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The one, and only, thing that is certain about 
health care . . . 

“The future ain’t what it used to be.”

The late, great
Yogi Berra

New York Yankee Catcher
St. Louis, Missouri native
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The new political realities:

1. President Trump and his administration are highly disruptive,
upsetting long-held assumptions on the direction of U.S. 
health care policy.

2. GOP-control of Congress means that they on paper have the 
votes to carry out much of this disruptive agenda—but only if 
they stay united; Democrats have limited ability to influence 
action in Senate. 

3. Trump presidency has unleashed a passionate grass roots 
progressive backlash, resulting in most Democrats favoring 
confrontation over cooperation.
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“The future ain’t what it used to be.”

 Before the election, most of us who advocate for 
doctors and patients anticipated a future of 
advocating for continued expansion of coverage, 
building and improving on the ACA.

 Since the election, we have had to devote much of 
our efforts to stopping the GOP effort to rollback 
coverage by repealing and replacing the ACA.
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For 7 years, this has been how the GOP has viewed the 
“Obamacare.”  Now they can actually do something about it.
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But it’s not just ACA repeal.  This administration and 
Congress are charting a very different course on:

 Federal funding priorities
 Scientific research and public health
 Immigration
 Regulations
 And much, much more . . . 

• While this has necessitated that ACP play defense on 
many issues, we concluded that the best approach is 
to advocate our own forward-looking agenda for 
better health care.
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ACP’s Rx for a Forward-Looking Agenda to 
Improve American Health Care

1. Expand coverage and access.
2. Bring greater value for the dollars spent.
3. Reduce the crushing administrative burden on 

physicians and patients.
4. Leverage technology to improve patient care.
5. Support a well-trained physician workforce.

6. Reduce barriers to chronic care management.
7. Support scientific research and policies to improve 

public health. 

https://www.acponline.org/acp_policy/policies/forward_looking_policy_agenda_2017.pdf
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ACP’s Rx for better health care

1. Expand coverage and access.
• Improve, don’t repeal, the ACA.
• Stabilize markets, commit to cost-sharing reduction 

payments.
• Create Medicare buy-in option for aged 55-64.
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ACA repeal and your patients

 Where do things stand on ACA repeal?
 What would be the impact on your patients? 

and your practice?
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The rise and fall of ACA repeal

 March 7:  the House version of ACA repeal, the 
American Health Care Act (AHCA), introduced in 
the House.

 March 24:  House Speaker Ryan withdraws the 
AHCA because of lack of support.

 May 4: modified AHCA narrowly passes House, 
217-213, with amendment that allows states to 
waive essential benefits and modified community-
rating requirements.
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The rise and fall of ACA repeal

 June 22: draft of Senate version, the Better 
Care Reconciliation Act (BCRA), released. 

• Incorporated many of the elements of the AHCA: Medicaid 
caps/block grants, end of higher federal match for expansion, repeal 
of individual and employer mandates; state waivers of essential 
benefits and community rating, $ for high risk pools and market 
stabilization, repeal of most ACA taxes; tax credit subsidies  that 
would increase premiums and deductibles for older, sicker and 
poorer patients.
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The rise and fall of ACA repeal

July 17:   Majority Leader Mitch McConnell decides not 
to go forward with vote on BCRA, after 4 Senate Rs 
declared opposition. Issues statement that the current 
effort to immediately repeal and replace the ACA 
through BCRA “will not be successful.”

Headlines declare the bill is dead.
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The rise and fall of ACA repeal

July 18:  Majority Leader McConnell announces he would push 
ahead with vote in “coming days” to partially repeal the ACA with 
a 2-year delay before the repealed provisions would sunset. 
Based on 2015 repeal bill vetoed by President Obama. 
July 25-27:  Motion to Proceed passes the Senate, 51-50 with 
Vice President Pence casing the tie-breaker.  Senators Murkowski 
(R-AK) and Susan Collins (R-ME) are only Republicans to vote no.  
Senator John McCain (R-AZ) votes yes while decrying the process. 
Hours later,  a revised version of BCRA fails on procedural vote, 
43-57. Senate votes down repeal with 2-year delay, 45-55.  
Consideration moves to “skinny repeal”—repeal of individual and 
employer mandates and medical device tax.
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The rise and fall of ACA repeal

July 28:  At 1:30 a.m., the Senate voted by 49-51 to reject the 
“skinny repeal” amendment offered by Senator McConnell, with 
Senator McCain joining Murkowski and Collins in voting no.  
Leader McConnell says “it’s time to move on.”
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How did ACP help lead the effort to stop ACA 
repeal?

