
The Oregon Access Problem: 
If the State Legislature does not take meaningful action in 2025, 
patients across Oregon will continue to lose access to pharmaceutical 
care and their trusted pharmacy professionals.

Presentation researched and assembled by the following speakers:



Oregon has the 2nd worst ranking in the nation in access to pharmacy. 

OPB: Pharmacy Access Extremely Limited in Oregon  

AP Interactive Pharmacy Map  

Oregonian Interactive Pharmacy Map 

The Oregon Access Problem:

Noted Transparency & Accountability Problems in the public, regulated system provides insight 
as to what is happening - or not happening - on the unexamined commercial side: 

SOS Audit on PBMs in Oregon Medicaid System

https://www.opb.org/article/2024/06/05/oregon-pharmacy-closures-limited-access/
https://interactives.ap.org/pharmacy-map/
https://projects.oregonlive.com/data-points/pharmacies/carto_map
https://sos.oregon.gov/audits/Pages/audit-2023-25-Pharmacy-Benefit-Managers.aspx


Oregon pharmacy closures have increased rapidly and we are at the tipping 
point.  

 Oregonian: State Hardest Hit in Wave of Closures Nationally  

 CO Daily: Bend Walgreens Closing 

The Oregon Access Problem:

https://www.oregonlive.com/business/2024/06/as-pharmacies-disappear-nationwide-oregonians-amongst-the-hardest-hit.html
https://www.centraloregondaily.com/news/local/bend-walgreens-pharmacy-closing/article_c55184a4-2851-11ef-b6c3-5fbc5b5c9293.html#:~:text=The%20pharmacy%20at%20the%20Walgreens,is%20closing%20Monday,%20June%2017.


Why???? 
Insurance companies and PBMs are vertically integrated, financially 
intertwined and even mutually-invested in each other.

“The three largest – Express Scripts (an independent publicly-traded company), 
CVS Caremark (the pharmacy service segment of CVS Health and a subsidiary 
of the CVS drugstore chain), and OptumRx (the pharmacy service segment of 
UnitedHealth Group Insurance) – controlling approximately 89% of the 
market and serving about 270 million Americans. “

Source: National Association of Insurance Commissioners, who dedicated an entire workgroup and sub-committee to PBMs and how they impact costs.

NOTE: Express Scripts is owned by Cigna, despite being referred to as “independently” traded; Cigna now has 2 distinct profit centers.

https://topics-naic-cms.pantheonsite.io/sites/default/files/inline-files/NCPA%208-29-19.pdf
https://www.pcmanet.org/value-of-pbms/
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By Rebecca Robbins and Reed Abelson

This is the first article in a series about how pharmacy benefit managers
prioritize their interests, often at the expense of patients, employers and
taxpayers.

June 21, 2024

Americans are paying too much for prescription drugs.

It is a common, longstanding complaint. And the culprits seem

obvious: Drug companies. Insurers. A dysfunctional federal

government.

But there is another collection of powerful forces that often escape

attention, because they operate in the bowels of the health care

system and cloak themselves in such opacity and complexity that

many people don’t even realize they exist.

They are called pharmacy benefit managers. And they are driving

up drug costs for millions of people, employers and the

government.

The three largest pharmacy benefit managers, or P.B.M.s, act as

middlemen overseeing prescriptions for more than 200 million

Americans. They are owned by huge health care conglomerates —

CVS Health, Cigna and UnitedHealth Group — and are hired by

employers and governments.

The job of the P.B.M.s is to reduce drug costs. Instead, they

frequently do the opposite. They steer patients toward pricier

drugs, charge steep markups on what would otherwise be

inexpensive medicines and extract billions of dollars in hidden fees,

a New York Times investigation found.

Most Americans get their health insurance through a government

program like Medicare or through an employer, which pay for two

different types of insurance for each person. One type covers visits

to doctors and hospitals, and it is handled by an insurance

company. The other pays for prescriptions. That is overseen by a

P.B.M.

The P.B.M. negotiates with drug companies, pays pharmacies and

helps decide which drugs patients can get at what price. In theory,

everyone saves money.

Biggest P.B.M.s Dominate
Each P.B.M.’s estimated share of prescriptions filled in the United States.

Notes: Data missing for 2013. • Source: Drug Channels Institute • By Ella Koeze

“We’re really, really good at what we do,” Jon Mahrt, president of

UnitedHealth’s P.B.M., Optum Rx, said in an interview. The main

lobbying group for the P.B.M.s says that in 2022 they saved their

clients and patients $286 billion.

