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n Delegates adopt policy urging medical 
boards to establish flexible medical license 

requirements that benefit — and don’t harm — 
physicians.

Carolyne Krupa

AMNEWS STAFF

Chicago For years, the Federation of  State Medical Boards 
and individual medical boards nationwide have been de-
veloping standards for maintenance of  licensure. Many 
physicians are concerned that those requirements could 
create undue burdens on doctors and duplicate what they 
already do to maintain board certification.

The American Medical Association wants to ensure 
that those mandates don’t become burdensome and says 
no doctor should be barred from practice for not keep-
ing up with board-certification requirements, accord-
ing to policies adopted at the AMA Annual Meeting. The  
Association is urging allopathic and osteopathic licensing 
boards to develop alternatives for the estimated 200,000 
physicians who are not board certified.

“We don’t want [doctors] to lose their license because 
they don’t have maintenance of  certification,” said Wash-
ington State Medical Assn. President Doug Myers, MD, 

Don’t make licensure dependent 
on board certification, AMA says

House of Delegates Annual Meeting

PHOTO BY TED GRUDZINSKI / AMA

Washington State Medical Assn. President Doug Myers, MD, 
says many physicians choose not to become board certified. 
He urged the house to make a strong statement that no 
doctor should lose a license for not being board certified. Continued on next page

n Physicians largely support 
the final package, but more 

changes will be sought to the 
shortage early warning system.

Jennifer lubell

AMNEWS STAFF

Washington As part of  what probably 
will be the only major piece of  health 
care legislation to get through Con-
gress in a heated election year, House 

and Senate lawmakers in late June ap-
proved a plan to mandate early warn-
ings from drugmakers about possible 
shortages of  crucial medications.

The final bill to reauthorize the 
Prescription Drug User Fee Act, 
which contained the shortage provi-
sions, largely satisfied members of  
organized medicine. Some physician 
organizations, however, had been 
pressing Congress to adopt stricter 
enforcement language and include 

biologic drugs in the early notifica-
tion system that would alert federal 
officials of  potential shortages.

The legislation reauthorizes for 
five more years Food and Drug Ad-
ministration user fees paid by drug 
and medical device companies, and it 
creates new user fees for FDA reviews 
of  generic drugs and biosimilar prod-
ucts. On June 20, the House approved 
a consensus version of  the legislation 

Congress OKs plan to combat drug shortages

Continued on page 4

 n As this issue went to press, 
the U.S. Supreme Court was 
preparing to issue its ruling 
on the Affordable Care Act. 
The justices had the option to 
uphold the entirety of  the na-
tional health system reform 
law, invalidate part or all of  it 
on constitutional grounds, or 
postpone a final decision. 

Visit amednews.com for full 
coverage of  the ruling.

High court ACA ruling
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speaking on behalf  of  the Western 
Mountain States Caucus during the 
AMA House of  Delegates meeting.

For physicians who are board cer-
tified, the AMA is working with the 
FSMB, the American Board of  Medi-
cal Specialties and others to ensure 
that maintenance of  certification and 
osteopathic continuing certification 

requirements are accepted as meeting 
MOL. On maintenance of  certifica-
tion, the AMA is encouraging special-
ty boards to consider other means of  
evaluating physicians beyond “high-
stakes, closed-book examinations,” 
new AMA policy says.

Monitoring future impact
As new licensure and certification 
requirements unfold over the next 
decade, their impact on the physi-
cian work force is unknown, says a 
report by the AMA Council on Medi-
cal Education. Those efforts should 
be coordinated and not create such a 
burden that they make it difficult for 
nonpracticing physicians to re-enter 
practice, or encourage practicing 
physicians to retire early or transi-
tion away from direct patient care, the 
council said.

Expanding physician work force 
shortages make it particularly impor-
tant that the AMA continue to moni-
tor the situation, said 
Kelly Caverzagie, MD, 
an assistant professor 
of  internal medicine 
at the University of  
Nebraska Medical Cen-
ter who testified at the 
meeting on his own behalf. Shortages 
nationwide are projected to more than 
double from 62,900 physicians in 2015 
to 130,000 in 2025, according to the 
Assn. of  American Medical Colleges.

“As a society, we should work to 
understand this impact, if  it even 
exists, in order to preserve access to 
adequate medical care,” Dr. Caver-
zagie said. “We must understand if  
these significant changes to physi-
cian self-regulation will contribute 
to the growing work force crisis and 
respond accordingly.”

The AMA’s goal is to make sure 
that the evolving rules are flexible 
and add value to doctors’ ability to 
care for patients, said Lynne Kirk, 
MD, member of  the AMA Council on 
Medical Education and professor of  
internal medicine at the University of  
Texas Southwestern Medical School.

“The requirements for MOC, OCC 
and MOL should be aligned, but these 
requirements are distinctly different 
processes, designed by independent 
organizations with different purpos-
es and mandates,” the council report 
said. 

The FSMB agrees, said federa-
tion President and CEO Humayun 
Chaudhry, DO. “Ultimately, main-
tenance of  licensure is something 
that would impact all of  the nation’s 
850,000 physicians,” he said. “We feel 
that there should be a minimum bur-
den to physicians. The goal of  [MOL] 
is simply to support a physician’s 
commitment to lifelong learning.”

All doctors must have a medical 
license to practice. But participa-

tion in MOC and OCC is voluntary, 
although hospitals, health systems 
and insurance plans increasingly re-
quire physicians to be certified to be 
credentialed. 

About 78%, or 638,000, of  practic-
ing allopathic physicians are certified 
by one of  the ABMS’ member special-
ty boards. Nearly 40% of  osteopathic 
doctors are certified by one of  the 18 
boards of  the American Osteopathic 
Assn.’s Bureau of  Osteopathic Spe-
cialists, according to the Council on 
Medical Education report.

Dr. Chaudhry emphasized that the 
FSMB has no plans to force physi-
cians to be board certified.

“We will not be requiring specialty 
certification, maintenance of  certifi-
cation or osteopathic continuous cer-
tification as a condition of  licensure,” 
he said.

For those physicians who are board 
certified, the FSMB has been working 
with the ABMS and its 24 specialty 

board members to 
ensure that MOC 
and OCC require-
ments  wil l  be 
taken into consid-
eration as part of  
MOL, he said.

Exactly what will be required un-
der MOL will be up to individual state 
boards, but the FSMB is working to 
develop standardized guidelines to 
help in the process, Dr. Chaudhry 
said. Similar efforts are under way in 
other countries, including the United 
Kingdom and New Zealand.

“We have 70 state [allopathic] and 
osteopathic [medical] boards, so it 
doesn’t make sense to have 70 differ-
ent maintenance-of-licensure process-
es,” he said.

This summer, the FSMB will 
launch pilot projects with 11 boards 
around the country. Some will collect 
data on the types of  educational activ-
ities physicians already are engaged 
in, while others will report on board 
resources needed to implement new 
MOL requirements. More pilot proj-
ects probably will begin next year, Dr. 
Chaudhry said.

