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ACCIDENT PREVENTION

Protective Head Gear for Bicycle and Moped Riders

ACP recommends bicycle helmets for all moped and biciddes and encourages state legislatures to
pass laws requiring bicycle and moped riders to wear protective head gear (helmets) on all county, state,
and national highways. (HoD;8@affirmed BoR Q4eaffirmed BoR 16

ACCIDENT PREVENTION: MOTOR \EHICLE

Drunk Driving

ACP urges Congress and state legislatures to recognize the disease of alcoholism and to require evaluation
of those people guilty of driving under the influence (DUI) for the disease of alcoholism and appropriate
treatment if the disease igresent. However, the presence of the disease of alcoholism should not relieve
DUI offenders from being responsible for their actions while under the influence of alcohol. ACP
supports stringent enforcement of laws that would curtail motor vehicjarias related to drunk driving

and encourages enactment and enforcement of more effective drunk driving laws. (HoD 82; reaffirmed
HoD 93reaffirmed BoR Q4eaffirmed BoR 16

ACQUIRED IMMUNODEFICIENCY SYNDROME (AIDS)

Provision of Clean Needles/Syringes Drug Addicts

Exchange programs for the needles/syringes are warranted as a means of AIDS control. ;(HoD 95
reaffirmed BoR O4eaffirmed BoR 16

Definition of Disability

ACP works with appropriate Federal agencies as well as the insurance induistiyde in the definition

of disability HIV positive physicians, medical students and physitidraning, who although still
physically and mentally capable to practice medicine, cease performing evasive procedures either
voluntarily or as a result aegulation or statute. (HoD 92eaffirmed BoR 04

Mandatory Testing for All Physicians

ACP vigorously opposes mandatory HIV testing of all physicians. (Hadaffitmed BoR Q4eaffirmed
BoR 1%

Physician Responsibilities to Patients

Physicians whora at a significant risk of being or becoming infected with the HIV virus should establish
their serostatus and monitor that status at regular intervals. A physician who knows that he or she is
seropositive shall not engage in any activity that creatdgmificant risk of transmission of the infection

to patients, based on scientific data. Physicians who perform expasoree medical procedures should

know their HIV antibody status and monitor that status at regular intervals. Physicians who are infected
with HIV should not perform exposumone procedures unless they have sought counsel from an expert
review panel as described by CDC and been advised under what circumstances, if any, they may continue
to perform these procedures*. Physicians who arergtigely impaired by HIV infection, as with other
illnesses, shall not engage in any activity which causes significant hazard to their patients. (HoD 91
reaffirmed BoR O¢

* The review panel should include experts who represent a balanced perspectigh. eguerts might
include all of the following: a. the physician's personal physician(s); b. an infectious disease specialist with
expertise in the epidemiology of HIV and HBV transmission; c. a health professional with expertise in the
procedures performedby the physician, and; d. state or local public health official(s). If the physician's

1
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practice is institutionally based, the expert review panel might also include a member of the infection
control committee, preferably a hospital epidemiologist. Pbiggsis who perform exposuserone
procedures outside the hospital/institutional setting should seek advice from appropriate state and local
public officials regarding the review process. Panels must recognize the importance of confidentiality and
the privecy rights of infected physicians.

Testing

ACP supports voluntary testing for the HIV antibody, in conjunction with appropriate counseling+o high
risk individuals. The cost of the tests should be subsidized for those who cannot afford to pay for it.
Vduntary testing for the AIDS virus should be routinely offered to:

a. Patients at sexually transmitted disease clinics;

b. Patients in drug abuse and rehabilitation programs;

c. Highrisk pregnant women in the first trimester of pregnancy;

d. Highrisk individuals eeking family planning services; and

e. Highrisk patients requiring surgical or other invasive procedures.

ACP supports voluntary testing for the HIV antibody only after the patient has given consent, with a full
understanding of the adequacy of the curtdest, medical implications of a positive HIV antibody test,
and the reporting requirements and confidentiality protections.

ACP supports the use of universal precautions as the primary method to prevent transmission of HIV
infection in health care sdtigs. ACP does not support the use of involuntary testing for the purpose of
infection control, in part because a person who tests negative for the HIV antibody may nevertheless be
infected with HIV.

ACP supports testing of a patient without conséiathealth care worker sustains significant percutaneous
or mucocutaneous exposure to the body fluids of that patient and the patient refuses voluntary testing.
(HoD 91 reaffirmed BoR 04

ACP supports limiting notification of test results to:
a. The indvidual tested:;

b. Health care workers who have a legitimate need to have access to the information in order to
assist the patient or to protect the health of others;

Sexual or needlsharing contacts; and

d. Blood, semen, and organ banks. ACP suppogisl&ion to provide adequate funds to public
health authorities to establish a mechanism to find, test and counsel endangered sexual or
needlesharing partners of infected individuals.

ACP supports mandatory testing for: Donors of blood, semen, ogagtend organs, military personnel,
and immigrants.

ACP opposes mandatory HIV testing but supports voluntary premarital testing. (HoD 87; revised HoD 91
reaffirmed BoR O¢

Treating and Paying for AIDS Patients
ACP supports legislation to provide sufficient funding for:
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Counseling and testing for AIDS patients;

b. Research to find a cure and develop an effective vaccine (without taking away necessary resources
to study other diseases);

c. Providing care of AIDS pantts who cannot afford to pay for their treatment;
d. The education of the public regarding appropriate prevention measures.
ACP supports legislation that would prohibit health insurers from:

a. Testing applicants to identify and subsequently exclude persesting positive for the HIV
antibody;

b. Using other discriminatory tests, such a€8ll subsets, to determine an applicant's exposure to
the HIV antibody; and

c. Canceling or failing to renew group or individual health insurance policies beaausdivdual
hasAIDS or tests positiier the HIV antibody.

ACP supports legislation that would extend group health insurance coverage from the current 18 months
to 24 months for those employees who leave a firm with 20 or more employees (at a premium of&@o mo
than 102 percent of what it would have cost the employer to cover an employee).

ACP supports state subsidization for HIV positive individuals who cannot afford to pay for the high
premiums of conversion policies (once their COBRA protection runs out).

ACP supports legislation to allow Medicaid 4y the poor and near poor.
ACP endorses the following American Medical Association policy (with modifications):

a. Physicians are dedicated to providing competent medical service with compassion and respec
for human dignity.

b. A physician may not ethically refuse to treat a patient whose condition is within the physician's
current realm of competence solely because the patient is seropositive. Persons who are
seropositive should not be subjected to disaimation based on fear or prejudice.

c. Physicians who are unable to provide the services required by AIDS patients should make referrals
to those physicians or facilities equipped to provide such services.

d. Physicians are ethically obligated to respeat tights of privacy and of confidentiality of AIDS
patients and seropositive individuals.

e. States that do not already have a contact tracing program should give serious consideration to
implementing such a program. Provisions must be made for adequfagusads to protect
confidentiality of seropositive persons and thaiontactsand for the counseling of parties
involved.

Where there is no statute that mandates or prohibits the reporting of seropositive individuals to public
health authorities, and ahysician knows that a seropositive individual is endangering a third party, the
physician should: Attempt to persuade the infected patient to cease endangering the third party; If
persuasion fails, notify public health authorities in states where theairémdy a contact tracing program;
and If the public health authorities take no action, notify the endangered third party.

a. In states with strict confidentiality laws which limit the exercise of this duty by reason of severe

3
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penalties for any breach obaofidentiality, especially Hélated information, special legislation

is needed to grant a physician legal immunity to act in the following ways: The legal right to notify
endangered third parties directly; The choice of not acting at all if, in theighp&sjudgment

the danger to the third party is seen to fall short of subsi@rrisk.

b. A physician who knows that he or she is seropositive should not engage in any activity that creates
a risk of transmission of the disease to patients.

c. A physiciawho has AIDS or who is seropositive should consult his or her personal physician as to
which activities can be pursued without creating a risk to patients.

ACP believes that patients who test HIV positive should be provided full protection against idiaskboim
in employment, housing, medical and dental care and other aspects of life.

ACP continues to encourage members and other physicians to pursue the highest ideals of medical
practice by providing care to those individuals suffering from AIDS. Tleg€recognizes such care as a
truly compassionate and selfless commitment to patients' well being. (HoD 87; revised HoD 88; revised
HoD 91 reaffirmed BoR 04

HIV Policy A Joint Position Paper of the American College of Physicians and HIV Medical Association
HIV Prevention

1. States should work to eliminate requirements for a separate informed consent for HIV testing.

2. Public health officials and others in public leadership should promote evidessed
prevention interventions, including ensuring access to comprehensive sex education for
youth, wide availability of condoms and education about their proper use, and broad
availability of syringe exchange programs and drug treatment interventions, to minimize the
risk of HIV transmission.

3. The U.S. government should increase funding for evidelmased HIV prevention activities
through the Centers for Disease Control andvention to fund communitypased programs
aimed at populations at highisk and groups with intermittent access to care, and to enhance
surveillance activities.

4. Physicians and other health professionals should educate patients about all behaviors that
put them at risk for HIV infection and other sexually transmitted infections (STI). Physicians
treating patients with HIV infection should educate their patients about eliminating behaviors
that might contribute to transmitting HIV infection to sexual andglusing partners.

Access to Quality HIV Care

5. All people living with HIV/AIDS in the U.S. should have access to HIV care provided by or in
consultation with those skilled in providing care for HIV/AIDS. Physicians, hospitals and other
health professionalare obligated to provide statef¢the-art and humane care to patients
with HIV infection or arrange for referral to an HIV expert. Adequate resources should be
dedicated to addressing the unique psychosocial needs of newly identified patients in the
health care setting. Funding for HIV care should be adequate to maintain a competent
workforce. The Federal government should evaluate the adequacy and capacity of the HIV
clinical workforce.

6. The U.S. government should work with states to assure access tdccatkepatients with
HIV/AIDS by establishing a program, as recommended by the Institute of Medicine that would
provide comprehensive medical care and prescription drugs to all low income persons with

4
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HIV infection. At a minimum, Congress should incréasding for programs funded under
the Ryan White CARE Act and enact legislation that would allow state Medicaid programs to
expand eligibility to lowncome persons with HIV infection before they progress to AIDS

Patient Protections

7.

Confidentiality oHIV positive individuals should be protected to the greatest extent possible,
consistent with the duty to protect others and to protect the public health.

HIV Research

8.

The U.S. government should continue to support a comprehensive portfolio of resatrch

the causes, prevention and treatment of HIV infection and AIDS, including research aimed at
identifying a vaccine; prevention technologies including barrier methods to prevent HIV
acquisition; the development of improved antiretroviral therapies; réq@eutic and
prophylactic regimens for opportunistic infections and malignancies that affect persons with
HIV infection. Further research evaluating the behavioral and cultural aspects of prevention
and treatment of HIVin the U.S. and the associated-cwrbidities should also be well
represented in the research agenda.

The Global HIV/AIDS Epidemic

9.

10.

The U.S. government should continue to devote substantial resources to respond to the global
pandemic with a particular focus on developing countries. Resources should be devoted to
evidencebased prevention interventions such as riskluction programs fo sexual
transmission, condom distribution, syringe and needle exchange, drug treatment programs
and programs to prevent perinatal transmission; antiretroviral treatment and comprehensive
medical care and support services for infants, children and adarid;programs to provide

care and services to H¥élated orphans. The U.S. government should also remain a major
contributor to the Global Fund to fight HIV, Tuberculosis, and Malaria. U.S. scientists,
physicians, and other experts should continue to dssisl be supported in the assistance of
developing countries to address the operational, scientific and training issues surrounding
implementation of new programs.

Visitors with HIV should be able to enter the United States and otherwise qualified inmtsigra
with HIV should be able to obtain permanent residency status or citizen®&oR 08)

ALLIED HEALTH PROFESSIONS

Physician Assistants

1. AAPA and ACP believe that physicians and PAs working together in-arieatad practice, such as

2.

the patientcentered medical home, is a proven model for delivering high quality -eftesttive
patient care.National and state legal, regulatory and reinmsement policies should recognize that
physician assistants function as primary care providers in the patemiered medical home as part
of a multidisciplinary clinical team led by a physician.

AAPA and ACP encourage training programs from both piofes¢o promote and support
opportunities for internists to precept PA students and participate as faculty at PA programs.

5
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3. AAPA and ACP encourage interdisciplinary education of physininagning and physician assistant
students throughout their educainal programs.

4. AAPA and ACP should continue to be represented on the accrediting and certification bodies of the
PA profession (ARRA and NCCPA).

5. AAPA and ACP encourage the creation of an interdisciplinary task force on workforce development.
Workforce policies should ensure adequate supplies of primary care physicians and physician
assistants to improve access to quality care and to avert anticipated shortages of primary care
clinicians for adults. Workforce policies should recognize that training ptoysicians assistants does
not eliminate the need nor substitute for increasing the numbers of general internists and family
physicians trained to provide primary care

6. AAPA and ACP encourage flexibility in federal and state regulation so that each Inpedatize
determines appropriate clinical roles within the medical team, physitoalRA ratios, and supervision
processes, enabling each clinician to work to the fullest extent of his or her license and ex(2ofse.

10)

Nurse Practitioners in PrimarZare

1. Physicians and nurse practitioners complete training with different levels of knowledge, skills,
and abilities that while not equivalent, are complementary. As trained health care professionals,
physicians and nurse practitioners share a commitnterroviding high quality care. However,
physicians are often the most appropriate health care professional for many patients.

a.

Whenever possible, the needs and preferences of every patient should be met by the
health care professional with the moappropriate skills and training to provide the
necessary care.

Patients with complex problems, multiple diagnoses or difficult management challenges
will typically be best served by physicians working with a team of health care
professionals that may indie nurse practitioners and other ngshysician clinicians.
Patients have the right to be informed of the credentials of the person providing their
care to allow them to understand the background, orientation and qualifications of the
health care professials providing their care and to better enable them to distinguish
among different health care professionals.

The College recognizes the important role that nurse practitioners play in meeting the
current and growing demand for primary care, especiallynidesiserved areas.

The College advocates for research to develop effective systems of consultation
between physicians and nurse practitioners as clinically indicated.

2. Collaboration is defined as ongoing interdisciplinary communication regarding thefcare o
individuals and populations of patients in order to promote quality and-effstctive care.
Recognizing the importance of coordinated care to improving health outcomes, we offer the
following principles on collaboration between physicians and nursetiicaers:

a.

b.

Effective interdisciplinary collaboration is critical to ensuring that all patients receive the
highest possible quality of care.

Members of a health care team should understand their complementary roles in the
delivery of care as defined thrgh their respective professional practice acts.
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c. Collaboration among physicians and nurse practitioners can occur during bottoface
faceencounters and electronically through the use of technology, including telephone,
e-mail, telehealth, and electronicdalth records.

d. Effective collaboration among nurse practitioners and physicians requires appropriate
sharing ofinformation and mutual acknowledgement and respect for each
LINE FS &aaA 2y | dkiszandogtribdtions t& BeSprovision of care.

e. Paymensystems should provide sufficient reimbursement for the coordination of care
and collaboration between nurse practitioners and physicians.

3. Licensing and certification examaitions for nurse practitionershould be developed by the
nursing discipline and based standardized training involved inaptuating from advanced
practicenursing programs as well as scope of practteduses and regulationsCertification
examinations should bearefully constructed so as #void any appeance of equivalencygf
training/certification withphysicians. ACP therefore opposes useesef tjuestions (past or
present)developed by the National Bod of Medical Examiners (NBMB) Step 3 of the U.S.
Medical icensing Exam in the certifyimgamindion of Doctors of Nursing Practice (DNPs).

4. In the patientcentered medical home (PCMH) model, care for patients is best served by a
multidisciplinary team where the clinical team is led by a physician. However, given the call for
testing different modelsof the PCMH, ACP believes that PCMH demonstration projects that
include evaluatiorof physiciaHed PCMHSs could also test the effectiveness of nurse practitioner
led PCMH practices in accord with existing state practice acts and consistent with therfgilow

a. Demonstration projects testing the effectiveness of Nurse Practitioner-igd¢PPCMH
practices should meet the same eligibility requirements as those for physién
practices.

b. NRled PCMH practices should be subject to the same recogmitinmards to participate
in the demonstration project as physicidad practices.

c. NPled PCMH practices should be subject to the same standards of evaluation as
physicianled PCMH practices.

d. Patients who are selecting a PCMH as their source of regulaskattd be informed in
advance if it is a physicidad or nursepractitioner led practice and the credentials of the
persons providing care within each practice.

e. All clinicians within the PCMH are operating within existing state practice acts.

Paymentsand evaluation metrics for both physician and nupsactitioner led PCMH

practicesmust take into account differences in the ca®six of patients seen in the

practice.

5. ACP advocates for research efforts to identify and disseminate effective modelsatiocation,
referral, and cemanagement of patients between and among nurse practitionerspmaicians.

-

6. Opportunities for professional multidisciplinary training and team development should be
incorporated into the education and training of all healttofessionals.

7. Workforce policies should ensure adequate supplies of primary care physicians and nurse
practitioners to improve access to quality care and to avert anticipated shortages of pdarary
cliniciansfor adults. Workforce policies should recoge that training more nurse practitioners

7
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does noteliminate the need nor substitute for increasing the numbers of general internists and
family physicians trained to provide primary cafi@oR 09)

Pharmacist Scope of Practice
Position 1

ACP supportsisearch into the effects of pharmacy automation and the move to the PharmD on pharmacy
practice.

Position 2

In an effort to improve patient safety and reduce medical errors, ACP supports phydiigated
pharmacist/physician collaborative practieggreements limited to pharmacist involvement in patient
education and hospital rounds.

1 Expanded roles for pharmacists should not be solely based on cost savings.

1 The responsible physician and pharmacist should be compensated for their time spent on
collabaative services.

1 The physician solely determines if a relationship will be formed with a pharmacist.

9 The physician solely and individually refers a patient to a pharmacist.

T hytée GKS LKEaAOAly akKlff yR Ydzaderhl 3y2aS GKS
Position 3

1 ACP opposes independent pharmacist prescriptive privileges and initiation of drug therapy.
Position 4

1 ACP supports the use of the pharmacist as immunization information source, host of immunization
sites, and immunizer, as appropriatechallowed by state law. ACP will work with pharmacy
organizations to increase immunization awareness.

Position 5

1 ACP reiterates its support of its 1990 therapeutic substitution position. ACP resolves to work with
pharmacists in designing therapeutic stitigion policies that ensure the highest level of patient
care and safety. BoR 00,eaffirmedBoR11)

Promoting the Leadership Role of Physicians in the Health Care Team

ACP affirms policy that physicians and fahysician health professionals are notarchangeable, and

that optimal care for patients is provided by physicians and other health professionals working together
in teambased model of care delivery under physician leadership and that vigorously promote the
leadership role of physicians inghnealth care team. (BoR 11)
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BEHAVIORAL HEALTH

Integration of Care for Mental Health, Substance Abuse, and Other Behavioral Health Concerns into Primary
Care

1. The ACP supports the integration of behavioral health care into primary care and encourages its
members to address behavioral health issues within the limits of their competencies and
resources.

2. The ACP recommends that public and private health insurance payers, policymakers, and
primary care and behavioral health care professionals work toward relgg@ayment barriers
that impede behavioral health and primary care integration. Stakeholders should also ensure
the availability of adequate financial resources to support the practice infrastructure required to
effectively provide such care.

3. The ACP recomends that federal and state governments, insurance regulators, payers, and
other stakeholders address behavioral health insurance coverage gaps that are barriers to
integrated care. This includes strengthening and enforcing relevant nondiscriminatisn law

4. The ACP supports increased research to define the most effective and efficient approaches to
integrate behavioral health care in the primary care setting.

5. The ACP encourages efforts by federal and state governments, relevant training programs, and
continuing education providers to ensure an adequate workforce to provide for integrated
behavioral health care in the primary care setting.

6. The ACP recommends that all relevant stakeholders initiate programs to reduce the stigma
associated with behavior&lealth. These programs need to address negative perceptions held
by the general population and by many physicians and other health care profess{@udtsl5)

BLOOD

Blood Donations by Donors Over 65 Years of Age

ACP supports and encourages healthy adofitall ages to be active blood donors. (HoDr@affirmed
BoR 06reaffirmed BoR 1)/

CHILDREN AND YOUTH

Decisions about Reproduction

If a patient who is a minor requests termination of pregnancy, advice on contraception, or treatment of
sexually transritted diseases without a parent's knowledge permission the physician may wish to
attempt to persuade the patient of the benefits of having parents involved but should be aware that a
conflict may exist between the legal duty to maintain confidentiaditg the obligation toward parents or
guardians. Information should not lakisclosedo others without the patient's permission. In such cases,
the physician should be guided lblye minor's best interest in light of the physiciamsnscienceand
responsililities underthe law. (BoR Q4eaffirmed as amended BoR)11

Amended Recommendation on Appropriate Patient Age for Internal Medicine

Many internists are qualified by training and/or experience to provide primary or subspecialty care
services for patientbeginning with the onset of puberty, roughly age 12, and should not be excluded
from providing such care. Some internists, however, may choose to select a higher age criterion (usually
between 12 and 18) for accepting patients, based on the internist'slewal of training, experience, and

9
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comfort with adolescent and/or pediatric medicine and the desires of the patient and the patient's family.
Other internists with additional training may choose to set an age younger than puberty for accepting
patients. BoR 299, reaffirmed BoR 10

CIVIL AND HUMAN RIGHTS

Relation of the Physician to Government

Physicians must not be a party to and must speak out against torture or other abuses of human rights.
Participation by physicians in the execution of prisorexeept to certify death is unethical. Under no
circumstances is it ethical for a physician to be used as an instrument of government to weaken the
physical or mental resistance of a human being, nor should a physician participate in or tolerate cruel or
unusual punishment or disciplinary activities beyond those permitted by the United NaStarsdard
Minimum Rules for the Treatment of Prisoneihysicians must not conduct, participate in, monitor, or
be present at interrogations (defined as a systematfort to procure information useful to the

purposes of the interrogator by direct questioning of a person under the control of the questioner; it is
distinct from questioning to assess the medical condition or mental status of an individual) or p&sticipa
in developing or evaluating interrogation strategies or techniques. A physician who becomes aware of
abusive or coercive practices has a duty to report those practices to the appropriate authorities and
advocate for necessary medical care. Exploitihgriag, or using medical information from any source

for interrogation purposes is unethicdBoR 04; reaffirmed as amended BoR 11)

Medicine and the Law

Physicians should remember that the presence of illness does not diminish the right or expectd@on to
treated equally. Stated another way, illness does not in and of itself change a patient's legal rights or
permit a physician to ignore those legal rights.

The law is society's mechanism for establishing boundaries for conduct. Society has a rigbttdretp

those boundaries will not be disregarded. In instances of conflict, the physician must decide whether to
violate the law for the sake of what he or she considers to be the dictates of medical ethics. Such a
violation may jeopardize the physiciarisgal position or the legal rights of the patient. It should be
remembered that ethical concepts are not always fully reflected in or adopted by the law. Violation of the
law for purposes of complying with one's ethical standards may have consequentes irysician and
should be undertaken only after thorough consideration and, generally, after obtaining legal counsel. (BoR
04; reaffirmed as amended BoR)11

Health Professionals and the Health Effects of Economic Sanctions and Embargoes
The ACP supports

1 exempting from sanctions humanitarian goods such as food and hesdlited materials or
medical supplies, which are deemed likely to reduce the morbidity or mortality of civilians;

1 empowering qualified and neutral agencies to address publicly and diquesly humanitarian
appeals for exemptions; that these agencies conduct and disseminate impact analysis of the health
effects of economic sanctions;

1 providing medical and healttelated supplies and services to offset any increased morbidity
caused by gactions; and,

1 monitoring and reporting the effective delivery of medical and heatttated materials. (BoR-2
99, reaffirmed BoR 10
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Equal Opportunity

ACP affirms a policy of not holding or supporting meetings or social gatherings at organizatichgand

that have exclusionary policies based on gender, race, color, religion, national origin or sexual orientation.
ACP shall not pay for, or reimburse, the dues of any member, officer, or employee for membership in
clubs which have exclusionary policlessed on gender, race, color, religion, national origin or sexual
orientation. (HoD 90reaffirmed BoR 04

CODING AND NOMENCLATURE

Payment for Physician Services

ACP advocates and will take steps to ensure that public and private payers do not bundtesserv
inappropriately by encompassing individually coded services under other separately codes services unless
the actual description of the codes under which bundling is placed clearly states that the bundled
service(s) is part and parcel to the servicdedor which payment is allowed. (HoD;9@affirmed BoR

08)

Coding for Lab Services

1. ACP supports a CPT coding change in which the codes for automated, multichannel tests (80002
80019) are replaced by a small, well defined number of orgdisease or candition-oriented
panels to which physicians would be encouraged to add or delete specific tests as guided by
medical appropriateness. (HoD 9Baffirmed BoR 1)7

2. Some orgaroriented laboratory panels should be maintained in the CPT Code Manual, and shoul
be reconstructed through the use of consultants who have extensive experience utilizing such
laboratory studies for the evaluiain of disease states. (HoD 92; reaffirmed BoR 17

Cognitive/Evaluation and Management Services

1. ACP continues to work with ¢hAMA to improve the current Evaluation and Management CPT
codes to be clearer for interpretation, clinically relevant, and more easily applicable in tiie-day
day medical practice setting. ACP continues to provide an ongoing mechanism to assist its
membe's with CPT coding issues. (HoDr@affirmed BoR 04

2. ACP promotes uniform interpretation and appropriate consideration of evaluation and
management CPT codes by Medicare fiscal intermediaries and otheiptuitgl payers. (HoD 89
reaffirmed BoR O¢

ACP opposes the compression of codes for cognitive services.8@H@affirmed BoR Q4

4. ACP continues to aggressively work with all appropriate parties to achieve adequate recognition
and reimbursement for comprehensive evaluations of complex, estallishients by internists.
ACP works with component societies to ensure that local carriers do not improperly downcode
complex services provided by internists to patients with multiple, complex medical problems.
(HoD 92reaffirmed BoR Q4eaffirmed BR 16

Provider Based Billing

1. The College does not support provider based billing for care delivered in an outpatient, hospital
system owned practice when that care is not dependent on the hospital facility and its
associated technologies. Rather,ifin g A G K GKS [/ 2ff S3SQa KAIK @I f dz
supports delivery of care in the most efficient setting, while maintaining quality of care.
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2. Hospitals and hospitadwned outpatient practices should be transparent about their billing
policies wih patients prior to providing care, particularly if the patient and/or their health plan
will be responsible for both physician service and hospital facility fees.

3. Provider based billing should not be used as a mechanism for hospitals to recoup/stabilize
funding or as a means of ensuring access to care. Ensuring adequate hospital funding and
LI 6ASyGaQ O00OSaa G2 OFNB OFy o0SGGSNIo6S | RRNBaa
increased/improved health insurance coverage, strengthened workforce ggliahd delivery
system reforms. (BoR 13)

Resolving Payment and Practice Hassles
Recommendations To RetkiUnnecessary Practice Hassles

1. Claims Payment Issues. All payers in all health care payment systems:

a. Must pay clean claims promptly within 30 daysexfeipt of the clean claims and not delay
payment for all services if one service on an otherwise clean claim needs additional
information.

b. adzad YI1S aofl O]l o02E¢ O2RAy3I SRAGEA FT2N O2R
physicians at no cost, for theurpose of education.

c. Should give practicing physicians the opportunity to review coding edits before
implementation in claims processing systems.

d. Should not require that office visit claims be submitted with copies of the chart, unless
there is ample suspion of fraud.

e. Should not dowrcode services and procedures without appropriate individual medical
review.

f.  Should request for repayment of claims based on audits, not billing profiles. Billing profiles
should be used to identify subjects for possible &dnot repayment without further
investigation.

g. Must make detailed information on compensation arrangements readily available to
physicians, including fee schedules; relative values and conversion factors of services;
capitation arrangements; percent ofgmium; and other physician incentive plans, such
as withholds and bonuses.

h. Must eliminate extending negotiated discounted fee schedules to other payers without
the consent of the physician with whom the original agreement was made (e.g., eliminate
silentpreferred provider organization [PPO] arrangements).

2.1 ff LI @SNB Ay Fff KSIFfGK OFNB LJ &YSyibdudtse aiiSYya
Of dzaSasé oKAOK F2NOS LIK &andePlanbk afadinstin2ir willk NIi A OA LJ- &
3. All payersn all health care payment systems must maintain at®ur-a-day telephone line or
other confidential electronic means of communication to provide information about specific

coverage of and benefits available to any patient presenting for medical cagres & pay for
services provided when such a system is unavailable.

4. Paperwork Reductioand Administrative Uniformity:
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a. One standard physician credentialing and recredentialing form should be used for health
care plans and hospitals, with the input of ptiamg physicians in the development of the
form. The universal credentialing form should be linked to an electronic database so the
recredentialing form can be prepopulated with previously submitted data from the
physician.

b. Physicians should only havelie recredentialed and required to undergo a site visit once
every 3 years, unless quality issues indicate more immediate attention. Insurers should
be able to share credentialing and site visit information upon approval of the physician.

c. The health insurace industry should standardize the fields of information required so
that there is a single uniform encounter form, single uniform durable medical equipment
approval form, single formulary request form, single uniform referral form, etc. All health
insurarce industry forms should be uniform, with one form per task rather than a
different form from every insurer for the same task. The development of the uniform
forms should involve practicing physicians.

5. The health insurance and pharmaceutical industriesutdhadevelop technology to make
formulary databases accessible and easier to utilize and provide these databases in electronic
formats that can be imported into practice systems. Practicing physicians should be involved in
the design and pretesting of thesechnologies.

6. Health insurance carveut entities, such as managed behavioral health organizations (MBHOS),
should share their disease management protocols with primary care and other treating
LIKe@aAOAlIyad 2KSy | LI A Syl @éedby§ tafvéiuKentiyitheY | y I 3 ST
primary care and other treating physicians should be immediately notified and kept apprised of
GKS LI GASyidQa GNBFGYSYydzZ LINRPINBaax FyR YSRAOL(
physician can coordinate tHell G A Sy 1 Qa4 KSIFf 6K OFNB ySSRa Ay |y
7. Health insurance plans should allow consulting physicians or primary treating physicians to make
NEFSNNI fa F2N) dSadas NIRA2t23A0 LINRPOSRdAzNBasz |
physicians to maage all referrals. (BoR 0&affirmedBoR 13
Reimbursing Physicians for Telephone Care
Recommendation 1:
The American Collegaf Physicians (ACP) supports reimbursement by Medicare and other payers for
health-related communications, consultations, and other appropriate services by telephone, subject to

guidelines on the level of work required for the service to be reimbursedseparate service outside of
the usual evaluation and management (E/M) service.

Recommendation 2:

Medicare and other payers should work with the physician community to develop guidelines on
reimbursement of healtlrelated communications, consultations, &ther appropriate services via the
telephone. The guidelines should include examples of both reimbursable and nonreimbursable
telephonerelatedcommunications.

Recommendation 3:

Payment for healthrelated telephone communications should not result ineauction in separate
payments for E/M services. (BoR 6&affirmedBoR 13
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ACP Recommendations for Achieving an Interoperable National Healthcare Information System

In developing and implementing a national interoperable healthcare information infrasireictACP
urges the federal government and all sectors of the healthcare market to ensure the following
recommendations are addressed:

1. Interoperable health information networks should be created in the United States to ensure the
rapid flow of secure, privta and digitized information relevant to all facets of patient care.

2. ACP wi take a leadership role amorthe natioral and state medical societieglvocating for
public policies and private sector initiatives to create a national electronic health information
infrastructure. The American College of Physicians will support this objective by:

a. Advocating for federal legislative and executive brandiaiinves to create an electronic
health information infrastructure consistent with the policies described in these
recommendations.

b. Participating in public and private sector initiatives to support the development and
implementation of interoperable eleabnic health information systems.

c. Facilitating participation by internists in demonstration projects on interoperable
electronic health information systems.

d. Providing practice management assistance to internists to help them make informed
decisions on acqting components compatible with interoperable electronic health
information systems.

e. t NEGARAY3I Of AyAOFctf RSOAAAZ2Y adzZlILR2 NI (22fa
Education Resource (PIER), which can be integrated into-bfied electronic health
information systems.

f.  Providing physician and technical input into the development and implementation of
voluntary quality performance measures and health information systems industry
standards.

3. The creation of riteroperable healthcare information networkslectronic health records,
electronic prescribing, and other-leealth technologies mist not become another ufunded
regulatory mandate on physician practices.

4. Federalpolicy should support voluntary standards setting, rather than federal mandates on
spedfic e-health technologies or products.

5. Demonstration projects, which contain usability requirements, should be conducted to test the
new ehealth technologies to ensure the technology is practical and worthwhile in the clinical
setting prior to being imjgmented nationally.

6. Sufficient time must be allowed for development, implementation, and testingteféperable
healthcare information networks, electronic health records, electronic prescribing, and other e
health technologieswith direct involvemenbf physicians and other stakeholders in all stages of
the design and implementation of the networks.

7. Physicians and other caregivers must be given adequate time and financial resources to acquire
the necessary technology, training and skill&nmorporate nteroperable healthcare information
networks, electronic health records, electronic prescribing, and otHeeadth technologiesnto
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their practices. Consideration must be given to the increased personnel costs that will be incurred
as a resli of these increased technological skill requirements.

8. ¢KS LIKE@AAOAlIYyQa NBalLRyaraoAtAde G2 YIS LI GASY
his or her clinical expertise and experience, must be preserkézttronic health record (EHIR),
prescribing, and other-dealth technology must be designed to facilitate access to unbiased and
evidencebased decision support tools.

9. Clinicians, researchers, and patients should have access to complete health records available on
the interoperablehealthare information network consistent with Health Insurance Portability
and Accountability Act (HIPAA) regulations.

10. EHRand eprescribingsystemsmust dynamically/bdirectionally link to thephysicianoffice
medical management system, reducing the need dmuble entry of information such as
insurance and demographic information.

11. Insurance companies must place clear formulary codes on insurance cardspaedcebing
systems so that formulary checking can be seamless and accurate.

12. Although EHRs mayclude certain functions for the collection of data or as reminders, physicians
should not be mandated to use each EHR function. For example, physicians should not be
required to screen every patient for a disease condition, such as Lyme disease roigadied
interactions, simply because a reminder function for this disease is embedded in the EHR.
PfOAYFHGStE e | Ot AYyAOlIf SyO2dzyiSNJ aK2dzf R 6S Yl y
YR GKS LIKe@aAOAlyQa GNFAYAY3 yR SELISNIA&ASOD

13. Eprescribing syems:

a. Must provide a patient medication profile that includes prescriptions from all pharmacy
sources in a single unified view. The system would provide a list of every individual
prescription filled for a given patient by any pharmacy within a spediiinee frame from
most recent to least recent and indicate which prescriptions have been discontinued.

b. Must be dynamically updated with the most currergaith planformularies.

c. Must interact with the final HIPAA Security standards, due to be impleméant2605,
address issues such as what physical safeguards are necessary to guard data integrity,
personal authentication, encryption, and patient confidentiality, and address the impact
of e-prescribing on access to DEéntrolled drugs, which in many statecan only be
provided through a triplicate (or other special paper) prescription order.

d. Must not be used as a means for payers and pharmacy benefits managers to pressure
physicians to prescribe a different therapy or medication than what the physician
corcludes is best for a particular patient based upon scientific evidence and knowledge
2T GKS LI GASydiQa YSRAOIt KAaAGZ2NRS® O0.2w nno

e-Prescribing

1. The College broadly supports the development and implementation pfesscribing technology
within the healthcaresystem. It recognizes the potential for benefits in care quality, patient safety,
administrative efficiencies and lower costs associated with the introduction of this technology.
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2. The College has specifically supported the Centers for Medicare and teS&xices (CMS) efforts
to develop foundation standards for the primarypeescribing functions, the creation of safe
harbors to the Medicare Antiickback Act and exceptions to the Stark laws promoting donation of
e-prescribing technology to practicead efforts at the federal, state and private sector level to
provide increased payment, loans and grants to facilitapgescribing adoption at the practice
level.

3. The College recognizes that efforts to facilitatprescribing adoption at the practidevel must
address significant barriers. These barriers, which effect all practices, but have the greatest effect on
small and medium size practices and rural practices, include:

a. The significant software, hardware, implementation and maintenance codtset
practice.

b. The substantial practice workflow changes that are required to effectively implement e
prescribing into the practice.

c. ¢tKS fAYAGSR SOARSYOS ¥ 2 Npréscriing teéhiology atdhe O & S ¢
practice level. Most benefits @ncosts savings are received by the patient, the
pharmacy benefit manager, the pharmacy and the payer.

d. The significant technical difficulties being encountered in implementing current e
prescribing products in the market place being reported by our mesbed in the
literature.

e. The lack of a system to certify and ensure that tharescribing products available in
the market phce are functionally effective (BoR 07)

Electronic Prescribing of Controlled Substances

ACPsupportsan amendment to the Controlled Substance Act to permit electronic transmission of
prescriptions of controlled substances using appropriate and reasonable security standards and audit
capabilities; anavill encourage the Centers of Medicare/Medic&drvies (CMS) and the Drug
Enforcement Agency (DEA) to work together to modifyrdgulation. If this is not feasible, legislation
should be passed to allow for a statutory change in the ([8oR 09)

Downcoding

ACP continues to assign high priority to moriitg downcoding and documentation problems and
continue working with the Health Care Financing Administration, Congress, the Physician Payment Review
Commission (PPRC) and others to alleviate these difficulties. ACP believes that component societies
should monitor downcoding issues, comment on carrier policy changes and meet regularly with their
carriers to resolve difficulties members are experiencing with them. This should include components
monitoring with the appeals process and forwarding this infatiorato ACP to enhance ACP's abilities to
conduct more meaningful discussions WiMS ACP believes that a useful and meaningful definition of
codes including guidelines for appropriate documentation of services performed should be established.
ACP opposethe practice of arbitrary or automatic downcoding of comprehensive hospital admission
services and will work witiMSowards this end. ACP believes that the apparently different requirements

(in complexity and documentation) for acceptably complete hi@éppdmission history and physical
examinations as defined by state licensing authorities, JCAHO and Medicare carriers, particularly as to
how these may change with subsequent hospital admissions should be clafifi#l.believes that a
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simplified, uniform and expeditious process for development and appeals of coding disputes with
Medicare carriers should be developed and promoted. (HoDe#ifirmed BoR 04

Coding

ACP opposes burdensome coding and reda@eping requirements unless patient careniedits result
from their implementation. (HoD 89%eaffirmed BoR Q4eaffirmed BoR 16

Support for AMA/CPT

ACP approves of the AMA Current Procedural Terminology (CPT) coding ancdtlatumerecognizing it
will be expanded as medical practice advanc@4oDr0; reaffirmed HoD 8#eaffirmed BoR 04

ACP supports the Editorial Board of CPT and the AMA Board of Trustees in their effort to implement the
nationwide use of CPT by the medical profession, and recognizes that responsibility for formalized
nomenclature of professional services and procedures is the clear prerogative of organized medicine.
(HoD 73; reaffirmed HoD 8reaffirmed BoR Q4eaffirmed BoR 16

Third-Party Manipulation of Terminology

ACP opposes the modification of procedural desaimior conversions to different terminologies by
third-party employees without appropriate professional medical consultation. The use of any terminology
system containing modified data shall be considered invalid and ingpipte for the purposes of
reimbursement, measures of practice patterns, peer review, utilization review, or any other related uses.
(HoD76; revised HoD 87eaffirmed BoR Q4eaffirmed BoR 16

Timely Release of New CROMSCommon Procedural Coding System Codes

ACP believes that thappropriate agencies to release CPT/HCPCS codes on newly accepted medical
treatments, procedures and medications immediately following their acceptance should be petitioned.
ACP believes tha€CMS should fairly and promptly reimburse these newly acceptiEeatments,
procedures and medications. ACP will uejdSto provide carriers and physicians with timely, clear and
uniformly applied conditions if there are limitations on service or special requirements for documentation.
(HoD 87 reaffirmed BoR Q4eaffirmed BoR 16

Reimbursement to Assure Fair Reimbursement for Physician Care Rendered Online

1. ACP supports reimbursement by Medicare and other payers for hegllited communication,
consultations, and other appropriate services via the Internet, stligeguidelines on the level
of work required for the service to be reimbursed as a separate service outside of the usual
evaluation and management (E/M) service.

2. Medicare and other payers should work with the physician community to develop guidelines on
reimbursement of healtlrelated communication, consultations, and other appropriate services
via the Internet. The guidelines should include examples of both reimbursable and non
reimbursable Internetelated communication.

3. Payment for healtkrelated Interret communication should not result in a reduction in separate
payments for evaluation and management (E/M) services. Such reimbursement should also not
be subject to budgeheutrality offsets under the Medicare fee schedule. (BoR&HfirmedBoR
13)

Conrolling Health Care Costs: Options for Controlling Administrative Costs

1. Congress should request that the Institute of Medicine or another appropriate entity conduct a
comprehensive assessment of administrative, paperwork, documentation, and medical review
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requirements imposed on physicians by federal regulatory agenciescpaufdi private health
plans and state governments. This study should determine the amount of time typically required
by physicians to meet such requirements and identify specific strategies to reduce the time
required. Particular attention should be givemthe administrative burdens imposed on primary
care physicians, such as micromanagement of E&M documentation.

2. Congress should enact legislation to:

a. Require that any new regulatory requirements that would cresdded costs to physician
practices beaccompanied with fundingp offset such costs and establish a moratorium
on any newregulations that would create additional unfunded costs ghysician
practices.

b. Simplify and shorten the physician enroliment process under Medicare by allowing
physiciansto use external databases to submit demographic and credentialing
information required to establish and maintain Medicare participating physician status.

c. Study "realtime" adjudication of claims for physician services

Study opportunities to collaborate Wi private sector relief angdimplification efforts.

e. Test models that eliminate documentation requirements f&/M services, pre
authorizations, retrospective medical utilizatioreview, and other regulatory and
paperwork requirementgor physician practies that qualify as PCMHSs or that participate
in other designed programs where the performance of quelttices are measured based
on gquality, efficiency, and patiestatisfaction metrics.

3. Health insurance forms should be uniform across insurgesy., asingle durable medical
equipment approval form, a singteferral form).

4. An online platform should be established in which all beriefdarmation, forms, formularies, and
prior approval informatiorcould be accessed and completed online with as littkrugition to
medical practices as possible.

5. A standard physician credentialing andaredentialing formshould be used, with the input of
practicing physicians in thdevelopment of the form. The universal credentialing form shdad
linked to an electroit database so the reredentialing forncan be prepopulated with previously
submitted data from thephysician.

6. Health insurance companies should be required to disclose fully and uniformly the portion of
health care premiums that is spent on administostj including the percentage of premium
dollars allocated to marketing, claims processing, other administrative expenses, profits, and
reserves as well as the payment for covered bengiidsR 09

o

Solutions to the Challenges Facing Primary Care MediciQeality of Practice Life: Provide Relief from
Administrative Burdens

1. Congress should request that the Institute of Medicine or other appropriate entity conduct a
comprehensive assessment of administrative, paperwork and medical review requirements
imposedon primary care physicians by federal regulatory agencies, public and private health
plans and state governments. This study should determine the amount of time typically required
by primary care physicians to meet such requirements, and identify spsitdtegies to reduce
the time required.

a. Based on results of such a study, the federal government should implement reforms to
reduce the amount of time required to complete administrative taglspecially tasks
required by the Medicare program, leadingan overallimprovement in the practice
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conditions for primary care physicians and practices and allowing them to better serve
patients.

b. Private payers that participate in programs subsidized, directly or indirectly, with public
dollars should be requiretb implement comparable strategies as a condition of
qualifying for such subsidies.

c. Other private payers should be encouraged to implement comparable strategies. (BoR
09)

Efficiency Benchmarks for Health Insurance Companies

ACPRwork with the AMA taestablish performance, e.g. business practice, benchmarks for health insurance
companies and furnish this information to providers, purchasers, patients, and policym@kaiRs08)

COLLECTIVE BARGAINING

Physicians and Joint Negotiations

Physicians shouldave the right to negotiate jointly with health insurance plans over issues that affect
the quality of, and access to, patient care, including payment policies that because they are unrealistic or
unfair are likely to affect adversely access and quali@P Apposes joint actions by any physicians that
would 1) deny or limit services to patients (including strikes, slowns, boycotts, and administrative or

other organized actions that would harm patients), or 2) result in price fixing or other anticdivpeti
behavior. PhysiciaAs-training should have means available to communicate with their program
directors and supervisors to address and resolve concerns about patient care, stipends, hours, and other
working conditions. Educational content should remtne purview of the appropriate Residency Review
Committee (RRC) and program directors, and not subject to negotiations. A process must be established
for the determination of negotiating units for physicians and for the selection of representatioaqifir |
negotiations. Bargaining units for physicians should not include nonphysician providers but should include
representatives of patients in meaningful advisory roles. Cosnftigblution mechanisms must be
available for resolving impasses in joint négibns on behalf of physicians. For residents and fellows, a
mutually agreed upon thirgharty mediator from within academic or organized medicine should be
available in the event that agreement cannot be achieved through these mechanisms. Membership in an
organization that negotiates for physicians should be voluntary. Physicians should have the right to join
or not join organizations that represent them for joint negotiations and should not be penalized or
discriminated against based on their membershigitiss in such organizations. (BoF09, reaffirm BoR

10)

COMPARATIVE EFFECTIVENESS

Comparative Effectiveness

Position 1 The American Collegd Physicians (ACP) strongly supports efforts to improve access to
information comparing clinical management strategies.

Position 2 The College strongly supports the establishment of an adequately funded, independent
entity to sponsor and/or produce tisted research on the comparative effectiveness of healthcare
services.
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Position 3 The College believes that the federal government should have a significant role in the
funding, implementation and maintenance of this comparative effectiveness entityakes no formal
position on its organizational structure (e.g. government or joint public/private).

Position 4 The College recommends that the newly proposed comparative effectiveness entity should:

1 have a structure and adopt operating procedureattncourage trust in its impartiality and
adherence to the strictest scientific standards, by ensuring its independence from both undue
governmental and private sector influence.

1 be responsible for the development of evidence concerning comparativetiofeess
necessary for clinical practice, coverage or pricing decisions, but have no direct involvement in
the making of these healthcare decisions.

1 conduct proceedings and present results in a transparent manner.

1 involve all relevant stakeholders, inding beneficiaries, payers, scientists, providers, and
industry representatives, at all levels of the evidence development process.

1 implement a prioritization process informed by input from the stakeholder groups that ensures
that the comparative effective evidence developed will have the greatest positive effect on
improving the quality and efficiency of the overall health care mediin the country.

1 support the development of evidence at all levels from review and synthesis of existing
evidence to initiation of new research in priority areas when essential evidence does not
already exist.

7 include in its analyses relevant d¢tial information that is available from federal agencies as well
as private and academic settings.

1 ensure that the comparative effectiveness findings developed are accessible in a timely manner
and in a comprehensible form to all stakeholders.

Position5: The College recommends that the proposed comparative effectiveness entity be charged
with systematically developing both comparative clinical and-effstictivenessvidence for competing
clinical management strategies.

Position 6 The College recommes that as part of the implementation of the proposed comparative
effectiveness entity, a panel of stakeholders and additional scientific experts including those specifically
in the area of coseffectiveness analyses be formed and charged with:

1 Updatingand expanding upon the recommendations of the 1993 Panel ondffestiveness

and Health and developing related procedures to ensure that the proposed entity produces high
quality costeffectiveness information.
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1 Developing a framework and related procgds to reconcile apparently disparate estimates of
cost effectiveness regarding specific clinical management comparisons.

1 Developing recommendations including suggested model procedures for potential use by
stakeholders who plan to consider this cestectiveness information in coverage, purchasing
and pricing decisions. These recommendations should:

0 recognize that coseffectiveness analysis is only a tool to be used in coverage and
pricing decisions. It cannot be the sole basis for making res@li@eation decisions.

0 help to ensure that the use of cesftfectiveness information as part of the decision
making process takes into account the unique needs and values of each patient (is
patient-centered) and the clinical opinion of the treating phyasi; while also
recognizing the limited nature of healthcare resources available to society in general
(the Medical Commons).

1 Developing recommendations to establish a mechanism to educate the general public and
promote discussion on the use of comparatidinical and cost effectiveness information to
both meet the needs of the individual and help ensure the equitable distribution of finite health
care resources throughout society.

Position 7aThe College recommends that all healthcare payers inclidadjcare, other government
programs, private sector entities and the individual healthcare consumer employ both comparative
clinical and coseffectiveness information as factors to be explicitly considered in their evaluation of a
clinical intervention.

Position 7b The College recommends that cost should never be used as the sole criterion for evaluating
a clinical intervention. Cost should only be considered along with the explicit, transparent consideration
of the comparative effectiveness of the @mvention. (Improved Availability of Comparative

Effectiveness Information: An Essential Feature for a High Quality and Efficient United States Healthcare
System, BoR 08)

Controlling Health Care Costs: Comparative Effectiveness Research

1. Efforts should benade to improve access to information comparing clinical management
strategies.

2. An adequately funded, trusted national entity should be charged with systematically developing
both comparative clinical and comparative cestectiveness evidence faompeting clinical
management strategies. It should prioritize, sponsor, or produce comparative information on
the relative clinical effectiveness, safety, and esf§ectiveness of medical services, drugs,
devices, therapies, and procedures.

3. The federal gvernment should have a significant role in funding, implementing, and
maintaining this comparative effectiveness entity.

4. Cost should never be used as the sole criterion for evaluating a clinical intervention, but it
should be considered alongside the agjb] transparent consideration of the comparative
effectiveness of the intervention.
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5. Health care payers, physicians and other health professionals, and patients should consider both
comparative clinical and cosffectiveness information in evaluatingchnical intervention.

6. Employers and health plans should consider adopting vlbhsed benefit design programs that
use comparative research on clinical outcomes and cost effectiveness developed by an
independent entity that does not have an economic ieigrin the benefit determinations. (BoR
09)

CORRECTIONAL HEALTH CARE

Correctional Medicine

I. Corrections and Public HealthCPsupports maximizing the collaborative efforts of correctional entities
with state, county, and local health offices to best eresthe effective delivery of public health care. This
should include direct involvement by health departments in the strategic planning, assessment, and the
provision of clinical services when appropriate. The epidemiologic approach and management of
infectious diseases, violence, and chronic diseases should be jointly addressed.

Efforts should be made to assure timely and accurate disease reporting for epidemiological purposes and
G2 | aaddz2NB GKS O2yliAydzade 2F Qdlebss froma Ndrrectiomabf&ilind2 Y RA G

Il. TuberculosisACP supports the aggressive identification and assurance of treatment completion for
actively identified tuberculosis (TB) cases and tuberculin reactors in correctional settings. CDC guidelines
and cdlaboration with public health departments for testing and treatment are appropriate for this
setting.

I1l. Human Immunodeficiency Virus (HIXTCP supports aggressive testing programs to identify all HIV
infected inmates to allow for early interventiormetatment, and education. Ufp-date therapy must be
utilized. Experienced clinicians familiar with the treatment of HIV and its complications must oversee and
direct patient care. Following discharge from the correctional setting, continuity of care sheuld
maintained through appropriate community referrals.

IV. Hepatitis C (HCVACP supports aggressive testing programs to identify-iHiésted inmates and
ensure appropriate counseling concerning necessary lifestyle changes related to both diseasgsngre

and spread. Recognizing that clinical outcomes and predictors of response are still in the evaluation phase,
and that local community standards may vary substantially, A@ports the development of correctional
policies that reflect the prevailinginical approach and standards of the communities served.

V. Qualifications of Practitioners in Correctional SettilySP strongly opposes licensure provisions that
enable physicians otherwise deemed unqualified to practice in the community for praetidgkeges in
correctional settings. Prisoners by virtue of their incarceration do not forfeit their right to community
standards of care that must be adhered to by those rendering care to this population.

VI. Medical Schools Involvement in Prisons, Pasoras Experimental Subjects, and Health Services
ResearchACP supports medical and academic institutional involvement in the delivery of correctional
health services. The quality and level of care should be consistent with that provided to other segments
of the populations served by these providers. All consideration for access to experimental treatments and
involvement in medical research must be reviewed and controlled by Institutional Review Board oversight.
Informed consent and right of refusal must bigorously respected and assured. No laxity of standards
applied to research projects with prison subjects is acceptable. Ethics committees must provide input and
oversight to ensure appropriate protocol implementation.
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ACP strongly supports health sees research in the field of correctional health care. The same scientific
rigor applied in academic centers, HMOs, and commdwetyed clinics must be utilized in the prison
populations. Opportunities for health interventions and priorities for healthesgtures must be based
upon sound scientific knowledge and evidefrzsed medicine.

VIl.Private Prisons and Private Medical VendAGP advocates that all aspects of medical care, inclusive
of level and quality, provided by private, fprofit prisons @ by private medical vendors, must be at least
equivalent to that provided in public facilities. States contracting for these services must provide the
necessary oversight and maintain the technical ability to ensure the appropriate delivery of services in
terms of type and quality.

VIIl.Special PrisoRopulations: Womerthe Elderly, Special Needs, and the TerminalQIP advocates

that corrections systems address the specific needs of the special populations they incarcerate. Screening
and preventionguidelines should follow nationally accepted parameters. Provision of special services to
inmates should be determined by medical necessity. Hospice programs should be provided in the
correctional setting within the security constraints of the environment

X.Substance Abuse and Mental lline&AEP supports identification and voluntary treatment of inmates
with substance abuse problems. Specifically, prisons should identify and offer services to addicted inmates
at a minimum of six months prior to theirsiharge into the community. Continuity of such treatment
begun in prison should occur upon discharge. Mentally ill inmates must receive care consistent with the
community standard of care and protection including specialized units as needed within tl@ pris
environment.

Xl.Accreditation of Correctional Health Caf&CP supports the accreditation of medical care provided in
correctional settings. Specifically, the College encourages acceptance of medical care consistent with
community standards. Accredifan entities uniquely focused on corrections, such as the National
Commission on Correctional Health Care (NCCHC), are best qualified to ensure these standards (23). The
standards for accreditation should reflect those of the community, and use evideseel medicine as

the standard against which to measure outcomes assessment. (Bogafiivimed11)

Xl. Opiate Replacement TherappCP endorses the medical treatment model of employing Opiate
Replacement Therapy (ORT) in conjunction with the provisioappfopriate medical services and
counseling as effective therapy in treating incarcerated opiate addicted persons. (BbR 01

COST CONTROL

Controlling Health Care Costs: Ensure Accurate Pricing of Services

1. The Federal government should take action toueg the high cost of prescription drugs in the
United States by using its purchasing power to obtain the best prices from pharmaceutical
manufacturers covered by publically funded plans, including Medicare, similar to the
prescription drug purchasing prose used by the Veterans Administration. However, ensuring
high quality and patient safety and support for continued innovation and research on drugs that
can advance medical care must remain the top priority of any program to address the price of
prescripton drugs. Prescription drug importation is not a leéegm solution to the high cost of
prescription drugs. Efforts to reduce prescription drug prices should include:

a. Encouraging increased competition among braragine manufacturers

b. Studying theeffectiveness of prescription drug substitutes, such as |levesst,
therapeutically equivalent medications and expediting approval of generic drugs and
encouraging their use
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c. Negotiating volume discounts on prescription drug prices and pursuing prescription
drug bulk purchasing agreements under the Medicare program

d. Encouraging pharmaceutical manufacturers to expand their patient assistance and drug
discount programs and increase patient education for these progréBos 09)

Controlling Health Care Costsp@ons for Ensuring an Appropriate Physician Workforce Specialty Mix

1. Congress should charge a federal agency to convene an advisory group of experts on physician
workforce. The advisory group should include representatives of national membership societies
representing primary care physicians, nursing, physician assistants, and consumer and patient
advocacy groups. It should also develop specific and measurable goals regarding numbers and
proportions of primary care physicians and other clinicians needeaddet current and future
demands for primary care, including those associated with expansions of coverage.