But those savings appear to be largely a mirage, a product of a

system where prices have been artificially inflated so that major

P.B.M.s and drug companies can boost their profits while taking

credit for reducing prices.

The Times interviewed more than 300 current and former P.B.M.

employees, patients, physicians, pharmacists and other industry

experts, and reviewed court documents and patient records. The

investigation found that the largest P.B.M.s often act in their own

financial interests, at the expense of their clients and patients.

Among the findings:

P.B.M.s sometimes push patients toward drugs with higher out-

of-pocket costs, shunning cheaper alternatives.

They often charge employers and government programs like

Medicare multiple times the wholesale price of a drug, keeping

most of the difference for themselves. That overcharging goes far

beyond the markups that pharmacies, like other retailers,

typically tack on when they sell products.

The largest P.B.M.s recently established subsidiaries that harvest

billions of dollars in fees from drug companies, money that flows

straight to their bottom line and does nothing to reduce health

care costs.

The P.B.M.s, which are responsible for paying pharmacies on

behalf of employers, are driving independent drugstores out of

business by not paying them enough to cover their costs. Small

pharmacies have little choice but to accept these lowball rates

because the largest P.B.M.s control an overwhelming majority of

prescriptions. The disappearance of local pharmacies limits

health care access for poorer communities but ultimately

enriches the P.B.M.s’ parent companies, which own drugstores or

mail-order pharmacies.

P.B.M.s sometimes delay or even prevent patients from getting

their prescriptions. In the worst cases, patients suffer serious

health consequences.

Many patients learn about the existence of P.B.M.s only when they

have a problem getting medications and spend hours navigating a

byzantine system of approvals and restrictions.

What to Do if You’re Overpaying for Prescriptions

Have You Had Trouble Getting Your Medication? We Want to Hear From
You.

But the P.B.M.s’ business practices touch virtually every American

family. Even people who don’t take prescription drugs end up

paying higher insurance premiums and taxes as a result of inflated

drug costs.

In Oklahoma, for example, CVS’s P.B.M., Caremark, overcharged

the health plan for state employees by more than $120,000 a year

for one patient’s cancer drug, according to his insurance

documents.

In Illinois, a woman with cancer paid hundreds of dollars more

than she should have for her pain medication because Caremark

required her to use a more expensive version.

In New Jersey, Cigna’s P.B.M., Express Scripts, wanted Joseph

Kaplan, a 77-year-old retiree, to pay $211 for a three-month supply

of his allergy drug when he could have paid $22 at Costco. “It’s just

nuts,” he said.

Smallish sums quickly add up when applied across the health care

system. It is a big reason the P.B.M.s have become a fast-growing

and profitable industry.

If they were stand-alone companies, the three biggest P.B.M.s

would each rank among the top 40 U.S. companies by revenue. The

largest, Caremark, generates more revenue than Ford or Home

Depot.

Because of recent mergers, they are becoming more dominant,

collectively processing roughly 80 percent of prescriptions in the

United States. In 2012, the figure was less than 50 percent.

Executives at the P.B.M.s say their size is essential to counteract

the companies that make brand-name drugs.

“The biggest driver of cost in this country is the brand

manufacturers,” David Joyner, president of CVS Caremark, said in

an interview. “Size and scale really matters in order to be able to

influence and be able to lower the overall cost of branded

pharmaceuticals.”

Officials at Caremark, Express Scripts and Optum Rx defended

their business models. Some executives acknowledged that there

were times when they overcharged for specific drugs, but the

companies said they offered the lowest overall prices to their

clients. (The system’s opacity makes that claim impossible to

verify.)

The P.B.M.s also say that tightfisted employers are to blame when

patients are charged high out-of-pocket costs or can’t get their

medications. Indeed, many employers skimp on the health benefits

they offer workers.

Yet employers don’t always grasp the impact of their choices. They

have outsourced so much of the responsibility for handling their

workers’ drugs that employers often can’t understand — much less

control — how the system works.

Few issues are as politically explosive as drug prices. For years,

drug companies bore the brunt of the public ire. Increasingly, that

anger is also being directed at P.B.M.s.

David Joyner, president of CVS Caremark, left, and Adam Kautzner, president of
Express Scripts, before the start of a Senate hearing on insulin costs. Carolyn
Kaster/Associated Press

In Washington and state capitals, lawmakers, regulators and

attorneys general have suggested that the benefit managers may

be inflating drug prices and engaging in anticompetitive behavior.

