident Management System’s Incident Command System, along with local and state emergency services and management.

2. Recognize the importance of safety in disaster response situations, including protective equipment, decontamination and site security.

3. Have a working knowledge of the principles of triage in a disaster setting.

a. Do the greatest good for the greatest number and maximize survival.

4. Learn how to develop the clinical competence to provide effective care with extremely limited resources.

a. Maintain certifications in: BLS, ACLS, and PALS

b. Additional recommended specialty trainings in: Advanced Disaster Life Support, Advanced Trauma Life Support, Advanced Disaster Medical Response, and International Trauma Life Support. 

c. Prepare and take the National healthcare Disaster Certification (NHDP-BC) offered by the American Nurses Credentialing center (ANCC) or equivalent certification examination

d. Stay up to date with ever-changing disaster medical information from various AAPA-approved web sites like the Centers for Disease Control (CDC), National Disaster Medical Systems (NDMS), National Incidence Management System (NIMS), Health and Human Services (HHS), Federal Emergency Management Administration (FEMA), and others.

5. Learn how to prescribe treatment plans along with an understanding of psychological first aid and caring for patients and responders during and after mass casualty events.

6. Understand the ethical and legal issues in disaster response for PAs. These include: 

a. Their professional and moral responsibility to treat victims

b. Their rights and responsibilities to protect themselves from harm

c. Issues surrounding their responsibilities and rights as volunteers

d. Associated liability issues.

7. Always keep the protection of public health as a professional core responsibility, regardless of education or training. 

Credentials and Roles

Verification of certification, licensure or qualifications is nearly impossible at a disaster site. Yet it is certainly in the best interests of the afflicted to receive care from legitimate, competent clinicians. AAPA supports the concept of voluntary state or national medical photo IDs to identify all qualified medical personnel during disaster response. States such as New York have implemented such programs in the wake of recent major disasters.


Most medical relief workers participate via nongovernmental organizations (NGOs), on Disaster Medical Assistance Teams (DMATs) through the U.S. National Disaster Medical System (NDMS), or through other teams organized by charities or state and local governments. Volunteering through established emergency response organizations helps to ensure verification of all responders’ credentials in advance. In addition, all workers should carry copies of their license and certification to present when needed.

Response teams often include healthcare providers who have not trained together and are not familiar with one another’s background, skills and scope of practice. They also may find themselves in austere conditions with few medical resources available. Team members should explain their training and skills to one another and talk about how they will share responsibilities. PAs needs to be able to articulate the PA role and scope of practice educating other team members about PA capabilities while facilitating consensus regarding their respective disaster roles and who will supply what levels of emergency care. For example, who is best prepared to suture lacerations? Set a broken arm? Insert an emergency chest tube? Participants should discuss these kinds of issues as their team begins working together. (2)

There will be situations when PAs are the most qualified healthcare providers available to serve as medical officers for a disaster-stricken area. In these situations, PAs should recognize the need for their skills and abilities and be willing to assume the required responsibility for the benefit of the team. PAs who find themselves in such situations should seek out additional medical resources as needed.

State Laws/Federal Exemptions

In some cases, governors waive state licensure requirements during disasters, but this is not always the case. In the aftermath of Hurricane Katrina in 2005, the governors of Louisiana and Missouri waived licensure requirements for all healthcare professionals for a period of time, but the governors of Texas and Mississippi did not. Texas and Mississippi streamlined their application processes, but still required licensure by their state boards. PAs should not assume that disaster response organizations either understand or ensure compliance with licensure requirements. PAs should research the steps necessary to practice in the affected area before assisting with domestic response initiatives. PAs should also keep in mind that Good Samaritan laws do not provide either authorization to practice or, in most cases, liability protection when they are working in disaster relief situations.


One way to ensure both proper authorization to practice and protection from liability is to participate through established federal response organizations. DMAT members, for example, are required to maintain appropriate certifications and state licensure. However, when a DMAT is federally activated, its members become federal employees and are exempt from state licensure requirements. In addition, as federal employees they are protected by the Federal Tort Claims Act, under which the federal government becomes the defendant in the event of a malpractice claim. It should be noted that DMATs are primarily a domestic asset and, with the exception of the International Medical-Surgical Response Team (IMSuRT) component of NDMS, their preparedness, training and credentialing is limited to the United States. In contrast, members of the Medical Reserve Corps may be deployed internationally or domestically.


The AAPA Guidelines for State Regulation of PAs and the AAPA Model State Legislation both include model language regarding PA licensure during disaster conditions. This language reads:

PAs should be allowed to provide medical care in disaster and emergency situations. This may require the state to adopt language exempting PAs from supervision provisions when they respond to medical emergencies that occur outside the place of employment. This exemption should extend to PAs who are licensed in other states or who are federal employees. Physicians who supervise PAs in such disaster or emergency situations should be exempt from routine documentation or supervision requirements. PAs should be granted Good Samaritan immunity to the same extent that it is available to other health professionals.
Responding to International Crises


Outside of the United States, government programs and NGOs must ensure that U.S. providers have permission to offer medical care in the disaster area. Well-prepared response organizations should be able to prevent in advance any licensing problems that can thwart efforts to deploy to the disaster area. Even so, it remains incumbent upon PAs to ensure that they are properly authorized to practice medicine in the region where they have assumed patient care roles. The international arena presents a myriad of issues that may not exist on the domestic front. Cultural beliefs, governmental regulations, political instability, and lack of established standards of healthcare may all present complications. PAs need to investigate international disaster relief standards and response organizations before volunteering. PAs also need to consider the possibility that host countries may refuse foreign assistance and should be respectful of that decision.

Beware the Ill-prepared Relief Worker
Research substantiates two categories of resource problems that typically arise during disaster response: needs that are a direct result of the disaster, and those resulting from the additional demands placed on resources by relief workers themselves.

Ill-prepared relief workers can compound disaster situations by increasing demands on potentially limited resources. They may need water, food and shelter; have incompatible radio systems that complicate communications; or be unwilling to accept unexpected assignments. These responder-generated demands can be somewhat alleviated through foresight, preparedness courses and individual preparation for the new roles often encountered found in complex situations. (3)(4) Responders may need to be fully self-sufficient so as to not drain precious, limited resources and further deplete supplies for survivors.

Each group that responds to a disaster brings its own logistical capabilities, priorities, goals and expectations. Coordinating this sudden ad hoc network of organizations can be a very big challenge. As a rule, in a multi-organizational response to a disaster, the more unfamiliar responders are with their tasks and with their co-workers, the less efficient and the more resource-intensive is the response. (3)(5) PA relief workers should be aware of the efforts and objectives of these other response operations, and ensure that efforts to provide medical care don’t hamper efforts to provide clean water, electrical power or other necessities. 

Disaster Response Standards
In preparation for the multifaceted aspects of disaster response, clinicians should become familiar with generally accepted standards for re-establishing basic societal functions. The Sphere Project (www.sphereproject.org), an international coalition that includes the International Red Cross/Red Crescent and other experienced response organizations, has developed a comprehensive set of standards setting forth what they believe people affected by disasters have a right to expect from humanitarian assistance. The Sphere Project aims to improve the quality of assistance provided to people affected by disasters and to enhance the accountability of the humanitarian system in disaster response.

The standards outline the basic societal functions that should be addressed, the degree to which organizations should strive to restore them, and minimum goals that should be seen as interim steps to complete recovery. According to the Sphere Project, these basic functions are:

· Clothing, bedding and household items

· Water supply, water quality, latrines, and other sanitation facilities

· Supply and security of food stores, nutrition, and monitoring of vitamin deficiencies

· Healthcare, including preventive and surveillance measures.

The Sphere Project and other medical relief organizations also emphasize that, in addition to meeting acute medical needs, effective relief includes health promotion measures such as vaccinations and hand-washing, as well as monitoring programs for early detection of disease outbreaks.

Nutrition monitoring is also essential to the health of disaster survivors. Malnutrition can be the most serious public health problem caused by a disaster and may be a leading cause of death from it, whether directly or indirectly. Food aid has an immediate impact on human health and survival and, while it may not be a formal part of a medical team’s role, the need for adequate nutrition reinforces the importance of coordinated disaster response.

Finally, the provision of aid following a disaster should be free of political, cultural, religious or ideological restrictions. The need for organizational policies reflecting cultural tolerance and for individual workers to be sensitive to the population they serve should go without saying. Unfortunately, relief efforts are often derailed by basic misunderstandings of local customs. Failure to recognize cultural healthcare beliefs in the affected population may also result in some patients choosing not to visit disaster medical facilities. Medical care should not be offered in such a way that patients must put aside their beliefs to receive it. Participation through an established organization can help to minimize cultural offense. Individuals also should commit to a personal effort at cultural understanding. (2)(6)

Standards for Crisis Care

A recent Institute of Medicine (IOM) report proposed guidelines for the standard of care in disaster situations. In that report, the IOM defines crisis standards of care as:

“A substantial change in usual healthcare operations and the level of care it is possible to deliver, which is made necessary by a pervasive (e.g., pandemic influenza) or catastrophic (e.g., earthquake, hurricane) disaster. This change in the level of care delivered is justified by specific circumstances and is formally declared by a state government, in recognition that crisis operations will be in effect for a sustained period. The formal declaration that crisis standards of care are in operation enables specific legal/regulatory powers and protections for healthcare providers in the necessary tasks of allocating and using scarce medical resources and implementing alternate care facility operations.” (7)

The care available to a community during a time of disaster will vary based on the resources available. There will typically be a continuum of care from “conventional” to “contingency” and “crisis” levels. (8) In “conventional” care, health and medical care conforms to the normal and expected standards for that community. “Contingency” care develops as a response to a surge in demand and seeks to provide patient care that remains functionally equivalent to conventional care while taking into account available space, staff and supplies. The overall delivery of care may remain fairly consistent with community standards. A community may be able to stay in either conventional or contingency modes for a longer period through disaster planning and preparedness. 

“Crisis” care occurs when resources, personnel and structures are stretched or nonexistent and conventional or contingency standards are no longer possible. Implementation of the crisis standard of care is not an optional decision but is forced by the circumstances. The move to crisis care mode is an attempt to adjust resources in the hope of preserving health, reducing loss of life, and preventing or managing injuries for as many members of the community as possible. Communities that are well prepared for disasters should be able to return quickly to either a conventional or contingency level of care once the restricted resources are resupplied.

Many communities may not automatically recognize this continuum. Therefore, preparations should include discussions that help define the continuum that would exist during a crisis situation.  During the response to a surge in needed care, communities would need to be able to evaluate their changing needs and to communicate their situation to others to aid in their response. The crisis standard of care seeks to provide a basis for such evaluation and communication of changing needs during evolving disasters.

It is also important to have in place a process for allocating resources to address the most compelling interests of the community. This process requires certain elements to prevent general misunderstanding and an erosion of public trust, including fairness, transparency, consistency, proportionality and accountability. These can only be achieved through community and provider engagement, education and communication. A formalized process also requires active collaboration among all stakeholders. Actions to be taken during crisis management need the force of law and authoritative enforcement to preserve the benefit to the challenged community.

Guidelines for PAs Responding to Disasters

1. PAs should participate in disaster relief through established channels

a. Consider joining non-governmental organizations, government agencies, State Medical Assistance Teams, Disaster Medical Assistance Teams, CERT (Citizens Emergency Response Team) or other organized groups with a focus in providing disaster services. AAPA’s Disaster Medicine Association of PAs can help provide direction as well.

b. Participate in workplace disaster planning.

c. Stay current with information from reliable resources.

d. Make every effort not to become a victim of the event or to cause harm to others.

2. PAs should support comprehensive, team-based healthcare.

a. Become proficient in the National Incident Management System’s Incident Command System.

b. Learn to be flexible in working in unfamiliar places and circumstances – many times you have to become comfortable with “hurry up and wait” scenarios.

3. PAs should prepare for and expect the possibility of coping with scarce medical resources and nonmedical assignment in disaster situations.

a. Participate in local disaster planning events.

b. Participate in various webinars, table top drills, etc.…

c. Bookmark federal and state websites that have an abundance of current information for medical providers, which might include:

i. Centers for Disease Control (CDC)

ii. Federal Emergency Management Agency (FEMA)

iii. Department of Homeland Security (DHS)

iv. Health and Human Resources (HHS)

v. State Medical Assistance Team (SMAT)

4. PAs should be prepared to provide documentation of their qualifications at any disaster site.

a. Always have access to a portable file containing hard copies of your driver’s license, medical license, DEA license, and any specialty certifications.

5. PAs involved in medical relief efforts should be familiar with standards of disaster response and develop printed and electronic quick reference resources, including 

a. Disaster triage guides (i.e., Start, Jump Start, and others)

b. Triage coding guides

c. Decontamination principles

d. Treatment guidelines for victims of biological, chemical, radiological, or natural disasters (e.g., hurricanes, tornadoes, floods, cold/heat emergencies, pandemics.)

6. PAs should maintain a high degree of cultural sensitivity when working with all populations. 

Principles of Disaster Triage:

· The fundamental difference between disaster triage and normal triage is in the number of casualties. Care is aimed at doing the most good for the most patients (assuming limited resources).

· Definitive care is not a priority.

· Care is initially limited to the opening of airways and controlling external hemorrhage; no CPR in mass casualty events.

· The disaster triage system (US) is color coded: red, yellow, green and black, as follows:

· Red: First priority, most urgent. Life-threatening shock or airway compromise present, but patient is likely to survive if stabilized.

· Yellow: Second priority, urgent. Injuries have systemic implications but not yet life threatening. If given appropriate care, the patients should survive without immediate risk.

· Green: Third priority, non-urgent. Injuries localized, unlikely to deteriorate.

· Black: Dead. Any patient with no spontaneous circulation or ventilation is classified dead in a mass casualty situation. No CPR is given. You may consider placement of catastrophically injured patients in this category (dependent) on resources. These patients are classified as “expectant.” Goals should be adequate pain management. Overzealous efforts towards these patients are likely to have deleterious effect on other casualties. 

Summary

AAPA endorses and promotes the support of disaster preparedness and response activities and the integration of PAs as key personnel in mitigating the impact of disasters. PAs are established and valued participants in the healthcare system of this country and are fully qualified to deliver medical services during disaster relief efforts. As such, AAPA supports educational activities that prepare the profession for participation in disaster medical planning, training and response and will work with all appropriate disaster response agencies to update their policies in order to improve the appropriate utilization of PAs to their fullest capabilities in disaster situations, including expedited credentialing during disasters.
AAPA believes PAs should participate directly with state, local and national public health, law enforcement and emergency management authorities in developing and implementing disaster preparedness and response protocols in their communities, hospitals and practices in preparation for all disasters that affect our communities, nation and the world.  AAPA recognizes the National Disaster Medical System (NDMS) as an exemplary model for PA participation in disaster response. Finally, AAPA supports the imposition of criminal and civil sanctions on those providers who intentionally and recklessly disregard public health guidelines during federal, state, or local emergencies and public health crises.
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The PA in Disaster Response: Core Guidelines 
(Adopted 2006, amended 2010, 2015)

Executive Summary of Policy Contained in this Paper

Summaries will lack rationale and background information and may lose nuance of policy. 

You are highly encouraged to read the entire paper.

· AAPA believes PAs are established and valued participants in the healthcare system of this country and are fully qualified to deliver medical services during disaster relief efforts.

· AAPA supports educational activities that prepare the profession for participation in disaster medical planning, training and response.

· AAPA will work with all appropriate disaster response agencies to update their policies, in order to improve the appropriate utilization of PAs to their fullest capabilities in disaster situations, including expedited credentialing during disasters.

· AAPA believes PAs should participate directly with state, local and national public health, law enforcement and emergency management authorities in developing and implementing disaster preparedness and response protocols in their communities, hospitals, and practices in preparation for all disasters that affect our communities, nation and the world. 

· AAPA supports the concept of photo IDs to identify qualified medical personnel during a disaster response.

· AAPA recognizes the National Disaster Medical System (NDMS) as an exemplary model for PA participation in disaster response.

· AAPA supports the imposition of criminal and civil sanctions on those providers who intentionally and recklessly disregard public health guidelines during federal, state or local emergencies and public health crises.

Introduction

Natural and man-made disasters, such as tornadoes or terrorist attacks, typically result in an urgent need for medical care in the affected areas. PAs may well be called upon to provide immediate healthcare services during times of urgent need.

In recent years, large-scale disasters like 9/11 and Hurricane Katrina have raised concerns about our ability to respond in an effective and coordinated manner to the medical (and other) needs created by these disasters. These catastrophic disasters can result in a high number of casualties, create chaos in the affected community and larger society, and drastically affect local and regional healthcare systems. 

The definition of disaster adopted by the World Health Organization and the United Nations is “the result of a vast ecological breakdown in the relationships between man and his environment, a serious and sudden disruption on such a scale that the stricken community needs extraordinary efforts to cope with it, often with outside help or international aid.” (1) The most common medical definition of a disaster is an event that results in casualties that overwhelm the healthcare system in which the event occurs. A health disaster encompasses the compromising of both public health and medical care to individual victims. It is possible to evaluate the changes that a disaster has caused by measuring these against the baselines established for the affected society or community before the disaster event. 

From a medical or public health standpoint, a disaster begins when it first is recognized as a disaster, and is overcome when the health status of the community is restored to its pre-event state. Responses to disasters aim to:

1. Reverse adverse health effects caused by the event

2. Modify the hazard responsible for the event (reducing the risk of the occurrence of another event)

3. Decrease the vulnerability of the society to future events

4. Improve disaster preparedness to respond to future events.

Because disasters can strike without warning and in areas often unprepared for such events, it is essential for all PAs to have a solid foundation in the practical aspects of disaster preparedness and response.  

All disasters follow a cyclical pattern known as the disaster cycle, which describes four reactionary stages:

1. Preparedness 

2. Response

3. Recovery

4. Mitigation and prevention. 

The emergency management community is faced with constant changes, such as demographic shifts, technology advances, environmental changes and economic uncertainty. In addition, all facets of the emergency management community can face increasing complexity and decreasing predictability in their operating environments. Complexity may take the form of additional incidents, new and unfamiliar threats, more information to analyze, new players and participants, sophisticated (but potentially incompatible) technologies, and high public expectations. These combinations can create very difficult and challenging environments for all healthcare providers, especially those with little background or experience in disaster medicine. 

