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True PBM & Hospital Price Transparency

Requires 340B Data for Employers
and Congress

Despite the meaningful steps policymakers have taken to bring transparency and accountability to PBM
practices as well as drug and hospital prices, one key area remains a black box for employers and Congress
alike: the 340B Drug Pricing Program.

As the program has grown into the nation’s second-largest federal drug program, the limited evidence we have
points to a substantial effect on the healthcare costs shouldered by purchasers and working families. According
to the Congressional Budget Office and other policy experts, 340B increases healthcare costs across the
commercial market®?:

Lost Savings:
340B costs employers an estimated $6.6B a year - up to $152 per enrollee - in the loss of
negotiated savings on 340B drugs.?

Consolidation:
O 340B hospitals drove 70% of acquisitions from 2016-2024, shifting care into higher-cost settings
where the same drugs are marked up 6.5x higher than in independent practicess.*>

Prescribing Incentives:
Biosimilar uptake is 23 percentage points lower at 340B hospitals than at non-340B hospitals,
while outpatient drug spending is nearly 200% higher.5”
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Drug Markups:
c[[[ﬂ Some hospitals charged up to 12.7x their 340B acquisition cost, generating as much as $6,026
in average profits per oncology claim.?

HOW 340B DISPLACES EMPLOYER SAVINGS

When a commercial prescription is filled through a 340B covered entity, the entity captures the 340B
discount, while the employer health plan reimburses the claim at the full commercial rate. Most PBM
contracts explicitly exclude 340B claims from eligibility for the negotiated rebates that employers typically
use to offset drug costs and lower premiums. As a result, employers pay the higher commercial rate, while
receiving neither the 340B discount nor the negotiated rebate savings.



EMPLOYERS CAN’T MANAGE COSTS WITHOUT CLAIMS DATA

For employers and unions — and the 165.5 million Americans they cover through employer-sponsored plans —
the problem is not only cost, but the lack of visibility — which is troubling given a recent report by the Minnesota
Department of Health that found commercial insurance generated nearly half of 340B net revenue.®

The Transparency Gap

TODAY: (@) TRANSPARENCY NEEDED SO
EMPLOYERS OPERATE BLIND EMPLOYERS CAN ACT
X No consistent, standardized 340B reporting from PBMs, v Access standardized claims-level data showing which
carriers, covered entities, or HRSA employee claims are tied to 340B transactions
X No visibility into which drugs or covered entities drive v Ability to pinpoint key cost drivers across certain drugs,
340B exposure covered entities, and claims

X No way to know when manufacturer rebates are triggered, v Verify rebate eligibility, calculate lost rebate value, identify
denied, or displaced duplicate discounts, and track denials and disputes*

v Evaluate how 340B affects prescription drug spending and
premiums; use findings to inform plan design, fiduciary
oversight, and broader reform

X Cannot assess how 340B affects overall healthcare
spending or premiums

* Data elements should include claim date, 340B ID, NDC-11 purchased, quantity, unit WAC price, unit 340B ceiling price, unit MFP, rebate
amount, rebate payment date, and rejection reason.

< CALL TO ACTION

Policymakers have pushed for real, tangible data to help employers bring down their hospital spending and drug
costs via PBMs. However, the 340B program, which sits at the intersection of those two cost centers and is on
pace to surpass $100 billion, remains opaque.

Several recent proposals, including HRSA’s proposed 340B rebate model, are a step in the right direction towards
transparency — but any reporting that leaves plan sponsors on the hook for costs they cannot see or manage risks
jeopardizing their ability to fulfill their fiduciary duty.

Congress should require the provision of claims-level data to employers so they can evaluate and
mitigate its impact on costs for working families.
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For estimates on how 340B may affect

- employer spending, please refer to the
National Alliance of Healthcare Purchaser
- Coalition’s Cost Calculator tool.
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