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Kaiser Family Fund: payment for family 
insurance



Patient’s Inability to pay

 62.1% of Bankruptcies are from Medical bills : 48% of the bills are from 
Hospitals, 18% drugs, 15% physicians

 Annual Health Care Costs $16,771
 Cancer patients are twice as likely as other patients to enter bankruptcy
 2/3 of patients declaring bankruptcy have insurance
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Only one third of low-income households have sufficient financial resources to 
cover mid-range deductibles
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Administrative costs too high
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• Overall, administrative costs are 8 percent of 
spending on health care in U.S.

• OECD average is 3 percent.  (Source: OECD)

• Figure to the right is a comparison by The 
Commonwealth Fund of hospital administrative 
costs in several nations.



Growth in earnings for health-sector occupational groups from 1997 to 2012. 

Sherry Glied et al. Health Aff 2016;35:1197-1203
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Summary

Medicare Trust Fund projected to be insolvent 2026

Commercial insurance is increasingly expensive and fewer 
employers are purchasing fully insured plans

Medicare pays under the cost of care for most states, including 
NM

Drug prices are increasing to 14% of health care costs

Fee for service is blamed for increased volume

More middlemen making a great living



What needs 
to be done, 
according to 
CMS?

• 1. move patients from FFS to value- based care
• CMMI: Center for Medicare and Medicaid 

Innovation 
• Medicare Advantage

• 2. Put practices and hospitals at risk for the cost 
of care

• Start with pay for performance then 1-sided 
then 2-sided risk

• 3. Negotiate drug prices by CMS
• 4. Cut the physician fee schedule! ( pushes 

practices into hospitals)



CMMI Value 
based Care: 
5/55 models  
saved money 
and spent 
$10B *

• COME HOME  *
• Oncology Care models
• Accountable Care Organizations
• Medicare shared savings programs
• ESRD programs
• Joint replacement bundles *



COME HOME: 
CMS/CMMI Grant 
2012-2015

• $19.8M

• 7 practices

• Significant savings associated with Oncology Medical Home through reduced 
ED & IP use

• Improve quality of care through triage protocols, team care and clinical 
pathways

• Increase delivery of patient-centered care through after hours clinics, same 
day appointments, patient education 
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COME HOME results The Community Oncology 
Medical Home

Overall Impact of COME HOME (all on per quarter basis)
• ED visits reduced by 13 per 1,000 patients 
• Ambulatory Care Sensitive (ACS) hospitalizations reduced by 3 

per 1000
• Average Cost lowered by $612 per patient 
• Significant decreases in costs of care in last 30-180 days of life:

• $959  lower in last 30 days,
• $3346 in last 90 days, 
• $5790 in last 180 days of life
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Oncology Care Model 2016-2021

• All Episodes: OCM resulted in a non-significant relative $145 (0.5%) 
decrease in per-episode payments.

• Low-Risk: Per-episode payments increased by $130 (1.8%) for low-risk 
episodes. Low risk episode payments averaged $7,395.

• High Risk: Per-episode payments decreased by $430 (1.1 %) for high-
risk episodes. High risk payments averaged $44,538.
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Oncology 
Care Model
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Medicare ACOs 
falling short of 
projected 
savings

• Medicare Shared Savings Program (MSSP), enacted as 
part of the Affordable Care Act, is Medicare’s largest 
Alternative Payment Model (APM)

• MSSP increased federal spending by $384 million 
from 2013 – 2016, counter to CBO projection of $1.7 
billion in net savings.

• Upside-only model (MSSP Track 1) increased federal 
spending by $444 million.

• Downside-risk ACOs (MSSP Tracks 2 & 3) reduced
federal spending by $60 million.

• ACOs in their fourth performance year produced net 
savings of $152 million to federal budget, suggesting 
numbers could improve in future years.

• Source:  Avalere, March 2018
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Next 
Generation 
ACOs

• Percentage impact was 0.42% in 2016, -0.01% in 
2017

• In 2016 CMS paid out out $216.7M after 
achieving savings of $38.60M

• In 2017 CMS paid out$177.39M after saving 
$114.37M

• Most of the money went to large systems adding 
IT infrastructure

• NORC data published 2020 and presented to 
CMS



Consolidation: 
Creating a 
system 
designed to 
maximize 
profits

ACOs have increased consolidation

Hospitals that are consolidated into systems increase 
costs, decrease access without improving quality

Health plan consolidation increases costs and control 
of medical decisions

Pharma Consolidations allows monopoly profiteering 

FTC is now looking at systems for anti-competitive 
behavior



Chart: Community 
Health Access and 
Rural 
Transformation 
Model

• COMMUNITY 
TRANSFORMATION 
TRACK:

• Capitated payment 
based on volume

• 15 communities
• Must have 10,000 

MedicareFFS recipients 
and deliver 20% if their 
care

• 15% of hospitals qualify

• ACO TRANSFORMATION 
TRACK:

• Join the Medicare 
shared Savings Program 
as an ACO

• 20 communities
• Accept financial risk
• Advanced shared saving 

payments for inpatient 
and outpatient

• Lose CAH payments
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What would I do 
to save money 
for CMS 
(without 
impacting 
access or 
quality)

Just my 
ideas

Restructure care delivery on the medical home ideas

Site of service  Support the low cost high quality options

PBM reform for drugs
•Limit rebates and discounts and share them with payers and patients
•Modify 340b to go to poor people

Pay primary care doctors differently

Stop cost shifting from commercial plans to Medicare and Medicaid 

Transparency especially for MA plans

Not for profit insurance designs

Lower administrative burden

Stop having practices take risk
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The site-of-service dilemma (reports and 
studies) 

• Avalere, 2017: Analysis finds that applying MIPS 
adjustments to Part B drug reimbursement will have very 
significant effect on income of some specialties

• Avalere, 2016: 340B hospitals often don’t provide charity 
care

• Milliman, 2016: The shift of cancer care from physician 
office to hospitals is one factor driving up costs

• Berkley Research Group, 2016: Rapid growth in 340B 
expenditures due to hospital acquisition of physician 
practices

• Avalere, 2015: 340B hospitals are more heavily engaged in 
physician acquisition than other hospitals





Sources: Federal 
Register, Medicare 
Trustees' Reports 
and U.S. Bureau of 

Labor Statistics 
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Right-sizing prior authorization
• Working with national partners and the 

insurance industry to “right-size” prior 
authorization.

• Pushing state legislation to address 
prior authorization and step therapy and 
advocating to national policymaking 
organizations for regulation of these 
programs.

• Creating new resources to help 
practices streamline prior authorization.
 Visit FixPriorAuth.org
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Source: 2018 AMA Prior Authorization Physician Survey 
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Impact of prior authorization on clinical outcomes

30

Source: 2018 AMA 
Prior 
Authorization 
Physician Survey



NMCC is spending 
$380,000/year for a 
98% prior authorization 
approval rate!!  Why??





Inflation 
Reduction 
Act

• No limitation on Launch price
• Delay of the drug board action for 9-13 years
• 10 drugs in 2026, 15 in 2027 and 2028, 

20/year after that
• Ceiling price is 75% of AMP years 9-12 65% 12-

16 and 40% for >16 years on market
• CBO: $62.3B from decreased spending +$38.4 

B on revenue impact
• $2000  max OOP for 2025 with increase 

depending on cost of the program
• in catastrophic phase $0 for 2024



Drug Boards, 
unintended 
consequences

Any  determination of Maximum Fair or List Price that is 
higher than purchase price hurts the practice or hospital 
who bought the drug to administer, not the manufacturer.

If the manufacturer does not lower the price, practices 
and hospitals will stop offering the drug

New Mexico Marketshare is not sufficient to persuade 
manufacturers to lower prices

Patients don’t get the drugs they need.



PBMs: Where do the Rebates go?





CO Pay Accumulators

Manufacturer funds 501cs Foundations to pay patients copays or coinsurance until the 
total out of pocket amount is reached, and the insurer is to assume the total cost

With accumulators, Insurers designate the Foundation donation as not part of True Out 
Of Pocket Expense

The patient, if they can afford it, must then pay the second round of copays until  (and 
If)the out of pocket Maximum amount is paid.

Patient Adherence drops

Payers get the benefit of 2 rounds of copays.



Co Pay accumulators in New Mexico
Courtesy of The Aids Institute

• Federal rules allows insurers to keep the copay assistance provided to 
patients by PhRMA Foundations

• 4/5 NM Insurers have a copay accumulator
• BCBS, Molina, Truehealth, Western Sky

• Other states have laws that require insurers to count donated copays 
toward the true Out Of Pocket expense





CO Pay Maximizers

• Plans designate specialty drugs as “non-essential health benefits” thus removing these 
drugs from the ACA essential Health Benefit requirements for out-of-pocket maximums

• PhRMA Foundations pay until the maximum value of the copay is reached

• Patients’ Out-of–Pocket maximum is defined to equal the value of the Foundation 
contribution but is spread evenly over the entire year.

• The insurer gets the benefit of the Foundation support
• Some plans do not require copays by patients

• Carve outs of specialty drug coverage allows manufacturer foundations to pay, but usually 
there is a requirement to buy from PBM’s SP.



