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Drug Cost: Then and Now

• Despite the introduction of new, and in many
cases more innovative medical treatments,
prescription drugs that have been around for
years continue to get more and more expensive.
The price of one drug can rise by an astounding
9,145 percent in only six months. This is just
one example that shows while the drugs may
have stayed the same — their price tags
skyrocketed.
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Which Pharmacies Have the Best Rx
Prices?

To find out, Consumer Reports’ secret shoppers called a
variety of more than 150 drugstores across the U.S. to
compare prices for five commonly prescribed generic
drugs. They included the diabetes drug pioglitazone
(generic Actos, 30 mg); the painkiller celecoxib (generic
Celebrex, 200 mg); the antidepressant duloxetine (generic
Cymbalta, 20 mg); the cholesterol medication atorvastatin
(generic Lipitor, 20 mg); and clopidogrel (generic Plavix,
75 mg), a blood thinner. The chart shows average
discounted retail prices that pharmacies quoted for a onemonth supply. (All prices are rounded to the nearest
dollar.)
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Which Pharmacies Have the Best Rx
Prices?

RETAILER

TOTAL PRICE

PRICE

Pioglitazone
(Actos)

Celecoxib
(Celebrex)

Duloxetine
(Cymbalta)

Atorvastatin
(Lipitor)

Clopidogrel
(Plavix)

HealthWarehouse.com

$12

$22

$13

$10

$10

$66

Costco

$16

$26

$35

$13

$16

$105

$19

$34

$31

$15

$15

$107

($10-$493)

($11-$295)

($20-$267)

($8-$197)

($8-$260)

($69-$1,351)

Sam's Club

$20

$38

$31

$20

$45

$153

Walmart

$132

$203

$123

$30

$30

$518

Kmart

$160

$185

$120

$35

$35

$535

$113

$189

$170

$32

$36

$565

($10-$349)

($46-$250)

($13-$223)

($11-$71)

($7-$224)

($88-$1,117)

Walgreens

$167

$204

$251

$65

$65

$752

Rite Aid

$255

$194

$170

$128

$119

$866

CVS/Target

$270

$187

$195

$135

$141

$928

Independents

Grocery Stores
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The Impact of Drug Cost

• 'Gag Clauses' Stop You From Getting the Lowest Rx
Prices

– When you fill a prescription at your local drugstore, you
probably assume that using your insurance is the best—
maybe even the only—way to pay. So you might be surprised
to learn that you can sometimes pay less if you don’t use
your insurance.
– And there’s a good reason that counterintuitive cost-saving
strategy isn’t widely known. Pharmacists are often bound by
“gag clauses” in contracts with pharmacy benefit managers
(PBMs)—companies that act as go-betweens for drug
makers, insurers, and drugstores—from sharing that
information.
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The Impact of Drug Cost

• During recent Mississippi legislative session the
Prescription Drugs Alternative bill was passed on
March 8th.

– MS H 709: “Pharmacists may provide additional information to a
patient to allow them an opportunity to consider affordable
alternative payment options when acquiring their prescription
medication. Any provision of any contract or agreement contrary to
the provisions of this act shall be considered in violation of public
policy and shall be void.”
– Provides that compliance with this Act shall not constitute a violation
of any contract or any agreement to which the pharmacist or
pharmacy is a party, provides that a pharmacist, his agents, and
employees shall not be liable for any act or failure to act under this
Act.
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The Impact of Drug Cost

• What’s Driving Prices?

– Product-hopping
• Artificially prolonging drug patents to avoid
competition from generics.
– Biosimilar Blocking
• Delaying or blocking a less costly biosimilar
version of a drug.
– Pay-to-Delay
• Paying generic drug makers to keep lower-cost
competition out of the market.
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International Pricing Index Model Proposal
President Trump proposed on
October 25, that Medicare pay
for certain prescription drugs
based on the prices paid in other advanced
industrial countries. This potential model is
called the International Pricing Index (IPI) Model.
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International Pricing Index Model Proposal
- Earlier this month, the President signed
bills ending the “gag-order” on
pharmacists, which prevented them from
discussing cheaper options with
customers. This allows patients the right
to know the lowest price and most
affordable alternative at their pharmacy.
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International Pricing Index Model Proposal
- Medicare would establish the IPI Model and use it
as a benchmark in deciding how much to pay for
drugs covered by Part B of Medicare.
- This announcement came a few hours after the
administration released a government study that
said Medicare was paying 80 percent more than
other advanced industrial countries for some of the
most costly physician-administered medicines.
- The report compares prices charged by drug
manufacturers in the United States and 16 other
countries for 27 drugs that are covered by Part B
of Medicare.