2. Congress should strategically lift restrictions on the number of residency training positions that
Medicare can reimburse for the direct and indiremists of graduate medical education to
encourage increased opportunities for the training of physicians in primary care.

3. Thefederal government should design and implement policies to produce immediate, measurable
increases in primary care workforce caj@nd to improve the training environment for the
primary health care professions

4. Appropriations should be increased for scholarship and loan repayment programs under Title VII
and the National Health Services Corps to increase the number of positiaitestde to physicians
who agree to train in a primary care specialty and complete a reasonable primary care service
obligation. New pathways to eliminate debt should be created for internists, family physicians,
and pediatricians who meet a service obtiga in a critical shortage area or facility. (BoR 09)

Controlling Health Care Cost€ertificate of Need Laws and Health Planning

1. Local, state, and regional health planning should be done to identify health care needs and to
appropriately allocateesources to meet those needs. This planning should be conducted in a way
that promotes public engagement in the development of the plans and subsequent adherence to
them.

2. Research is needed on the effectiveness of Certificate of Need (CON) programeidating
proposed capital expenditures, acquisitions of major medical equipment, and new institutional
facilities to reduce maldistribution and redundancy and to ensure that health care resources are
best allocated in accord with health care needs. Thisaesh should include exploration of the
characteristics of CON programs that have had the greatest or least beneficial impact on reducing
unnecessary capacity with sufficient public support to be accepted. (BoR 09)

Controlling Health Care CostEBncourageCostConsciousness and Patient Involvement in Shared Decision
Making

1. Health insurance benefits should be designed to encourage patientoosciousness and
responsibility without deterring patients from receiving needed and appropriate services or
participating in their care.

2. Physicians and other health care providers, including medical technology and pharmaceutical
manufacturers and suppliers of medical equipment, should provide price transparency on the
goods and services they provide.
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3. Physicianshould engage patients in shared decisinaking and provide patients with
sufficient information about all clinically appropriate treatment options and risk and
risk/benefits, so that patients can make informed choices.

4. All payers should encourage shamgtisionmaking and pay physicians for the additional time
and resources involved, including the cost of providing patsirared decisiommaking tools and
maintaining a shared decisianaking process.

5. Medicare should undertake demonstration projects tovdp implementation models for
shared decisioimaking and for the development and testing of decision aids.

6. Physicians and patients should engage in advance planning to help ensure that treatment
decisions, including surrogate decisioraking, are in aard with the patient's values and
wishes. Medically appropriate care should never be withheld solely because of costs.

7. Research should seek to enhance the quality of life for terminally ill patients and their
caregivers, and incentives should be provideddalliative care programs and hospice services
in all settings. (BoR 09)

Controlling Health Care Costs: Enhance and Coordinate Technology Assessments

1. A coordinated, independent, and evidenbased assessment process should be created to
analyze thecosts and clinical benefits of new medical technology before it enters the market,
including comparisons with existing technologies. Such information should be incorporated into
approval, coverage, payment, and plan benefit decisions. The assessmentssboakl balance
the need to inform decisions on coverage and resource planning and allocation with the need to
ensure that such research does not limit the development and diffusion of new technology of
value to patients and clinicians or stifle innovatioy making it too difficult for new technologies
to gain approval.

2. Coverage of tests and procedures should not be denied solely on the basis-effeatiteness
ratios; coverage decisions should reflect evidence of appropriate utilization and clinical
effectiveness.

3. Useful information about the effectiveness and outcomes of technology and public education
should be widely disseminated to reduce patient and physician demand for technologies of
unproven benefit. (BoR 09)

Controlling Health Care Costs: PAppropriately for Health Care Services, and Encourage Adoption of the
Patient-Centered Medical Home and Other Innovative Models of Health Care Delivery

1. Congress should provide the Secretary of the Department of Health and Human Services with
authority andfunding to conduct voluntary pilots of innovative models to better align physician
payment with desired outcomes pertaining to quality, ceffectiveness, and efficient patient
centered care and create a fasaick process and timeline for widespread ation of the models
that are shown to have the greatest positive impact on these desired outcomes.

2. Medicare and other payers should accelerate adoption of the PCMH model by transitioning to a
coverage and payment structure for qualifying practices. Paystnqualified PCMHs should
include severityadjusted monthly bundled care coordination payments, prospective payments
per eligible patient, fedor-service payments for visits, and performadzased payments based
on evidencebased quality, patient safiaction, and efficiency measures. The monthly bundled
care coordination payment should cover the practice overhead costs of a PCMH linked to the costs
of providing services that are not currently paid under the present system. It should also cover
the work value of physician and nonphysician clinical and administrative care coordination
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activities of the PCMH that take place outside of faméace visits. Other payment models to
support care provided through a PCMH could also beslsted.

Physicians ashmultidisciplinary teams should be paid for care management and care coordination
services provided on a fee fgervice basis.

Feefor-service payments to primary care physicians should be increased to be competitive with
payments for other fields anspecialties in medicine to ensure a sufficient supply of primary care
physicians that will help save costs in the long (BoR 09)

Controlling Health Care Costé/eliness, Prevention, and Chronic Disease Management

1.

Encourage individuals to take respdoility for their own health through exercise, preventive
care, healthy diets and nutrition, and other heajthomotion activities. ACP supports efforts to
evaluate the effectiveness of wellness programs and to encourage employers to purchase benefit
packags that include coseffective wellness care. ACP also advocates that Medicare should
provide coverage for preventive care, including appropriate screening services.

Federal and state funding for health promotion, public health activities, and suppdregifublic

health infrastructure should increase.

Public policy should support steps to increase the health and wellness of the population, promote
changes in unhealthy behaviors, and reduce the burden of chronic disease, such as obesity,
diabetes, and snkingrelated illnesses. Steps should include ending agricultural subsidies for
products harmful to health, such as tobacco, increasing taxes on tobacco products, and
strengthening regulation of the marketing and labeling of tobacco products. Revenue dicdm s
measures should be used to promote healthy nutrition, smoking cessation, and obesity
prevention as well as to promote healthy nutrition and physical education in our schools and
communities. Policies should promote community planning that supportsimglbicycling, and

other physical activities for healthy lifestyles.

Public and private health insurers should encourage preventive health care by providing full
coverage, with no costharing, for preventive services recommended by an expert advisory
group, such as the U.S. Preventive Services Task Force.

Employers and health plans should fund programs proven to be effective in reducing obesity,
stopping smoking, deterring alcohol abuse, and promoting wellness and providing coverage or
subsidies foindividuals to participate in such programs. (BoR 09)

Controlling Health Care Cost®ptions for Controlling Costs from Medical Malpractice and Defensive Medicine

1.

3.

4.

Further studies should be done on the value of professional liability insurance refoohsling
no-fault systems, enterprise liability, the bifurcation of jury trials, raising the burden of proof,
shorter statutes of limitation on claims, and elimination of joint and several liability claims.
Professional liability reforms should be consid&ed both the state and federal levels including
allowing periodic payments of future damages over $50,000, establishing sliding scales for
attorneys' fees, and giving states flexibility to develop Alternative Dispute Resolution programs,
including healttcourts.

Legislation should be enacted to establish $250,000 caps on noneconomic damages for
professional liability cases.

Offsets for collateral source payments should be allowed in professional liability cases.
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5. Physicians should be immune from patient practice claims of "failuréo-inform" for

appropriately administered treatments provided by physicians in conjunction with documented
patient-shared decisioimaking. (BoR 09)

Controlling Health Care Costs: Options for Controlling Administrative Costs

1.

Congress should request that the Institute of Medicine or another appropriate entity conduct a
comprehensive assessment of administrative, paperwork, documentation, and medical review
requirements imposed on physicians by federal regulatory agenciescpanudi private health
plans and state governments. This study should determine the amount of time typically required
by physicians to meet such requirements and identify specific strategies to reduce the time
required. Particular attention should be givemthe administrative burdens imposed on primary
care physicians, such as micromanagement of E&M documentation.

Congress should enact legislation to:

a. Require that any new regulatory requirements that would create added costs to physician
practices be accongmied with funding to offset such costs and establish a moratorium
on any new regulations that would create additional unfunded costs to physician
practices.

b. Simplify and shorten the physician enroliment process under Medicare by allowing
physicians to us external databases to submit demographic and credentialing
information required to establish and maintain Medicare participating physician status.

c. Study "realtime" adjudication of claims for physician services

Study opportunities to collaborate with pate sector relief and simplification efforts.

e. Test models that eliminate documentation requirements for E/M services; pre
authorizations, retrospective medical utilization review, and other regulatory and
paperwork requirements for physician practiceatlgyualify as PCMHSs or that participate
in other designed programs where the performance of such practices are measured based
on gquality, efficiency, and patient satisfaction metrics.

Health insurance forms should be uniform across insurers, (e.g., @ diongable medical
equipment approval form, a single referral form).

An online platform should be established in which all benefit information, forms, formularies, and
prior approval information could be accessed and completed online with as little dignufuti
medical practices as possible.

A standard physician credentialing andaredentialing form should be used, with the input of
practicing physicians in the development of the form. The universal credentialing form should be
linked to an electronic dabase so the reredentialing form can be prepopulated with previously
submitted data from the physician.

Health insurance companies should be required to disclose fully and uniformly the portion of
health care premiums that is spent on administrationglirding the percentage of premium
dollars allocated to marketing, claims processing, other administrative expenses, profits, and
reserves as well as the payment for covered benefits. (BoR 09)

o

Controlling Health Care Costs: Comparative Effectiverfegsearch

1. Efforts should be made to improve access to information comparing clinical management

strategies.
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An adequately funded, trusted national entity should be charged with systematically developing
both comparative clinical and comparative cestectiveness evidence for competing clinical
management strategies. It should prioritize, sponsor, or produce comparative information on
the relative clinical effectiveness, safety, and eeectiveness of medical services, drugs,
devices, therapies, and predures.

The federal government should have a significant role in funding, implementing, and
maintaining this comparative effectiveness entity.

Cost should never be used as the sole criterion for evaluating a clinical intervention, but it
should be consided alongside the explicit, transparent consideration of the comparative
effectiveness of the intervention.

Health care payers, physicians and other health professionals, and patients should consider both
comparative clinical and cosffectiveness informabn in evaluating a clinical intervention.
Employers and health plans should consider adopting vihsed benefit design programs that
use comparative research on clinical outcomes and cost effectiveness developed by an
independent entity that does not ha an economic interest in the benefit determinations. (BoR
09)

DEATH

Autopsies

ACP recognizes the need to encourage the performance of autopbkiksrespecting cultural differences
in values and health practicesACP does not support financi@muneration for those individuals
acquiring informed consent for the performance of an autopsy. (HoRe8%irmed BoR Q4evised BoR

16)

DISPARITIES

Core Principles on Health Disparities and Disease Prevention

1.

Incentives should be provided to encouesigdividuals to take responsibility for their own health,
seek preventive care, and pursue health promotion activities. (ACP 90; reaffBoied )

Health reform should have as a goal elimination of disparities in the medical care of patients based
on saial, ethnic, racial, gender, sexual orientation, and demographic differences:

a. Health reform proposals should be designed to address barriers to care in inner city, rural
and other underserved communities.

b. Health reform proposals should recognize that latkealth insurance is in itself a cause
of disparities in the quality of care received by patients. (BoReaffirmed BoR1)

Eliminating Racial and Ethnic Disparities in Health Care

1.

Providing all legal residents with affordable health insurance isssential part of eliminating
racial and ethnic disparities in health care.

All patients, regardless of race, ethnic origin, gender, nationality, primary language,
socioeconomic status, sexual orientation, cultural background, age, disability, or redigganye
high quality health care.

As our society increasingly becomes racially and ethnically diverse, physicians and other health
care professionals need to acknowledge the cultural, informational, and linguistic needs of their
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patients. Health literacgamong racial and ethnic minorities must be strengthened in a culturally
and linguistically sensitive manner.

4. Physicians and other health care professionals must be sensitive to cultural diversity among
patients and recognize that preconceived perceptiohminority patients may play a role in their
treatment and contribute to disparities in health care among racial and ethnic minorities.
Initiatives such as cultural competency training should be incorporated into medical school
curricula to improve cultual awareness and sensitivity.

5. The health care delivery system must be reformed to ensure that patientered medical care
is easily accessible to racial and ethnic minorities and physicians are enabled with the resources
to deliver quality care.

6. A divese health care workforce that is more representative of those they serve is crucial to
promote understanding among physicians and other health care professionals and patients,
facilitate quality care, and promote equity in the health care system.

a. Educationof minority students at all educational levels, especially in the fields of math and
science, needs to be strengthened and enhanced to create a larger pool of qualified minority
applicants for medical school.

b. Medical and other health professional schoathiould revitalize efforts to improve
matriculation and graduation rates of minority students. ACP supports policies that allow
Ayalraddzianzya 2F KAIKSNI SRdzOFGA2y G2 O2yai RSN
determining admissions in order tognter the impact of current discriminatory practices and
the legacy of past discrimination practices. Programs that provide outreach to encourage
minority enrollment in medical and health professional schools should be maintained,
reinstated, and expanade

c. Medical schools need to increase efforts to recruit and retain minority faculty.

d. Efforts should be made to hire and promote minorities in leadership positions in all arenas of
the health care workforce.

e. Funding should be continued and increased for paats and initiatives that work to increase
the number of physicians and other health care professionals in minority communities.

7. Social determinants of health are a significant source of health disparities among racial and ethnic
minorities. Inequities ireducation, housing, job security, and environmental health must be
erased if health disparities are to be effectively addressed.

8. Efforts must be made to reduce the effect of environmental stressors that disproportionately
threaten to harm the health and @ll-being of racial and ethnic communities.

9. More research and data collection related to racial and ethnic health disparities is needed to
empower stakeholders to better understand and address the problem of disparities. (BoR 10)

LGBT Health Disparities

1. The American College of Physicians recommends that gender identity, independent and
fundamentally different from sexual orientation, be included as part of nondiscrimination and
antiharassment policies. The College encourages medical schools, hospialsigns' offices,
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and other medical facilities to adopt gender identity as part of their nondiscrimination and
antiharassment policies.

2. The American College of Physicians recommends that public and private health benefit plans
include comprehensiveansgender health care services and provide all covered services to
transgender persons as they would all other beneficiaries.
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relationship with a person, regaetis of their legal or biological relationship.

4. The American College of Physicians encourages all hospitals and medical facilities to allow all
patients to determine who may visit and who may act on their behalf during their stay, regardless
of their sexual orientation, gender identity, or marital status, and ensure visitation policies are
consistent with the Centers for Medicare & Medicaid Services Conditions of Participation and The
Joint Commission standards for Medicdoaded hospitals and criticalccess hospitals.

5. The American College of Physicians supports civil marriage rights fossearoeuples. The denial
of such rights can have a negative impact on the physical and mental health of these persons and
contribute to ongoing stigma and digatination for LGBT persons and their families.

6. The American College of Physicians supports data collection and research into understanding the
demographics of the LGBT population, potential causes of LGBT health disparities, and best
practices irreducing these disparities.

7. Medical schools, residency programs, and continuing medical education programs should
incorporate LGBT health issues into their curricula. The College supports programs that would
help recruit LGBT persons into the practifenedicine and programs that offer support to LGBT
medical students, residents, and practicing physicians.
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treatment of LGBT persons.

10. The American Collegd Physicians supports continued reviews of blood donation deferral
policies for men who have sex with men. The College supports evidersesl deferral policies
that take into account a comprehensive assessment of the risk level of all individuals geeking
donate, which may result in varying deferral periods or a lengthened or permanent deferral on
blood donation. (BoR 15)

Social Determinants of Health

1. The American College of Physicians supports increased efforts to evaluate and implement public
policy interventions with the goal of reducing socioeconomic inequalities that have a negative
impact on health. Supportive public policies that address downstream environmental,
geographical, occupational, educational, and nutritional social determinantsadfrhshould be
implemented to reduce health disparities and encourage health equity.
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2. The American College of Physicians recommends that social determinants of health and the
underlying individual, community, and systemic issues related to health itiesjbe integrated
into medical education at all levels. Health care professionals should be knowledgeable about
screening and identifying social determinants of health and approaches to treating patients
whose health is affected by social determinantsotighout their training and medical career.

3. The American College of Physicians supports increased interprofessional communication and
collaborative models that encourage a tedrased approach to treating patients at risk to be
negatively affected by sial determinants of health.

4. The American College of Physicians supports the adequate and efficient funding of federal, state,
tribal, and local agencies in their efforts to address social determinants of health, including
investments in programs anasial services shown to reduce health disparities or costs to the
health care system and agency collaboration to reduce or eliminate redundancies and maximize
potential impact.

5. The American College of Physicians supports increased research intoshs, ftects,
prevention, and dissemination of information about social determinants of health. A research
agenda should include shednd longterm analysis of how social determinants affect health
outcomes and increased effort to recruit disadvantaged anderserved populations into large
scale research studies and commuriigsed participatory studies.
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approach and supports the integration of health considierss into community planning
decisions through the use of health impact assessments.

7. The American College of Physicians recommends development of best practices for utilizing
electronic health record (EHR) systems as a tool to improve individualogndigion health
without adding to the administrative burden on physicians.

8. The American College of Physicians recommends adjusting quality payment models and
performance measurement assessments to reflect the increased risk associated with caring for
disadvantaged patient populations.

9. The American College of Physicians recommends increased screening and collection of social
determinants of health data to aid in health impact assessments and support evidenea
decision making. (BoR 18)

DRUG ABSE

lllegal Drug Abuse and National Drug Policy

This position paper addresses key issues pertaining to the problem of illegal substance abuse in today's
society. The paper presents background information on the drug problem and ways in which the
government has sought to fix it. The costs of drug alameastounding, but the criminal justice approach
focusing on interdiction and incarceration has been unsatisfactory. ACP believes that the time is right to
enlist a medical model to treat this crisis. ACP supports all appropriate and effective effoetiutte
illegal substance abuse. As physicians dealing with the health effects of this condition, we support medical
research on addiction, its causes and treatment therapies. We believe that there needs to be a greater
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emphasis on prevention, educatioaftercare and treatment. The College advocates development of
treatment guidelines to provide the best quality treatment for all who need it. ACP recognizes substance
abuse as a chronic condition that must be treated continuously through the life aflibser. Aftercare

and other support are crucial to keeping people off drugs. Adequate funding must be provided for
research and to ensure that treatment is available. Public perceptions of the drug user must be changed.
As internists, ACP seeks to edwaur members to ensure that they recognize the signs of substance
abuse and are prepared to appropriately counsel and treat their patients. (BOR, 18affirm BoR 10

Prescription Drug Abuse

1.

ACP supports appropriate and effective efforts to reduce @iseance abuse. These include
educational, prevention, diagnostic, treatment, and aftercare efforts. As physicians dealing with
the health effects of this condition, we also support medical research on addiction, its causes and
treatment.

ACP supports a ogprehensive national policy on prescription drug abuse containing education,
monitoring, proper disposal, and enforcement elements.

ACP supports the consideration by physicians of the full array of treatments available for the
effective treatment and managnment of pain.

ACP supports the establishment of a national Prescription Drug Monitoring Program (PDMP). Until
such a program is implemented, ACP supports efforts to standardize state PDMPs through the
federal National All Schedules Prescription Electrédporting (NASPER) program. Prescribers
and dispensers should check PDMPs in their own and neighboring states prior to writing
prescriptions for medications containing controlled substances. All PDMPs should maintain strong
protections to assure confidetality and privacy.

ACP supports efforts to educate physicians, patients, and the public on the appropriate medical
uses of controlled drugs and the dangers of both medical andmedical use of prescription
drugs.

ACP favors a balanced approach to persife and effective medical treatment utilizing
controlled substances and efforts to reduce prescription drug abuse. However, educational,
documentation, and treatment requirements towards this goal should not impose excessive
administrative burdens on peeribers or dispensers.

ACP recognizes that defined maximum dosage (i.e., morphine equivalent) and duration of therapy
limitations are not applicable to every clinical encounter. ACP favors establishment of unbiased
evidencebased, norbinding guidelinesagarding recommended maximum dosage and duration

of therapy that a patient taking controlled substance medications may receive.

Patients identified by Medicare, Medicaid, private insurance plans, or law enforcement
authorities as being at risk of presciigmi drug abuse may be required to participate in a drug
monitoring program and undergo random drug testing. Physicians may be required to report
suspected cases of drug abuse, but should not be mandated to conduct random drug testing
gA0K2dzi @& cohdeni. Xhe findr@ial cost of mandatory drug testing should be borne
by the authority requiring the testing; neither the patient, nor the physician should bear the
financial cost of random drug testing mandated by a thiedty authority.

ACP recommnds the consideration of treatment contracts (agreements) between physician and
patients as a tool for the treatment of pain.
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10. ACP recommends the passage of legislation by all 50 states permitting the electronic prescription
of all scheduled controlled sstances. (BoR 13)

Prevention and Treatment of Substance Use Disorders
Recommendations from 2017 paper affirmed:

Recommendatiorl: Substance use disorder is a chronic medical condition and should be managed as
such.

Substance use disorders are treatableonic medical conditions that should be addressed through
expansion of evidenebased public and individual health initiatives to prevent, treat, and promote
recovery. ACP supports appropriate and effective efforts to reduce all substance use including:
educational, prevention, diagnostic, and treatment efforts. In addition, the ACP supports medical
research on substance use disorders including causes and treatment. ACP emphasizes the importance
of addressing the stigma surrounding substance use dis@heng the health care community and the
general public.

Recommendation 2: ACP supports the implementation of treatmdotused programs as an alternate
to incarceration or other criminal penalties for persons with substance use disorders found guilty of
the sale or possession of illicit substances.

Treatment for substance use disorders should be made available in a timely manner, including making
them available for those in the criminal justice system as an alternative to incarceration and other
criminalpenalties.

Recommendation 3: Stakeholders should assess the risks and benefits of removing or reducing
criminal penalties for nonviolent offenses involving illicit drugs

ACP calls for policymakers and researchers to carefully assess the argumentslandesfor amending
criminal justice laws to remove or reduce criminal penalties (decriminalization, legalization, or offer
treatment as an alternative to criminal justice penalties) for smlient users of drugs including
assessing:

1 The relative risk auch drugs on the individual health of the users, the potential for misuse,
and the potential impact on the overall health of the population that might result from
decriminalization or legalization;

1 Whether criminalization acts as a barrier to preventamgl treating substance use disorders
and recurrence of such disorders;

1 The consequences of criminalization on the person suffering from a substance use disorder,
including disproportionate adverse impacts on persons based on racial, socioeconomic and
ethnic characteristics; and

1 Whether decriminalization or legalization leads to more or fewer substance use disorders
and the health consequences associated with them

9 ACP also calls for research on the individual and public health impacts in states that have
legalized or decriminalized the use of marijuana and the effectiveness of regulatory
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structures in those states that may minimize any adverse health impacts especially on
children and adolescents.

Recommendation 4: Multiple stakeholders should cooperate todadss the epidemic of prescription
drug misuse including the following strategies: implementation of evideAzased guidelines for pain
management; expansion of access to naloxone to opioid users, law enforcement, and emergency
medical personnel; expansioaf access to medicatiomssisted treatment of opioid use disorders;
Improved training in the treatment of substance use disorders including buprenorpHiased
treatment; establishment of a national Prescription Drug Monitoring Program and improvement of
existing monitoring programs.

ACP believes that physicians should work with other stakeholders, including medical and behavioral health
care professionals, public health officials, government programs, patient advocacy groups, insurance
plans, and law enfeement to address the prescription drug use disorder epidemic.
To help address the prescription drug use epidemic, the College makes the following recommendations:
1 Physicians are obligated by the standards of medical ethics and professionalism toepract
evidencebased, conscientious pain management that prevents illness, reduces patient risk,
and promotes health. The College strongly believes that physicians must become familiar
with and follow as appropriate clinical guidelines related to pain mamegye and
controlled substances such as prescription opioids as well as nonopioid pharmacologics and
nonpharmacologic interventions.

9 Lift barriers that impede access to medications to treat opioid use disorder (methadone,
buprenorphine and naltrexone) and medications for overdose prevention (naloxone).
The federal government should consider lifting the cap on the number of patients that can
receive buprenorphine if a physician has been trained in proper prescribing practices. Public
and private insurershould remove onerous limits on medications for overdose prevention
and medicatiorassisted treatment, including burdensome prior authorization rules or
lifetime limits on buprenorphine that prevent medicaltygcessary care. Oversight and
enforcement effots should be strengthened to protect against misuse, diversion, and illegal
sale of buprenorphine and other opioid treatment drugs. Policymakers should evaluate and
consider removing restrictions on offidised methadone treatment provided by trained
physcians or other health care professionals.

9 Funding should be allocated to distribute naloxone to individuals with opioid use disorder to
prevent overdose deaths and train law enforcement and emergency medical personnel in its
use. Legal protections (i.€500d Samaritan laws) should be established to encourage use of
Yt 2E2yS yR (KS NBLR2NIAY3 2F 2LA2AR 20SNR24&
danger. Physician standing orders to permit pharmacies to provide naloxone to eligible
individualswithout a prescription should be explored. Insurance and-cektted barriers
that limit access to naloxone should be addressed.

34

AP Policy Compendium, Summer 20Wddate



1 Preand postbuprenorphine training support and education tools and resources should be
made available and widely dissemigdtto assist physicians in their treatment efforts.
Physicians support initiatives, such as mentor programs, shadowing experienced providers,
and telemedicine can help improve education and support efforts around substesee
treatment.

1 ACP reiterateds support for the establishment of a national Prescription Drug Monitoring
Program (PDMP). Until such a program is implemented, ACP supports efforts to standardize
state PDMPs through the federal National All Schedules Prescription Electronic Reporting
(NASPER) program. The College strongly urges prescribers and dispensers to check PDMPs in
their own and neighboring states (as permitted) prior to writing and filling prescriptions for
medications containing controlled substances. All PDMPs should maitramg s
protections to assure confidentiality and privacy. Efforts should be made to facilitate the use
of PDMPs, such as by linking information with electronic medical records and permitting
other members of the health care team to consult PDMPs.

Recommendéon 5: Health insurance should be required to cover mental health conditions including
the evidencebased treatment of substance use disorder and abide parity rules.

The American College of Physicians strongly supports mental health and substance rder gizdty

and the coverage of comprehensive evidefi@sed substance use disorder treatment. Strong oversight
must be applied to ensure adequate coverage of medicatissisted treatment components, counseling,

and other items and services. Componentsomprehensive drug addiction treatment should also be
extended to those in need, including medical services, mental health services, educational services,
HIV/AIDS services, legal services, family services, and vocational services.

Recommendation 6Training in the treatment of substance use disorder should be embedded
throughout the continuum of medical education.

The American College of Physicians supports policies to increase the substance use disorder treatment
professional workforce. Loan forgivess programs, mentoring initiatives, and increased payment may
encourage more individuals to train and practice as behavioral health professionals.

Recommendation 7: The workforce of professionals qualified to treat substance use disorders should
be exmnded.

Training in screening and treatment of substance use disorders should be embedded in the continuum of
medical education. Continuing medical education providers should offer courses to train physicians in
addiction medicine, medicaticassisted therpy, evidencebased prescribingnd the identification and
treatment of substance use disorders.

Recommendation 8: The effectiveness of public health interventions to combat substance use
disorders and associated health problems should be studied.

Publichealth-based substance use disorder interventions, such as syringe exchange programs and safe
injection sites, that connect the user with effective treatment programs should be explored and tested.
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(Health and Public Policy to Facilitate Effective Preeardind Treatment of Substance Use Disorders
Involving lllicit and Prescription Drudg3oR 17).

DRUGS

Medicare Prescription Drug Coverage

1. Medicare Part D shoulde financed in such a way as to bring in sufficient revenue to support the
costs of the programboth short and londerm, without further threatening the solvency of the
Medicare program or requiring cuts in payments for other services or reduced benefits in other
areas. Given the anticipated high cost of a prescription drug benefit, Congresassuse that
revenues for financing the benefit do not depend on overly optimistic assumptions about tax
revenues resulting from growth in the economy or unéstimates of the costs of the benefit. A
predictable and stable source of financing, which asure that revenues keep pace with the
costs of the benefit without requiring cuts in other benefits, should be identified. If it turns out
that costs in future years exceed anticipated revenues, Congress will need to consider making
adjustments in the bnefit and/or financing mechanism to assure that prescription drug coverage
can be sustained without requiring cuts in other benefits.

2. ACP believes that the highest priority should go toward providing prescription drug benefits for
those most in need: lowncome beneficiaries who do not have access to drug coverage under
other plans. Funding of programs to assistdoaome Medicare beneficiaries in paying their
Part D costs, such as the lémcome subsidy, should be provided and adjusted as needed. The
federal government should improve its efforts to alert qualified beneficiaries of their eligibility
to receive financial assistance related to Part D-sbstring.

3. While ACP strongly prefers that the Government not require the use of formularies for dovere
prescription drugs, existing Medicare Partdbmularies should operate in a way consistent with
ACP policies on drug formularies.

4. A method of pricing Medicare payments for prescription drugs should be included that will
balance the need to restrain theost of the benefit with the need to create financial incentives
for manufacturers to continue to develop new products. Rigid price controls that will discourage
innovation should be rejected.

Physicians should continue to be able to prescribe coveredsdior accepted offabel uses.

The prescription drug benefit should not require an expansion of prescribing privileges for non
physician health professionals beyond what can be supported based on their level of training.

7. lIssues of generic and therapeusiabstitution under the Medicare program should be addressed
in a way that is consistent with existing ACP policies on those is8a#749, revisedBoR10)

Methadone Regulation

TheAmerican College of PhysicidACRH, recommends that Methadone lmnsidered no differently than
any other DEA Schedule Il agent. (Bet®,4eaffirmed BoR10)

Improving FDA Regulation of Prescription Drugs
1. Improve the FDA's ability to approve and monitor prescription drugs through increased funding.

2. Increase the FDAtapacity to regulate drugs manufacturedtside the U.S. through both
appropriations and user fees.
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3. The FDA's regulatory authority should d&dgpanded and more clearly exercised in the design of
preapproval trialsand studies. Design of preapproval trialould include at least thi®llowing:
w ! alyYLXtS aiai s tFrNBS Sy2dzaAK (2 NBFtSOG +y
comorbidity among subjects.
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simulations) to provide earlier warnings about drug toxicities and potential harm.

w alyRFGI2NE NBIAAGNI GAZ2Y YR Lzt AO NBLIZ2NIA
4. Bundling of drugs to limit marketability aralability should be prohibited.
5. Improve the adverse events reporting system.

6. Grant the FDA the authority to require thaewly approved drugs have a special symbol on their
labels to helpincrease public awareness that they are new, and limit diteatonsumer(DTC)
advertising for the first 2 years after approvéBoR 10)

FDA Regulation of Drugs and Medical Devices

ACP opposes any efforts to weaken FDA authority to demand rigorous evaluations of drugs and medical
devices for both safety and effectivesg based on sound scientific and medical evidence and opposes
legislative attempts to curtail FDA authority to establish and maintain standards of safety and
effectiveness for approval of drugs and medical devices. (ACP AMA9Bgleaffirmed BoR 08

Renoval of Drugs by the Food and Drug Administration (FDA)

ACP recommends that the FDA inform the medical profession of the evidence for the need to withdraw
drugs of long standing use prior to implementation of such an order and there shall be opportusiity an
time for a response by the medical profession except in instances of immediate threat to life and well
being. Consideration should be given to the experiences, views and opinions of physicians in the clinical
practice of medicine before condemning omeving drugs from the market. (HoD 71; revised HoD 73;
reaffirmed HoD 87reaffirmed BoR Q4eaffirmed BoR 16

Office Compounding of Allergen Extracts and Other Drugs

RESOLVED, that the Board of Regents support the current 2008 USP Ch. <79¢omsfmileding rules
as they apply to allergen extracts; and be it further

RESOLVED, that on behalf of allergy and immunology, a subspecialty of internal medicine, the Board of
Regents contact the FDA to encourage that regulations that incorporateebt8Bished standards
prioritize patient safety, but within a balanced approach that includes patient access testafilished,
evidence based specialty care that relies upon individualized treatments provided throwafficen
compounding. (BoR 16)

Statementof the American Pharmaceutical Association (APA) and ASIM on Prescriptions
Introduction

Historically, the pharmaceutical and medical professions have devoted considerable time and effort to
the development and rational utilization of safe and effectilrags for the treatment and preention of
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illness. Today, that successful effort continues, helping to achieve the highest standards of health in the
world for the American people. But in order to gain maximum benefit from the use of drugs while mini
mizing their adverse side effects, prescribers and phaists must maintain effective commuwaitions

not only among therselves, but with their patients as well. The directions for drug use and other infor
mation which prescribers indicate on prescriptiorders and which pharmacists transfer to prescription
labels are critical to safe and effee drug therapy. In order to assure that this information is conveyed
clearly and effectively to patients, the following guidelines have been developed #Pheand ASIM.

Guidelines for Prescribers

The following guidelines are recommended for gogbers when writing directions for drug use on their
prescription orders: The name and strength of the drug dispensed will be recorded on the prescription
labelby the pharmacist unless otherwise directed by the prescriber. Whenever possible, specific times of
the day for drug administration should be indicated. (For example, "Take one capsule at 8:00 am, 12:00
noon, and 8:00 pm" is preferable to "Take one cdpshree times daily.” Likewise, "Take one tablet two
hours after meals" is preferable to, "Take one tablet after meals.”) The use of potentially confusing
abbreviations, i.e.quid, god, qd, etc., is discouraged. Vague instructions such as, "Takeessagy," or,

"Take as directed," which may be confusingtte patient, are to be avoidedf dosing at specific intervals
aroundthe-clock is therapeutically important, this should sgweeilly be stated on the prescription by
indicating appropriate tiras for drug administration. The symptom, indication or intended effect for
which the drug is being used should be included in the instructions whenever possible. (For example,
"Take one tablet at 8:00 am and 8:00 pm for high blood pressure,” or, "Takeasgoonful at 8:00 am,

3:00 pm and 6:00 pm for cough.”) The metric system of weights and measures should be used.  The
prescription order should indicate whether or not the prescription should be renewed and, if so, the
number of times or the periodf time such renewal is authorized. Statements such as "Refill prn" or
"Refill ad lib" are discouraged. Either single or raditig prescription forms may be used when
appropriately designed, and pursuant to the desires of local medical and pharmatesdiaties.
(reaffirmed HoD 87reaffirmed BoR Q4 When institutional prescription blanks are used, the prescriber
should print his or her name, telephone number, and registration number on the prescription blank.

Guidelines for Pharmacists

Pharmacits should include the following information on the prescription label: name, address and tele
phone number of pharmacy; name of prescriber; name, strength and quantity of drug dispensed (unless
otherwise directed by the prescriber); directions for usesguription number; date on which prescription

is dispensed; full name of patient; any other infation required by law. Instructions to the patient
regarding directions for use of medication should be concise and precise, but readily understandable to
the patient. Where the pharmacist feels that the prescription order does not meet these criteria, he or
she should attempt to clarify the order with the prescriber in order to prevent confusion. Verbal rein
forcement and/or clarification on instructions ghld be given to the patient by thpharmacist when
appropriate.For those dosage forms where confusion may develop as to how the medication is to be
administered (for example, oral drops which may be mistakenly instilled in the ear, or suppositories which
may be mistakenly administered orally), the pharmacist should clearly indicate the intended route of
administration on the prescription labelThe pharmacist should include an expiration date on the
prescripion label when appropriateWhere special stoige conditions are required, the pharmacist
should indicate appropriate instructions for storage on the prescription label.

Conclusions

Communicating effective dosage instructions to patients clearly and succinctly is a responsibility of both
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the medicaland pharmaceutical professions. Recent studies documenting the low order of compliance
with prescription instructions indicate that inadequate communication between the medical and
pharmacetical professions and poor comprehension by the public may beateve factors. The APA and
ASIM believe that the guidelines as stated above will serve as an initial step toward patients achieving a
better understanding of their medication and dosage instructions. The two organizations urge state and
local societiesepresenting pharmacists and prescribers to appoint joint committees for the purpose of
refining these guidénes further as local desires and conditions warrant. Cooperative efforts between the
professions are esséal to good patient care and sigridéint progress can be made in other areas by
initiating discussions between the two professions concerning common interests and goals. (HoD 74;
reaffirmed HoD 87reaffirmed BoR Q4eaffirmed BoR 16

Stemming the Escalating Cost of Prescription Drugs

1. ACPsupports transparency in the pricing, cost, and comparative value of all pharmaceutical
products:

a. Pharmaceutical companies should disclose:

i. Actual material and production costs to regulators;
ii. Research and development costs contributing to a drug's priciolyding those
drugs which were previously licensed by another company.

b. Rigorous price transparency standards should be instituted for drugs developed from
taxpayerfunded basic research.

2. ACP supports elimination of restrictions of using qualitjustedlife-years (QALYS) in research
funded by the PatienCentered Outcomes Research Institute (PCORI).

3. ACP supports the following approaches to address the rapidly increasing cost of medications:

a. Allow greater flexibility by Medicare and other publicly fundedalth programs to
negotiate volume discounts on prescription drug prices and pursue prescription drug bulk
purchasing agreements;

b. Consider legislative or regulatory measures to develop a process to reimport certain drugs
manufactured in the United Stategprovided that the safety of the source of the
reimported drug can be reasonably assured by regulators;

c. Establish policies or programs that may increase competition for bnamae and generic
sole-source drugs.

4. ACP opposes extending market or data exeltysiperiods beyond the current exclusivities
granted to smahmolecule, generic, orphan, and biologic drugs. ACP supports robust oversight
and enforcement of restrictions on produbbpping, evergreening, and pdgr-delay practices
as a way to increasearketability and availability of competitor products.

5. ACP supports research into novel approaches to encourage -bakexl decision making,
including consideration of the following options:

a. Value frameworks;

b. Bundled payments;

c. Indicationspecific pricing;

d. Evidencebased benefit designs that include explicit consideration of the pricing, cost,
value, and comparative effectiveness of prescription medications included in a health
plan's benefit package.

6. ACP believes payers that use tiered or restrictive foames must ensure that patient cost
sharing for specialty drugs is not set at a level that imposes a substantial economic barrier to
enrollees obtaining needed medications, especially for enrollees with lower incomes. Health plans
should operate in a wayoasistent with ACP policy on formularies and pharmacy benefit
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management.

ACP believes that biosimilar drug policy should aim to limit patient confusion between originator
and biosimilar products and ensure safe use of the biosimilar product in ordeotoge the
integration of biosimilar use into clinical practi¢BoR 16)

DRUGS: ADVERTISING

Directto-Consumer Prescription Drug Advertising

Position 1 ACP believes that diretb-consumer advertising of prescription drugs is an inappropriate
practice tha undermines the patienphysician relationship and often leaves patients confused and
misinformed about medications.

Position 2 In the absence of legislation or regulation to ban DTC advertising, the FDA should play a
stronger role in ensuring that congdk, valid, and clear information is provided to the public and in
making determinations about whether the commercial information in a DTC ad actually will educate and
enhance the health of the public. ACP calls on the federal government to expedititngsigtsen
regulations governing DTC ads in the following ways:

1

Congress should give the FDA the authority to issue regulations that require review and approval
of the content of any DTC advertisement prior to it being released to the public.

Congress shodlprovide additional resources for the FDA to carry out enhanced oversight and
enforcement duties and to study the effectiveness of DTC advertising.
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The FDA should geire at least a tweyear moratorium on DTC advertising for newly launched
prescription drugs to allow for appropriate monitoring and regulation of drug safety and efficacy.

Federal regulations should require manufacturers to run corrective ads afterviegeboth
GdzyGAGE SRE YR ol NyAy3de tSHGISNAD
The FDA should take steps toward regulating image selection in ads.
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contraindications, as well as references to where moamprehensive information can be

obtained, be prominently displayed in ads and on labeling and be in a language that is clear and
understandable to the general public.

The FDA should require that ads provide key information to consumers on alternativen énetst
such as lifestyle changes.

DTC ads should be required to contain a statement directing patients to report all adverse reactions
to a physician and the FDA at MedWatch, and give thefredl telephone number and Web
address of MedWatch.

The FDA shdd require that ads for those drugs approved on the condition of further studies
publicly identify that safety concerns have been identified and are being investigated.

The federal government should sponsor public service ads that do not mention particular
GNBFGYSyGas odzi AyaidSFR FNB FAYSR | {-trdate®dDNSI aAy
diseases.
Federal regulations should prohibit the use of DTC ads to promote controlled substances.
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Position 3ACP recognizes the value of patient educatiod smpports public and private efforts to make
patientst particularly older patients aware of diseases/conditions, treatment options, indications, and
contraindications. The FDA, in cooperation with the medical profession, the pharmaceutical industry, and
the pharmacy industry, must further evaluate, define, and measure the impact of DTC ads on patients and
physicians and identify ways to ensure that patients and physicians are provided with complete, truthful,
and nonconfusing health information. (BoR -06)

DRUGS: IMPORTATION

Prescription Drug Importation as a Policy Option to Lower the Cost of Medications in the U.S.

ACP supports legislative and/or regulatory measures to develop a process to ascertain and certify the
safety of reimported prescriptiodrugs. (revised BoR 05)

Recommendation 1Action is needed, including consideration of drug importation, to reduce the high
cost of prescription drugs in the United States. However, assuring high quality and patient safety must
remain the top priority ofany cost control program.

Recommendation Before legalizing the importation of prescription drugs, Congress should:

1 Permit state pilot programs to test the safe implementation of prescription drug importation
programs. Trials could initially be aimedadividuals without drug coverage. The results of such
pilots should serve as a model for the federal government and individual states.

1 Create an independent FDA oversight board to handle drug safety issues, including those related
to prescription drug imprtation, and to communicate more effectively with patients and
physicians about the risks and benefits of such medications.

1 Study and report on the effectiveness of promising new and emergingcautiterfeiting
technologies, such as radio frequency chipsrack drug shipments. Nevertheless, it should be
recognized that widespread adoption of authentication technologies is a daunting task that could
raise the cost of imported drugs, thereby reducing any expected savings from importation.

1 Urge the expansih of accreditation programs. In particular, ACP urges the NABP to consider
applying its Internet pharmacy accreditation program on an international level to help consumers
identify legitimate Internet pharmacies.

1 Enhance resources of the FDA to inspeciliées manufacturing prescription drugs for export to
the U.S. and enhance resources of the FDA, the U.S. Customs Service, law enforcement agencies,
and other federal agencies involved in assuring that products that are illegal, are counterfeit, or
do na meet U.S. safety and quality standards are not allowed into the U.S.

Recommendation 3ACP believes that any drug importation system that Congress approves should:

1 Be a closed system, in which participating pharmacies and Internet sites must meet FDA
standards;

Have a tightly controlled and documented supply chain;

Not include controlled substances, biologics, or products that are infused/injected or products
that arephoto reactiveor have strict temperature requirements;

1 Be limited to countries that mdeU.S. standards to assure high quality and patient safety of
imported drugs;
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91 Include adequate resources for inspections of facilities and enforcement of U.S. requirements;
and

1 Require that only prescriptions written by a UliSensed physician with an tblished
professional relationship with the patient be accepted for importation.

Recommendation 4Prescription drug importation is not a lostgrm solution to the high cost of
LINSAONRLIIAZ2Y RNUzZZ&>S 6KAOK Aa KI d@odifg-shing the&pigNACPS y (0 | €
urges the federal government to take immediate action to improve access to pharmaceuticals by:

9 Assuring there are sufficient incentives for pharmaceutical research and development;
1 Encouraging increased competition among braragne manufacturers;

1 Speeding the approval and encouraging the use of generic drugs;
1

Negotiating volume discounts on prescription drug prices and pursuing prescription drug bulk
purchasing agreements under the Medicare program;

1 Expanding the availabilityf public and private sector health insurance that includes coverage for
prescription drugs;

1 Encouraging pharmaceutical manufacturers to expand their patient assistance and drug discount
programs and increase patient education for these programs;

Protectingstate pharmaceutical programs that may be impacted by the new Medicare law;
Reviewing recent increases in the cost of pharmaceuticals;

Studying the effectiveness of prescription drug substitutes, such as {oustr therapeutically
equivalent medications;

9 Encouraging and helping to implement disease management programs;
1 Encouraging the use of eviderbased medicine; and

1 Considering limits on dired¢b-consumer drug advertising. (BoR, 6&affirmed BoR 16

Controlling Health Care Costs: Ensure AccurateiRgi of Services

1. The Federal government should take action to reduce the high cost of prescription drugs in the
United States by using its purchasing power to obtain the best prices from pharmaceutical
manufacturers covered by publically funded plans,udiig Medicare, similar to the
prescription drug purchasing process used by the Veterans Administration. However, ensuring
high qualityand patient safety and support for continued innovation and research on drugs that
can advance medical care must remtia top priority of any program to address the price of
prescription drugs. Prescription drug importation is not a kegn solution to the high cost of
prescription drugs. Efforts to redugeescription drug prices should include:

a. Encouraging increasammpetition among branshame manufacturers

b. Studying the effectiveness of prescription drug substitutes, such aslowgtr
therapeutically equivalent medications and expediting approval of generic drugs and
encouraging their use

c. Negotiating volume discous on prescription drug prices and pursuing prescription
drug bulk purchasing agreements under the Medicare program
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d. Encouraging pharmaceutical manufacturers to expand their patient assistance and drug
discount programs and increapatient education for tlese programs(BoR 09)

DRUGS: LABELING AND PACKAGING

Pharmacy Labeling

In order to reduce patient confusion and the potential for therapeutic errors, ACP calls upon pharmacy
organizations, maibrder pharmacies, national pharmacies to label prescriptieite both the generic

drug name and brand name substituted for. (HoDr@affirmed BoR Q4eaffirmed BoR 16

Quality Assurance and Labeling

ACP believes that appropriate action should be taken to ensure that, through federal regulations or laws,
all pharmaceutical manufacturers be required to perform effective and meaningful ongoing quality
assurance studies of the biologic efficacy and purity of prescription medications they are marketing. (HoD
89; reaffirmed BoR Q4eaffirmed BoR 16

DRUGS: PRESIRG AND DISPENSING
Drug Formularies and Pharmacy Benefit Management

Formularies

1. ACP opposes any formulary that may operate to the detriment of patient care, such as those
developed primarily to control costs.

2. 550AaA2ya | o2dzi 6KAOK RNHA& | NB OK2aSy F2NJ ¥F2N
effectiveness, safety, and ease of administration rather than solely based on cost.

3. Evaluation of physician prescribing patterns (i.e., drug utilization rexséaiild give priority to

the effectiveness, and safety and ease of administration of the drugs prescribed rather than solely
based on costs.

4. ACP recommends that financial incentive arrangements should be linked teeftestive
practices rather than fanulary compliance.
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6. ACP recommends that formularies should be constructed so that physicians have the option of
prescribingdrugs that are not on the formulary (based on objective data to support a justifiable,
medically indicated cause) without cumbersome prior authorization requirements.

7. ACP recommends that a patient information program be institutedVianaged care plant
make patients aware of formulary utilization and any associated costs suchpayso

8. Patient formulary education should include how the formulary functions, and a discussion of how
co-payment and/or deductible requirements may affect their pharmacy bignef

9. ACP supports prompt prior notification to patients and physicians when formularies are changed
or discontinued.

10. ACP recommends such notification be given within a specified time period, not fewer than ninety
(90) days prior to change implementation.

11. Famularies should be approved on a regional basis by a professionally qualified body which
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includes practicing physicians using that formulary.

12. ACP recommends that Pharmacy &Therapeutic (P&T) Committees be representative of, and have
the support of, the mettal staffs that will utilize the formulary.

13. ACP supports industry moves to develop technology to make formularies more accessible and
easier to utilize. ACP recommends physician input in designing, antbgpireg of, these
technologies.

14. ACP supports caimued government and industry studies of the impact of formularies on patient
care. ACP recommends th@MSand statesdevelop annual reportards on the impact of
formularies on beneficiaries enrolled in Medicananaged care plans

15. Prescribing patternshould be influenced primarily through educating physicians on safety and
efficacy. Cost should be a determinant only when safety and efficacy are equal among specific
drug choices.

Pharmacy Benefit Management

1. ACP supports government regulation and indyselfregulation of Pharmacy Benefit Managers
(PBMs). ACP particularly supports close government oversight of mergers between PBMs and
pharmaceutical manufacturers.

2. ACP supports the disclosure to patients, physicians, and insurers of the finaneitbnetlips
between PBM companies, pharmacists, and pharmaceutical manufacturers.
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occur only when such requests are based on objective data supported by peer reviedéshl

literature and which undergo review and approval of assocideshaged care plaidk a . | ha Q t
& T Committees.
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Internet Prescribing

The ACP advocates that a direct physician patient relationship remain inviolate and that the use of the
Internet for prescribing should facilitate, not cirowent that relationship, and that Internet prescribing
should be used only in the context of an established physio#ient relationship. (BoR 199, reaffirmed

BoR 10

Misuse of DEA Numbers

ACP, in order to protect confidentiality and minimize admimitte burdens on physicians, supports the

AMA policy to eliminate requirements by pharmacies, prescription services and insurance plans to include
LIKeaAOAlIyaQ 59! ydzyo SNE -ednfrolleddigs. QNID IQ5edfiemédBoR MR ( (G Sy
Mail Order Pharmacy Confidentiality

ACP opposes the use of confidential prescribing data by third parties to directly contact patients for any
purposes. (HoD 93eaffirmed BoR Q4eaffirmed BoR 16

Negative Formularies

Resolved, that the Board of Regentscourage the deletion of drugs from Negative Drug Formularies for
which there exist FDA-fated generic substitutes. (BoR,008affirmedBoR 13
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Proper Use of Accepted Drugs

ACP believes that physicians in clinical practice are best suited to determeipedjper usage of accepted
drugs, and professional judgment should not be restricted by legislative or administrative fiat. Physicians
should be permitted to use already approved drugs in any manner consistent with prudent medical
judgment. (HoD 78; resftd HoD 89reaffirmed BoR Q4eaffirmed BoR 16

Physician Drug Dispensing

ACP believes that patients should be informed that they have the right to have their prescription filled at
a pharmacy of their choice. However, physicians should have the dptidispense medication in their
offices, especially when it is to the medical or economic advantage of their patients. Under no
circumstances should physicians who dispense medication place their own financial interest above the
welfare of their patients.(HoD 87 reaffirmed BoR 04

Behind the Counter Drugs

¢KS /2ttS3SQa oSt rdug &tegory Kyistém ofl gteScripDaiuly de gyvéithed ¢ 2

counter (QT-C) drugs formalized by Congress under the DurhadzY LIXNE & Q& ! YSYRYSy (i (2
Drug aml Cosmetic Act is effective in ensuring safe and accessible medications to the poplagon.

current system allows for the general availability within thd-Q market of those drugs suitable for

selfmedication that also require no medical monitoringddmave a low potential for significant adverse

side-effects, overdose or abuse. Furthermore, it appropriately requires the intervention of a physician,
specifically trained in the diagnosis and treatment of medical conditions, to serve as the intermediary
LINAR2NJ 2 KIFE@Ay3a | 0O0Saa G2Ceddibrdl GA2ya GKIFIG R2y Qi

The College believes that theTBC drug category under consideration offers little evidence of improving
the current twacategory system and poses increased patigafiety concens. More specificallythe
College opposes the implementation of a4 drug categorfor the following reasons:

1 The pharmacist does not have the necessary training to serve as the intermediary to drugs that
fall outside the current -C requirements Many of the medications being considered for
potential inclusion in this B-C category (e.g. cholesterawering drugs, drugs for the
treatment of asthma) relate to conditions that require the taking of a skilled medical history, a
physical exam, and thase of laboratory results to ensure that an accurate diagnosis is made
and the most appropriate medication is used. The pharmacist, while skilled in areas of drug
effects and interactions, does not have the adequate training to provide these diagnagtic an
treatment considerations.

1 The pharmacist may not have time in their current schedule of activities to even perform limited
counseling or educational expectatianhe experience of many of our members is that most
pharmacists are already having diffittes meeting their current drug dispensing demands.

These increased demands are fueled by current demographics and the implementation of the
Medicare Part D benefit. It is unclear whether the typical pharmacist would be able to
adequately meet even minimaldditional intervention requirements.

1 The consideration of a-BC drug category raises a number of questions that must be addressed
prior to any consideration of implementationThe FDA Notice of Comment includes a large
number of questions that curreht have no suitable answer regarding the potential
implementation of a BI-C drug category. These include questions pertaining to the criteria for a
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drug to be treated as a-B-C, the appropriate role of the pharmacist and the training required,

and the type of documentation that would be required. Additional issues not included in the
b2GA0OS GKFdG ySSR (G2 06S O2yaARSNBR AyOfdzRS (KS
would be notified regarding this medication intervention to ensure approprsatesequent

OF NBxX GKS LIKIFNXYI OA &l Qa-upBnaidtdatyvihxheiiritekvéndon,al LINE @A
the extent the pharmacist would be legally liable for their actions during this encounter.

1 There is no currently available data supporting doatention that a BT-C drug category would
safely increase access, lower cost, or generally effect improvement to our curreftategory
systent As you are aware, the most comprehensive study of this issue was a 1995 Government
Accounting Office (now th&overnment Accountability Office) study 1 that examined
international (and the limited national) experience with &4 drug category. The results
reflected that there was no clear pattern of increased or decreased access, that the counseling
conducted ly pharmacists was infrequent and incomplete and that any safeguards provided to
RSGSNJ RNYz3 | 6dzaS 6SNB Slhaifte OANDIZYPSYyiSRe® ¢KS
available tends to undermine the contention that major benefits are obtained in casthat
KIS &ddzOK | Oflaadé ¢KS /2tfS5S3S A& g NB 2F y2
conclusion.

¢KS /2tft83S Aa y2i 2LI1RaSR (2 (GKS C5! Q& SELI YRAYS3
category system that were recentlimplemented for noAamedical reasons and require only an
administrative intervention on the part of the pharmacist. Examples of this include the recent
implementation of a procbf-age requirement prior to the dispensing of a Plan B emergency
contraceptive which was motivated by social /legislative concerns and the signature requirement and
guantity limitations coupled to the dispensing of drug products with pseudoephedrine, which was
motivated by concerns related to its use as a key ingredient to theymtomh of methamphetamine.

