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Public Citizen, a national public interest organization with more than 400,000 members and 

supporters, urges members of the Senate Finance Committee to reject Graham-Cassidy. Rather, 

members should work in a bipartisan capacity to address a top congressional priority for voters 

in 2017: taking action to reduce high prescription drug prices that elevate the costs of our health 

programs and strain family budgets.
1
 In addition, members should continue their work on 

reauthorizing the Children’s Health Insurance Program (CHIP)—a program with bipartisan 

support—given its looming September 30
th

 deadline. Some states are likely to run out of funds 

unless CHIP is reauthorized soon.
2
 Finally, it would be beneficial for members to focus on 

legislative efforts that would expand coverage to all Americans, and not on those estimated to 

increase the number of uninsured Americans by more than 30 million and end Medicaid as we 

know it.
3
  

I. Access to Medicines 

Currently, one-in-five Americans report not taking their medication as prescribed because of 

cost
4
, and it is indisputable that Americans who are already rationing lifesaving medicines will 

suffer more under Graham-Cassidy. It includes measures that directly limit access to prescription 

drugs, disproportionally impacting children, seniors, people with disabilities and pre-existing 

conditions, and other vulnerable populations. Specifically, under Graham-Cassidy — 

 States can waive the requirement for insurance plans to include prescription drug coverage 

and other essential health benefits (EHB), which will result in more patients paying larger 

amounts of money out-of-pocket for medicines. Before EHBs were established under the 

Affordable Care Act, nine percent of people who purchased their own health insurance did 

not have prescription drug coverage.
5
 

 After 2026, there will be at least 32 million fewer people with Medicaid or individual market 

coverage, according to estimates from the Center for Budget and Policy Priorities.
6
 Those 

individuals will have to rely on patient assistance programs or pay the full list price for 

prescription drugs out of pocket. 

 Deep cuts made to Medicaid will cut off the lifeline to prescription drugs for children, seniors 

and other vulnerable populations.
7
  

                                                           
1
 Politico & Harvard T.H. Chan School of Public Health, Americans’ Top Priorities for Congress Through the End 

of the Year 3 (Sept. 2017),  http://bit.ly/2fe5qWl. 
2
 Medicaid and CHIP Payment and Access Commission, Federal CHIP Funding: When Will States Exhaust 

Allotments? (July 2017), http://bit.ly/2vLpkSw. 
3
 Emily Gee, Center for American Progress, Coverage Losses by State Under the Graham-Cassidy Bill to Repeal the 

ACA (Sept. 20, 2017), http://ampr.gs/2fbzykY. 
4
 The Commonwealth Fund, How the Affordable Care Act has Improved Americans’ Ability to Buy Health 

Insurance on Their Own (2016), http://bit.ly/2w9JG4J. 
5
 Haeyoun Park, The ‘Essential Health Benefits’ Conservatives are Pushing to Cut, New York Times, Mar. 24, 

2017, http://nyti.ms/2xlvSFz. 
6
 Jacob Leibenluft et. al., Center on Budget and Policy Priorities, Like Other ACA Repeal Bills, Cassidy-Graham 

Plan Would Add Millions to Uninsured, Destabilize Individual Market (Sept. 20, 2017),  http://bit.ly/2yet9ht. 
7
 Ibid. 
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 Market premiums and deductibles are expected to significantly increase, causing individuals 

with prescription drug coverage to pay more money for prescription drugs out-of-pocket for 

longer periods of time.
8
 

In addition to these concerns, Graham-Cassidy does not include a single reform to lower drug 

prices. This approach is both inexcusable and irrational, given that spending on prescription 

drugs outpaced all other health services in 2015.
9
 

Graham-Cassidy includes devastating healthcare cuts that will shift the financial burden onto 

vulnerable populations, seniors and states.  Conversely, a number of drug pricing reforms have 

been introduced this Congress that would yield billions of dollars in savings to taxpayers and 

consumers, significantly reducing the negative impact that high drug prices have on healthcare 

spending, family budgets and Americans’ health. For instance, the Increasing Access to 

Affordable Prescription Drugs Act (S. 771, H.R. 1776) would increase access to medicines and 

provide billions of dollars in savings annually. Specifically,   

 Sec. 202, also introduced as The Stop Price Gouging Act, would put an end to steep, unfair 

prescription drug price spikes by imposing penalties on corporations that price gouge 

proportionate to the severity of the abuse. Researchers estimated that this bill would have 

saved $26 billion in taxpayer dollars through Medicare Part D alone in 2015.
10

 

