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The View?
Unlike this view, the view from 

Capitol Hill these days ain’t
pretty!!!



• A little thing called Obamacare!
– And it’s all about politics, politics & more politics!!!

• What’s the objective view on Obamacare
– It has real problems

Ø 200 (2016) to over 1,000 (2017) U.S. counties with only 1 insurer
Ø Lack of competition results in premiums rising

– But it is engrained in the U.S. healthcare system
• Republicans not interested in fixing it
– Just repeal and replace

• Democrats not interested in fixing it
– Just let Republicans flounder in repeal/replace efforts

What’s Up on the Hill?





Bronze Plans

Silver Plans



• House Republicans eventually get their act together and pass a 
repeal/replace bill and send it to the Senate
– All Republicans with not one Democrat

• Senate tries to moderate portions of the House to scrape together 50 
Republican votes
– Won’t be easy!

• House and Senate versions end up in a “conference” to attempt to iron 
out differences
– Won’t be easy!

• Merged version sent back to the House for a vote

• Likely final law will push more decisions/responsibilities back on the 
states

What Happens?



• Ensure that changes to ACA/Obamacare do not adversely 
impact cancer patients
– Preexisting conditions
– Annual and lifetime payment caps

• Support legislation that strengthens the community cancer 
care delivery system

• Specifically, fix the broken 340B drug discount program
• Specifically stop the PBM (pharmacy benefit managers) 

corporations from adversely impacting cancer patient care
• Build up an advocacy “army” to fight for cancer care fixes 

and advances 
• Deal with increasing cost of cancer care

COA Priorities



• Cancer care payment reform (identical) bills
– Senate (S. 463) and House (H.R. 1834) bills

Ø Cancer Care Payment Reform Act

– Creates a “demonstration project” designed to enhance the quality of 
cancer care and increase efficiency/affordability

– Designed around the Oncology Medical Home
Ø Makes the cancer care clinic the medical “home” for the patient

• Bills aimed at fixing aspects of Medicare payments for cancer care
– Bill to eliminate “prompt pay” calculations that artificially lower drug 

payments 

• Bill to fix the 340B drug discount program

• Bills to stop the PBMs from hurting cancer care

COA Legislative Priorities



Consolidation of Cancer Care

84%

54%MMA

SequesterRecession

• Percent of chemotherapy administered in community oncology practices decreased from 84.2% to 54.1%

• Percent of chemotherapy administered in 340B hospitals increased from 3.0% to 23.1% (670% increase)
– 340B hospitals account for 50.3% of all hospital outpatient chemotherapy administrations



“Push” & “Pull” of Consolidation

Push
• Declining 

Payment for 
Cancer Care

• Administrative 
Burdens: 
Physicians 
forced to do more 
paperwork than 
treat patients

• Obstacles to 
Patient Care: 
PBMs

Pull
• Hospital 

Hardball Tactics: 
Cut off referrals 
to oncologists

• 340B Drug 
Discount 
Program





• 340B is a CRITICAL safety net program, including for cancer patients 
who are underinsured or not insured

• Program has grown tremendously in the hospital sector
– 62% of all oncology drugs in the hospital outpatient setting are discounted by 

340B
– Close to 25% of all Medicare Part B is now discounted by 340B
– Close to 30% of all Part B oncology drugs are discounted by 340B

• 340B profits (upwards of 100% margins on cancer drugs) are fueling 
consolidation of cancer care into the hospital setting

• Problem with consolidation is that hospital outpatient cancer care 
costs patients, Medicare, and taxpayers more
– 340B hospitals cost Medicare 51% more for cancer care than community cancer 

clinics

340B Overview



Growth of the 340B Program

Source: 340B Growth and the Impact on the Oncology Marketplace: Update, Berkeley Research Group, December 
2015.



340B Hospitals Cost 51% More

Source: 340B Growth and the Impact on the Oncology Marketplace: Update, Berkeley Research Group, December 2015.



