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Brief Overview of NAP
The National Academies of Practice was founded in 1981 after several years of organizing by Nicholas A. Cummings, Ph.D., and a cadre of like-minded health care practitioners.  Reflecting on a general lack of collaboration among the major health care professional societies, Dr. Cummings approached colleagues from various fields to propose creation of a professional association of health care practitioners that would address “turf” battles between the health professions, and bring an interdisciplinary voice to members of Congress and other policy makers about policies that are best for the American people.  In the course of the organizational work, the idea of building membership from distinguished practitioners in each profession emerged and matured, upon the reasoning that practitioners who had made outstanding contributions to their fields would be the most likely to recognize the value of interprofessional collaboration, and transcend traditional professional interests to address the issues of the nation’s health.
From this early organizing work, the National Academies of Practice was incorporated on January 20, 1981 in Washington, DC.   One and one-half years later, the first group of Distinguished Practitioners was inducted during a gala black tie event held at the National Press Club.  In the years since that first induction ceremony, nearly 2,000 Distinguished Practitioners have been selected to join NAP through its ten Academies in the fields of


· Dentistry 

· Medicine 

· Nursing 

· Optometry 

· Osteopathic Medicine 

· Pharmacy 

· Podiatric Medicine 

· Psychology 

· Social Work 

· Veterinary Medicine 
Over the course the past three decades, NAP has published extensively on current health care issues, and made numerous forays into national health policy discussions, most recently through a series of forums on the Patient Protection and Affordable Care Act (ACA).  Yet, it has been NAP’s interprofessional conferences and symposia, particularly its Annual Forums, that most consistently have been the wellspring of ideas and renewed commitment by NAP members to bringing to bear on health policy the expertise of outstanding practitioners.  
Membership as a Distinguished Practitioner in NAP is limited to U.S. citizens, and requires nomination, application, and approval through one of the 10 Academies.  Other classes of membership, inducted in the same manner, include Distinguished Scholars and Distinguished Public Policy Fellows.  Affiliate status in NAP may be extended to non-U.S. citizens who are distinguished practitioners, distinguished scholars, or public policy fellows; affiliates are not entitled to voting rights.  Members and affiliates can be active (current year dues paid), inactive, or emeriti (excused from dues requirements upon retirement).  Only active members may vote and hold office.  NAP also has Honorary and Associate members who may not vote or hold office.
NAP is governed by its Council, comprised of up to 30 members, including the Chair and Co-Chair of each of the 10 Academies, plus the officer positions of President, Past President, President-Elect, Founding President, Secretary, and Treasurer, and (at present) four Vice Presidents (Public Policy, Interdisciplinary Care, Honoring Achievement, and Communications).  Staff support is provided through a management contract with The Center for Community Solutions (CCS), a health and social policy “think tank” with offices in Cleveland and Columbus, Ohio and Washington, D.C.
The Strategic Planning Process

In January, 2010, Constance Row and Associates, the company that had provided management support to NAP for over a decade, resigned.  In March, NAP retained CCS to provide interim management services and guide the Council through adoption of a strategic plan to

· Assess the internal and external organizational environment;

· Set forth goals, objectives and timelines for better achieving the mission;

· Establish realistic revenue objectives and operating costs.
· Provide a course of action for sustaining operations beyond 2011.
CCS proposed, and the Council adopted, a planning process and set of timelines that included reviews and analyses of earlier strategic planning documents, strengths and weaknesses of current organizational endeavors, financial viability, and opportunities for stabilizing and improving organizational performance.  
Environmental Scan

NAP Strategic Planning Through the Decades

NAP has worked through a series of strategic plans dating back to at least 1992.  These plans had in common several variations of mission statements that have in common (1) building on a membership of distinguished practitioners; (2) universal health care; (3) interdisciplinary (hereinafter the term interprofessional will be used); and (4) addressing public policy, education, research and inquiry.  Goals in the strategic plans consistently focused on fulfilling membership goals and influencing public policy.  Membership goals tended to focus on building numbers, while also conveying a strong sense of exclusivity through caps on active membership in the ten academies (originally set at 100 active members and subsequently rose to 150).  
The early organizational purpose of resolving conflict and building consensus among the health care disciplines was never effectively addressed, and gradually gave way to pursuing health policy goals shared by the professions with academies.  The primary policy objective through the middle of the last decade was obtaining a charter from Congress as a foundation for fulfilling an ongoing policy advisory role.  The proposed charter legislation, not unlike the membership credentials conferred by NAP, was largely honorific; while implicitly according the organization a sense of legitimacy, it would not have granted specific roles, authority or power to the organization.  In any case, the charter legislation passed the U.S. Senate unanimously, but, notwithstanding vigorous efforts to secure approval by the House of Representatives, it died in the Judiciary Committee.  At various junctures, NAP published position papers and its leaders became engaged in advocating NAP positions on major health care legislation, most recently during a series of policy forums held as the ACA was working its way through Congress.  While well drafted and presented, NAP’s influence generally appears to have been limited to that of individual members.  While very much in keeping with its model of achieving influence through its distinguished membership, the organization did not develop an infrastructure capable of mobilizing significant numbers of members in common cause.  In large part this was due to limited resources for staff support, as well as the attention devoted to passage of charter legislation. 

Beginning with the strategic plan for the years 1999-01, increased attention was given to developing infrastructure sufficient for NAP to fulfill its mission.  Yet while this and the subsequent strategic plan (2003-08) include numerous objectives for developing foundation and corporate support, the objectives generally lack specificity regarding potential funders and revenue goals and do not appear to have been accompanied by detailed pro formas.  

In 2007, NAP complemented its strategic plan by contracting for a “Branding and Membership Marketing Assessment.”  Based upon document review, and interviews of varying depth with leadership and a representative sample of members, the assessment observed that NAP enjoyed generally favorable perceptions from its members and general concurrence that interprofessional care represented a valuable central theme for the organization.  However, it also indicated (1) a need for stronger internal capacity; (2) an absence of a clearly articulated “value proposition” for NAP members; (3) a need to target external audiences; (4)a need for a centralized, planned approach to communicating with members; and (5) a need for a well-organized membership recruitment and retention plan.  Recommendations included new initiatives to involve members, marketing partnerships and alliances, and developing relationships with major national health foundations.

In October of 2010, a “Re-Vision Team” was appointed to develop recommendations for the Council concerning new strategies and approaches for future development.  Team Chair Treasurer William Padula, together with members David Rodgers, Harold Glickman, and Marie DiCowden, reported to the Council on March 18, 2011.  Their findings and recommendations include:
· More clearly defining the organization and its role;

· Creating opportunities for NAP academies to consider and act upon their own priorities; 

· Building bridges to members, government, volunteers, philanthropic funders, and the media;

· Partnering with other professional organizations;

· Focusing on the cultural necessity of health care, especially the importance of prevention and interprofessional care;

· Re-branding NAP as a moderator for change, serving as a facilitator of common ground among health professions regarding interprofessional health care.
In January of 2011, NAP surveyed members to determine perceptions of organizational strengths, weaknesses, opportunities, and threats (SWOT).  Although the response rate was relatively low (n=67), the dominant themes aligned with the targets of strategic plans over the course of the previous 20 years.

Table 1: Dominant Themes in January, 2011 SWOT Survey
	STRENGTHS
	· Members: high quality, diverse, interprofessional 
· Stature of founders, history of accomplishment, relevant message (interprofessional health care)

	WEAKNESSES
	· Lack of relevancy, visibility, respect, brand
· Lack of focus or specific cause around which to rally

· Vague mission

· Difficulty defining true interdisciplinary approaches to care

· Advanced age of members

· Limited financial resources

· Low, diffuse communications

	OPPORTUNITIES
	· Take on interprofessional practice and research as a central theme
· Take advantage of currency of health reform as a national priority

· Collaborate with other organizations – build partnerships

	THREATS
	· Revenue limitations due to limits on membership and primary reliance on membership dues
· Competition from better placed, well financed organizations

· Limited time availability of practitioner members


2011 Environmental Assessment Findings 
Between the months of May and August, 2011, CCS’s consulting team engaged Council members in a series of three surveys and nine conference calls, and in July conducted a broad membership survey on questions and issues that identified in Council dialogue.  Concurrently, a series of detailed key informant interviews were conducted to add depth and nuance.  The findings of these environmental scanning activities, and planning goals and objectives that follow, are organized around five topics:

· Membership

· Governance and Management

· Services, Communications, Projects and Initiatives

· External Relationships

· Finance

The tables and discussion that follow summarize findings from these discussions, Council surveys and conference calls, the membership survey (detailed data for which are presented in Appendix 1), and analysis of key informant interviews (summarized in Appendix 2).
Table 2: Environmental Scan – Membership
	Topic/Issue
	Considerations, Strengths, Weaknesses, Opportunities

	Role and Meaning of Honorific
	· NAP’s essential purpose, clearly stated in the bylaws, is promotion of excellence in professional practice to the benefit of all Americans.  The distinctive aspect of NAP’s approach to this end, which itself is shared with most other professional organizations, is its aim of achieving this through recognizing, and mobilizing, leading practitioners in a variety of fields.
· The honorific nature of the organization is highly valued by members – a theme that is clear from discussions among Council members, key informant interviews, and the July membership survey.

· Much less clear is what NAP membership means after induction.  The organization provides little in the way of ongoing service or support to members after induction.  Equally noteworthy, the organization asks little of the vast majority of members, limiting their ability to contribute much more than annual dues and perhaps nominate new members.

· A subtle but important distinction in the membership selection process, as well as internal and internal communications, might contribute to a more coherent organizational structure: NAP might be more consistently clear in recognizing distinguished practitioners and scholars based upon their contributions to their patients’ lives, communities, and professions, rather that upon their personal or professional achievements.  Consistently conveying this sense of giving to others is at once suggestive of a continuing obligation to contribute to the success of NAP and of shared values that should resonate with policy makers and other external audiences. 

	Membership Data and Distribution (details in Appendix 3)
	· About two-thirds of the nearly 2,000 individuals who have been inducted to NAP are in inactive or emeritus status.  
· A combination of reactivation and new member recruitment is needed, both to strengthen the organization’s capacity and to increase annual operating revenue; dues are likely to remain the primary source of operating revenue for the foreseeable future.
· Three academies have fewer than 50 active members – Dentistry (46), Medicine (25) and Osteopathic Medicine (18); significant recruitment of new members is an urgent priority for them.

· Five academies, Nursing (132), Optometry (98), Podiatric Medicine (64), Psychology (62), and Social Work (93), have over 60 members; it is noteworthy that all three academies that have supplemental academy dues (Optometry, Podiatric Medicine, Psychology) are among the stronger academies.
· The age distribution of NAP members is higher than necessitated by the ten year practice minimum; targeting younger distinguished practitioners and scholars for nomination would strengthen the organization’s prospects.