DRUGS: SUBSTITUTION
Use of "A" Rated Generic Drugs

ACP will petition the FDA or other appropriate agency to develop a national system that would allow
physicians who permit generic substitution to designate substitution by Uhlyrated generic drugs;
require any prescription medication crossing state lines, such as those as part of a prescription filled by
an outof-state pharmacy, to use only "A" rated generic drugs if brand name is not required by the
prescribing physiciamnd require a national uniform policy regarding a phrase that can be used to denote
the need for a brand name drug. (HoD, gdaffirmed BoR Q4eaffirmed BoR 16

Drug Product Selection and/or Substitution

ACP opposes therapeutic substitution in an oulpat setting without the prescribing physician's consent.
ACP physicians should prescribe generically when fieertic equivalency, therapeutic safety and
bioavailability are established. Physicians should carefully consider the advice of the phaamécise

his or her knowledge and experience regarding selection of drug product alternatives that could result in
cost savings to the patient. When therapeutic equivalency and bioavailability of alternative generic drug
products are assured, then the pitege of drug product selection may be delegated to the pharmacist.
Any generic drug product selected by the pharist must be therapeutically equivalent and bioavailable
and should result in cost savings to the patient. The physician, at his ordeeetdin, must at all times

have the authority to specify in some simple manner the source of the drug product to be dispensed. (HoD
79; HoD 88; revised HoD ;9@affirmed BoR Q4eaffirmed BoR 16
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Generic Drug Prescriptions

ACP believes that the Food abdug Administration and other state regulatory agencies should require
that generic drugs be held to the same standards as the trade name drug. (Ho&a®Pmed BoR 04
reaffirmed BoR 16

EMERGENCY MEDICAL SERVICES

Provision of Emergency Medical Seres

ACP urges that in the provision of emergency medical services in facilities, all reasonable efforts should
be made to contact the patient's personal physician, to refer that patient to the personal physician for
follow-up care, and to provide a writtereport on the visit to the personal physician in a timely manner.
(HoD83; reaffirmed HoD 93eaffirmed BoR 04

ACP believes that in the provision of emergency medical services, all reasonable efforts should be made
to contact the patient's personal piician, from the field, through the base station, or from the
emergency facility. (HoD 81; reaffirmed HoD @&ffirmed BoR Q4eaffirmed BoR 16

ETHICS

For more information, please see tA€EP thics Manual,6" ed., and position statements at
https://www.acponline.org/running _practice/ethics/manual/manual6th.htior additional statements and policies
specific to medical ethics.

Ethics and Time, Time Percepti, and the PatientPhysician Relationship

1. Time is an important element of high quality clinical care, and a necessary condition for the
development of the patienphysician relationship and trust between patient and physician.
Therefore, efforts to impve how care is delivered must focus on preserving the patient
physician relationship, with an emphasis on fostering trust, maintaining fidelity, demonstrating
patient advocacy, exhibiting respect for the patient as a person, and carrying out the indlividua
and collective ethical obligations of physicians.

2. Effective communication, especially active listening by the physician, and the provision of
information and recommendations to facilitate informed decisimaking and patient education,
are critical to tle patientphysician relationship and to respect for patient rights. Health care
systems, payers, government agencies and others should recognize that these activities require
time and be supportive of them.

3. Health plans, institutions and others shouldpport the patient advocacy duty and resource
stewardship role of the physician, and minimize barriers to appropriate care, by recognizing the
value of time spent by the physician in his or her role as patient advocate in an increasingly
complex health car system.

4. Physicians should spend adequate time with patients based on patient need and uphold their
SGKAOIf 2o0ftA3dFGA2ya Ay R2AYy3I &a29e Li akKz2dzZ R
time for the medical encounter involve dimensions of cgrend trust that are not so easily
guantifiable, and that it is not just the actual time a patient spends with the physician that affects
outcomes, but how the time is used. Research that examines how time is used and that
distinguishes between time spemtith patients (actual care) versus time spent on patient care
(tasks associated with care) should be encouraged. (BpRer&&rmed BoR 1)3
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Ethics Committees and Consultants

Ethics committees and consultants contribute to achieving patient care anccphedith goals by
facilitating resolution of conflicts in a respectful atmosphere through a fair and inclusive decision
making process, helping institutions to shape policies and practices that conform with the highest
ethical standards, and assisting ividual persons with handling current and future ethical problems by
providing education in ethics.

Accrediting organizations require most health care facilities to provide ethics consultation at the request
of patients, nurses, physicians, or otheRhyscians should be aware that this resource is available.
Consultation should be guided by standards, such as those developed by the American Society for
Bioethics and Humanities. Ethics committees should be multidisciplinary and broadly representative to
assure the perspectives necessary to address the complex problems with which they are confronted.
(BoR O4reaffirmed as amended BoR)11

Financial Arrangements

Financial relationships between patients and physicians vary frorfofegervice to government

contractual arrangements and prepaid insurance. Financial arrangements and expectations should be
clearly established. Fees for physician services should accurately reflect the services provided. Physicians
should be aware that a beneficent intention to farg copayments for patients who are financially

stressed may nonetheless be fraud under current law.

Professional courtesy may raise ethical, practical, and legal issues. When physicians offer professional
courtesy to a colleague, physician and patientidddunction without feelings of constraints on time or
resources and without shortcut approaches. Colleagatents who initiate questions in informal

settings put the treating physician in a lebsin-ideal position to provide optimal care. Both parties

should avoid this inappropriate practice.

As professionals dedicated to serving the sick, all physicians should provide services to uninsured and
underinsured persons. Physicians who choose to deny care solely on the basis of inability to pay should
be aware that by thus limiting their patient populations, they risk compromising their professional
obligation to care for the poor and the credibility of medicine's commitment to serving all classes of
patients who are in need of medical carBach individugdhysician is obliged to do his or her fair share

to ensure that all ill persons receive appropriate treatmant to honor the social contract with society,
which is based in part on the substantial societal support of medical educé®ioR.04Reaffirmed as

amended BoR 11

Financial Conflicts of Interest

The physician must seek to ensure that the medically appropriate level of care takes primacy over
financial considerations imposed by the physician's own practice, investments, or financial
arrangements. Trust in the profession is undermined when there is even the appearance of impropriety.

Potential influences on clinical judgment cover a wide range and include financial incentives inherent in
the practice environment (such as incentivetarutilize in the fegfor-service setting or underutilize
under capitation arrangements); drug, device, and other health care company gifts; and business
arrangements involving referrals. Physicians must be conscious of all potential influences, and their
actions should be guided by patient best interests and appropriate utilization, not by other factors.

Physicians who have potential financial conflicts of interest, whether as researchers, speakers,
consultants, investors, partners, employers, or othesyisiust not in any way compromise their
objective clinical judgment or the best interests of patients or research subjects. Physicians must
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disclose their financial interests to patients, including in any medical facilities or-b#gxd research to
which they refer or recruit patients. When speaking, teaching, and authoring, physicians with ties to a
particular company should disclose their interests in writing. Most journal editors require that authors
and peer reviewers disclose any potential confladtinterest. Editors themselves should be free from
conflicts of interest.

Physicians should not refer patients to an outside facility in which they have invested and at which they
do not directly provide care. Physicians may, however, invest in othealth care facilities when

capital funding and necessary services that would otherwise not be made available are provided. In such
situations, in addition to disclosing these interests to patients, physicians must establish safeguards
against abuse, impmriety, or the appearance of impropriety.

I FSS LIAR (2 2yS LKEAaAOAlIY o0& IYy20KSNEERBNIGKEINSE
is unethical. It is also unethical for a physician to receive a commission or a kickback from anyone,
induding a company that manufactures or sells medical products or medications.

The sale of products from the physician's office might also be considered a form-a&feaiél and

might negatively affect the trust necessary to sustain the patphysiciarrelationship. Most products
should not be sold in the office. The College has taken a position that asks physicians to consider
seriously the moral issues involved in a decision to do so. Physicians should not sell products out of the
office unless the prducts are specifically relevant to the patient's care, offer a clear benefit based on
adequate clinical evidence and research, and meet an urgent need of the patient. If geographic or time
constraints make it difficult or impractical for patients to obtaimedically relevant and urgently

needed product otherwise, selling a product in the office would be ethically acceptable. For example, a
splint or crutches would be acceptable products, but vitamin supplements and cosmetic items are
neither emergent treéments nor unlikely to be available elsewhere, and so the sale of such products is
ethically suspect. Physicians should make full disclosure about their financial interests in selling
acceptable products and inform patients about alternatives for purclygsia product. Charges for
products sold through the office should be limited to the reasonable costs incurred in making them
available. The selling of products intended to be free samples is unethical.

Physicians may invest in publicly traded securitit®myever, care must be taken to avoid investment
decisions that may create a conflict of interest or the perception of a conflict of interest.

The acceptance by a physician of gifts, hospitality, trips, and subsidies of all types from the health care
industry that might diminish, or appear to others to diminish, the objectivity of professional judgment is
strongly discouraged. Even small gifts can affect clinical judgment and heighten the perception and/or
reality of a conflict of interest. Physicians muatige regularly whether any gift relationship is ethically
appropriate and evaluate any potential for influence on clinical judgment. In making such evaluations,
physicians should consider the following: 1) What would the public or my patients think of this
arrangement?; 2) What is the purpose of the industry offer?; 3) What would my colleagues think about
this arrangement?; and 4) What would | think if my own physician accepted this offer? In all instances, it
is the individual responsibility of each phyaitto assess any potential relationship with industry to

assure that it enhances patient care.

Physicians must critically evaluate all medical information, including that provided by detail persons,
advertisements, or industrgponsored educational progmes. While providers of public and private
graduate and continuing medical education may accept industry support for educational programs, they
should develop and enforce strict policies maintaining complete control of program planning, content,
and delivey. They should be aware of, and vigilant against, potential bias and conflicts of interest.
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aware of potential bias and conflicts of interest and sldocdevelop and enforce explicit policies that

preserve the independent judgment and professionalism of their members and maintain the ethical

standards and credibility of the society ! & I YAYAYdzy>s YSRAOFIf a20ASGASa
of MedicalSpecialty Societies Code for Interactions with Compa(Be& 04Reaffirmed as amended BoR

11)

Advertising

Advertising by physicians or health care institutions is unethical when it contains statements that are
unsubstantiated, false, deceptive, or neiatling, including statements that mislead by omitting necessary
information. (BoR O4Reaffirmed BoR )1

Selling Products Out of the Office

¢KS alrtS 2F LINRPRdzOGA FTNRBY (KS LKeaAOAlyQa 2FFAOS
necessay to sustain the patienphysician relationship. When deciding whether or what products to sell
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and geographic and time constraints for the patient in otherwise obtaining the product, and should make
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available, to purchasing the product from the physician. Charges for products sold through the office
should be limited to the reasonable costs incurred in making them available. (B8Ré&affirmed BoR

10)

Medical Ethics, Professionalisrmd the Changing Practice Environment

Systems of health care influence the provision of care. Although this seems an obvious observation to
many in the era of managed care, it was less apparent, or at least less discussed, before the arrival of that
era. Incentives to physicians within health care delivery approaches are often the means to influence
care: incentives to limit care in the managed care setting, mver testand over treat in the feefor-

service context. The question is not whether systeand incentives influence car¢hey do. Rather, it

is whether that influence inappropriately affects physician judgment, patient care, and the patient
physician relationship.

Physicians must practice in world of increasing complexity and cost pressliiedo so appropriately,

they must be conscious of all potential influences and must use ethical judgment and scientifically valid
clinical decisionmaking as their guidesPutting patients first and maintaining professionalism should
continue to be thegoal of every physicia(BoR 499, reaffirmed BoR 10

PhysiciarAssisted Suicide and Euthanasia

Physiciarassisted suicide occurs when a physician provides a medical means for death, usually a
prescription for a lethal amount of medication that the pattéakes on his or her own. In euthanasia,

the physician directly and intentionally administers a substance to cause death. Oregon and Washington
have legalized the practice of physiciassisted suicid€78, 79) Many other states have had referenda,
legislative proposals, and case law on both sides of the issues.

A decision by a patient or authorized surrogadeefuse lifesustaining treatment or an inadvertent
death during an attempt to relieve suffering should be distinguished from physiaisisted suicide and
euthanasia. Laws concerning or moral objections to physasaisted suicide and euthanasia shibnot
deter physicians from honoring a decision to withhold or withdraw medical interventions as
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appropriate. Fears that unwanted lifistaining treatment will be imposed continue to motivate some
patients to request assisted suicide or euthanasia.

In the clinical setting, all of these acts must be framed within the larger context of goodfdifd care.
Some patients who request assisted suicide may be depressed or have uncontrolled pain. In providing
comfort to a dying person, most physicians andats should be able to address these issues. For
example, regarding pain control, the physician may appropriately increase medication to relieve pain,
even if this action inadvertently shortens Iif@0, 81) In Oregon, losing autonomy or dignity and inability
to engage in enjoyable life activities were each cited as concerns in most(¢8%€khese concerns are
less amenable to the physician's help, although physicians should be sensitive to these aspects of
suffering.

The College does not support legalization of physiassisted suicide or euthanagg?). After much
consideration, the College concluded that making physiaigsisted suicide legal raised serious ethical,
clinical, and social concerns and that fhractice might undermine patient trust; distract from reform in
end-of-life care; and be used in vulnerable patients, including those who are poor, are disabled, or are
unable to speak for themselves or minority groups who have experienced discrimiriBti@major
emphasis of the College and its members, including those who lawfully participate in the practice,
should be ensuring that all persons can count on good care through to the end of life, with prevention or
relief of suffering insofar as possib& unwavering commitment to human dignity and relief of pain

and other symptoms, and support for family and friends. Physicians and patients must continue to
search together for answers to the problems posed by the difficulties of living with seriouss ibeéore
death, neither violating the physician's personal and professional values, nor abandoning the patient to
struggle alone(BoR 00; BoR 200Reaffirmed with edits BoR L1

Physician Participation ifexecutions

Participation by physicians in the eoution of prisoners except to certify death is unethical. (BoR 04
Reaffirmed BoR 11

Care of Patients Near the End of Life

Making Decisions Near the End of Life

Informed adults with decisiemaking capacity have the legal and ethical right to refusemanended
life-sustaining medical treatments (65). This includes any medical intervention, including ventilators,
artificial nutrition and hydration, and cardiovascular implantable electronic devices (such as pacemakers
and implantable cardiovertedefibrillators) (66). The patient's right is based on the philosophical

concept of respect for autonomy, the commdaw right of seHdetermination, and the patient's liberty
interest under the U.S. Constitution (67). This right exists, regardless of whetheatiratgs terminally

or irreversibly ill, has dependents, or is pregnant. When a physician disagrees with a patient's treatment
decisions, the physician should respond with empathy and thoughtful exploration of all possibilities,
including timelimited trials and additional consultation. If the patient's or family's treatment decisions
violate the physician's sense of professional integrity, referral to another qualified physician may be
considered, but the patient and family should not be abandoned. Ctatigr with an ethics committee

can be of assistance in mediating such disputes.

Patients without decisiomaking capacity (see the Informed Decision Making and Consent section) have
the same rights concerning li#gustaining treatment decisions as mentally competent patients.

Treatment should conform to what the patient would want e basis of written or oral advance care
planning. If these preferences are not known, care decisions should be based on the best evidence of
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what the patient would have chosen based on the patient's values, previous choices, and beliefs
(substituted judgnents) or, failing that, on the best interests of the patient. However, there may be
situations in which besinterest decisions should supersede substituted judgments (26). Physicians
should be aware that hospital protocols and state legal requirememéstaig endof-life care vary.

Patients with mental illness may pose particular challenges in understanding their wishes regarding end
of-life care. The presence of mental illness is not prima facie evidence of decisional incapacity.
Psychiatric consultain should be considered to explore the patient's ability to participate in decision
making.(BoR 04Reaffirmed as amended BoR) 11

Care of Patients Near the End of Life

Physicians and the medical community must be committed to the compassionate and compete
provision of care to dying patients and their famil{g8)and effective communication with patients and
families(28, 59) Patients rightfully expect their physicians to care for them as they live with eventually
fatal illnesses. Good symptom control; ongoing commitment to serve the patient and family; and
physical, psychological, and spiritual support are the hallmarks ofduglity endof-life care. Care of
patients near the end of life, however, has a moral, psychological, and interpersonal intensity that
distinguishes it from most other clinical encourgett is the physician's professional obligation to
develop and maintain competency in eoftlife care.(BoR 04Reaffirmed as amended BoR) 11

Palliative Care

Although palliative care goes beyond eofllife care, palliative care near the end of life eifda

addressing physical, psychosocial, and spiritual needs and understanding that patients may at times
require palliative treatment in an acute care contég&0c62). To provide palliative care, the physician
must be up to date on the proper use of medications and treatments, including the legality and ethical
basis of using whatever doses of opioids are necessary to relieve patient suffering. The physidthn sho
seek appropriate palliative care consultation when doing so is in the patient's best interest, know when
and how to use homased and institutiorbased hospice care, and be aware of the palliative care
capabilities of nursing homes to which patients aeferred.(BoR 04Reaffirmed as amended BoR)11

Advance Care Planning

Advance care planning allows a person with decisiaking capacity to develop and indicate
preferences for care and choose a surrogate to act on his or her behalf in the evehetbhashe

cannot make health care decisions. It allows the patient's values and circumstances to shape the plan
with specific arrangements to ensure implementation of the plan.

Physicians should routinely raise advance planning with adult patients witbigiemaking capacity

and encourage them to review their values and preferences with their surrogates and family members.
This is often best done in the outpatient setting before an acute crisis. These discussions let the
physician know the patient's viewsnable documentation of patient wishes in the medical record, and
allow the physician to reassure the patient that he or she is willing to discuss these sensitive issues and
will respect patient choices. The Patient S&éftermination Act of 1990 requisehospitals, nursing

homes, health maintenance organizations, and hospices that participate in Medicare and Medicaid to
ask if the patient has an advance directive, to provide information about them, and to incorporate
advance directives into the medicaaord. It does not require completion of an advance directive as a
condition of care.

Written advance directives include living wills and the durable power of attorney for healtt{@@re
The latter enables a patient to appoint a surrogate to make decisions if the patient becomes unable to
do so. The surrogate is obligated to act in accamawith the patient's previously expressed

52

AP Policy Compendium, Summer 20Wddate


http://www.acponline.org/running_practice/ethics/manual/manual6th.htm#ref-58
http://www.acponline.org/running_practice/ethics/manual/manual6th.htm#ref-28
http://www.acponline.org/running_practice/ethics/manual/manual6th.htm#ref-60
http://www.acponline.org/running_practice/ethics/manual/manual6th.htm#ref-68

preferences or best interests. Some patients want their surrogates to strictly adhere to their expressed
wishes. Others, however, want their surrogates to have flexibility in decision m@éogl). Patients
should specify what authority and discretion in decision making they are giving their surrogates.

Living wills enable individuals to describe the treatment theyld like to receive in the event that
decisionmaking capacity is lost. Uncertainty about a future clinical course complicates the

interpretation of living wills and emphasizes the need for physicians, patients, and surrogates to discuss
patient prefererces before a crisis arises. Some state laws limit the application of advance directives to
terminal illness or deem advance directives not applicable for pregnant patients. Requirements for
witnessing documents vary.

Advance directives should be readilycassible to health care professionals regardless of the site of
care; some states have statewide systems for documenting physician orders -af-Efiedcare(72).

When there is no advance directive and the patient's values and preferences are unknown or unclear,
decisions should be based on the patient's best interests whenever possible, as interpreted by a
guardian or a person with loving knowledge of theigat, if available. When making the decision to
forgo treatment, many people give the most weight to reversibility of disease or dependence on life
support, loss of capacity for social interaction, or nearness to death. Family members and clinicians
shouldavoid projecting their own values or views about quality of life onto the incapacitated patient.
Quality of life should be assessed according to the patient's perspgé®v&4) (BoR 04Reaffirmed as
amended BoR 11

Reaffirming ACP Policy to Encourage Advanced Care Planning that Includes Further Details on Patiefit imd =~
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sustaining treatment for documenting such discussions; and that such documentation reflects both

goals of care and patient preferences regarding specdament interventions such as resuscitation,

and the use of artificially administered fluids and nutrition, antibiotics and supplemental oxygen. The

College demonstrates support for patigphysician advance plannimtjscussions by advocating for

direct Medicare payments to physicians (as in H.R. 1898, the Life Sustaining Treatment Preferences Act

of 2009). (BoR 10)

Providing Medical Care to One's Self; Persons With Whom the Physician has a Prior, Nonprofessional Relationship;
and VIPs

Physicians may basked to provide medical care to a variety of people with whom the physician has a
prior, nonprofessional relationship. Each of these situations raises clinical and professionalism concerns
that should be considered.

Except in emergent circumstances whemather option exists, physicians ought not care for
themselves. A physician cannot adequately interview, examine, or counsel herself; without which,
ordering diagnostic tests, medications, or other treatmentsdadilised.

Regarding people with whom thghysician has a prior, nonprofessional relationship, including family
members, friends or acquaintances, colleagues, and employees, the physician's prior emotional or social
relationship complicates what would become the professional pagjeysician redtionship.

A physician asked to provide medical care to a person with whom the physician has a prior social or
emotional relationship should first consider alternatidg). The physician could serve as an advisor or
medical translator and suggest questions to ask, explain medical terminology, accompany the patient to
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appointments, and help advocate for the patient. Alternatively, the physician could uselings o
knowledge to refer the person to another physician.

Physicians should usually not enter into the dual relationship of physfearly member or physician
friend for a variety of reasons. The patient may be at risk of receiving inferior care frophyseian.
Problems may include effects on clinical objectivity, inadequate hidgaking or physical examination,
overtesting, inappropriate prescribing, incomplete counseling on sensitive issues, or failure to keep
appropriate medical records. The needf the patient may not fall within the physician's area of
expertise(48). The physician's emotional proximity may result in difficulties for the patiedtarthe
physician. On the other hand, the patient may experience substantial benefit from having a physician
friend or physiciagfamily member provide medical care, as may the physician. Access to the physician,
the physician's attention to detail, and péician diligence to excellence in care might be superior.

Given the complexity of the dual relationship of physigiamily member or physiciafriend, physicians
ought to weigh such concerns and all possible alternatives and seek counsel from collesigoes
taking on the care of such patients. If they do assume the care, they should do so with the same
comprehensive diligence and careful documentation as exercised with other patients. Whenever
physicians provide medical care, they should do so onlyimviheir realm of expertise. Medical records
should be kept just as for any other patient.

Taking care of VIPs poses different challenges. The physician ought to avoid the tendency to skip over
sensitive portions of the relevant medical history or phylseceamination(49). Fame or prestige ought

not buy patients medical care that is not medically indicated. Patient privacy and confidentiality must be
protected, as for all patients (see Confidentiality section). Finally, the social standing of a VIP ought not
negatively affect the physician's responsibilities toward other patigBisR 04Reaffirmed as amended

BoR 1)

Confidentiality

Confidentiality is a furaimental tenet of medical care. It is increasingly difficult to maintain in this era of
electronic health records and electronic data processiAgad, faxing of patient information, third

party payment for medical services, and sharing of patient carergmumerous health professionals

and institutions. Physicians must follow appropriate security protocols for storage and transfer of

patient information to maintain confidentiality, adhering to best practices for electronic communication

and use of decisin-making tools. Confidentiality is a matter of respecting the privacy of patients,

encouraging them to seek medical care and discuss their problems candidly, and preventing

discrimination on the basis of their medical conditions. The physician shoulglease a patient's

LISNE2Y Il f YSRAOIET AYyF2N¥IGA2Y 02FGSy GSN¥YSR | &LINAR
consent.

However, confidentiality, like other ethical duties, is not absolute. It may have to be overridden to
protect individuals or the plolic or to disclose or report information when the law requires it. The
physician should make every effort to discuss the issues with the patient. If breaching confidentiality is
necessary, it should be done in a way that minimizes harm to the patientesds applicable federal

and state law.

Physicians should be aware of the increased risk for invasion of patient privacy and should help ensure
confidentiality. They should be aware of state and federal law, including the Health Insurance Portability
and Accountability Act of 1996 (HIPAA) privacy r{dl&). Within their own institutions, physicians should
advocate policies and procedures to secure the confiddity of patient records. To uphold
professionalism and protect patient privacy, clinicians should limit discussion of patients and patient
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care issues to professional encounters. Discussion of patients by professional staff in public places, such
as elewators or cafeterias, violates confidentiality and is unethical. Outside of an educational setting,
discussion of patients with or near persons who are not involved in the care of those patients impairs

the public's trust and confidence in the medical psdg®n. Physicians of patients who are welbwn

to the public should remember that they are not free to discuss or disclose information about any
patient's health without the explicit consent of the patient.

In the care of the adolescent patient, familypport is important. However, this support must be

balanced with confidentiality and respect for the adolescent's autonomy in health care decisions and in
relationships with cliniciangl9). Physicians should be knowledgeable about state laws governing the
right of adolescent patients to confidentiality and the adolescent's legal right to consent to treatment.

Occasionally, a physician receives information feopatient's friends or relatives and is asked to

withhold the source of that information from the patief20). The physician is not obliged to keep such
secgets from the patient. The informant should be urged to address the patient directly and to

encourage the patient to discuss the information with the physician. The physician should use sensitivity
and judgment in deciding whether to use the informatiordamhether to reveal its source to the

patient. The physician should always act in the best interests of the patoiR 04Reaffirmed as

amended BoR 11

Disclosure

To make health care decisions and work in partnership with the physician, the paiistte weH
informed. Effective patiergphysician communication can dispel uncertainty and fear and enhance
healing and patient satisfaction. Information should be disclosed to patients and, when appropriate,
family caregivers or surrogates, whenevesitonsidered material to the understanding of the patient's
situation, possible treatments, and probable outcomes. This information often includes the costs and
burdens of treatment, the experience of the proposed clinician, the nature of the illnespaedtial
treatments.

However uncomfortable for the clinician, information that is essential to and desired by the patient
must be disclosed. How and when to disclose information, and to whom, are important concerns that
must be addressed with respect fpatient wishes. In general, individuals have the right to full and
detailed disclosure. Some patients, however, may make it known that they prefer limited information or
disclosure to family members or others they cho¢2g).

Information should be given in terms that the patient can understand. The physician should be sensitive
to the patient's responses in setting the pace of communication, particularlg iilltress is very serious.
Disclosure and the communication of health information should never be a mechanical or perfunctory
process. Upsetting news and information should be presented to the patient in a way that minimizes
distress(22, 23) If the patient cannot comprehend his or her condition, it should be fully disclosed to an
appropriate surrogate.

¢CKSNI LISdziAO y2yRAAO0t 2adANEISEE aRa Ofi K$ SRA i K KBS NR AIS Az(
information from the patient if disclosure is believed to be medically contraindicgié)l Because this
exceptbn could swallow the rule of informed consent, therapeutic privilege should be rarely invoked
and only after consultation with a colleague. A thorough review of the benefits and harms to the patient
and ethical justification of nondisclosure is requi(@®).

In addition, physicians should disclose to patients information about procedural or judgment errors
made in the course of care if such information is nnateto the patient's welbeing. Errors do not
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necessarily constitute improper, negligent, or unethical behavior, but failure to disclose then{Bo&y.
04; Reaffirmed as amended BoR 11)

Informed Decision Making an€Consent

The patient's consent allowsétphysician to provide care. The unauthorized touching of a person is
battery, even in the medical setting. Consent may be either expressed or implied. Expressed consent
most often occurs in the hospital setting, where patients provide written or oralerier a particular
procedure. In many medical encounters, when the patient presents for evaluation and care, consent can
be implied. The underlying condition and treatment options are explained to the patient or authorized
surrogate and treatment is rerled or refused. In medical emergencies, consent to treatment

necessary to maintain life or restore health is usually presumed unless it is known that the patient would
refuse the intervention.

The doctrine of informed consent goes beyond the questioniuétiver consent was given. Rather, it
focuses on the content and process of consent. The physician must provide enough information for the
patient to make an informed judgment about how to proceed. The physician's presentation should
include an assessment the patient's understanding, be balanced, and include the physician's
recommendation. The patient's or surrogate's concurrence must be free and uncoerced.

The principle and practice of informed consent rely on patients to ask questions when they are
uncertain about the information they receive; to think carefully about their choices; and to be forthright
with their physicians about their values, concerns, and reservations about a particular recommendation.
Once patients and physicians decide on a coufsetion, patients should make every reasonable effort

to carry out the aspects of care under their control or inform their physicians promptly if it is not
possible to do so.

The physician must ensure that the patient or the surrogate is adequately iefbahout the nature of
the patient's medical condition and the objectives of, alternatives to, possible outcomes of, and risks of
a proposed treatment.

Competence is a legal determination. All adult patients are considered competent to make decisions
aboutmedical care unless a court has declared them incompetent. In clinical practice, however,
physicians and family members usually make decisions without a formal competency hearing in the

court for patients who lack decisiemaking capacity (that is, the #ity to receive and express

information and to make a choice consonant with that information and one's values). This clinical
approach can be ethically justified if the physician has assessed degiaking capacity and

determined that the patient is irapable of understanding the nature of the proposed treatment; the
alternatives to it; and the risks, benefits, and consequences of it. Assessing a patient's understanding can
be difficult. Decisiormaking capacity should be evaluated for a particular deciat a particular point

in time. The capacity to express a particular goal or wish can exist without the ability to make more
complex decisions. The greater the consequences of the decision, the more important the assessment of
decisionmaking capacity.

When a patient lacks decisianaking capacity, an appropriate surrogate should make decisions with
the physician. Treatment should conform to what the patient would want on the basis of written or oral
advance care planning. If these preferences are notkm care decisions should be based on the best
evidence of what the patient would have chosen based on the patient's values, previous choices, and
beliefs (substituted judgments) or, failing that, on the best interests of the patient. However, there may
be situations in which besnterest decisions should supersede substituted judgm¢Eg
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If the patient has designated a proxy, as through a durable powattarney for health care, that

choice should be respected. Some states have health care consent statutes that specify who and in what
order of priority family members or close others can serve as surrogates. When patients have not
selected surrogates, family member which could be a domestic partnershould serve as surrogate.
Physicians should be aware of legal requirements in their states for surrogate appointment and decision
making. In some cases, all parties may agree that a close friend is a npooprégite surrogate than a

relative.

Surrogate preferences can conflict with the preferences and best interests of a patient. Physicians
should take reasonable care to ensure that the surrogate's decisions are consistent with patient
preferences and beshierests. When possible, these decisions should be reached in the medical setting.
Physicians should emphasize to surrogates that decisions should be based on what the patient would
want, not what surrogates would choose for themselves. Hospital ethicsnitbees can be valuable
resources in difficult situations. Courts should be used when doing so serves the patient, such as to
establish guardianship for an unbefriended incompetent patient, to resolve a problem when other
processes fail, or to comply wiltate law.

Physicians should routinely encourage patients to discuss their future wishes with appropriate family
and friends and complete a living will and/or durable power of attorney for health (@ag28) (See
Ffa2 a! RGFLYyOS /INB tfryyAyaé gAGKAY GKS [/ INB 27

Most adult patients can participate in, and thereby share responsibility for, their health care. Physicians
cannot properly diagnose and treat conditions without full information about the patient's personal and
family medical history, habits, ongoing treatments (medical and otherwise), and symptoms. The
physician's obligation of confidentiality exists in paretwsure that patients can be candid without fear

of loss of privacy.

Physicians must strive to create an environment in which honesty can thrive and patients feel that
concerns and questions are elicitdBoR 04Reaffirmed as amended BoR) 11

Decisionsabout Reproduction

The ethical duty to disclose relevant information about human reproduction to the patient may conflict
with the physician's personal moral standards on abortion, sterilization, contraception, or other
reproductive services. A physiciamavobjects to these services is not obligated to recommend,
perform, or prescribe them. As in any other medical situation, however, the physician has a duty to
inform the patient about care options and alternatives, or refer the patient for such informasio that

the patient's rights are not constrained. Physicians unable to provide such information should transfer
care as long as the health of the patient is not compromised.

If a patient who is a minor requests termination of pregnancy, advice on aayti@n, or treatment of
sexually transmitted diseases without a parent's knowledge or permission, the physician may wish to
attempt to persuade the patient of the benefits of having parents involved, but should be aware that a
conflict may exist betweerhe legal duty to maintain confidentiality and the obligation toward parents
or guardians. Information should not be disclosed to others without the patient's permi€srin

such cases, the physician should be guided by the minor's best interest in light of the physician's
conscience and responsibilities under the |#BoR 04Reaffirmed as amended BoR) 11

Complementary and Alternative Care

Complementaryand alternative medicine (CAM), as defined by the National Center for Complementary

FYR 't GSNYIFGAPS aSRAOAYST GA& | 3INRdzLI 2F RAODSNES
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adults reported using CAM in the previous y&3).

Patients may value the differing approaches of Western medicine, with its scientific basis, and CAM. A
failure of conventional therapy, or cultural concerns, might lead a patient to alternative approaches to
care. Requests by patients for alternative treatment require balancing the medical standard of care with
a patient's right to choose care on the basi$s or her values and preferences. Such requests warrant
careful physician attention. Before advising a patient, the physician should ascertain the reason for the
request. The physician should be sure that the patient understands his or her conditindasd

medical treatment options, and expected outcomes. Because most patients do not affirmatively disclose
their use of CAM, physicians should ask patients about their current pratfided5)as an essential

part of a complete history.

The physician should encourage the patient who is using or requesting alternative treatment to seek
literature and information from reliable sourc€46). The patient should be clearly informed if the

option under consideration is likely to delay access to effective treatment or is known to be harmful. The
physician should be awa of the potential impact of CAM on the patient's care. The patient's decision

to select alternative forms of treatment should not alone because to sever the pafiepsician
relationship.(BoR 04Reaffirmed as amended BoR) 11

The Physician's Relationghto Other Clinicians

Physicians sharieir commitmentto care for ill persons with broad team otealth professionalsThe
team's ability to care effectively for the patient degason the ability of individuals on the teamtreat

each other withintegrity, honesty, and respect in daily professional interactions regardless of race,
religion, ethnicity, nationality, sex, sexual orientation, age, or disability. Particular attention is warranted
with regard to certain types of relationshigsower imbalancesand behaviorghat could be abusive or
disruptiveor lead to harassment, such as those between attending physician and regielidentand
medical student, or physician and nurse. (BoRReaffirmed as amended BoR) 11

Consultationand Shared Care

In almost all circumstances, patients should be encouraged to initially seek care from their principal
physician. Physicians should in turn obtain competent consultation whenever they and their patients
feel the need for assistance withreg(118) The purpose, nature, and expectations of the consultation

should be clear to all.

The consultant should respect the relationship between the patém the principal physician, should
promptly and effectively communicate recommendations to the principal physician, and should obtain
concurrence of the principal physician for major procedures or additional consultants. The consultant
should also sharhis or her findings, diagnostic assessment, and recommendations with the patient. The
care of the patient and the proper records should be transferred back to the principal physician when
the consultation is completed, unless another arrangement is aguped.

Consultants who need to take temporary charge of the patient's care should obtain the principal
physician's cooperation and assent. The physician who does not agree with the consultant's
recommendations is free to call in another consultant. Theriggts of the patient should remain
paramount in this process.
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A complex clinical situation may call for multiple consultations. To assure a coordinated effort that is in
the best interest of the patient, the principal physician should remain in chargeeséll care,
communicating with the patient and coordinating care on the basis of information derived from the
consultations. Unless authority has been formally transferred elsewhere, the responsibility for the
patient's care lies with the principal phgg&n.

When a hospitalized patient is not receiving care from his or her principal physician, good
communication between the treating physician and principal physician is key. The principal physician
should supply the inpatient physician with adequate infiation about current and past clinical history

to allow for appropriate decision making and care. The inpatient physician should keep the principal
physician informed of the patient's clinical course and supply a timely and complete description of care.
Changes in chronic medications and plans for folgavcare should be promptly communicated to the
principal physician before discharge.

The patienicentered medical home model promotes whederson, patientcentered, integrated care
across the health carg/stem(119)and has overall responsibility for ensuring the coordination of care
by all involved clinicians. Achieving these goals requires the collaboeatbmutual respect of
subspecialists, specialists, other clinicians, and health care institti@i3n serving the patientBoR

04; Reaffirmed as amendeBoR 1}

The Impaired Physician

Physicians who are impaired for any reason must refrain from assuming patient responsibilities that
they may not be able to discharge safely and effectively. Whenever there is doubt, they should seek
assistance in caringfftheir patients.

Impairment may result from use of psychoactive agents (alcohol or other substances, including
prescription medications) or illness. Impairment may also be caused by a disease or profound fatigue
that affects the cognitive or motor skilleecessary to provide adequate care. The presence of these
disorders or the fact that a physician is being treated for them does not necessarily imply impairment.

Every physician is responsible for protecting patients from an impaired physician and $ting s
impaired colleague. Fear of mistake, embarrassment, or possible litigation should not deter or delay
identification of an impaired colleagyé&21) The identifying physician may find it helpful and prudent to
seek counsel from a designated institutional official, the departmental chair, or a senior member of the
staff or the community.

Although the legal responsibility to do so varies among statesetls a clear ethical responsibility to

report a physician who seems to be impaired to an appropriate authority (such as a chief of service,
chief of staff, institutional or medical society assistance program, or state medical board). Physicians and
health care institutions should assist impaired colleagues in identifying appropriate sources of help.
While undergoing therapy, the impaired physician is entitled to full confidentiality as in any other
patient¢physician relationship. To protect patients okthmpaired physician, someone other than the
physician of the impaired physician must monitor the impaired physician's fithess to work. Serious
conflicts may occur if the treating physician tries to fill both r@lE22) (BoR 04Reaffirmed as amended

BoR 1)

Professionalism
Medicine is not a trade to be learned, but a profession to be entered (1). A profession is characterized

by a specialized body of knowdige that its members must teach and expand, by a code of ethics and a
duty of service that put patient care above skiferest, and by the privilege of saigulation granted
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by society (8). Physicians must individually and collectively fulfill thesdatithe profession. While
outside influences on medicine and the patiephysician relationship are many, the ethical foundations
of the profession must remain in sharp focus (8pR 11)

Care of Patients Near the End of Life
Problems of LifSustaininglreatments

Withdrawing or Withholding Treatment

Withdrawing and withholding treatment are equivalent, ethically and legally, although state evidentiary
standards for and cultural and religious beliefs about withdrawing or withholding treatment may vary.
Treatments should not be withheld because of the mistaken fear that if they are started, they cannot be
withdrawn. This would deny patients potentially beneficial therapies. Instead, alimied trial of

therapy could be used to clarify the patient's pragis. At the end of the trial, a conference to review

and revise the treatment plan should be held. Some family members may be reluctant to withdraw
treatments even when they believe that the patient would not have wanted them continued. The
physician shold try to prevent or resolve these situations by addressing with families feelings of guilt,
fear, and concern that the patient may suffer as life support is withdrawn, ensure that all appropriate
measures to relieve distress are used, and explain thaiptan's ethical obligation to follow the

patient's wishes(BoR 04Reaffirmed as amended BoR) 11

Do-Not-Resuscitate Orders

A donot-resuscitate order (DNR orderpr do-not-attempt-resuscitation order (DNAR order) or allow
natural death order (AND ordar)is a physician order to forgo basic cardiac life support in the

outpatient setting and advanced cardiac life support in the inpatient setting. Intervention in the case of

a cardiopulmonary arrest is inappropriate for some patients, particularly thosetiorndeath is

expected, imminent, and unavoidable. Because the onset of cardiopulmonary arrest does not permit
deliberative decision making, decisions about resuscitation must be made in advance. Physicians should
especially encourage patients who face sas illness or who are of advanced age (or their surrogates as
appropriate) to discuss resuscitation.

A DNR order applies only to cardiopulmonary resuscitation. Discussions about this issue may reflect a
revision of the larger goals and means of the cdesmpand the extent to which a change is desired in
treatment goals or specific interventions must be explicitly addressed for each patient. A DNR order
must be written in the medical record along with notes and orders that describe all other changes in th
treatment goals or plans, so that the entire health care team understands the care plan. A DNR order
does not mean that the patient is necessarily ineligible for otherdifidonging measures, therapeutic

and palliative. Because they are deceptive, @B | NIi SR NBX &adza OA G GA2y STFF2NI

be performed(76).

A patient who is a candidate for intubation but declines will develop respirdiiyre and is expected

to arrest. For this reason, physicians should not write @adgintubate order in the absence of a DNR
order. Moreover, it is important to address the patient's or surrogate's wishes regarding intubation and
intensive care unit trasfer in tandem with discussions about resuscitation.

A DNR order should not be suspended simply because of a change in the venue of care. When a patient
with a preexisting DNR order is to undergo, for example, an operative procedure requiring general
aneghesia, fiberoptic bronchoscopy, or gastroesophageal endoscopy, the physician should discuss the
rationale for continuing or temporarily suspending the DNR order. A change in DNR status requires the
consent of the patient or appropriate surrogate decisinaker.
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In general, any decision about advance care planning, including a decision to forgo attempts at
resuscitation, applies in other care settings for that patient, and this should be routinely addressed.
Many states and localities have systematic reguients for outof-hospital implementation of DNR
orderq77). Physicians should know how to effectuate the order and try to protect the patient from
inappropriate resuscitation efforts. Physicians should ensure that DNR orders transfer with the patient
and that the subsequent care team understands the basis for the dec{@oR 04Reaffirmed as
amended BoR 11

Determination of Death

The irreversible cessatiaf all functions of the entire brain is an accepted legal standard for
determining death when the use of life support precludes reliance on traditional cardiopulmonary
criteria. After a patient has been declared dead by bideath criteria, medical suppbshould

ordinarily be discontinued. In some circumstances, such as the need to preserve organs for
transplantation or to counsel or accommodate family beliefs or needs, physicians may temporarily
support bodily functions after death has been determinidthe case of a pregnant, brailead patient,
efforts to perfuse the body in order to maintain the fetus should be undertaken only after careful
deliberation about the woman's interest@BoR 04Reaffirmed as amended BoR) 11

Solid Organ Transplantation

Ideally, physicians will discuss the option of organ donation with patients during advance care planning
as part of a routine office visit, before the need ariggs). All potential donors should communicate

their preference for or against donation to their families as well as have it listed on such documents as
driver's licenses or organ donor cards.

Organ donation requires consideration of several issues. $@hof concerns is the need to avoid even
the appearance of conflict between the care of a potential donor and the needs of a potential
recipient(86). Thecare of the potential donor must be kept separate from the care of a recipient. The
potential donor's physician should not be responsible for the care of the recipient or be involved in
retrieving the organs or tissue.

Under federal regulations, all fangii must be presented with the option of organ donation when the
death of the patient is imminent. To avoid conflicts of interest, neither physicians who will perform the
transplantation nor those caring for the potential recipient should make the reqistsicians caring

for the potential donor should ensure that families are treated with sensitivity and compassion.
Previously expressed preferences about donation by dying or-bliedid patients should be sought and
respected. Only organ procurement repeggatives who have completed training by an organ
procurement organization may initiate the actual requést).

Another set of issues involves the use offigial incentives to encourage organ donation. While
increasing the supply of organs is a noble goal, the use of direct financial incentives raises ethical
guestions, including about treating humans as commadities and the potential for exploitation diegami
of limited means. Even the appearance of exploitation may ultimately be counterproductive to the goal
of increasing the pool of organs.

In the case of brakdead donors, once organ donation is authorized, the donor's physician should know
how to maingin the viability of organs and tissues in coordination with the procurement team. Before
declaration of brain death, treatments proposed to maintain the function of transplantable organs may
be used only if they are not expected to harm the potential dono
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meet the criteria for brain death but for whom a dsidn has been made to discontinue life support to

be considered potential organ donors. Life support is discontinued under controlled conditions. Once
cardiopulmonary criteria for death are met, and a suitable period of time has elapsed that ensures

clinical certitude of death but does not unduly compromise the chances of successful transplantation
(generally 2 to 5 minutes), the organs are procured. This generally requires that tieiatlpatient be

moved to the operating room (or nearby suite) irder to procure the organs as quickly after death as

possible.

KS
Aa

As in organ donation from braidead individuals, the care of the potential donor and the request from

the family must be separated from the care of the potential recipient. The decisidis¢ontinue life

support must be kept separate from the decision to donate, and the actual request can be made only by
an organ procurement representative. This process is an important safeguard in distinguishing the act of
treatment refusal from organ prurement. Because these potential donors may not always die after

the discontinuation of life support, palliative care interventions must be available to respond to patient
distress. It is unethical, before the declaration of death, to use any treatmémesdaat preserving

organs for donation that may harm the sfifing patient by causing pain, causing traumatic injury, or
shortening the patient's life. As long as the prospective donor is alive, the physician's primary duty is to
the donor patient's wdhre, not that of the prospective recipienBoR 04Reaffirmed as amended BoR) 11

Tax Deductibility of Travel Expenses and Lost Wages for Living Organ Donors

ACP supports tax deductibility of travel expenses and lost wages for living organ donors who are
hospitalized as a result of organ donation. (BoROUL

Disordersof Consciousness

There are a variety of disorders of impaired consciousness with variable prognoses, including coma,
LISNBAAGSYGd YR LISNXYIFYSY(d ANNBISWNAEMDS VS B EA I AR S F
minimally conscious stat@3). Diagnostic clarity in determining the patient's brain state by clinicians

gualified to make such assessnis before making ethical judgments about appropriate care is

critical (84). Goals of care as decided by the patient in advance or by an appropriate sersbgatd

guide decisions about treatment for these patients as for other patients without deeisiking

capacity.(BoR 04Reaffirmed as amended BoR) 11

Artificial Nutrition and Hydration

Artificial administration of nutrition and fluids is a medicakintention subject to the same principles of
decision making as other treatments. Some states require high levels of proof of the patient's specific
wishes regarding nutrition or hydration before previous statements or advance directives can be
accepted agirm evidence that a patient would not want these treatments. Physicians should counsel
patients desiring to forgo artificial nutrition and hydration under some circumstances to establish
advance care directives with careful attention to decisions regagrditificial nutrition and hydration.
Despite research to the contrafy5), concerns remain that discontinuing feeding tubes will cause
suffering from hungeor thirst. On the other hand, imminently dying patients may develop fluid
overload as their kidneys stop functioning, with peripheral and pulmonary edema; continued
administration of intravenous fluids exacerbates these symptoms and may cause subsliairias.
Physicians should address these issues with patients and loved ones involved in providifBpRaig
Reaffirmed as amended BoR)11
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FIREARMS: SAFETY AND REGULATION

Firearm Injury Prevention
Positions fromL995paper reaffirmed:

Position 1:The College urges internists to inform patients about the dangers of keeping firearms,
particularly handguns, in the home and to advise them on ways to reduce the risk of injury. If a firearm
is kept in the home, internists should counsel their patieritewd the importance of keeping firearms
away from children, including recommending that the patient consider voluntary removal of firearms
from the home. If patients are unwilling to consider removal of all firearms from the home, internists
should refer hem to information on best practices to reduce the risk of accidental or intentional injuries
or deaths from firearms.

Position 2:The College supports the development of coalitions that bring different perspectives
together on the issues of firearm madity and mortality. These groups, comprising health
professionals, injury prevention experts, parents, teachers, police, and others, should build consensus
for bringing about social and legislative change.

Position 3:The College supports efforts to imgye and modify firearms to make them as safe as
possible, including the incorporation of buitt safety devices (such as trigger locks and signals that
indicate a gun is loaded). The College also supports efforts to reduce the destructive power of
ammuntion.

Position 4:The College encourages further research on firearm violence and on intervention and
prevention strategies to reduce injuries caused by firearms. (Firearm Injury Prevention, ACP 95,
reaffirmed ACP 96; reaffirmed as amended BoR 13)

Postions from 1996 paper reaffirmed:

Position 1:Firearmsrelated violence and the prevention of firearm injuries and deaths is a public health
issue that demands high priority for public policy.

Position 2:Internists should be involved in firearm injysyevention both within the medical field and as
part of the larger community.

1 Internists should discuss with their patients the dangers of firearm ownership and the dangers
of having a firearm in the home.

91 Physicians should obtain training relating to firearms injury prevention, including education
concerning adolescent assault, homicide and suicide.

1 Physicians should support national, state and local efforts to enact legislation to regulate the
sale of legl firearms including waiting periods and universal background checks.

1 Violence prevention and prevention of injuries and deaths from firearms is a high priority issue
for the American College of Physicians.

1 The College must take an active role in provgdeducation and training for internists
concerning all aspects of violence prevention, including firearm injury prevention.

Position 3:The American College of Physicians supports the current ban on sales of automatic weapons
for civilian use. The Cofje favors enactment of legislation to ban the sale and manufacture for civilian
use of all semautomatic firearms that have specified military style features and are capable of rapid fire
and large capacity ammunition magazines. Such legislation showelarbtilly designed to make it
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difficult for manufacturers to get a serautomatic firearm exempted from the ban by making
modifications in its design while retaining its sesmitomatic functionality. Exceptions to a ban on such
semiautomatic firearms fohunting and sporting purposes should be narrowly defined.

Position 4:The American College of Physicians supports law enforcement measures, including required
use of tracer elements or taggants on ammunition and weapons, and identifying markings saedfalas
numbers on weapons, to aid in the identification of weapons used in crimes.

Position 5:The American College of Physicians supports appropriate regulation of the purchase of legal
firearms to reduce firearmselated injuries and deaths. The Coleacknowledges that any such
regulations must be consistent with the Supreme Court ruling establishing an individual right to firearms
ownership. Sales of firearms should be subject to a waiting period, satisfactory completion of a criminal
background chek, and proof of satisfactory completion of an appropriate educational program on
firearm safety.

1 Criminal background checks for firearms sales should be universal to include sales by gun
dealers, at gun shows and private sales.

1 Firearms should not be Bbto minors, persons with criminal records, or persons who are known
threats to themselves or others.

1 Permits to carry concealed weapons should be issued only to persons with special justifiable
needs, such as law enforcement personnel.

1 The College sumpts a ban on plastic guns that cannot be detected by metal detectors or
standard security screening devices.

1 All firearms should incorporate safety features to make them as-ghdof as possible.
9 The College favors strong penalties and criminal pratsat for those who sell firearms illegally.

(Firearm Injury Prevention, ACP 96; reaffirmed as amended BoR 13)
Reducing FirearnaiRelated Injuries and Deaths in the United States

1. TheAmericanCollegeof Physiciansecommendsa publichealthapproachto firearmsrelated
violenceandthe preventionof firearminjuriesanddeaths.

a. TheCollegesupportsthe developmentof coalitionsthat bring different perspectives
togetheronthe issuesof firearminjury anddeath. Thesegroups,comprisinghealth
professiorals,injury preventionexperts,parents,teachersJaw enforcement
professionalsand othersshouldbuild consensugor bringingaboutsocialandlegislative
change.

2. Themedicalprofessiorhasa specialresponsibilityto speakout on preventionof firearm-related
injuriesanddeathsjust asphysiciandavespokenout on other publichealthissuesPhysicians
shouldcounselpatientson the risk of havingfirearmsin the home, particularlywhenchildren,
adolescentspeoplewith dementia,peoplewith mentalillnessespeoplewith substanceuse
disordersor otherswho are at increasedisk of harmingthemselvesor othersare present.

a. Stateandfederalauthoritiesshouldavoidenactmentof mandatesthat interfere with
physiciarfree speechandthe patient¢physiciarrelationship.
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b. Physiciansire encouragedo discusswith their patientsthe risksthat maybe associated
with havingafirearmin the homeandrecommendwaysto mitigate suchrisks,including
bestpracticesto reduceinjuriesanddeaths.

c. Physicianshouldbecomeinformedaboutfirearmsinjury prevention.Medicalschools,
residencyprograms.andcontinuingmedicaleducation(CME)programsshould
incorporatefirearmviolencepreventioninto their curricula.

d. Physicianare encouragedindividually andthroughtheir professionakocietiesto
advocatefor national,state, andlocalefforts to enactlegislationto implement
evidencebasedpolicies,includingthoserecommendedn this paper,to reducethe risk
of preventableinjuriesand deathsfrom firearms,includingbut not limited to universal
backgroundchecks.

3. TheAmericanCollegeof Physiciansupportsappropriateregulationof the purchaseof legal
firearmsto reducefirearmsrelatedinjuriesanddeaths.TheCollegeacknowledgeshat anysuch
regulationsmustbe consistentwith the SupremeCourtruling establishinghat individual
ownershipof firearmsis a constitutionalright underthe SecondAmendmentof the Bill of
Rights.

a. Saleof firearmsshouldbe subjectto satisfactorycompletionof a criminalbackground
checkand proof of satisfactorycompletionof anappropriateeducationalprogramon
firearmssafety. TheAmericanCollegeof Physiciansupportsa universalbackground
checksystemto keepgunsout of the handsof felons,personswith mentalillnesseghat
put them at a greaterrisk of inflicting harmto themselvesor others,personswith
substanceusedisorders and otherswho alreadyare prohibited from owningguns.
Clearguidanceshouldbe issuedon what mentaland substanceuserecordsshouldbe
submittedto the NationallnstantCriminalBackgroundCheckSystem(NICS)Thisshould
includeguidanceon parametersfor inclusion,exclusionremoval,andappeal . States
shouldsubmitmentalhealthrecordsandreport personswith substane usedisorders
to the NICSThefederalgovernmentshouldincreaseincentivesand penaltiesrelatedto
state compliance Thelaw requiringfederalagenciego submitsubstanceauserecords
shouldbe enforced.

b. Althoughthereislimited evidenceon the effedivenessof waiting periodsin reducing
homicideswaiting periodsmayreducethe incidenceof death by suicide whichaccount
for nearlytwo thirds of firearm deaths,andshouldbe consideredaspart of a
comprehensivapproachto reducingpreventablefirearmsrelateddeaths.

c. Lawmakershouldcarefullyweighthe risksandbenefitsof concealedcarrylegislation
prior to passindaws.

d. TheCollegesupportsa banon firearmsthat cannotbe detectedby metal detectorsor
standardsecurityscreeningdevices.

e. The Colleggavorsstrongpenaltiesand criminalprosecutionfor thosewho sellfirearms
illegallyandthosewho legallypurchasdirearmsfor thosewho are bannedfrom
possessinghem ¢ & & imbidad £ Sa ¢ 0 @
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4. TheAmericanCollegeof Physiciansecommendghat gunsbe subjectto consumerproduct
regulationsregardingaccesssafety,anddesign.In addition,the Collegesupportslaw
enforcementmeasuresincludingrequireduseof tracerelementsor taggantson ammunition
andweaponsandidentifyingmarkings suchasserialnumberson weaponsto aidin the
identificationof weaponsusedin crimes.

5. Firearmownersshouldadhereto bestpracticesto reducethe risk of accidentalor intentional
injuriesor deathsfrom firearms.Theyshouldensurethat their firearmscannotbe accessedby
children,adolescentspeoplewith dementia,peoplewith mentalillnessesr substanceaise
disorderswho are atincreasediskof harmingthemselvesor others,and otherswho shouldnot
haveaccesdo firearms.Firearmownersshouldreport the theft or lossof their firearm within
72 hoursof becomingawareof its loss.