“They’re seeking to extract from the system, without creating any

corresponding value for the system,” said Dave Yost, the

Republican attorney general in Ohio, who has sued Express Scripts

and Optum Rx over their business practices. “The patients are the

ones that are suffering.”

‘The Arsonist and Firefighter’

P.B.M.s have been around since the late 1950s. They initially

handled requests mailed in by pharmacies and patients seeking

reimbursement for the costs of prescription drugs.

Over the decades, P.B.M.s have had different owners, including

drug makers and large chains of pharmacies. They were often

credited with saving money for patients and employers, including

in the early 2010s when they embraced a new wave of generic

drugs. They kept a slice of the savings for themselves.

The modern P.B.M. emerged in 2018. The giant health insurers

Aetna and Cigna were trying to achieve the growth demanded by

Wall Street. They sought to merge with the P.B.M.s, whose profits

were soaring. Aetna and CVS combined. Cigna bought Express

Scripts. (UnitedHealth had built its own P.B.M.)

It would turn out to be a seminal moment, one that would rapidly

and radically change the American health care system by further

shifting power into the hands of giant conglomerates and away

from employers and patients.

A Modern Health Care Conglomerate

Note: CVS Health has additional units not shown. • By Ella Koeze

Today, P.B.M.s feed off a system where everything is

extraordinarily complicated — including how much a drug actually

costs.

Here’s how it works.

When you hear about a $16,000-a-year obesity drug or a $275 vial

of insulin, that’s not the final price of the medication. This sticker

price is just the starting point for negotiations between P.B.M.s and

drug companies.

The drug companies generally agree to reduce prices on brand-

name medications by giving rebates and other payments to the

P.B.M.s. The P.B.M.s then share most of that with employers. But

they also pocket a portion — sometimes about 10 percent — for

themselves. Because of the huge national volume of drug spending,

that adds up to billions of dollars.

Greater discounts do not necessarily benefit patients. While lower

costs for employers can translate into lower insurance premiums

for workers, some out-of-pocket costs are set as a percentage of the

original sticker price. So when sticker prices are higher, patients

pay more.

The P.B.M.s’ demands for greater discounts often lead drug

companies to increase sticker prices so that they can maintain

their profit margins.

As a result, it is common for a drug’s final price after discounts to

plateau even as patients’ out-of-pocket costs for that drug go up.

Consider Eliquis, a brand-name blood thinner that is widely used to

prevent blood clots and strokes. The manufacturer, Bristol Myers

Squibb, has more than doubled the sticker price in the past decade.

But Bristol is also now paying much more in discounts, according

to the data provider SSR Health.

That means P.B.M.s are delivering big rebates on Eliquis to

employers. But because some out-of-pocket costs are a percentage

of the sticker price, many patients are now paying hundreds of

dollars more per year.

“P.B.M.s save money off bogus inflated prices that should not exist

in the first place,” said Antonio Ciaccia, a consultant hired by Ohio

and other states that are investigating the benefit managers. “They

are the arsonist and firefighter of high drug prices.”

A Bizarre Incentive

The Federal Trade Commission is concerned that the rebate

payments from drug companies to P.B.M.s may be illegally

distorting the market.

“We’ve heard a lot of complaints about the rebate system and

whether the rebates may effectively be functioning as kickbacks

that are diverting people to more expensive medicines at the

expense of lower-cost generics,” Lina Khan, the F.T.C. chair,

recently told reporters.

“We’ve heard a lot of complaints about the rebate system,” Lina Khan, the chair of the
Federal Trade Commission, said recently. Kenny Holston/The New York Times

She was alluding to a bizarre incentive that will sound familiar to

many people who routinely take prescription drugs: Even when an

inexpensive generic version of a drug is available, P.B.M.s

sometimes have a financial reason to push patients to take a brand-

name product that will cost them much more.

For example, Express Scripts typically urges employers to cover

brand-name versions of several hepatitis C drugs and not the

cheaper generic versions.

More voices, better journalism. The article you are reading is in part the result of

The Times inviting readers to share their experiences. With questionnaires, we get a

wide range of views that often lead to a more deeply reported article. This helps us

ensure that our journalism reflects the world we cover.

Here’s more on how it works and why it’s good for us and you.

