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Presentation of the Okon Cup, 1974



• Innovations to prevent and treat malignancy have led to impressive 
reductions in morbidity and mortality 

• Irrespective of these remarkable clinical advances, cutting health care 
spending is the main focus of reform discussions (how much)

• The well-meaning intentions of many ‘value-based’ health care policies, 
such as utilization management, health plan benefit design and Drug 
Price Negotiation, that aim to lower spending often clash with far more 
meaningful metrics such as patient-centered outcomes and health 
equity (how well)

Health Care Costs Are a Top Policy Issue:
Solutions must protect consumers, reward providers and preserve innovation



• Everyone (almost) agrees there is enough money in the US 
health care system; we just spend it on the wrong services, in 
the wrong places, at the wrong time

• Most current clinician payment programs and consumer benefit 
designs pay little attention to improving patient outcomes, 
enhancing equity and increasing value

• Moving from a volume‐driven to value‐based system requires a 
change in both how we pay for care and how we engage 
consumers to seek care  

Change the health care cost discussion from “How much” to “How well”
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• Answering this question starts with an honest assessment of which 
services are high-value, and which are low-value

• Underutilization of high-value services and providers persists across the 
entire spectrum of oncology care leading to poor health outcomes and 
worsening health care disparities

• Spending on low-value services -- such as unnecessary tests or ineffective 
treatments that provide little or no benefit to patients, and can even cause 
harm --is rampant

• Our ability to deliver high-quality health care lags behind the rapid pace of 
scientific innovation

Change the health care cost discussion from “How much” to “How well”
Are we spending too much or too little on oncology care?



Star Wars Science



Flintstones Delivery



Patient Cost Sharing:  Americans Do Not Care About Health Care Costs; 
They Care About What It Costs Them

• Deductibles –  the most 
common form of patient cost 
sharing – is a ‘blunt’ 
instrument, in that patients pay 
out of pocket for ALL care 
regardless of clinical value

• Health care costs are among 
the leading causes of:

• Personal debt
• Personal bankruptcy
• On-line fundraisers



I can’t believe you had to spend 
a million dollars to show that if 
you make people pay more for 
something, they will buy less of it.

Inspiration (Still)

- Barbara Fendrick (my mother, 1934-2024)

Inspiration (Still)   



“Blunt” Cost-Sharing Worsens Health Care Disparities

Cost-sharing worsens disparities and adversely affect health, particularly 
among economically vulnerable individuals and those with chronic 
conditions

12Chernew M. J Gen Intern Med 23(8):1131–6.



Americans Do Not Care About Health Care Costs; 
They Care About What It Costs Them



Alternative to “Blunt” Consumer Cost-Sharing:
A Clinically Nuanced Approach

A “smarter” cost-sharing approach that encourages consumers to 
use more high value services and providers, but discourages the 

use of low value ones
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A Clinically Nuanced Alternative to “Blunt” Consumer Cost-sharing:

Value-Based Insurance Design - More of the Good Stuff and Less of the Bad Stuff

• Sets consumer cost-sharing on 
clinical benefit – not price

• Little or no out-of-pocket cost for 
high-value care; higher cost-
sharing for low-value care

• Implemented by hundreds of 
public and private payers

• Bipartisan political support

• Improves health outcomes

• Enhances equity
15



Putting Innovation into Action:
Translating Research into Policy



ACA Sec 2713:  Selected Preventive Services be Provided without Cost-Sharing
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• Receiving an A or B rating from the United States Preventive Services 

Taskforce (USPSTF)

• Immunizations recommended by the Advisory Committee on 

Immunization Practices (ACIP)

• Preventive care and screenings supported by the Health Resources and 

Services Administration (HRSA)



• Over 230 million Americans have enhanced access to preventive services

• 150 M with private insurance – 58 M women and 37 M children

• 61 million Medicare beneficiaries 

• Approximately 20 million Medicaid adult expansion enrollees

• The majority of studies showed increased use of fully covered services 

• Studies that included socioeconomic status reported more substantial increases in 
utilization of preventive services in financially vulnerable patients, suggesting that 
the policy reduced disparities

 



