
Chairman Wilson, Vice Chair Lang, Ranking Member Craig, and members of the Senate Fi, 
Insurance and Tech Committee, As most of you know this issue is near and dear to my 
advocacy heart. I have brought many families into your offices to meet with you over cost-
sharing requirements and how they negatively impact lives of the most vulnerable patient 
populations. I am here as a mom impacted by these programs and I also serve as the Co-
Chair of The Ohio Bleeding Disorders Council. OBDC is a multidisciplinary coalition of 
providers and patient organizations representing about 5,000 patients in Ohio with bleeding 
disorders. About 1,500 of those patients depending on Specialty Medications that could be 
impacted by these cost-sharing practices. The opposition has just a couple arguments on 
why you shouldn’t join the 26 states, DC and PR in prohibiting these programs, and I’d like 
to address the opposition around the use of coupons.  

During opposition testimony, there was a lot of focus on Manufacturer Coupons being used 
to circumvent patient cost-sharing. Let me dig into this a bit, because this simply doesn’t 
factor into the double dipping issue we are trying to prohibit in this bill. First our patients do 
not use coupons in the way that you think of a coupon, and the drugs that do use a coupon 
in the way you likely think of them, are not targeted by cost-sharing programs. The 
assistance programs targeted by cost-sharing programs pay dollar for dollar to the 
specialty pharmacy for the copay and co-insurance required.  

Let’s start first with a simple formulary example. Drugs on tier one are generics and have no 
copay or a low copay usually under $15. Tier two drugs are usually brand drugs with no 
generic. Copays can be anywhere from $20-50. These drugs do not have a coupon 
available, because there is no competition. Tier three drugs are usually brand drugs with a 
generic equivalent, so this is where a traditional coupon is used. Those drugs may have a 
copay of up to $150. A coupon would reduce the patient cost to a lower amount using that 
coupon. There are thousands of drugs on this formulary structure.  

NOW let’s get to where this bill will prohibit cost-sharing programs. In tier 4, 5, or the 
specialty drug formulary, the drugs are less common, more expensive, and not usually 
picked up at a pharmacy counter or even from a typical Pharmacy Benefit Manager. These 
are specialty drugs shipped from a Specialty Pharmacy that is mandated by the plan 
design. The cost-sharing programs usually target about 500 specialty drugs that treat 
complex conditions like Hemophilia, Arthritis, Cancer, Hepatitis C, Immune Deficiencies, 
Multiple Sclerosis, Hereditary Angioedema, Sickle Cell and other Rare Diseases.  The plan 
will have a cost-sharing requirement of up to 50% of the drug cost for these drugs, which is 
completely unaffordable to the patient. As I mentioned already these are high-cost 
specialty drugs, so it is not uncommon for these copays to be over $1,000 a month. My 
son’s medication copay is set at $6,350 a month.  



 

Now let’s talk about where patients get stuck in the middle. Drug Manufacturers have 
contracted vendors that provide copay assistance programs to patients on their drugs 
when these amounts became unaffordable. These vendors have an application process for 
the patient and need medical verification from a provider that the patient is required to take 
that prescription drug. I’ve attached a couple of applications for hemophilia drug 
manufacturer assistance programs. Some of the assistance programs are means tested, 
but some have a max per year that the patient can receive. THIS is where the cost-sharing 
programs come into effect. If a plan has set a specialty drug copay of $250 a month, that 
amount is collected from the vendors copay assistance program on behalf of the patient 
every month until the funds are exhausted, but none of those funds collected are applied 
towards the patient’s deductible or cost-sharing requirements. We can clearly see this 
transaction on our Explanation of Benefits. Those cases are the most transparent. But this 
is why we say there’s double dipping. Funds are collected on behalf of the patient, but they 
will not count towards out-of-pocket expenses, the patient now needs to meet their cost-
sharing requirements even though thousands of dollars is collected on their behalf.  

What is more common is when cost-sharing is set at a certain percentage of the drug cost. 
The patient is billed based off a price that is not completely transparent until after first 
claim is processed. My copay would be 30% of the cost of my son’s prescription, which is 
$6,350 a month. This amount is set by plan design to exhaust the assistance as fast as 
possible by the specialty pharmacy. Again, the patient is forced to apply for the copay 
assistance program by setting the copay to an unaffordable amount, yet none of the money 
collected on the patient’s behalf counts towards their deductible or out of pocket costs. 
Once the assistance is exhausted the patient is facing huge bills. My plan is a self-funded 
plan, so my cost-sharing amount is not limited by the ACA. I gave this example just to say 
this is why the federal bill introduced this Congress to prohibit these practices in self-
funded plans is bi-partisan and as of Monday has 25 Senators, including Senator Husted, 
and 52 congressional sponsors.  



 

 



SB207 will impact the about 10% of working-class Ohioans on marketplace plans or 
working for small and medium sized companies, which is the most vulnerable working 
families, because they are already seeing the largest out of pocket costs with the ACA max 
at $10,600 and paying higher premiums especially now without the tax credits. These 
enrollees are facing complex medical conditions and paying high premiums; AND max their 
out-of-pocket year after year. They need as much assistance as possible to manage their 
rare and chronic conditions and having this assistance count towards their deductible will 
keep them working and financially stable. Please join the other 26 States, PR and DC and 
prohibit these cost-sharing practices targeting our most vulnerable patients. Happy to 
answer any questions.  

 