6. TheCollegecautionsagainstbroadlyincludingthosewith mentalillnessin a categoryof
dangerousdndividuals.nstead the Collegerecommendghat everyeffort be made to reduce
the riskof suicideandviolence throughpreventionandtreatment, by the subsetof individuals
with mentalillnesswho are at risk of harmingthemselvesor others. Diagnosisaccesgo care,
treatment, and appropriatefollow-up are essential.

a. Physicianandother healthprofessionalshouldbe trainedto respondto patientswith
mentalillnesswho mightbe at risk of injuringthemselvesor others.

b. Ensuringaccesgo mentalhealthservicessimperative.Mental healthserviceshould
be readilyavailableto personsin needthroughouttheir livesor throughthe duration of
their conditions.Ensuringan adequateavailabilityof psychiatridoedsand outpatient
treatmentfor at-risk personsseekingmmediatetreatment for a conditionthat may
poseariskof violenceto themselvesor othersshouldbe a priority.

c. Communityunderstandingof mentalillnessshouldbe improvedto increaseawareness
andreducesocialstigma.

d. Lawsthat require physiciansandother health professionaldo report thosewith mental
illnesswho they believeposeanimminentthreat to themselvesor othersshouldhave
safeguardsn placeto protect confidentialityandnot createa disincentivefor patients
to seekmental healthtreatment. Suchlawsshouldensurethat physiciansaandother
health professionalsre ableto usetheir reasonablegrofessionajudgmentto
determinewhena patientundertheir careshouldbe reported and shouldnot hold
them liablefor their decisionto report or not report.

7. TheColleggavorsenactmentof legislationto banthe saleand manufacturefor civilianuseof
firearmsthat havefeaturesdesignedo increasetheir rapidkilling capacity(often calledd I & & I dzf
g S | Libnsémiautomatioveapons)andlarge-capacityammunitionandretainingthe current
banon automaticweaponsfor civilianuse.Althoughevidenceon the effectivenesof the
FederalAssauliWeaponsBanof 1994islimited, the Collegebelievesthat there isenough
evidenceto warrantappropriatelegislationandregulationto limit future sakesand possession
of firearmsthat havefeaturesdesignedo increasetheir rapidkilling capacityandcan,along
with abanon large-capacityammunitionmagazineshe effectivein reducingcasualtiesn mass
shootingsituations.Suchlegislationshouldbe carefullydesignedo makeit difficult for
manufacturergo geta semiautomatidirearm exemptedfrom the banby makingmodifications
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in its designwhile retainingits semiautomatidunctionality. Exceptiongo abanon such
semiautomatidirearmsfor hunting and sportingpurposesshouldbe narrowly defined.

TheCollegesupportsefforts to improveand modify firearmsto makethem assafeaspossible,
includingthe incorporationof built-in safetydevicegsuchastriggerlocksandsignalghat
indicatea gunisloaded).Furtherresearchs neededon the developmentof personalizedjuns.

More researchis neededon firearm violenceandon interventionand preventionstrategiesto
reduceinjuriescausedoy firearms.TheCenterdor DiseaseControland Prevention National
Institutesof Health,and Nationallnstitute of Justiceshouldreceiveadequatefundingto study
the impactof gunviolenceon the public'shealthand safety.Aacessto datashouldnot be
restricted.(BoR14)

HEALTH CARE DELIVERY

Concierge and Other Direct Patient Contracting Practices

1.

The ACP supports physician and patient choice of practice and delivery models that are
accessible, ethical, and viable and that strengthen the pati@mysician relationship.

Physicians in all types practices must honor their professional obligation to provide
nondiscriminatory care, serve all classes of patients who are in need of medical care, and seek
specific opportunities to observe their professional obligation to care for the poor.

Policymalers should recognize and address pressures on physicians and patients that are
undermining traditional medical practices, contributing to physician kut) and fueling
physician interest in DPCPs.

Physicians in all types of practice arrangements mustdresparent with patients and offer
details of financial obligations, services available at the practice, and the typical fees charged for
services.

Physicians in practices that choose to downsize their patient panel for any reason should
consider the effet these changes have on the local community, including patients' access to
care from other sources in the community, and help patients who do not stay in the practice
find other physicians.

Physicians who are in or are considering a practice that chargetsiner fee should consider
the effect that such a fee would have on their patients and local community, particularly on
lower-income and other vulnerable patients, and ways to reduce barriers to care fordower
income patients that may result from thetainer fee.

Physicians participating, or considering participation, in practices that do not accept health
insurance should be aware of the potential that not accepting health insurance may create a
barrier to care for loweincome and other vulnerable giants. Accordingly, physicians in such
practices should consider ways to reduce barriers to care for lémgerme patients that may
result from not accepting insurance.

Physicians should consider the patie@ntered medical home as a practice model thas

been shown to improve physician and patient satisfaction with care, outcomes, and
accessibility; lower costs; and reduce health care disparities when supported by appropriate and
adequate payment by payers.
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9. The College calls for independent researctD&CPs that addresses the following:

a. the number of physicians currently in a DPCP, where DPCPs are located geographically,
projections of growth in such DPCPs, and the number of patients receiving care from
DPCPs;

b. factors that may undermine the patiegphysician relationship, contribute to
professional burnout, and make practices unsustainable and their effect on physicians
choosing to provide care through DPCPs;

c. the impact and structure of DPCP models that may affect their ability to provide access
to underserved populations;

d. the effect of DPCPs on the health care workforce;
e. patients' outof-pocket costs and overall health system costs;
f. patients' experience with the care provided, quality of care, and outcomes; and

g. g.the effect of physicians not particifag) in insurance and therefore not participating
in national quality programs, interoperability with other electronic health record
systems, and the associated effect on quality and outcorfizaR 15)

Principles on Retail Health Clinics

1.

Retail health clirds should serve as an episodic alternative to care from an established primary
care practice for relatively healthy patients without complex medical histories.

a. lIdeally, all patients should establish a longitudinal care relationship with a physician.
Physicians should discuss circumstances in which the use of a retail health clinic might be
appropriate.

b. All care settings should develop strategies to provide patients with improved access via
flexible scheduling and aftdrours business care.

Retail heah clinics should have a walefined and limited scope of clinical services that are
consistent with state scopef-practice laws and with the more limited physical space and
infrastructure that such a setting permits. These wikdfined and limited serees should be
clearly disclosed to the patient prior to or at the visit.

Retail clinics should use standardized medical protocols based on evillased practice
guidelines.

Retail health clinics should have a structured referral system to primary catiegseand
encourage patients they see to establish a longitudinal relationship with a primary care physician
if the patient does not have such an existing relationship. ACP believes that it is not appropriate
for retail clinics to refer patients directtp subspecialists without consultation by a primary care
clinician in order to ensure continuity of care.

ACP believes it is primarily the responsibility of the retail health clinic to promptly communicate
information about a retail health clinic visit topatient's primary care physician, including but not
limited to the administration of any vaccination, prescriptions, tests, or postcare instructions.
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a. Physicians are encouraged to engage patients in a discussion on how to appropriately
follow up with thephysician or patienrtentered medical home after a retail health clinic
visit.

b. Patients are encouraged to engage the retail health clinic about when and what
information will be sent to their primary care physician and discuss their retail health
clinic vsit with their physician.

6. ACP believes insufficient data exist concerning the provision of chronic disease management in
the retail health clinic setting and recommends against chronic and complex disease management
in these settings at this time. ACP reamends controlled research into the safety, efficacy, and
costeffectiveness of chronic disease management in the retail health clinic s6oR15)

Language Services

Physicians encounter patients with limited English proficiency (LEP) on a fairly frequent basis. Yet, medical
LIN: OGAO0Sa (eLAoOlrfte R2 y20 KIFI@S | F2NXIf LINROSaa
that do rely primarily on paper recordsThese patients have more difficulty understanding basic health
information and generally require additional time during office visits. The majority of practices
represented by internists that have LEP patients provide language services. And, theynodjtdrese
physicians agree that it is difficult to provide patient care to LEP patients when language services are not
available. However, language services are limited and are typically provided by a bilingual physician or
staff member. Neverthelesshe aggregatecosts are not insignificant and are mostly borne by the
physician practice. Few practices rely on external sources for language services or provide such services
during off hours.

Few physicians perceived a need for tools or training tsisagheir practices in providing language
services. A clearinghouse to provide translated documents and patient education materials would be
useful, but providing reimbursement for the added costs of clinical time and language services would be
the most dfective means of expanding the use of language services.

ACP recommends:

1. Language services should be available to improve the provision of health care services to patients
with Limited English Proficiency (LEP)
2. Medicare should directly reimburse cliins for the added expense of language services and the
additional time involved in providing clinical care for patients with.LEP
A national clearinghouse should be established to provide translated documents and patient education
materials Language Seices for Patients with Limited English ProficieBaiR 07)

Prohibit Institutions from Mandating IRHouse Testing

ACP seeks measures discouraging institutions from mandating enbuse preoperative testing where
responsible internists are able to assuthé function and provide the necessary documentation before
the procedure. (HoD 98eaffirmed BoR 08

HEALTH CARE SYSTEM REFORM

State Experimentation with Reforms to Expand Access to Health Care

Positionl. Statebased health plans should eithachieve universal coverage, or should at a minimum
result in measurable and substantial reductions in the number of uninsured within the next five years.
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Position2. Statebased health plans should ensure that all individuals participate in the covplage
by applying individual mandates, employer mandates, automatic enroliment in publicly funded plans, or
some combination of these approaches.

Position3. Statebased health plans should at a minimum provide coverage for a core package of
preventiveand primary care services and for catastrophic expenses.

Position4. States should ensure adequate and stable funding for their-bded health programs by
broadly sharing responsibility with the federal government, employers and individuals withstate.

Position5. Statebased health programs should include incentives to assure a better balance of primary
care physicians to specialists and an adequate supply of primary care physicians

Position6. Statebased health plans should giiredividuals the ability to obtain care from a qualified
patient centered medical home.

Position7. Statebased health plans should include reimbursement reforms to support the value of
patient-centered care managed by a primary or principal care physicia

Position8. Statebased health programs should include incentives for health information exchange and
LIKEaAOAlFIYyaQ |R2LIGAZ2Y 2F | St GK LyanemdchrédAzy ¢SOKy2

Position9. Statebased health programs should n@duce existing benefits for current Medicaid and S
CHIP recipients.

Position10. Statebased programs should not penalize patients for engaging in unhealthy lifestyles but
should include positive incentives for weking and prevention(BoR07)

TheAdvanced Medical Home: A Patiei@entered, Physiciatuided Model of Health Care

Positionl: ACP calls for a comprehensive public policy initiative that would fundamentally change the way
that primary care and principal care (whether provided by primarg ca specialty care physicians) are
delivered to patients by linking patients to a personal physician in a practice that qualifies as an advanced
medical home.

Position2: Fundamental changes should be made in third party financing, reimbursement, cadihg
coverage policies to support practices that qualify as advanced medical homes.

Position3: Fundamental changes should be made in workforce and training policies to assure an adequate
supply of physicians who are trained to deliver care consistetfit the advanced medical home model,
including internists and family physicians.

Position4: Further research on the advanced medical home model and a revised reimbursement system
to support practices structured according to this model should be conducted and should include
national pilot testing. (BoR6; reaffirmed BoR 17

Solutions to the Challenges Facing Primary Care Medidihwality of Practice Life: Develop, Study, and Support
New Primary Care Delivery Models
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1. Public and private payers should support expansion of gheentcentered medical home
models.

2. Public and priate payers should invest in other new practice mode&t support the ability of
primary care physicians to deliveomprehensive, preventive, and coordinated care to patients.
(BoR 09)

Achieving Affordable Health InsuraecCoverage for All Within Severears! t N2 L2 alf FTNRBY ! YSN&X Ol
Updated 2008

ACPbelieves that Congress should enact legislation to establish a framework of -Bysstgp plan to
make affordable coverage available to all Americans within seven years:

1. The federal government should provide dedicated funding to states that have requested federal
support for their efforts to redesign their health care delivery programs to achieve measurable
expansions of health insurance coverage, and to redesign healéhfinancing and delivery systems to
emphasize prevention, care coordination, quality and the use of health information technology through
the PatientCentered Medical Home.

2. States should have the option to expand Medicaid coverage to all resigeitds100% of the federal
poverty level, with the additional cost of such expansion to be paid for by a doHdwllar increase in

the federal matching program. States should also have the option to unify CHIP and Medicaid coverage
so that families areovered under a single program.

3. Advance, refundable and sliding scale tax credits should be made available to uninsured working
Americans with incomes up to 200% of the federal poverty level. The tax credit should provide a
premium subsidy equal to wh#e federal government now provides to its own employees.

4. Tax credit recipients should have the options of buying coverage through state purchasing group
arrangements modeled after the federal employees health benefits program, giving them the same
types and variety of health plan options how available only to federal employees, or from qualified non
group insurers. Plans that participate in the purchasing group would be required to agree to uniform
new federal rules on riskating and renewability @a condition of participating in the program.

5. Small employers should have new options for obtaining coverage, including having access to the
variety and types of health plans offered to federal employees.

6. Once coverage is affordable and availabional and/orstate-based health plans should ensure
that all individuals participate in the coverage plan, by applying individual mandates, employer
mandates, automatic enrollment in publicly funded plans, or some combination of these approaches.

7. An expert advisory commission should be created to recommend core set of benefits that
participating health plans will be encouraged to offer, as well as ways to expand coverage to those with
incomes above 200% of the federal poverty leyBbR 08)

Achieving A High Performance Health Care System with Universal Access

Recommendation 1a: Provide universal health insurance coverage to ensure that all people within the
United Statediave equitable access to appropriate health care without unreasonable financial barriers.
Health insurance coverage and benefits should be continuous and not dependent on place of residence
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or employment status. ACP further recommends that the federalsaat governments consider
adopting one or the other of the following pathways to achieving universal coverage:

f Singlepayer financing models, in which one governmental entity is the sole-giartg/ payer of
health care costs, can achieve universal agtedealth care without barriers based on ability to
pay.Single payesystems generally have the advantage of being more equitable, with lower
administrative costs than systems using private health insurance, lower per capita health care
expenditures, lgh levels of consumer/patient satisfaction, and high performance on measures
of quality and access. They may require a higher tax burden to support and maintain,
particularly as demographic changes reduce the number of younger workers paying into the
system. Such systems typically rely on global budgets and price negotiation to help restrain
health care expenditures, which may result in shortages of services and delays in obtaining
St SOGADBS LINPOSRdA2NBA yR fAYAQG A daRekidikeBdzE £ 4 Q TNB

{1 Pluralistic systems, which involve government entities as well as multipferédit and/or not
for-profit private organizations, can assure universal access while allowing individuals the
freedom to purchase private supplemental coveraga, are more likely to result in inequities
in coverage and higher administrative costs (Australia and New Zealand). Pluralistic financing
models must provide (1) a legal guarantee that all individuals have access to coverage and (2)
sufficient governmensubsidies and funded coverage for those who cannot afford to purchase
coverage through the private sector. (See ACP Proposal for Expanding Access to Health
Insurance as an example of how a pluralistic system can achieve universal coverage)

Recommendatiorib: Provide everyone access to affordable coverage, whether provided through a
singlepayer or pluralistic financing model, that includes coverage for a core package of benefits,
including preventive services, primary care services, including but nogdirtdtchronic illness
management, and protection from catastrophic health care expenses.

Recommendation 1dJntil there is political consensus for achieving universal coverage at a federal level,
Congress should encourage state innovation by providingcdestl federal funds to support state

based programs with an explicit goal of covering all uninsured persons within the state. (See ACP
Position Paper on State Experimentation with Reforms to Expand Access to Health Care)

Recommendation Zreate incentiveto encourage patients to be prudent purchasers and to

participate in their health care. Patients should have ready access to health information necessary for
informed decision making. Cesharing provisions should be designed to encourage patient cost
consciousness without deterring patients from receiving needed and appropriate services or
participating in their care.

Recommendation Ddevelop a national health care workforce policy that includes sufficient support to

educate and train asupply of healtiNR FSa a A2y £ & GKIF G YSSia GKS yIF A2\
GKAa 3F2FEX GKS yFriA2yQa 62N] F2NOS LRt AOe Ydad F20
principal care physicians trained to manage care for the whole patient. The federal govemmmust

intervene to avert the impending catastrophic shortage of primary care physicians. A key element of

workforce policy is setting specific targets for producing generalists and specialists and enacting policy

to achieve those targets.

Recommendatiod: Redirect federal health care policy toward supporting patieemtered health care
that builds upon the relationship between patients and their primary and principal care physicians and
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financially supports the patiententered medical home, a practisgstem that the evidence suggests
has the potential to improve health outcomes, achieve more efficient use of resources, and reduce
health care disparities.

Recommendation Provide financial incentives for physicians to achieve evidéased performance
standards. The U.S. should consider revising existing velased payment systems used by Medicare
and most private insurers to (a) better support physician/patient relationships by creating care
coordination payments and other incentives for physiciaasking with health care teams to provide
patient care management that includes comprehensive ongoing care and (b) maintaifioa-egvice
component for separateldentifiable visits and procedures, such as the bundled and hybrid payment
structure usedn Denmark and the Netherlands.

Recommendation @Reduce the costs of health care administration and the attendant burdens they
place on patients and their physicians, including creating uniform billing and credentialing systems
across all payers.

Recommaedation 7:Support with federal funds an interoperable health information technology (HIT)
infrastructure that assists physicians in delivering eviddmesed, patienccentered care.

Recommendation &ncourage public and private investments in all kindsedical research
including research on comparative effectiveness of different treatmemdsfoster continued innovation
and improvements in health care (BoR 07)

Insurance of Unemployed and HigRisk

ACP continues to support appropriate legislative amitvgte sector approaches to provide health
insurance coverage to patients who have difficulty obtaining such insurance because of unemployment
or heath status. (HoD 83; reaffirme@¥; reaffirmed BoR Q4eaffirmed BoR 15

Participation in Managed Care &grams

ACP reaffirms its support for legislation allowing patients access to their physician of choice and physician
due process for application to and retention within any health care plan. (HoPe8#irmed BoR 04
reaffirmed BoR 1p6

Point-of-ServicelLegislation

Legislation should be enacted which mandates a pofrdervice option for all those insured under health
insurance plans. (HoD 9%affirmed BoR Q4eaffirmed BoR 1b6

Support for the Health Care Infrastructure

National legislation fohealth system reform should include sufficient and continuing financial support
for innercity and rural hospitals, community health centers, clinics, special programs for special
populations, and other essential public health facilities that serve undeeskpopulations that otherwise

lack the financial means to pay for their health care. Such legislation should also include sufficient and
continuing federal funding for special programs, including the National Health Service Corps, to enhance
the recruitment and retention of physicians for practice in underserved areas. (ACP AMA92el A
reaffirmed BoR O4eaffirmed BoR 16

Prioritization of Health Care

ACP believes that society, policy makers and the health care professions will confront in the mesar fut

the need to set priorities for what services will be guaranteed to all citizens and those services to which

access may need to be limited. It is extremely important that broad participation of all affected sectors

of society be involved in the processestablishing such priorities. In addition, physicians must have a
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leading role in the creation of this process and a voice in determining the policies deriving from this
process because of their professional expertise and their role as patient advocafCP continues to
evaluate various methods for establishing priorities in the delivery of health care services. (HoD 93
reaffirmed BoR O4eaffirmed BoR 16

Self Inflicted lliness

ACP, through the AMA and other physician organizations, suppodswill develop health care reform
legislation that provides concrete and ndiscriminatory incentives to discourage self inflicted avoidable
illness and promotes health and cost effective behavior above and beyond preventive measures typically
prescribeal by physicians. (HoD 9@affirmed BoR Q4eaffirmed BoR 16

ERISA Preemption
ACP supports the enactment of legislation to amend ERISA:

a. torequire selfinsured plans to be subject to statmposed premium taxes which are used to fund
state risk poohrrangements;

b. to require selfinsured plans to meet state standards which restrict capricious and unfair changes
in benefit packages; and

c. to require selfinsured plans to be subject to state oversight, including penalties, for improper
claims processim (HoD 92reaffirmed BoR Q4eaffirmed BoR 1b

Insurance for Small Employefdanaged Care Programs

ACP supports legislation that provides federal funding for states to establish a program or network that
pools small employers to purchase private hedtthurance at more affordable rates. If small group
insurance market reforms are in effect at the time insurance pools are established, employers should not
be mandated to purchase insurance solely through these pools. Managed care organizations are an
acceptable and viable method of delivering medical care to Medicaid recipients. ACP supports the
development of consistent national standards for an effective quality assurance program for all managed
care programs. All managed care programs, includingetimegrams that provide care to Medicare
recipients, should be required to meet these nationally developed standards. States should be required
to provide sufficient physician oversight of managed care organizations, especially those programs that
providecare to Medicaid recipients. (HoD;32affirmed BoR 1)7

Negotiations for Physician Payments Under Comprehensive Health Care Reform

This policy is under review by the MSC.

Non-Exemption of Government Employees from Health Care Reforms

ACP urges that anyhange in our health care delivery system passed by Congress and signed by the
President include all federal civilian government employees, including Congress and the Administration,
and include all government facilities. (HoD) eaffirmed BoR Q4eaffirmed BoR 16

ProviderSpecific Taxes

ACP opposes any attempt to levy taxes on professional physician services, whether to fund specific health
care programs or as a general revenue fund enhancement. (Hoe&8rmed BoR Q4eaffirmed BoR

15)

Cost Comhinment Measures

ACP supports: legislation requiring insurance carriers to fully and uniformly disclose the portion of health
care premiums that is spent on administration, specifically with a breakdown of the percentage of
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premium dollars that is allocateto marketing, claims processing, other administrative expenses, profits,
reserves and payment for covered benefits; continued efforts to develop scientific data that assesses what
managed care techniquescluding prior authorization, preadmission rewie preferred provider
arrangements, utilization review, pigrocedure review and capitation planare effective in controlling

costs and maintaining quality; efforts to reduce health care costs associatedraitthand abuse(such

as strengthening the pmer of state disciplinary boards and providing immunity for physicians who report
colleagues who are suspected of violations); appropriate efforts to reduce health care costs associated
with incompetent and impaired physicians; efforts to develop and erege employers to purchase
benefit packages that include wellness care, including the development of scientifically valid evidence that
wellness programs are casffective and; the development of a Medicare PPS for hospital capital costs
that promotes eficiency in capital investments and maintains access to high quality hospital care for
Medicare beneficiaries. (HoD;9%®affirmed BoR Q4eaffirmed BoR 1H

Managed Care in Health Care Reform

ACP supports legislation to protect an individual's right toog® a normanaged care plan. Additionally,
ACP believes that all managed care plans must:

1. have a sufficient number of providers to assure that all appropriate services are available and
accessible to each enrollee with reasonable promptness, and inatedgiavailable when
medically necessary;

2. provide benefitsat in-network cost sharingor covered items and services not furnished by
participating providers if the services are medically necessary and immediately required because
of an unforeseen ilines injury or condition in order to adequately protect access to care and;

3. not have reimbursement mechanisms that penalize primary care physicians who have an
increased number of severely ill patients.

ACP supports legislation requiring all insuranceieesrwho make a managed care plan available to a
large employer in the community to also make the managed care plan available to small employers.

ACP supports the premption of state laws or regulations that:

1. prohibit a managed care plan from freely selecting the health care providers in a locale as the
participating providers; or

2. limit the ability of a managed care entity to negotiate, enter into contracts, establish alternative
rates or forms of payments foparticipating providers, or to require a provider reasonable
incentives that promote the use of participating providers. ACP opposes unfair penalties on
subscribers who elect to use eaf-plan physicians in certain circumstances.

ACP opposes any unfaienalty, such as a tax, if an employer fails to enroll in a managed care plan. Such
a tax penalty unduly restricts an individual's right to select a health care plan and could place an employer
in a position of limiting the types of health care planseoffl. (HoD 9lreaffirmed BoR Q4eaffirmed as
amended BoR 15

Payment Issues

ACP opposes legislative proposals that would pressure or require private payers to establish their payment
levels for physician services based on the fee schedules used by Medicare, Medicaid and other public
programs. ACP opposes legislative proposals wWaild pressure or require physicians to limit their

charges for private patients based on the fee schedules used by Medicare, Medicaid and other public

programs, or that otherwise would restrict their right to voluntarily enter into contracts with private
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individuals or payers to provide services at a mutually agreeable fee. (HoBe&flirmed BoR 04
reaffirmed as amended BoR)15

Reforming the Small Group Insurance

ACP reaffirms support for the enactment of legislation to require insurance companiesytcom
community rating and to prohibit medical underwriting. In the interim, to address the immediate needs
of the small group market, ACP supports the enactment of legislation to correct abusive rating practices
in the small group market, including trestablishment of rating and renewal standards. ACP supports
legislation requiring insurance carriers to disclose to small employers and to consumers insurance rating
and renewal practices. ACP supports legislation to require small group insurers to magatards
pertaining to rating practices, renewal underwriting practices including actuarial assumptions, and to
require insurers to file a report with the Insurance Commissioner to ensure that their actuarial practices
are consistent with rating and renestandards. ACP reaffirms support for legislation requiring states to
develop a reinsurance mechanism. States should be given sufficient flexibility to develop a reinsurance
mechanism that meets a state's individual needs. (HgDeHiffirmed BoR Q4eaffirmedBoR 1%

Containing Health Care Costs

(Policy from FILED HoD ReportAQP supports funding for outcomes research and the development of
practice guidelines, appropriate copayments and deductibles, medical liability reform, the elimination of
administrative inefficiencies and physician and patient hassles for payment of claims in the public and
private insurance markets and the implementation of physician payment reform.

ACP believes that selective contracting for certain fuigét, noremergencyprocedures may be an
appropriate means of containing costs provided certain protections are built in, including:

1. Travel costs for the patient, as well as family members when appropriate, and distance from the
contracted site should not impede accessstrvices. All travel costs should be reimbursed by
the payer.

2. Consumers should be able to select a health care plan that does not require them to obtain certain
services at contracted sites. This plan may require a higher premium or highef-potke
expenses than the plan which requires certain procedures to be obtained at designated facilities.

3. Contracts should not automatically be awarded to the lowest bidder. The payer should consider
quality of care in terms of mortality rates, lengths of ystamorbidity, willingness to follow
accepted practice guidelines, the existence of adequate-asdéssment and peer review
programs, and critical volume of procedures in addition to costs.

4. Patients should not be restricted from, or penalized for opting af the contracted site in cases
requiring immediate medical attention.

ACP supports appropriate efforts to analyze the costs and benefits of medical technology but opposes the
use of technology assessment explicitly to limit the development and diffusfioew technology.

ACP supports varying copayments by type of service, with reasonable copayments on primary care
services, diagnostic and surgical services based on the ability to pay.

ACP supports further study of ways of reimbursing physicians basegiality of services provided as
opposed to quantity of services performed. (HoDre@ffirmed as amended BoR)13

How Can Our Nation Conserve and Distribute Health Care Resources Effectively and Efficiently?
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1. Sufficient resources should be devoted tovediping needed data on clinical and cost
effectiveness of medical interventions for comparative, evidelbased evaluations that should
serve as the basis for allocation decisions about the utilization of health care resources.

2. There should be a transpamt and publicly acceptable process for making health resource
allocation decisions with a focus on medical efficacy, clinical effectiveness, and need, with
consideration of cost based on the best available medical evidence.

3. The public, patients,physicians, insurers, payers, and other stakeholders should have
opportunitiesto provide input to health resource allocation decisimraking at the policy level.

4. Multiple criteria should be considered in determining priorities for health care resouraesrs
that might be considered for high priority, in addition to clinical effectiveness and costs, should

include:
a. Patient need, preferences, and values
b. Potential benefit
c. Safety
d. Societal priorities that include fiscal responsibility and equitable access
e. Quality of life gained, consistent and compliant with the Americans with Disabilities Act
f. Public health benefit
g. Impact on families and caregivers
h. A balance between cost and clinical effectiveness to minimize adverse economic

consequences

i. on current and futire generations.

5. Allocation decisions should be in accord with societal values and reflect moral, ethical, cultural,
and professional standards.

6. Allocation decisions should not discriminate against a class or category of patients and should be
developed ad applied in conformance with established rules without prejudice or favoritism.

7. The allocation process should be flexible enough to address variations in regional and population
based needs that are identified in a scientific way and to accommodate $p&ciamstances.

8. Decisions on allocation of health care resources will have more public support if they incorporate
an essential role for individuals to make their own informed decisions and to share in decision
making responsibility, rather than havisgch decisions imposed on them. Accordingly:

a. Patients and physicians should be provided with objective and understandable
informationabout the benefits and costs of different treatments to enable them to make
informed choices, itonsultation with their pysicians (shared decisignaking), on the
best treatment options.

b. To encourage patients to use health care resources wisely, public and private health
insurers could vary patient casharing levels so that services with greater value, based
on a review bthe evidence, have lower cesharing levels than those with less value.

c. Although everyone should be guaranteed access to affordable, essential and evidence
based benefits, persons should be able to obtain and purchase additional health care
services andcoverage at their own expense. Physicians and other health care
professionals should not be obligated to provide services that are unnecessary,
inappropriate, harmful, and/or unproven even if the patient requests to pay for such
services oubf-pocket.

9. Medical liability reforms are needed to decrease the practice of defensive medicine.
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10. The resource allocation process and priority setting should be periodically reviewed to reflect
evolving medical and societal values, changes in evidence, and assesstiostashjfting or other
unwanted effects(BoR 10)

Improving Health Care Efficacy and Efficiency Through Increased Transparency

1. ACP supports transparency of reliable and valid price informagigpected outof-pocket costs, and
guality data that allowsonsuners, physicians, payers, and other stakeholders to compare and assess
YSRAOIf &ASNWAOSa IyR LINRRdzOGa Ay + YSFyAy3IFdzd ¢
never be used as the sole criterion for choosing a physician, other health cdesgional, or health
OF N5 aSNBAOSdE

2. Health plans and health care facilities should clearly communicaectmsumer whether a
provider or clinician is imetwork or outof-network and the estimated oubf-pocket payment
responsibilities of the consumer.

3. ACP recommends that payers, plans, and other health care aajams develop patientargeted
health care value decisiemaking tools that are written for patients at all levels of health literacy that
make price, estimated otf-pocket cost, and quay data avaible to consumers. This information
should be communicated in an eayunderstand way. Tools should aggregate price, cost, and
guality information on health care services and treatments, including prescription drugs. Health care
comparisortools should include the following components:

a. Total estimated price of the medical service or treatment botimétwork and outof-
network;

b. ! LISNE2Y £ AT SR SadA Yl (Sof pogket GoktSor thdl nledicly G Qa L
service both imetwork andout-of-network;

c. All services provided within the estimate;

Availability to search or compare by CPT code;

e. Assistance to consumers in identifying potentially unnecessary or avoidable procedures
or medical services;

f. Quality or outcomes data for the medicakrsice or treatment alongside price
information;

g. Data updated in a timely manner.

4. ACP supports legislative action at the state level to require private and public health plans to submit
data in a standardized manner to an all payer claims database (APCD).

5. APCDs should be set up for future expansion to other relevant aswfdnformation, such as
sources of vital statistics, data contained in regional health information exchanges, or data compiled
in quality clinical data repositories (QCDRS).

6. ACPsuppilia f SaAxatldAazy 4G GKS adlrdS tS@St (2 LINBKA

arrangements that interfere in the transpamcy of relevant health care data.

ACP supports federal grants or similar incentives to states for the development of APCDs.

8. ACP supports efforts to provide greater protections for patients from unexpecteafentwork
health care costs, particularly for costs incurred during an emergency situation or medical situation
in which additional services are provided by -ofinetwork clinicians witg dziT G KS LI GA Sy i C
knowledge. While the College reaffirms the right of physicians to establish their own fees and to
choose whether to participate as an-metwork provider, ACP supports establishing processes to
reduce the risk foé & dzNLINA & S-df-névioik sedviceE Brhiéhdzpatient was unable to obtain
estimates for serices prior to receipt of care or was not given the option to select ametwork
clinician. Health plans also have an affirmative obligation to pialy fand appropriately for services

o

N

78

AP Policy Compendium, Summer 20Wddate



provided in and outof-network, and regulators should ensure network adequacy in all fields,
including emergency care.

9. Efforts to reduce the negative impact of surprise billing should be at the state and federal levels
Legislation aiming to limit surprise billing should, at a minimum, include one or more of the
following components:

a. Support for increased pricing and eof-pocket cost transparency;
b. Dispute resolution process;
c. Assessment of economic impact patients, providers, and payers. (BoR 17)

HEALTH FRAUD, ABUSE, AND-SEEERRAL

Understanding the Fraud and Abuse Laws: Guidance for Internists

Fraud and abuse laws and their enforcement are an onerous burden on practicing internists. These laws
have creted an atmosphere in which physicians feel that almost all of their behavior is suspect. In
particular, many physicians believe that inadvertent billing and coding errors made in the context of a
complex system are being treated as fraud. The College geeKk3reduce unnecessary burdens for
physicians who do not engage in illegal activities and 2) prevent and punish fraud. (Understanding the
Fraud and Abuse Laws: Guidance for Internists, ACRe&8rmed BoR 10

Safe Harbors and the Stark Ban

ACP stronly supports the activities of the AMA's Council on Ethical and Judicial Affairs to undertake a
proactive approach to educating physicians of their ethical responsibilities regarding thefeelél issue

and to aggressively investigate reports of abusean-compliance with the Council's opinion. ACP urges
state and federal policy makers to closely evaluate the effects of the ban omefaifal to clinical
laboratories on access to such services; and the effects of the Safe Harbor Regulations og iethligit

or explicitinducements to refer, before placing additional restrictions on physician referrals to health care
entities with which physicians have a financial relationship. ACP shall continue to monitor legislative and
regulatory initiatives tht would further restrict physician referrals to health care entities with which
physicians have a financial relationship and develop sound policy as needed. ACP shall establish priorities
on protecting those health care services that are critical tophectice of internal medicine. (HoD;91
reaffirmed BoR O¢

Referrals to Facilities in Which Physicians Have a Financial Interest

ACP believes that potential conflicts of interest are an inherent and inevitable part of medical practice.
Physicians must at all times make decisions on referrals and other matters based on what offers the best
possible care to their patients.

Althoughthe vast majority of physicians meet this responsibility appropriately, ACP abhors and condemns
any physician who engages in activities for financial gain that do not result in the best possible care for
their patients.

ACP strongly endorses the opiniditlee AMA Council on Ethical and Judicial Affairs on physician referrals
to entities in which they have a financial interest.

ACP supports appropriate legislation or regulation to prevent and when necessary, prosecute and impose
sanctions on behavior thais contrary to the principles established in the judicial council opinion.
Specifically, ACP believes that new legislation should:

1. Clearly specify instances that are unethical and illegal, including: any financial arrangement that
links income generatio explicitly or implicitly to the volume or revenues generated by the
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investorphysicians; referrals if there is no valid medical need for the referral; any arrangement
that involves an explicit or implicit inducement or encouragement of physicians by the
management of the entity to increase the volume of referrals to the facility; and referrals to any
entity (except those specifically exempted by law) unless disclosure has been made to patients of
the physician's financial interest in the facility and the extent practicable, a list of alternative
facilities from which the goods or services can be obtained.

2. Specify certain arrangements that should be exempt from regulation undekehktback statutes,
including: such services as those provided by joigsss (or physicians in the same group)
principally to their own patients (e.g.-office laboratories and-ray facilities); other professional
and incidental services provided by physicians and their employees in the same group practice as
the referring physician; ownership limited to publicly traded investment securities; sole rural
providers; and physicians who are part owners of hospitals, ambulatory surgical centers and renal
dialysis facilities.

3. Describe certain criteria that must be met for argeaments that are not specifically prohibited or
exempted (see above) to be considered lawful under-kiakback statutes, including: investment
interests in entities, such as limited partnerships, where a bona fide opportunity to invest is made
on an equabasis to people not in a position to make referrals, where disclosure has been made
to a referred patient, and where payments are not related to referrals; and managing partnership
interests where there is disclosure to a referred patient and where paysnare not related to
referrals. (HoD 88eaffirmed BoR O4eaffirmedBoR 1%

The InOffice Ancillary Services Exception

ACP supports the continuation of the-@ffice Ancillary Services (IOAS) exception under the Stark Self

Referral laws with approjate safeguards to address concerns over physician ownership interests

potentially contributing to unnecessary utilization. ACP recognizes that this exception enables physicians

to provide convenient, onsite access to designated healthcare services @iHS)y patients and better

ensures patient adherence to recommended treatments. The exception also provides a structure that

allows for increased quality oversight by the ordering physician, better@aoedination, and the

potential for the provision ofower cost care compared to alternative settings (e.g. hospitals}siten

availability of laboratory, diagnostic and other services is consistent with the principles underlying

Patient/ SYGSNBR aSRAOIf 1 2YSas gKAOK (OIAfat &F ZFNIORAS yAKIl VG
registries, information technology, health information exchange, and other means to assure that

LI GASyGa 3Si GKS AYyRAOFIGSR OFNB 6KSYy YR 6KSNB (K

The College also is aware of substantial correlational data iasisgcphysician ownership interests in
referred to DHS facilities with higher, unnecessary utilization, although this does not necessarily mean
that overutilization occurs in all or most physiciawned DHS facilities. The large number of studies
reflecting this association provides adequate support for the College to update policy to support efforts
to minimize the likelihood of ownership interests contributing to inappropriate and /or unnecessary
referrals. Inappropriate or unnecessary utilization halsmdeen associated with diagnostic facilities
owned by hospitalsO2 Y G NA o dzi Ay 3 G2 6KIFG az2yS KIFI @S OFtftSR |
trying to gain a competitive advantage by offering ever more advanced imaging sefviees.

preeminent pubic policy goal should be to make services as accessible and convenient to patients as
possible, while having safeguards to ensure appropriateness of the services offegatdless of the
setting or ownership arrangement.

)
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Therefore, ACP supports effolty the Secretary to engage in the following specific and related
processes to minimize the likelihood of ownership intereststicbuting to inappropriate antbr
unnecessary referrals:

1. monitor utilization of high cost/high frequency diagnostic tests panacedures in practices
where physicians own their own facilities,

2. provide timely educational feedback to such practices regarding utilization of defined high
cost/high frequency diagnostic tests or procedures compared to practices that do not have an
ownership interest in such facilities.

3. Develop procedures with input from all relevant stakeholders and through use of the Notice of
Proposed Rulemaking (NPRM) process to address those practices that remain outliers after
receiving educational feedback fosaitable amount of time. Such procedures may include use
of appropriate use criteria, prior authorization requirements or similar processes. Any
procedures used should include an appeal and exception process for those practices who
believe their specificgtient population or other circumstances supports their continued outlier
pattern of use.

In all efforts by the Secretary to minimize the likelihood of ownership interests contributing to
inappropriate and /or unnecessary referrals, the administrativeden on practices should be taken

into consideration. In addition, efforts should be made to ensure that any administrative burden placed
on practices does not interfere with delivering high quality, efficient patient care.

In addition, the College supps further development by national medical societies of appropriate use

criteria to help ensure that diagnostic testing and other procedures are necessary and appropriate for an
AYRAGARIZ £ LI GASyidQa Of AyAaAOr t GtlyeRphasis @ryhs efty RS NJ |- £
should be placed on high cost elective services. Physicians should be encouraged by their professional
associations to consult such appropriate use criteria when available.

The College further reaffirms its support for artsition from the current system that pays physicians
mostly based on how many procedures or visits performed (traditionalHee&ervice),to models that

align payments with the value of the care provided (e.g. shared savings programs, bundled payments,
patient-centered medical home, capitation). These models may remove the incentive for overutilization
by placing the practice at financial risk for the services offered (although urtidieation may be a

concern in such arrangements). Practices providargices within such atsk payment models should

be excluded from the monitoring procedures described above. (Approved by BOR, November, 2014)

HEALTH INFORMATION TECHNOLOGY

Electronic Health Information Exchange
1. The American College of Physicianpports the concept of safe and secure electronic HIE and

advocates that clinical enterprises/entities/physicians wishing to share health information, should
develop principles, procedures, and polices appropriate for electronic HIE.

2. In addition, cliital enterprises/entities/physicians should develop clear guidelines regarding the
handling of shared information, as well as the potential legal, financial and workflow implications that
may result from participating in such efforts.
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The College anticipes that more of its members will participate in this activity and proposes the following
statements to guide HIE efforts.

Technical:

A key component for health information sharing is the need to obtain consensus on the appropriate
technical specifications to facilitate data exchange. Clinical entities should recognize the activities of the
Health Information Technology Standards PakkTEP) and the American Health Information Community
(AHIC) when considering the technical specifications for health information exchange. Specifically:

9 Clinical entitiefphysicians should adopt the appropriate health information technoldgyT)
standara to facilitate the transmission, receipt, and utilization of data.

9 Clinical entities / physicians should use standardized terminology (controlled vocabulary, value sets)
and coding standards e.g., LOINC, SNOMED, to facilitate the transmission, reckipiljzation of
data.

1 Mechanisms should be in place to ensure the integrity of data during their transmission, so that
data sent from one clinical entity / physician to the next is not changed en route.

9 Clinical entities should develop the necessary astiructure to support both clinical and
administrative functions to improve quality and lower the costs of health care delivery.

Legal:

The electronic exchange and sharing of data should conform to appropriate Federal, state, and local
legislation.Furthermore, entities engaging in HIE should have in place the necessary legal infrastructure
that will guide their exchange of information. Specifically clinical entities/ physicians should:

9 Advocate for the adoption of uniform Federal legislation. Uthiié are present, clinical entities /
physicians should adhere to state regulations and licensing requirements when sending health
information electronically across state lines.

9 Determine their responsibilities and limitations under the physician-Beféral, Anti kickback,
and Antitrust laws.

9 Determine whether there are any additional duties / liabilities that physicians and/or clinical entities
engaging in HIE may incur by exchanging clinical information, and/or participating in HIE initiatives.

91 Devebp clear policies (and if necessary contracts) that specify ownership and control of data, and
how to manage the dataharing relationship. Further policies should document a process for
providing appropriate access to clinical data when entities choogertninate their datasharing
relationships.

Practice Redesign:

The ability to exchange health information has the potential to enhance coordination of care as envisioned
in the patientcentered medical home model of care and of quality care measurempatifgally:

1 Clinical entities / physicians that wish to exchange and share information skaattlirage the
development of the essential infrastructure necessary to facilitate information management and
information sharing with other stakeholders in hdattare, where one element of the infrastructure
is the electronic health record (EHR).
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9 Clinical entities should develop clear policies that relate to the aggregation of data and their use
and release for purposes other than direct care of the patient @grformance aggregation and
reporting, research. Further, the collection and aggregation of relevant clinical data should be based
on accepted clinical information standards and should leverage existing investments in, and use of
HIT.

9 Clinical entities providers should have in place the necessary infrastructure to provide consumers
with the necessary information to make more fully informed choices in their own health care.

1 Attempts should be made to ensure HIE ensures the availability of clinical mtformat the point
of care for all providers and patients.

Security & Privacy:

To facilitate HIE, administrative, technical, and physical safeguards must be in place to ensure the security,
confidentiality, integrity, and availability of information, costgint with the provisions of the Health
Information Portability and Accountability Act of 1996 (HIPAA) and any applicable state laws. Specifically:

9 To facilitate HIE, particular attention should be paid to the following areas of security:

1. Useridentification and authentication
User authorization
Rolebased access control
Transmission security
Transmission of the minimum information necessary
Audit trail and information system activity review
7. Data encryption
9 Clinical entities / physicians thatate information electronically should publish:

ook wnN

1. Their management plan for security incidents including reporting, sanctionditeyadion.
2. Their policies and procedures for sharing patient data and ensuring privacy.
3. Adhere to all relevant federal, statigcal legislation and community best practices, and,
where necessary, work with the appropriate legislative bodies to effect necessary changes.
1 In keeping with HIPAA, patients should know what information exists about them, its purpose, who
can access angse it, and where it resides. (BoR-0E)

EHealth
General Recommendations:

1. ACP supports-tlealth activities that enhance patiephysician collaborations. Potential benefits
from e-Health include:

a. Increasing patient access to high qualigalthcare through established relationships with a
physician and his or her clinical team by making healthcare guidance and specific preventive,
acute and chronic care available without requiring a faséace visit;

b. Improving patienphysician ommunication by broadening communication beyond office visits
and telephone care to include other effective and convenient strategies using technology;

c. Improving patient satisfaction by enhancing access to high quality healthcare with his/her
physcians and healthcare team;
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2.

d. Improving efficiency of healthcare for patients, physicians and employers through more
appropriate use of resources and lowering the cost for payers;

e. Facilitating patient participation in healthcare decisimaking and seHmanagement.

f. Enabling virtual teams to contribute to enhanced patieate processes.

ACP recommends that the prioritization of amealth activities should consider the following:

a. Evidencethatthe4¢ S| f K | OGAGAGe O2yGNRO6dziSa (2 GKS STF
STFTAOASYOe O0GR2AYy3A (GKAYy3Ia NRAIKGEOD 2F LKeEeaAOAly
b. The readiness of healthcare safgstems, e.g., hospitals and home health, to participatiose
work flows;
c. The availability of the current infrastructure, e.g., the sophistication and usability of applications
for patients and physicians, and the availability of reliable {sipéed connectivity to support
wide-spread adoption oftie eHealth activity;
d. The existing and varied sets of federal and local laws and regulations that govern medical
licensure and practice, and patient privacy and confidentiality with a focus on theal@ation
and harmonization of current HIPAAgdations and local privacy regulations.

3. ACP recommends thatldealth activities address the needs of all patients without disenfranchising

financially disadvantaged populations or those with Jiteracy or low computer literacy.
Specifically, ¢1ealth ativities need to consider the:

a. Literacy level of all materials (including written, printed, and spoken words) provided to patients
and/or families;

b. Affordability and availability of computer hardware and Internet access

c. Ease ofise which includes accessible interface design and language.

ACP supports the prioritization oftéealth activities through the American Health Information

Community (AHIC) and its -gwoing support of the development of standards that address

interoperablity, functionality, security, data aggregation, privacy, content, and legal liability by

multi-stakeholder groups such as the Healthcare Information Technology Standards Panel, the

Certification Commission for Health Information Technology and the Hedtihmation Security

ACP recommends the reform of payment policy to appropriately compensate physicians for their
investment in and ongoing use ofHealth services which can positively affect access, care
coordination, patient satisfaction, value, antbpess and clinical outcomes.

Telemedicine and-¥/isits

1.

2.

ACP supports the expanded use of telemedicine for those patients with an established physician
relationship, to achieve fully integrated, locatiimdependent care processes supported by care
teamsthat are not necessarily all present at a single location at the time of a patient encounter.

ACP recommends the commitment of federal funds to promote research regarding the safety,
effectiveness, and costs of telemedicine strategies, such as thosently sponsored by AHRQ.
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3. ACP recommends the use of secure Web messaging infrastructure rather than standard email to
ensure the highest levels of privacy and confidentiality that are currently available for electronic
communications between physiciaaad their patients.

4. ACP recommends that physicians who use Wssaging adopt guidelines as recommended by the
American Medical Informatics Association; these guidelines provide a strategic process fer email
based communications that assures privacy aodfidentiality for patients and appropriate use of
LK@ AAOALFYyAaQ GAYSO®

5. ACP supports reimbursement for appropriately structured online communications, whether
synchronous or asynchronous and whether solely-teaged, or supplemented with voice, video,
andor device feeds, as this form of communication may be a clinically appropriate comparable
service alternative to a faem-face encounter.

Patient Use of Online Healthcare Information
1. ACP supports the development of a national process to certify for trustworthiness of content for
websites that offer consumer health information.

2. ACP encourages physicians to assist their patients who use the Internet for health information to
identify reputable sources.

3. ACP recommends that public and private payers consider reimbursement for the time and effort
required to review and manage the increasing frequency and volume of patientded health
information generated through Internet queries.

Patient Use of Patient Portals/PHRs and Access to Provider EHRs

1. ACP believes that patient portals or PHR applications provide the greatest benefit to patients when
usedcollaboratively with physicians.

2. ACP believes that there may be value in physician review and analysis of summarized information in

AAAAA

LI GASYGQa -Sianging BHR) SdkthaadlerfeNiBgesponsibility may be one of
periodic review, analysis, and a resulting set of actions byptiysician.

3. ACP believes that payers should compensate physicians for the additional work of accepting,
reviewing and validating data from a PHR, as well as the additional work of responding to this
information, which may include deleting, modifyiray,adding medications or other treatment&
Health and Its Impact on Medical Practice, BoR 08)

Recommendations to Guide the Use of Telemedicine

1. ACP supports the expanded role of telemedicine as a method of health care delivery that may
enhance patientphysician collaborations, improve health outcomes, increase access to care
and members of a patient's health care team, and reduce medical costs when used as a
component of a patient's longitudinal care.
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a. ACP believes that telemedicine can be most efficiewt lpeneficial between a patient
and physician with an established, ongoing relationship.

b. ACP believes that telemedicine is a reasonable alternative for patients who lack regular
access to relevant medical expertise in their geographic area.

c. ACP believes #t episodic, directo-patient telemedicine services should be used only
as an intermittent alternative to a patient's primary care physician when necessary to
meet the patient's immediate acute care needs.

ACP believes that a valid patiephysician reldbnship must be established for a professionally
responsible telemedicine service to take place. A telemedicine encounter itself can establish a
patient¢physician relationship through retime audiovisual technology. A physician using
telemedicine who hago direct previous contact or existing relationship with a patient must do
the following:

a. Take appropriate steps to establish a relationship based on the standard of care
required for an iRperson visit, or

b. Consult with another physician who does havelationship with the patient and
oversees his or her care.

ACP recommends that telehealth activities address the needs of all patients without
disenfranchising financially disadvantaged populations or those with low literacy or low
technologic literacy. Iparticular, telehealth activities need to consider the following:

a. The literacy level of all materials (including written, printed, and spoken words)
provided to patients or families.

b. Affordability and availability of hardware and Internet access.
c. Ease ofise, which includes accessible interface design and language.

ACP supports the ongoing commitment of federal funds to support the broadband
infrastructure needed to support telehealth activities.

ACP believes that physicians should use their professiodgijent about whether the use of
telemedicine is appropriate for a patient. Physicians should not compromise their ethical
obligation to deliver clinically appropriate care for the sake of new technology adoption.

a. If aninperson physical examination ortar direct faceto-face encounter is essential
to privacy or maintaining the continuity of care between the patient's physician or
medical home, telemedicine may not be appropriate.

ACP recommends that physicians ensure that their use of telemedicineuisesand compliant
with federal and state security and privacy regulations.

ACP recommends that telemedicine be held to the same standards of practice as if the physician
were seeing the patient in person.

a. ACP believes that there is a need to devadwjmlencebased guidelines and clinical
guidance for physicians and other clinicians on appropriate use of telemedicine to
improve patient outcomes.
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8. ACP recommends that physicians who use telemedicine should be proactive in protecting
themselves against liglities and ensure that their medical liability coverage includes provision
of telemedicine services.

9. ACP supports the ongoing commitment of federal funds to establish an evidence base on the
safety, efficacy, and cost of telemedicine technologies.

10. ACP spports a streamlined process to obtaining several medical licenses that would facilitate
the ability of physicians and other clinicians to provide telemedicine services across state lines
while allowing states to retain individual licensing and regulagarthority.

11,1 / t &AdzLJLI2NIia GKS lToAfAde 2F K2aLAGEFEEA FyYyR ONARI
accordance with the 2011 Centers for Medicare & Medicaid Services final rule allowing a
hospital receiving telemedicine services (distant site) tg o#l information from hospitals
facilitating telemedicine services (originating site) in providing medical credentialing and
privileging to medical professionals providing those services.

12. ACP supports lifting geographic site restrictions that limit reimborent of telemedicine and
telehealth services by Medicare to those that originate outside of metropolitan statistical areas
or for patients who live in or receive service in health professional shortage areas.

13. ACP supports reimbursement for appropriatstyuctured telemedicine communications,
whether synchronous or asynchronous and whether solelytasied or supplemented with
voice, video, or device feeds in public and private health plans, because this form of
communication may be a clinically apprayig service similar to a fage-face encounter. (BoR
15)

Controlling HealthCare Costs: Enhance Use of Health Information Technology

1. Payment policies should create incentives for physicians and other health professionals and
providers to use health information technologies that have the functions and capabilities
needed to improve clinical decisianaking at the point of care, includifignctions designed to
support care consistent with evidendmsed guidelines, care coordination, and preventivd
patient-centered care.

2. Technical support, training, and funding should be provided to help primary care practices,
especially smaller @as, acquire health information technologies that have the functions needed
to become PatientCentered Medical Homes (PCMHS).

HEALTH INSURANCE

Availability of Insurance Coverage Information to Patients

The American College of Physicians has as policy that health insurance providers and third party
administrators must be muired to maintain a 24our-a-day telephone line or other confidential
electronic means of communication to provide information about specific coverage and benefits available
to any patient presenting for medical care. (BoRr@&ffirmed BoR 10

ConsumerDirected Health Care and Health Savings Accounts (HSAS)

Recommendation #1 ACP believes that HSAs alone will not achieve the goal of universal health care
access nor are they likely to have a dramatic impact on either costs or access to health catenahdd

and comprehensive reforms will still be needed. HSAs should be considered as one alternative within an
array of reforms intended to increase access to health care services, improve quality, and reduce costs.
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Recommendation #2ACP supports increiag the portability of health insurance, including approaches

that combine new options for employees to obtain health insurance coverage that is not tied to their
place of employment. However, proposals to expand coverage should not erode coverage already
available in the workplace. Therefore, ACP supports making HSAs and other cedseotied plans

more available and attractive to small employers if such reforms are linked to other measures to
encourage employers to maintain or expand coverage, inctudffering more traditional lovdeductible
insurance products along with HSAs. HSAs should not create new gaps in coverage by encouraging
employers to terminate existing employee health benefits.

Recommendation #3Because HSAs must be linked to kigluctible health insurance plans, protective
measures should be put in place to ensure that low income patients are not forced to cut back on needed
care or suffer severe financial and/or medical hardships. Safe harbor provisions fwodbpreventie

and primary care services in Hif#ked high deductible plans should be expanded, as should safe harbors
for prescription drugs. At the same time, safety net programs foritmome patients should be
preserved and expanded, since enroliment in Medic&CHIP and other public programs would provide

the greatest level of protection for those with incomes below the poverty level without the risks
associated with relying on HSAs .

Recommendation #4The federal government and other groups should continue to monitor the use of
HSAs and other consumdirected health plans on access to health insurance for people with existing
health problems and people with low and moderate incomes. The effectank have on the ability of
vulnerable populations to obtain health insurance and access to health care services should also be
monitored to ensure that such groups are not indirectly harmed. Further demonstrations should be
required to test the adequacygf adjustments made to the original MSA law. Elements to be especially
monitored include: the problem of adverse selection; access to basic, preventive services; affordability of
premiums; consumer and employer awareness and understanding of these saypitigns; and potential

for consumers to save for future health care expenses.

Recommendation #5ACP supports changes to increase health insurance, including, but not limited to,
making HSAs more available. The College calls on Congress to cangrpkote ways to enhance health
insurance portability, including approaches that combine new options for employees to obtain health
insurance coverage that is not tied to their place of employment. Such new options should be carefully
designed to expandral improve upon existing employdased coverage, not to erode coverage that is
already available through the workplace.

Recommendation #6 Becausehe tax advantages of HSAs provide greater financial incentives for those
who already can best afford to pthase individual health insurance and fewer financial benefits to lower
income consumers ACP recommends that greater use of HSAs be combined with advance refundable tax
credits for lowefrincome uninsured Americans and expansion of existing public sadétyrograms for

the poor.

