HEALTH BENEFITS
BOARD OF DIRECTORS MEETING
APRIL 15, 2021
1:00 P.M.

AGENDA
*Notice of Teleconferencing Pursuant to Executive Order N‐25‐20 and Government Code section
54953: In order to mitigate possible impacts relating to the Coronavirus (COVID‐19), the Board
will conduct this meeting via teleconference or videoconference, with one or more Board
members participating from remote locations. Members of the public wishing to observe the
meeting or make public comments as authorized under Government Code section 54954.3 may
do so at the following location: 2000 K St., 4th Floor. Bakersfield, CA 93301. Voting at this meeting
shall be by roll call.

I. Consent Agenda
A. Approval of Minutes for March 2021 Board of Directors Meeting

Nick Kouklis

B. Report of Activity for the Month of March 2021 and the Ratification of
Payment as follows:

Nick Kouklis

DELTA DENTAL CLAIMS

11,090,304.91

DELTA DENTAL ASO

647,673.67

ANTHEM DENTAL CLAIMS

168,020.89

ANTHEM DENTAL ASO

6,544.00
TOTAL DENTAL

VSP CLAIMS

1,435,688.14
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11,912,543.47

MES CLAIMS

155,293.22

VSP ASO

143,548.77

MES ASO

13,096.40
TOTAL VISION

ANTHEM BLUE CROSS HEALTH CLAIMS

90,978,046.80

BLUE SHIELD HEALTH CLAIMS

28,744,176.22

ANTHEM BC COMPANION CARE RETIREE
CLAIMS

550,000.00
TOTAL HEALTH CLAIMS

120,272,223.02

ANTHEM BLUE CROSS ASO

3,569,647.91

BLUE SHIELD PPO ASO

586,006.08

ANTHEM BC COMPANION CARE RETIREE ASO

117,461.83

FOUNDATION CLMS PROCESSING ASO

598,144.61
TOTAL HEALTH ASO

4,871,260.43
TOTAL HEALTH

EXPRESS SCRIPTS CLAIMS

7,390,676.59

NAVITUS RX CLAIMS

28,767,568.21

EXPRESS SCRIPTS ASO

135,580.31

NAVITUS RX ASO

536,824.87

RX N GO

24,511.73
TOTAL RX

INSURED PRODUCTS
ANTHEM BC HMO CLAIMS

5,055,926.97

ANTHEM BC HMO ADMIN FEE

883,750.30

ANTHEM BC EAP

293,902.07

ANTHEM VIVITY

56,300.81

ANTHEM HMO CAPITATION

6,063,639.27

BLUE SHIELD HMO CLAIMS

2,020,989.18

BLUE SHIELD HMO ADMIN FEE

3,768,926.87

KAISER HMO

42,955,897.50

SIMNSA

336,796.00

DELTACARE/PMI DENTAL

32,810.29

MES‐FULLY INSURED

71,380.94

KAISER SENIOR ADVANTAGE RETIREE PLAN

265,040.78
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1,747,626.53

125,143,483.45

36,855,161.71

BLUE SHIELD MEDICARE ADVANTAGE

29,680.00

LINCOLN FINANCIAL LIFE INSURANCE

321,917.10
TOTAL INSURED

62,156,958.08

WELLNESS

996,719.49

ALL OTHER

1,206,006.41
TOTAL III PAYMENTS

240,018,499.14

Moved____________________2nd_____________________
Yes_____No______Abstain______Roll Call Vote__________

II. Public Comment
III. Action Items
A. Financial Report – Presentation of Financial Statements for the Month
of March 2021 Will Be Submitted for Approval

Kim Sloan

Moved_______________________2nd_____________________
Yes______No______Abstain______Roll Call Vote____________

IV. Information and Discussion Items
A.

Review Monthly Budget‐to‐Actual through March 2021

John Stenerson

B.

Review Articles on the New Hospital Price Transparency Rule

John Stenerson

C.

Review of COVID‐19 Reporting

John Stenerson

D.

Executive Committee Reports

Nick Kouklis

E.

Comments from the Board of Directors Will Be Heard

Nick Kouklis

F.

Next Meeting:
Thursday, May 20, 2021
1:00 p.m.
SISC Board Room, 4th Floor ‐ Larry E. Reider Education Center
2000 K Street, Bakersfield, CA 93301

Nick Kouklis

G. Adjournment
Moved___________________2nd___________________
Yes______No______Abstain______Roll Call Vote______
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Nick Kouklis

Any materials required by law to be made available to the public prior to a meeting of the Governing Board of the SISC III
JPA can be inspected at the following address during normal business hours at:
2000 K Street, Bakersfield, CA. 93301
For more information regarding how, to whom, and when a request for disability‐related modification or accommodation,
including auxiliary aids or services, may be made by a person with a disability who requires a modification or
accommodation to participate in the public meeting, please contact Kristy Comstock at 661‐636‐4682 or
krcomstock@kern.org
*The number of Board Members needed to form a quorum for this meeting is eight
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HEALTH BENEFITS TERMINOLOGY