The higher the original sticker price, the larger the discounts the

P.B.M.s can finagle, the fatter their profits — even if the ultimate

discounted price of the brand-name drug remains higher than the

cost of the generic.

P.B.M. executives say they are not to blame when patients are

saddled with higher out-of-pocket costs on brand-name drugs.

They say they’re just doing what their clients, the employers, want.

The P.B.M.s recommend different options, but the employers have

the final say.

In some cases, employers actually prefer the use of brand-name

drugs, even when a generic is available, because their final costs

can be lower once discounts are taken into account — even if the

costs go up for their employees.

On a snowy February afternoon in rural Middleport, N.Y., a

customer came to the local pharmacy to pick up an inhaler. He

normally got the generic version of Symbicort, which is used to

treat conditions like asthma.

This time, though, the patient’s P.B.M., Caremark, would pay only

for the more expensive brand-name version. The pharmacist on

duty, Mark Stahl, said it would cost the patient more than $300 out

of pocket — about $60 more than he would have had to pay for the

generic version that was no longer covered. The frustrated

customer left without the inhaler he came for.

A Times reporter witnessed the interaction. Mr. Stahl said that

P.B.M. tactics like this were common. “It’s a constant struggle all

day long,” he said.

An Irish Workaround

The Dublin offices of Emisar, a subsidiary that Optum Rx set up to negotiate discounts with drug
manufacturers. Paulo Nunes dos Santos for The New York Times

A short walk from the bustling pubs and shops in central Dublin, a

glass-paneled office building houses the latest secret to the P.B.M.s’

success. Inside is a subsidiary that Optum Rx — itself a subsidiary

of UnitedHealth — set up to negotiate discounts with drug

manufacturers.

The creation of the subsidiary, Emisar, has allowed UnitedHealth to
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Why???? 

Insurance companies and 
PBMs are vertically 
integrated, financially 
intertwined and even 
mutually-invested in each 
other/themselves.

Source: NY Times, June 21 2024 Article



Why???? 
Insurance companies and PBMs are vertically integrated, financially 
intertwined and even mutually-invested in each other/themselves.

Source: NY Times, June 21 2024 Article

"The job of the P.B.M.s is to reduce drug costs. Instead, they 
frequently do the opposite. They steer patients toward pricier 
drugs, charge steep markups on what would otherwise be 
inexpensive medicines and extract billions of dollars in hidden 
fees, a New York Times investigation found.”



Oregon’s Legacy in the Balance:
Oregon pharmacists have toiled in good faith for over a decade to pass enforceable regulations… and 
have yet to achieve the stability necessary to maintain - let alone strengthen - patient access. 

2012: Oregon failed to pass a bill that would have required certification/registration with the Board of Pharmacy. 
2013: Oregon established registration of PBMs. Stranded provisions included prohibiting incentives for mail order. 
2014: Oregon failed to pass two provisions around patient choice in mail order and prescription refill mandates. 
2016: Oregon failed to pass the same two provisions as above, but a budget note assigned authority to DCBS. 
2017: DCBS was granted statutory oversight and enforcement powers, but with lower fines than others in the nation. 
2019: Oregon was finally successful in allowing for patient choice, anti retaliation and attempted to ban clawbacks. 
2020: Oregon failed to pass three different bills that would have eliminated fees, redefined PBMs, pay-to-play. 
2022: Oregon was only able to pass a bill banning “evergreen” contracts, but not other “fair practice” provisions. 
2023: Oregon failed to mandate reimbursement floors, elimination of all fees, update the definition of PBMs. 
2023: Oregon did pass a bill aimed at eliminating DIR Fees, which Oregon pharmacists report are still ongoing. 
2024: Oregon did pass a bill providing the agency more transparency, but lost the sustaining policies on payment.



Oregon has a choice: continue to squeeze patient-pharmacy access points by 
allowing PBMs to continue to use contract-based, network and financial dependency 
to suffocate locally operated, community focused, brick and mortar pharmacies.

Oregon’s Legacy in the Balance:

If they were stand-alone companies, the three biggest P.B.M.s would each 
rank among the top 40 U.S. companies by revenue. 


The largest, Caremark, generates more revenue than Ford or Home Depot.


NY Times: Employers Don’t Grasp the Impact of Their Choices.

https://www.nytimes.com/2024/06/21/business/prescription-drug-costs-pbm.html


Resolving Oregon’s Access Problem
Oregon Pharmacists have identified 7 Pillars to resolve the patient access problem. 

