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THIS REPORT IS NOT POLICY. THESE RESOLUTIONS WILL NOT BECOME ACADEMY POLICY UNTIL FORMALLY ACTED UPON BY THE HOUSE OF DELEGATES.

	Number:
	Title:
	Committee

Recommendation:
	Line:

	
	2021-C-01
	Racism
	Adopt
	6

	
	2021-C-02
	AAPA’s Commitment to Diversity, Equity, and Inclusion
	Amend
	28

	
	2021-C-03
	Organizational Support of Diversity
	Amend
	139

	
	2021-C-04
	Diversity/Disparity Educational Opportunities
	Amend
	158

	
	2021-C-05
	Culturally Competent Care
	Adopted on Consent Agenda
	

	
	2021-C-06
	Diversity Award
	Adopt
	178

	
	2021-C-07
	Equity and Inclusion for All Student Members of State Chapters
	Adopted on Consent Agenda
	

	
	2021-C-08
	Admissions and Holistic Review
	Amend
	198

	
	2021-C-09
	Diversity and Inclusion in PA Education Paper
	Amend
	215

	
	2021-C-10
	Excessive Force by Law Enforcement Agents
	Amend
	1007

	
	2021-C-11
	Disparities in Maternal Morbidity and Mortality Paper
	Adopted on Consent Agenda
	

	
	2021-C-12
	Access to Prenatal Care
	Adopted on Consent Agenda
	

	
	2021-C-13
	Support for Promotion of Safe-sex Practices and Interventions to Prevent Sexually Transmitted Infections
	Amend by Substitution
	1055

	
	2021-C-14
	Breastfeeding
	Amend by Substitution
	1100

	
	2021-C-15
	Oral Health
	Adopted on Consent Agenda
	

	
	2021-C-16
	Improving Children's Access to Healthcare Paper
	Amend
	1138

	
	2021-C-17
	State Laws for Protective Equipment Head Injuries 
	Adopted on Consent Agenda
	

	
	2021-C-18
	Recognizing Point-of-Care Ultrasound as a Skill Integral to the Practice of Medicine
	Amend
	1287

	
	2021-C-19
	Evaluation in Mental Health 
	Adopted on Consent Agenda
	

	
	2021-C-20
	Substance Use Disorder
	Adopt
	1351

	
	2021-C-21
	Opioid Use 
	Amend
	1369

	
	2021-C-22
	Driving Under the Influence of Alcohol
	Adopt
	1398

	
	2021-C-23
	Nicotine Dependence Paper
	Amend
	1422

	
	2021-C-24
	Cannabis Education and Legislation
	Amend
	2174

	
	2021-C-25
	Cannabinoids Use in Presence of Minors
	Amend
	2204

	
	2021-C-26
	Marijuana Legislation
	Amend
	2231

	
	2021-C-27
	Marijuana use in Pregnancy and Breastfeeding
	Adopt
	2254

	
	2021-C-28
	Safety Cannabis
	Adopt
	2270

	
	2021-C-29
	PAs as Medical Providers that Authorize Medical Cannabis 
	Adopted on Consent Agenda
	

	
	2012-C-30
	Pornography as a Public Health Crisis Paper
	Reject
	2287


*Shaded resolutions were Adopted on the General Consent Agenda and will not appear in this document.

Mister Speaker, Reference Committee C 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. Mr. Speaker, please proceed with the extraction process.

 

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

 

AAPA opposes all forms of racism.

 

Con testimony included: 
· Redundancy with existing AAPA policy, specifically HX-4100.13.

HX-4100.13 AAPA recognizes that racism, in its systemic, structural, institutional, and interpersonal forms, is an ongoing urgent threat to public health, the advancement of health equity, and excellence in the delivery of medical care. AAPA affirms its commitment to anti-racism values, defined as the intent to change institutional culture, policies, practices, and procedures to remove systemic, structural, institutional, and interpersonal racism. AAPA supports the elimination of all forms of racism. [Adopted 2020]
 
Pro testimony included: 
· This policy is foundational and parallels other policies within the AAPA and among other organizations. 
· It was noted that related AAPA policies could be combined in the future if deemed appropriate.

 
Mister Speaker, the committee recommends adoption of Resolution 2021-C-01
 

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

 

AAPA leadership and national office staff is committed to fostering a culture that embraces the value of justice, diversity, equity, and inclusion within the agency, and within our profession.
 
AAPA recognizes that embracing the principles of diversity, equity, and inclusion (DEI) in the workplace is essential to improved collaboration and morale as well as greater innovation, productivity, tolerance and representation in the work we do both internally and externally within our communities.
 
AAPA is committed to promoting partnerships and programs that allow us to innovate and implement the changes required to meet our DEI goals.
 
AAPA is committed to empowering PAs with information, tools, and resources to address inequities in their daily practice and by using AAPA resources (staffing, finances, and strategic planning) to allow PAs to be the change agents for DEI in their practices and in their communities.
 
AAPA will incorporate change management techniques that demand accountability, measurement, and ongoing monitoring for the effectiveness of DEI initiatives.
 

 Further Resolved 

 

AAPA applies the following criteria for meeting the AAPA’s Commitment to Diversity,

Equity, and Inclusion.
1. DEI is placed as an ongoing overarching goal as part of the AAPA Strategic Plan Outlining with measurable steps necessary to achieve DEI within the AAPA. 
2. DEI initiatives are included in annual budgets, that timelines for actions are in place and that there are mechanisms to audit the Plan, Do, Study, Act (PDSA) Cycles.  
3. AAPA implements partnerships and programs that attract more underrepresented minorities to the profession through collaboration to develop opportunities for innovative changes to DEI inequities in healthcare. 
4. AAPA promotes or creates initiatives with all of our partners to collectively voice and support policy and legislative solutions to address DEI, health and social issues, justice, tolerance and address changes to eliminate health disparities (Local, State, National and International).
5. AAPA will continue to support special interest groups and make extraordinary efforts to have representation of all human beings at the decision table.
6. That CEO will report on DEI annually to the AAPA HOD.

 

Con testimony included: 
· Confusing language that was noted with a few words in several lines of the resolution including but not limited to the term “agency,” “special interest groups,” and vague language with management techniques.
· A concern was also raised that “Demand” in relation to accountability is too strong for this generalized resolution but we agree it should be left as currently written to strengthen the recommendation.
· A concern was also raised about using AAPA resources for this purpose; however, AAPA BOD clarified that they are committed to using resources for this and have no objection to the current language.  

 

Pro testimony included: 
· Multiple statements that this is a complex resolution that will continue to evolve in the future but that this is a good starting point as written.
· A delegate offered amendments to the language, which were included by the committee.
 

Mister Speaker, I move that Resolution 2021-C-02 be amended as follows:
 

AAPA leadership and national office staff is committed to fostering a culture that embraces the value of justice, diversity, equity, and inclusion within the agency ACADEMY, and within our profession.
 
AAPA recognizes that embracing the principles of diversity, equity, and inclusion (DEI) in the workplace is essential to improved collaboration and morale as well as greater innovation, productivity, tolerance and representation in the work we do both internally and externally within our communities.
 
AAPA is committed to promoting partnerships and programs that allow us to innovate and implement the changes required to meet our DEI goals.
 
AAPA is committed to empowering PAs with information, tools, and resources to address inequities in their daily practice and by using AAPA resources (staffing, finances, and strategic planning) to allow PAs to be the change agents for DEI in their practices and in their communities.
 
AAPA will incorporate change management techniques that demand accountability, measurement, and ongoing monitoring for the effectiveness of DEI initiatives.
  

Further Resolved 

 

AAPA applies the following criteria for meeting the AAPA’s Commitment to Diversity,

Equity, and Inclusion.
1. DEI is placed as an ongoing overarching goal as part of the AAPA Strategic Plan Outlining with measurable steps necessary to achieve DEI within the AAPA. 
2. DEI initiatives are included in annual budgets, that timelines for actions are in place and that there are mechanisms to audit the Plan, Do, Study, Act (PDSA) Cycles.  
3. AAPA implements partnerships and programs that attract more underrepresented minorities to the profession through collaboration to develop opportunities for innovative changes to DEI inequities in healthcare. 
4. AAPA promotes or creates initiatives with all of our partners to collectively voice and support policy and legislative solutions to address DEI, health and social issues, justice, tolerance and address changes to eliminate health disparities (Local, State, National and International).
5. AAPA will continue to support CONSTITUENT ORGANIZATIONS special interest groups and make extraordinary efforts to have representation of all human beings at the decision table.
6. That CEO will report on DEI annually to the AAPA HOD.

 

The Committee considered testimony on 2021-C-03, the resolved portion of which reads:

 

AAPA supports collaboration with the Student Academy and our sister organizations, ARC-PA, PAEA, and NCCPA in initiatives on diversity and inclusion for the PA profession.

 

Con testimony included: 
· A concern that was raised about redundancy and if this resolution is needed. 

Pro testimony included: 
· Statements from multiple stakeholders, including co-authors, agreeable to amended language to ensure resolution is non-binary and consistent with other policy.

 
Mister Speaker, I move that Resolution 2021-C-03 be amended as follows:
AAPA supports collaboration with the Student Academy and our CROSS sister organizations, ARC-PA, PAEA, and NCCPA in initiatives on diversity, EQUITY, and inclusion for the PA profession.

 

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

Amend policy HA-2100.1.1 as follows: 

AAPA should provide SUPPORT ongoing educational experiences that are focused on diversity and healthcare disparity issues. 

Con testimony:

· There was no con testimony provided.

Pro testimony included: 
· There was support for the resolution in general with multiple amendments submitted, including the addition of social determinants of health as an important part of equity in healthcare.  

Mister Speaker, I move that Resolution 2021-C-04 be amended as follows:
AAPA should PROVIDE AND provide SUPPORT ongoing educational experiences that are focused on diversity, and healthcare disparity issues, AND SOCIAL DETERMINANTS OF HEALTH. 

 

The Committee considered testimony on 2021-C-06, the resolved portion of which reads:

The HOD recommends AAPA create a national Diversity Award to be presented annually as appropriate at the national conference. 

        

Con testimony:

· There was no con testimony provided.
Pro testimony included: 
· This award allows AAPA to recognize those people in the profession actively participating in the improvement of diversity among the profession and will help provide a historical record of these achievements.

 

Mister Speaker, the committee recommends adoption of Resolution 2021-C-06
 

The Committee next considered testimony on 2021-C-08, the resolved portion of which reads:

 

AAPA supports the consideration of race in admissions under holistic review to help ensure a diverse workforce to address health disparities.

 

Con Testimony:

· There was no con testimony

 

Pro testimony included: 
· There was support expressed for the intent of the resolution. 
· Concern was noted regarding the use of race versus the term underrepresented minorities when describing diversity within the profession. 
· An amendment was submitted to expand the holistic admissions review to include other aspects of diversity beyond race.   
Mister Speaker, I move that Resolution 2021-C-08 be amended as follows:
AAPA supports the consideration of race, ETHNICITY, GENDER, AND OTHER ASPECTS OF IDENTITY AND EXPERIENCE in admissions under holistic review to help ensure a diverse workforce THAT INCLUDES UNDERREPRESENTED MINORITIES IN MEDICINE to address health disparities.

 

The Committee next considered testimony on 2021-C-09, the resolved portion of which reads:

 

Amend policy HP-3200.6.3, the policy paper entitled “Affirmative Action in PA Education” by substitution.

 

Diversity and Inclusion in PA Education
 (Adopted 2004, reaffirmed 2009, 2014)
 
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 should reflect the culture and ethnicity of the patient populations they serve in order to improve the quality and accessibility of health care.
·       AAPA supports affirmative action programs and other diversity enhancement initiatives in PA education with the goal of increasing the diversity and cultural competence of PAs entering the profession.
 
Introduction
        
A more diverse health care force may improve both access to health care as well as the health status of minority populations. Research has shown that minority physicians are more likely to practice in medically underserved areas. Patients express strong preference for racial/ethnic concordance with their healthcare providers.1 One study of the effect of race and gender on the physician-patient partnership showed that patients who saw physicians of their own race rated the decision-making style of the provider as more participatory and involved.2  As members of the healthcare team, PAs who are ethnically and culturally diverse are equally important to improving access and quality of care.
Educational Benefits of Diversity
        
The educational benefit of diversity among students for both minority and majority students is well established. In a meta-analysis of diversity research, Smith et al concluded that diversity initiatives positively impact institutional satisfaction, involvement, and academic growth for both minority and majority students. Students who interact with other students from varied backgrounds show greater growth in critical thinking skills and tend to be more engaged in learning. Student surveys reveal that those students who are educated in diversified environments rate their own academic, social and interpersonal skills higher than those from homogeneous programs. These students who interact with peers from diverse backgrounds are more likely to engage in community service and demonstrate greater awareness and acceptance of people from other cultures.3
        
Similar results were found in a 2000 survey of medical students about the relevance of diversity among students in their medical education.4 A telephone survey was conducted of 639 medical students enrolled in all four years of the Harvard and University of California San Francisco medical schools. A majority of students reported that diversity enhanced discussion and was more likely to foster serious discussions of alternative viewpoints. Understanding of medical conditions and treatments was also reported to be enhanced by diversity in the classroom. Concerns about the equity of the health care system, access to medical care for the underserved, and concerns about cultural competence were also thought to be increased by interactions with diverse peers as well as faculty. The majority of students agreed with published reports of many investigators that the medical profession should represent the country’s racial and ethnic composition to a larger degree.4
        
A study published in 2019 looked at the effect of exposure to members of the LGBT community on medical students. The study found greater exposure with LGBT individuals during medical school was predictive regarding the amount of explicit and implicit bias expressed towards patients during residency.5
        
In January 2004, the Institute of Medicine released a report entitled In the Nation’s Compelling Interest: Ensuring Diversity in the Health Care Workforce. The report reinforces the importance of increasing racial and ethnic diversity among health professionals. Greater diversity among health care professionals is associated with improved access to care for racial and ethnic minority patients, greater patient choice and satisfaction, better patient-provider communication, and better educational experiences for all students while in training. The report goes on to make recommendations to policy makers, accreditation agencies and health professions educators on strategies to increase the diversity of the health care workforce.6
Current demographics show that the PA profession is similar to other health professions and not concordant with the US population (see Table 1). 
Table 1
	 
	Matriculant Data7
	Practicing PAs8
	US Census9

	Race
	 
	 
	 

	White
	86.2%
	86.7%
	76.5%

	Asian
	11.9%
	6.0%
	5.9%

	Black/African American
	3.9%
	3.6%
	13.4%

	Native Hawaiian/Pacific Islander
	0.6%
	0.3%
	0.2%

	American Indian or Alaskan Native
	1.3%
	0.4%
	1.3%

	Other
	 
	3%
	 

	Multiple Races
	7.2%
	 
	2.7%

	Ethnicity
	 
	 
	 

	Hispanic, Latino, or Spanish in origin
	9.1%
	6.6%
	18.3%

	Sexual Orientation
	 
	 
	 

	Bisexual
	2.6%
	 
	4.110

	Gay or Lesbian
	2.0%
	 
	

	Other
	0.3%
	 
	 


 
The AAPA believes that PAs should reflect the culture and ethnicity of the patient populations they serve in order to improve the quality and accessibility of health care. This would require changes on the national, state and local levels. For example, the profession could expand research and outreach into urban communities with the sole goal of increasing diverse PA student recruitment.
        