· Geographically, there are concentrations of NAP active members in the 13 urban areas: Seattle, San Francisco, Los Angeles/San Diego, Denver, Houston, Chicago, Cleveland/Pittsburgh, Miami, Florida Gulf Coast, District of Columbia, Philadelphia, New York City, and Boston. Only Alaska and Idaho have no active members.
· NAP academies have access to membership data (contact information, geographic distribution) that could be used for targeting renewal, reactivation, and recruiting; there is very little systematic use of these resources by academy leaders.

	Goals, Objectives, and Process Issues
	· NAP members strongly support a combination of some consistency across academies regarding both process and criteria for induction, and allowing some variation among academies.  While staff support has provided some structure to the nomination and application processes, and recent initiatives have established some clear timelines for 2011, there is no annual calendar or compendium of academy rules and practices that clearly sets forth goals, timelines, processes and criteria.  Significant new organizing work and member leadership will be needed to improve performance in what is a vital set of activities for a membership organization.
· NAP dues ($250 per year) and induction fees ($150 one-time) are comparable to other national professional organizations and appear to be acceptable to members.

	Academy Membership Caps
	· NAP academy membership caps of 150 active members present three problems:
· For an organization that is dependent on dues for revenue (distinguished practitioners and scholars constitute the vast majority of the membership base –dues are not collected from inactive members, emeriti, associate or honorary members), the caps place a significant restraint on future operating revenue of a national organization.

· The uniform cap is inequitable across academies considering the vast differences in the numbers of practicing professionals among them, ranging from about 13,000 podiatrists to 2,600,000 registered nurses.
· The cap could create an operational paradox in the recruiting and retention work of NAP: significant success in reactivating members could take some academies over the cap, making additional recruitment impossible.

· There is no consensus among NAP Council members or membership about resolving the problems posed by the caps.  Current membership levels generally being low, this is not an immediate problem, although it might become one for the nursing academy in 2012.  

· The dominant concern about basing individual academy caps on the number of practitioners in each field (the U.S. Bureau of Labor Statistics has consistent criteria for counting and regular update schedules for each profession) is the imbalance that might create in voting or representation within NAP; however, it is noteworthy that general membership is not routinely consulted or included in resolving issues – this would become an issue only if proportional representation on the Council was to follow.

· While not an immediate priority, a short-term option might be to allow academies that reach the 150 cap to petition the Council for a limited number of new members.

	Classes of Membership
	· There is general agreement on the Council and among the membership that classes of membership should be renamed, associates or affiliates actively recruited (both as a base for future distinguished practitioners and scholars and a source of new revenue), and dues (but not voting rights) collected from them.  
· While there were variations regarding details, there was consensus in Council strategic planning conference calls to move to a system along these lines:

· Rename membership as fellowship, with current membership rights and obligations extended to Fellows (thus, Distinguished Practitioner and Fellow, Distinguished Scholar and Fellow, Distinguished Public Policy Fellow);
· Affiliates (non-U.S. Citizens in the same categories of practitioner, scholar and public policy fellows) would continue as currently;
· Rename associates as members (open through the respective academies to duly credentialed professionals who support the mission of NAP), extend benefits (except voting) to them, establish a lower level of dues, and actively recruit. 

	Additional Academies
	· There is consensus among Council members that additional academies should be established in the following fields:
· Audiology
· Occupational Therapy

· Physical Therapy

· Public Health

· Speech and Language Pathology

· Other licensed allied health professions that might be candidates for NAP academies include:

· Art and Music Therapy

· Counseling
· Diet and Nutrition

· Physician Assistant

· Respiratory Therapy

· Radiology Therapy

· Recreational Therapy

· Staff support and costs for creating and ramping-up and supporting new academies is limited.


Table 3: Environmental Scan – Governance and Management
	Topic/Issue
	Considerations, Strengths, Weaknesses, Opportunities

	Governance Within Academies
	· Beyond membership recruitment and retention, there is relatively little activity within individual academies to govern; the most significant responsibilities of academy chairs and co-chairs are related to their participation on the NAP Council.

· The frequency, process, and rotation of academy officer selection is not clearly defined and documented.

	NAP Governance – Roles of Council, Executive Committee, and Standing Committees
	· NAP bylaws provide for relatively infrequent Council meetings (two per year), but the organization’s limited revenue and staffing support require unusually expansive engagement of officers and Council members.  
· Authority of, or limitations on, officers or the Executive Committee to initiate action or conduct business is not clearly established in the bylaws or organizational customs and practices.

· Other than the Executive Committee, standing committees created in the bylaws rarely if ever meet. 

	NAP Governance – Bylaws Issues
	· The capacity of the Executive Committee to act between the semi-annual Council meetings prescribed in the bylaws is limited by the authority of the Council to subsequently reverse or override decisions.  These provisions could undermine continuity and timely action on difficult issues.

	NAP Governance – Succession Planning
	· Neither NAP nor the individual academies have an organized succession planning process for future academy officers/Council members.

	Staff Leadership and Management
	· NAP staffing has been traditionally provided through management contracts rather than direct employment; such arrangements are more likely to meet minimum staffing needs in light of the organization’s limited financial resources.

· Staffing for NAP has been traditionally limited to providing support to elected leaders, the Council and Executive Committee members, and occasionally standing or special committees/task forces, rather than executive leadership to initiate and sustain work on public policy and other projects.
· Staff support traditionally has focused on membership recruitment and retention, internal communications, and the annual forum, punctuated by ad hoc initiatives in the realm of national health policy.

· The D.C. site of NAP’s annual forum is not accompanied by a regular physical presence in the capitol city, detracting from its potential to be consulted on health policy issues and to participate in the “inside the beltway” political culture.

· The current management contract with The Center for Community Solutions is a viable alternative for NAP to manage its basic functions, expand its membership base and services, and expand its health policy capacity.  Long-range, a D.C. - based operation will be required if NAP is to play a significant role in national health policy.


Table 4: Environmental Scan – Services, Communications, Projects and Initiatives
	Topic/Issue
	Considerations, Strengths, Weaknesses, Opportunities

	Services, Comunications, Projects and Initiatives WITHIN ACADEMIES
	· Membership recruitment and retention are the primary roles of individual academies; performance of these roles is uneven, with some academies performing at a higher level than others.

· In recent years, increased staff support for membership recruitment and retention has been required in order to address declining active membership.

· Other than membership recruitment and retention, there are no clearly defined functions, services, communications, projects, or initiatives generally expected of or performed within individual academies.
· The three academies with supplemental dues have relatively high active membership, and appear to have more significant networking activity among members than other academies.

	Thought Leadership
	· NAP’s policy and position papers, generally prepared over the course of the past ten years in conjunction with member meetings and symposia, are well conceived and written documents that could serve as resources for policy makers at the national and state levels.
· The two issue areas of greatest focus, and opportunity, for NAP are (1) interprofessional practice; and (2) prevention, health education and promotion, public health, and the roles of practicing health professionals.  Both currently are of central importance in national health policy.

· The original intent of NAP’s founders to resolve rivalry and conflict and find consensus among the various health care disciplines has primarily been pursued through “thought pieces” on interdisciplinary or interprofessional collaboration; these have not found their way into significant efforts to influence public policy.
· NAP members individually make innumerable contributions to their professions and resolution of health policy issues; NAP has no systematic way of leveraging these contributions, or of building NAP identity and reputation through association with these efforts.

· NAP members want to be engaged in activities that make a difference in the health care field; mechanisms for broad member engagement need to be developed in a manner that when members commit to an activity on behalf of NAP, something of value will happen.

· While interprofessional practice is a priority for NAP, professional “turf” issues – whether due to competent scope of practice or competition for remuneration – remain a major, systemic challenge.  NAP does not have an inclination to, or means for, addressing these at present.

· As the issues related to interprofessional practice have gained visibility in recent years, the complexity and number of parties taking an active interest in them have increased.  A clear, generally accepted taxonomy of these issues, and the national and state public policies to which they are relevant, has not been developed.  This represents an opportunity for NAP; a further opportunity may present itself in NAP’s choosing what aspects of interprofessional practice it is best situated to address.

	Professional Development
	· NAP position papers and forums are generally well conceived and executed, but utilization of the former is limited to those who might find them on the NAP webpage, and attendance at the latter has become sparse.
· Most professional associations provide continuing professional education credits as a means of attracting participants to conferences.  NAP has a disadvantage in this regard because of its multidisciplinary membership, the complexity of offering continuing education credits in many fields, and the perceived inequity of providing such credits for some, but not all, member professions.

· NAP’s forum has traditionally been of limited duration, while trying to fulfill three distinct functions: (1) as an event for induction of new members; (2) as an opportunity to develop or hear presentations on professional practice and health policy; and (3) as an opportunity for interacting with public officials.  In light of its D.C. venue, NAP might do more for its broader membership and increase its effectiveness by separating the second of these functions into an annual Fall conference (in conjunction with the Fall Council meeting), significantly expanding the duration and offering continuing professional education credits in multiple fields.  This would also open the D.C. forum agenda for increased interaction with national policy makers.

	Public Policy and Advocacy

a. Federal
b. State
	· NAP’s forums and policy position papers are very well developed, but other than periodic ad hoc initiatives to use them to influence policy in Congress or the executive branch, the organization has developed no system or capacity for actively promoting its positions with policy makers.
· NAP has members in 48 states, with concentrations of members in over one dozen urban centers.  However, it has no organized capacity to mobilize members to interact with their members of the U.S. House of Representatives and Senate.
· To the extent that NAP is engaged in addressing public policy issues, its focus is on national policy and policy makers.  This approach fails to consider two centrally important realities and opportunities in the field of state health policy that are directly related to the NAP focus on interprofessional practice:

· Barriers to interprofessional care are significantly rooted in professional scope of practice laws and regulations, which fall under the authority of state governments;

· The original NAP priority of resolving conflict and building consensus among health care disciplines lacked a focus on the primacy of the states in defining professional scopes of practice.

· NAP members are all licensed by their home states, and at least generally familiar with licensure boards and the statutes governing them.
· Numerous provisions of the ACA are or will be managed by state governments, including policies governing Medicaid, insurance exchanges, regulation of private insurance plans and managed care organizations, regulation of corporate health providers (institutional and community-based) and provision for public health initiatives and programs.  NAP’s lack of support for member engagement in state health policy will significantly limit its capacity to fulfill its promotion of interprofessional practice and enhance public health – practitioner collaboration.