One of the major areas of uncertainty surrounds the evolving needs of at-risk populations. As U.S. demographics change, we will have to plan to serve increasing numbers of elderly patients and individuals with limited English proficiency, as well as physically isolated populations. There is the possibility of pandemic victims; and in the event of either single or large multi-casualty events, large numbers of injured or ill patients attended to by a fractured infrastructure made up of healthcare responders with little training and/or resources.

Disaster medicine evolved out of the combination of emergency medicine and disaster management. The PA profession is well qualified to function in the field of disaster medicine. PAs come from diverse backgrounds and are very capable of working in communities affected by natural and man-made disasters. Our profession was “born” from those serving our country and returning from combat situations, and we are as a profession well known as being resourceful and capable of meeting and exceeding professional expectations. 

AAPA recommends that all PAs become more familiar with the tenets and challenges of disaster medicine and working in austere environments.
This paper provides basic guidelines for those PAs who are able and willing to assist in a disaster relief effort. 

Preparation Through Education

In addition to understanding the principles of critical event management, effective disaster response requires training and preparation for austere practice conditions and unanticipated assignments. Unless absolutely necessary, disaster medicine should not be practiced by PAs who do not possess the knowledge and skills needed to function effectively in the specialized environment of the disaster scene. PAs should therefore prepare in advance of disasters or mass casualty events. Preparation should be done through an established relief organization and should address healthcare and non-healthcare aspects of disaster response. Disaster response competencies for healthcare workers have been developed by several organizations, including the Association for Prevention Teaching and Research and the National Disaster Life Support Foundation (see Resources).
The following are core competencies that all PAs should have regarding disaster medicine:

1. Basic knowledge of the National Incident Management System’s Incident Command System, along with local and state emergency services and management.

2. Recognize the importance of safety in disaster response situations, including protective equipment, decontamination and site security.

3. Have a working knowledge of the principles of triage in a disaster setting.

a. Do the greatest good for the greatest number and maximize survival.

4. Learn how to develop the clinical competence to provide effective care with extremely limited resources.

a. Maintain certifications in BLS, ACLS, and PALS, and, if possible, specialty training such as Advanced Disaster Life Support, Advanced Trauma Life Support, and Advanced Disaster Medical Response.

b. Stay up to date with ever-changing disaster medical information from various AAPA-approved websites like the Centers for Disease Control (CDC), National Disaster Medical Systems (NDMS), National Incidence Management System (NIMS), Health and Human Services (HHS), Federal Emergency Management Administration (FEMA), and others.

5. Learn how to prescribe treatment plans along with an understanding of psychological first aid and caring for patients and responders during and after mass casualty events.

6. Understand the ethical and legal issues in disaster response for PAs. These include: 

a. Their professional and moral responsibility to treat victims

b. Their rights and responsibilities to protect themselves from harm

c. Issues surrounding their responsibilities and rights as volunteers

d. Associated liability issues.

7. Always keep the protection of public health as a professional core responsibility, regardless of education or training. 

Credentials and Roles

Verification of certification, licensure or qualifications is nearly impossible at a disaster site. Yet it is certainly in the best interests of the afflicted to receive care from legitimate, competent clinicians. AAPA supports the concept of voluntary state or national medical photo IDs to identify all qualified medical personnel during disaster response. States such as New York have implemented such programs in the wake of recent major disasters.


Most medical relief workers participate via nongovernmental organizations (NGOs), on Disaster Medical Assistance Teams (DMATs) through the U.S. National Disaster Medical System (NDMS), or through other teams organized by charities or state and local governments. Volunteering through established emergency response organizations helps to ensure verification of all responders’ credentials in advance. In addition, all workers should carry copies of their license and certification to present when needed.

Response teams often include healthcare providers who have not trained together and are not familiar with one another’s background, skills and scope of practice. They also may find themselves in austere conditions with few medical resources available. Team members should explain their training and skills to one another and talk about how they will share responsibilities. PAs needs to be able to articulate the PA role and scope of practice educating other team members about PA capabilities while facilitating consensus regarding their respective disaster roles and who will supply what levels of emergency care. For example, who is best prepared to suture lacerations? Set a broken arm? Insert an emergency chest tube? Participants should discuss these kinds of issues as their team begins working together. (2)

There will be situations when PAs are the most qualified healthcare providers available to serve as medical officers for a disaster-stricken area. In these situations, PAs should recognize the need for their skills and abilities and be willing to assume the required responsibility for the benefit of the team. PAs who find themselves in such situations should seek out additional medical resources as needed.

State Laws/Federal Exemptions

In some cases, governors waive state licensure requirements during disasters, but this is not always the case. In the aftermath of Hurricane Katrina in 2005, the governors of Louisiana and Missouri waived licensure requirements for all healthcare professionals for a period of time, but the governors of Texas and Mississippi did not. Texas and Mississippi streamlined their application processes, but still required licensure by their state boards. PAs should not assume that disaster response organizations either understand or ensure compliance with licensure requirements. PAs should research the steps necessary to practice in the affected area before assisting with domestic response initiatives. PAs should also keep in mind that Good Samaritan laws do not provide either authorization to practice or, in most cases, liability protection when they are working in disaster relief situations.


One way to ensure both proper authorization to practice and protection from liability is to participate through established federal response organizations. DMAT members, for example, are required to maintain appropriate certifications and state licensure. However, when a DMAT is federally activated, its members become federal employees and are exempt from state licensure requirements. In addition, as federal employees they are protected by the Federal Tort Claims Act, under which the Federal Government becomes the defendant in the event of a malpractice claim. It should be noted that DMATs are primarily a domestic asset and, with the exception of the International Medical-Surgical Response Team (IMSuRT) component of NDMS, their preparedness, training and credentialing is limited to the United States. In contrast, members of the Medical Reserve Corps may be deployed internationally or domestically.


AAPA’s Guidelines for State Regulation of PAs and AAPA’s Model State Legislation both include model language regarding PA licensure during disaster conditions. This language reads:

PAs should be allowed to provide medical care in disaster and emergency situations. This may require the state to adopt language exempting PAs from supervision provisions when they respond to medical emergencies that occur outside the place of employment. This exemption should extend to PAs who are licensed in other states or who are federal employees. Physicians who supervise PAs in such disaster or emergency situations should be exempt from routine documentation or supervision requirements. PAs should be granted Good Samaritan immunity to the same extent that it is available to other health professionals.
Responding to International Crises


Outside of the United States, government programs and NGOs must ensure that U.S. providers have permission to offer medical care in the disaster area. Well-prepared response organizations should be able to prevent in advance any licensing problems that can thwart efforts to deploy to the disaster area. Even so, it remains incumbent upon PAs to ensure that they are properly authorized to practice medicine in the region where they have assumed patient care roles. The international arena presents a myriad of issues that may not exist on the domestic front. Cultural beliefs, governmental regulations, political instability, and lack of established standards of healthcare may all present complications. PAs need to investigate international disaster relief standards and response organizations before volunteering. PAs also need to consider the possibility that host countries may refuse foreign assistance and should be respectful of that decision.

Beware the Ill-prepared Relief Worker
Research substantiates two categories of resource problems that typically arise during disaster response: needs that are a direct result of the disaster, and those resulting from the additional demands placed on resources by relief workers themselves.

Ill-prepared relief workers can compound disaster situations by increasing demands on potentially limited resources. They may need water, food and shelter; have incompatible radio systems that complicate communications; or be unwilling to accept unexpected assignments. These responder-generated demands can be somewhat alleviated through foresight, preparedness courses and individual preparation for the new roles often encountered found in complex situations. (3)(4) Responders may need to be fully self-sufficient so as to not drain precious, limited resources and further deplete supplies for survivors.

Each group that responds to a disaster brings its own logistical capabilities, priorities, goals and expectations. Coordinating this sudden ad hoc network of organizations can be a very big challenge. As a rule, in a multi-organizational response to a disaster, the more unfamiliar responders are with their tasks and with their co-workers, the less efficient and the more resource-intensive is the response. (3)(5) PA relief workers should be aware of the efforts and objectives of these other response operations, and ensure that efforts to provide medical care don’t hamper efforts to provide clean water, electrical power or other necessities. 

Disaster Response Standards
In preparation for the multifaceted aspects of disaster response, clinicians should become familiar with generally accepted standards for re-establishing basic societal functions. The Sphere Project (www.sphereproject.org), an international coalition that includes the International Red Cross/Red Crescent and other experienced response organizations, has developed a comprehensive set of standards setting forth what they believe people affected by disasters have a right to expect from humanitarian assistance. The Sphere Project aims to improve the quality of assistance provided to people affected by disasters and to enhance the accountability of the humanitarian system in disaster response.
The standards outline the basic societal functions that should be addressed, the degree to which organizations should strive to restore them, and minimum goals that should be seen as interim steps to complete recovery. According to the Sphere Project, these basic functions are:

· Clothing, bedding and household items

· Water supply, water quality, latrines, and other sanitation facilities

· Supply and security of food stores, nutrition, and monitoring of vitamin deficiencies

· Healthcare, including preventive and surveillance measures.

The Sphere Project and other medical relief organizations also emphasize that, in addition to meeting acute medical needs, effective relief includes health promotion measures such as vaccinations and hand-washing, as well as monitoring programs for early detection of disease outbreaks.

Nutrition monitoring is also essential to the health of disaster survivors. Malnutrition can be the most serious public health problem caused by a disaster, and may be a leading cause of death from it, whether directly or indirectly. Food aid has an immediate impact on human health and survival and, while it may not be a formal part of a medical team’s role, the need for adequate nutrition reinforces the importance of coordinated disaster response.

Finally, the provision of aid following a disaster should be free of political, cultural, religious or ideological restrictions. The need for organizational policies reflecting cultural tolerance and for individual workers to be sensitive to the population they serve should go without saying. Unfortunately, relief efforts are often derailed by basic misunderstandings of local customs. Failure to recognize cultural healthcare beliefs in the affected population may also result in some patients choosing not to visit disaster medical facilities. Medical care should not be offered in such a way that patients must put aside their beliefs to receive it. Participation through an established organization can help to minimize cultural offense. Individuals also should commit to a personal effort at cultural understanding. (2)(6)

Standards for Crisis Care

A recent Institute of Medicine (IOM) report proposed guidelines for the standard of care in disaster situations. In that report, the IOM defines crisis standards of care as:

“A substantial change in usual healthcare operations and the level of care it is possible to deliver, which is made necessary by a pervasive (e.g., pandemic influenza) or catastrophic (e.g., earthquake, hurricane) disaster. This change in the level of care delivered is justified by specific circumstances and is formally declared by a state government, in recognition that crisis operations will be in effect for a sustained period. The formal declaration that crisis standards of care are in operation enables specific legal/regulatory powers and protections for healthcare providers in the necessary tasks of allocating and using scarce medical resources and implementing alternate care facility operations.” (7)

The care available to a community during a time of disaster will vary based on the resources available. There will typically be a continuum of care from “conventional” to “contingency” and “crisis” levels. (8) In “conventional” care, health and medical care conforms to the normal and expected standards for that community. “Contingency” care develops as a response to a surge in demand and seeks to provide patient care that remains functionally equivalent to conventional care while taking into account available space, staff and supplies. The overall delivery of care may remain fairly consistent with community standards. A community may be able to stay in either conventional or contingency modes for a longer period through disaster planning and preparedness. 

“Crisis” care occurs when resources, personnel and structures are stretched or nonexistent and conventional or contingency standards are no longer possible. Implementation of the crisis standard of care is not an optional decision but is forced by the circumstances. The move to crisis care mode is an attempt to adjust resources in the hope of preserving health, reducing loss of life, and preventing or managing injuries for as many members of the community as possible. Communities that are well prepared for disasters should be able to return quickly to either a conventional or contingency level of care once the restricted resources are resupplied.

Many communities may not automatically recognize this continuum. Therefore, preparations should include discussions that help define the continuum that would exist during a crisis situation.  During the response to a surge in needed care, communities would need to be able to evaluate their changing needs and to communicate their situation to others to aid in their response. The crisis standard of care seeks to provide a basis for such evaluation and communication of changing needs during evolving disasters.

It is also important to have in place a process for allocating resources to address the most compelling interests of the community. This process requires certain elements to prevent general misunderstanding and an erosion of public trust, including fairness, transparency, consistency, proportionality and accountability. These can only be achieved through community and provider engagement, education and communication. A formalized process also requires active collaboration among all stakeholders. Actions to be taken during crisis management need the force of law and authoritative enforcement to preserve the benefit to the challenged community.

Guidelines for PAs Responding to Disasters

1. PAs should participate in disaster relief through established channels

a. Consider joining non-governmental organizations, government agencies, State Medical Assistance Teams, Disaster Medical Assistance Teams, or other organized groups with a focus in providing disaster services. AAPA’s Disaster Medicine Association of PAs can help provide direction as well.

b. Participate in workplace disaster planning.

c. Stay current with information from reliable resources.

d. Make every effort not to become a victim of the event or to cause harm to others.

2. PAs should support comprehensive, team-based healthcare.

a. Become proficient in the National Incident Management System’s Incident Command System.

b. Learn to be flexible in working in unfamiliar places and circumstances – many times you have to become comfortable with “hurry up and wait” scenarios.

3. PAs should prepare for and expect the possibility of coping with scarce medical resources and nonmedical assignment in disaster situations.

a. Participate in local disaster planning events.

b. Participate in various webinars, table top drills, etc.…

c. Bookmark federal and state websites that have an abundance of current information for medical providers, which might include:

i. Centers for Disease Control (CDC)

ii. Federal Emergency Management Agency (FEMA)

iii. Department of Homeland Security (DHS)

iv. Health and Human Resources (HHS)

v. State Medical Assistance Team (SMAT)

4. PAs should be prepared to provide documentation of their qualifications at any disaster site.

a. Always have access to a portable file containing hard copies of your driver’s license, medical license, DEA license, and any specialty certifications.

5. PAs involved in medical relief efforts should be familiar with standards of disaster response and develop printed and electronic quick reference resources, including 

a. Disaster triage guides (i.e., Start, Jump Start, and others)

b. Triage coding guides

c. Decontamination principles

d. Treatment guidelines for victims of biological, chemical, radiological, or natural disasters (e.g., hurricanes, tornadoes, floods, cold/heat emergencies, pandemics.)

6. PAs should maintain a high degree of cultural sensitivity when working with all populations. 

Principles of Disaster Triage:

· The fundamental difference between disaster triage and normal triage is in the number of casualties. Care is aimed at doing the most good for the most patients (assuming limited resources).

· Definitive care is not a priority.

· Care is initially limited to the opening of airways and controlling external hemorrhage; no CPR in mass casualty events.

· The disaster triage system (US) is color coded: red, yellow, green and black, as follows:

· Red: First priority, most urgent. Life-threatening shock or airway compromise present, but patient is likely to survive if stabilized.

· Yellow: Second priority, urgent. Injuries have systemic implications but not yet life threatening. If given appropriate care, the patients should survive without immediate risk.

· Green: Third priority, non-urgent. Injuries localized, unlikely to deteriorate.

· Black: Dead. Any patient with no spontaneous circulation or ventilation is classified dead in a mass casualty situation. No CPR is given. You may consider placement of catastrophically injured patients in this category (dependent) on resources. These patients are classified as “expectant.” Goals should be adequate pain management. Overzealous efforts towards these patients are likely to have deleterious effect on other casualties. 

Summary

AAPA endorses the following statements to promote and support disaster preparedness and response activities and the integration of PAs as key personnel in mitigating the impact of disasters:

· AAPA believes PAs are established and valued participants in the healthcare system of this country and are fully qualified to deliver medical services during disaster relief efforts.

· AAPA supports educational activities that prepare the profession for participation in disaster medical planning, training and response. 

· AAPA will work with all appropriate disaster response agencies to update their policies in order to improve the appropriate utilization of PAs to their fullest capabilities in disaster situations, including expedited credentialing during disasters.

· AAPA believes PAs should participate directly with state, local and national public health, law enforcement and emergency management authorities in developing and implementing disaster preparedness and response protocols in their communities, hospitals and practices in preparation for all disasters that affect our communities, nation and the world.

· AAPA supports the concept of photo IDs to identify qualified medical personnel during a disaster response.

· AAPA recognizes the National Disaster Medical System (NDMS) as an exemplary model for PA participation in disaster response.

· AAPA supports the imposition of criminal and civil sanctions on those providers who intentionally and recklessly disregard public health guidelines during federal, state, or local emergencies and public health crises.
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Testimony included
· Overall pro for the intent, but there were numerous questions and minimal specific language modifications that were suggested to address the concerns of the House.
Madam Speaker, I move that Resolution 2021-D-10 be referred to the appropriate body for further consideration and that a recommendation on this resolution be submitted to the HOD by 2022.

The Committee considered testimony on 2021-D-11, the resolved portion of which reads:

Amend by substitution the policy paper entitled Telemedicine.
 Telemedicine

(Adopted 2015)

Executive Summary of Policy Contained in this Paper
Summaries will lack rationale and background information and may lose nuance of policy. You are highly encouraged to read the entire paper.

· AAPA OPPOSES GEOGRAPHIC RESTRICTIONS AND LIMITATIONS ON THE PROVISION OF CARE BY PAS IN TELEMEDICINE. 
· AAPA ALSO OPPOSES THE REQUIREMENT OF SEPARATE TELEMEDICINE LICENSES FOR PAS.
· AAPA ENCOURAGES PAS TO VERIFY THAT THEIR MEDICAL LIABILITY INSURANCE POLICY COVERS TELEMEDICINE SERVICES, IN PARTICULAR TELEMEDICINE SERVICES PROVIDED ACROSS STATE LINES PRIOR TO THE DELIVERY OF ANY TELEMEDICINE SERVICE. 

· AAPA ENCOURAGES MEDICAL LIABILITY INSURERS TO BASE RATE STRATIFICATION ON OUTCOME DATA RATHER THAN PERCEIVED RISK IN ORDER TO AVOID AN UNNECESSARILY HIGH FINANCIAL BURDEN ON PAS WANTING TO PROVIDE PATIENT CARE VIA TELEMEDICINE.