11

International Pricing Index Model Proposal
- Medicare beneficiaries are generally
responsible for 20 percent of the cost of drugs
covered by Part B of the program.

- Most beneficiaries now have supplemental
insurance, such as a Medigap policy or retiree
health benefits, to help pay their share of the
bill for drugs covered under Part B of Medicare.
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International Pricing Index Model Proposal
Cost Impact

- This new proposed method of payment
would be phased in from 2020 to 2025 and
take effect in half the nation.
- Overall saving for patients and taxpayers are
projected to total $17.2 billion.
- Patients alone would see their out-of-pocket
costs drop by $3.4 billion.
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International Pricing Index Model Proposal
Countries included in the Trump administration’s
drug price comparisons, besides the United States,
were Austria, Belgium, Canada, the Czech Republic,
Finland, France, Germany, Greece, Ireland, Italy,
Japan, Portugal, Slovakia, Spain, Sweden and the
United Kingdom.
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FFM Enrollment

• CMS’ final report shows 11.8 million
consumers enrolled in 2018 Exchange
coverage nationwide.
• This includes 8.7 million consumers in the
39 states using Healthcare.gov and 3
million consumers in State-based
Exchanges.
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Ambetter

• Beginning January 1, 2018, Ambetter became the
only carrier in Mississippi’s Marketplace.
• Ambetter is covering all 82 counties in the state.
– After open enrollment Ambetter currently has 82,886
enrolled.

• 97 % of the enrollees have a tax subsidy.
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Nearly half of the U.S. population has insurance through an employer and one third
is insured by Medicare or Medicaid

Health care coverage by type, percentage of U.S. population, 2016
Medicaid: Includes those covered by
Medicaid, the Children’s Health
Insurance Program (CHIP), and those
who have both Medicaid and another
type of coverage, such as dual eligible
who are also covered by Medicare.

Military
health care
4%

Medicare: Includes those covered by
Medicare, Medicare Advantage, and
those who have Medicare and another
type of non-Medicaid coverage where
Medicare is the primary payer. Excludes
those with Medicare Part A coverage
only and those covered by Medicare and
Medicaid
Employer: Includes those covered by
employer-sponsored coverage either
through their own job or as a
dependent in the same household

Non-Group: Includes individuals and
families that purchased or are covered
as a dependent by non-group insurance
Sources: “Health Insurance Coverage of the Total Population,” Kaiser Family Foundation, March 2017.

Uninsured
9%

Medicare
13%

.

Employment
-based 48%

Medicaid
19%
Non-group
7%

How Americans get Health Insurance

Data: Kaiser Family Foundation; Graphic: Lazaro
Gamio / Axios

Who is the most to blame for problems with the
health care in this country?

KEY TAKE AWAY
Employers tend to place the most blame for problems with health care on the government
and insurance companies.
32% ↑

31% ↑

15% ↑
6% ↓

6% ↓

Total sample; Unweighted; base n = 537; total n = 538; 1 missing
Arrows (↑↓) indicate statistically meaningful differences between the indicated percentage and the
average percentage across all answer choices.
*Has historical and related data

2% ↓

4% ↓

4% ↓

In general, would you say that the inflation of your
company’s health care costs is…?