To effect these changes on the national level, AAPA believes that the federal government should continue supporting efforts to diversify the health care workforce. This may be through a variety of funding methods such as (a) providing continued and adequate funding for the Title VII health professions programs, which fund the Primary Care Training Enhancement Grants, Health Careers Opportunity Programs and the Scholarships for Disadvantaged Students Program, (b) encouraging innovation at PA education programs by authorizing grants for research related to PA education, and (c) prioritizing grant applications for institutions providing post-baccalaureate opportunities to Hispanic Americans and increasing funding available for PA programs at Historically and Predominantly Black Institutions of Higher Education, among other provisions.  Since patients are more likely to seek care from providers who look like them11, access to care for underserved populations could be expanded by facilitating PA program development at Historically Black Colleges and Universities and other Minority Serving Institutions.  PA students can be assisted by instituting borrowing parity with their peers in the health professions under the Federal Direct Stafford Loan Program.  Many patients from rural and disadvantaged backgrounds seek care at federally qualified health centers, rural health clinics, and critical access hospitals.  Establishing new or expanding existing clinical training sites at these facilities would address the clinical training site shortages, increase the number of clinical preceptors and provide experiences for students at federally qualified health centers, rural health clinics, and critical access hospitals and increase the number of graduates who work in these areas.12
Affirmative Action
        
The U.S. Supreme Court has long recognized the critical benefits of student diversity affirmed in research and practice; and has consistently held that diversity is a compelling interest. The U.S. Supreme Court affirms the educational benefits derived from having a diverse student body, Grutter V. Bollinger et al.13 and Gratz et al. V. Bollinger Et Al.14 Diverse learning environments allows PA students the ability to enhance their critical thinking and analytical skills. It prepares PA students to succeed in an increasingly diverse interconnected environment, break down stereotypes, reduce bias, and enable PA programs to fulfill their role in enhancing recruitment and retention opportunities to students of all backgrounds.15
The Civil Rights Act of 1964 prohibits discrimination based on race and gender.  In 1978 in the Regents of the University of California v. Bakke case, a white medical school applicant claimed ‘reverse discrimination’ in the admissions policies of the UC Davis medical school. In that case the Supreme Court upheld the use of race as “one of many factors” that could be considered in admissions decisions.16 It did place limits in specific policies by ruling that ‘quotas’ could not be used.  In the 1996 Hopwood v. Texas case, the Fifth Circuit barred racial preferences in admissions decisions in those states covered by the circuit. The US Supreme Court declined to hear the case.17
In 2003, two landmark affirmative action cases, were considered both involving the University of Michigan. In Gratz V. Bollinger, the court ruled that the point system used by the University to increase diversity in undergraduate admissions was unconstitutional.14 In the 2003 Grutter V. Bollinger case, the Court in a 5 to 4 decision, upheld the University of Michigan Law School’s admissions policies used to increase diversity.13 Justice O’Connor explained that race can be considered a “plus” factor in admissions if that factor is considered in the context of a “highly individualized, holistic review of each applicant’s file, giving serious consideration to all the ways an applicant might contribute to a diverse educational environment.”13
The 2013 Fisher V. University of Texas at Austin Case (Fisher 1) overturned the lower court ruling, which was in favor of the University admission policies, stating that they did not adequately use the standards laid down in the previous Bakke and Bollinger cases.18 In 2016 the Fisher V. University of Texas at Austin Case (Fisher 2) subsequently upheld the University’s affirmative action admissions policies as constitutional.19  Thus far the Supreme Court has upheld admissions policies designed to increase diversity as long as they are narrowly defined and do not involve quotas.  The state legislatures have weighed in on these issues with ten states limiting the use of affirmative action-based admissions policies. 
In 2018-2019, two cases challenging affirmative action-based admissions policies worked their way through the lower courts. The most high-profile case involved allegations that the affirmative action-based admissions policies at Harvard University discriminates against Asian Americans. The 2019 US Justice Department has sided with the plaintiff against Harvard.20 A similar case involving University of North Carolina Chapel Hill is also in litigation. 
In October 2019 there was a ruling in the Students for Fair Admissions (SFFA) vs. President and Fellows of Harvard College (Harvard Corporation).21 In this case an anti-affirmative action group, Students for Fair Admissions, sued Harvard for discrimination on behalf of Asian American students. Judge Allison Burroughs of the US District Court in Massachusetts upheld Harvard’s admission policies and procedures finding that Harvard’s “race conscious admissions passes constitutional muster.” She noted that someday these policies would not be needed but “until we are race conscious, admissions programs that survive strict scrutiny will have an important place in society and help ensure that colleges and universities can offer a diverse atmosphere that fosters learning, improves scholarship, and encourages mutual respect and understanding."  She further pointed out that Harvard does not “have any racial quotas” and “does not result in under-qualified students being admitted in the name of diversity”. This decision was supported by Harvard and many higher education groups.21 SFFA state that they will appeal the decision to the Court of Appeals and to the U.S. Supreme Court if necessary.
The challenge remains for all institutions to determine the type of plan that will consider race in such a way as to achieve that critical mass but does not utilize a point or quota system. The controversy over and challenge to affirmative action is not likely to end with the Court’s rulings in these cases. Institutions of higher education, including medical schools and PA programs, are now faced with the challenge of promoting diversity through affirmative action programs that are within the legal standard set by the court.
Affirmative Action in Medical Education
        
Supporters of affirmative action in medical education believe that such programs are necessary to meet the social mandate to address the future health care needs of the increasingly multicultural population by training physicians who reflect the diversity of that population. Until medical school applications from all backgrounds emerge from the educational pipeline with comparable academic credentials, affirmative action programs are proposed as the solution to ensuring that an equally diverse population of providers enters the health care workforce.22
Accreditation Standards related to Diversity and Inclusion
In the 5th edition of the Accreditation Standards for the PA Profession, the Accreditation Review Commission on Education for the Physician Assistant, Inc. (ARC-PA) created a set of diversity and inclusion standards.  The ARC-PA defined diversity as “differences within and between groups of people that contribute to variations in habits, practices, beliefs and/or values”. The inclusion of different people (including but not limited to gender and race/ethnicity, age, physical abilities, sexual orientation, socioeconomic status) in a group or organization. Diversity includes all the ways in which people differ, and it encompasses all the different characteristics that make one individual or group different from another.   The ARC-PA’s chosen definition of inclusion is, “the active, intentional and ongoing engagement with diversity in ways that increase awareness, content knowledge, cognitive sophistication and empathic understanding of the complex ways individuals interact within systems and institutions. The act of creating involvement, environments and empowerment in which any individual or group can be and feel welcomed, respected, supported, and valued to fully participate.”
        
The standards related to diversity and inclusion as listed in the 5th Edition of the ARC-PA Accreditation Standards state:
A1.11 The sponsoring institution must demonstrate its commitment to student, faculty and staff diversity and inclusion by:
A)   Supporting the program in defining its goal(s) for diversity and inclusion,
B)  Supporting the program in implementing recruitment strategies,
C)  Supporting the program in implementing retention strategies, and
D) Making available, resources which promote diversity and inclusion.23
Diversity and Competence
        
Professional competence has been defined as “the habitual and judicious use of communication, knowledge, technical skills, clinical reasoning, emotions, values, and reflection in daily practice for the benefit of the individual and community being served.”24 The therapeutic relationship and affective/moral dimensions of competence depend, in part, upon cultural rather than scientific competence. Cultural competence can be defined as a set of academic and personal skills that allow individuals to gain increased understanding and appreciation of cultural differences among groups.24 Cultural competence is not achieved solely from reading textbooks or attending lectures. Recruitment and retention of diverse student populations allows individuals to educate each other about cultural differences in health beliefs and experience of illness, to confront prejudice and prior assumptions, and to experience dealing with racial conflict in a sensitive manner. PAs must strive to develop cultural competence as one aspect of professional competence.
Summary
        
AAPA believes that PAs should reflect the culture and ethnicity of the patient populations they serve in order to improve the quality and accessibility of health care. Therefore, AAPA supports affirmative action programs and other diversity enhancement initiatives in PA education with the goal of increasing the diversity and cultural competence of PAs entering the profession.
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Affirmative Action in PA Education
(Adopted 2004, reaffirmed 2009, 2014)
 
Introduction
        
In 2003, the Supreme Court issued decisions in two University of Michigan cases that addressed affirmative action in admissions policies in higher education. Both cases were filed by the Center for Individual Rights on behalf of white students who were denied admission to the University of Michigan. Gratz v Bollinger, et al addressed the undergraduate school admission policy while Grutter v Bollinger, et al considered the law school’s policies.
        
The Court found diversity to be a compelling state interest and upheld the law school’s admissions program, but struck down the undergraduate admission. The court found that the undergraduate admissions policy, which awarded points to underrepresented minority applicants solely because of race, was insufficiently “narrowly tailored to achieve the interest in educational diversity that respondents claim justifies their program.” Justice O’Connor explained that race can be considered a “plus” factor in admissions if that factor is considered in the context of a “highly individualized, holistic review of each applicant’s file, giving serious consideration to all the ways an applicant might contribute to a diverse educational environment.” What is considered to be tailored narrowly enough is still a matter of debate.
        
The Court also accepted the University of Michigan’s argument that enrolling a “critical mass” of minority students was necessary in order to achieve the educational benefits of diversity. Critical mass was seen as a permissible goal, but a quota was not.
        
In the two rulings, the Court upheld educational diversity as a justification for affirmative action programs but also recognized the need to defer to educators to determine the best environment at their universities. The Court also made clear that the decisions apply to every institution that accepts any federal money thus affecting virtually every higher education institution.
        
The challenge remains for all institutions to determine the type of plan that will consider race in such a way as to achieve that critical mass but does not utilize a point or quota system. The controversy over and challenge to affirmative action is not likely to end with the Court’s rulings in these two cases. Institutions of higher education, including medical schools and PA programs, are now faced with the challenge of promoting diversity through affirmative action programs that are within the legal standard set by the court. (1)
Affirmative Action in Medical Education
        
Supporters of affirmative action in medical education believe that such programs are necessary to meet the social mandate to address the future healthcare needs of the increasingly multicultural population by training physicians who reflect the diversity of that population. Until medical school applications from all backgrounds emerge from the educational pipeline with comparable academic credentials, affirmative action programs are proposed as the solution to ensuring that an equally diverse population of providers enters the healthcare workforce. (2)
        
A more diverse healthcare force may also improve both access to healthcare as well as the health status of minority populations. Research has shown that minority physicians are more likely to practice in medically underserved areas. Patients also express strong preference for racial/ethnic concordance with their healthcare provider. (2) One study of the effect of race and gender on the physician-patient partnership showed that patients who saw physicians of their own race rated the decision-making style of the provider as more participatory and involved. (3) As members of the healthcare team, PAs who are ethnically and culturally diverse are equally important to improving access and quality of care.
Educational Benefits of Diversity
        
The educational benefit of diversity among students for both minority and majority students is well established. In a meta-analysis of diversity research, Smith et al concluded that diversity initiatives positively impact institutional satisfaction, involvement, and academic growth for both minority and majority students. Students who interact with other students from varied backgrounds show greater growth in critical thinking skills and tend to be more engaged in learning. Student surveys reveal that those students who are educated in diversified environments rate their own academic, social and interpersonal skills higher than those from homogeneous programs. These students who interact with peers from diverse backgrounds are more likely to engage in community service and demonstrate greater awareness and acceptance of people from other cultures. (4)
        
Similar results were found by Whitla et al in a 2000 survey of medical students about the relevance of diversity among students in their medical education. A telephone survey was conducted of 639 medical students enrolled in all four years of the Harvard and University of California San Francisco medical schools. A majority of students reported that diversity enhanced discussion and was more likely to foster serious discussions of alternative viewpoints. Understanding of medical conditions and treatments was also reported to be enhanced by diversity in the classroom. Concerns about the equity of the healthcare system, access to medical care for the underserved, and concerns about cultural competence were also thought to be increased by interactions with diverse peers as well as faculty. The majority of students agreed with published reports of many investigators that the medical profession should represent the country’s racial and ethnic composition to a larger degree. (5)
        
In January 2004, the Institute of Medicine released a report entitled In the Nation’s Compelling Interest: Ensuring Diversity in the Health Care Workforce. The report reinforces the importance of increasing racial and ethnic diversity among health professionals. Greater diversity among healthcare professionals is associated with improved access to care for racial and ethnic minority patients, greater patient choice and satisfaction, better patient-provider communication, and better educational experiences for all students while in training. The report goes on to make recommendations to policy makers, accreditation agencies and health professions educators on strategies to increase the diversity of the healthcare workforce. (6)
Diversity and Competence
        
Professional competence has been defined as “the habitual and judicious use of communication, knowledge, technical skills, clinical reasoning, emotions, values, and reflection in daily practice for the benefit of the individual and community being served.” (7) The therapeutic relationship and affective/moral dimensions of competence depend, in part, upon cultural rather than scientific competence. Cultural competence can be defined as a set of academic and personal skills that allow individuals to gain increased understanding and appreciation of cultural differences among groups. (8) Cultural competence is not achieved solely from reading textbooks or attending lectures. Recruitment and retention of diverse student populations allows individuals to educate each other about cultural differences in health beliefs and experience of illness, to confront prejudice and prior assumptions, and to experience dealing with racial conflict in a sensitive manner. PAs must strive to develop cultural competence as one aspect of professional competence.
Recommendations
        
AAPA believes that PAs should reflect the culture and ethnicity of the patient populations they serve in order to improve the quality and accessibility of healthcare. Therefore, AAPA supports affirmative action programs in PA education with the goal of increasing the diversity and cultural competence of PAs entering the profession.
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Con Testimony:

· There was no con testimony.  

 

Pro testimony included: 
· There was testimony supporting the intent of the paper. 
· An amendment was submitted to clarify the language of the paper without changing its intent.  
· There was no opposition to the amendment.  

 
Mister Speaker, I move that Resolution 2021-C-09 be amended as follows:
Diversity and Inclusion in PA Education
 (Adopted 2004, reaffirmed 2009, 2014)
 
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 THE QUALITY AND ACCESSIBILITY OF HEALTH CARE  IMPROVES WHEN PAs should reflect the culture and ethnicity of the patient populations they serve. in order to improve the quality and accessibility of health care.
·   
AAPA supports affirmative action programs and other diversity enhancement initiatives in PA education with the goal of increasing the diversity and cultural competence of PAs entering the profession.
 