· AAPA SUPPORTS PAYMENT PARITY FOR SERVICES RENDERED, WHETHER IN PERSON OR REMOTE. ALTERNATIVE PAYMENT MODELS, SUCH AS VALUE-BASED PAYMENTS, MAY BE FURTHER EXPLORED AND UTILIZED TO POTENTIATE THE BENEFITS OF TELEMEDICINE SERVICES.
· AAPA SUPPORTS THE DEVELOPMENT OF EDUCATIONAL OPPORTUNITIES RELATED TO THE PROVISION OF TELEMEDICINE. 
· AAPA IS OPPOSED TO REQUIREMENTS FOR EXAMINATION, CERTIFICATION, OR MANDATORY CME REQUIREMENTS TO PROVIDE TELEMEDICINE SERVICES.
INTRODUCTION

TELEMEDICINE HAS BECOME AN ESSENTIAL COMPONENT IN THE DELIVERY OF HEALTHCARE IN THE AGE OF THE COVID-19 PANDEMIC.(1)  PAS (PHYSICIAN ASSISTANTS)  HAVE BECOME ENGAGED IN THIS AREA OF CARE, INDICATING GREATER UTILIZATION OF TELEMEDICINE TECHNOLOGIES FOR THE PRACTICE OF MEDICINE AS WELL AS OTHER EMERGING MODELS OF HEALTHCARE. AS THIS MODALITY OF CARE DELIVERY EXPANDS AND BECOMES INCREASINGLY INTEGRATED ACROSS THE HEALTHCARE SYSTEM, PAS MUST BE INCLUDED AS PROVIDERS IN ANY AND ALL LEGISLATION, LAWS, OR REGULATIONS INVOLVING TELEMEDICINE.

THE GROWTH OF TELEMEDICINE REPRESENTS A SIGNIFICANT OPPORTUNITY FOR THE ADVANCEMENT OF THE PA PROFESSION BUT ALSO HOLDS AN IMPORTANT RISK. PAS MUST BE AT THE FOREFRONT OF THIS RAPIDLY GROWING AREA OF PRACTICE. FURTHER, IT IS PARAMOUNT THAT AAPA BE FULLY ENGAGED IN ENSURING THE ABILITY OF PAS TO PRACTICE TO THE FULL SCOPE OF THEIR EDUCATION, TRAINING, EXPERIENCE AND COMPETENCIES AS LEGISLATION, REGULATIONS AND POLICIES PERTAINING TO TELEMEDICINE ARE CONSIDERED AT STATE AND FEDERAL LEVELS. IF THE PRACTICE OF TELEMEDICINE FAILS TO: 1) ALLOW FOR THE EFFICIENT UTILIZATION OF PAS, AND/OR 2) RECOGNIZE PA CONTRIBUTIONS TO THE HEALTHCARE SYSTEM, THE PROFESSION WILL BE AT A DISTINCT DISADVANTAGE AS THE HEALTHCARE SYSTEM CONTINUES TO EVOLVE. 

 AAPA MUST PROVIDE CONTINUED GUIDANCE TO PAS WISHING TO UTILIZE TELEMEDICINE TECHNOLOGIES IN THE PRACTICE OF MEDICINE. OTHER PROMINENT HEALTHCARE ORGANIZATIONS, SUCH AS THE AMERICAN MEDICAL ASSOCIATION (2) AND THE FEDERATION OF STATE MEDICAL BOARDS,(3) HAVE PUT FORWARD SIMILAR STATEMENTS.

TELEMEDICINE DEFINITION

TELEMEDICINE IS THE PRACTICE OF MEDICINE, DELIVERY OF HEALTHCARE SERVICES AND EDUCATION, VIA INFORMATION AND COMMUNICATION TECHNOLOGIES, TO A PATIENT WHO IS NOT IN THE SAME PHYSICAL LOCATION AS THE HEALTHCARE PROFESSIONAL. TELEMEDICINE ELIMINATES OR REDUCES TRADITIONAL BARRIERS TO CARE SUCH AS ACCESS, TIME, AND GEOGRAPHY. TELEMEDICINE MAY BE PROVIDED IN REAL-TIME THROUGH TECHNOLOGIES SUCH AS SYNCHRONOUS SECURE VIDEO CONFERENCING (REAL-TIME/LIVE CONNECTION BETWEEN PATIENT AND PA) OR TELEPHONIC ENCOUNTERS WHERE VIDEO IS NOT AVAILABLE OR UNRELIABLE.(4) TELEMEDICINE IS ALSO PERFORMED IN AN ASYNCHRONOUS MANNER (PATIENT DATA COLLECTION AND PA REVIEW AT DIFFERENT TIMES) THROUGH THE USE OF STORE-AND-FORWARD TECHNOLOGY, REMOTE PATIENT MONITORING (RPM), AND MOBILE HEALTH (MHEALTH).(4) AS TECHNOLOGY AND CARE DELIVERY MODALITIES ARE CONTINUALLY CHANGING, THIS POLICY CANNOT ADDRESS ALL OF THE TECHNOLOGIES THAT MIGHT BE USED IN THE PRACTICE OF TELEMEDICINE. SIMILARLY, THIS POLICY IS NOT INTENDED TO ADDRESS PROVIDER-TO-PROVIDER CONSULTATIONS AND INTERACTIONS USING TELEMEDICINE TECHNOLOGIES.

LICENSURE 

THE GOAL OF TELEMEDICINE IS TO INCREASE ACCESS TO HEALTHCARE SERVICES. PAS ARE LICENSED TO PRACTICE MEDICINE VIA TELEMEDICINE MODALITIES IN ALL SETTINGS, STATES AND THE DISTRICT OF COLUMBIA (5) AAPA OPPOSES GEOGRAPHIC RESTRICTIONS AND LIMITATIONS ON THE PROVISION OF CARE BY PAS IN TELEMEDICINE. AAPA ALSO OPPOSES THE REQUIREMENT OF SEPARATE TELEMEDICINE LICENSES FOR PAS. PAS SHOULD BE ALLOWED TO CARE FOR PATIENTS IN ANY JURISDICTION VIA TELEMEDICINE WITHOUT REGARD TO THE PA’S PHYSICAL LOCATION IN RELATION TO THE PATIENT’S LOCATION OR TO A COLLABORATIVE PHYSICIAN WHERE ONE IS REQUIRED. FURTHER, CLINICAL RESPONSES TO DISASTERS, SUCH AS THOSE RELATED TO COVID-19 FOR EXAMPLE, HAVE UNDERSCORED THE CRITICAL NEED FOR EVOLVING APPROACHES TO LICENSURE, INCLUSIVE OF RECIPROCITY PROVISIONS OR LICENSE PORTABILITY, TO STREAMLINE DEPLOYMENT AND FLEXIBILITY OF CLINICIANS VIA REMOTE MEANS. THEREFORE, AAPA SUPPORTS STATES COLLABORATING TO INCREASE LICENSE PORTABILITY. THE ESTABLISHMENT OF INTERSTATE LICENSE PORTABILITY (6) WOULD ALLOW A PA TO HOLD A LICENSE TO PRACTICE MEDICINE IN ONE STATE, WHICH IN TURN FACILITATES LICENSURE OR PRIVILEGE TO PRACTICE IN OTHER STATES. RECIPROCAL LICENSURE ARRANGEMENTS, LICENSE PORTABILITY, AND MULTI-STATE COMPACTS REDUCE BARRIERS TO HEALTHCARE SERVICES FOR ALL PATIENTS. (6)  WHEN PROVIDING CARE WITH TELEMEDICINE, PAS ARE RESPONSIBLE FOR KNOWING THE  REQUIREMENTS GOVERNING THE PRACTICE OF TELEMEDICINE IN THE STATE WHERE THE PATIENT RESIDES. PATIENTS SHOULD HAVE THE ABILITY TO SEEK REDRESS IN THEIR STATE AGAINST ANY HEALTHCARE LICENSEE. FOR THIS REASON, ANY LICENSURE SYSTEM MUST PROVIDE APPROPRIATE PATIENT PROTECTION AND ACCESS.

ESTABLISHING A PROVIDER-PATIENT RELATIONSHIP 

A PROVIDER-PATIENT RELATIONSHIP IS FUNDAMENTAL TO THE DELIVERY OF QUALITY HEALTHCARE SERVICES. A PA USING TELEMEDICINE TECHNOLOGIES WHEN PROVIDING MEDICAL SERVICES MUST TAKE APPROPRIATE STEPS TO ESTABLISH A PROVIDER-PATIENT RELATIONSHIP. ESTABLISHING A PROVIDER-PATIENT RELATIONSHIP INCLUDES, BUT IS NOT LIMITED TO, OBTAINING A MEDICAL HISTORY, DEVELOPING A TREATMENT PLAN, AND DESCRIBING RISKS, BENEFITS, AND THE PLAN OF CARE. THE PA WILL CONDUCT ALL EVALUATIONS AND HISTORY OF THE PATIENT CONSISTENT WITH PREVAILING STANDARDS OF CARE SPECIFIC TO THE INDIVIDUAL PATIENT PRESENTATION. THE PA IS EXPECTED TO RECOMMEND APPROPRIATE FOLLOW-UP CARE AND MAINTAIN COMPLETE AND ACCURATE HEALTH RECORDS. THE PROVIDER-PATIENT RELATIONSHIP MAY BE FORMED VIA TELEMEDICINE ACCORDING TO THE PA’S PROFESSIONAL JUDGMENT AS APPROPRIATE TO THE PATIENT PRESENTATION AND APPLICABLE STATE LAWS. THE USE OF TELEMEDICINE TECHNOLOGIES, AS WELL AS THE METHOD FOR ESTABLISHING THE PROVIDER-PATIENT RELATIONSHIP, SHOULD BE LEFT TO THE PA’S PROFESSIONAL JUDGMENT.  

PATIENT DISCLOSURES AND CONSENT TO TREATMENT

THE GENERAL CONSENT TO TREATMENT, APPLICABLE TO SIMILAR SERVICES PROVIDED IN-PERSON, SHOULD INCLUDE AT MINIMUM THE FOLLOWING:

· TYPES OF TRANSMISSIONS PERMITTED USING TELEMEDICINE TECHNOLOGIES (E.G., PRESCRIPTION REFILLS, APPOINTMENT SCHEDULING, PATIENT EDUCATION, ETC.)
· PATIENT UNDERSTANDING THAT THE PA DETERMINES IF THE CONDITION BEING DIAGNOSED AND/OR TREATED IS APPROPRIATE FOR A TELEMEDICINE ENCOUNTER
· DETAILS ON SECURITY MEASURES, AS WELL AS POTENTIAL RISKS TO PRIVACY, WITH THE USE OF TELEMEDICINE TECHNOLOGIES, PROVIDED TO THE PATIENT
· EXPRESS PATIENT CONSENT FOR FORWARDING PATIENT-IDENTIFIABLE INFORMATION TO THIRD PARTIES AS APPROPRIATE
ALL TELEMEDICINE ENCOUNTERS, FOLLOWING GENERAL CONSENT, MUST INCLUDE IDENTIFICATION AND VERIFICATION OF THE PATIENT, THE PA, AND THE PA’S CREDENTIALS.

EVALUATION AND TREATMENT OF THE PATIENT 

THE DELIVERY OF TELEMEDICINE SERVICES FOLLOWS EVIDENCE-BASED PRACTICE GUIDELINES TO ENSURE PATIENT SAFETY, QUALITY OF CARE, AND POSITIVE HEALTH OUTCOMES. TELEMEDICINE SERVICES ARE CONSISTENT WITH THE SCOPE OF PRACTICE LAWS AND REGULATIONS OF THE STATE WHERE THE PATIENT IS LOCATED. STANDARD OF CARE IN TELEMEDICINE IS THE SAME AS WHEN CARE IS RENDERED IN PERSON.

CONTINUITY OF CARE 

THE PROVISION OF TELEMEDICINE SERVICES INCLUDES CARE COORDINATION WITH THE PATIENT’S MEDICAL HOME AND/OR EXISTING TREATING PROVIDER(S). EFFORT SHOULD BE MADE TO SECURE A MEDICAL HOME OR PRIMARY PROVIDER WHEN ONE DOES NOT EXIST. PATIENTS SHOULD BE ABLE TO SEEK FOLLOW-UP CARE OR INFORMATION FROM THE RENDERING PROVIDER. PAS PRACTICING TELEMEDICINE MUST MAKE MEDICAL RECORDS ASSOCIATED WITH TELEMEDICINE ENCOUNTERS AVAILABLE TO THE PATIENT, AND SUBJECT TO THE PATIENT’S CONSENT, ANY IDENTIFIED CARE PROVIDER OF THE PATIENT WITHIN A REASONABLE AMOUNT OF TIME AFTER THE ENCOUNTER. 

FURTHER, THE PROVISION OF CARE VIA TELEMEDICINE MAY NECESSITATE REFERRAL TO SERVICES EXTERNAL TO A PAS PRACTICE SETTING. PRACTICE IN A TELEMEDICINE ENVIRONMENT MAY IMPACT A CLINICIAN’S KNOWLEDGE AND FAMILIARITY WITH REFERRAL NETWORKS AND AFFILIATIONS LOCAL TO THE PATIENT’S GEOGRAPHY. WHERE TELEMEDICINE IS UTILIZED AS A COMPLEMENT TO CARE, SUCH AS IN AN INTEGRATED PRIMARY CARE SETTING, A PA MAY ALREADY BE FAMILIAR WITH BEST PRACTICES REGARDING REFERRAL TO SERVICES EXTERNAL TO THEIR CARE SETTING. HOWEVER, IN SUCH SETTINGS WHERE THE PA MAY BE LESS FAMILIAR, IN PARTICULAR SETTINGS SUCH AS DIRECT-TO-CONSUMER (DTC) TELEMEDICINE, THE SAME STANDARDS FOR REFERRAL SHOULD APPLY AS THOSE FOUND IN AN URGENT OR EMERGENCY CARE. ORGANIZATIONS AND CLINICIANS ARE ENCOURAGED TO CLEARLY DEFINE GUIDANCE REGARDING REFERRAL TO EXTERNAL CLINICAL SERVICES, INCLUDING THE EXTENT TO WHICH THEY ARE INVOLVED IN COORDINATING CARE ON BEHALF OF THE PATIENT. THIS GUIDANCE SHOULD CLARIFY TO BOTH CLINICIANS AND PATIENTS THE MEANS TO SUPPORT APPROPRIATE CONTINUITY OF CARE ALIGNED TO THE ORGANIZATION'S CLINICAL SCOPE, THOUGH IS NOT INTENDED TO OBLIGATE AN ORGANIZATION TO ENSURING CONTINUITY IS ACHIEVED ON BEHALF OF THE PATIENT.

REFERRALS FOR EMERGENCY SERVICES 
IN THE NORMAL COURSE OF TELEMEDICINE, REFERRAL TO ACUTE OR EMERGENCY SERVICES MAY BE NECESSARY. A PROVIDER OR PROVIDER SYSTEM SHOULD ESTABLISH PROTOCOLS AND/OR RECOMMENDATIONS FOR REFERRAL TO SUCH SERVICES. THE PA IS ENCOURAGED TO COMMUNICATE WITH THE ACUTE CARE OR EMERGENCY ROOM FACILITY WHEN POSSIBLE FOR CONTINUITY OF CARE AND AS DICTATED BY THEIR PROFESSIONAL DISCRETION. AN EMERGENCY PLAN IS REQUIRED AND MUST BE PROVIDED BY THE PA TO THE PATIENT WHEN THE CARE PROVIDED VIA TELEMEDICINE INDICATES A REFERRAL TO AN ACUTE CARE FACILITY OR EMERGENCY ROOM IS NECESSARY.

MEDICAL RECORDS AND PATIENT CONFIDENTIALITY
THE PATIENT RECORD ESTABLISHED DURING THE PROVISION OF TELEMEDICINE SERVICES MUST BE SECURE, ENCRYPTED, COMPLETE, AND ACCESSIBLE. ACCESS TO AND MAINTENANCE OF PATIENT RECORDS MUST BE CONSISTENT WITH ALL ESTABLISHED STATE AND FEDERAL LAWS AND REGULATIONS GOVERNING PATIENT HEALTHCARE RECORDS.

LIABILITY COVERAGE 

AAPA ENCOURAGES PAS TO VERIFY THAT THEIR MEDICAL LIABILITY INSURANCE POLICY COVERS TELEMEDICINE SERVICES, IN PARTICULAR TELEMEDICINE SERVICES PROVIDED ACROSS STATE LINES PRIOR TO THE DELIVERY OF ANY TELEMEDICINE SERVICE. AAPA ENCOURAGES MEDICAL LIABILITY INSURERS TO BASE RATE STRATIFICATION ON OUTCOME DATA RATHER THAN PERCEIVED RISK IN ORDER TO AVOID AN UNNECESSARILY HIGH FINANCIAL BURDEN ON PAS WANTING TO PROVIDE PATIENT CARE VIA TELEMEDICINE.

REIMBURSEMENT

PAYMENT FOR TELEMEDICINE SERVICES SHOULD BE EQUITABLE AND BASED ON THE SERVICE PROVIDED. AAPA SUPPORTS PAYMENT PARITY FOR SERVICES RENDERED, WHETHER IN PERSON OR REMOTE. ALTERNATIVE PAYMENT MODELS, SUCH AS VALUE-BASED PAYMENTS, MAY BE FURTHER EXPLORED AND UTILIZED TO POTENTIATE THE BENEFITS OF TELEMEDICINE SERVICES.(7)
CONTINUING MEDICAL EDUCATION 

AAPA SUPPORTS THE DEVELOPMENT OF EDUCATIONAL OPPORTUNITIES RELATED TO THE PROVISION OF TELEMEDICINE. AAPA IS OPPOSED TO REQUIREMENTS FOR EXAMINATION, CERTIFICATION, OR MANDATORY CME REQUIREMENTS TO PROVIDE TELEMEDICINE SERVICES. 