KEY TAKE AWAY
Nearly 75 percent of employers say that inflation of their company’s health care costs are at
least somewhat under control.
51% ↑

23%

19% ↓

7% ↓

Completely under control

Total sample; Unweighted; base n = 520; total n = 538; 18 missing
Arrows (↑↓) indicate statistically meaningful differences between
the indicated percentage and the average percentage across all
answer choices.
*Has historical and related data

Somewhat under control

Somewhat out of control

Totally out of control

More voters say pharmaceutical companies have too much
influence in DC than say the NRA, Wall Street or AARP do

Percentage of voters who say that each of the following has too much influence in DC
March 13, 2018

Large businesses
Pharmaceutical companies
Wall Street
Health insurance companies
NRA
Hospital groups
Doctors groups
Labor unions
AARP
Small businesses 5%
People like them
2
%

17
%

30
%
28
%

36
%

52
%

66
%

Both Democrats (65%) and
Republicans (74%) see
pharmaceutical companies
as having too much
influence in Washington,
but far more Democrats
(73%) thought the NRA had
too much influence than
did Republicans (21%)

69
%

72
%

76
%

The Healthcare Dollar Today

Professional
32%

Outpatient
25%

Prescription
Drugs
23%

IP
20%

Reality of the Healthcare Dollar Today

North Mississippi Health Services Dispute

- Seniors who rely on Humana Medicare Advantage
plans and North Mississippi Health Services
hospitals and clinics will have to choose between
the two.
- Citing problems with high numbers of improper
denials, North Mississippi Health Services has
given notice that it is terminating its provider
network agreement with Humana Medicare
Advantage plans, effective Jan. 1, 2019.
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North Mississippi Health Services Dispute

- About 8,500 people in the North Mississippi Health
Services use Humana Medicare Advantage plans.
- Medicare Advantage plans are under federal
jurisdiction are a managed care option for those who
are eligible for Medicare.
- In much of Northeast Mississippi, Humana Medicare
Advantage customers will have to switch to traditional
Medicare and select a Medicare Part D plan if they
want to keep North Mississippi Health Services
facilities in their network for non-emergency care.
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North Mississippi Health Services Dispute

- There is no penalty to switch back to traditional
Medicare within two periods (Open enrollment
and disenrollment period).
- For Medicare enrollees switching back it is
recommended that they use Medicare.gov to find
the least expensive Medicare Part D plan based on
the medications they routinely take. They also may
want to consider a Medicare supplement policy to
help cover the 20 percent Medicare copay.
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Financial Health of Mississippi’s Independent
County-Owned Rural Hospitals
- Rural hospitals face numerous financial challenges
as they provide care for some of our State’s most
vulnerable citizens. They serve a community that
tends to be older, poorer, sicker, and more
dependent on public insurance programs than
their urban counterparts. Since rural residents are
more reliant on public insurance, rural hospitals
are more susceptible to changes to Medicaid,
Medicare, and the Children’s Health Insurance
Program (CHIP).
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Financial Health of Mississippi’s Independent
County-Owned Rural Hospitals
- Since 2010, five (5) rural hospitals have CLOSED
their doors and have not reopened as of September
29, 2017.
1.
2.
3.
4.
5.

Quitman County Hospital
Pioneer Community Hospital of Newton
Merit Health Natchez- Community Campus
Kilmichael Hospital
Patient’s Choice Medical Center of Humphreys County
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Financial Health of Mississippi’s Independent
County-Owned Rural Hospitals
- Recently it was announced that Gilmore Memorial
Hospital, Panola Medical Center in Batesville and
Northwest Mississippi Medical Center in Clarksdale
and parent company Curae Health have filed for
bankruptcy protection.
- The goal of this filing is to ensure that the
communities where these hospitals are located will
continue to have access to local healthcare
services. Day-to-day operations at the hospitals
will not change.
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Financial Health of Mississippi’s Independent
County-Owned Rural Hospitals
Why did they file bankruptcy?
- Several factors led to this decision. Many rural
hospitals across the country have faced year-overyear financial challenges due to government funding
cuts, unfunded care mandates and other pressures.
These hospitals were not immune to those issues and
after exhausting other possibilities, the decision was
clear that the hospitals could not continue to operate
under mounting debt and tightening financial
resources.
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Financial Health of Mississippi’s Independent
County-Owned Rural Hospitals
- In light of these closures, it is even more important for
stakeholders to be aware of the financial health of
Mississippi’s independent county-owned rural
hospitals, a group which makes up 16.8% of the 113
hospital facilities licensed by the Mississippi State
Department of Health as of January 2017.
- Therefore, Office of State Auditor (OSA) staff analyzed
the audited financial statements of nineteen (19)
county-owned, general medical/surgical hospitals
identified as rural, according to the Federal Office of
Rural Health Policy, which are not owned or leased by
another entity according to license applications
submitted to the Mississippi State Department of
Health.
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Financial Health of Mississippi’s Independent
County-Owned Rural Hospitals
In addition to determining the FY2016 Financial
Strength Index (FSI) score for each hospital, OSA staff
also analyzed their scores over time from FY2009
through FY2016 in order to determine a general
trend line for each hospital to see if they are
generally improving or worsening. The following
map shows the location and score of each hospital
audited, along with the direction of their trend line
over time.
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How are Mississippi’s independent countyowned rural hospitals performing financially?