Prevalence

• 80% commercial insured have a plan with an available copay accumulator 
in the design.

• 61% of commercial insureds have a plan with a maximizer in the design.
• 43% of plans have implemented the accumulators
• 45% of plans have implemented the maximizers



Manufacturers: 
Transparency 
report 1/16 
companies

• Net price declined 2.8% in 2021, 5th year in 
a row

• Rebates discounts and fees paid $33.9B 
(15.2% increase year over year)

• Rebates Discounts and fees 55% of list 
prices

• R&D is double the amount spent on 
marketing  $11.9B



WHAT COULD BE DONE FOR DRUG PRICES  AND INSURANCE 
COSTS?

Limit Pharmacy Benefit manages to a transparent flat fee service

No copay maximizers or accumulators

340b payments to the patients

Stop the profiteering 

Stop steering patients to the affiliated pharmacies owned by PBMs

Read my Task Force Report!

Value based insurance design

Why do we have copays?

Encourage transparency reports from PhRMA

Avoid consolidation of the market of PBMs Insurers and PhRMA



Why can’t you find a doctor?

Medicare pays under cost of business
48% Medicaid
Gross receipts tax on medical goods and services
Lack of opportunity for spouses
Educational system for children
Aging physician population
Hospital employment of physicians
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Coping with Professional Burnout

• 54% of all U.S. physicians have  
experienced burnout – AMA and Mayo 
Clinic 20% considering leaving

• EHRs a major source of frustration 
and burnout

• Physicians spend 2 hours on EHRs for 
every 1 hour with patients – AMA and 
Dartmouth

• 6 hours of every physician workday 
consumed by EHRs, paperwork 
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Coping with Professional Burnout: 

• Moral injury

• COVID

• Trauma

• Criminalization of medicine

• Angry people threatening

• Feeling responsible for the social 
determinants of health

46



NEW MEXICO IS 
MOSTLY RURAL OR 
FRONTIER

 6 COUNTIES ARE URBAN

 40% OF AMERICANS LIVE IN 
RURAL AMERICA



SHORTAGE OF 
PHYSICIANS



PRIMARY  CARE

 NOW YOU KNOW WHY YOU CANNOT 
FIND A PRIMARY CARE DOCTOR





Private practice oncologists spend 90% of time on patient care; 
academics - 51%
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Key Findings

• Supply of oncology visits will rise about 14%
 Aging workforce
 Limited plans for new training slots

• Demand for visits will be up about 48% by 2020
 Aging population (48% increase in incidence)
 Increased cancer survivorship (81% increase)

• Challenge for entire oncology care system 
 Project a shortfall of 2,550 to 4,080 oncologists by 2020
 Assuring access and quality care will require a concerted and 

multi-faceted effort and significant changes to practice of 
oncology 

• Study with alternate methodology confirmed findings





The impact of 
COVID-19

1. Practices saw decreased volume and revenue since 
March 2020

a. 47% practices have reduced hours or closed 
(NMMS survey)

b. 41% furloughed staff
c. 18% furloughed physicians
d. 38% reduced salaries or benefits
e. 17% closed

2. Lack of PPE and expense
3. Expense of screeners
4. Expense of cleaning
5. Costs of Telemedicine 



WHAT COULD BE DONE FOR HOSPITALS?

Decide what the role of a rural hospital should be.

Create transparency of costs and payments

Community support of a health care system

what is local and what is transferred

Pay MORE not LESS for rural health care

Determine the actual cost and pay that with a reasonable margin

Stop the vertical integration and consolidation



WHAT COULD BE DONE FOR PHYSICIANS?

Support Independent Practices: Determine the actual cost and pay that with a reasonable margin
Philanthropists could build small rural clinics, with $1/year rent
Exempt rural systems from Stark law.
Pay MORE not LESS for rural health care
Create transparency of costs and payments
Loan repayment or subsidize medical education
Decrease administrative burden
Reconsider risk as a strategy



WHAT COULD BE DONE FOR INSURANCE COMPANIES?

Transparency of premiums and costs

Not for profit insurance companies, reasonable margin

Subsidize premiums inversely related to income, advanceable refundable tax credits

Use copays and deductibles to guide behavior rather than cost shift

Require each type of coverage to cover its own costs

Return PBMs to their original functions

Stop the vertical integration and consolidation of the market



WHAT COULD BE DONE BY YOU?

Educate yourselves and your clients on alternative models for insurance

Choose where you get your care: which site of service?

Read my Report from the Governor’s Task Force on Drug Pricing

Insist on transparency including fees for PBMs and insurers.
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