Adjudication: Refers to the process of paying claims submitted or denying them after comparing claims to the benefit or coverage requirements.
Administrative Services Only (ASO): An arrangement under which an insurance carrier or an independent organization will, for a fee, handle the
administration of claims, benefits and other administrative functions for a self‐insured group but does not assume any financial risk for the
payment of benefits.
Balance bill: The amount you could be responsible for (in addition to any co‐payments, deductibles or coinsurance) if you use an out‐of‐network
provider and the fee for the particular service exceeds the allowable charge. Refers to the leftover sum that a provider bills to the patient after
insurance has only partially paid the charge that was initially billed.
Calendar Year Deductible: The dollar amount for covered services that must be paid during the calendar year (January 1 – December 31) by
members before any benefits are paid by the Plan.
Centers of Medical Excellence (CME): Health care providers designated as a selected facility for specified medical services. Providers participating
in a CME network have an agreement to accept an agreed upon amount as payment in full for covered services.
Coinsurance: An arrangement under which the member pays a fixed percentage of the cost of medical care after the deductible has been paid.
For example, an insurance plan might pay 80% of the allowable charge, with the member responsible for the remaining 20%, which is then
referred to as the coinsurance amount.
Condition Care: Helps promote and improve the overall health status and quality of life of members and helps promote and/or prevent disease
progression and avoid and/or prevent the complications associated with the conditions.
Coordination of Benefits: This is the process by which a health insurance company determines if it should be the primary or secondary payer of
medical claims for a patient who has coverage from more than one health insurance policy.
Co‐Payment: A specific charge that a health plan may require a member to pay for a specific medical service or supply, after which the insurance
company pays the remainder of the charge.
Deductible: An amount the covered person must pay before payments for covered services begin. The deductible is usually a fixed amount. For
example, an insurance plan might require the insured to pay the first $250 of covered expense during a calendar year.
Dependent: Person, (spouse or child), other than the subscriber who is covered under the subscriber's benefit certificate.
Employee Assistance Program (EAP): A program that is designed to assist in the identification and resolution of productivity problems associated
with personal concerns of employees. The program provides employees and their dependents with access to confidential, short‐term counseling
by qualified practitioners, in person or over the phone.
Explanation of Benefits (EOB): A form sent to the covered person after a claim for payment has been processed by the carrier that explains the
action taken on that claim. This explanation might include the amount that will be paid, the benefits available, reasons for denying payment, or
the claims appeal process.
Flexible Spending Account: Accounts that let workers set aside pre‐tax money from their paycheck toward premiums or costs not covered by
their health plan, such as co‐payments. All the money must be used within the plan year or it is lost.
Health Assessment: More companies are asking workers to fill out such assessments, which give health improvement tips. Companies can give
workers financial incentives to do so.
Health Insurance Portability and Accountability Act (HIPAA): A federal health benefits law passed in 1996, effective July 1, 1997, which among
other things, restricts pre‐existing condition exclusion periods to ensure portability of health‐care coverage between plans, group and individual;
requires guaranteed issue and renewal of insurance coverage; prohibits plans from charging individuals higher premiums, co‐payments, and/or
deductibles based on health status.
Health Maintenance Organization (HMO): A plan that offers a wide range of health care services through a network of providers who agree to
provide services to members at a pre‐negotiated rate. Members of an HMO choose a primary care physician who will provide most of the health
care and refer members to HMO specialists as needed.
Health Savings Account: A tax advantaged savings account to be used in conjunction with certain high‐deductible (low premium) health
insurance plans to pay for qualifying medical expenses, such as deductibles. Contributions may be made to the account on a tax‐free basis. Funds
remain in the account from year to year and may be invested at the discretion of the individual owning the account. Interest or investment returns
accrue tax‐free. Penalties may apply when funds are withdrawn to pay for anything other than qualifying medical expenses. Employers can also
fund such plans.
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ID Card/Identification Card: A card issued by a carrier to a covered person, which allows the individual to identify himself or his covered
dependents to a provider for health care services. The card is subsequently used by the provider to determine benefit levels and to prepare billing
statement.
IBNR: An acronym for "incurred but not reported". This is an accounting estimate used by health plans to accrue for care that was provided
"incurred" in one accounting period, but not paid or "reported" until another accounting period.
In‐Network: Refers to the use of providers who participate in the carrier's provider network. Many benefit plans encourage covered persons to
use participating (in‐network) providers to reduce the individual's out of pocket expense.
Medical Tourism: To have medical care outside the United States.
Medigap: Refers to various private health insurance plans sold to supplement Medicare.
Negotiated Rate: The amount participating providers agree to accept as payment in full for covered services. It is usually lower than their normal
charge. Negotiated rates are determined by Participating Provider Agreements.
Open Enrollment: A time period during which eligible employees can select among the plans offered by their employer as well as make any other
dependent changes.
Out‐Of‐Network: The use of health care providers who have not contracted with the carrier to provide services. Members are generally not
reimbursed if they go out‐of‐network except in emergency situations.
Out‐Of‐Pocket: The most a member would pay for covered medical expenses in a plan year through copays, deductibles and coinsurance
before your insurance plan begins to pay 100 percent of the covered medical expense.
Participating Provider: A physician, hospital, pharmacy, laboratory or other appropriately licensed provider of health care services or supplies,
that has entered into an agreement with a managed care entity to provide such services or supplies to a patient enrolled in a health benefit plan.
Pre‐Authorization: A procedure used to review and assess the medical necessity and appropriateness of elective hospital admissions and non‐
emergency outpatient services before the services are provided.
Preferred Provider Organization (PPO): A type of managed care organization that has a panel of preferred providers who are paid according to
a discounted fee schedule. The enrollees do have the option to go to out‐of‐network providers at a higher level of cost sharing.
Reasonable and Customary: This refers to the standard or most common charge for a particular medical service when rendered in a particular
geographic area. Also known as Usual, Customary and Reasonable (UCR).
Skilled Nursing Facility: An inpatient healthcare facility with the staff and equipment to provide skilled care, rehabilitation and other related
health services to patients who need nursing care, but do not require hospitalization.
Subscriber: The individual in whose name a contract is issued or the employee covered under an employer's group health contract.
Transparency: The ability for patients to have easy access to understandable information about the cost and quality of their health care options.
They should be able to obtain this information from their health plan and medical providers prior to the time of treatment.
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HEALTH BENEFITS
BOARD OF DIRECTORS MEETING
MARCH 18, 2021
1:00 P.M.

MINUTES

The Regular Meeting of the Board of Directors of SISC III Health Benefits Program was called to order by Director
Kouklis at 1:04 p.m. on Thursday, March 18, 2021 in the SISC Board Room on the 4th floor of the Reider Center, 2000
K Street, Bakersfield, California 93301. The following individuals were in attendance:
MEMBERS PRESENT:
Nick Kouklis
Erica Andrews
Mike McGrath
Paul Miller
Glenn Imke
Ramon Hendrix
Sherry Gladin
Dena Rhoades
Bill Ridgeway
Eva Chavez
John Rodriguez
Dr. Doug Kimberly

ALTERNATES PRESENT:
Dr. John Mendiburu
Dr. Julie Boesch
Dr. Sheldon Smith
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OTHERS PRESENT:
Kim Sloan
Megan Hanson
Kristy Comstock
Rich Edwards
Fred Bayles
John Stenerson
Nicole Henry
Lola Nickell
Kim Lyon
Armando Cabrera
Lauri Phillips
Cassady Clifton
Carmen Gonzales
Roy Marchetti
Nicole Stauch
Christy Patterson
Abe Ali
Tiffany Morse
Eric Yamashiroy

Ron Herrera
Shabana Ahmad
JoeAnna Todd
Sheila Amiri
Annette Charlton
JoeAnna Todd
Sheila Amiri
Annette Charlton
Brent Boyd
Julie Revior
Monica Matallana
Tara Hernandez
Ryan Neese
Nivalda Pinguet
Alisa Dugan
Tom Sher
Cathy Huynh
Michael Muheisen
Michelle Fifield
Wendy Corbin
Justin Kenny
Elizabeth Matheny
Maria Carpenta
Caroline Bennett
Sandra Leon
Lily Walker
Mike Dimmick
Angela Zimmerman
Veronica Sadowski

