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and that we address the mental health issues 
of each veterans population with careful con-
sideration to their unique needs. 

It is with a heavy heart that I recognize Sui-
cide Prevention Month and urge every Mem-
ber of Congress to honor our veterans with 
actions that reflect our nation’s eternal grati-
tude for their service. 

Mr. SMITH of New Jersey. Mr. Speaker, I 
rise today to mark Suicide Prevention Month 
and to join with my colleagues in helping to 
raise awareness of—and combat—the stag-
gering rate of suicide among our veteran pop-
ulation. 

The men and women of our military make 
tremendous, selfless sacrifices on behalf of 
each and every American. As a result, many 
veterans return from service with physical and/ 
or invisible wounds and a disturbingly high 
number are taking their own lives. 

In July, the VA released the most com-
prehensive study analyzing suicide among our 
veteran population to date, reviewing 55 mil-
lion veterans’ records since 1979. It showed 
that every day an estimated 20 veterans com-
mit suicide. This number is tragic beyond 
words, unacceptable and numbing. 

Mr. Speaker, we are in the midst of what 
can only be described as a staggering mental 
health crisis costing the lives of 20 of our na-
tion’s heroes every day. Too many veterans 
are being left behind and too many families 
are left with the pain and anguish of losing a 
loved one. Often times, family members wit-
ness the veteran struggling but the VA refuses 
to take their observations into account. 

As the son of a WW2 combat veteran, I 
have witnessed the residual wounds of war, 
the struggle to cope with the post-traumatic 
stress that can continue for decades and the 
pain that a lack of access to services can 
cause for veterans and their families. 

This Congress, we have passed legislation 
to give the VA additional tools and give vet-
erans key support, including the Clay Hunt 
Suicide Prevention for American Veterans Act 
(P.L. 114–2), which targeted the gaps in the 
VA’s mental health and suicide prevention ef-
forts; and the Female Veteran Suicide Preven-
tion Act (P.L. 114–188), which is intended to 
prod the VA to take into account the complex 
causes and factors that are driving the dis-
proportionately high suicide rate among 
women veterans and use that information 
when designing suicide prevention programs. 

The Comprehensive Addiction and Recov-
ery Act (P.L. 114–198) included provisions to 
direct the VA to take several actions to ex-
pand opioid safety initiatives that help prevent 
veterans from becoming opioid abusers. As a 
recent Frontline investigation entitled ‘‘Chasing 
Heroin’’ summarized: ‘‘Veterans face a double- 
edged threat: Untreated chronic pain can in-
crease the risk of suicide, but poorly managed 
opioid regimens can also be fatal.’’ 

The VA must do better: they cannot simply 
dole out drugs, as we saw in Tomah. It is a 
dereliction of duty for VA medical staff 
charged with the sacred task of caring for our 
nation’s veterans and this law will help ensure 
proper management and controls are in place 
when the VA treats a veteran’s chronic pain. 

The VA does have a number of suicide pre-
vention programs that can be a resource for 
veterans, servicemembers, their families and 
loved ones, including and especially the Vet-
erans Crisis Hotline. Any veteran in danger of 
self-harm or suicide can call, 24 hours a day. 

It is anonymous and confidential. It is staffed 
by trained professionals who will ‘‘work with 
you to reduce the immediate risk, help you get 
through the crisis, make sure you are safe, 
and help you to connect with the right serv-
ices.’’ 

We have an obligation to repay the debt we 
owe to those who have fought in defense of 
our nation and a sacred duty to ensure that 
we do everything in our power to get our vets 
the physical and psychological support they 
need. 

This year’s Suicide Prevention Month theme 
is ‘Be There.’ During the darkest hours in our 
history, the men and women who serve in uni-
form have always been there to answer the 
call. We can and must do better to be there 
for them. 

f 

COMMUNITY PHARMACISTS 

The SPEAKER pro tempore. Under 
the Speaker’s announced policy of Jan-
uary 6, 2015, the gentleman from Geor-
gia (Mr. COLLINS) is recognized for 60 
minutes as the designee of the major-
ity leader. 

GENERAL LEAVE 
Mr. COLLINS of Georgia. Mr. Speak-

er, before I begin, I ask unanimous con-
sent that all Members have 5 legisla-
tive days to revise and extend their re-
marks and to include any extraneous 
material on the topic of this Special 
Order. 

The SPEAKER pro tempore. Is there 
objection to the request of the gen-
tleman from Georgia? 

There was no objection. 
Mr. COLLINS of Georgia. Mr. Speak-

er, well, we are back at it tonight. We 
are going to be going at a subject that 
I have been down here before on and 
will continue to come down here on 
until, frankly, I believe that we are 
moving forward with this issue that af-
fects pretty much every hometown of 
every Congressman here. It is amazing, 
though, how much we don’t know 
about it. It is amazing how much it 
goes unreported and how much it gets 
looked over. 

In the sake of the shiny object of sav-
ings, our community pharmacists, our 
independent pharmacists, are being ba-
sically run out of business. Mr. Speak-
er, I don’t tell you anything new. 

For my friends who will join me here 
tonight, this is about hometown Amer-
ica. This is about the healthcare chain 
that we all talk about. And a forgotten 
element of that healthcare chain is 
something that we need to focus on. 

Community pharmacists fill an im-
portant niche in our healthcare sys-
tem, serving as the primary healthcare 
provider for over 62 million Americans. 
They dispense roughly 40 percent of the 
prescriptions nationwide and a higher 
percentage in rural areas, especially 
mine in northeast Georgia. 

Community pharmacists play such 
an important role in our healthcare 
system by being that accessible voice 
at the other end of the phone or at the 
counter, just being there sometimes to 
answer those simple questions that are 
very important to somebody, or to an-

swer the difficult questions that could, 
frankly, mean the life or death for that 
patient, knowing how to take their 
medication, knowing what to get and 
how to be there and be a part of the 
community, not just at the pharmacy, 
but at the ball fields and the commu-
nity. Some of the best small business 
employees that we have in our commu-
nities are found in our community 
pharmacies. 

When we look at the relationship 
that communities have with their 
pharmacies, and especially our commu-
nity pharmacists, the face-to-face 
counseling and the work that goes into 
our community pharmacies, and phar-
macists mainly in general, is some-
thing that we need to continue to focus 
on. 

Patients’ failure to properly take 
their medication regimen costs the 
healthcare system nearly $300 billion 
and contributes to 125,000 deaths each 
year. The face-to-face counseling that 
our community pharmacists give is the 
most important and the most effective 
way for ensuring that our patients take 
the right medicine, know what they 
are taking, and why they take it. 

Yet, as I stated before and state here 
again on the floor tonight, there is a 
group that believes that our commu-
nity pharmacists—really frankly if you 
just look at it—shouldn’t exist. Be-
cause everything they are doing, the 
pharmacy benefit manager, the PBM, 
that middle person—I want to show 
you this. We are going to talk about 
this chart more here as we go—but the 
PBMs control the pharmacy system 
right now. In fact, if you just take the 
PPM here in the middle and you look 
at employers and you look at patients 
and you look at the pharmaceutical 
companies and you look at the phar-
macies, they sort of circle around here. 

We are going to talk about this ‘‘sav-
ings issue’’ and look at it and ask: Is it 
actually saving employers? Is it actu-
ally helping pharmaceutical companies 
get out products? More importantly, is 
it actually helping the patient? 

I think tonight you are going to find 
out that there are a lot of questions to 
be had here. We will talk about that as 
we go forward. 