 Grass roots:
 36 action alerts to our grassroots network across the country, which includes targeted 

alerts to key House members and senators. 
 A “write to Congress” letter-writing campaign for all of our 50 chapter governors during 

the March Board of Governors meeting.
 7 separate full-scale action campaigns for our 50 chapters that also involved targeted 

campaigns for 8-10 states with Republican senators who have expressed concerns about 
the AHCA/BCRA.

 ACP’s 2017 Leadership Day in May brought 400 members from across the country 
representing 47 states and DC; a major component of our advocacy for this event was 
messaging in opposition to the AHCA.

 Messaging in opposition to the AHCA was printed on mock prescriptions for use by ACP 
advocates with their lawmakers during Leadership Day.
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How did ACP help lead the effort to stop ACA 
repeal?

 Coalitions:
• Inspired a partnership among 6 allied physician organizations working together in 

opposition to the AHCA/BCRA (ACP, AAFP, AOA, ACOG, AAP, APA)

• The six allied groups above have conducted 5 separate fly-ins (2-2-17, 3-7-17, 5-11-17, 
6-28-17, 7-12-17) involving the leadership of those six front-line physician 
organizations, the most recent one was July 12.  Meetings were held with targeted 
reps/senators.  100 letters were hand delivered on June 28 to all Senate offices, signed 
by the group of six, containing state-specific data on the harmful impact of BCRA in 
each state. 

• In conjunction with these leadership fly-ins, a twitter hashtag was adopted and is still 
utilized for twitter campaigns:  #docs4coverage. An additional hashtag has been 
adopted for our twitter campaigns, #stopthebill

• Separate and parallel women’s health coalition—ACP, ACOG, Planned Parenthood, 
others—organized to oppose defunding PP and repeal of essential benefits.

• Regularly share information and strategy with consumer groups, especially National 
Partnership for Women and Families and Center for American Progress.



17

Group of 6: ACP, AAFP, AOA, ACOG, AAP, APA

 Five “Group of 6” Fly-ins with the U.S. Senate

 And letters, grass roots, news releases, social 
media to oppose repeal and replace! 
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How did ACP help lead the effort to stop ACA 
repeal?

 Letters/Media:
 15 ACP National letters to Congress; 14 coalition letters to Congress 
 3 TV appearances (one with Bob Doherty; two with Nitin Damle) on MSNBC “the Last Word” and with 

Kate Snow
 Satellite Media Tour with Bob Doherty and Nitin Damle (January 9th), reached more than 16.2 million 

people with 549 airings of the content.
 Dr. Damle testified at a “hearing” on the AHCA organized by House Democrats, Facebook live video).
 Press briefing at ACP's Annual Meeting (Doherty/Damle) (Facebook live video)
 A press event in conjunction with the Group of 6 leadership fly-in in February and again on June 28.
 A press event in opposition to BCRA, sponsored by senators Stabenow and Hassan featuring the group 

of six on June 28.  The president of AAP spoke on behalf of the group.
 A July 12 lunch featuring the G6 leaders and a reporter from the Washington Post to discuss Hill visits 

and events for that day’s fly-in.
 The G6 featured by MSNBC’s Katy Tur in a July 12 segment on the Hill.  AAFP’s leader spoke for group. 
 9 articles in “The Advocate” in opposition to the AHCA/ACA repeal efforts
 28 ACP and/or joint releases/statements on the AHCA or repeal efforts 
 5 Blog posts by me on the AHCA/repeal; Consistent social media postings on Facebook, Twitter
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Yet this may not be the end for ACA repeal.

 Like a Zombie attack, no matter how many times 
its left for dead, it keeps coming back, and back, 
and back.
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What would be the impact on your patients if 
ACA repeal succeeds?