Consent Agenda
Motion was made by Director McGrath seconded, by Director Hendrix and by roll call vote of 13‐Yes, 0‐No, and 0‐
Abstention (13‐0‐0) to approve the Consent Agenda as follows:
DELTA DENTAL CLAIMS
DELTA DENTAL ASO
ANTHEM DENTAL CLAIMS
ANTHEM DENTAL ASO

VSP CLAIMS
MES CLAIMS
VSP ASO
MES ASO

ANTHEM BLUE CROSS HEALTH CLAIMS

12,128,921.58
708,329.16
158,355.91
6,408.00
TOTAL DENTAL

13,002,014.65

1,471,136.69
98,297.44
143,686.83
13,078.30
TOTAL VISION

1,726,199.26

101,328,072.16

8

BLUE SHIELD HEALTH CLAIMS
ANTHEM BC COMPANION CARE RETIREE
CLAIMS

21,083,430.35
590,809.72
TOTAL HEALTH
CLAIMS

ANTHEM BLUE CROSS ASO
BLUE SHIELD PPO ASO
ANTHEM BC COMPANION CARE RETIREE
ASO
FOUNDATION CLMS PROCESSING ASO

123,002,312.23

3,606,835.66
584,990.60
118,928.30

TOTAL HEALTH
ASO

EXPRESS SCRIPTS CLAIMS
NAVITUS RX CLAIMS
EXPRESS SCRIPTS ASO
NAVITUS RX ASO
RX N GO

INSURED PRODUCTS
ANTHEM BC HMO CLAIMS
ANTHEM BC HMO ADMIN FEE
ANTHEM BC EAP
ANTHEM VIVITY
ANTHEM HMO CAPITATION
BLUE SHIELD HMO CLAIMS
BLUE SHIELD HMO ADMIN FEE
KAISER HMO
SIMNSA
DELTACARE/PMI DENTAL
MES‐FULLY INSURED
KAISER SENIOR ADVANTAGE RETIREE PLAN
BLUE SHIELD MEDICARE ADVANTAGE
LINCOLN FINANCIAL LIFE INSURANCE
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598,354.99
4,909,109.55
TOTAL HEALTH

127,911,421.78

7,475,915.74
24,663,963.78
160,435.74
657,487.43
38,931.37
TOTAL RX

32,996,734.06

6,723,122.00
893,834.67
294,702.54
56,300.81
5,164,189.94
1,869,049.96
3,749,145.37
42,955,897.50
341,552.00
35,013.97
71,671.68
265,040.78
29,768.00
322,265.43
TOTAL INSURED

62,771,554.65

WELLNESS
ALL OTHER
TOTAL III PAYMENTS

1,173,807.85
961,066.24
240,542,798.49

Public Comment
None

Action Items
Financial Report
Kim Sloan reviewed with the Board the Financial Report for the period ending February 28, 2021. Kim reported the
LAIF rate for the month of February 2021 dropped to 0.41% from last month at 0.46%. After discussion, motion was
made by Director Andrews, seconded by Director Rhoades and by roll call vote of 13‐0‐0, approving the Financial
Reports as submitted.

Request Approval of the 2019‐2020 Independent Financial Audit
Megan Hanson reviewed the Independent Financial Audit with the board. After discussion, motion was made by
Director Hendrix, seconded by Director McGrath and by roll call vote of 13‐0‐0, approving the 2019‐2020
Independent Financial Audit.

Information and Discussion Items
Review Monthly Budget‐to‐Actual through February 2021
John Stenerson reviewed the monthly budget‐to‐actual with the Board for the month of February 2021.

Review of Article on Provider Price Transparency
John Stenerson reviewed the article on provider price transparency with the Board.

Review of COVID‐19 Reporting
John Stenerson reported to the Board a month‐by‐month summary of COVID‐19 cases, testing by county, vaccine
distribution, total impatient claims and COVID‐19 claims paid.

Comments from the Board of Directors
None

Adjournment
There being no further business to come before the Board, motion was made by Director Chavez, seconded by
Director Smith and by roll call vote of 13‐0‐0, adjourning the meeting at 1:38 p.m.

Next Meeting
The next meeting of the Board of Directors will be held Thursday, April 15th at 1:00 p.m. in the SISC Board Room,
4th Floor – Larry E. Reider Education Center, 2000 K Street, Bakersfield, CA 93301.
____________________________________________________

Eva Chavez, Secretary
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SISC III
INCOME STATEMENT
MARCH 2021
BUDGET