It will be some time before most 
states implement new MOL rules, 
said Lance Talmage, MD, chair of  the 
FSMB board of  directors.

“This is not something that is go-
ing to be in full force for five to seven 
years, so there is time to look at it,” 
Dr. Talmage said.

Carol Berkowitz, MD, a member of  
the AMA Council on Medical Educa-
tion and a pediatrician from Rancho 
Palos Verdes, Calif., said the council 
plans to continue monitoring mainte-
nance of  licensure and certification 
rules and their impact on the physi-
cian work force.

“These are still evolving areas,” Dr. 
Berkowitz said. u

ISSUE: Nearly 50% of  physicians 
practice in the same state where 
they completed their graduate 
medical education, but budget-
ary constraints threaten GME 
funding.

 r PROPOSED ACTION: Work with 
the federal Health Resources and 
Services Administration, the Rob-
ert Graham Center, the Cecil G. 
Sheps Center for Health Services 
Research and other organizations 
to study the impact of  GME fund-
ing on individual states’ health 
care work force and outcomes to 
help build support for GME fund-
ing. [Adopted]

ISSUE: Resident physicians with 
J-1 Exchange Visitor Visas often 
are denied re-entry into the United 
States when they visit their home 
countries, resulting in disruption 
of  patient care, because they  
cannot return to finish their 
training.

 r PROPOSED ACTION: Advocate 
for international medical gradu-
ates to be allowed unfettered travel 
throughout their legal stay in the 
U.S. so they can complete their 
residency or fellowship training. 
[Adopted]

ISSUE: Several medical specialties 
require a preliminary training 
year before medical residents  
start a traditional residency pro-
gram, causing medical students  
to incur added financial ex-
penses to interview for separate 
programs.

 r PROPOSED ACTION: Ask the 
Accreditation Council for Gradu-
ate Medical Education, the Ameri-
can Osteopathic Assn. and other 
related organizations to encourage 
residency programs to arrange  
preliminary training with other 
departments or medical cen-
ters for medical residents who 
are a match for their programs. 
[Adopted]

ISSUE: Free clinics provide health 
care for 1.8 million patients annu-
ally, but physicians who want  
to volunteer with such clinics 
often face barriers when practic-
ing in states where they are not 
licensed.

 r PROPOSED ACTION: Work with 
the Federation of  State Medical 
Boards to develop model policy to 
alleviate licensing barriers and 
allow physicians to volunteer 
across state lines in free clinics. 
[Adopted]

Meeting Notes

Medical 
Education

An estimated 200,000 
U.S. physicians are 
not board certified.

Don’t make licensure dependent 
on board certification, AMA says
Continued from preceding page
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by voice vote. The Senate followed on 
June 26 by a vote of  92-4. President 
Obama was expected to sign the mea-
sure into law.

The American Medical Associa-
tion offered broad support for the 
bill’s user fees and other major provi-
sions in the legislation, including lan-
guage to establish the drug shortage 
early warning system. Drugmakers 
would be required to notify the FDA 
at least six months before a lifesaving 
drug is discontinued or if  a meaning-
ful, foreseeable disruption in the sup-
ply of  that drug will occur due to a 

manufacturing interruption.
The AMA “commends the House 

and Senate for working in a biparti-
san manner to develop and pass the 
FDA user fee bill, and appreciates 
that the legislation includes other 
provisions essential to patient ac-
cess to safe and effective health care,” 
AMA President Jeremy A. Lazarus, 
MD, said in a statement. “National 
drug shortages threaten patient care 
and delay needed medical treatments, 
compromising a patient’s ability to 
access the drugs they need when they 
need them. The AMA is pleased this 
legislation expands FDA authority to 

avert or mitigate drug shortages.”
The AMA House of  Delegates had 

adopted a report containing similar 
recommendations for a mandatory 
early notification system at its An-
nual Meeting in Chicago. 

Delegates at the meeting asserted 
that the inability to obtain crucial 
drugs because of  ongoing and recur-
ring shortages was thwarting the 
ability to provide good patient care. 

More than 225 drugs are listed as 
being in short supply by the Ameri-
can Society of  Health-System Phar-
macists. Many shortage drugs are 
generic sterile injectables, including 

anesthesia and chemotherapy drugs.
Christopher Hansen, president of  

the American Cancer Society Cancer 
Action Network, hailed the bill’s es-
tablishment of  an FDA task force that 
will work with the Dept. of  Health 
and Human Services to create a plan 
for preventing or mitigating drug 
shortages. Drug shortage problems 
have been “experienced firsthand by 
cancer patients and survivors who 
have been denied access to lifesaving 
drugs that are in short supply.”

Premier health care alliance, 
which represents hospitals and health 
systems, also praised the bill’s lan-
guage addressing shortages, saying 
members were encouraged that the 
final bill will allow health systems to 
repackage shortage drugs into small-
er doses and redistribute them to af-
filiate hospitals.

But the American Society of  Clini-
cal Oncology and the American Soci-
ety of  Hematology were among the 
groups that thought the final lan-
guage on drug shortages fell short. 
The hematology society was hoping 
that Congress would adopt language 
from the original House-passed ver-
sion, which automatically included 
biologics in the early notification 
system. The final legislation instead 
gives HHS the discretion to incorpo-
rate biologics, human plasma protein 
products and recombinants replacing 
human tissue into the warning sys-
tem through the rulemaking process.

Drugs of  this type are used to treat 
patients with blood cancers and bleed-
ing disorders, the hematology society 
said in a statement. “They are criti-
cal to the delivery of  care for patients 
with blood disorders, and the nonin-
clusion of  these drugs puts these pa-
tients in jeopardy,” it said.

On its policy website, ASCO said it 
will urge HHS Secretary Kathleen Se-
belius to use the rulemaking process 
to include biologics once the legisla-
tion is signed into law, “as they are 
already first-line treatments for nu-
merous cancers and will only become 
more critical components to care.” 
The oncology society also comment-
ed on the lack of  fines or some other 
type of  enforcement mechanism in 
the final bill to ensure that manufac-
turers comply with the early warning 
requirement. The society said it will 
continue to advocate for additional 
legislation adding this requirement.

David Rosen, a partner and co-
chair of  the life sciences industry 
team and chair of  the FDA practice at 
Foley & Lardner LLP in Washington, 
said such a penalty may not neces-
sarily be warranted. Achieving pub-
lic health and safety is the most im-
portant goal, he said. “If  we have the 
patients’ best interests primary and 
central to the issue, then companies 
should take it upon their own respon-
sibility that if  they believe they’re not 
going to meet patient needs, then they 
should notify FDA.”

One of  the final bill’s more vocal 
critics, advocacy group Public Citi-
zen, said some of  its provisions actu-
ally would weaken drug and medical 
device safety. For example, the group 
said, the final version unnecessarily 
expands the use of  the accelerated 
drug review process, “which, among 
other things, relies on much smaller 
clinical trials to approve a wider 
range of  new drugs.” u

Congress OKs plan to combat drug shortages
Continued from page 1
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CEO Dr. Madara spells out new AMA strategic plan [ PAGE 21 ] 

n The new AMA ethics policy advises physicians 
to manage scarce medical resources wisely.