Tens of millions more uninsured

Higher deductibles and premiums for 
poor and sick

Loss of coverage of essential benefits

Denial of coverage for preexisting 
conditions
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Per Capita Caps and Block Grants Shift
Medicaid to a Fixed  Funding Structure

• Today, federal funding of Medicaid is open-ended-the federal government  
contributes a fixed share of each state's actual spending

• Medicaid reform proposals limit federal spending to a target

Per Capita Cap Block Grant

Fixed federal funding  
per beneficiary

Fixed federal funding  
for a group of beneficiaries

Core Components  
of the Federal  
Funding Formula

Avalere®
Source: Avalere presentation to National 
Governors Association
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Low-Income Individuals May Face Increased 
Deductibles with Repeal of CSRs and Change 
to Lower Benchmark Plan

$2,000

$1,000

Average Deductibles for ACA Benchmark Plans with CSRs versus  
BCRA Benchmark Plan

$7,000

$6,014 $6,014 $6,014 $6,014
$6,000

$5,000

$4,000

$3,000

$-

$ 2 4 3-100-150% FPL 150-200% FPL

ACA  Benchmark Plan (including CSRs)

200-250% FPL

• BCRA Benchmark Plan

250% FPL and above

ls /\ 1 I

Source: Avalere presentation to National 
Governors Association





CBO estimate of the ACA deductible 
for someone making $26,500 in 
2026: $800

Under the BCRA: $13,000, a 
1525% increase!!!
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Who loses if insurers can again waiver coverage or charge 
more for preexisting conditions?  Your patients.
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Even if the legislative effort to repeal the ACA fails, 
the administration could sabotage implementation

 Discontinuing cost-sharing reduction payments to plans.
 Failing to encourage or actively discourage enrollment. 

• HHS has re-directed funds meant for enrollment through 
www.healthcare.gov website to anti-ACA talking points.

• Did not renew contracts with groups helping people sign up.

 Not enforcing individual insurance mandate.
 Easing essential benefit requirements, conscience 

exemptions.
 Not supporting legislative and regulatory actions to stabilize 

markets.
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So what’s the practical impact on your practice 
and your patients if the ACA is repealed? 

 Reduced Medicaid payments.

 Fewer patients on Medicaid, many of whom would be enrolled instead 
in high deductible plans.

 Higher out-of-pocket costs for older, sicker and poorer patients.

 Loss of coverage/higher premiums for patients with preexisting 
conditions.

 Many benefits that are now defined as essential would be subject to co-
payments and deductibles, or not covered at all.  

 Result will be that tens of millions more people will go without any 
health insurance coverage and those who have it, will pay more for less 
coverage.

 More uncompensated care.

 Loss of lives.



In 2002, an Institute of Medicine review 
concluded that lack of insurance 
increases mortality, but several 
relevant studies have appeared since 
that time. This article summarizes 
current evidence concerning the 
relationship of insurance and mortality. 
The evidence strengthens confidence 
in the Institute of Medicine's conclusion 
that health insurance saves lives: The 
odds of dying among the insured 
relative to the uninsured is 0.71 to 
0.97.

Woolhandler S, Himmelstein DU. The 
Relationship of Health Insurance and 
Mortality: Is Lack of Insurance 
Deadly?. Ann Intern Med. [Epub ahead 
of print 27 June 2017] doi: 
10.7326/M17-1403
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ACP’s Rx for better health care. 

2. Bring greater value for the dollars spent.
• Lower prescription drug prices.
• Apply evidence to clinical decision-making, cost-sharing and 

coverage.
• Enact reforms to our medical liability system.
• Promote transparency across health care.
• Improve Medicare’s new Quality Payment Program.
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The Medicare Access and 
CHIP Reauthorization Act of 

2015 (MACRA)
Or now the…

Quality Payment Program

Quality Payment Program In a Nutshell

Merit-Based Incentive 
Payment System (MIPS) 

Advanced Alternative Payment 
Models (APMs)

Law intended to align physician payment with value
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This new MIPS “report card” will replace 
current Medicare reporting programs

MACRA streamlines those programs into MIPS:

There are currently multiple individual quality and value programs 
for  Medicare physicians and practitioners:

Source: www.lansummit.org/wp-content/uploads/2015/09/4G-00Total.pdf   

Physician Quality  
Reporting  

Program (PQRS)

Value-Based  
Payment  

Modifier (quality 
and cost of care)

“Meaningful 
use” of EHRs

Merit-Based Incentive Payment System
(MIPS)
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How Will Clinicians Be Scored Under  MIPS? 