As we look at this, we have a lot of 
things that my friends tonight are here 
to talk about. We are going to talk 
about MAC transparency. We are going 
to talk about generics. We are going to 
talk about the way this goes, but we 
are also going to talk about really 
what I believe is the unfair tactics used 
by PBMs that are constantly forcing 
our pharmacies and our community 
pharmacists out of business. 

I think, at some point in time, many 
of the PBMs ought to change their mis-
sion in life into ‘‘saving’’ or being a 
part of the pharmaceutical system and 
say: our job is to run community phar-
macists out of a job. They are the best 
I have ever seen at doing that. 

In one of my small towns just 20 min-
utes from my house, in the past year, 
three community pharmacies have 
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closed. Three. They are now in a small-
er town being forced into choices they 
didn’t want to have to make, into 
PBM-controlled pharmacies. 

You see, PBMs, when they first start-
ed, had a good idea: How do we make 
sure that we get drugs and medications 
to pharmacies at a cheaper price so 
that the patients at the end save 
money and employers can save money? 

Then PBMs decided that they wanted 
to be a part of all the system. They 
wanted to start owning pharmacies. 
They wanted to start owning the sup-
ply chain. They wanted to start being a 
part of it all. And when they did that 
then everybody else was competition. 

I have said it before from here: The 
problems that we have—and Georgia 
pharmacists have talked about it, and 
we have talked about it as well—is 
when you have your competitors who 
are able to come in and audit you and 
they are able to fine you for clerical er-
rors and keep you out of systems and 
out of payments and things that they 
give their own pharmacies, that is just 
wrong. It is wrong when they only 
come in and audit the name brands and 
leave the generics behind. 

For some of you, if you are watching, 
if you are thinking about it and hear-
ing my voice for the first time, you are 
maybe saying: Well, that is okay. They 
are making sure systems are safe. 

PBMs are not auditing pharmacies to 
make sure they are safe. They are au-
diting pharmacies to make money be-
cause they are going to withhold the 
cost of the drug from the pharmacist. 
In other words, if they make a clerical 
error and the drug costs $100, let’s just 
say, they don’t take their profit. They 
don’t take the margin. They take the 
entire $100 back. I wish I had a racket 
set up that good. 

The sad part about that whole state-
ment there is, at the end of the day, 
Joe or Suzy or Bob or Bill or whoever 
came and got their prescription knew 
nothing about this ‘‘error.’’ All they 
knew is the pharmacist filled the pre-
scription that the doctor had ordered, 
and they went home and took their 
medicine and got better. 

Yet, on this other end, PBMs are try-
ing to destroy an industry and a group 
of people who mean so much to our 
communities. So tonight we are going 
to talk about it. We are going to talk 
about it some more, and we are going 
to keep bringing attention to this until 
the light is fully shined on this. 

Tonight, as we get ready to talk 
about it, a gentleman who has been 
such a friend to us as we have been 
doing these, Representative LOEBSACK, 
is here tonight. It is good to share the 
stage again with him because this is 
something that needs to be discussed. 
It needs to be hammered home until 
every Member of the House and Senate 
understand this and we find a workable 
solution. 

I yield to the gentleman from Iowa 
(Mr. LOEBSACK). 

Mr. LOEBSACK. Mr. Speaker, I 
thank the gentleman from Georgia 

(Mr. COLLINS) for inviting me to join 
him in leading this Special Order. I 
have been in this job long enough to 
know there are people you don’t want 
to follow when you speak, and DOUG 
COLLINS is one of those. The guy is ab-
solutely inspired, but he is inspired for 
a lot of reasons. 

He has been a strong leader on phar-
macy issues. He has been a great part-
ner on the bills that we will discuss 
this evening. I am proud to say this is 
a bipartisan issue. Although, at the 
moment, I am the only Democrat over 
here, I can assure you there are others 
who are with us on this issue. 

Mr. COLLINS of Georgia. Well, bring 
them on. 

I yield to the gentleman from Iowa. 
Mr. LOEBSACK. Mr. Speaker, we 

have been able to find a consensus on 
this, too, among this bipartisan group 
of folks. 

As my good friend said: Pharmacists 
across the country serve as the first 
line, really, of healthcare services for 
many patients, especially in small 
towns in Iowa and around the country. 
People count on pharmacists’ training 
and expertise to stay healthy and in-
formed and maybe, most importantly, 
to stay out of urgent care centers and 
hospitals, something we all want to see 
happen. 

I am proud to stand here today with 
my colleagues to recognize the quality, 
affordable, and personal care that phar-
macists provide every day. 

Community pharmacists and their 
pharmacies are also a great source of 
economic growth in rural communities, 
like those in my district in Iowa. I 
have 24 counties. It is a big area. And 
when a pharmacy is under pressure 
economically, the community knows it 
and hears about it. And if they have to 
close, the community suffers as a re-
sult. 

As a member of the Small Business 
Caucus, I recognize how challenging it 
can be for some small pharmacists to 
compete with bigger companies. I ap-
preciate their hard work to serve our 
communities every day. 

Like most small-business owners, 
community pharmacists face many 
challenges to compete and negotiate on 
a day-to-day basis with large entities 
in their business transactions. I fre-
quently visit with community phar-
macists in my district, and I have 
heard directly from them how hard 
they have to fight to compete on a 
level playing field that isn’t always 
level for smaller pharmacies. So it is 
not really a level playing field. 

One pressing challenge facing many 
community pharmacists, as was al-
ready mentioned, is the ambiguity and 
the uncertainty surrounding the reim-
bursement of generic drugs. Of all 
things, it is the reimbursement of ge-
neric drugs. 

Generic prescription drugs account 
for the vast majority of drugs dis-
pensed by pharmacists, making trans-
parency in reimbursement absolutely 
critical to the financial health of small 

pharmacies. However, pharmacists are 
reimbursed for generic drugs through 
maximum allowable cost, or MAC, a 
price list that outlines the upper limit 
or the maximum amount that an insur-
ance plan will pay for a generic drug. 
And these lists are created, as was 
mentioned, by none other than the 
pharmacy benefit managers, or PBMs, 
the drug middlemen, if you will. 

The methodology used to create 
these lists is not disclosed. Further, 
these lists are not updated on a regular 
basis, resulting in pharmacists being 
reimbursed below what it costs them 
actually to acquire the drugs. This is a 
major problem because, when PBMs 
aren’t keeping the cost of generic drugs 
consistent, those price differentials can 
be a serious financial burden for phar-
macies. 

Small pharmacy owners face even 
greater disadvantages than their larger 
counterparts because of the clear lack 
of leverage they have when negotiating 
the amount they will be reimbursed for 
filling prescriptions when dealing with 
the PBMs. 

When we talk about pharmacies clos-
ing because they can’t keep up with 
the financial challenge, we are talking 
about the creation of an access prob-
lem also that directly affects patients. 
It is not just the pharmacies them-
selves closing down and those folks los-
ing their jobs. It is the patients they 
serve. 

When we talk about reimbursement 
uncertainty for pharmacies, we are 
talking about uncertainty about pa-
tients’ ability to get the medications 
they need at an affordable price. 

When we talked about a community 
pharmacist being put out of work, we 
are talking about taking away a famil-
iar face that local folks trust with 
their healthcare concerns. 

To address this problem—and Rep-
resentative COLLINS is going to talk 
about this, and others are—I partnered 
with him to introduce H.R. 244, the 
MAC Transparency Act. We have had 
actions along this line in the State of 
Iowa as well. We can do it at the Fed-
eral level if we can do it at the State 
level. 

This bipartisan bill would ensure 
Federal health plan reimbursements to 
pharmacies to keep pace with generic 
drug prices, which can skyrocket over-
night. 