Introduction
        
A more diverse health care force may improve both access to health care as well as the health status of minority populations. Research has shown that minority physicians are more likely to practice in medically underserved areas. Patients express strong preference for racial/ethnic concordance with their healthcare providers.1 One study of the effect of race and gender on the physician-patient partnership showed that patients who saw physicians of their own race rated the decision-making style of the provider as more participatory and involved.2  As members of the healthcare team, PAs who are ethnically and culturally diverse are equally important to improving access and quality of care.
Educational Benefits of Diversity
        
The educational benefit of diversity among students for both minority and majority students is well established. In a meta-analysis of diversity research, Smith et al concluded that diversity initiatives positively impact institutional satisfaction, involvement, and academic growth for both minority and majority students. Students who interact with other students from varied backgrounds show greater growth in critical thinking skills and tend to be more engaged in learning. Student surveys reveal that those students who are educated in diversified environments rate their own academic, social and interpersonal skills higher than those from homogeneous programs. These students who interact with peers from diverse backgrounds are more likely to engage in community service and demonstrate greater awareness and acceptance of people from other cultures.3
        
Similar results were found in a 2000 survey of medical students about the relevance of diversity among students in their medical education.4 A telephone survey was conducted of 639 medical students enrolled in all four years of the Harvard and University of California San Francisco medical schools. A majority of students reported that diversity enhanced discussion and was more likely to foster serious discussions of alternative viewpoints. Understanding of medical conditions and treatments was also reported to be enhanced by diversity in the classroom. Concerns about the equity of the health care system, access to medical care for the underserved, and concerns about cultural competence were also thought to be increased by interactions with diverse peers as well as faculty. The majority of students agreed with published reports of many investigators that the medical profession should represent the country’s racial and ethnic composition to a larger degree.4
        
A study published in 2019 looked at the effect of exposure to members of the LGBT community on medical students. The study found greater exposure with LGBT individuals during medical school was predictive regarding the amount of explicit and implicit bias expressed towards patients during residency.5
        
In January 2004, the Institute of Medicine released a report entitled In the Nation’s Compelling Interest: Ensuring Diversity in the Health Care Workforce. The report reinforces the importance of increasing racial and ethnic diversity among health professionals. Greater diversity among health care professionals is associated with improved access to care for racial and ethnic minority patients, greater patient choice and satisfaction, better patient-provider communication, and better educational experiences for all students while in training. The report goes on to make recommendations to policy makers, accreditation agencies and health professions educators on strategies to increase the diversity of the health care workforce.6
Current demographics show that the PA profession is similar to other health professions and not concordant with the US population (see Table 1). 
Table 1
	 
	Matriculant Data7
	Practicing PAs8
	US Census9

	Race
	 
	 
	 

	White
	86.2%
	86.7%
	76.5%

	Asian
	11.9%
	6.0%
	5.9%

	Black/African American
	3.9%
	3.6%
	13.4%

	Native Hawaiian/Pacific Islander
	0.6%
	0.3%
	0.2%

	American Indian or Alaskan Native
	1.3%
	0.4%
	1.3%

	Other
	 
	3%
	 

	Multiple Races
	7.2%
	 
	2.7%

	Ethnicity
	 
	 
	 

	Hispanic, Latino, or Spanish in origin
	9.1%
	6.6%
	18.3%

	Sexual Orientation
	 
	 
	 

	Bisexual
	2.6%
	 
	4.110

	Gay or Lesbian
	2.0%
	 
	

	Other
	0.3%
	 
	 


 
AAPA believes that THE QUALITY AND ACCESSIBILITY OF HEALTH CARE IMPROVES WHEN PAs should reflect the culture and ethnicity of the patient populations they serve. in order to improve the quality and accessibility of health care.
This would require changes on the national, state and local levels. For example, the profession could expand research and outreach into urban communities with the sole goal of increasing diverse PA student recruitment.
        
To effect these changes on the national level, AAPA believes that the federal government should continue supporting efforts to diversify the health care workforce. This may be through a variety of funding methods such as (a) providing continued and adequate funding for the Title VII health professions programs, which fund the Primary Care Training Enhancement Grants, Health Careers Opportunity Programs and the Scholarships for Disadvantaged Students Program, (b) encouraging innovation at PA education programs by authorizing grants for research related to PA education, and (c) prioritizing grant applications for institutions providing post-baccalaureate opportunities to Hispanic Americans and increasing funding available for PA programs at Historically and Predominantly Black Institutions of Higher Education, among other provisions.  Since patients are more likely to seek care from providers who look like them11, access to care for underserved populations could be expanded by facilitating PA program development at Historically Black Colleges and Universities and other Minority Serving Institutions.  PA students can be assisted by instituting borrowing parity with their peers in the health professions under the Federal Direct Stafford Loan Program.  Many patients from rural and disadvantaged backgrounds seek care at federally qualified health centers, rural health clinics, and critical access hospitals.  Establishing new or expanding existing clinical training sites at these facilities would address the clinical training site shortages, increase the number of clinical preceptors and provide experiences for students at federally qualified health centers, rural health clinics, and critical access hospitals and increase the number of graduates who work in these areas.12
Affirmative Action
        
The U.S. Supreme Court has long recognized the critical benefits of student diversity affirmed in research and practice; and has consistently held that diversity is a compelling interest. The U.S. Supreme Court affirms the educational benefits derived from having a diverse student body, Grutter V. Bollinger et al.13 and Gratz et al. V. Bollinger Et Al.14 Diverse learning environments allows PA students the ability to enhance their critical thinking and analytical skills. It prepares PA students to succeed in an increasingly diverse interconnected environment, break down stereotypes, reduce bias, and enable PA programs to fulfill their role in enhancing recruitment and retention opportunities to students of all backgrounds.15
The Civil Rights Act of 1964 prohibits discrimination based on race and gender.  In 1978 in the Regents of the University of California v. Bakke case, a white medical school applicant claimed ‘reverse discrimination’ in the admissions policies of the UC Davis medical school. In that case the Supreme Court upheld the use of race as “one of many factors” that could be considered in admissions decisions.16 It did place limits in specific policies by ruling that ‘quotas’ could not be used.  In the 1996 Hopwood v. Texas case, the Fifth Circuit barred racial preferences in admissions decisions in those states covered by the circuit. The US Supreme Court declined to hear the case.17
In 2003, two landmark affirmative action cases, were considered both involving the University of Michigan. In Gratz V. Bollinger, the court ruled that the point system used by the University to increase diversity in undergraduate admissions was unconstitutional.14 In the 2003 Grutter V. Bollinger case, the Court in a 5 to 4 decision, upheld the University of Michigan Law School’s admissions policies used to increase diversity.13 Justice O’Connor explained that race can be considered a “plus” factor in admissions if that factor is considered in the context of a “highly individualized, holistic review of each applicant’s file, giving serious consideration to all the ways an applicant might contribute to a diverse educational environment.”13
The 2013 Fisher V. University of Texas at Austin Case (Fisher 1) overturned the lower court ruling, which was in favor of the University admission policies, stating that they did not adequately use the standards laid down in the previous Bakke and Bollinger cases.18 In 2016 the Fisher V. University of Texas at Austin Case (Fisher 2) subsequently upheld the University’s affirmative action admissions policies as constitutional.19  Thus far the Supreme Court has upheld admissions policies designed to increase diversity as long as they are narrowly defined and do not involve quotas.  The state legislatures have weighed in on these issues with ten states limiting the use of affirmative action-based admissions policies. 
In 2018-2019, two cases challenging affirmative action-based admissions policies worked their way through the lower courts. The most high-profile case involved allegations that the affirmative action-based admissions policies at Harvard University discriminates against Asian Americans. The 2019 US Justice Department has sided with the plaintiff against Harvard.20 A similar case involving University of North Carolina Chapel Hill is also in litigation. 
In October 2019 there was a ruling in the Students for Fair Admissions (SFFA) vs. President and Fellows of Harvard College (Harvard Corporation).21 In this case an anti-affirmative action group, Students for Fair Admissions, sued Harvard for discrimination on behalf of Asian American students. Judge Allison Burroughs of the US District Court in Massachusetts upheld Harvard’s admission policies and procedures finding that Harvard’s “race conscious admissions passes constitutional muster.” She noted that someday these policies would not be needed but “until we are race conscious, admissions programs that survive strict scrutiny will have an important place in society and help ensure that colleges and universities can offer a diverse atmosphere that fosters learning, improves scholarship, and encourages mutual respect and understanding."  She further pointed out that Harvard does not “have any racial quotas” and “does not result in under-qualified students being admitted in the name of diversity”. This decision was supported by Harvard and many higher education groups.21 SFFA state that they will appeal the decision to the Court of Appeals and to the U.S. Supreme Court if necessary.
The challenge remains for all institutions to determine the type of plan that will consider race in such a way as to achieve that critical mass but does not utilize a point or quota system. The controversy over and challenge to affirmative action is not likely to end with the Court’s rulings in these cases. Institutions of higher education, including medical schools and PA programs, are now faced with the challenge of promoting diversity through affirmative action programs that are within the legal standard set by the court.
Affirmative Action in Medical Education
        
Supporters of affirmative action in medical education believe that such programs are necessary to meet the social mandate to address the future health care needs of the increasingly multicultural population by training physicians who reflect the diversity of that population. Until medical school applications from all backgrounds emerge from the educational pipeline with comparable academic credentials, affirmative action programs are proposed as the solution to ensuring that an equally diverse population of providers enters the health care workforce.22
Accreditation Standards related to Diversity and Inclusion
In the 5th edition of the Accreditation Standards for the PA Profession, the Accreditation Review Commission on Education for the Physician Assistant, Inc. (ARC-PA) created a set of diversity and inclusion standards.  The ARC-PA defined diversity as “differences within and between groups of people that contribute to variations in habits, practices, beliefs and/or values”. The inclusion of different people (including but not limited to gender and race/ethnicity, age, physical abilities, sexual orientation, socioeconomic status) in a group or organization. Diversity includes all the ways in which people differ, and it encompasses all the different characteristics that make one individual or group different from another.   The ARC-PA’s chosen definition of inclusion is, “the active, intentional and ongoing engagement with diversity in ways that increase awareness, content knowledge, cognitive sophistication and empathic understanding of the complex ways individuals interact within systems and institutions. The act of creating involvement, environments and empowerment in which any individual or group can be and feel welcomed, respected, supported, and valued to fully participate.”
        
The standards related to diversity and inclusion as listed in the 5th Edition of the ARC-PA Accreditation Standards state:
A1.11 The sponsoring institution must demonstrate its commitment to student, faculty and staff diversity and inclusion by:
A)   Supporting the program in defining its goal(s) for diversity and inclusion,
B)  Supporting the program in implementing recruitment strategies,
C)  Supporting the program in implementing retention strategies, and
D) Making available, resources which promote diversity and inclusion.23
Diversity and Competence
        
Professional competence has been defined as “the habitual and judicious use of communication, knowledge, technical skills, clinical reasoning, emotions, values, and reflection in daily practice for the benefit of the individual and community being served.”24 The therapeutic relationship and affective/moral dimensions of competence depend, in part, upon cultural rather than scientific competence. Cultural competence can be defined as a set of academic and personal skills that allow individuals to gain increased understanding and appreciation of cultural differences among groups.24 Cultural competence is not achieved solely from reading textbooks or attending lectures. Recruitment and retention of diverse student populations allows individuals to educate each other about cultural differences in health beliefs and experience of illness, to confront prejudice and prior assumptions, and to experience dealing with racial conflict in a sensitive manner. PAs must strive to develop cultural competence as one aspect of professional competence.
Summary
AAPA believes that THE QUALITY AND ACCESSIBILITY OF HEALTH CARE IMPROVES WHEN PAs should reflect the culture and ethnicity of the patient populations they serve. in order to improve the quality and accessibility of health care.  Therefore, AAPA supports affirmative action programs and other diversity enhancement initiatives in PA education with the goal of increasing the diversity and cultural competence of PAs entering the profession.
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Affirmative Action in PA Education
(Adopted 2004, reaffirmed 2009, 2014)
 
Introduction
        
In 2003, the Supreme Court issued decisions in two University of Michigan cases that addressed affirmative action in admissions policies in higher education. Both cases were filed by the Center for Individual Rights on behalf of white students who were denied admission to the University of Michigan. Gratz v Bollinger, et al addressed the undergraduate school admission policy while Grutter v Bollinger, et al considered the law school’s policies.
        
The Court found diversity to be a compelling state interest and upheld the law school’s admissions program, but struck down the undergraduate admission. The court found that the undergraduate admissions policy, which awarded points to underrepresented minority applicants solely because of race, was insufficiently “narrowly tailored to achieve the interest in educational diversity that respondents claim justifies their program.” Justice O’Connor explained that race can be considered a “plus” factor in admissions if that factor is considered in the context of a “highly individualized, holistic review of each applicant’s file, giving serious consideration to all the ways an applicant might contribute to a diverse educational environment.” What is considered to be tailored narrowly enough is still a matter of debate.
        
The Court also accepted the University of Michigan’s argument that enrolling a “critical mass” of minority students was necessary in order to achieve the educational benefits of diversity. Critical mass was seen as a permissible goal, but a quota was not.
        
In the two rulings, the Court upheld educational diversity as a justification for affirmative action programs but also recognized the need to defer to educators to determine the best environment at their universities. The Court also made clear that the decisions apply to every institution that accepts any federal money thus affecting virtually every higher education institution.
        
The challenge remains for all institutions to determine the type of plan that will consider race in such a way as to achieve that critical mass but does not utilize a point or quota system. The controversy over and challenge to affirmative action is not likely to end with the Court’s rulings in these two cases. Institutions of higher education, including medical schools and PA programs, are now faced with the challenge of promoting diversity through affirmative action programs that are within the legal standard set by the court. (1)
Affirmative Action in Medical Education
        
Supporters of affirmative action in medical education believe that such programs are necessary to meet the social mandate to address the future healthcare needs of the increasingly multicultural population by training physicians who reflect the diversity of that population. Until medical school applications from all backgrounds emerge from the educational pipeline with comparable academic credentials, affirmative action programs are proposed as the solution to ensuring that an equally diverse population of providers enters the healthcare workforce. (2)
        
A more diverse healthcare force may also improve both access to healthcare as well as the health status of minority populations. Research has shown that minority physicians are more likely to practice in medically underserved areas. Patients also express strong preference for racial/ethnic concordance with their healthcare provider. (2) One study of the effect of race and gender on the physician-patient partnership showed that patients who saw physicians of their own race rated the decision-making style of the provider as more participatory and involved. (3) As members of the healthcare team, PAs who are ethnically and culturally diverse are equally important to improving access and quality of care.
Educational Benefits of Diversity
        
The educational benefit of diversity among students for both minority and majority students is well established. In a meta-analysis of diversity research, Smith et al concluded that diversity initiatives positively impact institutional satisfaction, involvement, and academic growth for both minority and majority students. Students who interact with other students from varied backgrounds show greater growth in critical thinking skills and tend to be more engaged in learning. Student surveys reveal that those students who are educated in diversified environments rate their own academic, social and interpersonal skills higher than those from homogeneous programs. These students who interact with peers from diverse backgrounds are more likely to engage in community service and demonstrate greater awareness and acceptance of people from other cultures. (4)
        
Similar results were found by Whitla et al in a 2000 survey of medical students about the relevance of diversity among students in their medical education. A telephone survey was conducted of 639 medical students enrolled in all four years of the Harvard and University of California San Francisco medical schools. A majority of students reported that diversity enhanced discussion and was more likely to foster serious discussions of alternative viewpoints. Understanding of medical conditions and treatments was also reported to be enhanced by diversity in the classroom. Concerns about the equity of the healthcare system, access to medical care for the underserved, and concerns about cultural competence were also thought to be increased by interactions with diverse peers as well as faculty. The majority of students agreed with published reports of many investigators that the medical profession should represent the country’s racial and ethnic composition to a larger degree. (5)
        
In January 2004, the Institute of Medicine released a report entitled In the Nation’s Compelling Interest: Ensuring Diversity in the Health Care Workforce. The report reinforces the importance of increasing racial and ethnic diversity among health professionals. Greater diversity among healthcare professionals is associated with improved access to care for racial and ethnic minority patients, greater patient choice and satisfaction, better patient-provider communication, and better educational experiences for all students while in training. The report goes on to make recommendations to policy makers, accreditation agencies and health professions educators on strategies to increase the diversity of the healthcare workforce. (6)
Diversity and Competence
        
Professional competence has been defined as “the habitual and judicious use of communication, knowledge, technical skills, clinical reasoning, emotions, values, and reflection in daily practice for the benefit of the individual and community being served.” (7) The therapeutic relationship and affective/moral dimensions of competence depend, in part, upon cultural rather than scientific competence. Cultural competence can be defined as a set of academic and personal skills that allow individuals to gain increased understanding and appreciation of cultural differences among groups. (8) Cultural competence is not achieved solely from reading textbooks or attending lectures. Recruitment and retention of diverse student populations allows individuals to educate each other about cultural differences in health beliefs and experience of illness, to confront prejudice and prior assumptions, and to experience dealing with racial conflict in a sensitive manner. PAs must strive to develop cultural competence as one aspect of professional competence.
Recommendations
        
AAPA believes that PAs should reflect the culture and ethnicity of the patient populations they serve in order to improve the quality and accessibility of healthcare. Therefore, AAPA supports affirmative action programs in PA education with the goal of increasing the diversity and cultural competence of PAs entering the profession.
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The Committee next considered testimony on 2021-C-10, the resolved portion of which reads:

 

AAPA denounces the use of excessive force by law enforcement agencies and police officials against all people of color and members of vulnerable populations.
 