YEAR-TO-DATE

CURRENT MONTH

REVENUES
8660.00

Interest-County Treasurer

8660.03

LAIF

8660.04

Investments

8660.05

Bank

8674.03

Premiums-PPO Medical

$2,250,000.00

$645,865.79

$0.00

$28,600.00

$846.16

$0.00

$4,972,665.00

$113,865.14

$0.00

$240,000.00

$119,650.88

$1,366.13

$1,457,307,867.00

$722,410,414.08

$120,962,695.39

8674.04

Dental

$134,308,358.00

$72,745,456.23

$12,998,502.55

8674.08

Pharmacy

$336,156,933.00

$171,212,257.54

$28,694,589.74

8674.25

Vision

$20,571,558.00

$10,386,087.82

$1,797,617.70

8674.05

HMO

$741,353,022.00

$374,334,156.49

$62,751,699.30

8674.06

Life

$3,643,935.00

$1,892,053.62

$321,335.45

8674.09

Insured Retiree Progams

$3,520,284.00

$1,791,826.60

$297,395.00

8674.10

Insured Vision

$359,975.00

$430,722.30

$71,706.39

8674.18

Insured Dental

$337,905.00

$194,878.60

$32,916.25

$0.00

$361,255.84

($67,931.59)
$18,055.28

8699.00

IRC 125 Flex Plan Contributions

8699.07

Administration Fees

$226,130.00

$111,026.97

8699.08

Penalities/Late Fees

$140,000.00

$148,184.16

$33,924.92

8699.10

SISC Access Fee

$1,718,581.00

$636,493.95

$106,909.49

$2,707,135,813.00

$1,357,535,042.17

$228,020,782.00

$0.00

TOTAL REVENUES
EXPENSES
3900.00

Benefits Paid - IRC 125 Flex Plan

4300.00

Supplies

5200.00

Travel/Conference

5300.00

Dues and Membership

5450.03

E & O Insurance

5450.05

Premiums - HMO

5450.08

Insured Dental

5450.09

Insured Retiree Progams

$0.00

$0.00

$70,000.00

$67,486.83

$0.00

$140,000.00

$642.81

$192.81
$384.00

$15,000.00

$3,384.00

$115,000.00

$0.00

$0.00

$651,339,135.00

$319,197,958.39

$53,778,405.71

$337,905.00

$181,637.89

$32,810.29

$3,520,284.00

$1,780,184.68

$297,687.40

$359,975.00

$428,941.15

$71,380.94

$3,610,907.00

$1,885,468.76

$321,917.10

$25,000.00

$0.00

$0.00

$30,425.00

$7,250.00

$0.00

Consulting

$500,000.00

$275,273.42

$50,720.99

5800.32

Bank Fees

$260,000.00

$111,015.36

$0.00

5800.33

Government Fees

$595,127.00

$0.00

$0.00

5800.35

Admin Fees

$71,232.00

$33,183.15

$5,719.65

5800.40

Wellness Program

$2,000,000.00

$4,240,894.48

$996,719.49

5800.41

Healthcare Specialists

$1,100,000.00

$430,600.00

$146,500.00

5800.50

Administration - KCSOS

$8,135,825.00

$3,434,265.25

$693,936.31

5800.60

Claims - PPO Medical

$1,339,152,567.00

$695,091,530.52

$117,149,650.32

5450.10

Insured Vision

5450.21

Life

5800.00

Miscellaneous

5800.02

Audit

5800.10

5800.61

Claims - Dental

$123,675,614.00

$65,961,162.99

$11,258,335.80

5800.63

Claims - Vision

$18,372,006.00

$9,207,161.95

$1,590,981.36

5800.64

Claims - HMO Flex

$110,108,358.00

$37,282,886.93

$7,066,143.26

5800.68

Claims - Pharmacy

$314,024,849.00

$156,291,358.35

$27,666,572.62

5800.70

Admin - PPO Medical

$50,565,941.00

$24,908,546.70

$4,245,916.98

5800.71

Admin - Claims Processing

$7,254,469.00

$3,598,341.49

$598,144.61

5800.72

Admin - Dental

$7,222,656.00

$3,829,127.38

$654,217.67

5800.73

Admin - Vision

$1,755,526.00

$936,861.16

$156,073.31

5800.75

Admin - Pharmacy

$8,047,576.00

$4,356,657.75

$665,991.03

5800.79

EAP Expense

$3,176,683.00

$1,769,732.58

$293,902.07

5800.94

Other Distributions/Contributions

$5,000,000.00

$2,623,051.85

$455,052.65

5800.95

Unpaid Claims Liability Adjustment

$9,180,270.00

$4,590,135.00

$765,022.50

$2,669,762,330.00

$1,342,524,740.82

$228,962,378.87

$37,373,483.00

$15,010,301.35

NET ASSETS - BEGINNING

$683,562,767.82

$683,562,767.82

$699,514,666.04

NET ASSETS - ENDING

$720,936,250.82

$698,573,069.17

$698,573,069.17

TOTAL EXPENSES
CHANGE IN NET ASSETS
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($941,596.87)

SISC III
BALANCE SHEET
March 31, 2021

October 1, 2020

March 31, 2021

BALANCE

BALANCE

ASSETS
9110.00

Cash in County Treasury

$351,388,948.70

$263,385,569.33

9120.00

Bank Account-Health Claims

$127,183,574.47

$175,905,989.94

9130.00

Revolving Fund

9150.01

Local Agency Investment Fund

$1,500.00

$1,500.00

$5,725,766.47

$238,771.18

9150.03

Investments

$301,115,964.81

$402,729,829.95

9200.00

Accounts Receivable

$78,860,288.58

$54,835,044.79

9330.00

Prepaid Expenditures

$0.00

$0.00

9335.00

Reserve Fund

$29,399,857.00

$29,399,857.00

$893,675,900.03

$926,496,562.19

$72,138,923.23

TOTAL ASSETS

LIABILITIES
9500.00

Current Liabilities

$56,633,486.69

9650.00

Deferred Income

$3,715,521.45

$1,430,310.72

9668.00

Unpaid Claims Liability

$149,764,124.07

$154,354,259.07

TOTAL LIABILITIES

$210,113,132.21

$227,923,493.02

NET ASSETS - Funding Stabilization Reserves

$683,562,767.82

$698,573,069.17

TOTAL LIABILITIES AND NET ASSETS

$893,675,900.03

$926,496,562.19

AUTHORIZED SIGNATURE

PREPARED BY: Nancy Russo
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SISC III
Investments
March 31, 2021
24-HOUR LIQUID FUNDS
SISC III maintains much of its cash in the Kern County Treasury and Local Agency Investment Fund. Both agencies pool these
funds with those of other entities in the state. These pooled funds are carried at cost which approximates market value.

AGENCY

BALANCE

COUNTY OF KERN

LOCAL AGENCY
INVESTMENT FUND

RETURN

PERIOD

DATES

$263,385,569.33

1.16%
1.50%

LAST QUARTER
5 YEAR AVERAGE

OCT-DEC 2020
JAN 2016 - DEC 2020

$238,771.18

0.36%
0.63%
1.45%

CURRENT MONTH
LAST QUARTER
5 YEAR AVERAGE

March, 2021
OCT-DEC 2020
JAN 2016 - DEC 2020

INVESTMENT MANAGEMENT ACCOUNTS
The investment securities portfolio is comprised of securities carried at fair market value.
The fair market value of the investment securities available for sale at December 31, 2020 was:
MARKET
VALUE

QUARTERLY
RETURN

ANNUALIZED
RETURN

REINHART PARTNERS
(SISC INVESTMENT POOL)

$52,329,985.00

0.04%

0.18%
1.89%
0.36%

LAST QUARTER
5 YEAR AVERAGE
YIELD TO MATURITY

OCT-DEC 2020
JAN 2016 - DEC 2020
AS OF DEC 31, 2020

MORGAN STANLEY
(FRED BAYLES)

$176,256,104.02

0.01%

0.03%
1.84%
0.32%

LAST QUARTER
5 YEAR AVERAGE
YIELD TO MATURITY

OCT-DEC 2020
JAN 2016 - DEC 2020
AS OF DEC 31, 2020

WELLS FARGO ADVISORS
(RICH EDWARDS)

$174,143,740.93

0.05%

0.19%
1.71%
0.61%

LAST QUARTER
5 YEAR AVERAGE
YIELD TO MATURITY

OCT-DEC 2020
JAN 2016 - DEC 2020
AS OF DEC 31, 2020

INVESTMENT FIRM

PERIOD

DATES

$402,729,829.95

5-YEAR HISTORY OF RETURNS
Quarter Ending:

12/31/2020
9/30/2020
6/30/2020
3/31/2020
12/31/2019
9/30/2019
6/30/2019
3/31/2019
12/31/2018
9/30/2018
6/30/2018
3/31/2018
12/31/2017
9/30/2017
6/30/2017
3/31/2017
12/31/2016
9/30/2016
6/30/2016
3/31/2016
5-Yr Average

Co of Kern

LAIF

1.16%
1.30%
1.70%
2.10%
2.13%
2.03%
2.03%
2.12%
1.92%
1.77%
1.69%
1.51%
1.38%
1.32%
1.20%
1.15%
0.97%
0.93%
0.84%
0.73%
1.50%