	Internal Communications
	· NAP’s new weekly member eblast “5 Things You Need to Know This Week” has filled a void left by the suspension of earlier newsletters, for several years, journals.  Sustaining and strategically expanding routine member communications is critical to maintaining active membership, and engaging members in the work of the organization.
· Academy-specific communications are extremely limited, sporadic, and often driven by deadlines.  A minimum set of routine communications – perhaps focusing on membership renewals, reactivation and recruitment, academy meetings at NAP sponsored events, and academy receptions or hospitality suites at national conventions of major professional associations – could help address the desire of many members for opportunities to become active in NAP.

	External Communications 
	· NAP members are highly regarded by leaders of other national professional associations, but communication and collaboration between NAP and these organizations is unorganized and sporadic.
· NAP is not well known among key health policy makers in 
Congress or the executive branch.  Its policy positions are not used or knowingly applied by either policy makers or other national professional associations.

· NAP has neither a systematic way of associating itself with the professional nor public policy contributions of its members, nor of encouraging members to share their NAP affiliation with others. 

	Ejournal
	· The framework for producing a semi-annual ejournal on interprofessional practice has been prepared, but the member workforce required to produce it has not been organized.
· NAP has sufficient financial resources to launch an ejournal in 2012, with nominal financial support for managing and copy editing functions and posting the journal on the website.


Table 5: Environmental Scan – External Relationships
	Topic/Issue
	Considerations, Strengths, Weaknesses, Opportunities

	Other Health Care Professional and Advocacy Organizations
	· NAP members, including some Council members, hold or have held offices in national and other health professional organizations.  NAP has no systematic way of collecting and maintaining data on these connections, which represent a significant potential source of influence.

· NAP has not established a system or routine communications or collaboration with other national professional organizations or health policy “think tanks;” outreach efforts during the summer of 2011 indicate significant opportunity to establish such relationships.

· NAP has not established relationships with other health policy advocacy organizations; outreach efforts during the summer of 2011 indicate significant opportunity to establish such relationships.

	Federal Policy Makers
	· At many junctures over the past three decades, NAP has engaged members of Congress on policy issues.  Relationships with members of Congress generally have derived from personal initiative by NAP leaders, and little if any organizational identity has been established with House and Senate health policy leaders.
· With the exception of proposals for a Congressional charter, NAP’s policy work with Congress and the executive branch has been sporadic.

· NAP’s longstanding foci on collaborative models of professional practice and prevention through public health and effective care management present opportunities to become an effective voice in the implementation of national health reform.

	State Policy Makers 
	· NAP has not engaged in state health policy issues, notwithstanding the significant role of the states in professional licensure, regulation of health insurance, and administration of Medicaid and public health programs.
· National organizations focusing on state health policy, such as the National Academy for State Health Policy, Governors Conference, National Association of State Legislatures, and Council on Licensure, Enforcement and Regulation, represent opportunities for NAP and its members to become active in this arena.

	Educational Institutions
	· Numerous NAP members have strong relationships with health professional education institutions across the United States.  NAP has no systematic way of collecting and maintaining information neither about these relationships, nor for leveraging them to further its mission and goals.
· Reaching out through NAP members to national associations and advocacy organizations that significantly influence health policy related to professional education, such as the American Association of Medical Colleges and American Association of Colleges of Nursing, represents an opportunity for strengthening NAP’s influence in national policy related to professional education and practice.

	Accrediting Bodies
	· NAP has not systematically engaged private accrediting bodies such as the Joint Commission on Accreditation of Healthcare Organizations and Commission on Accreditation of Rehabilitation Facilities, in its policy development or advocacy work.
· Creation of national accreditation standards for interprofessional practice represents a significant opportunity for NAP.  Speculative policy analysis and pilot projects could create an opportunity to develop the major external financial support, planning, staffing, and member engagement that would be needed for such an endeavor.  The extensive experience of well-established accreditation organizations, as well as the experience of NAP members who have participated in accreditation review teams, could serve as a foundation for such work.


Table 6: Environmental Scan – NAP Finance
	Topic/Issue
	Considerations, Strengths, Weaknesses, Opportunities

	Membership Revenue
	· With basic membership dues of $250, NAP’s current membership base of 650 active members, raises barely enough annual revenue (about $162,500) to sustain basic staff support through management consultants.  NAP’s potential dues revenue could reach $375,000; average academy active membership of 125 would produce revenue of over $310,000.
· Three academies have supplemental dues to cover academy expenses: Optometry, Podiatric Medicine, and Social Work.

	Forum and Conference Revenue
	· Annual Forum revenue is approximately $40,000 to $45,000 per year; expenses for the Forum are roughly equal to revenue.
· Conference revenue represents a significant opportunity for NAP to raise additional annual operating revenue, especially if it is able to develop a system for routinely offering continuing professional education credits for all of the professions represented in its academies.
· NAP has virtually no exhibitor/trade show revenue from its Forum and occasional symposia and conferences.  Notwithstanding increasing regulatory oversight, such revenue represents an untapped source of future operating revenue.

	Other Revenue
	· At the close of 2011, NAP will have reserves in cash and certificates of deposit of about $200,000; while representing a viable source for investing in new initiatives or covering unforeseen expenses, these reserves do not represent a viable source of investment income.
· NAP presents an annual Nicholas Andrew Cummings Award from funds restricted for this purpose; the current value of the fund is $35,000.

	Operating Expenses
	· For several years, NAP annual operating expenses have been approximately $160,000.  It is estimated that annual operating costs for basic association expenses, exclusive of Forum and other conference related expenses, will be approximately $225,000 for each of the next several years (see 2012-14 pro forma and accompanying assumptions/notes below).


Strategic Plan
Mission
The mission of the National Academies of Practice is to promote excellence in practice of health care professionals, and quality health care for all through interprofessional collaboration in service delivery, research, education, and public policy advocacy.  Toward these ends, NAP

· Recognizes and honors the contributions of the nation’s leading health care practitioners through its constituent academies;
· Supports its distinguished members in developing and disseminating practices, models, curricula, and policies that enhance interprofessional collaboration in practice settings;
· Informs policy makers at the national and state levels regarding public policies that will enhance access to health care and advance excellence in the promotion of health, and prevention and treatment of disease, injury, disability, and poor health.

Values
NAP embraces the following core values in achieving its mission:

· Use of our professional skills to provide, and advocate, a health care system that best serves patients and society;

· Adherence to the ethical principles of beneficence, nonmaleficence, patient autonomy, professional veracity, and social justice as they are commonly reflected in the professional codes of ethics governing the disciplines of NAP’s constituent academies;

· Application of evidence bases to professional practice and public policy;

· Continual improvement in the quality of health promotion, prevention and treatment of disease, injury, disability and poor health, and societal approaches to achieving these ends;
· Adherence to legally delineated boundaries of professional practice, while striving to change those that favor the interests of professions over those of patients or society;

· Interprofessional collaboration in the interests of patients and society;

· Engagement with public officials and institutions, and privately owned and operated organizations, to assure access to basic health care for all Americans.
The matrixes presented in the next section present NAP’s strategies and objectives for fulfilling its mission, including proposed action steps, responsible parties, and timelines.  
Table 7: Strategic Planning Matrix
	Strategies and Objectives
	Action Steps
	Implementation* Lead
	Timetable**

	Membership


	
	
	FY 2012
	FY 2013
	FY

2014

	1. Execute annual membership calendar

2. Focus annual induction process  on contributions to patients, communities, professions and public policy
3. Determine member interests in contributing to NAP goals and objectives; distribute results to Academy Chairs, committee and task force chairs
4. Adopt active membership goals for each academy for following year based, on NAP goals/budget; 
5. Revise policies on membership cap
6. Revise classes of membership
7. Create new academies
8. Annually update, and monthly review and correct, lost emails from, membership database

	a. Plan and conduct annual induction ceremony
b. Convene Chairs and Co-chairs to define individual roles and responsibilities for achieving annual membership objectives; follow-up with individual academy members.
c. Complete annual reactivation canvass.

d. Complete annual nomination process.
e. Follow-up with member-to-nominee application details.

f. Complete selection of following year’s inductees.

g. Complete annual renewal cycle for following year.

a. Summarize contributions for induction ceremony commentary.

a. New member survey

b. Distribute results; use in Forum & Work Plans
c. Engage new members

· Arrange local contacts of new members by current members

a. Overall Membership Goals (assuming 10 academies – adjust if new academies added):

· 2012: 700

· 2013: 800

· 2014: 900

· 2015: 1,000

b. Through 2014, give priority to Osteopathic Medicine, Medicine, and Dentistry

c. Focus on recruiting new members who are mid-career

d. Building on current active member concentrations, develop and execute plans to broaden geographical distribution of active members for each academy

e. Encourage interprofessional meetings of members in high concentration areas

f. Include Academy time at Forum and conferences

a. Amend bylaws to authorize Council to grant exceptions to 150 active member academy cap
b. Debate and amend bylaws for long-term measures to address problems with 150 active member academy cap

a. Amend bylaws to convert membership classes to:

· Distinguished Practitioner and Fellow

· Distinguished Scholar and Fellow

· Distinguished Public Policy Fellow

· Track changes above for affiliates (non-U.S. Citizens)

· Maintain current honor of “Fellow” as “Senior Fellow” (create master list)
b. Amend bylaws to convert associate status to “membership”; adopt annual dues of $75
c. Develop and execute “membership” recruitment plan (coordinated with professional association partnerships to minimize competition – see below)
a. Review the following professions for compliance with bylaws criteria for new academies, current status of honorific organizations in each field, and feasibility of creating new academy:
· Art and Music Therapy

· Audiology

· Counseling

· Diet and Nutrition

· Occupational Therapy

· Physical Therapy

· Physician Assistant
· Public Health

· Respiratory Therapy

· Radiology Therapy

· Recreational Therapy

· Speech and Language Pathology

b. Designate target professions for creation of new academies

c. Develop and execute plan for creating new academies

a. Annual update

b. Monthly corrections
	Forum Planning Committee/Comm. Consultant
Committee for Honoring Achievement/Executive/M’ship. Consultant
Academy Chairs and Co-Chairs/M’ship. Consultant
Academy Chairs and Co-Chairs/M’ship. Consultant
Academy Chairs Co-Chairs, members/M’ship. Consultant
Council upon recommendation forwarded by Academy Chairs Co-Chairs, members/M’ship. Consultant
President, Academy Chairs Co-Chairs/M’ship. Consultant
Committee for  Honoring Achievement, Academy Chairs Co-Chairs/M’ship. Consultant
Exec. Comm.