A single MIPS composite performance score will factor in 
performance in 4  weighted performance categories:

* Based on reporting data for 2017 and proposed for 2018

MIPS 
Composite  

Performance 
Score 

Clinical 
practice 

improvement 
activities

15%

Advancing Care 
Information

25%

Year 2 payment adjustments 
in 2019 & 2020*

MIPS 
Composite  

Performance 
Score (CPS)

Quality
60%

Cost
0%
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How Much Can MIPS Adjust Payments?

 Based on the MIPS composite performance score, physicians and practitioners will 
receive positive, negative, or neutral adjustments up to the percentages below.

 MIPS adjustments are budget neutral. 

MAXIMUM Adjustments

Merit-Based Incentive Payment System (MIPS)

5%
9%

-9%
2019  2020  2021  2022 onward

-7%-5%-4%

7%
4%

Adjustment  to
provider’s  base rate of  

Medicare  Part B 
payment

Those who score in 
top 25% are eligible 
for an additional 
annual performance 
adjustment of up to 
10%, 2019-24 (NOT 
budget neutral)



37

New for 2018:

 Complex patient and small practices bonuses
 Virtual reporting option

• Tax identification number (TIN) with 10 or fewer clinicians can 
join; at least 2 TINs join to form a group; assessed across all 
performance categories as a group practice

 Cost
• Based on statistically significant changes at measure level; will not affect 

final score for 2018 performance since cost category has 0% weight

 Quality (proposed)
• Based on rate of improvement

• More points awarded for those not performing well previously

• Up to 10 percentage points available for category
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Advanced Alternative Payment Models (APMs)

Initial definitions from MACRA law,
APMs include:

 CMS Innovation Center model  
(under section 1115A, other than a 
Health  Care Innovation Award)

 MSSP (Medicare Shared Savings
Program)

 Demonstration under the Health 
Care  Quality Demonstration
Program

 Demonstration required by Federal 
Law

As defined by MACRA, advanced
APMs must meet  the following

criteria:

 The APM requires participants to use
certified EHR technology.

 The APM bases payment on quality  
measures comparable to those in the  
MIPS quality performance category.

 The APM either: (1) requires APM  
Entities to bear more than nominal  
financial risk for monetary losses;  OR 
(2) is a Medical Home Model  expanded 
under CMMI authority.
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Proposed in 2017 New for 2017 New for 2018
Shared Savings Program (Tracks 2 
and 3)

Track One Plus (details recently 
released)

Next Generation ACO Model Adding new participants (applications 
in 2017)

Comprehensive ESRD Care (CEC) 
(large dialysis organization)

CEC for non-LDOs with 2-sided risk

Comprehensive Primary Care Plus 
(CPC+) 

Adding more payers & practices 
(applications in 2017)

Oncology Care Model (OCM) 
announced to start in 2018

OCM – 2-sided risk (now starting in 
2017)
Comprehensive Care for Joint 
Replacement Payment Models
(originally planned for 2018)
Vermont Medicare ACO Initiative

Advancing Care Coordination through 
Episode Payment Models Track 1
Cardiac Rehabilitation (CR) Incentive 
Payment Model

Source: https://qpp.cms.gov/learn/apms

Proposed          FINAL Rule (and beyond)
Advanced APMs
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What does this practically mean for your 
practice?

 Since most of you will be in MIPS, participate and  “pick your 
pace” to avoid reductions (or earn positive updates).

 Learn about the weights, scoring, measures and activities 
required under MIPS—commit to doing something.

 Use ACP resources https://www.acponline.org/practice-resources/business-
resources/payment/medicare/macra including our new Quality Payment Advisor 
https://www.qualitypaymentadvisor.org/
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ACP’s Rx for better health care

3. Reduce the crushing administrative burden on 
physicians and patients.

• Unnecessary regulation (and other administrative tasks) takes time away 
from patients, creates barriers to care, results in unnecessary spending, and 
contributes to professional burn-out.

• The Trump administration and GOP-led Congress have expressed a greater 
willingness to ease unnecessary federal regulations.

• In ACP’s view, the most effective approach will be to create an entirely new 
framework to assess regulations: intent, impact, and alternatives. 
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Isn’t this how you feel?