0.63%
0.84%
1.47%
2.03%
2.29%
2.45%
2.57%
2.55%
2.40%
2.16%
1.90%
1.51%
1.20%
1.07%
0.93%
0.78%
0.68%
0.60%
0.55%
0.46%
1.45%

Investment Pool
0.18%
0.43%
2.89%
8.05%
1.12%
2.85%
4.84%
4.25%
4.30%
1.09%
1.00%
-1.16%
-0.38%
1.01%
1.49%
1.07%
-2.88%
-0.44%
2.87%
5.16%
1.89%13

Fred
Morgan Stanley

Rich
Wells Fargo

Combined Weighted
Average Return

0.03%
0.43%
2.95%
6.39%
1.63%
2.47%
3.95%
3.79%
3.46%
1.55%
1.06%
-0.89%
-0.41%
1.11%
1.76%
1.58%
-2.07%
0.42%
2.72%
4.92%
1.84%

0.19%
0.53%
3.26%
5.47%
1.98%
2.51%
5.12%
4.49%
4.65%
0.83%
0.64%
-1.75%
-1.37%
0.69%
1.85%
1.46%
-4.98%
-0.67%
2.61%
6.69%
1.71%

0.46%
0.91%
2.28%
4.11%
1.93%
2.31%
3.24%
3.10%
2.86%
1.50%
1.32%
0.49%
0.51%
1.15%
1.40%
1.26%
-1.00%
0.38%
1.57%
2.81%
1.63%

SISC DEFINED BENEFIT PLAN and GASB 45 TRUST A
Investment Returns
As of : 12-31-2020
SISC DEFINED BENEFIT PLAN (DBP)
The SISC Defined Benefit Plan was established to provide a retirement benefit for part-time, temporary and seasonal employees.
The Defined Benefit Plan portfolio will focus on growth and income through a balanced account of equities and fixed income.
Funds may be invested with the County Treasurer and Local Agency Investment Fund (LAIF), however a majority of the assets
are in a portfolio managed by Morgan Stanley/Graystone Consulting and held by the trustee, Prudential Retirement.
Investment Consultant: Fredric S. Bayles, III, Executive Director-Institutional Consulting Director, Morgan Stanley
Trustee/Custodian of Assets: Prudential Retirement

Morgan Stanley Return on Investment
(net of all fees & expenses)

Benchmark Comparison
Morgan Stanley Moderate Growth & Income

Current Quarter:
Calendar Yr-To-Date:
Rolling 4 Quarters:

Oct-Dec 2020
Jan-Dec 2020
Jan-Dec 2020

14.79%
17.56%
17.56%

5-Year History of Returns:

2020
2019
2018
2017
2016

17.56%
25.08%
-8.53%
18.02%
8.63%

VS.
VS.

10.74%
14.84%

SISC GASB 45 TRUST A
The GASB 45 Trust program was established to provide a mechanism for pre-funding Other Post-Employment (OPEB) liabilities.
The GASB 45 Trust portfolios will focus on growth and income through a balanced account of equities and fixed income.
Funds may be invested with the County Treasurer and Local Agency Investment Fund (LAIF), however a majority of the assets
are in a portfolio managed by Morgan Stanley/Graystone Consulting and held at U.S. Bank.
Investment Consultant: Fredric S. Bayles, III, Executive Director-Institutional Consulting Director, Morgan Stanley
Trustee/Custodian of Assets: U.S. Bank

Morgan Stanley Return on Investment
(net of all fees & expenses)

Current Quarter:
Calendar Yr-to-Date:
Fiscal Year-To-Date:
Rolling 4 Quarters:
5-Year History of Returns:

Oct-Dec 2020
Jan-Dec 2020
Jul-Dec 2020
Jan-Dec 2020
2019-20
2018-19
2017-18
2016-17
2015-16

Benchmark Comparison
Morgan Stanley Moderate Growth & Income

12.01%
12.03%
17.44%
12.03%
-0.02%
6.17%
8.36%
11.94%
-1.19%
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VS.
VS.

10.74%
14.84%
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SISC III
Comparison of Budget-to-Actual
2020-21

Revenues
Monthly

Expenses

YTD Cumulative

Monthly

Surplus/Deficit

YTD Cumulative

Monthly

Exp/Rev %

YTD Cumulative

YTD Cumulative

Budget
Oct-20
Nov-20
Dec-20
Jan-21
Feb-21
Mar-21
Apr-21
May-21
Jun-21
Jul-21
Aug-21
Sep-21

$223,561,099
$223,561,099
$223,561,099
$227,571,523
$225,698,707
$225,698,707
$227,571,523
$225,698,707
$225,698,707
$225,407,283
$223,534,467
$229,572,896

$223,561,099
$447,122,197
$670,683,296
$898,254,819
$1,123,953,525
$1,349,652,232
$1,577,223,755
$1,802,922,461
$2,028,621,168
$2,254,028,451
$2,477,562,918
$2,707,135,814

$213,469,396
$210,701,387
$221,808,208
$227,462,134
$206,401,556
$223,851,687
$223,526,334
$225,448,125
$223,037,667
$234,310,276
$239,369,044
$220,376,517

$213,469,396
$424,170,782
$645,978,990
$873,441,124
$1,079,842,680
$1,303,694,367
$1,527,220,701
$1,752,668,826
$1,975,706,493
$2,210,016,769
$2,449,385,813
$2,669,762,330

$10,091,703
$12,859,712
$1,752,890
$109,389
$19,297,150
$1,847,019
$4,045,189
$250,582
$2,661,040
($8,902,993)
($15,834,576)
$9,196,379

$10,091,703
$22,951,415
$24,704,305
$24,813,694
$44,110,845
$45,957,864
$50,003,053
$50,253,635
$52,914,675
$44,011,682
$28,177,105
$37,373,484

95.5%
94.9%
96.3%
97.2%
96.1%
96.6%
96.8%
97.2%
97.4%
98.0%
98.9%
98.6%

($736,113)
$5,185,871
($13,398,205)
$25,395,804
($495,458)
($941,597)

($736,113)
$4,449,758
($8,948,447)
$16,447,357
$15,951,898
$15,010,301

100.3%
99.0%
101.3%
98.2%
98.6%
98.9%

($26,333,692)
$6,425,921
($126,001)

101.0%
99.8%
100.0%

Actual
Oct-20
Nov-20
Dec-20
Jan-21
Feb-21
Mar-21

$223,414,145
$225,379,630
$224,109,718
$229,776,105
$226,834,662
$228,020,782

$223,414,145
$448,793,775
$672,903,493
$902,679,599
$1,129,514,260
$1,357,535,042