CONCLUSION

THE UNITED STATES HAS ENTERED A NEW ERA OF HEALTHCARE DELIVERY WITH A SIGNIFICANT EXPANSION IN THE USE OF TELEMEDICINE. TELEMEDICINE UTILIZATION AND IMPLEMENTATION HAS GROWN EXPONENTIALLY OVER THE PAST DECADES AND WILL CONTINUE TO FURTHER DEVELOP AS A BEST PRACTICE IN MODERN MEDICINE. THE VALUE OF TELEMEDICINE HAS BEEN UNDERSCORED AS A CRITICAL COMPONENT IN THE NATIONWIDE COVID-19 RESPONSE. FURTHER, BEYOND RESPONSE TO HEALTHCARE EMERGENCIES AND DISASTERS, EXPANDED USE OF TELEMEDICINE TECHNOLOGIES HAS BEEN SHOWN TO REDUCE HEALTHCARE EXPENSES AND INCREASE ACCESS AND TIMELINESS OF CARE FOR ALL PATIENTS, ESPECIALLY FOR MEDICALLY UNDERSERVED AREAS. (7, 8)
THE CURRENT SYSTEM OF HEALTH PROFESSIONAL LICENSURE AND PRACTICE REGULATIONS MAY LIMIT PATIENT ACCESS AND CHOICE SURROUNDING THE USE OF THESE CRITICAL AND ESSENTIAL CARE TECHNOLOGIES. NOTABLY, THESE PROFESSIONAL LICENSURE AND PRACTICE REGULATIONS MAY ALSO RESTRICT PA PRACTICE IN THIS CARE SPACE. ACCESS TO CARE IS IMPEDED WHEN SEPARATE RULES EXIST FOR TELEMEDICINE AS COMPARED TO IN PERSON CARE.  STATE-BY-STATE OR PROVIDER-SPECIFIC REGULATIONS PROHIBIT PATIENTS FROM RECEIVING CARE - WHETHER ROUTINE, OR CRITICAL, OFTEN LIFE-SAVING MEDICAL SERVICES. THESE LEGISLATIVE INCONSISTENCIES AND RESTRICTIONS YIELD VARIABLE OUTCOMES IN DRIVING ACCESS, QUALITY, AND CONTINUITY OF CARE. 
OUR PROFESSION MUST HAVE A COMPETITIVE AND DECISIVE PRACTICE STRATEGY FOR THE FUTURE OF HEALTHCARE INVOLVING ACCESS AND THE DELIVERY OF HEALTHCARE SERVICES BY PAS. AAPA ENCOURAGES BOTH THE PAEA AND THE ARC-PA TO PROMOTE AND EDUCATE A ROBUST KNOWLEDGE BASE AND PERSONABLE SKILL SETS WITH AN EMPHASIS ON “WEBSIDE MANNER” (10) IN THE USE OF TELEMEDICINE. DOING SO WILL ADD VALUE TO OUR CORE COMPETENCIES OF MEDICAL KNOWLEDGE, PATIENT CARE, AND PRACTICE-BASED LEARNING. INTEGRATING TELEMEDICINE TRAINING AND CONCEPTS INTO PA EDUCATION WILL PREPARE PA STUDENTS TO DELIVER HEALTHCARE TO ALL PATIENTS, ESPECIALLY THE MEDICALLY UNDERSERVED IN RURAL, URBAN, AND REMOTE AREAS OF OUR COUNTRY.  HEALTHCARE DELIVERY IS CHANGING RAPIDLY, AND OUR CURRENT AND FUTURE HEALTHCARE PROVIDERS MUST HAVE THE CLINICAL REASONING, TECHNOLOGICAL KNOWLEDGE, AND CAPACITY TO UTILIZE THE MODALITIES THAT TELEMEDICINE WILL REQUIRE NOW AND IN THE FUTURE. 

DIFFERENT APPROACHES ARE UNDER REVIEW REGARDING LICENSURE, INCLUDING INTERSTATE COMPACTS, MUTUAL STATE RECOGNITION, AND EVEN NATIONAL LICENSURE. REGARDLESS OF THE APPROACH USED, AAPA WILL REMAIN VIGILANT IN ENSURING THAT ALL PAS ARE ADEQUATELY REPRESENTED AND PROTECTED IN ANY SUCH DISCUSSIONS TO ENSURE WE CONTINUE TO SERVE THE NATION’S PATIENTS THROUGH BOTH TRADITIONAL AND NEW METHODS OF HEALTHCARE DELIVERY. ALL LAWS, REGULATIONS, POLICIES, OR PROGRAMS INVOLVING TELEMEDICINE SHOULD INCLUDE PAS, EITHER AS DIRECTORS OF THESE SERVICES OR BY SPECIFICALLY NAMING PAS, INCLUDING PAS IN THE DEFINITION OF PROVIDER OR OTHER SIMILAR TERMS, OR BY IMPLICATION. ADDITIONALLY, PAS WHO PROVIDE MEDICAL CARE, ELECTRONICALLY OR OTHERWISE, MUST MAINTAIN THE HIGHEST DEGREE OF PROFESSIONALISM AND ETHICS. PAS MUST ALWAYS PLACE THE WELFARE, SAFETY, AND SECURITY OF THE PATIENT FIRST, WITH THE HIGHEST VALUE PLACED ON THE QUALITY OF CARE, MAINTENANCE OF APPROPRIATE STANDARDS OF PRACTICE, AND ADHERING TO THE ETHICAL STANDARDS OF THE PROFESSION.

OUR NATION AND OUR HEALTHCARE SYSTEM-AT-LARGE FACE UNIQUE AND SIGNIFICANT CHALLENGES. THE NATIONAL COVID-19 RESPONSE HAS UNDERSCORED THE CHALLENGES INHERENT TO OUR HEALTHCARE DELIVERY APPARATUS, AS WELL AS THE OPPORTUNITY FOR TELEMEDICINE TO SERVE AS A ROBUST AND MEANINGFUL TOOL IN DELIVERING PATIENT CARE. (11) PRIOR TO COVID-19, TELEHEALTH REIMBURSEMENTS WERE APPROXIMATELY $3 BILLION ANNUALLY. RECENT REPORTS ESTIMATE AS MUCH AS $250 BILLION, OR 20% OF THE ANNUAL SPEND ON OUTPATIENT CARE COULD SHIFT TO TELEMEDICINE OVER THE LONG TERM.(12) AAPA RECOGNIZES THE ENORMOUS POTENTIAL OF TELEMEDICINE SERVICES TO HELP ACHIEVE THE OPTIMISTIC IDEALS OF THE HEALTHCARE TRIPLE OR QUADRUPLE AIM: BETTER PATIENT CARE EXPERIENCE, BETTER OUTCOMES, LOWER COST, AND GREATER PROVIDER WELL-BEING.(8, 9) IN FURTHERING PROGRESS TOWARD THESE IDEALS, AAPA BELIEVES PAS MUST PLAY A CRITICAL ROLE IN THIS GROWTH AND EVOLUTION OF TELEMEDICINE AND ASSOCIATED CARE TECHNOLOGIES. IN THE COMING DECADE(S), CARE DELIVERY VIA TELEMEDICINE MODALITIES WILL BECOME NORMALIZED AND ROUTINE. INVESTING NOW AS BOTH PRACTICING CLINICIANS AND IN TRAINING OUR STUDENTS AND NEWEST PROFESSIONALS WILL DICTATE OUR SUCCESS IN THIS FIELD, AND MORE BROADLY, AS A PROFESSION IN THE HEALTHCARE SPACE.
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Telemedicine
(Adopted 2015)
Introduction

Telemedicine is expected to play an increasingly important role in the delivery of healthcare. The ability of PAs to utilize telemedicine technologies for the practice of medicine and to be appropriately included as providers in any and all rules, regulations or legislation involving telemedicine. is critical to assuring that PAs remain fully integrated in all aspects of medical practice, as well as in emerging models of care.

PAs are essential members of the healthcare team. It is critical that PAs remain in the forefront of this emerging trend, and that AAPA be fully engaged in ensuring the ability of PAs to practice fully. The growth in the use of telemedicine represents both a significant opportunity for the advancement of the PA profession, but also holds an important risk. If the practice of telemedicine fails to: 1) allow for the efficient utilization of PAs, and/or 2) recognize PA contributions to the healthcare system; the profession will be at a distinct disadvantage as the healthcare system continues to evolve. 

AAPA must provide guidance to PAs wishing to engage in the practice of medicine via telemedicine technologies. Other healthcare professional organizations, such as American Medical Association and Federation of State Medical Boards, have put forward similar proposals.

Telemedicine Definition

Telemedicine, for the purposes of this policy, means the practice of medicine using electronic communications, information technology or other means between a licensee in one location, and a patient in another location. This policy is not intended to address provider-to-provider consultations and interactions using telemedicine technologies. Telemedicine encompasses a variety of applications, services and other forms of telecommunications technology. Telemedicine typically involves the application of technology to provide or support healthcare delivery by replicating the interaction of a traditional, in-person encounter between a provider and a patient. Telemedicine may be provided real-time through the use of technologies such as secure videoconferencing, or may be performed in an asynchronous manner through the use of store-and-forward technology, as appropriate to the case-specific patient presentation and/or specialty. As the technology is constantly changing, this policy will not address all of the technologies that might be used in the practice of telemedicine. 

Licensure

PAs are licensed to practice medicine. Telemedicine technology provides another means by which to carry out the practice of medicine under a current PA license. Patients benefit when health professionals are licensed in the state in which the patient resides.  State standards can be sensitive to state realities, and patients should have the ability to seek redress against a licensee in the state where the patient is located.  For this reason, any licensure system must provide appropriate patient protection and access.  Since one of the goals of telemedicine is to increase access to care, AAPA opposes geographic restrictions and limitations on the provision of care.  PAs providing care via telemedicine must be knowledgeable of individual state requirements governing the practice of telemedicine within the state.  AAPA opposes a separate telemedicine license for PAs and supports reciprocal relationships with neighboring states and multistate compacts whereby a license to practice medicine in one state facilitates licensure in other states for the purposes of reducing barriers to individual providers, and patients from use of this means for obtaining healthcare services.  

Establishing a Provider-Patient Relationship

A provider-patient relationship is fundamental to the provision of quality medical care.  A PA using telemedicine technologies in the provision of medical services must take appropriate steps to establish a provider-patient relationship and conduct all evaluations and history of the patient consistent with prevailing standards of care specific to the individual patient presentation. Establishing a provider-patient relationship includes, but is not limited to, obtaining a medical history, describing treatment risks, benefits, and alternatives, arranging appropriate follow up care, and maintaining complete and accurate health records.  The provider-patient relationship may be formed via telemedicine or via an initial in-person consultation according to the individual PA’s professional judgment and as appropriate to the case-specific patient presentation.  Understanding that the appropriateness of the use of telemedicine technologies can be specialty specific, and to a greater extent case-specific, the appropriateness of the use of telemedicine technologies and the method for establishing the provider-patient relationship should be left to the individual PA’s professional judgment.  

Patient Disclosures and Consent to Treatment  
PAs should avoid rendering medical advice and/or care using telemedicine technologies without fully verifying and authenticating the identity and location of the requesting patient, disclosing the identity and credentials of themselves as a rendering provider, and obtaining necessary general consent to treatment that would be applicable to similar services provided in-person.  Patient education regarding the scope of telemedicine services prior to the start of a telemedicine encounter must be provided. This should include at minimum, but not limited to the following:

· Identification and authentication of the patient, the PA and the PA’s credentials

· Types of transmissions permitted using telemedicine technologies (e.g. prescription refills, appointment scheduling, patient education, etc.)

· Patient understanding that the PA determines whether or not the condition being diagnosed and/or treated is appropriate for a telemedicine encounter

· Details on security measures, as well as potential risks to privacy, taken with the use of telemedicine technologies. 

· Express patient consent for forwarding patient-identifiable information to third parties

Evaluation and Treatment of the Patient

The delivery of telemedicine services must follow evidence-based practice guidelines, to the extent that they are available, to ensure patient safety, quality of care and positive health outcomes. The delivery of telemedicine services must be consistent with state scope of practice laws and regulations. Diagnosis, treatment and consultation recommendations made through the use of telemedicine technologies, including issuing a prescription via electronic means, will be held to the same standards of appropriate practice as those in traditional in-person encounters. Prescribing medications, in-person or via telemedicine, is at the professional discretion of the individual PA. The indication, appropriateness, and safety considerations for each telemedicine visit prescription must be evaluated by the PA in accordance with current standards of practice and consequently carry the same accountability as prescriptions issued during traditional in-person encounters. 

Continuity of Care

The provision of telemedicine services must include care coordination with the patient’s medical home and/or existing treating provider(s), which includes at a minimum identifying the patient’s existing medical home and treating provider(s) and providing to the latter a copy of the records associated with telemedicine encounters. Patients should be able to seek, with relative ease, follow up care or information from the PA who conducts an encounter using telemedicine technologies. PAs practicing telemedicine must make medical records associated with telemedicine care available to the patient, and subject to the patient’s consent, any identified care provider of the patient immediately after the encounter. 

Referrals for Emergency Services
An emergency plan is required and must be provided by the PA to the patient when the care provided via telemedicine indicates that a referral to an acute care facility or emergency room for treatment is necessary for the safety of the patient. 

Medical Records and Patient Confidentiality

The medical record should include, if applicable, copies of all patient-related electronic communications, prescriptions, laboratory and test results, evaluations and consultations, records of past care, and instructions obtained or produced in connection with the telemedicine services provided. Informed consents, if applicable, obtained in connection with a telemedicine encounter should also be filed in the medical record. The patient record established during the provision of telemedicine services must be complete, and accessible consistent with all established laws and regulations governing patient healthcare records. PAs should meet applicable federal and state legal requirements of medical/health information privacy, including compliance with the Health Insurance and Accountability Act (HIPAA) and state privacy, confidentiality, security and medical retention rules.  Transmissions, including patient email, prescriptions, laboratory and test results, must be secure within existing technology. 

Liability Coverage

AAPA encourages PAs to verify that their medical liability insurance policy covers telemedicine services, including telemedicine services provided across state lines if applicable, prior to the delivery of any telemedicine service. 

Reimbursement

Payment for telemedicine services should be based on the service provided and not on the health professional who delivered the service. Reimbursement at both the originating and/or distant site should adequately reflect the actual cost of providing the service.

Continuing Medical Education (CME)  

AAPA supports the development of educational opportunities related to the provision of telemedicine, but is opposed to requirements for examination, certification, or mandatory CME requirements in order to provide telemedicine services. 

Conclusion

The United States is entering a new era of healthcare delivery with a significant expansion in use of telemedicine.  However, the current system of health professional licensure and practice regulations may limit both a patient’s access and choice surrounding use of these technologies, as well as it may limit PA practice of telemedicine. Requiring duplicate licenses and maintaining separate practice rules in each state has become an impediment to the use of telemedicine. Such state-by-state approaches prohibit people from receiving critical, often life-saving medical services that may be available to their neighbors living just across the state line. 

A number of approaches have been put forward regarding licensure including interstate compacts, mutual state recognition and even national licensure. Regardless of the approach used, AAPA must remain vigilant in ensuring that PAs are adequately represented and protected in any such discussions to ensure we may continue to serve the nation’s patients through both traditional and evolving methods of delivering healthcare services. All laws, policies or programs involving telemedicine practice should include PAs, either by specifically naming PAs, including PAs in the definition of provider or other similar term, or by implication. Additionally, PAs who provide medical care, electronically or otherwise, must maintain the highest degree of professionalism and ethics. PAs must always place the welfare of the patient first, with the highest value placed on quality of care, maintenance of appropriate standards of practice, and adhering to the ethical standards of the profession.
Con testimony included
· Concerns over increased cost and time in PA education 
Pro testimony included
· Significant support for the resolution as submitted and the additional language suggested to include PA education.
· Preponderance of support for students to be exposed to telemedicine in order to be prepared for practice.
· Proposed amended language was submitted, there was agreement from the author, and additional pro testimony for the amendment was provided.
Madam Speaker, I move that Resolution 2021-D-11 be amended as follows:

Telemedicine

(Adopted 2015)
Executive Summary of Policy Contained in this Paper
Summaries will lack rationale and background information and may lose the nuance of policy. 
You are highly encouraged to read the entire paper.

· AAPA OPPOSES GEOGRAPHIC RESTRICTIONS AND LIMITATIONS ON THE PROVISION OF CARE BY PAS IN TELEMEDICINE. 
· AAPA OPPOSES THE REQUIREMENT OF SEPARATE TELEMEDICINE LICENSES FOR PAS.
· AAPA ENCOURAGES PAS TO VERIFY THAT THEIR MEDICAL LIABILITY INSURANCE POLICY COVERS TELEMEDICINE SERVICES, IN PARTICULAR, TELEMEDICINE SERVICES PROVIDED ACROSS STATE LINES BEFORE THE DELIVERY OF ANY TELEMEDICINE SERVICE AND FOR AAPA ENCOURAGES MEDICAL LIABILITY INSURERS TO USE "BASE RATE STRATIFICATION" ON OUTCOME DATA INSTEAD OF "PERCEIVED RISK" TO AVOID UNNECESSARILY HIGH FINANCIAL BURDENS ON PAS WANTING TO PROVIDE PATIENT CARE VIA TELEMEDICINE.
· AAPA ENCOURAGES MEDICAL LIABILITY INSURERS TO USE "BASE RATE STRATIFICATION" ON OUTCOME DATA INSTEAD OF "PERCEIVED RISK" TO AVOID UNNECESSARILY HIGH FINANCIAL BURDENS ON PAS WANTING TO PROVIDE PATIENT CARE VIA TELEMEDICINE.