So specifically—and I know Mr. COL-
LINS is going to talk about this—it will 
do three things. It will provide pricing 
updates at least once every 7 days. It 
will force disclosure of the sources used 
to update the maximum allowable cost, 
or MAC, prices. Again, it is about 
transparency. It will require PBMs to 
notify pharmacies of any changes in in-
dividual drug prices before these prices 
can be used as the basis for reimburse-
ment. 

This is a commonsense bill, folks. It 
is about access. It is about making sure 
folks have access to their pharma-
ceuticals, to their drugs, and generic 
drugs in particular. 
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Another issue I would like to high-

light is the problem of direct and indi-
rect remuneration, or DIR fees. The 
Centers for Medicare and Medicaid 
Services, CMS, originally coined DIR 
fees as a means of assessing the impact 
on Medicare part D medication costs of 
drug rebates and other price adjust-
ments applied to prescription drug 
plans. 

However, DIR fees have increased 
greatly over the last year on phar-
macies, and, if the pharmacy agrees to 
enter into a contract with a PBM or 
part D plan sponsor, it does not seem 
fair that these mediators can reduce 
the reimbursement rate since the con-
tract has already been agreed to. 

b 2030 

This gets a little bit complicated. I 
know other Members are going to be 
talking about this later on as well. 
There is just basically no transparency 
regarding how the fees are calculated. 

There is another bill that I have 
signed on to. I applaud my colleagues, 
Representative MORGAN GRIFFITH, a 
Republican, and PETER WELCH, a Demo-
crat, for introducing the Improving 
Transparency and Accuracy in Medi-
care Part D Spending Act. It would 
prohibit PBMs and plan sponsors who 
own PBMs from retroactively reducing 
reimbursement on clean claims sub-
mitted by pharmacies after the con-
tract has been submitted. This is a 
scam, and it shouldn’t be happening. I 
urge everyone, leadership, to bring this 
to us and everyone to vote for this bill 
and for our other bill. 

I want to thank, again, Mr. COLLINS 
and the other Members who have been 
here tonight. It is a great opportunity 
for me to participate and highlight 
some problems that our community 
pharmacists are facing and then, ulti-
mately, their patients, the folks they 
serve as well. Those are the folks we 
are trying to look out for as best we 
can and trying to serve while we are 
here in this Congress. I thank Mr. COL-
LINS very much. 

Mr. COLLINS of Georgia. Madam 
Speaker, Mr. LOEBSACK hit it. That last 
little part right there was dead-on. 
This is about the patient. This is about 
serving that patient who is used to 
that trust and faith, who understands 
it, and also really a part of that 
healthcare system that has been pro-
vided a long time that is now at risk of 
going away. 

It is not too strong to say that if we 
do not look at this—and some say, 
well, this is a free market, let them go 
contract. Government is one of the big-
gest payers of this, and this is some-
thing we have got to get at. 

In fact, something Mr. LOEBSACK 
brought up as I was listening to him 
talk, there was a study, TRICARE, in 
fact. In just a moment, I am going to 
introduce Mr. SCOTT here. He is from 
Georgia. He is on the Committee on 
Armed Services. He is a friend. But 
TRICARE did a study where it found 
that, if it eliminated PBMs from the 

TRICARE program, it would save 
roughly $1.3 billion per year. We are up 
here arguing about problems in our 
budget, and we could save this much 
money? 

No, this is about profits. This is 
about consolidation. This is about 
vertical integration. This is about tak-
ing control of a market in which three 
to four companies control 83 percent of 
the market. We are not talking about a 
small little startup. Mr. LOEBSACK is 
right on, dead-on. I thank him so much 
for the work that he is doing, and I ap-
preciate it. 

In light of that, especially dealing 
with TRICARE, again, the bottom-line 
issue here is how we cost-effectively 
provide services to those members in 
our communities who need it the most. 
And this issue of savings, I know there 
is a Texas study that also showed if 
they went away, they would save 
money as well, in the millions of dol-
lars. It is building, but we have just got 
to keep pointing it out. 

I yield to the gentleman from Geor-
gia (Mr. AUSTIN SCOTT), my friend, my 
longtime colleague not only in the 
House in Georgia, but the House up 
here, and fighting for the very values 
we find in Georgia and all across the 
country. 

Mr. AUSTIN SCOTT of Georgia. 
Madam Speaker, I want to thank Mr. 
COLLINS and I want to thank my col-
league from Iowa. This is a bipartisan 
issue. 

Before I speak on behalf of the com-
munity pharmacists, I want to just 
take a second and speak on behalf of 
the taxpayers, the hardworking men 
and women in this country. 

Free markets are transparent mar-
kets, and if we had transparency in the 
system, we probably wouldn’t be here 
today because the American public 
wouldn’t stand for what is going on. 
Unfortunately, we haven’t seen any 
news reports or any reporting to in-
form the public of all of the things that 
have happened over the last couple of 
years, but we saw it on the EpiPen just 
a couple of weeks ago. You saw what 
happens when the press reports, the 
public finds out what is going on: pres-
sure is put on, and then a response 
comes—maybe not the response that 
would have been what we would call eq-
uitable for the patients that need the 
treatment, but at least a response 
came. 

It is not just EpiPens, though. It is 
not just multihundred-dollar drugs and 
multithousand-dollar drugs. When we 
talk about drugs as simple as nitro-
glycerin tablets, again, you, as the tax-
payer, are the largest purchaser of this 
through the government. Nitroglycerin 
tablets have gone from 5 cents apiece 
to $5 apiece. Doxycycline tablets, an 
antibiotic that has been on the market 
for many, many years—again, another 
generic drug. It has gone from pennies 
apiece to dollars apiece. 

I know my colleague, BUDDY CARTER, 
could probably name more drugs for 
you than I can where we have seen 

those same type of hundredfold in-
creases in the price of drugs. I can tell 
you that the hardworking taxpayers of 
this country, in the end, pay that bill. 

One of the best things that we can do 
for you is make sure that we are trying 
to shed light on and bring transparency 
to this system and to make sure that 
we are keeping that small-business 
owner in business so that we are able 
to get the information that we need to 
do a better job for you from them. That 
is where our Nation’s community phar-
macists come in. 

I know for me, I walk into my local 
pharmacist, and they can tell me right 
offhand what the most egregious price 
increases were of the past week, and 
they are happening every single week, 
ladies and gentlemen. These inde-
pendent businesses operate in under-
served rural areas, like many of the 
counties that I represent in Georgia’s 
Eighth District. 

Access to care is already an issue in 
these areas, and it would certainly be 
much worse if our community phar-
macies didn’t exist. In these areas, doc-
tors are many miles away. Local phar-
macists deliver the flu shots. They give 
advice on everything from over-the- 
counter drugs to drug interdictions, 
and if you have got a sick child, most 
of them will meet you at the store 
after hours to help your child get the 
medication that they need. Try that 
with somebody who is not a small-busi-
ness owner. 

It is crucial that these pharmacies 
have a level playing field to stay in 
business against large-scale competi-
tors and the middlemen, if you will, 
the pharmacy benefit managers, when 
trying to run a successful business in 
such a challenging and complex envi-
ronment as the U.S. healthcare system. 

Where I am from, these local phar-
macists are fixtures in their commu-
nities. They have known their cus-
tomers most of their lives, and it in-
stills a level of trust in those patients 
that is rarely seen in today’s day and 
time. 

I have made some stops at these local 
community pharmacies: some to get 
my own prescriptions filled, some to 
see how things are going with the 
small-business owners, some to see how 
other things are going in the commu-
nity. I never fail to appreciate the 
unique value that the men and women 
that work in these local pharmacies 
add to their customers’ lives and to our 
communities. 