Counties where
Hospitals filed
bankruptcy :




Monroe
Panola
Coahoma

Hospitals that closed:


Quitman County
Hospital



Pioneer Community
Hospital of Newton



Merit Health Natchez
Community Campus



Kilmichael Hospital



Patient’s Choice
Medical Center of
Humphreys County
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Financial Health of Mississippi’s Independent
County-Owned Rural Hospitals
Seventy-percent (70%) of Mississippi’s independent
county-owned rural hospitals scored below the
national median on the Financial Strength Index or
FSI. Twenty-nine percent (29%) scored poor,
indicating that there are critical financial issues or
controls that need to be managed. The following
exhibit shows the percentage of the audit population
that scored either excellent, good, fair, or poor in
fiscal year (FY) 2016.
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How are Mississippi’s independent countyowned rural hospitals performing financially?
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Financial Health of Mississippi’s Independent
County-Owned Rural Hospitals
Twenty-nine percent (29%) of the hospitals audited were in
"Poor" financial health in FY2016.

Hospitals that scored "Poor" and therefore well below the national
median include:
 Franklin County Memorial Hospital (FCMH) with a score of negative
6.18;
 Greenwood Leflore Hospital (GLH) with a score of negative 2.26;
 Magnolia Regional Health Center (MRHC) with a score of negative
2.32;
 North Sunflower Medical Center (NSMC) with a score of negative
4.35;
 Tallahatchie General Hospital (TGH) with a score of negative 3.34;
and
 Tippah County Hospital (TCH) with a score of negative 4.46.
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Association Health Plans

• Association Health Plans (AHPs) are group
health plans that employer groups and
associations offer to provide health coverage for
their members’ employees.

– They allow small employers, through associations, to
gain regulatory and economic advantages available to
large employers.
– Small employers would be allowed to band together to
act as a “single employer” to buy health insurance
without regulatory requirements that the ACA enforce
on small employers.
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Association Health Plans

- The U.S. Department of Labor (DOL) published a Final
Rule that aims to remove restrictions on the
establishment of Association Health Plans (AHPs) in
order to make affordable health care coverage more
accessible to small businesses and self-employed
individuals.
- Issued in June of 2018, the DOL's Final Rule establishes
new guidelines regarding the definition of "employer"
under Employee Retirement Income Security Act
(ERISA). It also provides additional, alternative criteria
for evaluating when multiple employers may join
together in a group or association to sponsor a single
group health plan under ERISA.
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Association Health Plans

• AHPs have been available to small employers, but the
Final Rule offers new options:

– Allows associations to form for the primarily purpose of
offering health insurance, which was previously prohibited;
– Revises the “commonality of interest standard” so that
associations can be composed of members who are in the same
trade, industry, line of business, or who have a principal place
of business within the same state or metropolitan area; and
– Allows “working owners” — self-employed individuals or
individuals who have ownership rights in a trade or business
that earn income and work at least 80 hours a month — to
participate in a group AHP. These sole proprietors previously
purchased health insurance in the individual market, a market
regulated by states.
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Association Health Plans

• Important dates for AHP expansion under the
Final Rule:
– All associations (new or existing) may establish a
fully-insured AHP on September 1, 2018
– Existing associations that sponsored an AHP on or
before the date the Final Rule was published may
establish a self-funded AHP on January 1, 2019
– All other associations (new or existing) may
establish a self-funded AHP on April 1, 2019
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Association Health Plans

UnitedHealthcare:

– UnitedHealthcare recently met with MID,
proposing to sell fully insured AHPs.
– MID is working with UnitedHealthcare on
this project to ensure a successful outcome.
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President Trump’s Executive Order