Kevin B. O’Reilly

AMNEWS STAFF

Chicago Physicians have an obligation to recommend the 
less expensive option when the available medical alterna-
tives offer a “similar likelihood” of  patient benefit, accord-
ing to ethics policy adopted at the AMA Annual Meeting.

Doctors ought to be “prudent stewards of  the shared 
societal resources with which they are entrusted,” says 
the ethical opinion. The Council on Ethical and Judicial 
Affairs report overcame objections that it could wrongly 
limit physicians’ ability to advocate for the interests of  
individual patients when those conflict with the need to 
constrain health care costs. Medical spending consumes 
nearly 18% of  the U.S. gross domestic product.

Glen Stream, MD, president of  the American Academy 

of  Family Physicians, spoke on the House of  Delegates 
floor on behalf  of  the academy in support of  the report, 
which had been considered at several previous meetings.

“We acknowledge that this is a controversial issue, and 
it’s gone back and forth to CEJA, but we do believe they 
got it right this time,” said Dr. Stream, a Spokane, Wash., 
family physician. “It’s simply a reality of  practice in our 
current health care system that our resources are limited 
and that we, as physicians, should have the discretion to be 
wise stewards of  these resources.”

The ethics policy says “individual physicians alone 
cannot and should not be expected to address the systemic 
challenges of  wisely managing health care resources” and 
calls on hospital administrators and others to make cost 
information transparent. Also, doctors should get training 
to inform themselves on health costs and how their deci-
sions affect overall medical spending. 

Policy changes such as medical liability reform could 

Doctors advised to weigh costs in care choices

n The AMA also recommends 
that physicians apply 

competencies of lifestyle 
medicine to prevent chronic 
diseases and supports nutrition 
instruction in schools.

ChRistine s. MOyeR

AMNEWS STAFF

Chicago Sugar-sweetened beverages 
account for nearly half  of  the added 
sugar in Americans’ diets, and they 
contribute to the nation’s expanding 
waistline, an American Medical As-
sociation report says. Taxing such 
beverages is one way states and com-
munities can finance much-needed 
obesity prevention programs and obe-
sity education campaigns, according 
to AMA policy adopted by the House 
of  Delegates at the Association’s An-
nual Meeting.

The policy calls for revenue from 
such taxes to be used primarily for 
programs designed to prevent or treat 
obesity and related conditions, and 
for research into population health 
outcomes that might be affected by 
the taxes. It also urges the AMA to 
advocate for studies on the effects of  
long-term consumption of  noncaloric 
sweeteners in beverages, particularly 
among children and adolescents.

As of  July 2011, 35 states had taxes 
on sodas sold in food stores, and 40 
taxed sodas in vending machines, ac-
cording to the AMA Council on Sci-
ence and Public Health report on tax-
ing beverages with added sweeteners.

“This doesn’t state that the AMA 
is in support of  a tax on sugar-sweet-

ened beverages or is in opposition to 
a tax,” said Robert A. Gilchick, MD, 
MPH, a delegate for the American 
College of  Preventive Medicine from 
Los Angeles and a council member. “It 
states that the AMA recognizes that a 
tax on sugar-sweetened beverages is 
one strategy that could be used among 
a variety of  strategies to impact the 
obesity epidemic.”

Some delegates questioned wheth-
er taxing sugar-sweetened beverages 
is the best way to decrease consump-
tion of  the products, saying funds 
generated from such taxes often are 
not used for programs aimed at re-
ducing obesity or other related health 
problems.

The house action comes on the 
heels of  New York Mayor Michael 
R. Bloomberg’s proposal in May to 
ban the sale of  high-calorie drinks 
in containers larger than 16 ounces 
in the city’s licensed food service 
establishments.

The American Beverage Assn. 
called the AMA’s policy to help reduce 
overweight and obesity admirable, 
but said funding anti-obesity pro-
grams through “discriminatory” tax-

Taxes on sugary beverages 
could fund obesity prevention 

Continued on page 22

Continued on page 19

PHOTO BY TED GRUDZINSKI / AMA

AAFP President Glen Stream, MD: “It’s 
simply a reality of practice.”

 ❒

Regular drinking of 
sugar-sweetened 
beverages is associated 
with increased body 
weight and chronic 
health conditions.

PHOTO BY TED GRUDZINSKI / AMA

Sneak peek at new AMA headquarters
Delegates joined AMA leaders for a reception June 15 at the future AMA 
Plaza. “The Chicago summer is amazing, and being able to be here tonight is 
an awesome testament to the city and our new headquarters,” said Baligh 
Yehia, MD, a member of the Resident and Fellow Section. The AMA will move 
to the Mies van der Rohe-designed landmark in September 2013.
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n AMA delegates adopt policy that the decision 
about breast cancer screening should be 

between a woman and her physician.

viCtORia stagg elliOtt

AMNEWS STAFF

Chicago In response to concerns that recent guideline 
changes may reduce insurance coverage of  screening 
mammography, the American Medical Association adopt-
ed policy at its Annual Meeting stating that women past 
age 40 must be able to receive the procedure if  they ask 
for it and their physician agrees. The patient’s insurance 
should cover the procedure, the policy states.

“If  a woman wants to receive a mammogram and the 
physician believes it is appropriate, she should be able to 
receive one,” said Lee R. Morisy, MD, chair of  the Council 
on Science and Public Health that wrote the report on the 
subject and a general surgeon in Memphis, Tenn.

Previously, the AMA supported annual screening mam-
mograms in asymptomatic women older than 40. That was 
in line with the 2002 recommendations from the U.S. Pre-
ventive Services Task Force stating that screening mam-
mography should be done every one to two years in this 

age group.
The long-standing debate about which 

women should receive mammography 
and how often they should be screened 
reignited in November 2009 when the 
USPSTF revised its recommendations on 
the issue. The panel said the decision to 
start mammography before age 50 was 
an individual one, and that the procedure 
did not need to be done routinely in this 
age group. Women 50 to 75 were told to get 
mammograms every two years.

Numerous studies have come to conflicting conclusions 
about the value of  mammography in various age groups. 
The USPSTF cited evidence that the use of  the screening 
test in women in their 50s and 60s is strong but is less com-
pelling for those 40 to 49.

The new policy updates the AMA’s position on the issue 
and emphasizes that the decision to screen is between a 
patient and her doctor.

“All patients are different and have varying degrees of  
cancer risk, and patients should regularly talk with their 
doctors to determine if  mammography screening is right 
for them,” said Patrice A. Harris, MD, an Atlanta psychia-
trist and member of  the AMA Board of  Trustees.

In related action, delegates adopted a policy expressing 
concern that the USPSTF mammography recommenda-

tions, along with those on the use of  prostate-specific anti-
gen to screen for prostate cancer, would limit access to pre-
ventive care. In May, the task force recommended against 
routinely performing the PSA test on all men.

The AMA policy states that the organization will en-
courage the USPSTF to implement procedures to allow for 
greater input from specialists when drafting prevention 
recommendations. The USPSTF currently posts drafts of  
potential guidelines for public comment, and disease ex-
perts are solicited as the guidelines are developed.