Unfortunately, on these visits, I am 
also troubled because I continue to 
learn, as I have mentioned before, just 
how much more difficult it is becoming 
for those men and women to serve the 
people who have depended on them for 
years and to compete with some of the 
larger entities in the healthcare mar-
ketplace. 

Imagine a situation where your com-
petitor’s company gets to come in and 
audit your books. That is exactly what 
happens. That is exactly what happens 
when one of the big-box retailers who 
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owns a PBM goes in and audits the 
local community pharmacy. 

Take, for example, one of the other 
problems that we have: the increased 
prevalence of preferred networks in 
Medicare part D plans. Currently, 
many Medicare beneficiaries are effec-
tively told by pharmacy benefit man-
agers, or PBMs, which pharmacy to use 
based on exclusionary agreements be-
tween those PBMs and, for the most 
part, big-box pharmacies. 

Most people don’t recognize that the 
big-box owns the PBM. Patients pay 
for this. They pay for this in lower cus-
tomer service and higher copays. When 
their pharmacy of choice is excluded 
from the preferred network, it creates 
undue stress on the patients and forces 
them to do business where they may 
not want to do business. The majority 
of the time, your local pharmacy is 
never given the opportunity to partici-
pate in the network. That is an unfair 
business practice. 

Another issue I often hear about 
from community pharmacies is the 
burdensome DIR fees. We as Ameri-
cans, we pretty much assume that 
when you go in and you buy something 
and you leave with what you pay for 
that the transaction is over. But with 
medicine at your local pharmacy, it is 
a lot different. That transaction is any-
thing but clear and simple for the phar-
macist. 

Pharmacy benefit managers use so- 
called DIR fees to claw back money 
from pharmacies on individual claims 
long after the claim has been resolved. 
It can be a typographical error and the 
pharmacy benefit manager will call 
back 100 percent of what was paid to 
the pharmacist. That means the phar-
macy doesn’t know the final reim-
bursement amount they will receive for 
a claim for weeks or even months; and 
even more so, they are not even reim-
bursed for the wholesale cost of the 
drugs that they dispense. In 2014, CMS 
issued proposed guidance that would 
provide some relief to our pharmacies 
struggling to deal with the increasing 
and opaque DIR fees imposed on them. 

As I said, anyone who runs a business 
knows you can’t operate when you 
don’t know what your costs are or 
what your reimbursements are. That is 
why I have led over 30 of my colleagues 
in sending two separate letters to the 
Centers for Medicare and Medicaid 
Services urging them to move forward 
and finalize proposed guidance on this 
issue. Unfortunately, they have yet to 
move on that guidance. 

I and, I know, many of my col-
leagues, in a bipartisan manner, are 
going to continue to advocate for CMS 
to use their authority to ensure a level 
playing field for all Medicare part D 
participants. When competition is sti-
fled and our small businesses suffer, so 
do the customers of our local commu-
nity pharmacies. I hope the commit-
tees of jurisdiction will consider these 
bipartisan bills. 

Madam Speaker, I want to thank you 
for your time. I want to thank Mr. COL-

LINS for hosting this Special Order 
today. 

Mr. COLLINS of Georgia. Madam 
Speaker, I thank Congressman SCOTT. 
He has highlighted a lot of things, and 
I think it is something that just mat-
ters. Sometimes we go through a lot of 
the big pictures up here, and we see a 
lot of issues, but this is one that mat-
ters to hometown. This is Main Street 
USA. This is something that goes on. 
Especially for districts like mine and 
for many others in rural communities, 
the pharmacy, especially the inde-
pendent community pharmacies, are 
the lifeblood in these communities 

I have said this before, and I have 
had this asked of me because we have 
been doing this a while. Let’s make it 
very clear. Pharmacists, I love. I don’t 
care who they work for. Pharmacists 
are great folks, whether they work in a 
big-box store or they work for a major 
chain or they are independent and own 
their own business. Pharmacists want 
to help people. That is why they went 
into it to start with. 

I think what we are fighting here is a 
system. I have talked to many phar-
macy students who are now saying 
they are not sure they want to go into 
this or they are very concerned about 
their futures because they are looking 
at the abusive policies of PBMs, and 
they are saying: I don’t want to follow 
in my mom or dad’s footsteps; I don’t 
want to follow and open up a storefront 
and hire people because I can’t make it 
this way. And they end up being forced 
in. 

I want to talk a little bit—we have 
been vague about this, but I am not 
going to be vague here for the next lit-
tle bit. I am going to talk about PBMs 
and this regular auditing of commu-
nity pharmacists to recruit large reim-
bursements. Let me go back over this. 

There is nothing wrong with audits 
performed with the intention of uncov-
ering abuse; however, PBMs’ auditing 
has another motivation. Pharmacists 
have told me that the most expensive 
prescriptions are always the target 
during the audit—always. 

PBMs used to audit only the most ex-
pensive medications looking for cler-
ical errors like typos, misspelled 
names or addresses, or, better yet, as I 
just heard recently from one of my 
pharmacists, in which they dinged one 
of my pharmacists because the doctor 
wrote a specific amount for an eye 
medication—the doctor. Let’s make 
this very clear now. I know Represent-
ative CARTER is probably going to get 
into this a little bit more, but the doc-
tor himself wrote the prescription. The 
prescription goes to the pharmacist. 
The pharmacist filled the prescription 
as the doctor said. But when the PBM 
auditor got there, they said: No, you 
are not supposed to use that amount. 
Use this amount. 

I want to know what medical school 
this auditor went to. I want to know 
when they decided to start practicing 
medicine without a license where they 
can come in and say amounts. I can un-

derstand swerving to a generic over a 
name brand or a name brand over a ge-
neric. That is within sort of what we 
have become used to. But when they 
can actually go in and ding one of our 
pharmacists for amounts that the doc-
tor said, we have got a system that is 
a little bit abusive. Well, let me re-
phrase that. It is downright corrupt. 

They go in and they do these audits. 
They find these clerical errors. And 
when they do this, they take back, 
they recoup, all the funding paid for 
that prescription. Like I said earlier, 
they don’t take back just the profit. 
They don’t take back the cost. They 
take back everything. 

These audits are not intended to end 
Medicare fraud. The PBMs use them to 
take taxpayer funds and claim them as 
profits. If a pharmacist checked the 
box that said send by fax instead of 
send by email, the PBM is able to re-
claim the entire cost of the drug. They 
don’t just take back the copay or the 
pharmacist’s profit. 

Again, I just want you to understand 
how crazy this is. But, you see, instead 
of looking and having their time and 
effort of audits that could be better 
spent helping local pharmacists do 
what they do best, they are having to 
look over this all the time, focusing on 
improved quality for their patients. 

b 2045 
The PBMs, frankly, have shown over 

the last little bit that they are not in-
terested in the well-being of the pa-
tient. They are interested in that other 
P word, profit, not patient. 

It is really concerning, and this is 
what has happened. In the interest of 
that profit, the PBMs have engaged in 
anticompetitive business practices. 
Certain PBMs own or have ownership 
stakes in the very pharmacies they are 
negotiating to lower drug prices with. 
When a PBM is owned by the entity it 
is supposed to be bargaining with, 
there is an inherent conflict of inter-
est. This can lead to fraud, deception, 
anticompetitive conduct, and higher 
prices. 

Here is a great one. I love this. Many 
large PBMs own their own mail order 
pharmacy and financially penalize pa-
tients that use their community phar-
macist instead of the PBM-owned one. 
PBMs try to drive customers from 
community pharmacies into the mail 
order firms, arguing it saves consumers 
and drug plans money. 