$224,150,259
$220,193,759
$237,507,923
$204,380,301
$227,330,120
$228,962,379

$224,150,259
$444,344,018
$681,851,941
$886,232,242
$1,113,562,362
$1,342,524,741

Year End Scenarios
Scenario #1
Scenario #2
Scenario #3

Revenue based
on recent revenue
continuing

$2,722,947,175
$2,722,947,175
$2,722,947,175

$2,749,280,866
$2,716,521,254
$2,723,073,176

Scenario #1: Expenses based on the pattern of actuals from October through March continuing throughout the year
Scenario #2: Expenses based on the April through September surplus/deficit coming in as originally budgeted
Scenario #3: Expenses based on a mix of Scenario #1 weighted at 20% and Scenario #2 weighted at 80%

17

10 Things to Expect from the New Hospital Price Transparency Rule
Health Affairs - Cindy Ehnes, C. Duane Dauner, Tom Dougherty
MARCH 6, 2020
The Centers for Medicare and Medicaid Services
(CMS) recently issued a final rule requiring hospitals
to release pricing information before providing
services. Under the rule, hospitals must list
standard prices for 300 “shoppable services,” as
well as the lowest prices they will accept from
consumers paying out of pocket. According to CMS
Administrator Seema Verma, the new price
transparency rule will help patients by boosting
quality and cutting costs.
The rule defines a “shoppable service” as a health
care service that consumers can schedule in
advance, at times that are convenient for them.
These services typically are non-urgent.
Under the rule, hospitals will be required to publicly
disclose standard charges (including gross charges,
payer-specific negotiated charges, charges for cashpaying patients, and the minimum and maximum
negotiated charges) for all items and services. This
information must be available on the internet in a
single data file that can be read by other computer
systems. The file must include the hospital’s billing
or accounting codes, such as Healthcare Common
Procedure Coding System codes, and a description
of each item or service. The goal is to enable
consumers to compare standard charges across
hospitals.
With this move, the Trump administration is
committing to the theory that cost transparency will
lower health care costs by enabling consumers to
shop and compare hospital services. Price
transparency has bipartisan support in
Congress and among more than 80 percent of
voters. In our view, the new price transparency rule
is a superficial and naive approach to health care
reform. While the rule has intuitive appeal as a
seemingly simple way to lower health care costs, it
will in fact, have complex, disparate, and in some
cases unintended consequences in different
markets throughout the country.
The new price transparency rule is receiving
tremendous pushback from the hospital industry,

which views it as an overreach by CMS. In
a lawsuit filed to block the rule, the American Heart
Association, the Association of American Medical
Colleges, the Federation of American Hospitals, and
other hospital organizations argue that the rule
violates the First Amendment and causes disclosure
of confidential information to third-party payers.
The groups allege that the Department of Health
and Human Services does not have authority to
promulgate the rule, which they believe would
negatively impact hospitals’ negotiations with
private payers while providing minimal benefit to
consumers.

Altering The Balance Of Power
We agree that the new rule will alter the balance of
power in provider-payer negotiations by requiring
hospitals to publish minimum and maximum cash
prices, including the lowest cash payment they will
accept from consumers. This requirement creates a
competitive advantage for large purchasers of
health care services—such as insurance companies,
large self-insured companies, and labor unions—by
providing a low floor from which to negotiate. With
the help of in-house analytics experts, large health
care purchasers will be able to use data provided
through price transparency to reduce their medical
spending to the lowest common denominator.
Brokers will guide large self-insured companies to
insurers with the best hospital pricing. As a result,
hospitals will experience payment compression
from private payers that will make it impossible to
recover losses from shortfalls in Medicare and
Medicaid payment.
The shift in negotiating leverage will affect different
organizations in different ways. Health care is local,
and the impact of price transparency on a given
hospital will depend on market factors such as
competition, distance to competitors, reputation,
size, structure (for example, community hospital
versus academic medical center), physician
networks, local infrastructure, and workforce
issues. Price transparency strengthens the
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negotiating stance of delegated medical groups—
which assume risk and act as payer for outpatient
and sometimes inpatient care—and thus places
them in potential conflict with hospitals.

New Compliance Challenges
The rule appears to be based on the erroneous
assumption that each hospital price and payment
aligns with a discrete item or service. But in fact,
hospital procedures typically are associated with
multiple interrelated charges, such as pre-admission
testing and physical exams; management or
treatment of comorbidities; as well as postdischarge medications, supplies, equipment, and
services. The rule will create compliance challenges
as hospitals struggle to implement the new
directive to assign prices to individual services. The
rule also requires hospitals to submit data they do
not possess, including information from payers—
such as contracts with entities that lease payer
networks—that is outside hospitals’ contractual
authority to collect. Staff of small, rural facilities
have limited time to devote to a growing list of
compliance-related activities; the additional
requirements will consume valuable time they
could otherwise spend on efforts to improve
hospital quality and efficiency.

The literature suggests that a very small fraction of
people who have access to transparency
tools actually use them. Despite claims that
consumer-driven health plans will lead patients to
be more cost conscious, recent findings on the
impact of these plans suggest that they typically are
not associated with increased price shopping.
Instead, several studies have found that consumerdriven products lead consumers to delay necessary
care. Thus, CMS is creating an unfunded mandate
without sufficient evidence that patients will use
price transparency tools to shop for health care
services.

10 Short-Term Consequences
While its impact on consumer decision making will
be minimal, the hospital price transparency rule will
have significant repercussions throughout the
health care system, with effects that vary from
market to market. The following are 10 short-term
consequences to expect:
1. Prices for some hospital services will
become more competitive. In response to
the new rule, hospitals will begin to set
competitive prices for some discretionary
services. These could include imaging (for
example, chest X-rays and MRIs), laboratory
services (for example, basic metabolic
panels), medical and surgical procedures
(for example, cataract surgeries, spine
surgeries, tendon and muscle repair), as
well as outpatient clinic visits. Hospitals also
may increase the number of elective
procedures (such as knee replacements and
non-urgent coronary interventions) they
provide in lower-cost ambulatory surgery
centers and outpatient hospital
departments.

Below, we analyze the faulty assumptions on which
the rule is based, and we highlight 10 key
implications for the health care market.

The Myth Of Health Care Consumerism
The goal of the new price transparency rule is to
bolster consumer-style competition through
“shopping” to lower individual and systemwide
health care costs. The main problem with this goal
is that health care does not follow the traditional
rules of consumer economics. Intuitively, we know
there is a big difference between purchasing the
latest in cell phone technology and having a surgical
procedure. While some health services are
discretionary or elective, most patient care is
emergent or urgent. In fact, more than 75 percent
of hospital admissions are unscheduled. Health care
services are so complex and its ramifications so
crucial that most patients rely on their physician for
referrals to specialists and medical services, rather
than shopping on their own.