AAPA recognizes in an effort to achieve health equity, the imbalance in the use of force fueled by racial injustice and inequality must come to a halt.
 
AAPA affirms its commitment to maintaining and securing the safety and health of the public by advocating for effective community policing, robust training and education of de-escalation tactics, as well as the institution of accountability measures for law enforcement agencies and officials.   

 

Con testimony included: 
· Testimony suggested more inclusive language, rather than focusing only on violence against people of color.  
· Testimony was provided that this resolution does not address health equity and that the second paragraph be deleted.  
· A concern was raised that “vulnerable population” is too ambiguous of a term.  
· There was a concern raised that this resolution addresses only one facet of a complicated issue.   
· There was a concern that this policy could be perceived as a potential bias by legislators.
· Additional testimony stated that this had not been the experience of others engaged in legislative activity.  

 

Pro testimony included: 
· Multiple delegates testified that the excessive use of force by law enforcement disproportionately affects people of color and members of vulnerable populations. 
· Adopting this resolution would demonstrate that the Academy stands behind our vulnerable colleagues and patients and to do otherwise would be unacceptable.  
· Several members also testified that changing language to remove the focus on persons of color detracts from the resolution’s intent. 
· Multiple amendments were submitted and considered by the reference committee; however, the proposed language represents the testimony provided by the House.
 
Mister Speaker, I move that Resolution 2021-C-10 be amended as follows:
AAPA denounces the use of excessive force by ALL law enforcement agencies and police officials against all people of color and members of vulnerable populations.
 
AAPA recognizes in an effort to achieve health equity, the imbalance in the use of force fueled by racial injustice and inequality must come to a halt.
 
AAPA affirms its commitment to maintaining and securing the safety and health of the public by advocating for effective community policing, robust training and education of de-escalation tactics, as well as the institution of accountability measures for ALL law enforcement agencies and officials.  

The Committee considered testimony on 2021-C-13, the resolved portion of which reads:

 

Amend policy HX-4600.6.5 as follows:

 

AAPA believes all PAs should advocate responsible sexual behavior including education on methods to prevent unintended pregnancy and sexually transmitted infections PROMOTE SAFE SEX-PRACTICES AND PREVENTIVE INTERVENTIONS, SUCH AS HIV PrPREP TREATMENT, IN ORDER TO REDUCE UNINTENDED PREGNANCIES AND TRANSMISSION OF SEXUALLY TRANSMITTED INFECTIONS. ADDITIONALLY, PA SHOULD ADVOCATE TO ENSURE THAT HEALTH PROMOTION AND PREVENTIVE INTERVENTIONS FOR REPRODUCTIVE HEALTH ARE AVAILABLE IN A TELEHEALTH CAPACITY WHEN FACE TO FACE HEALTH CARE INTERACTIONS ARE NOT IDEAL.
 

Con Testimony:

· There was no con testimony presented.  

 

Pro testimony included: 
· Multiple members testified in support of the resolution with an amendment to correct typos and language that inadvertently may suggest PrEP would prevent unintended pregnancy.  
· Additional testimony recommended the inclusion of telehealth in the final version of the resolution.  
· There were no objections to these changes.  

Mister Speaker, I move that Resolution 2021-C-13 be amended by substitution as follows:
AAPA believes all PAs should advocate responsible sexual behavior including education on methods to prevent unintended pregnancy and sexually transmitted infections PROMOTE SAFE SEX-PRACTICES AND PREVENTIVE INTERVENTIONS, SUCH AS HIV PrPREP TREATMENT, IN ORDER TO REDUCE UNINTENDED PREGNANCIES AND TRANSMISSION OF SEXUALLY TRANSMITTED INFECTIONS. ADDITIONALLY, PA SHOULD ADVOCATE TO ENSURE THAT HEALTH PROMOTION AND PREVENTIVE INTERVENTIONS FOR REPRODUCTIVE HEALTH ARE AVAILABLE IN A TELEHEALTH CAPACITY WHEN FACE TO FACE HEALTH CARE INTERACTIONS ARE NOT IDEAL.
AAPA BELIEVES ALL PAS SHOULD ADVOCATE FOR AND PROMOTE EVIDENCE-BASED INTERVENTIONS IN ORDER TO PREVENT UNINTENDED PREGNANCIES AND HIV, AND TREAT SEXUALLY TRANSMITTED INFECTIONS. AAPA SHOULD ADVOCATE TO ENSURE THAT HEALTH PROMOTION AND PREVENTIVE INTERVENTIONS FOR SEXUAL AND REPRODUCTIVE HEALTH ARE AVAILABLE VIA TELEHEALTH TECHNOLOGY AND NOT ARBITRARILY RESTRICTED.
 

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

 

Amend policy HX-4200.1.5 as follows:

 

AAPA endorses exclusive breastfeeding when possible, for about the first 6 months of life, AS MUTUALLY DESIRED BY THE MOTHER AND INFANT. CONTINUED BREASTFEEDING (ALONG WITH COMPLEMENTARY FOOD INTRODUCTION) IS RECOMMENDED FOR AT LEAST THE FIRST YEAR OF THE INFANT’S LIFE. followed by breastfeeding with complementary food introduction until at least 12 months of age.
 

Con testimony included: 
· Multiple delegates raised concern regarding potential exclusionary language, specifically for those who may be unable to breastfeed for a variety of reasons, and requested that “when possible” be added back to the language of the resolution.  

 

Pro testimony included: 
· The authors testified that “mutually desired” was included to address the nuance that breastfeeding is not possible in all situations.  
· Multiple amendments were submitted attempting to address these concerns.  
· The reference committee considered all amendments and proposed the following language.
Mister Speaker, I move that Resolution 2021-C-14 be amended by substitution as follows:
AAPA endorses exclusive breastfeeding when possible, for about the first 6 months of life, AS MUTUALLY DESIRED BY THE MOTHER AND INFANT. CONTINUED BREASTFEEDING (ALONG WITH COMPLEMENTARY FOOD INTRODUCTION) IS RECOMMENDED FOR AT LEAST THE FIRST YEAR OF THE INFANT’S LIFE. followed by breastfeeding with complementary food introduction until at least 12 months of age.
AAPA ENDORSES FEEDING INFANTS EXCLUSIVELY WITH HUMAN MILK FOR AT LEAST THE FIRST SIX MONTHS OF LIFE, WHEN POSSIBLE. THEREAFTER, CONTINUED FEEDING WITH HUMAN MILK, ALONG WITH COMPLEMENTARY FOOD INTRODUCTION, IS RECOMMENDED FOR AT LEAST THE FIRST YEAR OF THE INFANT’S LIFE.
 The Committee considered testimony on 2021-C-16, the resolved portion of which reads:

 

        
Amend the policy paper entitled Improving Children’s Access to Healthcare.
 
Improving Children’s Access to Healthcare
SUPPORT FOR COPARENT OR SECOND-PARENT ADOPTIONS
REGARDLESS OF GENDER
(Adopted 2004, reaffirmed 2009, amended 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 supports co-parent or second parent adoption REGARDLESS OF A PARENT’S GENDER in order to protect the child’s right to maintain continuing legal relationships with both parents TWO LEGALLY EMPOWERED PARENTS, thereby creating security and access to healthcare for the child.

 

AAPA believes that the following benefits result from co-parent or second parent adoption:

1.   The child’s legal right of relationship with both parents REGARDLESS OF GENDER is protected.

2.   The second parent’s custody rights and responsibilities are also guaranteed if the legal parent were to die or become incapacitated, or the couple separates. 

3.   The requirement for child support for both parents is established in the event of the parents’ separation.

4.   The child’s eligibility for health benefits from both parents.

5.   The legal grounds are provided for either parent to provide consent for medical care and to make education, healthcare and other important decisions on behalf of the child, and the basis for financial security for children is created in the event of the death of either parent by ensuring eligibility to all appropriate entitlements, such as social security survivors’ benefits.

Introduction
        
The increasing diversity of the American family has challenged society to recognize new definitions of family. Included in that diversity are families in which children are parented by unmarried couples, or couples whose marital status is not afforded the same legal protection from state to state. (1) This changing demography of America has resulted in the visible emergence of non-traditional families and parenting structures. Despite these changes, the central core of the family has remained constant. Families are individuals who join together to meet each other’s basic needs and provide nurturing, security, and love REGARDLESS OF GENDER. Families also exist to meet responsibilities, obligations and commitments to each other and the society in which they exist.

        
With increasing frequency, children are raised in families in which there is only one biological or adoptive legal parent. The second individual in a parental role is called the "co-parent" and/or "second parent." Under current laws, the security of a two parent family may be in jeopardy if the legally recognized parent should die, be declared incompetent, or if the couple separates. Children deserve to know that their relationships with both of their parents are stable and should be legally recognized. (2)

        
Like other professional medical associations, AAPA has endorsed the goals of the Healthy People 2010 project, which is “firmly dedicated to the principle that “regardless of age, gender, race or ethnicity, income, education, geographic location, disability, and sexual orientation-every person in every community across the nation deserves equal access to comprehensive, culturally competent, community-based healthcare systems…” (Healthy People 2010, 2000).

        
Providing all qualified adults with co-parent/second parent adoption rights promotes the health of children by giving them the legal and social benefits of two parents along with subsequent access to healthcare. co-parent and/or second parent adoption provides legal grounds for either parent to make decisions on behalf of the child, such as providing medical consent and ensuring the child’s eligibility to access the healthcare benefits of both parents.

 

Sources
1.     http://www.ama-assn.org/ama/pub/about-ama/our-people/member-groups-sections/glbt-advisory-committee/ama-policy-regarding-sexual-orientation.page Resolution H-60.940

2. 
http://www.aafp.org/about/policies/all/children-health.html

3. 
http://pediatrics.aappublications.org/content/109/2/339.abstract?sid=a64c7e9b-4138-4a0a-be6a-089bbc494873

Con testimony included: 
· Potential exclusionary language in the resolution.  

 

This amendment was pulled from the consent agenda in November of 2020.  There was no specific pro testimony presented in the discussions.  A mutually agreeable amendment from all involved parties was presented to address the potential exclusionary language and to broaden this language to be more inclusive of all families.  There were no objections to this amendment.  

 
Mister Speaker, I move that Resolution 2021-C-16 be amended as follows:
 
Improving Children’s Access to Healthcare
SUPPORT FOR COPARENT OR SECOND-PARENT ADOPTIONS 
REGARDLESS OF GENDER
(Adopted 2004, reaffirmed 2009, amended 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 supports co-parent or second parent adoption REGARDLESS OF A PARENT’S GENDER in order to protect the child’s right to maintain continuing legal relationships with both parents TWO LEGALLY EMPOWERED PARENTS, thereby creating security and access to healthcare for the child.

AAPA OPPOSES ARBITRARY GENDER-BASED LEGISLATIVE CONSTRAINTS TO CO-PARENT AND SECOND PARENT ADOPTION.
 

AAPA believes that the following benefits result from co-parent or second parent adoption:

1. The child’s legal right of relationship with both THEIR parents REGARDLESS OF GENDER is protected.

2. The second parent’s custody rights and responsibilities are also guaranteed if the legal parent were to die or become incapacitated, or the couple separates.

3. The requirement for child support for both THEIR parents is established in the event of the parents’ separation.

4. The child’s eligibility for health benefits from both THEIR parents

5. The legal grounds are provided for either EACH INDIVIDUAL parent to provide consent for medical care and to make education, healthcare and other important decisions on behalf of the child, and the basis for financial security for children is created in the event of the death of either parent by ensuring eligibility to all appropriate entitlements, such as social security survivors’ benefits.

Introduction
The increasing diversity of the American family has challenged society to recognize new definitions of family. Included in that diversity are families in which children are parented by unmarried couples, or couples whose marital status is not afforded the same legal protection from state to state. (1) This changing demography of America has resulted in the visible emergence of non-traditional families and parenting structures. Despite these changes, the central core of the family has remained constant. Families are individuals who join together to meet each other’s basic needs and provide nurturing, security, and love REGARDLESS OF GENDER. Families also exist to meet responsibilities, obligations and commitments to each other and the society in which they exist.

  With increasing frequency, children are raised in families in which there is only one biological or adoptive legal parent. The second individual in a parental role is called the "co-parent" and/or "second parent." Under current laws, the security of a two parent family may be in jeopardy if the legally recognized parent should die, be declared incompetent, or if the couple separates. Children deserve to know that their relationships with both of their parents are stable and should be legally recognized. (2)

  Like other professional medical associations, AAPA has endorsed the goals of the Healthy People 2010 project, which is “firmly dedicated to the principle that “regardless of age, gender, race or ethnicity, income, education, geographic location, disability, and sexual orientation-every person in every community across the nation deserves equal access to comprehensive, culturally competent, community-based healthcare systems…” (Healthy People 2010, 2000).