· AAPA SUPPORTS PAYMENT PARITY FOR SERVICES RENDERED, WHETHER IN PERSON OR REMOTE. ALTERNATIVE PAYMENT MODELS, SUCH AS VALUE-BASED PAYMENTS, MAY BE FURTHER EXPLORED AND UTILIZED TO POTENTIATE THE BENEFITS OF TELEMEDICINE SERVICES.
· AAPA SUPPORTS THE DEVELOPMENT OF EDUCATIONAL OPPORTUNITIES IN THE DIDACTIC COURSEWORK AND CLINICAL ROTATIONS FOR PA STUDENTS RELATED TO THE PROVISION OF TELEMEDICINE. 
· AAPA IS OPPOSED TO REQUIREMENTS FOR EXAMINATION, CERTIFICATION, OR MANDATORY CME REQUIREMENTS TO PROVIDE TELEMEDICINE SERVICES.
INTRODUCTION

TELEMEDICINE HAS BECOME AN ESSENTIAL COMPONENT IN THE DELIVERY OF HEALTHCARE IN THE AGE OF THE COVID-19 PANDEMIC. 1  PAS (PHYSICIAN ASSISTANTS)  HAVE BECOME ENGAGED IN THIS AREA OF CARE, INDICATING GREATER UTILIZATION OF TELEMEDICINE TECHNOLOGIES FOR THE PRACTICE OF MEDICINE AS WELL AS OTHER EMERGING MODELS OF HEALTHCARE. AS THIS MODALITY OF CARE DELIVERY EXPANDS AND BECOMES INCREASINGLY INTEGRATED ACROSS THE HEALTHCARE SYSTEM, PAS MUST BE INCLUDED AS PROVIDERS IN ANY AND ALL LEGISLATION, LAWS, OR REGULATIONS INVOLVING TELEMEDICINE.

THE GROWTH OF TELEMEDICINE REPRESENTS A SIGNIFICANT OPPORTUNITY FOR THE ADVANCEMENT OF THE PA PROFESSION BUT ALSO HOLDS AN IMPORTANT RISK. PAS MUST BE AT THE FOREFRONT OF THIS RAPIDLY GROWING AREA OF PRACTICE. FURTHER, IT IS PARAMOUNT THAT AAPA BE FULLY ENGAGED IN ENSURING THE ABILITY OF PAS TO PRACTICE TO THE FULL SCOPE OF THEIR EDUCATION, TRAINING, EXPERIENCE, AND COMPETENCIES AS LEGISLATION, REGULATIONS, AND POLICIES REGARDING TELEMEDICINE ARE CONSIDERED AT STATE AND FEDERAL LEVELS. IF THE PRACTICE OF TELEMEDICINE FAILS TO: 1) ALLOW FOR THE EFFICIENT UTILIZATION OF PAS, OR 2) RECOGNIZE PA CONTRIBUTIONS TO THE HEALTHCARE SYSTEM, THE PROFESSION WILL BE AT A DISTINCT DISADVANTAGE AS THE HEALTHCARE SYSTEM CONTINUES TO EVOLVE. 

 AAPA MUST PROVIDE CONTINUED GUIDANCE TO PAS WISHING TO UTILIZE TELEMEDICINE TECHNOLOGIES IN THE PRACTICE OF MEDICINE. OTHER PROMINENT HEALTHCARE ORGANIZATIONS, SUCH AS THE AMERICAN MEDICAL ASSOCIATION 2 AND THE FEDERATION OF STATE MEDICAL BOARDS,3 HAVE PUT FORWARD SIMILAR STATEMENTS.

BY INCORPORATING TELEMEDICINE EDUCATION IN THE DIDACTIC COURSEWORK AS WELL AS SEEKING TELEMEDICINE EDUCATIONAL OPPORTUNITIES THROUGHOUT THE CLINICAL YEAR, STUDENTS ARE PREPARED TO PRACTICE IN ALL HEALTH CARE SETTINGS. 

TELEMEDICINE DEFINITION

TELEMEDICINE IS THE PRACTICE OF MEDICINE, DELIVERY OF HEALTHCARE SERVICES AND EDUCATION, VIA INFORMATION AND COMMUNICATION TECHNOLOGIES, TO A PATIENT WHO IS NOT IN THE SAME PHYSICAL LOCATION AS THE HEALTHCARE PROFESSIONAL. TELEMEDICINE ELIMINATES OR REDUCES TRADITIONAL BARRIERS TO CARE SUCH AS ACCESS, TIME, AND GEOGRAPHY. TELEMEDICINE IS PROVIDED REAL-TIME THROUGH TECHNOLOGIES SUCH AS SYNCHRONOUS SECURE VIDEO CONFERENCING (REAL-TIME/LIVE CONNECTION BETWEEN PATIENT AND PA) OR TELEPHONIC ENCOUNTERS WHERE VIDEO IS NOT AVAILABLE OR UNRELIABLE.4 TELEMEDICINE IS ALSO PERFORMED IN AN ASYNCHRONOUS MANNER (PATIENT DATA COLLECTION AND PA REVIEW AT DIFFERENT TIMES) THROUGH THE USE OF STORE-AND-FORWARD TECHNOLOGY, REMOTE PATIENT MONITORING (RPM), AND MOBILE HEALTH (MHEALTH).4 AS TECHNOLOGY AND CARE DELIVERY MODALITIES ARE CONTINUALLY CHANGING, THIS POLICY CANNOT ADDRESS ALL OF THE TECHNOLOGIES AVAILABLE IN THE PRACTICE OF TELEMEDICINE. SIMILARLY, THIS POLICY IS NOT INTENDED TO ADDRESS PROVIDER-TO-PROVIDER CONSULTATIONS AND INTERACTIONS USING TELEMEDICINE TECHNOLOGIES.

LICENSURE 

THE GOAL OF TELEMEDICINE IS TO INCREASE PATIENT ACCESS TO HEALTHCARE SERVICES. PAS ARE LICENSED TO PRACTICE MEDICINE VIA TELEMEDICINE MODALITIES IN ALL SETTINGS, STATES, AND THE DISTRICT OF COLUMBIA5 AAPA OPPOSES GEOGRAPHIC RESTRICTIONS AND LIMITATIONS ON THE PROVISION OF CARE BY PAS IN TELEMEDICINE. AAPA ALSO OPPOSES THE REQUIREMENT OF SEPARATE TELEMEDICINE LICENSES FOR PAS. PAS SHOULD BE ALLOWED TO CARE FOR PATIENTS IN ANY JURISDICTION VIA TELEMEDICINE WITHOUT REGARD TO THE PA'S PHYSICAL LOCATION IN RELATION TO THE PATIENT'S LOCATION OR TO A COLLABORATIVE PHYSICIAN WHERE ONE IS REQUIRED. FURTHER, CLINICAL RESPONSES TO DISASTERS, SUCH AS THOSE RELATED TO COVID-19, FOR EXAMPLE, HAVE UNDERSCORED THE CRITICAL NEED FOR EVOLVING APPROACHES TO LICENSURE, INCLUSIVE OF RECIPROCITY PROVISIONS OR LICENSE PORTABILITY, TO STREAMLINE DEPLOYMENT AND FLEXIBILITY OF CLINICIANS VIA REMOTE MEANS. THEREFORE, AAPA SUPPORTS STATES COLLABORATING TO INCREASE LICENSE PORTABILITY. THE ESTABLISHMENT OF INTERSTATE LICENSE PORTABILITY6 WOULD ALLOW A PA TO HOLD A LICENSE TO PRACTICE MEDICINE IN ONE STATE, WHICH IN TURN FACILITATES LICENSURE OR PRIVILEGE TO PRACTICE IN OTHER STATES. RECIPROCAL LICENSURE ARRANGEMENTS, LICENSE PORTABILITY, AND MULTISTATE COMPACTS REDUCE BARRIERS TO HEALTHCARE SERVICES FOR ALL PATIENTS.6  PAS ARE RESPONSIBLE FOR KNOWING THE REQUIREMENTS GOVERNING THE PRACTICE OF TELEMEDICINE IN THE STATE WHERE THE PATIENT RESIDES WHEN PROVIDING CARE WITH TELEMEDICINE. PATIENTS SHOULD HAVE THE ABILITY TO SEEK REDRESS IN THEIR STATE AGAINST ANY HEALTHCARE LICENSEE. FOR THIS REASON, ANY LICENSURE SYSTEM MUST PROVIDE APPROPRIATE PATIENT PROTECTION AND ACCESS.

EDUCATION


MODERN MEDICAL EDUCATION OF THE PA STUDENT SHOULD INCLUDE NEW OR AUGMENTED CURRICULUM ON TELEMEDICINE. THE AMERICAN TELEMEDICINE ASSOCIATION HAS DEVELOPED SPECIFIC GUIDELINES7 FOR EDUCATING PHYSICIANS. PARTNERING WITH THE AMERICAN TELEMEDICINE ASSOCIATION OR USING THESE GUIDELINES ARE TWO OPTIONS FOR DEVELOPING COMPREHENSIVE TELEMEDICINE EDUCATION FOR PA STUDENTS.  

ESTABLISHING A PROVIDER-PATIENT RELATIONSHIP 

A PROVIDER-PATIENT RELATIONSHIP IS FUNDAMENTAL TO THE DELIVERY OF QUALITY HEALTHCARE SERVICES. A PA USING TELEMEDICINE TECHNOLOGIES WHEN PROVIDING MEDICAL SERVICES MUST TAKE APPROPRIATE STEPS TO ESTABLISH A PROVIDER-PATIENT RELATIONSHIP. ESTABLISHING A PROVIDER-PATIENT RELATIONSHIP, BUILT ON TRUST AND COMMUNICATION, USING TELEMEDICINE TECHNOLOGIES PRESENTS UNIQUE CHALLENGES AND DEMANDS A CLINICIAN DEVELOP THEIR WEBSIDE MANNER - NOTABLY DIFFERENT THAN THE TRADITIONAL CONCEPT OF BEDSIDE MANNER. EFFECTIVE COMMUNICATION WHILE OBTAINING A MEDICAL HISTORY, DEVELOPING A TREATMENT PLAN, AND DESCRIBING RISKS, BENEFITS, AND THE PLAN OF CARE SHOULD INCREASE PATIENT TRUST IN THE PROVIDER WHEN CARE IS DELIVERED VIA REMOTE MEANS. THE PA WILL CONDUCT ALL EVALUATIONS AND HISTORY OF THE PATIENT CONSISTENT WITH PREVAILING STANDARDS OF CARE SPECIFIC TO THE INDIVIDUAL PATIENT PRESENTATION. THE PA IS EXPECTED TO RECOMMEND APPROPRIATE FOLLOW-UP CARE AND MAINTAIN COMPLETE AND ACCURATE HEALTH RECORDS. THE PROVIDER-PATIENT RELATIONSHIP MAY BE FORMED VIA TELEMEDICINE ACCORDING TO THE PA'S PROFESSIONAL JUDGMENT AS APPROPRIATE TO THE PATIENT PRESENTATION AND APPLICABLE STATE LAWS. THE USE OF TELEMEDICINE TECHNOLOGIES, AS WELL AS THE METHOD FOR ESTABLISHING THE PROVIDER-PATIENT RELATIONSHIP, SHOULD BE LEFT TO THE PA'S PROFESSIONAL JUDGMENT.

PATIENT DISCLOSURES AND CONSENT TO TREATMENT

THE GENERAL CONSENT TO TREATMENT, APPLICABLE TO SIMILAR SERVICES PROVIDED IN-PERSON, SHOULD INCLUDE AT MINIMUM THE FOLLOWING:

· TYPES OF TRANSMISSIONS PERMITTED USING TELEMEDICINE TECHNOLOGIES (E.G., PRESCRIPTION REFILLS, APPOINTMENT SCHEDULING, PATIENT EDUCATION, ETC.)
· PATIENT’S UNDERSTANDING THAT THE PA DETERMINES IF THE CONDITION BEING DIAGNOSED OR TREATED IS APPROPRIATE FOR A TELEMEDICINE ENCOUNTER
· DETAILS ON SECURITY MEASURES, AS WELL AS POTENTIAL RISKS TO PRIVACY, WITH THE USE OF TELEMEDICINE TECHNOLOGIES, PROVIDED TO THE PATIENT
· EXPRESS PATIENT CONSENT FOR FORWARDING PATIENT-IDENTIFIABLE INFORMATION TO THIRD PARTIES AS APPROPRIATE
ALL TELEMEDICINE ENCOUNTERS, FOLLOWING GENERAL CONSENT, MUST INCLUDE IDENTIFICATION AND VERIFICATION OF THE PATIENT, THE PA, AND THE PA'S CREDENTIALS.

EVALUATION AND TREATMENT OF THE PATIENT 

THE DELIVERY OF TELEMEDICINE SERVICES FOLLOWS EVIDENCE-BASED PRACTICE GUIDELINES TO ENSURE PATIENT SAFETY, QUALITY OF CARE, AND POSITIVE HEALTH OUTCOMES. TELEMEDICINE SERVICES ARE CONSISTENT WITH THE SCOPE OF PRACTICE LAWS AND REGULATIONS OF THE STATE WHERE THE PATIENT IS LOCATED. STANDARD OF CARE IN TELEMEDICINE IS THE SAME AS WHEN CARE IS RENDERED IN PERSON.

CONTINUITY OF CARE 

THE PROVISION OF TELEMEDICINE SERVICES INCLUDES CARE COORDINATION WITH THE PATIENT'S MEDICAL HOME AND/OR EXISTING TREATING PROVIDER(S). THE TELEMEDICINE PROVIDER SHOULD MAKE EVERY EFFORT TO SECURE A MEDICAL HOME OR PRIMARY PROVIDER WHEN ONE DOES NOT EXIST. PATIENTS SHOULD BE ABLE TO SEEK FOLLOW-UP CARE OR INFORMATION FROM THE RENDERING PROVIDER. PAS PRACTICING TELEMEDICINE MUST MAKE MEDICAL RECORDS ASSOCIATED WITH TELEMEDICINE ENCOUNTERS AVAILABLE TO THE PATIENT, AND SUBJECT TO THE PATIENT'S CONSENT, ANY IDENTIFIED CARE PROVIDER OF THE PATIENT WITHIN A REASONABLE AMOUNT OF TIME AFTER THE ENCOUNTER. 

FURTHER, THE PROVISION OF CARE VIA TELEMEDICINE MAY NECESSITATE REFERRAL TO SERVICES EXTERNAL TO A PA’S PRACTICE SETTING. PRACTICE IN A TELEMEDICINE ENVIRONMENT MAY IMPACT A CLINICIAN'S KNOWLEDGE AND FAMILIARITY WITH REFERRAL NETWORKS AND AFFILIATIONS LOCAL TO THE PATIENT'S GEOGRAPHY. WHEN UTILIZING TELEMEDICINE AS A COMPLEMENT TO CARE, SUCH AS IN AN INTEGRATED PRIMARY CARE SETTING, A PA MAY ALREADY BE FAMILIAR WITH BEST PRACTICES REGARDING REFERRAL TO SERVICES EXTERNAL TO THEIR CARE SETTING. HOWEVER, IN SUCH SETTINGS WHERE THE PA MAY BE LESS FAMILIAR, IN PARTICULAR SETTINGS SUCH AS DIRECT-TO-CONSUMER (DTC) TELEMEDICINE, THE SAME STANDARDS FOR REFERRAL SHOULD APPLY AS THOSE FOUND IN AN URGENT OR EMERGENCY CARE. ORGANIZATIONS AND CLINICIANS ARE ENCOURAGED TO DEFINE GUIDANCE REGARDING REFERRAL TO EXTERNAL CLINICAL SERVICES, INCLUDING THE EXTENT TO WHICH THEY ARE INVOLVED IN COORDINATING CARE ON BEHALF OF THE PATIENT. THIS GUIDANCE SHOULD CLARIFY TO BOTH CLINICIANS AND PATIENTS THE MEANS TO SUPPORT APPROPRIATE CONTINUITY OF CARE ALIGNED TO THE ORGANIZATION'S CLINICAL SCOPE, THOUGH IS NOT INTENDED TO OBLIGATE AN ORGANIZATION TO ENSURE CONTINUITY IS ACHIEVED ON BEHALF OF THE PATIENT.

REFERRALS FOR EMERGENCY SERVICES 
IN THE NORMAL COURSE OF TELEMEDICINE, REFERRAL TO ACUTE OR EMERGENCY SERVICES MAY BE NECESSARY. A PROVIDER OR PROVIDER SYSTEM SHOULD ESTABLISH PROTOCOLS AND/OR RECOMMENDATIONS FOR REFERRAL TO SUCH SERVICES. THE PA IS ENCOURAGED TO COMMUNICATE WITH THE ACUTE CARE OR EMERGENCY ROOM FACILITY WHEN POSSIBLE FOR CONTINUITY OF CARE AND AS DICTATED BY THEIR PROFESSIONAL DISCRETION. AN EMERGENCY PLAN IS REQUIRED AND MUST BE PROVIDED BY THE PA TO THE PATIENT WHEN THE CARE PROVIDED VIA TELEMEDICINE INDICATES A REFERRAL TO AN ACUTE CARE FACILITY OR EMERGENCY ROOM IS NECESSARY.

MEDICAL RECORDS AND PATIENT CONFIDENTIALITY
THE PATIENT RECORD ESTABLISHED DURING THE PROVISION OF TELEMEDICINE SERVICES MUST BE SECURE, ENCRYPTED, COMPLETE, AND ACCESSIBLE. ACCESS TO AND MAINTENANCE OF PATIENT RECORDS MUST BE CONSISTENT WITH ALL ESTABLISHED STATE AND FEDERAL LAWS AND REGULATIONS GOVERNING PATIENT HEALTHCARE RECORDS.

LIABILITY COVERAGE 

AAPA ENCOURAGES PAS TO VERIFY THAT THEIR MEDICAL LIABILITY INSURANCE POLICY COVERS TELEMEDICINE SERVICES, IN PARTICULAR, TELEMEDICINE SERVICES PROVIDED ACROSS STATE LINES BEFORE THE DELIVERY OF ANY TELEMEDICINE SERVICE. AAPA ENCOURAGES MEDICAL LIABILITY INSURERS TO UTILIZE "BASE RATE STRATIFICATION" ON OUTCOME DATA RATHER THAN "PERCEIVED RISK" TO AVOID AN UNNECESSARILY HIGH FINANCIAL BURDEN ON PAS WANTING TO PROVIDE PATIENT CARE VIA TELEMEDICINE.

