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Goal is to lower out of pocket costs to 
New Mexicans while preserving Access 
and the infrastructure of health care

• 1. Listen to everyone: AHIP, PhRMA, 
etc.

• 2. Rely on unbiased sources: KFF, 
CBO, The Drug Channels Institute 
Academic white papers

• 3.Follow the money
• 4. Multistate and multinational 

corporations will not be affected by 
decisions in NM, but we can affect 
the companies that work in NM.

• 5. Our tools include legislation and a 
strong Superintendent of Insurance



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.



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





PBMs in Texas: From the Drug Channels 
Institute. Total annual rebate payments

2016 $558M

2019 $857M

2020 $2.4B

2021 $5.7B

COULD WE HAVE THE REBATES GO TO PATIENTS?



PBMs: Where do the Rebates go?





Kaiser Family Fund: payment for family 
insurance







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



Medicaid 
effect 

• Current guidance allows MA plans, including D–SNPs, 
to not count Medicaid-paid amounts or unpaid 
amounts toward this maximum out-of- pocket 
(MOOP) limit, which results in increased State 
payments of Medicare cost-sharing and 
disadvantages providers serving dually eligible 
individuals in MA plans

• CMS MA proposed rule



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



Other States have PBM reform laws, W VA 
and OK are good models, but we suggest:
1. Transparent pricing of entire supply chain

2. Rebates should go to patient at the point of care 

3. PBMs are paid a fee for negotiation of prices, not a Percentage

4.Insurers can raise prices the same amount they lowered them when PBMs started

5. No spread pricing, Accumulators or Maximizers, or  gags

6. No Steerage of patients to higher priced drugs or to PBM owned pharmacies: protect patient choice and the 
delivery system

7. No fees collected for inappropriate quality measures, or retroactive clawbacks



Questions?

We will continue working on a 
bill to bring to you.

If you wish any of our references
we are glad to provide them

If you have other information
you wish us to consider we will 
gladly do so.