  Providing all qualified adults with co-parent/second parent adoption rights promotes the health of children by giving them the legal and social benefits of LEGALLY EMPOWERED two parents along with subsequent access to healthcare. co-parent and/or second parent adoption provides legal grounds for either parent to make decisions on behalf of the child, such as providing medical consent and ensuring the child’s eligibility to access the healthcare benefits of both THEIR parents

 

Sources
1.http://www.ama-assn.org/ama/pub/about-ama/our-people/member-groups-sections/glbt-advisory-committee/ama-policy-regarding-sexual-orientation.page Resolution H-60.940

2.http://www.aafp.org/about/policies/all/children-health.html

3.http://pediatrics.aappublications.org/content/109/2/339.abstract?sid=a64c7e9b-4138-4a0a-be6a-089bbc494873

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

 

The HOD recommends that AAPA 1) recognizes the value and supports the advancement of point-of-care ultrasound (POCUS) in PA clinical practice, 2) endorses and supports the development of POCUS education opportunities, 3) encourages organizations such as PAEA, NCCPA, ARC-PA to promote opportunities which demonstrate the value of integrating POCUS into PA education programs and explore opportunities to develop POCUS-skilled faculty/educators, and 4) supports multi-organizational collaborative efforts to establish POCUS as a clinical competency integral to the practice of medicine.

 

Further resolved:

 

The HOD recommends that AAPA supports further exploration of the existing barriers to PA POCUS utilization and provision of recommendations to mitigate these barriers.

 

Con testimony included: 
· Several delegates testified that while they support the concept of this resolution, they do not think this belongs in the AAPA policy manual and that specific competencies should be addressed at the program level.  
· Concerns were raised that this would disadvantage currently practicing PAs who do not have this skill set.  
· Others thought that on-the-job training would be more appropriate for this skill as there would be the potential that training may be outdated by the time of graduation.  
· Some delegates questioned if this competency is integral to the daily practice of the majority of PAs. 
· Difficulties with the practicalities and potential cost of the implementation into PA programs were also discussed.  
· Multiple people raised concerns about AAPA directing other organizations in their work.  

 

Pro testimony included:  
· Students and practicing PAs alike, testified to the benefits of this type of training as POCUS is considered “cutting edge medicine” and has been more widely implemented in medical schools while only 25% of PA programs currently have this in their curricula.  
· A potential concern was raised that not implementing this policy encouraging POCUS in PA program curricula would disadvantage the PA profession in the future, and that the profession is already behind by not having this in the majority of programs at present. 
· Others stated that POCUS training has given them an advantage in employment opportunities.  
· Another potential benefit of adopting this policy was discussed as giving PA programs a document that helps justify the need for this equipment and inclusion of training in the curricula. 
· PAEA testified they are open to discussing with involved parties the implementation of POCUS into curricula.   

Mister Speaker, I move that Resolution 2021-C-18 be amended as follows:
The HOD recommends that AAPA 1) recognizes the value and supports the advancement of point-of-care ultrasound (POCUS) in PA clinical practice. , 2) AAPA endorses, and supports, AND PROMOTES the development of POCUS education opportunities., 3) encourages organizations such as PAEA, NCCPA, ARC-PA to promote opportunities which demonstrate the value of integrating POCUS into PA education programs and explore opportunities to develop POCUS-skilled faculty/educators, and 4) supports multi-organizational collaborative efforts to establish POCUS as a clinical competency integral to the practice of medicine.
 
Further resolved:
The HOD recommends that AAPA supports further exploration of the existing barriers to PA POCUS utilization and provision of recommendations to mitigate these barriers.
 
The Committee considered testimony on 2021-C-20, the resolved portion of which reads:

 

Amend policy HP-4200.1.6 as follows:

 

AAPA recognizes the significant public health implications of substance USE DISORDERS abuse, to include both non-medical use of prescription drugs and illicit substance use DISORDER, and encourages PAs to take an active role in eliminating substance USE DISORDERS abuse. AAPA supports the education of all PAs in the early identification, treatment and prevention of substance USE DISORDERS abuse.

 

Con testimony:

· There was no con testimony.
The author pulled the resolution in November 2020 to update the language.  There was no opposition to these updates. 

 
Mister Speaker, the committee recommends adoption of Resolution 2021-C-20
 
The Committee considered testimony on 2021-C-21, the resolved portion of which reads:

 

Amend policy HX-4200.7.1 as follows:

 

AAPA encourages student and graduate PAs to recognize the crises of pain management and opioid abuse. AAPA encourages student and graduate PAs to work towards a solution to these crises at the local, state, and national levels through advocacy, collaboration, and education for students and practicing PAs about responsible opioid prescribing. AAPA FURTHER SUPPORTS THE UTILIZATION OF PRESCRIPTION DRUG MONITORING PROGRAMS AS A TOOL TO PRACTICE RESPONSIBLE OPIOID PRESCRIBING.
 

Con testimony:

· There was no con testimony. 

 

Pro testimony included: 
· An amendment was proposed to update the language to reflect current terminology.
· There was no opposition to the amended language.

 
Mister Speaker, I move that Resolution 2021-C-21 be amended as follows:
AAPA encourages student and graduate PAs to recognize the crises of pain management and opioid abuse OPIOID USE DISORDER. AAPA encourages student and graduate PAs to work towards a solution to these crises at the local, state, and national levels through advocacy, collaboration, and education for students and practicing PAs about responsible opioid prescribing. AAPA FURTHER SUPPORTS THE UTILIZATION OF PRESCRIPTION DRUG MONITORING PROGRAMS AS A TOOL TO PRACTICE RESPONSIBLE OPIOID PRESCRIBING.
The Committee considered testimony on 2021-C-22, the resolved portion of which reads:

 

Amend policy HX-4200.3.2 as follows:

 

AAPA supports legislation that encourages states to impose minimum mandatory sanctions against convicted drunken drivers CONVICTED OF DRIVING UNDER THE INFLUENCE OF ALCOHOL and that encourages states to establish comprehensive alcohol-traffic safety programs which would help to assure stronger laws, stringent enforcement, and effective rehabilitation programs.

 

Con testimony:

· There was no con testimony offered.

 

Pro testimony included: 
· This resolution was extracted during the November 2020 HOD due to a question as to if the resolution should be broadened to include driving under the influence of any substance.
· The authors testified to the importance of maintaining the scope of this resolution to driving under the influence of alcohol.  
· Those who originally pulled the resolution were in agreement with the language as presented.  

 
Mister Speaker, the committee recommends adoption of Resolution 2021-C-22
 
The Committee considered testimony on 2021-C-23, the resolved portion of which reads:

 

Amend the policy paper entitled Nicotine Dependence.

 

Nicotine Dependence TOBACCO USE DISORDER
(Adopted 2016)

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

 

• AAPA shall support the positionS of the Surgeon General and the U.S Preventive Service Task Force and encourage PAs to increase patient awareness as to the dangers in the use of nicotine products.

• AAPA recognizes the public health hazards of nicotine products as a leading cause of

preventable disease and encourages efforts to eliminate nicotine use in this country and

around the world.

• AAPA encourages PAs to work to support legislation which will eliminate the public’s

exposure to secondhand smoke, eliminate minors’ access to nicotine products including electronic nicotine delivery systems, and prohibit advertising of nicotine products, AND SUPPORT THIRD-PARTY COVERAGE FOR THE TREATMENT OF NICOTINE ADDICTION AND THE MANAGEMENT OF BEHAVIORAL DEPENDENCE ASSOCIATED WITH NICOTINE USE.

• AAPA supports state utilization of tobacco settlement money for prevention and

treatment of nicotine use. AAPA urges its constituent organizations to work with state governments and other healthcare and advocacy organizations to assure tobacco settlement funds are used for the prevention and treatment of nicotine use.

• AAPA encourages all PAs to be actively involved in community outreach that is directed toward providing nicotine product education based upon current evidence-based
guidelines to people of all ages about the dangers of nicotine with the goal of eliminating nicotine use.
• AAPA supports (a) development and promotion of nicotine cessation materials and
programs to advance consumer health-awareness among all segments of society, but
especially for youth; (b) dissemination of evidence-based clinical practice guidelines
concerning the treatment of patients with nicotine dependence; (c) effective use of both nicotine cessation materials and evidence-based clinical practice guidelines by PAs, for the treatment of patients with nicotine dependence.
• AAPA encourages PAs to model nicotine cessation activities in their practices, including (a) quitting nicotine products and assisting their colleagues to quit; (b) inquiring of all patients at every visit about their use of nicotine in any form; (c) at every visit, counseling those who smoke to quit smoking and eliminate use of nicotine to eliminate use in all forms; (d) working to prohibit the use of nicotine products by all individuals in healthcare settings; (e) providing nicotine information; (f) becoming aware of nicotine cessation programs in the community and of their success rates and, where possible, referring patients to those programs.
• AAPA supports national, state, and local efforts to help PAs and PA students develop
skills necessary to counsel patients to quit nicotine products, including (a) identifying gaps, if any, in existing materials and programs designed to train PAs and PA students in
the behavior modification skills necessary to successfully counsel patients to stop using nicotine products; (b) supports the production of materials and programs that would fill gaps, if any, in materials and programs to train PAs and PA students in the behavior
modification skills necessary to successfully counsel patients to stop using nicotine products; (c) encourages constituent organizations to sponsor, support, and promote efforts that will help PAs to more effectively counsel patients to quit using nicotine products; and (d) encourages PAs to participate in education programs to enhance their ability to help patients quit nicotine products.
• AAPA supports third-party coverage for the treatment of nicotine addiction and the
management of behavioral dependence associated with nicotine use.
• AAPA supports regulation of electronic nicotine delivery systems (e-cigarettes) by the U.S. Food and Drug Administration (FDA) Center for Tobacco Products.
Introduction
In 1964, the Surgeon General’s report on the health impact of smoking was released. Tobacco use has been described as “the single most important preventable risk to human health in developed countries and an important cause of premature death worldwide.” (1) Between 1964 and 2014, 20 million persons in the United States died from complications related to tobacco use; approximately 10% of those were individuals who did not smoke, but rather were exposed to secondhand smoke. (2) The impact of tobacco smoke exposure is not limited to adults. Approximately 100,000 infant deaths can be attributed to exposure to tobacco smoke and the resulting low birth weight, premature birth, and sudden infant death syndrome (SIDS). (2)

Tobacco Exposure and Nicotine Use
Not only are cigarettes manufactured to increase the addictive properties, but combustion

produces thousands of toxic chemicals which lead to disease and early death. (2) After half a century of research on tobacco use, new research continues to emerge demonstrating the detrimental effects of smoking. Adverse effects of tobacco smoke have been documented in all organ systems of the body. In the 2014 report from the U.S. Surgeon General the following new research findings are provided: 1) liver cancer and colorectal cancer are caused by smoking; 2) secondhand smoke exposure is a cause of cerebral vascular accident; 3) smoking increases the risk of death among cancer survivors; 4) smoking causes diabetes mellitus; and 5) smoking impairs immune function and causes rheumatoid arthritis. (2) As a result, productivity suffers from tobacco use. From 2009-2012 economic costs were estimated at more than $289 billion. Losses from early death between 2005 and 2009 totaled roughly $150 billion. (2)

The negative impact of tobacco smoke is not limited to the person who smokes. The U.S.

Surgeon General reported no safe level of exposure to secondhand smoke. (2) Secondhand has been identified as a cause of cerebrovascular accident, ENT disease, coronary heart disease, sudden infant death syndrome, and low-birth weight (2). The economic impact of secondhand smoke exposure in 2006 was estimated at $5.6 billion in lost productivity.

Although use of chewing tobacco has declined since the 1980s, use of snuff has increased (2). In 2006, tobacco companies began selling snuff under cigarette brand names and produced advertisements indicating these products may be a “socially acceptable” alternative to cigarette use (2). Use of smokeless tobacco products including chewing tobacco, snuff, and dissolvable tobacco products carry their own set of harmful consequences. Similar to tobacco cigarettes, smokeless tobacco products are highly addictive. Young adults who use smokeless tobacco are more likely to become traditional cigarette smokers (3). Periodontal disease, tooth loss, leukoplakia, and increased risk of heart diseases have been identified as consequences of smokeless tobacco use. Smokeless tobacco use has been identified as a cause of oropharyngeal, esophageal, and pancreatic cancers (3). Women who use smokeless tobacco during pregnancy are at increased risk for stillbirth, perinatal death, and can impact the brain development of the fetus (2).

The rise in popularity of “e-cigarettes” AND “VAPING PRODUCTS” other electronic nicotine delivery devices particularly among adolescents, is concerning. Public perception of e-cigarette safety seems to be favorable to tobacco cigarettes despite a lack of evidence (4). The American Lung Association identified 500 brands and more than 7,000 flavors of e-cigarettes available to the public, none of which are regulated by the Food and Drug Administration (FDA) (5). Without FDA oversight, it is unknown what chemicals are present in e-cigarettes. DATA FROM THE 2019 HIGH SCHOOL YOUTH RISK BEHAVIOR STUDY SHOWED 32.7% OF HIGH SCHOOL STUDENTS REPORTED CURRENT USE OF ELECTRONIC VAPOR PRODUCTS WHICH HAS INCREASED FROM 24.1% IN 2015. (6) Data from the 2014 National Youth Tobacco Survey showed 13.4% of high school students reported past month e-cigarette use (6). Use of e-cigarettes now exceeds the use of other tobacco products, including cigarettes. This is troubling given most adult cigarette smokers began using during adolescence. Although restrictions on tobacco advertising have been in place since the Master Settlement Agreement, similar restrictions do not exist for e-cigarettes. Data from the 2014 National Youth Tobacco Survey showed 68.9% of middle and high school students were exposed to advertisements for e-cigarettes (7). Little is known about secondhand exposure to e-cigarette vapors. According to the American Lung Association, carcinogens have been identified in the vapor exhaled by e-cigarette users. To date, no evidence has found that secondhand inhalation of e-cigarette vapors is safe (8).