M’ship Consultant
M’ship Consultant
Chairs

Committee for Honoring Achievement, Academy Chairs Co-Chairs/M’ship. Consultant
Academy Chairs Co-Chairs/M’ship. Consultant
Academy Chairs Co-Chairs

Forum Comm/ Comm. Consultant
Council/Executive
Council/Executive
Bylaws Committee/ Council/Executive
Bylaws Committee/ 
Council/Executive
Committee for Honoring Achievement, Academy Chairs Co-Chairs/Executive/M’ship. Consultant
Executive Committee/ Council/Policy Coord.
Council/Policy Coord.
Council/Policy Coord.
M’ship. Consultant
M’ship. Consultant
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	Governance and Management


	
	
	FY 2012
	FY 2013
	FY

2014

	1. Create and act upon a set of general objectives and expectations for individual academies

2. Initiate within each academy annual objectives for member engagement
3. Strengthen governance and oversight functions
4. Stabilize arrangements for executive leaderhip, professional support, and Management
	a. Amend bylaws to establish general set of objectives and expectations in the areas of

· Membership retention and recruitment

· Internal academy activities

· Participation in NAP initiatives and projects

· Academy communications and liaison with national professional associations

b. Review current terms of office for Chairs and Co-Chairs and adopt master list of terms
c. Adopt succession guidelines and plans within each academy

a. Involve active members and emeriti in member reactivation, nomination, and renewal objectives
b. Implement plans to engage members in academy activities
c. Implement plans to broaden participation in NAP initiatives and projects

a. Adopt “job descriptions” for Council Members/Academy Chairs and Co-Chairs

b. Adopt standing quarterly meeting schedule for Council

c. Adopt standing meeting schedule for Executive Committee

d. Amend bylaws to specifically authorize Executive Committee to act on behalf of the Council (except in inducting fellows, amending bylaws, or employing an Executive Director of management consultant) between regular Council meetings.

e. Amend bylaws to update Vice Presidencies and standing committees (number, functions) based on current and future needs of NAP

f. Fill current standing committees, appoint members, and establish standing meeting schedule 

a. Negotiate extension of management contract with The Center for Community Solutions for 2012-13.

b. Develop long-range plan for relocating NAP office to D.C. and engaging D.C.-based organization or staff to assume executive leadership and management roles.
	Bylaws Committee/ Council/Executive
Executive Committee, Council/Executive
Academy Chairs Co-Chairs

Academy Chairs Co-chairs (see above)
Academy Chairs Co-Chairs

Council/ Executive Committee/ Academy Chairs Co-Chairs

Council/Executive
Council

Council

Bylaws Committee/ Bylaws Committee/ Council/Executive
Bylaws Committee/ Council/Executive
President

President/ Council/Executive
Executive Committee/ Council/Executive
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	Services, Communications, Projects and Initiatives
	
	
	FY 2012
	FY 2013
	FY

2014

	1. Define and initiate services, communications, projects and initiatives WITHIN ACADEMIES
2. Clearly define and execute thought leadership initiatives and projects
3. Expand and provide professional development opportunities
4. Engage in targeted federal health policy issues and advocacy
5. Engage in targeted state health policy issues and advocacy
6. Strengthen internal communications to membership
7. Strengthen external communications
8. Launch ejournal
	a. Annually adopt in each academy a set of objectives for the following year in the areas of

· Membership retention and recruitment

· Internal academy activities

· Participation in NAP initiatives and projects

b. Annually designate one or more members of each academy to solicit and provide academy news and updates for weekly eblast

c. Annually recommend to the President academy members for appointment to NAP standing committees and work groups
d. Annually review academy supplemental dues and adopt budget for following year
a. Update the following NAP policy papers/publications:

· Models for Accountable Coordinated Care (Present at Fall 2012 Conference)

· Interprofessional Health Care Practice Recommendations, including taxonomy of issues and challenges and their implications for public policy (Present at Fall 2012 Conference)

· Interprofessional Health Care Education Recommendations, including taxonomy of issues and challenges and their implications for public policy (Present at Fall 2012 Conference)

· Interprofessional Health Care Research Recommendations (Present at Fall 2012 Conference)

· Prevention, Health Promotion, and the Practicing Professional (Present at Fall 2012 Conference)

b. Develop prospectus for accreditation process for excellence in interprofessional health care

· Appoint work group

· Develop work plan and budget

· Develop Partnerships/ raise revenue

· Complete draft for presentation to Council

· Redraft for presentation to members and discussion at Fall Conference 2014
· Incorporate report recommendations into NAP Strategic Plan

c. Develop Policy and Position Paper on Interprofessional Care and Professional Licensure and Accreditation (focusing on implications for roles of state licensure boards and private accreditation organizations)

· Appoint Work Group

· Develop work plan, partnerships (NASHP, CLEAR)

· Complete Review Draft

· Complete final draft for presentation at Fall Conference 2013
· Incorporate report recommendations into NAP Strategic Plan
d. Expand member participation in NAP thought leadership work groups/projects

· Academy chairs reach out to members,recommend (in consultation with President)
· Work group membership adjusted

e. New work group report and recommendations on proposed D.C. – based demonstration project on interprofessional health care (Padula Proposal)

a. Appoint Forum and Fall Conference Planning Committee annually (terms of 18 months to allow completion of both events during term)

· 2012 Forum and Fall Conference

· 2013 Forum and Fall Conference

· 2014 Forum and Fall Conference

· 2015 Forum and Fall Conference

b. Complete Forum planning for following year

c. Complete Fall Conference planning for following year
d. Focus Forum on Induction Ceremony and Public Policy Interaction in D.C.

e. Focus Fall Conference on tools/methods for interprofessional practice, prevention and public health, and NAP “thought leadership” initiatives and projects

f. Develop and execute Continuing Education plan for Fall Conference
g. Develop and execute CME plan for Forum
a. Add U.S. Senate and House of Representative members to individual profiles of NAP members; create database of NAP members for each Senator and Representative and update annually
b. Create and update quarterly contact information for key U.S. Senate and House staff for members on health committees/subcommittees
c. Initiate and sustain new monthly “NAP Health Policy Briefs” to key Congressional health staff and executive branch health policy leaders; structure like “5 Things…” as follows:

· A national health policy article from a major journal (JAMA, Health Affairs, etc.)
· A state health policy article or story from a state government news source (Governors Conference, NCSL, CLEAR, NASHP, etc.)
· A major interprofessional care story/article from the previous month
· A major public health story/article from the previous month
· A “what’s new at NAP” item (just one…from our weekly 5 things)
d. Convene work group, plan, and contribute to CMS guidelines and regulations regarding interprofessional service and finance models under the ACA. 
e. Convene work group, plan, and contribute to IOM study of intersection of public health and primary care

· Review IOM report and recommend NAP response/ follow-up

· Review related outcomes research for evidence supporting applications of public health principles by practitioners

f. Define key issues and messages for Capitol Hill visits during Annual Forum; provide advocacy training at Forum and conferences
g. Encourage and assist NAP members to make Capitol Hill visits during Annual Forum, using interprofessional teams (or home district visits if not attending); see mapping/targeting in 4.a. above)
h. Include in annual membership survey (see 6.a. below) inquiry regarding Member participation in national health policy 
i. Annually update Advocacy Toolkit on Webpage
a. Monitor work group developing Policy and Position Paper on Interprofessional Care and Professional Licensure and Accreditation (focusing on implications for roles of state licensure boards and private accreditation organizations) – see 2.c. above.
b. Follow-up on strategic plan amendments related to State Licensure Work Group

c. Monitor and report weekly through “5 Things…” important updates on state health policy from around the country; focus on material from state public policy “think tanks” (e.g., Governor’s Conference, NCSL, NASHP, CLEAR, Pew Center on the States, et al)

d. Include in annual membership survey (see 6.a. below) inquiry regarding:

· Member participation in state professional licensure activities

· Member participation in state health policy issues 
e. Develop and annually update “Advocacy Tools for Advancing Interprofessional Care With State Licensure and Professional Accreditation Bodies” for use by members in interacting with state agencies
f. Develop and annually update “State Health Policy Advocacy Tools” for use by members in interacting with state legislators and executive branch officials
a. Survey Members annually to determine individual interests in working on NAP committees, initiatives and projects (see above regarding membership work in federal and state health policy
b. Sustain “5 Things You Need to Know This Week” every Monday 
c. Work with individual academy liaisons (see 1.a. above) share academy news and updates for weekly “5 Things…”
a. Initiate monthly “NAP Health Policy Briefs” for federal policy makers (see 4.c. above)
a. Recruit editors and reviewers for 2012; determine title
b. Recruit managing and copy editors for 2012-13

c. Appoint Editorial Board
d. Determine focal topics for 2012; distribute call for papers

e. Adopt review cycle, review standards, style

f. Complete design and webpage

g. Develop and periodically update distribution list

h. Secure indexing service

i. Publish and distribute Summer and Winter issues annually
	Academy Chairs Co-Chairs

Academy Chairs

Academy Chairs

Academy Chairs

CMS Work Group/Pol. Consul.
CMS Work Group/Pol. Consul.
New Work Group (cross- membership with practice group)

New Work Group (cross- membership with practice group)
IOM Work Group/Policy Coord.
President

Accreditation Work Group
Accreditation
Work Group/ Executive Com./Executive
Accreditation Work Group

Work Group

Council/ Executive Consultant

Public Policy Committee
President
Executive
Work Group
Work Group
Executive
President

Academy Chairs

President
President Appoints/ Pilot Work Group Reports
President

Forum & Conference Planning Committee/Comm. Consultant
Forum & Conference Planning Committee/Comm. Consultant
Forum & Conference Planning Committee/Comm. Consultant
Forum & Conference Planning Committee/Comm. Consultant
Forum & Conference Planning Committee/Comm. Consultant
Forum & Conference Planning Committee/Comm. Consultant
Public Policy Committee/ M’ship Consultant
Public Policy Committee/ Executive/ Ext. Comm. Consultant
Ext. Comm. Consultant
CMS Work Group/Pol. Consul.
IOM Work Group/ Policy Coord.
IOM Work Group/ Policy Coord.
IOM Work Group/Policy Coord.
Public Policy Committee/ Executive
Public Policy Committee/ Forum & Fall Conference Planning Committee/Executive/Comm. Consultant
Public Policy Committee/Policy Coord./M’ship. Consultant
Public Policy Committee
Public Policy Committee/ Project Work Group/Executive
Public Policy Committee/ Executive Consultant

Public Policy Committee/Ext. Comm. Consultant
Public Policy Committee/Policy Coord./M’ship. Consultant
Public Policy Committee/Staff T.B.D.

Public Policy Committee/Staff T.B.D.