BRAIDWOOD V BECERRA

Several outstanding questions remain, but it is possible that this 
ruling will mean that qualified payers will no longer have to provide 
first-dollar coverage for the 50+ services that have received an “A” 
or “B” rating from the U.S. Preventive Services Task Force (after 
March 2010) as well as those receiving future “A” or “B” rating 



CANCER 
SCREENING



ACA Sec 2713:  Selected Cancer Screenings Provided without Cost-Sharing
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Cancer screening receiving an A or B rating from the United States 

Preventive Services Taskforce (USPSTF)

• Breast 

• Cervical 

• Colorectal 

• Lung



Although patients receive initial 
cancer screening test without cost 
sharing, they frequently to pay out 
of pocket for necessary diagnostic 
follow up testing
• Breast 
• Cervical
• Colorectal
• Lung
• Prostate 

• JAMA Network Open. 2021;4(8):e2121347
• Obstetrics & Gynecology. 2022;139(1): doi:10.1097/AOG.0000000000004582
• JAMA Network Open. 2021;4(12): doi:10.1001/jamanetworkopen.2021.36798
• JACR E-pub ahead of print. 2021.DOI:https://doi.org/10.1016/j.jacr.2021.09.015
• Cancer. 2024; 1-6. doi:10.1002/cncr.35392

https://jamanetwork.com/journals/jamanetworkopen/article-abstract/2783111
https://journals.lww.com/greenjournal/Fulltext/2022/01000/Out_of_Pocket_Costs_for_Colposcopy_Among.16.aspx
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2786794
https://pubmed.ncbi.nlm.nih.gov/34600897/
https://doi.org/10.1002/cncr.35392






• It is the position of the ACS that cancer screening should be understood as a continuum of 
testing rather than a single screening test

• Screening is a process that includes a recommended screening test and all follow-up tests 
described as diagnostic and judged to be integral and necessary to resolve the question of 
whether an adult undergoing screening has cancer. 

• These tests should be covered without any patient cost-sharing consistent with the 2022 
FAQ specifying no patient cost-sharing for follow-up colonoscopy after a positive non-
colonoscopy colorectal cancer screening examination.

• Insurers must cover and should not impose cost-sharing for these recommended 
examinations, regardless of the patient’s designated risk.





MEDICARE ADVANTAGE



High Out of Pocket Costs are Common and Impactful For Medicare 
Beneficiaries

• One-third of Medicare beneficiaries said it was somewhat or very 
difficult to afford health care costs, including half of people under 
age 65

• More than one in four Medicare beneficiaries said health care costs 
made it harder for them to afford food and utility bills in the past 12 
months

• More than one in five Medicare beneficiaries said they or a family 
member delayed or skipped needed care because of the cost in the past 
12 months
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Inflation Reduction Act of 2022 Includes Several V-BID Elements

While has been paid to the IRA’s drug price negotiation provision, that’s not 
where the real action is on improving patient affordability 

• As of January 2023, Medicare Part D beneficiaries no longer have cost sharing 
for adult vaccinations recommended by the Advisory Committee on 
Immunization Practices (such as the shingles vaccine)

• Those using insulin now pay no more than $35 per month for their supply

• Starting in 2025, the IRA caps annual out-of-pocket spending for Medicare Part 
D beneficiaries to $2,000 per year

• Allows patients to spread their cost-sharing over 12 months

https://www.kff.org/medicare/issue-brief/explaining-the-prescription-drug-provisions-in-the-inflation-reduction-act/#:~:text=blood%20glucose%20levels.-,PROVISION%20DESCRIPTION,-The%20Inflation%20Reduction
https://www.kff.org/medicare/issue-brief/explaining-the-prescription-drug-provisions-in-the-inflation-reduction-act/#bullet03


In 2025, these IRA Part D drug-related provisions will lead to an 
estimated $7.4 billion reduction in out-of-pocket spending for 
18.7 million enrollees per year (36% of part D enrollees), or an 
average savings of $400 per affected enrollee



We have succeeded in lowering the out-of-pocket 
cost for preventive care and insulin, why not essential 
oncology care?