• What are Short-Term Limited Duration
(STLD) Plans:

– Short-term medical insurance is a low-cost plan.
Despite its low cost, it features broad provider
networks and high coverage limits. STLD plans were
primarily designed to fill gaps in coverage that may
occur. This plan benefits people between jobs,
people in counties with only a single insurer
offering exchange plans, people with limited
coverage networks, and people who missed the
open enrollment period but still want insurance.
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President Trump’s Executive Order

• The signed executive order will have some
positive effects for Mississippians and the
rest of the country. The executive order
directs Health and Human Services (HHS)
to overturn the current requirements in
place governing Short Term Limited
Duration (STLD) health plans allowing
states more flexibility in oversight of such
plans.
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Protecting Patients from Surprise
Medical Bills Act

Senators unveil legislation to protect patients against
surprise medical bills:
• Federal law does not prohibit balance billing in self-funded health
plans, which 61% of privately insured employees have.
• With frustration growing among Americans who are being charged
exorbitant prices for medical treatment, Senators Bill Cassidy, MD, RLouisiana; Michael Bennet, D-Colorado; Chuck Grassley, R-Iowa; Tom
Carper, D-Delaware; Todd Young, R-Indiana; and Clair McCaskill, DMontana, released the Protecting Patients from Surprise Medical Bills
Act, on September 18th, with the intent of spearheading
conversations in Congress about how to prevent the utilization of
balanced billing to charge patients for treatment and services from an
out-of-network provider in an in-network facility.
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Protecting Patients from Surprise
Medical Bills Act

• The measure would prevent a health care
provider that is outside of a patient’s
insurance network from charging
additional costs for emergency services to
patients beyond the amount usually
allowed under their insurance plan.
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Overview of Section 1332 Waivers

- Section 1332 of the ACA allows states to request 5
year waivers of certain ACA provisions. This is
broad authority that allows states to:

- request waivers of essential health benefit requirements
- metal level coverage
- cost sharing limits on covered benefits.

- States can also alter premium tax credit and costsharing reduction.
- States can modify the structure of their
marketplaces
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New Section 1332 Guidance

- On October 22, HHS and Treasury issued new
guidance on 1332 waivers.

- The new guidance grants states more flexibility to
design alternatives to the ACA and to give Americans
more options to get health coverage that better meets
their needs.
- Under new policy states can:

- pursue waivers to improve their insurance markets
- increase affordable coverage options for their residents
- ensure that people with pre-existing conditions are protected

- These waivers are called State Relief and Empowerment
Waivers to reflect this new direction and opportunity.
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Section 1332 Guardrails

• As mandated by the ACA, the federal government will
only approve waivers that meet these specific criteria
or “guardrails”:

1. Provide coverage to a comparable number of state
residents as would be provided absent the waiver;
2. Provide coverage that is at least as affordable as would be
provided absent the waiver;
3. Provide coverage that is at least as comprehensive as
would be provided absent the waiver; and
4. Will not increase the federal deficit.

• The new guidance further explains and delineates each
of these criteria.
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New Section 1332 Guidance

Under the new guidance, HHS and Treasury will look favorably on
a waiver application that advances some or all of five principles
outlined:
1. provide increased access to affordable private market coverage
(which HHS and Treasury define to include association health
plans and short-term plans) over public programs, and increase
insurer participation and promote competition;
2. encourage sustainable spending growth by promoting more costeffective coverage, restraining growth in federal spending, and
eliminating state regulations that limit market choice and
competition;
3. foster state innovation;
4. support and empower those in need (such as those who are lowincome or have high health costs and may need financial assistance);
and
5. promote consumer-driven health care.
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The Impact of Drug Cost

• Good News! There’s a simple way to get past the
problem of gag clauses, just ask a pharmacist:

– How much would you charge me if I didn’t use my
insurance?
– Could I take a generic version of any of my
medications?
– Could a 90-day prescription save me money?
– Are there any discounts that could lower my price?
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The Impact of Drug Cost

• Drug prices, particularly for specialty medications
and brand name medicines, continue to rise. When
the cost of medical care and treatment goes up so
do premiums.
• Individuals today need real solutions that will
lower the price of brand-name drugs. The problem
is the price.
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The Impact of Drug Cost

• Where are the Savings?