 Sec. 201 would allow the Secretary of the Department of Health and Human Services to 

negotiate Medicare Part D prescription drug prices, using the lowest price paid by the “Big 

Four” or Department of Veterans Affairs (VA) as a fallback price. If the secretary were able 

to attain the same prices for brand-name prescription drugs as the VA, it would save 

taxpayers $16 billion annually.
11

 

 Sec. 205, also introduced as the Medicare Drug Savings Act, would amend Medicare Part D 

by requiring drug manufacturers to grant drug rebates to HHS for low-income individuals at 

the level provided in Medicaid. The CBO estimates that this measure would reduce federal 

spending by $145 billion over 10 years.
12

 

High prescription drug prices will continue to be an issue of national significance and a priority 

for all Americans. However, the stakes are even greater within the context of the current 

healthcare debate.  

                                                           
8
 Ibid. 

9
 Centers for Medicare and Medicaid Services, National Health Expenditures 2015 Highlights (2015), 

http://go.cms.gov/2hn3vyt. 
10

 Thomas Hwang and Aaron Kesselheim, Taxing Drug Price Spikes: Assessing the Potential Impact, Health Affairs 

Blog, May 12, 2017, http://bit.ly/2uaYN0L. 
11

Marc-Andre Gagnon, Carleton University & Sidney Wolfe, Public Citizen, Mirror, Mirror on the Wall: Medicare 

Part D Pays Needlessly High Brand-Name Drug Prices Compared with Other OECD Countries and With U.S. 

Government Programs (July 23, 2015), http://bit.ly/2p8FRJi. 
12

Congressional Budget Office, Require Manufacturers to Pay a Minimum Rebate on Drugs Covered Under Part D 

of Medicare for Low-Income Beneficiaries (Dec. 8, 2016), http://bit.ly/2xUtZ5Y. 
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II. CHIP Reauthorization  

CHIP provides high-quality and efficient care to millions of low-income children and pregnant 

women. With the Medicaid and CHIP Payment and Access Commission estimating that Arizona, 

the District of Columbia, Minnesota, and North Carolina will exhaust their funds by the end of 

the year, Congress must act quickly to reauthorize CHIP.
13

 A further 27 states are estimated to 

exhaust their federal CHIP funds by March 2018. We must ensure that children are able to retain 

their coverage and that states do not have to send out disenrollment notices or set up waiting lists 

for their programs. The coverage that CHIP provides is too important to let it slip, even 

temporarily.  

III. Medicaid  

Further, the proposed cuts to Medicaid in Graham-Cassidy could create significant challenges for 

states, including when it comes to providing long-term care for the elderly and people with 

disabilities, including children. Medicaid currently pays for over half of long-term care and that 

number is only anticipated to grow.
14

 States have the option to require Medicaid coverage of 

home and community based long-term services, whereas institutional coverage is required. In 

effect, cutting Medicaid poses a significant threat to both state budgets and seniors receiving 

long-term services in home or community settings. The annual health care cost of an institutional 

setting, such as a nursing facility, averages $91,250 a year, twice the average cost of a home 

health aide ($45,760) and nearly five times the average cost of a community setting, such as 

adult day health care ($17,940).
15

 Under Graham-Cassidy, states may be forced to make cuts to 

their long-term care programs, and those cuts would likely fall heavily on home and community-

based services. This would force many seniors and people with disabilities out of their chosen 

care setting and into institutional settings, hindering their independence and significantly raising 

the cost of their care. Congress must continue to enhance the independence and the quality of life 

of the most vulnerable through improving their coverage, not through making unnecessary cuts 

to their long-term care.  

Congress should reject Graham-Cassidy and advance sustainable healthcare measures that 

respond to Americans’ priorities and needs and ensure that everyone in America has access to 

the high-quality, affordable care.   

                                                           
13

Medicaid and CHIP Payment and Access Commission, Federal CHIP Funding: When Will States Exhaust 

Allotments? (July 2017), http://bit.ly/2vLpkSw. 
14

 Erica L. Reaves and MaryBeth Musumeci, Kaiser Family Foundation, Medicaid and Long-Term Services and 

Supports: A Primer (Dec. 15, 2015), http://kaiserf.am/2xlONjP. 
15

Ibid. 