“Experts can and do provide input in the begin-
ning, in the middle and at the end of  the process,” said  
Marcel Salive, MD, MPH, speaking for the U.S. Public 
Health Service. 

Attendees said this was not enough.
“We contacted the USPSTF to provide meaningful in-

put, and none of  our experts in the field were able to par-
ticipate,” said Arl Van Moore, MD, a diagnostic radiologist 
from Charlotte, N.C., and delegate for the American Col-
lege of  Radiology, speaking for the college. u

Support given to mammography access 

n The AMA will promote greater awareness that 
even mild cases of traumatic brain injury may 

have serious and prolonged health consequences.

ChRistine s. MOyeR

AMNEWS STAFF

Chicago To help prevent traumatic brain injuries, the Amer-
ican Medical Association House of  Delegates called for the 
AMA to support requiring the use of  head and facial pro-
tection for people engaged in potentially dangerous ath-
letic and recreational activities.

The policy also encourages physicians to educate pa-
tients on the importance of  wearing such protective gear 
during these activities and says helmets should be avail-
able in commercial settings.

In 2010, delegates adopted policy supporting legisla-
tion requiring people to wear helmets when snow skiing 
or snowboarding. The new policy expands helmet safety 
to “potentially dangerous athletic and recreational activi-
ties,” but does not define what those activities are.

“Protecting our youth from accidental injury is already 
a valued public health priority of  the AMA,” said Vanessa 

A. Stan, a regional medical student delegate for the Michi-
gan State Medical Society. She spoke on behalf  of  the AMA 
Medical Student Section during virtual reference commit-
tee testimony. “This resolution can help address [trau-
matic brain] injuries by including … a broader range of  
popular recreational activities.”

Some delegates said the policy doesn’t go far enough, 
in part, because the language is too broad. “It’s a good 
resolution, but it only scratches the surface,” said John O. 
Cletcher Jr., MD, a delegate for the American Academy of  
Orthopaedic Surgeons from Berthoud, Colo., who spoke on 
his own behalf.

At least 1.7 million people sustain a traumatic brain 
injury in the U.S. each year. Of  those individuals, about 
52,000 die and 275,000 are hospitalized, according to the 
Centers for Disease Control and Prevention. An estimated 
75% of  such injuries that occur each year are mild forms 
of  brain injury, such as concussions, the CDC said.

Delegates directed the AMA to promote awareness 
about how even mild cases of  traumatic brain injury may 
have serious and prolonged consequences. Those can in-
clude short- or long-term changes in thinking, sensation 
and language ability, and increased risk of  developing Al-
zheimer’s disease later in life, the CDC said.

Delegates also called for the AMA to ask that all levels 
of  hockey effectively prevent head hits and dangerous 
checking. “Drastic measures need to be taken to change 
the culture [of  ice hockey] to prevent the number of  head 
injuries involved in the sport,” the policy said. u

Protective gear sought 
for dangerous sports 

ISSUE: The popularity of  social 
networking sites among adoles-
cents and youths has created new 
opportunities for bullying, which 
can have serious social and mental 
health consequences for victims.

 r PROPOSED ACTION: Urge social 
networking platforms to adopt 
terms of  service that define and 
prohibit electronic aggression. 
That may include any type of  ha-
rassment or bullying, including 
but not limited to that occurring 
through email, chat room, instant 
messaging, website or text mes-
saging. [Adopted]

ISSUE: Actors smoking in movies 
can influence adolescents who 
see them smoking, and some of  
those youths ultimately will die of  
tobacco-related diseases.

 r PROPOSED ACTION: Recom-
mend that no tax incentives be giv-
en for motion picture productions 
that show people using tobacco 
products, nonpharmaceutical nic-
otine delivery devices or associ-
ated paraphernalia. An exception 
can be made for films that depict 
tobacco use of  a historical person 
or that portray the dire health con-
sequences of  smoking. [Adopted]

ISSUE: The rate of  suicide at-
tempts is significantly higher 
among lesbian, gay, bisexual and 
transgender youths compared 
with the rest of  the adolescent 
population.

 r PROPOSED ACTION: Partner 
with organizations dedicated to 
public health and public policy to 
reduce suicide among LGBT and 
questioning youths, and improve 
the health of  that population. 
[Adopted]

ISSUE: Excessive exposure to 
nighttime lighting can disrupt the 
circadian biological rhythms of  
sleep and create potentially harm-
ful health effects, which could in-
clude an increased risk of  develop-
ing cancer, diabetes and obesity.

 r PROPOSED ACTION: Support 
the need for developing lighting 
technologies that minimize cir-
cadian disruption and encourage 
research on the risks and benefits 
of  exposure to light at night. 
[Adopted]

ISSUE: Health care facilities are 
increasingly launching antibiotic 
stewardship programs to reduce 
the risk that bacteria will develop 
drug resistance.

 r PROPOSED ACTION: Support 
these programs when supervised 
by qualified physicians as an effec-
tive way to ensure that antibiotic 
use is appropriate. [Adopted]

Meeting Notes

Public 
Health

PHOTO BY TED GRUDZINSKI / AMA

“Women and their physicians look to the AMA for clear 
guidance” on screening mammography, says Arl Van Moore, 
MD, a delegate for the American College of Radiology.

Dr. Morisy
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es on sugar-sweetened beverages is 
“misguided.”

“The body of  science proves, 
and real world evidence demon-
strates, that taxes on sugar-sweet-
ened beverages will not have a 
meaningful impact on obesity,” the 
beverage association said. 

The impact of sugary drinks
One in three U.S. adults is obese, 
as are 17% of  children and ado-
lescents, according to the Centers 
for Disease Control and Preven-
tion. The prevalence of  obesity 
in youths has nearly tripled from 
1980, when about 6% were obese, 
the CDC said. Health profession-
als say drinking sugar-sweetened 
beverages plays a significant role 
in the nation’s widening waistline.

The American Heart Assn. rec-
ommends that most women con-
sume no more than 100 calories per 
day from added sugar, and men, no 
more than 150 such calories a day. 
A 12-ounce serving of  most sugar-
sweetened beverages typically has 
130 to 150 calories of  added sugar, 
the CSAPH report said.

Data show that regularly drink-
ing sugar-sweetened beverages is 
associated with increased body 
weight and health conditions such 
as coronary artery disease, hyper-
tension and type 2 diabetes, the re-
port said.

Increased taxes on such drinks 
could lead to an estimated 5% re-
duction in the prevalence of  over-
weight and obesity, and reduce 
medical costs related to those con-
ditions by $17 billion over 10 years, 
the report said. Greater health 
benefits would be realized if  the 
tax revenues were used primarily 
for obesity prevention programs, 
according to the report.

Delegates also adopted policy 
that calls on the AMA to urge phy-
sicians to apply the 15 core compe-
tencies of  lifestyle medicine and 
offer lifestyle interventions as the 
primary mode of  preventing and 
treating chronic disease. The com-
petencies include assessing a pa-
tient’s readiness to make healthy 
behavior changes and working 
with the individual to develop an 
evidence-based action plan.