Council/Policy Coord./M’ship Consultant
Ext. Comm. Consultant
Ext. Comm. Consultant
Public Policy Committee/ Executive/ Ext. Comm. Consultant
Executive Committee/Executive
Executive Committee/Executive
Executive Committee

Editorial Board/ Mng. Editor
Mng. Editor
Mng. Editor. 
Mng. Editor/ 

Mng. Editor
Mng. Editor
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	External Relationships


	
	
	FY 2012
	FY 2013
	FY

2014

	1. Build systematic relationships with other  health professional organizations through membership
2. Build systematic relationships with national and state policy makers (see plans related to federal and state policy makers above)
3. Build relationships with institutions of higher education through NAP membership
4. Build relationships with licensure and accreditation bodies through membership
	a. Include in Annual Membership Survey (see Services, Communications, Projects and Initiatives item 6.a above) inquiry regarding NAP member leadership roles in national professional associations

· Share results with academy Chairs, Council

b. Execute individual academy communications and liaison with national professional associations (see Government and Management item 1.a. and 2 above)

c. Regularly distribute Forum and Conference information through national professional associations

a. Include in annual membership survey (see 6.a. below) inquiry regarding Member participation in state professional licensure activities (see Services, Communications, Projects and Initiatives Item 5.d. above)
· Share results with academy Chairs, Council

b. Execute individual academy communications and liaison with educational institutions (see Government and Management item 1.a. and 2 above)

a. a.
Include in Annual Membership Survey (see Services, Communications, Projects and Initiatives item 6.a above) inquiry regarding NAP member leadership roles in institutions of higher education Execute individual academy communications and liaison with licensure and accrediting bodies through active members
	Policy Coord./M’ship. Consultant
Policy Coord./M’ship. Consultant
Academy Chairs Co-Chairs

Forum & Conference Planning Committee/ Comm. Consultant
Policy Coord./M’ship. Consultant
Academy Chairs Co-Chairs

Policy Coord./M’ship. Consultant
Academy Chairs Co-Chairs
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	Finance – Pro Forma Assumptions
	
	
	FY 2012
	FY 2013
	FY

2014

	1. Membership Revenue

2. Forum and Conference Revenue and Expense
3. Other Revenue Opportunities

4. Operating Expenses
	a. Annual dues remain at $250 
b. Active membership (“Fellows”) of 700 in 2012, 800 in 2013, and 900 in 2014

c. New “Members” of 75 in 2013 and 125 in 2014 with annual dues of $75

a. Assumes gradual growth of Forum attendance and revenue, using 2011 actual revenue and expense as baseline
b. Holds constant 2011 revenue and expense for academies with supplemental dues
c. Assumes Fall conference becomes annual event beginning in 2012, with modest grant and exhibit revenue for each; price is set at $350 and attendance projected at 150 in 2012, 200 in 2013, and 250 in 2014.  Direct costs for conferences assumed at $125 per person.

a. No project grants or other projected for 2012-14.
a. Support for Council and committee meetings set at $8,000 for 2012 and adjusted slightly upward in 2013 and 2014

b. $10,000 budgeted for ejournal editorial support each year
c. Staff support for membership and communications maintained at 24 hours per week; $8,000 baseline expense for website maintained each year.

d. Accounting and legal services are budgeted at $9,500 in 2012, and adjusted slightly upward in 2013 and 2014
e. Center for Community Solutions’ indirect costs are budgeted at $18,000 in 2012, with the annual rate adjusted slightly upward in 2013 and 2014

f. The largest expense category is for Leadership and Professional Support.  This covers services of the following individuals:

· John Begala @ 400 hours/year

· Ken Slenkovich @ 300 hours/year

· Willie Oglesby @ 300 hours/year

· Roslyn Bucy Miller (forum and conference planning support) @ 240 hours per year

· Terry Lenahan (Membershiprelations) @ 416 hours per year

Annual expenses for these services are $110,250 in 2012 (note that hourly rates for Begala, Slenkovich, and Oglesby are discounted by 25 percent in 2012); $136,500 in 2013; and $163,000 in 2014 (note that 2014 expenses for this item assume phase-out of most aspects of the CCS management contract by June 30, 2014, and assumption by staff director or D.C.-based manager).
	
	
	
	



The budget assumptions in the strategic planning matrix above are reflected in the following pro forma, which projects attainable revenue and expense targets for the years of 2012 through 2014.

Table 8: NAP Pro Forma – 2012 - 2014
	Cost Center Number
	2011
	
	2012
	2013
	2014

	Cost Center Name
	Budget
	
	Budget
	Budget
	Budget

	
	
	 
	
	
	

	
	
	 
	
	
	

	Revenues
	
	 
	
	
	

	Donations
	                800 
	 
	                        - 
	                        - 
	                        - 

	Donations - NAPO
	                    - 
	 
	                        - 
	                        - 
	                        - 

	Dues
	          111,000 
	 
	             175,000 
	             205,625 
	             234,375 

	Forum Income
	            40,000 
	 
	               45,000 
	               50,000 
	               55,000 

	Fellowship Application
	                    - 
	 
	                        - 
	                        - 
	                        - 

	Journal
	                    - 
	 
	                        - 
	                        - 
	                        - 

	NAPO Revenue
	             5,000 
	 
	                 5,000 
	                 5,000 
	                 5,000 

	Podiatry Special Section Dues
	             1,100 
	 
	                 1,100 
	                 1,100 
	                 1,100 

	Social Work Special Section Dues
	             1,000 
	 
	                 1,000 
	                 1,000 
	                 1,000 

	Grant Revenue
	                    - 
	 
	               10,000 
	               10,000 
	               10,000 

	Conferences and Events
	                    - 
	 
	               57,500 
	               80,000 
	               97,500 

	Interest and Dividends
	             1,500 
	 
	                 1,500 
	                 1,500
	                 1,500

	Realized Gains (Losses)
	                    - 
	 
	                        - 
	                        - 
	                        - 

	Miscellaneous Revenue
	                    - 
	 
	                        - 
	                        - 
	                        - 

	Membership contributions
	                    - 
	 
	                        - 
	                        - 
	                        - 

	
	
	 
	
	
	

	
	 $       160,900 
	 
	 $           296,100 
	 $           354,225 
	 $           405,475 

	
	
	 
	
	
	

	Expenses
	
	
	
	
	

	Accrued Interest
	                    - 
	 
	                        - 
	                        - 
	                        - 

	Investment Interest
	                    - 
	 
	                        - 
	                        - 
	                        - 

	Mileage
	                    - 
	 
	                        - 
	                        - 
	                        - 

	Academy communications
	                    - 
	 
	                        - 
	                        - 
	                        - 

	Bank Charges
	                500 
	 
	                    500 
	                    500 
	                    500 

	Council & Committee
	             8,000 
	 
	                 8,000 
	                 8,500 
	                 9,000 

	Forum
	            40,000 
	 
	               42,500 
	               45,000 
	               47,500 

	Interest
	                    - 
	 
	                        - 
	                        - 
	                        - 

	Journal 
	            12,500**
	 
	               15,000 
	               15,000 
	               15,000 

	Conferences & Briefings
	                    - 
	 
	               23,750 
	               25,000 
	               36,250 

	NAPO Expenses
	             5,000 
	 
	                 5,000 
	                 5,000 
	                 5,000 

	Podiatry Academy
	             1,100 
	 
	                 1,100 
	                 1,100 
	                 1,100 

	Social Work Academy
	             1,000 
	 
	                 1,000 
	                 1,000 
	                 1,000 

	Membership Expenses
	             5,000 
	 
	                 5,000 
	                 5,000 
	                 5,000 

	Communication Consulting
	            32,500 
	 
	               31,200 
	               31,200 
	               31,200 

	Leadership & Professional Support
	            84,000 
	 
	             115,250 
	             141,500 
	             163,000 

	Accounting & Legal Services
	             6,500 
	 
	                 9,500 
	               10,500 
	               10,500 

	Publications
	                    - 
	 
	                        - 
	                        - 
	                        - 

	Subscriptions
	                    - 
	 
	                    150 
	                    150 
	                    150 

	Taxes
	                    - 
	 
	                        - 
	                        - 
	                        - 

	Website
	                    - 
	 
	                        - 
	                        - 
	                        - 

	Website Maintenance
	             8,000 
	 
	                 8,000 
	                 8,000 
	                 8,000 

	Management Services
	            30,585 
	 
	               18,000 
	               19,000 
	               10,000 

	Office Supplies
	             1,000 
	 
	                 3,000 
	                 3,000 
	                 3,000 

	Telephone
	                    - 
	 
	                        - 
	                        - 
	                        - 

	Postage & Delivery
	             2,500 
	 
	                 3,000 
	                 3,000 
	                 3,000 

	Office Rent
	                    - 
	 
	                 2,000
	                 2,000
	                 2,000

	Repairs & Maintenance
	                    - 
	 
	                        - 
	                        - 
	                        - 

	Printing
	             1,000 
	 
	                 5,000 
	                 5,000 
	                 5,000 

	Travel
	             6,000 
	 
	               12,000 
	               12,000 
	                 6,000 

	Awards
	                525 
	 
	                 1,500 
	                 1,500 
	                 1,500

	Insurance
	             1,500 
	 
	                 1,500 
	                 1,500 
	                 1,500 

	Miscellaneous
	             5,000 
	 
	                 5,000 
	                 5,000 
	               18,000 

	Marketing
	                    - 
	 
	                        - 
	                        - 
	                        - 

	Depreciation
	                    - 
	 
	                        - 
	                        - 
	                        - 

	
	
	 
	
	
	

	Total Expenses
	 $       252,210 
	 
	 $           316,950 
	 $           349,450 
	 $          383,200 

	
	
	 
	
	
	

	Excess Revenues over Expenses
	 $        (91,310)
	 
	 $           (20,850)
	 $              4,775 
	 $            22,275 


**2011 Journal Expenses include supplemental $7,500 approved for e-journal start-up (via Digital Commons).
APPENDIX I 

National Academies of Practice Membership Profile, July, 2011 
*Excluding Emeritus Status #Non‐geocoded members included in active/inactive totals. Source: National Academies of Practice Database, downloaded April 2011 Compiled by The Center for Community Solutions 

Appendix I

National Academies of Practice Membership Profile, Percentage Distribution, July, 2011


Excluding Emeritus Status #Non‐geocoded members included in active/inactive totals. Source: National Academies of Practice Database, downloaded April 2011 Compiled by The Center for Community Solutions 

The Center for Community Solutions 
Appendix II

Summary of Key Informant Interviews, May – August, 2011

Members of the National Academies of Practice and Representatives of Professional Associations

A Report for the National Academies of Practice

Prepared by Susan L. Eagan, Ph.D.