Recommendation #7HSAs should not create a further strain on state budgets. Studies should be
commissioned to study the effect of takeltered HSAs on federal and state revenues.

Recommendation #8Enrolliment in an HSA shblR vy 204 f AYA G | LISNER2YyQa | 6A
prescription drugs. ACP should urge Congress to take action to further exempt prescription drugs from
the high deductible requirements of HSAs. Establishing an HSA should not confine an accouno holder
limited, specific prescription drug benefits. Similarly, access to a prescription drug benefit program that
is subject to a separate lower deductible than other benefits should not preclude an individual from being
eligible for an HSA. This is partarly important for those most in need of prescription drug benefits,
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such as older individuals and those with chronic conditions.

Recommendation #9 HSAs should provide patients with incentives to select moreefbsttive and
higherquality options. Employers and health insurers should provide fitsliar coverage for preventive
care to encourage healthy choices and to deter people from forgoing medical care to build savings.

Recommendation #10Since HSAs put consumers in control of the limits@weces that are available for
their health care, it is essential that consumers be provided with the understandable information
necessary for such decisiomaking:

Employers, health insurers and regulators should make #hatvalid and reliable infonation and
appropriate decisiorsupport tools are made available to facilitate informed consumer decision
making and ensure consumer protections in the marketplace;

Both public policy and private sector responses are needed to guide the developmeandéstized
measurement, data collection, and dissemination, as well as decision support tools to assist diverse
consumers to navigate an increasingly conswm@ented health care system;

Information and decisiosupport tools must be accurate, accessilded understandable for
consumers to use. This can include simply reducing the amount of information presented.

Recommendation #11Consumeidirected health care proposals will require changes in the current
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health care choices, economic tradeoffs, and risks involved in each decision.

Recommendation #12 HSAs should be aligned with a payment system that includes incentives that

reward physicians who meet or exceed performance standaffise College supports demonstration
projects to evaluate the use of incentiyéscluding finandil incentives. (BoR QdeaffirmedBoR 1%

Insurance Reform in a Voluntary System: Implications for the Sick, the Well, and Universal Health Care

In the absence of universal coverage, carefully designed insurance reforms can make health insurance in
the individual and smalfjroup markets more affordable for those who need it ntostte sick and more
secure for all subscribers. The ACP calls for specific strong reforms at both the state and federal levels.

ACP reaffirms its commitment to universal health cepgerage. To that end, the College recommends

reforms of the private insurance market that 1) harness the benefits of economic principles, including
competition based on price and quality but not risk selection and 2) spread risk, financing, and access
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independent goals but as stepping stones along the path towards universal coverage.

The College supports guarantessue requirements on all insurers in all maske

The College supports guaranteed renewal requirements on all insurers in all markets.

The College supports limits on preexisting condition clauses and exclusion waivers in both the individual
and smaklgroup markets and for those persons moving betwédwse markets. Exclusion of coverage for

a maximum of 1 year for conditions existing as long as 6 months before coverage would serve as a
reasonable disincentive to remaining uninsured. As a protection against retrospective underwriting, an
exclusion shoul not be enforceable for a condition unless the condition was actually treated during the
applicable period before coverage.

Preexisting condition clauses and exclusion waivers should be prohibited altogether for previously insured
persons.
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The College gports requirements for standardized benefit plans, including one comprehensive plan.
Insurers should make all of the plans they sell available in all markets, including voluntary purchasing
pools.

The College recommends limiting premium variation to tleofving factors: geography, family
composition, plan design, age, and group size, which should be phased out over time. Variation in age
ratings should follow theéSmall Employer Health Insurance Availability Model dasteloped by the
National Associationf Insurance Commissioners.

The College supports a federal minimum standard for both Market and rating reforms, based on the
recommendations contained in this paper. States wishing to establish stronger standards could do so.
(Insurance Reform in a Volary System: Implications for the Sick, the Well, and Universal Health Care,
ACP 9greaffirmed BoR 08

Timely Payment on Claims

ACP supports legislation which requirespatyersA y I £ f KSFf 6K OFNB LI &YSyid &
clean claims promptly within thirty days of receipt of claims. (Hope&firmed BoR O@eaffirmed BoR

17)

Voluntary Purchasing Pools: A Market Model for Improving Access, Quality, and Cost innHeate

This position paper of the ACP discusses how a system efl@sitjned voluntary purchasing pools can
help protect the integrity of health care in the emerging managed care marketplace.

Recommendation 1Choice of health plans offered through a phasing pool must be made by individual
persons.

Recommendation 2To providethe broadest possible choice of health plans, purchasing pools should
offer all qualified health plans. If that is not done, the authority of purchasing groups to negotiate price
should be limited. As an alternative, states should set a minimum threshold for the number of competing
plans that must be offered, in the aggregate and by type of plan.

Recommendation 3Purchasing pools should be as large as possible and as few asgiossifpiven area.

Recommendation 4Standardize one or two benefit packages across the entire small group manket
public statechartered purchasing pools, in private pools such as MEWAs and employer purchasing
coalitions, and outside of all pools.

Recanmendation 5 Standardize community rating rules and regions, as well as other market rules, across
the entire small group market. Rating factors must exclude health status and claims experience.

Recommendation 6Allow participants in public purchasingdb® & (2 dzaS Iy I 3SyiQa 2
for enrollment and employee education but require commissions to beitaraed separately from the

pool premium so that consumers know the cost of the extra administrative service and the cost of the

plan.

Recomnendation 7 In a system of competing public pools, require state certification and monitoring of
GKS L122ftaQ I RKSNByOS (2 GKS alryS YIN]JSGO Nz Sa G2 |

Recommendation 8Eventually, make public purchasingofoavailable to lovincome and underserved
persons. Adopt federal legislation prohibiting states from pooling Medicaid population premium costs
with public purchasing pools.

Recommendation 9Make purchasing groups accountable to the purchasers they senloyers and
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consumers. Minimize political appointments to the boards of sigerated purchasing pools. Create
incentives for pools to minimize-imouse staff and use performandmsed contracting for labeintensive
tasks.

While maintaining its commmtent to universal coverage, the ACP supports the concept of voluntary
purchasing pools as an incremental mechanism for 1) expanding access to small groups and individual
persons, 2) reducing administrative costs, and 3) maintaining quality in a markeipla@asingly
dominated by corporate managed care. The College supports federal and state initiatives that stimulate
the creation of voluntary purchasing pools in every state. (Voluntary Purchasing Pools: A Market Model
for Improving Access, Quality, andsCin Health Care, ACP;%8affirmed BoR 0Geaffirmed BoR 1)/

Small Business Pooling Arrangements and Association Health Plans (AHPS)

Recommendation #1ACP supports federal legislation that provides small businesses with the group
purchasing R@I yil 358a Sy22&8SR o6& I NHSNI O2YLI yASas LINR G

Do not weaken existing federal and state consumer protection safeguards including, but not limited
to, state regulations regarding fiscal soundness, prompt payment, andictrgyrievance and appeals
rights.

Protect enrollees against undé@nsurance by requiring or creating incentives for health plans offered
under the pooling arrangement to provide a package of essential benefits, including coverage for
preventive and primay care services.

Recommendation #2 ACP supports the creation of a federal regulatory structure to assure that all health
plans, including association health plans, meet essential consumer protection and benefit requirements.
Specifically, legislation texempt AHPs from state consumer protection and benefit requirements is not
desirable until an alternative federal regulatory structure is created that includes:

Enactment of a comprehensive federal patient bill of rights law to be applicable to all lptaith,
including AHPs.

Creation of a federal process to require or create strong mabkeed incentives for all health plans,
including AHPs, to offer a package of essential health benefits to enrollees as approved by Congress.

Recommendation #3 ACP bétves that until an adequate infrastructure to regulate insurance is
established at the federal level, these responsibilities are best left to the states, which traditionally hold
the authority, expertise and experience needed to regulate insurance.

Recanmendation #4 Purchasing pool arrangements should be designed according to criteria likely to
encourage broad membership that minimizes risk selection and maximizes choice.

Recommendation #5In supporting proposals that promote voluntary hybsitate-employer programs,
ACP supports proposals that would enable small businesses to buy into Medicaid or CHIP for coverage of
their employees.

Recommendation #6As an alternative to association health plans, ACP believes that Congress should
enactlegi§  GA 2y GKI G0 AyOfdzZRSa (GKS 1S@& aLR2tAy3¢ NBIjdzA N

Allowing employers with 100 or fewer employees to join together in state group purchasing
arrangements to obtain coverage through a program modeled on the Felermaloyee Health Benefit
program

Requiring that health plans offered under such pooling arrangements meet existing federal
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requirements governing plans offered under the FEHBP program.

Requiring that all participating health plans offer benefits equiviatenthose provided under the
FEHBP.

Establishing a process for congressional approval of an essential benefit package, with requirements
that all health plans offered under the pooling arrangements disclose to consumer how their benefits
compare with theessential benefits package. (BoR @&affirmedBoR 1%

Concurrent Care

ACP believes that appropriate recognition of all medical subspecialties in the development of concurrent
carescreens should be assure8iCP believes that the Centers for Medicare Btatlicaid Services should
instruct its carriers to distinguish (as not equivalent) internal medicine physicians from family practice and
general practice physicians on its hospital concurrent care screens. (HoEa8firmed BoR 04
reaffirmed BoR 16

Principles on Preadmission Review Programs

ACP endorses the following AMA principles (with modifications) for preadmission review programs:  All
preadmission review programs should provide for immediate hospitalization, without prior authorization
or subseguent denial of payment based on lack of such authorization, of any patient whose treating
physician determines the admission to be aif urgent and emergency natur8lanket preadmission
review of all or the majority of hospital admissions in and of itdeks not improve the quality of care

and should not be mandated by government, other payers or hospitals. Policies for review should be
established with input from state or local physician review committees and reflect reasonable standards
of medical pratice. The actual review should be performed by physicians or under the close supervision
of physicians with experience in rendering the care under review. Adverse decisions concerning hospital
admissions should be finalized only by physician reviewas,oaly after the reviewing physician has
discussed the case with the attending physician. Physicians should be able to appeal adverse decisions.
There should be direct and continuing communications to physicians and patients by the review
organization exfaining the prior authorization and preadmission review requirements. No preadmission
review program should make a payment denial based solely on the failure to obtain preadmission review,
or solely on the fact that hospitalization occurred in the faceaafenial for such admissions without
consideration of extenuating circumstances. When appreciable amounts of physician time or effort are
involved in complying with preadmission review requirements, the physician may chargaytbeor the

patient for thereasonable cost incurred. Preadmission review programs should train their personnel so
they can collect the needed data, communicate any necessary information and make valid medical
judgments with minimal disruption of physicians' offices. (l8eaffirmed BoR OGeaffirmed BoR 1)7

Preadmission Testing

ACP approves and supports the use of acceptable preadmission testing (PAT) and professional services
wherever feasible to reduce inpatient hospital costs. Preadmission tests are those radiologyaad lab

tory services performed within a reasonable (pleiaitdetermined) period of time preceding admission

by a physician or laboratory with acceptable pecancy testing programs. (HoD;8gaffirmed BoR 04

ACP encourages the American Hospital Astoniand thirdparty insurance carriers to accept and
promulgate the conept of preadmission testing by qualified praicers in an owof-hospital setting.
(HoD 73; reaffirmed HoD 8reaffirmed BoR Q4eaffirmedBoR 1%

Core Principles on Financing

1. Financing should be adequate to eliminate barriers to care. (ACP 1990; reaffirmed BoR 00)
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a. The highest priority should go toward assuring adequate and predictable financing for
GONRGAOLKE | O0Saaé¢ AyaildAabdziazya yR LINBGARSNH
including rural and inner city hospitals, outpatient care, physicians practicing
underserved areas, community health centers, home care, rehabilitation and skilled
nursing facilities, and academic medical centers. Adequate funding of such critical access
institutions and providers will be particularly important until such time derdable
health insurance coverage is made available to all Americans. Durable and sustainable
mechanisms to improve ease of administration should also be incorporated to enhance
GKS SO2y2YAO Q@AlLoAftAGE 2F &adzOK ng QiNdkichlA O €
access institutions should not come at the expense of diverting resources from other
health care facilities and health professionals, however.

b. Reimbursement levels for covered services must be fair and adequate to reduce barriers
to care. Mehanisms to improve ease of administration should also be included to
enhance participation of physicians and others in providing services to insured
populations.

c. Financing for public programs that provide health insurance coverage should be
progressive. ridividuals with higher incomes should contribute more than those with
lower incomes. Explicit mea#testing of programsthat is, denying access to the program
for those in higher income bracketshould be discouragedB¢R 00, reaffirme®@oR11)

Core Pinciples on Patient Rights, System Accountability, and Professionalism

1. Health reform proposals should promote accountability at all levels of the system for quality, cost,
access, and patient safety.

a. These could include incentives for physicians and otieslth care professionals to
participate in the design of systems of accountability. Momnitive and educational
approaches should be favored over ones that rely on sanctions.

b. Decisions on medical necessity, coverage, and appropriateness of care shdusdeloe
on evidence of the clinical effectiveness of medical treatments as determined by
physicians and other health care professionals based on review of relevant literature.

c. Innovation and improvement should be fostered (ACP 90; reaffirmed BoR 00),imgclud
innovation in use ohealth informationtechnologies to improve access, quality, and
health care delivery with safeguards to protect the confidentiality of medical information
that is transmitted electronically.

d. Patients should have certain basic comsur protection rights, including the right to
appeal denials of coverage to an independent external review body, the right to hold a
health plan accountable in a court of law, the right to be informed about how health plan
policies will affect their abilitto obtain necessary and appropriate care, and the right to
have confidential health information protected from unauthorized disclosure. Denials of
care by insurance companies for a particular problem or perceived problem should be
based on evidence ofinical effectiveness and predetermined benefits.

2. The medical profession must embrace its responsibility to participate in the development of
reforms to improve the U.S. health care system.

1. The tenets of professionalism and the highest ethical standardsseibinterest, should
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2. The medical profession should partner with government, business, and other

stakeholders in designing reforms to reduce barriers to care, to improve accountability

and quality, to reduce medical errors, to reduce fraud and abuse, and to overcome

disparities in the care of patients based on social, ethnic, gender, sexual orientation, or

demographic difference¢BoR 11)

Individually Owned Health Insurance

1. ACP believes #t moving to a system of individually owned insurance merits further consideration
as a potential strategfor making coverage affordabfer all Americans, but believes that any such
approach would need to correct existing flaws in the individual insurance market in order to have
a positive impact on reducing the number of uninsured Americans. Expansion of individually
owned insurance cdd be part of an overall sequential plan that would expand coverage in stages
to uninsured individuals within a defined period of time. However, expansion of individually
owned insurance as part of an overall sequential plan that would increase coveratages to
uninsured individuals, within a defined period of time, will depend on enactment of legislative
reforms to correct flaws in the individual insurance market.

2. ACP believes, however, that a decision to move to a system of individual insurancdenust
approached very cautiously. Moving from an empleseonsored system to one that encourages
individually owned insurance will be very complex and, if done improperly, could have the
unintended consequence of increasing the number of uninsured andrtindered.

3. More study and discussion is needed on how to design such a system to assure that it truly makes
coverage affordable and available to all Americans, rather than creating new gaps and inequities
in coverage. Federal and state law amdulations will need to be significantly changed to make
an individual insurance system a viable alternative to emplepensored insurance. Specifically,
national rules would need to be established relating to:

I  minimum benéefits,

9 rating and undeswriting practices,

1 renewability,

9 consumer protections and patient rights,

1 health plan quality,

1 marketing practices, and the

1

adequacy and types of tax incentives and direct subsidies that would be made available to
individuals to help them purchase insuranc

An infrastructure would need to be created to assist individuals in evaluating the healtblplares that
would be available to them. In addition, policies will need to be developed to pradvilitscourage
individuals from voluntarily opting outf the insurance market.

4. Until agreement is reached on the necessary changes in federal and state law and regulations that
are needed to make individual insurance a viable alternative to empigyensored coverage,
Congress should not enact abrupt chang&sch as eliminating the deductibility of employeatid
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health insurance premiumsghat would discourage employers from providing health insurance
coverage to their employees. (BoR 20fHaffirmed 20.1)

Federally Qualified Health Centers

ACP shall studyromotion of further expansion of the number of Federally Qualified Health Centers so as
to decrease health care disparities and improve access to and quality of care for the medically
underserved(BoR 08)

Health Insurance Consolidation

The American Colge of Physicians opposes consolidation of health insurance companies that
significantly increase health insurer concentration and result in decreased choice and increased cost for
patients and employers, reduced access due to changing and narrowing nstefgrkysicians and

hospitals and prevent physicians from negotiating over provision of health services with those insurers.
(BoR 15)

HEALTH INSURANCE: BENEFITS AND COVERAGE
Individual Mandae

Recommendation 1: An individual mandate should be established only in connection with reforms to
ensure that any legal resident will have access to coverage that is affordable, accessible, portable, and
guaranteed, with sufficient federal funding to sukigiel purchase of qualified private health insurance
plans or for eligible persons to enroll in applicable public programs.

Recommendation 2An individual mandate should be linked to requirements that all participating health
plans offer a core package efsential benefits, including preventive services. ACP recommends that an
expert advisory panel, including primary care physicians, be created to recommend a core set of benefits.

Recommendation 3: Individual mandates will be most effective, and le$g fikeesult in a hidden tax on
individuals and families, if combined with a requirement that employers provide health insurance
coverage or pay into a fund to provide such coverage.

Recommendation 4: Federal and/or state stakeholders should monitor @iodee an individual mandate
through a comprehensive mix of methods such as review of personal income tax records, random audits,
data matching, and database review. Fines for noncompliance should be fair and effective to encourage
participation but comphnce should not be enforced by denying access to care.

Recommendation 5: Reforms to the insurance market, including guaranteed issue and renewability,
modified community rate setting, portability safeguards, and no exclusions or limitations of coverage f
pre-existing conditions, are needed to ensure access to affordable coverage.

Recommendation 6: In conjunction with efforts to achieve universal health coverage and reform the
Y6IGA2yQa KSFfGK OFNB RSt AOGSNE & doagiedny dabilyTofftBeNI & { 2
primary care physician workforce must be undertaken to ensure individuals with coverage are able to
access health care when needéBoR 10)

Public Plan Option

1. ACP could provide conditional support to a public plan optionaasqf comprehensive health care
reform in the United States, based on the extent to which the plan is consistent with the following
criteria:
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a. The public plan should be required to meet the same rules and obligations as private plans within
the insurance rchange.

b. Insurance reforms, including guaranteed issue with prohibitions against risk selection based on
pre-existing conditions and modified community rating, should apply to all qualified plans offered
through a health insurance exchange, public andgtev

c. Incomerelated premium subsidies are provided for those who cannot afford coverage.

d. Both the public and private plans should adopt delivery system reforms that put primary care at
GKS OSyGSN) 2F || LI GASYydQa KSI f (et stOduneBhatldt |y |
incentivizes care coordination, rewards positive health outcomes, and promotes use of best
practices and effective drugs and devices.

e. Core benefits should include coverage of evidebased preventive services.

Safeguards are includdd ensure that physician payments under a public plan are competitive

with those of qualified private plans, to ensure adequate physician participation in all specialties

and locations, and to ensure that flaws associated with existing Medicare paynoguitgsicians

are not carried over into a new public plan.

g. The public plan should be managed in a way to reduce conflicts of interest.

h. Participation by individual persons, physicians, and other providers in the public plan and private
insurance options offieed in a health insurance exchange should be voluntary. Physicians and
other providers who participate in Medicare, Medicaid or other currently operating public
insurance programs should not be required to participate in any other public or private iguran
plan offered in a health insurance exchange.

i. The public plan should be required to maintain financial reserve funds similar to the those
required of private insurance plans.

An expert advisory commission, including primary care physicians, shoutedted to recommend

core benefits that would be required for all plans in a health insurance exchange. Plans could offer

additional benefits to those covered.

Payment rates in a public plan should reflect efforts to improve quality, health outcomesoshd

effectiveness using innovative models such as the patientered medical home. Plan payments

should be consistent with the following policies:

a. Payments have incentives for appropriate, highality, efficient, coordinated, and patient
centered careinformed by pilot tests of models that have shown to be effective in improving the
quality and effectiveness of care provided. Specifically, such models should:

i) Improve the accuracy, predictability, and appropriate valuation of primary care services and
pay primary care physicians competitively with other speciglties

ii) Promote value and appropriate expenditures on physician services

iii) Support patientcentered care and shared decisioraking;

iv) Align incentives across the health care system;

v) Encourage optimahumber and distribution of physicians in practice and sufficient member
access to physicians in all specialties and regions;

vi) Support use of health information technology;

vii) Recognize differences in physician practice characteristics;

viii) Reduce existing and a¥bimposing new administrative burdens on physicians except as
needed to ensure program integrity.

ix) Not carry over the flaws in existing Medicare payment methodologies including the
sustainable growth rate formula and undervaluation of primary care.

.
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b. Physican payment rates by private and public insurers operating in an insurance exchange should
be regularly reviewed by an advisory group, including adequate representation of primary care
physicians, to the organization operating the exchange.

i) The group shodlissue an annual report with comparative data on how payment rates under
the public plan compare to those from private insurers and with recommendations on
updates in public plan payments to ensure that the payment rates to physicians are
competitive ando ensure maximum physician participation in the public plan.

ii) The group should report on physician participation in the public plan by specialty, geographic
locale, and other criteria as needed to ensure that enrollees in the public plan will have
sufficient access to primary and specialty care.

iii) The group should also compare payment rates of primary care physicians with those of other
specialists and recommend payment adjustments as needed to ensure that payments to
primary care are competitive with othepscialty choices.

iv) The administrator of the public plan should have the authority to change payments as needed
to increase physician participation based on the recommendations of the advisory group.

4. Recommendation 4¢ To mitigate conflict of interest, # health care connector and

the public plan option should be managed by independent entit{&aR 10)

Reforming the Tax Exclusion for Health Insurance

Recommendation 1: A cap on the existing income tax exclusion for emgpgasored health insurance
should be established as part of overall health care reform that provides guaranteed, affordable, sufficient
and portable coverage to all Americans, without regard to health status, employment and location.

Recommendation 2: A cap on the existing incoma& txclusion for health insurance should be
implemented in a way that will not create incentives for employers to drop coverage.

Recommendation 3: A cap on the income tax exclusion should be set at an initial level, and updated
annually, to balance sevdrpriorities: providing fair treatment to lowand moderate income workers,
creating incentives for individuals to be prudent purchasers in selection of health insurance plans,
providing for reasonable growth in level of the capuch as to reflect incases in health insurance
premiums-while creating incentives for cosfffectiveness, reducing incentives for downward pressure

on health benefits that could lead to undérsurance, and generating sufficient revenue to help pay for
affordable health insunace coverage for all Americans.

Recommendation 4: Changes to the current income tax exclusion for ESI should recognize variations in
the health status of covered individuals and regional variations in the costs of providing medical care,
health insurancebenefits related to collective bargaining contracts, and the experience rating of
employers offering coveragéBoR 1)

Community Rating for Health Insurance

ACP supports community rating for health insurance as the most appropriate model for comineattial
insurance and opposes experieaeding in selling health insuranceThe Collegeadvocates for
community insurance rating in both national and state legislative forums, and encourages other medical
organizations to join ACP in promoting legislattbat requires community rating of health insurance
policies.(BoR 0%

Coverage of Preventive Services
ACP supports and to the extent feasible, will initiate efforts to ensure that all insurers cover an appropriate
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range and frequency of preventive servicasipported by evidencbased medicine including:
comprehensive examinations; clinical laboratory tests; and screening procedures, such as colonoscopy,
sigmoidoscopy, and mammography. (HoDr@affirmed BoR 08

Employer OptOut of Benefit Requirements

1. The American College of Physician reaffirms its support for requiring all insurance plans and
products whether purchased by an individual, through a fatigured group plan, or a self

insurance arrangemenmtto cover an evidencbased essential health bengpackage.

a. All public and private health insurance plans and products should be required to encourage
preventive health care by providing full coverage, with no sbstring, for evidencéased
preventive and screening services recommended by expersagvgroups. This should
include preventive services that have an A or B rating from the U.S. Preventive Services Task
Force; vaccines recommended by the Advisory Committee on Immunization Practices of the
Centers for Disease Control and Prevention; eweénformed preventive care and
screenings for infants, children, and adolescents provided for in the comprehensive

R
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2. Allowing employers to selectively eput of providing such evidendeased preventive and
screening services would undermine essential consumer protections established by the
Affordable Care Act, &ling to undetinsurance, poorer health outcomes and potentially
discriminatory health benefit packages based on gender, socioeconomics, health status, religion,
sexual orientation, or other factors.

a. Underinsurance (insurance that lacks coverage of e8akevidencebased services) is
associated with poorer health outcomes.

b. Allowing employers to selectively optt of coverage would have a disproportionately
adverse effect on lovincome persons, because they will be less likely to have the
financial resources needed to purchase such services on their own. This would
exacerbate racial, ethnic and socioeconomic disparities.

c. Allowing employers to selectively oput of providing evidencéased benefits could
threaten public health. For example, some eoyars could decide not to offer
coverage of adult or childhood vaccinations, adversely affecting the health not only of
individuals who would go unprotected against preventable infectious diseases, but also
adversely affecting population based health outtes (e.g. measles or influenza
outbreaks).

d. Allowing employers to selectively oput of providing evidencéased benefits could
result in discrimination against patients with chronic or acute diseases, contrary to the
intent of the ACA. For example, a tan by an employer not to cover medications for
HIV/AIDS could have a discriminatory impact on patients who have these conditions.

e. The College acknowledges that it does not have expertise in the constitutional questions
brought by some foprofitemployS N&B G KF G NS OKIFffSy3aay3a (KS
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all qualified health plans must include coverage of eviddmersed preventive services.
{2tSfe& FTNRY | KSIfdK LRtAOE all yRLRAYGZ KA
O2 dzNIi 4 Q NIzt A jfriaqd porentdaflyrRdvétrsedripacydn health outcomes, if
the courts rule in a way that allows employers to selectivelyaptof providing
essential, evidencbased benefits, including preventive and screening services, or a
positive impact on healthucomes, if the courts rule in a way that maintains the
essential benefits requirements established by the ACA.
3. The American College of Physician reaffirms its support for requiring all insurance plans and
products whether purchased by an individual, thrglu a fullyinsured group plan, or a self
insurance arrangementto cover an evidencbased essential health benefit package.

b. All public and private health insurance plans and products should be required to encourage
preventive health care by providing fabverage, with no costharing, for evidencéased
preventive and screening services recommended by expert advisory groups. This should
include preventive services that have an A or B rating from the U.S. Preventive Services Task
Force; vaccines recommeed by the Advisory Committee on Immunization Practices of the
Centers for Disease Control and Prevention; evidémimemed preventive care and
screenings for infants, children, and adolescents provided for in the comprehensive
guidelines supported by Hef 1 K wS&a 2 dzNOSa yR { SNBAOSA ! RYAY
KSIHfGiK aSNIBAOSa oFraSR 2y I w{! Qa 3JIdzARStAySa
62YSyQa KSIFftiKo®

4. Allowing employers to selectively eput of providing such evidendeased preventig and
screening services would undermine essential consumer protections established by the
Affordable Care Act, leading to undieisurance, poorer health outcomes and potentially
discriminatory health benefit packages based on gender, socioeconomicd) blis, religion,
sexual orientation, or other factors.

a. Underinsurance (insurance that lacks coverage of essential evideased services) is
associated with poorer health outcomes.

b. Allowing employers to selectively eptit of coverage would havedisproportionately
adverse effect on lovincome persons, because they will be less likely to have the
financial resources needed to purchase such services on their own. This would
exacerbate racial, ethnic and socioeconomic disparities.

c. Allowing employes to selectively opbut of providing evidencéased benefits could
threaten public health. For example, some employers could decide not to offer
coverage of adult or childhood vaccinations, adversely affecting the health not only of
individuals who wouldjo unprotected against preventable infectious diseases, but also
adversely affecting population based health outcomes (e.g. measles or influenza
outbreaks).
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d. Allowing employers to selectively eput of providing evidencéased benefits could
result in discrimination against patients with chronic or acute diseases, contrary to the
intent of the ACA. For example, a decision by an employer not to cover medg&tio
HIV/AIDS could have a discriminatory impact on patients who have these conditions.

e. The College acknowledges that it does not have expertise in the constitutional questions
broughtby somefotJNR FA G SYLX 28 SNER GKF G I NBthadKl £ £ Sy 3
all qualified health plans must include coverage of eviddmased preventive services.

{2tSfe& FTNRY | KSIfdK LRtAOCE aill yRLRAYGZ KA
O2dzNIIAaQ NMz Ay3aa O2dzZ R KI @S Y atedlcomesyifR LJ2 G Sy
the courts rule in a way that allows employers to selectivelyaptof providing

essential, evidencbased benefits, including preventive and screening services, or a

positive impact on health outcomes, if the courts rule in a way thairtains the

essential benefits requirements established by the ABAR 14)

Insurers to Cover Hepatitis B Immunization

ACP supports federal legislation mandating insurance coverage for medically appropriate Hepatitis B
immunization. (HoD 9#eaffirmed BoR 08

Parity of Benefits for Physician Services for Mental and Medical lliness in All Insurance Plans

ACP opposes limitations on benefits and higher copayment/deductible payment for physician services for
evaluation and management servicesgt89000 CPT codes series) that are submitted with 19909ICD
codes 296820. ACP will seek legislative and/or regulatory means to require that Medicare restore its
payment to physicians for evaluation and management services submitted with diagnosis 86dd¢€ D

9 codes 296820 to the same level for evaluation and management codes for medical diagnoses. ACP
supports the ultimate parity of reimbursement for physician services for medical and psychiatric
diagnoses (1997 IC®codes 29¢B20) by alpayers (HoD 97reaffirmed BoR 08

Number of Medical Opinions

Managed care and other insurance benefit programs should not arbitrarily restrict the number of medical
opinions a patient may obtain to address a medical problem, but that coverage or authoriabtipimion

should reflect criteria of medical necessity and appropriateness judged on a case by case basis, (HoD 94
reaffirmed BoR O4eaffirmedBoR 1%

Deductibles and Copayments

Some appropriate form of deductible and/or copayment by the patient sthbel a feature of any health
insurance plans. (HoD 77; revised HifDrevised HoD 93eaffirmed BoR 04

Insurance Coverage of Clinical Preventive Services

ACP promotes the inclusion of clinically effective preventive services among the benefits tovinegr

by all private and public health insurance programs. ACP seeks appropriate reimbursement for physicians
providing clinical preventive services according to the-€peventive medicine codes by all private and
public health insurers. (HoD 92afirmed BoR 0%

Emergency Circumstance Fee

ACP believes that all thingiarty carriers andhe Centers for Medicare & Medicaid Servic®uld be
aware of the need to recadze and include benefits for medical services at hours which are not usual or
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customary and are under emergency circumstances. (HoD 73; revised Hoi2adfirmed BoR 04
reaffrmedBoR 1%

Core Principles on Health Insurance Coverage

1. Proposals to expand access to health insurance coverage should have an explicit goal of all
Americans big covered by an adequate health insurance plan by a specified date.

Sequential reforms that expand coverage to targeted groups should be considered, but such
proposals should:

a. identify the subsequent steps, targeted populations, and financing mechartsahsvill
result in all Americans having access to affordable coverage;

b. include a defined target date for achieving affordable coverage of all Americans; and

c. include an ongoing plan of evaluation. The evaluation plan should provide for an ongoing
assessment by health policy experts, physicians, patients, and others of the effectiveness
of the sequential reforms in expanding coverage to the targeted groupsraadhieving
the goal of making affordable coverage available to all Americans by the defined target
date. The evaluation plan should include a process for proposing to Congress and the
President further recommendations for reforms to achieve the goal dfintacoverage
available to all Americans.

2. Achieving affordable coverage for all Americans will require that mechanisms be established to
encourage individuals who otherwise might voluntarily choose not to obtain coverage to
participate in the insurance mb. This implies that strong incentives will need to be created for
participation or strong disincentives be created to discourage nonparticipation.

3. Flexibility should be provided for states to investigate different approaches to expanding coverage,
contralling costs,implementing insurance reforms (such as premium rating rules, guaranteed
issue/renewal, etc.)jdentifying funding sources, and reducing barriers to access and quality,
provided that such statdased approaches contribute to the overall godl providing all
Americans with access to affordable coverage, subject to national standards to assure portability
and access to the basic benefits package. State initiatives, while encouraged, are not a substitute
for federal action when state initiativesre lacking or ineffective.

4. Mechanisms should be created to make prescription drugs more affordable. Formularies that act
as a barrier to patients obtaining the best drugs available to treat their medical conditions should
not be permitted. Other barrierto access to affordable prescription drugs should be identified
and addressed by public policy initiatives. (BORreaffirmedll)

Establishing Benchmarks for Reasonable Health Insurance Administrative Costs

ACP shall establish benchmarks for reasonhbhdth insurance administrative costs and explore means
for reducing and controlling such costs as well as establish guidelines on the appropriate percentage of
premium that needs to be spent on patient care delivery. (BoR 09)

Requirement thatRequires Halthcare Bills to be Uniform and Written so that Patients with Average Health
Literacy Can Understand Them

101

AP Policy Compendium, Summer 20Wddate



ACP seeks federal and/or state regulation andégislation to require that bills for healthcare provider
services and products, as welliasurance explanation of benefits, be uniform and written so that
patients with average health literacy can understand th¢BoR 09)

HEALTHNSURANCELAIMFORMANDCLAIMPROCESSING

Disclosure of Denials

ACP will seek at the national level, to reguirealth plans or the entities which perform preauthorization
review, to track and regularly publish, in a form accessible to the public and physicians, and of worth to
health services researchers, information about the numbers and rates of denials tf basd services,

rates of denial of payment for services and of rates of reversal of denials on appeal. (HeBffdThed

BoR 10
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ACP will advocate for a careful and i@ A FA O S@F fdzt GA2y 2F GKS AYLI Ol
preauthorization programs for cost savings, patient satisfaction and work of the physician office in the
short and long time frame and the College encourages health plans to compensate amthef payment

or other recognition, clinicians for the cost of preauthorization for "Advanced Medical Ima¢aiR'08)

Evaluating the Impact of Pharmaceutical Preauthorization Programs

ACP advocates for a careful and scientific evaluation of the impact of pharmaceutical preauthorization
programs for cost savingsncluding the cost incurred by the physician, patient satisfaction, medical
outcomes, and work of the physician office in theg and long time frame and the College shall lobby
Congress to mandate a ngrartisan entity to conduct an evaluation of the impact on patient care and
the potential for adverse medical outcomes for patients who are unable to purchase medications
prescrbed by their physicians and refused by their PB(8sR 08)

Advocating for Compensation for Completion of Preauthorization Program Applications for Pharmaceuticals

ACP shall advocate that health plans fairly compensate, in the form of payment or ottugmiton,
providers for the costs associated with completing preauthorizations for pharmaceutBzis08)

Publicizing Misleading or Fraudulent Representation by Health Insurers

The College wipublicize to ACP members the potential dangers of siganigiguous forms from

health insurers and highlight documented cases of misleading or fraudulent insurance practices along
with the specifics of the misrepresentation; and work with the AMA and other appropmattical

societies to be certain that unclear fraudulent representation by healtimsurers is brought to the
attention of regulating organizations. (BoR 09)

Payment for Providing Information to Third Party Payers

ACP seeks regulations that would require thpattty payers to pay costs of providimjormation beyond

standard billing information (services provided, CPT/RVS codes, diagnosis codes, date and place of service,
patient and physician identifying information). This applies to information provided on paper, by fax, or

by telephone. ACP eaarages national regulations for interstate payers and payers who are currently
exempt from state regulation. (HoD 9@affirmed BoR Q4eaffirmedBoR 1%

Medical Paperwork

ACP encourages thimhrty payers whenever they wish to initiate a new policyickhresults in a
significant increase in the woitkad of the physician provider (reimbursement information, disability
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forms, other information from medical records) to explain the reasons for such new policy in writing to
representatives of practicing piicians, such as the state medical society and appropriate specialty

societies such as the respective state society of internal medicine, and solicit comments from same before
the institution of the policy; and to reimburse the provider for such additldnéormation. (HoD 91

reaffirmed BoR O4eaffirmedBoR 1%

StandardPrescription and Procedure Forms

'/t gAft 62N)] 6AGK SIFOK adrdasSqQa fS3aiaafl GdzNB
develop a standard prescription request form gocedure request form acceptable to all by January

G2

2011, and that any insurance company who has not accepted these forms be banned from conducting

business in the statéBoR 10)

Adopting a Single Definition of Medical Necessity

NI
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appropriate administrative, legal and legislative influence, including the sponsoring of legislation, to

ensure that all health plans doing business in the UnitateS use the AMA definition of medical
necessity. (BoR 10)

Addressing the Increasing Burdesf Health Insurance Cost Sharing

1. To help contain health insurance premiums and cost sharing, the health care system must accelerate
its efforts to reduce overahiealth care spending in ways that do not rely principally on shifting the

cost burden onto insured persons who cannot afford to pay more for their medical care. Among the

ways that health care spending may be curbed without imposing excessive costs rem ipstsons

include:

a. Reforming the way health care is paid for and delivered and encouragingaduted rather

than volumebased care;
b. Promoting teambased care that emphasizes prevention as well as cooperation and
coordination among physicians, hdgls, and other health care professionals;

c. Enhancing the transparency of price and quality data so that patients, employers, and payers are

better informed about the actual costs and quality of health care services;

d. Allocating resources with a focus oredical efficacy, clinical effectiveness, and need, with
consideration of cost based on best available medical evidence to ensure that limited health

careresources are directed to cosffective services.
2. To encourage use of higlalue health care, empla@y-sponsored health plans should:

a. Consider implementing valdgased insurance design strategies that reduce or eliminateobut

pocket contributions for services proven to offer the greatest comparative benefit, with higher

costsharing for services witless comparative benefit. Such strategies should be based on
rigorous comparative effectiveness research by independent and trusted entities that do not

have a financial interest in the results of the research. The goal should be to ensure that high

valuecostsharing strategies encourage enrollees to seek items and services proven to be of

exceptional quality and effectiveness and not just on the basis of low cost;
b. Consider implementing incomadjusted cossharing approaches that reduce or directly

subsidize the expected owtf-pocket contribution of lowetincome workers to avoid creating a

barrier to their obtaining needed care.

3. Costsharing provisions under the Patient Protection and Affordable Barshould be improved

by:
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a. Expanding eligibilitjor qualified health plan premium tax credits and cebfaring subsidies for

families unable to afford employersponsored insurance (eliminaty 2 F GKS aFI YAf & =
b. Enhancing the affordability of marketplat@ased qualified health plans by expandoust

sharing assistance eligibility, increasing premium tax credits anesbasing subsidies, and

eliminating the premium cap indexing policy.

4. Stakeholders must work together to enhance health insurance literacy and promote better, more
accessible, andbjective information about costharing requirements and health insurance plan
design.

a. Federal and state governments, navigators and other assisters, community and health
professional organizations, health insurers, and other stakeholders must educatéesr
about the availability of premium tax credits, cestaring subsidies, and free or last
preventive care and why it is important. Efforts must be made to educate enrollees about value
based cost sharing.

5. A largescale demonstration should be ingphented to test the shortand longterm effects of cost
sharing in different populations.

HEALTH WORKFORCE

Using Market Reform to Encourage Physician Primary Care

ACP supports physician workforce policy based on sound documented studies. ACP discobita@ygs a

and inflexible targets. ACP continues to support adequate payment to primary care physicians to
encourage needed adjustment in the physician primary care workforce. Any physician workforce policy
should only affect funding and not accreditatiofiHoD 94 reaffirmed BoR O04eaffirmed BoR 16

Physician Workforce Legislation

ACP supports the goal of increasing the number and proportion of physicians in general internal medicine
and other generalist programs oriented towards primary care, to be aeldievithin a reasonable time
frame.

ACP supports enactment of federal legislation to develop a national workforce policy that is consistent
with the goal of increasing the number and proportion of physicians who are trained to provide primary
care. Such dgislation should result in the development of a workforce policy that includes
recommendations on the number and mix of positions in each accredited graduate medical education
(GME) program, as well as changes in payments from Medicare and other pagessite or encourage
conformity with the proposed number and mix of physicians.

In addition, such legislation should be consistent with the following principles:
A national commission (or council or board) should be appointed to develop a proposkibmerpolicy.

1. Physicians should be adequately represented on the commission. In particular, internists in
primary care and subspecialty practice should be represented on the commission.

2. The commission should solicit the views of practicing physiciahgators, residents, medical
students, accrediting bodies, and others in developing its proposed workforce policy. It should
consider the quality of different training programs and the need to maintain programs with
demonstrated success in recruiting, a@ting, and promoting minority practitioners; and consider
the need to assure the provision of primary care and other health care services to medically
underserved communities.

3. The commission should publish its proposed workforce policy in draft formugiicocomment,
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AP Policy Compendium, Summer 20Wddate



10.

11.

12.

prior to submitting it to the Department of Health and Human Services and/or Congress for
approval and implementation.

The commission's workforce policy should review the number and mix of positions in each
geographic region (state or othappropriate geographic area, as determined by the commission)

in each accredited graduate medical education program. Mechanisms should be developed to
assure or encourage conformity with the national policy. The proposed policy should explain how
paymerts from Medicare and other payers would be eliminated or phased out for programs that
are not in conformity with the national workforce policy. The commission should consider patient
access, travel and availability of technological support services inregoon.

The commission should have the flexibility to recommend a realistic timetable for achieving its
workforce goals and to deviate from the 50:50 goal of generalists to other specialists, if it
determines that this goal cannot or should not be acki@within the recommended timetable,
provided that the policy would still result in a substantial increase in the number and proportion
of physicians trained to provide primary care.

The commission should include recommendations to assure that a substantigber of the
physicians trained to provide primary care are trained as internists.

The commission must assure appropriate distribution of the physician workforce. This would
likely require significant increase in rural and irHeéty areas.

The commis®n should develop policies that are intended to minimize disruption or interruption
in the training of physicians who are already in a specialty or subspecialty training program that
may be determined to be in "excess" supply.

The commission shouttbnsider the contributions of internal medicine subspecialists in providing
primary care and in providing services within their own subspecialty in developing its proposed
workforce policy.

The commission should include recommendations on increasing thesare of physicians in
training to ambulatory care, including recommendations for funding training in physician offices,
Area Health Education Centers, and other #nmspital settings.

The commission's recommendations should be submitted to Congress ralii& and acted
upon prior to implementation. If the commission is to report only to HHS, any rule to implement
the workforce policy should first be published as a proposed rule for public comment, not as a
final rule.

The national workforce policy shoulte implemented by linking the amount of funding from
Medicare and other payers for individual training programs to their willingness to comply with
the national workforce policy.

ACP supports requiring all payers, including Medicare, to pay into a fusdpport GME programs that
are in compliance with the national workforce policy.

ACP strongly supports improving the economic and regulatory environment for primary care as an
essential part of any effort to increase the number and proportion of physdraprimary care. Changes

in funding for GME programs cannot, by themselves, produce physicians who are motivated to-go into
and remain irprimary care nor locate in underserved areas if the economic and regulatory environment
is in conflict with thigyoal.
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ACP supports the development and implementation of medical school curricula which increases the
exposure of students to quality ambulatory primary care training incorporating continuity of care
experiences and mentoring by primary care practitionefsis can be effected via funding mechanisms
that allow for education of internal medicine students and residents in primary care private practice
settings. (HoD 93eaffirmed BoR Q4evised BoR 16

Generating More Generalists: An Agenda of Renewallfagernal Medicine

The Federated Council for Internal Medicine (FCIM) prepared this paper as part of a series designed to
address specific actions that the internal medicine community must take to produce more practicing
general internists in ordertomeét KS y I G6A2y Qa KSIFfGK OFINB ySSRao
statement at the July 188, 1993 BoR meeting. Specific actions suggested for achieving the goal of
generating more generalists, include:

Recommendation 1:Enhance the medical schoalrciculum to promote careers in general medicine.
Medical school staff must take explicit steps to recognize the value of generalism by promoting
professionalism and collegiality among generalists and subspecialists, by identifying and eliminating
institutional bias that encourages subspecialization over generalism, and by ensuring that students have
educational opportunities with practicing internists in the community. Medical schools and their
departments of medicine must place a high priority on edungageneralist physicians by: (1) revising the
admissions process to promote the selection of students interested in general medicine; (2) revising
medical school administration to recognize excellence among the general medicine faculty, investing in
the professional development of the general medicine faculty, and establishing mentoring programs for
interested generalist students, residents, and fellows; and (3) modifying the curriculum to make students
aware of the shortage of primary care physiciangagxding opportunities for students to experience
medicine as practiced in ambulatory care settings, increasing the number of practicing internists involved
in teaching medical students and collaborate with other specialty departments to enhance the primary
care experiences of students.

Recommendation 2:Redesign residency training to promote a career in generalist medicine. Graduate
medical education should be redirected toward the production of more general internists by: (1)
enhancinghe Ambulatory Cae Experience so that students experience the continuity of care of patients;
(2) exposing students to medical problems encountered in the practice of general internal medicine; (3)
modifying the curriculum to prepare residents for practice as generadisths basing the number of
internal medicine residency positions on the national or regional physician workforce needs; (4)
promoting financial incentives and reimbursement policies that facilitate a career in general medicine; (5)
investing resources in ¢hcreation of faculty programs to develop generalism; and (6) offering advanced
training, beyond the minimum-8ear requirement, to acquire advanced clinical and research skills.

Recommendation 3: The internal medicine community should encourage the Nhid ®A to fund
research training in generalist medicifecaffirmed as amended BoR 17)

Recommendation 4: Improve the practice environment for the generalist by providing adequate
reimbursement and by eliminatingdministrative burdensn order to encourag physicians, both in
training and in active practice, to remain in internal medicine. The internal medicine community should:
(1) encourage the Federal Government to decrease regulatory and administrative burdens and to provide
equitable payment for irgrnal medicine and other primary care services; and (2) promote-temg
changes in government and private sector policies to provide incentives to maintain appropriate rewards
for generalists and encourage the development of administrative managementclmdal support
systems for general internists within the practice environmefieaffirmed as amended BoR 06;
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reaffirmed as amended BoR)17

Recommendation 5:Explore the use of physician extenders as a way to foster more efficient delivery of
patient are by general internists. In order to maximize the contribution of physician extenders, their
function, in concert with generalists, must be precisely defined in order to assure patients access to
primary care.

Recommendation 6: Provide new training opgrtunities and incentives for certain subspecialists to
become upto-date generalists and promote Ideng learning and continuing medical education.
(Federated Council for Internal Medicine, ACP 1883ffirmed BoR 04; reaffirmed as amended BoR 17

Workforce Policies re: Underserved Areas

1. Leverage all appropriate government and institutional resources to produce an adequate number
of primary care physicians and othgmicianswho are willing to practice in underserved areas.

2. Create incentives to change medical school recruitment and education and residency training.
Medical school recruitment policies, curricula, and clerkship programs must be retooled to
address the health needs afiedically underservedesidents. Medical s@ols must accelerate
recruitment of qualified members of minority groups, especially black and Hispanic persons, and
must make changes in curricula that expose students to delivery of health care in underserved
areas.

3. Provide substantial fiscal incentivde attract individual physicians and other clinician®s
underserved locations.

4. Deploy financial incentives and technical assistance to safetpmgdicians and other clinicians
who are being squeezed by reductions in public funding and competitiondored patients that
have been brought on by the changing health care marketplace.

5. During a transitional period, require managed care organizations to contract with essential
community physicians and other clinician§for example, those who serve lewcome
populations, such as community health centers) if the managed care organizations are serving
persons in underserved locations and are financed in whole or in part with federal funds.

6. Carefully scrutinize in advance all mergers, -buys, and conversits involving nonprofit
hospitals and insurance plans by an objective representative of the public (for example, the state
attorney general or an insurance commissioner) to evaluate potential effect on the communities
served by these nonprofit organizatianSommunity participation and vigilance are necessary to
ensure that charitable resources remain dedicated to maintaining the-lbedtlg of the
community. (InneiCity Health Care, ACP 9éaffirmed BoR 0Geaffirmedas amendedoR17)

Controlling HealthCare Costs: Options for Ensuring an Appropriate Physician Workforce Specialty Mix

1. Congress should charge a federal agency to convene an advisory group of experts on physician
workforce. The advisory group should include representatives of national membership societies
representing primary care physicians, nursing, physician assistamsconsumer and patient
advocacy groups. It should also develop specific and measurable goals regarding numbers and
proportions of primary care physicians and other clinicians needed to meet current and future
demands for primary care, including thoas®ciated with expansions of coverage.

2. Congress should strategically lift restrictions on the numbeesidency training positions that
Medicare can reimburse for thdirect and indirect costs of graduate medical education to

encourageancreased opportunies for the training of physicians in primamre.
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3. Thefederal government should design and implement policipsdduce immediate, measurable
increases in primary care workforcapacity and to improve the training environment for the
primary health cee professions

4. Appropriations should be increased for scholarship and loan repayment programs under Title VII
and the National Health Services Corps to increase the number of positions available to physicians
who agree to train in a primary care speciadtyd complete a reasonable primary care service
obligation. New pathways to eliminate debt should be created for internists, family physicians,
and pediatricians who meet a service obligation in a critical shortage area or f§Bitty.09)

Solutions tothe Challenges Facing Primary Care Medicine

Establish a National Health Care Workforce Policy

1. The federal government should develop a national health care workforce policy that includes
sufficient support to educate and train a supply of health profegdiof & G KIF &G YSSdia GKS
health care needs and specifically to ensure an adequate supply and spectrum of primary care
physicians trained to manage care for the whole patient. General Internists, who provide long
term, longitudinal, comprehensive canethe office and the hospital, managing both common
and complex iliness of adolescents, adults, and the elderly, are essential to a high functioning
primary care system.
2. The federal government should establish a permanent national commission on the bagdth
workforce to provide explicit planning at the federal level by setting specific targets for
increasing primary care capacity, including training and retaining more primary care physicians
whose training is appropriate for the present and anticipatedlth care needs of the nation.
The Commission should also recommend policies, including changes in graduate medical
education funding, to achieve those targets and metrics to evaluate the success of each policy
intervention.
a. As a preliminary target, AGBcommends that the number of Medicafanded
graduatemedical education positions available each year in adult primary care
specialties bencreased in order to graduate 3000 additional primary care physicians
each year for theext 15 yearstomeetthelni A 2y Q& Yy GA OA LI 6 SR KSI f |
estimate is presented as a placeholder but is not intended to substitute for a more
rigorous evaluation by the commission.

Improve Training, Recruitment and Retention of Primary Care Physicians

1. The federal gowement should create incentives for medical students to pursue careers in
primary care and practice in areas of the nation with greatest need by developing or expanding
programs that eliminate student debt for physicians choosing primary care linked to a
reasonable service obligation in the field and creating incentives for these physicians to remain
in underserved areas after completing their service obligation. This should include:

a. New loan repayment and medical school scholarship programs in exchangéfary
care service in critical shortage health facilities with funding for 1000 awards each year
for the next 15 years.

b. Increase funding for scholarships and loan repayment programs under Title VII for an
additional 500 awards annually for the next ldays.
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c. Increase funding for National Health Service Corps (NHSC) scholarships and loan
repayment programs for an additional 158&ards annually for the next 15 years for
primary care medicine.

d. New practiceentry bonus for scholarship or loan repayment ad/eecipients who
remain in underserved communities after completiorsefvice obligation.

2. Congress should enact legislation to allow deferment of educational loans throughout the
duration of training in primary care residency programs.

3. The federal govemment should support education and training reform in primary care by:

a. Providing funding to encourage medical schools and-gostiuate residency training
programs to improve primary care education and training through grants for:

i. mentorship programs
ii. curriculum development for primary care models
ii. development of materials to promote careers in primary care

b. Eliminating barriers to increased training time in ambulatory care settings for primary
care trainees.

c. Increasing funding for primary care training progsaomder Title VII.

4. The federal government should develop public policies that support the retention of senior
physicians in primary care practice, including appropriate expense reduction in medical liability
insurance and other financial or administrativarriers to reduced practice load for senior
physicians choosing patitne practice, and other incentives for senior physicians to stay in
practice.(BoR 09)

Policy on Physician Reentry to the Workforce
1. The College supports pathways to make it easiepfysicians to reenter the workforce.
2. The College supports federal funding for physicians participating in physician reentry programs in
exchange for a service obligation as long as such funding does not divert funds from Graduate
Medical Education or Titlll funding.

Principles on Dynamic Clinical Care Teams

Professionalism

1. Assignment of specific clinical and coordination responsibilities for a patient's care within a
collaborative and multdisciplinary clinical care team should be based on what is in the best
interest of that patient,1 matching the patient with the membeér¢s the team most qualified and
available at that time to personally deliver particular aspects of care and maintain overall
responsibility to ensure that the clinical needs and preferences of the patient are met.

2. ACP reaffirms the importance of patients having access to a personal physician, trained in the care
2F GKS aogK2fS LISNA2YZXé K2 Kra fSFRSNAKALI NBa
consistent with the PCMH joint principles.

3. Dynamicteamszd i Kl @S GKS Tt SEAo0AfAGE 4ad2 RSGSNXYAYS
GKSY 61Fa4SR 2y akKINBR 32Ft&8 FyR ySSRa 2F GKS LI

4. Although physicians have extensive education, skills, and training that make them uniquely
gualified to exercise advandeclinical responsibilities within teams, wdllinctioning teams will
assign responsibilities to advanced practice registered nurses, other registered nurses, physician
assistants, clinical pharmacists, and other health care professionals for specifitsainseof care
commensurate with their training and skills to most effectively serve the needs of the patient.
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5. A cooperative approach including physicians, advanced practice registered nurses, other
registered nurses, physician assistants, clinical phasts®@and other health care professionals
in collaborative team models will be needed to address physician shortages.

6. A unique strength of multidisciplinary teams is that clinicians from different disciplines and
specialties bring distinct training, skjllknowledge base, competencies, and patient care
experiences to the team, which can then respond to the needs of each patient and the population
it collectively serves in a patierdand familycentered manner. ,

7. The creation and sustainability of higlilynctioning care teams require essential competencies
and skills in their members.

8. The team member who has taken on primary responsibility for the patient must accept an
appropriate level of liability associated with such responsibility.

Licensure

1. The pupose of licensure must be to ensure public health and safety.

2. Licensure should ensure a level of consistency (minimum standards) in the credentialing of
clinicians who provide health care services.

3. Licensing bodies should recognize that the skills, ingintlinical experience, and demonstrated
competencies of physicians, nurses, physician assistants, and other health professionals are not
equal and not interchangeable.

4. Although onesizefits-all standard for licensure of each clinical discipline shooldoe imposed
on states, state legislatures should conduct an eviddrased review of their licensure laws to
ensure that they are consistent with ACP policies.

5. {GFGS NB3IdzA A2y 2F SIFOK Of AYyAOAlyQa NBALISOGAQ
recognizing that teams should have the flexibility to organize themselves consistent with the
principles of professionalism described previously.