However, a study by the Taxpayers 
Protection Alliance highlighted waste, 
fraud, and abuse within the mail order 
system run by the PBMs. The TPA 
study noted that 90 percent of patients 
were moved to mail order due to en-
couragement or mandate from a PBM. 

According to Medicare data, PBM- 
owned pharmacies may charge as much 
as 83 percent more to fill prescriptions 
than community pharmacists. PBM’s 
practices limit consumer choice, in-
crease drug prices by engaging in 
vertical integration in their ownership 
of mail order pharmacies, killing com-
petition. 
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And here was one that was classic. I 

walked into one of my smaller towns. 
It had a pharmacist. And the phar-
macist said: I got in trouble. I got a 
letter. 

They showed me the letter. They de-
livered some medicine to some of their 
customers. They get a letter from the 
PBM saying, You are not in the mail 
order business. And they actually were 
going to have their contract threat-
ened if they sent these people their 
drugs. 

Representative CARTER is going to 
talk in a minute. I just want to break 
for a second. But that is unbelievable 
that they actually will get on the phar-
macies and say: You can’t reach out, 
you can’t contact your customer to tell 
them that they can be a part of the 
plan. 

One of my pharmacists actually was 
left off of a plan that they were actu-
ally on. The PBM sent a letter to all 
his customers saying that they are not 
a part of the plan, when, in actuality, 
he was. And then, when confronted, 
they refused to send a letter out to the 
customers saying: We are wrong. 

Just briefly, am I highlighting some-
thing that is uncommon? Or is that a 
common practice? 

Mr. CARTER of Georgia. No. It is. As 
the gentleman states, it is a very com-
mon practice. And you know, it is 
downright unAmerican. 

Small businesses are the backbone of 
our economy here in America. When 
you do not allow a small business to 
participate, even if they are willing to 
take the reimbursement that an insur-
ance company is offering, but that in-
surance company, nevertheless, will 
not let them participate, that, in my 
opinion, is unAmerican. 

Mr. COLLINS of Georgia. You have 
hit something. You have led into a 
great example. This is highlight. And if 
there are problems, let’s fix them. You 
hit on that issue. 

We have heard of DIR fees tonight. 
We have heard about reimbursements. 
Let me leave you an example from a 
little company called Humana. 

I had a pharmacist call me about pro-
posed amendments to their Pharmacy 
Provider Agreement. Humana decided 
to withhold $5 per prescription from 
initial reimbursements to the phar-
macy. Now, you understand what is 
happening. They are withholding $5 of 
what they should be sending to the 
pharmacy. The return of the reim-
bursements was conditional on the 
pharmacy meeting certain patient ad-
herence metrics. This is essentially a 
fee conditional on meeting certain per-
formance standards, and Humana 
would withhold reimbursements from 
poorly performing pharmacies. 

That sounds good, doesn’t it? 
It has got a great twang to it. Some-

body in the marketing office there 
thought, This is going to be pretty 
cool. It sounds so good, but let’s talk 
about it. 

Humana’s criteria, however, had lit-
tle to do with patient care and more 

with driving community pharmacists 
out of the market. Many of the metrics 
used, including patient adherence, are 
beyond the control of the pharmacist. 

Humana’s amendment unduly bur-
dens small pharmacists and protects 
large chain pharmacies, many of which 
they own. Humana enlisted their actu-
aries to ensure this formula guarantees 
they will retain 60 percent of the with-
held reimbursement moneys, most of it 
coming from community pharmacists. 

Pharmacists in the 80th percentile 
and up in each category would receive 
$2 per category. If a pharmacy meets 
expectations in all three categories, 
they will earn $6—a $1 profit per pre-
scription. Now, remember, this is what 
was already withheld from them. Phar-
macists below the 80th percentile 
would receive .67, or 67 cents; and 
below the 50 percent percentile would 
receive none of the reimbursement that 
they withheld. This is a reimbursement 
that is supposed to go back to the 
pharmacy. They are not getting any of 
it. Many of the community phar-
macists often can’t afford to lose this 
additional 33 cents to $5 for every pre-
scription they fill. Only big box phar-
macies really have that ability. 

Humana also favors big box phar-
macies by allowing the number of pa-
tients to serve as a function of a 
tiebreaker. This amazed me. For exam-
ple, a community pharmacist and a big 
box pharmacist might both have 100 
percent adherence to certain perform-
ance measures. However, if the big box 
pharmacy served more patients than 
the community pharmacist, it will 
achieve a higher percentile score than 
the community pharmacy. 

Humana disproportionately favors 
large chain pharmacies at the small 
pharmacies’ expense. Certain phar-
macies have enough patients to mini-
mize the effects of patient nonadher-
ence to their ratings. At independent 
community pharmacies, one patient’s 
nonadherence could cost pharmacies 
thousands of dollars by moving a phar-
macy from the top bracket to one 
below. 

If somebody were listening to us, 
Representative CARTER, they would say 
we were making this up. We are not. I 
have been doing this now for well over 
a year—almost 2 years now. I have 
never been challenged on these facts. 
They don’t like it. And they are listen-
ing probably right now, saying: What 
can we do to go settle this down? 

But it is just not right when they 
look at these things and they see sav-
ings in the State governments. It is 
like they are saying: Look at the shiny 
object over here. Don’t face reality. 

This one is just amazing to me. When 
you are taking money that should go 
back to the pharmacist and putting 
them on this metric scale that they 
can’t compete on; or you are taking 
their customers, but won’t allow the 
pharmacist to reach out, these are the 
kinds of things that just really, really 
are amazing to me. 

I wrote a letter with the gentleman 
urging CMS Acting Administrator 

Slavitt to review Humana’s proposed 
amendments for their part D Pharmacy 
Provider Agreement. This is just some-
thing that has got to change as we go 
forward. 

There is nobody that knows that any 
better than Representative CARTER, 
knowing the situation. I have said this 
all along. I do this because I have been 
helped so much by community phar-
macists and believe when wrong is 
wrong, you call it. When you can, try 
and make it right. 

You have lived this. And you con-
tinue, by your service on the Georgia 
legislature and up here, to help us con-
tinue to be on the front lines, con-
tinuing this fight. You are there work-
ing it out as well. 

Tonight, I think we just need to con-
tinue the practice of saying, Here are 
the facts, and encouraging our commit-
tees of jurisdiction to take action on 
this and just evaluate it. 

We have the MAC transparency, the 
clawback bill. These bills have a 
chance just to be heard, because I 
found that every time I share this with 
Members, they can’t believe it. They 
want to know more. And when we show 
them the facts, they say: This needs to 
be discussed. 

We have some time tonight. I want to 
share what you are seeing as we con-
tinue this fight for what is right. 

Mr. CARTER of Georgia. Well, I want 
to thank the gentleman for organizing 
this and for bringing this to light. 

This is something that I know you 
are obviously very passionate about 
and that you have worked on for a long 
time; many years. 

You know, it is not just you. You are 
obviously a leader here. But also, Rep-
resentative SCOTT, who spoke earlier. 
Representative LOEBSACK. I may be the 
only pharmacist in Congress, but we 
have many friends of pharmacy in Con-
gress, and we appreciate this very 
much. 

But even more so—if I may, even 
more so, what you are concerned 
about, what Representative SCOTT, 
what Representative LOEBSACK, what 
everyone up here is concerned about is 
patient care. That is what we are talk-
ing about. 

Mr. COLLINS of Georgia. Exactly. 
What you are saying, every time we do 
this, we gain Members who begin to 
look at the issue. They just don’t be-
lieve what the PBMs bring to them. 

All I am asking for me and I know for 
you is for every Member here to go 
talk to a community pharmacist. All 
they have to do is go talk to them. We 
are not sharing anything that is not 
real. 

Mr. CARTER of Georgia. That is the 
whole key. The whole key is that what 
we are talking about is patient care. 
We are not talking about community 
pharmacies trying to pad their pock-
ets. But what we are trying to point 
out and what you have done so effi-
ciently, particularly with your chart, 
is to point out what is happening here. 

Everyone is concerned about high 
drug prices right now. It is one of the 
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biggest subjects that we hear about in 
the newscasts and everywhere. Grant-
ed, this is not the only part of that, but 
it is a big part of it. 

What is happening is we are taking 
competition out of health care. If we 
talk about ObamaCare, if we talk 
about the Affordable Care Act, 
ObamaCare, whatever you want to call 
it, my number one concern with is that 
it has taken competition, it has taken 
the free market out of health care. 

I mean, think about it. Am I talking 
just about independent retail phar-
macies? 

No. I am talking about independent 
health care. 

How many independent doctors do 
you know anymore? 

Most of them are members of 
healthcare systems, most of them are 
members of hospital systems, which 
are fine systems, but, again, we are 
taking away competition. And that is 
what is happening here. 

I thank Representative COLLINS. I 
want to thank him for, again, orga-
nizing and bringing this to light. 

As you have mentioned, I have been a 
community pharmacist for over 30 
years. I graduated from the University 
of Georgia in 1980. Go Dogs. I am just 
as proud as I can be of my alma mater. 

You know, pharmacy has changed 
tremendously since I graduated. I serve 
on the advisory board at the University 
of Georgia at the College of Pharmacy, 
and I can tell you the quality of stu-
dents that are graduating now from 
pharmacy school is just tremendous. 
The clinical expertise that they are 
graduating with makes us all in health 
care very, very proud. I still maintain 
that pharmacists are some of the most 
overtrained and underutilized profes-
sionals out there. 

But, again, I want to get back in full 
disclosure here. I am a free market per-
son. I am someone who believes in the 
free market. I believe in competition. 
And that is all community pharmacists 
are saying: Let us compete. 

But as Representative COLLINS has 
pointed out so succinctly here, we 
don’t even have the opportunity to 
compete. 

When you have the insurance com-
pany owning the pharmacy and making 
decisions that impact patients and 
where they can go and tell patients, 
No, you cannot buy your prescription 
over here, you have to buy it over here, 
that takes the free market out of the 
system. That takes competition out of 
the system. 

Who cannot see that? 
There are chains there who will tell 

you that their operation is a three- 
legged stool. They have the PBMs, they 
have the pharmacy, and now they have 
their health clinics. 

Well, what does that do? 
It is a great business model, sure, but 

once they get you, they got you. If you 
go to a pharmacy and they write that 
prescription, and then that prescrip-
tion is filled right there, well, obvi-
ously, that is a conflict of interest. But 

that is what is happening now. If the 
insurance company owns the pharmacy 
and tells you that you have to go to 
this pharmacy, that is a problem. 

True story. I owned three community 
pharmacies before I became a Member 
of Congress. My wife owns them now. 
While I still owned those pharmacies, I 
filled a prescription for my wife at the 
pharmacy that I own. This was about 3 
or 4 years ago. Later on that night, she 
got a call from the insurance company 
encouraging her to get that prescrip-
tion filled at another pharmacy. I am 
telling you, this is true. Honest. That 
is just crazy. 

Mr. COLLINS of Georgia. Yet, if you 
had done that, they would have cut 
your contract off. 

Mr. CARTER of Georgia. Well, ex-
actly. 

Mr. COLLINS of Georgia. You can’t 
engage in that kind of practice. It is 
just amazing. 

Mr. CARTER of Georgia. Well, it begs 
the question: How did they know about 
it? 

Here is how they know about it. 
What happens when you bring a pre-
scription into a pharmacy is we fill 
that prescription and we adjudicate the 
claim. What that means is that the 
community pharmacy’s computer calls 
the insurance company’s computer and 
it tells you automatically whether 
they are going to pay it and how much 
they are going to pay. 

Well, guess what? 
That pharmacy that owns that insur-

ance company that I just called, they 
have that information. Yes, there are 
laws against it. There is supposed to be 
a wall there in between them, but you 
tell me how that pharmacy knew that 
my wife had a prescription filled that 
day at the community pharmacy that I 
owned at that time. 

b 2100 

Obviously, that is what is happening. 
Representative COLLINS, you have in-
troduced your bill, a great bill. It has 
to do with MAC transparency, MAC, 
maximum allowable costs. Let me tell 
you very quickly what maximum al-
lowable cost is. 

We talk about acronyms. Well, no-
body uses as many acronyms as the 
Federal Government uses. I tell people 
all the time that one of my goals in 
Congress is to learn at least 10 percent 
of all the acronyms that we use up 
here. 

But the acronym, MAC, M-A-C, max-
imum allowable cost, what that is is 
that insurance companies come up 
with a list and they say this is what we 
are going to pay you. This is the max-
imum we are going to pay you. If you 
can’t buy it any cheaper than that 
then, I am sorry; you are just going to 
lose money. 

Well, that is okay to a certain ex-
tent. We understand that. We can work 
within that. But what happens is they 
don’t update it, so all of a sudden—and 
you have seen it. We have all experi-
enced what has happened with the 

spikes in drug costs here recently, par-
ticularly in generic drugs. What hap-
pens is that drug goes up. Well, the in-
surance company drags their feet and 
they don’t increase that maximum al-
lowable cost and, all of a sudden, the 
pharmacy is dispensing something at a 
loss. 

Well, that is obviously a business 
model that is not going to sustain. You 
are not going to be able to stay in busi-
ness if you are dispensing something 
and losing money on it. 

Then, how do they come up with this 
MAC list? 

What we are talking about here, and 
what Representative COLLINS’ bill ad-
dresses is what is called MAC trans-
parency. All we are asking here is to 
shine light on this, is to have some 
transparency, so we can see exactly 
what is going on. And that is what his 
bill does, and we appreciate his work 
on that very much. 

His bill is a step forward, not only for 
the industry, but again, for the bene-
ficiary, for the patient. That is ulti-
mately who is going to save money, 
and that is ultimately what we are try-
ing to do here. 

It is no surprise that the costs are 
going up because of a lack of trans-
parency in the system, no surprise at 
all. We have got to have more trans-
parency, particularly in the pricing of 
generics if we are going to be able to 
create a stable and an affordable 
healthcare system. 

Now, you heard mentioned here ear-
lier, DIR fees. DIR, direct and indirect 
remuneration, and you heard men-
tioned clawbacks. Now, let me try to 
articulate this the best I can and what 
happens here with these DIR fees, 
which is something that has come up 
in the past probably year, maybe year 
and half or 2 years. 

But what this is is, I mentioned ear-
lier that, when the community phar-
macy fills the preparation, we adju-
dicate the claim, that our computer 
calls their computer, the insurance 
computer, and it tells us how much 
they are going to pay. Okay. We are 
okay with that. We understand what 
we are going to get paid. 

But yet, with DIR fees, months later, 
the insurance company comes back and 
says, oh, we told you we were going to 
pay you $2.50. No, we have got to take 
back that $2.50. We are not going to be 
able to pay you that. 

Folks, obviously, that is not a sus-
tainable business model. Nobody can 
stay in business that way. Yet that is 
the way DIR fees are being imposed 
now. 

Thank goodness, just last week, Con-
gressman MORGAN GRIFFITH from Vir-
ginia, our colleague, introduced a bill 
that addresses Medicare part D pre-
scription drug transparency and DIR 
fees. I thank Congressman GRIFFITH for 
that. 