During June, July and August of 2011, key informant interviews were conducted with three groups:  active NAP members, less active or inactive members and representatives of professional associations whose fields align with the academies that are part of NAP.  The interviews were designed to gather information about a variety of topics relevant to the strategic plan including knowledge and perceptions of NAP, valued services provided by NAP, desired services or activities not currently offered, actual and potential competitors and collaborators, promising areas of engagement in the public policy arena, membership categories, steps to enhance organizational effectiveness, and ways in which members might become more engaged.  Structured questionnaires were developed to guide the interviews.  The questionnaires were reviewed and approved by the Executive Director of the Center for Community Solutions (CCS).  

The names of interviewees were generated through various means including recommendations from the CCS Executive Director, active NAP members, and outreach to professional associations.  A list of those interviewed to date is attached.  

The interviews were conducted by an independent consultant, Susan L. Eagan, Ph.D.  Dr. Eagan‘s experience includes work in the foundation field, non-profit management and membership associations in the philanthropic sector.   
Telephone interviews were conducted in June and July of 2011 with six active members of the National Academies of Practice, five members not currently active and seven representatives of professional associations.   . Three of these representatives are also NAP members.  The total number of unduplicated interviews is 15.  This report summarizes findings from each of these groups. 
 Active Members
Perhaps not surprisingly, active members express a high level of commitment to the organization and make a number of suggestions regarding how its effectiveness might be enhanced.  Their responses to each question are presented below.

1. What led you to become an active member of the National Academies of Practice?

· An opportunity through NAP to make a difference in public policy

· Drafted to run for Council

· Commitment to NAP’s mission

· Shared interest with other members in advancing inter-disciplinary health care

· Become active in every organization to which he/she belongs

2.  What NAP services or activities do you believe are seen as especially valuable by other active NAP members?

· Not sure

· The newsletter

· Forum meetings

· Workshops

· Engagement with policy issues through position papers

· Opportunities to collaborate with professionals from other fields

NOTE:  No one particularly emphasized the honorific dimension, perhaps because they did not see it as a service or activity.

3.  Many NAP members are not active.  Why do you think this is the case?  If NAP could do one thing to convert them to active members, what would it be?

· The organization has nothing to show; adds no value to its members.

· The membership data base may not up to date so some members are probably not receiving communications from NAP. This is not because of current staff.  It has to do with the information flow from the academies. Each Academy needs to work with NAP and its members to update information.  

· In a down economy, members do not want to pay dues, particularly if they do not perceive they are receiving much of value.

· There are no mechanisms outside of Council for members to be active.

· Enhanced communication is very important.

· Creating a way for people to connect on issues of shared interest might galvanize activity.

· There are many reasons for inactivity.  Some members are at the end of their careers and are not interested.  Others do not believe that their engagement will lead to making a difference in the policy arena.  Time constraints are also a factor.  The lack of a clear mission and focus is also an impediment.  Members need to be cultivated.  This has not happened.

4.  In addition to its members, who do you see as NAP’s current customers?  Potential customers?

· Federal agency officials

· Larger hospital groups that are seeking to foster collaboration across professions

· Graduate professional programs that want to establish courses around inter-professional collaboration

· Non-member practitioners who are interested in inter-professional collaboration.

· Foundations interested in inter-professional care

· Research institutions who are interested in studying inter-professional care

· Membership associations in fields represented by NAP academies

· The media

· Congress

NOTE:  These groups are considered potential customers as NAP is not perceived to have been particularly active in reaching out to constituents in the recent past.  

5.  What value do they gain or might they gain from NAP?

· The dominant theme revolved around inter-professional care.  In general, interviewees see this as NAP’s distinctive area of expertise.

6.  Which organizations have shown an interest in NAP activities or products?

· In general, the sense is that NAP has not provided anything that would be of interest to other organizations in the recent past not has it reached out to other organizations.

· Some examples of interest from several years ago include the American Podiatric Medical Association, the Josiah Macy Foundation, the Agency for Health Care Policy Research and Quality, and the National Veterinary Association.  

7. Which organizations do you see as NAP competitors?

8. Which organizations are potential collaborators?

· In general, respondents moved quickly from a focus on competition to collaboration.  There was a sense that any potential competitor could just as easily be a collaborator.

· The Institute of Medicine and the American Public Health Association were referenced as competitors, the former due to its success in conveying higher status and attracting members and the latter because of its size and areas of interest.

· Potential collaborators include CMS; organizations that currently provide coordinated care (e.g., skilled nursing facilities); educational institutions, including the Inter-Professional Education Collaborative in Minnesota; the Institute for Health Care Improvement; the National Academy of Sciences; membership associations in fields represented by NAP academies; disease specific organizations  (e.g., diabetes); foundations.

9.  Options for NAP engagement in public policy?

· NAP should be careful about how it advances positions around inter-professional care and collaboration as there are turf issues.  One way around this would be for NAP to play a convening and consensus-building role with the membership associations.  This would help create a collective voice that would be more influential.

· NAP should develop positions but align with other organizations that would do the lobbying.

· NAP should both communicate policy issues to its members and provide input to policy makers that reflects an inter-professional perspective.

· NAP should develop “best practice” models for inter-professional care that will inform legislation and regulations.

· NAP needs a different infrastructure than what has existed if it is to engage productively in public policy.

10. What single step do you think would have the greatest impact on enhancing NAP’s effectiveness?

· Hiring a highly-skilled executive director

· Create a strong central office that does 90% of the work (Volunteers cannot continue to shoulder this responsibility.)

· Communicate more regularly to members in meaningful ways (example—5 Things You Need to Know)

· Build strong relationships with academies

· Refocus from a totally honorific group

· Obtain a Charter

· Reorganize the governance structure

· Testify on Capitol Hill on an important health care legislative issue

11.  Other Comments?

· Very pleased with progress in last 3 months

· It is important to communicate with individual academies.

· Foster more interaction with members (e.g., present an issue, get input, and inform members of the input)

· Recognize that a  model of influence based upon the power of a distinguished membership is no longer relevant

· Strengthen and diversify financial base, do not rely so much on dues, explore revenue-generating activities
Inactive Members

Eight inactive members were contacted; three did not respond to the request for an interview.

1. What considerations were important to you in your decision to become a member of NAP?
· Knew other members and respected them and their work

· Saw NAP as a “brain trust” with expertise in practice.

· Attracted by emphasis on inter-professional practice

2.  Did you participate in any NAP activities after becoming a member?  If so, which ones?  In what ways did they benefit you or provide value to your profession?

· Participated in the induction ceremony, dinner etc. ; subsequently

did not participate as the activities are “few and far between.”

· Volunteered to be part of a policy group but there was no follow-up.

· Mechanisms to engage members do not exist; there is confusion about how to participate

3.  Were you disappointed in any NAP services or activities?  If so, which ones?  In what ways did they not meet your expectations?

· Honorific societies often do not have mechanisms for member involvement.

· NAP needs to think about its degree of exclusivity; highly distinguished people often are accustomed to delegating work so a more active association requires some additional types of members 

· There are models about how NAP could be both honorific and active, e.g., the Geriatric Clinical Practices Association, American Academy of Nursing

· A lot of groups are trying to affect public policy; it is important for an association to know what it wants to do specifically.

· When members are inducted, there is not much publicity about it.  NAP could do more to leverage the reputation of its members.

NOTE:  There seems to be some confusion about NAP’s aspirations and objectives.

4.  Are there services or activities you wish NAP had undertaken?

· Helping to define policies regarding professional competencies and inter-professional collaboration

· Inter-professional education

· Convening professionals across health care fields to discuss inter-professional collaboration

· Presenting at conferences held by professional associations in fields aligned with NAP academies

5.  What factors led to your decision to become less active in NAP?

· Wanted to be involved but NAP does not have mechanisms to engage members other than serving on Council

6.  Looking ahead, are there services or activities NAP could undertake that would encourage you to become an active member?

· Have a staffing structure to support member engagement

· Seek input from and provide feedback to members

· Focus on activities that enable members to make a difference in the health care field

7.  NAP has focused on influencing public policy by developing policy papers.  What are your views on the top 3-4 specific areas in which federal policy makers could benefit from practitioner input with an interdisciplinary focus?

· Provide input on how inter-professional practice provides measurable benefits to patients

· Assist agencies such as NIH in translating research findings into practice

· Develop standards for education and training In inter-professional care

· Develop positions on inter-professional collaboration and what it should look like

8.  Are there specific issues at the state level where NAP could add value?

· NAP is not structured or organized to make a difference on a state-by-state basis.

9.  Would NAP be more attractive to you if it redefined its core membership criteria?  If so, in what ways?

· The honorific dimension of NAP is very important; taking it away would make NAP less attractive.

· It is a difficult transition from being solely honorific to honorific and active but there are models for this.

10.  If NAP were to create some new membership categories, which groups would be most important to consider?

· No clear feedback on this.

· Emphasis on maintaining high standards across all academies for persons nominated for recognition.

11.  Other comments?

· “5 Things You Should Know” –Many groups have weekly alerts like this.  Not sure that NAP is adding value here.

· NAP is not going to make progress until it resolves the questions it is asking now.

· Mechanisms for member engagement need to be efficient.

· Members need to know that if they commit time to the organization, something of value will happen.
Representatives of Other Professional Associations

Seven interviews have been conducted in the following fields –social work, veterinary medicine, pharmacy, psychology, optometry, dentistry and osteopathic medicine. 

1.  Are you familiar with the National Academies of Practice?

· Six respondents indicated familiarity with NAP, three because they are members and three because they are aware of individuals in their associations who are NAP members.

2.  Please describe what you know about NAP’s mission and programs.

· Six  respondents  cited NAP’s role in recognizing outstanding practitioners.

· One respondent (a member) expressed surprise that NAP is interested in inter-professional care.

· Another respondent (a member who was formerly active) was aware of NAP’s interest in inter-professional care.

3.  Has your organization collaborated in any way with NAP over the past five years?

· For the most part, the answer was no.

· In one instance, a representative noted that his association was involved in a panel at a NAP meeting.

4.  NAP members are practitioners who have been selected as outstanding professionals in their fields.  They have a particular interest in inter-professional health care.  Is this issue on your organization’s agenda?  If so, which aspects are of particular interest –e.g., educational programs for your members, best practices, advocacy?

· Every organization noted that inter-professional health care is an important issue on its agenda.

· How it can work in practice, reimbursement issues, getting its particular field recognized as an important and equal player in this arena were cited as on their agendas.

5.  Are there ways that NAP might work with your association?

· There are a lot of turf issues.

· Not clear what niche NAP would fill since it does not have a record of activity.

· Rather than taking positions, NAP could play a role as a convener across professional fields, e.g., hosting meetings or conferences at which members of different professions 

discuss practical issues in making inter-professional care a reality.