REIMBURSEMENT

PAYMENT FOR TELEMEDICINE SERVICES SHOULD BE EQUITABLE AND BASED ON THE SERVICE PROVIDED. AAPA SUPPORTS PAYMENT PARITY FOR SERVICES RENDERED, WHETHER IN PERSON OR REMOTE. ALTERNATIVE PAYMENT MODELS, SUCH AS VALUE-BASED PAYMENTS, MAY BE FURTHER EXPLORED AND UTILIZED TO POTENTIATE THE BENEFITS OF TELEMEDICINE SERVICES.8

CONTINUING MEDICAL EDUCATION 

AAPA SUPPORTS THE DEVELOPMENT OF EDUCATIONAL OPPORTUNITIES RELATED TO THE PROVISION OF TELEMEDICINE. AAPA IS OPPOSED TO REQUIREMENTS FOR EXAMINATION, CERTIFICATION, OR MANDATORY CME REQUIREMENTS TO PROVIDE TELEMEDICINE SERVICES. 

CONCLUSION

THE UNITED STATES OUR COUNTRY HAS ENTERED A NEW ERA OF HEALTHCARE DELIVERY WITH A SIGNIFICANT EXPANSION IN THE USE OF TELEMEDICINE. TELEMEDICINE UTILIZATION AND IMPLEMENTATION HAS GROWN EXPONENTIALLY OVER THE PAST DECADES AND WILL CONTINUE TO FURTHER DEVELOP AS A BEST PRACTICE IN MODERN MEDICINE. THE VALUE OF TELEMEDICINE IS A CRITICAL COMPONENT IN THE NATIONWIDE COVID-19 RESPONSE. FURTHER, BEYOND RESPONSE TO HEALTHCARE EMERGENCIES AND DISASTERS, EXPANDED USE OF TELEMEDICINE TECHNOLOGIES HAS BEEN SHOWN TO REDUCE HEALTHCARE EXPENSES AND INCREASE ACCESS AND TIMELINESS OF CARE FOR ALL PATIENTS, ESPECIALLY FOR MEDICALLY UNDERSERVED AREAS.9,10

THE CURRENT SYSTEM OF HEALTH PROFESSIONAL LICENSURE AND PRACTICE REGULATIONS MAY LIMIT PATIENT ACCESS AND CHOICE SURROUNDING THE USE OF THESE CRITICAL AND ESSENTIAL CARE TECHNOLOGIES. NOTABLY, THESE PROFESSIONAL LICENSURE AND PRACTICE REGULATIONS MAY ALSO RESTRICT PA PRACTICE IN THIS CARE SPACE. ACCESS TO CARE IS IMPEDED WHEN SEPARATE RULES EXIST FOR TELEMEDICINE AS COMPARED TO IN-PERSON CARE. STATE-BY-STATE OR PROVIDER-SPECIFIC REGULATIONS PROHIBIT PATIENTS FROM RECEIVING CARE - WHETHER ROUTINE OR CRITICAL, OFTEN LIFE-SAVING MEDICAL SERVICES. THESE LEGISLATIVE INCONSISTENCIES AND RESTRICTIONS YIELD VARIABLE OUTCOMES IN DRIVING ACCESS, QUALITY, AND CONTINUITY OF CARE. 
OUR PROFESSION MUST HAVE A COMPETITIVE AND DECISIVE PRACTICE STRATEGY FOR THE FUTURE OF HEALTHCARE INVOLVING TO INCLUDED ACCESS TO AND THE DELIVERY OF HEALTHCARE SERVICES BY PAS AS WELL AS ENSURING TELEMEDICINE EDUCATIONAL OPPORTUNITIES FOR PA STUDENTS. AAPA ENCOURAGES BOTH THE PHYSICIAN ASSISTANT EDUCATION ASSOCIATION (PAEA) AND ACCREDITATION REVIEW COMMISSION ON EDUCATION FOR THE PHYSICIAN ASSISTANT, INC. (ARC-PA) TO PROMOTE AND EDUCATE THE TRAINING OF PA STUDENTS IN THE USE OF TELEMEDICINE UTILIZING A ROBUST KNOWLEDGE BASE CURRICULUM WITH AN EMPHASIS ON PERSONABLE SKILL SETS, KNOWN AS "WEBSIDE MANNER."11  DOING SO WILL ADD VALUE TO OUR CORE COMPETENCIES OF MEDICAL KNOWLEDGE, PATIENT CARE, AND PRACTICE-BASED LEARNING. INTEGRATING TELEMEDICINE TRAINING AND CONCEPTS INTO PA EDUCATION WILL PREPARE PA STUDENTS TO DELIVER HEALTHCARE TO ALL PATIENTS, ESPECIALLY THE MEDICALLY UNDERSERVED ACROSS  THE UNITED STATES (U.S.).  HEALTHCARE DELIVERY IS CHANGING RAPIDLY, AND OUR CURRENT AND FUTURE HEALTHCARE PROVIDERS MUST HAVE THE CLINICAL REASONING, TECHNOLOGICAL KNOWLEDGE, AND CAPACITY TO UTILIZE THE MODALITIES THAT TELEMEDICINE WILL REQUIRE NOW AND IN THE FUTURE. 

DIFFERENT APPROACHES ARE UNDER REVIEW REGARDING LICENSURE, INCLUDING INTERSTATE COMPACTS, MUTUAL STATE RECOGNITION, AND EVEN NATIONAL LICENSURE. REGARDLESS OF THE APPROACH USED, AAPA WILL REMAIN VIGILANT IN ENSURING THAT ALL PAS ARE ADEQUATELY REPRESENTED AND PROTECTED IN ANY SUCH DISCUSSIONS TO ENSURE WE CONTINUE TO SERVE THE NATION'S PATIENTS THROUGH BOTH TRADITIONAL AND NEW METHODS OF HEALTHCARE DELIVERY. ALL LAWS, REGULATIONS, POLICIES, OR PROGRAMS INVOLVING TELEMEDICINE SHOULD INCLUDE PAS, EITHER AS DIRECTORS OF THESE SERVICES OR BY SPECIFICALLY NAMING PAS, INCLUDING PAS IN THE DEFINITION OF PROVIDER OR OTHER SIMILAR TERMS, OR BY IMPLICATION. ADDITIONALLY, PAS WHO PROVIDE MEDICAL CARE, ELECTRONICALLY OR OTHERWISE, MUST MAINTAIN THE HIGHEST DEGREE OF PROFESSIONALISM AND ETHICS. PAS MUST ALWAYS PLACE THE WELFARE, SAFETY, AND SECURITY OF THE PATIENT FIRST, WITH THE HIGHEST VALUE PLACED ON THE QUALITY OF CARE, MAINTENANCE OF APPROPRIATE STANDARDS OF PRACTICE, AND ADHERING TO THE ETHICAL STANDARDS OF THE PROFESSION.

OUR NATION THE U.S. AND OUR HEALTHCARE SYSTEM-AT-LARGE FACE UNIQUE AND SIGNIFICANT CHALLENGES. THE NATIONAL COVID-19 RESPONSE HAS UNDERSCORED THE CHALLENGES INHERENT TO OUR HEALTHCARE DELIVERY APPARATUS, AS WELL AS THE OPPORTUNITY FOR TELEMEDICINE TO SERVE AS A ROBUST AND MEANINGFUL TOOL IN DELIVERING PATIENT CARE.12 BEFORE COVID-19, TELEHEALTH REIMBURSEMENTS WERE APPROXIMATELY $3 BILLION ANNUALLY. RECENT REPORTS ESTIMATE AS MUCH AS $250 BILLION, OR 20% OF THE ANNUAL SPEND ON OUTPATIENT CARE COULD SHIFT TO TELEMEDICINE OVER THE LONG TERM.13 AAPA RECOGNIZES THE ENORMOUS POTENTIAL OF TELEMEDICINE SERVICES TO HELP ACHIEVE THE OPTIMISTIC IDEALS OF THE HEALTHCARE TRIPLE OR QUADRUPLE AIM: BETTER PATIENT CARE EXPERIENCE, BETTER OUTCOMES, LOWER COST, AND GREATER PROVIDER WELL-BEING.9,10  IN FURTHERING PROGRESS TOWARD THESE IDEALS, AAPA BELIEVES PAS MUST PLAY A CRITICAL ROLE IN THIS GROWTH AND EVOLUTION OF TELEMEDICINE AND ASSOCIATED CARE TECHNOLOGIES. IN THE COMING DECADE(S), CARE DELIVERY VIA TELEMEDICINE MODALITIES WILL BECOME NORMALIZED AND ROUTINE. INVESTING NOW AS BOTH PRACTICING CLINICIANS AND IN TRAINING OUR STUDENTS AND NEWEST PROFESSIONALS WILL DICTATE OUR SUCCESS IN THIS FIELD, AND MORE BROADLY, AS A PROFESSION IN THE HEALTHCARE SPACE.
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Telemedicine
(Adopted 2015)
Introduction

Telemedicine is expected to play an increasingly important role in the delivery of healthcare. The ability of PAs to utilize telemedicine technologies for the practice of medicine and to be appropriately included as providers in any and all rules, regulations or legislation involving telemedicine. is critical to assuring that PAs remain fully integrated in all aspects of medical practice, as well as in emerging models of care.

PAs are essential members of the healthcare team. It is critical that PAs remain in the forefront of this emerging trend, and that AAPA be fully engaged in ensuring the ability of PAs to practice fully. The growth in the use of telemedicine represents both a significant opportunity for the advancement of the PA profession, but also holds an important risk. If the practice of telemedicine fails to: 1) allow for the efficient utilization of PAs, and/or 2) recognize PA contributions to the healthcare system; the profession will be at a distinct disadvantage as the healthcare system continues to evolve. 

AAPA must provide guidance to PAs wishing to engage in the practice of medicine via telemedicine technologies. Other healthcare professional organizations, such as American Medical Association and Federation of State Medical Boards, have put forward similar proposals.

Telemedicine Definition

Telemedicine, for the purposes of this policy, means the practice of medicine using electronic communications, information technology or other means between a licensee in one location, and a patient in another location. This policy is not intended to address provider-to-provider consultations and interactions using telemedicine technologies. Telemedicine encompasses a variety of applications, services and other forms of telecommunications technology. Telemedicine typically involves the application of technology to provide or support healthcare delivery by replicating the interaction of a traditional, in-person encounter between a provider and a patient. Telemedicine may be provided real-time through the use of technologies such as secure videoconferencing, or may be performed in an asynchronous manner through the use of store-and-forward technology, as appropriate to the case-specific patient presentation and/or specialty. As the technology is constantly changing, this policy will not address all of the technologies that might be used in the practice of telemedicine. 

Licensure

PAs are licensed to practice medicine. Telemedicine technology provides another means by which to carry out the practice of medicine under a current PA license. Patients benefit when health professionals are licensed in the state in which the patient resides.  State standards can be sensitive to state realities, and patients should have the ability to seek redress against a licensee in the state where the patient is located.  For this reason, any licensure system must provide appropriate patient protection and access.  Since one of the goals of telemedicine is to increase access to care, AAPA opposes geographic restrictions and limitations on the provision of care.  PAs providing care via telemedicine must be knowledgeable of individual state requirements governing the practice of telemedicine within the state.  AAPA opposes a separate telemedicine license for PAs and supports reciprocal relationships with neighboring states and multistate compacts whereby a license to practice medicine in one state facilitates licensure in other states for the purposes of reducing barriers to individual providers, and patients from use of this means for obtaining healthcare services.  

Establishing a Provider-Patient Relationship

A provider-patient relationship is fundamental to the provision of quality medical care.  A PA using telemedicine technologies in the provision of medical services must take appropriate steps to establish a provider-patient relationship and conduct all evaluations and history of the patient consistent with prevailing standards of care specific to the individual patient presentation. Establishing a provider-patient relationship includes, but is not limited to, obtaining a medical history, describing treatment risks, benefits, and alternatives, arranging appropriate follow up care, and maintaining complete and accurate health records.  The provider-patient relationship may be formed via telemedicine or via an initial in-person consultation according to the individual PA's professional judgment and as appropriate to the case-specific patient presentation.  Understanding that the appropriateness of the use of telemedicine technologies can be specialty specific, and to a greater extent case-specific, the appropriateness of the use of telemedicine technologies and the method for establishing the provider-patient relationship should be left to the individual PA's professional judgment.  

Patient Disclosures and Consent to Treatment  
PAs should avoid rendering medical advice and/or care using telemedicine technologies without fully verifying and authenticating the identity and location of the requesting patient, disclosing the identity and credentials of themselves as a rendering provider, and obtaining necessary general consent to treatment that would be applicable to similar services provided in-person.  Patient education regarding the scope of telemedicine services prior to the start of a telemedicine encounter must be provided. This should include at minimum, but not limited to the following:

· Identification and authentication of the patient, the PA and the PA's credentials

· Types of transmissions permitted using telemedicine technologies (e.g. prescription refills, appointment scheduling, patient education, etc.)

· Patient understanding that the PA determines whether or not the condition being diagnosed and/or treated is appropriate for a telemedicine encounter

· Details on security measures, as well as potential risks to privacy, taken with the use of telemedicine technologies. 

· Express patient consent for forwarding patient-identifiable information to third parties

Evaluation and Treatment of the Patient

The delivery of telemedicine services must follow evidence-based practice guidelines, to the extent that they are available, to ensure patient safety, quality of care and positive health outcomes. The delivery of telemedicine services must be consistent with state scope of practice laws and regulations. Diagnosis, treatment and consultation recommendations made through the use of telemedicine technologies, including issuing a prescription via electronic means, will be held to the same standards of appropriate practice as those in traditional in-person encounters. Prescribing medications, in-person or via telemedicine, is at the professional discretion of the individual PA. The indication, appropriateness, and safety considerations for each telemedicine visit prescription must be evaluated by the PA in accordance with current standards of practice and consequently carry the same accountability as prescriptions issued during traditional in-person encounters. 

Continuity of Care

The provision of telemedicine services must include care coordination with the patient's medical home and/or existing treating provider(s), which includes at a minimum identifying the patient's existing medical home and treating provider(s) and providing to the latter a copy of the records associated with telemedicine encounters. Patients should be able to seek, with relative ease, follow up care or information from the PA who conducts an encounter using telemedicine technologies. PAs practicing telemedicine must make medical records associated with telemedicine care available to the patient, and subject to the patient's consent, any identified care provider of the patient immediately after the encounter. 

Referrals for Emergency Services
An emergency plan is required and must be provided by the PA to the patient when the care provided via telemedicine indicates that a referral to an acute care facility or emergency room for treatment is necessary for the safety of the patient. 

Medical Records and Patient Confidentiality

The medical record should include, if applicable, copies of all patient-related electronic communications, prescriptions, laboratory and test results, evaluations and consultations, records of past care, and instructions obtained or produced in connection with the telemedicine services provided. Informed consents, if applicable, obtained in connection with a telemedicine encounter should also be filed in the medical record. The patient record established during the provision of telemedicine services must be complete, and accessible consistent with all established laws and regulations governing patient healthcare records. PAs should meet applicable federal and state legal requirements of medical/health information privacy, including compliance with the Health Insurance and Accountability Act (HIPAA) and state privacy, confidentiality, security and medical retention rules.  Transmissions, including patient email, prescriptions, laboratory and test results, must be secure within existing technology. 

Liability Coverage

AAPA encourages PAs to verify that their medical liability insurance policy covers telemedicine services, including telemedicine services provided across state lines if applicable, prior to the delivery of any telemedicine service. 

Reimbursement

Payment for telemedicine services should be based on the service provided and not on the health professional who delivered the service. Reimbursement at both the originating and/or distant site should adequately reflect the actual cost of providing the service.

Continuing Medical Education (CME)  

AAPA supports the development of educational opportunities related to the provision of telemedicine, but is opposed to requirements for examination, certification, or mandatory CME requirements in order to provide telemedicine services. 

Conclusion

The United States is entering a new era of healthcare delivery with a significant expansion in use of telemedicine.  However, the current system of health professional licensure and practice regulations may limit both a patient's access and choice surrounding use of these technologies, as well as it may limit PA practice of telemedicine. Requiring duplicate licenses and maintaining separate practice rules in each state has become an impediment to the use of telemedicine. Such state-by-state approaches prohibit people from receiving critical, often life-saving medical services that may be available to their neighbors living just across the state line. 

A number of approaches have been put forward regarding licensure including interstate compacts, mutual state recognition and even national licensure. Regardless of the approach used, AAPA must remain vigilant in ensuring that PAs are adequately represented and protected in any such discussions to ensure we may continue to serve the nation's patients through both traditional and evolving methods of delivering healthcare services. All laws, policies or programs involving telemedicine practice should include PAs, either by specifically naming PAs, including PAs in the definition of provider or other similar term, or by implication. Additionally, PAs who provide medical care, electronically or otherwise, must maintain the highest degree of professionalism and ethics. PAs must always place the welfare of the patient first, with the highest value placed on quality of care, maintenance of appropriate standards of practice, and adhering to the ethical standards of the profession.
The Committee considered testimony on 2021-D-12, the resolved portion of which reads:

Amend by substitution the policy paper entitled Quality Incentive Programs.


Quality Incentive Programs

Executive Summary of Policies Contained in this Paper

Summaries will lack rationale and background information and may lose nuance of policy. You are highly encouraged to read the entire paper.

· AAPA believes quality incentives can be a useful tool to improve patient care if the metrics adopted are clinically relevant, fully include PAs and are developed with the input of patients and health care professionals.
· AAPA supports patient-centered efforts, such as appropriately developed and implemented quality incentive programs, to improve health outcomes and reduce unnecessary and duplicative health care treatments and tests.
· AAPA believes that to be effective, incentive programs must rely on timely, accurate data that attributes medical services to the health professional who delivered the care.

The concept of incentivizing behaviors is widely used in healthcare. Patients are incentivized to reduce the utilization of unnecessary high-cost medical treatment, be more responsible for their health status and increase the use of preventive services. Payers are incentivized to provide more coordinated care, monitor how satisfied patient are with the care received and focus on patient outcomes and quality. Incentives provided to health providers (health professionals and facilities) are the focus of this paper. 