Doctor Getting Squeezed, 
by  @HealthCareWen
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And its not just physicians who are 
dissatisfied.  A patient’s perspective:

“When at last we are 
sure you’ve  been 
properly pilled,
then a few paper forms 
must be properly filled,  
so that you and your 
heirs may be properly 
billed.”

From “You Only Get Old Once” by Dr. Seuss
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Dissatisfaction with EHRs is a major 
contributor to burn-out

 Takes away time from patients, diverts 
physicians’ attention to looking at a screen 
instead of the patient.

 Does not produce clinically useful information 
in a user-friendly way.



ACP study:

Mean Loss for 
attending physicians 
was

48 minutes per clinic 
day, 

4 hours per five day 
clinic week

JAMA Internal 
Medicine, 
September 8, 2014, 
http://archinte.jama
network.com/article.
aspx?articleid=190
1114
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Why are EHRs so bad?  Because they are designed to 
document billing, not improve patient care.

“The primary purpose of clinical 
documentation should be to support 
patient care and improve clinical 
outcomes through enhanced 
communication.”
ACP 2015 position paper, Clinical Documentation in the 21st

Century, developed by our Medical Informatics Committee 
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Part of the EHR solution: simplify 
documentation requirements

Reworking Evaluation & Management (E/M) Documentation Guidelines: 
 Based on Clinical Documentation in the 21st Century the College has held numerous 

meetings with the deputy administrators at CMS and other agencies within HHS 
regarding reducing the administrative burden of the E/M documentation guidelines.

• On June 28, 2017 ACP attended a meeting with Secretary Price where the College 
outlined a proposal to move forward with reform of E/M documentation 
guidelines. 

• This has led to Solicitation of Public Comment on the reform of the E/M 
documentation guidelines through the 2018 Medicare Physician Fee Schedule 
NPRM.

• ACP will provide detailed comments and recommendations for simplification and 
alignment of E/M documentation through the rulemaking process

Link to paper: http://annals.org/aim/article/2089368/clinical-documentation-
21st-century-executive-summary-policy-position-paper-from
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Easing regulatory burdens on physicians requires that 
we consider another way of looking at them

“Here is Edward Bear, coming 
downstairs now, bump, bump, 
bump, on the back of his head, 
behind Christopher Robin.  It 
is, as far as he knows, the only 
way of coming downstairs, but 
sometimes he feels that there 
really is another way, if only he 
could stop bumping for a 
moment and think of it.”

A.A. Milne, 1920
illustration  by E. M. Shepard



http://annals.org/aim/article/2614079/putti
ng-patients-first-reducing-administrative-
tasks-health-care-position-paper
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ACP’s Patients Before Paperwork Initiative

ACP Policy Recommendations to Reduce Administrative Tasks:
1. Stakeholders who develop or implement administrative tasks should provide financial, time, 

and quality of care impact statements for public review and comment. 

2. Tasks that cannot be eliminated must be regularly reviewed, revised, aligned and/or 
streamlined, with the goal of reducing burden.

3. Stakeholders should collaborate to aim for performance measures that minimize unnecessary 
burden, maximize patient- and family-centeredness, and integrate measurement of and 
reporting on performance with quality improvement and care delivery.

4. Stakeholders should collaborate in making better use of existing health IT, as well as develop 
more innovative approaches.

5. As the US health care system evolves to focus on value, stakeholders should review and 
consider streamlining or eliminating duplicative administrative tasks.

6. Rigorous research is needed on the impact of administrative tasks on our health care system. 

7. Research on and dissemination of evidence-based best practices to help physicians reduce 
administrative burden within their practices and organizations.
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Reducing administrative burdens: what have 
we accomplished?

• First round of outreach letters sent to external sources of 
administrative tasks identified in the paper: CMS, ONC, AHIP, 
BCBSA, EHRA, MDMA

• Meetings held with stakeholders to discuss policy and establish 
next steps for future collaboration:
 May 2, 2017: ONC and CMS Office of Clinician Engagement:

 NEXT STEPS:
o CMS will look to ACP for help recruiting physicians to join short-term 

workgroups and evaluate potential solutions to an administrative 
burden issue, working the solution through several scenarios and use 
cases to see if it will achieve its intended outcomes.

o ONC requesting direct feedback and/or data so that ONC can take an 
analytical approach to administrative burdens and make data driven 
decisions on what to tackle and how to do it.
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Reducing administrative burdens: what have 
we accomplished?