· NAP could do presentations at association’s annual conference on inter-professional health care by engaging members of its various academies

· NAP members are very respected in their professions.  This can be leveraged to build connections with the professional associations.
Appendix III

NAP Member Survey Summary

Survey Deployed:  July 11, 2011

Reminder Sent:  July 20, 2011

Cutoff:  July 21, 2011 at 12:15pm EST

1. What is the current status of your membership? (n=183)
	
	Percent
	n

	Active
	81.4%
	149

	Inactive
	12.6%
	23

	Emeritus/Emerita
	6.0%
	11


2. In which academy are you a member? (n=183)

	
	Percent
	n

	Nursing
	23.5%
	43

	Social Work
	17.5%
	32

	Psychology
	10.9%
	20

	Optometry
	10.4%
	19

	Podiatric Medicine
	9.3%
	17

	Pharmacy
	8.2%
	15

	Veterinary Medicine
	7.1%
	13

	Dentistry
	6.6%
	12

	Medicine
	6.0%
	11

	Osteopathic Medicine
	0.5%
	1


3. How many years have you been in practice? (n=179)

	
	Percent
	n

	10-19 years
	2.8%
	5

	20-29 years
	24.0%
	43

	30-39 years
	44.7%
	80

	40 or more years
	28.5%
	51


4. In which year were you inducted as a member? (n=163)

	
	Percent
	n

	1981-1985
	4.9%
	8

	1986-1990
	2.5%
	4

	1991-1995
	7.4%
	12

	1996-2000
	18.4%
	30

	2001-2005
	13.5%
	22

	2006-2010
	40.5%
	66

	2011
	12.9%
	21


5. Which category best represents the type of practice you are currently in? (n=181)

	
	Percent
	n

	Health Care Institution
	34.8%
	63

	Not Currently Practicing
	26.5%
	48

	Solo Practitioner
	18.8%
	34

	Small Group Practice (1-5 professionals)
	13.3%
	24

	Large Group practice (6 or more professionals)
	6.6%
	12


6. On a scale of 1 to 5, please rate how important you think each of the following is to NAP’s work. (n=173)

(1=Not Important, 5=Very Important)

	
	Mean
	n

	Developing and advocating policy positions on public health
	4.49
	173

	Developing and advocating positions on inter-professional care
	4.39
	172

	Honoring outstanding practitioners
	3.97
	171

	Developing educational materials and seminars about inter-professional best practices for NAP members
	3.82
	172

	Developing and advocating on reform of graduate medical and other health professional education
	3.73
	173

	Developing educational materials and seminars about inter-professional best practices for other health care professionals
	3.70
	173

	Holding conferences and seminars on current health care topics
	3.56
	172


7. On a scale of 1 to 5, please rate how important you think each of the following is to NAP’s communication activities. (n=173)
(1=Not Important, 5=Very Important)
	
	Mean
	n

	Brief electronic communications on topics of interest
	4.36
	173

	Electronic public policy alerts
	4.12
	172

	An e-journal focused on inter-professional practice
	3.58
	173

	A quarterly newsletter in hard copy
	2.53
	173


8. Below are possible organizations that NAP can collaborate with in order to conduct its work. On a scale of 1 to 5, please rate how much opportunity you think the collaboration would generate for NAP. (n=173)
(1=No Opportunity, 5=Large Opportunity)
	
	Mean
	n

	Professional associations in the fields represented by NAP
	4.28
	172

	Federal agencies
	4.03
	173

	Public polity advocacy groups
	4.02
	172

	Graduate educational programs in the fields represented by NAP
	3.65
	172

	State regulatory and licensing agencies
	3.37
	172

	Disease-specific organizations
	3.31
	171

	Client-specific organizations
	3.09
	172


9. NAP could partner with professional associations representing its members in a number of ways. On a scale of 1 to 5, please rate how important you think each of this partnerships is for NAP. (n=173)
(1=Not Important, 5=Very Important)
	
	Mean
	n

	Establish NAP liaisons between the NAP Board and each Board of the professional associations representing membership within our academies
	4.02
	173

	Invite members of these professional associations to NAP forums
	4.01
	172

	Have NAP serve as a facilitator for bringing professional associations together to see how each profession might fit into inter-professional care.
	4.00
	172

	Explore how NAP messages might also reach members of these professional associations
	3.90
	173


10. On a scale of 1 to 5, please rate how valuable you think the following services are to you as a member. (n=172)
(1=Not Valuable, 5=Very Valuable)
	
	Mean
	n

	Opportunity to develop policy papers on important health care topics
	4.06
	172

	Recognition as a distinguished practitioner
	3.92
	172

	Networking opportunities with others who share an interest in inter-professional care
	3.90
	172

	Communications, such as “5 Things You Need To Know”
	3.76
	172

	Educational programs, such as the Forum
	3.54
	172


11. What level of dues is typical for professional associations in your discipline? (n=171)
	
	Percent
	n

	 $250 or less per year
	40.9%
	70

	 $251-$499 per year
	34.5%
	59

	 $500-$999 per year
	13.5%
	23

	 $1,000 or more per year
	11.1%
	19


12. The academies in NAP use different criteria for nominating and inducting members. Which option do you prefer? (n=169)
	
	Percent
	n

	Some criteria should be consistent across all academies; but academies should have the flexibility to add criteria within the general criteria
	85.2%
	144

	Membership selection criteria should be the same for all academies
	8.9%
	15

	Each academy should continue to develop its own criteria
	5.9%
	10


13. The academies in NAP use different procedures for nominating and inducting members. Which option do you prefer? (n=171)
	
	Percent
	n

	Some procedures should be consistent across all academies; but academies should have the flexibility to manage their internal procedures within the overall procedures
	71.9%
	123

	Membership nomination and induction processes should be the same for all academies
	21.1%
	36

	Each academy should continue to develop its own procedures for nominating and inducting members
	7.0%
	12


14. The cap on individual academy membership (currently 150) is one of the central organizing features of NAP. However, it has some consequences that limit NAP’s capacities (e.g., it limits membership revenue for staff support, communications and other expenses). It also presents some practical problems (e.g., a significant number of inactive members became active, all the academies would exceed their membership limits). Additionally, some believe that it creates inequities (e.g., some professions have many times more licensed professionals than others, and yet have the same cap on membership). To address these issues, various solutions to this have been proposed. On a scale of 1 to 5, please rate your agreement with the proposed solutions. (n=162)
(1=Strongly Disagree, 5=Strongly Agree)

	
	Mean
	n

	Raise the cap on membership to a higher number.
	3.07
	159

	Maintain the membership cap at 150, but create a new classification of members or affiliates for others who wish to participate in NAP events and communications.
	2.97
	159

	Make the caps on membership for each academy proportional to the number of licensed professionals, providing for a minimum of 150 and a maximum of 500.
	2.87
	162



	Maintain and enforce the 150 member cap for each academy as it currently exists.
	2.79
	162

	Allow membership to exceed 150 if inactive members wish to become active, but suspend new nominations for such academies until membership drops below 150.
	2.70
	159

	Eliminate the cap on membership.
	2.32
	156


15. NAP has the potential to play an expanded role in informing public policy makers about what might be accomplished through inter-professional care to promote wellness. On a scale of 1 to 5, please rate how important you think each strategy is for NAP to be engaged in.(n=170)
(1=Not Important, 5=Very Important)
	
	Mean
	n

	Create an advisory group to NIH to discuss the implications of NIH research for clinical and inter-professional practice
	4.26
	170

	Create inter-professional groups to develop standards for best practices in various health care areas, such as treatment of the elderly or chronically ill, that require professions to collaborate
	4.17
	167

	Create inter-professional groups to oversee case studies on how effective inter-professional teams work both to prevent and treat disease
	3.90
	168




16. What do you think are the two most important roles of NAP? (n=109)

	Top Five Themes
	Response
	n

	Interdisciplinary Collaboration
	30.3%
	33

	Promoting Inter-professional Care
	28.4%
	31

	Recognition
	26.6%
	26

	Advising Federal Agencies
	22.%
	24

	Advance Learning/Advocacy
	16.5%
	18


	Verbatim Responses

	I like the interprofessional role, but not sure how best we fit within other groups e.g. IOM-

I also like the networking role across disciplines as there are fewer venues for this

	1. Advance public policy for progressive health care reforms and systems.

2. Advance inter-professional collaboration as a way of advancing # 1.

	Honor distinguished practitioners/scholars

Unified health care voice to government

	1. Inform legislators on needed policy changes/additions to improve health care delivery.

2. Facilitate inter-professional team work.

	advocacy for interdisciplinary education, practice and reimbursement 

evidence to support interdisciplinary practice

	Impact public policy for parity in health care

support research in intersections between professional disciplines,

	policy position papers

Opportunities to network about IPE

	honorary recognition

Networking

	FORMULATING HEALTH POLICY

COLLABORATING WITH OTHER GROUPS

	Facilitation of inter-disciplinary collaboration.  Advocacy for highest quality inter-disciplinary health care.

	Assisting in the development of health policy.

Advocating interdisciplinary practice

	Recognize excellence in our professions

Work towards developing meaningful interprofessional practice environments.

	1) dedicated to work on inter-professional care

2) selecting appropriate candidates to become distinguished practtioners or scholars

	Distinguished members

Interprofessional team-based health care

	Progressing science/health by interdisciplinary correlations, observations, partnership.

Promoting health and welfare policy through the combined impact of our multifaceted spheres of influence and the depth and breadth of our insights because of the interdisciplinar advantage.

	I believe that our commitment to IPE and care are significant and timely. We must use our unique role and position to advocate for this.

	Advising on Public Policy

Education

	inter professional communication

Market itself so it is better known

	still uncertain

	Policy development

Interprofessional liaison

	Showing how interdisciplines work together to better care for patients and the clients we serve.

	Developing health care delivery policy 

Developing case for true Interdisciplinary care with blended turfs.

	Serve as an inter-professional advocacy group.

Promote health and wellness in a cost effective way.

	Bestow honors to inducted members

Annual Forum

	promote interdisciplinary care and impact public policy

	Interprofessional health care team strategies

Voice in health policy

	building interprofessional care teams

influencing health policy to further interprofessional teams

	Education of policy makers, insurance industry and legislators around the importance of inter-professional practice. 

Legislative advocacy, which must follow education.

	Make recommendations regarding interprofessional interdisciplinary public health policy fostering a collaborative approach.

	Be involved in the actual development of policy making in the area of health care reform and remain a strong resource to the legislators.

Continue to enhance the awareness of the real need for more interdisciplinary treatment among the health care providers.