EVOLVING DATA
1.     THE JOURNAL OF AMERICAN MEDICINE NOTES THE ONGOING EPIDEMIC OF ACUTE LUNG INJURY FROM E-CIG AND VAPING PRODUCTS
“SINCE MARCH 2019, THERE HAS BEEN AN ONGOING EPIDEMIC OF ACUTE LUNG INJURY SECONDARY TO THE USE OF E-CIGARETTES, WITH OVER 2600 CASES AND 60 DEATHS REPORTED ALL OVER THE UNITED STATES.”
HTTPS://PUBMED.NCBI.NLM.NIH.GOV/32179055/
2. 
IRREVERSIBLE LUNG DAMAGE AND LUNG DISEASE FROM E-CIG CHEMICALS
a.  
HTTPS://WWW.LUNG.ORG/QUIT-SMOKING/E-CIGARETTES-VAPING/IMPACT-OF-E-CIGARETTES-ON-LUNG
3. 
THE AMERICAN LUNG ASSOCIATION WARNS AGAINST THE USE OF ALL E-CIGARETTES. THE CENTERS FOR DISEASE CONTROL (CDC) AND THE U.S. FOOD AND DRUG ADMINISTRATION, ALONG WITH STATE AND LOCAL HEALTH DEPARTMENTS, HAVE BEEN INVESTIGATING MULTI-STATE REPORTS OF LUNG INJURY (REFERRED TO BY CDC AS EVALI) ASSOCIATED WITH E-CIGARETTE AND VAPING PRODUCT USE.
Nicotine Cessation
Overall, tobacco smoking rates have declined since the first Surgeon General’s report in 1964 however, racial, ethnic, and socioeconomic disparities persist. Major gains including warning labels on tobacco product packaging, tobacco education, smoking bans, advertising restrictions, and increased pricing have contributed to lower levels of tobacco use and the available evidence supports the use of these techniques (2). Most individuals who smoke report attempting to quit at some point in the past and have often attempted to quit multiple times, however, providers often do not address smoking cessation during office visits. (1) Often smoking cessation requires repeated interventions however, effective treatments including prescription medication and nicotine replacement products are available and should be made available to individuals who are ready to quit. Smoking cessation improves health outcomes for the individual who smokes, those exposed to secondhand smoke, and is also cost effective. (1)

With a rise in the use of nicotine replacement products and e-cigarettes, concern has been raised regarding whether or not nicotine has a carcinogenic effect. Although in vitro studies suggest nicotine may play a role in carcinogenesis, most animal studies do not demonstrate this. Use of smokeless tobacco products have been linked to several cancers however, to date, only one study has addressed this concern among individuals who use nicotine replacement products. The results of the study showed no association between use of nicotine replacement products and malignancy (2). Many e-cigarette users begin using the devices as tool to help quit traditional cigarettes despite lack of research to support their use in smoking cessation programs. Polosa, Caponnetto, Morjaria, Papale, Campagna & Russo (2011) conducted a pilot study of e-cigarette use for smoking cessation among 40 tobacco cigarette smokers. The authors concluded that e-cigarette use decreased tobacco cigarette use with few side effects (9). Bullen, McRobbie, Thornley, Glover, Lin, & Laugesen (2010) found similar results in their study the effects of
ecigarettes on desire to smoke (10) Although promising, it should be noted that the e-cigarettes used in these studies contained solutions with known concentrations of nicotine and other ingredients, unlike what is currently available to the public. The authors of both papers discuss the need for further research into long-term safety and use. Additionally, there is concern regarding advertising strategies that may be targeting younger individuals and that use of e-cigarettes may increase the risk of future tobacco use.
The Centers for Disease Control and Prevention (CDC) recommend states use a comprehensive approach to tobacco cessation including the following components:

1) community programs to reduce tobacco use; 2) chronic disease control programs to reduce the burden of tobacco-related diseases; 3) school programs; 4) enforcement; 5) statewide programs; 6) counter-marketing; 7) cessation programs; 8) surveillance and evaluation; and 9) administration and management (11). CDC suggests including e-cigarettes in these comprehensive nicotine cessation programs and restricting e-cigarette advertisements (7).

Master Settlement Agreement
Advertising by tobacco manufacturers has been shown to initiate and perpetuate cigarette smoking among adolescents and young adults. Past legal action against tobacco manufacturers has contributed to reduce tobacco use in the U.S. (2). In 1999, the District of Columbia, 46 U.S. states, and 6 U.S. territories sued the major tobacco companies. The resulting settlement is known as the Master Settlement Agreement (MSA). (12) Under the MSA, states received billions of dollars from the major tobacco companies with the intent that the funds would support tobacco education programs and the cost of treating tobacco-related illness. Unfortunately, the MSA did not specifically require states to use the funds on tobacco-related issues and years passed states reallocated MSA funds to other budget categories. As of 2006, fifteen states did not use any MSA funds for tobacco-related programs. (12) Overall, the MSA funds have not led to robust state programs for tobacco cessation. In fact, the authors of a 2014 research study concluded states receiving higher MSA payments were associated with less effective tobacco control mechanisms. (13) The same researchers found MSA funds were allocated to health

programs, but not always those pertaining to tobacco cessation. In 2015, less than 2% of MSA funds and tobacco taxes were used by states for tobacco control programs (7).

These funds should be utilized to prevent TOBACCO USE DISORDER nicotine dependence and assist those with cessation. PAs are encouraged to help guide the use of these funds to achieve this goal.

Conclusions
Myriad studies conclusively demonstrate the adverse health effects of nicotine use and dependence. Despite achievements in reducing the number of individuals who use tobacco products since the 1964 Surgeon General’s report on the health effects of smoking, more work is needed. An area of growing public health concern is the use of e-cigarettes, particularly among youth. Our knowledge with regard to e-cigarettes continues to evolve as more research is conducted. Given what is known, PAs have a responsibility to act at the individual, community, and structural levels to raise awareness and promote cessation of nicotine use.

·   
AAPA shall support the position of the Surgeon General and the U.S Preventive Service Task Force and encourage PAs to increase patient awareness as to the dangers in the use of nicotine products.

·   
AAPA recognizes the public health hazards of nicotine products as a leading cause of preventable disease and encourages efforts to eliminate tobacco use in this country and around the world.

·   
AAPA encourages PAs to work to support legislation which will eliminate the public’s exposure to secondhand smoke, eliminate minors’ access to nicotine products including electronic nicotine delivery systems and prohibit advertising of nicotine products.

·   
AAPA supports state utilization of tobacco settlement money for prevention and treatment of nicotine use. AAPA urges its constituent organizations to work with state governments and other healthcare and advocacy organizations to assure tobacco settlement funds are used for the prevention and treatment of nicotine use.

·   
AAPA encourages all PAs to be actively involved in community outreach that is directed toward providing nicotine product education based upon current evidence-based guidelines to people of all ages about the dangers of nicotine with the goal of eliminating nicotine use.

·   
AAPA supports (a) development and promotion of nicotine cessation materials and programs to advance consumer health-awareness among all segments of society, but especially for youth; (b) dissemination of evidence-based clinical practice guidelines concerning the treatment of patients with TOBACCO USE DISORDER nicotine dependence; (c) effective use of both nicotine cessation materials and evidence-based clinical practice guidelines by PAs, for the treatment of patients with TOBACCO USE DISORDER nicotine dependence.

·   
AAPA encourages PAs to model nicotine cessation activities in their practices, including (a) quitting nicotine products and assisting their colleagues to quit; (b) inquiring of all patients at every visit about their use of nicotine in any form; (c) at every visit, counseling those who smoke to quit smoking and eliminate use of nicotine to eliminate use in all forms; (d) working to prohibit the use of nicotine products by all individuals in healthcare settings; (e) providing nicotine information; (f) becoming aware of nicotine cessation programs in the community and of their success rates and, where possible, referring patients to those programs.

·   
AAPA supports national, state, and local efforts to help PAs and PA students develop skills necessary to counsel patients to quit nicotine products , including (a) identifying gaps, if any, in existing materials and programs designed to train PAs and PA students in the behavior modification skills necessary to successfully counsel patients to stop nicotine products; (b) supports the production of materials and programs that would fill gaps, if any, in materials and programs to train PAs and PA students in the behavior modification skills necessary to successfully counsel patients to stop using nicotine products; (c) encourages constituent organizations to sponsor, support, and promote efforts that will help PAs to more effectively counsel patients to quit using nicotine products; and (d) encourages PAs to participate in education programs to enhance their ability to help patients quit nicotine products.

·   
AAPA supports third-party coverage for the treatment of nicotine addiction and the management of behavioral dependence associated with nicotine use. • AAPA supports regulation of electronic nicotine delivery systems (EE-cigarettes OR VAPING PRODUCTS) by the U.S. Food and Drug Administration (FDA) Center for Tobacco Products.
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Con testimony:

· There was no con testimony.

 

There was no specific pro testimony.  However, an amendment was proposed to reintroduce language previously stricken in error.  There was no opposition to this amendment. 
Mister Speaker, I move that Resolution 2021-C-23 be amended as follows:
Nicotine Dependence TOBACCO USE DISORDER
(Adopted 2016)

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

 

• AAPA shall support the positionS of the Surgeon General and the U.S Preventive Service Task Force and encourage PAs to increase patient awareness as to the dangers in the use of nicotine products.

• AAPA recognizes the public health hazards of nicotine products as a leading cause of

preventable disease and encourages efforts to eliminate nicotine use in this country and

around the world.

• AAPA encourages PAs to work to support legislation which will eliminate the public’s

exposure to secondhand smoke, eliminate minors’ access to nicotine products including electronic nicotine delivery systems, and prohibit advertising of nicotine products, AND SUPPORT THIRD-PARTY COVERAGE FOR THE TREATMENT OF NICOTINE ADDICTION AND THE MANAGEMENT OF BEHAVIORAL DEPENDENCE ASSOCIATED WITH NICOTINE USE.

• AAPA supports state utilization of tobacco settlement money for prevention and

treatment of nicotine use. AAPA urges its constituent organizations to work with state governments and other healthcare and advocacy organizations to assure tobacco settlement funds are used for the prevention and treatment of nicotine use.

• AAPA ENCOURAGES ALL PAS TO BE ACTIVELY INVOLVED IN COMMUNITY OUTREACH THAT IS DIRECTED TOWARD PROVIDING NICOTINE PRODUCT EDUCATION BASED UPON CURRENT EVIDENCE-BASED
GUIDELINES TO PEOPLE OF ALL AGES ABOUT THE DANGERS OF NICOTINE WITH THE GOAL OF ELIMINATING NICOTINE USE.
• AAPA SUPPORTS (A) DEVELOPMENT AND PROMOTION OF NICOTINE CESSATION MATERIALS AND
PROGRAMS TO ADVANCE CONSUMER HEALTH-AWARENESS AMONG ALL SEGMENTS OF SOCIETY, BUT
ESPECIALLY FOR YOUTH; (B) DISSEMINATION OF EVIDENCE-BASED CLINICAL PRACTICE GUIDELINES
CONCERNING THE TREATMENT OF PATIENTS WITH NICOTINE DEPENDENCE; (C) EFFECTIVE USE OF BOTH NICOTINE CESSATION MATERIALS AND EVIDENCE-BASED CLINICAL PRACTICE GUIDELINES BY PAS, FOR THE TREATMENT OF PATIENTS WITH NICOTINE DEPENDENCE.
• AAPA ENCOURAGES PAS TO MODEL NICOTINE CESSATION ACTIVITIES IN THEIR PRACTICES, INCLUDING (A) QUITTING NICOTINE PRODUCTS AND ASSISTING THEIR COLLEAGUES TO QUIT; (B) INQUIRING OF ALL PATIENTS AT EVERY VISIT ABOUT THEIR USE OF NICOTINE IN ANY FORM; (C) AT EVERY VISIT, COUNSELING THOSE WHO SMOKE TO QUIT SMOKING AND ELIMINATE USE OF NICOTINE TO ELIMINATE USE IN ALL FORMS; (D) WORKING TO PROHIBIT THE USE OF NICOTINE PRODUCTS BY ALL INDIVIDUALS IN HEALTHCARE SETTINGS; (E) PROVIDING NICOTINE INFORMATION; (F) BECOMING AWARE OF NICOTINE CESSATION PROGRAMS IN THE COMMUNITY AND OF THEIR SUCCESS RATES AND, WHERE POSSIBLE, REFERRING PATIENTS TO THOSE PROGRAMS.
• AAPA SUPPORTS NATIONAL, STATE, AND LOCAL EFFORTS TO HELP PAS AND PA STUDENTS DEVELOP
SKILLS NECESSARY TO COUNSEL PATIENTS TO QUIT NICOTINE PRODUCTS, INCLUDING (A) IDENTIFYING GAPS, IF ANY, IN EXISTING MATERIALS AND PROGRAMS DESIGNED TO TRAIN PAS AND PA STUDENTS IN
THE BEHAVIOR MODIFICATION SKILLS NECESSARY TO SUCCESSFULLY COUNSEL PATIENTS TO STOP USING NICOTINE PRODUCTS; (B) SUPPORTS THE PRODUCTION OF MATERIALS AND PROGRAMS THAT WOULD FILL GAPS, IF ANY, IN MATERIALS AND PROGRAMS TO TRAIN PAS AND PA STUDENTS IN THE BEHAVIOR
MODIFICATION SKILLS NECESSARY TO SUCCESSFULLY COUNSEL PATIENTS TO STOP USING NICOTINE PRODUCTS; (C) ENCOURAGES CONSTITUENT ORGANIZATIONS TO SPONSOR, SUPPORT, AND PROMOTE EFFORTS THAT WILL HELP PAS TO MORE EFFECTIVELY COUNSEL PATIENTS TO QUIT USING NICOTINE PRODUCTS; AND (D) ENCOURAGES PAS TO PARTICIPATE IN EDUCATION PROGRAMS TO ENHANCE THEIR ABILITY TO HELP PATIENTS QUIT NICOTINE PRODUCTS.
• AAPA SUPPORTS THIRD-PARTY COVERAGE FOR THE TREATMENT OF NICOTINE ADDICTION AND THE
MANAGEMENT OF BEHAVIORAL DEPENDENCE ASSOCIATED WITH NICOTINE USE.
• AAPA SUPPORTS REGULATION OF ELECTRONIC NICOTINE DELIVERY SYSTEMS (E-CIGARETTES) BY THE U.S. FOOD AND DRUG ADMINISTRATION (FDA) CENTER FOR TOBACCO PRODUCTS.
• AAPA ENCOURAGES ALL PAS TO BE ACTIVELY INVOLVED IN COMMUNITY OUTREACH THAT IS DIRECTED TOWARD PROVIDING NICOTINE PRODUCT EDUCATION BASED UPON CURRENT EVIDENCE-BASED
GUIDELINES TO PEOPLE OF ALL AGES ABOUT THE DANGERS OF NICOTINE WITH THE GOAL OF ELIMINATING NICOTINE USE.
• AAPA SUPPORTS (A) DEVELOPMENT AND PROMOTION OF NICOTINE CESSATION MATERIALS AND PROGRAMS TO ADVANCE CONSUMER HEALTH-AWARENESS AMONG ALL SEGMENTS OF SOCIETY, BUT
ESPECIALLY FOR YOUTH; (B) DISSEMINATION OF EVIDENCE-BASED CLINICAL PRACTICE GUIDELINES CONCERNING THE TREATMENT OF PATIENTS WITH NICOTINE DEPENDENCE; (C) EFFECTIVE USE OF BOTH NICOTINE CESSATION MATERIALS AND EVIDENCE-BASED CLINICAL PRACTICE GUIDELINES BY PAS, FOR THE TREATMENT OF PATIENTS WITH NICOTINE DEPENDENCE.
• AAPA ENCOURAGES PAS TO MODEL NICOTINE CESSATION ACTIVITIES IN THEIR PRACTICES, INCLUDING (A) QUITTING NICOTINE PRODUCTS AND ASSISTING THEIR COLLEAGUES TO QUIT; (B) INQUIRING OF ALL PATIENTS AT EVERY VISIT ABOUT THEIR USE OF NICOTINE IN ANY FORM; (C) AT EVERY VISIT, COUNSELING THOSE WHO SMOKE TO QUIT SMOKING AND ELIMINATE USE OF NICOTINE TO ELIMINATE USE IN ALL FORMS; (D) WORKING TO PROHIBIT THE USE OF NICOTINE PRODUCTS BY ALL INDIVIDUALS IN HEALTHCARE SETTINGS; (E) PROVIDING NICOTINE INFORMATION; (F) BECOMING AWARE OF NICOTINE CESSATION PROGRAMS IN THE COMMUNITY AND OF THEIR SUCCESS RATES AND, WHERE POSSIBLE, REFERRING PATIENTS TO THOSE PROGRAMS.
• AAPA SUPPORTS NATIONAL, STATE, AND LOCAL EFFORTS TO HELP PAS AND PA STUDENTS DEVELOP SKILLS NECESSARY TO COUNSEL PATIENTS TO QUIT NICOTINE PRODUCTS, INCLUDING (A) IDENTIFYING GAPS, IF ANY, IN EXISTING MATERIALS AND PROGRAMS DESIGNED TO TRAIN PAS AND PA STUDENTS IN
THE BEHAVIOR MODIFICATION SKILLS NECESSARY TO SUCCESSFULLY COUNSEL PATIENTS TO STOP USING NICOTINE PRODUCTS; (B) SUPPORTS THE PRODUCTION OF MATERIALS AND PROGRAMS THAT WOULD FILL GAPS, IF ANY, IN MATERIALS AND PROGRAMS TO TRAIN PAS AND PA STUDENTS IN THE BEHAVIOR
MODIFICATION SKILLS NECESSARY TO SUCCESSFULLY COUNSEL PATIENTS TO STOP USING NICOTINE PRODUCTS; (C) ENCOURAGES CONSTITUENT ORGANIZATIONS TO SPONSOR, SUPPORT, AND PROMOTE EFFORTS THAT WILL HELP PAS TO MORE EFFECTIVELY COUNSEL PATIENTS TO QUIT USING NICOTINE PRODUCTS; AND (D) ENCOURAGES PAS TO PARTICIPATE IN EDUCATION PROGRAMS TO ENHANCE THEIR ABILITY TO HELP PATIENTS QUIT NICOTINE PRODUCTS.
• AAPA SUPPORTS THIRD-PARTY COVERAGE FOR THE TREATMENT OF NICOTINE ADDICTION AND THE MANAGEMENT OF BEHAVIORAL DEPENDENCE ASSOCIATED WITH NICOTINE USE.
• AAPA SUPPORTS REGULATION OF ELECTRONIC NICOTINE DELIVERY SYSTEMS (E-CIGARETTES) BY THE U.S. FOOD AND DRUG ADMINISTRATION (FDA) CENTER FOR TOBACCO PRODUCTS.
Introduction
In 1964, the Surgeon General’s report on the health impact of smoking was released. Tobacco use has been described as “the single most important preventable risk to human health in developed countries and an important cause of premature death worldwide.” (1) Between 1964 and 2014, 20 million persons in the United States died from complications related to tobacco use; approximately 10% of those were individuals who did not smoke, but rather were exposed to secondhand smoke. (2) The impact of tobacco smoke exposure is not limited to adults. Approximately 100,000 infant deaths can be attributed to exposure to tobacco smoke and the resulting low birth weight, premature birth, and sudden infant death syndrome (SIDS). (2)