NOTE: Some policies have been proposed in the past and some are designed to build off of recently passed policy.



Resolving Oregon’s Access Problem
“Spread Pricing” Ban:

Spread pricing is the PBM practice of charging payers more than they pay the pharmacy 
for a medication and then the PBM keeps the "spread" or difference as profit. May 
include monies clawed back or not paid to pharmacies for “performance-based” or other 
contract types 

Proposed language: A PBM is prohibited from conducting spread pricing 

States with some form of prohibiting spread pricing: Arkansas, Delaware, Georgia, 
Louisiana, Michigan, Oklahoma, Virginia



Reimbursement Restructuring:

Requesting HB 3013 language with changes based on feedback 

Change from MAC to NADAC as reimbursement methodology 
Where NADAC is  not available, then WAC 
If neither NADAC nor WAC is available, then Usual & Customary 

Plus professional dispensing fee 
Shall pay a solo network pharmacy or a network pharmacy chain a professional dispensing fee in 
an amount no less than the dispensing fee established by the Oregon Health Authority by rule 

States with provisions to prevent under-reimbursement Arkansas, Delaware, Idaho, Louisiana, 
Montana, Oklahoma, Tennessee, Wyoming

Resolving Oregon’s Access Problem



Access Anywhere:
Must permit the policyholder, certificate holder or beneficiary, at the time of issuance, 
amendment or renewal, to select a licensed pharmacy or licensed pharmacist for the dispensing 
of prescription drugs reimbursed by the policy, certificate or contract; 

 May not deny a pharmacy or pharmacist licensed in this state the opportunity to participate as 
a preferred provider or a contracting provider, under the same terms and conditions applicable 
to all other preferred or contracting providers if the pharmacy or pharmacist agrees to the terms 
and conditions; 

Requirements to participate in network must be reasonable, not overly burdensome, not have a 
cost, and not be stricter than standard of care 

35 states have some statutes addressing access including the above

Resolving Oregon’s Access Problem



Equitable Terms:

A pharmacy benefits manager shall not reimburse a pharmacy or pharmacist in the state an 
amount less than the amount that the pharmacy benefits manager reimburses a pharmacy benefits 
manager affiliate for providing the same pharmacist services.  

A pharmacy benefit manager shall not require a covered individual to fill a prescription or 
receive pharmacy care services from an affiliated pharmacy 

16 states have some form of prohibition of steering 
15 states regulate reimbursements to PBM-owned pharmacies

Resolving Oregon’s Access Problem



SCOTUS & Rutledge:

Oregon is in the 9th Circuit, so the law of the land remains Rutledge.  

State rate regulations that merely increase costs or alter incentives for ERISA plans without 
forcing plans to adopt any particular scheme of substantive coverage are not pre-empted by 
ERISA. (Rutledge v PCMA) 

Arkansas Act 900 does not “ ‘ac[t] immediately and exclusively upon ERISA plans,’ ” and “ ‘the 
existence of ERISA plans is [not] essential to the law’s operation.’ ” … Act 900 affects plans only 
insofar as PBMs may pass along higher pharmacy rates to plans with which they contract, and 
Act 900 regulates PBMs whether or not the plans they service fall within ERISA’s coverage. 
ERISA plans are therefore also not essential to Act 900’s operation (Rutledge v PCMA)

Resolving Oregon’s Access Problem



Prohibitions on Retaliation:

A pharmacy or pharmacist may decline to provide the pharmacist services to a 
patient or pharmacy benefits manager if a pharmacy or pharmacist is to be paid 
less than the pharmacy acquisition cost of the pharmacy providing pharmacist 
services.  

May not punish pharmacists or pharmacies because they discussed details of 
payment with employers or payers.  

Resolving Oregon’s Access Problem



Good Faith Business Practices:

Contracts and all addendums must be agreed to or affirmed in writing by the 
pharmacy or PSAO at least 30 days in advance 

A pharmacy benefits manager shall not require that a pharmacy participate in 
one contract in order to participate in another contract. (Louisiana, Maine, 
New Mexico) 

A violation of reimbursement floor is a deceptive and unconscionable trade 
practice (Arkansas, Louisiana)

Resolving Oregon’s Access Problem



The Oregon Access Problem… 
If the State Legislature does not take meaningful action in 2025, 
patients across Oregon will continue to lose access to pharmaceutical 
care and their trusted pharmacy professionals.

…Needs to be Resolved.