Again, keep in mind, folks, we are 
not talking about, oh, we have got to 
make community pharmacies profit-
able. All community pharmacies want 
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to do is to compete. We just want to 
have the opportunity to compete on a 
fair, level playing field. That is all we 
are asking. We are not asking for any 
favoritism at all. Yet, when you have 
got an insurance company that owns 
the pharmacy, that is obviously a con-
flict of interest. Who cannot see that? 

Again, Congressman GRIFFITH has in-
troduced this bill, and it is a great bill. 
These DIR fees, a big unknown for 
pharmacists, as I mentioned. They can 
sometimes total up to thousands of 
dollars per month, and they can signifi-
cantly complicate what your net reim-
bursement is going to be to cover your 
cost. 

In fact, in a recent survey, nearly 67 
percent, almost two-thirds of commu-
nity pharmacists, have indicated they 
don’t receive any information about 
when those fees will be collected or 
how large they will be—two-thirds, 
two-thirds of the pharmacies here. 

And folks, I was so happy to see Rep-
resentative LOEBSACK. He pointed out 
that he was the only Democrat here to-
night, but I can assure you that there 
are other Democrats, because this is a 
bipartisan issue. 

Listen, when you go to get a pre-
scription filled in a community phar-
macy, they don’t ask you if you are a 
Republican or a Democrat. They could 
care less. All they know is you are a 
patient, and we need to take care of 
that patient, and that is what we are 
trying to do. 

There is another bill that I want to 
touch on here. It is a very important 
bill. It is one that has been introduced 
by another good friend of pharmacy, 
Representative BRETT GUTHRIE from 
Kentucky. It is called the Pharmacy 
and Medically Underserved Areas En-
hancement Act, and this is really the 
pharmacy provider act. 

As I mentioned earlier, the phar-
macists who are graduating today are 
so clinically superior to when I grad-
uated. And Congressman SCOTT, I be-
lieve, mentioned earlier about the 
things that pharmacists are doing now: 
flu shots, immunizations, all of those 
things that pharmacists are able to do. 

Pharmacists are the most accessible 
healthcare professionals out there. We 
in America, if we are ever going to get 
our healthcare costs under control, we 
have to take advantage of that. We 
have to take advantage of having that 
expertise right there before us and hav-
ing it so accessible. 

Representative GUTHRIE’s bill, the 
pharmacy provider status bill, will give 
us the opportunity to reimburse phar-
macists for those clinical services that 
they are capable of and that they are 
currently providing. This is something 
that needs to be done under Medicare 
part D. 

I mentioned Congressman GRIFFITH 
and what he has done, and it really has 
been a blessing, then Congressman 
BRETT GUTHRIE and what he has done, 
and Congressman COLLINS and what he 
has done. All of these things are very, 
very important. 

I want to mention one other thing, 
and that is something that has come 
out of the Energy and Commerce Com-
mittee this year, and that is the 21st 
Century Cures. 21st Century Cures is a 
great piece of legislation. That and the 
opioid bill that we passed earlier this 
year, I think, are two of the bills that 
I am most proud of since I have been a 
Member of this body; and part of that 
has to do with the fact that they are 
healthcare bills and I am a healthcare 
professional. 

But 21st Century Cures is a great 
piece of legislation. It has been passed 
under the leadership of, as I say, Chair-
man FRED UPTON and the Energy and 
Commerce Committee. It has been crit-
ical in advancing research. It addresses 
so many different things. 

It increases funding for the National 
Institutes of Health. It streamlines the 
process of the FDA and how they ap-
prove medications. It offers incentives 
to companies to come up with new in-
novations with new medications. 

Right now we know of over 10,000 dis-
eases that affect humankind, yet only 
500 of them can be treated. 21st Cen-
tury Cures addresses this. It is a great 
piece of legislation, and I would be re-
miss if I did not mention that. 

Again, I want to thank Congressman 
COLLINS, and I want to thank all my 
colleagues who have spoken here to-
night on a very, very important sub-
ject. 

Again, folks, all we are saying is let 
us compete. I have had so many pa-
tients who have been, their parents, 
their grandparents, treated at our 
pharmacy; yet, because their insurance 
plan changed, they literally left our 
pharmacy in tears and had to go down 
the street and have a prescription filled 
somewhere else. That is not American. 
It is not right. 

Again, I want to thank Congressman 
COLLINS for giving me this opportunity 
to speak on this, obviously something 
that I have dealt with all my life, my 
professional life. I am very proud of our 
profession. I am very proud of commu-
nity pharmacy. I am very proud of the 
patient care that the community phar-
macist and all pharmacists provide to 
the patients. 

So I thank the gentleman for doing 
this and thank him for giving me the 
opportunity. 

Mr. COLLINS of Georgia. I want to 
thank the gentleman for being a part 
and providing an insight that is—as I 
have said, for those of us who see this 
and call unfair unfair, and we are 
learning about it every day, you have 
lived it, and I think providing those in-
sights is valuable. 

The more we continue down this 
path, it just—and again, I spoke about 
it. I am on the Rules Committee as 
well. I talked about it in the Rules 
Committee, and it was amazing when I 
heard the other members. Some were 
on Energy and Commerce, some were 
on others, and they finally said, that 
deserves a hearing. MAC transparency 
deserves a hearing. Griffith’s bill de-

serves a hearing. Guthrie’s bill de-
serves a hearing. 

These are things that actually save 
money, except for the coercive, twist- 
arm tactics of PBMs who just think 
that 83 percent of the market is not 
enough, 83 percent, roughly, of the 
market is not enough, that they get on 
people about mail order. They want 
you to turn—and your insight on how 
they actually know. That wall, that is 
the flimsiest wall I have ever seen. 
Maybe they will start building it bet-
ter. I don’t know. In north Georgia, we 
built them a little harder than that. 
But I appreciate that. 

I want to go into something tonight, 
and it is something that we have 
talked about. It just explains how this 
works, because maybe some aren’t as 
familiar; they haven’t studied this and 
had a great staff. I have actually had a 
great staff that have put together—you 
know, Bob’s here tonight. I have got a 
staff member who is still with me in 
spirit, but she is not with us. Jennifer 
has been working on this for a long 
time. 

But I also had Daniel Ashworth. Dan-
iel is an intern, a pharmacist intern 
who helped us out a lot and helped pre-
pare this. I want to show you this. I 
showed you this at the beginning, and 
it is sort of—the PBMs are at the mid-
dle of the world here, if you will. 

So let’s just talk about this. Let’s 
just start off with where it should 
start, and that is with the patient. The 
patient makes medication decisions, or 
he gets it from the doctor. And they 
are typically okay if you go this way, 
their employer. A lot of times the em-
ployee, their health benefit plan, that 
is where they get that. 

So as we start here with the employ-
ers, the employers turn to PBMs or the 
insurance companies for plan decisions. 
So they turn to them and say here is 
how the plan is going to work. Here is 
how the plan operates. They expect the 
PBM to look after their best interest 
and to help save them money. That was 
the whole setup in the beginning, until 
they began to vertically integrate, to 
take on and become the main player in 
the market. 

So what happens here is they make a 
plan decision to entrust the PBM to do 
that, and the PBMs, in turn, are sup-
posed to give back the savings in this. 
We have already seen tonight how 
TRICARE has already saved $1.3 bil-
lion. This was their own internal study. 
We have also seen others where the 
fraud and abuse are not finding these 
savings. 