Many incentives used to modify the behavior of providers are financial in nature. Other components of incentive programs may seek to rate or compare one provider to another with the idea that patients and payers will select and utilize the highest-rated provider. 

Incentives are often formalized under official programs that adjust the level of reimbursement dependent on a provider’s ability to meet metrics for a desired change or improvement. One method is the promise of monetary reward for a desired behavior or outcome, known as one-sided risk. Another method is the use of both monetary reward for meeting goals, as well as financial penalties for failure to meet such goals, commonly referred to as two-sided risk. Incentive programs frequently persuade providers to begin their participation using one-sided risk before elevating the stakes to a two-sided risk approach which offers both greater rewards and greater risk. 

Metrics and goals may be established by comparing health professionals or hospitals/facilities to one another on the bases of quality, outcomes, price, patient satisfaction or other metrics established by public health authorities or payers.

To date, data regarding the effectiveness of various incentive programs in producing positive outcomes is incomplete, mixed, or not well understood. For this reason, a diverse array of programs has been and continues to be developed to improve incentives to optimally modify behavior.

Examples of Provider Incentive Programs

Incentives in healthcare are not new, but they are evolving. Below are some examples of current provider incentive programs.

The Quality Payment Program (QPP)

Established by the Medicare Access and CHIP Reauthorization Act, the QPP combines various prior Medicare quality and value programs (the PQRS, value-based modifier, meaningful use) into one. The QPP replaced disparate incentive concepts with one program that focuses on incentivizing value (both an increase in quality and a decrease in costs), as well as appropriate use of electronic health record technology and continued improvement. This program, which consists of two tracks, the Merit-based Incentive Payment System and Advanced Alternative Payment Models, uses both financial reward and risk. The QPP strives to achieve benefits for multiple stakeholders, including financial benefits for high-performing health professionals, increased results with no additional cost for Medicare, and better care received by patients.

Care Models

Much like states can be “laboratories of democracy,” new and innovative care models can be pilot reimbursement arrangements intended to test numerous incentive methods to see what works for potential future expansion or replication. Various payment models seek to provide increased flexibility to provide care in a more effective manner or seek to reduce redundant or inefficient services. Examples of care models include accountable care organizations and the use of bundled payments, both of which incentivize specified levels of quality in care at target costs. These care models have been promoted and tracked by the Center for Medicare and Medicaid Innovation. 

PAs and Incentive Programs

Incentive models which seek to reduce cost while maintaining high-quality care will increasingly recognize the benefit of utilizing PAs due to the enhanced value PAs present (lower cost of employment versus the high level of productivity). 

However, PAs have concerns regarding potential shortcomings in the implementation of incentive programs, as program design may cause exclusionary practices or disadvantage those PAs that do participate. AAPA recommends the following steps to ensure optimal program design for PA participation:

· The role and function of PAs should be specifically considered in the design process of any incentive program.

· There must be no prohibition of the participation of PAs in incentive programs. Occasionally, physician-centric language is used in verbiage when detailing the guidelines of incentive programs. As PAs (and advanced practice registered nurses) are a significant component of the healthcare delivery workforce, it is essential that they be formally incorporated into incentive programs. 

· Steps must be taken to address the detrimental effect of inaccurate and incomplete data. Incentive programs must rely on accurate, actionable data for incentives to be effective. Serious data accuracy problems occur with incentive programs that rely on inaccurate information such as requiring or allowing services delivered by PAs to be billed/reported as being provided by physicians with whom the PA works. Only with proper attribution can health professionals receive incentives reflective of the care they provide. In addition to the incentive program seeking to make accurate assessments, the results of incentive programs are frequently made public on an individual health professional level by identifying a professional’s volume and quality of care. These results are then used by patients to make care delivery decisions. Without accurate data, information would be incomplete for both the program and patients. 

Incentives, both financial and non-financial, if properly designed and using accurate data, can be effective methods to meet health goals by motivating and encouraging certain types of behavior and activities by providers. AAPA supports incentive programs that 1) incorporate the PA perspective; 2) include PAs as full participants; 3) are clinically relevant and appropriate; 4) do not harm health care professionals relationships with patients; and 5) collects and utilizes data that allows patient care and incentives to be accurately attributed to the health professional who delivers the care.
Quality Incentive Programs
(Adopted 2005, reaffirmed 2010, 2015)

Executive Summary of Policy Contained in this Paper

Summaries will lack rationale and background information and may lose nuance of policy. 
You are highly encouraged to read the entire paper.

· PAs (and health providers) should always have the long term goal of improving health broadly

· PAs and other health professionals should be involved in their creation in order to help avoid unintended consequences. 

· Health information systems are needed to improve quality through the collection and analysis of performance data. 

· Assessment and evaluation quality and efficiency will be critical to the success quality improvement programs

· AAPA encourages continued efforts to promote improvements in patient care

· AAPA supports the development of quality incentive programs, often referred to as “pay for performance

· Quality incentives should be based upon achievement of evidence-based clinical benchmarks, patient satisfaction and the adoption of health information technology

· In addition, AAPA believes that quality incentive programs should include key principles

Introduction

The United States spends more than any other nation on healthcare—well over twice the per capita average among industrialized nations. Health expenditures have grown from $1.3 trillion in 2000 to $1.7 trillion in 2003, and the portion of gross domestic product consumed by the health sector over that period has increased from 13.3 percent to 15.3 percent. According to estimates by the Centers for Medicare and Medicaid Services (CMS) by 2014, total health spending will constitute 18.7 percent of gross domestic product.

In 1999, the Institute of Medicine (IOM) released its landmark report To Err is Human: Building a Safer Healthcare System. The report concluded that hospital-based medical errors were a significant cause of morbidity and mortality in the U.S. Most importantly was its conclusion that the primary cause was problems with the healthcare system rather than with the performance of individual providers. Since the report was published the Agency for Healthcare Research and Quality (AHRQ) has funded $139 million for more than 100 multi-year demonstration projects. Despite the funding on patient safety research and efforts by hospitals, health plans, purchasers and providers to reduce medical errors and improve the quality care there is little evidence that quality is improving.

Recent efforts to manage resource utilization have done little to slow the rate of healthcare expenditures. Current payment methods give little incentive to improve the quality of care. 

“Even among health professionals motivated to provide the best care possible, the structure of payment incentives may not facilitate the actions needed to systematically improve the quality of care, and may even prevent such actions”


This is according to the Institute of Medicine’s 2001 report Crossing the Quality Chasm: a New Health System for the 21st Century. In addition, the report identified six domains in which health systems should focus: Care should be timely, safe, efficient, effective, patient-centered and equitable.


A 2004 survey by the Henry J. Kaiser Family Foundation, AHRQ, and the Harvard School of Public Health found that nearly half of U.S. residents surveyed say they are concerned about the safety of medical care. More than half (55%) say they are dissatisfied with the quality of healthcare in this country, an increase from the 44% who reported dissatisfaction in a 2000 survey. More than twice as many people feel healthcare quality has gotten worse than say it has improved. (See figures below)
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In summary, previous attempts to manage costs, improve safety, and increase patient satisfaction in the U.S. healthcare system have been largely unsuccessful. The emphasis on managed care and utilization management resulted in few true improvements in efficiency and no benefit to patients. Current reforms to the healthcare system are being driven by a number of factors. Recent data continue to reveal significant prevalence of avoidable medical errors and disparities in the quality of care delivered. Many healthcare institutions and providers do not always comply with current accepted standards for the prevention, diagnosis, and management of disease. At the same time, healthcare costs are high and rising, with little correlation to improvements in quality or patient outcomes. Therefore, payers and patients are demanding higher quality healthcare, increased value for the resources spent, and better health outcomes. 

Growth of Quality Incentive Programs

Quality incentive programs, known by various terms such as “pay-for-performance” or “pay-for-quality,” are a recent effort by healthcare purchasers - the government, health plans, and employers - to align healthcare provider incentives with quality improvement processes and outcomes. All programs share the goal of offering incentives to healthcare providers to attain and report higher levels of care quality or patient service. Defining quality has been problematic. In 1984, the IOM had noted that there were 100 definitions of quality. It ultimately adopted this definition of quality and considered health outcomes to be the health status of a person or population in terms of death, disability, disease, dissatisfaction, delays and dollars spent.

“Quality is the degree to which health services for individuals and populations increase the likelihood of desired health outcomes and are consistent with current professional knowledge.”

Over the years quality improvement efforts have attempted several methods to improve the quality of care including:
· Requirements for continuing medical education

· Development of clinical practice guidelines

· Use of benchmarking and sharing performance data with providers

· Integration of new information and decision support systems

· Certification and credentialing of providers

While some of these methods have been shown to improve quality, most in and of themselves have not.

The failure of other efforts to induce better quality has led to new initiatives focused on using incentives to encourage providers to deliver higher quality care. Quality incentive programs use a mixture of methods to encourage higher quality by combining the use of performance measures, patient data collection, determination of performance targets or benchmarks, and a reward program for meeting or exceeding performance targets. The incentives may be financial or non-financial. The most common incentives include:

· Quality bonuses

· Reimbursement at risk

· CME

· Preferred tiering

· Reputational incentives

Several healthcare purchasers and payers have implemented quality incentive programs. Two notable organizations supporting quality incentives are the Leapfrog Group and CMS. The Leapfrog Group is an initiative that began in 1998 when a group of large employers came together to discuss how they could work together to use the way they purchased healthcare to have an influence on its quality and affordability. The employers realized they were spending billions of dollars on healthcare for their employees with no way of assessing its quality or comparing healthcare providers. The 1999 IOM report on medical errors recommended that large employers provide more market reinforcement for the quality and safety of healthcare. Leapfrog members together spend $64 billion a year on healthcare for 34 million people.

The Leapfrog Group has encouraged rewarding providers to improve quality and safety. However, its best known contribution to quality incentive programs has been the development of its Incentive and Rewards Compendium. It currently lists 90 programs throughout the nation designed to incent and reward providers for improving quality and efficiency, or incenting consumers to choose high performing providers.

The Centers for Medicare and Medicaid Services, the largest federal purchaser of healthcare, has undertaken demonstration initiatives to pay healthcare providers for the quality of the care they provide to seniors and persons with disabilities. CMS will assess both quality performance and quality improvement under the demonstration. The quality measures that will be used focus on common chronic illnesses in the Medicare population, including congestive heart failure, coronary artery disease, diabetes mellitus, hypertension, as well as preventive services, such as influenza and pneumococcal pneumonia vaccines and breast cancer and colorectal cancer screenings. Under the demonstration, physician groups will continue to be paid on a fee-for-service basis. Physician groups will implement care management strategies designed to anticipate patient needs, prevent chronic disease complications and avoidable hospitalizations, and improve quality of care. Depending on how well these strategies work in improving quality and avoiding costly complications, physician groups will be eligible for performance payments.

CMS is conducting or developing additional programs that use incentive payments to further improve the quality of healthcare available to patients, including the following:

· The Hospital Quality Initiative in which nearly all hospitals in the U.S. are being paid higher rates for submitting data that reports on the level of recommended care provided and will include patient perspectives on the quality of care received;

· The Premier Hospital Quality Incentive demonstration, in which approximately 280 hospitals are being paid bonuses for achieving high performance in treating five clinical conditions;

· The Medicare Chronic Care Improvement Program, Medicare's first large-scale pay-for-performance program to reduce health risks for defined populations of chronically ill beneficiaries.

Overarching Criteria for Quality Incentive Programs

Quality incentive programs should have three overarching criteria. The incentives should be based upon achievement of evidence-based clinical benchmarks, high patient satisfaction and the adoption of health information technology.

Evidence-based benchmarks

Evidence-based clinical benchmarks for quality incentive programs should be based upon national standards as determined by independent professional societies, health quality organizations, and quality regulatory agencies. The source of quality measures is critical to an effective quality incentive program. Performance measures should be evidence-based, broadly accepted, and clinically relevant. Performance measures are often derived from clinical guidelines and quality measures developed by government agencies (e.g. Agency for Healthcare Research and Quality, National Institutes of Health, Centers for Disease Control and Prevention), health quality organizations (e.g. Joint Commission, Leapfrog Group, National Quality Forum, Health Watch) and professional medical societies (e.g. American Academy of Pediatrics, American College of Obstetrics and Gynecology, American Heart Association).

Patient satisfaction

Patient satisfaction is an integral element of quality incentive programs. Patient satisfaction measurement was most commonly used to evaluate service improvement efforts by hospitals and larger physician practices, fulfill accreditation requirements of health plans, and calculate financial incentives to providers. Quality incentive programs will place growing pressure on physicians and hospitals to increase the quality of their outcomes, enhance the safety of patients and lower the cost of care. Integration of patient satisfaction measurements into overall measures of clinical quality will play an important role in reinforcing accountability of health plans, institutions and practitioners to the patient.

Adoption of information technology

Quality incentive programs should encourage and reward adoption of information technology. Health information technology has tremendous potential to improve the quality of healthcare and facilitate data collection for quality incentive programs. Patient safety is improved through computerized order entry and electronic prescribing. Disease management benefits from electronic health records and clinical information systems. Electronic information allows administration of quality incentive programs to be cost-effective and efficient.

Provider resistance to using health information technology often originates from the cost of the technology, administrative disruptions to patient care, and the lack of standardization. Providers in solo or small practices, as well as those in less affluent locations are less likely to have access to information technology. Providers have been expected to bear the costs of information technology without a measurable return on investment. All participants in the healthcare system – providers, patients, and payers – benefit from the implementation of health information technology. Quality incentive programs can facilitate adoption of beneficial health information technology by providing resources and expertise to providers.

Key Principles for Quality Incentive Programs

PAs should support the development of quality incentive programs that are properly designed to increase the quality of patient care. AAPA believes quality incentive programs should have six key principles.

1. Focus on processes that lead to better patient outcomes

Optimal patient outcomes are the goal of quality incentive programs. However, clinical processes associated with better outcomes should be the most common focus of initial performance measurement efforts. Measures of process more accurately determine provider adherence to evidence-based clinical practice standards. Differences in patient populations, case-mix, and patient adherence will less easily distort clinical process measurement. The ultimate goal of performance measurement is to advance continuous quality improvement in the delivery of healthcare. In contrast to outcomes only measurement, measures of process are more suitable for use with continuous quality improvement process to achieve better patient care.

2. Foster the team approach to care

Quality incentive programs must recognize that the team approach to healthcare is essential to achieving the highest quality care. The complexity of today’s healthcare environment and management of disease entities means no one person is able to effectively manage all aspects of patient care. The contributions of various healthcare professionals are especially necessary in the care of patients with chronic conditions. Improved coordination, consistency, safety, education, patient satisfaction, and health outcomes result from effective team practice. PAs can contribute their considerable experience in team practice to developers of quality incentive programs.

3. Offer voluntary practice participation

The goal of many quality incentive programs is to reward the highest performing providers over others. Ideally, programs will be designed to reward all high performers. Regardless of the design, participation should be voluntary. Quality incentive programs should not presume one design fits all practices. Payment systems should continue to reimburse providers whether or not they choose to report outcomes. Innovative quality incentive programs should encourage more practices to participate by helping to reduce administrative costs and assisting practices in adopting information technology. Practices which elect not to enroll in quality incentive programs should continue to strive to provide quality care in their patient populations.

4. Use reliable and accurate patient data

Quality incentive programs should use reliable and accurate patient data. Informative and useful performance measurement requires standards for reliability and accuracy. Data will reflect the care and health of patient populations. The selection of patient information to be measured must be relevant to the clinical practice of medicine and patient care outcomes. Incentive programs are the most beneficial when they identify circumstances in which there is variation in optimal and current clinical practice, there is opportunity for significant improvement in patient outcomes, and a proven practice intervention exists to reduce the variation.

Healthcare providers should participate in the development of the measurement criteria to ensure that it is clinically relevant and reflects the actual clinical services provided. Actual patient records are more detailed and specific than other sources of information. However, other data sources may be used with caution and statistical validation. Patient privacy is a critical concern when extracting data from patient charts. Electronic health information systems will assist with more efficient and consistent collection.

5. Provide feasible and practical reporting

Quality incentive programs should provide feasible and practical reporting. Studies show that making performance information public appears to stimulate improvement activities. As the belief grows that public reporting and accountability are the best way to drive improvement in the quality of healthcare, providers and institutions will have to respond to numerous entities requiring data collection and reporting that use different methodologies, different specifications, and different approaches to how detailed measures should be. This could lead to a very burdensome need to customize measurement and reporting efforts. Providers, institutions and reporting agencies should work together to ensure that data collection is not unduly burdensome and does indeed reflect differences in quality.

6. Ensure programs are fair and equitable, accounting for differences in practice settings and population groups

Quality incentive programs should be designed to take into account the reality of disparities in healthcare. Organizations that provide care to medically underserved patients should have the same opportunity to achieve high quality scores and incentive bonuses as practices that provide care to the insured and wealthy. In order to ensure that quality incentive programs are fair and equitable, the necessary resources needed to initiate these programs should be provided to all organizations wanting to participate.

Impact on PAs

Most PAs believe they are providing the highest quality care they possibly can. However, there are many pressures on all clinicians to do more during patient visits. The healthcare system itself has created disincentives to provide the highest quality care. Preventable medical errors persist, and there are unexplained differences in health outcomes among different healthcare institutions and clinicians. There is also significant delay in widespread adoption of many clinical advances proven to deliver superior patient outcomes.

PAs should be expected to share in the benefits that quality incentives give to the practice. Whether this results in more staff, more visit time, or more resources, PAs should be able to take advantage of these incentives to improve the quality of care they deliver. Quality incentive programs will most likely measure and reward performance of practices, not individuals. A portion of provider reimbursement could be placed “at risk” through performance measurement. PAs play an important role in the improvement of their practice’s patient care and quality performance. Quality incentive programs and PA employment agreements should reflect the PA’s contribution to any financial and non-financial incentives.

Quality incentive programs will impact PA education and practice. Competency-based PA education will remain critical as well as training in evidence-based clinical practice. PAs will have to be proficient in the use of clinical information systems and other health information technology. Opportunities may arise as coordinators of disease management processes or quality improvement managers within their practice or institution. Increased emphasis will be placed upon communication and coordination within the healthcare team. Providing culturally effective care and employing strategies to increase patient adherence will improve patient outcomes. Education in transition management may be necessary to help PAs gently persuade some supervising physicians to make the necessary changes in practice. PAs’ satisfaction with their careers in healthcare can be improved by working towards meaningful goals and by achieving tangible improvements in the healthcare outcomes of their patients.