Another policy directs the AMA 
to urge appropriate agencies to 
support legislation that would re-
quire yearly nutrition instruction 
in grades 1 through 12 in public 
schools. It also asks the AMA to en-
courage physicians to volunteer to 
assist with such efforts.

“While there is no silver bullet 
that will alone reverse the mete-
oric rise of  obesity, there are many 
things we can do to fight this epi-
demic and improve the health of  
our nation,” said AMA Board of  
Trustees member Alexander Ding, 
MD. u

Tax on sugary 
beverages could 
fund obesity 
prevention

n For-profit offshore medical 
schools create tough 

competition in some states by 
paying for clinical training spots 
for their students.

CaROlyne KRupa

AMNEWS STAFF

Chicago Medical students in states such 
as New York and New Jersey face in-
creasing competition for clerkship po-
sitions from offshore medical schools 
that are paying academic medical 
centers handsomely to secure slots 
for their students. As a result, some 
U.S. medical students are having to 
seek clinical training in other states, 
delegates said at the Annual Meeting 
of  the AMA House of  Delegates.

The AMA is seeking to end the 
practice by advocating for federal and 
state legislation to oppose extraordi-
nary compensation for clinical clerk-
ship sites that could result in dis-
placement of  U.S. medical students.

“Our AMA supports ensuring that 
clinical clerkship slots are given first 
to students of  U.S. medical schools,” 
says AMA policy adopted June 18.

Delegates in support of  the policy 
testified that action is needed quickly 
to prevent further disruption of  U.S. 
medical students’ education. But 
some delegates questioned the con-
sequences of  interfering with free-
market forces at the expense of  cash-
strapped hospitals.

In New York, multiple teaching 
hospitals have discontinued long-run-
ning relationships with area medical 
schools or stopped offering clerkship 
positions to U.S. students, said Robert 
Viviano, regional medical student al-

ternate delegate with the Medi-
cal Society of  the State of  New 
York.

“Students are being told 
they can’t rotate anymore,” 
Viviano said. “The school they 
are going to is saying, ‘Our 
hospital doesn’t have room for 
you anymore, because we can’t 
afford to charge you $20,000 to 
$30,000 more a year.’ We need to 
address this issue, and we need 
to address it now.”

Many of  the offshore schools 
involved are for-profit institu-
tions in the Caribbean that 
can pay significantly higher 
per-capita subsidies to teach-
ing hospitals than U.S. schools, 
said Leonid Vydro, regional 
medical student delegate with 
the Wisconsin Medical Society, 
speaking on behalf  of  the AMA 
Medical Student Section.

“We are in strong support 
that there should not be an 
arms race of  medical schools 
competing against one another 
for clerkship slots,” Vydro said.

But some delegates questioned the 
proposed policy, saying it warranted 
further study and debate. Many of  
the teaching hospitals that are accept-
ing the payments from the offshore 
schools are financially distressed and 
need the money to cover operating 
costs, said Nyapati Rao, MD, chair of  
the International Medical Graduates 
Section who spoke on his own behalf.

“They are in a very precarious 
situation,” said Dr. Rao, a psychiatrist 
from East Meadow, N.Y. “This is a 
complex issue. It doesn’t have simple 
solutions.”

The real problem is the shortage 
of  funding for hospitals and clinics to 
provide clerkship training, said Ar-
thur Palamara, MD, a delegate with 
Florida Medical Assn. Many students 
at offshore medical schools are very 
driven and take on a lot of  debt to 
achieve their dream of  becoming a 
physician, he said.

“They have one thing in common, 
which is a burning desire to become a 
physician,” said Dr. Palamara, a vas-
cular surgeon from Hollywood, Fla. 
“The real reason we have a problem 
right now is there is a shortage of  
training spots in he United States.” u

Compensation for clerkship positions opposed

Continued from page 17
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Some clerkships are not offered to U.S. 
students, says med student Robert Viviano.
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Healthy lessons in cardiology
Third-year medical student Olga Kovalerchik shows Chicago public school students the effect of poor diet and lack of 
exercise on the heart during the Doctors Back to School event at Malcolm X College on June 15. The event was sponsored by 
the Medical Student Section and the Minority Affairs Section.
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n The AMA votes to refine supported 
alternatives, which could include 

backing a set coverage amount for seniors 
to purchase Medicare or private insurance.

ChaRles Fiegl

AMNEWS STAFF

Chicago The American Medical Association will 
work to update its policy on Medicare financing op-
tions and report back to the House of  Delegates at 
its Interim Meeting in November.

Delegates attending the Annual Meeting voted 
to explore additional ways to finance Medicare, 
including a defined contribution program that 
would allow seniors to purchase traditional Medi-
care coverage or private health insurance using a 
set amount of  money. “Our AMA should consider 
mechanisms to adjust contributions in order to en-
sure that health insurance coverage remains afford-
able for all beneficiaries,” says the policy adopted 
by the house.

The Louisiana delegation had submitted a reso-
lution in favor of  a premium support model, which 
calls for Medicare beneficiaries to receive federal 
credits toward the purchase of  traditional Medi-
care or a private health plan approved by the Dept. 
of  Health and Human Services. The resolu-
tion had been based on a Council on Medi-
cal Service report that the panel withdrew 
before the Annual Meeting.

The health care entitlement for seniors 
must be reformed because of  long-term fis-
cal challenges, said Frederick J. White III, 
MD, a cardiovascular disease specialist in 
Shreveport, La., and an alternate delegate 
for the Louisiana State Medical Society. 
“We offer this resolution to bring bold 
changes before us.”

Some delegates had objected to the premium sup-
port resolution. The proposal would fracture the pa-
tient pool and lead to “cherry-picking” of  healthier 
patients by private insurers, while unhealthy pa-
tients would struggle to obtain coverage, said Wash-

ington pediatric cardiologist James W. Fasules, MD, 
an alternate delegate for the American College of  
Cardiology, speaking for himself. “You think this is 
going to help with physician payment, by fixing a 
premium for insurance that is less than the cost and 

patients aren’t going to be able pay for it?”
The reference committee instead offered 

a substitute to the Louisiana delegation’s 
resolution. It recommended that the AMA 
refine its policy on financing options and 
report back to delegates later in 2012.

Everyone sees a crisis in Medicare fi-
nancing, said Beverly, Mass., cardiovascu-
lar disease specialist Thomas E. Sullivan, 
MD, chair of  the Council on Medical Ser-
vice and a delegate for the Massachusetts 
Medical Society. The panel said it wanted 

to spend more time to address the issues raised by a 
defined-contribution system. 

“I do not want policy that is incomplete and  
insufficient,” said Dr. Sullivan, speaking on his own 
behalf. u

Medicare financing options to be revisited in November

n The AMA also adopts policies to give 
patients more rights if they are enrolled 

in state health programs automatically.

