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Health-Care Policy One Year Into Trump 

   

By Robert F. Atlas 

Robert F. Atlas is a strategic advisor and president of EBG Advisors Inc. He serves as an executive consultant on strategy, policy analysis, program 

development, and performance improvement for health-care providers, payers, policymakers, product makers, investors, and others. He can be reached 

at batlas@ebgadvisors.com  or (202) 861-1834.  

Where Are We? 

As 2018 begins and the United States approaches one full year with Donald Trump as president and the 115th Congress controlled by Republicans, it is 

perhaps time to take stock of the shifts that have occurred in health-care policy.  

Our nation has witnessed an energetic effort by the White House and Congress to put their stamp on health care, highlighted by the attempt—so far, 

unsuccessful—to repeal and replace the Affordable Care Act (ACA). However, legislative measures, such as repeal of the ACA's individual mandate to 

purchase health insurance in a GOP tax overhaul that also imposed significant changes for tax-exempt health-care providers, could have a substantial 

impact on the industry. In addition, actions taken by the executive branch—from presidential executive orders to agency rule-making—have generated 

uncertainty and some fear in the health-care industry and among the large segments of the population whose health-care coverage and access are 

affected.  

It would seem that the deepest concerns are held by safety net and rural health-care providers, those most dependent on public coverage and financing 

programs. These providers see threats in efforts to curtail Medicaid eligibility and reductions in Disproportionate Share Hospital and 340B funding 

streams, plus President Trump's cessation of cost-sharing reduction payments for low-income individuals buying health plans on the exchanges.  

By the same token, some providers may feel a modicum of relief from the administration's moves to ease regulatory burdens on clinicians. Before his 

abrupt resignation, Health and Human Services (HHS) Secretary Tom Price made clear his desire to unburden physicians and other practitioners of 

demands imposed by both the ACA—such as mandatory bundled payment programs—and by Medicare's Quality Payment Program, a creature not of 

the ACA but of the bipartisan Medicare Access and CHIP Reauthorization Act (MACRA) of 2015.  

Even with Price gone, the administration, acting through Centers for Medicare & Medicaid Services (CMS) Administrator Seema Verma, has signaled 

intent to back away from some provider regulation and from promotion of certain value-based payment (VBP) initiatives that require providers to assume 

some risk for costs of care incurred by a population. Though some split in this policy is evident: while Medicare providers may see less emphasis on 

VBP, CMS continues to press for more use of VBP in Medicaid.  
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The nomination of former George W. Bush appointee and Eli Lilly executive Alex Azar to be HHS Secretary could portend not only a continuation of that 

same approach but also a light touch by the administration on pharmaceutical regulation issues such as prescription drug pricing.  

In the realm of public health, Congress and the administration have sent mixed signals by proposing to cut funding for multiple public health programs 

notwithstanding the president's declaration of a public health emergency relative to the opioid crisis.  

Looking ahead to 2018, there is some chance that members of Congress will set aside partisan rancor and compromise on some solutions to 

health-care challenges. However, President Trump seems determined to make his declaration of Obamacare's demise come true, through executive 

orders and administrative measures if not through legislation.  

Here are a few brief observations on the state of affairs in a number of key domains, ranging from health-care coverage to medical technologies:  

Affordable Care Act 

Exchanges The individual/exchange market continues to operate but with fewer choices, higher premiums, higher cost-sharing, more limited benefits, 

and narrower plan networks. The administration has used administrative authority to end cost-sharing reductions, shorten the open enrollment period, 

cut funding for enrollment outreach, limit the hours of operation of HealthCare.gov, and allow states to lower the benchmark plan standard to limit 

enrollment. Nevertheless, enrollment results were strong, plan profitability was up, and “silver-loading” policies by states may lead to more options for 

2019 and stable premiums.  