Reimbursement

1. Reimbursement systems should encourage and appropriately incentivize , the organization of
clinical care teams, including but not limited to Pati€#ntered Medical Homes and Patient
Centered Medical Home Neighbor practices. Reimbursement and compensation should
appropriately reflect the complexity of the care provided.

2. Payment systems that gaire the clinical care team to accept financial risk must account for
differences in the risk and complexity of the patient population being treated, including adequate
risk adjustment.

Research
a. Optimal formulation, functioning, and coordination in tedmsed care to achieve the best
outcomes for patients should be evidenbased.

b. 9FF2Nlia aK2dZ R 6S YIR

strong theoretical underpinnings for team | a S

S 2 IRRNBaa GKS AGRSTFAOA
R KSKBDbRIIB) O NB d¢

ReducingAdministrative Tasks in Health Care

Positions from 2017 paper affirmed:

Recommendation 1The ACP calls on stakeholders external to the physician practice or health care
clinician environment who develop or implement administrative tasks (such as payers, governmental and
other oversight organizations, vendors and suppliers, and others) tdgadinancial, time, and quality
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of-care impact statements for public review and comment. This activity should occur for existing and new
administrative tasks. Tasks that are determined to have a negative effect on quality and patient care,
unnecessarily gestion physician and other clinician judgment, or increase costs should be challenged,
revised, or removed entirely.

Recommendation 2 Administrative tasks that cannot be eliminated from the health care system must
be regularly reviewed, revised, aligne@hd/or streamlined in a transparent manner, with the goal of
minimizing burden, by all stakeholders involved.

Recommendation 3Stakeholders, including public and private payers, must collaborate with professional
societies, frontline clinicians, paties)tand electronic health record vendors to aim for performance
measures that minimize unnecessary clinician burden, maximize patient and family centeredness, and
integrate the measurement of and reporting on performance with quality improvement and céivede

Recommendation 4: To facilitate the elimination, reduction, alignment, and streamlining of
administrative tasks, all key stakeholders should collaborate in making better use of existing health
information technologies, as well as developing moreivative approaches.

Recommendation 5As the U.S. health care system evolves to focus on value, stakeholders should review
and consider streamlining or eliminating duplicative administrative requirements.

Recommendation 6The ACP calls for rigorous resghaon the effect of administrative tasks on our health
care system in terms of quality, time, and cost; physicians, other clinicians, their staff, and health care
provider organizations; patient and family experience; and, most important, patient outcomes

Recommendation 7 The ACP calls for research on best practices to help physicians and other clinicians
reduce administrative burden within their practices and organizations. All key stakeholders, including
clinician societies, payers, oversight entifie@ndors and suppliers, and others, should actively be
involved in the dissemination of these evideHsa&sed best practice$Putting Patients First by Reducing
Administrative Tasks in Health CaBoR 17)

Compensation Equity and Transparency in the Fietdedicine

1. The American College of Physicians believes that physician compensation (including pay,
benefits, clinical and administrative support, clinical schedules, institutional responsibilities, and
where appropriate, lab space and support fesearchers, etc), should be equitable; based on
comparable work at each stage of their professional careers in accordance with their skills,
knowledge, competencies, and expertise; and not based on characteristics of personal identity,
including, but notimited to, race, gender, religion, nationality, sexual orientation, and gender
identity.

2. Transparency is needed in physician compensation arrangements to ensure that physicians
regardless of characteristics of personal identity are paid equitably for acmbjpe work.

3. The American College of Physicians supports the study, development, promotion, and
implementation of policies and salary reporting practices that reduce pay disparities and bring
transparency to physician salaries in a manner that protectgp#reonal privacy of individual
physicians.

4, CdZNIKSNJ NBaSI NOK Aa ySSRSR (42 ARSyGaAFTe GKS
identity have on physician pay, with resultant effect on wding and burnout, and how those
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affect the strengh of the medical workforce. This includes additional collection of data and
inclusion of protected personal characteristics as part of collected data. (BoR 17)

Achieving Gender Equity in Physician Compensation and Career Advancement

1. ACP affirms that plician compensation (including pay; benefits; clinical and administrative support;
clinical schedules; institutional responsibilities; and where appropriate, lab space and support for
researchers) should be equitable; based on comparable work at eachaftpbgsicians' professional

careers in accordance with their skills, knowledge, competencies, and expertise; and not based on
characteristics of personal identity, including gender. Physicians should not be penalized for working less
than fulHtime.

2. A@ supports transparency and routine assessment of the equity of physician compensation
arrangements by all organizations that employ physicians.

3. ACP supports the goal of universal access to family and medical leave policies that provide a minimum
6 weels of paid leave and calls for legislative or regulatory action at the federal, state, or local level to
advance this goal. Such legislation should include minimum paid leave standards and dedicated funding
to help employers provide such leave. Paid leawkcies should ensure that all employees have

increased flexibility to care for family members, including children, spouses, partners, parents, parents
in-law, and grandparents.

a. ACP opposes discrimination on the basis of reproductive status, for thimseheose to have
children biologically or via adoption and for those who choose not to have children.

b. Family and medical leave and paid leave policies should be a standard part of physicians' benefit
packages, regardless of gender.

c. Residency and felvship programs, academic medical centers, community hospitals, and physician
practices should develop and implement paid leave policies to provide compensation to eligible male
and female physicians and trainees for a minimum of 6 weeks to care for laoneywnewly adopted, or
seriously ill child and to attend to other qualifying life events, such as care of seriously ill family
members other than children.

d. Medical schools and residency and fellowship training programs should publish and distriliute the
family and medical leave policies to all applicants.

e. Accrediting bodies for medical education and training should establish policies regarding family and
medical leave for students and trainees, supporting a minimum of 6 weeks to care for a nendom,
adopted, or seriously ill child and to attend to other qualifying life events, such as care of seriously ill
family members other than children.

f. Medical specialty boards should be flexible in their requirements for board eligibility in circurastanc
when trainees took family or medical leave.

4. ACP supports the provision of programs in leadership development, negotiation, and career
development for all physicians and physicimsraining.

5. ACP supports the provision of regular and recurringligit bias training by all organizations that
employ physicians. Organizational policies and procedures should be implemented that address implicit
bias.
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6. Academic institutions, health care organizations, physician private practice groups, and pnaflessio
physician membership organizations should take steps to increase the number of women in practice,
faculty, and leadership positions and structure equal access to opportunities, including:

a. Encouraging mentorship and sponsorship and providing trafairfgculty on how to be effective
mentors and sponsors.

b. Coaching and development programs.

c. Flexibility in structuring career paths in academic medicine, health systems, and private practice and
adopting flexible promotion and advancement critefilggluding promotion tracks that reflect the wide
range of responsibilities and unique contributions of female physicians.

d. Requiring the inclusion of female physicians as job candidates and members of search committees.

e. Ensuring diversity, includingrider diversity, on all committees, councils, and boards through
leadership development to ensure inclusion, comprehensiveness, and mechanisms for accountability.

7. Further research is needed on the reasons for and effect of gender pay inequity andshiardareer
advancement and the best practices to close these gaps across all practice settings.

8. ACP opposes harassment, discrimination, and retaliation of any form based on characteristics of
personal identity, including gender, in the medical profess(BoR 18)

HOME HEALTH SERVICES

Physician Ordering of Durable Medical Equipment and Home Health Services

1. ACP reaffirms its support for the copayment and deductible for DME and reaffirm its support for
its existing policy favoring appropriate cadtaring for home health services. ACP opposes the
establishment of additional cost sharing requirements for skilled nursing services that could
hinder access to medically necessary services and/or encourage use of more costly inpatient care.
ACPsup2 NIIa (GKS FSRSNIf 3I20SNYyYSydQa STF2NIa (2
abuse associated with the supply of DME and the provision of home health and skilled nursing
services, provided that such increased enforcement activities do not rigsiritreased hassles
for internists and/or result in internists unfairly being targeted for investigation for authorizing
medically appropriate DME, home health, and skilled nursing services.  ACP recommends that
home health providers and DME supplidocument and attest to the need identified in the home
for recommended DME and home health services. This documentation should be provided to the
physician at the time the physician attests to the need for DME and home health services and
should be made grt of the permanent medical record and attached to the forms submitted to
the appropriate local or regional carrier. (HoD g§affirmed BoR 06

2. ACP urges the Centers for Medicare & Medicaid Ser(@e§ to require that Durable Medical
Equipment andervices to be provided by home health agencies and skilled nursing facilities must
be ordered by the attending physician after appropriate documentation of medical necessity
before such services are offered to the patient or family. Suppliers shoul@ipriavthe physician
the charge for all DME and home health services prior to the time the physician is required to sign
the order. (HoD 9greaffirmed BoR 06; reaffirmed BoR)17

HomeBound Care

ACP believes that payment should be allowed for physiciasges for his or her allied health personnel
11z
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and that a physician should be reasonably reimbursed for the care and supervision of his or her home
bound patients. (HoD 82; reaffirmed HoD, @8affirmed BoR Q4eaffirmedBoR 1%

Unnecessary RecertificatioRorms

ACP urge€MSto modify its policy regarding Home Health Certification and Plan of Treatment so that
recertification by the physician is not necessary for permanent or terminal conditions as judged by the
physician. ACP urggSMSto examine and maodly recertification requirements in other areas to
accomplish the same purpose. (HoD &&ffirmed BoR Q4eaffirmedBoR 1%

HOSPITALISTS

Voluntary Choice of Inpatient Physicians (Hospitalists)

Patients along with their outpatient physicians have thghtito choose their inpatient physicians within
GKS tAYAGlLIGAZ2Yy&a 2F | @FAfI oAt A (e (BbRORrealffindd BaR F0A OA S a
reaffirmed BoR 1P

HOSPITALS

Hospitals to Provide All Services on a Seven Day a Week Basis

ACP enourages hospitals to provide, in collaboration with its medical staff and related healthcare
professionals, the services required to meet patient needs on-aaz2d/7 ¢day- a- week basis. This will
help ensure timely evaluation, treatment and safe discleaod patients.(HoD 96 reaffirmed BoR Q6
reaffirmed BoR 1P

Controlling Health Care Cost€ertificate of Need Laws and Health Planning

1. Local, state, and regional health planning should be done to identify health care needs and to
appropriately allocate resources to meet those needs. This planning should be conducted in a way
that promotes public engagement in the development of the pland subsequent adherence to
them.

2. Research is needed on the effectiveness of Certificate of Need (CON) programs for reviewing
proposed capital expenditures, acquisitions of major medical equipment, and new institutional
facilities to reduce maldistributioand redundancy and to ensure that health care resources are
best allocated in accord with health care needs. This research should include exploration of the
characteristics of CON programs that have had the greatest or least beneficial impact on reducing
unnecessary capacity with sufficient public support to be accefgi@aRR 09

Inpatient Admission Criteria

The College supports the position that the decision to admit a patient into an inpatient hospital setting is
a complex medical judgment which che made only after the physician has considered a number of
factors. In light of this position, the College recommends that:

1. Inpatient admission review criteria used by all payers, including Medicare, should be clear and

transparent.
2. Whenever possible, thee criteria should be evidendmsed.
3. ! LIKe@aAOAlIyQa RSOAAAZ2Y (2 FRYAOG F LIFGASYG G2 |

a payer through a process which includes a review and confirmation by a physician and is
supported by clearly documeed, evidenceebased reasons.

4. All payers should have easily accessible and clearly stated reconsideration/appeal processes to
review denied inpatient admissions. (BoR 12)
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HOSPITALMEDICABTAFF

Internist Hospital Privileges

Hospital privileges and th&cope of practice in hospitals for internists, as for other physicians, should be
based primarily on training and demonstrated competence.

ACP reaffirms that the delineation of privileges in any clinical department of a hospital should be a
professionaldinction of the physicians in that department and of the entire medical staff. The role of the
governing board of the hospital is to act on the recommendations for privileging by the medical staff.

ACP reaffirms its belief that all physicians supervisirgadicipating in patient care in a hospital, including
employed physicians, should be members of the organized medical staff and subject to the provisions of
the hospital medical staff bylaws. (HoD #daffirmed BoR Q4eaffirmedBoR 1%

Admission toa Hospital Medical Staff

Admission to a hospital medical staff should be by an impartial review of an applicant physician's relevant
gualifications. Mere membership in a closed panel HMO or other group shall not substitute for such
review of the individubs qualifications. ACP members are urged to assure that their own hospital bylaws
include this policy. (HoD 81; reaffirmed HoD @&&ffirmed BoR Q4eaffirmedBoR 1%

HOSPITALMEDICASTAHEREDENTIALINGDPRIVILEGES

Limitation or Cancellation oHospital Privileges Based on Age

ACP favors delineating the professional privileges of physicians when the determination of competency is
properly done by peers, and is based upon individual evaluation, without regard to chronological age.

ACP is opposed any arbitrary rules that would cancel or limit the hospital privileges of physicians based
on the chronological age of 65 or more.

Medical staff policy should include formal processes to conduct individual staff competency evaluations
on a regular basi (HoD 76; reaffirmed HoD 8reaffirmed BoR Q4eaffirmed 13

Privileges in Clinical Departments of Hospitals

ACP believes that the delineation of privileges in any clinical deyestt of a hospital is a professional
function of the physicians ithat department and of the entire medal staff. The role of the governing
board of the hospital is to affirm the existence and implenagion of an effective method for delineation
of privileges. (HoD 8Teaffirmed BoR Q4eaffirmedBoR 1%

HOSPITALMEDICABTAFHORGANIZATION

Establishment of Separate Subspecialty Departments Distinct from Departments of Medicine
ACP believes that the integrity of departments of internal medicine should be maintained and that the

establishment of separate subspetjadepartments, distinct from the department of medicine, should
be discouraged. (HoD 85; reaffirmed HoDreaffirmed BoR O&eaffirmed BoRL7)

HospitatEmployed Physicians on Hospital Medical Staffs

ACP believes that all physicians supervisimgaaticipating in patient care in a hospital, including teaching
positions and employed physicians, shall be members of the organized medical staff and shall be subject
to the provisions of the hospital medical staff bylaws. (HoD 81; reaffirmed Hofe@Brmed BoR 04
reaffirmedBoR 1%
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Hospital Governing Boards

ACP believes that the election of practicing pbigsis by and from the medical staff as voting members
of the hospital governing board should be made a requirement for accreditation. (Ha@a8firmed
BoR 04reaffirmedBoR 1%

Opposing the Requirement that Hospitals Screen Patients for Methicilésistant Staphylococcus aureus (MRSA)

ACP opposes legislative requirements that hospitals screen patients Migthicillin-resistant
Saphylococcusureus(MRSA). (BoR 10)

IMMIGRATION

Immigration

1. ACP supports expanding U.S legal residency status to refugees who are vulnerable to health
consequences, including death, illness, starvation and persecution, with appropriate vetting. ACP
opposes denying refugee status from persons in designated countries of origin who otherwise would
meet refugee status law requirements in the United States.

2. ACP opposes policies that would broadly deny entry amtey to the United States for persons
who curently have legal visas, including permanent residence status (green card) and student visas,
based on their country of origin and/or religion. ACP is particularly concerned about the impact on
medical students and foreigmorn noncitizen physicians whoave or will seek to have legal visas to
study or provide medical care within the U.S. as authorized by current law.

3. ACP strongly opposes discrimination based on religion, race, gender or gender identity, or sexual
orientation in decisions on who shall legally admitted to the United States as a gross violation of
human rights. The College reaffirms its view that practicing physicians, residents, fellows and
medical students, including those of the Muslim faith, should not be subjected to discrimination
and/or travel restrictions, based on their religious beliefs, and believes that this principle should
broadly apply to all persons seeking legal admission to the United States.

4. ACP is concerned about the health consequences of policies that would sfaihiligs, including
separating parents and children from each other. We oppose policies that would deny permanent
or temporary entry to the United States to persons who otherwise would meet current law
requirements for admission. Priority should be gitesupporting families in all policies relating to
immigration and lawful admission to the United States to live, study, or work.

5. ACP opposes deportation of undocumented medical students, residents, fellows, practicing
physicians, and others who camette United States as children due to the actions of their parents
Oa5NBI YSNEEOD FYR KIFE@S 2NJFNB StA3IA06ES F2NJ 5STFSNT
urge the administration to preserve the DACA action taken by the previous administratibauatn
time that Congress approves a permanent fix. The College also urges Congress to promptly enact
legislation to establish a path to legal immigration status for these individuals to ensure that
G5NBFYSNEE | NB LISNXYI y Sy (i These Inthivitlial ShouRiRIsoaE access S LI2 NI
to federal student loans and other appropriate opportunities.

6. ACP supports the establishment of a path to legal immigration status for undocumented children
who came to the United States due to the actions ofithparents.

7. The College reaffirms its call for a national immigration policy consistent with the recommendations
in its 2011 paper, National Immigration Policy and Access to Health(E&BoR 17)

The Health Impact of Family Detentions in Immigrati@ases
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1. The American College of Physicians continues to strongly oppose the separation of children from
their families in immigration cases because of the immediate andtemg health impacts on
them, and calls for immediate fanification of those thahave been separated.

2. ACP believes that forced family detentioindefinitely holding children and their parents, or
children and their other primary adult family caregivers, in government detention centers until
0KS | Rdzf GAQ A YYA INdnba expéctedl b reduttzan corsileraild adgets® S R
harm to the detained children and other family members, including physical and mental health,
that may follow them through their entire lives, and accordingly should not be implemented by
the U.S. governmenACP concurs with the position of the American Academy of Pediatrics that
separation of a parent or primary caregiver from his or her children should never occur, unless
there are concerns for safety of the child at the hand of a parent, primary famigivar, or
other adults accompanying them; efforts should always be made to ensure that children
separated from other relatives are able to maintain contact with them during detention; and
communitybased alternatives to detention should be implementedfter opportunities to
NEBALRYR (2 FlFLYAfASaAaQ ySSRa Ay (GKS O2YyYdzyAaie

3. In every immigration policy decision affecting children and families, government decision
makers should prioritize the best health interests of the chitd of the entire family(ECBOR
18)

Genetic Testing and Reuniting Families

Reuniting families who have been separated at the US border should proceed as expeditiously as
possible but if it involves medical testing, testing should be done in the letagsive manner;

safeguard health and other information; and be a last resort means of identification. What testing is
being done and why should be understandable to the individual (adult and child).

Government agencies and any other involved entitiezusth not use the individual's samples or
information beyond what is needed for prompt family reunification, nor should samples or information
be stored in databases or otherwise. As HHS Assistant Secretary for Preparedness and Response
Jonathan White hasa#d, test results should be "solely used to accurately connect parents with
children.”

Genetic testing raises ethical issues and yields health and other results not only about an individual, but
about entire families and ancestry. Commercial genetidigstan entail analysis of hundreds of

thousands of parts of the human genome. In these circumstances of reuniting families, broad genetic
testing is intrusive and likely unnecessary. It also raises significant privacy risks and can take extended
time to generate results. If medical testing is needed to assist matching parent and child, rapid DNA
fingerprinting paternity/maternity tests that give results in hours and that do not generate additional
genetic information beyond paternity/maternity could be liged. Testing of a broader scope, with
safeguards, should only proceed if there are no other reasonable alternatives. When medical tests are
used, informed consent and privacy issues must be addre¢$S&BOR 18)
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National Immigration Policy and Access ktealth Care
Access to Care

4. Access to health care for immigrants is a national issue and needs to be addressed with a
national policy. Individual state laws will not be adequate to address this national problem and
will result in a patchwork solution.

5. Acess to health care should not be restricted based on immigratiatus, and people should
not be prevented from paying outf-pocketfor health insurance coverage

6. U.S:born children of parents who lack legal residency should have the same access o healt
coverage and governmestubsidized health care as any other U.S. citizen.

Delivery of Care

7. National immigration policy should recognize the public health risks associated with
undocumented persons not receiving medical care because of concerns@&bnirtal or civil
prosecution or deportation

a. Increased access to comprehensive primary care, prenatal care, injury prevention
initiatives, toxic exposure prevention, and chronic disease management may make
better use of the public health dollar by improgithe health status of this population
and alleviating the need for costly emergency care.

b. National immigration policy should encourage all residents to obtain clinically effective
vaccinations and screening for prevalent infectious diseases.

8. The federal gvernment should develop new and innovative strategies to support saiety
health care facilities, such as community health centers, federally qualified health centers,
public health agencies, and hospitals that provide a disproportionate share ofargatfents
who are uninsured, covered by Medicaid, or indigent. The federal government should also
continue to help offset the costs of uncompensated care provided by these facilities and
continue to support the provision of emergency services. All ptgishould have access to
appropriate outpatient care, inpatient care, and emergency services, and the primary care
G2N] F2NOS &aK2dzZ R 0S adNBy3aGdKSySR G2 YSSi GKS vy

Eliminating discrimination in health care and professionalism

9. Physdcians and other health care professionals have an ethical and professional obligation to
care for the sick. Immigration policy should not interfere with the ethical obligation to provide
care for all.

10. Immigration policies should not foster discriminatiagainst a class or category of patients in
the provision of health care.

Call for Action
ACP is calling for a national immigration policy on health care that balances:

A. The need for a country to have control over whom it admits within its borders arddot and
implement laws designed to reduce unlawful entry.

B. The need for the U.S. to differentiate its treatment of persons who fully comply with the law in
establishing legal residency from that of persons who break the law in the determination of
accesgo subsidized health coverage and treatment.
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C. The concern that unlawful residents may not pay state or federal income taxes but could receive
care that is subsidized by legal residents who lawfully pay their income taxes.

D. Recognition that residents who latdgal documentation are still likely to access health care
services when ill, especially in emergency situations, and that hospitals have an ethical and legal
obligation under Emergency Medical Treatment and Active Labor Act (EMTALA) to treat such
persons and physicians are ethically responsible to take care of them

E. Recognition that society has a public health interest in ensuring that all residents have access to
health care, particularly for communicable diseases, and that delayed treatment for both
communicable and noncommunicable diseases may be costly and can endanger the rest of the
population.

F. Recognition that persons who delay obtaining care because they cannot document legal
residency are likely to generate higher health care costs that are pasdedegal residents and
taxpayers, through higher premiums and higher taxes. (BoR 11)

INTERNAL MEDICINE

The Evolving Role of the Internal Medicine Specialist

ACP envisions the role of the Internal Medicine Specialist as a comprehensive provider liealne
needs of adultsacross the delivery spectrum of health caamd reaffirms several fundamental
characteristics of general internists. Although several of these are features of other generalist disciplines,
others distinguish the Internal Medicine Syaist from other physicians who provide comprehensive care

to adults. Not every general internist actively partakes in every feature, but potential responsibilities for
the evolving role of the Internal Medicine Specialist will include one or more dbtloeving:

1. A primary care physician: the patient's first contact and a provider of comprehensive continuing
evidencebased care that involves the development and maintenance of a sustained and trusting patient
physician relationship.

2. A physician whevaluates and manages all aspects of illAgissnedical and psychosocied the whole
patient.

3. An expert in evidenebased disease prevention and management, early detection of disease, and
health promotion.

4. The patient's guide and advocate in a gbex health care environment.

5. An expert diagnostician who treats and manages chronically ill patients with one or multiple complex
and interactive illnesseacross the delivery spectrum of health care

6. A consultant when patients have difficult, uridientiated problems or when the general internist has
special expertise to apply to their problems.

7. A resource manager and administrator of health care who is familiar with the science of clinical
epidemiology and evidendeased medicine and can brimgthoughtful, costeffective practice style to
evaluation and management.

8. A clinical information manager who can take full advantage of health information technology.

9. A generalist in outlook and team leader in the healthcare environment who alsegsessspecial skills
that respond to the needs of a particular care environment.

10. An administrator, researcher, and educator who expands the medical knowledge base.
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11. A leader in the area of quality improvement. (BoRr@&@ised BoR 16

ResolutionRecognizing Geriatrics as a Primary Care Discipline

ACP adopted a resolution of the American Geriatric Society that had been adopted by the AMA House of
Delegates. ACP recommends that:

Geriatric medicine be recognized as a primary care discipline andosapipe inclusion of geriatric
medicine in the AMA definition of primary care, as a means to increase training opportunities in geriatric
medicine and enhance physician education and participation in the delivery of primary care services to
older adults.(American Geriatrics Society, AMA House of Delegates Resolution, ACPreb®®4ned

BoR 04reaffirmed BoR 16

Promoting Internal Medicine

ACP encourages individual internists to participate in activities in their communities which promote the
specialty of internal medicine, particularly primary care internal medicine. Such activities include
providing ambulatory, officddased mentorships for medical students; offering to counsel and/or provide
on-the-job experience to bright, young high school andempl students with an interest in becoming
physicians (such as in one's office or at high school career days or job fairs); and being a spokesperson to
promote the specialty whenever possible. (HoDreaffirmed BoR Q4eaffirmed BoR 16

Definition of Internist

Internists are physicians that specialize in the prevention, detection and treatment of illness in adults.
Internal medicine physicians include specialists and subspecialists with advanced training who possess a
wide variety of clinical knowledgand skills, and who are able to deliver comprehensive and consultative
care to patients with various chronic and acute conditions. ACP will incorporate this definition of internists

in the ACP Vision for 2015 statement and, as appropriate, in its commiamisand publications with
interested parties, including the U.S. Congress, the American public and other advocacy organizations.
(BoR 10)

LABORATORIES

Physician Office Laboratories

ACP supports and promotes the physician office laboratory that deliviessdtory testing to patients in
a timely, efficient, accurate and steffective manner. (HoD 85¢affirmed HoD 96reaffirmed BoR 08

Proficiency Testing in Physician Office

ACP encourages its members to use appropriate quality control measures ditiegpiay testing in their
laboratories to ensure accurate and reproducible laboratory results. (HoD 84; reinstated HoD 95
reaffirmed BoR 08

Reimbursement for Lab Services
ACP, to avoid unnecessary burdensome documentation requirements on physician€ M@8esise the
new coding methods as a basis for limited teié of performancespecific, focused medical review.

ACP urges the AMA and specialty societies to pursHedeé | 12 NBE | yR f S3Aratl GABS
laboratory fee schedule to a resourbased system. (HoD S®affirmed BoR 08

Laboratory Personnel Certification Under CLIA

ACP continues to work to recategorize certain high complexity tests it beliel@sgbi@ the moderate

complexity category or the physician performed microscopy procedures (PPMP) category. ACP supports

the recommendations made by the Clinical Laboratory Improvement Advisory Committee (CLIAC) that
12C
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testing personnel who performed high c@hexity testing prior to September 1, 1992, should be granted

a permanent "grandfather" clause and not be required to obtain an associate's degree. This grandfather
clause would apply to high complexity testing personnel who worked in the field pridretalate this
recommendation becomes effective in final regulations. (HoIB&R O4reaffirmedBoR 1%

SeltReferral Legislation

ACP supportan exception from the Stark 1l ban on sedferrals for facilities t@llow physicians, who are

not members otthe same group practice but whose practices are in the same building, to share clinical
laboratories and other woffice diagnostic facility services such asys and EKGs. (HoD; 8daffirmed

BoR O4reaffirmedBoR 1%

Physician Office Labs in MedicaRésk Products

ACP opposes the awarding of regional contracts to reference labs for all Medicare Part B lab $krvices.
the government pursues competitive bidding contracting, it should not be done without the guidance of
a CM$established body with adegie physician representation to provide guidelines and other
standards as necessary for the implementation of such a contract progkso 94 reaffirmed BoR 04

ACP will work with th€enters for Medicare & Medicaid Servitegpreserve the physician ate lab by
ensuring that appropriate reimbursement be paid to physician office labs providing services to Medicare
patients enrolled in Medicare risk products. (HoD @&&affirmed BoR Q4eaffirmedBoR 1%

Shared Office Labs

ACPsupports an exception fra the Stark Il ban on seléferral that wouldallow a shared office lab to be
housed in a building separate from a physician's office and to bill Medicare so long as any other restrictions
are met. (HoD 94eaffirmed BoR Q4eaffirmedBoR 1%

CLIA Redations

The waived category under the Clinical Laboratory Improvement Amendments (CLIA) should include
simple, basic microscopic and raricroscopic tests. (ACP AMA D3\ reaffirmed BoR Q4eaffirmed

BoR 1%

Elimination of Fee for CLIA Certificate \Waiver

ACP continues to work with the U.S. Department of Health and Human Services to ensure that the fee for
the CLIA Certificate of Waiver is limited to the actual cost of issuing the certificate. (HoEafiZmed

BoR O4reaffirmedBoR 1%

Payment br Handling or Conveyance of Specimen

Third party reimbursement for specimen collection should be sufficient to cover physician resource costs,

including those costs involved in handling and conveyance of specimens and complying with increased
regulatory lurdens such as the OSHA regulations. (HqDe2#firmed BoR Q4eaffirmedBoR 1%

Physicians Performing Radiographs and Electrocardiograms in Offices

ACP believes that internists with competence in interpreting laboratory tests and procechalesling,
but not limited to certain xays and electrocardiograms, should be permitted to perform such tests in
their own offices, and be reimbursed fairly for doing so. (HoD&#ffirmed BoR Q4eaffirmedBoR 1%

LICENSURE AND DISCIPLINE

LicensureRelicensure

ACP opposes any legislation and/or regulation that continuing medical education as a condition of
licensure or relicensure to practice medicine. (HoD 81; reaffirmed Hpi2&fBirmed BoR 04
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Relicensure-State Legislation

Physician relicensarprocedures must recognize that only physicians themselves possess the capability
to evaluate physician competence. Physician relicensure should be accomplished by utilization of
appropriate medical societies to draft and supervise physician competermédiens as they deem
proper in consultation and cooperation with appropriate state authorities. Efforts to develop
methodologies to evaluate the quality of care provided in the physician's office will continue to be
explored to replace the use of contiimg medical education and didactic examinations as determinants
for physician relicensure. (HoD 80; reaffirmed HoPr88ffirmed BoR Q4eaffirmed BoR 16

Regulation of Credentialing and Licensure

1. . SOl dzaS I ¢ARS QFNARASGE 2F FGGNROdziSa O2y N o dz
participation in programs for physician accountability such as maintenance of certification
should not be an absolute prerequisite for licensure and credengallThe primary
determinants should be demonstrated performance for providing high quality, compassionate
care and a commitment to continuous professional developmentafiRmation of current
policy].

2. If participation in or successful completionin&sPpA I € G& o021 NRQa YIFIAyaSyl yo
to be considered in the credentialing decisions by licensed hospitals/health systems, physician
groups and other health care facilities, insurers (including for payment purposes and network
participation), melical liability carriers and licensing boards themselves:

a. itshould never be the sole, principal, overriding, or absolute element to be considered,

b. or be a requirement or prerequisite for such credentialing or reimbursement for medical
services provideda patients;

c. rather, such participation in or successful completion of maintenance of certification
should be considered to be only one of a wide variety of attributes that contribute to a
LIK@aAOALFyQa O2YLISGSYOS FyR ljdz2ftAde 2F OF NBd

3. Enactmentofstatelams Y R NB 3 dz  GA2ya (2 NB3IdAIGS K2g &LISO
certification can be considered in credentialing by licensed hospitals/health systems, physician
groups and other health care facilities, insurers, medical liability carriers and licemsirdgb
themselves must be approached with great caution because of their potential for adverse
unintended consequences of such regulation, including:
a AYLRaAy3d adrdsS tS3aratl ddz2NBQa 2dzRIYSyida 2y
accountability;
b. interferingwith the ability of hospitals and physician groups, in particular, to use the
criteria they feel is most appropriate in selecting physicians to serve on their staffs or to
be granted privileges;
c. lowering the standards of credentialing physicians for haépnedical staff privileges,
employment, insurer networks, and medical liability carriers, such as by allowing

participation in CME alone to be considered as standard of excellence.
122
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4. To the extent that states choose to enact laws and regulations affectedgntialing and
specialty boards, they should be focused on ensuring that maintenance of certification is not
used as the sole, principal, overriding, or absolute prerequisite for physicians to be accepted
into hospital medical staffs, to have hospitaivileges, to be employed by licensed health care
FIOAftAGASAT (G2 KIFI@S | O00S&daa (2 NBAYOdNNBSYSyYyd:
to be accepted for medical liability coverage and the premium charged for it. State regulations
may appr@riately establish appeals and dypeocess rights, transparency and cause of action to
protect physicians from being unfairly discriminated against in such cases. State legislatures
AK2dz R y20 NBIdzA S GKS 02yl Sy intaBilfy. (BoR &) LINR2 FS &

LONG TERM CARE

Long Term Care

ACP supports efforts to promote integration of acute and home/commtipétyed long term care services

for the elderly and disabled. Such efforts should include expansion of current federal demonstration
projects and removal of administrative barriers to state experimentation in delivering long term care
through integrated health systems. (HoD; g&affirmed BoR 08

Regulatory Oversight of Boarding Care Facilities

ACP will monitor and support the efforts gfoups, such as the Institute of Medicine, to improve the
regulatory oversight of boarding care facilities in the United States and disseminate information to
component sections on their recommendations. (HoDré&ffirmed BoR 08

Supervision of Care d®atients in Extended Care Facilities

All care of patients in extended care facilities, including Skilled Nursing Facilities (SNF), Intermediate Care
Facilities (ICF), and Residential Facilities (RF) shall be carried out only on the orders of an attending
physician, or his or her designee. (HoDre&affirmed BoR 08

Physician Visits to Nursing Home Patients

ACP believes that medical necessity alone should dictate the frequency of physician visits to nursing home
patients. (HoD 81; reaffirmed HoD;38afirmed BoR O#reaffirmedBoR 1%

"Swing Bed" Concept

ACP endorses the "swing bed" concept, where appaig, as one solution to the shortage of skilled
nursing facity beds. (HoD 81; reaffirmed HoD; 98affirmed BoR Q4eaffirmedBoR 1%

Financing.ong Term Care Benefits

ACP supports minimizing the impact of aftpocket expenses on loimcome beneficiaries for new
Medicare longterm care benefits. ACP believes that to enable-logome beneficiaries to purchase long
term care insurance, a slidimgale subsidy for losincome beneficiaries with incomes above the poverty
level should be provided (for example, between WD percent of the poverty level) to purchase
long-term care insurance.

Additional funding mechanisms should be established tipaéad the responsibility for financing new
Medicare longterm care benefits beyond the beneficiary community, such as: increasing the excise tax
on alcohol and tobacco and dedicating at least a portion of the revenue fortéwny care under
Medicare; andimposing the Medicare payroll tax on currently exempt state and local government
employees. To protect individuals from further spending down their assets, encourage private sector long
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term care asset protection insurance and establish an asset protegiogram that waives the
consideration of protected assets in determining Medicaid eligibility. Other mechanisms, such as health
IRAs, may provide viable options for protecting individuals from spending down their assets. (HoD 89
reaffirmed BoR 04

LongTerm Care

ACP supports a public and private sector approach for financingtéomg care that would expand
Medicare coverage to include nursing home benefits after an individual either expends a "reasonable”
dollar amount or stays in a nursing home foreoyear. To offset the increased costs to the Medicare
program a copayment should be established for people with longer lengths of stay in nursing homes.
ACP supports the following changes in the tax code to encourage the development and purchage of lo
term care insurance: apply the same tax status to Hergn care products as now exists for accidental
and health insurance; allow the deductibility of insurance reserves and related investment earnings; allow
the inclusion of londerm care benefits itafeteria plans; offer tax credits for the purchase of kbegn

care coverage; eliminate the restrictions on the prefunding of retiree health benefits anddamgcare
insurance. ACP supports federal and state regulations that enhance consumer jprgectithe long

term care market. These regulations should assure appropriate standards of coverage, the establishment
of guidelines for proper disclosure, protections against sales abuses, regulation of renewal and
cancellation, requirements for suffigie reserves, and development of benefit/premium ratios. ACP
supports expansion of the Medicare program to cover "reasonable"” amounts of medical care in the home,
adult day care and respite care to relieve a family member who is the primary caregiver. 88HoD
reaffirmed BoR O¢

Nursing Homes

1. Itis clear from CMS analysis that nursing homes must continue to receive the additional financial
support provided to keep the industry stabilized and avoid the financial chaggeted by
implementation of the PP§stem. ACP ulg Congress to maintain adequditending levels until
a more methodical and rational approach to nursing home reimbursement can be developed that
LISNXYAdGa AYyRdzAaGNE adGlroAftAdGe yR | @2ARa TFT2NDOAY3
being.

2.1/t dz2NBS& /a{ (2 AYLXSYSyid Ada NBINF OGSR ! LINAC
categories for nursing home residents with multiple, serious health problems that require
AyaSyardsS OFNB FyR GNBIGYSyi(ié¢o

3. ACP urges Congress to take immediatgdlative measures to address and remedy the impending
crisis in skilled nursing care by addressing its root causes: inadequate reimbursement, an
undersupply of qualified nursing personnel, and rapidly increasing demand created by the baby
boomer populatbn. (BoR 02reaffirmed as amended BoR)13

Supporting Legislation that Requires Nationwide Criminal Background Checks for Health Care Workers

ACP supports the provisions in the federal Patient Protection and Affordable Care Act of 2010 that
requires a nabnwide criminal background check on applicants before hiring them into a position where
GKSe YI& 6S OFNARY3I F2N) @dzf ySNIofS LI GASyilas gKAOK
the law. (BoR 10)
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MANAGED CARE

Physician Privileging

The ACRBupports that one standard credentialing andaredentialing form be used for healthcare plans
and hospitals, and that practicing physicians should be involved in the development of the form. (BoR 00
reaffirmed11)

Patient Protection Legislation

ACP beéives that any effective patient protection legislation must:

1 Apply to all insured Americans, not just those in ERISA plans.

1 Require that physicians, rather than health plans, make determinations regarding the medical
necessity and appropriateness of ttegents. ACP supports language that defines medical
necessity in terms of generally accepted principles of professional medical practice, as supported
by evidence on the effectiveness of different treatments when available.

1 Provide enrollees with timely aess to a review process with an opportunity for independent
review by an independent physician when a service is denied.

9 Offer all enrollees in managed care plans a poirservice option that will enable them to obtain
care from physicians outside the health plan's network of participating health professionals, and

1 Hold all health plans, including those exempt from statgulation under ERISA, accountable in a
court of law for medical decisions that result in death or injury to a patient. (B&® zaffirmed
BoR 19

Medical/Surgical and Psychiatric Service Integration and Reimbursement

The American College of Physicgg\CP) advocates for health care policies that insure access to and
reimbursement for integrated medical and psychiatric care regardless of the clinical setting.

ACP advocates for standards that encourage medically necessary treatment of medical acal surg
disorders in psychiatric patients and of psychiatric disorders in medical and surgical patients. (BoR 99
reaffirmed 11

Appealing Managed Care f | Qedidls of Medical Care

The American College of Physicians takes an active role in encouragematiteent of Federal laws and
regulations that mandate:

1. That decisions regarding coverage that cannot be resolved bjntimaged care plaan the first
G§St SLIK2yS OIFff FNRY I LKeahaOALl yntadaged gafeiplatS Y dza
physician, andhat to do this,Managed care plarise required to have 24 hours telephone access
for physiciarto-physician dialogue with the ability to resolve any clinical or medical necessity
issues;

2. That themanaged care plaphysician ultimately denying medical ressity decisions needs to be
licensed in the state in which the patient is being treated and needs to be in a specialty relevant
to the medical problem;

3. That an appeal of thmanaged care plahJK @ 8 A OA I Yy Q&3 RSOA &4A 2Zmanaged SRa (2
care plarMedical Director in a time frame as determined by the urgency of the medical condition;
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4.

That amanaged care plawill be prevented from retrospectively denying payment for services if
prior approval had been obtained and the information provided by thgspghan was accurate.
(BoR 98revised BoR 30

Patient Choice of Health Plans and Physicians

1.

2.

3.

Patients must have a choice of health plans and the opportunity to voluntarily choose plans that
best meet their health needs.

t F0ASyda a&akz2dzi Waé rgciving oase front ahyOdné phiysician for an indefinite
period of time but allowed the freedom to select another physician as their patient care manager
if and when they choose.

Patients must be clearly informed in advance of any restrictions on the@ss to specialists that
may result from their choice of alternative delivery systems. (HopPr&#&ffirmed BoR 04
reaffirmedBoR 1%

LYGSNYyA&aGaQ w2tS Ay | alylFr3ISR /FNB {SiGiGAy3

1.

ACP supports the role of internists in providing services to patients innagea care setting.
Managed care policy and reimbursement methods should promote proper recognition of both
primary care services and consultative services. (HoDe@#irmed BoR 04

Physicians are best suited for the role of patient care manageg.iriférnist is an important and
highly qualified component of the patient care manager systérternists are physicians that
specialize in the prevention, detection and treatment of illness in adults. Internal medicine
physicians include specialists andbspecialists with advanced training who possess a wide
variety of clinical knowledge and skills, and who are able to deliver comprehensive and
consultative care to patients with various chronic and acute conditiBhgsicians who assume

the case managdiunction must possess broad clinical competence and appropriate training in
primary care. The physicians providing case management services should be appropriately
reimbursed for performing the additional management/administrative functions associatdd wit
this role. (HoD 8@eaffirmed BoR Q4eaffirmed as amendeB8oR 1%

ACP supports scope of practice legislation or designation by managed care organizations that are

Oz2yaraitaSyad esAaAGK 1/t L2fAOe GKIFG F2O0dshda 2y
legislative mandates or managed care policies that specifically name medical specialties as

primary care physicians. (HoD;#&affirmed BoR 08

Expanding Access to Internists and Internal Medicine Subspecialists

Managed careplans should permit expaded patient access to internists and internal medicine
subspecialists by:

1.

Giving internal medicine subspecialists and generalists the same opportunities to participate as
primary care physicians for any enrolled patient who wishes to choose them, pravidethey

meet the same or equivalent credentialing criteriuch as demonstrated competence in all
aspects of primary care.

Permitting internal medicine subspecialists to participate with managed care plans as primary
care physicians, principal caphysicians and/or consultants based on their preference if they
meet the requisite credentialing criteria for each role.

3. Allowing internal medicine subspecialists listed as consultants with a health plan to act as principal
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care physicians for patients witonditions in their area of expertise. Health plans should consult
with representatives of the internal medicine subspecialties on specific disease conditions that
would qualify for principal care. Plans should not require patients to obtain authiomztom a
gatekeeper physician to receive services from their principal care physician

4. Health plans should evaluate the cost of subspecialist and primary care physicians by using
severityadjusted economic profiles and other measures of physician pedoo®, rather than
FNDBAGNI NAE & fAYAGAY3I &dzo & LIS OA-éffechivaniss Qoncgras2 LIS 2 F
(Reinventing Managed Care: Patient Access to Integhibspecialists in Gatekeeper Health
Plans, ASIM 95eaffirmed BoR 08

Definition of Rincipal Care Services

Principal care, that is, the predominant source of care for a patient based on his or her needs, can be
provided by a primary care physician or medical specialist. In most cases, primary care physicians, with
their office careteam;, N3 ARSI ff & &dAGSR (2 LINRPJARS LINgGa OA LJ f
personal physician, in the advanced medical home model. However, a medical specialist with his or her
office care team can fulfill the role of personal physician as ddfinghis paper if he or she so chooses.

(The Advanced Medical Home: A Pati€sntered, PhysiciaGuided Model of Health CarBoR 06
reaffirmed BoR 1)/

Definition of Primary Care Services

ACP supports the Institute of Medicine definition of primary aseaevised: the provision of integrated,
accessible health care services by physicians who are accountable for addressing a large majority of
personal health care needs, developing a sustained partnership with patients, and practicing in the
context of fanily and community. ACP defimthe minimum set of medical services a physician must
provide to be designated as a primary care physician as follows:

1. Provision of comprehensive care that is not organdiseasespecific;

Periodic health maintenance exams

Health counseling;

Ability to provide preventive services, such as immunizations and cancer screening;
Ability to provide terminal care;

Comprehensive disease management;

Coordination of continuum of care for acute and chronic illnesses;

Arrangement of onsultations when appropriate;

© © N o g A~ w D

Ability to provide emergent care as it presents itself in the office setting, and arrange for definitive
care in a separate designated urgent care facility as necessary. (Hodafimed BoR 08

Physician Credentialing

1. In consultation with practicing physiciansjanaged care planshould develop a uniform,
standardized credentialing process for collecting and verifying documindsiding applicaons
and credentialing questionnairefor managed care products. Manageate and other entities
should adopt these standardized credentialing materials and a uniform credentialing process.

2. Eachmanaged care plashould evaluate the professional competence of physician applicants and
panel members in a manner that is comprehemasibut not cumbersome or inordinately time
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consuming.

3. Managed care planshould assess physicians on the basis of education, training, experience and
demonstrated competence.

4. Managed care planshould use nationally recognized guidelines for procedural competence in
assessing physicians.

5. Managed care planshould provide a fair hearing and an appeals process for applicants or panel
members who have been denied participation or retention foagens related to professional
competency.

6. Each physician should have to complete the credentialing document collection process only once;
other Managed care plan@ NJ O2y i N>} OG2N& OFy akKFNB GKS NBadz
Similarly, physician$ieuld complete recredentialing documents only once every two years; other
Managed care plar@ NJ O2 y i NI Ot 2NAE OFly &AKFINB (GKS NBadzZ Gasz

7. Physicians should have to fill out the uniform credentialing application only once. Receadidgnti
applications should contain a summary of the information in the credentialing file for the
physician to review, verify and change as necessatry.

8. Physicians who change practice location or affiliation should not have to undergo automatic
recredentialing.

9. Managed care planshould recognize the services provided by any qualifem tenens
physician covering for physicians already on the healthyplQd LJ- y St = F2NJ I aLISO
maximum number of days per year (determined on a egsecific basis). The health plan should
base payment to the covering physician on its accepted schedules or arrangements. (Reinventing
Managed Care: Reducingettvanaged Care Hassle Factor, ASIM&&ffirmed BoR 10

Board Certification

Internal medicine board certification, by itself, should not be used to exclude or include physicians from
participation in health care plans, employment opportunities, or hitadpprivileges. Objective criteria
20KSNJ GKFY 062FNR OSNIATAOFIGAZ2Y aK2dZ R 0SS O2y &aA RSN
clinicaljudgmentand competence. These criteria should include:

1. Meeting the training requirements necessary $it for the certification examination of the
American Board of Internal Medicine or American Osteopathic Association Board.

Completion of an ACGME or AOA approved internal medicine residency.

w

Faculty appointment in a medical school or participation inctéag residents and medical
students.

Evidence of extensive continuing medical education (CME).
Appointments to peer review or quality assurance committees.
Evidence of a large, busy practice of satisfied patients.
Documentation of good standing in the niedl community.

Clinical privileges granted by a hospital medical staff.

© © N o 0 &

Outcome measures.
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ACP continues to vigorously promote these and other criteria of clinical experience in providing quality
patient care to medical associations, managed care entiteaployer groups, and accrediting
organizations. (HoD 9%eaffirmed BoR 08

Recertification

1. ACP reaffirms its commitment tiifelong learning and professional accountability through the
process of recertification.

2. All pathways for recertification musgheet the following criteria: relevance to a variety of practice
settings, elimination of redundancy, accommaodation to different learning styles and sensitivity to
cost and time.

3. Whatever methods of recertification are chosen must be subject to continueatng and
validation.

4. ltisthe position of the ACP to encourage the maintenance of certification of subspecialists in both
general internal medicine and their subspecialties and therefore continue to work with the ABIM
to eliminate barriers and facilitatthe process of dual recertification in both general internal
medicine and the subspecialties. (BoR 02)

Physician Contracting

ACP supports federal preemption of state laws that unfairly interfere with the ability of health plans to
establish the contractual conditions of participation by physicians and other providers in the plan,
provided that the health plans are required toroply with federal standards to protect the interests of
patients in those plans, including the requirements specified below:

1. Health plans that contract with selected physicians to furnish care should utilize selection criteria
based on professional compmice and quality of care and appropriate economic considerations.

2. Health plans that contract with selected providers should have an established mechanism by
which any provider willing to abide by the terms of the plan contract could appeal a decision to
deye (KS LINPGARSNRAE LK AOFGAZ2Y F2NJ LI NGAOALN GA

3. Health plans or networks should provide public notice within their geographic service areas when
physician applications for participation are being accepted.

4. Physicians should have the right tppdy to any health care plan or network in which they desire
to participate and to have the application judged on the basis of objective criteria that are
available to both applicants and enrollees.

5. Selective contracting decisions made by any health calwaty or financing system should be
based on an evaluation of multiple criteria related to professional competency, quality of care,
and the appropriate utilization and resources. In general, no single criterion should provide the
sole basis for selecti, training, or excluding a physician from a health delivery or financing
system. The projected staffing needs of the contracting entity to serve its patient population is a
valid criterion that may be used for provider selection.

6. Plans should provide faeview by a credentialing committee with appropriate representation of

0KS FLILX AOFyiQa YSRAOFf &aLISOAlNfdGe 2F Fff I LILJE
profiling of physicians should be adjusted to recognize case mix, severity of #lgess,patients
FYR 20KSNJ FSI (Gdz2NBa 2F || LKeaAOAlFIyQa LINI OtAOS

expected costs.
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7. Plans should be prohibited from excluding practitioners with practices containing a substantial
number of patients with expensive rdieal conditions.

8. All decisions should be on the record and the physician applicant should be provided with all
reasons used if the application is denied or the contract not renewed.

9. After an initial probationary period, plans should not be allowed touidelclauses in physician
O2yGNY Ola GKIFIG Ffft2¢ F2NIOGKS LXFy (G2 GSN¥YAYILGS
10.t NA2NJ (2 AYAGAFGA2Y 2F FOGA2ya tSFRAy3 (G2 GSN.
Ol dzaS¥¢ (GKS LIKeaAOAl Yy atkegiatinBs far ©rmiBakidd.S Rhysigigni A O S
contracts should provide for an appeal processl aemedies if applicabldHoD 93 reaffirmed
BoR 0O4reaffirmedBoR 1%

Prohibition on Gag Clauses

E

ACP believes that no contract betwearealth care payer andhysicianshould contain any provision

restricting the physician's ability to communicateinfok G A 2y (2 (GKS LIKeaAOAl yQa LI
care or treatment options for the patient when the physician deems knowledge of such information by

the patient to be in the best medical interest of the patient. (HoDre@ffirmed BoR 08

Availability of Physician Payment Information

1. All health insurance planshould be required to make detailed information on compensation
arrangements readily available® physicians, including fee schedules, relative values and
conversion factors of services, capitation arrangements, percent of premium and other physician
incentive plans such as withholds and bonuses.

2. General information regarding the type of payment imetology (e.g. salary, fder-service,
withhold/bonus, percent of premium, or capitation) from insurers to physicians for the delivery
of medical services should be made available to patients upon request to the health insurance
plan. (HoD 9ireaffirmedBoR 03

Assuring Physician Reimbursement, Incentives, and Financial Risk Sharing Do Not Compromise Patient Care

1. All health plans must assumesgonsibility to assure that financial riskaring methods do not
lead to compromised patient care, which capib@ and other risksharing methods may do. The
plans need to be open to proposals from physicians to restructure their capitatianggments
to reduce any potential adverse impact on patients. It is not sufficient for health plans to argue
that the responsibility for assuring that appropriate care is given falls solely on the physician, when
it is the health plan that determines thenfincial arrangement under which medical care is
provided.

2. All health plans should offer stdpss coverage to allhysicians. Plgjcians should be required
to obtain stoploss coverage if their capitation contains risk provisions beyond the services that
the physician provides (for example, sharing risk for hospital care).

3. Riskbearing capitation payments should baded on a minimum enrolled patient population of
250 or more patients per physician. If an internist has fewer than a group average of 250 patients
per plan, the internist should be compensated under aftareservice or a primargare capitation
paymentmechanism.

4. Managed care plans that use a "gatekeeper" model should require either that patients select a
primary care physician within 30 days ofreltment, or the plan will select a pniary care
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10.

11.

12.

physician for the patient. If, for some reason, a prigneare physician is not selected within this
time frame, health plans that use a capitation payment mechanism must pay the primary care
physician who first sees the patient a capitation payment for that patient retroactive to the
enroliment date.

Healthplans should modify the methods they use to determine capitation payments to include
several factors, in addition to age and gender, that can predict use of medical care resources.
Specifically, ACP recommends that health plans incorporate measureslibf steéus and prior

year utilization.

Patients should be informed, at the time of enrollment, of any financial arrangemerdsiding
capitation-that place physicians at risk for the services that they provide to patients.

Health plans that capitatphysicians should provide a féer-service, poirdof-service option.

Health plans should use the most current work relative value units as found in the Medicare fee
schedule methodology in determining their reimbursement mechanisms.

Most importantly, inernists have a responsibility to do everything they can to assure that patient
care is not compromised when they accept financial risk for clinical decisions.

Managed care contracts shouldcinde provisions to protect phygans from adverse selection
when certain higkcost patients with prexisting conditions sign up with the primary care
physician, (e.g., patients with active AIDS, organ transplants osstage renal disease).
Specified higkcost patients with preexisting conditions should be duded from the individual
capitation rate and handled on a fder-service or capitation carveut basis. (Reinventing
Managed Care: Assuring Appropriate Patient Care Under Capitation Arrangements, ASIM 95
reaffirmed BoR 08

ACP supports changes in ubgtion and/or legislation so tha¥' | y I 3SR Ofinhidsial LI | y & O
incentives to physicians include valid outcomes measures in determining the provision of these
incentives. (HoD 96eaffirmed BoR 08

ACP supports legislation requiring that physicianspitated arrangements receive notification

of insurance status of the names of eligible enrollees andelible disenrollees within thirty

days of such changes. Payment for eligible enrollees from all payers should be made within 30
days of enrolimentwith appropriate penalties for lack of compliance in payments for all capitated
patients. (HoD 9&eaffirmed BoR 08

Physician and Health Plan Liability

1.

2.

3.

Managed care organizations should be held responsible for assuring quality health care and be
held [able for any negligence on the part of the health plan resulting in patient injury.

ACP will work to modify ERISA laws which prevent personal injury and wrongful death actions

being brought against health plans in state courts. Deserving claimants slealdwed to bring

personal injury and wrongful death cases in state courts against health plans and managed care
2NBFYATFGA2YyE AT GKS dziAfATFGAZ2Y NBGASH 2N LINB
and the care was a contributory causktioe injury or death. (HoD 97eaffirmed BoR 08

ACP opposes physician and physigratraining liability in cases where they have been restricted
in their treatment and referral decisions by managed care plans. (Hpe&firmed BoR 08
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Health PlanMarketing Standards

1. ACP encourages the U.S. Congress and through the ACP component societies the legislative bodies
of the respective states to enact appropriate legislation designed to prevent the use of fraudulent,
deceptive and higipressure sales tac$ to enroll patients in health insurance plans, and to
penalize those individuals and organizations which promote such activity. (HoBa®#f@med
BoR 03

2. State and Federal standards for marketing health benefits plans must ensure that: marketing
materials must not include false or materially misleading information; and sales agents do not
partake in abusive enroliment procedures such as not showing potential beneficiaries the listing
of covered insurance benefits. (HoD, 8daffirmed BoR Q4eaffirmed BoR 1%

For Profit Conversion of Health Care Organizations

In order to protect the general public in regard tofprofit conversion of health care organizations, ACP
recommends the following:

1. Representatives of state government (e.g. state attorneyegal, state insurance commissioner)
should oversee all feprofit conversions of health organizations.