	Create and promote inter and intra professional dialog and activity

	Assisting to effect policy changes

Communicating best practices

	Advocating for interdisciplinary public policy issues

promoting interdisciplinary research and operations

	Bring collaboration between all health care groups of each academy.  Advocate for policy that develops from the collaboration.

	(1) Advice and direction to Congress and federal agencies from the practice perspective;

(2) Developing and disseminating through the media and briefings to policy-makers positions on key health care issues

	Collaboration on policy

Networking

	Having policy & implementation input into the changes in health care that are occurring; honorary acknowledgement of the individuals involved.

	Promote interdisciplinary practice

Inform health policy

	Public policy work with Congress

Exemplary interdisciplinary collaboration

	Influencing public policy

Promoting interdisciplinary education and practice

	advocate for interdisciplinary care teams

create an advisory group to NIH

	Best practices for collaboration

	1.Increase awareness of the benefits to patients and society that inter-professional care can provide

2. Promote strategies to increase inter-professional care

	Working with partner associations to advance our agenda.

Promoting inter-professional care to the greatest extent possible

	maintain advocacy for interprofessional practice

	inter-professional care 

governmental intrusions in health care, advocacy for controls

	Recognition of excellence

Policy discussions/papers

	1) Continue to select and honor the very best in each health profession.

2) Influence policy makers along with the IOM and others.

	advising federal agencies: especially NIH, HRSA, and CDC

	1) Provide a formal venue for advanced learning, achievement and certificated elevation of a member in a specific discipline.

2) Position non-graduate degree clinical candidates to be elevated in position and salary in academic institutions, an avenue for financial advancement in academe and industry.

	1.One Medicine Collaboration around Public Health

2.Advocate for Research and Education Funding in Health Sciences 3. Public Education (see 1)

	Policy leadership in interprofessional practice, education and research; honoring professional achievement.

	Recognition of practitioners and public policy

	Professional Recognition

National Voice

	Advocacy and coordination among professions within a level playing field

	Recognize distinguished practitioners who have advanced practice knowledge

	Influence public policy

recognize excellence in practice

	interprof. relations and practice standards

	Interprofessional collaboration

Policy development so others can see the value of each profession

	Interdisciplinary respect and promotion of the interdisciplinary complexity of effective health care.

National health care policy advice.

	Policy exploration/development

Advocacy in implementation/accountability

	To promote information at each forum that is relevant to the policy isses at hand.

To develop relationships with Health and Human Services to be relevant advisors on current practice and delivery systems!

	Recognition & advocacy

	Maintaining focus on Health Policy

Staying politically neutral with regard to party affiliation

	Inter-professional communication and collaboration.

Member recognition and public awareness of the NAP.

	Recognition of practitioner excellence.

Advocacy of interdisciplinary practice.

	Promote interdisiplanary care and advocate for public policy in the health care arena.

	Case studies and standards.

	policy initiatives

	first to get organized and keep membership engaged - things right now feel scattered from the leadership of the association down - volunteered to work on strategic planning for over a year and the committee I've been on hasn't been able to function due to lack of process and direction from the top

	Recognition of distinguished members of various professions.

	Promote benefits of inter-professional care

Lobby Congress

	policy and recognition

	Educating policy makers; maintaining inter-disciplinarily

	Recognition

Communications

	I don't think our membership is ready for these roles yet.

	1. Develop Public Policy Standards

2. Become a strong advocacy voice for those standards

	Policy and regulations for the professions and social structural issues

	Only one - to honor the contributions of its members.

	Continue to pursue recognition of NAP in congress per original goal.

	Representation at National Level on professional issues and health related policy  issues as they impact children and adolescents

	one and two above

	I believe the original charter was to make NAP like the NA Science, but practice focused. That was the attraction; go back to that concept!

	Honoring practitioners

Influencing public health policy

	Advising federal policymakers

Fostering collaborative care models

	Provide an interprofessional perspective on policy issues (no one else can do that)

Advocate for effective interprofessional education and practice

RE: membership issues, what about creating a general membership category with unlimited numbers, and then designate fellows as the equivalent of the current honorific membership, with a limited number in each academy?

Thanks for doing this survey!

	Public Policy

Health Promotion

	Advocacy and education

	Honoring distinguished members

fostering interdisciplinary relationship

	Networking for those interested in interprofessional education and practice.

Promulgation of interprofessional practice by influencing health policy.

	Networking across hre professions

Advocating for better health care w. agencies

	The NAP must get official congressional recognition or remain a useless organization with an overly grandiose view of itself.

	Frequent communication and collaboration among interdisciplinary members to (1) make policy recommendations, and best practices guides and (2) share responsibility (partner) with federal agencies to establish cost-savings approaches to improving health care access and delivery (prevention thru tertiary care).

	Recognition 

Policy papers for congress on interdisciplinary health care issues

	Share educational info between disciplines.

Seek a greater role in governmental decisions.

	Influencing governmental policies:

Educating the public regarding health care.

	Influencing the creation of health policy as it relates to interdisciplinary practice and providing a network for interdisciplinary collaboration.

	Interprofessional practice

Advocacy and policy

	Becoming a recognized body/institute in the that is a source of data and policy of primary importance in the healthcare arena

	I believe that NAP often ignores its nursing and other academies I would like to see this change by having the academies work together to develop its white papers and policy statements

	Provide a level playing field for policy decision making for all health professional groups.

Demonstrate the proper roles possible for non-physicians in providing primary care and wellness services to the public.

	Interproffessional and public information

	Education and input for policy making

	Building inter-professional relationships

Recognizing outstanding practitioners

	Liaison to governmental agencies.

Improving interprofessional relationships.

	recognition by colleagues and promotion to the public

	Standards for best practices

Recognition of distinguished practitioners in each discipline.

	Strengthen interdisciplinary relationships

Educate others on best practices in interdisciplinary practices

	Represent inter-professional issues

Support the benefit of inter-professional scholarship and research
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Practitioner �
�
1 �
1 �
2 �
�
�
�
2 �
1 �
2 �
9 �
�
Scholar �
�
�
�
�
�
�
�
�
1 �
�
1 �
�
Honorary �
�
�
�
�
�
�
�
�
�
�
0 �
�
Total Non‐U.S. Members Inactive �
0 �
1 �
1 �
2 �
0 �
0 �
0 �
2 �
2 �
2 �
10 �
�
�
�
�
�
�
�
�
�
�
�
�
�
�
Grand Total* �
183 �
162 �
270 �
160 �
108 �
99 �
172 �
203 �
182 �
180 �
1719 �
�






�
�
�
�
�
Type of Practice �
�
�
�
�
�
�
�
Dentistry �
Medicine �
Nursing �
Optometry �
Osteopathic Medicine �
Pharmacy �
Podiatric Medicine �
Psychology �
Social Work �
Veterinary Medicine �
Grand Total �
�
Members by Status* �
�
�
�
�
�
�
�
�
�
�
�
�
Active �
26.2% �
19.8% �
49.3% �
61.3% �
16.7% �
60.6% �
38.4% �
31.0% �
51.1% �
31.7% �
38.9% �
�
Inactive �
73.8% �
79.6% �
50.0% �
37.5% �
83.3% �
37.4% �
61.6% �
67.5% �
47.8% �
67.2% �
60.3% �
�
Total Active/Inactive �
100.0% �
99.4% �
99.3% �
98.8% �
100.0% �
98.0% �
100.0% �
98.5% �
98.9% �
98.9% �
99.2% �
�
Active Membership Type �
�
�
�
�
�
�
�
�
�
�
�
�
Practitioner �
24.0% �
14.8% �
46.7% �
48.8% �
16.7% �
51.5% �
32.0% �
30.0% �
44.0% �
29.4% �
34.3% �
�
Scholar �
1.1% �
0.6% �
1.9% �
12.5% �
0.0% �
5.1% �
5.2% �
0.5% �
7.1% �
1.7% �
3.4% �
�
Honorary �
1.1% �
4.3% �
0.7% �
0.0% �
0.0% �
2.0% �
0.6% �
0.5% �
0.0% �
0.6% �
0.9% �
�
Public Policy �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
2.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.1% �
�
N/A �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.6% �
0.0% �
0.0% �
0.0% �
0.1% �
�
Total Active Membership Type �
26.2% �
19.8% �
49.3% �
61.3% �
16.7% �
60.6% �
38.4% �
31.0% �
51.1% �
31.7% �
38.9% �
�
Inactive Membership Type �
�
�
�
�
�
�
�
�
�
�
�
�
Practitioner �
73.2% �
79.0% �
48.5% �
28.1% �
83.3% �
35.4% �
61.6% �
66.0% �
36.8% �
62.2% �
57.1% �
�
Scholar �
0.5% �
0.6% �
1.5% �
9.4% �
0.0% �
2.0% �
0.0% �
1.0% �
11.0% �
4.4% �
3.1% �
�
Honorary �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.5% �
0.0% �
0.6% �
0.1% �
�
Total Inactive Membership Type �
73.8% �
79.6% �
50.0% �
37.5% �
83.3% �
37.4% �
61.6% �
67.5% �
47.8% �
67.2% �
60.3% �
�
�
�
�
�
�
�
�
�
�
�
�
�
�
Non‐U.S. Members* �
0.0% �
0.6% �
0.7% �
1.3% �
0.0% �
2.0% �
0.0% �
1.5% �
1.1% �
1.1% �
0.8% �
�
Non‐U.S. Members Active �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
�
Practitioner �
0.0% �
0.0% �
0.4% �
0.0% �
0.0% �
2.0% �
0.0% �
0.5% �
0.0% �
0.0% �
0.2% �
�
Scholar �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
�
Honorary �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
�
Total Non‐U.S. Members Active �
0.0% �
0.0% �
0.4% �
0.0% �
0.0% �
2.0% �
0.0% �
0.5% �
0.0% �
0.0% �
0.2% �
�
Non‐U.S. Members Inactive �
�
�
�
�
�
�
�
�
�
�
�
�
Practitioner �
0.0% �
0.6% �
0.4% �
1.3% �
0.0% �
0.0% �
0.0% �
1.0% �
0.5% �
1.1% �
0.5% �
�
Scholar �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.5% �
0.0% �
0.1% �
�
Honorary �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
0.0% �
�
Total Non‐U.S. Members Inactive �
0.0% �
0.6% �
0.4% �
1.3% �
0.0% �
0.0% �
0.0% �
1.0% �
1.1% �
1.1% �
0.6% �
�
�
�
�
�
�
�
�
�
�
�
�
�
�
Grand Total* �
100.0% �
100.0% �
100.0% �
100.0% �
100.0% �
100.0% �
100.0% �
100.0% �
100.0% �
100.0% �
100.0% �
�









