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Chairwoman Eshoo, Ranking Member Guthrie, and other distinguished members of the Health
Subcommittee of the House Committee on Energy & Commerce, my name is Rachel Sachs and I
am an Associate Professor of Law at Washington University in St. Louis, where my research
focuses on innovation into new healthcare technologies, primarily pharmaceuticals, and access to
those same technologies. I also serve as a Faculty Scholar with the University’s Institute for Public
Health and a Faculty Fellow with the University’s Cordell Institute for Policy in Medicine and
Law. Thank you for the opportunity to testify before you today about the high prices of prescription
drugs and how this Committee might take steps toward solving these problems. The opinions I
offer today are my own.
In this testimony, I will explain why comprehensive prescription drug pricing reform should
include three particular types of policy solutions — and why drug pricing reforms that only include
some of these policies may even exacerbate the problems of our current system. First,
comprehensive prescription drug pricing reform should seek to lower patients’ out-of-pocket costs.
Second, reform should strive to fix the misaligned incentives in our existing pharmaceutical
pricing and payment system. Third, reform should aim to address the underlying problem of the
high prices of prescription drugs. There is no single way to accomplish each of these three goals,
and different countries have chosen different answers to each of them. But H.R. 3, the Elijah E.
Cummings Lower Drug Costs Now Act, works to pull all three of these policy levers to lower drug
prices. Other Congressional proposals do not.
I. THE HIGH PRICE OF PRESCRIPTION DRUGS
Prescription drug prices and spending in the United States are high, and they are often rising.
Between 2018 and 2019, pharmaceutical companies raised the list prices of half of all covered
drugs in Medicare Part D at a rate that exceeded inflation, including the list prices of 22 of the top
25 drugs by total Part D spending.1 To be sure, the pharmaceutical industry commonly pushes back
on criticisms of price hikes like these by noting that list prices are not representative of the net
prices that insurers will negotiate for these products, although those net prices remain largely
confidential. But net spending for public payers is also rising. Between 2007 and 2017, the federal
government’s Medicare Part D spending rose from $46.2 billion to $79.9 billion, increasing an
average of 5.6% per year.2 Medicare Part B prescription drug spending is rising even more quickly,
increasing from $15.4 billion in 2009 to $35.0 billion in 2018, with a 9% increase from 2017 to
2018 alone.3
These dynamics have created challenges for patients, as well as payers. Nearly one in four (24%)
people report difficulty affording their prescription medications, and 29% report not taking their
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medication as prescribed because of the cost.4 Importantly, these dynamics are not limited to the
under-65 population, where many Americans have more precarious access to health insurance:
23% of seniors still report that it is difficult to afford their prescription medications.5 Patients may
respond by delaying filling their prescriptions, cutting their pills in half, or skipping doses. 6
Patients have died in the face of these impossible choices. 7 A large bipartisan majority of
Americans — 79% — believes that prescription drug costs are “unreasonable.”8
The United States is an outlier when it comes to our drug prices, as compared to other countries.
A recent Committee on Ways and Means report found that United States drug prices are far higher
than those in other countries, even after accounting for confidential rebates.9 As one example, the
Committee report notes that the average net price in the United States of Humira, the best-selling
prescription drug in the world, is $2,346.02 per dose — compared to $787.10 in Denmark, the next
highest price. The combined mean price for Humira in 11 other countries was just $450.60, far
lower than the American price.10
II. LEGAL DRIVERS OF THIS PROBLEM
Our existing legal system for 1) providing exclusive rights to pharmaceutical manufacturers and
2) guaranteeing insurance reimbursement for those products underlies manufacturers’ ability to set
and maintain these high prices. The United States Patent & Trademark Office grants exclusive
rights to companies for their new, nonobvious, and useful innovations. Pharmaceutical companies
whose products receive Food & Drug Administration (FDA) approval typically have effective
patent lives for their products that are approximately 12 years,11 or 14-15 years for first-in-class
drugs.12 Approved drugs are also legally entitled to an exclusivity period overseen by the FDA.
Depending on the type of drug, companies may receive either five years (for small-molecule drugs
without a Paragraph IV filing), seven years (under the Orphan Drug Act), or twelve years (for
biologic drugs) of exclusivity for their product.13 These exclusivity periods run in parallel with an
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approved drug’s patent life,14 and in some ways they offer even stronger protection against
competitors than do patents. Patents typically require their holders to invest resources in enforcing
them against potential competitors, while FDA exclusivity periods are automatically enforced
against other companies by the agency itself, as competitors need FDA approval before coming to
market. FDA exclusivity periods are also not meaningfully subject to challenge and invalidation
in the courts or administrative bodies, unlike patents.15
Embedded within these laws, including the Hatch-Waxman Act and Biologics Price Competition
and Innovation Act, is a social bargain: the government will provide pharmaceutical companies
with lengthy periods of market exclusivity, to enable them to recoup their research investments
and plan for future innovation, after which the public expects generic or biosimilar competitors
will be able to enter, driving down prices and improving patient access and affordability. But too
often, pharmaceutical companies have violated this social bargain. Professor Michael Carrier’s
work, for instance, has identified a broad range of anticompetitive practices engaged in by brand
pharmaceutical companies.16 Through the use of “pay for delay” settlements or “product hopping,”
the filing of frivolous citizen petitions, strategies to prevent generic companies from completing
FDA-required bioequivalence testing either through FDA-required Risk Evaluation and Mitigation
Strategy protocols or more generally, and manipulation of the rebate process, pharmaceutical
companies have worked to extend their monopoly periods beyond what the drafters of these
programs envisioned.17
A number of bills have been proposed that would address several of these practices,18 and Congress
has recently passed others, including the Creating and Restoring Equal Access to Equivalent
Samples (CREATES) Act.19 Although it is important for Congress to pass laws like these to restore
the social bargain between monopoly pricing in the short term and generic competition in the long
term, industry’s ability to invent new forms of extending their monopolies means that more action
will be needed to assist both patients and payers.
At the same time that we have given the pharmaceutical industry lengthy exclusive rights over
their products, we have limited our public payers’ ability to negotiate fair prices for those
products.20 Medicare Part B must cover all prescription drugs which are “reasonable and necessary
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for the diagnosis or treatment of illness or injury,”21 and the Centers for Medicare and Medicaid
Services (CMS) cannot decline to cover an effective FDA-approved drug simply because it is
expensive.22 Medicare Part D plans must cover at least two FDA-approved drugs per therapeutic
class,23 and for six protected classes of drugs — anticonvulsants, antidepressants, antineoplastics,
antipsychotics, antiretrovirals, and immunosuppressants — Part D must cover essentially all FDAapproved drugs.24 Similarly, state Medicaid programs choosing to cover outpatient prescription
drugs must provide reimbursement for all FDA-approved drugs with a few classes of exceptions,
such as drugs used for cosmetic purposes.25
To be clear, there are very important reasons why both our intellectual property laws and our
system of reimbursement have been structured in the way that they have. The process of bringing
a new drug to market is expensive,26 lengthy,27 and risky.28 Particularly coupled with the low costs
of imitation (especially for small-molecule generics),29 it is not a surprise to see scholars,30
policymakers31 and industry32 agreeing that strong patent rights are important to encourage
pharmaceutical innovation. Medicare and Medicaid’s coverage requirements (particularly Part D’s
protected class rules) also serve important purposes. CMS’ goal was to prevent discrimination
against beneficiaries with these conditions, as might be expected for patients with high-cost
preexisting conditions.33
And yet, the combination of the two systems — exclusive rights plus guaranteed reimbursement
— has driven our problem of high drug prices. If our public payers, when seated at the negotiating
table, must accept the price a branded company with exclusive rights is demanding, it will be
difficult for them to obtain fair prices on these products. Other countries often have similar
intellectual property and regulatory exclusivity systems to our own, but they have used a variety
of tools to strengthen the hands of their payers in the negotiating process in a way that can drive
21
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down prices, including (though not limited to) international reference pricing, reference pricing
within a class of drugs, and pricing based on the clinical value of the product.
III. STRUCTURING EFFECTIVE POLICY SOLUTIONS
This Committee has the jurisdictional authority to reform our prescription drug approval and
reimbursement systems to respond to the problem of high prescription drug prices. This Committee
should also consider working with other Committees to identify solutions that might be based in
areas outside of its jurisdiction, such as patent law. Comprehensive reform will be most effective
at addressing these problems in the long term.
It is important for this Committee to make change in at least three areas: limiting patients’ out-ofpocket costs, fixing misaligned incentives, and reducing overall pharmaceutical prices and
spending. Many existing proposals have both costs and benefits, and combining reform proposals
from each of these categories may help maximize these benefits and minimize these costs.
A. Limiting Patients’ Out-of-Pocket Costs
Reforms that limit patients’ out-of-pocket costs are necessary both to relieve the financial pressures
facing many patients and to mitigate the negative health consequences of those financial pressures.
As the CBO has concluded, increasing patients’ adherence to their medications may improve their
health outcomes and even create partially offsetting savings elsewhere in the healthcare system.34
Yet today, there is no cap on Medicare Part D beneficiaries’ out-of-pocket costs, and 1.1 million
Part D beneficiaries have out-of-pocket spending above the existing catastrophic threshold.35
H.R. 3 directly addresses this problem, for the first time imposing a cap on Part D out-of-pocket
costs, to be set initially at $2,000 per year.36 This amount is far lower than the $6,550 a Part D
patient would spend out-of-pocket today before even reaching the catastrophic phase. H.R. 3 also
follows on from important expert recommendations that such a cap be created, including from the
Medicare Payment Advisory Commission (MedPAC).37
This Committee might also consider additional policy reforms that would accomplish this goal.
For instance, this Committee might consider building on the spirit of the Affordable Care Act’s
requirement that private insurance plans cover preventive interventions without cost-sharing. In
that vein, the National Academies recommended Congress authorize CMS to limit patients’ costsharing for particular classes of drugs, “when there is clear evidence that treatment adherence for
a particular indication can reduce the total cost of care.”38
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H.R. 3’s Part D out-of-pocket cap and other proposals in this category would provide critical
assistance for millions of Medicare beneficiaries who have difficulty affording their medications
due to high out-of-pocket costs. They also allow Part D to more effectively serve its intended
purpose — as an insurance program, it ought to pool risk among beneficiaries and safeguard
enrollees against catastrophic expenses. However, these proposals do not directly address drug
prices. As Professor Stacie Dusetzina and colleagues have noted, these proposals “merely shift
costs between stakeholders. Moreover, capping out-of-pocket spending could reduce price
sensitivity for patients and thus lessen public scrutiny of drug companies’ pricing strategies.” 39
MedPAC has noted that lowering patients’ out-of-pocket costs in isolation could be expected to
increase overall premiums, though slightly, and increase Medicare spending, through its premium
subsidy systems.40 As a result, these reforms ought to be paired with reforms in the below
categories, which would directly address prescription drug prices.
B. Fixing Misaligned Incentives
Our existing system for approving and paying for prescription drugs creates incentives for many
different institutional stakeholders to drive drug prices and costs up, rather than down, over time.
Fixing these misaligned incentives could help slow the increase of prescription drug prices and
spending over time, and could also help promote competition in the market.
H.R. 3 includes two key elements that would help fix misaligned incentives in our current system.
First, it takes aim at prescription drug manufacturers who raise their prices over time without new
supporting evidence in an attempt to increase their revenues, by requiring manufacturers of drugs
in both Medicare Part B and Part D who have raised the relevant prices of their drugs more rapidly
than inflation to pay the above-inflation amount back to the government as a rebate.41 These rebates
could be broadly applicable, as a recent Kaiser Family Foundation analysis found that half of all
drugs covered by Part D had list price increases between 2018 and 2019 that outpaced inflation,
including 22 of the top 25 drugs by total spending.42
Importantly, inflation-based rebates are not a new concept: Medicaid has long required the
manufacturers of brand-name drugs whose prices rise more quickly than inflation to pay similar
rebates.43 The U.S. Department of Health and Human Services Office of Inspector General has
concluded that more than half of Medicaid rebates were attributable to these inflation-based
rebates, and suggested that extending these rebates to Part D could help control costs in that
program.44
Second, H.R. 3’s Medicare Part D benefit redesign (explained above) attempts to address the role
of both manufacturers and Part D plans in increasing spending over time. Currently, once Part D
beneficiaries enter the catastrophic phase of their benefits, the beneficiary is responsible for 5% of
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costs, without limit. Manufacturers have no responsibility in the catastrophic phase, even though
a single prescription of a costly drug can launch a beneficiary directly into that phase. Plans are
responsible for 15% of the costs, down from 75% in the initial coverage phase (though up from
5% in the coverage gap phase), and Medicare itself is responsible for 80% of the costs.45
Under H.R. 3’s redesign, Medicare would be responsible for just 20% of the costs in the
catastrophic phase, with both manufacturers and plans assuming greater responsibility than
currently (30% and 50%, respectively).46 As MedPAC notes, some analysts argue that creating a
manufacturer discount in the catastrophic phase “could make the prospect of raising prices less
attractive for manufacturers.”47 Similarly, increasing plan responsibility is expected to “give plan
sponsors stronger incentives to manage benefits, which could improve their formulary design
decisions.”48
Although H.R. 3’s proposals do address important misaligned incentives in our current system,
there are many other examples of such incentives this Committee should consider addressing. To
give just one example, this Committee might examine the business practices of pharmacy benefit
managers (PBMs), aiming to remove existing incentives for PBMs to award preferred formulary
placements to drugs with high list prices and large rebates, relative to drugs with lower net prices
but smaller list-to-net spreads. Several Part D plans offer more favorable formulary placements to
branded drugs than they do to lower-priced generics, which may not only harm patients (whose
out-of-pocket costs are typically based on the list price), but also overall spending.49
Although H.R. 3’s attempts to address misaligned incentives are likely to be impactful, they have
tradeoffs as well. For instance, there is some concern that extending inflationary rebates into the
Medicare program might encourage companies to set even higher prices than they otherwise
would.50 These strategies would not fundamentally address the underlying high prices of these
drugs and the government’s lack of negotiating leverage.
C. Addressing Overall Pharmaceutical Prices
Reforms like the above are unlikely to assist Medicare in obtaining lower prices on many products,
particularly specialty drugs with little or no competition. It will be important for this Committee
to consider reforms that would strengthen Medicare’s negotiating authority and increase the
likelihood that our public payers can obtain fair prices for these products.
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H.R. 3 aims to address this issue by providing the Secretary of Health and Human Services (HHS)
the authority to negotiate with the manufacturers of select high-priced, single-sourced drugs,
aiming to target limited resources at the drugs where there is likely to be the most important need.
To facilitate this negotiation, H.R. 3 uses international reference pricing, creating an average
international market price across six countries (Australia, Canada, France, Germany, Japan, and
the United Kingdom) as the target fair price in negotiations.51 H.R. 3 also includes an enforcement
mechanism: if a manufacturer will not agree to a fair price on these terms, H.R. 3 assesses a
significant non-compliance tax.52
Given the large scale of the Medicare program and the novelty of these negotiations in the United
States context, it may be difficult for the Secretary to negotiate for each drug in the program
individually. H.R. 3 envisions that the Secretary will begin in the first year of the program by
negotiating for the price of “at least 25” such single-sourced drugs, negotiating for “at least 50”
drugs in subsequent years.53 H.R. 3 intends for the Secretary to draw these drugs from particular
categories, including the 125 highest-spend drugs in Part D, 125 highest-spend drugs in the United
States more generally (not focusing specifically on Part D), and insulin. 54 Targeting even a small
number of products is likely to yield substantial savings, as a recent Kaiser Family Foundation
analysis showed that relatively few drugs are responsible for a large percentage of Medicare drug
spending. Specifically, the 50 top-selling Part B drugs account for 80% of Part B spending, and
the 10 top-selling Part D drugs account for 16% of net Part D spending.55
There are many different ways of constructing an effective drug price negotiation system, and H.R.
3 offers just one potential example. Several of the countries included in H.R. 3’s market basket
provide examples of this or other approaches, as well. Canada employs a system based on external,
international reference pricing similar to H.R. 3’s approach. 56 Germany’s model uses internal
reference pricing, in which they compare and assess the price of new drugs relative to existing
treatments for the same condition. In the event a negotiated price cannot be reached, the
government and pharmaceutical manufacturer submit to an arbitration process, in which neutral
arbiters assess the parties’ positions and reach a decision.57 The United Kingdom’s model gives
primacy to a health technology assessment conducted by the National Institute for Health and Care
Excellence, which then makes recommendations about a drug’s clinical and cost effectiveness to
the National Health Service.58
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CBO estimated that the negotiation provisions of H.R. 3 would lower government spending by
approximately $456 billion over a decade, much more than the reforms in either of the above
categories.59 Drug price negotiation reforms are likely to have the largest potential impact on
lowering spending system-wide, helping to preserve or even expand these programs in the future.
IV. PRESERVING THE IMPORTANCE OF INNOVATION
Opponents of drug pricing reform have long argued that it would threaten future pharmaceutical
innovation. As the argument goes, because the goal of these drug pricing reforms would be to pay
less for existing medications, pharmaceutical firms will be unwilling or unable to maintain their
existing levels of research investments in the future, and they may bring fewer drugs to market
going forward. These arguments are certainly not unfounded, and CBO has estimated that H.R. 3
would result in 8 fewer drugs coming to market in the decade after its passage (compared to
approximately 300 drugs CBO would otherwise expect them to approve).60 H.R. 3 acknowledges
these dynamics, which is why the bill seeks to direct a portion of its savings to the National
Institutes of Health.61 But these arguments — which have been made by opponents without regard
to the size of the pricing reform, without regard to when in a product’s life cycle it would take
effect, and without regard for which products it would impact — cannot be permitted to bar any
possible change within the system.
First, the kind of innovation, not only the amount of innovation, matters. Economists studying the
creation of Medicare Part D found that it provided a large new subsidy for pharmaceutical firms,
encouraging them to invest more in the development of products with particularly high market
share among senior citizens.62 However, they also found that most of this impact was concentrated
in disease classes with multiple existing treatments.63 Allowing Part D to negotiate lower prices
for its highest-cost medications might be expected to discourage the development primarily of metoo drugs, with more limited impact on first-in-class products.
Second, the age of the drugs at issue matters as well. As discussed above, the social bargain
enshrined in law envisions providing pharmaceutical companies with market exclusivity, after
which we expect generic or biosimilar competitors can enter, driving down prices. But this social
bargain has often failed. As one specific example, Humira first launched in 2002, yet nearly twenty
years later it remains one of the ten top-selling drugs in Medicare Part D, and it will not face
competition in the United States until 202364 due to the extensive patent thicket (of over 100
patents) created by its manufacturer.65 Over time, Humira’s manufacturer managed to increase its
59
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net price from $19,000 in 2012 to over $38,000 in 2018.66 Comparatively, several biosimilar
versions of Humira have been on the European market for many years now.67
More generally, of the ten top-selling drugs in Medicare Part D, the most recent FDA approval is
from 2015, outside the Hatch-Waxman Act’s five-year exclusivity period, and six of the ten drugs
were approved in 2011 or earlier (including Humira). Of the ten top-selling drugs in Medicare Part
B, the most recent FDA approvals are from 2014, but eight of the ten drugs were approved in 2011
or earlier — including two drugs approved more than twenty years ago. 68 Opponents of H.R. 3
ought to explain how empowering HHS to negotiate the price of decades-old drugs today — which
have had lengthy periods to recoup their manufacturers’ investments — would harm innovation in
the future.
Third, arguments from industry usually imply that cuts to drug prices will translate directly into
cuts to research and development spending, without considering whether there are other
opportunities to obtain savings. This is not the case, as HHS Secretary Alex Azar — himself a
former pharmaceutical company executive — asserted when the pharmaceutical industry claimed
that the Trump Administration’s own plan to engage in international reference pricing in Medicare
Part B would result in lower innovation.69 In addition to the large sums companies often spend on
advertising, a recent analysis found that the top 18 pharmaceutical companies in the S&P 500
Index spent $335 billion repurchasing their own shares from 2009 to 2018, more than their R&D
expenditures over that period.70
More generally, these arguments from opponents of drug pricing negotiation tend to ignore the
baseline discussion. The passage of Medicare Part D in 2003 was framed around providing seniors
with insurance to pay for treatments that they previously were unable to access. 71 The goal of the
law was not to provide a large, new innovation subsidy to the pharmaceutical industry, though it
did have that effect. In other words, there is no reason to think that our current level of innovation
— driven partially by current price levels — was chosen purposefully, or represents an optimal
innovation strategy. Especially if some of the savings from H.R. 3 would be used to expand
insurance coverage or offerings elsewhere, the pharmaceutical industry might gain many new
customers, and recoup partially in volume what they make up for on price — but those individual
prices would represent better deals for the American people.
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V. CONCLUSION
This Committee has the ability to help solve the problem of high drug prices, not only for patients,
but also for our public payers. In considering comprehensive prescription drug pricing reform, this
Committee should consider reforms that help lower patients’ high out-of-pocket costs, fix
misaligned incentives in the system as it exists today, and reduce pharmaceutical prices through
negotiation tools. Chairwoman Eshoo, Ranking Member Guthrie, and Members of the Committee,
I am appreciative of your focus on this important issue and I thank you for the opportunity to testify
before you today. I look forward to answering your questions.
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