Government Investigation
“The financial incentive to maximize 
Medicare revenues through the prescribing 
of more or more expensive drugs at 340B 
hospitals also raises concerns… Not only 
does excess spending on Part B drugs 
increase the burden on both taxpayers and 
beneficiaries who finance the program 
through their premiums, it also has direct 
financial effects on beneficiaries who are 
responsible for 20 percent of the Medicare 
payment for their Part B drugs. 
Furthermore, this incentive to prescribe 
these drugs raises potential concerns about 
the appropriateness of the health care 
provided to Medicare Part B beneficiaries.” 

June	2015



• 340B Marketing Myths
– Only costs pharmaceutical 

companies
– Benefits patients in need
– Has no impact on drug 

prices
• 340B Stark Reality
– Costs patients, Medicare, 

private payers & taxpayers
– Only 24% of 340B hospitals 

account for 80% of charity 
care in all 340B hospitals

– Fuels drug prices

340B Myths Vs. Reality



• Exempts federal grantees and rural hospitals
– Lessens the political push-back and gives members cover

Ø Very, very important!!!

• Defines a patient
– Makes clear the patient must be under the (real) treatment of the hospital; not just getting drugs.

• Limits contract pharmacies
– Number (5) and location
– Moratorium on any further expansion

• Requires a report from GAO on better eligibility metric than DSH
– Moratorium on new DSH main & child sites
– Child sites must be wholly-owned

• New reporting requirements in line with federal grantees

• Gives the HHS Secretary more power to enforce the program

• Requires reports to Congress

• Assesses a user fee not to exceed 0.1% of total drug purchases

SAVE 340B Bill
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PBMs: The Middlemen



Who Are These PBMs?



• Serve as the middlemen to negotiate lower drug costs by 
using competitive means to get lower drug pricing from 
manufacturers
– Combination of discounts and rebates

• Return lower drug costs to the “plan sponsors” who in turn 
are increasingly part of the same corporation 

• Help processes at the pharmacy level
• Streamline the system among drug manufacturers, 

pharmacies, and plan sponsors

What Are PBMs Supposed to Do?



• Extracting more rebates from drug manufacturers but unclear 
who is benefitting from those rebates
– PBMs say they benefit the plan sponsors but PBMs increasingly 

tied to their brother/sister corporate plan sponsors
• Gap between real net drug prices (including discounts and 

rebates) and “list” prices growing
– Problem for patients and payers because they pay off of the “list” 

drug price
Ø Medicare patients enter the “donut hole” faster and assume higher costs
Ø Medicare pays more as patients exit the ”donut hole” faster

• Charging pharmacies – including community cancer clinics – for 
all types of fees

What PBMs Are Doing



• Slows patients from getting 
their cancer drugs

• Changes the dosing and/or 
schedule without the 
oncologists OK

• Changes the drugs
• Refuses the prescription

PBMs Hurting Patients

PBM Horror Stories Series   |   1

Delay, Waste, and Cancer Treatment Obstacles: 

The Real-Life Patient Impact 
of Pharmacy Benefit Managers

There is growing awareness of the problems and pitfalls with Pharmacy Benefi t Managers (PBMs) 
in the United States health care system. Contracted by insurance carriers to negotiate on their 

behalf with pharmaceutical companies, these ‘middle men’ corporations have quietly become an 
unavoidable part of our nation’s health care system. Controlling at least 80 percent of drug benefi ts 
for over 260 million Americans, PBMs have the power to negotiate drug costs, what drugs will be 
included on plan formularies, and how those drugs are dispensed. Oftentimes, patients are required 
to receive drugs through PBM-owned specialty pharmacies. 

However, while the role PBMs play in the U.S. health care system is complex and under scrutiny 
by policymakers and the public, with much of the debate focusing on economics, little discussion 
takes place of the impact PBMs have on patients. 

This paper is the fi rst in a series that will focus on the serious, sometimes dangerous, impact PBMs 
are having on cancer patients today. These are real patient stories but names have been changed 
to protect privacy.