Tobacco Exposure and Nicotine Use
Not only are cigarettes manufactured to increase the addictive properties, but combustion

produces thousands of toxic chemicals which lead to disease and early death. (2) After half a century of research on tobacco use, new research continues to emerge demonstrating the detrimental effects of smoking. Adverse effects of tobacco smoke have been documented in all organ systems of the body. In the 2014 report from the U.S. Surgeon General the following new research findings are provided: 1) liver cancer and colorectal cancer are caused by smoking; 2) secondhand smoke exposure is a cause of cerebral vascular accident; 3) smoking increases the risk of death among cancer survivors; 4) smoking causes diabetes mellitus; and 5) smoking impairs immune function and causes rheumatoid arthritis. (2) As a result, productivity suffers from tobacco use. From 2009-2012 economic costs were estimated at more than $289 billion. Losses from early death between 2005 and 2009 totaled roughly $150 billion. (2)

The negative impact of tobacco smoke is not limited to the person who smokes. The U.S.

Surgeon General reported no safe level of exposure to secondhand smoke. (2) Secondhand has been identified as a cause of cerebrovascular accident, ENT disease, coronary heart disease, sudden infant death syndrome, and low-birth weight (2). The economic impact of secondhand smoke exposure in 2006 was estimated at $5.6 billion in lost productivity.

Although use of chewing tobacco has declined since the 1980s, use of snuff has increased (2). In 2006, tobacco companies began selling snuff under cigarette brand names and produced advertisements indicating these products may be a “socially acceptable” alternative to cigarette use (2). Use of smokeless tobacco products including chewing tobacco, snuff, and dissolvable tobacco products carry their own set of harmful consequences. Similar to tobacco cigarettes, smokeless tobacco products are highly addictive. Young adults who use smokeless tobacco are more likely to become traditional cigarette smokers (3). Periodontal disease, tooth loss, leukoplakia, and increased risk of heart diseases have been identified as consequences of smokeless tobacco use. Smokeless tobacco use has been identified as a cause of oropharyngeal, esophageal, and pancreatic cancers (3). Women who use smokeless tobacco during pregnancy are at increased risk for stillbirth, perinatal death, and can impact the brain development of the fetus (2).

The rise in popularity of “e-cigarettes” AND “VAPING PRODUCTS” other electronic nicotine delivery devices particularly among adolescents, is concerning. Public perception of e-cigarette safety seems to be favorable to tobacco cigarettes despite a lack of evidence (4). The American Lung Association identified 500 brands and more than 7,000 flavors of e-cigarettes available to the public, none of which are regulated by the Food and Drug Administration (FDA) (5). Without FDA oversight, it is unknown what chemicals are present in e-cigarettes. DATA FROM THE 2019 HIGH SCHOOL YOUTH RISK BEHAVIOR STUDY SHOWED 32.7% OF HIGH SCHOOL STUDENTS REPORTED CURRENT USE OF ELECTRONIC VAPOR PRODUCTS WHICH HAS INCREASED FROM 24.1% IN 2015. (6) Data from the 2014 National Youth Tobacco Survey showed 13.4% of high school students reported past month e-cigarette use (6). Use of e-cigarettes now exceeds the use of other tobacco products, including cigarettes. This is troubling given most adult cigarette smokers began using during adolescence. Although restrictions on tobacco advertising have been in place since the Master Settlement Agreement, similar restrictions do not exist for e-cigarettes. Data from the 2014 National Youth Tobacco Survey showed 68.9% of middle and high school students were exposed to advertisements for e-cigarettes (7). Little is known about secondhand exposure to e-cigarette vapors. According to the American Lung Association, carcinogens have been identified in the vapor exhaled by e-cigarette users. To date, no evidence has found that secondhand inhalation of e-cigarette vapors is safe (8).

EVOLVING DATA
1.     THE JOURNAL OF AMERICAN MEDICINE NOTES THE ONGOING EPIDEMIC OF ACUTE LUNG INJURY FROM E-CIG AND VAPING PRODUCTS
“SINCE MARCH 2019, THERE HAS BEEN AN ONGOING EPIDEMIC OF ACUTE LUNG INJURY SECONDARY TO THE USE OF E-CIGARETTES, WITH OVER 2600 CASES AND 60 DEATHS REPORTED ALL OVER THE UNITED STATES.”
HTTPS://PUBMED.NCBI.NLM.NIH.GOV/32179055/
2. 
IRREVERSIBLE LUNG DAMAGE AND LUNG DISEASE FROM E-CIG CHEMICALS
a.  
HTTPS://WWW.LUNG.ORG/QUIT-SMOKING/E-CIGARETTES-VAPING/IMPACT-OF-E-CIGARETTES-ON-LUNG
3. 
THE AMERICAN LUNG ASSOCIATION WARNS AGAINST THE USE OF ALL E-CIGARETTES. THE CENTERS FOR DISEASE CONTROL (CDC) AND THE U.S. FOOD AND DRUG ADMINISTRATION, ALONG WITH STATE AND LOCAL HEALTH DEPARTMENTS, HAVE BEEN INVESTIGATING MULTI-STATE REPORTS OF LUNG INJURY (REFERRED TO BY CDC AS EVALI) ASSOCIATED WITH E-CIGARETTE AND VAPING PRODUCT USE.
Nicotine Cessation
Overall, tobacco smoking rates have declined since the first Surgeon General’s report in 1964 however, racial, ethnic, and socioeconomic disparities persist. Major gains including warning labels on tobacco product packaging, tobacco education, smoking bans, advertising restrictions, and increased pricing have contributed to lower levels of tobacco use and the available evidence supports the use of these techniques (2). Most individuals who smoke report attempting to quit at some point in the past and have often attempted to quit multiple times, however, providers often do not address smoking cessation during office visits. (1) Often smoking cessation requires repeated interventions however, effective treatments including prescription medication and nicotine replacement products are available and should be made available to individuals who are ready to quit. Smoking cessation improves health outcomes for the individual who smokes, those exposed to secondhand smoke, and is also cost effective. (1)

With a rise in the use of nicotine replacement products and e-cigarettes, concern has been raised regarding whether or not nicotine has a carcinogenic effect. Although in vitro studies suggest nicotine may play a role in carcinogenesis, most animal studies do not demonstrate this. Use of smokeless tobacco products have been linked to several cancers however, to date, only one study has addressed this concern among individuals who use nicotine replacement products. The results of the study showed no association between use of nicotine replacement products and malignancy (2). Many e-cigarette users begin using the devices as tool to help quit traditional cigarettes despite lack of research to support their use in smoking cessation programs. Polosa, Caponnetto, Morjaria, Papale, Campagna & Russo (2011) conducted a pilot study of e-cigarette use for smoking cessation among 40 tobacco cigarette smokers. The authors concluded that e-cigarette use decreased tobacco cigarette use with few side effects (9). Bullen, McRobbie, Thornley, Glover, Lin, & Laugesen (2010) found similar results in their study the effects of
ecigarettes on desire to smoke (10) Although promising, it should be noted that the e-cigarettes used in these studies contained solutions with known concentrations of nicotine and other ingredients, unlike what is currently available to the public. The authors of both papers discuss the need for further research into long-term safety and use. Additionally, there is concern regarding advertising strategies that may be targeting younger individuals and that use of e-cigarettes may increase the risk of future tobacco use.
The Centers for Disease Control and Prevention (CDC) recommend states use a comprehensive approach to tobacco cessation including the following components:

1) community programs to reduce tobacco use; 2) chronic disease control programs to reduce the burden of tobacco-related diseases; 3) school programs; 4) enforcement; 5) statewide programs; 6) counter-marketing; 7) cessation programs; 8) surveillance and evaluation; and 9) administration and management (11). CDC suggests including e-cigarettes in these comprehensive nicotine cessation programs and restricting e-cigarette advertisements (7).

Master Settlement Agreement
Advertising by tobacco manufacturers has been shown to initiate and perpetuate cigarette smoking among adolescents and young adults. Past legal action against tobacco manufacturers has contributed to reduce tobacco use in the U.S. (2). In 1999, the District of Columbia, 46 U.S. states, and 6 U.S. territories sued the major tobacco companies. The resulting settlement is known as the Master Settlement Agreement (MSA). (12) Under the MSA, states received billions of dollars from the major tobacco companies with the intent that the funds would support tobacco education programs and the cost of treating tobacco-related illness. Unfortunately, the MSA did not specifically require states to use the funds on tobacco-related issues and years passed states reallocated MSA funds to other budget categories. As of 2006, fifteen states did not use any MSA funds for tobacco-related programs. (12) Overall, the MSA funds have not led to robust state programs for tobacco cessation. In fact, the authors of a 2014 research study concluded states receiving higher MSA payments were associated with less effective tobacco control mechanisms. (13) The same researchers found MSA funds were allocated to health

programs, but not always those pertaining to tobacco cessation. In 2015, less than 2% of MSA funds and tobacco taxes were used by states for tobacco control programs (7).

These funds should be utilized to prevent TOBACCO USE DISORDER nicotine dependence and assist those with cessation. PAs are encouraged to help guide the use of these funds to achieve this goal.

Conclusions
Myriad studies conclusively demonstrate the adverse health effects of nicotine use and dependence. Despite achievements in reducing the number of individuals who use tobacco products since the 1964 Surgeon General’s report on the health effects of smoking, more work is needed. An area of growing public health concern is the use of e-cigarettes, particularly among youth. Our knowledge with regard to e-cigarettes continues to evolve as more research is conducted. Given what is known, PAs have a responsibility to act at the individual, community, and structural levels to raise awareness and promote cessation of nicotine use.

·   
AAPA shall support the position of the Surgeon General and the U.S Preventive Service Task Force and encourage PAs to increase patient awareness as to the dangers in the use of nicotine products.

·   
AAPA recognizes the public health hazards of nicotine products as a leading cause of preventable disease and encourages efforts to eliminate tobacco use in this country and around the world.

·   
AAPA encourages PAs to work to support legislation which will eliminate the public’s exposure to secondhand smoke, eliminate minors’ access to nicotine products including electronic nicotine delivery systems and prohibit advertising of nicotine products.

·   
AAPA supports state utilization of tobacco settlement money for prevention and treatment of nicotine use. AAPA urges its constituent organizations to work with state governments and other healthcare and advocacy organizations to assure tobacco settlement funds are used for the prevention and treatment of nicotine use.

·   
AAPA encourages all PAs to be actively involved in community outreach that is directed toward providing nicotine product education based upon current evidence-based guidelines to people of all ages about the dangers of nicotine with the goal of eliminating nicotine use.

·   
AAPA supports (a) development and promotion of nicotine cessation materials and programs to advance consumer health-awareness among all segments of society, but especially for youth; (b) dissemination of evidence-based clinical practice guidelines concerning the treatment of patients with TOBACCO USE DISORDER nicotine dependence; (c) effective use of both nicotine cessation materials and evidence-based clinical practice guidelines by PAs, for the treatment of patients with TOBACCO USE DISORDER nicotine dependence.

·   
AAPA encourages PAs to model nicotine cessation activities in their practices, including (a) quitting nicotine products and assisting their colleagues to quit; (b) inquiring of all patients at every visit about their use of nicotine in any form; (c) at every visit, counseling those who smoke to quit smoking and eliminate use of nicotine to eliminate use in all forms; (d) working to prohibit the use of nicotine products by all individuals in healthcare settings; (e) providing nicotine information; (f) becoming aware of nicotine cessation programs in the community and of their success rates and, where possible, referring patients to those programs.

·   
AAPA supports national, state, and local efforts to help PAs and PA students develop skills necessary to counsel patients to quit nicotine products , including (a) identifying gaps, if any, in existing materials and programs designed to train PAs and PA students in the behavior modification skills necessary to successfully counsel patients to stop nicotine products; (b) supports the production of materials and programs that would fill gaps, if any, in materials and programs to train PAs and PA students in the behavior modification skills necessary to successfully counsel patients to stop using nicotine products; (c) encourages constituent organizations to sponsor, support, and promote efforts that will help PAs to more effectively counsel patients to quit using nicotine products; and (d) encourages PAs to participate in education programs to enhance their ability to help patients quit nicotine products.