2. Public notice and subsequent public hearings should be required prior to the approval ef a for
profit conversion.

3. The health care organization conveui to forprofit status should be required to obtain an
independent appraisal of its assets prior to the conversion. This appraisal should be made
available to the representatives of state government (e.g., state attorney general, state insurance
commissbner) overseeing the faprofit conversion.

4. Forprofit conversions should be structured to prohibit privan@rnmentfrom officers, directors
and key employees of the converting health care organization, as well as private benefit from
other individuals.

5. If the establishment of a charitable foundation is required as part of thgffofit conversion, the
mission of the foundation, as well as its proposed program agenda, should be determined and
offered for public comment prior to the completion of the camsion.

6. The mission of a charitable foundation resulting from agfmfit conversion should reflect closely
the original mission of the neprofit health care organization.

7. A designated proportion of the members serving on the board of directors of ataiblar
foundation should be new, independent members not previously affiliated with the converting
organization, who are selected based on their experience relative to the mission of the
foundation.

8. The level of compensation received by members servinipemoard of directors of a charitable
foundation should be consistent with that received by board members of similar types and sizes
of foundations. Representatives of state government (e.g., state attorney general, state insurance
commissioner) should qpove the mission and governance of any charitable foundation
established as a result of fgrofit conversions.

9. Once a charitable foundation has been established as a result ofpadfir conversion, ongoing
community liaison with the foundation shoutttcur on a regular basis (e.g., community advisory
committees, periodic public reports).
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10. There should be meaningful physician presence on the board of directors of any charitable
foundation formed as a result of the conversion of a fpoofit health care oganization to a for
profit organization. (BoR 98eaffirmed BoR 10

Accountability of Medical Director

In order to ensure fairness to physicians providing care and patients receiving care through managed care
plans, and to ensure that managed care madlidirectors are held accountable for their actions, ACP
believes that the final determination of a managed care plan's denial of services or benefits based on lack

2F YSRAOIE ySO0SaaAite 2N I LIINBPLNAIGSySaaxtorywmid 65 Y

must be fully licensed to practice medicine in the state in which the claim arose. Clear instances of poor
clinicaljudgmenton the part of the medical director, causing potential harm to a patient, should be
reported to the state licensing board. (HoD, B&gaffirmed BoR 08

Utilization Review (UR) and Utilization Management (UM)
1. UR/UM policies must never place physician financial incentives in conflict with patient welfare.

2. Physicians' adherence to evideroased, scientifically supported practice guidelines should
result in payment without excessive demands for documentation witdout filing appeals. If
the patient care does not copty with these guidelines, the physician should provide information
to justify the claim.

3. UR/UM appeals should provide physicians with due process, including the right to review the
material usedo make the claims denial with the actual personnel responsible for the review.

4. Managed care planshould reveal UR/UM criterisuch as computer algorithms, screening
criteria, and weighting elementgo physicians and their patients, on request.

5. Managed care planshould require preauthorization only for services for a specified procedure if
there is clear evidence that: (1) Routine use of preauthorization substantially reduces the number
of medically unnecessary services; and (2) The costs of ctingthe preauthorizationincluding
costs incurred by the physician's office in complying with the preauthorization requirerdmts
not exceed the potential savings.

6. Managed care planshould require that UR/UM personnel and processes focus on raledic
procedures that have a consistent pattern of overutiiiaa, pose significant medical or financial
risk to the patient, or for which there are no clear medical indications for use.

7. Managed care planshould apply uniformly the UR/UM t&ria estdlished or endorsed by a
UR/UM organization or the medical community, based on sound scientific principles and the most
recent medical evidence

8. Managed care planshould ensure that the UR/UM process is educational. Instead of punishing
phystians or pregenting appropriate care, the process should alert physicians to practices that
may not be coseffective and efficient. UR/UM should encourage physicians to examine methods
for altering practices and procedures while viewing high quality patient catteesrspriority.

9. Managed care planshould not exclude physicians who have served as patient advocates in
appealing UR/UM decisions.

10. Managed care planshould not initiate UR/UM contracts intended to deny medically necessary
sewices.

11. Managed care pinsshould not base the compensation of individuals who conduct UR/UM on the
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number or monetary value of care denials.

12. Managed care planshould accept a prudent layperson's assessment of an emergency condition
in determining when to pay for initial scregy and stabilization in the emergency room.
Managed care planshould basehe determination on what thepatient knows at the time of
seekng the emergency care, rather than on what the emergency department visit reveals.

13. With input from practicing phsicians, themanaged care planndustry should standardize
utilization review authorization processes. (Reinventing Managed Care: Reducing the Managed
Care Hassle Factor, ASIM 98)

14. All insurers requiring prapproval for the provision of medical servicd3iggnostic and/or
therapeutic) must provide an approval mechanism 24 hours a day; and a physician must be
available orcall 24 hours a day to review and adjudicate any denials. All insurers rejecting the
provision of medical services (diagnostic and/a@rdpeutic) must provide the specific reason for
said action at the time of rejection). (HoD;#&affirmed BoR 08

Concurrent Review of Inpatient Care

ACP supports the following principles regarding utilization review entities involved in Concurréaw Rev
of Inpatient Care provided bylanaged care plans

1. Thirdparty reviewers who are on site in hospitals evaluating inpatient management must submit
their credentials for identification and must obtain clinical data in the hospital only under the
supervsion of hospitabased utilization review/quality assurance programs.

2. aSRAOFET LINR(G202ta&a YR 20KSNJ NBtSGFryid YSRAOIf N
review program should be established with appropriate involvement from physicians.

3. Profesionally accepted prestablished review criteria, that is evaluated and updated
periodically, should be used for concurrent reviévinese criteria should be evidenbased and
take into account community standards.

4. The UR entity should inform, upon requiedesignated hospital personnel and/or the attending
physician of the UR requirements. However, the UR firm should collect only that information
which is necessary to certify the admission, procedure or treatment and length of stay. Copies of
medical reords should only be required when problems occur in certifying the medical necessity
of admission or extension of stay and only pertinent sections of the medical record should be
required.

5. UR organizations should make available to hospitals, physiciadsotver health care
professionals the general contact procedures to be followed in verifying the identity of the review
personnel requesting information, in calling for review and appeals information, and in registering
concerns about any element of thewiew process. UR staff should be available through a toll
free telephone number to answer such inquiries during normal business hours of the provider's
time zone.

6. After hours contact procedures should be specified, as well as a means for expeditd revi

Initial concurrent review should be conducted by trained individuals using medical and/or benefit
screening criteria established or endorsed by the UR entity in consultation with the medical
community.

8. Concurrent review should be done on a targetedibas
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9. When necessary, concurrent review conducted by telephone should be supplemented by

NEDBASHESNI YR LINEGARSNI SEFYAYlFLGA2Y 2F GKS LI GAS

10. Concurrent review should be initiated after a reasonable period of time following admission and
conduded at reasonable intervals thereafter. Routine daily review of all patients should not be

02y RdzOUSR o0& GKS |w FTANYO CNBIljdzSy0e 2F NBOA.

condition.

11. The attending physician and/or hospital should be informetheflength of stay certified and the
next anticipated review time.Generally, routine concurrenteview should not be conducted
earlier than 24 hours prior to the end of the certified length of stay.

12. All review organizations must have a medical advis@fgpably licensed in the state in which the
review is conducted. Decisions by the reviewer to certify additional services or continued stay
should be conveyed to the attending physician by telephone or in writing within one working day
of receipt of infemation needed to complete the review. Decisions not to certify continued stay
for reasons of medical necessity should be reviewed by a physician advisor of the reviewing entity.
This advisor should be available by telephone for consultation with tlemdibg physician.

13. The attending physician should be notified as soon as possible of a denial of continued stay and
given the opportunity to appeal the decision on an expedited basis. Reconsideration of the denial
may also be handled through the standambaals process.

14. A decision by the reviewing entity to uphold the denial or continued stay should be conveyed to
the attending physician and/or hospital by telephone the same working day. A written
confirmation of the denial should follow and include arpkxation of the primary reasons for
the denial and procedures to initiate further appeal, if the patient so chooses.

15. If the initial appeal is still denied after reconsideration, the attending physician should have the
right to ask for additional review bgnother physician advisor or medical consultant of the
appropriate medical specialty.

16. Onsite third party reviewers should communicate all suggestions regarding patient management
directly to the attending physician and should document all such actioasdard with medical
staff policy. (HoD 9Zeaffirmed BoR 04eaffirmed with amendment8oR 1%

Physician Run Health Plans, Professional Accountability, and-Antst Considerations

1. ACP encourages physiciked integration as the surest way to retaingfessional values at the
core of the health care system. A physician organization should be bound first and foremost to
professional values, while commercial organizations are bound to stockholders. Additionally,
both evidence and logic suggests thateigrated practice and professional collaboration may
improve quality of life.

2. In all forms of integration, physicians should have a commitment to and a central role in
accountability processes. This necessitates the involvement of physicians at thst héylets of
organizational leadership, particularly in the areas of quality and utilization management, and the
collaborative involvement of all physicians in these processes. Legislation and licensing of health
care delivery organizations should requighysician leadership of utilization and quality
management in all organizations.

3. Highly integrated practices with established quality and utilization systems are better positioned
to deliver quality, coseffective care than are looseknit networks or mndividual practices, which
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do not have the necessary tools.

4. In choosing any type of practice organization, physicians have the responsibility to evaluate and
place a high priority on physician development and leadership of collaborative quality
improvemert and clinical activities and on overall physician leadership in the organization. ACP
supports the right of physicians to choose any type of practice arrangement.

5. Patients have the right to full disclosure of all methods of reimbursement, quality maragem
and utilization review in any health care delivery organization. Legislation and licensing should
require such disclosure.

6. No delivery organization, accountability process, or reimbursement structure can fully resolve the
conflicts posed between enomic seHinterest and professional commitment to the patient's
best interest. Neither purchaser demand nor regulatory oversight can stimulate the type of
quality that comes from professional commitment to altruism, research, andrspifovement.

7. Prdessional societies have a responsibility to support physicians attempting to form integrated
organizations by providing information, guidance, and referrals; by arranging support networks;
and by sponsoring or financing educational programs.

8. Medical schols should include instruction on health care economics, business issues, cost
efficient practice patterns, epidemiology, populatibased medicine, and evidentased
practice. Alternatively, medical schools, like the profession itself, are calledimpéot a milieu
that supports collaborative practice.

9. ACP, other professional organizations, universities, and government should support vigorous
research of the effects of various types of integration and reimbursement structures on clinical
outcomes, ppulationbased health status measures, patient satisfaction data, and functional
health status measures. (Physiciariven Integration: A Response to the Cogization of
Medicine, ACP 96eaffirmed BoR 08

Establishing Strategy that Uses AfftrustLaws to Prevent Insurance Market Domination by One or Few Carriers

The American College of Physicians advocates thattraisti laws be changed to prevent market
R2ZYAYLFGA2y o0& 2yS 2NJ OSNE FSo AyadiNENE o KA OK
increase costs of health care for consumers and employers, and prevent physicians from negotiating over
provision of health services with those insurers. (BoRdéxffirmedBoR 1%

Establishing Strategy to Allow Physicians to Collectively Negotiatdwitsurers

The American College of Physicians supports federal and state legislation which expressly grants
physicians the ability to jointly negotiate with insurers. (BoRr@dffirmed BoR 16

Supporting the Use of Physician Office Labs (POLSs) in a Mah@gre Setting

1. Managed care planshould reach agreement with their participating physicians on the types of
laboratory tests that should be routinely made available in thegtigin's office-based on the
specialty of the Physician running the {a&w the appropriate tests that contribute to prompt
diagnoses are available to the patient.

2. Managed care plarshould not require patients to travel to a reference lab to get their tests done.
Physicians should be reimbursed an adequate fee for thfioe drawing and handling of tests
that are sent to a refance lab for testing.

3. Managed care planshould survey enrollees on their satisfaction with access to labora
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services and make chges in their laboratorgarrangements-such as gxanding accesto POLs
if such surveys support a conclusion that patients prefer to have their tests done in their doctor's
office.

4. Managed care planshould be willing to negotiate with individual doctors and medical group
practices to expand the menu of labdoay tests that may be provided in the physicians individual
POL beyond the minimum testing set necessary.

5. Managed care planshould compare the costs of tests sent to outside reference labs to POLs and
allow POLs to provide laboratory tests at a coniipet rate.

6. Managed care planshould address concerns about potential owsitization of laboatory tests
in POLs by using severagjusted and specialtgpecific profiling, or by negotiating arrangements
that include placing physicians at financiak for lab tests, rather than prohibiting psigians
from providing iroffice tests.

7. To address quality concernlanaged care planshould consider requiring all labBOLs and
reference labsto participate in prdiciency testing and to obtain accri¢ggtion from COLA or
other accrediting organizations. (Reinventing Managed Care: Assuring Appropriate Access to
Laboratory Testing for Patients in Managed Health Care Plan, ASibagitmed BoR 08

Statement on Arbitrary Classifications that Restridte Practice of Internal Medicine

The College opposes arbitrary categorizations that restrict internists from providing health care services
for which they are trained and qualified to deliver. Patient access should not be limited based solely on
the specalty designation of the physician. Physicians should be permitted to practice in areas for which
they are appropriately trained and can demonstrate that they are currently knowledgeable and clinically
competent.

The ACP maintains that physicians should peemitted to practice in areas for which they are
appropriately trained and can demonstrate that they are currently knowledgeable and clinically
competent. Accordingly, requirements by insurers and other thady payers that physicians must
choose betwveen being a primary care physician and a specialist are inappropriate. (Statement on Arbitrary
Classifications that Restrict the Practice of Internal Medicine, AQie&frmedBoR 1}

Use of Board Certification

Board certification, by itself, shouldot be used to exclude or include physicians from participation in
health care plans, employment opportunities, or hospital privileges. (HaDreffirmed BoR 04
reaffirmedBoR 1%

Managed Behavioral Health Organizations (MBHOS)

1. Managed Behavioral Hedlt Organizations (MBHOs) should share their written disease
management protocols with primary care physicians.

2.2 KSyYy LI GdASydiQa YSyidlt KSIFftdkK OFNB A& Ylyl3as
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MANAGEARBVIEDICAID
Monitoring

ACP suppost uniform criteria for monitoring the transformation of Medicaid into state programs
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providing coverage through managed care plans and the impact of such changes on access and quality.
Suggested criteria for monitoring and review include (1) adequacyubfig notification of pending
charges, (2) phased implementation allowing sufficient time for a managed care infrastructure to develop
and for a smooth transition for both patients and providers, (3) sound financial underpinnings with
capitated payments daarially based on analysis of expected utilization and enroliment of the covered
population, and (4) uniform standards of quality.

Medicaid Waivers for Managed Care Demonstration Projects

Criteria for granting waivers for demonstration projects under Bect115(a) of the Medicaid Act should

be that the proposed projestr a & A ad Ay LINRBY2dAy3d GKS aSRAOFAR ! Qi
quality medical carelACP AMA Del94; reaffirmed BoR Q4ACP supports the 1115 waiver process, but

urges that remewal requirements for waivers be flexible enough to provide for {@rmge planning with

predictable and sufficient fundingBoR 00reaffirmedBoR11; reaffirmed with amendment8oR 1%

State Medicaid Managed Care Programs
ACP supports:

1. State governmerst should demonstrate to the federal government the organizational capacity
and structure sufficient to operate a Medicaid managed care program.

2. States should conduct appropriate education and outreach programs to their Medicaid
populations to familiarizehtem with the rules of managed care. To avoid confusion on the part
of recipients and providers created by automatic enrollment policies, states should be required
to notify enrollees concerning any health plans to which they may be assigned and theoneed t
dzaS + KSItdK LXFyQa ySig2N] 2F LINRPOARSNEO®

3. States should establish a statewide grievance system for their Medicaid managed care program
for use by enrollees and providers to report instances of fraud and abuse or unreasonable denials
of care.

4. States shouwl have the authority to impose fines, terminate enroliment and cut off payments to
health care plans violating the standards of the Medicaid managed care program.

5. States should be encouraged to adopt independent enrollment brokers for their Medicaid
managel care plans to remove incentives for marketing abuses.

6. State contracts with Medicaid managed care plans should include standards for accountability
FYR YFIyF3aSYSyid 2F (GKS KSIFItGK LIXIFY FyR akKz2dzZ R A
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consistent with those in the medical community.

7. Similar regulatory standards should be applied to Medicaid plans as those applied to commercial
managed care plans, includiagcreditation by an established third party accrediting body and
licensing by a state insurance department or equivalent licensing body.

8. Rules on marketing by Medicaid managed care plans should be strengthened, including
prohibitions on dootto-door canvasing in lowincome areas, marketing at food stamp offices
and offering gifts as incentives to join a plan.

9. Background checks should be conducted by the state on health plan owners and managers, with
prohibitions against granting of an HMO license to anywiik a criminal background or deemed
lacking in managed care expertise.
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10. Health plans should be required to report to the appropriate state agency the salaries of plan
executives and to spend at least 80 percent of their Medicaid payments on health caigese
and medical care.

11.1 SFf 0K LXlya akK2dZ R 0SS LINPKAOAGSR FTNRY O2yaikr
enrollment or reenrollment process or for purposes related to underwriting.

12. To alleviate problems associated with rotating enroliment, Han&ries who join a managed care
plan should be required to remain in the plan for the remainder of the plan year, after an initial
60 day trial period. (HoD 96eaffirmed BoR 08

MANAGECARBVEDICARE

Physician Contacts with MedicasdMO Intermediaries

The American College of Physicians endorses the principle that it is inappropriate for Médlcantage

intermediary contracts with physicians to contain any clause that would proscribe the capacity of the
physician to bill another government or commare £ Ay & dzNJ y OS OF NNA SNJ a4 dzOK | 2
compensation, automobile, medical, +iault, or liability insurance including a self insured plan. (BoR

98, reaffirmed BoR 10

Disclosure of Information to Beneficiaries/Enrollees

ACP believes thathe information described below should be disclosed to enrollees and potential
enrollees prior to enroliment, at least once annually thereafter, and at any time thaintéeaged care
plan substantially modifies its established rules or policidsanaged are plansshould be required to
provide this information to beneficiaries written and formatted in the most easily understandable manner
possible:

1. RequireManaged care plan® provide beneficiaries with information written and formatted in
the most easilyunderstandable manner possible that explains:

a. Written rules and policies regarding benefits;
b. How and where to obtain services from or through thanaged care plgn

c. Restrictions on coverage for séres furnished outside theanaged care planncluding
the extent to which enrollees may select the providers of their choice (from within or
outside the plan's network of provids if applicable), and the restrictions (if any) on
payment for services furnished to the mflees by providers other than those
participating in the plan;

d. The obligation of thenanaged care plato assume financial responsibility and to provide
reasonable reimburseent for emergency services and urgently needed services;

e. Any services other than emgency or urgetly needed services that thmanaged care
planchooses tgrovide;

f.  Premium information;

g. Grievance and appeal procedures including the right to address grievances to the
Secretary of Health and Human Services (HHS) or the applicable review entity;

h. Disenrolment rights;

i. Any restrictions that limit covage to prescription drugs @poved by thenanaged care plafi.e.,
drug formularies);
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j.- Any prior authorization requimaents for inpatient admissions, elective procedures or
referrals;

k. Any rules that requirdeneficiaies to obtain authorization from a primary care physician
(PCP) to cover referrals for tests, elective procedures and specialty care; and

I. Any rules that limit access to claail laboratory tests performed in participating
physicians' offices.

2. RequireManaged care plan® inform beneficiaries of their right to be informed about various
treatment options including:

a. The right to discuss with their physician the advisability of seeking treatment options that may
not be available through themanaged care plaar for which themanaged care plawill not
authorize coverage; and

b. The right to decline treatment.
3. Requiremanaged care plan® disclose their:

1. Disenrollment rates for Medicare eullees for the previous two years (@wuding
disenrolment due to death or moving outside of the plan's Medicare service area);

2. The number and percentage of claims for payment of services for the previous two years
that were denied by the plan and ppaled to the Secretary of HHS, amranistrative law
judge, or federal court under the appeals procedures that are available to beneficiaries;
and disclose the number and percentage of such denials that were reversed upon appeal.

3. The number and percentage of participating yiaers for the prior three years whose
contracts with themanaged care plawere not renewed by action of thenanaged care
planor the provider.

4. Their medical expense ratio, using a standard reporting format as required by the
Secretary. A medical expensaio represents the proportion of total renue spent on
medical services, as opposed to the proportion spent omiadstrative expenses,
retained or disributed to owners.

Any restritions placed on the information that participating providers ateowwed to discuss with or
otherwise commurgate to beneficiaries.

1. Using a standard reporting format as required by the Secretary of HHS, require that the
managed care plaprovide a report card on the satisfaction of enrolled beneficiaries and
participating physicians with the plan. As a basis for preparing such report cards, require
managed care plan® use a standard survey instrument (as sfiediby the Secretary)
to survey beeficiaries and their participating physicians at least once annuall&in
satisfaction with thananaged care planincluding assessments by enrolled lefiniaries
and by participating providers of the quality of care yided, and the ease by which
beneficiaries can access needed services and obtain care from pimgsiefe are most
gualified to treat them.

2. Requiremanaged care planthat have physician tentive plans (as defined by current
regulations), provide a written disclosurbased on standard definitions and
explanations as established by the Secretary diSHf the impact that such
arrangements can have ontpent care, including the financialéentives that are created
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for providers to provide fewer services to benefioig. The recently released physician
incentive plan regulations need to be immex by standardizing the information that
must be provided to patients, rather than leaving it to the plans to decide on the wording
and content of the disclosure statements. (Reinventing Medicare Managed Care:
Improving Choice, Access, and Quality, ASMeaffirmed BoR 08

Congress should direct the Secretary of HHS to develop a comparative information packet on the
competing managed care plans CMSwould provide the packetupon request-to any Medicare
beneficiary whds considering enralig inamanaged care planThe types of information should include:

1.

a > D

Enrollment and disenrollment rates;

Comparative performance on clinical, structural, and satisfaction beacks;
Access measures, including the peraaye of referrals denied or unavailable
Physician turnover rates;

Satisfaction measures (specifying those with chronic conditions) iimgjudisenrollment
information;

Appeals and grievance proceduresluding the numbers, reasons, and resolutions of grievances
and appeals pemanaged carglan;

Access and quality findings fra@MSmonitoring surveys;
Information on how referrals are made, including who makes the referrals and on what basis;

Financial and contractual arrangents between plans and providers that may influence their
decisims regarding services, in the judgment of the federal government. (Reinventing Medicare
Managed Care: Improving Choice, Access, and Quality, ASHeb&tmed BoR 08)

Choice of Physicians in MedicakéanagedCare Plans

In order to assure beneficiaries' freedom to choose the physician who is best qualified to treat them,
Medicare Managed care planshould meet the following standards concerning enrollee choice of
physician:

a. Enrollees should be able to select a persormgigician from among all participating plan physicians.

b. If a plan limits benefits to items and services furnished only by providers in a network of providers
which have entered into a contract with the spsaor, the sponsor must also offer at the time of
enrollment a Pointof-Service (POS) rider to cover items and services furnished by health professionals
who are not paticipating providers. A supplemental premium could be charged for such a rider and
costsharing rules imposed by theanaged care plafor out-of-plan services.

c. For the POS option, the HHS S&ame should establish an actuarially sound schedule of limits on cost
shaiing for outof-plan items and services. These esiairing limits must be gghied uniformly to all
POS offerings. Cesharing for such items and séces for lowetincome enrollees should be
appropriately lower than limits established by the Secretary for other enrollees and should be set at
a level that would not pose an anceptably large financial burden to obtaigimutof-network
services. For purposes of cetaring, loweincome enrollees are defined as indluals who have
adjusted gross income below 250% of poverty level. (Reinventing Medicare Managed Care: Improving
Choice, Access, and Quality, ASIMreéffirmed BoR 08
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Provision of Care to Enrollees with Chronic Conditions and Special Needs

In order to assure beneficiariegspecially those with chronic conditions and special netdse timely
and convenient access to the full range of needed physgsarices, Medicar®lanaged care plarshould
be required to:

1.

Develop and implement standards for accessibility to hosjigesed services and to primary and
specialty care physician services. These accessibility standards shall ensure the plan establishe
and maintains adequate arrangements with a sufficient number, mix and distribution of health
professionals and providers to assure that items and services are available to each enrollee in the
service area of the plan; in a variety of sites of servidgéh veasonable promptness (including
reasonable hours of operation and afthours services); with reasonable proximity to the
residence and workplace of enrollees; and in a manner that takes into account the diverse needs
of enrollees and that reasonab&gsures continuity of care.

Develop and implement standards to allow for the addition of providers to meet patient needs
based on ioreases in the number of enrollees, changes in the patieqrovider ratio, changes
in medical and health care capab##i, and increased deand for services.

Develop and implement standards to ensure that processes for coordination of care and control
of costs do not crate undue burdens for enrollees with special health care needs or chronic
conditions. (Reinventinjledicare Managed Care: Improving Choice, Access, and Quality, ASIM
96; reaffirmed BoR 0B

Enrollees' Access to Urgent and Emergency Care Services

In order to assure beneficiaries have immediate access to urgent and emergency care, Mdditaged
careplansshould:

1.

Use a prudent layperson's assessment of what constitutes an emergendijiacoras one of the
factors in detemining when it should pay for initial screening and stabilization in the emergency
room. The determination should be based on wiknown by the patient at the time the
emergency care is sought, rather than what is later learned as a result of thegenugr
department visit. Additional evaluation and treatment services should be provided consequent
to a medical professional's eening, so a different standard would apply to emage of such
services.

Make timely decisions on requests for preauthorization of emergency and urgent care services.
(Reinventing Medicare Managed Care: Improving Choice, Access, and Quality, ASIM 96
reaffirmed BoR 08

Enrollees' Grievance and Appeals Rights and Procedures
MedicareManaged care plarshould be required to meet the following appeals and grievance criteria:

1.

As required under existing standards, thenaged care plashould ensure that akknrollees
receive written information about the appeals and grievance procedures at the time of
enrollment. Given the findings by GAO and OIG that sdMaeaaged care plankave been
violating this requirement without being sanctioned BMS CMSshould stictly enforce this
requirement and impose sanctions on plans that are not in compliance.

Themanaged care plashould review an adverse preauthorization determinatigon request
of the enrollee, enrollee's family or enrollee's physietarithin specifed time frames that would
allow for a rapid determination of denials for urgent and emergency caBMSs current
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standards do not include any specific requirements for timely review of emergency and urgent
care. ACP proposes the following time frames:

a. For urgent care services, within one hour after the time of thguest for such review;

b. For services other than emgency and urgent care, within 24 hours after the time of a
request for such review.

3. Themanaged care plashould review an initial dermination on payment of claims within 45
days after the date of a griest for such review by the enrollee, enrollee's family or recipient of
payment (provider), instead of the 60 days allowed under the existingdstats.

4. Themanaged care plashouldreview a grievance regarding inadequate access to any physician
specialist by an enrollee, the enrollee's family, or the enrollee's physician, within five business
days. The current standards do not include any specific requirements on timely reviews of
complaints concerning edequate access.

5. Themanaged care plashould inform the parties involved with the complaint of itsciton in
writing. The notice should state the specific reasons for theemeination and inform the
enrollee and enrollee'shysician of his/her right to reconsideration.

6. The managed care plampreauthorization/claims payment reviewer described in this section
should be of the same or sitai medical specialty as the provider of the service in question.

7. Arequestfor a secon@considergion should be made in writing by the enrollee, enrollee's family
or enrollee's physician and filed with tineanaged care plaor the Social Security Administration
office within 60 days of the organittan determination. The enrollee shouldgquest an extension
if "good cause" is shown. Theanaged care plashould make a second reconsideration within
30 days, instead of the 60 days now allowed, and for access complaints, within five days. If the
managed care pladoes not reconsiderin® 06 SYSFTAOAII NBEQa Tl @2NE Al &
explandion for all parties involved with the dispute and send the entire cas€kSfor a
determination.

8. Themanaged care plashould be granted an ¢ansion from the above time requireents only
if the appropriate providers have not forwarded them patient records for review.

9. If the managed care pladoes not act within the prescribed time period, the case should be
automatically decided in favor of the enrollee. Currently, éfigiaries are still shjected to the
managed care plas original denial of their request for payment of medical services, even when
the managed care plahas failed to comply within the time frames for review in the existing
standards. (Reinventing Medicare Managed Carerdwuipg Choice, Access, and Quality, ASIM
96; reaffirmed BoR 08

Handling of Reconsidered Appeals Determinations
When a case is turned over @MSor its contractor) for a reconsidered determinatid®iMSshould:

1. As required under current regulans, notfy the enrollee, the enrollee's family, the enrollee's
physician and thenanaged care plaaf:

a. The reasons for the reconsidered determination;

b. The enrollee and enrollee's physician's right to a hearing if the amount in controversy is
$100 or more;
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c. The pocedure that the enrollee or enrollee's physician muslkdeito obtain a hearing.

2. Make a reconsidered determination within 30 days for denials of covered services, as currently
required, and within five days for access quaints.

3. As required under xdsting standards, inform the parties involved with the complaint of its
decision in writing. The notice should state the specific reasons for the determination and inform
the enrollee of his/her right to a hearing for reconsideration.

4. Establish that theeconsidered detemination is final and binding unless a request for a hearing
is filed within 60 days of the date of the notice of reconsidered determination by the enrollee, the
enrollee's family or the enrollee's physician.

5. Decide the case in favof the enrollee ifCMSor its contractor does not act within the prescribed
time period (Reinventing Medicare Managed Care: Improving Choice, Access, and Quality, ASIM
96; reaffirmed BoR 0B
Quality Improvement Organizations (QIOReview of Disputed Inpatient Lengths of Stay
Medicare should maintain its current standard requir@i to immediately review disputes between
the managed care plaand the patient over the length of inpatient stays (stated below):

1. A Medicare enrolleegnrollee's fanily or enrollee's physician who digrees with a determination
made by themanaged care plathhat inpatient care is no longer necessary may request idiate
QIOreview of the determintion.

2. The enrollee may stay in the hospital untiet®lOmakes a determinion.

3. The PRO must make a determination and notify the enrollee, the enrollee's physician, the hospital
and themanaged care plaby the close of business the first wang day after it receives the
information from the parties imolved necessary to make a determination. (Reinventing Medicare
Managed Care: Improving Choice, Access, and Quality, ASidafitmed BoR 08

Standards folCMSAppeals Contractors

Any contractor used b€MSto review appeals of amanaged care plas decision to deny payment for
otherwise covered services and to review beneficiary grievances should be required to nfeataeice
standards that are coparable to those required of Medicare Part B FFS carriers, including:

1. The contractor should be redred to establish state or regional advisory committees of practicing
physicians that reflect various medical speigal, practice settings and geographic areas. The
advisory committees should:

a. Review the contractor's performance on reviewing and aijating claims disputes;
b. Review newly proposed Metfhire policies and policy changes as require€Ms

c. Address generic managed care problems raise@€l\s the contractor,QIGs, carriers,
Managed care planghysicians or benefigi@s. However, theommittee will not involve
itself with indvidual physician disputes with ananaged care plaar the contractor;

d. Meet with the contractor on a quarterly basis;

e. Make quarterly, formal reports to local and state medical asdiotia and specialty
socidies.

2. The contractor should provide for timely notification and adequate opportunity for review by
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3.

state medical societies and specialty societies of changes in criteria, protocols or other standards
used by the contractor in making determinations abowgpdited claims.

The contractor should disclose to physicians and beneficiaries, upon request, all coding edits,
medical necessity criteria, algorithms and practice guidelines used to review denhnlaged

care plans (Reinventing Medicare Managed Camproving Choice, Access, and Quality, ASIM
96, reaffirmed BoR 08

Utilization Review (UR) Requirements for Medicar@naged care plans

1.

Medicare Managed care planshould establish utilization review (UR) programs with the
involvement of paticipating ptysicians and release to affected health providers and ezmslthe
screening criteria, weighting elements and computer algorithms used in reviews and a description
of the method by which these were deloped.

Medicare Managed care planshould uniformy apply UR criteria that are based on sound
scientific principles and the most recent medical evidence

Medicare Managed care planshould use licensed, certified or otherwise credentialed health
professionals in making review determinations and, subjectsafeguards outlined by the
Secretary of HHS, make available upon request the names and credentials of those conducting
UR.

Medicare Managed care planshould be explicitly prohibited from compsating individuals
conducting UR based on numbers of démia

Medicare Managed care planshould treat favorable preauthorization views as final for
payment purposes unless the determination was based on fraudulent information supplied by the
person requesting the detemination.

Medicare Managed care planshould provide timely access to review personnel and, if such
personnel are unavaible, waive any preauthoridan that would otherwise be required.
(Reinventing Medicare Managed Care: Improving Choice, Access, and Quality, ASIM 96
reaffirmed BoR 08

Assuring Quality of CareManaged Care & Responsibilities
In order to assure that internal and external reviews of the Quality of Care Providewihgged care

plansare sufficient for beneficiaries to obtain necessary and beneficial care, Medizaaged care plans
should be required to:

1.

Establish mechanisms to incorporate the recommendations, suggestions and views of enrollees
and participaing physicians and providers thatpnove quality of care into:

a. Medical policies of the plan (such as pigiicrelating to coverage of new technologies,
treatments and procedures;

b. Quality and credentialing crit&a of the plan;
c. Medical management procedures of the plan.

Monitor and evaluate higlvolume and highrisk services and the care of acute and chronic
conditions.

Evaluate the continuity and coordition of care that enrollees receive.
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4. Have mechanisms to detect both underutilization and overutilization of services.

5. Use systematic data collection of performance and patient results, provide intatpyetof these
data to its practitioners, and make needed changes.

6. Make available information on qugt and outcomes measures to fatilie beneficiary
comparison and choice of health coverage options (in such form and on such quality and
outcomes meaures as the Secretary determines to be appropriate). (Reinventing Medicare
Managed Care: Improving Choice, Access, and Quality, ASi¥afitmed BoR 08

Assuring Quality of CareCMSResponsibilities

In order to assure that internal and external reviews of the quality of care providbthbhgged care plans
are sufficient for beneficiaries to obtain necessary and beneficial CvkSshould:

a. Requiremanaged care plan® regularly report patterns of uiization of services, availability of such
services and other information to track utilizationcass and satisfaction of enrollees.

b. Routinely publish comparative data collected on HMOs such as complaint rates, disenrollment rates,
rates of outomes andappeals as well as the gelts of its investigations or any findings of
noncompliance by HMOs.

c. Check the effectiveness of a plan's quality assurance and utilization management processes and, using
trained clinical evaluators, include in that examinateaystematic consideration of a@ylO fhdings
concerning the quality of the plan.

d. Impose an appropriate level of sanctions when a significant quality deficiency is detaotddsuch
deficiencies are rectifieagsuch as freezing enrollment in the play Btopping payment for new
Medicare enrollees.

e. Provide for private sector accreditan as an alternative to federal veew and certification oManaged
care plans provided that a deemed accrediting body's standards are equal to or stronger than the
standards outlined fomanaged care plansy CMS

f. Provide for external monitoringby an independent, publicly accountable grewb the effectiveness
of themanaged care plasinternal quality improvement processes, emphasizing collaborative efforts
to improve quality rather than micromanagement. (Reinventing Medicare Managed Care: Improving
Choice, Access, and Quality, ASIMrééffirmed BoR 08

CMSApplication of Statutory Sanctions for SuBtandard Quality of Care

CMSshould be more willing to exciseits existing statutory authdty to impose sanctions uniformly
againstmanaged care plarfer contractual violations that can substantially impair beneficiaries access to
guality medcal care. CMSshould specifically use its existing authority to apply graduated levels of
sanctions that would impose increasingly higher levels of sanctions on repeat violators. The types of
violations that should result in imposition of sanctionslude:

1. Falure to provide medically necessary services required by efizary;
Requiring enrollees to pay excess premiums;
Inappropriately expelling or excluding a beneficiary from paréition;

Denying or discouraging enroliment;

o~ DN

Falsifying information;
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6. Not promptly paying claims;

7. Inappropriately terminating participating physicians. (Reinventing Medicare Managed Care:
Improving Choice, Access, and Quality, ASIMezgfirmed BoR 08

Use of Quality Indicators Specific to a Medicare Population

1. A new set ofquality indicators-developed specifically for the Medicare populatiesthould be
used to determine whether a plan is providing appropriate continuity and coordination of care.

2. Anmanaged care plds internal quality review criteria should ensure that thkan's quality
assurance system makes appropriate use of best practices and outcomes inforatation
processes of care and health status measufesolder persons.

3. MedicareManaged care planshould be required to providEMSwith the clinically relgant data
from which valid quality indicators can be produced.

4. Funding should be provided for research on outcomes and to develop quality measures.
(Medicare Managed Care: How to Ensure Quality, ACre&8irmed BoR 08

AssuringManaged Care IBnsare Responsive to the Needs of the Medicare Population

1. Managed care plans not currently serving older persons should be required to modify their
existing policies and structure before enrolling Medicare beneficiaries.

2. MedicareManaged care planshould berequired to provide ongoing training in geriatrics to their
physicians and staff. In particular, plans should train their physicians in concepts of coordinated
care using a multidisciplinary team with a focus on geriatric syndromes and diseases with a hig
prevalence in the elderly. (Medicare Managed Care: How to Ensure Quality, A€Rffésned
BoR 03

Measuring Patient and Physician Satisfaction

Managed care planshould be required to regularly perform surveys to determine patient and physician
satisfaction. (Medicare Managed Care: How to Ensure Quality, AGtafmed BoR 08

Ongoing Medicarananaged care plafnternal Monitoring System

Caseby-case reviewsould be eliminated and replaced with a system of ongoing monitoring of practice
patterns, quality improvement, and outcomes. (Medicare Managed Care: How to Ensure Quality; ACP 95
reaffirmed BoR 08

Physician Reimbursement, Financial Incentives, F8&laing, and Avoidance of Adverse Selection

1. CMSshould requireM\managed care planthat pay physicians on an individual or group
capitation basis must adjust their provider capitation gegnts to reflect the risk selection of the
patients assigned to an inddual participating provider, using risk adjustment methodologies as
approved by the Secretary of HHS for this purpose.

2. To assure that Medicare paymentsrnmanaged care plando not create incentives fdvlanaged
care plango discriminate against sickgratients with more complexand costly-illnesses, the
Secretary of HHS should beqréred to develop a methodology for adjusting Medicare and
Medicaid capitation payments tmanaged care plans reflect risk s&ction, paying less to plans
attracting favorable selection and more to plans with adverse selection. In developing the
methodology, the Secretary shall consider factors such as prior utilization and current health
status of beneficiaries. (Reinventing Medicare Managed Care: Improving Chodess, and
Quiality, ASIM 9Geaffirmed BoR 08
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CMSshould requiremanaged care planthat have financial incentive arrangements with physicians to
provide adequate stofjoss coverage for physicians who are at substantr@nitial risk for services
provided to Medicare and Medicaid enrollegSMSs interim final rule on physian incentive plans should
be improved by:

1.

Reviewing the definition of "risk threshold." A 25 percent risk threshold may be too high for
physicians in solo or small group priaet CMSshould consider developing a graduated risk
threshold based upon the size of the physician group or based upon the number of patients in the
physician's or physician group's patient panel. Using a graduated risk threshold that is lower on
smalle patient panelsfor example, 10 percent on a solo physician or patient panels of less than
100 patients-will provide greater protection for enrollees than a 25 percent risk threshold. For
larger physician groups and larger patient panels, a 2&patrisk threshold is more appropriate.

Broadening the regulatory gaiirement for stoploss coverage. The initial $10,000 stops limit

for patient panels less than 1,000 patients is too high to protect a solo practice or small group of
physicians and thHe patients from unusually high medicalpenses. Similarly, the higher stop

loss limits for patient panel sizes greater than 1,000 patients are too high to adequately protect
physicians and their patients from random risk of unusually high medical sgpen

Increasing the 90 percent protéan above the stodoss limit to 100 percent; 90 percent stop
loss protection is not an adequate safeguard for patients. (Reinventing Medicare Managed Care:
Improving Choice, Access, and Quality, ASIMe28firmedBoR 0§

Medicare Risk Contracting
ACP supports the following statements favoring improvements in the current Medicare risk contracting

program:

1. revising the method of designating payment in Medicare risk contracts.

2. use of risk adjustments such as histofyserious illnesses in setting payments to risk contracting
plans.

3. offering beneficiaries a choice of poiof-service HMOs and POPS in addition to staff model
HMOs.

4. requiring that beneficiaries be provided comparative information about all health plaicefo
available to them.

5. requiring that beneficiaries stay with a health plan until the next annual enrollment period (after
an initial 60 day trial enrollment), thereby discontinuing the current policy that allows them to
enroll or disenroll on a monthlydsis.

6. requiring reasonable, nepunitive increases in premiums and other cost sharing for beneficiaries

who choose to remain in the traditional Medicare f&@-service system.

requiring that beneficiaries be provided comparative information concerningMaitlicare risk
contracting plans that are available to the(Reinventing Medicare Managed Care: Improving Choice,
Access, and Quality, ASIM #€affirmed BoR 08

Assessing Physician Performance in a Mediddr@nagedCare Plan Setting

In order to assure that the methods used Blanaged care plan® assess physician performance are
designed and implemented in a manner that will not compromise access and quality, Mddeaaged
care planshould:
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1. Involve affiliated doctors in network amagement, and set upwith participating provider input
-provider performance evaluation measures.

2. Establish procedures for selection of health professionals based ontiobjstandards of quality
that would take into consideration suggestionspipfessional associations, health professionals
and providers.

3. Provide for review of applicants by committees with appropriate provider representation, and
written notification to provider applicants of any information indicating that the applying provider
fails to meet the standardsf the plan, along with an opportunity for the applicant to submit
additional or corrected information.

4. Use objective criteria when taking into account economic considerations in the selection process,
and make such criteriavailable to those prie@ssionals applying to participate.

5. Adjust economic profiling by taking into account a physician's or health professional's patient
characteristics (such as severity of illness) that may lead to unusual utilization of services, and
make the results of such profiling available to plan providers involved.

6. Provide potential participating providers with the plan's contracting standards and criteria.

7. Involve participating physicians in developing written policies for disciplinary actiah
sanctions.

8. Unless the physician poses an imminent harm to enrollees, provide:
a. A 90day notice of a determination to terminate a physician contract "for cause";

b. An opportunity to review and discuss all the informatiamwhich the determination is
based;

c. An opportunity to submit supplemental and corrected information;
d. An opportunity to enter into a corrective action plan.

9. Notinclude in its contracts with participating physicians a provision permittingdugaged care
planto terminate a contract "whout cause." (Reinventing Medicare Managed Care: Improving
Choice, Access, and Quality, ASIMrééffirmed BoR 08

MedicareManagedCare Fan Reimbursement for Medical Education, Training, and Research

Medicare payments to capitated medical plans skdoatcurately reflect expenses for medical edtion,
training and researci{The Impact of Managed Care on Medical Education and Physician Workforce, ACP
96; revisedBoR 03

MEDICAID
Dual Eligibles
1. 1/t adzLI2NIia OKIFy3aSa Ay (eéichre ddérnization AGttodrelievdNE G A a A
short- and longterm financial pressures under state Medicaid programs that may occur due to
the shift in dualeligible drug coverage from state Medicaid programs to Medicare.

2. ACP believes that physicians must be mtediwith clearly communicated information that is
detailed but useffriendly from prescription drug plans in Medicare Part D concerning what
drugs will be available to Qualified Medicare Beneficiaries and at what cost.
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3.

4,

ACP advocates that current minimumlido thresholds for appealing prescription
reimbursement decisions should be reviseor eliminated and patient advocates should be
permitted to help guide patients through the appeals process.

ACP advocates that quayments under the Part D benefit fQualified Medicare Beneficiaries
be modified so that these epayments are no higher than those under state Medicaid
programg with reasonable adjustments for inflation, etcand that QMBs not be denied
prescription drug coverage when they cannot afford togpayment.(BoR 05reaffirmed BoR
16)

Medicaid and Health Reform

1.

The Medicaid program should serve as the coverage foundation feimlceme children, adults,

and families regardless of categorical eligibility. Medicaid minimum eligibility standards should

be uniform on a national basis and federally mandated Medicaid coverage expansions should be

fully subsidized by the federal government. Further, policymageasild refrain from enacting

policy changes that would result in vulnerable persons being dropped from Medicaid coverage.
Medicaid payment rates must be adequate to reimburse physicians and health care facilities for

the cost of providing services, to leance physician and other provider participation, and to

assure access to Medicaid covered services. Policymakers must permanently increase payment
F2N) aSRAOFAR LINAYFNE OFNB YR 20KSNJ ALISOALFT A&
reimbursement.

Medicaid resources must be allocated in a prudent manner that emphasizes evibasee

caremitigates inefficiencies, waste, and fraud. Efforts to reduce fraud, abuse and waste under

the Medicaid program should not create unnecessary burdens for physisilangio not engage

inillegal activities.

In the case of longerm care, Medicaid beneficiaries should be offered more flexibility to

choose among alternatives to nursing home care, such as community or home health care, since

these servicescouldbele@2 3G f @8 YR Y2NB adzZAdlFlo6tS (2 GKS AYF
federal government should collaborate to ensure access to home and comrhasgd long

term care services. Individuals with lotegm care needs should be able to supplement their

Medicad coverage with longerm care insurance products.

{GFrGSaQ STF2NIa G2 NBTF2NYXY GKSANI aSRAOIFIAR LINRIN
patients. Consumedriven health care reforms established in Medicaid should be implemented

with cautionand consider the vulnerable nature of the patients typically served by Medicaid. A

core setof comprehensive, evidendeased benefits must be provided to enrollees.

Federal and state stakeholders must work together to streamline and improve the Medicaid
waiverprocess, ensuring timely approval or rejection of waiver requests and sufficient

transparency tallow for public consideration and comment.

Medicaid should be held accountable for adopting policies and projects that improve quality of

care and heahl status, including reducing racial and ethnic disparities and effectively managing

chronic disease and mental health.

Congress should establish a countgclical funding mechanism for Medicaid, similar to the

funding mechanism for unemployment insurante increase the amount of federal dollars to

the program during economic downturns. Substantial structural changes to Medicaid are
necessaryii G 4t Sa I NB (2 YSSO GKS ySSRa 2F (KS yI (GAz2
States and the federal governmeriauld reduce barriers to enrollment for Medicaid coverage.

Efforts should be made to ease enrollment for all eligible persons, including automatic
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enrollment based on income. Implementation of citizenship documentation requirements
should not impedeaccesso Medicaid and CHIP for those lawfully eligible. States and the
federal government should provide culturalpnd linguisticallycompetent outreach and
education to ensure understanding and enroliment of Mediegidible individuals.

10. States should worto improve the physician and patient experience in dealing with the
Medicaidprogram. Solutions should include reducing administrative barriers, and facilitating
better communication and prompt pay standards between payers and physicians. Financial
assisance should be provided to Medicapdrticipating physicians to purchase and implement
health information technology.

11. Medicaid programs should ensure access for Medicaid enrollees to innovative delivery system
reforms such as the patiertientered medicahome, a teardbased care model that emphasizes
care coordination, a strong physicipatient relationship, and preventive services.

12. Medicaid program stakeholders should consider alternative financing structures to ensure
solvency, high quality of care, @mininterrupted access for beneficiaries, while alleviating the
LINEANF YQA FAYFYOALFf LINBaada2NBE 2y adlkiSad tI NIAO
eligible beneficiaries must be reformed.

a. A physiciarg particularly a primary care physicigrshould be included among the
membership of the Medicaid and CHIP Access Commig8ioR. 10)

Medicaid Standards for State Waivers

ACP believes that managed care has the potential to improve quality and reduce costs of Medicaid
coverage, but only if thetandards that we outline below are met by states.

1. States must allow a sufficient time period so that meaningful public comments on significant
aspects of Section 1115 waiver applications can be considered by the state before they are
submitted toCMS

2. Implementation must be paced to allow sufficient time for managed care infrastructure to
develop and for a smodbttransition for both patients, physicians, and other clinicidreaffirmed
as amended BoR 17)

There must be thorough and verifiable compliande WK G KS & ¢ SNYACMS/R [/ 2y RA

4. Sound financial underpinnings must be demonstrated before waiver approval. Capitated
payments should be actuarially based on analysis of utilization and enroliment expectations of
the covered population.

5. Uniform quaity of care standards for existing Medicaid beneficiaries and newly covered insured
must be a mandatory part of statewide demonstrations.

6. The ACP recommends th@aMSrequire that utilization review criteria be disclosed to physicians
and patients, that thecriteria be based on reasonable, timely medical evidence, and that they be
consistently applied. In addition, physicians should supervise the review decisions, including
determinations of the medical appropriateness of any denial, as well as an appeaksgr
Finally, mechanisms should be established to evaluate the effects of the utilization review
progrant including provider and patient satisfaction data. (Reforming Medicaid: Essential
Standards for State Waivers, ACP r@affirmed BoR Q&eaffirmed BR 17
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Medicaid Expasion: Premium Assistance and Other Options

1. Medicaid programs must develop and widely disseminate information to enrollees (and
potential enrollees) that clearly explains in plain language health insurance concepts, plan
rewards ancpenalties, provider and hospital network, and other pertinent information.
Materials should be made available to meet the needs of the Medicaid population, including
those with disabilities and/or limited English proficiency and literacy. States shoukdwitbr
independent enrollment brokers and communityased organizations, and other assistance
entities to provide enrollee outreach and education and, when applicable, act as a liaison
between the enrollee, insurer, and state program. State programs shveaild with such
stakeholders to provide toliree help lines, face téace counseling, electronic communication
and other ways to access Medicaid information, education materials, and enrollment assistance.

2. At a minimum, Medicaid expansion waivers shoulovde coverage of the essential health
benefit package, nonemergency transportation, Early and Periodic Screening and Diagnostic and
Treatment benefits, mental health parity, and other benefits required of Alternative Benefit
Plans.

3. Medicaid premiums andostsharing should be structured in a way that does not discourage
enrollment or cause enrollees to disenroll or delay or forgo care due to cost, especially those
with chronic disease. If costsharing is applied it should be done in a manner that enc®urage
enrollees to seek higlialue services and health care physicians and other health care
professionals. Medicaid enrollees should not be restricted from reenrolling in coverage (i.e.,
lockedout). Medicaid outofpocket costs should remain nominal and béjsat to a cap (such
as no higher than 5% of family income) for those with incomes above the poverty line.

4. Work-related or job search activities should not be a condition of eligibility for Medicaid.
Assistance in obtaining employment, such as throughntahy enroliment in skillsand
interview-training programs, can appropriately be made available provided that is not a
requirement for Medicaid eligibility.

5. Medicaid wellness programs should be structured in a manner that monitors health status and
encoulages healthy behavior through positive incenthased programs. Punitive approaches
that penalize enrollees for not achieving better health status, or for not changing unhealthy
behaviors, should be avoided. Applicable programs should adhere to the resodations
SaldlofAaKSR Ay GKS 1/t LRfAOE LI LISN a9GKAOITt [/
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MEDICAL EDUCATION

Fellowship Start Date

The American Colleg# Physicians supports a one week separation between residency completion and
fellowship initiation. (BoR Q4eaffirmed BoR 16

United States Medical Licensure Exam Step Il Clinical Skills Exam and the Comprehensive Osteopathic Medical
Licensure Exam Pl Clinical Skills Exam

The American College of Physicians encourages all medical schools to adjust their student financial aid
budgets to reflect all relevant costs incurred by the student to complete the United States Medical
Licensure Exam (USMLE)S1eClinical Skills Exam and/or Comprehensive Osteopathic Medical Licensure
Exam (COMPLEX) Part Il Clinical Skills Exam. (BeRffidned BoR 16
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ACPsupports efforts tohA YLINE @S F2NX I (GNF AyAy3d A&lynedwievi@igiga KSI f
programs in the United States. ACP actively promotes internal medicine as ideally suited to providing
O2YLINBKSyaAdsS 42YSy Qefir&BOROE OF NB @ ol 25 T

Geriatrics

ACP believes that the treatment of the elderly idategral part of the practice of internal medicine. ACP
endorses recognition of geriatrics and clinical gerontology as part of the academic discipline of internal
medicine. ACP supports additional emphasis on the unique aspects of the geriatric padikid\zels of
teaching, research and patient management. (HoD 81, reaffirmed Hpi2&&rmed BoR Q4eaffirmed

BoR 15

Clinical Faculty of Medical Schools

ACP encourages departments of nzdeé to provide leadership to nesalaried members of theioical
faculty of medical schools in their involvement in educational and research programs. Departments of
medicine are encouraged to involve clinical faculty of medical schools in the educational and
administrative policies dealing with curriculum demwginent. (HoD 72; revised H&@D; reaffirmed BoR

04; reaffirmed BoR 16

MEDICAEDUCATIOIRINANCINENDSUPPORT
Financing

ACP favors cooperative ventures to engage representatives of all parties involved in the financing of health
care and/or graduate mddal education to develop mutually acceptable recommendations for
mechanisms by which all thigarty payers will equitably share in the financing of graduate medical
education. (ACP AMA Ded5; reaffirmed BoR 08

Elimination of Federal Financial Assigize to Those Attending Unaccredited Medical Schools

ACP supports the elimination of federal financial assistance (guaranteed student loans) to US students
attending unaccredited medical schools. (HoD 86; reaffirmed Ho&ffirmed BoR 08

Fair Contribution byPayersfor Medical Education, Research and Indigent Care

ACP supports an glayerapproach to appropriately subsidize medical education, postgraduate training,
and clinical research (including practice guidelines, medical outcomesasteffectiveness studies).
ACP continues to support appropriate alternatives for subsidizing indigent care. (Hdafiémed BoR

08)

Revitalization of Internal Medicine: Overview of the Problem and Recommendations on Reducing Medical
Student Debt
1. ACP advocates both increased financing and measures to improve both the effectiveness of
primary care service obligation components and the ease of the application process for
scholarships, loaforgiveness programs, and lewterest loan programs that ire primary
care service in return for financial aid.

2. ACP calls for expanded funding and eligibility for federal loan programs targeted to support
LINAR Yl NBE OF NBx adzOK & ¢AGES +#LLQA t NAYEFNE /I NJ
and princi@l payments on medical student loans until after completion of postgraduate training
and the taxdeductibility of interest and principal payments for such loans, if repayment occurs
during residency training.
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3. Financial aid and debt counseling, as well asnseling in budget management, should be
available for all medical students, beginning before admission and available throughout
attendance at medical school and residency. Opportunities for military and other scholarships and
information about loadforgiveness programs need to be better publicized. (BoRe@#irmed
BoR 13

MEDICAEDUCATIOKERADUATE

Affiliation with LCME Approved Medical Schools

ACP believes that teaching hospitals should be encouraged to affiliate with-&gpvtived medical
schools.(HoD 86; reaffirmed HoD 9iaffirmed BoR 08

The Case for Graduate Medical Education as a Public Good

Graduate medical education is a unique public good that benefits all of society and must be financially
supported by all who pay for health care sergcdsraduate medical education provides intense
educational experiences and supervised, haadstraining required to prepare physicians for clinical
practice.