ChaRles Fiegl

AMNEWS STAFF

Chicago Low-income individuals would have more 
health coverage alternatives under a revised policy 
on Medicaid and state health plan financing adopt-
ed by the American Medical Association House of  
Delegates at its Annual Meeting.

Delegates debated a Council on Medical Service 
report recommending that states have the option 
either to maintain current Medicaid programs or 
to transition low-income patients who are nonelder-
ly and nondisabled to a system of  tax credits that 
would be used to purchase private health coverage. 
The credits would need to be equivalent to the cost 
of  coverage and involve little or no patient cost-
sharing, the report stated. Some delegates praised 
the council for its report and recommendations be-
cause of  the fiscal challenges facing state govern-
ments. But several raised concerns about potential 
adverse impacts to patients and urged the AMA to 
adopt several safeguards.

Patients qualifying for state health programs 
do not always have coverage when they seek treat-

ment, said Richard Pan, MD, an 
alternate delegate for the Ameri-
can Academy of  Pediatrics from 
Sacramento, Calif. He success-
fully advocated for retaining 
AMA policy on presumptive as-

sessment of  eligibility and retroactive coverage. 
Delegates also agreed to support development of  
safety-net mechanisms that would backdate cov-
erage for eligible patients to the time when they 
sought care.

The council report also contained new language 
that backed limiting patient churning in insurance 
programs by adopting 12-month continuous eligi-
bility across Medicaid, the Children’s Health Insur-
ance Program and new health insurance exchang-
es. But the delegation had been split on whether to 
support auto-enrollment structures that move cer-
tain patients who don’t sign up on their own into 
programs without first obtaining their consent.

When Massachusetts adopted its 2006 health sys-
tem reforms, it included an auto-enrollment policy, 
said Thomas E. Sullivan, MD, chair of  the Council 
on Medical Service and a cardiologist from Beverly, 
Mass. “Auto enrollment worked reasonably well. 
It doesn’t mean to say it’s perfect. None of  these 
things are perfect.” Delegates agreed to an AAP 
amendment that gives patients the right to switch 
health plans within 90 days of  an auto enrollment.

In a separate resolution, delegates resolved to 
have the AMA advocate to the Centers for Medicare 
& Medicaid Services against automatically enroll-
ing individuals eligible for Medicare and Medicaid 
into dual-eligible demonstration projects. u

Greater range of Medicaid 
finance options wins support

n The AMA voices concern that an FDA 
proposal could expand such rights.

aliCia gallegOs

AMNEWS STAFF

Chicago The American Medical Association House 
of  Delegates adopted policy that opposes federal 
and state legislation that allows pharmacists to 
prescribe medication absent supervision or a 
valid order by a doctor.

The policy, adopted at the AMA Annual Meet-
ing, also opposes legislation that lets pharma-
cists dispense medication beyond the expiration 
of  the original prescription.

The move stems from a public meeting in 
March at which the Food and Drug Administra-
tion sought feedback from health and physician 
organizations about expanding the range of  over-
the-counter drugs. Under the new paradigm, the 
agency would allow some drugs for chronic con-
ditions, such as asthma and allergies, to be sold 
without a prescription.

The model would allow pharmacists to deter-
mine patients’ needs for certain medications and 
help verify their self-diagnoses. The FDA has 
said the change would eliminate unnecessary 
doctor visits and connect more patients to needed 
medications.

But delegates are concerned that the model 
broadens pharmacists’ authority to dispense 
drugs and compromises patient safety.

“Should the FDA move forward, it will likely 
have a sea of  impact on the physician commu-
nity,” said Joseph Sokolowski Jr., MD, a pulmo-
nologist in Medford Lakes, N.J., and a delegate 
with the American Thoracic Society. The AMA 
should “closely monitor the FDA and seek broad 
approval for any [FDA] proposals and study the 
cost to consumers,” he said.

Some delegates disagreed with formulating 
a stance on the FDA’s plan until the house looks 
more into the issue. But most expressed sup-
port for taking a position while the plan is being 
developed.

“This is clearly a scope issue,” said Vicksburg, 
Miss.-based family physician Randy Easterling, 
MD, an alternate delegate for the Mississippi 
State Medical Assn. who spoke on his own behalf. 
“If  we don’t speak out against it, in five years 
we’ll be dealing with” the consequences. u

Delegates oppose 
giving pharmacists 
authority to prescribe

PHOTO BY TED GRUDZINSKI / AMA

Thomas E. Sullivan, MD, defended a report backing expanded Medicaid choice and limits to insurance churning.

Dr. Fasules



 

AMEDNEWS.COM/HOUSE

  AMA House of Delegates

AMERICAN MEDICAL NEWS   JULY 9, 2012

21

AMEDNEWS.COM/HOUSE

n Findings from the AMA’s National Health 
Insurer Reporter Card show that efforts to 

make the claims process more efficient have been 
successful.

paMela lewis DOlan

AMNEWS STAFF

Chicago Physicians overall saw an increase in the percent-
age of  insurance claims paid correctly during the past 
year, and a decrease in the amount of  hassles involved 
with receiving claims in a timely manner.

The American Medical Association’s fifth annual Na-
tional Health Insurer Report Card found that the percent-
age of  claims paid incorrectly by insurers was 
cut in half, from 19.3% in 2011 to 9.5% in 2012, 
resulting in $8 billion in health system savings 
due to a reduction in unnecessary administra-
tive work. Private insurers have improved re-
sponse times to claims by 17% since 2008.

“Paying medical claims accurately the first 
time is good business practice for insurance 
companies that saves precious health care dol-
lars and frees physicians from needless admin-
istrative tasks that take time away from patient care,” said 
AMA Immediate Past Chair Robert M. Wah, MD.

The AMA’s report was based on a random sampling of  
about 1.1 million electronic claims for about 1.9 million 
medical services submitted in February and March 2012 to 
Aetna, WellPoint-owned Anthem Blue Cross Blue Shield, 
Cigna, Health Care Service Corp., Humana, Regence, Unit-
edHealthcare and Medicare.

All of  the insurers measured by the AMA improved 
their accuracy rating since 2011. For the second year in a 
row, UnitedHealthcare was ranked the highest for accu-
racy with a rate of  98.3%.

“The AMA has been working constructively with insur-
ers, and we are encouraged by their response to our con-
cerns regarding errors, inefficiency and waste that take a 
heavy toll on patients and physicians,” Dr. Wah said.

The National Health Insurer Report Card is part of  the 
AMA’s “Heal the Claims Process” campaign, which began 
in 2008. The campaign is aimed at reducing administrative 

waste in the health care billing and payment system.
Though the gains made last year in accuracy were dra-

matic, there’s still room for improvement, the AMA said. 
Insurers still pay the wrong amount for one in 10 medical 
claims, costing the health care system an additional $7 bil-
lion, according to the report.

“We share the AMA’s goal of  simplifying physicians’ 
administrative tasks so their time is spent caring for their 
patients,” said Tim Kaja, president of  provider service op-
erations at UnitedHealthcare.

Anthem Blue Cross Blue Shield made the largest im-
provement, with its accuracy rate rising from 61% in 2011 
to 88.6% in 2012.

