
The Clash of DC Policy & Local Cancer Care

Ted Okon
Executive Director
Community Oncology Alliance

Politics vs. Reality



Healthcare	Consolidation
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• Consolidation	puts	healthcare	in	the	hands	of	big	corporate	
for-profit	and	“nonprofit”	entities
— This	takes	medical	decision	making	out	of	the	hands	of	doctors	and	their	

patients
— Costs	have	been	shown	to	increase	with	consolidation,	not	decrease	as	

promised
— Healthcare	becomes	more	“no	nonsense”	business	rather	than	about	

people

• DC	(Congress	and	the	White	House)	trying	to	follow	what	is	
happening	out	there	(away	from	the	DC	bubble)
— This	sets	up	a	clash	between	DC	politics	and	the	reality	of	cancer	care	

locally

Why	This	is	Important
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• Healthcare	changing	like	never	before
— Consolidation	=	profound	impact	on	cancer	care
— Lines	blurring	between	insurer	and	providers,	especially	pharmacy

• Lowering	prescription	drug	prices	(and	costs)	has	become	a	
political	and	media	agenda	– like	never	before!
— Drug	prices	and	companies	in	the	crosshairs	of	Trump	administration
— Same	holds	true	for	Congress	– both	House	(Democrat	controlled)	and	

Senate	(Republican	controlled)

• Need	to	score	political	victories	can	have	a	profound	negative	
effect	on	cancer	care
— International	Pricing	Index	(IPI)	Model	a	perfect	example
— Giving	insurers	and	PBMs	more	power	to	control	medical	decisions

What	You	Need	to	Know
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What	is	CVS???
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Drug	Prices	in	the	Crosshairs
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• Trump	wants	a	“win”	on	drug	prices	and	doesn’t	care	about	policy	–
and	I	repeat	this	3	times!!!
— So,	HHS	Sec.	Azar	needs	a	win	on	drug	prices	

• Medicare	Part	B	is	in	the	crosshairs	like	NEVER	before	– and	I	repeat	
that	3	times!!!

§ Giving	MA	plans	ability	to	implement	“fail	first”	(step	therapy)	and	formularies
§ Back	to	“mandatory”	demos	— IPI	is	another	Medicare	Part	B	Experiment
§ Taking	away	protected	classes

• Putting	HUGE	pressure	on	pharma	companies	
— Both	the	administration	and	entire	Congress

• Look	for	drug	prices	to	be	a	HUGE	election	year	issue

Where’s	the	Drug	Price	Issue	Going?
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Trump	Blueprint	on	Drug	Prices
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July 16, 2018 

VIA ELECTRONIC SUBMISSION THROUGH www.regulations.gov 

The Honorable Alex Azar 
Secretary 
United States Department of Health and Human Services 
200 Independence Avenue, SW 
Room 600E 
Washington, DC 20201 
 
RE: Request for Information on U.S. Department of Health and Human Services (HHS) 
Blueprint to Lower Drug Prices and Reduce Out-of-Pocket Costs (CMS-2018-0075-0001) 

On behalf of the Board of Directors of the Community Oncology Alliance (COA), I am submitting 
this comment letter in response to the U.S. Department of Health and Human Services (HHS) Request 
for Information on the President’s Blueprint to Lower Drug Prices and Reduce Out-of-Pocket Costs 
(HHS-OS-2018-0010) (RFI).  

COA is dedicated to advocating for community oncology practices and, most importantly, the patients 
they serve.  COA is the only non-profit organization focused solely on independent community 
oncology, the setting where the majority of Americans with cancer are treated.  The mission of COA 
is to ensure that cancer patients receive the highest quality, most affordable and accessible cancer 
care in the communities where they live and work.  For over 15 years, COA has built a national 
grassroots network of community oncology practices to advocate for public policies that benefit 
cancer patients.  Individuals from all perspectives of the cancer care delivery team – oncologists, 
administrators, pharmacists, mid-level providers, oncology nurses, patients, caregivers, and survivors 
– volunteer their time on a regular basis to lead COA and serve on its committees. 