2. Prices will increase for other hospital
services. Many hospitals may need to raise
prices on emergent services to bridge the
revenue gap created by lower prices for
discretionary services. Expect price
increases for trauma care, emergency
department services, as well as emergency
surgeries and hospitalizations.
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3. Some regions may see higher prices
overall. Many hospital leaders already
suspect that their institutions are underpaid
by some private payers. Once price
transparency is in effect, these executives
will learn that there are, in fact, significant
disparities in payment rates across health
systems. Large health systems or those with
top reputations may discover that they do
not command the highest rates in every
service category. Those with the lowest
rates may claim foul and make a case that
they need significant increases. Thus,
ironically, price transparency initially may
lead many hospitals to increase their prices.

cover the cost of care, and the loss of
negotiating leverage due to the
transparency rule will prevent hospitals
from recovering losses through cost shifting
to private payers. Rural and safety-net
hospitals generally cannot “vote with their
feet” by opting out of government
programs. CMS requires hospitals to
contract with Medicaid to receive
supplemental payments linked to hospital
use (42 CFR, Part 438). In some cases, these
payments are worth tens of millions of
dollars to hospitals. Some states have
required not-for-profit hospitals to
participate in Medicaid as a condition of
accessing tax-exempt bonds. If price
transparency further compresses hospital
revenues, states may need to increase
Medicaid rates and supplemental
payments. Alternatively, many rural and
safety-net hospitals may require additional
public subsidies to continue operating;
otherwise, closures will accelerate, sending
shockwaves through vulnerable
communities.

4. The new dynamics of negotiation will
accelerate consolidation. Hospitals and
health systems with less network leverage
will face tougher payer negotiations. These
organizations will have to decide whether
they will remain independent or improve
their competitive position by merging,
consolidating, or affiliating with other
entities. Many hospitals and systems will
need to partner with other entities to
create enough market power to negotiate
the payment rates needed to sustain
operations. However, hospitals operating at
low margins—such as rural and safety-net
providers—and those experiencing
significant losses may not be viable
candidates for acquisition or consolidation.

6. Adoption of new technology will slow
unless it has a very strong value
proposition. Risk aversion in the health care
industry will intensify in response to the
new dynamic of price transparency. For
many executive decision makers, the
financial feasibility tests for adoption of
new technologies will become more
stringent. Demonstrated ability to reduce
costs, generate revenue, and improve
outcomes will likely become more
important in the decision-making process.

5. Some rural and safety-net hospitals will
not be able to survive. In increasingly
consolidated markets, rural and safety-net
hospitals unable to gain leverage by
merging will struggle to negotiate sufficient
payment rates. Rural hospitals often are
stand-alone facilities in low-income
communities and must pay high salaries to
attract physicians; therefore, rural hospitals
tend to have relatively high cost structures.
Private insurance benefits in rural areas
typically are less than comprehensive and
shift a high share of costs to patients; as a
result, rural hospitals often have high levels
of charity care and bad debt. As we noted
above, public program payments do not

7. Payers will experiment with new benefit
designs and reimbursement models. Price
transparency could spawn hospital
reimbursement models based on a more
complex combination of price, quality,
safety, patient satisfaction, outcomes, and
other measures. Plans may experiment with
new value-based benefit designs and
reference pricing models in which
consumers could share the savings or bear a
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community. Furthermore, it chips away at
the resources needed to build expensive
infrastructure to support value-based care
and population health.

financial burden for choosing higher-cost
providers.
8. Price transparency will add a new
dimension to antitrust compliance. Price
transparency will give the Department of
Justice (DOJ) more information on the
impact of proposed mergers and
acquisitions on health care consumers. The
impact of this added information likely will
vary across cases, and at this point, the net
effect is unclear. If DOJ analyses
increasingly find that proposed mergers
would increase prices for consumers, the
number of blocked mergers is likely to rise.
9. The rule will not affect the majority of
consumers, who are insulated from the
true cost of health care. Many Medicare
beneficiaries are not subject to deductibles
or copayments, while others have plans
with fixed cost sharing. Medicaid
beneficiaries generally have minimal or no
financial liability for services. A very small
fraction of consumers covered by highdeductible plans in the commercial market
may be influenced by the rule, and it will
have minimal impact on privately insured
individuals with low out-of-pocket
obligations.

Even with the price transparency rule in effect,
often the public lacks the motivation or the facts
needed to make fully informed health care
decisions. Limited information without context is of
more symbolic than real value to consumers. Pricing
information is relevant to consumers when
accompanied by quality, safety, and health
outcomes data that allow for shared decision
making and meaningful cost conversations between
patients and clinicians. CMS should abandon the
price transparency rule, which is predicated on an
outmoded fee-for-service payment platform, and
continue to pursue health system reform through
value-based payment strategies.

10. The rule could complicate efforts to
advance value-based payment. The price
transparency rule comes at the same time
that CMS is exhorting and incentivizing
hospitals to ramp up long-term strategies to
align with value-based payment initiatives.
Yet, price transparency is based on the
assumption that payment is provided on a
fee-for-service basis aligned with the
traditional “volume-based” revenue
strategy. Our health care system is stuck
between this familiar but disfavored feefor-service model and new value-based
payment methods that require significant
investments in quality, safety, efficiency,
and workforce redeployment. By requiring
hospitals to devote more resources to
support unit price competition, the price
transparency rule creates confusion and
misaligned incentives for the hospital
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Hospitals Slow to Comply with New Price Transparency Rule
APRIL 5, 2021

California Health Care Foundation By Heather Tirado Gilligan
A new rule meant to shine a light on hospital prices
nationwide may instead be revealing the sometimes
glacial pace of change in the sprawling, $4 trillion
American health care system.

Critics say a major weakness of the rule is its
enforcement provisions. The maximum fine for
violations is $300 a day. “That’s a flea on an elephant
financially if you’re looking at a large multimillion- or
multibillion-dollar system,” Niall Brennan, president and
CEO of the Health Care Cost Institute, told Caroline
Lewis of Gothamist.

The Trump administration rule, which took effect
January 1, requires hospitals to disclose the
reimbursement rates they privately negotiate with
insurers and the discounts they offer self-paying
patients. Hospitals are required to publicly share the
data with an online tool, according to a KFF (Kaiser
Family Foundation) report.

Indeed, hospitals appear slow to share rates as
required, according to a study in the journal Health
Affairs last month. Authors Morgan Henderson and
Morgane C. Mouslim examined the websites of the
largest US hospitals. They found that “of the 100
hospitals in our sample, 65 were unambiguously noncompliant.”

