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The Treatment Plan: Solutions to Rein in Big Medicine

VERTICAL INTEGRATION & BREAK UP BIG MEDICINE ACT
Emma Freer, Economic Liberties + John McDonough, Harvard

The Problem: Over the past 50 years, both political parties have enacted
neoliberal policies, enabling extreme market consolidation across the U.S.
economy, including the rise of Big Medicine. Today, these vertically-integrated
behemoths — including private insurance conglomerates and pharmaceutical
middlemen — dominate the U.S. healthcare system, driving costs up, quality
down, and independent practitioners out of business.

The Solution: Congress must pass the bipartisan Break Up Big Medicine
Act, which would eliminate the structural conflicts of interest inherent to the
Big Medicine business model by prohibiting insurers and other middlemen —
including pharmacy benefit managers and wholesale drug distributors — from
owning or controlling healthcare practitioners.

CORPORATE PRACTICE OF MEDICINE & REFORMS
Dr. Barbara McAneny, New Mexico Cancer Center + Hayden Rooke-Ley, Brown
University School of Public Health and Economic Liberties

The Problem: As healthcare delivery is increasingly controlled by sprawling
corporate systems and financial investors, governance decisions are often
made without input from — or over the objections of — those closest to the
care: clinicians, patients, and local communities. Worse, administrators
meddle directly in clinical decision-making. This corporatization contributes
to burnout and demoralization, as physicians and other clinicians are reduced
to "cogs" in the wheel of corporate medicine.

The Solution: In the era of corporatization, states have stopped enforcing
longstanding bans on the corporate practice of medicine, which prohibit
corporate entities from owning and controlling medical practices. But just in
the past few years, states have begun pushing back: Oregon passed a
groundbreaking law to update and revive enforcement, while Vermont and
California recently passed similar laws targeting private equity specifically.
States are also considering bans on corporate ownership of facilities, as well as
innovative rules requiring facilities, such as hospitals, to be co-governed by
clinicians and community representatives. In tandem, physician groups are
stepping up with innovative governance models that enable them to sustain
their independence.



PRICING POLICY
Irene Papanicolas, Brown University School of Public Health + Natasha Murphy,
Center for American Progress

The Problem: A recurring finding in comparisons of the United States with
other high-income countries is that Americans spend far more on healthcare.
But this is not because they use more services. Americans have fewer
hospitalizations, physician visits per capita, and use about average numbers of
drugs relative to their peers in other countries. But all these services have
higher prices in the U.S. This discrepancy is true across prices paid by
Medicare, but even more so in the commercial insurance market where
private insurers frequently pay hospitals and physicians two to three times
Medicare rates. These high prices are often attributed to the bargaining power
of increasingly consolidated providers and the absence of effective constraints
on what can be charged.

The Solution: Price regulation can help rebalance power in concentrated
healthcare markets where dominant systems are commanding increasingly
high prices and making it impossible for smaller entities to compete on fair
terms. By capping commercial hospital prices as a percentage of Medicare
rates, policymakers can limit providers from using market power to extract
higher payments. By doing this they’ll shift bargaining power back toward
purchasers, consumers, and small providers while reducing overall healthcare
costs and improving affordability.

DOUBLE DIGNITY ISSUES
Hannah Garden-Monbheit, Center for Law and Economy and Economic Liberties

The Problem: The large corporations that increasingly control our health
care system often juice their profits by reducing resources spent on delivering
actual care. By slashing staffing levels at inpatient facilities, corporate
acquirers reduce their expenses, while facilities become more dangerous and
workers burn out. By imposing prior authorization requirements, health
insurers cut their costs by denying patients medically necessary care and
burying healthcare workers in paperwork. By imposing non-competes,
corporate owners evade competition, while suppressing workers’ wages and
ballooning prices for care.

The Solution: Three straightforward, discrete policy interventions can help
restore “double dignity” in healthcare jobs—i.e., both improve jobs for
healthcare workers while simultaneously boosting the dignity of vulnerable
patients: (1) A ban on non-competes in healthcare would boost workers’
power while saving $74-$194 billion over the next decade in reduced spending
on physician services. (2) A ban on prior authorization would free up the
equivalent of our entire projected physician shortage in time now spent on
paperwork. (3) Minimum safe staffing requirements would ensure owners
hire enough human workers to provide safe care, preventing burn out while
boosting safety; for example, a nursing home minimum staffing rule proposed
by the Biden administration would’ve saved 13,000 lives annually.



PATENTS
Tahir Amin, Initiative for Medicines, Access & Knowledge

The Problem: For the past half-century neoliberal economic policies have
been championed under the banner of "innovation," allowing for greater
privatization of public knowledge in exchange for private investment. As a
consequence, these policies expanded what can be patented, resulting in a
system in which pharmaceutical companies routinely obtain patents on minor
modifications to existing drugs, extending monopolies far beyond any genuine
invention and extracting rents on knowledge the public already paid for.

The Solution: 1) Restricting the type of subject matter that can be patented,
e.g., preventing companies from patenting naturally occurring substances,
including claiming modifications to them; and 2) raising the bar for obtaining
a patent and not allowing patents used to extend the monopoly period beyond
the original underlying invention.

GENERIC DRUG MANUFACTURING
Dana Brown, Vanderbilt Policy Accelerator

The Problem: Big Pharma's monopoly over the medicine supply leaves
essential medicines unaffordable and inequitably distributed, while leaving
the supply chain vulnerable to shortages and disruptions.

The Solution: Renewed experimentation in public production of essential
medicines -- through pending state legislation, municipal-level initiatives, and
state-city collaboration — can assure equitable, affordable access and supply
chain resilience, breaking Big Pharma's monopoly on our medicine supply.

MIDDLEMEN
Julie Selesnick, Health Plan Legal Counsel, PLLC

The Problem: The employer-sponsored healthcare market is increasingly
dominated by intermediaries whose contractual arrangements, market
concentration, and opaque compensation structures often prevent
employer-sponsored health plans from functioning as effective purchasers of
healthcare. Anticompetitive contract provisions, restrictions on data access,
misaligned financial incentives, and barriers to direct purchasing limit
competition, reduce transparency, and contribute to higher costs for plans and
participants.

The Solution: Meaningful reform requires a combination of targeted
litigation under ERISA and antitrust laws, stronger federal (and state)
protections against anticompetitive conduct, and more vigorous enforcement
by regulators. At the same time, employers can take immediate action by
collaborating to increase purchasing power, demanding greater transparency
and accountability from vendors, negotiating more favorable contract terms,
and pursuing innovative procurement and care delivery models that restore
competition and align incentives with plan and participant interests.



AMERICAN HEALTH SERVICE
Alex Jacquez, Groundwork Collaborative

The Problem: America's healthcare crisis isn’t just prices and coverage, but
also delivery. Rural hospitals are closing, beds and doctors are disappearing,
and the country faces a deepening physician shortage, particularly in primary
care — all as for-profit and private equity ownership raises prices and worsens
care.

The Solution: The U.S. should build an American Health Service: an
integrated, publicly owned system on three pillars — a public workforce
pipeline that produces the doctors we need where we need them; universal
primary care built on Community Health Centers as anchors for everyone, not
just safety-net populations; and a twenty-first century Hill-Burton Act to build
need-based public hospitals that train and employ physicians and use global
budgets to undercut monopoly pricing.

Learn more at
www.breakupbigmedicine.com
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