As the frontline providers of care for the majority of Americans battling cancer, community 
oncologists are highly aware that the trend of continuously increasing drug prices and cancer care 
costs are unsustainable and unacceptable.   We commend the administration for prioritizing efforts 
to address this important and complex issue affecting both patients and their providers.  Ensuring 
access to affordable life-saving cancer treatments is a top concern for oncologists, oncology 
nurses, practice administrators, pharmacists, and other cancer care professionals.  COA 
believes that every stakeholder – starting with the pharmaceutical industry – in our incredibly 
complex health care system must come together and selflessly collaborate to reduce medical costs.  
We strongly believe that with joint efforts from stakeholders from every corner of the health care 
system, we can – and must – find a solution to high drug prices.   

We want to caution, however, that it is important for this administration to focus on the true drivers 
of health care spending and misaligned incentives, and to avoid new policies that would result in 
unintended consequences for our patients, their families, and their care teams.  History has 
documented that even well-intended policymaking can backfire, harming patients, increasing costs, 
and limiting access to care.  This has been particularly true in cancer care – especially with Medicare 
Part B (Part B) – where Americans today are facing the financial impact of previous misguided 
policymaking. 

• Covered	virtually	every	area	
of	drug	pricing	except	for	
direct	government	
negotiating

• Posed	132	questions	asking	
input	on	many	aspects	of	
drug	pricing

• Regardless	of	media	
portrayal,	pretty	
comprehensive

American 
Patients First
The Trump Administration Blueprint to Lower Drug Prices  

and Reduce Out-of-Pocket Costs

MAY 2018
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• Increase	drug	competition
— Speed	generic,	biosimilar,	and	brand	approvals	

• Fix	“global	freeloading”

• Change	Medicare	Part	B
— Move	Part	B	drugs	to	Part	D
— Revive	the	Competitive	Acquisition	Program	(CAP)

• Fix	340B
— Move	reimbursement	closer	to	true	drug	acquisition	cost
— Tie	340B	to	charity	care

• Reimburse	MD	practices	and	hospitals	the	same

• Address	PBM	situation,	especially	rebates

• Facilitate	manufacturer	value-based	contracting

• Drug	price	transparency

Blueprint	Goals
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International	Pricing	Index	Model
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• Index	Medicare	Part	B	drug	
prices	to	market	basket	of	
other	countries

• CAP	for	50%	of	the	country	
in	a	mandatory	CMMI	demo
— “Private	sector”	entities	to	

negotiate	with	drug	
manufacturers	and	distribute	
drugs

• Add	on	of	a	flat	fee	equal	to	
historical	ASP	+	6%
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International	Pricing	Index	Model
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• Index	Medicare	Part	B	drug	
prices	to	market	basket	of	
14	OECD	countries
— Target	is	a	30%	decrease	in	

Part	B	drug	prices
— Create	a	blend	of	the	index	

target	price	and	ASP
§ Starts	at	80%	of	ASP	and	20%	
of	the	index	price	moving	
towards	100%	index	after	5	
years

International	Pricing	Index	Model
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• Revive	the	previously-failed	
Competitive	Acquisition	
Program	(CAP)
— Force	physicians	and	hospitals	

to	stop	purchasing/billing	
drugs

— Would	have	to	deal	with	a	CAP	
vendor(s)

— CAP	vendor	would	“negotiate”	
with	drug	manufacturers	based	
on	the	ASP/index	price

— CAP	vendor	would	bill	
Medicare	for	drug;	providers	
would	bill	patients	copay

International	Pricing	Index	Model
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• Pay	providers	a	flat	fee	
based	on	the	historical	
add-on	to	ASP
— Providers	would	not	take	title	

to	the	drug	but	would	still	be	
responsible	for	collecting	the	
20%	patient	copay

International	Pricing	Index	Model
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• Indexing	U.S.	drug	prices	to	foreign	prices	sounds	great	on	
paper	but	how	do	you	really	do	it	without	other	countries	
playing	games?
— And	more	cancer	drugs	available	here	than	in	any	other	country

• Biggest	problem	is	CAP
§ It	would	fundamentally	change	how	cancer	patients	get	their	drugs
§ It	would	change	from	just-in-time	delivery	of	chemotherapy	to	ordering	and	
waiting	for	chemotherapy	from	some	middleman