So again, let’s just continue on. 
Pharmaceutical companies have an 

interesting relationship as well be-
cause, through rebates that they give 
to the PBMs or to incentivize, if you 
will, the use of drugs, their brand 
names, their ones under patent—which 
is very valuable. You are not going to 
find a stronger proponent of patent and 
copyright content in this Congress 
than me. What they are doing here is 
they are saying, okay, we are going to 
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give rebates back so you can purchase, 
and we are going to have brand pref-
erence so that you will encourage this 
brand over this generic or, frankly, 
this generic over this brand. And that 
is okay. We understand that. 

This rebate is supposed to actually 
go into the savings part, but there is no 
transparency here. We don’t know 
where it is going. And you are not get-
ting the savings back over here where 
the rebates could. 

And then we get to, really, the one 
that is interesting, and the pharma-
ceutical companies, through the phar-
macy, and then back to patient care. 
This is where it gets interesting with 
the PBMs and their interesting rela-
tionships with the independent commu-
nity pharmacies. 

Predatory pricing, such as we are ad-
dressing in the MAC transparency list, 
where the numbers change, they are 
not sure. We get into the DIR fees. We 
get into all this stuff that has now be-
come, instead of, for the PBM, the P in 
patient, the P actually should be—and 
I am not going to write on this beau-
tiful chart, but I might as well just put 
‘‘profit’’ because, as I have already dis-
cussed earlier tonight, the audits 
aren’t about patient safety. 

As Representative CARTER said, this 
is not about giving independent phar-
macies or community pharmacies a leg 
up. 

b 2115 

They don’t want to be guaranteed a 
profit. They just want to be guaranteed 
to be able to open their doors and not 
be intimidated, coerced, or backed 
down by threats from PBMs that are 
much larger than them that basically 
say: we will put you out of business. 

Madam Speaker, that is what they 
do. 

They are supposed to have random 
audits. One of my pharmacists started 
laughing when we talked about random 
audits. They had the same audit about 
a year earlier. In other words, they are 
on a cycle. They just come back around 
the same time. These aren’t random. 
They are not there for safety. They are 
there for profit. 

It is frustrating. I have never seen 
anything else like this. It is the most 
amazing thing I have ever seen in 
which a business model that we have 
actually condoned—especially with the 
taxpayer money side—says that you 
can extort from pharmacies whatever 
you want. We will take back fees. We 
will put you on a metrics like Humana 
did. We will put you on a metrics that 
will give you the possibility of making 
more, but then inherently rig it 
against the small pharmacies. That is a 
problem. 

They can’t answer the question. If 
they had, they would have said it a 
long time ago. They just hope I go 
away and quit talking about this. But 
there are Members every time we talk, 
some couldn’t come tonight, and every 
time we come down here and we shine 
light on this very dark subject, more 

Members come along and say: that 
doesn’t sound right. 

I know you have had those conversa-
tions, Representative CARTER. I have 
had those conversations. There are 
Members all over this Chamber that 
have experienced this in their own 
lives. 

So I come to you tonight just saying, 
look, we put this here, and we look at 
the interaction. I am going to say, this 
is the most important part right here. 
It is about the patient. It is about the 
patient. We want to fix this. Let’s look 
at how our money is spent. We want to 
fix this. Let’s look at being able to 
come back weeks, months later. Let’s 
talk about what the problems are here, 
but never forget the patient. It 
shouldn’t be hard for them. Pharmacy 
benefit manager, the first letter is P. 
Let’s just change it from profit to pa-
tient. Let’s change it from being a 
facilitator to help pharmacies and help 
employers to market drugs to help the 
patient. Studies after studies show 
that it doesn’t work. 

Madam Speaker, we could talk for 
hours, but this is something we are 
going to continue to fight on. I appre-
ciate the time we have had tonight, 
and this is not the end of this fight. 

Madam Speaker, I yield back the bal-
ance of my time. 

f 

ZIKA FUNDING 

The SPEAKER pro tempore (Mrs. 
MIMI WALTERS of California). Under the 
Speaker’s announced policy of January 
6, 2015, the Chair recognizes the gen-
tleman from California (Mr. 
GARAMENDI) for 30 minutes. 

Mr. GARAMENDI. Madam Speaker, I 
thank the gentlewoman from Cali-
fornia for the opportunity to speak this 
evening. We have just been listening to 
a very lengthy discussion on the part 
of the healthcare issues in the United 
States, and, undoubtedly, the family or 
the small community pharmacist is a 
piece of the solution to the problems. 
But I want to spend the next 10 min-
utes or so, maybe a little longer, talk-
ing about a problem that currently af-
fects some 19,000 Americans and a prob-
lem that is growing every day. 

This is the new four-letter word that 
we fear. We are accustomed to a lot of 
four-letter words, but this one begins 
with a Z. This is the Zika crisis. This is 
a very, very real problem for some 1,600 
pregnant women in the United States. 
This is a problem that men and women 
that intend to have a family, women 
that intend to bear children, get preg-
nant in the days and months ahead 
have a gut feeling of fear—a deep, deep 
fear—and husbands, spouses, and lovers 
similarly. 

This is the Zika crisis. We have heard 
a lot about it during the Olympics. It 
hasn’t passed off the radar screen ex-
cept here in Congress. I know it is on 
the minds of Californians, over 500 in 
California, and nearly 15,500 Americans 
in Puerto Rico. They have that fear. 
They have Zika. 

So all across this Nation, this new 
four-letter word is not used as a cuss 
word. It is a word of fear, and it is a 
word of trouble. Apparently, in the 
Halls of your Capitol, in the Halls of 
the United States Congress, it is ig-
nored. Several months ago, we did pass 
a piece of legislation that was supposed 
to deal with this. But understand this: 
The Centers for Disease Control is 
about to run out of money at the end of 
this month and will have to stop re-
search on Zika, on the virus, on vac-
cines, and on how it is spread. 

We know that the mosquito is a piece 
of this, and we know it is prime mos-
quito time across much of the United 
States. Let me show you a map—a lot 
of blue on that map. That doesn’t mean 
Democrat. That means Zika. Where 
you see the bright blue, that is where 
the Zika mosquito—the aedes—is 
found, and this is where we presently 
have cases. 

South Florida, the only time in 
American history that there has been a 
travel alert for health reasons within 
the Continental United States is now 
found in south Florida. Why? Because 
now we have mosquitos that are 
spreading the virus. 

In other parts of the Nation, we know 
that this mosquito is present, and we 
know it is going to happen, if not this 
year then next year. This is not some-
thing that is going to go away in the 
next few months as winter approaches. 
It will come back next year, and it will 
come back with a greater vengeance, 
just as the West Nile virus that spread 
across the United States is now found 
in most every State. But that is not an 
illness that leads to the tragedy of 
children being born with severe inju-
ries that will affect them the rest of 
their lives, which may be a very short 
life. 

This is a problem. This is a problem 
that your United States Congress is ig-
noring. There is a bill bouncing around, 
and it is loaded with a bunch of riders 
that are: What are you talking about? 
Riders that prevent women’s health 
clinics from providing assistance to 
women. It is the women, after all, that 
bear the great burden of this. They are 
the ones that are going to be pregnant. 
They are the ones that will be carrying 
the children. But those women’s health 
clinics cannot allow access to the 
money. What in the world is that all 
about? What foolishness. What mean-
ness. 

By the way, none of the money can 
be used for contraception. Give me a 
break. What do you mean? That is the 
legislation that is being proposed here 
in the United States Congress. Even 
the Pope has suggested that because of 
this crisis in Brazil that the steadfast 
opposition of the Vatican to contracep-
tion may need to be pushed aside. But 
not here in the House of Representa-
tives. Come on. Let’s get real. Let’s un-
derstand the nature of this crisis. 

The Zika virus is not transmitted 
only by mosquitos. We are discovering 
that the transmission can come in 
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