Unless there is continued, brodshsed funding to support graduate medical education, witkpallers
sharing in funding the costs of graduate medical education, access to the medical profession will
increasingly be available only to families of the very affluent and the fortunate few who are able to obtain
financial support from private foundationgfforts to maintain opportunities for students from lower and
middle income families and to increase ethnic and racial diversity will be thwarted. Further, without
adequate financial support, teaching facilities will be unable to continue to perform thisgions and

new physicians will be forced by financial necessity into fields with the greatest income potential rather
than those specialties and areas where there are shortages.

All patients and all members of society should be concerned that thematystem of graduate medical
education is preserved, that the high standards of quality required for patient care services provided by
resident physicians are maintained, and that opportunities for entry to the medical profession are
available to the besqualified candidates. (The Case for Graduate Medical Education as a Public Good,
ACP 97reaffirmed BoR 10

Internal Medicine Training

Traditional BroaeBased Training

All internists should be trained initially as traditional breaased internists. Subspecialists in internal
medicine provide a high proportion of primary care. Internal medicine training produces physicians who
are highly skilled in primary care as wad who possess the capacity to deal with complex problems.
Physicians who are adequately trained in the skills of the internist do not lose that expertise in the process
of developing subspecialty skills.

Reduction of Internal Medicine Training for QtReimary Care Training

ACP objects to the reduction of internal medicine training programs and preferential funding of other
primary care training. Internal medicine is the backbone of all primary care and furthermore, is an integral
part of training prgrams for other disciplines (such as anesthesiology, family medicine, psychiatry,
neurology and others).

The Internist as Role Model for Primary Care and Other Training Programs

The internist provides a logical role model for primary care and otheritrgiprograms. Because of the
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high proportion of internists serving as clinical investigators and teachers in other residency training
programs, curtailment of internal medicine programs would adversely affect all postgraduate training and
research. (HoB2; reaffirmed HoD 86; revised HoD; éFaffirmed BoR 08

Graduate Medical Education (GME) Funding/Physician Workforce Policy

The United States should continue to provide GME opportunities fofueritizens who have graduated
from nonU.S. medical schagl These physicians should participate in GME underiHexthange Visitor
Program.

To increase the likelihood that U.S. medical school graduates will establish practices in underserved
communities, federal funds should be provided to encourage andapi Y SRA OFf &aO0OK22f &
expand the opportunities students have to gain experiencariderservedcommunities. This should

include efforts to increase the diversity of student bodies and to encourage students to pursue careers as
generalist physicias and establish practices in these communities.

A national aHpayer fund should be established to provide a stable source of funding for the direct costs
of GME (resident stipends and benefits, faculty supervision and program administration, and &lowab
institutional costs). Payments should be made from this fund to entities that incur the costs of GME,
whether they be hospitabased or not, or to other entities, such as consortia, that have been designated
to receive funds on behalf of the entitieacurring the costs. However, further study is needed to
determine how and to whom these payments should be appropriately distributed.

A national physician workforce advisory body should be established to monitor and periodically assess the
adequacy of thesize and specialty composition of the physician workforce in the context of the changing
needs of the evolving health care delivery system and evolving patterns of professional practice by non
physician health professionals. This body should be legalhativandated, but staffed independently of
existing government agencies.

ACP should further evaluate the use of consortia as described by COGME and/or the use of a voucher
system as outlined by the AMA ampproaches for implementing workforce policy goalsd for
controlling/disbursing GME funds to all appropriate training sites.

ACP should reaffirm that training programs should have strictdiatirimination policies in place so that
all graduate medical education trainees who are admitted to any prodrawe equal supervision and are
not exploited for their services.

ACP supports policy that training of all internists should provide an optimal balance of ambulatory and
inpatient experiences and skills. ACP supports the unification of primary care argbiied¢ internal
medicine residency in the initial part of training. (HoD @affirmed as amended BoR;Jéeaffirmed as
amended BoR 137

'fA3dyAy3d Da9 t2fA0e gAGK GKS DblaGA2yQa 1 SIHTGKOFNBS 22N 7T
1. Payment of Medicare GME funds to hospitals anchiraj programs should be tied to the

Y6IEGA2yQa KSIFfOGK OFNB 62N] F2NOS ySSRaod tlevySyida
an adequate supply, specialty mix, and site of training.

2. There should be a substantially greater differential in the weiglidechula for determining
direct GME payments for residents in primary care fields, including internal medicine. Training
programs should receive enough funding to develop the most robust training programs and
meet the requirements stipulated by their Resiay Review Committees (RRCS).
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GME caps should be lifted as needed to permit training of an adequate number of primary care
physicians, including general internists, and other specialties facing shortages. Opportunities for
GME should exist for both inteational medical graduates and U.S. medical graduates.

Internal medicine residents should receive exposure to primary care iffuvedtioning

ambulatory settings that are financially supported for their training roles. The Accreditation
Council for Gradua Medical Education (ACGME) and RRCs should establish specific goals for
increased time spent by residents in ambulatory settings. Mentorship programs should be
encouraged. Additional Medicare funding should be provided to facilitate training in all
ambuhtory settings that provide residency education.

Medical educators, not governments, should take the lead in improving GME curricula, but
governments should provide competitive funding and support to encourage and facilitate such
innovation.

The concepbf a performance based GME payment system is an idea that is worth exploring.
Such a system should be thoughtfully developed and considered in a deliberate way to ensure
that goals are achieved without destabilizing the system of physician training. AGRmMends

the following:

1 Measures should be developed by appropriate stakeholders, including physicians involved in
GME, especially those involved in primary care training.

1 All measures must be carefully developed and thoroughly evaluated before they are
implemented.

1 Any curriculum related measures should be linked to the-estiablished ACGME
competencies and competency based educational reforms already underway.

9 Training programs must be allowed adequate time to make necessary changes to their
programns before financial incentives are introduced so that they do not risk losing funding
at a time when they may need additional resources to meet performance standards.

1 Measures must be developed and implemented in a manner that does not systematically
advantage or disadvantage certain types of hospitals and training programs, for example
large programs, rural programs, community based programs.

1 A provision must be in place to evaludle operation of any performance based FME
payment syatem at certain inteals to avoid adverse unintended consequences, endure
that the goals of implementing such a system are achieved, and that the measures are still
relevant over time. It should not be assumed that simply instituting performance metrics
will result in improed medical education and/or progress toward workforce goals.

The ACGME and RRCs should provide greater flexibility to training programs to experiment with
innovative methods and techniques to improve their training programs and provide residents
withthea {1 Af fa FyR SELISNASyOSa ySoSaalNeE (2 YSSi

Pilot projects should be introduced to promote innovation in GME and provide training

programs with the resources necessary to experiment with innovative training models and
incorporate models of care, such as the patieenhtered medical home. Congress should

consider creating a Center for Medical Education Innovation and Research, parallel to the Center
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for Medicare and Medicaid Innovation, with dedicated dollars to fundtpiand multisite
educational outcomes research and have them more widely accepted if successful.

9. GME financing should be transparent, and accountability is needed to ensure that funds are
appropriately designated toward activities related to the educadiomission of teaching and
training residents.

10. All payers should be required to contribute to a financing pool to support residencies that meet
policy goals related to supply, specialty mix, and site of training.

11. Incentives are needed to attract medicdudents, especially U.S. medical graduates, to
residencies in primary care fields, including internal medicine.

12. A significant commitment to robust and stable Title VII health professions funding is needed.
(BoR 11)

Core Principles on Physicidlorkforce and Graduate Medical Education

1. Undergraduate medical school class size and the total number of students graduating from U.S.
allopathic and osteopathic medical schools should reflect national needs and requirements for
physiciansAction should b instituted promptly due to the long medical education pipeline that
takes up to twelve years or more from the start of undergraduate medical education until the
completion of residency training.

2. All members of society benefit from having wiellined physicians and appropriately funded
academic medical centers. Consequently, all health care payers should share in the costs of
graduate medical education.

3. t KeaAOAlya aKz2dZ R 06S SRdzOIFGiSR YR GNIAYSR Ay &
a balanced mix of physicians among generalists and specialists.

4. The expanding roles and increasing numbers ofplaysician health care professionals must be

taken into consideration in workforce planning, and the supply of these health care professionals
shouldalso be adjusted to reflect national needs and requirements.

5. Workforce policy should seek to improve the geographic distribution of physicians. Existing
incentives should be expanded and/or new incentives should be developed to encourage all
health care pofessionals to help meet the health care service needs of underserved populations,
particularly in urban and rural areas.

6. There should be no discrimination based on age, sex, national origin, religion, sexual orientation,
or political affiliation for carer opportunities in medicine.

7. Funding for Graduate Medical Education should be sufficient, predictable and stable to support
the academic, patient care, and research missions of teaching hospitals and ambulatory training
sites. Financing must be sufficieotsupport teaching hospitals that provide a disproportionate
share of care to indigent and medically undesured patients. (BoR Q@eaffirmed as amended
BoR13)
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Financing U.S. Graduate Medical Education

1. The federal government should maintain @esmmitment to GME. Payment of Medicare GME
funds should be linked to the ability of the GME system to meet the nation's health care
workforce needs. Payments should be used to meet policy goals to ensure adequate supply,
specialty mix, and training sites.

2. All payers should be required to contribute to a financing pool to support residencies that meet
the nation's policy goals related to supply, specialty mix, and training sites.

3. A thorough evaluation of the true cost of training physicians is required befoy decisions are
made about how GME funds are distributed.

4. Direct GME and IME should be combined into a single, more functional payment program that is
designed to meet the needs of patients and populations.

5. Graduate medical education funding shouldttansparently allocated to ensure that funds are
appropriately designated toward activities related to the educational mission of teaching and
training residents and fellows. Graduate medical education funds should follow trainees into all
training setting, rather than being linked to the location of service relative to the sponsoring
institutions.

6. Graduate medical education caps should be lifted as needed to permit training an adequate
number of primary care physicians, including internal medicine spetsighnd physicians in
other specialties facing shortages, including internal medgpeéiatrics and many internal
medicine subspecialties.

7. The concept of a performandeased GME payment system is worth exploring. Such a system
should be thoughtfullgeveloped and considered in a deliberate way to ensure that goals are
achieved without destabilizing the system of physician training. We recommend the following:

a. Measures should be developed by appropriate stakeholders, including physicians
involved in GNE training.

b. All measures must be carefully developed and thoroughly evaluated before they are
implemented.

c. Institutions must be allowed adequate time to make necessary changes to their training
programs before financial incentives are introduced.

d. Revised GIE funding should account for the costs of transitioning into a performance
based GME system, and once done, claarfinancial transparency and incentives must
be delineated.

e. The performance measures should be evidehased and align with the Accrediian
Council for Graduate Medical Education (ACGME) requirements. The core mission of
individual programs should be considered. Producing a certain number of physicians
trained in a certain specialty or subspecialty should not be a specific performance
metric.

f. A careful study of unintended consequences should be done to ensure that programs
are not unfairly disadvantaged.
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g. Regular evaluations of the measures should be implemented to avoid adverse
unintended consequences, ensure that the goals of implemerstiroly a system are
achieved, and confirm that the measures remain relevant over time.

8. Pilot projects should be introduced to evaluate potential changes to GME funding, including a
performancebased GME payment system, and to promote innovation in GME lydimg
training programs with the resources necessary to experiment with innovative training models.
Pilot projects should not be funded using existing GME funding.

9. Internal medicine and internal medicigeediatrics residents should receive primary care
training in welfunctioning ambulatory settings that are financially supported for their training
roles. Barriers should be removed to encourage programs to train residents in nonhospital
settings, promote innovation in training, and facilitate clinicarhiéag experiences that promote
primary care(BoR 16)

Implementing Universal State and Federal Jisa Application Processes

ACP will work towards the implementation of universal and simplified state and feelekasd application
processes.

The ©llege willact for changes to the Conrad 30 program that provide a fair distributionloisa
physicians in the most medically underserved areas based on the total population of the state instead of
the current set number of 30 physicians per stateargtiess of need and population

The College wilacton behalf of the Conrad 301Jphysicians to allow them to change sponsors among
medically underserved areas without restriction within the Conrad 30 system

ACP will act to permit Conrad 341 Jisa [mysicians a grace period of 120 days in order to find another
Conrad 30 position if relieved of their duti€BoR 09

The Role of International Medical Graduates in the U.S. Physician Workforce

I/t NBO23IyAT Sa GKS LRGSYydAlrf FT2NJ doNIAYy RNIAYyE TN
measures that would prevent international medical graduatego otherwise meet all U.S. immigration
requirements for admittance and residency in the @ditStates- from emigrating to the United States.

ACP supports streamlining the process for obtainitigadd H1B visas for ndn.S. citizen international
medical graduates who desire postgraduate medical training and/or medical practice in the U.S.

ACPsupports the expansion ofllvisa waiver programs such as Conrad 30 to help alleviate physician
shortages in underserved urban and rural areas. This program should also be made permanent.

ACP supports the exemption of physicians trained in specitiit@sre facing shortages in the United
States from the annual H#IB visa cap.

ACP supports Schedule A status for physicians trained in internal medicine and other specialties that are
facing shortages in the United States. Schedule A status is a désignatier federal law that these
physicians will not adversely affect the wages and working conditions of U.S. workers similarly employed
and will exempt them from the annual immigration visa (green card) cap.
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ACP encourages collaboration between medschiools and teaching hospitals in the U.S. and those in
less developed countries to improve medical education and training in those countries.

ACP supports the development of a Global Health Corps or other entity that would facilitate
opportunities forphysicians and other health care providers in the United States to serve in less
developed countriegBoR 08)

Investigating Possible WorRelated Abuses for Physicians Working Under the Cor8@dProgram

ACP will work collaboratively with other medicaganizations, including the AMA, to develop a
mechanism by which members encountering-jelated abuses (e.g., intimidation, loss of benefits,
limitations to changes in employment and lack of salary equity) may report this information without fear
of retribution for purposes of data collection for advocacy support. (BoR 12)

Outpatient Residency Training

ACP supports changestire Centers for Medicare & Medicaid Servicetes and regulations that would
facilitate training of hospitafunded residents imon-hospital outpatient facilities. (HoD 96eaffirmed
BoR 03

Physician Workforce and Residency Training

ACP reaffirms its support of maintaining a diversity of backgrounds of residents in training.  ACP wiill
promote the development of objectiveneasures of quality which should be used for the evaluation of
teaching programs.  ACP supports the need for diversity in types of training programs (e.g. university
based, communitypased) in order to prepare residents for the varied practice enviramnmef internal
medicine. (HoD 96eaffirmed BoR 0B

Funding for Combined Residency Training Programs

Medicare payments for the direct costs of graduate medical education of residents in combined primary
care training programs should be for the minimunmmer of years of formal training required to satisfy

the requirements for initial board eligibility for the longest of the individual programs plus one additional
year. (ACP AMA De®6; reaffirmed BoR 08

Attending Physicians and Physicians in Training

The very title doctor, from the Latin docere, "to teach," implies that physicians have a responsibility to
share knowledge and information with colleagues and patients. This sharing includes teaching clinical
skills and reporting results of scientific reselato colleagues, medical students, resident physicians, and
other health care providers.

The physician has a responsibility to teach the science, art, and ethics of medicine to medical students,
resident physicians, and others and to supervise physidratraining. Attending physicians must treat
trainees with the same respect and compassion accorded to other colleagues. In the teaching
environment, graduated authority for patient management can be delegated to residents, with adequate
supervision. Altrainees should inform patients of their training status and role in the medical team.
Attending physicians, chiefs of service, or consultants should encourage residents to acknowledge their
limitations and ask for help or supervision when concerns aliseitgpatient care or the ability of others

to perform their duties.

It is unethical to delegate authority for patient care to anyone, including another physician, who is not
appropriately qualified and experienced. On a teaching service, the ultimate nstjility for patient
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welfare and quality of care remains with the patient's attending physician of record. (BoBafifmed
BoR 1%

Recommendations on Reform of Residency Training

This paper discusses a series of recommendations on graduate medicatieduspecifically, residency
training. ACP recommendations include:

Recommendation 1:Medical schools and residencies should stress community and public service as a
normal and valued activity of physicians. Public service should be broadly defined to encompass volunteer
activities, including cultural and civic affairs, community heatlients, and educational programs.
Residency faculty should include physician role models involved in such activities.

Recommendation 2: Residency programs should emphasize the necessity for provision of preventive
medical care. The ambulatory care coutum should include preventive medicine, including mental
health screening and treatment at the primary care level, and should expose residents to patient
populations deficient in preventive medical intervention. Residency programs should offer formal
instruction in prevention medicine and offer elective rotations in public health programs. Career
information should be provided concerning health services research and public health organizations.

Recommendation 3: Residency programs should strive to dee@ humanistic environment, where
humanistic attitudes and behaviors are rewarded. Humanism in medicine may be defined as integrity,
respect, and compassion for patients. Residents should be provided guidance in dealing with patients and
families on isges of death and dying. Humanism should be among the criteria by which residents and

Fl Odzf Gé IINB S@Ifdz2 GSR® ¢t2 SyadaNB GKFG GKS NBaAR
residency programs should provide better scheduling and availabflimeals to residents.

Recommendation 4:Residency programs should have a formal process for identification of the impaired
resident and a mechanism for their-smtry into the residency program following treatment. A Ron
threatening and confidentiatounselor should be available for residents. Residents should be informed

of available resources for assistance. Residency programs should encourage support systems and
programs designed to reduce the isolation and stress of residency.

Recommendation 5:Residency programs should strive towards a balance of ambulatory gratieant

care experiences. Private practitioners, experienced in ambulatory care, should be included on the
residency training staff. Instruction in preventive medicine, shouldhtieded in the ambulatory clinic.
Didactic teaching sessions in the ambulatory clinic should be dedicated and uninterrupted time for
learning. Residents should receive instruction on telephone management and chart review of patients
and continuity of paent care should be provided by the resident in the ambulatory angaiient
settings.

Recommendation 6: Resident programs should strive to broaden resident exposure to patient
populations, including rural, inner city, and geriatric populations, allld€lwexperience a wide variety of
diseases and demographic characteristics. Residency curricula should stress skills development in
problem solving, clinical decisianaking, and doctepatient communication. The disciplines of
neurology, dermatology, gnecology, geriatrics, psychiatry, adolescent medicine, office orthopedics,
otolaryngology, ophthalmology, quality control and management, utilization, credentialing, and practice
management should be integrated into the formal curriculum of general intemedicine. Curriculum
content should be evaluated and discussed by faculty and residents on-goimg basis.

Recommendation 7: All residency programs should formally teach residents how to perform all
procedures required for certification and for gaaépractice. An appropriate level of supervision should
161
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be provided when residents are doing procedures. Evaluation of history and physical examination skills
should be done early in the internship and repeatecbnually throughout residency.

Recommenlation 8: Programs should strive to provide faculty role models, mentors, and elective time
for residents to pursue an understanding of and interest in scholarly activity. Resources, specifically
technical and secretarial services, should be provide@gs$alents conducting research. Various types of
research should be supported and various models for providing a core understanding of research design
and critical evaluation of literature must be developed. Residency programs should provide opportunities
for residents to learn computer skills, especially literature searching.

Recommendation 9:Residency programs should, at a minimum, provide the same benefits that hospital
employees receive, including comprehensive disability, medical and life insur&uoessible, flexible

and affordable day care should be available. Residency programs should provide flexible work hours for
residents with dependents. Support groups where residents can openly discuss the conflicts between the
role of parent and role fophysician should be provided. (Council of Associates, ACPr&@®rmed BoR

04)

Universal Hepatitis B Vaccination

ACP recommends that medical schools and residency programs offer hepatitis B vaccine free of charge to
its physiciangn-training and medtal students. (HoD 9teaffirmed BoR Q4eaffirmed BoR 16

Residency Work Hours and Compensation

ACP believes that reductions in resident compensation as a mechanism to fund any changes in graduate
medical education is inappropriate. (HoD, 88affirmed BoR O4reaffirmed BoR 16

Private Patients in the Teaching Setting

ACP encourages individual teaching hospitals to develop and clearly state their policies or procedures
which permit house officers to provide care for patients under the supervisitreaittending physician.

There should be direct, adequate representation of private attending physicians on hospital governing
boards formulating and approving guidelines relative to the responsibilities of the physicians involved in
patient care where aplicable. Such guitiees should reflect that the ultimate legal, moral, and ethical
responsibility for the medical care of a patient rests with the personal attending ghgsiIn a teaching
setting, the attending physician should recognize the némdoptimal communication between the
physician and the house staff regarding the patients care. (HoD 72; rédide @7 reaffirmed BoR Q4

Teaching of Socioeconomics in Medical Schools and Residency Programs

ACP believes that medical socioeconomics &hbe recognized as an integral part of the preparation of

all physicians for the practice of medicine and strongly recommends the inclusion of such courses at both
the undergraduate and postgraduate levels as essential to the education pattern of thre.futdoD 76;
reaffirmed HoD 87reaffirmed BoR Q4eaffirmed BoR 16

Underprivileged Students

ACP believes that each of its members, as a practitioner of medicine concerned with social responsibilities,
should help, advise, direct and counselderprivileged students from the earliest stages of-predical

training through graduate training and placement in practice, which is important to eligibility. (revised
HoD 87 reaffirmed BoR Q4eaffirmed BoR 16
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MEDICAL RECORDS

TheMedical Record

Physician entries in the medical record, paper and electronic, should contain accurate and complete
information about all communications, including those dong@arson and by telephone, letter, or
electronic means. Ethically and legally, patients have et to know what is in their medical records.
Legally, the actual chart is the property of the physician or institution, although the information in the
chart is the property of the patient. Most states have laws that guarantee the patient personal &xcess
the medical record, as does the federal HIPAA privacy rule. The physician must release information to
the patient or to a third party at the request of the patient. Information may not be withheld, including
because of nonpayment of medical bills. Pbigsis should retain the original of the medical record and
respond to a patient's request with copies or summaries as appropriate unless the original record is
required. To protect confidentiality, protected health information should be released onlytigth

written permission of the patient or the patient's legally authorized representative, or as required by
law.

If a physician leaves a group practice or dies, patients must be notified and records forwarded according
to patient instructions(BoR 04Reaffirmed as amended BoR)11

Health Information Technology and Privacy

1. ACP believes that protection of confidential data is important for the safe delivery of health care.
Privacy policies should accommodate patient preference/choice as long as those
preferences/choices do not negatively impact clinical care, public health, or safety.

2. ACP believes that under a revised privacy rule, permitted activities not requiring consent should
include welldefined socially valuable activities involving public heakporting, population
health management, quality measurement, education, and certain types of clinical research.
Further, ACP supports the following principles on the use of Protected Health Information (PHI)
and Individually Identifiable Health InformatiglIHI):

a. ¢KS alrtsS 2F lye LLIL ¢gAlGKz2dzi GKS LI GASyilQa

b. Whenever possible and appropriate,-tteentified, anonymized, or pseudonomized data
should be used. The method used to remove identifiers should be puplaiadlosed.

c. IIHI should only be supplied in cases where such information is necessary for proper
performance of a specific function. For example, if the goal is to count incidence of a
disease or count the number of patients receiving an interventiontehe no need to
include IIHI. Determination of the need for identifiable information should be made by
appropriate publicly accountable decisiomaking bodies (e.g., Department of Health and
Human Services, regional or local Institutional Review BodR@s])

d. ACP recognizes that certain activities may not require individual authorization for the use
of PHI and IIHI and recommends that whenever possible, all attempts should be made to
de-identify PHI and IIHI in the context of educating current and futlirsicians. Use of
PHI and IIHI in educational and training activities, such as grand rounds and teaching
conferences, should be minimized, although access to information in the clinical setting
should be permitted as appropriate.

e. The public must be edated about the benefits to society that result from the availability
of appropriately deidentified health information.
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f. There should be tighter controls against improperidentification of deidentified
patient data.

g. Appropriately deidentified patient data should be available for socially important
activities, such as population health efforts and retrospective research, with appropriate
IRB approval and adherence to standards forddmtification. (SeeStandards for privacy
of individually identifile health information final rule. 67. Federal Register. 2002:53181
53273; Malin B, Benitez K, Masys D. Never too old for anonymity: a statistical standard
for demographic data sharing via the HIPAA Privacy Rule. J AM Med Inform Assoc
2011;18:310)

h. ACP Blieves that information may be disclosed without authorization to public health
authorities as required by law in order to prevent or control disease, injury, or disability.

3. ACP believes that whenever a health care provider discloses PHI for any purpose other than for
treatment, that disclosure should be limited to the minimum data necessary for the purpose
based on the judgment of the provider.

a. While we agree conceptuallylthi G KSNBE O2dzZ R 6S o0SySFAGA TN
ySOSaalNeEég ONRGSNRI G2 FTOUGAQGAGASA Ay@2f OAy
technology are not up to the task. It is not possible or appropriate to disentangle a clinical
encounter note ito relevant and nonrelevant elements.

b. As long as health plans require submission of complete notes from the patient record
before approving payment, providers have no choice but to provide complete notes.

c. Health information technology (HIT) should incorporate audit trails to help detect
inappropriate access to PHI.

d. Health care providers should be required to notify patients whenever their records are
lost or used for an unauthorized purpose.

e. Health care poviders should not be penalized for failure to comply with requests for PHI
that, in their judgment, are inappropriate under disclosure rules after notifying the
requester that the request is being denied.

f. Health care providers should not be held respbtesfor actions taken by another entity
with regard to PHI that the provider supplied to that entity in accordance with privacy
regulations.

4. Regarding research, a revised privacy rule should maximize appropriate uses of information to
achieve scientifiadvances without compromising ethical obligations to protect individual welfare
and privacy.

a. Participation in prospective clinical research requires fully informed and transparent
consent that discloses all potential uses of PHI and IIHI, and an exptamdtiany
limitations on withdrawing consent for use of data, including biological materials.

b. ACP recognizes that further study is needed to resolve informed consent issues related to
future research use of PHI and IIHI associated with existing datadimgliiologic
materials.

i. Proposed informed consent models include: specific consent (reconsent required
for new use of data); tiered or layered consent (menu of options to indicate
whether reconsent is required); general permission or opaded consentdll
future uses permitted with IRB review); and blanket consent (no restrictions on
future use). The 2009 Institute of Medicine (IOM) repddeyond the HIPAA
Privacy Rule: Enhancing Privacy, Improving Health Through Research
recommends allowing future esof existing materials for research if the following
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categories of research that may be conducted with the PHI stored in the database

or biobank; and (2) an IRB determines tlia¢ proposed new research is not
incompatible with the initial consent and authorization, and poses no more than

F YAYAYFE NRARA] ®¢€

c. Informed consent documents should clearly disclose whether law enforcement agencies
would have access to biobank data with@uwarrant.

d. ACP recommends that regulations governing IRB review be expanded to include
consideration of the preferences of research subjects whose tissue has been stored.

5. ACP believes that privacy laws and regulations must apply to all individuasjzatgons, and
other entities that have any contact with IIHI.

a. Privacy protections that apply to all holders of IIHI, including services that store IIHI,
should be addressed through new and comprehensive legislation.

b. The College supports approaches thasure that all holders of IIHI are held appropriately
accountable for their actions.

6. ACP believes that there must be agreement on a basic privacy model and on definitions for all
terms used. There must be a single, comprehensive taxonomy for consendiprsvas well as a
standard structure for consent documents. Therefore, ACP recommends that the National
Committee on Vital and Health Statistics (NCVHS) convene an expert panel to address these
issues.

a. The privacy model must be unambiguous regarding whitdivities are permitted and
which require consent.

b. Increasingly narrowly defined consent requirements cause unacceptable burdens on
people and systems, and may increase health risks and legal liability. For example, rules
that allow the withholding of @ansent for disclosure of individual prescriptions, laboratory
results, or diagnoses pose unacceptable barriers to delivery of health care.

c. If consentis to operate effectively in a networked environment, the forms and content of
consent artifacts must bat least as interoperable as the patient data to which they apply.

7. ACP agrees that individuals should be able to access their health and medical data conveniently,
reliably, and affordably. Further, individuals should be able to review which entitiegranitiers
have accessed their IIHI and when access occurred according to the following principles:

a. Full access to medical records and disclosure records will not be possible until electronic
health record (EHR) systems and health information exchanges) (& capable of
exchanging such information in electronic form. While we support patient rights to their
information, we cannot support requirements to provide the information until systems
are capable of providing it in a transparent, efficient manner.

b. Patients should have the right to request their information from every holder of
information about them. Providers should be permitted a reasonable period to comply
and to charge the patient a fee that is based on the cost of providing the information.
Ekctronic medical records systems should be required to facilitate the provision of a
LI GASYydQa AYyF2NNIFGA2Y Ay StSOUNBYAO F2N)NI(
vendors should be encouraged to ensure that their systems are interoperable.

c. Patients sbuld have the right to request from any provider information about disclosures
of their IIHI, other than disclosures made in the normal course of treatment, payment,
and operations. Appropriate data would include the nature of the information, to whom
it was disclosed, and when it was disclosed.
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d. Electronic medical records systems should facilitate provision of information regarding all
disclosures of patient data to users outside of the practice, other than disclosures made
in the normal course of treatmenpayment, and operations.

8. Patients should have specific, defined rights to request that their IIHI not be accessed through a
health information exchange (HIE).

9. ACP believes that patients should have complete flexibility in making disclosure choices with
regard to information stored in their PHR. However, any information that originated in a PHR or
GKFG LI aaSR GKNRBdAAK | LI GASydiQa O2y GNRft Ydzad A
the health care system.

a. lItis crucial for the safety and higa of the patient, as well as for protecting the liability of
I LINPQPARSNRA FOGA2yas GKFG GKS a2dz2NOS 2F
and maintained as the information moves from system to system because of the risk that
such data cou be altered and therefore not retain its accuracy and/or relevance for
clinical care decisions.

b. Itis equally important that the dates and times of all creation and modification activities
associated with the data be maintained with the data.

c. lfatanyAYS LI GASYyd RIEGEEZ gKAOK YIFe@ KI @S 2NA3,
from a PHR or other external patieabtntrolled systems, this fact should be assigned to
the data.

10. ACP believes that the nature of every agreement between entities that inveheréng of PHI
should be made public.

11. ACP believes that enforcement of penalties for intentional or negligent breaches of privacy should
be strictly enforced and that state attorneys general should be empowered to enforce privacy
rules.

a. Recentcalls for treased penalties fail to acknowledge the néaal lack of enforcement
2F SEA&GAY3I LSyLfirSad {SS abliAz2ysARS wsSgQ
Services Health Insurance Portability and Accountability Act of 1996 Oversight [A
N T 9n p ntpihewév.oig.hs.gov/oas/reports/region4/40705064.pdf).

b. It is critical that rules and enforcement efforts distinguish between inadvertent and
intentional activities.

c. Breach rules must not hold any parties responsible for the actions of other parties ove
whom they do not have direct control.

12. ACP believes that new approaches to privacy measures should be tested before implementation.

a. Once implemented, federal agencies and other stakeholders need to monitor the impact
of new privacy measures, watch fanintended consequences, and adopt a flexible
approach to implementation

13. ACP believes that use of a Voluntary Universal Unique Healthcare Identifier could provide privacy
benefits and that its potential use should be studi@@ioR 711)

Confidentiality of Electronic Medical Records
1. Patients have a basic right to privacy that includes the information contained in patient
medical records. Medical personnel who collect health information have a responsibility to
protect patients from invasion of their prieg.

2. ¢CKS LINAYINEB LJzZN1I2&asS 2F LI GASYyd YSRAOIf NB O 2
communicate information about care to health professionals involved in the treatment and
16€
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care of that patient.

3. Access to information in medical records should be retd to persons with legitimate
needs for the information.

4. Patients have a right to review information in their medical records and to propose
corrections.

5. Informed consent must be obtained from patients before their medical information is
disclosed for my purpose, the only exception being for appropriately structured medical
research (see positions9) or as required by law.

6. Disclosures other than for health carelated needsincluding for law enforcemenshould
occur only as required by a court orde

7. G5BRSYGAFASRE LI GASyd REFEGF &aK2dZ R |t gl &a
improvement processes, unless the nature of the research necessitates identification because
coded data would be impracticable.

8. LT ARy GATASRE Rlplrposes éhertran thoSe fodaghiRit whs2oNginally
intended, patients must give additional consent.

9. Disclosure of health information should be permitted only for research that is approved by an
IRB and is in accord with federal policy for the protectidrhuman subjects. (BoR38;
reaffirmed BoR O4revised BoR Q7

Data Needs of Medical Research

Any forthcoming federal standards or legislation concerning the protection or privacy of medical records,
including electronic transmissions thereof, should include sufficient safeguards to prevent breaches of
patient confidentiality without imposing undylrestrictive barriers that would impede or prevent access

to data needed for medical or public health reseakg&CP AMA Del-87; revisedBoR 08

EHRBased Quality Measurement and Reportin@ritical for Meaningful Use and Health Care Improvement

Position 1: The primary purpose of Ebiged quality measurement and reporting should be to facilitate
higherquality, costeffective health care.

Position 2: In order for an EHRsed quality measurement and reporting program to engage all health
care stikeholders, it must use clinically relevant measures and be accurate and trusted by a full range of
stakeholders, particularly patients, physicians, and other health care providers.

Position 3: Data to support EHRsed quality measurement and reportingosild rely upon information
routinely collected during the course of providing clinical care, including relevant data supplied by
patients.

Position 4 EHRbased quality measurement should begin with the goal of facilitating thetiaal
collection of daa that support the effective use of pohutf-care clinical decision support algorithms.

Position 5: EHRased quality measurement and reporting must not increase administrative work and/or
impose uncompensated financial costs upon physicians and ottedthheare providers, health care
organizations, or patients.
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Position 6: Data elements that comprise quality measure data sets should be defined in a standard way
to enable health IT developers to implement them effectively.

Paosition 7: ACP supports tbemmitment of the HIT Standards Committee, the National Quality Forum
(NQF), the NQF Health Information Technology Expert Panel (HITEP), Health Information Technology
Standards Panel (HITSP), and others to develop unified standards for structured, catdietements,
calculation logic, measure structure, and reporting structure for quality measures. The development of
these standards requires concerted and consistent input from all health care stakeholders. (BoR 10)

Clinical Documentation

1. The primanypurpose of clinical documentation should be to support patient care and improve
clinical outcomes through enhanced communication.

2. Physicians working with their care delivery organizations, medical societies, and others, should
define professional standardaegarding clinical documentation practices throughout their
organizations. Further, clinical usefulness of health information exchange (HIE) will be facilitated
by appropriate redesign of clinical documentation based on consergriren professional
standards unique to individual specialties as a result of collaboration with standards setting
organizations.

a. ¢KS OfAYyAOlIt NBO2NR akKz2dzZ R Ay Of dzRS G(KS LJ GA
retell the story.

b. Patient access to progress notes, adlws the rest of their medical records may offer a
way to improve both patient engagement and quality of care.

c. The EHR should facilitate thoughtful review of previously documented clinical
information.

d. Copy/paste (note cloning), macros, and templates t@yaluable in improving the
accuracy and efficiency of documentation. However they can also be migusdhe
detriment of accuracy, high quality care, and patient safety.

e. Structured data should be captured only where they are useful in care delgueadity
assessment, or reporting.

f. Effective and ongoing electronic health record (EHR) documentation training of clinical
personnel should be an ongoing process.

3. As valuebased care and accountable care models grow, the primary purpose of the EHR should
remain the facilitation of seamless patient care to improve outcomes while contributing to data
collection that supports necessary analyses.

4. Physicians should not be required to code data elements for third parties that are not required
for patient care oquality assessment.

5. Prior authorizations, as well as all other documents required by other entities must no longer be
unique in their data content and format requirements.

6. The College calls féurther research to:

a. ldentify best practices for systems aalhicians to improve accuracy of information
recorded and the value of information presented to other users.

b. Study the authoring process and encourage the development of automated tools that
enhance documentation quality without facilitating improper befas.
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c. Understand the best way to improve medical education to prepare new and practicing
clinicians for the growing uses of health information technology in the care of patients
and populations and to recognize the importance of their responsibility tudwent
their observations completely, concisely, accurately, and in a way that support their
reuse.

d. Determine the most effective methods of disseminating professional standards of
clinical documentation and best practicéBoR14)

EHR System Design 8upport 22 Century Clinical Documentation:

1. EHR developerseed to optimize EHR systems to facilitate care delivery that involves teams of
clinicians and patients that are managed over time.

2./ tAYAOLt R20dzYSyidl A2y Ay 9dnitive frécdsseSdarng thedza G & dzL.
documentation process

3. 91 wa Ydza i & dzLXDRBNdZa S oWNIRYIES WYOSBaé yR SYOSR (I 3a
source of information when used subsequent to its first creation.

4. Wherever possible, EHR systems should notirequsers to check a box or otherwise indicate
that an observation has been made or an action has been taken if the data documented in the
patient record already substantiate the action(s).

5. EHR systems must facilitate the integration of patient generatgd,chnd must maintain the
identity of the source(BoR14)

MEDICAL REVIEW

Application of Utilization Review Standards

ACP believes that any basic quality standards set by the state or federal government should apply across
the board to all entities in enarketplace holding contracts to provide care to health plan enrollees. This
includes IPAs, medical groups and other physician and/or hoshitaited organizations that hold health

plan contracts and that contract with physicians for professional sesvi¢HoD 95reaffirmed BoR 06
reaffirmed BoR 1)7

Medical Appropriateness

ACP believes that a test, procedure, or investigation is medically appropriate if documentation supports

that the results of the test procedure, investigation or intervention waualtlience the diagnosis, course

2F GNBFGYSYGZ 2N LINPIAy2arAada 2F GKS ;lelfinfedBoROG Af f V.
reaffirmed BoR 17

Medical Necessity and Insurance Coverage

Appropriateness cannot be fairly judged by third partizsept against standards based on scientifically
acceptable data, or professional consensus as described in published documents, and that such data and
standards should be publicly available, explicitly referenced by the reviewer, and a rationale foirgrovid

a procedure if the practitioner'gidgmentis contradicted in post payment review. (HoD 94; reaffirmed
HoD 95 reaffirmed BoR Q&eaffirmed BoR 1)7

Independent Review of Third Party Payers

ACP supports the concept of an independent review entity Wwitlding authority to adjudicate claims
disputes. (HoD 94eaffirmed BoR Q4eaffirmedBoR 1%
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Disclosure and Claims Review Requirements

ACP supports efforts to standardize, regulate and make public: The training standards of those performing
UR under ontract or employed by health plans and pros; The criteria and parameters utilized by private
UR firms and the mechanisms by which they function; Access to inquiries and appeals mechanisms offered
by private UR firms. (HoD 9%affirmed BoR Q4eaffirmedBoR 1%

Utilization Review Committees

ACP believes that its members should help control use of beds, diagnostic agents, and therapeutic
measures by serving on society and hospital aatiion committees. (HoB6; reaffirmed HoD 87
reaffirmed BoR O4eaffirmedBoR 1%

MEDICALLY UNDERSERVED HEALTH CARE

Medicaid Improvements for théJnderserved

1. Require managed care organizations to provide special services that are essential {icitinner
environments, such as primary care services that are geographi@edigssible (providing
transportation when necessary), aftbours availability of primary and urgent care, outreach
services, and setfare education. Managed care organizations must have linguistic and cultural
competence and must be able to coordinatgeraction with other social services, such as
nutrition programs. Capitation rates would reflect the additional cost of providing specialized
services and the savings from reduced emergency department and other hospital costs.

2. Restrict direct marketingral encourage enrollment and education through independent brokers
to eliminate "cherrypicking" and to provide objective information, thereby enabling enrollees to
choose the health plans that meet their health care needs.

Provide case management for persowithanyserious illnesses.

Include riskadjustment mechanisms to protect plans with a highlean-expected number of
patients who have HIV infection, AIDS, or other costly diseases and condjteaffirmed BoR
06; reaffirmed as amended BoR 17)

MEDICARE

Developing aVedicare Buyin Program

1. A Medicare Buwyn Program must include a financing structure separate from the trust funds for the
other Medicare parts (separate from financing for Medicare Part A, Part B, Medicare Advantage, and
Part D).

2. AMedicare Buyin Program should include subsidies for lovietome beneficiaries to participate.

3. Eligibility for a Medicare Buyn Program should include thosged 5564 regardless of theinsurance
status.

4. Enrollment in a Medicare Btip Program shoulddoptional for eligible beneficiaries, agdor those
who do voluntarily enrolk, should include the full range and responsibilities of Medicare benefits
(Parts A, B, Medicare Advantage and Part D). (Bore&firmed BoR 16

Medicare Premium Support

1. Medicare premium support plans must include risk adjustments that both are analyzed regularly
to ensure accuracy and include heafttatus, geographic, and other relevant demographic
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issues that affect Medicare beneficiary health so that beneficiaries hawaichcare options in
both FeeFor-Service and Medicare Advantage.

2. In attracting patients, those plans competing in a Medicare premium support system must base
their marketing and recruitment efforts on providing quality initiatives that adequately address
the needs of all Medicare population memberaot just the most healthy Medicare
beneficiaries.

3. Efforts to implement a Medicare premium support system must include methods for making
choices understandable for the Medicare population including those wvigilon, hearing,
language, cognitive or other heattielated or demographicelated issues.

Promoting Transparency and Alignment in Medicare Advantage

1. ACP supports current policies to ensure that MA plans are funded at the level of the traditional
Medicae program and that at least 85% of that funding goes to actual beneficiary care.

2. ACP urges Medicare Advantage Organizations (MAQOS) to be transparent in their processes,
policies, and procedures for how they develop and administer their MA plans and ljs tfor
all key stakeholders to ensure program integrity. Moreover, MAOs administering MA plans must
collaborate with all relevant stakeholders to streamline and align varying policies, procedures,
and contracting arrangements with physicians to furthesmote transparency and reduce
excessive and burdensome administrative tasks.

a a! LXFTYaQ FRYAYAAaUdNrGAGS LINRPOSaasSa FyR 02yl N
physicians should be transparent and standardized across all MAOs and plans to reduce
administrative burden associated with participation in the MA Program.

b. ACP calls for ore research on the effects of excessive administrative tasks on physicians
and beneficiaries who participate in MA plans as well as research on best practices to help
reduce excessive and burdensome administrative tasks and further align administrative
processes within the MA Program and across traditional Medicare.

c. The quality measurement systems for both MA plans and traditional Medicare should align
to promote highquality care for all beneficiaries, streamline quality reporting across
Medicare prograrm, encourage administrative simplification, and provide beneficiaries with
a clear and understandable means to compare benefits and options across Medicare
programs.

d. All payment models and incentives, including new alternative payment models,
implementedby MAQOs with participating physicians should be developed in a transparent
manner, foster higkvalue care to all beneficiaries, and aim to engage participating
physicians in designing and implementing vabased payment. They should also encourage
delively system reforms that allow them and other members of the clinical care team to
share in savings associated with providing highue, coordinated primary and
comprehensive care.

e. Processes and requirements for risk stratification and capturing seveiitpeds should be
transparent and align across all MA plans. ACP calls on CMS, Office of Inspector General
(OIG), and external independent bodies to investigate potentially fraudulent activity and the
misuse of risk stratification by MA plans. Furthergntany fraudulent activity is identified,
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the responsible MAO or MA plan should be held liable for that activity and not the
physicians participating in the MA plan.

f. MA plans should provide beneficiaries with a clear and understandable means to compare
benefits and options when deciding between an MA plan and traditional Medicare;
GKSNBF2NBEzZ (GKS LINROSaa 2F aaSlyitSaa O2y@SNEA
and reevaluated so that newly eligible Medicare beneficiaries are not automaticabifexh
Ay UGKSANI O2YYSNDAFET Ayadz2NENRa a! LAY gAGK2dz
need to opt out.

3. ACP calls for more research on how federal payments to the MA Program are utilized by MAOs.
Specifically, ACP calls for further research ontyipes of payment models used and prices paid
by MAOs to contracted physicians, hospitals, and other clinicians compared with the models
used and prices paid by traditional Medicare and commercial health insurance (BaRs17)

Medicare Reform and Moderziation

ACP supports reimbursement fgrhysiciandirected geriatric assessments and disease and case
management under Medicare, provided that coordinating care is not limited to primary care physicians.
Internal medicine subspecialists should be allowethtmaged care for patients, when appropriate, based

on their skills and training.

a. Covered services should be adequately funded, not kyinection of current funds, but
through new funding streams.

b. Coverage of disease and case management should not leatbte overburdensome
paper work requirements for physiciar$IPPC 2002, reaffirmed as amended B8R

Medicare Prescription Drug Coverage

Position 1Medicare Part D should be financed in such a way as to bring in sufficient revenue to support
the costsof the program, both short and lorgrm, without further threatening the solvency of the
Medicare program or requiring cuts in payments for other services or reduced benefits in other areas.
Congress must assure that revenues for financing the benefibtidepend on overly optimistic
assumptions about tax revenues resulting from growth in the economy or uesténates of the costs

of the benefit. A predictable and stable source of financing, which will assure that revenues keep pace
with the costs of he benefit without requiring cuts in other benefits, should be identified. If it turns out
that costs in future years exceed anticipated revenues, Congress will need to consider making
adjustments in the benefit and/or financing mechanism to assure thesgniption drug coverage can be
sustained without requiring cuts in other benefits.

Position 2: The maximum allowable Medicare reimbursement for prescription drugs should balance the
need to restrain the cost of the benefit with the need to create financial incentives for manufacturers to
continue to develop new products.

a. Rigid price cotrols that will discourage innovation and threaterud supply should be rejected.

b. ACP supports using prudeptirchasing tools in Medicare Part D. Like the VA, Medicare should
investigate average wholesale drug prices and directly negotiate with faetwers or
wholesalers.
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Position3: Recognizing that many of our patients find the increasing cost of prescription drugs

unaffordable, ACP supports legislative and/or regulatory measures to develop a process to ascertain and

certify the safety ofeimported prescription drugs.

Position4: Generic drugs should be used, as available, for beneficiaries of Medicare Part D, providing
therapeutic safety and equivalency are established. . In order to eliminate delays for generic entry into
the market anddiscourage financial arrangements between generic and name brand manufacturers,
ACP supports closing loopholes in pdterotection legislation.

Position 5 ACP supports research into the use of evidebased formularies with a tiered gmayment
systemand a national drug information system, as a means to safely and effectively reduce the cost of a
Medicare prescription drug benefit, while assuring access to needed medications.

a. ACP opposes a Medicare Part D formulary that may operate to the detrimeatiehts, such
as those developed primarily to control costs. Decisions about which drugs are chosen for
formulary inclusion should be based on effectiveness, safety, and ease of administratien rat
than solely based on cost.

b. ACP recommends that formaries should be constructed so that physicians have the option of
prescribing drugs that are not on the formulary (based on objective data to support a justifiable,
medicallyindicated cause) without cumbersome giriauthorization requirements.

c. ACP opposeMedicare Part D proposals that limdverage to certain therapeutic categories of
drugs, or drugs for certain diseases

d ¢2 O02dzy iSNDBIFf I yOS LIKI NI kdxSrdzimer@dvértisivg; ACEzF | O dzNB NE&

recommends that insurers, patients and physisidave access to unit price and course of
treatment costs for medically equivalent pregition drugs.

Position6: ACP supports the following consumer protections:

a. Government regulation and industry sefgulation of PBMs. ACP particularly supports close
government oversight of mergers between PBMs and pharmaceutical manufacturers.

b. The disclosure to patients, physicians, and insurers of the financial relatiomstipsen PBMs,
pharmacists, and pharmaceutical manufacturers.

c. Requiring that PBM requests to alter medication regimes should occur only when such requests
are based on objective data supported by peer reviewed medical literature, and undergo review
and appoval by associated managed care plan/MBHO Pharmacy and Therapeutics Committees.

d WSIHdANRY3I GKFEGZ gAGK I LI GASyGdQa O2yasSyidz t.
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Position7: ACP believes that switching prescription medications to-tlveicounter status should be
based on clear clinical evidence that an OTC switch would not harm patient safety, through inaccurate
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longer be covered under a prescription drug benefit. Manufacturers and other interested parties should
be allowed to request sth a reclassification.

Position8: ACP opposes proposals to convert the entire Medipangram to a defined contribution
program., ACP supports uniform coverage, rules, eligibility armhgments across plans providing
prescription drug coverage under Medicare Part D
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Position9: A Medicare prescription drug benefit should minimize adstiative hassles, including
excessive documentation requirements and overly burdensome rules, for physiGaRs0(;
reaffirmedBoR 11)

ACP Support of Private Contracting Under Medicare

The American College of Physiciaupports the primacy of the relanship between a patient and
his/her physician, and the right of those parties to privately contract for care, without risk of penalty
beyond that relationship.

Such statutes should include the following patient protections: (1) a requirement that physicians disclose
their specific fee for professional services covered by the private contract in advance of rendering such
services, with beneficiaries being held hdess for any subsequent charge per service in excess of the
agreed upon amount; (2) a prohibition on private contracting in cases where a physician is the "sole
community provider" for those professional services that would be covered by a private dpri@ga
prohibition on private contracts in other cases where the patient is not able to exercise free choice of
physician; (4) a prohibition on private contracting for dual Mediddeslicaid eligible patients; (5) a
requirement that private contracts caot reduce patient access to care in cases of emergency er life
threatening iliness; and (6) a requirement that tenters for Medicare & Medicaid Servicesd the
Medicare Payment Advisory Commission monitor Medicare beneficiary access to health caepamd

to Congress and the public if access problems develop as a result of private contracting. (BoR 98
reaffirmed BoR 1D

Outpatient Intravenous Antibiotic Therapy
This policy is under review by the MSC.

Documentation of Evaluation & Management Visits

1. ACP will continue its efforts to reduce excessive documentation requirements for evaluation and
management services. (HoD;9&affirmed BoR 08

2. ACP continues to study and address the problems concerning post payment utilization review for
medical necessjtand downcoding by Medicare and other third party payers that are the result
2F aSRAOINBQa R20dzySyidl A2y 3FdzARStAySa 2F SOOI ¢
AGa YSYOSNBR 6A0GK glea (2 FFOAtAGEGS in€&2sMchY Al yOS
as by the development of electronic or paper templates. (HoD&#&firmed BoR Q&eaffirmed
BoR 1Y

Solutions to the Gallenges Facing Primary Care MedicifReimbursement: Provide Payment That Is
Commensurate with the Value of Primary Care

1. The federal government should provide immediate, sufficient, and sustained increases in
Medicare feefor-service payments for services provided by primary care physicians by:

a. Raising absolute and relative compensation of general internists and othermproase
physicians to achieve market competitiveness in choice of specialty and to sustain and
increase the practice viability of general internists and other primary care physicians
already in practice.

b. Improving the accuracy of work and practice expereative value units, to increase
payments for evaluation and management services, and provide for separate payment
for care coordination services provided principally by primary care physicians.
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2. Congress should provide a dedicated source of federal fignii support such immediate,
sufficient, and sustained increases in Medicare payments for services provided by primary care
physicians, not limited to budgeteutral redistribution within Medicare physician payments.

3. Congress should eliminate the linkiagphysician reimbursement by Centers for Medicare &
Medicaid Services (CMS) to the sustainable growth rate (SGR). The instability of the SGR formula
and its role in restraining payment updates below the rate of medical inflation are especially
harmful toprimary care practices, which typically run on low margins and have limited ability to
increase the volume of services they provide. Any replacement for the SGR should allow for
continued improvements in Medicare payments for primary care.

4. Public and privie payers should continue to design, implement, evaluate, and expand payment
and delivery system reforms to support care provided through the pattentered medical
home (PCMH) and other innovative models.

5. Public and private payers should support devehgmt, implementation and evaluation of other
new payment models to support the provision of primary care linked to accountability for
quality, patient satisfaction, efficiency, and effectiveness of the care rendered. (BoR 09)

Advocating for Medicare Paynre Rates for Internal Medicine Subspecialists Providing Primary Care

ACP wiltontinue to advocate for appropriate recognition of the value of services provided by primary
care internal medicine specialists and internal medicine subspecialists, incledwgnition of the
contributions of subspecialists to care coordination through a PCMH (medical home neighborhood),
allowing IM subspecialists who accept responsibility for comprehensive and longitudinal care of the
whole person to qualify for recognitiors@ CMHs, and developing, pitesting and promoting broad
adoption of payment reforms that are applicable to different IM subspecialties and types of practice
based on established ACP policies and that ACP will also continue to advocate for targetedtpayme
reforms that are specifically designed to address inequities in payments for primary care, including
increasing Medicare payments for designated services by general internists, family physicians,
pediatricians, and geriatricians (e.g., the Medicare jaryncare incentive program).(BoR 11)

Reforming Medicare: Adapting a Successful Program to Meet New Challenges
Capitated or Risharing Approaches
Direct Contracting with Physicid®un Delivery Systems

CMSshould contract directly with physicians who demonstrate the ability and willingness to provide a
coordinated and comprehensive set of benefits for chronically ill Medicare beneficiaries.

Case Management

CMSshould develop demonstration programs thateusase management to coordinate services for
patients with complex conditions. Providing capitated payments for primary care services to physicians
leading an interdisciplinary team is a worthwhile approach.

Bundled Payment

The "bundled payment" demonsition program for heart bypass surgeryhich creates a riskharing
arrangement amongphysicians and other cliniciatey combining fedor-service payments for specific
services should be expanded, either liyMSor through the enactment of legislation
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Coadinated Care in Felr-Service Systems
Targeted Conditions

Medicare should reimburse physicians for providing comprehensive, coordinated care for beneficiaries
suffering from chronic illnesses to facilitate delivery system changes.

Case Management

CMSshould reimburse care management services under its fee schedule and develop demonstration
programs to test various case management models in all payn®oR @pproved as amended-08)

"Medicaring": Coordinated Care for the Terminally IlI

Medicare shoud provide for hospicéype services, including palliative care, pain relief, family counseling,
and other psychosocial services, for terminally ill beneficiaries outside of a hospice.

Preventive Care

Medicare should provide for preventive care, includapgpropriate screening services, for beneficiaries.
Private Sector Management Approaches

Purchasing Supplies and Equipment

CMSshould consider competitive bidding, negotiation, and other methods of purchasing supplies and
scrutinizing payments. Legislatichould be enacted to provideMSwith the management authority to
implement these cossaving techniques.

Reducing Variations in Care

The College recommends increased funding for outcomes research, the development of clinical practice
guidelines, and té creation of Quality Improvement Foundations to help identify successful clinical
practices and disseminate information to physicians and their patients.

Medicare Coverage Decisions for New Technology
Cost Effectiveness

Medicare should use cost effeatiess as an explicit criterion in its decisions regarding coverage for a
new technology.

Conditional and Interim Coverage
Medicare should increase its use of conditional or interim coverage rulings.
Reimbursement and Pricing Policy

Medicare should adopt more flexible pricing policies that cover the cost of the efficient use of technologies
and provide incentives for the efficient use of resources.

Assuring Quality

Federal quality standards should be developed to ensure that Medmeficiaries receive highuality

care in managed care environments. These standards should guarantee that health plans adopt policies
and procedures specifically designed for the elderly and require health plans to disclose all relevant
information to keneficiaries regarding access to care, eslsring requirements, and other issues.

Enrollees should have access to performance measures that rate the quality of care provided by the plan
on issues specific to Medicare beneficiaries, such as functicataksdr treatment of chronic conditions.
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