Challenges of quality incentive programs

The U.S. healthcare system is already grappling with 45 million uninsured residents, significant, pervasive and unrelenting disparities of health status in certain racial, ethnic and socioeconomic groups, and problems of decreasing access to basic health services by some segments of the population. At best, quality incentive programs will prove to be a temporary fix of a systemic problem facing the U.S. healthcare system. At worst quality incentive programs may create disincentives to provide care to the poorest, least well off, and most in need patients.

Although AAPA encourages PAs to be involved in quality improvement efforts these efforts should always have the long term goal of improving health broadly. The success of quality incentive programs rests on the thoughtfulness of their design. PAs and all health professionals should be involved in their creation in order to help avoid unintended consequences. Success also depends on the rapid and timely deployment of health information systems without which the collection and analysis of performance data will not be possible. Finally, despite their growing adoption, quality incentive programs are largely unproven. Ongoing assessment and evaluation of their impact on quality and efficiency will be critical to their success.

Policy Recommendations


AAPA encourages continued efforts to promote improvements in patient care. AAPA supports the development of quality incentive programs, often referred to as “pay for performance,” when the incentives are based upon achievement of evidence-based clinical benchmarks, patient satisfaction and the adoption of health information technology.

In addition, AAPA believes that quality incentive programs should include these key principles:

· Focus on processes that lead to better patient outcomes

· Foster the team approach to care 

· Offer voluntary practice participation 

· Use reliable and accurate patient data

· Provide feasible and practical reporting

· Ensure programs are fair and equitable, accounting for differences in practice settings and population groups
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There was no con testimony. 

Pro testimony included support for this resolution as written.
Madam Speaker, the committee recommends adoption of Resolution 2021-D-12
The Committee considered testimony on 2021-D-13, the resolved portion of which reads:


Amend policy HX-4700.4.2 as follows:

AAPA supports the medical home concept as a means to expand access, reduce long-term cost, and improve the quality of patient care and the health of populations by allowing improved patient care coordination and interdisciplinary communication. 

A medical home provides coordinated and integrated care that is patient- and family-centered, culturally appropriate, committed to quality and safety, and is cost-effective. This care is provided by a team led by a healthcare professional that includes PAs.

The principles of the medical home can apply to any setting where continuing, longitudinal primary or specialty care is provided. By virtue of their education, credentials, and fundamental support for team care, PAs are qualified to serve as patients’ personal providers in the patient-centered medical home. PAs are qualified to lead the medical home and are committed to physician-PA team practice.

AAPA believes that coordination of care has value that requires a reasonable level of payment.
There was no pro or con testimony provided.
Madam Speaker, the committee recommends adoption of Resolution 2021-D-13

The Committee considered testimony on 2021-D-14, the resolved portion of which reads:

Expire policy HX-4500.5. 

AAPA supports a patient-centered healthcare system in which there is an open exchange of information for patients with their healthcare professionals, hospitals, and other agencies providing care for those patients through mutually interfacing health information technology (H.I.T.) systems.

Testimony included a clarifying question and no additional testimony was provided.
Madam Speaker, the committee moves to expire HX-4500.5.
The Committee considered testimony on 2021-D-15, the resolved portion of which reads:

Adopt the policy paper entitled Supporting PA Practice in Settings External to Clinics and Hospitals: Adoption of Home-centered Care.

Supporting PA Practice in Settings External to Clinics and Hospitals: Adoption of Home-centered Care
Executive Summary of Policy Contained in this Paper 

Summaries will lack rationale and background information and may lose nuance of policy. You are highly encouraged to read the entire paper.

· AAPA believes that PAs have the skillset to offer primary and specialty care to a patient in the comfort of the patient’s home. The AAPA adopts the term home-centered care to describe the medical care rendered by a certified clinician to a patient in a setting external to a hospital or traditional outpatient clinic. Existing delivery models include telemedicine and house calls, and other innovative medical care delivery models could be included as they are developed.

· AAPA supports PA knowledge of home-centered care by supporting initiatives to expand affordable access to telemedicine and house calls. AAPA will promote primary and continuing medical education for PAs seeking more information regarding home-centered care.

· AAPA encourages facilities and third-party payors to promote (a) utilization of home-centered care (b) advocate for the PA’s ability to safely deliver home centered care to stake-holders (c) advocate for reimbursement and malpractice insurance to PAs at parity to other clinicians providing home-centered care (d) promote business and infrastructure development that embraces home-centered care.

· AAPA believes that removing barriers to PA practice in this setting - such as geographic proximity requirements to collaborating physicians or patients when providing medical services - will substantially increase affordability, patient access to care, and encourage more PAs to engage in home-centered care.


When it comes to improving healthcare, PAs are called to lead the charge. PAs are “versatile and cost-effective clinicians” (Cawley, 1), a characteristic that proved its wide-spread recognition when the Centers for Medicare and Medicaid Services (CMS) granted significant ordering rights to PAs as part of the COVID-19 pandemic response. As discussed in two AAPA white papers, CMS recognizes and reimburses PAs’ orders for Home Healthcare (“Telehealth & Telemedicine by PAs During the COVID-19 Pandemic”) and has developed a robust reimbursement schedule for telehealth and telemedicine services (“PAs and Home Health”). However, those nearly instantaneous grants are shadowed by an expiration date. In keeping with the AAPA’s efforts to make these solutions permanent, PAs should continue to express that they have the training, versatility, and resilience to deliver medical care through evolving, extra-clinical and extra-hospital medical delivery platforms. In addition, other reimbursement stake-holders and policy makers that have influence over PA scope of practice could appreciate PAs’ flexibility more completely if the AAPA is able to succinctly express that PAs are already competent to deliver care safely and effectively over these platforms. Therefore, the AAPA recommends the adoption of a term called home-centered care to describe the extra-clinical and extra-hospital settings wherein medical care can be safely provided between provider and patient.

Definition of “home-centered care” and inclusive delivery models:
“Home-centered care” is the delivery of medical care rendered by a certified clinician to a patient in a setting external to a hospital or traditional outpatient clinic. The types of medical practice acceptable for these settings is identical to that in the “outpatient” setting: chronic and acute care for both primary providers and specialist providers. At present, both telemedicine and house calls are established examples of home-centered care.

Rationale for development of term “home-centered care”:

Despite the well-established use of house calls and the rapidly expanding use of telemedicine, significant legislative and practical restrictions must be overcome to achieve optimal use of these delivery models. Current stigma, inconsistent marketing terminology, and disproportionate adoption of these platforms are all factors that the AAPA could be reduced by utilizing a single term to describe the broader applicability of delivering care in the home.  

The AAPA believes that adoption of home-centered care will be acceptable to clinician groups and stakeholders. This term promotes the utilization of available and affordable technologies to improve patient experience and provider satisfaction. For example, home-centered care is consistent with the American Medical Association’s (AMA) “Patient Centered Medical Home” model to “include care for [the patient] across all stages of life by managing acute and chronic illness, providing preventative services, and end of life care.” Additionally, the AMA believes the best and safest care involves collaboration “... with an interdisciplinary team, the patient, and the patient’s community to navigate the course of treatment” (“Principles of the Patient Centered Medical Home”), which includes the PAs involvement. As patients adopt the philosophy of the patient-centered medical home, the medical field is seeing the consumer market demand flexible and transparent access to medical care. To deliver a more complete menu of options in the patient-centered medical home, the AAPA believes that literal acknowledgement of safe and effective home-centered care delivery models should be promoted.

The AAPA believes that the definitions of “home” and “homebound” should be given by the medical community. At present, these definitions have been generated by insurance companies to dictate the scope of their reimbursement. In having definitions only from the insurance companies, the definitions have become cemented walls that have defined a provider’s scope of practice and limited innovation. As above, the COVID-19 pandemic demonstrated that the providers, patients, and medical delivery platforms are there - sustainable and existing. What is not present at the moment are statements from the medical community that extend the definitions of “home” and “homebound” beyond the definitions created for reimbursement purposes. As PAs, we will define these terms for medical services.

Definition of “home”:

The “home” is defined as the location of the patient seeking medical services outside of a hospital or clinic. The AAPA believes that it is reasonable to consider a patient’s “home” to include a patient’s place of employment or school; a dedicated room in a public facility with wifi capability (e.g., a library or police station); or other physical location where a HIPAA-compliant software/hardware is secured and the patient confirms attests that they have achieved sufficient privacy for medical evaluation. This broad and less restrictive definition of home, with complimentary leniency to defining “homebound” (below), promotes convenient, quality access to care for individuals regardless of location. 

Definition of “homebound” and candidacy for home-centered care services:


The AAPA will loosely define “homebound” as the condition wherein the patient prefers or requires medical care to be delivered in a setting external to a hospital or a clinic.

To encourage elective utilization of home-centered care, the AAPA encourages the use of CMS definitions for “homebound” effective 2019, which states that the medical necessity for medical delivery in the home (as we now define as “home-centered care”) will be left to the discretion of the provider and/or patient, and there is no longer a requirement to document a justification for why medical care was delivered in the home in lieu of the office (“Medicare Program; revisions to Payment Policies Under the Physician Fee Schedule and Other revisions to Part B for CT 2019”). 

The above statement appears to be a logical definition to the medical provider: the majority of treatment decisions and medical decisions regarding where care is delivered is ultimately left to the discretion of the medical provider. However, the provider can see that the definition for “homebound” was significantly more restrictive until this new definition was ratified. For example, the 2014 definition of ‘homebound” as defined by Medicare’s CMS Manual System, Chapter 15, is already unrecognizable compared to the 2019 version: The 2014 version of “homebound” includes only patients with physical limitations due to “need for supportive devices”, “assistance of another person to leave their place of residence”, “having a condition such that leaving the home is contraindicated”, or psychologically limited in a debilitating manner (“Definition of Homebound Patient Under the Medicare Home Health (HH) Benefit”, p. 5-6). The 2014 Medicare definitions for reimbursement also stated that “feebleness or insecurity brought on by advanced age would not meet one of the conditions…” (p. 6), but this restriction is now obsolete. The 2019 Medicare Physician Fee Schedule Final Rule advised that the medical necessity for medical delivery in the home will be left to the discretion of the provider and/or patient, and there is no longer a requirement to document a justification for why medical care was delivered in the home in lieu of the office (“Medicare Program; revisions to Payment Policies Under the Physician Fee Schedule and Other revisions to Part B for CT 2019”). This is a trend that is already influencing the market. In fact, several third-party payors have capitalized on the market-advantage, convenience, and cost-effectiveness of home-centered care delivery models (Lakin) (Landi) (Donolan). It is therefore clear that the term “homebound” is becoming less of a factor in determining a patient’s candidacy for home-centered care, and it is also clear that the definitions created by important stake-holder have a significant influence on the practical application of medical care.
Additional definitions:

Establishing consistent terminology aids employers, providers, and patients communicate their needs more effectively. The AAPA acknowledges several acceptable, interchangeable terms in the marketplace to describe home-centered care services, as well as similar terms that do not describe the PA’s role within the healthcare team. The AAPA believes that the following are acceptable, market-approved terms to describe the home-centered care delivery models that a PA can provide as of August 2020 in the United States of America:
Acceptable Synonyms for telemedicine: “Remote medicine”, “Virtual Medicine”

Similar, but inappropriate terms for the PA’s clinical services include: “telehealth”. 

Telemedicine services involve the use of electronic communication and software to provide clinical services remotely. Medical care can only be provided by a clinician. In contrast, telehealth describes the delivery of non-clinical services, such as public health functions, surveillance, and provider training, in addition to medical services (“What’s the difference between telemedicine and telehealth?”). The AAPA does not recommend that “telehealth” is used to describe the PA’s role in home-centered care. 
Acceptable Synonyms for house calls: None

Similar, but inappropriate terms for the PA’s clinical services include: “home care”, “home health care”, “home visits”. 

These terms include an array of services associated with skilled nursing or short-term rehabilitation services that are supplemental to the medical care that a PA or certified provider can provide (“Medicare & Home Health Care”). The AAPA does not recommend that “home care”, “home health care”, or “home visits” are used to describe the PA’s role in home-centered care. 
Conclusion

The AAPA supports the utilization of the term home-centered care to succinctly describe extra-clinical and extra-hospital medical care delivery between clinicians and patients. Third-party payors have defined the terms of engagement between patient and provider using business-motivated logic, and is it time for the medical community to explain that we have the skills, the software, the hardware, the community resources, and the innate training to open home-centered care to all patients in all specialties, as appropriate per the condition of the patient. Using the term home-centered care can help promote imagination and innovation during legislation hearings, moving the conversation beyond the refining grossly archaic practice restrictions for house calls and the naive fears for safety & efficacy during virtual visits. In addition, home-centered care can encourage innovation in other areas of medicine - ones that cannot be perceived yet today, but could be a critical component in the future of medicine. PAs are already seeing the market demand more flexible and reliable access to care, and this policy is an affirmation that PAs can lead the conversation to do exactly that.
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Testimony included that concerns had been addressed upon further review of the resolution and were in support. 
Madam Speaker, the committee recommends adoption of Resolution 2021-D-15

The Committee considered testimony on 2021-D-17, the resolved portion of which reads:

Amend policy HP-3500.3.4.1 as follows:
AAPA supports uncoupling maintenance of certification AND TESTING requirements from THE maintenance of license and prescribing privileges in state laws. 
Testimony included a point of information with no additional pro or con testimony provided.
Madam Speaker, the committee recommends adoption of Resolution 2021-D-17

The Committee considered testimony on 2021-D-18, the resolved portion of which reads:

Amend policy HP-3500.3.4.3 as follows:
AAPA believes:

•
The authority for establishing MAINTENANCE OF LICENSURE (MOL) requirements is strictly within the purview of state legislative or PA regulatory authorities. 

•
Testing should not be part of the MOL process.
•
AAPA strongly encourages aAll PA state CHAPTERS constituent organizations to SHOULD advocate for legislation to adopt MOL processes consistent with the FEDERATION OF STATE MEDICAL BOARDS’ (FSMB) guiding principles and AAPA policy.  

There was no con testimony provided. 
Pro testimony included recommendations to streamline the language. Proposed amended language was submitted with agreement from the author. 

Madam Speaker, I move that Resolution 2021-D-18 be amended as follows:

Amend policy HP-3500.3.4.3 as follows:
AAPA believes:
•
The authority for establishing MAINTENANCE OF LICENSURE (MOL) requirements is strictly within the purview of state legislative or PA regulatory authorities. 
•
Testing should not be part of the MOL process.
•
AAPA strongly encourages aAll PA state CHAPTERS constituent organizations to SHOULD advocate for legislation to adopt MOL processes consistent with the FEDERATION OF STATE MEDICAL BOARDS’ (FSMB) guiding principles and AAPA policy.  
AAPA BELIEVES THE AUTHORITY FOR ESTABLISHING MAINTENANCE OF LICENSURE (MOL) AND LICENSURE PORTABILITY REQUIREMENTS IS STRICTLY WITHIN THE PURVIEW OF STATE LEGISLATIVE OR PA REGULATORY AUTHORITIES. 

AAPA STRONGLY ENCOURAGES ALL PA STATE CHAPTERS TO ADVOCATE FOR LEGISLATION TO ADOPT MOL AND LICENSURE PORTABILITY PROCESSES CONSISTENT WITH THE FEDERATION OF STATE MEDICAL BOARDS’ (FSMB) GUIDING PRINCIPLES AND AAPA POLICY. 
The Committee considered testimony on 2021-D-20, the resolved portion of which reads:

AAPA recommends a new classification of health care workers to the International Labour Organization (ILO) to recognize PA work globally. 

This classification system is used by many international organizations including the World Health Organization (WHO). Currently, there is no international classification of health workers befitting of PA practice description. 

Old category name: ISCO code 2229 Health Professionals (except nursing) 
Current ILO category: ISCO code 2240 Paramedical Practitioners

Proposed ILO category name – Advance Practice Clinician - to include PAs, Clinical Officers, and similar professions globally. This would be an umbrella term for professions with similar capabilities globally. This would advocate to bring the International Labour Organization more in line with AAPA policy of descriptions of PAs and their contribution to healthcare. 

Based on the International Standard Classification of Occupations (ISCO, 2008 revision) by the International Labour Organization (ISCO-08) 

Con testimony included
· Concerns of the impact on legislation in Commonwealths/Territories of the US and/or other countries.
· Potential for other professions to be grandfathered under PA when they have not undergone comparable training.
Pro testimony included
· Preponderance of support for the intent of the resolution and proposed language amendment.
· Could help elevate the PA profession nationally and internationally.
· Working with the ILO to correctly classify PAs globally would be advantageous. 
Madam Speaker, I move that Resolution 2021-D-20 be amended as follows:

AAPA recommends a new classification of health care workers to the International Labour Organization (ILO) to recognize PA work globally. 

This classification system is used by many international organizations including the World Health Organization (WHO). Currently, there is no international classification of health workers befitting of PA practice description. 

Old category name: ISCO code 2229 Health Professionals (except nursing) 
Current ILO category: ISCO code 2240 Paramedical Practitioners

Proposed ILO category name – Advance Practice Clinician - PROPOSE THAT AAPA COORDINATE WITH ILO TO CREATE A CATEGORY NAME to include PAs, Clinical Officers, and similar professions globally. This would be an umbrella term for professions with similar capabilities globally. This would advocate to bring the International Labour Organization more in line with AAPA policy of descriptions of PAs and their contribution to healthcare. 

Based on the International Standard Classification of Occupations (ISCO, 2008 revision) by the International Labour Organization (ISCO-08) 

Madam Speaker, this concludes the report of Reference Committee D.  I would like to thank the House Officers Bill Reynolds, Todd Pickard, and Leslie Clayton for their support and guidance. I would like to thank the committee members for their hard work and being well prepared for this committee.
Respectfully submitted,
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Rachel Weinzimmer, Chair
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