 May 12, 2017: Electronic Health Record Association
 NEXT STEPS:

o EHRA is hosting a Usability Summit in Washington, DC 
and proposed using this meeting as a starting point to 
further understand how to incorporate end user needs. 

o ACP to reach out directly to EHR vendors to help address 
their issues with engaging physicians in their end-user 
testing initiatives.
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Reducing administrative burdens: what have 
we accomplished?

 June 1, 2017: AHIP and BCBSA
 NEXT STEPS: 

o Opportunity to partner with ACP on education around 
accuracy and timeliness of provider directories. 

o ACP to work with AHIP on the direct to consumer 
advertising issues

o Further collaboration in quality metrics and reporting 
o Aligning PCMH certification across payers 
o Aligning QPP incentives with private payer incentives 
o Aligning public private payers on attribution 
o BCBSA working with ACP on education with physicians 

around prior authorization – how to get at the variation 
across different locations in the country
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Reducing administrative burdens: what we 
have accomplished?

 June 5, 2017: MedPAC
 NEXT STEPS: 

o MedPAC was interested in the idea of developing a pilot 
project that removes specific administrative tasks for 
participating physicians 

o ACP to follow up with MedPAC on their thoughts about 
quality measurement – specifically what ACP is doing in 
the Quality Improvement space and how there are way 
to lessen burdensome quality reporting without moving 
entirely to population/claims-based measures
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We have the attention of Congress!
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What does this practically mean for your 
practices?

 The number 1 thing that can be done to improve physician 
satisfaction with practice is to ease unnecessary regulations 
and tasks.  The new administration and Congress offers us an 
opportunity to make our case.

 Patients will also benefit as their physicians are able to 
spend more time with them with less distraction.

 Making EHRs more clinically relevant and useful requires 
that we examine and simplify the embedded federally-
mandated documentation requirements.

 We also need an entirely new way of looking at 
administrative tasks, to assess their intent, impact and 
possible alternatives.
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ACP’s Rx for better health care.

4. Leverage technology to improve patient care.
• Reduce barriers to telemedicine/enact Connect Act.
• Improve functionality of EHRs.

5. Support a well-trained physician workforce with 
skills and numbers needed.

• Develop a national workforce policy.
• Maintain funding for Title VII primary care training.
• Expand GME slots on prioritized basis.
• Enact legislation to establish all-payer GME funding.
• Address impact on workforce of travel ban.
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President Trump’s EO on immigration

 Why did ACP speak out against the EOs?
• At least two internal medicine residents who are ACP members were 

impacted by the first EO.

• Discrimination based on religion violates ACP's longstanding policies on non-
discrimination based on gender, race, ethnicity, religion and other factors.

• On June 26, The Supreme Court lifted the suspensions that federal judges 
had put on the EO in March, but only partially: People from the affected 
countries who have “a credible claim of a bona fide relationship with a 
person or entity in the United States” would still be allowed to enter the 
country.  The Court agreed to review the case in the fall.  

• ACP, joined by 21 health professional education and practice organizations, 
filed a June 12 amicus brief with the U.S. Supreme Court opposing the 
government’s applications for a stay of the lower courts’ injunctions against 
the executive order barring entry of individuals from Iran, Libya, Somalia, 
Sudan, Syria, and Yemen.
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ACP’s prescription for better health care.

6. Reduce barriers to chronic care 
management.

• The College effectively advocated for significant administrative burden 
reduction for CCM codes.

• ACP also worked with the CMS and the CPT Editorial Panel to develop 
separate payment for a variety of codes to reimburse physicians for non-
face-to-face work under Medicare FFS.

• ACP supports that bipartisan Chronic Care Act, approved by the Senate 
Finance Committee.



61

ACP’s prescription for better health care.

7. Support medical and health services research and public 
health.

• Ensure sufficient funding for NIH, AHRQ, CDC.
• Maintain commitment to preventing and mitigating adverse health 

impact of climate change.
• Support research and enact policies to reduce firearms-related 

violence.
• Support policies to address opioid epidemic.
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Support for research and public health.