AN AVOIDABLE DEATH?
Derek, a young husband, was diagnosed with advanced 
melanoma with brain metastases. Prognosis was grim, yet a 
ray of light appeared in the form of a new drug prescribed 
by his doctor. Proven to have the potential of signifi cantly 
extending life, the drug off ered Derek and his wife real hope. 
Located in his doctor’s offi  ce was the clinic’s pharmacy, where 
this potentially life-prolonging medication was simply waiting 
on the pharmacy shelf— but not for Derek. Derek’s PBM 
mandated that Derek purchase his meds from one of their 
own mail-order specialty pharmacies. The clinic immediately 
faxed to the PBM all the necessary information for receiving 
prior authorization, and for the next ten days, Derek and 
his wife waited to hear that the prescription had been 
approved. Upon receiving the go-ahead, they then faxed the 
prescription to the PBM’s specialty pharmacy, and sat back to 
wait again.

One week later, the drug still had not appeared; instead, the 
couple was notifi ed that they fi rst had to remit the drug’s 

$1,000 co-pay, an amount they were unable to aff ord. Derek’s 
wife now began arranging co-pay assistance, but she had to 
deal with the matter on her own at this point, because Derek 
had been admitted to the ICU.  Several days later, she received 
approval for co-pay assistance, and forwarded the information 
to the PBM’s pharmacy, which then FedExed the drug to 
Derek. The medication fi nally arrived— only there was no one 
to take them. By this time, Derek could no longer swallow pills, 
and sadly, shortly after, he died.  

The most common and devastating issue that cancer 
patients face with PBMs is the fact that they must wait, 
for weeks or even months, to obtain medication that 
they could have received within 24 hours, had they 
been permitted to get it at the point of care from their 
oncologist. Beyond the stress and aggravation incurred, 
delays in receiving medication often translate into delayed 
treatment and worsening of the patient’s condition, and 
in the most tragic of cases, possibly contributing to the 
patient’s death.

April 2017



• Griffith bill H.R.1038 - Improving Transparency and Accuracy in 
Medicare Part D Spending Act
– Stops retroactive DIR fees
– Problematic because could establish DIR fees in statute

• Collins (Doug) bill H.R.1316 - Prescription Drug Price 
Transparency Act
– Requires greater PBM MAC pricing transparency
– Restricts PBMs from exclusively steering business to subsidiaries 

or corporate brother/sister entities
• Bilirakis bill (in progress)
– Would make DIR quality performance programs 2-sided
– Restrictions on quality metrics, measurements, etc.

PBM Legislation





Drug Price Issue



• Escalating drug prices are a problem and not sustainable
– Pharma/bio companies part of the problem and need to get innovative with solutions

• Escalating drug prices only part of the problem of increasing cancer care costs
– Only 18-20% of the cost of cancer care relates to drugs

Ø Pharma/bio an easy target for the media, politicians, and academics

– Technology advances and demographics are a large part of the problem
Ø Better diagnosis and treatment keeping people alive
Ø Shifting demographics and health behaviors increasing cancer cases and costs

• Everyone part of the problem — and everyone needs to be part of the solution!!!
– FDA
– Pharmaceutical/biotechnology companies
– Insurers — private and Medicare
– PBMs
– Community oncology
– Hospitals, including 340B and cancer hospitals with special Medicare exemption

Breaking Down Drug Prices







Cost Drivers of Cancer Care
Service Category 2004-2014  PPPY Cost Trends

Medicare Commercial
Hospital Inpatient Admissions 22% 44%
Cancer Surgeries (inpatient and outpatient) 0%* 39%
Sub-Acute Services 51% 15%
Emergency Room 132% 147%
Radiology – Other 24% 77%
Radiation Oncology 204% 66%
Other Outpatient Services 48% 49%
Professional Services 40% 90%
Biologic Chemotherapy 335% 485%
Cytotoxic Chemotherapy 14% 101%
Other Chemo and Cancer Drugs -9% 24%
Total PPPY Cost Trend 36% 62%



• Major nationwide campaign from COA to:

• Show & tell the story of community oncology
– Personal cancer treatment that patients need.
– Provided by compassionate, expert professionals.
– Delivered close to home, in your community.

Educate Engage Empower



• National waiting room TV network
– Telling YOUR stories

• Variety of programming including:
– Cancer Policy Minute
– Spotlight on Cancer Care
– Know Your Cancer Care
– Message from Our Sponsors

• Interspersed with local news, 
weather, and pop culture 
programming

• Practices can customize/add own 
content
– Doctor/staff features, event invitations, 

appointment reminders, etc.

Community Oncology TV
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