– Over 300 million medications are prescribed
• 82% are generic drugs
• 18% are brand name drugs

– Cost-Sharing for Brand Name Drugs
•
•
•
•

1.05% brands paid pre-deductible
16.9% brands paid post-deductible
11.5% brands paid with flat copayments
2.4% brands paid with coinsurance

– But only 2.4% are eligible for a discount at the
pharmacy counter
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International Pricing Index Model Proposal
Among the drugs included in the study were:

 Aranesp, for patients with anemia caused by
chemotherapy or chronic kidney disease;
 Several cancer medicines, such as Avastin, Herceptin
and Keytruda;
 Lucentis, for eye conditions that can cause vision loss;
 Rituxan, for rheumatoid arthritis and certain types of
cancer.

The list prices for Keytruda and many other new
cancer medicines are substantially more than
$100,000 a year.
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Where does the ACA stand?

• A little history

– The ACA passed in 2010; 8 years ago.
– Effective immediately and at intervals following that
through 2014
– Major Pieces include
• Employer Mandate
• Individual Mandate
• Health Insurance Exchanges with the provision of
subsidies and tax credits
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Where does the ACA stand?
5 Things to Know on the ACA:

1. Americans lean toward favoring the ACA

By a slight majority, more Americans support the law than oppose it, according
to most polls. One, from the Kaiser Foundation, found that half of Americans
support it, the same percentage as 8 years ago. The percentage hit a high of 54%
last month. The number of those opposed has varied, from 35% at the time the
law was signed, to a high of 54% in July, 2014, to 43% currently.
2. Americans are worried about future coverage

In related news, the Commonwealth Foundation said some of those with ACA
coverage are worried they will not be able to keep it. A survey at the end of last
year found that 36% of Americans who have ACA health coverage and 27% of
those with Medicaid are pessimistic they will be able to keep their future
coverage.
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Where does the ACA stand?

3. The ACA reduced the population without insurance, but now it's inching
up
In 2010, the percentage of people without insurance was 16.7%. Twenty million
more individuals were eventually covered, whether through the marketplaces
or through the expansion of Medicaid, bringing the percentage of people
without insurance down to 12.2% at the end of 2017. Still, that is up 1.3% from
the record low of 10.9% at the end of 2016 when President Obama left office,
according to a Gallup-Sharecare Well-Being Index poll. Health Affairs said the
increases in the uninsured affected all demographic groups but fell heavily on
young adults, older adults, blacks and Latinos, and low-income adults.
4. The ACA isn’t perfect

The ACA had a positive effect for those with the lowest incomes, but those in the
middle were squeezed if they did not qualify for subsidies. For example, a study
released in January in JAMA(Journal of American Medical Association) Internal
Medicine found that the ACA helped reduce out-of-pocket spending by about
12%, but premiums increased for those with higher incomes.
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Where does the ACA stand?

5. More will lose health coverage, but how many?

This falls under both a known and an unknown: taking into account all
factors, including Medicaid work requirements planned by states
seeking waivers allowed under CMS, the loss of the individual mandate
at the end of last year, and the Trump administration's intention to
allow short-term health plans, the question at this point is how many
more Americans will lose health insurance.

The CBO said last fall the loss of the mandate might cause 13 million to
lose coverage. This week, it said adopting an insurance industry
stabilization plan could cause up to 2 million to lose their coverage by
the end of 2027, although the plan was not included in the spending bill
signed today by Trump. Another initiative by the administration would
allow association health plans to be sold across state lines, which 1
analysis said would undermine insurance markets by siphoning away
healthier enrollees.
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Latest on ACA Lawsuit

1. Texas and Wisconsin led 20 states (including
Mississippi) to file a new lawsuit against the ACA in
February. Other states, led by California, are fighting
the suit. As a matter of tradition, presidential
administrations usually defend federal laws in court,
but occasionally they don’t, and Attorney General Jeff
Sessions wrote Congress that the U.S. Department of
Justice would side with the plaintiffs against major
portions of the ACA law in this suit.
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Latest on ACA Lawsuit