• Changing	cancer	drug	reimbursement	would	put	even	more	
pressure	on	community	oncology	practices,	forcing	more	
closures	and	consolidation	into	hospitals

IPI:	What’s	Wrong?
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340B	and	Payment	Site	Neutrality
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        Billing Code 4120-01-P 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 

Centers for Medicare & Medicaid Services 

42 CFR Parts 416 and 419 

[CMS-1695-FC] 

RIN 0938-AT30 

Medicare Program:  Changes to Hospital Outpatient Prospective Payment and 

Ambulatory Surgical Center Payment Systems and Quality Reporting Programs 

AGENCY:  Centers for Medicare & Medicaid Services (CMS), HHS. 

ACTION:  Final rule with comment period. 

SUMMARY:  This final rule with comment period revises the Medicare hospital 

outpatient prospective payment system (OPPS) and the Medicare ambulatory surgical 

center (ASC) payment system for CY 2019 to implement changes arising from our 

continuing experience with these systems.  In this final rule with comment period, we 

describe the changes to the amounts and factors used to determine the payment rates for 

Medicare services paid under the OPPS and those paid under the ASC payment system.  

In addition, this final rule with comment period updates and refines the requirements for 

the Hospital Outpatient Quality Reporting (OQR) Program and the ASC Quality 

Reporting (ASCQR) Program.  In addition, we are updating the Hospital Consumer 

Assessment of Healthcare Providers and Systems (HCAHPS) Survey measure under the 

Hospital Inpatient Quality Reporting (IQR) Program by removing the Communication 

about Pain questions; and retaining two measures that were proposed for removal, the 

Catheter-Associated Urinary Tract Infection (CAUTI) Outcome Measure and Central 

This document is scheduled to be published in the
Federal Register on 11/21/2018 and available online at
https://federalregister.gov/d/2018-24243, and on govinfo.gov



• A	“middleman”	is	just	that	– an	entity	that	gets	between	
doctor	and	patient

• Middlemen	are	insurance	companies	and	pharmacy	benefit	
managers	(PBMs)
— Insurers	typically	manage	the	“medical”	benefit

§ Both	commercial	insurance	and	Medicare	Advantage	plans
— PBMs	manage	the	“pharmacy”	benefit
— Now,	they	are	all	merging!

• On	one	hand,	the	Trump	administration	wants	to	take	away	the	
PBM/insurer	rebates	that	are	fueling	higher	drug	prices

• On	the	other	hand,	the	Trump	administration	wants	to	give	the	
PBMs/insurers	more	power	over	cancer	care

The	Middleman	Dilemma

17Copyright © Community Oncology Alliance



• Proposed	rule	would	
effectively	eliminate	PBM	
rebates	from	
Medicare/Medicaid

• Manufacturers	could	provide	
discounts	directly	to	patients

• Eliminates	manufacturers’	
claim	that	rebates	drive	up	list	
prices	of	drugs

Eliminate	PBM	Rebates
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Step	Therapy	&	Protected	Classes
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• MA	plans	given	the	authority	
to	apply	step	therapy	to	Part	B	
drugs
— One	goal	is	to	reduce	drug	costs	

through	“fail	first”	utilization	of	
least	expensive	drug

— Second	objective	is	to	give	MA	
plans	power	to	negotiate	down	
drug	prices

• “Fail	first”	drug	is	not	
necessarily	the	least	expensive	
drug	but	the	most	profitable	
drug	for	the	PBM/insurer

• Eliminating	protected	classes
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PBM	Horror	Stories
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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



• Detailed	meetings	with	CMS	
and	HHS
— Pushing	back	on	IPI	model
— Providing	alternatives

• Working	with	Congress	to	
fix	PBM	issues

• Launching	major	campaign	
to	highlight	PBM	abuses

• Working	hard	on	oncology	
payment	reform

COA’s	Efforts
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Senate	Hearing	on	PBMs
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• Ted	Okon
— Executive	Director

— Community	Oncology	Alliance	
(COA)

— Cell:	(203)	715-0300

— Email:	tokon@COAcancer.org

— Web:	
www.CommunityOncology.org	

— Twitter:	@TedOkonCOA

Thanks!
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