On Drug Price Negotiation:  
Put Patients First

 

• Hurdles to cancer patients receiving 
essential care long precede the drug 
price negotiation efforts undertaken by 
IRA and PDABs.  

• When price is the sole consideration, a 
better, more expensive medication 
might seem like a poor choice 
compared to lower cost, but less 
effective alternatives. 



• IRA requires negotiated medicines to be covered on Part D formularies 
(good for patients for whom these are the best choice) 

• Patients with conditions treated by negotiated drugs but need an 
alternative treatment option may have deterred access:

• Formulary placement 

•Utilization management (e.g., step-therapy, prior authorization)

•Non-medical switching

On Drug Price Negotiation:  
Put Patients First

 



CMS and State PDABs ought to:

• Establish clinician advisory panels throughout the negotiation process. 

• Publish how that input was used after decisions are finalized. 

•Monitor access to available treatment options for conditions treated by 
negotiated drugs

On Drug Price Negotiation:  
Put Patients First

 



• The IRA includes valuable new benefits that are likely to enhance use of 
essential medications and ultimately reduce health care disparities and 
improve patient-centered outcomes. 

• To optimize the impact of these policies, CMS and other stakeholders 
must act swiftly to raise awareness and ensure robust uptake. 

• Stakeholders cannot turn a blind eye to the potential for unintended 
consequences that could undermine the law’s key objective—better 
access to affordable medications that improve the lives of US seniors.

On IRA/PDAB Drug Provisions:  
Put Patients First

 



Funding for More Generous Coverage of High Value Oncology Care:
Reduce Spending on Low Value Care

• Increase premiums – politically not 
feasible

• Raise deductibles and copayments – 
‘tax on the sick’

• Reduce spending on low value care



The 7 most commonly ordered USPSTF D rated services are used over 30 million 
times a year at a cost to the Medicare program of over $500 Million annually

Cervical cancer 
screening > 65 years

Colon cancer screening 
>85 years

Cardiovascular screening 
in low risk patients

Asymptomatic 
bacteriuria screening

COPD screening
Vitamin D to prevent falls 
among older women

Prostate cancer 
screening > 70 years



Enhancing Access and Affordability to Essential Oncology Services 

• Reduce consumer cost-sharing on high-value, essential oncology services

• Follow Braidwood v Becerra Case

• Remind your Medicare patients about the new annual out-of-pocket drug 
cap and to enroll in the Medicare Prescription Payment Plan

• Monitor drug access for conditions which include a negotiated drug

• Identify, measure and reduce low-value care to reduce waste and pay for more 
generous coverage of high-value care

• Implement clinically-driven payment reform, technologies and benefit designs 
that increase use of high-value services and deter low value care



“If we don’t succeed then we will fail.”

Dan Quayle



www.vbidcenter.org

@UM_VBID

Questions?

Thank you and welcome to the BIG10

http://www.vbidcenter.org/

	Slide 1
	Slide 2
	Slide 3
	Slide 4: Health Care Costs Are a Top Policy Issue: Solutions must protect consumers, reward providers and preserve innovation
	Slide 5
	Slide 6
	Slide 7: Change the health care cost discussion from “How much” to “How well” Are we spending too much or too little on oncology care?
	Slide 8
	Slide 9
	Slide 10
	Slide 11
	Slide 12:  “Blunt” Cost-Sharing Worsens Health Care Disparities 
	Slide 13: Americans Do Not Care About Health Care Costs;  They Care About What It Costs Them 
	Slide 14: Alternative to “Blunt” Consumer Cost-Sharing: A Clinically Nuanced Approach
	Slide 15
	Slide 16: Putting Innovation into Action: Translating Research into Policy
	Slide 17
	Slide 18
	Slide 19
	Slide 20
	Slide 21
	Slide 22
	Slide 23
	Slide 24
	Slide 25:  
	Slide 26
	Slide 27
	Slide 28
	Slide 29
	Slide 30
	Slide 31
	Slide 32
	Slide 33: On Drug Price Negotiation:  Put Patients First  
	Slide 34
	Slide 35: On Drug Price Negotiation:  Put Patients First  
	Slide 36
	Slide 37
	Slide 38
	Slide 39
	Slide 40
	Slide 41