Alternative Plans The president's executive order aimed at expanding association health plans, short duration plans, and health reimbursement 

arrangements could further destabilize the individual market through risk segmentation. However, it is unclear whether the Labor Department and 

Internal Revenue Service will ultimately have legal authority to make sweeping changes. CMS has not moved much on granting Section 1332 waivers to 

enable states to create their own stabilization programs.  

Medicaid Expansion Congress's failure to repeal ACA Medicaid provisions and the administration's signals of support for state efforts to implement 

conservative approaches to the provision of benefits to the New Adult Group may lead to more states expanding Medicaid. Maine voters passed a 

referendum to that effect—though the governor is trying to thwart implementation by demanding that the legislature show how the state's share will be 

paid for—and the gains by Democrats in Virginia's legislature could produce a similar outcome.  

Medicare 

MACRA Calendar year 2017 was the first performance measurement period for the MACRA-driven Quality Payment Program (QPP), which could 

materially alter clinicians’ Medicare revenues. As 2019 approaches—the first year of possible penalties—and with mid-term elections just prior, CMS 

seems inclined to exempt as many clinicians as possible from the complicated Merit-based Incentive Payment System (MIPS). Up to 800,000 of the 

roughly 1.3 million clinicians who bill Medicare may be spared from the MIPS penalties in the early phases. Moreover, the Medicare Payment Advisory 

Commission has issued a stinging critique of MIPS and recommends starting over from scratch.  

Accountable Care Organizations Medicare's deployment of ACOs has begun to show signs of success, as measured by net savings realized by the 

federal government. CMS has been muted in reporting these results, perhaps because the largest ACO program is a creature of the ACA. In any event, 

providers are showing greater interest in ACOs—at least, the ones with minimum required risk assumption—because they represent a ramp onto the 

preferred Advanced Alternative Payment Model track of the QPP.  

Center for Medicare and Medicaid Innovation The Innovation Center has pulled back on the mandatory bundled payment demonstrations and is 

currently resetting its priorities, having solicited input from across the industry via an online request for information in November.  

Notwithstanding the Center's sole focus on Medicare to date, it may become a platform for state-driven experimentation, mostly via Medicaid. 

IPAB The Independent Payment Advisory Board, created by the ACA, lacks support from both parties and will never get off the ground. The IPAB was 

supposed to be empowered to step in and dictate how Medicare spending would be cut if cost growth exceeded preset targets.  
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Medicare Advantage Medicare's managed care program now covers one of every three Medicare beneficiaries and enjoys bipartisan support in 

Congress. More and more health systems are launching their own plans to compete with the big insurer-run plans. CMS continually adds just enough 

funding to make the program attractive to both health plans and beneficiaries. CMS also is likely to lessen the burden on plans, especially with regard to 

quality measures and enforcement actions for star rating problems. Due to staff shortages, CMS may also ease back on compliance oversight.  

Medicaid 

Federal Funding Despite three failed attempts in connection with the ACA repeal-and-replace bills, the Republicans in Congress and the White House 

remain eager to cut as much as $1 trillion from the growth of Medicaid spending over the next decade, and to shift the funding model from incurred cost 

to per capita allotments or block grants. In return, states would be afforded more flexibility in the design and operation of their Medicaid programs. There 

are no active vehicles for this vision at present, but many observers expect Congress to again prioritize Medicaid changes as they shift their attention to 

deficit reduction after having passed tax legislation.  

Waivers CMS since early in 2017 has encouraged states to propose waivers that would allow the imposition of work requirements on non-disabled 

adults. Several Republican-led states have submitted such waiver proposals; all are awaiting CMS approval, while opponents gear up for a fight on the 

grounds that Medicaid benefits cannot legally be conditioned on behaviors. Other measures also appear directed toward shaving eligibility and benefits, 

as well as more alignment with the commercial market. CMS in November issued guidance on streamlined processes and lowered bars for states to 

obtain approval of Section 1115 demonstration waiver applications. CMS is also likely to expand 1115 waiver opportunities to allow for coverage of 

substance use disorder (SUD) treatment through institutions for mental disease. Though as this avenue opens up for providers, the Department of 

Justice is expected to scrutinize such arrangements for potential fraud and abuse. CMS may also streamline the process for states to receive Section 

1915 program waivers and in the process could alter the rule governing home- and community-based services.  