 Climate Change: 
• Climate Change and Health: A Position Paper of the American College of 

Physicians,  May 3, 2016. http://annals.org/aim/article/2513976/climate-
change-health-position-paper-american-college-physicians

• Also developed a climate change action toolkit 
https://www.acponline.org/advocacy/advocacy-in-action/climate-change-toolkit  
to educate our members about effect of climate change on health and how 
physicians can act to address climate change in their practices and facilities.  

• Released statements denouncing action to remove United States from Paris 
Agreement and Executive Order to reverse federal government progress on 
addressing climate change.

• ACP will be releasing an updated climate change action toolkit to further enable 
our members to advocate for actions to tackle climate change.
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Support for research and public health.

 Opioids: 
• Health and Public Policy to Facilitate Effective Prevention and Treatment of 

Substance Use Disorders Involving Illicit and Prescription Drugs: An 
American College of Physicians Position Paper, May 16, 2017. 
http://annals.org/aim/article/2613555/health-public-policy-facilitate-effective-
prevention-treatment-substance-use-disorders

• Paper affirms substance use disorder a chronic, treatable disease and calls for 
policies to expand treatment access.   

• College has been active in educating members about safe pain management, 
working with CDC on chronic pain guidelines, and providing practice 
resources on substance use disorders. 

• Supported 21st Century Cures and Comprehensive Addiction and Recovery 
Act; advocating for funding. 

• Strongly fighting for Medicaid – a key source of SUD treatment.
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Another top ACP priority: embracing diversity, 
opposing discrimination in ALL forms

 Position Statement on Recognizing Hate Crimes as a Public Health Issue, Approved 
by the Board of Regents, July, 2017. 
https://www.acponline.org/acp_policy/policies/hate_crimes_public_health_issue_2017.pdf

 Immigration Position Statement, Approved by the Board of Regents, January  30, 
2017. 
https://www.acponline.org/acp_policy/policies/immigration_position_statement_2017.pdf

 Position Statement on Gender Pay Gap Within the Field of Medicine, Approved by the ACP 
Board of Regents, November, 2016. 
https://www.acponline.org/acp_policy/policies/gender_pay_gap_position_statement_2016.pdf

 Lesbian, Gay, Bisexual, and Transgender Health Disparities: Executive Summary of a Policy 
Position Paper From the American College of Physicians,  July 21, 2015. 
http://annals.org/aim/article/2292051/lesbian-gay-bisexual-transgender-health-disparities-
executive-summary-policy-position?resultClick=3
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Another top ACP priority: embracing diversity, 
opposing discrimination in ALL forms

 National Immigration Policy and Access to Health Care,  Position Paper of 
the American College of Physicians, 2011. 
https://www.acponline.org/acp_policy/policies/natl_immigration_policy_access_he
althcare_2011.pdf

 Racial and Ethnic Disparities in Health Care,  Position Paper of the 
American College of Physicians, Updated 2010. 
https://www.acponline.org/acp_policy/policies/racial_ethnic_disparities_2010.pdf

 Coming soon!  Policy papers on women in medicine,  women’s health, and 
social determinants of health care.
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What’s next for ACP advocacy?

 Urge continuation of cost-sharing reduction payments to ACA 
marketplace plans.

• 9/27/17:  Insurers sign 2018 contracts.

 Offer ideas for bipartisan ways to stabilize and improve 
markets.

 Enact CHIP reauthorization (expires October 1, 2017)
 Federal budget (potential shutdown looming if no agreement 

reached by midnight 10/1) and debt ceiling vote (which could 
be linked to spending cuts if not “clean” or U.S. government 
default, if it fails).
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What’s next for ACP advocacy?

 Continuing to promote our forward-looking agenda to:
• Improve Medicare’s QPP
• Reduce administrative tasks
• Improve performance measures
• Introduce greater transparency
• Oppose discrimination 
• Lower Rx costs
• Address social determinants
• Expand women’s access to health care

• And so much more!
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Summary

 ACP advocacy is more important than ever.
 The College is advocating on behalf of a forward-looking 

agenda, addressing 7 key elements of a effective health care: 
access, value, technology, workforce, research and public 
health, chronic care, and administrative tasks.

 We are making substantial progress, particularly on 
improving Medicare’s QPP and easing administrative tasks.

 But first, we have to continue to do everything to stop ACA 
repeal and close gaps in coverage!
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Final words of wisdom from Yogi:

“You’ve got be careful if you don’t 
know where you are going, ‘cause 
you might not get there.”