When it is accessible, the pricing data offers a startling
insight into who pays what at the hospital. It’s a glimpse
behind the curtain, “the first full look inside the
confidential deals that set health care rates for insurers
and employers covering more than 175 million
Americans,” the Wall Street Journal reported under the
bylines of Tom McGinty, Anna Wilde Mathews, and
Melanie Evans.

Several hospitals posted their prices but then used
special coding embedded on their websites to keep
them from appearing in search results on Google and
other web search engines, according to the Journal’s
March 22 story by McGinty, Mathews, and Evans.
Though this isn’t the first time federal rules have
required hospitals to post prices, it is the first time the
federal government is requiring they present easily
accessible pricing information to consumers.

The intent of the rule is for hospitals to disclose prices
in a way that a typical consumer can understand,
thereby encouraging them to shop for lower prices and
select the hospitals offering the lowest out-of-pocket
costs. Transparency advocates say that such behavior
could increase competition, moderate drastic price
variations within geographic markets, and reduce
prices.

The Track Record of Transparency
Earlier, the federal government and states, including
California, have attempted to use price transparency to
lower costs. Since 2019, federal rules have required
hospitals to share their “chargemaster sheets,” which
capture “the costs of each procedure, service, supply,
prescription drug, and diagnostic test provided at the
hospital, as well as any fees associated with services,
such as equipment fees and room charges.” The
helpfulness of these long and unwieldy lists is limited by
the typically inscrutable codes they use, such as
“ABBOTT TECNIS TORIC ASPHERIC IOL ZCT300 21.0D SE
3.00 CYL” instead of plain English words that consumers
could understand.

Fighting to Keep Rates Secret
The 70 procedures whose prices must be disclosed
range from surgeries to psychotherapy sessions, though
hospitals are free to disclose any other health care
services as well. Last year, the American Hospital
Association sued to block implementation of the rule.
Though some stakeholders have long argued that
negotiated rates are proprietary trade secrets, the legal
basis for this claim is dubious, suggests research
conducted at UC-Hastings College of Law with support
from CHCF. The hospital association lawsuit failed,
clearing the way for price transparency requirements to
take effect.

The listed costs don’t reflect the fees that consumers
and health insurers shell out. Chargemaster prices are
like the sticker price for a car — an inflated figure paid
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by almost no one. Chargemasters, as Health Affairs
noted, “bear little relationship to market rates.”

There is currently no comprehensive, public source of
information on compliance with the new federal rule
for California’s acute care hospitals.

California has required hospitals to disclose their
chargemasters since 2004 and has worked to make that
information clearer for consumers. The state added a
requirement for reporting charges for 25 common
outpatient procedures in 2006, which many hospitals
have voluntarily expanded upon with their own webbased tools for out-of-pocket cost estimates. The
creation of a new database with detailed information
about negotiated payment rates is currently underway.

How to Hide Prices with Computer Code
The new transparency rule requires hospitals to make
their prices easy to find and access. Yet after a search of
more than 3,100 sites, the Wall Street Journal found
that hundreds of hospitals embedded code in their
websites that prevented Google and other search
engines from locating the pages.
“It’s technically there, but good luck finding it,” said
Chirag Shah, an associate professor at the University of
Washington who studies human interactions with
computers. “It’s one thing not to optimize your site for
searchability, it’s another thing to tag it so it can’t be
searched. It’s a clear indication of intentionality.”

The recent federal rule is a significant shift from
previous transparency efforts. For instance, on the
website of Sacramento-based Sutter Health, a few clicks
will take consumers through the process of selecting a
service by name (such as a CT scan), a location, and an
insurer, and will then offer an estimated price for the
service.

Hospitals interviewed by the Journal denied they were
intentionally hiding the information from consumers.
The blocking codes were initially found on webpages for
307 hospitals, and after they were contacted by the
Journal, the blocking codes were removed by 182
hospitals.

But experts are unsure the new rule will reduce health
care costs as intended. “It’s not likely that my neighbor
— or me, for that matter — will go on and look at prices
and, therefore, dramatically change decisions about
where to get care,” Zack Cooper, an associate professor
of public health and economics at Yale University, told
Julie Appleby of Kaiser Health News.

Will Transparency Work?
New US Secretary of Health and Human Services Xavier
Becerra told Congress he plans to strictly enforce the
transparency rule. At his nomination hearing, Becerra*
testified that under his supervision, HHS will “do robust
enforcement of price transparency.” As California
attorney general, he brought a groundbreaking antitrust
lawsuit alleging Sutter Health used its considerable
market share to inflate the prices it charged insurers
and employers. Sutter settled the suit last year for $575
million.

The rules could affect pricing in other ways, such as by
“shining a light on the insanity of US health care
pricing,” Brennan of the Health Care Cost Institute told
the Journal. In a February article, McGinty, Mathews,
and Evans found that cesarean sections at Sutter
hospitals could cost $6,241, or $29,257, or $38,264 or
$60,584, depending on payer. That type of information
was not typically shared before January 1.

In No Hurry to Comply

However, disclosure alone is unlikely to change how
much health care costs in the US, Ge Bai, an expert on
health care pricing at Johns Hopkins Bloomberg School
of Public Health, told Washington Post reporter
Alexandra Ellerbeck. “I don’t think it’s going to be an
earthquake in terms of pricing, but it’s a first step in the
right direction,” Bai said.

The largest hospitals did not meet the transparency
requirements by the deadline of January 1, Henderson
and Mouslim found in their study. They discovered that:
12 out of 65 of the noncompliant hospitals (18%) had
not posted any files or provided links to searchable
databases
53 out of 65 (82%) either did not include the negotiated
rates with the name of the payer and plan clearly
associated with the charges (46 out of 53), or were in
some other way noncompliant (7 out of 53)
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SISC Anthem COVID-19 Summary
Incurred Month
Confirmed Cases

Mar-20

Apr-20

May-20

Jun-20

Jul-20

Aug-20

Sep-20

Oct-20

Nov-20

Dec-20

Jan-21

Feb-21

Mar-21

Total

20

125

217

674

1,302

648

418

427

1,329

3,600

2,888

1,101

469

13,218

Confirmed Cases
4,000
3,500
3,000
2,500
2,000
1,500
1,000
500
0
Mar-20

Apr-20

May-20

Jun-20

Jul-20

Aug-20

Sep-20

24

Oct-20

Nov-20

Dec-20

Jan-21

Feb-21

Mar-21

SISC Anthem COVID-19 Summary
Incurred Month

Mar-20

Apr-20

May-20

Jun-20

Jul-20

Aug-20

Sep-20

Oct-20

Nov-20

Dec-20

Jan-21

Feb-21

Mar-21

Total

Testing Claims

636

1,737

4,872

8,756
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Total Paid

Mar-20
$274,351
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Total
$43,094,058
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