2. The lawsuit argues that it has a new legal foothold,
following the GOP’s successes in Congress against the
ACA last year. The ACA’s individual mandate that said
every American must have health insurance was
repealed last year. It left the mandate in place but zeroed
out the tax penalty for violating it.
That’s important because when the ACA survived its
original challenge in the U.S. Supreme Court in 2012, it
did so because Chief Justice John Roberts wrote that the
individual mandate was a tax, and Congress has the
power to tax.
Now, the lawsuit argues, the tax is gone so the whole law
should be gone.
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Latest on ACA Lawsuit

3. Until recently many legal scholars, even conservative ones,
thought the suit was pie in the sky. The law’s authors wrote
in a standard “severability” clause that basically said killing
part of the law doesn’t kill the whole law.

4. The Department of Justice doesn’t want the whole law
revoked immediately, saying that could cause “chaos” in the
insurance market. If the DOJ gets its way, what would happen
is just quashing the individual mandate for good, as well as
eliminating the mandates that make most U.S. health
insurance plans cover pre-existing conditions as well as
“essential health benefits.”
The plaintiffs, however, are asking for the whole ACA system
to go. In that case, the impact would be broader.
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Latest on ACA Lawsuit

5. Whatever the outcome, losing party will most
likely appeal to the U.S. Fifth Circuit Court of Appeals.
After that, it could go to the U.S. Supreme Court.
If it winds up there, the court’s makeup will not be an
easy read to the decision.
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North Mississippi Health Services Dispute

- North Mississippi Health Services, which is the
parent organization for North Mississippi Medical
Center hospitals in Tupelo, Pontotoc, Iuka, West
Point, Eupora and Hamilton, Alabama, and affiliated
medical clinics throughout the region, made the
decision to terminate the provider network
agreement because of the resources it was putting
into routinely appealing denials.
- Humana Medicare Advantage accounted for 85
percent of all denials by all payers.
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North Mississippi Health Services Dispute

- North Mississippi Health Services and Humana
engaged in negotiations, but to date, have not agreed
to terms for a new contract.
- Nationally, there has been scrutiny of high rates of
denials among Medicare Advantage providers. A
report from the U.S. Department of Health and Human
Services Office of the Inspector General found a high
rate of denials on Medicare Advantage plans that were
later overturned. The report found that the Medicare
Advantage programs overturned 75 percent of their
own denials during 2014-16, about 216,000 denials
each year between 2014-2016.
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Financial Health of Mississippi’s Independent
County-Owned Rural Hospitals
- Mississippi’s independent publicly owned rural
hospitals play a critical role in providing medical care
to citizens residing in rural areas. The Mississippi
Legislature acknowledged the importance of rural
hospitals in the Rural Health Availability Act (Miss.
Code Ann. § 41-9-303, 2004).
- The purpose of the Rural Health Availability Act was to
provide rural hospitals with the authority to enter into
cooperative agreements with other entities in order to
improve the availability and quality of health care, as
well as enhance the likelihood that rural hospitals can
remain open.
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Financial Health of Mississippi’s Independent
County-Owned Rural Hospitals
Low profitability levels were a leading factor for
“Poor” scorers in FY2016 as all six (6) of the “Poor”
scoring hospitals had profitability scores that did not
meet targeted levels. Four (4) of the six (6) or sixtyseven percent (67%) had liquidity and financial
leverage scores that did not meet targeted levels.
Three (3) out of six (6) or fifty-percent (50%) had
physical facilities scores that did not meet targeted
levels. Exhibit 5 shows how the six (6) “Poor” scoring
hospitals fared on the individual components of the
FSI.
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What factors contributed to hospitals
receiving a “Poor” FSI score?
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Distressed Communities Index
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69

Self-funded MEWA’s

• MID in the past has treated self-funded Multiple Employer
Welfare Arrangements (MEWA) as unauthorized insurers.
The reason for this is that these MEWA’s are conducting
the business of insurance and therefore should be licensed
as an insurance company through MID.
• With the passage of the new AHP regulation, MID is
studying the impact of the regulation on self-funded
MEWAs.
• MID wants to protect consumers from MEWAs that may
not be financially stable; while at the same time,
recognizing that there may be legitimate opportunities for
employers to enter into successful and viable self-funded
MEWAs.
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President Trump’s Executive Order