“Paying claims is a primary service provided by Well-
Point, one that we take very seriously,” read a 
statement sent to American Medical News by 
Brandon Davis, corporate communications 
director for WellPoint. “We are continually 
working to improve our service levels, and our 
customers, physician partners and oversight 
agencies hold us accountable for how quickly 
and accurately we process claims. We hold our-
selves to that high standard as well.”

The plans with the fastest response time to 
medical claims were HCSC and Humana, with a median 
response time of  six days. Aetna was the slowest at 14 days.

“Aetna’s response time has remained consistent for sev-
eral years,” said Aetna spokeswoman Tammy Arnold. “We 
work hard to balance response time with payment accu-
racy and feel we have the right mix.”

The AMA cited the prior authorization process as an-
other area where more savings could be realized. It found 
that medical services requiring prior authorization were 
reported on 4.7% of  claims, a 23% increase from 2011. The 
administrative burden of  prior authorization policies will 
cost the health system $728 million in 2012, according to 
the AMA.

“The costly administrative burdens of  the prior autho-
rization process can complicate medical decisions and 
delay or interrupt patient care,” Dr. Wah said. “The AMA 
calls for replacing the largely manual process with an au-
tomated decision support system that will enhance patient 
care and reduce paperwork costs.” u

Medical claims payment error rate cut in half

n Also at the policymaking gathering, 
Denver psychiatrist Jeremy A. Lazarus, 

MD, is inaugurated AMA president.

DaMOn aDaMs

AMNEWS STAFF

Chicago American Medical Association Executive 
Vice President and CEO James L. Madara, MD, 
presented the AMA’s strategic plan to the House of  
Delegates at the Association’s Annual Meeting. The 
five-year plan focuses on three areas: improving 
health outcomes; accelerating change in medical 
education; and improving physician satisfaction by 
shaping payment and delivery models.

The AMA’s efforts will seek to demonstrate im-
provements in clinical and patient-reported out-
comes, ensure health equity, and advance the safety 
and quality of  health care, among other efforts, Dr. 
Madara said. To reach these goals, the Association 
will identify a focused set of  outcomes, starting 
with two or three this year, and then expand the 
list. Impacting health outcomes can lead to greater 
patient satisfaction and reduce health care costs, he 
said.

The AMA also will work to reshape medical edu-
cation to better align physician training with the 
needs of  the health care system. That will include 
forming partnerships that create new methods of  
medical education. Attention will be focused on 
flexibility in medical education, such as allowing 
select students to reduce their education debt by 
combining the fourth year of  training with the first 
year of  residency.

The strategic plan calls for the AMA to establish 

partnerships with individual doctors, integrated 
physician organizations and others to identify ef-
fective delivery models that provide both quality 
patient care and doctor satisfaction. The AMA will 
share this information to help physicians imple-
ment changes in their practices.

“No other organization has done more to shape 
health and health care in this country than our 
AMA,” Dr. Madara told more than 450 delegates 
gathered at the Hyatt Regency Chicago. “This is fa-
miliar territory to us. We know our AMA can do it. 
Working together, we can and will change the world 
for America’s patients and physicians — for the bet-
ter — under physician leadership. That’s the plan. 

That’s our future.”
Dr. Madara stressed that the AMA is committed 

to strengthening all areas of  the what was described 
at the meeting as the “AMA Equation”: the House of  
Delegates; individual members; practice manage-
ment tools; research and education; and advocacy.

During the Annual Meeting, Ardis Dee Hoven, 
MD, an internal medicine and infectious diseases 
specialist in Lexington, Ky., was named AMA pres-
ident-elect. Dr. Hoven will serve as president after 
Denver psychiatrist Jeremy A. Lazarus, MD, who 
was inaugurated AMA president on June 19 and 
will serve one year.

Lexington, Ky., emergency 
medicine physician Steven J. 
Stack, MD, is the new chair of  the 
AMA Board of  Trustees. David O. 
Barbe, MD, MHA, a family physi-
cian from Mountain Grove, Mo., 
was named chair-elect. Stephen 
R. Permut, MD, JD, a family phy-
sician from Wilmington, Del., was 
named secretary.

Hollidaysburg, Pa., orthopedic 
surgeon Andrew W. Gurman, MD, was re-elected 
house speaker. Susan R. Bailey, MD, an allergist, 
immunologist and pediatrician from Fort Worth, 
Texas, was re-elected vice speaker.

New members to the Board of  Trustees are: Wil-
liam E. Kobler, MD, a family physician from Rock-
ford, Ill.; Malini P. Daniel, a medical student at the 
Stanford School of  Medicine in Palo Alto, Calif.; 
and Julie K. Goonewardene, associate vice chan-
cellor for innovation and entrepreneurship for the 
University of  Kansas in Lawrence. u

CEO spells out AMA’s strategic direction at Annual Meeting

Insurers pay 
the wrong 
amount for 1 
in 10 medical 
claims.

ISSUE: The health system reform 
law created a basic health pro-
gram as an option for providing 
health care to low-income indi-
viduals in lieu of  exchanges and 
other state plans.

 r PROPOSED ACTION: Establish 
principles for state basic health 
programs, including adequate 
physician and health professional 
networks, negotiated payment 
rates, and state medical society in-
volvement in legislative and regu-
latory processes. [Adopted]

ISSUE: Pregnant women and post-
partum mothers lack coverage for 
mental health services.

 r PROPOSED ACTION: Support 
improvements to mental health 
services for women and advocate 
for inclusive coverage of  such ser-
vices during gestation and up to 
one year postpartum. [Adopted]

ISSUE: Budget cuts have led states 
to eliminate or reduce coverage 
for mental health services.

 r PROPOSED ACTION: Support 
maintaining essential mental 
health services. Also support en-
forcement of  the Mental Health 
Parity Act and state mobile crisis 
teams for the homeless. [Adopted]

Meeting Notes

Legislative 
Action

PHOTOS BY TED GRUDZINSKI / AMA

“We can and will change the world for America’s 
patients and physicians — for the better — under 
physician leadership,” says AMA’s Dr. Madara. 

Dr. Hoven
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help ease physician decision-making on costly care, the 
council report says.

Concern about economic profiling
Several delegates voiced reservations about the policy. 
Alan M. Mindlin, MD, opposed adoption, saying it is not 
always obvious which alternative is less expensive. An in-
tervention that may cost less in the short term could be 
costlier in the long run, he said. The ethics report could be 
misinterpreted by payers or hospitals that are credential-
ing or profiling physicians on an economic basis, he added.

Dr. Mindlin also objected to the term “steward,” argu-
ing it could undermine the role of  patient advocate.

“I started as a physician-healer, then I became a provid-
er, and now I’m a steward,” said Dr. Mindlin, a Bloomfield 
Hills, Mich., ophthalmologist and a Michigan State Medi-
cal Society delegate who spoke on the society’s behalf. “I 
will choose what’s best for my patient, even if  I need to use 
more resources up-front.”