Medicaid Managed Care Approximately one-half of Medicaid spending runs through capitation contracts with managed care organizations, and the 

percentage is expected to grow as states move harder-to-serve populations—the disabled and those receiving long-term-services and supports, for 

instance—into managed care arrangements. The administration has signaled a goal of limiting enforcement of some of the federal strictures put in place 

in the 2016 managed care rule.  

Medicaid Innovation Accelerator This program continues to receive support in the form of technical assistance to former State Innovation Model grant 

recipients and others, especially as a vehicle for supporting reforms to SUD intervention systems.  

Children's Health Insurance Program (CHIP) 

Unlike Medicaid, which is a permanent entitlement, CHIP requires periodic reauthorization. The latest reauthorization (MACRA in 2015) expired on Sept. 

30, 2017. As popular as CHIP is across both parties, reauthorization efforts have been held hostage in the broader budget battles in Washington, 

leading some states to start notifying families that their children's benefits could soon end. Congress did extend CHIP funding to March 31, 2018, in the 

stop-gap spending bill passed just before Christmas. Ultimately, Congress is very likely to reauthorize CHIP for at least two years, but not before more 

brinksmanship plays out.  

Pharmaceuticals 

Drug Pricing The president has on several occasions asserted that prescription drug prices are too high, but he has not yet acted on the sentiment. His 

nomination of the pharmacy industry executive Alex Azar to be HHS Secretary is seen by many observers as a sign that little formal action will be taken 

at the federal level to constrain drug prices. More action may arise at the state level with passage of various laws and ballot initiatives (see, for example, 

California and Maryland) aimed at capping drug prices or at least increasing drug price transparency. However, the pharmaceutical industry is investing 

heavily to prevent or to overturn those measures.  

340B Drug Discounts The 340B program, first established to allow hospitals that serve high proportions of indigent patients to buy drugs for those 

patients at low costs, has ballooned to a point that pharmaceutical manufacturers feel abused. Yet, many hospitals depend upon it to prop up their 

slender operating margins. CMS has moved to cut Medicare payments for Part B drugs (those that are infused or injected) used in 340B settings. 
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Hospitals sued on the grounds that CMS lacks authority, but a federal trial court recently rejected the challenge on procedural grounds. This contest is 

emblematic of the broader battle being waged among different health industry stakeholders as traditional funds flows are disrupted.  

Medical Technologies 

The new Food and Drug Administration (FDA) Commissioner, Scott Gottlieb, has focused his messaging on fostering innovation by streamlining review 

pathways for novel technologies, in particular, genetic and regenerative therapies and digital tools. Within the last few months, FDA has: approved the 

first two “gene therapy” based treatments for certain cancers, seen as true breakthroughs; issued final regulations that open a pathway for genetic tests 

sold via direct-to-consumer channels; and announced a new comprehensive regenerative medicine policy framework to spur innovation and efficient 

access to potentially transformative products while ensuring safety and efficacy. FDA also issued long-awaited guidance meant to clarify the scope of 

the agency's regulatory oversight of clinical decision support (CDS) software. It seems, though, that the guidance does little, beyond the language in the 

21st Century Cures Act, to distinguish between low-risk and high-risk CDS.  

Conclusion 

If this wide ranging collection of actions—or inactions—can be seen as suggesting any trend, it may be that the pace of federal regulation of the health 

sector is slowing while the pipes through which federal funding flows are constricting. In 2018, perhaps some of the more radical changes sought by the 

White House and the GOP leaders of Congress will be tempered by political and legal challenges. Nevertheless, stakeholders must remain vigilant, 

advocate for their causes, and innovate to adapt to a new order.  
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