• The Secretaries of the Departments of
Treasury, Labor, and Health and Human
Services published a proposed rule.
• After considering the public comments on
the proposed rule, the Departments have
finalized the proposed rule with some
modifications.
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Short-term Health Care Plans

- The final rule on STLD plans was issued on
August 1st. Under the new rule, STLD
plans limits are 364 days as apposed to 90
days, and insurers would be allowed, but
not required, to extend policies. The
maximum duration, including any
extensions, would be 36 months.
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Short-term Health Care Plans

- The plans will also include important safeguards,
including consumer protections that generally apply to
large employer health plans and healthcare
nondiscrimination protections.
- For example, AHPs may not charge higher premiums or
deny coverage to people because of pre-existing conditions
or cancel coverage because an employee or covered family
member becomes ill.

- This final rule is effective and applicable 60 days after
publication in the Federal Register.
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Short-term Health Care Plans

• This type of coverage is exempt from the
definition of individual health insurance
coverage under the Patient Protection and
Affordable Care Act (PPACA) and is therefore
not subject to the PPACA provisions that apply
to the individual market.
– STLD plans do not have to cover prescription drugs,
maternity care or people with pre-existing medical
conditions.
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Protecting Patients from Surprise
Medical Bills Act

The draft legislation, targets three key consumer concerns:
1. Treatment for an emergency by a doctor who is not part
of the patient's insurance network at a hospital that is
also outside that network. The patients would be
required to pay out-of-pocket the amount required by
their insurance plan. The hospital or doctor could not bill
the patient for the remainder of the bill, a practice known
as "balance billing." The hospital and doctor could seek
additional payments from the patient's insurer under
state regulations or through a formula established in the
legislation.
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Protecting Patients from Surprise
Medical Bills Act

2. Treatment by an out-of-network doctor or other provider
at a hospital that is in the patient's insurance network.
Patients would pay only what is required by their plans.
Again, the doctors could seek more payments from the plans
based on formulas set up by state rules or through the federal
formula.

3. Mandated notification to emergency patients, once they are
stabilized, that they could run up excess charges if they are in
an out-of-network hospital. The patients would be required
to sign a statement acknowledging that they had been told
their insurance might not cover their expenses, and they
could seek treatment elsewhere.
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Protecting Patients from Surprise
Medical Bills Act

- This proposal is meant to protect patients in
emergency situations where current law does
not, so that they won’t receive a surprise bill.
- Emergency rooms and out-of-network hospitals
aren't the only sources of balance bills. Both
ground and air ambulances can leave patients
responsible for surprisingly high costs as well.
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New Section 1332 Guidance
Key Difference to Note

• Availability vs Actual Purchase – The new guidance changes
the focus to the availability of affordable and comprehensive
coverage. It also focuses on access to coverage versus coverage
that will actually be purchased by a comparable number of
people under the waiver. This is a looser standard that allows
states to count available coverage, irrespective as to whether
consumers will enroll in it.
• Broader Coverage Guardrail –The new guidelines still include
health insurance coverage defined under 45 CFR 144.103,
including all group, individual and even short term
coverage. This opens the door for HHS and Treasury to
consider a broader range of coverage when reviewing Section
1332 waiver applications.
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New Section 1332 Guidance

• Number of State Residents Covered –The new guidance allows
consideration of all forms of private and public coverage
including employer based, individual market, other forms of
coverage such as Association Health Plan and short term
medical plan coverage. The previous Administration had based
this calculation on minimum essential coverage. In essence,
other forms of non-MEC coverage, which may be less affordable
or less comprehensive, won’t count against a state’s proposal.
• Aggregate Affordability – The previous Administration’s
interpretation focused on affordability impact for different
populations (e.g., elderly, vulnerable populations). The new
guidance views affordability in the aggregate and, for example,
will look favorably at proposals that may improve affordability
in the aggregate even if it results in some consumers will less
coverage, losing coverage or higher out-of-pocket costs.
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New Section 1332 Guidance

In addition to this guidance, CMS is also
preparing to release waiver concepts to help
spur conversations and ideas with states, and
illustrate how states might take advantage of
this new opportunity to move beyond the
ACA.
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