That kind of  scenario is “a perfect example of  physi-
cian judgment that’s also ethical stewardship,” said CEJA 
member Susan D. Goold, MD. If  a medical option is clearly 
better for the patient and saves money over the long run, 
choosing it is a wise course, she said. 

“We want to retain physicians’ discretion to make ex-
actly those kind of  judgments,” said Dr. Goold, an Ann Ar-
bor, Mich., general internist.

The AMA’s action comes amid growing focus on re-
straining health spending. In January, the American Col-
lege of  Physicians published an updated version of  its eth-
ics manual that advises doctors to deliver “parsimonious 
care that utilizes the most efficient means to effectively 
diagnose a condition and treat a patient.” In April, the 
American Board of  Internal Medicine Foundation un-
veiled a list of  45 overused tests and procedures that nine 
specialty societies say doctors and patients should think 
twice about. Eight other societies this fall will release sug-

gestions on interventions to avoid, the foundation said.
Meanwhile, the Medicare Independent Payment Advi-

sory Board, enacted as part of  the Affordable Care Act, has 
the power to restrain costs in a way the AMA has said is 
arbitrary, indiscriminate and adversely affects patients. 
The Association opposes the board and applauded the U.S. 
House of  Representatives in April for passing a bill to re-
peal it. The legislation is stalled in the Senate.

Adopting ethics policy urging physicians to be con-
scious of  cost is an act of  leadership, said Dr. Goold, a pro-
fessor of  internal medicine at the University of  Michigan 
Medical School.

“This is medicine taking the lead, saying we need to 
keep health care spending down so people can have access, 
so that the system works for patients, families and busi-
nesses,” she said. “If  it’s not physicians saying this is what 
we need to do and how to do it, who would?” u

n Physicians at an open 
forum voice concerns about 

confidentiality and the potential 
for abuse when remote care 
happens without an initial in-
person consultation.

Kevin B. O’Reilly

AMNEWS STAFF

Chicago A severe earache awakened 
Ron Clearfield, MD, at 2 a.m. one night 
last spring. In search of  a quick solu-
tion to the pain, the Bonita Springs, 
Fla., radiologist queried the Internet 
and found a service that offers a phy-
sician’s diagnosis after users type in 
their symptoms.

Dr. Clearfield gave up on the idea 
of  online medical help only when he 
was asked to enter his credit card in-
formation and told he would be billed 
$39.95 for the service. It turned out 
that Dr. Clearfield, who later went to 
see a physician in person, had a block-
age of  the eustachian tube in his right 
ear. After his first dose of  cortisone, 
the earache disappeared.

He could have been misdiagnosed 
with an infection, Dr. Clearfield told 
delegates gathered at the Council on 
Ethical and Judicial Affairs open fo-
rum at the AMA Annual Meeting. 
“The Internet doctor may well have 
prescribed me an antibiotic.”

The lack of  an in-person exam is 
not the only ethical concern posed 

by the remote practice of  medicine 
sometimes known as telehealth, said 
Dr. Clearfield, a member of  CEJA.

“Patients may overuse or abuse 
the system by scouting for physicians 
who will more readily issue prescrip-
tions, especially for controlled sub-
stances,” he said. “There is a potential 
conflict between the ethical and legal 
practice of  medicine on the Internet. 
Although doctors may be legally per-
mitted to engage in online consulta-
tion, it doesn’t mean that they ethi-
cally should do so.”

When pictures don’t tell whole story
Ten states allow limited telemedi-
cine licensure, Dr. Clearfield said. 
Delegates at the open forum sought 
guidance to address other concerns, 
including the lack of  guaranteed 
confidentiality when using insecure 
technologies such as Skype to con-
duct visits. Patients are eager to use 
technology to get questions answered 
more quickly, said Monique Spillman, 
MD, an alternate delegate for the 
American Congress of  Obstetricians 
and Gynecologists from Aurora, Colo.

“I have patients email me pic-
tures,” she said. “Some pictures are 
not appropriate on unsecured chan-
nels. When patients are choosing to 
take their own pictures of  an infected 
wound — how do we deal with that? 
Patients are expecting that you’re go-
ing to be instantaneously responding 

to them. … If  I can’t see, feel or touch, 
I can’t do an effective assessment. 
I have to see you in the office or you 
have to go to the emergency room.”

Delegates also discussed ethical 
concerns faced by sports team physi-
cians. For example, some patients as-
sume that a physician who serves as a 
team doctor is somehow more skilled 
than other doctors with similar train-
ing. Some physicians earn their posi-
tion as team doctors through in-kind 
support to the team. The question, 
delegates said, is whether physicians 
owe it to patients to disclose the na-
ture of  that relationship.

Topics discussed at CEJA open fo-
rums often later are proposed as poli-
cy to delegates. u

Telemedicine can pose ethical 
problems, delegates warn

ISSUE: Patients are sometimes 
discharged from the hospital 
before they are ready to leave, 
or they are discharged to unsafe 
environments where their health 
deteriorates.

 r PROPOSED ACTION: Outline 
physicians’ ethical responsibili-
ties to determine that patients are 
medically stable and ready for 
discharge, and work with other 
health care professionals in for-
mulating a discharge plan to a set-
ting where patients’ medical needs 
will be met. If  patients refuse dis-
charge, physicians should support 
their right to further review and 
consult with the hospital’s ethics 
committee. [Adopted]

ISSUE: Living organ donors face fi-
nancial, employment, medical and 
insurance burdens due to their 
altruistic decisions.

 r PROPOSED ACTION: Support 
federal and state laws to ban em-
ployers and health plans from 
making decisions based solely  
on a person’s status as a living  
organ donor. Allow payments to 
cover donation-related expenses 
such as medical complications, 
travel, lodging and lost wages. 
[Adopted]

ISSUE: The State Dept. says more 
than 20,000 foreign nationals are 
illegally “trafficked” into the 
United States each year, mean-
ing they are forced into labor as a 
condition of  traveling here. Physi-
cians may not be aware of  how 
to identify victims of  trafficking 
they encounter in practice or how 
to intervene to help these patients 
escape their conditions  
of  servitude.

 r PROPOSED ACTION: Encourage 
physicians to act as first respond-
ers in addressing human traf-
ficking, include questions about 
trafficking when taking a medical 
history, encourage trafficking 
curricula for doctors and develop 
guidelines on how to intervene. 
[Referred]

ISSUE: Female genital mutilation 
— a federal crime punishable by 
up to five years in prison — occurs 
among some immigrant communi-
ties in the U.S. and is sometimes 
performed by licensed health 
professionals.

 r PROPOSED ACTION: Modify 
existing AMA policy that con-
demns female genital mutilation 
to explicitly oppose it being done 
by any physician or licensed 
practitioner. Ensure that medical 
students, residents and practicing 
physicians are made aware of  the 
continuing existence of  the prac-
tice in the U.S. [Adopted]

Meeting Notes

Medical 
Ethics

Doctors have duty to consider costs in care
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Patients are eager to use technology, 
says Monique Spillman, MD.
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Alan M. Mindlin, MD, opposed the policy, saying it’s not 
always obvious which medical alternative is less expensive.

Continued from page 17
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