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On Line first. Escalating drug prices are alarming. Consider: 1) a move to value-based frameworks
for assessing drugs. 2) Whereas the governments of many countries use their regulatory and buying power to
control drug prices, these US based initiatives represent private-sector solutions. 3) Value is an elusive target
and there is no consensus about what dimensions should be taken into account. 4) The frameworks wither ignore
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Universal Health Care Financed by a Public single Payer Plan. Go to Physicians for a National
Health Program website (http://www.pnhp.org/). In the Articles of Interest section one notes an entire
bibliography devoted to research done related to single payer. In addition the section titled Quote of the Day
section one reviews the most pertinent articles with editorial comment (http://www.pnhp.org/news/quote-of-the-
day).
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from drug company influence. (Disclosure: I’ve donated time to NLARx over the years). Which brings us to

Vermont’s single-payment system (GMC). Several items in this law will keep Marjorie and her friend busy. This

not a final plan yet, but simply a framework of things drug companies don’t like:

a. Evaluate a single state-wide drug formulary — recommendation due by Jan 15, 2012. Expect every drug-
company supported patient advocacy group to testify against this. (See the excellent Pro Publica report on
PhRMA support to patient advocacy groups). In any event, it is not clear that a single formulary would save
money. Much more flexible formulary rules and aggressive generic & therapeutic substitution might. (Health
Affairs ungated).

b. Dramatically expand use of 340B pricing, potentially for all drugs in GMC. 1 don’t know how this is possible
— 340B was designed for low-income populations, not entire states. Expanding 340B to all eligible
populations is a great idea, since the prices are quite low, but making it universal will threaten access for the
free clinics that were the historic base for 340B. (I’ve written about price discrimination in prescription drug
markets in US Senate testimony and the Yale Journal of Health Policy, Law & Ethics).

c. VT may request a full part D waiver, rolling all Part D drug purchasing into GMC. This would bypass the
debate on CMS “negotiating” Part D drug prices by letting the state try.

d. VT will also consider buying all GMC drugs through Medicaid, with the statutory and supplemental rebates.
I don’t know how a state could buy drugs through Medicaid for non-Medicaid populations. This also threatens
to undermine the US price discrimination scheme. In any event, PARMA can offset the rebates by raising
prices.

e. A single mechanism for negotiating rebates and discounts, concentrating and leveraging the state’s buying
power, creating a monopsony to negotiate with monopolies.

f.  Expanding anti-datamining, gift ban, & transparency rules. Not in the legislation at present, but expect it to
be added if the Supreme Court strikes down the current version of the VT anti-datamining law in Sorrell v.
IMS.

g. Importation from Canada. Also missing from the list, but a perennial option frequently discussed in VT.

5. And many more. ...
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