·   
AAPA supports third-party coverage for the treatment of nicotine addiction and the management of behavioral dependence associated with nicotine use. • AAPA supports regulation of electronic nicotine delivery systems (EE-cigarettes OR VAPING PRODUCTS) by the U.S. Food and Drug Administration (FDA) Center for Tobacco Products.
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The Committee considered testimony on 2021-C-24, the resolved portion of which reads:

 

Amend policy HX-4600.7.3 as follows:

 

AAPA supports continued education programs and public health-based strategies relating to the abuse of marijuana CANNABINOIDS and addressing and reducing the use of marijuana CANNABINOIDS.

 

AAPA supports public health-based strategies, AND LOCAL LEGISLATION, instead IN PLACE of incarceration, when dealing with persons in possession of marijuana CANNABINOIDS.

 
Con testimony:
· There was no con testimony.  

 

Pro testimony included: 
· Testimony supported the intent of the resolution; however, an amendment was submitted to make language more consistent with existing AAPA policy.  
· There was no opposition.  

 
Mister Speaker, I move that Resolution 2021-C-24 be amended as follows:
AAPA supports continued education programs and public health-based strategies relating to the abuse of marijuana CANNABINOIDS CANNABINOID USE DISORDER and addressing and reducing the use of marijuana CANNABINOIDS.

 

AAPA supports public health-based strategies, AND LOCAL LEGISLATION, instead IN PLACE of incarceration, when dealing with persons in possession of marijuana CANNABINOIDS. 

 
The Committee considered testimony on 2021-C-25, the resolved portion of which reads:

 

Amend policy HX-4600.7.5 as follows:

AAPA discourages the use of CANNABINOIDS marijuana by those persons under the age of 21 and discourages the use of CANNABINOIDS marijuana by adults who are in the presence of persons under the age of 21.

 

Con testimony included: 
· Concern was raised about the amendment proposed from the floor using the term “non-medical,” suggesting instead the word “recreational.”  
· This potential change was discussed with the authors of the resolution and they stated that the term non-medical was most appropriate in this context. 

 

Pro testimony included: 
· An amendment was submitted to add the descriptor “non-medical” to use of cannabinoids, pointing out that cannabinoids may be used for medical purposes, which is not the intent of this resolution.  
· The authors were agreeable to this amendment.  

 
Mister Speaker, I move that Resolution 2021-C-25 be amended as follows:
AAPA discourages the NON-MEDICAL use of CANNABINOIDS marijuana by those persons under the age of 21 and discourages the NON-MEDICAL use of CANNABINOIDS marijuana by adults who are in the presence of persons under the age of 21. 
 
The Committee considered testimony on 2021-C-26, the resolved portion of which reads:

 

Amend policy HX-4600.7.6 as follows:

 

AAPA supports legislation that requires labeling and child-proof packaging of marijuana CANNABINOIDS and marijuana CANNABINOID related products and that limit advertising to adolescents.

Con testimony:

· There was no con testimony.

 

Pro testimony included: 
· The concept of the resolution was supported; however, an amendment was submitted to broaden the language beyond legislation alone in regards to labeling and child-proof packaging.  
· There was no opposition to this amendment.

 
Mister Speaker, I move that Resolution 2021-C-26 be amended as follows:
 
AAPA supports legislation that requires labeling and child-proof packaging of marijuana CANNABINOIDS and marijuana CANNABINOID related products and that limits advertising to adolescents.
The Committee considered testimony on 2021-C-27, the resolved portion of which reads:

 

Amend policy HX-4600.7.4 as follows:

 
AAPA discourages the use of marijuana CANNABINOIDS by women PERSONS who are planning to become pregnant, are pregnant, or breastfeeding and shall treat and counsel women on cessation of marijuana CANNABINOIDS.
 

Con testimony:

· There was no con testimony.

 

Pro testimony:

· There was no pro testimony.

 
Mister Speaker, the committee recommends adoption of Resolution 2021-C-27
The Committee considered testimony on 2021-C-28, the resolved portion of which reads:

 

Amend policy HX-4600.7.1 as follows:

 

AAPA believes that additional clinical research should be conducted on the therapeutic value and efficacy and safety of marijuana CANNABINOIDS. AAPA urges that the status of marijuana CANNABINOIDS as a federal Schedule I controlled substance be reviewed to facilitate and allow the conducting of clinical research.

 

Con testimony:

· There was no con testimony.

 

Pro testimony:

· There was no pro testimony.

 
Mister Speaker, the committee recommends adoption of Resolution 2021-C-28.
 
The Committee considered testimony on 2021-C-30, the resolved portion of which reads:

 

Adopt the policy paper entitled Recognizing Pornography as a Public Health Crisis.

 

Recognizing Pornography as a Public Health Crisis
 
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 recognizes the potentially addictive and harmful effects of pornography leading to the current public health crisis.

·   
AAPA urges PAs to be alert in identifying and caring for people being harmed by pornography. With the public health crisis, PAs should ensure they are well informed about the medical, psychological and spiritual needs of persons as well as the resources available for these persons in their community.

·   
AAPA encourages educational programs to train students to recognize the public health crisis and potentially harmful effects of pornography prior to entering full-time practice.

·   
AAPA encourages the regulation of unregulated ubiquitous exposure to pornography and the labeling of such to let unaware users be educated of potential addiction and harms associated with viewing pornography.

·   
AAPA encourages PAs to be aware of the ongoing effects the COVID-19 pandemic has on pornography usage.

·   
AAPA encourages PAs to be aware of racist content of pornography.

 

Introduction
        
After a brief explanation about the current public health crisis of pornography with its potentially addictive, harmful nature, this policy paper will seek to show how PAs can be integral in the care of persons affected by pornography. Sixteen states have passed legislation stating that pornography is a public health crisis, which ought to prompt medical leaders into action to lead from the front with matters of health policy. (2, 4) Due to recent events with the COVID-19 pandemic and racial injustices being brought into the national spotlight, addendums are included at the end of the policy paper addressing these cogent topics in relation to pornography as a public health crisis.

Pornography affects many demographics, most detrimentally children, contributing to the hyper-sexualization of teens, including prepubescent children in our society. PAs can focus efforts to prevent pornography exposure and potential for addiction, to educate individuals and families concerning its harm and to develop recovery programs available to the public, to pass laws protecting individuals’ rights to live in a porn free environment and hold the porn industry accountable for the health crisis it has created in today’s digital climate. (3)

Public Health Issue
The scope of the problem can be demonstrated even by a large internet pornography website and its viewership from the United States. In 2019 alone, they got 42 Billion visits, almost 1,300 million visits a second with the United States being the country with the highest daily traffic to the site. (5) The Public Health Harms of Pornography, published by the National Center on Sexual Exploitation in February 2018, reports that up to 93% of males and 62% of females viewed pornography in their adolescence. It states that, “the breadth and depth of pornography’s influence on popular culture has created an intolerable situation that impinges on the freedoms and wellbeing of countless individuals.” (3) Their research summary going back to 1950’s demonstrates the normalization and desensitization of pornography to include: hardcore pornography portrays violence and female degradation, teaches consumers that women enjoy sexual violence and degradation, puts consumers at increased risk of committing sexual offenses, increases verbal and physical aggression, impacts what children interpret as normal sexual behavior, harms young brains, and increases the likelihood of increased risky sexual behavior resulting in increase of STIs. (3)

Studies have shown that brain function changes are the same regardless of the addiction to alcohol, drugs or pornography. (7) Addicted pornography viewers do not have the power to stop without going through similar recovery processes required by other addictions. (6) Using a medical model in addressing pornography as an addiction would better serve patient populations affected.

Training Current Medical Personnel
Though pornography exposure and its potentially addictive nature have contributed to creating a public health issue, many health care workers are undertrained and unaware of how to recognize and help individuals. To our knowledge there is no specific study addressing PAs or healthcare providers and their knowledge or training in identifying pornography addicted individuals and/or those suffering from the harmful health effects related to their addiction. Organizations such as The National Decency Coalition have taken a stand in educating the public. (8) PAs need to develop robust educational resources for their own and be able to address and lead on this topic in the legislative and public square.

Health Consequences to Recognize for Policy Changes
        
To set a foundation for education and policy change, PAs need to be aware of the litany of negative effects research has shown pornography to have, especially on the pediatric population. Research has shown young children are frequently exposed to what used to be referred to as hard core but is now considered mainstream pornography due to the ubiquity of internet pornography. “This exposure is leading to low self-esteem and body image disorders, an increase in problematic sexual activity at younger ages, and greater likelihood of engaging in risky sexual behavior such as sending sexually explicit images, hookups, multiple sex partners, group sex, and using substances during sex as young adolescents. (1) “Pornography normalizes violence and abuse of women and children.” (1) “It treats women and children as objects and often depicts rape and abuse as if they were harmless” (1) Pornography “increases the demand for sex trafficking, prostitution, and child sexual abuse images” (i.e. child pornography). (1) Pornography use impacts brain development and functioning, contributes to emotional and mental illnesses, shapes deviant sexual arousal, and lead to difficulty forming or maintaining intimate relationships as well as problematic or harmful sexual behaviors and addiction.” (1) Overcoming pornography’s harms is beyond the capability of the afflicted individual to address alone.

Training Future Health Care Workers
        
As awareness of the public health crisis of pornography and its potential addiction increases on the federal level, medical education programs must follow suit and equip future medical professionals to recognize and treat individuals. Training should be incorporated into PA program curricula so that all PA students and graduates are able to identify individuals at risk for harm. PAs have the opportunity to take the initiative in training students, which will have a lasting impact on this under-recognized public health issue. Incorporating training on pornography harms and addiction will equip PAs to be at the forefront in the fight to regulate the pornography industry and its potential harms and addiction in the U.S. Though we do not have specific estimates on the cost of incorporating this training into PA educational curriculum, other type addiction treatment models exist and may potentially be modified; therefore the financial impact should be minimal. The cost of providing up to date training to students should be considered a necessity in PA program curriculums.

Advocate for Policy Changes
        
PAs are poised to advocate on behalf of their patients in the public health arena and a part of the advocacy should be to address the industries that benefit from harming the public. Through regulating the obscenity industry with their current first amendment protection, PAs can be clear that protecting the public must be the responsibility of legislators to regulate pornography and enforce safe policies. At this point, it is clear the pornography industry is not self-regulating and is causing harm to the general public. PAs can speak from a place of authority with regards to health effects of pornography to sway current public policy that is failing to protect especially children. (1)

Covid-19 and Pornography
        
With nationwide lockdowns taking effect in March 2020 and individuals being mandated to isolate and alter social behaviors, online pornography use increased dramatically according to the United States’ largest pornography website. They report an increase of 24% due to a targeted promotion allowing their services free for American users (9). The Journal of Behavioral Addictions, in their letter, “Pornography use in the setting of the COVID-19 pandemic” reports that multiple porn sites saw an increase in searches involving pandemic themes (11). As more data is analyzed, behavioral scientists can determine porn’s impact during COVID-19’s with global isolation and social norms disruption. Many turn to porn in times of powerlessness as a coping mechanism and at the point of publication, the mental wellness of many in the United States is at an all-time low. Though the pandemic may have been a boon for the porn industry, it does not help the average patient, especially those struggling in isolation during a pandemic.

Racism in America and Pornography
        
On May 25th, 2020, George Floyd’s gruesome death spawned national and global protests against police brutality and brought to the forefront difficult conversations regarding racism considered prevalent in all aspects of American life. Racism particularly towards black women is prevalent in the pornography industry. Researcher Carolyn West, a domestic violence expert, has meticulously documented patterns of the demand for racist pornographic content including black women being portrayed in ghetto environments, being raped by Klan members, accentuating stereotypes of the black female body, and animalizing black women (10). Practitioners need to be aware that pornography exploits and profits from deep-set racists’ ideologies. The pornography industry needs to be held accountable for its racist stereotypical content and treatment of black men and women and the negative consequences it has on its users and industry workers.

Conclusion
        
PAs are uniquely placed in their employment settings where screening for individuals addicted to pornography, along with all other addictive substances, are encountered and have a responsibility to unite and stand against unregulated pornography access.  It is time to hold the sex entertainment industry accountable for imposing unsolicited pornography upon unsuspecting internet users. We encourage all PAs to be a vital part of the future to end this infringement on our unsuspecting, unsolicited internet environment.

 
References
1.     
Pornography: A Public Health Crisis Fight The New Drug. (n.d.), 1–2. Available at https://pdfs.semanticscholar.org/0bac/011be2c449251ef3fa2457ebd83b0cf6a36c.pdf accessed 1/24/2020.
2.     
Lam, K. (2019, May 9). States call pornography a public health crisis; porn industry decries 'fear mongering'. USA Today. Available at https://www.usatoday.com/story/news/nation/2019/05/09/pornography-public-health-crisis-states-adopt-measures-against-porn/1159001001/ accessed 1/24/2020.
3.     
National Center on Sexual Exploitation. (2017). Pornography: A Public Health Crisis. The Public Health Harms of Pornography, 1–86. Available at https://endsexualexploitation.org/wp-content/uploads/NCOSE_SymposiumBriefingBooklet_1-28-2.pdf accessed 1/24/2020.
4.     
National Decency Coalition. (n.d.). Pornography: Public Health Crisis Resolution. Available at https://nationaldecencycoalition.org/updates/ accessed 1/24/2020.
5.     
Porn Hub. The 2019 Year in Review. Available at https://www.pornhub.com/insights/2019-year-in-review accessed 1/24/2020.
6.     
Love, T., Laeir, C., Brand, M., Hatch L., Hajela, R. (2015). Neuroscience of Internet Pornography Addiction: A Review and Update Behavioral Science. 2015 5(3): pp. 388–433. Available at https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4600144/ accessed 1/24/2020.

7.     
Voon, Valerie, et. al. Neural Correlates of Sexual Cue Reactivity in Individuals with and without Compulsive Sexual Behaviours. PLOSOne, July 11, 2014. Accessed 1/24/2020. https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0102419
8.     
National Decency Coalition. Accessed 1/24/2020 https://decencyusa.org/   

9.     
PornHub Coronavirus Insights. Accessed 8/21/2020 https://www.pornhub.com/insights/coronavirus-update-june-18
10.   
West, Carolyn. How Mainstream Porn Normalizes Violence Against Black Women. July 2, 2020. https://fightthenewdrug.org/how-mainstream-porn-normalizes-violence-against-black-women/ Accessed 8/21/2020

11.   
Mestre-Bach, G., Blycker, G. R., & Potenza, M. N. (2020). Pornography use in the setting of the COVID-19 pandemic. Journal of Behavioral Addictions, 9(2), 181-183. Available at https://akjournals.com/view/journals/2006/9/2/article-p181.xml
Con testimony included: 
· A lack of evidence-based references in the paper. 
· There was testimony that pornography has not been declared a public health crisis by any national public health authority. 
· Concerns were raised regarding a potential overstep in this policy into the lives of independent, consenting adults. 
· Finally, the Board raised a concern that this paper is redundant with current AAPA policy.  

 

Pro testimony included:  
· The author testified that pornography has been declared a public health crisis in some states, there is related AAPA policy to support some of the content of this paper, and child pornography specifically affects our pediatric patients.  

 
Mister Speaker, the committee recommends rejection of Resolution 2021-C-30
 
Mr. Speaker, this concludes the report of Reference Committee C.  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.
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